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» "Kotu bir baslangi¢, kotii bir son yaratir.

Euripides




Giris Bolumiiniin amaci nedir?

» Makalenizi degerlendirenler ilk énce yazinizin
giris boliminu okurlar ve sonra makalenizin
geri kalanini okumanin degip degmedigine
karar verirler. Burada tartisma boélimune,
gelismede verilen 0&rneklemlere ve hatta
sonu¢ bolimune baz olusturulur. Temeliniz
ne kadar guclu ise yazinizin geri kalan kismi
o kadar saglikli akacaktir.




» Uzmanlarca onerilen Giris Bolumiinii iki basamakta
yazmaktir. [1ki makalenizi yazmaya baslarken olusturacaginiz
iskelet Giris , digeri 1se en son yazacaginiz ve ilk basta
olusturdugunuz 1skeleti etlendirip kemiklendireceginiz Giris
Boliimiidiir.

» Ilk basta yazacagimz Giris Béliimiine nigin bdyle bir konuda
yazmak 1stediginizi belirtin. Ortaya yazinin gert kalan
bolimlerinde savunacaginiz, aciklayacaginiz savinizi atin ve
gelisme bolumiine ge¢in. Yazinin timil bittiginde tekrar basa
Giris Bolimiine donlin ve yazinin timiunu goze alarak gerekli
cklemeler1 yapin.




Giris Bolumi neleri icermeli?

» Giris bollimiiniiz arastirmakta oldugunuz konuda bir bilgi
ac1g1 oldugunu ve makalenizin bu bilgi a¢igini1 gidermeye
calisan bir yazi1 oldugunu gostermelidir. Herkesin tlzerinde
calistigi, cevabi belli konularda yazilmis bir makale 1le kimse
ilgilenmez. Bu sebepten dolayr Giris boliimiinlizde se¢mis
oldugunuz konuda bilgi acig1r oldugunu, bu sebepten dolayi
ilgili makaley1 yazmaya karar verdiginizi belirtmelisiniz.




Girise baslama ipuclari neler?

» 1. Giris Bolimiiniize hipotezinizi, savundugunuz diistinceyi
yazarak baslayabilirsiniz.

» 2. Giris bolimiine baslarken konuyu daha en basindan
dallandirip budaklandirmaym. Cumleler kisa, net ve basit
tutulmalidar.

*#* Bu konuyu neden sectiginizi belirtin.

*k*  Konu se¢iminizde (eger var ise) ondan sundan
etkilendiginizi asla belirtmeyin.

*#%  Burada onemli olan degerlendiricinin sizi se¢tiginiz
konuda bilingli , savundugunuz savda kararli bulmasidar.




» 3. Giris Boliimiinde se¢mis oldugunuz konuda sizin tam
tersinizi savunan makaleler oldugunu ve bunlarin isimlerinde
belirtebilirsiniz. Bu arastirmaniza derinlik , objektiflik ve
bilimsellik katacaktir. Dikkat etmeniz gereken bilimsel
olacagim derken cok dagilmamaniz ve kendi savinmizi her
zaman baskin ¢ikaracak vurgular yapmanizdir.




» 4. Giris Boliimiinde baska kaynaklardan alint1 yapiyorsaniz

muhakkak bunlar1 kaynakcada belirtmelisiniz. Aksi taktirde
yaziniz daha bastan yayin sansini yitirir.




» 5. Eger makalenizi bir dergiye yollayacaksaniz , derginin
web sitesinden ne tarz yazim kurallar1 oldugunu inceleyin. Her
derginin kendine 6zgii kurallar1 vardir. Ornegin kimisi uzun
giristen hoslanirken, kimi girisin sadece birkag satir
tutulmasindan yanadir.




Peki bu bosluk nasil doldurulur?

y FFEEAmac / hipotezinizi agikca belirtin. Sasirtici bir sekilde, birgok insan
aslinda bunu yapmay1 unutuyor! Eger her sey basarisiz olursa, basit bir “Bu
calismanin amaci, X’1 incelemek / incelemekti” demek yeterli olacaktir.




» ***Mevcut bilgl tabanimizda gozlemlediginiz bir probleme
(bosluga) ¢oziim Oneriyorsunuz. Bu nedenle Girisiniz
okurlarinizi bu sorunun ¢oziilmesi gerektigine ikna etmelidir.

4+ Ogzellikle, belirli bir derginin okuyucu kitlesini akilda tutarak
yaziyoruz, projenizin okuyucularin ¢ikarlarina uygun
oldugunu belirttiginizden emin olun.

4+ Baska bir deyisle, bu boslugu doldurursak okuyucular hangi
yararli  bilgiler1  edinebilir? Bu  sorunun  cevabi,
okuyucularirmiza vaat ettiginiz  sOzdir ve  Tartisma
boliimiinliziin sonucunda, bulgularimizin son halin1 teyit
edeceksiniz ve okuyucularinizin projenizin katkida bulundugu
bilgi 1le daha neler yapabildiklerini daha ayrintili bir sekilde
inceleyeceksiniz.




» *** Herhangi bir sonu¢ c¢ikarmayin veya calismanizdan
herhangi bir vert koymayin. Bu yoOnler arastirmanizin diger
boliimlerine aittir.

y *** Calismanizda yeni bir teknik istthdam ettiyseniz ve bu
stirecin gelistirilmesi ¢alismalarinizin merkezinde yer aliyorsa,
elbette kisa bir genel bakisa yer verin.




Dilbilgisi, zaman kipi olarak giriste
nelere dikkat etmeli?

» 4 Active voice kullanin.

» 4 Net olun.

» 4 Nominallestirmeden ka¢inin (sifat ve fiiller de dahil olmak
lizere cliimleler1 1simlere dontstirir). Bunun yerine, pratikte
fill  formunu  kullanin.  Nominalizasyonu  ortadan
kaldirdigimzda, ciimleleriniz kisaltilacak, etkin bir sesi
muhafaza edeceksiniz ve climleleriniz daha dogal konusma
gib1 akacaktir.




» 4 Taslagimizda uzun ciimleleri gortiyor musunuz? Onlar1
diizeltin. Daha kisa ciimleler daha nettir; okuyucularinizin
argimanlarimizi takip etmesini kolaylastirir. Bununla
birlikte, her ciimleyi birlestirmeyin.

» 4 Benzer sekilde, uzun cumleler1 noktali virgil ve
virgiillerle aymrin.  Makalenizin  amaci1  tekrarlanan
bulgularinizi net bir sekilde agiklamaktir.

» 4 Ilk sahis zamirlerini asir1 kullanmaktan kacinin.
Bolimiin basinda nadiren kullanin ve hipotezinizi ve
calismanin arkasindaki mantig1 tartistiginizda onlari
sonuna kadar serpin.




NEDEN TABLO VE SEKIL
KULLANIRIZ??

» Karisik bilgileri tablo ve sekillerle daha kolay
ve anlasilabilir bicimde sunariz

» Hakemlerin buyuk kismi yazinin icerigine
bakmadan dnce tablo ve sekilleri inceler.

» Yuksek kalitede tablo ve sekiller yayinin kabul
sansini artirir.

» Kaliteli tablo ve sekiller makalenin
gorselligine hizmet eder.




Makalenin sunuldugu derginin talimat
kisimlarina bakilmalidir

» Int urol and nephrol A bt et b st s Aot et
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Tabloda sunulan bilgiler makale icinde bire bir
tekrarlanmamahdir

p value

Age (year)

Height (cm)

Weight (kg)

BMI (kg/m?)

FBS (mg/dl)

Triglyceride
(mg/dI)

TC (mg/dl)

LDL-C (mg/dl)

HDL-C (mg/dl)

TG/HDL ratio

Waist
circumference

IPSS

Peak flow rate

Post void residue

PSA

64.08+8.05
171.96+5.79
76.66+10.48
25.89+3.12
87.32+11.83
108.25+37.21

194.35+37.64
114.50+£32.14
38.97+6.88
2.91+1.29
96.60+10.04

15.53+2.21
8.52+4.25
49.29+47.04
2.59+2.10

Symptom category
Mild-moderate (n=186)

65.35+8.48
170.11+5.69
78.84+ 12.15
27.23+3.95
90.75 +11.56
110.32+44.28

196.58+38.18
116.48+32.68
38.59+6.74
2.98+1.31
98.30+12.48

21.00+2.04
6.96+2.66
82.98+67.96
3.14+2.01

severe (n=214)

0.404
0.001*
0.061
0.0001*
0.001*
0.594

0.128
0.096
0.185
0.464
0.116

0.0001*
0.0001*
0.0001*

TC level in paients with mild-moderate
symptoms level was 194.35+37.64, while in
those with severe symptoms it was
196.58+38.18. LDL-C level level in paients
with mild-moderate symptoms level was
114.50+32.14 while in those with severe
symptoms it was 116.48+32.68. HDL-C level
in paients with mild-moderate symptoms was
38.97+6.88, while in those with severe
symptoms it was 38.59+6.74

Patients with severe symptoms have been
found to have statistically higher BMI and FBS,
but lipid profile measurements were not
statistically different. Patients with severe
symptoms have also larger prostate volume
(54.78+27.52 and 42.91+17.43 respectively,
P=0.0001). The patients, whose clinical and
demographic features were stratified by
symptom score are presented in table-1.




Tablo, inceleyen kisiye daha metne bakmadan yazi hakkinda

genel bir gorus verecek kadar kapsamli olmalidir.

Amnalytical Subjects with " " Down-regulated Ref
Authaor (year) Method Sample Somce bladder cancer(n) Contrals (n) Up-regulated lipid metabolites| o o, o tabolites
. GlycerophosphochalinesLinoleic
Dill et &l (2008 DESI-MS Tissu=s (canine) 4 Aucly - n = acid, Oleic acid Sphingonyealin 3
bladder tissue (4) Arachidonic acid
Putluri et al _Il_.llnne QLT:;_}I) Adjacent normal Camitine, Oleic acid
(2011) LC-MS Bl jer ca (BT a3 bladder tissue (51) |Palmitic acid Lawric acid 20
cell lines
Healthy subjects (25)
LSBC (15) Calculi patient (28)
Cao et al. (2012) H-NMR Serum (human) Post-TURBT patient [WILDL Acetoacetate [e]
HGBC (22)
{20)
Healthy subjects (20
Mephrolit
B RPLC-MS hiasis (8) . )
Lin et al. (2012} HILIC M= Serum (human) 13 BPH (10} Pheosphatidylcholine iz
Zhang =t al. . . - Choline, B hydroxybutyrate
(2012) H-NMR Urine (canine) Irmvasive BC (40} Healthy dogs (42) Acotone 7]
Fasikanti et al_ GC=GC— - ~
(2013) TOFMS irine (human) 3B Mon-BC subjects (61) Ghyc=rnol ns
Triphati et al. HR-MAS NMR BC: Ta-T1{17) . ~ Phosphocholine, Choline - -
(2013) GC-MS Tissue (ummsn) BC: = T2 (16) Benign diseases (26) Glycerophosphocholine Triglicerides ol
Bansal et al LSBC (36) i 4]
(2013) H-HNMR Serum (human} HGBC (21} Healthy subjects (32) |Malonyl-Cos
Camitine, Isovalerylcamitime
N Cotenaylcamitine., Acetyl-Cof
= ¥ su.bj (89) Camitine palmitoyliransferase -
. HPLC- - NMIBC (B3) Hematuria due to . o Glutarylcamitine
i et sl 20143 QTOFMS Urine: (humnen) MIBC (55) nion-malignant e e ey T e Decanoylcamitine | L2
2 translocase like protein (CACL)
disease (5)
Palmitoyl sphimgomy=lin
UHPLC-MS/S
LA MS Urine(human} Retrospective {cohort 1) Phosphacholine 9]
2a15) GC-MS
Mon-BC subjects
BC (88) | (288}
Prospective {cohart 2} e
BE (29) |Ncr|—EIC subjects (T}

DESI-MS: Descrption Electrospray ionization-Mass Spectrometry; LC-MES: Liguid Chromatography-Mass Spectrometry; BC: Bladder Cancer, H-NMR: H Nudlear Magnetic
Resonance; LGBC: Low Grade Bladder Cancer; HEC: High Grade Bladder Cancer; TUREBT: Transurethral Resection of Bladder Tumor; RFLC-MS: Reversed Phase Liquid
Chromatography-Mass Spectrometry: HILIC-MS: Hydrophilic interaction Chromatography-Mass Spectrometry: BPH: Benign Prostate Hyperplasia: GCxGC—-TOFMS: Gas
Chromatography Time of-Flight Mass Spectrometry; HR-MAS NMR: High-Resolution Magic Angle Spinning Muclear Magnetic Resonance; GC-MS: Gas Chromatography-
Mass Spectrometry; HPLC-QTOFMS: High-Performance Liguid Chromatography-Quadrupole Time-Of-Flight Mass Spectrometry; NMIBC: Non-Muscle Invasive Bladder
Cancer; UHPLC-MSME: Ultrahigh-Performance Liquid Chromatography/Tandem Mass Spectrometry

Table 1: Relevant studies regarding the association between lipid metabolism profiling and bladder cancer.



Degerler mumkunse standart sapma (SD) ve
guvenlik aralhigi Cl (95%) ile ve p degeri ile birlikte

verilmeli

Symptom category

Table 3. Univariate and multivariate analyss of the factors effective on prostate volume.

Mild-moderate (= 186) Univariate analysis Multivariate analysis

Age (year)
Heiht (e ljk333 AT (> 0
WEIghI {kql) 76.66+1048 78.84£12.15 p 0k Lower Upper p 0R Lower Upper
BMI (kg/m°) 25894312 20.234395
FBS (mg/d PR 07541156 e 0F 108 wer U5 1w el
16 (mg/d) 10825437.21 1103244428 B 17 G R S/ 7 TR 4 Mmoo 1
TC (ma/d) 19435+37.64 196.58 4 38.18 WC 00001 1.038 1019 1038 43 1011 0969 1.054
DL (mg/di) 1345043214 1364343268 FES ot 13m0 28 030 0%
HOLC (mg/d) 38974688 8391674 16 o0 M 106 o 108 16 1
" 721 412215 T om0 0 0%

—Waist-circomference-fem) 9660+ 10,04 983041248
o ey iy D¢ 4o 092 0% 1010

32 W i ¥

Peak flow rate 8524425 6964266 0.0001* HDLC 8 057 0939 0.9% 025 0923 0.860 0990
Post vaid residue (m) 4929+47.04 8298467.% 0.0001* VAI L00001* 150 116 1400 e 1,104 1.110 1305
PSA (ng/mi) 259£2.10 314£201 0000t* BML: body mass index; WC: waist circuference; FBS: fasting blood sugar, TG: tiglyceride; TC: total cholesteral; LDL-C: ow-
Prostate volume (ml) 291748 54782152 0.0001*

BM: body mass index; FBS: fasting blood sugar, TG: triglyceride; TC: total cholesterol; LDL-C: low-density ipoprotein choles-

confidence interval,

density lipoprotein cholesterol; HDL-C: high-density lipoprotein cholesterol; VALvisceral adiposity index; OR: odds ratio; CI

terol; HOL-C: high-density lipoprotein cholesterol; VAL: visceral adiposity index; IPSS: Intemational prostate symptom score;
PSA: prostate specific antigen.
*Statistially significant.

*Statistically significant.




Tablo sonuna kisaltmalar mutlaka
eklenmelidir

Analytical Subjects with . - Down-regulated Ref
Author [year) Method Sample Source bladder Controls (m) Up-regulated lipid metabolites lipid bolites
" GlycerophosphocholinesLinoleic
Dill etal. (2008) | DESHMS Tissue (canine) 4 Adjzoent nomal | oy oeic acid Sphingomyelin | [13]
bladder tissue (4) e
Arachidonic acid
Urine (human} " . . -
[FrCICiCL LC-MS Tissues{human) a3 I:‘L‘:ﬂder ns:uae-n:;‘ll} g;”n?;ir:éz?d'm s Lauric acid 20]
{2011} Bladder canmcer (BC)
cell lines
Healthy subjects (25)
LGEC (15) Caleculi patient (28)
Cao et al. (2012) H-MMR Serum (human) Post-TURET patient |W/LDL Acetoacetate e
HGBC (22)
(20)
Healthy subjects (20)
Mephralit
3 RPLC-MS hiasis (8) ) )
Lin et al. (2012} HILIC- MS Serum (human) 13 BPH (10) Phosphatidylcholine na
Zhang et al. . . . Choline, B hydroxybutyrate
(2012) H-MMR Urine {canine) Invasive BC (40) Healthy dogs (42) Acelone 7
Pasikanti et al. GCxGC— . 5
03 TOEMS Urine {(human) 38 Non-BC subjects (B1) Glycerol e
Triphati etal. | HR-MAS NMR BC: Ta-T1(17) - Phosphachaline, Choline o
(2013) GC-MS Tissue (human) BC: 2 T2 (16) Benign (28) v . Triglicerides 1
Bansal et al. LGBC (36) ) n4
(2013) H-MMR Serum (human) HGBC (21) Healthy subjects (32) |Malonyl-CoA
Camitine, |sovalerylcamniting
Heaty s 0 Coeroeaniie Koo Cor
Jin et al. (2014) HPLC- Urine (human) HMIBC (83) Hematuriadueto |- oo - [ . Glutarylcamitine 18]
: QTOFMS MIBC (55) non-malignant 4 ® D ylcarniti
- t like protein (CACL)
disease (5)
Palmitoyl sphingomyelin
UHPLC-MS/!
M“';‘;J’;";‘ &t MS Urine(human) Retrospective (cohort 1) Phasphocholine @
GC-MS
Mon-BC subjects
BC (88) 208)
Prospective (cohert 2) Arachidonate
ion ionization-M v LC-MS: Liquid Chre M y- BC: Bladder Cancer; H—
esonance; LGBC Low Grade Bladder Cancer; HBC: ngh Grade ElladderCanDer TURBT Transurethral R.esecmrl of Bladder Tumer; RPLC-MS: Reversed Phase qu o
Chrar P v HILIC-MS: Hydrophilic ik M. P y. BPH: Elerlgn Prostate Hyperplasia; GCxGC-TOFMS: Gas
Chromatography Time of-Flight Mass Spectrometry; HR-MAS NMR: ngh-Resuhnon Magic Angle Spinning Muclear GC-M3: Gas Chromatography-
Mass Spectrometry; HPLC-QTOFMS: High-Performance Liquid Chromatography-Quadrupole Time-Of-Flight Mass Spectrometry; NMIBC: Non-Muscle Invasive Bladder
Cancer; UHPLC-MS/MS: Uitrahigh-P LLiquid CI W Tandem Mass Sp. Y

Table 1: Relevant studies regarding the association between lipid metabolism profiling and bladder cancer.



sekiller

» KULLANIM YERLERI
- Akis diagramlari

- Tanimlayici veriler (descriptive values) sekiller ile daha
iyi ifade edilebilir.

- Korelasyon egrileri net ve degerli bilgiler sunar.

- Kaplan-Meier sagkalim analizi

- Meta-analizde forest plost, publication bias analizleri




Flow diagram (Akis diagrami) 6zellikle sistematik review-meta analiz ve
randomize kontrolli calismalar gibi degerli calismalarda énemlidir.

Screening [ Identification

Eligibility

Included

Recordsidentified through database

(n=719)

Additional records identified
through other spurces

=0

Figure 1. Enrollment, Randomization, and Follow-up of Patients in the Left Ventricular Assist Device and Mesenchymal Precursor Cells Trial

Studies retrieved for

Records excluded by reading title
and abstracts

.Children population(n=51)
.Animal studies (n=242)
Reviews (n=01)

Not report the relationship
between dyslipidernia and

637 Patients assessed for eligibility

418 Bucluded
276 Did not meet inclusion criteria®

—* 150 Refused to participate

13 Participant in anather trial
10 Died before randomization
29 (ther

(i 188 Rndomized )

108 Randomized to receive 150 million MPCs
106 Received intervention 2s randomized

53 Randomized to receive cryoprotective medium alone
52 Received intervention as randomized
1 Did not receive intervention as randomized
(ICD epicardial patches prevented product injections)

Month & Month &
18 Early completion 14 Early completion
8 Received transplant 2 Withdrew
10 Died 6 Received transplant
6 Died

L

further evaluation urolithiasis (n=230)
n=03)
Excluded afterreading
the full-texts:
.Case-report (n=60)
.Letter and editorials
Potential studies fulfilling (n=13)
the inclusion criteria
n=11)

Full-text articles

excluded due to
lack of sufficient data

Studies meluded in quantitative
synthesis (meta-analysis)
n=11)
.cross-sectional studies (n=T)

.case-control studies (n=1)
.cohort studies (n=3)

n=11)

105 Included in the primary efficacy analysis

52 Included in the primary efficacy analysis
1 Excluded (refusad to wean and withdrew)

1 Excluded (unable to perform prewean
electrocardiogram to ensure safity)
l !
Month 12 Month 12
38 Early completion 24 Early completion

2 Withdrew 2 Withdrew consent
A Received transplant 14 Received transplant
15 Died 8 Died

l

106 Included in the primary safety analysis®

52 Included in the primary safety analysis®
1 Excluded {did not receive intervention)




r AN AN AL NANANANRSY AN AN 458 patients assessed for eligibility
| 699 men enrolled
[ PSA 23 ng/ml

57 ineligible
Exclusions (n = 56) 23 refused
BBl EREEe bk ) 1 had a relevant second cancer
R ——» | 15hadlssthan T3 or terthan prinay TG
-Age >75yr (n=3) 3 had prior pelvic radiation
-Ineligible (n = 28) 2 had neoadjuvant chemotherapy
ionalteaon ) 4had a clnical T4b tumar
2had Iymph node metastases above the aortic bifurcation
643 men 7had visceral mefastases
3 TmpMRI
y 1 401 randomized
317 men 326 men
PI-RADS 1 or 2 PI-RADS 3, 4, or 5 / \
(nonsuspicious mpMRI) (suspicious lesion on mpMRI)
203 assigned to limited LND 198 assigned to extended LND
Exclusions: Exclusions:
(patient refusal) = — (patient refusal)
- No TRUSGB (n = 8) - No MRGB (n = 4) l l
- No TRUSGB (n = 5)
190 received limited LND per protocol 173 received extended LND per protocol
317 men (Removal of 24 to 6 limited LND fields and 24 lymph nodes) (Removal of 210 to 14 extended LND fields and 212 lymph nodes)
MR-guided biopsy of
suspicious lesion(s) . i . i
(2-4 cores) 13 did not receive limited LND per protocol 25 did not receive extended LND per protocol
1 had no LND 2had no LND
7 had a LND with less than 4 fields andlor 23 had LND with less than 10 fields andlor
626 men with less than 4 lymph nodes removed with less than 12 LNs removed
12-core TRUS-guided 5 had an extended LND
prostate biopsy
203 included in intention-to-treat analysis 198 included in intention-to-treat analysis

Hastalarin multiparametrik MR a gore TRUS-Bx ye 458 hastanin radikal sistektomi ile birlikte sinirh
yonlendirilmesi calismasinin basamaklarini ve genisletilmis LND tedavisine randomizasyonu

gozteren akis semasi akis semasi




CALISMA TIPLERINE GORE UYGUN
TABLO VE SEKILLER




Go6zlemsel calismalar

» 1- Kesitsel (cross—-sectional) calismalar
» 2-Vaka-kontrol calismalar
» 3—- Kohort calismalar




Eksperimental calismalar

» Randomize kontrolli calismalar (RCT)




Kesitsel/vaka-kontrol calismalari

» Ik olarak genellikle tanimlayici karakterde bir
tablo sunulur.

» Bu tabloda yas, cinsiyet, boy, kilo, BMI, ilgili
biyokimyasal degerler, komorbiditeler v.s.
belirtilir




Table 1 - Baseline characteristics

Entire cohort (n = 665) Cohort with CSR on mpMRI (PIRADS =3; n = 234)
Age, mean [50) 64,7 (66) 5.7 (6.4)
PSA (ng/ml), mean (5D} 104 (7.3) 11.2 (B.5)
Volume on TRUS (ml), mean (S0 56.0(14.4) 474 (17.7)
Clinical stage (DRE), n (%)
eTic 538 (80.9) 184 (B03)
cT2ajb 114 (17.1) 40 (17.1)
T2 5 (O8] 3(13)
cT3a B(1.2) 3(13)
Clinical stage (TRUS), n (%)
¢ 535 (B006) 189 (BB}
cT2afb 109 {16.4) 37 (15.8)
T2 10(1.5) 4(1.7)
cT3a & (0.9) 4(1.7)
cT3b 4 (06) -
Mumber of prior negative biopsies, median (IGQR) 1(1-2) 1(1-2)
Maonths between mpMRI and previous biopsy, median (GQR) 9 (4-22) 8 (4-23)
Table 1. Clinical characteristic of study patients.
Variables ED Group (n=180) Control Group (n=120) P Value
Age (year) 55.62 = 8.90 54.19=4.10 120
Diabetes mellitus, no. 41 24 619
Hypertension. no. 50 31 743
Triglyceride (mg/dL) 143.20 = 68.22 146.08 = 57.24 243
HDL-C (mg/dL) 42,43 = 13.19 41.24=11.87 A35
BMI (kg/m?*) 26.9=6.5 252=53 504
MPV (fL) 8.51 =1.00 8.16 =0.94 015
PC (cells/uL) 24450+ 57.3 230.17 = 48.44 034
EC (cells/uL) 0.24=0.18 0.21+0.14 314
WBC (10°/mm®) T747-133 7.23-1.56 154

Abbreviations: ED. erectile dysfunction: HDL, high-density lipoprotein; BMI. body mass index: MPV, mean platelet volume: PC, platelet count; EC.
eosinophil count: WBC, white blood cells.
Data are presented as mean + SD.




» Bu tanimlayici veriler bazen grafik ile daha carpici hale getirilebilir. Bu
grafikte oldugu gibi; tek bir grafik ile hastalarin yas dagilimina goére varikosel
lateralitesi ve grade i sunulabilmektedir.

varikocele grade

varikocele laterality Bno varicocele
W grade 1 varicocele
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Figure 1. The percentage of varicocele grades in varicocele patients stratified by age groups.
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Tanimlayici grafikler

» Bu grafikte de goruldigu gibi tek bir sekil ile yas kategorisine gore varikosel
lateralitesi, gradi ve testis volumi hakkinda 6z bir bilgi sunulabilmektedir.

varikocele laterality testis
volume
unilateral bilateral W<20ml
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Figure 2. The percentage of testis volume in patients stratified by varicocele grade and age groups.
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» Gozlemsel calismalarin tanimlayici verilerini
muhakkak ileri istatistik yontemlere
- Logistik regresyon analizi
+ Duyarlihk 6zgulliuk analizi (ROC analizi)
- Korelasyon analizi

Tabi tutmak gerekir.

Bu degerlendirmeler neticesinde ortaya cikan sonuclarin
da tablo ve figurler ile ifade edilmesi icerik ve gorsellik
olarak makaleyi zenginlestirir.




4

Bu tabloda prostat volimu Gzerinde etkili olabilecek bircok parametre
incelenmis ve log regresyon analizi ile hangi parametrenin ne kadar daha cok
etkili oldugu degerlendirilmistir.

Table 3. Univariate and multivariate analysis of the factors effective on prostate volume.

Univariate analysis Multivariate analysis
95% Cl 95% Cl

p OR Lower Upper p OR Lower Upper
Age .00001* 1.086 1.056 1.117 00001* 1.125 1.088 1.164
BMI .00001* 1.135 1.070 1.204 003* 1.119 1.040 1.204
WC .00001* 1.038 1.019 1.058 623 1.01 0.969 1.054
FBS .001* 1.031 1.013 1.050 275 1.013 0.990 1.035
TG .00001* 1.010 1.004 1.016 002* 1.043 1.016 1.071
TC .078 0918 0.869 0.956
LDL-C A64 0.992 0.961 1.010
HDL-C .028* 0.967 0939 0.996 025% 0923 0.860 0.990
VAI .00001* 1.250 1.116 1.400 on* 1.194 1.110 1.305

BMI: body mass index; WC: waist circumference; FBS: fasting blood sugar; TG: triglyceride; TC: total cholesterol; LDL-C: low-
density lipoprotein cholesterol; HDL-C: high-density lipoprotein cholesterol; VAl:visceral adiposity index; OR: odds ratio; Cl:
confidence interval.

*Statistically significant.




4 Prostat volimu ile viseral adipoz index arasinda bir korelasyon
grafigi
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Fiaure 2. The doth aranh of the association between VAl and prostate volume.




» Duyarlilik 6zgullik analizleri sonucu elde edilen ROC egrileri de
onemlidir
- Bu grafiklerde farkli prostat volimu degerleri icin VAl nin duyarhhk ve 6zgulligu
incelenmis ve VAl acisindan prostat volumui 30 ml sinir degerinin daha anlamli oldugu

gorulmastar.
Prostate volume < 30 ml vs > 30 ml Prostate volume < 40 ml vs > 40 ml Prostate volume < 50 ml vs > 50 ml
(A, ROE Curve (B),, — . (©), ROC Curve :
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Figure 1. ROC curves of VAI levels for prostate volume cutoff level of (A) 30, (B) 40 and (C) 50 ml, respectively.
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Onkoloji calismalari

» Onkoloji calismalarinda survi analizi cok
onemlidir

» Genellikle Kaplan-Meier sag kalim analizi
kullanihir ve sagkalim egrisi verilir.




» Ornek calisma: Identification of the best complete blood count-based
predictors for bladder cancer outcomes in patients undergoing radical
cystectomy

» Radikal sistektomi yapilan hastalarda tam kan sayimi belirteclerinden
hangileri surviyi en iyi dngoérur?




»  Bu calismada kanser-spesifik survi, rekiirrens free survi ve over-all survi degerleri verilmis (ideal)

»  Notrofil-lenfosit orani, lenfosit monosit orani ve platelet lenfosit oranin survilere etkisi grafike edilmistir
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Figure 1. Kaplan—Meier analyses of associations between CBC-based predictors (above vs below median for haemoglobin (row 1),
lymphocyte ratio (row 2), ymphocyte-monacyte ratio (row 3], and plateletdymphocyte ratio (row 4)) and oncologic outcomes.
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» Sagkalim uzerine etkili parametreleri bulmak
icin cox regresyon analizi yapilir ve HR
degerleri bulunur. Bunlar da tablolastirilir.




» Bu calismada goruldigu gibi NLR
e ance fren. cancoropecthe: andl oumral avival deki 1 br artis recurrence-free
Porameter___________|(Groes%d) [ puolue survi, cancer spesifik survi ve over
e gl B all survi Gizerinde sirasi ile 1.52,
e, mgpe o g a2 220 | <ooen 1.47 ve 1.56 kat etkili olmaktadir
S et ”qﬂ’ o (survi azalmaktadir)

Model for cancer-spedfic survival®

Table 3. Final parsimonious multivariable models for

T-stage, pT3-4 vs pTO-2 1.67 (1.07-2.42) 0.02
MN-stage, N+ ws MNO 213 1 27-32.57) Lalale ]
Lyrmph ovascula r inwvasion 175 D94-3.28) [ailal:]
Positive surgical mangin 1.82 D.BE-2.77) o111

Hasmoglobin {per 1.9l incease) <"‘~\= e ala)|
Meutrophil-ymphocybe atio, per w! 0—1.80) = 00O
1-unit increase™

Model for overall survivald

Age, per 1 year increase 103 {1.01-1.04) 0008
Charson co-morbidity index, per 118 {1.023-1.22) [alad ]
1point increase

T-stage, pT34 vs pTO-2 1.42 {D.B3-2.45) 0.20
M-stage, N+ ws ND 1.55 {1.12-2.14) [alale )
Lymph ovascular invasion 1.74 {1.03-2.93) 0.0«
Positive sungical mangin 1.84 0503 .8B2) .09
Haemoglobin, per 1 gfdl increase =, =L alay]
MNeutrophi-ymphocyte ratic, per Ll L™

1 —uniit increas
Ablbreviations A = Alkaike Infonmation Crivericon; Ol= confidence interval, HR = hazasd
rartics.

*Likelihood ratio cmnibus test 37 =84 8, dF =5, P00l ; S5 = 1407100

By tasiabbe was leg-tmamsfommed, and therefore hazard ratios represent eflect per 1 keg-unit
Clikelihood ratio cemmibus test 3 = SH9 dF = & P 0001 A0 = 1101 &

i kelihond ratio cmmibus test: 2 = 1110, dF =8, F-<0.000; S = 17807,




Meta-analizde tablo ve resim
kullanimi

» Meta-analiz, literatlirdeki mevcut calismalarin
(tercihen-mumkunse randomize kontrollu
calismalarin; mimkuin degilse observational
(gozlemsel) calismalarin belli kurallar icinde
bir araya getirilerek re-analiz edilmesidir.




Sistematik derleme-Meta analiz
tablolari

» Mevcut calismalarin detaylarini iceren tablolar
sunulmalidir.

Table 1 Relevant studies of the relafionship between metabolic syndrome and erectile dysfunction

Age, year

(angaor  Goho  Adjusted
Authors (publication year) ~ Studydesign ~ Counfry  Population Timeperid meant30) siza(n) RAs 95% CI
Chao et al. (2012) [16] Cross-sactional Tawan  Local aboriginal communify in eastem Taiwan 010-2011  »40 28 OR202 6332283
Wainberg etal. (2013) [17]  Cross-secional USA  NHANES 200-2004 20 306 OR255 18535
Pohjantanti atal (2011) [18]  Cross-sectional  Finland  Hameenlinna Metabolic Syndromresearch program 2010 >4 105  OR482 200510623
Chen et al. (2012) [19] Cross-sactional  China  The Fangchenggang Area Male Health and 2009 1788 H7 o OR1M 10402

Examination Survay

Tevfik Damir (2006) [20] Cross-sactional  Turkey  Turkish men 2005 M1:88 268  OR2% 1740
Bal atal. (2007) [21] Crose-sactional  Turkey  Turkish men 2005 40-10 3 OR2S 1447
Lea atal (2010) (2] Cross-sactional  Tawan  Frae health screening 2009 40-83 69 OR230 144389
Grover et al. (2006) 23] Cross-sactional  Canada 40 years or over Canadian men 2001-2002 4088 ¥ OR14F 124189

Mat5 = metabolic syndrome; 50 = standard deviefion; HOL = high-density lipaprofein; OR = odds rafio; RR = risk retio; Cl = confidenca interval; NCEP-ATP-II = National Cholestarol Educafion Program Adutt Treafment Panal
IIl; NHANES 11l = Third Mational Health Center Nutriion Examination Survey; AHANHLEI = American Heart Association/National Heart, Lung, and Blood Institute




Table 1 = Characteristics and outcomes of the randomized, placebo-controlled clinical studies included in the meta-analysis (all data are
reported as mean = 5D)

Study (ref.) MNo. patients Trial Age (yr), T levels Diabetes Dase Sexual
[T/placebo) duration mean + 5D (nk) (%) (daily) function tool used
(wk) O age range
Cavallini et al, 2004 | 24| 40/45 24 G0-72 <12 MR TU 160 mg/d IEF-15
Svartberget al 2004 [25) 15/14 26 54-75 Eugonadal 0 TE 250mg/mo IEF-5
Chiang at al 2007 |26] 20/18 12 20-75 <12 0 TG 50 mg/d HEF-EFD
Allan et al, 2008 [27] 31/31 52 63.3 <15 0 T path 50 mg/d IEF-15
Chiang at al 2009 |25] 20{20 12 20-75 <8 0 TG 50 mg/d HEF-15
Giltay et al., 2010 |29] 113/ 30 35-69 <8 29 TU 1000 mgf12 wk IEF-5
Aversa et al., 2010 [30] 42/10 48 63.8 + 6.5 TU 160 mg/d IEF-5
<8 1.5 TU 1000 mg/12 wk
Jones et al,, 2011 [31] 103/102 52 509+93 <12 62 TG 60 mg/d IEF-15
Hackett et al.. 2013 |32) 92 /98 30 33-83 <12 100 TU 1000 mg/12 wk HEF-15
Gianatti et al, 2014 [33| 44/41 40 620 <12 100 TU 1000 mgj12 wk IEF-15
Basaria et al., 2015 |34| 104/94 156 676 <12 15.1 TG 75 mg/d IEF-5
Padouch et al., 2015 |35] 36/40 16 50.7 <8 MR T solution HEF-15 orgasmic domain
Brock et al, 2016 |36G] 303297 16 55.3 <8 30 T solution IEF-15
Snyder et al. 2016 [37] 234/266 52 716 <8 NR TG 50 mg/d IEF-15

EFD = Erectile Function Domain; [IEF = International Index of Erectile Function; NR = not reported; ref. = reference; 5D = standard deviation; TE = testosterone
enanthate; TG = testosterone gel; TU = testosterone undecanoate.




Table 2 The definitions of Mets, ite components, and erectile dysfunction of the studies incleded in meta-analysis

Erectile dysfunction P walus to determine
definition Mat5S definition MatS componenis critera statisfical significance
Chao et al. NEF-5 NCEP-ATF 11l modified Fasting plasma glucose =110 mgfdL P OLDE
for Azians Serum TG = 160 mgidL

Serum HOL-C . 40 mgfdL
Blood pressure =13085 mm Hg
Waist circumference 80 cm
Weinberg et al. Single question AHAMNHLEI Fasting plasma glucose = 100 mg/dL P OLDE
sel-raport Serum TG = 160 mgidL
Serum HOL-C . 40 mgfdL
Blood pressure 1585 mm Hg
Wigist circumference 102 cm
Pohjanahti & al. HNEF-18 NCEP-ATP 111 Fasting plasma glucose = 110 mgfdL P OLDE
Serum TG = 160 mgidL
Serum HOL-C . 40 mgfdL
Blood pressure 1585 mm Hg
Wigist circumference 102 cm
Kai Chen et al. NEF-5 HNCEP-ATP Il for Asian Fasting plasma glucose =5.6 mmolL P OLDE
Americans Serum TG = 160 mgidL
Serum HOL-C . 1.03 mmolL
Blood pressune =153M85 mm Hg
Waist circumference 80 cm
Tawfix Demir HNEF-18 NCEP-ATP 111 Fasting plasma glucose = 110 mgfdL P OLDE
Serum TS = 150mgid]
Serum HOL-C . 40mgdl
Blood pressune =13085 mm Hg
Wigist circumference 102 cm
Bal et al. HNEF-18 NCEP-ATP 111 Fasting plasma glucose = 110 mgfdL P OLDE
Serum TG = 160 mgidL
Serum HOL-C . 40 mgfdL
Blood pressune =153M85 mm Hg
Waist circumference =10 cm

Lee et al. NEF-5 Miodified criteria dewveloped Fasting plasma glucose = 100 mg/dL Bz 0U06
bry the Bureau of Healh Serum TG = 160 mgidL
Promotion in Taiwan Serum HOL-C - 40 mgfdL

Blood pressure 1585 mm Hg
Waist circumference 80 cm
Grower et al. HNEF-18 NCEP-ATP 111 Fasting plasma glucosea = 111 mg/dL P OLDE
Serum TG = 160 mgidL
Serum HOL-C . 40 mgfdL
Blood pressurne =13M85 mm Hg
Body mass index (BMI) = 26

MatS - mambolic syndroms; |IEF = Intemational Indax of Erectia Funotion; NCEP-ATP-II = Natonal Cholestorol Education Program Adult Treatmant Pand 111
AHANHLE! = amencan Heart AssociatonMatonal Heart, Lung., and Blood Institute; TS = trighserida; HDL - high-dansity lpoprolain




Tabde 1. Characteristics of Included Studies

Regiman

IAD Treatment Intervals

Particlpants, Medlan
Source Mo Disaase Stage 1AD CAD Criteria to Stop Criteria to Restart Follow-up
Hering et al, ¥ 43 Matastatic CPA Same as 1aD NR If baseline PSA NR
2000 =20 ng/mL then =10 ng/mL;
else, half of Inltial value
de Leval et al,*® (1] Lecally advanced Flutamide + goserelin Same as 1D PS4 =4 ng/mL FSA =10 ng,/mL 29 ma
2002 Recwrremt
Metastatic
Schasfoort 193 Metastatic Nilutamide + buserelin -~ Same as 1AD PS4 <4 ng/mL If N+MO, PSA =10 ng/mL; 31 mo
et al *® 2003 I M1, PSA =20 ng/mL
Yamanaka 162 Locally advanced Chlormadinone Same as 1aD PS& <1 ng/mL Progression or PSA 232 mo
et al,*s 2005 (first 4 weeks) =10 ng/mL
+ lewprorelin
or goserelin
Tunn et al,** 201 Recurrent Leuprorelin Same as IAD No progression PSA 23 ngfmL NR
2007 +PSA <0.5 ng/mL
Miller et al,*= 335 Meatastatic Bicalutamide + goserelin Same as 1AD PS& <4 ng/mL MR NR
2007 or =30% of baseline
Irani et al,** 138 NR Flutamide + goserelin Same as IAD NA NA 428 mo
2008
Calais da silva E26 Locally advanced CPA + LHRH agonist Same as 1aD PSA <4 ng/mL If PsA had dropped o 51 ma
et al,*™ 2009 Metastatic or <80% of baseline <4 ng/mL, then =10 ng/miL
with symptoms or =20 ng,/mL
without sympboms; else,
=20% above nadir value
Crook et al,*? 1386 Recurrent Nonsteroldal As Same as 1aD Mo progression Progression or PSA 9y
2012 (min first 4 weeks) or orchiectomy + PSA =4 ng/mL and =10 ng/mL
+ LHRH agonist =1 ngymL bowve
pravious value
Salonen 554 Locally advanced CPA (first 12_5 d) Same as l1AD If FSA baseline FSA >20 ngymL or >baseline 54y
et al =832 Recurment + Gosarelin or orchiectomy =20 ng/mL then
2012 Matastatic =50% of baseling;
else, PSA <10 ng/mL
Mottet et al, 5 194 Metastatic Flutamide + Leuprorelln - Same as 1AD Mo progresslon Progression or PSA a7y
2012 + PSA =4 ng/mL =10 ng/mL
Organ et al 7 31 Metastatic LHRH agonist Same as IAD NR Testosterone =50 ng,/dL 27.8 mo
2013 castration
rasistant
Hussaln et al,’* 1749 Metastatic LHRH agonist + A& Same as IAD PSA =4 ng,mL If PSA <20ng/mL, thenreturn 9.8y
2013 of PSA to baseline; else,
=20 ng/mL; optlonal, PSA
=10 ng/mL or symptoms
Calais da Silva a1g Locally advanced CPA CPA + PSA =4 ng/mL FSA =20 ng/mL or symptoms &8 mo
etal,'s 2013 Matastatic LHRH agonist
verhﬂen 258 Matastatic CPA only + addition Same as 1aD PSA <4 ng/mL Progression of PSA 22009 3.3 y (mean)
etal,** 2013 of an LHRH agonist of nadir + PSA =50 ng/mL

at progrossion

or FSA 21000 ng/mL

bbreviations: A&, antiandrogen; CAD, continuous androgen deprivation; CP&, CYproterone acetate; 1AD, Intermittent androgen deprivation; LHRH, luteinizing
ormone-releasing hormaone; NA. not applicable: NR. not reported; PSA, prostate-specific antigen.




» Meta-analizde yeni yapilmis istatistik
sonuclari meta-analize 6zgu forest plost lar
ile grafike edilir.
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Forest-plots

A
S name ‘Statistics for sach study S1d diff in means and 98% 1
Sid diff Lower Upper

inmeans lmit  limit  pvalue
Cavalini ot ., 2004 088 004 1@ 001 —
Svartherg et al, 2004 0.5 oo 174 004 —_—
Chaing et al, 2007 040 0,26 1,05 0,23
Allan et al., 2008 043 0,18 1,05 0,18
Chiang et al., 2009 LE0 OES L 0ol ——
Guilty et al., 2010 02 Q02 040 oar —=-—
dwersa et al., 2010 2,00 121 279 0.00 —
Jomes et al., 2011 0,08 a2 037 0,58 —-—
Hackett st al., 2013 0.53 004 0 0,03 ——
Gianatti et al, 2014 0,51 0,96 0,08 0,02 [———
Basaria et al, 2016 0567 0,38 0,95 0,00 ——|
Brock et al., 2016 027 011 043 000 =
Snyder et al., 2016 03 i 047 0,00 =
Overall 032 024 041 0001 *

=200 =1,00 0,00 1,00 2,00
Placebo TTh
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Study name Statistics for cach sty Std diff in means and $8% G

Std diff  Lower  Upper

inmeans  limit limit
Cavallini el al.. 2004 058 014 1.02
Svartberg et al., 2004 020 008 1.74
Chaing et al., 2007 040 -026 1.05
Allan e al_, 2008 043 -018 1.05
Chiang et al, 2009 0,90 025 1,55
Guilly & al., 2010 023 -002 0,60
Averza elal., 2010 2 12 2,re
Jones e al_, 2011 oo0e -0.21 0,37
Hackett et al, 2013 033 0,04 D062
Gianatti et al., 2014 -051 -085 -00B
Basaria el al, 2015 067 0,38 D085
Brock & al., 2016 ozr  on 0,43
Snyder atal, 2M6 0,30 012 DAT
Overall 041 021 0.60

Fig. 4 - Effect size (with 95% confidence interval [C1]) of testosterone treatment (TTh) versus placebo on erectile function component (inchuding
studies using International Index of Erectile Function (IIEF}-erectile function domain or HEF-S score as possible outcome) as derived by applying fixed
{A) or random [B) models.

Std dillf = standard difference.




» Meta-analizde degerlendirmeye alinan
calismalarin kalitesi degerlendirilir
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» Mumkunse calismalardaki yanhlik kaynaklari (bias) ve yuzdeleri de
grafike edilir i v s

judgments about each risk of bias
item a foreach included study and

b presented as percentages acmoss
all included studies

a

Abdelrazik 2007

Aliogh 2012

Anagnosts 2012

Barnes 2007
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Christaforidis 2011

Gallacher 1994
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P DS NO D O 9 P @ @ sckce reporting ireparting biash
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Mair 2007 [ ]

Ranta 2011
Ranta 2012 [ ]

Rezaeifarid 2011

P 0O D O G O D O @ B B @) incomplee ourcome data anrition bias)

Tlaculo-Pamra 2005 | @
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Incomplete outcome data (atriton bias)

i

Selective reporting ireporting bias)
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255 sl 75%
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» Publication bias meta-analizlerde genelde

grafikle temsil edilir
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