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ABSTRACT

Background: In non-small cell lung cancer (NSCLC), pulmonary artery, pulmonary vein, pericardium, 
or atrium involvement is not considered as an inoperability criterion, although it negatively affects the 
disease prognosis. In these patients accepted as local disease, intrapericardial pneumonectomy can be 
performed to leave a safe surgical margin. In this study, patients diagnosed with NSCLC who underwent 
intrapericardial pneumonectomy were subjected to clinical evaluation.

Materials and Methods: We retrospectively evaluated NSCLC patients who were diagnosed as T3-
T4 and N0-N1 with preoperative invasive staging, who responded to neoadjuvant treatment for T4N2 
disease, or who were considered persistent N2 and underwent intrapericardial pneumonectomy for 
intrapericardial pulmonary artery (PA) and pulmonary vein (PV) invasion.

Results: Thirteen patients underwent intrapericardial left pneumonectomy and 7 patients underwent 
intrapericardial right pneumonectomy. The median overall survival (OS) value of the patients included 
in the study was found to be 22.3 months, 95% CI (Confidence Interval) (5.6-39.0). The 1-month 
postoperative survival rate was 90%, the 6-month survival rate was 88%, the 1-year survival rate was 
84%, and the 3-year survival rate was 35%. The assessment of the 5-year survival rate was conducted 
among 13 cases who successfully completed the 5-year follow-up period, revealing a median OS of 35,0 
months and a 5-year survival rate of 23%.  Patients who did not receive pre-op neoadjuvant therapy, 
patients who underwent right pneumonectomy and patients with squamous histopathology had a lower 
median OS and higher HRs for mortality. 

Conclusions: In NSCLC patients who underwent intrapericardial pneumonectomy, right pneumonectomy, 
lymph node involvement, lymphovascular invasion, and lack of neoadjuvant treatment were evaluated 
as poor prognostic factors.

Keywords: intrapericardial pneumonectomy, non-small cell lung cancer, thoracic surgery



Introduction  

Lung cancer is the primary cause of cancer-related 
deaths, 80% of which are non-small cell lung cancers 
(NSCLC). Treatment includes surgery, chemotherapy, 
radiotherapy, immunotherapy options, and a combina-
tion of these options. The most effective treatment op-
tion is surgery, and only 15-25% of NSCLC cases are 
operable at the time of diagnosis. The basis of surgical 
treatment is anatomical resection and lymph node dis-
section. 30% of the cases are seen as locally advanced 
disease at the time of diagnosis [1-3]. However, in pa-
tients with locally advanced disease, invasion of the 
pericardium, intrapericardial vascular structures and 
even atrium is not accepted as an inoperability-irresect-
ability criterion, and systemic treatment without surgery 
is preferred by some centers. Due to the necessity of 
complete resection, intrapericardial pneumonectomy 
can be performed in these cases [4]. Intrapericardial 
involvement of pulmonary arteries and veins in thorax 
CT images is an indication for elective surgery. Con-
ditions requiring intrapericardial pneumonectomy are; 
cases where the pulmonary artery and vein are involved 
intrapericardially, cases where pericardial involvement 
is present, after radiotherapy applications to central tu-
mors, hilar lymph nodes are involved to a degree that 
does not allow dissection, adhesions that prevent dis-
section due to previous infections or surgeries. 

The aim of this study is to clinically evaluate the sur-
gical results in our series of 20 cases diagnosed with 
NSCLC and undergoing en-bloc resection. In addition, 
it is to show that cardiovascular surgical techniques are 
necessary in thoracic surgery and that resection can be 
easily performed with the help of these techniques.

Patients and Methods

In our study which was conducted in our clinic between 
2016 and 2020, patients who were accepted as T3-T4 
and N0-N1and operable according to the International 
Association Study of Lung Cancer (IASLC) 2017 clas-
sification with no mediastinal lymph node involvement 
and distant organ metastasis, or T4N2 patients that re-
ceived a response to neoadjuvant treatment and were 
considered persistent N2, or patients who had intraperi-
cardial pulmonary artery (PA), pulmonary vein (PV) in-
vasion and underwent intrapericardial pneumonectomy 
due to the diagnosis of NSCLC were included. Main 
exclusion criteria are the presence of N2 disease in on-

cological principles, small cell carcinoma, and distant 
organ metastasis. The endpoint of the study is the ab-
sence of any other cardiovascular and intrathoracic T4 
involvement except for the PA.  All cases were operated 
on by the same thoracic surgeon and cardiovascular 
surgeon. Ethics committee approval was obtained from 
Dokuz Eylül University Non-invasive Research Ethics 
Committee with protocol number 2022-CREC-22-41. 

All cases were evaluated preoperatively for cardiac 
and pulmonary reserve by physical examination, rou-
tine blood tests, chest radiography, fiber optic bron-
choscopy (FOB), and pulmonary function test (PFT). 
Thoracic computed tomography (CT), magnetic reso-
nance imaging (MRI) and positron emission tomogra-
phy (PET) were used in clinical staging in cases with 
suspected diaphragmatic and atrium invasion. Patients 
with forced expiratory volume in 1 second (FEV1) val-
ue over 2 liters were found suitable for the operation. 
Patients with an FEV1 value of less than 2 liters (80%) 
were re-evaluated with carbon monoxide diffusion ca-
pacity measurement (DLCO), ventilation perfusion 
scintigraphy, and cardiopulmonary exercise tests. Endo-
bronchial ultrasonography (EBUS) or mediastinoscopy 
and lymph node sampling were performed to exclude 
metastasis in cases with mediastinal lymph nodes with a 
short axis longer than 1 cm in the thorax CT performed 
for histopathological staging and/or mediastinal lymph 
nodes with suspicious FDG uptake on PET/CT.

Thoracotomy was performed in the 5th intercostal 
space in all cases under general anesthesia, with double 
lumen endobronchial intubation in the lateral position after 
appropriate sterilization measures. The lung was pushed 
posteriorly, and the pericardium was suspended with the 
help of a clamp, and the pericardium was opened by pre-
serving the phrenic nerve at the level of the pulmonary 
vein. The pericardial incision was advanced to the pul-
monary artery until the safe surgical margin was reached, 
and the pulmonary artery, superior and inferior pulmonary 
vein, and, when necessary, and lung anatomical resection 
and detailed mediastinal lymph node dissection were per-
formed. In cases of uncertainty regarding surgical mar-
gins, an intraoperative frozen section was performed. In 
all cases, the adjacent viable tissues were sutured along the 
stapler line with 4-0 polyproplene sutures to protect the 
bronchial stump. Furthermore, to mitigate the risk of po-
tential cardiac herniation, closure of the pericardial defect 
was accomplished utilizing polyproplene mesh.
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Statistical Analysis

Statistical analyzes were performed using SPSS 19.0 soft-
ware (SPSS Inc., Chicago, IL, USA). Continuous vari-
ables are expressed as mean ± SD, categorical variables 
are expressed as n (%). Kaplan-Meier method and log 
rank test were used for survival analyses. COX regression 
analysis was used to determine risk factors for mortality. 
The results are presented with 95% CI and the statistical 
significance level was determined as p < 0.05 in all tests.

Results

A total of 20 cases, 15 males and 5 females, were in-
cluded in the study. The average age of the patients was 
determined as 59.1 ± 10.4 years (44-79, median 57.5 
years) and the average tumor diameter was 50.3 ± 28.2 
mm (12.0-140.0), median 47.5 mm). The histopathologi-
cal diagnosis was detected as squamous cell carcinoma 
(60%) in 12 of the patients, adenocarcinoma in 5 (25%), 
large cell neuroendocrine carcinoma in 2 (10%), and ade-
noid cystic carcinoma (5%) in 1 of the patients (Table 1).

Table 1. Demographic data and clinical characteris-
tics of the patients.
Age mean±SD (min-max) 59.1±10.4 

(44.0-79.0)
Gender n (%)
Male
Female

15 (75%)
5 (25%)

Tumor size (mm) mean±SD (min-max) 50.3±2.2 
(12.0-140)

Pre-op CT/ RT n (%) 11 (55%)
Pathological diagnosis n (%)
Squamous cell carcinoma
Adenocarcinoma
Large cell neuroendocrine carcinoma
Adenoid cystic carcinoma

12 (60%)
5 (25%)
2 (10%)
1 (5%)

Side n (%)
Intrapericardial left pneumonectomy
Intrapericardial right pneumonectomy

13 (65%)
7 (35%)

Surgical margin n (%)
Negative
Positive

16 (80%)
4 (20%)

Post-op CT/RT n (%) 15 (75%)
Post-op lymph node involvement n (%)
N0
N1
N2
N3

8 (40%)
5 (25%)
7 (35%)
-

Follow-up period months mean±SD 
(min-max)

23.9±26.7 
(1.0-117.7)

Abbrev.: Standard Deviation (SD), Chemotherapy (CT), Radio-
therapy (RT)

Intrapericardial left pneumonectomy was performed 
in 13 patients, and intrapericardial right pneumonecto-
my was performed in 7 patients. Surgical margin posi-
tivity was observed in 20% of the patients (Table 1). 
Eleven of the patients with preoperative stages IIIA and 
IIIB received neoadjuvant CT, RT, or concurrent CRT. 
While 33% of patients who did not receive neoadjuvant 
treatment were still alive, 66% died. After pneumonec-
tomy, 10 patients were evaluated as stage IIIA, 5 pa-
tients as stage IIIB, 2 patients as stage IIB, 2 patients as 
stage IB and 1 patient as stage IA. When evaluated ac-
cording to postoperative lymph node involvement, 7 pa-
tients were N2, 5 patients were N1, and 8 patients were 
N0 (Table 1). Four of the patients evaluated as Stage 
IIB, IA, IB received neoadjuvant CT+RT or simultane-
ous CRT. Among these patients, two patients with stage 
IIIB at the time of diagnosis were evaluated as having 
regressed to IA and IB after treatment, and two patients 
with IIIA had regressed to IIB and IB.

As to pathological stage, 40% of the patients had 
pathological stage of N0, 25% had N1, and 35% had N2 
pathological stage. When the surviving patients were 
evaluated according to lymph node, 20% were N0 and 
80% were N1 patients. Again, according to the postop-
erative lymph node involvement of the patients with left 
pneumonectomy, 4 were evaluated as N2, 4 as N1, 5 as 
N0, while in right pneumonectomy, 3 were evaluated as 
N2, 1 as N1, 3 as N0. Demographic and clinical charac-
teristics of the patients are presented in Table 1.

During the retrospective evaluation, 6 (30%) of 
the patients were alive, while 14 patients (70%) had 
died (Table 1). During the retrospective evaluation, 
the 1-month postoperative survival rate was 90%, the 
1-year survival rate was 84%, and the 3-year survival 
rate was 35%. The assessment of the 5-year survival 
rate was conducted among 13 cases who successfully 
completed the 5-year follow-up period, revealing a me-
dian OS of 35,0 months and a 5-year survival rate of 
23%. All surviving patients were the ones who under-
went left pneumonectomy. Of the patients who died, 7 
were right pneumonectomy performed and 7 were left 
pneumonectomy performed patients. The mortality rate 
was 70% for all patients, 100.0% in patients with intra-
pericardial right pneumonectomy and 53.6% in patients 
with intrapericardial left pneumonectomy. The median 
OS value of the patients included in the study was found 
to be 22.3 months, 95% CI (5.6-39.0). There was no 
statistically significant difference between OS times in 
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male and female patients (p = 0.233). The median OS 
of patients who received pre-operative CT/RT was 16.7 
months, and the median OS of patients who did not re-
ceive pre-operative CT/RT was 47.9 months, and a bor-
derline statistical difference was found between the two 
groups (p = 0.080). When median OS was evaluated ac-
cording to histopathological diagnoses, it was observed 
that patients diagnosed with squamous cell carcinoma 
had the shortest median OS with 7.2 months. The me-
dian OS of patients who underwent intrapericardial 
right pneumonectomy was found to be statistically sig-
nificantly shorter than that of patients who underwent 
intrapericardial left pneumonectomy (OS = 7.2 months, 
95% CI (0.4-14.1) vs OS = 25.5 months 95% CI (4.5-
46.4) (p = 0.013) (Figure 1). Surgical margin status and 
post-operative RT/CT were found to have no effect on 
OS. In N2 cases, the median survival was 22.3 months 
95 %CI (9.4-35.2), the 1-year survival rate was 71%, 
and the 3-year survival rate was 14%.

Surgical margin positivity was present in 4 cases. 3 of 
them were vascular surgical margin positivity, and one of 
these cases was accompanied by bronchial surgical mar-
gin positivity, one by mediastinal pleura, and one by peri-
cardial surgical margin positivity. In one case, there was 
a positive bronchial surgical margin at the level of in situ 
carcinoma. All of them had microscopic surgical margin 
positivity and were accepted as R1. The median survival 
in these cases was calculated as 25.5 months.

All patients who died before 1 year had developed 
additional pathologies such as pneumonia, bronchopleu-
ral fistula, empyema, and pulmonary thromboembolism. 
Additionally, these complications were detected only in 
patients who underwent right pneumonectomy. In 2 cases 
with bronchopleural fistula, the fistula was closed by plac-
ing a stent using rigid bronchoscopy. When all cases were 
evaluated, empyema with bronchopleural fistula devel-
oped in 2 cases, isolated empyema in 1 case, pneumonia 
in 2 cases, and vocal cord paralysis in 1 case in the post-
operative period. Phonation was achieved by applying me-
dialization thyroplasty to the patient who developed vocal 
cord paralysis during the hospitalization period.

The mean OS was calculated as 16.8 months (1-48 
months) in cases diagnosed with squamous cell car-
cinoma, 44 months (8-36 months) in cases diagnosed 
with adenocarcinoma, and 73 months (34-114 months) 
in cases with large cell neuroendocrine carcinomas. In 
the single case with adenoid cystic carcinoma, survival 
was achieved for 44 months (Figure 2).

Figure 1. Overall survival according to pneumonectomy side (Ka-
plan Meier curves).

Figure 2. Overall survival according to pathological diagnosis (Ka-
plan Meier curves).

Metastases developed in 25% of the patients. While 
four of them died, one was alive. Metastases were in 
various organs such as brain, vertebra, liver, opposite 
lung, kidneys, adrenals, and uterus. No recurrence or 
metastasis was observed in 15 patients (75.0%). Of the 
five patients who developed metastasis, 4 had undergone 
left pneumonectomy and 1 had undergone right pneu-
monectomy. All patients who developed recurrence had 
received adjuvant treatment, and lymphovascular space 
invasion and perinodal spread were observed in all pa-
tients. The median OS was 31.5 months for patients 
who developed metastasis and 36.0 months for patients 
who did not. There was no statistically significant dif-
ference (p = 0.598). Evaluation of factors affecting OS 
is presented in Table 2.

Current Thoracic Surgery-Volume 10 Number 1  p: 1-7



5

According to the results of univariate COX regres-
sion analysis; histopathological diagnosis of squamous 
cell cancer increased the risk of mortality 3.3 times 
compared to other pathologies (HR = 3.3, 95% CI 1.1-
10.7) and p = 0.045). Intrapericardial pneumonectomy 
on the right side increased the risk of mortality 3.8 times 
(HR = 3.8, 95% CI (1.2-11.7) and p = 0.020). In addi-
tion, the risk of mortality was found to be higher in pa-

tients who received pre-operative CT than in those who 
did not, with borderline statistical significance (Table 
3). In the multivariate COX regression analysis of the 
model created with these variables, the most important 
risk factors for mortality were right intrapericardial 
pneumonectomy (HR=4.3, 95% CI (1.2-15.7) and p = 
0.029) and squamous cell cancer histopathology (HR= 
7.1 95% CI (1.6-31.8) and p = 0.010) (Table 3).

Table 2. Evaluation of factors affecting overall survival time (Kaplan Meier analysis).
Overall survival  
(month) median

%95 CI P value 
(log rank test)

Gender
Male 
Female

22.3
38.9

(0.0-47.1)
(0.0-88.2)

0.233

Pre-op CT/ RT
Yes
No

16.0
47.9

(0.0-33.3)
(10.4-85.4)

0.080

Pathological diagnosis n (%)
Squamous cell carcinoma
Adenocarcinoma
Large cell neuroendocrine carcinoma
Adenoid cystic carcinoma

7.2 
22.3
46.8
75.7

(0.0-18.2)
(8.8-35.8)
(-)
(-)

0.084

Side
Intrapericardial left pneumonectomy
Intrapericardial right pneumonectomy

25.5
7.2

(4.5-46.4)
(0.4-14.1)

0.013

Surgical margin
Positive
Negative

16.0 
25.5                                                                                                                                                  
                                                                       

(0.0-34.4)
(0.0-59.6)

0.373

Post-op CT/ RT
Yes
No

24.0 
4.6

(10.2-37.8)
(1.2-7.9)

0.456

Post-op lymph node involvement
N0
N1
N2

4.6
95.6
22.3

(0.0-15.7)
(-)
(9.4-35.2)

0.199

Recurrence
Yes 
No

36.0 
31.5

(9.0-62.9)
(23.0-40.0)

0.598

Abbrev.: Chemotherapy (CT). Radiotherapy (RT)

Table 3. Evaluation of risk factors affecting mortality (COX regression analysis)
Univariate analysis Multivariate analysis
HR %95 CI p value HR %95 CI p value

Pre-op CT/ RT
No vs yes 2.8 0.8-9.3 0.093 3.5 0.9-13.1 0.059
Intrapericardial pneumonectomy
Left vs right 3.8 1.2-11.7 0.020 4.3 1.2-15.7 0.029
Pathological diagnosis others vs squamous cell carcinoma 3.3 1.1-10.7 0.045 7.1 1.6-31.8 0.010
Abbrev.: Hazard Ratio (HR). Confidence Interval (CI). Chemotherapy (CT). Radiotherapy (RT)
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Discussion 
Surgery, chemotherapy, radiotherapy, immunotherapy, 
and the combination of these treatment options with a 
multidisciplinary approach are used in the treatment of 
NSCLC. In NSCLC cases with pulmonary artery and 
pulmonary vein invasion, the possibility of surgical 
intervention persists despite local infiltration. An intra-
pericardial approach is required in some cases since it 
is essential to maintain safe surgical margins.  In 1946, 
Allison et al. also argued that intrapericardial vascular 
ligation provides the opportunity for more radical sur-
gery due to safer surgical margins in patients diagnosed 
with bronchial carcinoma and in whom pericardial in-
vasion is observed [5]. Additionally, as the pericardium 
serves as a natural barrier, it has been argued that intra-
pericardial resection provides the opportunity to work 
in a safer area in terms of surgical margins, since it is 
difficult for the tumor to pass into the intrapericardial 
area through lymphatic drainage [6]. We also decided 
to perform pneumonectomy due to NSCLC in our clinic 
and preferred intrapericardial pneumonectomy in 20 
cases with pulmonary artery and pulmonary vein be-
tween 2016 and 2020. In four of our cases, R1 resection 
with microinvasion was executed. Remarkably, within 
the series of 20 cases, R0 resection was achieved in 16 
instances, underscoring the significant accomplishment 
despite the extensive surgical intervention.

Although it is a good option for complete resection, 
pneumonectomy has a higher mortality and morbidity 
rate than other types of resections. The mortality rate af-
ter pneumonectomy varies between 3-20%, but it has been 
reported that right pneumonectomy has a higher mortality 
and morbidity rate than left pneumonectomy because the 
right lung is more hemodynamically effective than the left 
and is closer to fistula formation due to bronchial anatomy 
[2-6]. In addition, the anatomy of the right and left bron-
chial artery also shows various variations. However, the 
most common variation, with a rate of 60%, is the pres-
ence of one right bronchial artery and two left bronchial 
arteries [7]. This situation suggests that the blood supply 
of the right main bronchus may be weaker than the left and 
may be prone to fistula development.

In our cases, consistent with the literature, the mor-
tality rate in patients who underwent right pneumonec-
tomy was found to be higher and the average survival 
time to be shorter than in patients who underwent left 
pneumonectomy. It was revealed that patients who 
underwent right pneumonectomy had a higher HR for 
mortality. In addition, all our cases in which broncho-
pleural fistula, pulmonary thromboembolism, and em-
pyema developed in the postoperative period consisted 
of patients with right intrapericardial pneumonectomy.

In addition to surgical treatment, discussing the neces-

sity of neoadjuvant treatment with a multidisciplinary ap-
proach is imperative. While the mortality rate in patients 
receiving neoadjuvant treatment was found to be relatively 
lower, although not statistically significant, it has been 
shown that it is possible to survive for many years after 
pneumonectomy [8,9]. In our cases, mortality with a rate 
of 55% was observed among patients who did not undergo 
neoadjuvant treatment, while 44% of patients were alive, 
suggesting a potential beneficial impact of the implemen-
tation of neoadjuvant therapy on survival outcomes.

There are studies in the literature showing that squa-
mous histopathological type is more aggressive than adeno 
cancers [10,11]. In our cases, the average overall survival 
time of patients with squamous histopathological type was 
found to be lower and their HR for mortality was higher.

N2 involvement should be carefully evaluated in 
cases demonstrating localized invasion significant 
enough to require intrapericardial pneumonectomy. It 
has been stated in the literature that survival is generally 
worse, distant organ metastases are more common, and 
the recurrence rate is higher in cases of NSCLC and N2 
[10,11]. The standard treatment in N2 cases is definitive 
chemoradiotherapy or induction therapy followed by 
surgery [12,13]. In the literature, N2 cases that under-
went pneumonectomy after neoadjuvant treatment were 
defined as persistent N2 and it was stated that surgery 
had a positive effect on survival, but no significant dif-
ference was observed in survival in patients over the 
age of 65. Furthermore, immunotherapy has been re-
ported to emerge as a component of multimodal therapy, 
with notable impact on survival outcomes in N2 cases. 
[14,15]. Among our cases, four out of the five patients 
who remain alive were classified as N1, with one be-
ing categorized as N0. Following neoadjuvant therapy, 
invasive staging identified five of the postoperative N2 
cases as N0-N1, while 2 of the N2 cases were evaluated 
as N0-N1 by invasive staging in the preoperative peri-
od. Following a retrospective analysis of all postopera-
tive N2 cases, the 1-year survival rate was determined 
to be 71%, while the 3-year survival rate stood at 14%.

In a series of 126 cases in which intrapericardial and 
standard pneumonectomy cases were compared in the lit-
erature, the average survival was calculated as 32 months 
in standard pneumonectomy and 23 months in intraperi-
cardial pneumonectomy, and a significant difference was 
determined [16]. However, the median survival in our 
intrapericardial pneumonectomy cases was calculated 
as 22.3 months, and very good survival results were ob-
tained compared to the cases in the literature that under-
went intrapericardial pneumonectomy. With this article, 
we wanted to show that such aggressive surgeries can be 
beneficial in terms of gaining time for immunotherapy 
and other new generation treatments.

Current Thoracic Surgery-Volume 10 Number 1  p: 1-7
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Limitations of the study
This study is a retrospective and single-center study, 

the number of cases is limited even when the long-term 
survival consequences of resection type are taken into ac-
count. Studies with larger sample sizes will be more use-
ful in detecting statistically significant differences. Third, 
we could not compare patients who underwent pneumo-
nectomy with those who underwent sleeve resection and 
arteroplasty in terms of recurrence and survival.

In conclusion, although conditions such as pulmo-
nary artery, pulmonary vein or pericardial involvement 
negatively affect the disease prognosis in NSCLC, they 
are not considered as inoperability criteria. In these 
cases, which are local diseases, intrapericardial pneu-
monectomy can be performed to leave safe surgical 
margins. Mortality and morbidity are higher in right 
pneumonectomy than in left pneumonectomy. N2 dis-
ease is considered to have a poor prognosis. 
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ABSTRACT

Background: Lymphadenopathy occurs due to the proliferation of inflammatory or neoplastic cells 
within the lymph node or the invasion of the lymph node. Surgical biopsy of supraclavicular lymph nodes 
in patients with suspected malignancy or lymphadenopathy serves as a valuable tool for determining 
the treatment plan and cell type. Today, supraclavicular lymph node excision holds an important place 
in tissue sampling as it is a minimally invasive procedure associated with low morbidity and acceptable 
diagnostic yield. Moreover, these minimally invasive procedures can be more advantageous as they 
provide more tissue compared to needle biopsy, with fewer complications.

Materials and Methods: In this study, we reviewed our experience with supraclavicular excisional 
lymph node biopsy in patients suspected of having supraclavicular lymph node metastasis. Detailed 
medical histories were obtained for all cases, and comprehensive general physical and systemic 
examinations were performed. 

Results: The aim of the study is to evaluate the diagnostic utility, accuracy, and impact on survival of 
excisional lymph node biopsy in the diagnosis of suspected supraclavicular lymph node metastasis based 
on histopathological findings. We conclude that excisional biopsy is valuable for accurate diagnosis 
and appropriate treatment planning when supraclavicular lymph nodes are detected in radiological 
examinations, even if they are not palpable.

Conclusions: Excisional biopsy is a method that can be safely performed in palpable peripheral 
lymphadenopathies and does not carry a significant risk of morbidity. It is believed that excisional 
biopsy of the supraclavicular lymph node has the potential to shorten the time from presentation to 
diagnosis, thereby saving time and costs in the invasive staging process.

Keywords: supraclavicular, lymph node, excisional biopsy, metastasis
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Introduction
Lymphadenopathy occurs due to the proliferation of in-
flammatory or neoplastic cells within the lymph node 
or invasion of the lymph node. Surgical biopsy of su-
praclavicular lymph nodes is a valuable tool for deter-
mining the treatment plan and cell type in patients with 
suspected malignancy or lymphadenopathy. Today, su-
praclavicular lymph node excision holds a significant 
place in tissue sampling as a minimally invasive pro-
cedure associated with low morbidity and acceptable 
diagnostic yield. Additionally, these minimally invasive 
methods are advantageous over needle biopsies as they 
provide more tissue with fewer complications.

The evaluation of supraclavicular lymph nodes plays 
a crucial role in both diagnosis and determining treatment 
options. Lymph node biopsies are particularly critical in 
the diagnosis and staging of metastatic cancer. The pri-
mary advantage of supraclavicular lymph node excision 
is its ability to accurately determine the N stage (regional 
lymph nodes) in staging. In the TNM staging system for 
lung cancer, supraclavicular lymph node metastasis is 
considered N3, and non-surgical approaches or pallia-
tive treatments are generally preferred in these cases [1]. 
The 5-year survival rate for patients with stage IIIB (T0–
4N3M0) non-small cell lung cancer is 15% to 32%. [2].

In this study, we evaluated our clinical experiences 
with supraclavicular excisional lymph node biopsy in 
patients with suspected supraclavicular lymph node me-
tastasis. The aim of the study is to assess the diagnostic 
utility, accuracy, and impact on survival of excisional 
lymph node biopsy in the diagnosis of suspected supra-
clavicular lymph node metastasis, in comparison with 
histopathological findings.

Materials and Methods
In our study, patients who underwent supraclavicular 
lymph node excision biopsy due to suspected supracla-
vicular lymph node metastasis between 2022 and 2024 
were retrospectively evaluated. A total of 50 patients with 
suspected supraclavicular lymph node metastasis who 
underwent supraclavicular lymph node excision biopsy 
were included in the study. Detailed medical histories 
were obtained for all cases, and comprehensive general 
physical and systemic examinations were performed. The 
excised supraclavicular lymph nodes were histopatho-
logically confirmed. In this study, the outcomes of ex-
cisional supraclavicular lymph node biopsies performed 
for diagnostic purposes in our department were analyzed. 

This study was approved by İnönü University Research 
Ethical Committee with protocol number 2024/6646.

Results
Patients who presented to our clinic with a preliminary 
diagnosis of malignancy and underwent excisional supra-
clavicular lymph node biopsy were included in the study. 
Supraclavicular lymph nodes were identified through 
palpation and/or imaging methods. Local anesthesia was 
applied to the skin prior to incision in all patients, and ex-
cisional biopsies were completed within an average of 30 
minutes. The median interval between preoperative an-
esthesia preparation and surgery was 3 days (range: 2–5 
days). Patients were discharged within an average of 1–3 
days in the postoperative period. No complications were 
observed in any patient during the postoperative period.

A total of 50 patients were included in the study, of 
whom 22 (44%) were female and 28 (56%) were male, 
with a mean age of 57.8 ± 16.7 years. Among the lymph 
nodes, 60% were located on the right side, and 40% on 
the left. The diagnostic distribution was as follows: 28% 
lymphoma, 44% bronchogenic carcinoma, 24% benign 
conditions (tuberculosis, toxoplasmosis), and 4% oth-
er malignancies (breast cancer, mesothelioma). Of the 
masses, 50% were palpable and 50% were non-palpable. 
The mean follow-up period was 13.7 ± 10.2 months, dur-
ing which 30% of the patients were deceased. Among the 
masses, 22% were bilateral, and 30% were mobile. Dis-
tant metastases were identified in 40% of patients.

According to the anesthesia risk classification, 6% 
of the patients were ASA I, 52% were ASA II, and 42% 
were ASA III. While 44% of the patients had no comor-
bidities, 34% had one comorbidity, and 22% had two 
comorbidities (Table 1).

The mortality rate among male patients (42.9%) was 
significantly higher than that of female patients (13.6%), 
a difference that was statistically significant (p = 0.025). 
The mortality rate in patients diagnosed with lymphoma 
was 35.7%, and for those with bronchogenic carcinoma, 
it was 45.5%. No mortality was observed in patients 
with benign or non-bronchogenic malignant conditions. 
A statistically significant difference in mortality was ob-
served among lymph node pathologies (p = 0.007). The 
follow-up duration for patients who survived was sig-
nificantly longer than for those who died (p<0.001). Pa-
tients with distant metastases had a significantly higher 
mortality rate (55%) compared to those without distant 
metastases (13.3%) (p = 0.002) (Table 2).
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Table 1. Demographic and clinical characteristics of the patients

Variable n %

Gender Female 22 44.0

Male 28 56.0

Age 57.8±16.7

Localization Right 30 60.0

Left 20 40.0

Lymph node pathology Lymphoma 14 28.0

Bronchogenic carcinoma 22 44.0

Benign 13 26.0

Malignant 1 2.0

PET SUV Max 11.1±6.9

Palpability Palpable 25 50.0

Non-palpable 25 50.0

Follow-up duration (months) 13.7±10.2

Smoking Yes 20 40.0

No 30 60.0

Mortality Yes 15 30.0

35 70.0

Pack/year 38.9±19.5

FEV1 2.3±.9

Hospital stay duration (days) 2.1±1.5

Time from outpatient clinic to surgery 4.4±3.9

Primary tumor size (cm) 4.5±2.5

Lymph node size (cm) 2.0±1.1

Laterality Unilateral 39 78.0

Bilateral 11 22.0

Mobility Fixed 35 70.0

Mobile 15 30.0

Distant metastasis Yes 20 40.0

No 30 60.0

ASA classification ASA I 3 6.0

ASA II 26 52.0

ASA III 21 42.0

Comorbidities None 22 44.0

One 17 34.0

Two or more 11 22.0
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Table 2. Comparison of mortality based on patient parameters.
Parameter Mortal Non-Mortal p-value

n % n %
Gender
  Female 3 13.6 19 86.4 0.025
  Male 12 42.9 16 57.1
Age (Mean ± SD) 62.1±14.3 56.0±17.5 0.244
Localization
  Right 9 30.0 21 70.0 1.000
  Left 6 30.0 14 70.0
Lymph node pathology
  Lymphoma 5 35.7 9 64.3 0.007
  Bronchogenic carcinoma 10 45.5 12 54.5
  Benign+ malignant 0 0 14 100.0
PET SUV Max 12.7±3.6 10.3±8.0 0.200
Palpability
  Palpable 8 32.0 17 68.0 0.758
  Non-palpable 7 28.0 18 72.0
Follow-up duration (months) 4.2±5.6 17.7±9.0 <0.001
Smoking status
  Yes 9 45.0 11 55.0 0.059
  No 6 20.0 24 80.0
Pack/year 37.9±19.1 40.0±21.4 0.847
FEV1 1.7±.5 2.4±.9 0.144
Hospital stay duration (days) 2.2±1.7 2.1±1.5 0.812
Time from outpatient clinic to surgery 5.3±5.1 4.0±3.3 0.371
Primary tumor Size (cm) 5.0±1.6 4.1±3.0 0.411
Lymph node size (cm) 1.9±.8 2.0±1.2 0.608
Laterality
  Unilateral 13 33.3 26 66.7 0.468
  Bilateral 2 18.2 9 81.8
Mobility
  Fixed 13 37.1 22 62.9 0.176
  Mobile 2 13.3 13 86.7
Distant metastasis
  Yes 11 55.0 9 45.0 0.002
  No 4 13.3 26 86.7
ASA classification
  ASA I 1 33.3 2 66.7 0.887
  ASA II 7 26.9 19 73.1
  ASA III 7 33.3 14 66.7
Comorbidities
  None 5 22.7 17 77.3 0.405
  One 5 29.4 12 70.6
  Two or more 5 45.5 6 54.5

Bıyıklı et al
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Of the 50 patients included in the study, 15 had 
died, yielding an overall survival rate of 70%. The 
mean survival duration for all patients was calculated 
as 23.8 months. The 3-month, 6-month, 12-month, and 
24-month survival rates were 84%, 73.6%, 71.1%, and 
65.6%, respectively (Figure 1).

In our study, four patients who underwent surgery 
with a preliminary diagnosis of malignancy based on 
positive uptake in PET-CT (positron emission tomog-
raphy-computed tomography) were diagnosed with 
tuberculosis. PET-CT of a supraclavicular lymph node 
(SUVmax 28.7) showing necrotizing granulomatous in-
flammation, initially misdiagnosed as malignant (Fig-
ure 2). In one patient with an anterior mediastinal mass 
and PET-CT findings showing multiple mediastinal and 
supraclavicular lymph node involvement, a minimally 
invasive supraclavicular lymph node excision was per-
formed, and the diagnosis was Diffuse Large B-Cell 
Lymphoma. The patient was discharged on postopera-
tive day 2 (Figure 3).

Another patient with a right central mass and path-
ological-sized supraclavicular lymph node detected on 
physical examination underwent surgery on the same 
day of their outpatient clinic visit. The lymph node was 
excised, and the diagnosis was squamous cell carcino-
ma (Figure 4). 

Figure 1. Overall survival curve.

Figure 2. PET-CT of a supraclavicular lymph node (SUVmax 28.7) 
showing necrotizing granulomatous inflammation, initially misdiag-
nosed as malignant.

Figure 3. PET-CT image of a patient with an anterior mediastinal 
mass and multiple mediastinal lymph node involvement, who under-
went left supraclavicular lymph node excision (SUVmax: 19.2) and 
was diagnosed with Diffuse Large B-Cell Lymphoma.

Figure 4.  Chest CT image of a patient with a mass in the right 
lung, who presented to the clinic on the same day for excision of a 
palpable supraclavicular lymph node, with a diagnosis confirmed 
after excision.

In the majority of cases, the supraclavicular lymph 
node was completely excised, while in cases with in-
vasion, diagnostic punch biopsies were performed. No 
complications or mortality were observed in any patient 
during the postoperative period.

Discussion
Spraclavicular excisional lymph node biopsy signifi-
cantly contributes to the processes of diagnosis, stag-
ing, and determining cell type. Moreover, this method 
aids in planning advanced investigations, such as mo-
lecular-targeted therapy. Additionally, it allows for the 
avoidance of unnecessary surgical interventions, more 
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invasive procedures, and potential complications. Al-
though fine-needle aspiration biopsy (FNAB) is a valu-
able diagnostic tool for distinguishing between benign 
and malignant lesions, its major disadvantage lies in the 
inability to obtain sufficient tissue material for diagno-
sis [3]. Particularly in malignant tumors such as lym-
phoma, excisional biopsy stands out as a more effective 
method for accurate identification of subtypes and plan-
ning appropriate oncological treatment.

Excisional lymph node biopsies should be performed 
in easily palpable superficial regions such as the axilla, 
inguinal, or cervical areas. In cases where superficial 
palpable lymph nodes are not present, biopsies can also 
be performed from deep lymphadenopathy sites. Lymph 
nodes larger than 2 cm in diameter typically indicate 
malignancy or granulomatous diseases [4]. 

Biopsy is recommended when there is a rapid in-
crease in lymph node size within two weeks, no re-
duction in size within four to six weeks, or continued 
growth. During excisional biopsy, it is advised to target 
the most abnormal-appearing lymph node among those 
available, even if it is not the most easily accessible [5]. 

In a study conducted by Darnal et al malignancy was 
detected in 47% of 273 adult patients who underwent surgi-
cal lymph node biopsy.  The malignancy rate observed in 
our study is consistent with the rates reported in this study. 
On the other hand, in another study by Dorfman et al lym-
phoma was diagnosed in 40.7% of 118 patients who under-
went surgical biopsy. In contrast, Sheresta et al reported that 
lymphoma was detected in only 7 (5.3%) of 132 patients 
who underwent excisional lymph node biopsy. These dif-
ferences are thought to be due to the higher prevalence of 
tuberculosis lymphadenopathy in endemic regions.

Our clinical experience demonstrates that minimally 
invasive supraclavicular lymph node biopsies improve 
diagnostic accuracy while reducing morbidity, particu-
larly for radiologically-detected non-palpable nodes. In 
our series, we obtained definitive diagnoses in all 25 
patients with lymphadenopathy detected solely through 
imaging, challenging the conventional approach that 
prioritizes only palpable nodes. The absence of compli-
cations confirms the safety of this approach.

PET-CT effectively identifies nodes with increased 
FDG uptake, aiding biopsy site selection. However, we 

observed false-positive results in four patients initially 
misdiagnosed with malignancy but later confirmed to 
have tuberculosis, reinforcing Werner et al's emphasis 
on histopathological confirmation [6].

Our malignancy detection rate (74%) exceeds Dar-
nal's reported 47% [7], possibly due to our specialized 
patient selection criteria. Our lymphoma detection rate 
(28%) aligns with Metser's findings of 25-30% in sca-
lene node biopsies [8], though lower than Dorfman's 
40.7% [9]. Cerfolio demonstrated that these biopsies 
provide definitive diagnosis in over 90% of cases [10], 
consistent with our 100% diagnostic accuracy. Our re-
sults showed significant survival differences between 
patients with metastatic disease (55% mortality) versus 
those without (13.3%), highlighting the prognostic val-
ue of accurate assessment.

We recommend excisional biopsy for radiologically-
detected supraclavicular nodes even when non-palpable, 
supported by Patel's finding that such biopsies yielded 
sufficient tissue for molecular studies in 94% of cas-
es. While we prefer complete excision of pathological 
nodes, partial excision may be necessary when nodes 
are exceptionally large or adherent to critical structures.

In conclusion, supraclavicular lymph node exci-
sional biopsy is safe with minimal morbidity, crucial for 
definitive diagnosis, and offers a cost-effective solution 
that shortens time from presentation to diagnosis in the 
staging process.
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ABSTRACT

Esophageal foreign bodies are emergency cases mostly involving intellectually disabled individuals. An 
18-year-old intellectually disabled female patient presented to our clinic complaining about irritability, 
dysphagia and hypersalivation. Her posteroanterior chest x-ray showed an opacity caused by a safety 
needle. In her rigid esophagoscopy, a safety needle with an open point was seen, which was localized in 
the first constriction of her oesophagus. The open sharp point of the safety needle was pulled towards 
the lumen, held with forceps, bent from its tip towards the clasp, and the pin was removed without any 
complications. The patient was allowed oral intake of food next day and was discharged without any 
problems.  Esophageal foreign bodies seen in patients with mental retardation may be atypical non-food 
foreign bodies. Careful endoscopic removal of particularly sharp-pointed objects such as safety needle 
will prevent complications.

Keywords: foreign body, esophagus, rigid esophagoscopy
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Introduction

An esophageal foreign body (EFB) is a clinical entity 
caused by food or an object swallowed accidentally or 
intentionally being trapped in the esophagus, which may 
lead to symptoms such as dysphagia, odynophagia, a 
prickly sensation and increased secretion. It may result 
in serious and even life-threatening complications in-
cluding obstruction in the esophagus, perforation, medi-
astinitis and sepsis [1]. EFB is more common in adults. 
Patients with mental retardation (MR) have a special 
place in the population affected by EFB. These patients 
tend to swallow non-food objects of various forms.  

This paper intends to present, also referring to the litera-
ture, the diagnosis and treatment stages of a rare esophageal 
foreign body case involving a patient diagnosed with MR.

Case Report

An 18-year-old female patient presented to our clinic 
with the complaints of irritability, dysphagia and hyper-
salivation that started a day ago. It was learned that the 
patient was diagnosed with MR based on the anamnesis 
taken from her relatives. In her physical examination, 
her mouth was observed to be full of secretions. Her lab-
oratory tests were normal. In her posteroanterior chest 
x-ray, a radiopaque appearance of an open safety needle 
was seen at her superior mediastinum (Figure 1). EFB 
was considered as an initial diagnosis, and she urgently 
underwent a rigid esophagoscopy. The esophageal lu-
men was found normal. An open safety needle with the 
head part looking down and body part looking up was 
found in the first constriction of the esophagus. The open 
sharp point of the safety needle was pulled towards the 
lumen, held with forceps and bent from its tip. Holding 
it from its body part with forceps, the safety needle ap-
proximately 2.5 cm in length was removed without any 
complications (Figure 2). The patient was allowed oral 
intake of food next day and was discharged without any 
problems. Written informed consent was obtained from 
the patient or the next of kin for publication.

Figure 1. Posteroanterior chest radiography showing a foreign body 

in the upper mediastinum (blue circle).

Figure 2. 2.5 cm long safety needle removed by rigid esophagoscopy.

Discussion
Cases of EFB commonly occur in the adult population 
and may lead to significant morbidity and mortality. Pa-
tients with special conditions such as MR, psychiatric dis-
orders and those who are demented or edentulous are at 
higher risk of developing complications associated with 
an EFB [1]. Due to accompanying eating disorders such 
as pica and often putting non-food objects into the mouth, 
atypical foreign bodies in forms different from those 
seen in normal population can be encountered in patients 
with MR, such as very lightly chewed foods ingested as 
a whole, walnuts or hazelnuts with their shells on, soil, 
stones, wood, paper, metal objects and vinyl gloves [2,3]. 
In our case, the foreign body was a safety needle, which 
is actually seen in children most of the time.

16

Current Thoracic Surgery-Volume 10 Number 1  p: 15-18



Individuals with MR are usually unable to express their 
complaints clearly. To be able to make a correct diagnosis 
in time and perform early and appropriate treatment, we 
should consider EFB in the presence of acute symptoms 
such as swallowing difficulty and hypersalivation in pa-
tients with MR and try to discuss the issue with their care-
givers in detail to obtain a comprehensive anamnesis. In 
the present case, we learned from the patient’ mother that 
the patient has been trying for a long time now to put metal 
objects into her mouth, they tried to teach her not to do this 
but have been unable to prevent it. We think that it is im-
portant in terms of preventive medicine to inform the rela-
tives of patients with MR about the significance of EFB 
and its possible complications to prevent recurrent EFBs. 

The main purpose of EFB is to remove the foreign body as 
soon as possible without damaging the surrounding tissues. 
Otherwise, delayed intervention or late diagnosis compli-
cates treatment and can lead to serious and life-threatening 
complications [4]. Today, two methods are applied: Flex-
ible and rigid esophagoscopy. While gastroenterologists 
advocate flexible, surgeons prefer rigid esophagoscopy [5]. 
Both techniques have advantages and disadvantages, and a 
common consensus has not emerged for either method [6]. 
Flexible esophagoscopy also has the advantages of better 
visualization of the distal esophagus, better overall pa-
tient comfort, shorter procedure time, less post-procedural 
dysphagia, and the ability to perform the procedure with 
sedation. In rigid esophagoscopy, the advantages include 
easier access to the proximal esophagus, a larger lumen 
that allows the use of larger grasping forceps to remove 
large, irregular and sharp-edged foreign bodies, the abil-
ity to remove sharp-edged foreign bodies by taking them 
into the lumen and causing less trauma to the esophagus 
and also providing safer airway protection [7]. The com-
plication rate of rigid endoscopy for airway or esophageal 
FB is low (0.2%-5%) and mortality is rare (<0.1%) [8]. A 
rigid esophagoscopy under general anaesthesia should be 
preferred in MR cases for its ease and not requiring patient 
cooperation [5]. In our patient with mental retardation, we 
preferred rigid esophagoscopy under general anesthesia 
because of the possibility of inability to establish effective 
cooperation during the foreign body removal procedure, 
the potential for complications due to sudden movements 
of the patient and to ensure airway safety. An endoscopic 
removal of a sharp-pointed object such as a safety needle 
as we encountered in our case requires caution to avoid 

injury in the mucosa and muscle tissues of the esopha-
gus. Otherwise, potentially mortal complications such as 
esophageal perforation, abscess, mediastinitis, empyema, 
fistula formation and sepsis may occur. In our patient, the 
safety needle was open, and its body part was facing up. 
Demiroren has already explained in detail in the literature 
how safety needle in this position can be removed safe-
ly [9]. However, in our case, the open piercing tip of the 
safety needle was stuck in the esophageal mucosa. For this 
reason, the tip was first pulled to the inner part of the lumen 
and then bent towards the clasp; the object was held with 
forceps from its body part and removed safely.  

In conclusion, unusual EFBs such as a safety needle may 
be encountered in patients with MR. The care to be taken 
during the removal of such sharp-pointed objects by way 
of rigid esophagoscopy will prevent complications.  
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ABSTRACT

Catheter thoracostomy is a common method of pleural effusion; however, complications can occur. 
This case study describes a rare complication where the catheter extended from the bronchial system 
into the trachea, with management performed through an endobronchial approach. During catheter 
thoracostomy, insertion of the catheter under ultrasound guidance at the site of the highest pleural fluid 
accumulation minimized complications. With hemoptysis, selective bronchial block application with a 
balloon catheter is a reliable method for treatment.

Keywords: catheter, complication, pleural effusion 
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Introduction
Pleural effusion is a common pleural pathology, char-
acterized by symptoms such as shortness of breath and 
cough. There are more than 50 causes of pleural and 
systemic diseases [1]. When evaluated based on etiol-
ogy (e.g., pneumonia, lung cancer, heart failure), pleu-
ral effusion may regress following treatment of underly-
ing disease. Where the amount of effusion is excessive, 
drainage with a pleural drainage catheter or chest tube 
may be required, depending on the patient’s general 
condition [2]. Here, we present a case study and the 
treatment method in which the catheter progressed into 
the endobronchial system - a very rare complication of 
catheter thoracostomy.

Case Report
A 66-year-old female patient, who was under oncology 
follow-up with a diagnosis of endometrial carcinoma, 
was referred to our Thoracic Surgery Clinic with re-
spiratory distress. Both chest radiography and thoracic 
computed tomography (CT) detected loculated pleural 
effusion in the right hemithorax. With the patient in 
a sitting position, a third-year thoracic surgery resi-
dent - under the supervision of a specialist - performed 
thoracentesis on the patient, who was orthopneic and 
dyspneic. Thoracentesis was carried out from the right 
anterior axillary line at the level of the 4th intercostal 
space. In the presence of serous fluid drainage, cathe-
ter thoracostomy was performed using pleuracan® (B. 
Braun, Melsungen, Germany) from the same area. He-
moptysis developed after the procedure, and air was as-
pirated through the catheter. Thoracic CT revealed that 
the catheter extended from the right lung middle lobe 
lateral segment bronchus to the trachea (Figures 1a,b). 

Figure 1. CT of the thorax before the procedure shows the catheter 

opacity advancing in the middle lobe lateral segment bronchus on 

the axial axis (a), and its location in the right main bronchus in the 

coronal axis (b).

Due to the patient’s hemoptysis, urgent removal of 
the catheter with bronchoscopy was planned to control 
the bleeding. Endotracheal intubation was performed un-
der general anesthesia, and during flexible bronchoscopy 
through the intubation tube, a catheter was inserted into 
the trachea (Figure 2a). The catheter extended from the 
trachea toward the middle lobe lateral segment bronchus 
(Figure 2b). Active bleeding was not observed. However, 
with the possibility of bleeding after removal of the cath-
eter, closure of the middle lobe entrance was planned with 
a bronchial blocker. As bronchial blockers could not be 
obtained under emergency conditions, a 3F Fogarty® bal-
loon (Edwards Lifesciences, CA, USA) was used instead. 

Using a flexible bronchoscope (Karl Storz® 
11009BC1, CA, US), the Fogarty® catheter was ex-
tended to the lateral segment of the middle lobe, while 
the catheter was aspirated and retracted in a controlled 
manner (Figure 3a). The Fogarty® balloon, placed at 
the entrance of the middle lobe, was inflated (Figure 
3b). During the procedure, the patient remained he-
modynamically stable, and the Fogarty® balloon was 
secured within the endotracheal intubation tube. The 
patient was sedated in the intensive care unit.

One day later, under operating room conditions, the 
middle lobe entrance was visualized through the endotra-
cheal tube using a flexible bronchoscope. The Fogarty® 
balloon was then removed carefully. There was no blood 
drainage from the middle lobe lateral segment or other 
parts of the bronchial system. Therefore, the patient was 
extubated. The patient did not develop any complica-
tions, so a catheter thoracostomy was performed on the 
right hemithorax under ultrasound guidance two days lat-
er. Following pleural fluid drainage and improvement in 
the patient’s general condition, she was transferred to the 
oncology department. Written informed consent was ob-
tained from the patient or the next of kin for publication.

Figure 2. The pleural catheter seen in the trachea on flexible bron-
choscopy (a), was seen to advance from the middle lobe entrance 
(b), (Abbrev.; F: Fogarty® balloon, ML: middle lobe, P: pleural 
catheter, and RLL: right lower lobe).
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Figure 3. While the pleural catheter was withdrawn, the Fogarty® bal-
loon was directed to the middle lobe using a bronchoscope (a), and inflat-
ed at the entrance to the middle lobe (b), (Abbrev.; F: Fogarty® catheter, 
Fb: Fogarty® balloon, P: pleural catheter, and RLL: right lower lobe).

Discussion
Catheter thoracostomy can be easily performed under 
local anesthesia in high amounts of pleural fluid [2]. 
A pleural drainage catheter is used for this procedure. 
Pleural drainage catheters are thinner than chest tubes 
and are placed in the pleural space under the guidance 
of a trocar. There is a 30% risk of major complications 
during chest tube and catheter thoracostomy [3]. There-
fore, the use of ultrasound guidance is recommended 
for catheter application [4].

This practice, which is integral to residency training in 
both academic and clinical settings, may result in com-
plications owing to limited opportunities for experience. 
A study by Kong et al found a significantly higher rate 
of complications with younger doctors compared with 
senior doctors [5]. In this study, pleural fluid was ac-
cessed during thoracentesis performed by the physician 
through the appropriate intercostal space. However, 
advancing the catheter from the locule, where a small 
amount of fluid was collected, caused it to pass from the 
lung parenchyma into the bronchial system.

It is very rare for a catheter to reach the bronchial system 
through the lung parenchyma. A similar complication re-
ported by Kirschbaum et al is the only documented case 
in the literature [6]. In contrast, the presence of hemopty-
sis in this patient increased the risk of significant bleed-
ing after pleural catheter removal, so a selective bron-
chial block was planned to prevent bleeding. Davidson 
et al recommend the use of a routine bronchial blocker 
or Fogarty® balloon to isolate bleeding in intubated pa-
tients due to the increased risk of major bleeding [7]. Iso-
lation of the injured area with selective bronchial block is 
important for two reasons. First, it prevents asphyxia by 
preventing the spread of bleeding to other bronchial sys-
tems, and second, it prevents pneumothorax in the pleural 
space due to parenchymal injury.

This case study demonstrates that placing a pleural cath-
eter at the site of maximum pleural fluid accumulation 
minimizes the risk of complications. Selective bronchi-
al block with a Fogarty® balloon is a reliable method in 
cases where hemoptysis develops due to major compli-
cations. Furthermore, residency education should pri-
oritize structured training on major complications.
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ABSTRACT

Branchial cleft cysts are common head and neck lesions in children; however, their occurrence in the 
mediastinum, particularly at lower levels, is extremely rare. When located in the posterior mediastinum, 
these cysts may cause symptoms such as dysphagia and dyspnea due to compressive effects. Therefore, 
although uncommon, mediastinal localization should be considered in the differential diagnosis of 
cystic mediastinal masses.

Keywords: mediastinal cyst, branchial cleft cyst, images
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Introduction
Branchial arch anomalies are among the most common 
congenital lesions of the head and neck region in chil-
dren [1]. Branchial cleft cysts (BCC) are heterogeneous 
congenital malformations resulting from incomplete de-
velopment of the branchial apparatus, which arises from 
the first four pairs of pharyngeal arches during embryo-
genesis [2]. While the majority of BCCs are located in 
the head and neck, mediastinal localization is exceed-
ingly rare. BCCs typically present as cystic lesions or 
infected cysts; however, in rare instances, they may lead 
to compressive symptoms such as respiratory distress, 
chest pain, and dysphagia, particularly when situated 
in the posterior mediastinum [3]. Herein, we report the 
case of a 71-year-old patient with a giant BCC located 
in the subcarinal and postero-inferior mediastinum, pre-
senting with dyspnea, dysphagia, and chest pain. The 
case is notable for the unusual localization of the cyst 
and its clinical management.

Case Report
A 71-year-old woman with no comorbidities presented 
with dysphagia, right-sided chest pain, and shortness of 
breath for 2 years. The patient was followed up with 
analgesics and inhaler therapy in another center and no 
surgical treatment was recommended. It was learned 
that the lesion was 5 cm when first detected 10 years 
before she presented to us. Respiratory sounds and vi-
tal signs were within normal limits and laboratory tests 
revealed no abnormality. On direct chest radiography, 
there was a well-circumscribed opacity in the medias-
tinum which could be distinguished from the contour 
of the heart. Thoracic computed tomography (CT) re-
vealed a smoothly circumscribed cystic lesion of ap-
proximately 8.5 cm in diameter with a density of 60 
Hounsfield units, starting from the subcarinal area and 
extending inferiorly, adjacent to both main bronchus, 
esophagus, right pulmonary artery, and vena cava supe-
rior (Figures 1a-c). Because of the high density and size 
of the lesion, positron emission tomography-CT (PET-
CT) was performed. No increase in metabolic activity 
was observed (Figure 1d). Endoscopy was performed 
because of dysphagia to clarify the relationship with 
the esophagus and seen as normal. The right hemitho-
rax was opened by a posterolateral thoracotomy.  In the 

posterior mediastinum, a cystic structure consisting of 
vena azygos at the upper border, right inferior pulmo-
nary vein at the lower border, and esophagus, vertebrae, 
left atrium, right main pulmonary artery, and right main 
bronchus at the base were detected. The cyst was aspi-
rated with a needle, but couldn’t be drained because of 
the dense content. Cystotomy was performed and the 
contents, which were thought to be brown hematoma 
compatible with pending blood, were drained. The cyst 
was completely excised. No postoperative complica-
tions were observed. Pathologic examination revealed 
ciliated cylindrical respiratory tract epithelium and lym-
phoid tissue lining the cyst and the result was interpret-
ed as a BCC (Figure 2). The patient is being followed up 
smoothly in the postoperative period. The patient was 
informed in detail about the use of the patient's medi-
cal data in academic studies and written consent was 
obtained from the patient.

Figure 1. The cyst on CT and PET-CT images. Axial mediastinum win-

dow (a), sagittal mediastinum window (b), coronal mediastinum win-

dow (c), PET-CT fusion on axial image (d) (green arrow shows cyst).

Figure 2. Histopathological image. Ciliated cylindrical airway epi-

thelium on the cyst surface (a) and lymphoid tissue in the cyst wall 

(b) (H&E, x40).

Discussion
The most accepted theory today is that BCC originates 
from persistent degenerative abnormal branchial arches 
on the lateral side of the neck [3]. Those located in the 
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mediastinum push the esophagus and trachea and cause 
difficulty in breathing and swallowing. Thorax CT and a 
detailed anamnesis are effective in the diagnosis. On tho-
rax CT, it is seen as oval or round masses separated from 
the surrounding tissues with a smooth border. Endos-
copy, barium esophageal radiography, and laryngoscopy 
should be additionally preferred for BCC [4]. In this case, 
in addition to the above-mentioned diagnostic methods, 
we used PET because of the possible risk of malignancy 
due to advanced age and the high density of the contents.

Complete excision with a clean margin after empty-
ing the cyst content is the most preferred method. Open 
thoracotomy gives surgeons better visibility of cysts 
and surrounding tissues and a broad region to act in case 
of complications. On the other hand, VATS is also pre-
ferred [2]. We planned surgical treatment without delay 
because of the absence of an infective clinic and promi-
nent compression symptoms. Due to the size of the cyst 
and its proximity to the mediastinal main structures, we 
preferred an open surgical approach, which we thought 
would be safer in this particular case.

BCC typically consists of ciliated cylindrical epithe-
lium or stratified squamous epithelium with lymphoid 
tissue and contains lymphoid aggregates. Bronchogenic 
cysts and esophageal duplication cysts are the most 
common masses in the posterior mediastinum that re-
quire differential diagnosis, but these cysts do not con-
tain lymphoid tissue [5]. BCC generally do not invade 
the surrounding tissues, are well-circumscribed, and are 
easy to dissect as in our case.  In the literature review, 
mediastinal localization is rare, while posterior medi-
astinal localization is even rarer. In terms of size, these 
cysts usually do not reach extremely large sizes, but in 
our case, it was much larger than in other cases. We at-
tribute this to the fact that the patient was followed up 
for a while her treatment was delayed and she was older 
than the other cases in the literature.

BCC is very rare in the posterior mediastinum and 
should be differentially diagnosed with other masses. 
As in our case, surgery is the effective treatment method 

and the definitive diagnosis is made histopathological-
ly after the use of radiologic imaging methods. As we 
mentioned, although it is mostly seen in the head-neck 
region, localization at the subcarinal level and in the 
postero-inferior mediastinum should be kept in mind.
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ABSTRACT

Chest wall hamartoma is a rare pathology in adults, usually presenting at birth or in early infancy. They may 
present with compression symptoms depending on their localization. Although it is rare to be recognized 
with late-onset symptoms in adults, it requires differential diagnosis with other malignant and benign 
tumors of the chest wall. Histologically, carcinoid tumors are classified into two subgroups as typical 
and atypical. Atypical carcinoids have an aggressive course and have the potential for metastasis and 
recurrence. Typical carcinoids are low grade malignancies. Although the prognosis of carcinoid tumors 
after surgical resection is reported to be good, a variable prognosis has been reported. The size of the tumor, 
histological type, nodal involvement, and distant metastasis are thought to affect the prognosis. Herein we 
present an elderly patient with chest wall hamartoma and typical carcinoid, in the light of literature.

Keywords: chest wall, carcinoid tumor, hamartoma



Introduction
The term "hamartoma" originates from the Greek word 
"hamartanein," meaning "to go wrong," and was first 
defined by Albrecht in 1904 as the mislocalization of 
tissues normally found in an organ. Hart reported ham-
artoma localized in the lungs for the first time in 1906. 
Hamartoma is the most common benign tumor of the 
lung [1,2]. Although it can occur in any organ, such 
as the lung, kidney, liver, and hypothalamus, domestic 
and foreign literature reports on chest wall hamartoma 
mainly focus on infants, but hamartoma on the adult 
chest wall is extremely rare, and the number of reported 
cases is limited [3]. The incidence of typical carcinoid 
tumor has decreased in recent years. In this case report, 
we aimed to present an elderly patient with chest wall 
hamartoma and typical carcinoid coexistence.

Case Report
An 84-year-old female patient with no known diseas-
es other than hypertension and diabetes mellitus. She 
presented with swelling and pain on the anterior chest 
wall at the right edge of the sternum. Physical exami-
nation revealed a swelling in the right parasternal area 
that was painful to touch. Magnetic Resonance Imaging 
(MRI) was examined (Figure 1). Positron Emission To-
mography (PET-CT) was planned for the patient upon 
the interpretation that there was an anteriorly subcuta-
neous expansile multilobulated mass lesion approxi-
mately 50×38×57 mm in size, destructing the 3rd costa 
in the right parasternal area. The PET-CT report was 
interpreted as an irregular, limited lesion (SUVMax 
= 2.22) on the right hemithorax anterior chest wall in 
the lateral neighborhood of the sternum and a spicular 
lesion (SUVMax = 2.37) in the posterior upper lobe 
of the right lung, and an operation plan was made for 
the patient (Figures 2,3). A video-assisted right thora-
cotomy was performed due to the patient’s pulmonary 
function test showed FEV1 best: 0.96, low respirato-
ry capacity, and one of the lesions was located in the 
chest wall and the other in the parenchyma. A wedge 
resection was performed on the lesion located in the up-
per lobe of the right lung, and the frozen section was 
sent for examination. The frozen section result was re-
ported as malignant. Anatomic resection could not be 
performed because the patient had limited respiratory 

reserve. The lesion adjacent to the inferior mamamarian 
artery and sternum was identified. (Figure 4). The mass 
on the chest wall was removed by blunt and sharp dis-
sections and sent to pathology. No early complications 
were observed. In pathological examination, the wedge 
resection material from the upper lobe was reported as 
a 1.8×7.5 cm typical carcinoid tumor, and the material 
removed from the chest wall was reported as 4.5×3.5×1 
cm compatible with hamartoma (Figure 5). The patient 
is being followed up by oncology due to the typical car-
cinoid diagnosis. Consent was obtained from the patient 
for the use of her medical data in academic studies.

Figure 1. Magnetic resonance imaging showing the localization of 

the hamartoma.

Figure 2. PET-CT images of chest wall hamartoma (a) (arrow) and 

typical carcinoid tumor (b)(star).

Figure 3. CT images of chest wall hamartoma (a) (arrow) and typi-
cal carcinoid tumor (b) (star).
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Figure 4. Intraoperative image of a chest wall hamartoma

Figure 5. Osseous and cartilaginous tissue fragments in a smoothly 

circumscribed lobulated lesion (A: H&E, x40 B: H&E, x100).

Discussion

Hamartoma means an abnormal combination of normal 
tissue elements or an abnormal ratio of a single element 
in an organ, and is the most common benign tumor of 
the lung. However, hamartomas arising from the chest 
wall are quite rare and present with deformity of the 
thoracic wall and respiratory symptoms in varying de-
grees at birth or early infancy [4]. In this case, in con-
trast to the literature, the patient was advanced aged and 
had coexistence with typical carcinoid tumor. Neuroen-
docrine tumors (NETs) are a subtype of neoplasms that 
can arise in most organs and share several common bio-
chemical and pathological features. Pulmonary NETs 
account for 20-30% of all NETs, and NETs in the lung 
can be divided into four subtypes according to their de-
gree of malignancy: Typical carcinoids (TC), atypical 
carcinoids (AC), large cell neuroendocrine carcinomas 
(LCNEC), and small cell lung cancers (SCLC). Among 
these subtypes, typical and atypical carcinoids are gen-
erally referred to as pulmonary carcinoids and consti-
tute 1-2% of all pulmonary malignancies; however, 
their incidence has increased markedly in recent years 
[5]. Since pulmonary carcinoid is a tumor with a low 
malignancy rate, resection is usually an effective treat-
ment option for early disease. However, in this case, 

anatomical resection could not be performed because of 
insufficient respiratory reserve. Approximately 80% of 
pulmonary carcinoids are located in the central airways 
[6], whereas the number of reported cases of chest wall 
hamartomas in adults is very low [3]. To the best of our 
knowledge, no case of coexistence of chest wall hamar-
toma and typical carcinoma has been reported in the lit-
erature. During the treatment period, MRI and PET-CT 
imaging techniques were used to examine the detailed 
localization of the lesions, their metabolic activity, and 
their relationship with soft tissue and parenchyma. 
Since our preoperative FEV 1 best: 0.96, our operation 
plan was made in such a way that both lesions could be 
reached through a single incision line and video-assist-
ed, although both lesions were distant from each other 
and in different localizations. Although frozen section 
examination was reported as a typical carcinoid tumor, 
anatomical resection could not be performed due to the 
insufficient respiratory reserve.

In conclusion, hamartomas of the chest wall at an 
advanced age are very rarely reported pathologies and 
require detailed preoperative examination and differen-
tial diagnosis. They may coexist with other pathologies, 
such as the typical carcinoid that we found in our patient, 
and surgery is the most effective treatment method.
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Letter to the Editor

Dear Editor,

Pneumothorax is a condition characterized by the pres-
ence of air between the visceral and parietal pleura, re-
sulting in lung collapse. Collapse may be either partial 
or complete [1]. The pneumothorax not resulting from 
trauma or an iatrogenic etiology is known as sponta-
neous pneumothorax and is categorized as primary and 
secondary. Secondary spontaneous pneumothorax de-
velops from an underlying pulmonary disease. The etio-
logical factors of secondary spontaneous pneumothorax 
include diseases such as chronic obstructive pulmonary 
disease, asthma, interstitial pneumonia, cystic fibrosis, 
lung cancer, and tuberculosis [2]. The collapse of al-
ready impaired lung tissue is a more serious condition 
for the patient than primary spontaneous pneumothorax. 
Consequently, secondary spontaneous pneumothorax 
has been documented in the literature as a more severe 
and lethal condition [3]. Cases of secondary sponta-
neous pneumothorax need lung capacity that remains 
non-functional in respiration due to minimal collapse. 
Despite the challenges and risks associated with chest 

tube insertion in these areas, inserting tube thoracos-
tomy with supplementary radiological techniques for 
localized pneumothorax enhances lung volume contrib-
uting respiration, and protects patients from potential 
outcomes of conservative management, including intu-
bation, critical care, and related complications.

Tube thoracostomy has evolved over time in re-
sponse to current requirements, both physically and 
procedurally. Ultrasonography may assist in selecting 
the intervention site, particularly in the tube thoracosto-
my performed for fluid drainage [4]. Due to the limited 
efficacy of ultrasonography in partial pneumothorax, 
scopy may be utilized in specific patient populations at 
institutions equipped for such procedures. With the use 
of a single-plane C-arm fluoroscopy device and real-
time imaging support, a dynamic radiographic view can 
be obtained, closely resembling a moving X-ray. Respi-
ratory-dependent lung movements, the line of an expan-
sion defect, and the real-time visualization of an insert-
ed chest tube can all be observed as if in a video format. 
This facilitates precise monitoring during the procedure. 



When ultrasonography is used, the fact that the probe 
must be operated by the surgeon limits the ability to per-
form the intervention bimanually. Alternatively, when 
handled by another physician, the presence of the ultra-
sound probe can restrict access to the procedural field, 
presenting a disadvantage. Furthermore, ultrasound has 
known limitations in imaging air-containing structures, 
which may compromise the reliability of the procedure. 
In computed tomography guided procedures, real-time 
imaging is not feasible, and stepwise progression using 
static cross-sectional images interrupts the continuity of 
the procedure and may reduce its safety. Additionally, 
the cumulative radiation exposure from each imaging 
step represents another drawback.

Considering all these limitations, fluoroscopy offers 
a dynamic version of conventional radiography - a mo-
dality frequently utilized and well understood in daily 
clinical practice. Its ability to provide real-time imag-
es significantly enhances procedural safety and preci-
sion. Nevertheless, due to the radiation risk, the need 
for complicated organization, and the potential for time 
loss, careful selection of cases is necessary. The well-
selected patient criteria we recommend should simul-
taneously include the following: pneumothorax merged 
from different areas but with separate volumes that are 
too small for a safe tube thoracostomy, pneumothorax 
with a total volume causing a decrease in saturation, 
and secondary spontaneous pneumothorax cases that 
tube thoracostomy is expected to be beneficial. We have 
two instances for this procedure which were performed 
bilateral tube thoracostomy under scopy for bilateral lo-
calized secondary spontaneous pneumothorax. The un-
derlying diseases were pneumocystis jiroveci pneumo-
nia related to HIV and chronic obstructive lung disease 
in these cases. Radiologic images of patients were pro-
vided to explain the indications clearly (Figures 1a,b). 
Subsequent to the procedures, the oxygen requirements 
decreased in both patients and their follow-ups were 
conducted in the ward.

In cases of secondary spontaneous pneumothorax, 
scopy may serve as a supplementary technique to tube 
thoracostomy in well-selected cases that are expected to 
benefit from tube thoracostomy.

Figure 1. Bilateral partial pneumothorax resulting from chronic ob-
structive pulmonary disease (a), image of collapsed lung and chest 
tube under scopy (b).

Acknowledgements
We express our gratitude to Associate Professor Ali Öz-
dil and Professor Ufuk Çağırıcı for their supervision of 
the interventions performed in the cases.

Declaration of conflicting interests
The authors declared no conflicts of interest with re-
spect to the authorship and/or publication of this article. 

Funding
The authors received no financial support for the re-
search and/or authorship of this article. 

Authors’ contributions
All authors contributed to the study conception and de-
sign. SA, GKÖ, and AKT performed the procedure. SA 
wrote the manuscript. GKÖ and AKT collected data. All 
authors commented on previous versions of the manu-
script. All authors reviewed and approved the final ver-
sion of the manuscript.

References
1. Aker C, Onay MS, Cansever L. Pneumothorax and pneumome-

diastinum in children. Turk Gogus Kalp Dama 2024; 32(Sup-
pl1): S37. 

2. Gottlieb M, Long B. Managing spontaneous pneumothorax. 
Ann Emerg Med 2023; 81: 568-76. 

3. Walker SP, Keenan E, Bintcliffe O, Stanton AE, Roberts M, 
Pepperell J et al. Ambulatory management of secondary spon-
taneous pneumothorax: a randomised controlled trial. Eur 
Respir J 2021; 57: 2003375.

4. Anderson D, Chen SA, Godoy LA, Brown LM, Cooke DT. 
Comprehensive review of chest tube management: a review. 
JAMA Surg 2022; 157: 269-74. 

This article is an open access article distributed under 
the terms and conditions of the Creative Commons At-
tribution (CC BY) license (http://creativecommons.org/
licenses/by/4.0/).

30

Current Thoracic Surgery-Volume 10 Number 1  p: 29-30



A Supplementary Technique for Localized Pneumothorax Requiring Tube 
Thoracostomy: Scopy

Department of Thoracic Surgery, Hacettepe University, School of Medicine, Ankara, Turkey.

Corresponding Author: Yigit Yilmaz, Department of Thoracic Surgery, Hacettepe University, School of Medicine, Ankara, Turkey.
E-mail: dryigityilmaz@gmail.com Phone: +90 5547168203
Doi: 10.26663/cts.2025.008

Current Thoracic Surgery

Yigit Yilmaz*

31

To cite this article: Yilmaz Y. Appendix A. Editorial comment. Cur Thorac Surg 2025; 10(1): 31

Appendix A. Editorial comment

I would like to congratulate the authors for their highly 
informative and clinically relevant contribution to the 
management of secondary spontaneous pneumothorax; 
a condition that continues to pose significant therapeu-
tic challenges. This manuscript presents a thoughtful 
and well-articulated rationale for the use of fluoros-
copy-assisted tube thoracostomy in cases of localized 
pneumothorax, especially where conventional imaging 
techniques fall short in safety or efficiency.

The authors provide a nuanced understanding of the patho-
physiological distinctions between primary and secondary 
pneumothorax, emphasizing the increased morbidity as-
sociated with the latter due to compromised pulmonary 
reserve. Their practical insight into the limitations of ultra-
sonography and computed tomography in selected cases 
is particularly valuable, as is their argument for dynamic 
real-time imaging to ensure procedural accuracy.

By presenting two illustrative cases supported by radio-
logical imaging, the authors convincingly demonstrate 

how scopy-assisted tube thoracostomy can optimize lung 
re-expansion, reduce oxygen requirements, and potentially 
obviate the need for more invasive interventions such as 
mechanical ventilation. Their proposed patient selection 
criteria are well reasoned and align with a precision medi-
cine approach that prioritizes individualized care.

This innovative yet pragmatic perspective is a welcome 
addition to the thoracic surgery literature and may inspire 
further exploration of image-guided techniques in man-
aging complex pleural conditions. I hope that this letter to 
the editor will serve to enrich the perspectives of both the 
readers and authors of Current Thoracic Surgery.

Keywords: localized pneumothorax, tube thoracosto-
my, image-guided intervention, scopy
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Authors also benefit from work of other researchers published 
under open access. They are free to download and read their 
work and this provides you with the latest, peer-reviewed re-
search information without charges.

Everyone in the academic community has immediate and free 
access to the results of your research.

The articles published under open access are fully citable.

Useful Links:

Further reading for extensive discussion of different kind 
of open access see, https://dash.harvard.edu/bitstream/han-
dle/1/4322580/suber_oagratis.html?sequence=1&isAllowed=y.
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Article Processing Charges (APCs) and Article Sub-
mission Charges
There is no article processing charges or submission fees for 
any submitted articles. All expenses of the journal are cov-
ered by Turkish Society of Thoracic Surgery.

Copyright Transfer Form
The copyright transfer form, which can be found at web site 
must be signed by the corresponding author on behalf of all 
authors and must accompany all papers submitted. Please see 
the form for additional copyright details. After a manuscript 
has been submitted, it is not possible for authors to be added or 
removed or for the order of authors to be changed. If authors 
do so, their submission will be canceled. The authors confirm 
that they have complied the scientific, ethical standards and re-
sponsibilities, in doubt editors would have no responsibility.

Ethics (Investigations on Human and Humane ani-
mal care)
Authors are responsible for all (ethical, scientific, legal, etc.) 
content of their published material.

Approval by the local institutional human research committee 
according to Helsinki Declaration is obligatory for experimen-
tal, clinical and drug researches. Informed consents from par-
ticipants should be obtained and these two points should clearly 
be declared in the ‘’Materials and Methods’’ section. Also in-
clude an affirmation that informed consent was obtained from 
each participant. Include the date and number of approval by 
the local institutional human research committee and the ethi-
cal guidelines that were followed by the investigators.

All papers reporting animal experiments should include a 
statement in ‘’Materials and Methods’’ section giving assur-
ance that all animals have received humane care in compliance 
with the Guide for the Care and Use of Laboratory Animals 
and indicating for the approval by the institutional ethical re-
view board. If necessary, a copy of the form could be required 
by the editor. Similarly include the date and number of approv-
al by the local institutional animal research committee and the 
ethical guidelines that were followed by the investigators.

Informed consent

Patients have a right to privacy that should not be infringed 
without informed consent. Identifying information, including 
patients’ names, initials, or hospital numbers, should not be 
published in written descriptions, photographs, and pedigrees 
unless the information is essential for scientific purposes and 
the patient (or parent or guardian) gives written informed 
consent for publication. Informed consent for this purpose 
requires that a patient who is identifiable be shown the man-
uscript to be published. Authors should identify Individu-
als who provide writing assistance and disclose the funding 
source for this assistance.

Identifying details should be omitted if they are not essential. 
Complete anonymity is difficult to achieve, however, and in-
formed consent should be obtained if there is any doubt. For 
example, masking the eye region in photographs of patients 
is inadequate protection of anonymity. If identifying charac-
teristics are altered to protect anonymity, such as in genetic 

pedigrees, authors should provide assurance that alterations 
do not distort scientific meaning and editors should so note.

Publication Ethics and Malpractice Statement
The Current Thoracic Surgery is electronic peer reviewed in-
ternational journal committed to upholding the possible high-
est standards of publication ethics. In order to provide our 
readers with a journal of highest quality we state the following 
principles of Publication Ethics and Malpractice Statement. 
All articles not in accordance with these standards, will be re-
moved from the publication if malpractice is discovered at any 
time even after the publication. The Current Thoracic Surgery 
is checking all papers in a double-blind peer review process. 
We also check for plagiats and research fabrication (making up 
research data); falsification (manipulation of existing research 
data, tables, or images) and improper use of humans or animals 
in research. In accordance with the code of conduct we will re-
port any cases of suspected plagiarism or duplicate publishing. 
The Current Thoracic Surgery reserves the right to use plagia-
rism detecting software to screen submitted papers at all times.

Authors must ensure that they have written original works. 
In addition they must ensure that the manuscript has not been 
issued elsewhere. Any work or words of other authors, con-
tributors, or sources should be appropriately credited and 
referenced. Authors are also responsible for language editing 
before submitting the article. Authors submitting their works 
to the journal for publication as original articles confirm that 
the submitted works represent their authors’ contributions 
and have not been copied or plagiarized in whole or in part 
from other works without clearly citing. Any work or words 
of other authors, contributors, or sources (including online 
sites) should be appropriately credited and referenced. All au-
thors should disclose financial or other conflict of interest that 
might influence the results or interpretation of their manu-
script (financial support for the project should be disclosed). 
When an author discovers a significant error or inaccuracy 
in his/her own published work, it is the author’s obligation 
to promptly notify the journal editor and cooperate with the 
editor to retract or correct the paper. An author agrees to the 
license agreement before submitting the article. All articles 
must be submitted using online submission procedure. Sub-
mitting a paper simultaneously to more than one publication 
at a time is a breach of publications ethics. Before publication 
of an accepted manuscript, each author will be required to 
certify that he or she has participated sufficiently in the work 
to take responsibility for a meaningful share of the content of 
the manuscript, and that this participation included:

1. Conception or design of the experiment(s), or collection 
and analysis or interpretation of data;

2. Drafting the manuscript or revising its intellectual content; and

3. Approval of the final version of the manuscript to be published.

Editors must ensure a fair double-blind peer-review of the 
submitted articles for publication. They will strive to prevent 
any potential conflict of interests between the author and edi-
torial and review personnel. Editors will also ensure that all 
the information related to submitted manuscripts is kept as 
confidential before publishing. Editor-in-Chief will coordi-
nate the work of the editors.



Reviewers evaluate manuscripts based on content without re-
gard to ethnic origin, gender, sexual orientation, citizenship, re-
ligious belief or political philosophy of the authors. They must 
ensure that all the information related to submitted manuscripts 
is kept as confidential and must report to the Editor-in-Chief if 
they are aware of copyright infringement and plagiarism on the 
author’s side. They must evaluate the submitted works objec-
tively as well as present clearly their opinions on the works in a 
clear way in the review form. A reviewer who feels unqualified 
to review the research reported in a manuscript or knows that 
its prompt review will be impossible should notify the Editor-
in-Chief and excuse himself from the review process.

Plagiarism Statement
The use of someone else’s ideas or words in their original form 
or slightly changed without a proper citation is considered pla-
giarism and will not be tolerated. Even if a citation is given, 
if quotation marks are not placed around words taken directly 
from another author’s work, the author is still guilty of plagia-
rism. Reuse of the author’s own previously published words, 
with or without a citation, is regarded as self -plagiarism. All 
manuscripts received are submitted to iThenticate®, a pla-
giarism checking system, which compares the content of the 
manuscript with a vast database of web pages and academic 
publications. Manuscripts judged to be plagiarized or self-pla-
giarized, based on the iThenticate® report or any other source 
of information, will not be considered for publication.

Conflict of Interest Statement
Public trust in the peer review process and the credibility 
of published articles depend in part on how well conflict of 
interest is handled during writing, peer review, and editorial 
decision making. Conflict of interest exists when an author 
(or the author’s institution), reviewer, or editor has financial 
or personal relationships that inappropriately influence (bias) 
his or her actions (such relationships are also known as dual 
commitments, competing interests, or competing loyalties). 
These relationships vary from those with negligible potential 
to those with great potential to influence judgment, and not all 
relationships represent true conflict of interest. The potential 
for conflict of interest can exist whether or not an individual 
believes that the relationship affects his or her scientific judg-
ment. Financial relationships (such as employment, consul-
tancies, stock ownership, honoraria, paid expert testimony) 
are the most easily identifiable conflicts of interest and the 
most likely to undermine the credibility of the journal, the 
authors, and of science itself. However, conflicts can occur 
for other reasons, such as personal relationships, academic 
competition, and intellectual passion.

So authors should declare that there is no conflict of interest 
and also, if there is any, the status for their financial support 
should be clear in the cover letter and within article.

Decleration of sponsorship 
The authors should describe the role of the study’s sponsors 
in the following areas: a. designing the study, b. collecting, 
analyzing, and interpreting the data, c. writing the report.

Corrections, Retractions and Expression of Concern
It is presumed that manuscripts report on work based on hon-
est observations. However occasionally information becomes 
available with may contradict this. In such situations CTS ap-
ply Committee on Publication Ethics guidelines on correc-
tions, retractions and expressions of concern.

Corrections

Errors in published papers may be identified requiring publi-
cation of a correction in the form of a corrigendum or erra-
tum. Because articles can be read and cited as soon as they are 
published, any changes thereafter could potentially impact 
those who read and cited the earlier version. CTS provides 
authors with an opportunity to review article proofs prior to 
publication with the express goal of ensuring accuracy of the 
content. Publishing an erratum or corrigendum increases the 
likelihood readers will find out about the change and also ex-
plains the specifics of the change.

Corrigenda and Errata will be published on a numbered page 
and will contain the original article’s citation. Cases where 
these corrections are insufficient to address an error will be 
dealt with on a case-by-case basis by the Editor in Chief. In-
adequacies arising from the normal course of new scientific 
research are not within the scope of this and will require no 
correction or withdrawal.

Article retraction

Infringements of professional ethical codes, such as mul-
tiple submission, bogus claims of authorship, plagiarism, 
fraudulent use of data or the like. Occasionally a retraction 
will be used to correct errors in submission or publication. 
The retraction of an article by its authors or the editor under 
the advice of members of the scholarly community has long 
been an occasional feature of the learned world. Standards for 
dealing with retractions have been developed by a number of 
library and scholarly bodies, and this best practice is adopted 
for article retraction by CTS:

A retraction note titled “Retraction: [article title]” signed by 
the authors and/or the editor will be published in the paginated 
part of a subsequent issue of the journal and listed in the con-
tents list. In the electronic version, a link will be made to the 
original article. The online article will preceded by a screen 
containing the retraction note. It is to this screen that the link 
resolves; the reader can then proceed to the article itself. The 
original article will be retained unchanged save for a water-
mark on the .pdf indicating on each page that it is “retracted.”

Article removal

In an extremely limited number of cases, it may be necessary 
to remove an article from the online database. This will only 
occur where the article is clearly defamatory, or infringes oth-
ers’ legal rights, or where the article is, or we have good rea-
son to expect it will be, the subject of a court order, or where 
the article, if acted upon, might pose a serious health risk. In 
these circumstances, while the metadata (Title and Authors) 
will be retained, the text will be replaced with a screen indi-
cating the article has been removed for legal reasons.



Article replacement
In cases where the article, if acted upon, might pose a serious 
health risk, the authors of the original article may wish to 
retract the flawed original and replace it with a corrected ver-
sion. In these circumstances the procedures for retraction will 
be followed with the difference that the database retraction 
notice will publish a link to the corrected re-published article 
and a history of the document.

Expressions of concern
Where substantial doubt arises as to the honesty or integrity 
of a submitted or published article it is the Editor in Chief’s 
responsibility to ensure that the matter is adequately ad-
dressed, usually by the authors’ sponsoring institution. It is 
not normally the Editor in Chief’s responsibility to carry out 
the investigation or make a determination. The Editor in Chief 
should be promptly informed of the decision of the sponsor-
ing institution and a retraction printed should it be determined 
that a fraudulent paper was published. Alternatively, the Edi-
tor in Chief may choose to publish an expression of concern 
over aspects of the conduct or integrity of the work.

Withdrawal
Articles may be withdrawn by corresponding author before 
accepting for publication. If it is accepted, it could be used 
only for Articles in Press which represent early versions of 
articles and sometimes contain errors, or may have been ac-
cidentally submitted twice. Occasionally, but less frequent-
ly, the articles may represent infringements of professional 
ethical codes, such as multiple submission, bogus claims of 
authorship, plagiarism, fraudulent use of data or the like. Ar-
ticles in Press (articles that have been accepted for publica-
tion but which have not been formally published and will not 
yet have the complete volume/issue/page information) that 
include errors, or are discovered to be accidental duplicates 
of other published article(s), or are determined to violate our 
journal publishing ethics guidelines in the view of the editors 
(such as multiple submission, bogus claims of authorship, 
plagiarism, fraudulent use of data or the like), may be “With-
drawn” from CTS. Articles which have been published under 
an issue could not be withdrawn.

Responding to Allegations of Possible Misconduct 
(Explicit Policy)
All allegations of misconduct will be referred to the Editor-
In-Chief, who will review the circumstances in consultation 
with the deputy editors. Initial fact-finding will usually in-
clude a request to all the involved parties to state their case, 
and explain the circumstances, in writing. In questions of re-
search misconduct centring on methods or technical issues, 
the Editor-In-Chief may confidentially consult experts who 
are blinded to the identity of the individuals, or if the allega-
tion is against an editor, an outside editor expert. The Editor-
In-Chief and deputy editors will arrive at a conclusion as to 
whether there is enough evidence to lead a reasonable person 
to believe there is a possibility of misconduct. Their goal is 
not to determine if actual misconduct occurred, or the precise 
details of that misconduct.

When allegations concern authors, the peer review and pub-
lication process for the manuscript in question will be halted 

while the process above is carried out. The investigation de-
scribed above will be completed even if the authors withdraw 
their paper, and the responses below will still be considered. 
In the case of allegations against reviewers or editors, they 
will be replaced in the review process while the matter is in-
vestigated. For further information visit “Useful links”.

Data Sharing Policy
Current Thoracic Surgery requires authors to submit a data-
sharing statement form and register a data-sharing plan when 
registering a clinical trial. The ICMJE’s data sharing state-
ment policy asks authors to submit a data-sharing statement 
for randomized clinical trials. The ICMJE’s policy regarding 
trial registration is explained at (http://www.icmje.org/icmje-
recommendations.pdf).  

Accordingly, the data sharing statements must indicate the 
following:

whether individual deidentified participant data (including 
data dictionaries) will be shared,

what data in particular will be shared,

whether additional, related documents will be available (e.g., 
study protocol, statistical analysis plan, etc.),

when the data will become available and for how long,

by what access criteria data will be shared (including with 
whom, for what types of analyses, and by what mechanism).

Authors must provide a data-sharing statement at submission 
to indicate whether data will be shared according to the state-
ments written above.

Please visit http://www.icmje.org/icmje-recommendations.
pdf that provides illustrative examples of data sharing state-
ments that would meet these requirements.

Authors of secondary analyses using shared data must attest 
that their use was in accordance with the terms (if any) agreed 
to upon their receipt. They must also reference the source of 
the data using its unique, persistent identifier to provide ap-
propriate credit to those who generated it and allow searching 
for the studies it has supported. Authors of secondary analy-
ses must explain completely how theirs differ from previous 
analyses. In addition, those who generate and then share clin-
ical trial data sets deserve substantial credit for their efforts. 
Those using data collected by others should seek collabora-
tion with those who collected the data. As collaboration will 
not always be possible, practical, or desired, the efforts of 
those who generated the data must be recognized.

Statistical Knowledge
The statistical method used should be reported in a way that a 
reader whoever could reach the original data could understand 
the results. The terms used, abbreviations, symbols, the pc pro-
gramme used and the statistical method should all be defined.

When reporting the results, especially when giving means 
and percentages, two digits should be given after the comma 
(112.20 or 112.21 instead of 112.2). P, t, Z values are excep-
tional and three digits should be given after the comma (p = 
0,001, instead of p < 0,05).



Briefly, except whole numbers, two digits after the comma 
should be given, but for statistical values like p,t,z,F,Chi-
square, three digits after the comma should be given. When 
presenting p values, the exact p value together with the test 
statistics should be given, except for the case when this value 
is smaller than one percent or one per thousand (this time p < 
0.01 or p < 0.001, respectively should be given).

Preparation of Manuscript

Cover Letter

The Current Thoracic Surgery requires authors to disclose in 
the “cover letter” any commercial association (eg, employ-
ment, direct payments, stock holdings, retainers, consultant-
ship, patent licensing arrangements, or honoraria) that might 
pose a conflict of interest issue concerning the manuscript. All 
funding sources supporting the work should be acknowledged 
in a footnote. Also authors should mention that none of the ma-
terial in the manuscript has been published previously, and that 
none of this material is currently under consideration for publi-
cation elsewhere. This includes symposia, transactions, books, 
articles published by invitation, and preliminary publications 
of any kind except an abstract of 400 words or fewer.

Style and Format

Manuscripts should be double-spaced with 3-cm margins on 
all sides of the page, in Times New Roman font. Every page of 
the manuscript, including the title page, references, tables, etc., 
should be numbered. All copies of the manuscript should also 
have line numbers starting with 1 on each consecutive page. 

Symbols, Units and Abbreviations

In general, the journal follows the conventions of Scientific 
Style and Format, The CSE Manual for Authors, Editors, and 
Publishers, Council of Science Editors, Reston, VA, USA (7th 
ed.). If symbols such as ×, μ, η, or ν are used, they should be 
added using the Symbols menu of Word. Degree symbols (°) 
must be used from the Symbol menu, not superscripted let-
ter o or number 0. Multiplication symbols must be used (×), 
not the letter x. Spaces must be inserted between numbers 
and units (e.g., 3 kg) and between numbers and mathematical 
symbols (+, –, ×, =, <, >), but not between numbers and per-
cent symbols (e.g., 45%). Please use SI units. All abbrevia-
tions and acronyms should be defined at first mention. Latin 
terms such as et al., in vitro, or in situ should not be italicized.

Manuscript Content

Research articles should be divided into the following sec-
tions. Principal sections should be Introduction, Materials 
and Methods, Results, Discussion, Acknowledgements and 
References sections. Please see below for information about 
other types of manuscripts.

Title and Contact Information

The first page should contain the full title in sentence case, 
the full names (last names fully capitalized) and affiliations 
(in English) of all authors (University, Faculty, Department, 
City, Country), and the contact address and e-mail for the 
clearly identified corresponding author.

Abstract

An informative abstract of not more than 250 words must ac-
company each manuscript. The abstract must be structured to 
include the study’s background, materials and methods, re-
sults, and conclusions and key words under 5 separate head-
ings. Abstracts of review articles should be a brief overview 
of the main points from the review.

Keywords

Please provide at least 3 key words or phrases to enable re-
trieval and indexing. Acronyms should be avoided.

Always try to use terms from the Medical Subjects Headings 
(MeSH) list from PubMed https://www.ncbi.nlm.nih.gov/
pubmed.

Introduction

This should argue the case for your study, outlining only es-
sential background, and should not include the findings or 
the conclusions. It should not be a review of the subject area, 
but should finish with a clear statement of the question being 
addressed.

Materials and Methods

Explain clearly but concisely your clinical, technical, or ex-
perimental procedures. Previously published papers related 
to the methods should be cited with appropriate references. 
Brand names and company locations should be supplied for 
all mentioned equipment, instruments, chemicals, etc.



Results

Findings must be described without comment. The same data 
or information given in a Table must not be repeated in a Fig-
ure and vice versa. It is not acceptable to repeat extensively 
the numbers from Tables in the text or to give lengthy expla-
nations of Tables or Figures.

Discussion

Statements from the Introduction and Results sections should 
not be repeated here. The final paragraph should highlight the 
main conclusions of the study. Names of funding organiza-
tions should be written in full.

References

In the text, references should be identified using numbers in 
square brackets in which they appear consecutively. The titles 
of journals should be abbreviated according to the style used 
in Index Medicus. Ageneral guide limit the number of refer-
ences to 25 for original articles, to 6 for case reports and to 
85 for reviews. For articles with 1 to 6 authors, list all au-
thors. For articles more than 6 authors, list the first 6 authors 
followed by “et al.”. Do not use individual sets of parenthe-
ses for citation numbers that appear together, e.g., [2,3,5-9], 
not [2],[3],[5]–[9]. For other styles of publication or Inter-
net articles, see http:// www. nlm.nih.gov/ bsd/ uniform_re-
quirements.html References should be formatted as follows 
(please note the punctuation and capitalization)

Journal titles should be abbreviated according to ISI Web of 
Science abbreviations. Authors are solely responsible for the 
accuracy and completeness of references.

Articles in Journals

Özpolat B, Gürpınar ÖA, Ayva EŞ, Gazyağcı S, Niyaz M. The 
effect of Basic Fibroblast Growth Factor and adipose tissue de-
rived mesenchymal stem cells on wound healing, epithelization 
and angiogenesis in a tracheal resection and end to end anasto-
mosis rat model. Turk Gogus Kalp Dama 2013; 21: 1010-9.

For other styles of publication or Internet articles, see http://
www.nlm.nih.gov/bsd/uniform_requirements.html

Tables and Figures

All illustrations (photographs, drawings, graphs, etc.), not 
including tables, must be labeled “Figure.” Figures must be 
submitted both in the manuscript and as separate files.

All tables and figures must have a caption and/or legend and 
be numbered (e.g., Table 1, Figure 2), unless there is only 
one table or figure, in which case it should be labeled “Table” 
or “Figure” with no numbering. Captions must be written in 
sentence case (e.g., Macroscopic appearance of the samples.). 
The font used in the figures should be Times New Roman. If 
symbols such as ×, μ, η, or ν are used, they should be added 
using the Symbols menu of Word.

All tables and figures must be numbered consecutively as 
they are referred to in the text. Please refer to tables and fig-
ures with capitalization and unabbreviated (e.g., “As shown 
in Figure 2…”, and not “Fig. 2” or “figure 2”). The tables and 
figures themselves should be given at the end of the text only, 
after the references, not in the running text.

The resolution of images should not be less than 118 pix-
els/cm when width is set to 16 cm. Images must be scanned 
at 1200 dpi resolution and submitted in jpeg or tiff format. 
Graphs and diagrams must be drawn with a line weight be-
tween 0.5 and 1 point.

Graphs and diagrams with a line weight of less than 0.5 point 
or more than 1 point are not accepted. Scanned or photo-
copied graphs and diagrams are not accepted.

Charts must be prepared in 2 dimensions unless required by 
the data used. Charts unnecessarily prepared in 3 dimensions 
are not accepted.

Figures that are charts, diagrams, or drawings must be submit-
ted in a modifiable format, i.e. our graphics personnel should be 
able to modify them. Therefore, if the program with which the 
figure is drawn has a “save as” option, it must be saved as *.ai or 
*.pdf. If the “save as” option does not include these extensions, 
the figure must be copied and pasted into a blank Microsoft 
Word document as an editable object. It must not be pasted as 
an image file (tiff, jpeg, or eps) unless it is a photograph.

Tables and figures, including caption, title, column heads, 
and footnotes, must not exceed 16×20 cm and should be no 
smaller than 8 cm in width. For all tables, please use Word’s 
“Create Table” feature, with no tabbed text or tables created 
with spaces and drawn lines. Please do not duplicate informa-
tion that is already presented in the figures.

Tables must be clearly typed, each on a separate sheet, and 
double-spaced. Tables may be continued on another sheet if 
necessary, but the dimensions stated above still apply.



The Current Thoracic Surgery is a current periodical, peer-
reviewed and open access official e- journal of the Turkish 
Society of Thoracic Surgery which its funded and published 
three times annually. In April, August and December.

The language of the journal is English.

The Current Thoracic Surgery is dedicated to publishing clin-
ical research, clinical analysis, laboratory and experimental 
studies, editorials, invited current reviews, case reports, inter-
esting images and “How to Do It” papers.

The journal is based on independent and unbiased double-
blinded peer-reviewed principles. Only unpublished papers 
that are not under review for publication elsewhere can be 
submitted. Current Thoracic Surgery does not accept multiple 
submission and duplicate submission even though the previ-
ous one was published in a different language. The authors 
are responsible for the scientific content of the material to be 
published. The Current Thoracic Surgery reserves the right to 
request any research materials on which the paper is based.

The Current Thoracic Surgery encourages and enables aca-
demicians, researchers, specialists to publish their valuable 
research in branches of general thoracic surgery, thoracic dis-
ease and thoracic surgery anesthesia. The primary aim of the 
journal is to publish original articles with high scientific and 
ethical quality and serve as a good example of medical publi-
cations in the World.

The Editorial Board of the Current Thoracic Surgery and the 
Publisher adheres to the principles of the International Coun-
cil of Medical Journal Editors (ICMJE), the World Associa-
tion of Medical Editors (WAME), the Council of Science Edi-
tors (CSE), the Committee on Publication Ethics (COPE), the 
US National Library of Medicine (NLM), the World Medi-
cal Association (WMA), the US Office of Research Integrity 
(ORI), the European Association of Science Editors (EASE), 
and the International Society of Managing and Technical Edi-
tors (ISMTE).

All articles are available in PDF format on our website (www. 
http://cts.tgcd.org.tr/) and can be downloaded free of charge.

All articles submitted for publication are strictly reviewed for their

originality,

methodology,

importance,

quality,

ethical nature and,

suitability for the journal 

The Current Thoracic Surgery uses a well-constructed scheme 
for the evaluation process.

The overall rejection rate of the Current Thoracic Surgery is 29%.

The average time during which the preliminary assessment of 
manuscripts is conducted is 4 days.

The average time during which the reviews of manuscripts 
are conducted is 41 days.

The average time in which the article is accepted for publica-
tion is 59 days.

The entire submission process for a manuscript is completed 
online through the self-explanatory online submission sys-
tem.. The reviewers can reach their personal pages from the 
same address with their own passwords.

Manuscripts that comply with the main rules of the journal are 
sent to at least two external reviewers, and the reviewers are 
asked for their opinion about the suitability of the paper for 
publication. The reviewed manuscripts are then re-reviewed 
by the Editor in Chief and the Editorial Board and a decision 
of rejection or acceptance is shaped.

If the reviewers have any potential competing interests, they 
must notify the editor before agreeing to review a submission.

The Current Thoracic Surgery is committed to the highest stan-
dards of research and publication ethics. Editors will act in 
accordance with the relevant international rules of publication 
ethics (i.e., COPE guidelines, ICMJE Recommendations, CSE 
White Paper on Publication Ethics, CSE White Paper on Pub-
lication Ethics, WAME resources, WMA policies and ORI) if 
any ethical misconduct is suspected. The Editorial Board of the 
Current Thoracic Surgery encourages reviewers to comment 
on possible research or publication misconduct such as unethi-
cal research design, duplication, plagiarism, etc.

Plagiarism is a serious problem and the most common ethi-
cal issue afflicting medical writing. Current Thoracic Surgery 
does not allow any form of plagiarism. In accordance with 
our journal policy, submitted manuscripts are screened with 
plagiarism software to detect instances of overlapping and 
similar text (iThenticate and others) at least two times (during 
the evaluation process and after acceptance). If the reviewers 
have any suspect, the editors can provide them information 
obtained by plagiarism screening tools.

An approval of research protocols by an ethics committee 
in accordance with international agreements (“WMA Decla-
ration of Helsinki - Ethical Principles for Medical Research 
Involving Human Subjects (last updated: October 2013, For-
taleza, Brazil)”, “Guide for the care and use of laboratory ani-

Instruction to Reviewers



mals (8th edition, 2011)” and/or “International Guiding Prin-
ciples for Biomedical Research Involving Animals (2012)” 
is required for all research studies. If the submitted manu-
script does not include ethics committee approval, it will be 
reviewed according to COPE’s guideline (Guidance for Edi-
tors: Research, Audit and Service Evaluations). If the study 
should have ethical approval, authors will be asked to pro-
vide ethical approval. If they cannot provide ethical approval, 
their manuscript will be rejected and also their institutions 
and when needed, the related bodies in their country will be 
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