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Editérden,

Yeni Uroloji Dergisi'nin 2020 yili G¢lncd sayisini yayinlamis olmaktan mutluluk du-
yuyoruz. Bu sayida genel Uroloji, endouroloji, Groonkoloji ve Urolithiazis alanlariyla
ilgili 6zgun arastirma ve olgu sunumlarini sizlerle paylasiyoruz. Bu ¢alismalarin il-
giyle okunacagina ve yeni arastirmalara i1sik tutacagina inaniyoruz.

2004 yilinda yayimlanmaya baslayan Yeni Uroloji Dergisi 2011 yili ilk sayisindan iti-
baren TUBITAK-ULAKBIM Tiirk Tip Dizini’nde indekslenmeye baslanmistir. 2019
yill ve dncesine ait makalelerinin veri tabanina aktariimasi tamamlanarak Turkiye
Atif Dizini'ne kayitl dergiler arasinda yer almistir.

Dergimiz, 2020 vili itibar ile Google Akademik, Tiirk Medline Pleksus, ideal Onli-
ne Veri Tabani, Sosyal Bilimler Atif Dizini (SOBIAD), J-GATE ve EuroPub verita-
banlarinda taranmaktadir. Son olarak DOAJ’ a (Directory of Open Access Journals)
kabul edildigimizi mutluluk ile bildirmek isteriz. Ayrica Yeni Uroloji Dergisi Orcid
ve CrossRef DOI sistemleriyle iliskilendirilmektedir. Dergimizin ESCI, Pubmed, EM-
BASE, EBSCO indeksleri icin basvuru streci devam etmektedir. Hedefimiz, bilimsel
duzeyi yuksek makaleler ile hem ulusal hem de uluslararasi alanda dergimizin go-
ranarldguna artirmak ve en ¢cok okunan troloji dergilerinden biri olmaktir.

Dergimize uzun yillar fedakarca hizmet etmis olan, editorluk goérevini devreden
Selcuk GUven'e ve editoér yardimcisi Mehmet Giray Sénmez'e dergimize yaptiklari
hizmetlerinden dolayi tesekkUr ederiz. Beraber yakaladidimiz ivmenin ayni sekilde
devam etmesini diler, editorltk gorevini devralan Fatih Yanaral'a basarilar dileriz.

Tum saglik calisanlarini COVID-19 pandemi dénemindeki dzverili calismalarindan
dolayi tebrik ederiz. Pandemi déneminde artan is yuklerinin yaninda kiymetli ma-
kalelerini dergimiz yolu ile paylasan arastirmacilara ve makale degerlendirme stre-
cinde degerli gorusleriile hakemlik katkisinda bulunan akademisyenlere cok tesek-
kur ederiz. Bilimsel calismalarinizi Yeni Uroloji Dergisi aracilidi ile bilim dinyasiyla
paylasmanizi bekler, saygilarimizi sunariz.

Prof. Dr. Ali ihsan Tas¢l
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Ozet

Amag: Transiiretral mesane timor rezeksi-
yonu (TUR-MT) sonucu kas invaze transizyonel
hiicreli karsinom gelen hastalarda, klinik evre-
lemede ekstravezikal tiimor yayilimini tahmin
etmede tanisal dogrulugu artirabilecek ek kli-
nik parametrelerin 6ngoérii degerini arastirmayi
amagladik.

Gereg ve Yontemler: Ocak 2009-Aralik 2016
tarihleri arasinda, TUR-MT patolojisi transizyo-
nal hiicreli kas invaze mesane tiimori gelen ve kli-
nik evrelemesi T2 veya T3 olarak degerlendirilip
radikal sistektomi yapilan 52 hastadan, verilerine
tam olarak ulagilabilen 43’ti retrospektif olarak
degerlendirildi. Hastalarin demografik, patolojik
ve klinik verileri kaydedilerek, radikal sistektomi
sonrast histopatolojik evrelemede ekstravezikal
timor yayilimi olmayan (pT2) 26 hasta Grup I,
ekstravezikal timor yayilimi olan (pT3) 17 hasta
ise Grup II olarak isimlendirilerek iki gruba ay-
rildu.

Bulgular: Ortanca yas1 65 olan hastalarin 40
(%93)’1 erkek, 3 (%7)’tt kadind1. Grup ITde ECOG
skoru, ASA skoru, Charlson komorbidite indeksi
(CCI), notrofil/lenfosit oran1 (NLO), platelet/len-
fosit oran1 (PLO), monosit/lenfosit oran1 (MLO),
ortalama platelet hacmi (MPV) anlamli olarak
daha yiiksek; preoperatif hidronefroz varlhigy, eslik
eden karsinoma in situ (CIS), lenfovaskiiler invaz-
yon (LVI) varligi, muskularis propria tabakasinda
invazyon derinliginin >%50 olmasi, onceki timor

Abstract

Objective: We aimed to investigate the pre-
dictive value of additional parameters that may
improve diagnostic accuracy in predicting ex-
travesical tumor invasion in patients with muscle
invasive transitional cell carcinoma after transure-
thral bladder tumor resection (TUR-BT).

Material and Methods: The data of patients
with muscle-invasive bladder tumor pathology on
TUR-BT and who underwent radical cystectomy
between January 2009 and December 2016 due to
clinical stage T2 or T3 were evaluated retrospec-
tively. Demographic, pathological and clinical da-
tas were recorded. Patients were divided into two
groups after pathological staging following radical
cystectomy: 26 patients without extravesical tu-
mor invasion (pT2) and 17 patients with extraves-
ical tumor invasion (pT3).

Results: Of the patients with a median age of
65, 40 (93%) were male and 3 (7%) were female.
ECOG score, ASA score, Charlson comorbidity
index (CCI), neutrophil/lymphocyte ratio (NLR),
platelet/lymphocyte ratio(PLR), monocyte/lym-
phocyte ratio(MLR), mean platelet volume(MPV),
presence of preoperative hydronephrosis, con-
comitant carcinoma in situ(CIS), lymphovascular
invasion(LVI), depth of invasion in muscularis
propria >50%, history of previous tumor recur-
rence were significantly higher in Group II. How-
ever, estimated glomerular filtration rate (eGFR)
was significantly lower. In multivariate analysis,
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Selvi and Basar

Predicting Extravesical Invasion in Bladder Tumors

rekiirrensi 6ykiisii daha fazla oranda saptandi. Tahmini glome-
riler filtrasyon hizi (eGFR) ise anlamli olarak daha dustkti.
Cok degiskenli analizde, hidronefroz, 6nceki rekiirrens 6ykisti,
LVI varhg1, muskularis propria invazyon derinliginin >%50 ol-
mas1, eGFR, NLO, PLO ve MLO degerlerinin ekstravezikal yay1-
Iim varligini 6ngérmede daha 6nemli faktérler oldugunu belir-
ledik. ROC analizine gore, eGFR, MLO, PLO, NLO igin kestirim
degerleri sirasiyla 77.73 (AUC:0.805, p=0.001), 0.24(AUC:0.771,
p=0.003), 116 (AUC:0.766, p=0.004), 2.07 (AUC:0.710, p=0.021)
olarak hesapland.

Sonug: Radikal sistektomi dncesi klinik evrelemede BT veya
MRG disinda kullanilabilecek gesitli ek parametrelerin kullani-
mu ile tanisal dogrulugun artabilecegini diisiinmekteyiz.

Anahtar Kelimeler: ekstravezikal timor yayilimi, kas in-
vaze mesane kanseri, klinik evreleme, serum hemogram para-
metreleri

GiRiS

Mesane kanseri, Avrupada en sik goriilen altinci
malignite olup, iirolojik kanserler icerisinde ikinci sik-
likta goriilmektedir (1). Tani aninda, mesane kanser-
lerinin %70’ kasa invaze olmayan evrede iken, %30
kasa invaze veya metastatik evrededir (2). Kas invaze
kanser tanisi, mesane tiimoriiniin transiiretral rezeksi-
yonu (TUR-MT) ile konulmakta olup, klinik degerlen-
dirme ile T2-T4a NO-Nx MO seklinde evrelendirilen
timorlerde Onerilen tedavi radikal sistektomidir (3).
Bu nedenle lokal timdr derinligi, lenf nodu tutulu-
mu ve uzak metastaz varliginin belirlenmesi énemli-
dir. Ozellikle de T2-T3 evre ayrimi yani ekstravezikal
timor yayiliminin preoperatif donemde belirlenmesi
tedavi plani agisindan 6nem tasimaktadir. Clinki T3
evre tiimorlerde neoadjuvan kemoterapi (NKT) daha
oncelikli olarak gerekebilirken, diisiik riskli T2 evre tii-
morlerde parsiyel sistektomi giindeme gelebilmektedir
(4).

Bilgisayarli tomografinin (BT) tiimor evrelemesin-
deki dogrulugu %32 ile %67 arasinda degiskenlik gos-
termektedir. Goriilen understaging veya overstaging
nedeniyle BT nin lokal tiimoér evrelemesindeki giicii
sinirlidir (5). Magnetik rezonans goriintilleme (MRG)
ise TUR-MT sonrast evrelemede rutin olarak kulla-

nilmamaktadir. Her ne kadar giincel yayinlarda T2

hydronephrosis, previous recurrence, presence of LVI, depth
of invasion in muscularis propria >50%, eGFR, NLR, PLR and
MLR were found to be independent predictors in predicting ex-
travesical invasion. According to ROC analysis, cut-off values
for eGFR, MLR, PLR, NLR were 77.73 (AUC:0.805, p=0.001),
0.24 (AUC:0.771, p=0.003), 116 (AUC:0.766, p=0.004), 2.07
(AUC:0.710, p=0.021), respectively.Conclusions: Despite all the
many advances in technology, long-term encrusted stents lead to
sepsis and loss of kidney function. We think that not forgetting
is the best means of protection against encrusted stent-related
complications.

Conclusion: We think that diagnostic accuracy in clinical
staging before radical cystectomy may be improved by using ad-
ditional parameters other than CT or MRG.

Keywords: clinical staging, extravesical tumor invasion,
muscle invasive bladder cancer, serum hemogram parameters

agirlikli sekanslarin ve difiizyon agirhikli gortintiilerin
kombinasyonu ile ekstravezikal tiimoér yayiliminin tes-
pitinin artacagi belirtilse de halen interobserver farkli-
liklar olabileceginden, MRG da bu konuda her zaman
kesin bilgi verememektedir (6). Bu nedenle ¢alisma-
mizda TUR-MT sonrasi tiimor evrelemesinde, tanisal
dogrulugu artirabilecek ek klinik parametrelerin 6ngo-
rit degerini arastirmay1 amagladik.

GEREC VE YONTEMLER

Klinigimizde Ocak 2009-Aralik 2016 tarihleri ara-
sinda, TUR-MT patolojisi transizyonal hiicreli kas
invaze mesane tiimorii gelen ve klinik evrelemesi T2
veya T3 olarak degerlendirilip radikal sistektomi ya-
pilan 52 olgudan, verilerine tam olarak ulagilabilen 43
hasta ¢alismaya dahil edildi. Hastalarin verileri retros-
pektif olarak degerlendirildi. Calismamiza dahil edilen
tim hastalara kiiratif amacli radikal sistektomi, genis-
letilmis bilateral pelvik lenf nodu diseksiyonu ve tiriner
diversiyon olarak ileal konduit uygulanmstir. Preope-
ratif degerlendirmede uzak metastaz saptanan olgulara
sistektomi yapilmamis olup toplamda 8 hastada NKT
uygulanmustir.

Demografik verileri, viicut kitle indeksi (VKI),
Charlson Komorbidite indeksi (CCI), Eastern Coo-
perative Oncology Group (ECOG) performans skoru,
American society of anesthesiologists (ASA) skoru,
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preoperatif hidronefroz durumu, TUR-MT patolojisi,
atipik varyant histoloji varlig1 kaydedildi. TUR-MT 6n-
cesi 1 haftalik siirece ait tahmini glomeriiler filtrasyon
hiz1 (eGFR) da ayrica hesaplanarak kaydedildi. Bu he-
saplama i¢in preoperatif kreatinin, yas, cinsiyet ve irk
parametrelerini kullanan Modification of Diet in Renal
Disease (MDRD) formiiliinden yararlanildi. Preopera-
tif 1 hafta icerisinde bakilan serum hemogram para-
metreleri ((notrofil/lenfosit orani (NLO), platelet/len-
fosit orani (PLO), monosit/lenfosit oran1 (MLO), orta-
lama platelet hacmi (MPV), eritrosit dagilim genisligi
(RDW)) ayr1 ayr1 hesaplanarak kaydedildi.

Radikal sistektomi sonrast histopatolojik evreleme-
de ekstravezikal tiimor yayilimi olmayan (pT2) 26 has-
ta Grup I, ekstravezikal tiimor yayilimi olan (pT3) 17
hasta ise Grup II olarak adlandirildi. Hastalar rando-
mizasyon yapilmadan iki gruba ayrildi. Caligmamizda-
ki tiim prosediirler, insan katilimcilar: igeren kurumsal
ve ulusal arastirma komitesinin etik standartlarina ve

Helsinki Bildirisi ilkelerine uygun olarak yapilmustir.

istatistiksel Analiz

Kolmogorov-Smirnov ve Shapiro-Wilk testleri ile
normalite durumu degerlendirildikten sonra, iki grup
arasindaki farkliliklar: karsilastirmak igin, normal da-
gilim gosteren siirekli degiskenler icin Independent
sample t testi, normal dagilim gostermeyen siirekli
degiskenler icin Mann-Whitney U testi kullanildi. Ka-
tegorik degiskenler icin Pearson ki-kare analizi veya
Fisher’s exact testi kullanildi. Ekstravezikal tiimor ya-
yilimini 6ngorebilecek bagimsiz faktorleri belirlemek
icin, tek ve ¢ok degiskenli lojistik regresyon analizi
kullanildi. Ekstravezikal timor yayilimini 6ngérmede
serum hemogram parametreleri, eGFR ve CCI'ye ait
kestirim degerlerini belirlemek i¢in Receiver operating
characteristic (ROC) egrisi analizi yapildi. Analizler
IBM SPSS Statistics 21 (IBM, Armonk, NY USA) ya-
zilimi kullanilarak yapildi. p<0.05 degerleri istatistiksel
olarak anlamli kabul edildi.
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Calismaya dahil edilen 43 hastanin ortanca yas1 65
olup, hastalarin 40 (%93)’1 erkek, 3 (%7)’ii kadindi. Yas
(p=0.433) ve viicut kitle indeksi (p=0.066) agisindan
anlamli bir farklihk gézlenmeyen iki gruptaki hastala-
ra ait demografik, patolojik ve klinik veriler Tablo 1de
gorilmektedir.

Sistektomi patolojisine gore ekstravezikal timor ya-
yilimi gozlenen hastalarin TUR-MT 6ncesi donemde
yapilan degerlendirmesinde, ECOG performans skoru,
ASA skoru, CCI, NLO, PLO, MLO ve MPV degerleri
anlamli olarak daha yiiksek bulundu. Bu gruptaki has-
talarda TUR-MT o6ncesi donemde hidronefroz varligs,
TUR-MT spesmeninde kas invaze tiimore eslik eden
karsinoma in situ (CIS), lenfovaskiiler invazyon (LVI)
varligl, TUR-MT spesmenindeki muskularis propria
tabakasinda invazyon derinliginin >%50 olmasi, 6nce-
ki tlimor rekiirrensi oykiisti daha fazla oranda saptan-
di. Buna karsin preoperatif hesaplanan eGFR degerleri
anlamli olarak daha disiik gozlendi. Yine bu grupta
atipik varyant histoloji daha fazla saptansa da grup-
lar arasinda anlamli bir farklilik izlenmedi (p=0.230).
Grup I'de bir mikropapiller, iki sarkomatoid tipte var-
yant histoloji izlenirken, Grup II'de iki mikropapiller,
ti¢ sarkomatoid histoloji gozlendi (Tablo 1).

Iki grup arasinda ekstravezikal tiimér yayilimini
ongormede kullanilabilecek, istatistiksel olarak an-
lamli farlilik gésteren hemogram parametreleri, eGFR
diizeyleri ve CCI skoruna ait kestirim degerleri Tablo
2de goriilmektedir. Bunlar arasinda, eGFR’nin (AUC:
0.805, p=0.001) en giivenilir parametre oldugu goz-
lendi.

Tek degiskenli analize gore, ekstravezikal timor
yayitlimini 6ngoren bagimsiz prediktif faktorler Tablo
3’te gorillmektedir Cok degiskenli analizde ise, hidro-
nefroz, dnceki rekiirrens dykiisii, LVI varligi, muskula-
ris propria invazyon derinliginin >%50 olmasi, eGFR,
NLO, PLO ve MLO degerlerinin daha 6nemli faktorler
oldugunu belirledik (Tablo 3).
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Tablo 1. Hastalarin demografik, patolojik, klinik verileri ve onkolojik sonuglar

Parametreler

Yas

VKI

Cinsiyet (n,%)
Erkek
Kadin

ECOG skoru
-0
-1
-2
-3
Charlson Komorbidite indeksi

ASA skoru
-1
-2
-3
Hidronefroz durumu (n,%)
Var
Yok

eGFR (ml/dk/1.73 m?)

Eslik eden CIS varligi (n,%)
Var
Yok

Onceki rekiirrens durumu (n,%)
Primer timor
>1 yil igerisinde T1 tiimor
<1 yil igerisinde T1 timor

Sigara oykiisii (n,%)
Var
Yok

Metabolik sendrom varligi (n,%)
Var
Yok

LVI varligi (n,%)
Var
Yok

Atipik varyant histoloji durumu (n,%)

Var
Yok

Muskularis propriadaki invazyon derinligi

(n,%)
-Yaridan az
-Yaridan fazla

NLO
PLO
MLO

MPV

RDW

GrupI (n: 26)

65.00
(54.00-69.25)

26.60
(24.57-29.22)

24 (92.3)
2(7.7)

14 (53.8)
10 (38.5)
2(7.7)
0 (0.0)

4.08 +1.52

2(7.7)
20 (76.9)
4 (15.4)

6(23.1)
20 (76.9)

82.12 +11.80

2(7.7)
24 (92.3)

23 (88.5)
3 (11.5)
0 (0.0)

14 (53.8)
12 (46.2)

9 (34.6)
17 (65.4)

3(11.5)
23 (88.5)

3(11.5)
23 (88.5)

22 (84.6)
4(15.4)

1.96 £ 0.57
111.25 £ 36.25
0.21 £0.08

3.22
(2.57-3.84)

13.50
(12.85-14.20)

Grup II (n: 17)

66.00
(60.50-69.50)

28.30
(26.85-29.65)

16 (94.1)
1(5.9)

3(17.6)
5(29.4)
7 (41.2)
2(11.8)

5.76 £2.25

0 (0.0)
6 (35.3)
11 (64.7)

13 (76.5)
4(23.5)

67.79 +10.49

6 (35.3)
11 (64.7)

10 (58.9)
4(23.5)
3(17.6)

11 (64.7)
6 (35.3)

9 (52.9)
8 (47.1)

7 (41.2)
10 (58.8)

5(29.4)
12 (70.6)

9 (52.9)
8 (47.1)

2.48 +0.74
148.71 £ 39.29
0.32+£0.09

4.19
(3.44-4.82)

14.00
(12.70-14.70)

Toplam (n: 43)

65.00
(59.00-69.00)

27.40
(25.60-29.60)

40 (93.0)
3(7.0)

17 (39.5)

15 (34.9)
9 (20.9)
2 (4.7)

4.74 +2.00

2 (4.8)
26 (60.5)
15 (34.9)

19 (44.2)
24 (55.8)

76.48 +13.24

8 (18.6)
35(81.4)

33 (76.7)
7 (16.3)
3(7.0)

25 (58.1)
18 (41.9)

18 (41.9)
25 (58.1)

10 (23.3)
33(76.7)

8 (18.6)
35 (81.4)

31 (72.1)
12 (27.9)

2.17 +0.69
126.06 + 41.39
0.25+0.10

3.52
(2.96-4.19)

13.70
(12.90-14.36)

p degeri

§ 0.433

S 0.066

$0.820

$0.007*

+0.005*

$0.003*

$0.001*

1 <0.001*

90.042*

$0.036*

$0.480

$0.234

90.034*

0230

€ 0.037*

10.014*

+0.003*
1<0.001*

§ 0.006*

S 0.268
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VKI: Viicut kitle indeksi, ECOG: Eastern Cooperative Oncology Group,

ASA: American society of anesthesiologists, ~eGFR: tahmini glomerdiler filtrasyon hizi,

CIS: Karsinoma in situ, ~ LVI: Lenfovaskiiler invazyon, ~NLO: Nétrofil / lenfosit orani,

PLO: Platelet / lenfosit orani, MLO: Monosit/lenfosit orani

MPV: Ortalama platelet hacmi, RDW: Eritrosit dagilim genisligi,
T Independent sample T test  (Veriler “ortalama + standart sapma” seklinde belirtilmistir)
§ Mann-Whitney U test (Veriler “ortanca (25.persentil-75.persentil” seklinde belirtilmistir)
¥ Ki-kare testi, 1 Fisher’s Exact test (Veriler “sayi (ylizde)” seklinde belirtilmistir)

Tablo 2. Ekstravezikal timor yayilimini 6ngérmede kullanilan parametrelere ait kestirim degerleri

MPV eGFR
NLO MLO PLO CCI
(fL) (ml/dk/1.73 m?)
Kestirim degeri 2.07 0.24 116.00 3.33 77.73 4.5
Sensitivite (Duyarlilik) (%) 76.5 76.5 88.2 82.4 82.4 64.7
Spesifite (Ozgiilliik) (%) 57.7 57.7 65.4 61.5 61.5 61.5
PPV (%) 64.3 64.3 71.8 68.1 68.1 62.6
NPV (%) 71.1 71.1 84.7 77.7 77.7 63.5
AUC 0.710 0.771 0.766 0.749 0.805 0.724
p 0.021* 0.003* 0.004* 0.006* 0.001* 0.014*
NLO: Notrofil / lenfosit orani, MLO: Monosit/lenfosit orani, PLO: Platelet / lenfosit oran,
MPYV: Ortalama platelet hacmi, eGFR: tahmini glomeriiler filtrasyon hizi, CCI: Charlson komorbidite indeksi
PPV: Pozitif prediktif deger, NPV: Negatif prediktif deger, AUC: Egri alt1 alan
*p <0.05 (Gruplar arasinda anlamli fark vardir.)
Tablo 3. Ekstravezikal tiimor yayilimini 6ngoren prediktif faktorler
Tek Degiskenli Model Cok Degiskenli Model
% 95 GA % 95 GA
OR " P OR " P
Alt Ust Alt Ust
ECOG skoru =2 2.211 1.641 10.801 0.003
ASA skoru > 2 2.599 2.301 40.037 0.002
Hidronefroz varlig: 8.833 2.554 45.956 0.001 8.833 2.554 45.956 0.001
Eslik eden CIS varlig 4.545 1.135 37.750 0.036
Onceki rekiirrens varlig: 3.103 1.021 9.430 0.046 3.371 1.035 10.987 0.044
LVI varligi 5.367 1.147 25.105 0.033 6.036 1.847 239.584 0.014
Muskularis propria invazyon 4 g9 171 20408 0.030 5506 1134 63769 0037
derinligi
CCI>4.5 1.631 1.118 2.381 0.011
eGFR > 77.73 7.46 1.706 32.258 0.008 7.96 1.732 39.343 0.008
NLO > 2.07 4.132 1.243 15.049 0.038 5.185 1.021 26.601 0.047
PLO > 116 2.025 1.007 36.176 0.002 2.635 1.164 32.044 0.007
MLO > 0.24 4.432 1.133 17.341 0.032 5.211 1.367 49.012 0.021
MPV > 3.33 2.746 1.249 6.038 0.012
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ECOG: Eastern Cooperative Oncology Group, ASA: American society of anesthesiologists,

LVI: Lenfovaskiiler invazyon, CCI: Charlson komorbidite indeksi, eGFR: tahmini glomeriiler filtrasyon hiz,

NLO: Notrofil / lenfosit orani,

MPV: Ortalama platelet hacmi,
OR: odds ratio,
*p <0.05 istatistiksel anlamli farki gostermektedir.

GA: Giiven aralig

Lojistik regresyon analizi

TARTISMA

Mesane tiimoriinde ilk patolojik tan1 TUR-MT ile
konulmakla beraber, 6zellikle bityitk, multipl tiimor-
lerde yeterli derinlikte kas tabakasi rezeke edilemedigi
zaman diisiik evreleme olabilmektedir. ilk TUR-MT
sonras1 kas dokusu bulunmayan T1 olgularinda %49
oraninda, kas dokusu bulunanlarda ise %14 oraninda
diisitk evreleme yapildig: bildirilmis ve bu olgularda
re-TUR yapilmasi onerilmistir (7).

Radikal sistektomi sonrasi bes yillik sagkalim oramn
%50 oldugundan, bu orani artirmak igin 1980’lerden
bu yana uygun hastalarda sisplatin bazli NKT uygula-
malar1 giindeme gelmistir (3). Bes yillik genel sagka-
lim %8 kadar artmakla birlikte, bu tedaviden asil fay-
da gorebilecek uygun hasta grubunu belirlemek halen
kolay degildir. Giincel Avrupa Uroloji Dernegi (EAU)
kilavuzunda klinik evrelemesi T2-T4a NOMO olan has-
talarda, radikal sistektomi oncesinde NKT onerilmek-
tedir (3). Asil fayda gorecek alt grubun T3 evre hastalar
oldugunu bildiren bazi yayimnlar bulunmaktadir (4,8).
Ote yandan yakin zamanda yapilmug bir ¢caligmada ise,
klinisyenlerin T2 evrede daha ¢ok NKT tercih ettigi
gozlenmistir (9). Bu nedenle kas invaze doku tanisi
olan timorlerde, radikal sistektomi kararini vermeden
once yapilacak klinik evrelemenin 6nemi biiyiiktiir.

T3 evre timorlerde NKT daha oncelikli olarak ge-
rekebilirken, distik riskli (TUR-MT ile komplet rezeke
edilebilen, tek sayida, <3 cm boyutlu) T2 tiimoérlerde
parsiyel sistektomi gibi mesane koruyucu yaklagimlar
giindeme gelebilmektedir (4,8). Bu nedenle kiiratif
amagla radikal sistektomi disinda bir tedavi uygulana-
caksa, tiimoriin organa sinirl (<pT2 evre) oldugunun
dogrulanmasi zorunludur (8).

T2-T3 evre ayrimi, tedavi planini belirlemek agi-
sindan 6nem tagidigindan, bu evre degisikligine neden
olan ekstravezikal timor yayiliminin tespitinde, daha

PLO: Platelet / lenfosit orani, MLO: Monosit/lenfosit orani,

yiksek tani dogrulugu saglayacak yontemler halen
aragtirilmaktadir (10). Bu amagla en yaygin kullani-
lan goriintilleme yontemi olan BTnin evrelemedeki
dogrulugu %32 ile %67 arasinda degismektedir (5).
TUR-MT sonrasi inflamasyon veya fibrozise bagli ola-
rak ekstravezikal alanda olusabilecek degisikliklerin,
timoriin yanlishkla >T3 olarak evrelenmesine yol aga-
bildigi bildirilmistir (5). Paik ve ark. (11) ekstravezikal
timor yayilimini saptamada BT’nin %20.7 oranin-
da diisiik evreleme gosterdigini belirtirken, Voges ve
ark’na gore (12) ekstravezikal timor yayilimi gosteren
olgularin %69™u BT ile saptanamamaktadir. Baltac1 ve
ark. ise (13), perivezikal invazyon varligini saptamada
BT’nin duyarliligini %85.4, 6zgiilliigiinii %62.7, dogru-
lugunu %72 olarak bildirmistir. BT'de negatif prediktif
deger (%86), pozitif prediktif degerden (%61.4) ¢ok
daha ytiksek oranda bulundugundan, BT nin ekstra-
vezikal yayilim1 saptamaktan ziyade, organa sinirli kas
invaze tiimorleri saptamada daha degerli olabilecegi
distintilmektedir. Literatiirde bildirilen bu farkli oran-
lar, bize BT’yi yorumlamada kisiler aras: ciddi farklilik
oldugunu géstermektedir.

Bir analizde, multidedektor, ince kesitli BT kulla-
nim1 sonucu, pT2 evre hastalarin % 44,7’sinin “eks-
travezikal yayilim”; pT3 evre hastalarin ise % 35,2’i-
nin “organa sinirli hastalik” olarak yorumlandig: ifade
edilmistir (8). Bu bulgu, ekstravezikal hastalik yayili-
mi olan olgularin giivenilir bir sekilde tanimlanmasi-
nin, BT kullanarak kesin bir dogrulukla gésteriminin
miimkiin olmadigini ifade etmektedir. Goriilen yiiksek
orandaki bu interobserver degiskenligi, goriintiileme
yontemlerinin tanisal dogrulugunu da distirmektedir.
Biz ise, 43 hastaya ait degerlendirmemizde, preoperatif
BT ile yapilan klinik evrelemede, pT2 evre hastalarin
% 38.4° liniin “ekstravezikal yayillim”; pT3 evre hasta-
larin ise % 47.1’inin “organa sinirli hastalik” seklinde
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yorumlandigini gozledik. Literatiire gore diisiik evre-
leme (down staging) oranlarimiz daha fazladir. NKT
uyguladigimiz 8 hastanin da klinik T3 evre olan hasta-
lar arasindan se¢ilmis oldugunu goz éniine alirsak, BT
nedeniyle olusan fazla down staging oranlarinin, NKT
uygulama kararini verirken bizi yanls yonlendirdigini
soyleyebiliriz.

BT ile yapilan evrelemeye gore, konvansiyonel
MRG™in dogruluk orani %10-33 daha yiiksek bulun-
mustur (3). Dinamik MRG’nin T3a evre olarak tanim-
lanan perivezikal yag dokudaki mikroskopik timor
uzanimini saptama bagarisinin diisiik oldugu ve BT ile
benzer dogruluk oranlar1 gésterdigi gozlenmistir (13).
BT ve MRG her ne kadar metastatik hastalig1 saptama-
da daha basarili olsa da lenf nodu veya uzak organlar-
daki mikroskopik timér depozitleri ayirt etme bagari-
sinin da diigiik oldugu bilinmektedir (14).

Yakin tarihli ¢caligmalar neticesinde, May1s 2018de
The Vesical Imaging Reporting and Data System
(VI-RADS)'in, mesane kanserinde standart goriintii-
leme ve tani yontemi olarak kullanilabilecegi 6ne sii-
riulmistir (15). VI-RADS, T2 agirhikli gortintiileme,
difizyon agirhikli goériintiileme ve dinamik kontrast
artirilmig incelemelerin bir kombinasyonu seklindeki
multiparametrik MRG (mpMRG) bulgularina gore,
kas invazyonu olasilig1 agisindan olgular1 bes katego-
riye ayirmaktadir. Bu skorlamada, muskularis propria
biitiinliigtiniin degerlendirilmesinde mpMRG'nin sag-
layacag yiiksek uzaysal ¢oziintirlitkten faydalanilmak-
tadir. Ancak degerlendirmenin iirogenital sistem {ize-
rinde uzmanlagmis radyologlar arasinda dahi farklilik
gosterebilmesi, objektifligini ve tekrarlanabilirligini
azalttigindan, tanisal dogrulugunu artirmak igin va-
lide edilmesi gerekmektedir. Bir diger tanisal yontem
olan Fluorodeoxyglucose pozitron emisyon tomografi
(FDG PET) ise, gizli metastatik hastaligin tespit edil-
mesine yardimci olabilse de mesane kanserinin lokal
evrelemesi icin kullanilmamaktadir (16).

Bu nedenle her ne kadar mpMRG, mesane duvari
doku planlarini gostermede radyasyona maruz kalma-
dan BT ye kiyasla daha iyi ¢oziiniirlitk avantajina sahip
olsa da, heniiz standart uygulama i¢in hazir degildir.
Yine de mpMRGnin, TUR-MT sonrasi timor evresini
ve NKT’ye yanit1 degerlendirmede faydali olabilecegi
distintlmektedir (17). BT, konvansiyonel MRG, dina-
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mik kontrast artirilmis MRG ve PET ile dogru deger-
lendirme halen istenilen oranlarda yapilamadiginda,
mpMRG ve VI-RADS alanindaki gelismeler 6nemini
korumaktadir ve ek klinik parametrelere duyulan ihti-
yag devam etmektedir (3,10,17).

Mesane tiimorlerinde hidronefroz gelisimi, tireter
orifisi yerlesimli tiimorler, sekonder tireteral tiimorler,
intramural veya ekstravezikal timor infiltrasyona bagl
olabilmektedir (18). Bu nedenle ipsilateral hidronefroz
varlig1 veya kontrastl BT'de ekstretuar fazda distal iire-
terin opasifikasyonunda azalma gibi indirek bulgular
da ekstravezikal tiimor uzanimi konusunda uyarici
olabilmektedir (8).

Mesane tiimoérlerinde hidronefroz goriilme siklig
%7.2 - 54.1 arasinda degismektedir. Organ sinirl tii-
morlerin orani hidronefrozu olmayan hastalarda an-
laml1 olarak daha yiiksek (% 67.9 vs. % 37.6; p<0.001)
bulunmus ve preoperatif hidronefroz varliginin, re-
kiirrenssiz sagkalimi, kansere 6zgii sagkalim ve genel
sagkalimi azaltan bagimsiz bir prognostik faktor oldu-
gu bildirilmistir (18,19).Calismamizda ise, preopera-
tif donemde 13 (%30.2) hastada unilateral, 6 (%13.9)
hastada ise bilaretal hidronefroz gozlendi. Bilateral
olgularin hepsinde, unilateral hidronefrozlu olgularin
ise 7’sinde (%53.8) ekstravezikal tiimor yayilimi sapta-
nirken; genel olarak hidronefroz varlig: klinik T3 evre
hastalarda (%76.5 vs. %23.1) bariz olarak daha fazlay-
di. Cok degiskenli analizde ise, hidronefroz varliginin
ekstravezikal timor yayilimini 8.8 kat daha fazla artir-
digini1 bulduk.

Mesane timorlerinde hidronefrozu olusturan et-
yolojilerde iiriner sistem obstruksiyonu rol oynadigin-
dan, hidronefrozun dolayli olarak eGFR degerlerinde
azalma yaratacagl disiiniilebilir. Ancak literatiirde
ekstravezikal tiimor yayilimi ile hidronefroz iliskisini
gosteren ¢aligmalara ragmen, eGFRYyi degerlendiren
kapsaml: bir ¢aligmaya rastlayamadik (18,19). Kas in-
vaze olmayan mesane timorli hastalarda, ilk TUR-
MT oncesi hesaplanan eGFR <60 mL/dk/1.73 m2
diizeyi tiimoér rekiirrensinde 1.5 kat artis, kas invaze
hastaliga progresyonda ise 3.7 kat artis ile iligkili bu-
lunmustur (20). Biz ise klinik T2-T3 evre ayrimini yap-
mada eGFR=77.73 mL/dk/1.73 m2 diizeyini kestirim
degeri olarak bulduk. Bu deger %82.4 duyarlilik, %61.5
ozgillik, %80.5 dogruluk ile BT igin literatiirde bil-
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dirilen dogruluk degerlerinden daha dstiindiir (8,13).
Cok degiskenli analizde, bu deger ekstravezikal timor
yayilimi 7.9 kat daha fazla artirmaktadir.

Kas invaze olmayan mesane kanserinde (KIOMK)
CIS varlig1 kétii prognostik 6zellikler tasimakla bera-
ber (3), giincel bir metaanalizde eslik eden CIS varligt
radikal sistektomi sonrasi rekiirrenssiz sagkalim, kan-
sere Ozgii sagkalim ve genel sagkalim iizerinde belirgin
bir etki olusturmamustir. Ayrica patolojik evre, timor
derecesi, cerrahi sinir durumu ve LVI varligiyla da ilis-
kilendirilememistir (21). Caligmamizda ekstravezikal
timor yayilimi varliginda daha fazla oranda (%35.3 vs.
%7.7) CIS eslik ettigini gozlemledik. Ancak tek degis-
kenli analizde, ekstravezikal tiimér yayilimini éngor-
mede prediktif bir faktor olan CIS, ¢ok degiskenli ana-
lizde etkili bulunamad.

The European Organisation for Research and Tre-
atment of Cancer (EORTC) risk smiflamasina gore,
KIOMKde ¢ok yiiksek riskli grubu olusturan 6zellikler
arasinda T1 evre timore CIS, LVI veya atipik varyant
histoloji eslik etmesi yer almaktadir. Bu grupta erken
sistektomi Onerilebilecegi gibi, ilk asamada uygulana-
cak intrakaviter BCG tedavisine direng gelismesi du-
rumunda da sistektomi diisiiniilmektedir (3). Biz ise,
literatiirdeki yayinlardan farkli bir sonug olarak TUR-
MT sonrasi kas invaze gelen tiimérlere LVT eslik etme-
si halinde, ekstravezikal tiimdr yayiliminin 6 kat daha
fazla oldugunu gozledik. Ancak atipik varyant histoloji
(mikropapiller, sarkomatoid) varliginin bu durum tize-
rinde yani T2-T3 evre ayriminda anlamli bir 6ngérii
giicii olmadi. Ote yandan EORTC’ye gore KIOMK le-
rinde rekiirrens ve progresyon olasiligini artiran bir di-
ger faktor olan nceki rekiirrens varliginin (3), ekstra-
vezikal timor yayilimini 3.3 kat daha fazla artirdigin
saptadik.

Hastalarin radikal sistektomi sonrasi sagkalim
oranlarini, cerrahiye bagli morbidite ve komplikasyon
olasiligini, genel performans durumu itibariyle NKT
veya adjuvan kemoterapi alabilecek hastalar1 belir-
lemede siklikla ECOG skoru, ASA skoru ve CCI gibi
parametreler kullanilmaktadir. Yiiksek skorlarin kétii
prognoz, daha fazla morbidite ve mortaliteyle iliskili
oldugu bilinen bu parametrelerin ekstravezikal timor
yayilimini éngérmedeki etkilerini degerlendirdigimiz
calismamizda, tek degiskenli analize gore ECOG sko-

ru> 2, ASA skoru>2 ve CCI>4.5 ekstravezikal yayili-
mi artirmaktadir. Ancak ¢ok degiskenli analizde, iig
parametre de etkili bulunamadi. ROC analizinde ise
CCI i¢in kestirim degerini 4.5 olarak belirledigimizde,
%72.4’lik dogruluk degeri ile BT i¢in literatiirde bildi-
rilen degerlere yakin bir sonug elde edildigini gérmek-
teyiz (8,13).

Literatiirde ytiksek trigliserit diizeyleri, diisitk HDL
seviyeleri, bozulmus glukoz toleransi/diyabet, obezite
ve hipertansiyon bilesenlerini iceren metabolik send-
romun mesane tiimoriinde onkolojik sonuglara etki-
sini inceleyen pek ¢ok ¢alisma mevcuttur (22,23). Her
ne kadar Nagase ve ark. (22) metabolik sendrom varlig
ile yliksek tiimor derecesi arasinda bir iligki bulsa da,
diger yayinlarda anlamli bir korelasyon saptanamadi
(23). Bizim de sonuglarimiza gore ekstravezikal tiimor
yayilimi ile metabolik sendrom varligi, VKI ve ayrica
sigara arasinda bir iliski bulunmada.

Son birkag yilda serum hemogram parametreleri-
nin ve inflamatuar belirte¢lerin, tirogenital tiimoérlerde
onkolojik sonuglara etkisini inceleyen arastirmalarin
yogunlastigini gérmekteyiz (24,25). Radikal sistektomi
oncesi hesaplanan yiiksek NLO (>2.7) diizeyleri, ileri
patolojik evre ve sistektomi sonrasi daha kotii kansere
0zgli sagkalim, genel sagkalim ile iligkilendirilmistir
(26). NLO, preoperatif hidronefroz ve preoperatif tii-
mor evresi, sistektomi sonrasinda organa sinirli olma-
yan hastaliga upstaging ile anlaml olarak iligkili bu-
lunmugtur. Sistektomi sonrasi >T3 evreye upstaging
olan olgularda, <T2 evre olgulara gore anlamli olarak
daha yiiksek NLO (4.33 + 0.87 vs. 2.66 + 0.29, p<0.001)
degeri gosterilmisgtir (27). Lenfosit/monosit orani
>2.44 ve PLO >111 degerleri de radikal sistektomi son-
ras1 azalmis kansere 0zgii sagkalim ve genel sagkalim
ile iligkilendirilmistir (28,29). Ote yandan, sadece tek
bir ¢aligmada PLO <28 degeri daha fazla oranda ileri
tiimor evresi ve azalmis sagkalim oranlari ile iligkilen-
dirilmistir (30).

Biz ise, literatiirdeki ¢aligmalardan farkli olarak,
TUR-MT sonrasi kas invaze gelen tiimorlerin klinik
degerlendirmesinde ekstravezikal tiimoér yayilimini
ongormede, Ol¢iimii kolay, non-invaziv hemogram
parametrelerinin giivenilirligini arastirdik. Bulgula-
rimiza gore, ekstravezikal yayilimi dngérmede artan
NLO, PLO, MLO ve MPV diizeyleri anlamli bulundu.
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ROC analizine gore, bu parametrelerin dogruluk de-
gerlerini, preoperatif BT incelemeleri i¢in literatiirde
bildirilen degerlerinden daha fazla saptadik (8,13).
Cok degiskenli analizde ise, NLO> 2.07, PLO> 116 ve
MLO> 0.24 diizeyleri daha anlamli belirtegler olarak
degerlendirildi.

Calismanin Kisithliklar

Caligmamizin retrospektif dizayni, diisiik hasta sa-
yisina sahip olmasi, bu nedenle randomizasyon olustu-
rulamamasi, takip sonuglarmin tek merkeze ait olmas:
calismamizin giiclinii kisitlayan baglica etkenlerdir.

SONUC

TUR-MT sonucu kas invaze gelen transizyonel
hiicreli mesane kanserlerinde, tedavi kararini verme-
den o6nce klinik evrelemeyi yiiksek dogruluk oranlar:
ile yapabilmek olduk¢a 6nemlidir. Tiimoriin ekstrave-
zikal yayiliminin belirlenmesi NKT, mesane koruyucu
yaklasimlar veya diger segeneklerle hi¢ vakit kaybet-
meden direk radikal sistektomi kararini vermede be-
lirleyicidir. Geleneksel olarak en ¢ok kullanilan evrele-
me yontemi olan BT ile dogruluk oranlar1 %32 ile %67
arasinda degismekte, yeni gelistirilen mpMRG ile bu
oranlar artirilmaya calisilmaktadir. Ekstravezikal yay1-
lim1 belirlemede, goriintiileme disinda tanisal dogru-
lugu artirabilecek ek parametreler olarak preoperatif
hidronefroz varligi, eGFR, 6nceki tiimor rekiirrensi
oykiisii, LVI varligi, TUR-MT spesmeninde muskularis
propria tabakasinin yaridan fazlasinda tiimér invazyo-
nu olmasi, NLO, PLO ve MLO’ nun kullanilabilecegini
distinmekteyiz.

KAYNAKLAR

1. Jemal A, Bray F, Center MM, et al. Global cancer statistics.
CA Cancer ] Clin 2011;61: 69-90.

2. Kaufman DS, Shipley WU, Feldman AS. Bladder cancer.
Lancet 2009;374: 239-49.

3. Witjes JA, Bruins M, Cathomas R, et al. European Asso-
ciation of Urology guidelines on Muscle-invasive and
Metastatic Bladder Cancer: the 2019 Update. In. ISBN
978-94-92671-04-2. EAU Guidelines Office, Arnhem,
The Netherlands. http://uroweb.org/guidelines/compila-
tions-of-all-guidelines/

4.  Spiess PE, Agarwal N, Bangs R, et al. Bladder cancer, ver-

sion 5. 2017, NCCN clinical practice guidelines in oncolo-

147

10.

11.

12.

13.

14.

15.

gy. ] Natl Compr Canc Netw 2017;15:1240-67.

Tritschler S, Mosler C, Tilki D, et al. Interobserver variabil-
ity limits exact preoperative staging by computed tomogra-
phy in bladder cancer.Urology 2012;79:1317-21.

Lim CS, Tirumani S, van der Pol CB, et al.Use of Quan-
titative T2-Weighted and Apparent Diffusion Coeflicient
Texture Features of Bladder Cancer and Extravesical Fat
for Local Tumor Staging After Transurethral Resection.
AJR Am ] Roentgenol. 2019 Mar 12:1-10. doi: 10.2214/
AJR.18.20718. Epub ahead of print.

Husillos AA, Rodriguez FE, Herranz AF, et al. The need for
re-TUR of the bladder in non-muscle invasive bladder can-
cer: risk factors of tumor persistence in re-TUR specimens.
Minerva Urol Nefrol 2014;66:233-40.

Tritschler S, Mosler C, Tilki D, Buchner A, Stief C, Graser
A.Interobserver variability limits exact preoperative stag-
ing by computed tomography in bladder cancer. Urology
2012;79:1317-21.

Schiffmann J, Sun M, Gandaglia G, et al.Suboptimal use of
neoadjuvant chemotherapy in radical cystectomy patients:
A population-based study. Can Urol Assoc ] 2016;10:E82-6.
Ueno Y, Takeuchi M, Tamada T, et al. Diagnostic Accuracy
and Interobserver Agreement for the Vesical Imaging-Re-
porting and Data System for Muscle-invasive Bladder Can-
cer: A Multireader Validation Study.Eur Urol. 2019;76:54-
56. doi: 10.1016/j.eururo.2019.03.012. Epub 2019 Mar 26.
Paik ML, Scolieri MJ, Brown SL, et al. Limitations of com-
puterized tomography in staging invasive bladder cancer
before radical cystectomy. ] Urol 2000; 163:1693-96.
Voges GE, Tauschke E, Stockle M, et al. Computerized to-
mography: an unreliable method for accurate staging of
bladder tumors in patients who are candidates for radical
cystectomy. ] Urol 1989;142:972-4.

Baltaci S, Resorlu B, Yagci C, et al. Computerized tomog-
raphy for detecting perivesical infiltration and lymph
node metastasis in invasive bladder carcinoma. Urol Int
2008;81:399-402.

Wood DP. Re: interobserver variability limits exact preop-
erative staging by computed tomography in bladder cancer.
J Urol 2013;189:843-4.

Panebianco V, Narumi Y, Altun E, et al. Multiparametric
magnetic resonance imaging for bladder cancer: develop-
ment of VI-RADS (Vesical Imaging-Reporting and Data
System). Eur Urol 2018;74:294-306.



Selvi and Basar

Predicting Extravesical Invasion in Bladder Tumors

16.

17.

18.

19.

20.

21.

22.

23.

Kibel AS, Dehdashti F, Katz MD, et al. Prospective study
of (18F) florodeoxyglucose positronemission tomography/
computed tomography for staging of muscle-invasive blad-
der carcinoma. J Clin Oncol 2009;27:4314-20.

Panebianco V, Barchetti F, de Haas RJ, et al.Improving
Staging in Bladder Cancer: The Increasing Role of Multi-
parametric Magnetic Resonance Imaging. Eur Urol Focus
2016;2:113-21.

Bartsch GC, Kuefer R, Gschwend JE, et al. Hydronephrosis
as a Prognostic Marker in Bladder Cancer in a Cystecto-
my-Only Series. Eur Urol 2007;51:690-8.

Oh JJ, Byun SS, Jeong CW, et al. Association Between Pre-
operative Hydronephrosis and Prognosis After Radical
Cystectomy Among Patients With Bladder Cancer: A Sys-
temic Review and Meta-Analysis. Front Oncol 2019;9:158.
Blute ML Jr, Kucherov V, Rushmer TJ, et al. Reduced esti-
mated glomerular filtration rate (¢GFR <60 mL/min/1.73
m2) at first transurethral resection of bladder tumour is
a significant predictor of subsequent recurrence and pro-
gression. BJU Int 2017;120: 387-93.

Zhang L, Wu B, Zha Z, et al. Concomitant carcinoma in
situ may not be a prognostic factor for patients with blad-
der cancer following radical cystectomy: a PRISMA-com-
pliant systematic review and meta-analysis.World ] Urol
2019 Mar 27. doi:10.1007/s00345-019-02738-2.Epub
ahead of print.

Nagase K, Tobu S, Kusano S, Takahara K, Udo K, Nogu-
chi M.The Association between Metabolic Syndrome and
High-Stage Primary Urothelial Carcinoma of the Bladder.
Curr Urol 2018;12:39-42.

Cantiello E Cicione A, Salonia A, et al. Association between
metabolic syndrome, obesity, diabetes mellitus and onco-
logical outcomes of bladder cancer: a systematic review.Int
J Urol 2015;22:22-32.

24.

25.

26.

27.

28.

29.

30.

Grimes N, Hannan C, Tyson M, Thwaini A. The role of
neutrophil-lymphocyte ratio as a prognostic indicator in
patients undergoing nephrectomy for renal cell carcinoma.
Can Urol Assoc ] 2018;12:E345-8.

Tangal §, Onal K, Yigman M, Haliloglu AH. Relation of
neutrophil lymphocyte ratio with tumor characteristics in
localized kidney tumors.The New Journal of Urology 2018;
13:12-5.

Luccal, Jichlinski P, Shariat SF, et al. The Neutrophil-to-lym-
phocyte Ratio as a Prognostic Factor for Patients with
Urothelial Carcinoma of the Bladder Following Radical
Cystectomy: Validation and Meta-analysis. Eur Urol Focus
2016;2:79-85.

Potretzke A, Hillman L, Wong K, et al. NLR is predictive
of upstaging at the time of radical cystectomy for patients
with urothelial carcinoma of the bladder. Urol Oncol 2014;
32:631-6.

Rajwa P, Zyczkowski M, Paradysz A, Bujak K, Bryniarski
PEvaluation of the prognostic value of LMR, PLR, NLR,
and dNLR in urothelial bladder cancer patients treat-
ed with radical cystectomy.Eur Rev Med Pharmacol Sci.
2018;22:3027-37.

Zhu Z, Wang X, Wang J, et al.Preoperative predictors of
early death risk in bladder cancer patients treated with ro-
bot-assisted radical cystectomy. Cancer Med 2019;8:3447-
52.

Schulz GB, Grimm T, Buchner A, et al.Prognostic Value
of the Preoperative Platelet-to-leukocyte Ratio for On-
cologic Outcomes in Patients Undergoing Radical Cys-
tectomy for Bladder Cancer. Clin Genitourin Cancer
2017;15:€915-e921.

148



Yeni Uroloji Dergisi - The New Journal of Urology 2020; 15-(3): 149-157, DOI: 10.33719/yud.616921

Original Research / Ozgiin Arastirma

Evaluation of Different Percutaneous Nephrolithotomy Procedures Applied in
Pediatric Patients Under 18 Years Old

18 Yasindan KucUk Pediatrik Hastalarda Uygulanan Farkli Perkitan Nefrolitotomi
Prosedurlerinin Degerlendiriimesi

Cem Alan', Onur Dede'’
1 Dicle University, Faculty of Medicine Hospital, Department of Urology, Diyarbakir, Turkey

Gelis tarihi (Submitted): 2019-09-07
Kabul tarihi (Accepted): 2020-01-09

Yazigma / Correspondence

Onur Dede

Yenisehir, Silvan Yolu, 21280, Sur
Diyarbakur / Turkey

E mail: dronurdede@hotmail.com
Phone number: +90 412 248 80 01

Fax number: +90 505 701 95 30
ORCID

O.D. 0000-0002-6382-8847
CA. 0000 0003 2364 6456

This work is licensed under a Creative
Commons Attribution-NonCommercial

4.0 International License.

149

Ozet

Amag: Bu galismada klinigimizde standart
perkiitan nefrolitotomi (PNL), mini perkiitan
nefrolitotomi (mini-PNL), ultra-mini perkiitan
nefrolitotomi (UMP) ve mikro perkiitan nefroli-
totripsi (mikro-PNL) prosediirleri uygulanan 18
yas alt1 pediatrik hastalarin sonuglar1 sunulmus-
tur.

Gere¢ ve Yontemler: Mart 2011 ile Ekim
2015 tarihleri arasinda bobrek tasi tedavisi igin
farkli PNL prosediirleri uygulanan 18 yas alt1 272
hastanin verileri retrospektif olarak incelendi.
Hastalar operasyonda uygulanan dilatasyon ¢a-
pina gore standart PNL (30 Fr-24 Fr) ( Grup 1),
mini-PNL (20 Fr-16 Fr) (Grup 2), UMP (14 Fr-12
Fr) (Grup 3) ve mikro-PNL (4,8 Fr) (Grup 4) sek-
linde dort gruba ayrildi.

Bulgular: Bobrek tasi nedeniyle 18 yas alti
olup 73 hasta (Grup 1), 75 hasta (Grup 2), 78
hasta (Grup 3), 46 hasta (Grup 4) ¢aligmaya déhil
edilmistir. Ortalama operasyon siiresi; Grup 1de
56,3+21,6 dk, Grup 2de 49,9+15,3 dk, Grup 3’te
57,3+16,2 dk, Grup 4’te 61,7+22,6 dk seklinde bu-
lunmustur (p=0,006).

Skopi stiresi Grup 1de 1,7+1,1 dk, Grup 2de
1,5+0,9 dk, Grup 3’te 2,3+1,3 dk, Grup 4’te 1,6+1,2
dk olarak hesaplanmistir (p<0,001). Hemoglobin
miktarindaki azalma Grup Ide 1,4+1,5 gr/dL,
Grup 2de 1,1£1,2 gr/dL, Grup 3’te 0,8+0,9 gr/dL,
Grup 4’te 0,5+0,9 gr/dL saptanmustir (p<0,001).

Basar1 oranlari kargilagtinldiginda ilk mi-
dahale sonrasi fark olsina ragmen ek miidaha-
leler sonrasi tagsizlik orani Grup 1'de 61 hastaya
(%83,6), Grup 2de 70 hastaya (%93,3), Grup 3’te
66 hastaya (%84,6), Grup 4’te 41 hastaya (%89,1)
olarak hesaplanmistir (p=0,093).

Abstract

Objective: In this study, we present the results
of pediatric patients under 18 years of age who
underwent standard percutaneous nephrolithot-
omy (PNL), mini percutaneous nephrolithotomy
(mini-PNL), ultra-mini percutaneous nephroli-
thotomy (UMP) and micro percutaneous nephro-
lithotomy (micro-PNL) procedures in our clinic.

Material and Methods: The data of 272 pa-
tients were reviewed retrospectively who under
the age of 18 and underwent different PNL proce-
dures for the treatment of kidney stones between
March 2011 and October 2015. According to the
dilatation diameter applied in the operation pa-
tients were divided into four groups as standard
PNL (30 Fr-24 Fr) (Group 1), mini-PNL (20 Fr-16
Fr) (Group 2), UMP (14 Fr-12 Fr) (Group 3) and
micro- PNL (4.8 Fr) (Group 4).

Results: 73 patients (Group 1), 75 patients
(Group 2), 78 patients (Group 3) with UMP, 46
patients (Group 4) who were under 18 years of
age and were included in the study due to renal
stone. Mean operation time was; 56.3 + 21.6 min
in Group 1, 49.9 * 15.3 min in Group 2, 57.3 *
16.2 min in Group 3, 61.7 + 22.6 min in Group 4
(p = 0.006).

Duration of the scopy was 1.7 + 1.1 min in
Group 1, 1.5 £ 0.9 min in Group 2, 2.3 + 1.3 min
in Group 3, 1.6 + 1.2 min in Group 4 (p <0.001).
The decrease in hemoglobin content was 1.4 + 1.5
gr / dL in Group 1, 1.1 = 1.2 gr / dL in Group 2,
0.8 + 0.9 gr / dL in Group 3, Group 4 0.5 + 0.9 gr
/ dL (p <0.001).

Although success rates were different result
of the first intervention, after additional interven-
tions the stone-free rate was 61 patients (83.6%)
in Group 1, 70 patients (93.3%) in Group 2, and 66
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Sonug: Calismamizda 18 yas alt1 pediatrik hasta grubunda farkli
PNL prosediirlerinin benzer bagar: ve komplikasyon oranlar1 goriil-
mesine ragmen; kanama miktarinin UMP ve mikro-PNLde disiik
bulunmustur. Bu yas grubunda akses, dilatasyon ve fragmantasyon
esnasinda minyatiir enstriimanlar kullanilarak daha diisiik kanama
orani ile benzer basari ve etkinlik saglandig gortilmistir.

Anahtar Kelimeler: Perkiitan nefrolitotomi, Mini-PNL, Ult-
ra-mini PNL, Mikro-PNL, Pediatrik nefrolitiazis

GiRiS

Urolitiazis (iiriner sistem tag hastaligi) bulunan
kisiler giindelik tiroloji pratiginin 6nemli bir kismini
olusturmakla birlikte yasam boyu iriner sistem tag
hastalig1 ile karsilagma insidansinin %10-15 oldugu
bildirilmistir (1). PNL ¢ocuklarda bobrek taglar: icin
giivenle uygulanan ve altin standart bir tedavidir (2; 3).
Ozelikle ¢cocuklardaki tasin tekrarlama riskinin fazla
olmas, kaliksiyel sistemin daha kiigiik ¢ap ve boyuta
sahip olmasi yeni minyatiirize ekipmanlara ihtiyag
duyulmasina sebep olmustur (4).

Yetiskin Olciilerdeki enstriimanlarla pediatrik yas
grubunda yapilan PNL boébrek parankiminin daha
frajil, bobrek boyutunun ve kaliksiyel sistemin kiictik
ve hareket alaninin kisith olmasi bir takim sorunlar
(5).

genellikle renal akses ve dilatasyon esnasinda meydana

beraberinde getirmektedir Komplikasyonlar
geldiginden; dilatasyon derecesivekullanilan nefroskop
boyutunun kanama miktar1 ve komplikasyonlar ile
iligkili oldugu diigiiniilmektedir. Daha digiik ¢apta
akses olusturulmasinin daha az parankimal ve vaskiiler
hasara neden olacag1 6ngoriilmektedir (6).

Bu ¢alismada genis bir seride bobrek tagi tedavisi
i¢in standart PNL, mini-PNL, UMP ve mikro-PNL
prosediirlerinden birinin uygulandigr 18 vyas alt1
pediatrik hastalarin demografik, perioperatif ve

postoperatif verilerinin paylasilmasi amaglanmustir.
GEREC VE YONTEMLER

Tip Fakiiltesi Uroloji Kliniginde Mart 2011 ile
Ekim 2015 tarihleri arasinda bobrek tasi tedavisi icin

patients (84.6%) in Group 3, 41 patients (89.1%) in Group 4 and we
achieved to similar success rates between groups (p = 0.093).

Conclusions: In our study, despite the similar success and
complication rates of different PNL procedures in the pediatric
patient group under 18 years; hemorrhage was lower in UMP and
micro-PNL. In this age group, similar success and efficacy were
obtained with lower bleeding rate by using miniature instruments
during accessories, dilatation and fragmentation.

Keywords: Percutaneous nephrolithotomy, Mini-PNL, Ul-
tra-mini PNL, Micro-PNL, Pediatric nephrolithiasis

farkli PNL prosediirleri uygulanan 18 yas alt1 pediatrik

hastalarin  verileri retrospektif olarak incelendi.
Calisma o6ncesinde Tip Fakiiltesi Klinik Arastirmalar
Etik Kurulwnun 25.12.2015 tarihli ve 93 nolu izni
alindi. Calismaya dahil edilen hastalarin demografik
oOzellikleri, perioperatif ve postoperatif verileri
kaydedildi. Hastalar operasyonda uygulanan dilatasyon
capina gore standart PNL (30 Fr-24 Fr) ( Grup 1), mini-
PNL (20 Fr-16 Fr) (Grup 2), UMP (14 Fr-12 Fr) (Grup
3) ve mikro-PNL (4.8 Fr) (Grup 4) seklinde dort gruba
ayrildi. Ameliyat i¢in karar verilirken tas boyutu, kaliks
yapist ve hastanin yas1 géz 6niine alinmstir. Belirlenen
bu 4 grup arasinda hastalarin yasi, cinsiyeti, tag boyutu,
tas yerlesimi, tas opasitesi, hidronefroz derecesi, giris
teknigi, dilatasyon derecesi, kullanilan nefroskop
¢ap1, operasyon siiresi, skopi siiresi, kanama miktari,
postoperatif birinci aydaki tagsizlik durumu, yatis
sliresi, drenaj yontemi, diversiyon yontemi, yapilan
ek miidahaleler ve sonrasindaki tagssizlik durumu ve
komplikasyon ozellikleri paylasildi.

Biitiin hastalarin operasyon oncesi oyki, fizik
muayene tam idrar tetkiki ve idrar kiiltiir yapildi.
Biitiin hastalar operasyon oOncesinde direkt iiriner
sistem grafisi (DUSG), iiriner ultrasonorafi (USG) ve
kontrastsiz azaltilmis doz BT ile degerlendirildi.

Taglarin fragmantasyonu mikro-PNL disindaki
prosediirlerde kullanilan nefroskoba uygun capta ve
uzunluktaki pnomotik litotriptor probuyla (EMS Swiss
Lithoclast), mikro-PNLde uygun ¢apta Ho:YAG lazer

ile yapildi. Mikro-PNIde biitiin vakalar tiipsiiz yapildi.
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Hastalardan postoperatif ilk saatte ve 1. giinde
hemoglobin (HDb) takibi yapildi. Postoperatif 1. giinde
hastalarin foley kateter ve {iireter katateri ¢ekildi,
nefrostomi tiipii postoperatif 1. giiniin ikinci yarisinda
ya da 2. giinde ¢ekildi. 6 saat boyunca traktan islatmasi
olmayan genel durum stabil olan hastalar taburcu edildi.

Hastalar postoperatif 1. giin DUSG c¢ekilerek, ope-
rasyon sonrast 1. ay kontroliinde ise DUSG, iiriner
USG ve gerekli goriiliirse kontrastsiz azaltilmis doz BT
cekilerek tagsizlik durumu degerlendirildi. Hastalarda
operasyon esnasinda veya sonrasinda goriilen kompli-
kasyonlar kaydedilip modifiye Clavien derecelendirme

sistemi esas alinarak gruplandirildi (7) .

Basarisizhik

Operasyon sonrasi 1. ay USG ve/veya BT ile kont-
roliinde 4 mmden daha biiyiik rezidii tas fragmani kal-
masi olarak degerlendirildi.

Klinik 6nemi olmayan rezidiiel fragman (KORF):
Operasyon sonrasi 1. ay kontroliinde agri, enfeksiyon
ve obstruksiiyona sebep olmayan 4 mm’ den kiigiik
fragman olarak tanimlandi.

Basari

Operasyon sonrast 1. ay USG ve/veya BT ile kontro-
linde bobrekte tamamen tagsizligin saglanmasi olarak
degerlendirildi. PNL sonras: tagsizlik saglanamayan
ve ek miidahale yapilan hastalarda takip formuna 1 ay
sonra uygulanan ikinci miidahale yontemi ve tagsizlik
saglanma durumu kaydedildi.

istatistiksel Analiz

Veriler IBM Istatistics SPSS version 14.0 programi
kullanilarak analiz edildi. Ol¢iilebilir veriler ortalama+
standart sapma ile kategorik veriler ise say1 ve ytlizde
seklinde belirtildi. Hastalar ve operasyona ait verilerin
gruplar arasi karsilastirmast igin ¢oklu sayisal gruplar
i¢cin One-Way ANOVA testi kullanildi. Kategorik de-
giskenler icin Ki-kare testi kullanildi. P < 0,05 degeri
anlaml kabul edildi.
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BULGULAR

Bobrek tagi nedeniyle 18 yas alti olup standart-PNL
uygulanan 73 hasta (Grup 1), mini-PNL uygulanan 75
hasta (Grup 2), UMP uygulanan 78 hasta (Grup 3),
mikro-PNL uygulanan 46 hasta (Grup 4) ¢aligmaya
dahil edildi. Hastalarin demografik verileri ve ameliyat
oncesi Ozellikleri Tablo 1'de sunulmugtur. Calismada
gruplarin demografik verileri farkli olarak saptanmustir.

Operasyona dncesi ve sonrasi veriler Tablo 2" de der-
lenmistir. Bulgulara bakildiginda ortalama operasyon
stiresi; Grup 1’ de 56,3121, 6 dk, Grup 2’ de 49,9+15,3
dk, Grup 3’ te 57,3+16,2 dk, Grup 4’ te 61,7+22,6 dk
seklinde olup anlamli fark izlendi (p=0,006). Skopi sii-
resi Grup 1’ de 1,7+1,1 dk, Grup 2’ de 1,5+0,9 dk, Grup
3’te 2,3%+1,3 dk, Grup 4’ te 1,6+1,2 dk olarak bulundu
(p<0,001).

Hemoglobin miktarindakiazalma Grup 1'de 1,4+1,5
gr/dL, Grup 2’ de 1,1+1,2 gr/dL, Grup 3’te 0,8+0,9 gr/
dL, Grup 4’ te 0,5+0,9 gr/dL saptandi (p<0,001). Dila-
tasyon capi diistitkce Hb diisiisii de orantili olarak azal-
digy, ozellikle 20 Fr ve {istiindeki ¢aplarda hemoglobin
diistisiiniin istatistiksel olarak anlamli fazla oldugu go-
riildii (p=0,003).

Operasyon sonrast 1. ayda DUSG, USG ve/veya
kontrastsiz BT ile yapilan degerlendirmede basar: ora-
nina bakildiginda Grup 1'de 39 hastada (%53,4), Grup
2de 60 hastada (%80), Grup 3’te 64 hastada (%82,1),
Grup 4’ te 37 hastada (%80,4) tagsizlik saglandig1 go-
rildi (p<0,001). Ek miidahale sonrasi bagar1 oranina
bakildiginda tagsizlik oranin sirasiyla Grup 1’ de 61
hastaya (%83,6), Grup 2’ de 70 hastaya (%93,3), Grup
3’ te 66 hastaya (%84,6), Grup 4’ te 41 hastaya (%89,1)
ylikseldigi gortldii ve istatistiksel anlamli fark izlen-
medi (p=0,093).

Modifiye Clavien skalasina gore gorilen kompli-
kasyonlarin detayl: bilgisi Tablo 3* de gosterilmistir.
Dért grup komplikasyonlar agisindan degerlendirildi-
ginde toplam say1 agisindan benzer oranlara ulagilmis-
tir (p=0,374).
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Tablo 1. Hastalarin demografik verileri ve yasa ait veriler

n, +ss Grup-1 Grup-2 Grup-3 Grup-4
p degeri
n: 272 (standart) (mini) (ultra mini) (mikro)
Hasta sayis1 (n,%) 73(%26,8) 75(%27,6) 78(%28,7) 46(%16,9)
Yas (mean, + ss)(y1l) 12,9(+3,9) 7,9(£5,2) 3,9(+3,3) 6,1(+4,9) <0,001
Cinsiyet (n, %)
Erkek 39(%53,4) 45(%60) 53(%67,9) 23(%50) 0,165
Kadin 34(%46,6) 30(%40) 25(%32,1) 23(%50)
Taraf (n, %)
Sag 40(%54,8) 32(%42,7) 45(%57,7) 22(%47,8) 0,252
Sol 33(%45,2) 43(%57,3) 33(%42,3) 24(%52,2)
Hidronefroz derecesi (n,%)
Yok 2(%2,7) 8 (%10,7) 27(%34,6) 11(%23,9)
Grade-1 9(%12,3) 33(%44) 32(%41) 12(%26,1)
Grade.2 27(%37) 15(%20) 14(%17,9) 14(%30,4) 0,027
Crade.3 22(%30,1) 13(%17,3) 3(%3,8) 9(%19,6)
Grade.4 13(%17,8) 6(%8) 2(%2.6) 0(%0)
Tas boyutu (mean,*ss)(mm) 40,9(+16,1) 26,2(%9,2) 19,4(£7,7) 16(%5,3) <0,001
Radyoopasite (n,%)
Opak 69(%94,5) 66(%88) 39(%50) 34(%73,9)
Nonopak 0(%0) 7(%9,3) 39(%50) 12(%26,1) <0.001
Semiopak 4(%5,5) 2(%2,7) 0(%0) 0(%0)
Tas yerlesimi (n,%)
Pelvis 3(%4,1) 23(%30,7) 38(%48,7) 28(%60,9)
Alt Kaliks 11(%15,1) 4(%5,3) 8(%10,3) 8(%17,4)
Orta kaliks 0(%0) 1(%1,3) 0(%0) 9(%19,6) <0,001
Ust kaliks 0(%0) 1(%1,3) 0(%0) 1(%2,2)
Multikaliks 59(%80,8) 46(%61,3) 32(%41) 0(%0)
Tablo 2. Operasyona ait veriler
n, + ss Grup-1 (standart) Grup-2 (mini) Grup-3 (ultra mini) Grup-4 (mikro) p degeri
Operasyon siiresi(mean, +ss)(dk) 56,3 (£21,6) 49,9 (+15,3) 57,3 (£16,2) 61,7 (£22,6) 0,006
Floroskopi siiresi(mean,+ss)(dk) 1,7 (£1,1) 1,5 (£0,9) 2,3 (£1,3) 1,6 (£1,2) <0,001
Hemoghin diyi el e ey esees oo
Yatis siiresi (mean, + ss)(giin) 3,2 (+1,7) 3,7 (£2,3) 3,7 (£2) 3,9 (£2) 0,222
Akses tipi (n, %)
Skopi 67 (%91,8) 70 (%93,3) 69 (%88,5) 37 (%80,4)
Usg 5 (%6,8) 4 (%5,3) 9 (%11,5) 8 (%17,4) 0,132
Laparoskopik 1(%1,4) 1(%1,3) 0 (%0) 1(%2,2)
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n, + ss Grup-1 (standart) Grup-2 (mini) Grup-3 (ultra mini) Grup-4 (mikro) p degeri
Akses yeri (n,%)
Alt kaliks 59 (%80,8) 69(%92,0) 69 (%88,5) 35 (%76,1)
Orta Kaliks 9(%12,3) 4(%5,3) 8 (%10,3) 6 (%13) 0,055
st kaliks 3 (%4,1) 0 (%0) 0 (%0) 0 (%0)
Multiple kaliks 2 (%2,7) 2 (%2,7) 1(%1,3) 5 (%10,9)
Cift akses (n,%) 2 (%2,7) 4 (%5,3) 1(%1,3) 4 (%8,7)
Anjiocat kullanimi (n,%)
Yok 58 (%79,5) 64 (%85,3) 60 (%76,9) 34 (%73,9) 0,430
Var 15 (%20,5) 11 (%14,7) 18 (%23,1) 12 (%26,1)

30Fr (%22,1) 47 66

20 Fr . 14 Fr .

58 Fr (%12)7) (%62,7) (%84,6)
Dilatasyon ¢ap1 (n,%) (Fr)

26 Fr >

(%6,8) 28 12
16 Fr . 12 Fr .

24 Fr (%23,4) (%37,3) (%15,4)
Drenaj (n,%)
Ureter katateri 54 (%74) 58 (%77,3) 55 (%70,5) 34 (%73,9) 0,873
Double-j stent 19 (%26) 17 (%22,7) 22 (%28,2) 12 (%26,1)
Diversiyon (n,%)
Nefrostomili 73 (%100) 71 (%94,7) 64 (%82,1) 0 (%0) <0,001
Nefrostomisiz (tiipsiiz) 0 (%0) 4 (%5,3) 14 (%17,9) 46 (%100)
Rezidii boyutu (mean,+ss)(mm) 15,3 (£9,6) 10,2 (£3,3) 5,7 (+0,8) 6,8 (+1,7) <0,001
Bagari1 orani (n,%) (1. Ay kontrol)
Tagsizlik 39 (%53,4) 60 (%80) 64 (%82,1) 37 (%80,4)
Rezidii tas 30 (%41,1) 11 (%14,7) 10 (%12,8) 7 (%15,2) <0.001
Korf 4 (%5,5) 4 (%5,3) 4 (%5,1) 2 (%4,3)
153313%15 l3ran1 (n,%) (ek miidahale
Tagsizlik 61 (%83,6) 70 (%93,3) 66 (%84,6) 41 (%89,1) 0,093
Rezidii tas 8 (%11) 1(%1,3) 8 (%10,3) 3 (%6,5)
Korf 4 (%5,5) 4 (%5,3) 4 (%5,1) 2 (%4,3)
Ek midahale (n,%)
Yok 8 (%26,7) 1(%9,1) 8 (%80) 3 (%42,9)
ESWL 9 (%30) 1(%9,1) 2 (%20) 0 (%0)
URS/RIRC 3 (%10) 2 (%18,2) 0 (%0) 1(%14,3)
PNL 8 (%26,7) 5 (%45,5) 0 (%0) 1(%14,3)
MULTLPLE OP. 2 (%6,7) 2 (%18,2) 0 (%0) 2 (%28,6)
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Tablo 3. Modifiye Clavien sisteme gore komplikasyon oranlar:

Komplikasyon derecesi (n,%) Grup-1 Grup-2 Grup-3 Grup-4
p degeri
(% : grup ici - total) (standart) (mini) (ultra mini) (mikro)
21 23 15 1"
Genel 0,374
(%28,8)(%7,7) (%30,7)(%8,6) (%19,2)(%5,5) (%23,9)(%4,1)
Grade 1
3 2 4 3
Ates
(%4,1)(%1,1) (%2,7)(%0,7) (%5,1)(%1,5) (%6,5)(%1,1)
Grade 2
1 2
<12 saat trakta Uriner i1slatma
(%1,3)(%0,4) (%4,3)(%0,7)
6 9 2
Kan transfiizyonu
(%8,2)(%2,2) (%12)(%3,3) (%2,6)(%0,7)
- 1 2 6 3
Uriner trakt enfeksiyonu
(%1,4)(%0,4)  (%2,7)(%0,7)  (%7.7)(%2.2)  (%6,5)(%1,1)
1
Pnémoni
(%1,3)(%0,4)
Grade 3a
>24 saat trakta Uriner islatma 3
nedeniyle Djs uygulanmasi (%4)(%1,1)
2 2 2 2

Pelvis yaralanmasi ve UPJ darlik
nedeniyle Djs uygulanmasi

(%2,7)(%0,7)

(%2,7)(%0,7)

(%2,6)(%0,7)

(%4,3)(%0,7)

1

Urinom
(%1,3)(%0,4)
Grade 3b
~ 2 1
Ureter —mesane tasi
(%2,7)(%0,7) (%1,3)(%0,4)
1

UPJ obstruksiyon-balon
dilatasyonu

(%1,4)(%0,4)

Miidahale gerektiren perirenal
hematom

1
(%1,3)(%0,4)

Perinefretik abse/trakta fistiil 1

olusup ply akintisi (%1,4)(%0,4)

Operasyonun sonlandiriimasina 4 1
neden olan perop hemoraji (%5,5)(%1,5) (%2,2)(%0,4)

Grade 4

Komsu organ yaralanmasi (kolon)

1
(%1,4)(%0,4)

1
(%1,3)(%0,4)
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TARTISMA

Kilavuzlarda 2 cmden biiyiik bobrek taslari icin
onerilen ilk tedavi segcenegi PNL iken 10-20 mm taglar-
da tedavi onerisi ESWL veya endotirolojik girisimdir
(8). Uygulamanin yayginlagmasiyla birlikte tecriibeli
merkezlerde PNL yiiksek basar1 oranlariyla yapilmak-
tadir. Elde edilen basar1 oranlariyla birlikte goriilen
kanama gibi komplikasyonlarin azaltilabilmesi igin
PNIde birtakim daha kiigiik aletler kullanilmas: giin-
deme gelmistir. PNLdeki komplikasyonlar genellikle
bobrege giris ve trakt dilatasyonu sirasinda olmasindan
dolay1 tasa ulasabilmek i¢in renal parankimde olustu-
rulan traktin kalibrasyonunu azaltmaya yonelik fark-
1 PNL teknikleri gelistirilmistir (9). Standart PNLde
trakt 30 Fre kadar dilate edilmektedir. Ultra-mini PNL
olarak Desai ve ark. tarafindan sunulan metodda ise
trakt dilatasyonu en kiiciik kalibrede akses kilif: i¢in-
den tasin alinmasina imkan sunacak sekilde 12 Fre
kadar yapilmaktadir (10). Kullanilan enstriimanlarin
kalibrasyonunu kii¢iiltme ¢abalarinin en son tiriini ise
dilatasyon yapilmaksizin yaklasik 4,8 Fr boyutunda bir
trakt icinden lazer fiberi ile tasin fragmantasyonuna
imkan veren mikro-PNL yontemidir. Optik teknolo-
jinin ilerlemesi ile gelistirilen mikro-PNL sisteminde
all-seeing needle endoviziiel sistemiyle direkt goriis
altinda katlar gecilerek tasa giivenli bir yolla ulasma
imkani elde edilmektedir (11).

Cocuklarda preoperatif degerlendirme, endikas-
yon, cerrahi teknik eriskin hasta ile benzerlik goster-
mekle birlikte ¢cocuk hastalar1 anatomik ve fizyolojik
farkliliklarindan dolay1 erigkin hastalardan ayr1 de-
gerlendirmek gerekir. Bir¢ok olguda PNL monoterapi
iken bazi durumlarda ek prosediir olarak da yerini al-
maktadir. Monoterapi olarak ¢ocuklarda bagarisi giin-
cel birgok yayinda %86-98 arasinda belirtilmektedir (6;
12). Giines ve arkadaslarinin 23 ¢ocuk hastada eriskin
tip enstriiman kullanarak yaptiklar1 PNL ¢aligmasinda
%70,8 basar1 elde edilmis ve bu bagar1 oran1 ek miida-
haleler ile %91,6’ya yiikseldigi goriilmiis (13).

UMP vyapilan 39 ¢ocuk hasta degerlendirmis ve
monoterapi ile basar1 oraninin %82den ek miidaha-
le ile %87,1%¢ ulastig1 gorilmis (14). Daggulli ve ark.
yas arali1 7 ay-16 yil olan 40 ¢ocuk hastaya uygulamis
olduklar1 mikro-PNL yonteminde %80 gibi bir basar1
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orani saglanirken, 58 ¢ocuk hastada mikro-PNL ve 40
¢ocuk hastada mini-PNL uygulayan Tok ve ark. ¢alis-
malarinda tagsizlik oranlarini kabul edilebilir seviyede
bulmuslardir (15; 16) .

Cocuklarda erigkin boyutta enstriimanla yapilan
PNL igin bagarili ve diisiik komplikasyonlu sonuglara
ulagilabilmistir. Yas ortalamasi 9,6 yil olan 31 gocuk
hastada Kapoor ve ark. staghorn tas: olan ve yasi bii-
ytik olan gocuklarda 30 Fr dilatasyon uygularken, daha
diisiik yas ve tas ytikii olan ¢oguklarda 24 Fr dilatasyon
gergeklestirerek; 1 mg/dL ortalama hemoglobin diisii-
st ile monoterapi sonucu %83,9, ESWL ek miidahale
yapildiktan sonra ise %90,3 gibi yiiksek bir basar: elde
etmislerdir (5).

Minimal invaziv yontemlerin 1 yas alt1 infantlarda
PNLnin giivenilir uygulanabilmesine imkén tanidig1-
n1 belirten Daggiilli ve ark. yapmis olduklar1 bagka bir
calismada en kiictigli 5 aylik ve yag ortalamasi 9,5 ay
olan 1 yas alt1 16 infantta (toplam 20 iinite) 5 hastaya
20 Fr, 15 hastaya 14 Fr dilatasyon yaparak uyguladik-
lar1 prosediirde tek seansta %80 basari elde ettiklerini
belirtmistir (17). Dede ve ark. en kiigiigii 8 aylik olan
2 yagindan kiigiik 24 infant {izerinde yapmis olduklari
mikro-PNL ¢alismasinda ortalama 0,51 gr/dL hemog-
lobin diigiisti ile hi¢ kan transfiizyonuna ihtiya¢ olma-
dan monoterapi ile %83,3 basari elde ettiklerini bildir-
misler (18) .

Biz yaptigimiz ¢alismada gruplar arasinda bagari
acisindan fark olmasina ragmen ek miidahaleler sonra-
sinda benzer basari oranlarina ulastik. Ek miidahaleyle
elde edilen basar1 oranlart literatiirle uyumlu olmakla
beraber ilk seansta standart PNL de diisiik basari ora-
nin elde edilmesinin nedeni olarak 6ncelikle bu grupta
tag yitkiiniin diger gruplara gore anlamli bityitkk olma-
st ve birden fazla kaliksde taslara ulagsmada standart
PNLnin sinirli hareket alaninin etkili oldugu diistinil-
miugtir.

Onemli bagka bir konu olan operasyon siiresin
hakkinda bir¢ok ¢alisma mevcuttur. Unsal ve ark. 18
yas alt1 44 gocukta 3 farkli ¢apta enstriiman ile yapmis
olduklar1 ¢aligmada ortalama operasyon siirelerini 94-
77 dk bulmustur. Bu ¢alismada toplayci sisteme akses
sliresi, operasyon siiresi arasinda gruplar arasinda ista-
tistiksel anlamli fark bulunmadigini belirtip; bununla
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birlikte daha az sayida tas1 olan ve kiiciik yasta olan
hastalarda kiigiik ¢apta alet kullanildiginda operasyon
stiresinin uzamadi81 ve benzer basar1 oranina sahip ol-
dugu belirtmislerdir (6).

Kendi ¢aligmamizda ortalama operasyon siireleri
arasinda gruplar arasinda fark vardi. En uzun operas-
yon siiresi tag yiikiiniin en kii¢iik oldugu mikro-pnl
grubuydu. Bu durumun diger {i¢ gruptan farkl: olarak
bu grupda lazer litotripsi kullanilmasiyla iligkili oldu-
gunu diisiinityoruz. Ayrica UMP ile mini-PNL karsi-
lagtirdigimizda operasyon siirelerinin yine benzer ol-
dugunu gorilmustiir.

Kullanilan ekipmanin ¢apinin ortalama floroskopi
sliresini etkilemedigini gosterilmistir (6). Bizim ¢alis-
mamizda ortalama skopi siirelerinin sadece UMP gru-
bunda farkli oldugunu diger ii¢ grubun benzer oldu-
gunu gordiik. Bu grupda skopi siiresinin daha yiiksek
olmasinin nedeni toplam 58 nonopak tagl hasta seri-
sinde 39 hastanin (%67,2) UMP grubunda yer almasi
oldugu ve non opak tash hastalarin floroskopi siiresini
uzatmuistir.

Gruplar1 komplikasyonlar agisindan degerlendir-
digimizde en sik komplikasyonlardan biri, literatiirde
bir¢ok calismada %7-15 goriilen hemorajidir. Kulla-
nilan aletlerin kalibreleri, tag yiikii ve ¢alisma zamani
¢ocuk yas grubunda kan transfiizyonu gerekliligini
etkileyen faktorler olarak rapor edilmistir (5). Trakt
capimnin diigmesi ile kanamanin ve kan transfiizyonu
ihtiyacinin diistigti yoniinde bir¢ok ¢alisma olmak-
la beraber; kiiciik caplarda hatta mikro-PNL sonrasi
5 {nite eritrosit siispansiyonu transfiizyonu yapilan
makro komplikasyonlar goriilebilecegi akilda tutul-
malidir (19). Calismamizda trakt ¢apina bakildiginda
dilatasyon cap1 ile Hb degisimi arasinda istatistiksel
anamli fark bulunmus, cap dustitkce Hb dusisi de
orantil olarak azaldig1 6zellikle 20 Frden daha biiytik
caplarda bu hemoglobin diigiisiiniin daha fazla oldugu
gorilmiigtiir.

PNL ile ilgili erken postoperatif komplikasyonlar-
dan birisi olan ates ve iiriner trakt enfeksiyonlari son
donem giincel yayinlarda %5-15 arasinda bildirilmek-
tedir (20). Ancak Unsal ve arkadaglar1 ates ve {iriner
trakt enfeksiyonu igin sirastyla %11,4-%29,5 gibi yiik-
sek oranlar bildirirken (6), Altintas ve ark. farkli ens-

triiman ¢aplarinin karsilagtirdig1 serilerinde ates ve
enfeksiyon gruplarin arasinda fark izlenmedigini be-
lirtmistir (21). Caliymamizda ates goriilen hasta sayisi
ve oranlar1 agisindan gruplar arasinda benzer sonug
bulunmustur.

PNIde postoperatif hastane yatis siiresi ile ilgili bir-
¢ok calisma mevcut olup etkileyen faktorlere bakildi-
ginda, tubeless olup olmamasi, kullanilan enstriiman
cap1, operasyon basarisi, operasyon siiresi, hemoraji
miktar1 gibi komplikasyonlarin varligi gibi bir ¢ok
durum sdylenebilir. Altintas ve ark. farkli ¢aplardaki
enstriimanlarla uyguladig1 prosediirlerde hastane ya-
tis stiresi gruplar arasinda istatistiksel anlamli fark iz-
lenmedigini belirtmis (21). Klinigimizin ¢aligmasinda
genel yatis sliresinin gruplar arasinda benzer oldugu
gorilmiistiir.

SONUC

Calismamizda tas konusunda epidemik bir cograf-
yada olan merkezimizin pediatrik yas grubunda farkli
PNL prosediirlerini uyguladigimiz hastalarda tecriibe-
lerimizi paylastik. Sonug olarak dort farkli yaklasimin
da 18 yas altindaki hastalarda kabul edilebilir basari ve
komplikasyon oranlari ile giivenilir oldugu gériilmiis-
tiir. Akses gapinin diigmesinin kanamayi azalttig1 buna
karsin operasyon siiresini uzattig saptanmigtir. Bu ge-
nis pediatrik tas hastalarini kapsayan serinin PNL ile
ilgili yapilacak ¢aligmalara 151k tutacagy kanaatindeyiz.
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Ozet

Amag: Akut idrar retansiyonu (AIR) benign
prostat hiperplazisi (BPH) hastalarinda en 6nemli
komplikasyonlardan biridir ve tedavisi genellikle
akut dénemde {iretral kateterizasyondur. AIR ve
tiretral kateter yerlestirilmesinin serum PSA sevi-
yelerinde bir artisa neden olabilecegini gosteren
caligmalar vardir. Bu galigmada amacimiz, AIR
sonrasi Uretral kateter yerlestirilen hasta grubun-
da artmis PSA diizeyleri ile prostat kanseri (PCa)
insidansi arasindaki iligkiyi aragtirmaktir.

Gereg ve Yontemler: AUR nedeniyle kalici
bir tiretral kateteri olan 77 hastada, yiiksek PSA
seviyeleri nedeniyle yapilan prostat biyopsileri ve
daha sonra klinik BPH i¢in yapilan cerrahi teda-
viler retrospektif olarak incelendi. Hastalarin yas,
prostat hacimleri, biyopsi dncesi total serum PSA
ve PSA dansiteleri kaydedildi. Biyopsi veya cerra-
hi 6rnek sonuglarina gore total PSA oranlari, PSA
dansiteleri ve prostat hacimleri PCanin saptandigi
(n = 6) ve saptanmadig: (n = 71) gruplar igin kar-
silastirildi.

Bulgular: Hastalarin yas ortalamasi 65.2 +
3.9 idi. Ortalama prostat hacmi 64.1 + 12.8 g, or-
talama serum total PSA seviyesi 9.2 + 4.2 ng / mL
ve ortalama serum PSA dansitesi 0.15 + 0.08 mg /
mL / g olarak 6l¢tilmiistiir. Serum total PSA diize-
yi 4.0, 4-10, 10-20 ve >20 olan PSA gruplarinda
PCa prevalansi sirastyla % 0, % 4,3, % 13,4 ve % 20
olarak tespit edildi. Toplam PSA diizeyleri ve PSA
dansiteleri, PCa tespit edilen grupta istatistiksel
olarak daha yiiksek bulundu.

Sonug: AIR sonrasi iiretral kateter yerlestiri-
len hastalarda PCa insidansi dustiktiir. Bu hastalar
igin prostat biyopsisi sadece segilmis vakalarda
yapilmalidir.

Anahtar Kelimeler: Akut tiriner retansiyon, bi-
yopsi, prostat kanseri

Abstract

Objective: Acute urinary retention (AUR) is
one of the most important complications in be-
nign prostate hyperplasia (BPH) patients and its
treatment is generally urethral catheterization in
acute period. Studies are showing that AUR and
urethral catheter placement may cause an increase
in serum PSA levels. Our objective in this study
was to investigate the relationship between in-
creased PSA levels and prostate cancer (PCa) inci-
dence in the patient group after AUR and urethral
catheter placement.

Material and Methods: Seventy-seven pa-
tients who had an indwelling urethral catheter due
to AUR, performed prostate biopsy due to high
PSA levels and then surgical treatment for clinic
BPH were retrospectively examined. Age, pros-
tate volumes, pre-biopsy total serum PSA and PSA
densities were noted. Total serum PSA rates, PSA
densities and prostate volumes were compared for
the groups that PCa was detected (n=6) and not
detected (n=71) according to biopsy or surgical
specimen results.

Results: Mean age of the patients was
65.2+3.9 years. Mean prostate volume was mea-
sured as 64.1+12.8 g, mean serum total PSA level
as 9.2+4.2 ng/mL and mean serum PSA density as
0.15+0.08 mg/mL/g. In PSA groups with a serum
total PSA level of <4.0, 4-10, 10-20 and >20, PCa
prevalence rates were detected 0%, 4.3%, 13.4%
and 20%, respectively. Total PSA levels and PSA
densities were found statistically higher in PCa
detected group.

Conclusions: PCa incidence is low in patients
who were placed urethral catheter after AUR.
For these patients prostate biopsy should be per-
formed only in chosen cases.

Keywords: acute urinary retention, biopsy,
prostate cancer
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INTRODUCTION

Benign prostate hyperplasia (BPH) is a progressive
hyperplasia of both stromal and glandular parts of the
prostate gland and is defined as a non-malign growth
in prostate (1). Symptomatic presentations of BPH
which is generally age-related effect males with a ratio
of 20% in their 50s and 30-40% in their seventies (2).
The relation between BPH and prostate cancer (PCa) is
still a controversial topic. For example while a relation
has been shown between BPH and PCa in some studies
(3-4), no relation was shown in some others (5-6).

Acute urinary retention (AUR) is one of the most
important complications of long-term BPH. Its prev-
alence was shown to be between 2% and 39% in BPH
patients. The bladder is emptied through transurethral
or suprapubic catheterization for treatment.

In literature, an increase was shown in prostate spe-
cific antigen (PSA) values due to causes such as blad-
der catheterization, chronic prostatitis and prostate
volume increase (7-8). We still don't have any certain
literature knowledge on whether reasons especially
such as urethral catheter installation increase PSA or
whether these reasons activate some factors to increase
the PSA level. The number of studies on these subjects
is not satisfactory and most of them were not made re-
cently (7,9-10). The objective of our study is to evalu-
ate the diagnostic value of high PSA in PCa in patients
who had AUR due to BPH and a urethral catheter was
placed and BPH operation was planned.

MATERIAL AND METHODS

4372 patients who had a transrectal ultrasound
(TRUS) accompanied prostate biopsy in Bakirkéy Dr.
Sadi Konuk Training and Research Hospital between
January 2006 and December 2016 were retrospectively
scanned in this study. 156 of these patients were us-
ing a urethral catheter during the biopsy. Patients who
had prostate cancer in history, prostate surgery, had
urethral catheter due to neurogenic pathology, acute
urinary infection symptoms, used 5a-reductase inhib-
itor and whose information couldn’t be reached were
not included in the study. Also, patients with abnor-
mal digital rectal inspection were not included in the
study to eliminate this confusing variable. As a result,
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77 patients who had urethral catheter installation due
to their first AUR and thus had TRUS biopsy were in-
cluded in our study. In all the patients included in our
study, urethral catheter was removed a week after its
placement. But the patients were taken to the biopsy
with the catheter due to unsuccessful urethral catheter
removal.

Age, prostate volumes measured with transrectal
ultrasound and digital rectal examination and pre-bi-
opsy serum total PSA values and PSA densities were
noted for all patients. The value taken a week after the
occurrence of the first AUR was accepted as serum to-
tal PSA value. Patients were grouped as those with PSA
levels of <4.0 ng/mL, 4-10 ng/mL, 10-20 ng/mL and
>20 ng/mL.

Asa clinical routine, especially in the early period of
our study, we performed TRUS-Bx to all patients who
had a higher level of PSA for >2.5 ng/mL. All biopsy
procedures were made by urologists who passed the
learning period and under local anesthesia minimum
10 core needle biopsies were taken under transrectal
ultrasonographic guidance. Patients with benign pa-
thology results after biopsy had transurethral resection
of prostate (TUR-P) or retropubic prostatectomy op-
erations and patients with malign results had radical
prostatectomy operation. Radical prostatectomy oper-
ation was also applied for the patients in whom malig-
nity was observed in TUR-P or retropubic prostatecto-
my pathology results. Patients who had malignity and
benign pathology in transrectal biopsy or operation
pathologies were compared.

Statistical Method

Mean, standard deviation, median minimum,
maximum, frequency and ratio values were used in
definitive data statistics. Kolmogorov Smirnov test
was used to measure the distribution of the variables.
Mann-Whitney U test was used for the analysis of
quantative independent data. SPSS 22.0 program was

used for the analyses.
RESULTS

All patients included in the study were Caucasians.
Mean age of the patients was 65.2+3.9 years. Mean
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prostate volume was measured as 64.1+12.8 g, mean
serum total PSA level as 9.2+4.2 ng/mL and mean se-
rum PSA density as 0.15+0.08 mg/mL/g.

While PCa was not observed in the group with
PSA <4.0 ng/ml (n=3) according to PSA groups, PCa
was detected in two patients with 4-10 ng/mL PSA
(n=46) (4.3%). One of these cases was detected through
biopsy (Gleason 3+3 for 3/12 cores) and the other was
detected after retropubic prostatectomy (Gleason 3+3
with the <%5 involvement). PCa was detected through
biopsy in three patients (Gleason 3+3 for two patients
and 3+4 for one patient and 3/10, 5/12 and 1/12 cores
showed positivity respectively) in the PSA = 10-20 ng/
mL group (n=23) (13.4%) and in one patient (Gleason
3+4 for 2/12 cores) in PSA >20ng/mL group (n=5)
(20%) (Table 1). All pathologic results are shown in
Table 2.

When we compared the patients in benign and
malign groups, serum total PSA level was found statis-
tically significantly higher in the malign group (n=6)
compared to the benign group (n=71) (14.6£5.9 vs.
9.2+4.2 ng/mL) (p=0.016). PSA density was also found
statistically significantly higher in the malign group
compared to the benign group (0.22+0.08 vs. 0.14+0.07
ng/mL/g) (p=0.015). No statistically significant differ-
ence was detected in age and prostate volumes among
both groups (p>0.05). Parameter results among both
groups and benign-malign rates according to PSA
groups are given in Table 3.

Table 3. Examined parameters according to pathology results

Table 1. PCa incidence according to PSA groups

PSA (ng/ml) n PCa (%)
<4.0 3 0 (0%)
4.1-10.0 46 2 (4.3%)
10.1-20.0 23 3 (13.4%)
>20 5 1 (20%)

PCa, Prostate cancer; PSA, Prostate specific antigen

Table 2. Pathologic results of 77 patients

Pathologic Results n-%

Benign prostatic hyperplasia 43 (55.8%)

Chronic prostatitis 21 (27.2%)
Acute prostatitis 1(1.2%)
Prostatic intraepithelial neoplasia 6 (7.7%)
Prostate cancer 6 (7.7%)

DISCUSSION

Prostate specific antigen (PSA) is a serine prote-
ase secreted from prostatic epithelial cells and has the
function of liquifying the seminal fluid. Although less
PSA is secreted from prostate cancer cells compared to
normal cells, it is considered that PSA level increasing
in cancer patients is due to the cancer-related destruc-
tion in cellular structure and intercellular PSA released
to the blood due to this (11). But apart from prostate
cancer, many factors such as prostatic manipulation,

Benign Malign
P value’
Mean+S.D. / n-% Median Mean+S.D. / n-% Median
Age (years) 652 * 39 65 64 * 28 62.5 0.985
Total PSA (ng/ml) 92 + 42 7.8 146 + 59 13.8 0.016
2.5-4.0 3 4.2% 0 0.0%
4.1-10.0 44 62.0% 2 33.3%
10.1-20 20 28.2% 3 50.0%
>20 4 5.6% 1 16.7%
PSA density (ng/ml/g) 014 T 007 0.13 022 T 008 0.2 0.015
645 + 133 64 607 + 48 62 0.468

Prostate volume (g)

*Statistical analysis was performed with Mann-Whitney U test. PSA, prostate specific antigen
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ejaculation, benign prostate hyperplasia, infection and
AUR which may cause an increase in serum PSA levels
were stated in literature (12-13). It is considered that
PSA increasing after AUR occurs due to prostatic tissue
ischemia (14-15). The presence of urethral catheters is
also among the causes of increasing serum PSA levels.
In another study published by Batislam et al. (16), BPH
patients with or without urethral catheter due to uri-
nary retention were compared and it was shown that
PSA was 2.6 times higher in patients with a urethral
catheter. In our study, we only included BPH-related
AUR patients with urethral catheter who had a prostate
biopsy because of elevated PSA levels.

It was observed that prostate cancer incidence in-
creased as PSA levels increased in our study. Prostate
cancer prevalence was 4.3% with a PSA level of 4-10
ng/mL, 13.4% with PSA = 10-20 ng/mL 20% with PSA
>20 ng/mL. These rates in our study were observed
somewhat lower compared to the rates with biopsy
due to high PSA in routine patient screenings. In a
study including 1653 patients, prostate cancer detec-
tion rate was 22% with PSA = 4.0-9.9 ng/mL and it
was 67% with PSA>10ng/mL (17). Again, in a study
including 1249 patients, prostate cancer detection rate
in groups with PSA levels of 4.1-10ng/mL and >10 ng/
mL were reported as 26.5% and 50%, respectively (18).
According to these results in the literature, low prostate
cancer detection rates in our PSA groups support that
high PSA may occur due to AUR and urethral catheter
placement rather than prostate cancer.

There are different studies in the literature investi-
gating the relationship between prostate volume and
serum PSA level (19-21).
made, a positive relation was shown between prostate

In most of these studies

volume and serum PSA level. In our study, while mean
prostate volume was detected 60.7£4.8 cc in prostate
cancer detected group, it was 64.5£13.3 cc in the group
without prostate cancer. Prostate cancer was detected
in 6 out of 74 patients with PSA level >4 ng/mL (8.1%)
in our study. Based on this low prostate cancer rate,
we think that rather than malignity, increased prostate
volumes can be effective on elevated serum PSA level
in our study.
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There are studies showing that prostatic inflamma-
tion is also effective in serum PSA increase. In a pro-
spective controlled study, the patient group with lower
urinary system symptoms, normal DRE findings and
PSA level>4ng/mL (n=160) and control group with
normal DRE findings and normal PSA levels but with-
out clinical BPH or any symptoms (n=50) were com-
pared. IL-8 levels in the prostatic fluid were examined
in order to detect serum total and free PSA levels and
inflammation of the patients. It was shown that total
PSA level and IL-8 level in prostatic fluid were statisti-
cally significantly higher in symptomatic patient group
compared to the control group (22). In another study
evaluating the relation between AUR and prostatic in-
flammation, 232 patients who had TURP due to BPH
were included. In the study, groups with patients who
had at least one or no AUR story before the operation
were compared. While the occurrence rate of chronic
prostatitis was 56% in the group with AUR story ac-
cording to the histological evaluation, it was 37% in the
group without AUR story. Also, it was shown that PSA
level of the patients with prostatic inflammation in
AUR group was statistically significantly higher those
without prostatic inflammation (7.7 vs. 5.0 ng/mL re-
spectively) (7). In a study investigating the relation
between inflammation and pCa made on 293 patients
who had prostate biopsy, it was shown that histological
inflammation caused increase in serum PSA level but
didn’t have a significant relation with latter pCa (23).

Rates of acute and chronic prostatitis were only
1.2% and 27.2%, respectively, according to the histo-
logical evaluation made in this study. This shows that
other factors may be effective on increased PSA levels
in AUR patients apart from prostatic inflammation.
If the pathological evaluation in our study was made
only with biopsy, total prostatic inflammation rates of
the patients could have been detected incompletely.
However, in our study, all patients underwent surgical
treatment for BPH after biopsy and the examination of
surgical specimens strongly supported the fact that fac-
tors other than prostatic inflammation were effective
on the elevated PSA level.

There are some limitations of our study. Since it was
a retrospective study, PSA levels of the patients before
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AUR are unknown. The comparison was not made with
a control group that had not AUR but had a prostate
biopsy after routine controls. Also, patient population
which couldn’t have spontaneous urination after AUR
and had surgeries planned were included in the study.
This may explain the large prostate volume which is
among the factors which may cause an increase in PSA
levels of the patients and constitutes one of the limita-
tions of this study investigating only AUR and urethral
catheter-related PSA increase.

CONCLUSION

According to the histological examinations made
after biopsy and operation in these patients, it was ob-
served that pCa rates were lower compared to pCa de-
tection rate in routine patient screenings in literature.
So application of standard biopsy shouldn’t be recom-
mended in every high PSA case observed after AUR
and urethral catheter placement. If we consider the low
pCa rates in our study, biopsy should only be applied
in chosen cases especially in patients with PSA>10 ng/
mL levels. Serum total PSA level and PSA density are
regarded as auxiliary examinations for pCa detection
in urethral catheter placed patients after AUR. But pro-
spective randomized controlled studies with a wide pa-
tient population are still needed to support this study.
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Ozet

Amag: Calismamizin amaci, prostat kanserinde
hastanin gelis hasta yas1 ve PSA degeri ilepalyatif
yaklasim veya kiiratif tedavi kararmin verilebile-
cegini gostermektir.

Gereg ve Yontemler: 2007 ve 2012 klinigimiz-
de prostat kanseri tanisi almig hastalar retrospektif
olarak tarandi. Hastalarin yasi, prostat hacimleri,
transrektal ultrasonografi esliginde prostat bi-
yopsi sonuglari, metastaz taramasi igin yapilan
goriintiilemeleri ve radikal prostatektomi yapilan
hastalarin patoloji sonuglar1 kaydedildi.

Bulgular: Hastalarin yas ortalamasi 70.85 +
8.40 idi. Ortalama yas, PSA seviyeleri, ytizde kad-
ran oranlari ve Gleason skorlar1 metastaz varligina
bagli olarak anlamli farklilik gosterdi (p<0.01). Bir
hastada prostat kanseri varlig1 acisindan, 75 yas
kesme degerinde ozgiillik % 77,17, duyarlilik %
68,18, pozitif 6ngori degeri (PPV) % 48,28, ne-
gatif 6ngorii degeri (NPV) % 88,58 ve dogruluk
% 70,68 idi; 20 PSA kesme noktasinda duyarlilik
% 92,13, ozgiillik % 91,52, PPV % 80,69, NPV
% 96,79 ve dogruluk % 91,68 idi; 0,41 Ceyreksel
kesme degerinde, 6zgillik % 75,59, PPV % 52,17,
NPV % 88,64 ve duyarlilik % 73,96 idi.

Sonug: Geriatrik yas grubunda, palyatif bakim
veya kiiratif tedavi kararinda hastalarin yas ve
PSA degeri degerlendirilerek hasta yonetiminde
karar verilmelidir.

Anahtar Kelimeler: Prostat kanseri, palyatif
bakim, metastaz, yaslanan erkek

Abstract

Objective: The aim of our study is to demon-
strate that differentiating patients receiving a palli-
ative approach to prostate cancer from candidates
for definitive treatment using age and PSA value at
initial presentation.

Material and Methods: The records of pa-
tients diagnosed with prostate cancer in our clinic
and external centers and presenting to our clinic
for treatment between 2007 and 2012 were exam-
ined retrospectively. Information was collected
concerning patients’ ages at presentation, presen-
tation PSA values, rectal examination findings at
time of presentation, prostate volumes, transrectal
ultrasonography (TRUS)-guided prostate biopsy
results, imaging findings performed for staging
purposes in patients with prostate cancer, and
pathological specimens in operated patients.

Results: Mean age of patients was 70.85+8.40.
Mean ages, PSA levels, percentage quadrant rates,
and Gleason scores differed significantly depend-
ing on presence of metastasis (p<0.01). In terms
of the presence of prostate cancer in a patient, at
a cut-off value of age 75, specificity was 77.17%,
sensitivity 68.18%, positive predictive value (PPV)
48.28%, negative predictive value (NPV) 88.58%,
and accuracy 70.68%; a PSA cut-off point of 20 ex-
hibited sensitivity of 92.13%, specificity of 91.52%,
PPV of 80.69%, NPV of 96.79%, and accuracy of
91.68%; and also sensitivity at a percentage of quad-
rant cut-off value of 0.41, specificity was 75.59%,
PPV 52.17%, NPV 88.64%, and accuracy 73.96%.

Conclusion: Decision in management should
be made by evaluating age and PSA value whether
to apply palliative care or curative treatments in the
geriatric age group without performing a biopsy.

Keywords: Prostate cancer, palliative care,
metastasis, aging male

164


https://creativecommons.org/licenses/by-nc/4.0/
https://creativecommons.org/licenses/by-nc/4.0/
https://creativecommons.org/licenses/by-nc/4.0/
https://creativecommons.org/licenses/by-nc/4.0/
https://orcid.org/0000-0002-1868-2316
https://orcid.org/0000-0001-7117-9210
https://orcid.org/0000-0002-0824-3926
https://orcid.org/0000-0003-1746-0874
https://orcid.org/0000-0003-0873-0000

Yeni Uroloji Dergisi - The New Journal of Urology 2020; 15-(3): 164-170, DOI: 10.33719/yud.621949

INTRODUCTION

Prostate cancer is the second most common cancer
among men in terms of new case numbers, although
incidence and mortality rates vary among countries
(1). Prostate cancer has been determined in one in
three or four men aged 40-50 years in autopsy stud-
ies (2). An incidence study in Turkey performed by the
Association of Urooncology described prostate cancer
as the most common urological cancer, and the second
most common of all cancers, after lung cancer (3).

Definitive treatments and close follow-up including
radical prostatectomy, radiotherapy and brachythera-
py, and palliative approaches such as hormonal ther-
apy, are applied in the treatment of prostate cancer,
depending on the stage. Experimental therapeutic
methods such as cryotherapy and high-intensity fo-
cused ultrasound (HIFU) are also available. Experi-
mental approaches shown to prolong general survival
in controlled randomized studies include radical pros-
tatectomy in localized prostate cancer and radiothera-
py together with neoadjuvant hormonal therapy, and
adjuvant hormonal therapy in local advanced prostate
cancer (4,5,6,7). However, systemic androgen depriva-
tion therapy entails severe comorbidities (8).

Elderly patients with high-risk prostate cancer and
poor performance are generally potentially suitable
candidates for a palliative approach, such as close mon-
itoring or hormonal therapy. Prostate biopsy morbidity
is higher in this patient group due to general perfor-
mance conditions (9).

Our study examined the possibility of differentiat-
ing patients receiving a palliative approach to prostate
cancer from candidates for definitive treatment using
age at initial presentation, presentation PSA value, and
rectal examination findings without prostate biopsy.

MATERIAL AND METHODS

The records of all patients new diagnosed with
prostate cancer in our clinic and external centers, and
presenting to our clinic for treatment between 2007
and 2012 were examined, retrospectively. The patients
have atypical form of prostate cancer except adenocar-
cinoma were excluded, except this all the patients were
included.

Information was collected concerning patients’
ages at presentation, PSA values, rectal examination
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findings, prostate volumes, transrectal ultrasonogra-
phy (TRUS)-guided prostate biopsy results, imaging
findings performed for staging purposes in patients
with prostate cancer, and pathological specimens in
operated patients.

Rectal examination findings were coded as benign
or malign, and size was disregarded. Total Gleason
score and percentage quadrant rates were noted for
subjects with prostate cancer determined at TRUS-bi-
opsy. Abdominopelvic tomography, pelvic magnetic
resonance imaging (MRI) and whole-body bone scin-
tigraphy were recorded as presence or absence of local
invasion and distant metastasis.

Patients were grouped as palliative or definitive,
depending on the type of treatment received. Patients
receiving radical prostatectomy and radiotherapy
were included in the definitive treatment group. The
palliative group included patients receiving hormonal
therapy (maximal androgen blockage, LHRH analog
monotherapy, antiandrogen monotherapy, and surgi-
cal castration), close monitoring, or transurethral re-
section due to intravesical obstruction.

Statistical analyses were performed on Number
Cruncher Statistical System 2007&Power Analysis and
Sample Size 2008 Statistical Software (Utah, USA).
In addition to descriptive statistical methods (mean,
standard deviation, median, frequency, minimum,
and maximum), Student’s t test was used in two-group
comparisons of normally distributed quantitative vari-
ables and the Mann Whitney U test for non-normally
distributed parameters. One-Way ANOVA was applied
in the comparison of three or more groups exhibiting
normal distribution, and Tukey’s HSD was applied to
identify the group responsible for variation. The Kru-
skal Wallis test was applied in the comparison of three
or more groups not exhibiting normal distribution,
and the Mann Whitney U test was used to identify the
group responsible for variation. Pearson’s chi-square
test and the Yates Continuity Correction test (Yates
corrected chi-square) were used in the comparison of
qualitative data. Diagnostic screening tests (sensitivity,
specificity, PPV, and NPV) and ROC Curve analysis
were used to determine parameter cut-off points. Sig-
nificance was set at p<0.01 and p<0.05.
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RESULTS

The study was performed with 457 male patients
diagnosed with prostate cancer at our clinic and at ex-
ternal centers between 2007 and 2012 and presenting
for treatment. Cases ranged between 45 and 88 years in
age, with a mean age of 70.85+8.40.

PSA measurements, the presence of metastasis, lo-
cal invasion and rectal examination results were sum-
marized in the table below (Table 1).

Mean ages, PSA levels, percentage quadrant rates,
and Gleason scores differed significantly depending on
presence of metastasis (p<0.01).

Gleason Score & Metastasis

Gleason scores based on biopsy results depending
on presence of metastasis are shown in Table 1; Glea-
son scores were 6 in cases without metastasis, while
much higher numbers of Gleason scores of 7, 8, and 9
were observed in metastatic cases (Table 2).

Age & Metastasis

The best cut-off point for age by groups was 75. At
a cut-off value of age 75, specificity was 77.17%, speci-
ficity 68.18%, positive predictive value (PPV) 48.28%,
negative predictive value (NPV) 88.58%, and accuracy
70.68% (Table 3)

Table 1. Descriptive properties of 457 patients

PSA & Metastasis

We considered calculating a cut-off point for
PSA based on the significance of PSA depending on
presence of metastasis. ROC analysis and diagnostic
screening tests were used to determine a cut-off point
by groups. The best cut-off point for PSA by groups was
20. A PSA cut-off point of 20 exhibited sensitivity of
92.13%, specificity of 91.52%, PPV of 80.69%, NPV of
96.79%, and accuracy of 91.68%. A statistically highly
significant relation was determined between presence
of metastasis and a PSA cut-off point of 20 (p<0.01).
The ODDS ratio for presence of metastasis was 126,193
(95% CI: 59,435-267,932), so in cases with PSA levels
of 20 or more, we found that the risk of metastasis is
126 times higher.

Percentage of Quadrant & Metastasis

The best cut-off point for percentage of quadrant by
groups was 0.41 (p<0.01). Sensitivity at a percentage of
quadrant cut-off value of 0.41, specificity was 75.59%,
PPV 52.17%, NPV 88.64%, and accuracy 73.96%.

The ODDS ratio for presence of metastasis was
8,516 (95% CI: 5308-13,663), so in cases with a per-
centage of quadrant of 0.41 or above, found that the
risk of metastasis is 8.5 times higher.

Min-Max Mean+STD Median
Age (year) 45-88 70,85+8,40 72,0
PSA 1,5-178 25,71+31,60 10,6
Percentage of quadrant 0,08-1,00 0,44+0,33 0,3
N %
No 330 72,2
Metastasis
Yes 127 27,8
Gleason Score 6 225 492
Gleason Score 7 144 31,5
Biopsy
Gleason Score 8 51 11,2
Gleason Score 9 37 8,1
Rectal Examination Benign 184 63,0
(n=292) Malign 108 37,0
No 300 65,6
Local Invasion
Yes 157 34,4
PSA: prostate spesific antigen STD: Standart Deviation *p<0,01

aStudent t Test bMann Whitney U Test
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Table 2. Age, PSA, percentage of quadrant and gleason scores according to the metastasis presence

Metastasis
Yes (n=127) No (n=330) 4
Mean+STD Mean+STD
Age (year) 68,71+8,21 76,43+6,00 70,001**
PSA 10,13%6,72 (7,80) 66,18+34,79 (62,00) 0,001 **
Percentage of quadrant (Median) 0,33+0,27 (0,25) 0,71+0,32 (0,83) 0,001**
Gleason Score; (Median) 6,44+0,68 (6,0) 7,67+0,94 (8,0) 0,001 **
n (%) n (%)
Gleason Score 6 213 (%64,5) 12 (%9,4)
Gleason Score 7 96 (%29,1) 48 (%37,8)
Biopsy =~ s
Gleason Score 8 14 (%4,2) 37 (%29,1)
Gleason Score 9 7 (%2,1) 30 (%23,6)

PSA: prostate spesific antigen STD: Standart Deviation *p<0,01

aStudent t Test bMann Whitney U Test

Table 3. Relationship between metastasis and age (Cut-off value 75)

Age (year)

<75 >75 ap
n % n %

No 229 69,4 101 30,6

Metastasis 7T 0,001%
Yes 31 24,4 96 75,6
aPearson Chi-square test p<0,01
DISCUSSION some patients live with prostate cancer for extended

Prostate cancer is one of the most common types of
cancer worldwide. It has become more frequently seen
due to the increase in life spans in recent years, and
an even more important public health problem. While
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periods without treatment, in others the cancer pro-
gresses rapidly, no response to treatment is achieved,
and mortality occurs within a few years. Prostate can-
cer is the most frequent type of cancer in men and the
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second most common cancer-related cause of death in
men (10). Major advances and progress in the diagno-
sis and treatment of prostate cancer began being seen
from the mid-1980s onward. In parallel to these devel-
opments, prostate cancer consists of consecutive stages
of organ-limited disease, local advanced stage disease,
metastatic disease, and hormonal therapy-resistant
disease. Our study concerning parameters predicting
metastatic disease in patients newly diagnosed with
prostate cancer yielded important findings.

Diagnosis of prostate cancer is based on confirma-
tion with tissue diagnosis of clinical suspicion raised
by the combined use of serum PSA values and digital
rectal examination (11). First of all, in our study we
evaluated the PSA levels for diagnosis and find the best
option for prostate cancer treatment. In nomograms,
it was full-filled at the beginning of evaluations. The
mean PSA value in this study of 25.71+31.60 ng/mL
exhibits a significant parallel with Merril and Stephen-
son’s (12) results. Some studies have shown that no sig-
nificant benefit is obtained from bone scintigraphy in
cases with PSA values less than 10 ng/ ml (13). Howev-
er, the results from our study suggest that bone scintig-
raphy is appropriate.

PSA elevation may be seen in such prostate pa-
thologies as prostate cancer, prostatitis, and benign
prostatic hyperplasia; in addition, various prostatic
manipulations can also cause a rise in PSA. One of
the most important problems concerning PSA is that
it is organ-specific rather than cancer-specific, and its
specificity is therefore inadequate (14). We determined
a statistically significant difference between PSA levels
depending on metastasis. We therefore considered a
cut-off point for PSA and calculated this at 20. A sta-
tistically highly significant relation was determined be-
tween presence of metastasis and the PSA cut-off value.
Analysis of the data obtained from this study showed
that the risk of metastasis was approximately 126-
fold higher in patients with PSA levels of 20 or more
(ODDS = 126,193). Serum PSA elevation occurs due
to PSA entering the blood from the prostate as a result
of impaired prostate tissue integrity. PSA levels were
66.18+34.79 ng/mL in metastatic cases and 10.13+6.72

ng/mL in non-metastatic patients. These results show
that PSA levels increase considerably in line with me-
tastasis. Although PSA levels are a practical marker
for avoiding unnecessary scintigraphy in patients fol-
lowed up with treatment, insufficient clinical data are
available concerning the optimal PSA level for use as
a definitive marker in patients with potential metasta-
sis. We think that the PSA values obtained in our study
will make a significant contribution to the decision
whether to employ bone scintigraphy. A Gleason score
above 6 in cases with and without metastasis will also
support this. We also determined a high level of statis-
tical significance between presence of metastasis and a
PSA cut-off value of 20. Data analysis revealed that the
risk of metastasis was approximately 126-fold higher
in cases with PSA levels of 20 and above, and this also
shows the importance of PSA in terms of diagnosis of
the disease and determining treatment.

Based on the significant mean ages of patients ac-
cording to presence of metastasis, cut-off value calcu-
lations were performed for age. The best cut-off point
for age by groups was 75. A cut-off point for age of 75
exhibited sensitivity of 77.17%, specificity of 68.18%,
PPV 18.28%, NPV 88.58% and accuracy of 70.68%.
These values indicated a statistically significant relation
between presence of metastasis and a cut-off value of
age of 75. The ODDS ratio for presence of metastasis
was calculated at 7.021, and the risk of metastasis was
approximately seven times higher in cases aged 75 or
over. This indicated that the rate of metastasis increas-
es in an age-dependent manner, and this finding is in
agreement with Boyle and Dresler’s findings (15,16).

The Gleason score is the most commonly employed
system for classifying prostate adenocarcinoma (15);
and also a highly important prognostic factor in pre-
dicting pathological stage (17); and also of proven im-
portance in the Partin table, used to predict patholog-
ical stage by means of clinical stage, serum PSA value,
and biopsy Gleason score (18); and also of the very
greatest importance in the selection of one of the op-
tions of wait and see, radical surgery, or radiotherapy,
and in deciding on the form of radical surgery (19).
Chan et al. (20) evaluated 570 patients with Gleason
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scores of 7 in radical prostatectomy materials and re-
ported that the risk of progression increased in sub-
jects with Gleason scores 4+3. In this study, we aimed
to find the predictive values of metastasis of prostate
cancer without perform a biopsy, so that we know and
all the studies showed the importance of Gleason, it is
a biopsial predictive factor.

The highest tumor percentage in cores in which
cancer is determined by means of biopsy is an im-
portant prognostic risk factor in PSA recurrence in
the postoperative period (18). We also evaluated this
parameter, and we found it is an important prognostic
and predictive factor for prostate cancer metastasis.

This study has several limitations. First of all, it was
a retrospective study and we discussed the treatment
on pathological findings. Secondly, the study does not
include only geriatric age group, and this reduce the
strength of our study. Also, this study has low number
patient relatively; it will be more accurate to conclude
with a relatively higher number of studies in oncolog-
ical outcomes.

CONCLUSION

Our study findings were compatible with results
from the literature concerning parameters predicting
metastatic disease in patients diagnosed with prostate
cancer. According to our findings, PSA value, Gleason
score, and percentage of quadrant may be quite effec-
tive in predicting metastatic disease and deciding on
imaging techniques. Decision in management should
be made by evaluating age and PSA value whether to
apply palliative care or curative treatments in the geri-
atric age group without performing a biopsy.
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Ozet

Amag: Primer ve kas invaziv olmayan mesane
kanserli (KIOMK) hastalarda rekiirrens ve prog-
resyona yasin etkisini incelemeyi amagladik.

Gereg ve Yontemler: Klinigimizde 2005-2010
yillar1 arasinda primer mesane timorii nedeniyle
transiiretral mesane timort rezeksiyonu (TUR-
BT) uygulanan hastalarin dosyalar1 geriye dogru
incelendi. Ik TUR-BT sonucu KIOMK olan ve
mesane dig1 tutulumu olmayan hastalar ¢aligmaya
dahil edildi. Hastalar yas (60 yasin altinda, 60-70
yas arasi, 70 yasin ustiindekiler), cinsiyet, timor
boyutu (3 cr'nin altinda ve iistiinde); timor sayist
(1, 2-7 aras1 ve >7 olarak); evre (Ta ve T1) ve grey-
dine (G1, G2 ve G3) gore gruplandirildi.

Bulgular: Calismaya toplam 316 hasta dahil
edildi. Caligmaya alinan hastalardan 226’sinda
(%71,5) rekiirrens ve 71’inde (%22,5) progresyon
izlendi. Univariete analizde hastanin yas1 (> 70),
timoriin sayist (>1), boyutu (>3 cm), evresi (T1)
ve greydinin (G3) rekiirrens ve progresyon gelisi-
minde etkili oldugu goriilmiistiir. Kaplan-Meier
analizinde yas gruplar1 arasinda rekiirrense kadar
gegen siire agisindan anlaml bir fark oldugunu
gordiik (p= 0,001), yas artik¢a rekiirrens olasiligi
artmakta ve rekiirrense kadar gegen siire azalmak-
tadir. Progresyon analizinde de ayni sekilde grup-
lar arasinda anlamli fark oldugunu ve yagin artikga
progresyon riskinin arttigini ve progresyona ka-
dar gegen siirenin kisaldigini gordiik (p= 0,004).

Sonug: KIOMK hastalarda yas arttikca, dzellik-
le 70 yasin tstiinde, rekiirrens ve progresyon ihti-
malinin belirgin sekilde arttigini tespit ettik.

Anahtar Kelimeler: Mesane kanseri, kaz inva-
ziv olmayan, ileri yas, progresyon, rekiirrens.

Abstract

Objective: To evaluate the effect of age on
recurrence and progression in patients with pri-
mary and non-muscle invasive bladder cancer
(NMIBC).

Material and Methods: The records of pa-
tients who underwent transurethral bladder tumor
resection (TUR-BT) for primary bladder tumor
between 2005-2010 were retrospectively reviewed.
Patients who had NMIBC after the first TUR-BT
and without extra-bladder involvement were in-
cluded in the study. The patients were grouped in
terms of age (under 60 years, 60-70 years, over 70
years), sex, tumor size (below and above 3 cm); the
number of tumors (between 1, 2-7 and> 7); stage
(Ta and T1) and grade (G1, G2 and G3).

Results: A total of 316 patients were included
in the study. Recurrence was seen in 226 (71.5%)
and progression 71 patients (22.5%). Univariate
analysis showed that age (> 70), tumor number
(> 1), size (> 3 cm), stage (T1) and grade (G3)
are effective in the development of recurrence
and progression. Kaplan-Meier analysis showed
that there was a significant difference between
the age groups in terms of time to recurrence
(p = 0.001), as age increased the probability of
recurrence increased and time to recurrence
decreased. There was a significant difference be-
tween the groups in the progression analysis and
that the risk of progression increased with age
and the time to progression decreased (p = 0.004).

Conclusions: We found that the proba-
bility of recurrence and progression was sig-
nificantly increased with age, especially over
70 years of age, in patients with NMIBC.

Keywords: Bladder cancer, non-muscle in-
vazive, advanced age, progression, recurrence.
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GIRiS

Mesane kanseri diinya genelinde erkeklerde 9
(100.000 kisi/ yil), kadinlarda 2.2 (100.000 kisi/ yil)
insidansa sahiptir, mesane kanserinden o6liim orani
ise erkeklerde 3.2 (100.000 kisi/ yil) ve kadinlarda 0.9
(100.000 kisi/ yil)dir (1). Mesane kanseri vakalarinin %
75’1 ilk tan1 aninda kas invaziv degildir, sonraki takip-
lerde hastalarin % 48-70’inde rekiirrens, % 10-48’inde
progresyon gelismektedir (2-4). Bu nedenle uzun siire
dikkatli bir takip gerektirmektedir.

Gelisen saglik teknolojisiyle beraber yasam siiresi
artmaktadir. Tahminlere gére Avrupa niifusunun dort-
te biri 2020 yilinda 65 yas ve iistiinde olacak (5). Tim
kanser vakalarinin % 50’si ve kanserden oliimlerin %
70’1 65 yas ve iizerindeki popiilasyonda goriilmektedir
(6). Bu nedenle bu popiilasyonda kanser tan, tedavi ve
takibi daha fazla 6nem arz etmektedir.

Primer ve kas invaziv olmayan mesane kanserli
(KIOMK) hastalarda rekiirrens ve progresyona yasin
etkisini incelemeyi amagladik.

GEREC VE YONTEMLER

Klinigimizde 2005-2010 yillar1 arasinda primer
mesane tiimorii nedeniyle transiiretral mesane timori
rezeksiyonu (TUR-BT) uygulanan hastalarin dosyalar:
geriye dogru incelendi. Ik TUR-BT sonucu KIOMK
olan ve mesane dist tutulumu olmayan hastalar ¢alis-
maya dahil edildi. Primer veya eslik eden carsinoma in
situ (CIS), konkomitan tist sistem tiimorii olan, re-sta-
ging amagl yapilan TUR-BT sonucu kas invaziv gelen,
oncesinde mesane timorii tanisi olan, tiimor tipi tran-
sizyonel hiicreli karsinom (TCC) diginda olan, takip-
ten ¢ikan ve verileri eksik olan hastalar hari¢ tutuldu.

Patolojik spesmenler ayni iiropatolog tarafindan
incelendi. Siniflamada Diinya Saglik Orgiitiiniin TNM
2002, siniflamasi ve 1973 differansiasyon sistemi kulla-
nildi. Hastalar ilk iki y1l ii¢ ayda bir, sonraki ¢ yil alt1
ayda bir sistoskopi ile kontrol edildi; ist tiriner sistem
timori riski varhiginda (greyd 3 differansiye, evre T1,
multipil timor vs) yilik iirografi incelemesi yapildi.
Hastalarin ilk operasyon aninda yasi, cinsiyeti, timor
boyutu, timor sayisi; patoloji sonucuna gore tiimoriin
evresi, greydi; operasyon sonrasi yapilan intravezikal
tedaviler kaydedildi.

Post-op ilk 24 saatte belirgin hematiirisi, rezidii ti-
morii, perforasyon siiphesi, lireter agzinda timor ve
genis rezeksiyon olmayan tiim hastalara intravezikal 40
mg Mitomycin-C yapilmist1. Sonrasinda patoloji sonu-
cu TaG3, T1G2 veya T1G3 olan hastalara BCG; evre-
si Ta greydi G1 veya G2 olup tiimér boyutu 3 cmden
bityitk veya timor sayisi 1'den fazla olanlara Mitom-
ycin-C 6 hafta haftada bir kez intravezikal uygulandi.
BCG verilen hastalarda herhangi bir yan etki gériilme-
digi takdirde idame tedavi verilmistir.

Hastalar hem rekiirrens hem de progresyon agisin-
dan izlendi. Rekiirrens, takiplerde patolojiyle kanit-
lanmuis kas invaziv olan veya olmayan mesane tiimorii
saptanmasy; progresyon ise, patolojiyle kanitlanmis kas
invaziv mesane timorii saptanmasi olarak kabul edil-
migtir. Rekiirrens takibinde rekiirrens veya progresyon
gelisimi primer sonlanim noktasi, progresyon takibin-
de ise progresyon gelisimi primer sonlanim noktasi
olarak kabul edildi. Rekiirrens gelisen hastalarin re-
kiirrens izlemi sonlandirilip, progresyon izlemine de-
vam edildi. Progresyon gelismeyen hastalar en az bes
yil takip edildi.

Hastalar yas (60 yasin altinda, 60-70 yas arasi, 70
yasin stiindekiler), cinsiyet, timor boyutu (3 cmnin
altinda ve ustiinde); timor sayisi (1, 2-7 arast ve >7
olarak); evre (Ta ve T1) ve greydine (G1, G2 ve G3)
gore gruplandirildi. Bu veriler incelenerek rekiirrens ve
progresyon gelisiminde etkili olan faktorler ve bu fak-
torlerin ne kadar etkili oldugu tespit edilmeye calisildi.

Tim hastalardan yazili onam alinmisti. Caligma
retrospektif natiirde oldugu i¢i etik kurul onayna ge-
rek goriilmedi. Tiim yazarla Helsinki Deklarasyonuna
uydugunu kabul etmektedir.

Risk ve progresyon gelisimiyle risk faktérlerin kar-
silastirilmasinda Pearson ki-kare lojistik regresyon
analizi testleri kullanildi. Rekiirrens ve progresyona
kadar gecen siire analizinde Kaplan- Meier grafigi ve
istatistiksel anlamlilik analizinde Breslow testi kulla-
nildi. P degeri <0,05 anlamli kabul edildi. Istatistiklerin
yapilmasinda SPSS 17 (Chicago, IL) yazilim1 kullanild.

BULGULAR

Caligmaya toplam 316 hasta dahil edildi. Hastalarin
ortalama yas1 63.3 (31-91) yildi. Téim hastalarin ortala-
ma takip siiresi 58.8 (3-132) ay iken, progresyon gelis-
meyenlerde 68.8 (60- 132)di. Calismaya alinan hasta-
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lardan 226’sinda (% 71,5) rekiirrens ve 71’inde (% 22,5)
progresyon izlendi.

Hastalar, yas gruplarina goére ayrilip karsilastirildi-
ginda sadece tiimor boyutunun 60 yasin altindakilerde
digerlerine gore 3 cmy’ den az olma siklig1 anlamli ola-
rak daha fazla bulundu (p=0,048); bunun disinda tim
degiskenlerin (cinsiyet, timor sayisi, evre ve timor
greydi) dagilimi benzerdi (Tablo 1).

Univariete analizde hastanin yag1 (> 70), timoriin
say1st (>1), boyutu (>3 cm), evresi (T1) ve greydinin
(G3) rekiirrens gelisiminde etkili oldugu tespit edildi.
Progresyon analizinde sadece greydi 3 olan hastalarda

progresyon gelistigi goriilmiistiir. Bu nedenle progres-
yon analizinde greyd agisindan analiz yapilmamuistir.
Diger faktorler olan hastanin yas1 (> 70), tiimériin sa-
yis1 (>1), boyutu (>3 cm) ve evresi (T1) progresyon ge-
lisiminde etkili oldugu goériilmistir (Tablo 2).

Sadece greydi 3 olan hastalarda progresyon gelistigi
icin multivariete analizde de progresyon greyd analizi
yapilmadi. Lojistik regresyon analizinde hastanin yast
(> 70), timoriin boyutu (>3 cm) ve greydinin (G3) re-
kiirrens, hastanin yast (> 70) ve tiimdriin boyutunun
(>3 cm) progresyon gelisiminde etkili faktorler oldugu
gorulmustiir (Tablo 3).

Tablo 1. Yas gruplarina gore hastalarin verilerinin karsilagtirilmasi

<60 60-70 >70 p degeri
Say1
Cinsiyet (e/k) 98/22 88/21 74/13 0,715
Tumor sayisi (tek/ ¢ok) 74/46 55/54 51/36 0.216
Timor boyutu (<3, >3 cm) 67/53 44/65 38/49 0,048
Evre (Ta, T1) 61/59 45/64 34/53 0,179
Histolojik Patern (G1-2, G3) 74/46 63/46 47/40 0,542
Tablo 2. Rekiirrens ve progresyon i¢in tek degisken analizi
Rekiirrens Progresyon
Atfedilen Risk (%95 Giiven Araligr) P degeri Atfedilen Risk (%95 Giiven Araligr) P degeri
Cinsiyet (erkek, kadin) 0,602 (0,328- 1,105) 0,099 0,815 (0,397- 1,673) 0,577
Yas (<70, >70) 2,018 (1,535- 2,653) <0,001 2,069 (1,1294- 3,309) 0,002
Timor Sayist (Tek, cok) 2,334 (1,381- 3,947) 0,001 4,402 (2,481- 7,809) <0,001
Timor boyutu (<3, >3 cm) 4,395 (2,576-7,500) <0,001 12,605 (5,549- 28,632) <0,001
Evre (Ta, T1) 4,858 (2,851- 8,227) <0,001 13,078 (5,461- 31,319) <0,001
Histolojik Patern (G1-2, G3) 10,748 (5,15- 22,45) <0,001
Tablo 3. Rekiirrens ve progresyon igin gok degiskenli analiz
Rekiirrens Progresyon
Risk Orani (%95 Giiven Aralig1) P degeri Risk Orani (%95 Giiven Aralig1) P degeri
Cinsiyet (erkek, kadin) 0,701 (0,33,- 1,464) 0,412 1,516 (0,510- 4,460) 0,425
Yas (<70, >70) 2,072 (1,566- 2,741) <0,001 1,876 (1,169- 3,011) 0,009
Tumor Sayisi (Tek, gok) 1,114 (0,663- 2,169) 0,681 1,920 (0,808- 4,522) 0,214
Timor boyutu (<3, >3 cm) 2,056 (1,082-3,907) 0,028 4,361 (1,545- 12,307) 0,005
Evre (Ta, T1) 1,695 (0,855- 3,339) 0,235 1,574 (0,461- 5,326) 0,469
Histolojik Patern (G1-2, G3) 6,155 (2,663- 14,227) <0,001
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Grafik 1. Yas gruplarina gore hastalarin verilerinin karsilagtirilmasi
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Hastalar yaglarina gore gruplandirilip, rekiirrense
ve progresyona kadar gegen siire analizi yapildi. Rekiir-
rens analizinde yas gruplari arasinda rekiirrense kadar
gecen siire agisindan anlamli bir fark oldugunu gordik
(p=0.001). Yas artikca rekiirrens olasilig1 artmakta ve
rekiirrense kadar gecen siire azalmaktadir (Grafik).
Progresyon analizinde de aymi sekilde gruplar arasin-
da anlaml: fark oldugunu ve yasin artik¢a progresyon
riskinin arttigini1 ve progresyona kadar gecen siirenin
kisaldigini gordiik (p= 0.004) (Figiir).

TARTISMA

KIOMK hastalarda rekiirrens ve progresyonu 6n-
gormede kullanilan popiiler iki nomogram vardir:
European Organization for Research and Treatment of
Cancer (EORTC) ve Club Urolégico Espanol de Tra-
tamiento Oncoldgico (CUETO) (Spanish Urological
Oncology Group) nomogramlar1 (3, 7). EORTC no-
mogrami hazirlanirken kullanilan ¢aligmalarda idame
BCG tedavisi verilen hastalar olmamasi bir eksikliktir
(3). Bu nedenle yiiksek riskli hastalarda progresyon
riski CUETO nomograminda daha diisiiktiir. Buna
karsin CUETO nomogrami olusturulurken de sadece
BCG tedavisi verilen hastalar ¢alismaya dahil edilmis-
tir. Bu nedenle rekiirrens orant EORTC calismasindan
daha disiiktiir, ancak BCG’ye bagl gelisen yan etkiler
tabi ki daha yiiksektir (7). Bizim serimizdeki hastalara
intrakaviter tedaviler risk faktorlerine gore her hastaya

T
125,00 0,00

T T T T T
2500 50,00 75,00 100,00 12500

Zaman (Aylar)

ozgii diizenlendigi i¢in bu konuda bir eksikligi yoktur.
Ancak ¢alismamizda CIS olan hastalara yer vermemiz
bir eksiklik olabilir. Biz CIS1n tek bagina yiiksek risk
olmast nedeniyle, istatistiksel bir dezavantaj olustur-
mamast i¢in ¢alismaya dahil etmedik.

EORTC grubunun ¢aligmasinda yasin rekiirrense
ve progresyona bir etkisi olmadig1 belirtilmistir; bu
yizden nomogramda yer verilmemistir (3). Ancak,
CUETO grubunun ¢alismasinda yas arttikca rekiirrens
ve progresyon riskinin artmasi nedeniyle nomograma
yas dahil edilmistir (7). Bu nomogramda hastalar yas-
larina gore {i¢ gruba ayrilarak (60 yasin altinda, 60-70
yas arasi ve 70 yagin istiinde) puanlama yapilmistir.
Biz de hastalar1 ayni sekilde yaslarina gore gruplandi-
rip analiz yaptik. Hem rekiirrensin hem de progresyo-
nun yasla iligkili oldugunu tespit ettik.

Calo ve ark. Italyan hastalarda yaptiklar1 calismada
BCG alan yiiksek riskli mesane kanserli hastalarda ya-
sin rekiirrens ve progresyona etkisi olmadigini goster-
mislerdir (8). Bagka bir ¢calismada ise BCG alan yiiksek
riskli hastalarda yasin, az da olsa, rekiirrens ve kanser-
siz sag-kalim stiresine etkisi oldugu gosterilmistir (9).
Margel ve ark. ise BCG alan hastalarda rekiirrensin yas-
la degismedigini, ancak progresyon riskinin yasla ¢ok
giliclii bir sekilde artigini bildirmislerdir (10). Oddens
ve ark. diisiik ve yiiksek riskli tiim hastalarla yaptikla-
r1 ¢alismada yagin rekiirrense etkisi olmadigini, ancak
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progresyon ve kansersiz sagkalima dogrudan etkili ol-
dugunu belirtmisler (11). Bu ¢alisma literatiirde bizim
caligmaya materyal-metod yoniinden en yakin calis-
madir. Rekiirrensi etkiledigine dair bir ¢caliyma Cinde
yapilmustir, bu ¢alismada yasin, tek basina, rekiirrensi
etkileyen faktor oldugu tespit edilmistir (12).

Caliymamizin retrospektif olmasi eksiklik olabilir.
Ancak en az bes yillik takibi olmayan hastalar hari¢
tutmamiz ve mesane tiimorlii hastalarda takip i¢in 6zel
dosya agmamiz veri kaybini minimuma indirmemizi
saglamustir. Caligmamiz, literatiirde KIOMK hastalar-
da yas dagilimina gore rekiirrens ve progresyona ugra-
yan hasta orani farkini en net gosteren ¢alismadir. Yine
de calismamizin prospektif caligmalarla desteklenmesi
gerektigini disiiniiyoruz.

SONUC

KIOMK hastalarda yas arttikca, ozellikle 70 yagin
iistiinde, rekiirrens ve progresyon ihtimalinin belirgin
sekilde arttigini tespit ettik. KIOMK 70 yasin iistiin-
deki hastalar siki takip edilmeli, erken sistektomi goz
oniinde bulundurulmalidir.
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Ozet

Amag: Paratestikiiler kitlelerin testis timor-
leri ile pre-op ayrimi net olarak yapilamamakta-
dir. Genellikle testis tiimort 6n tanisiyla radikal
orsiektomi yapilip nihai patoloji sonucuna gore
klinik yaklasim planlanmaktadir. Bu noktadan
hareketle, klinisyenler skrotal kitle ile karsilagtik-
larinda, bu kitlenin testis tiimorii disinda; epidi-
dimidis, tunika vaginalis, spermatik kord, yag-
kas-bag dokusu gibi destek dokular ve embriyonel
kalintilardan da orijin alabilecegini akilda tutmalt
ve tedavi yonetimini buna gore belirlemelidir.

Gereg ve Yontemler: Merkezimize 2008-2018
yillar1 arasinda skrotal kitle ile bagvurmus, testis
timorii kabul edilerek ingiiinal radikal orsiektomi
yapilan 140 hastanin patoloji sonucu geriye doniik
olarak incelendi. Patoloji sonucu paratestikiiler
kitle rapor edilen olgularin preoperatif ve posto-
peratif verileri, klinik seyri, tedavi yonetimi litera-
tiir egliginde tartigildi.

Bulgular: Retrospektif olarak incelenen se-
rimizde 13 olguda paratestikiiler kitle saptandi.
Bunlardan 10 hastada Adenomatoid tiimoér, 2 ta-
nesinde Rabdomiyosarkom, 1 hastada Anjiomik-
soma saptand.

Sonug: Intraskrotal yerlesimli kitlelerin koken
ald1g1 dokunun testis kaynakli ya da paratestikiiler
yapilardan mu kaynaklandiginin ayirici tanist sik-
likla yapilamamaktadir. Bu nedenle genelde testis
tiimorleri ile benzer sekilde radikal orsiektomi ya-
pilip kesin tan1 patolojik inceleme ile konulabil-
mektedir. Tim skrotal kitlelerin %2-3 ‘Gnii olustu-
ran paratestikiiler kitleler, skrotal kitle ile bagvuran
ve tedavi planlanmasi yapilan hastalarin ayirici ta-
nisinda akla gelmesi gereken tanilar arasinda ken-
dine yer bulmalidir. Bu konuda daha fazla sayida
hastayla ileri diizey galiymalara ihtiyag vardir.

Anahtar Kelimeler: Paratestikiiler kitle, Testis
timori, Radikal orsiektomi, Rabdomiyosarkom

Abstract

Objective: The pre-op differentiation of tes-
ticular tumors from paratesticular masses cannot
be made clearly. Generally, radical orchiectomy is
performed with pre-diagnosis of testicular tumor
and a clinical approach is planned according to the
final pathological result. When clinicians diagnose
a scrotal mass, they should considered that this
mass may be originated from epididymidis, tunica
vaginalis, spermatic cord, fat-muscle-connective
tissue, and embryonic remnants and should deter-
mine the treatment management accordingly.

Material and Methods: The pathology results
of 140 patients, who were admitted to our center
between 2008 and 2018 presenting scrotal mass
and underwent inguinal radical orchiectomy con-
sidering as testicular tumor, were retrospectively
analyzed. Preoperative and postoperative data,
clinical course, and treatment management of the
cases reported to be paratesticular mass by pathol-
ogy were discussed in the light of the literature.

Results: Paratesticular mass was detected in
13 cases of our retrospectively analyzed series. Of
these, 10 patients were found to have adenomatoid
tumors 2 patients have rhabdomyosarcoma and 1
patient angiomyxoma.

Conclusion: The differential diagnosis of
whether intrascrotal masses are originating from
testicular tissues or paratesticular structures is
usually cannot be made. Therefore, radical orchi-
ectomy is performed in the same way as testicu-
lar tumors and a definite diagnosis can be made
by pathological examination. The paratesticular
masses, 2-3% of the scrotal masses, should be con-
sidered in the differential diagnosis. In this regard,
there is a need for studies with a higher number
of series.

Keywords: Paratesticular mass, Testicular tu-
mor, Radical orchiectomy, Rhabdomyosarcoma,
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INTRODUCTION

In a patient with a scrotal mass, the underlying
pathology may be acute scrotum (testicular torsion,
epididymo-orchitis epididymitis, orchitis), which is
among the urological emergencies, as well as an ex-
tensive clinicopathological condition consisting of hy-
drocele, varicocele, testicular tumor, epididymal cyst/
mass, cyst-mass in the spermatic cord, and inguinal
hernia. Although the majority of testicular masses have
a malignant characteristic, approximately 70% of para-
testicular masses have a benign characteristic.(1) The
first diagnostic method in the differential diagnosis is
the ultrasound(US) following anamnesis and physical
examination. Besides the US can identify the char-
acteristics of a mass such as solid, cystic, it can show
whether it is testicular or paratesticular. It has a sensi-
tivity close to 100% in the diagnosis of testicular tumor.
(2) Magnetic Resonance Imaging(MRI) may provide
more accurate information in terms of localization, as-
sociation with surrounding tissues and invasion.(3,4)

The majority of the paratesticular masses, 2-3% of
scrotal masses, are benign. With regard testis sparing
surgery can be applied in paratesticular masses.(5)
However, standard inguinal radical orchiectomy is
performed in testicular masses except for special cases
(Solitary testis, bilateral multiple testicular masses).(6)

In this retrospective study, we aimed to evaluate
the cases operated in our center and diagnosed with
paratesticular mass within the context of the literature
and to identify the diagnosis, treatment and follow-up
procedures.

MATERIAL AND METHODS

140 patients who underwent radical orchiectomy
between 2008 and 2018 were identified retrospectively
by reviewing the hospital records in our center’s data-
base. 13 paratesticular mass cases were found.In the
first stage, a high-ligation inguinal radical orchiectomy
had been performed for all cases. When the pathology
results were reviewed, 10 Adenomatoid tumor(AT), 1
Aggressive angiomyxoma (AAM) (1) and 2 Rhabdo-
myosarcoma (RMS) cases were seen.
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RESULTS

Benign Masses

In paratesticular benign masses, patients diagnosed
with AT and AAM are followed up without any further
intervention, since additional treatment is not required
after inguinal radical orchiectomy with negative surgi-
cal margin. (7)

Malignant Masses

In both cases with RMS, time between the onset of
symptoms and the duration of admission is remark-
able and 7 and 10 days respectively. Alpha Fetoprotein,
Human chorionic gonadotropin and lactate dehydro-
genase were normal in both cases. The physical exam-
ination of the 15 years old patient, who was admitted
with the complaint of gradually increasing pain and
growth in the left hemiscrotum after the scrotal trau-
ma occurred about one week ago, revealed an increase
in the size of the left hemiscrotum, edematous appear-
ance and tenderness by palpitation (Image 1). In the
US examination, a 85x42 mm hypervascular solid le-
sion with lobular contour adhered to the testicle and
thought to be originated from the testicle was visual-
ized in the left scrotum. The subsequently performed
scrotal MRI showed a massive lesion of 113x68 mm in
size with cystic-necrotic components which involved
the left hemiscrotum nearly total and showed a hetero-
geneous contrast uptake. The pathology result of the
patient underwent left inguinal radical orchiectomy
was Stage IV embryonal type RMS.(Image 2,3) All of
the abdominal computed tomography(CT) and F-18
fluorodeoxyglucose positron emission tomography(F-
DG-PET) examinations showed a diffuse intraab-
dominal lymphadenopathy (LAP) and bone marrow
involvement. Although bone marrow aspiration and
biopsy revealed hypocellular bone marrow appearance,
RMS infiltration was not detected. VAC (Vincristine,
Actinomycin-D, Cyclophosphamide) and VC (Vink-
ristine) combination treatment was initiated for the pa-
tient. This chemotherapy treatment continued with 40
cycles. Granulocyte colony-stimulating factor(G-CSF)
treatment for cellular support was given intermittently.
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Before the radiotherapy (RT), the elevation and fixa-
tion of the right testicle onto the external oblique fascia
was performed by surgical intervention. Orchiopexy
was again performed after chemotherapy plus radio-
therapy(24 sessions of RT in total). In the last FDG-
PET, the patient is followed up with no residual and
recurrent mass.

In the other 18-year-old RMS case, the patient pre-
sented with complaints of growth and mild pain start-

G,

Figure 1. Before operation

Figure 3. Embryonal Rhabdomyosarcoma

o 3A: The majority of the neoplastic cells have oval-round nu-
cleus and primitive blastic appearance. There are too many
mitoses and apoptosis.

o 3B-C: Rhabdomyoblasts that show an increased cellularity
around the vessels and intrastoplasmic striae at the periph-
ery are visualized.

e 3-D: Desmine

ing 10 days before the left hemiscrotum. There was
no trauma and additional risk factors. On physical
examination mass lesion was found in the left caudal
junction. In US, a heterogeneous mass of 46x40 mm
in size was visualized in the inferior pole of the left tes-
ticle. The MRI showed that the mass was extratestic-
ular, solid lesion with epididymal origin. During the
exploration with inguinal approach, inguinal radical
orchiectomy plus high cord ligation was performed

: -f,t‘,.::‘. s

Figure 4. Alveolar Rhabdomyosarcoma
o 4-A-B-C: Small, round or oval cells are visualized in the
form of neoplastic islands separated from each other by

connective tissue.
o 4-C:Desmine
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since the frozen result showed a malignant character-
istic. The pathological examination revealed Alveolar
type RMS. The CT and FDG-PET for staging showed
multiple intraabdominal LAP, the largest of which was
4,5 cm in the left infrarenal area, and activity uptake
in the left scrotum.(Figure4) After that retroperitoneal
lymph node dissection(RPLND), left scrotal skin exci-
sion, right testicle elevation were performed and then
chemotherapy(VAC) and RT were started. He received
12 cycles of chemotherapy and 24 sessions of RT in to-
tal. The scrotal skin excision pathology was reported as
reactive granulation tissue and the RPLND pathology
was reported as reactive lymph node. The patient who
underwent right orchiopexy after chemotherapy plus

radiotherapy has been followed up without recurrence.

DISCUSSION

Lipomas are the most common paratesticular be-
nign tumors and constitute about 90% of spermatic
cord tumors.(7). It may sometimes be difficult to make
differential diagnosis from liposarcomas which show
a more aggressive growth, infiltrate peripheral tissues
with irregular bordersand is seen at later ages. Well-de-
fined slow-growing yellowish structure and similar US
echogenicity with normal fatty tissue are helpful in dif-
ferential diagnosis. (8,9,10)

AT is the second most common, constitude about
30% of all paratesticular masses and 60-65% of benign
tumors.(11,12,13) Non-hormone-dependent AT, also
referred to as benign mesothelioma, is often located on
the head and tail part of the epididymis, it may also
be originated from tunica vaginalis, tunica albuginea,
rete testicle, spermatic cord. Even though it can be in-
cidentally detected in epididymo-orchiectomy mate-
rial or autopsy, it is usually presented with a palpable
and painless mass.(14) An exploration with a scrotal
approach can be performed if it is definitely thought
to be an extratesticular mass with benign appearance
in the preoperative evaluation.(7) If a benign charac-
ter is detected per-operatively in the frozen sampling,
the excision if possible enucleation of the mass should
be performed and the testicle should be conserved.
(15) Surgical excision or radical orchiectomy provides
a curative treatment for adenomatoid tumors and no
additional treatment is required.
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Angiomyxoma, another benign tumor, is the mass
that usually progress slowly, generally without distant
metastasis, but with local infiltration. The best imaging
method for diagnosis is MRI.(16) Histopathological-
ly, it is divided into three subgroups: aggressive angi-
omyxoma, angiomyofibroblastoma, and superficial
angiomyxoma. In the case of these tumors, the aim is
to provide surgical magrin negativity. Despite the non-
metastatic characteristics in general, systemic imaging
should be performed because of case reports reporting
lung metastases. Angiomyxoma can also be seen in the
female urogenital system and gonadotropin-releasing
hormone analogues are used in cases with positive
estrogen, progesterone receptor and surgical margin
positivity or in cases where a complete resection can-
not be obtained. There is no similar treatment in male
patients in the literature. The high infiltration capacity
of the tumor in terms of recurrence and the surgical
margin positivity are the most important predictive
parameters. Therefore, especially patients in the risk
group should be closely followed up and surgical ex-
cision should be performed again if a recurrent mass
develops. In our patient with pathologic aggressive
angiomyxoma no tumor was detected at the surgi-
cal margin. Metastases were not detected in systemic
cross-sectional views. Routine and close follow-up did
not reveal any additional pathology.

Leiomyoma, papillary cystadenoma, angioma,
dermoid cyst, fibroma, hamartoma, teratoma choles-
teatoma, rhabdomyoma can be regarded as other be-
nign tumors. In such cases, total excision of the mass
is generally curative. However, in cases with papillary
cystadenoma is detected, a systemic evaluation should
be performed in terms of Von-Hippel Lindau (VHL).
Especially in 17% of bilateral cases, VHL coexist.(17)
Surgical excision of the mass is also curative in papil-
lary cystadenoma.

Paratesticular malignant tumors constitude about
2-3% of all intrascrotal tumors and sarcomas 2-3% of
these. Following liposarcoma and leiomyosarcoma,
RMS is the third most common paratesticular sarcoma
of childhood seen at later ages such as at the 6th and
7th decade and has a bimodal age distribution of 4 and
18 years of age.(18) Approximately 80% of it is seen
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under 21 years of age. The most common subtype is
embryonal RMS. Other subtypes include alveolar, bo-
tryoid and pleomorphic RMS.(19) One of our patients
was embryonal RMS and the other was alveolar type
RMS. Malignant paratesticular tumors, which are usu-
ally painless and rarely painful, can reach large sizes in
a short time. It is reported in the literature that 92% of
the tumor is localized at the time of diagnosis.

Treatment planning is carried out with multidis-
ciplinary approach. The basic treatment is to provide
adjuvant chemotherapy and radiotherapy after per-
forming high-ligation inguinal radical orchiectomy,
pelvic, ipsilateral or bilateral RPLND in which surgical
margin negativity is obtained. An intact testis eleva-
tion before radiotherapy should be done to protect the
fertility. In the case of scrotal involvement, hemiscro-
tectomy should be performed. If inguinal lymph node
involvement is present, inguinal lymph adenectomy
should also be added.(20)

In order to evaluate post-operative false negative
or positive results that may be caused due to surgery,
pre-operative abdomen and lung CT and FDG-PET
CT should be performed and used as a guide in sur-
gical planning. If lymph node involvement is radio-
logically positive in pre-op imaging, RPLND can be
performed with orchiectomy. Although RMS, which
can demonstrate hematogenous invasion to local pe-
ripheral tissues and lymphatic spread, primarily me-
tastasize to lung but may also to all systems. Bone
marrow aspiration and biopsy should be performed.
Because pancytopenia can be seen both secondary to
bone marrow involvement and chemotherapy, G-CSF
are used in the treatment. In children, the 5-year pro-
gression-free survival in localized disease after primary
surgery and chemotherapy plus radiotherapy reached
up to 94%, while this rate drops to 40% in the case of
metastatic disease. The 5-year progression-free surviv-
al FS increased from 68% in patients without RPNLD
to 90% in patients with RPNLD (21).

In accordance with the literature, we performed
radical orchiectomy in both patients and then applied
chemoradiotherapy. Bone marrow biopsy and testicu-
lar elevation before RT were performed in both of our
patients. One patient underwent RPLND and hemis-

crotectomy. The patient underwent orchiopexy at the
end of chemotherapy plus radiotherapy. We continue
to coordinate the treatment of the other patient with
pediatric oncology and radiation oncology.(10)

Other malignant paratesticular tumors include li-
posarcoma, malignant mesothelioma other than leio-
myosarcoma, ovarian-type miillerian epithelial tumors,
epididymal adenocarcinoma, and very rarely malig-
nant fibrous histiocytoma. The common treatment
is high-ligation inguinal radical orchiectomy similar
to RMS. Although there is no consensus in terms of
RPLND and chemoradiotherapy, they are generally not
carried out.(22)

CONCLUSION

Although paratesticular masses are rarely seen
among scrotal masses with a ratio of 1-2%, they are
rapidly progressive pathologies that may be fatal if they
are malignant tumors, and the mortality and morbid-
ity can be significantly reduced by early diagnosis and
treatment. It should be remembered that scrotal mass-
es may also be a paratesticular mass and organ loss
can be avoided with organ sparing surgeons. Malign
tumors should be close followed-up because of their
aggressive nature and frequent recurrence potentials.
As a result, there is a need for studies involving diag-
nosis and treatment outcomes of large patient series on

diagnosis and treatment.

Abbreviations
AAM: Aggressive angiomyxoma
AT: Adenomatoid tumor
CT: Computed tomography
FDG-PET: F18-fluorodeoxyglucose positron emission
tomography
G-CSF: Granulocyte colony-stimulating factor
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MRI: Magnetic resonance imaging
RMS: Rhabdomyosarcoma
RPLND: Retroperitoneal lymph node dissection
RT: Radiotherapy
US: Ultrasound
VAC: Vincristine, Actinomycin-D, Cyclophosphamide
VHL: Von-Hippel Lindau
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Ozet

Amag: Termokoter cihazi, hizli ve giivenli
stinnet i¢in lokal anestezi altinda yapilan siinnet-
lerde iilkemizde yaygin olarak kullanilmaktadir.
Termokoterle stinnet sonras: gelisebilecek komp-
likasyonlardan bir tanesi de patolojik fimozdur.
Ancak literatiirde bu komplikasyonun medikal te-
davisi ile ilgili ¢alisma yoktur. Termokoterle siin-
net sonrasi gelisen patolojik fimozisin tedavisinde
topikal kortikosteroid uygulamasmin etkinligini
aragtirmay1 amagladik.

Gereg ve Yontemler: 2009 ile 2018 yillar1 ara-
sinda, hastanemizde uygulanan siinnetler sonrasi
sekonder fimozis gelisen, yaslar1 1-8 arasinda de-
gisen 68 hastanin verileri bilgisayardan retrospek-
tif incelendi. Termokoter ve bistiiri kullanilarak
yapilan siinnetlerden sonra gelisen fimozis vaka-
lar1 iki ayr1 gruba ayrilarak topikal steroid tedavi-
sinin etkinligi degerlendirildi.

Bulgular: Termokoterle siinnet sonrasi grade
5 fimozis gelisen 32 vaka da steroid tedavisine hig-
bir yanit alinamadi. Grade 4 fimozis gelisen geli-
sen 16 vakanin ti¢ tanesinde kismi yanit alinsa da,
bu 48 vakanin tamamina cerrahi diizeltme yapildi.
Bistiiri grubunda ise grade 5 fimozis gelisen dort
vakada da steroide yanit alinamazken, grade 4 fi-
mozis gelisen sekiz vakanin dort (%50) tanesinde
ve grade 3 fimozis gelisen sekiz vakanin alt1 (%75)
tanesinde steroide yanit almarak full retraksiyon
sagland1. Bu grupta toplam on vakaya cerrahi mii-
dahale yapild.

Sonug¢: Siinnet sonrasi gelisen patolojik fi-
mozis durumlarinda da topikal steroid kremler
kismen fayda saglayabilir. Ancak termokoter kul-
lanim1 sonrasi gelisen yiiksek dereceli fimozis va-
kalarinda etkinlik gosterememektedirler.

Abstract

Objective: In our country, thermocautery
device is used extensively for circumcision per-
formed under local anesthesia for fast and safe
circumcision. One of the complications that may
occur after circumcision with thermocautery is
pathological phimosis. However, there aren’t stud-
ies in the literature regarding the medical treat-
ment of pathological phimosis after circumcision
with thermocautery. We aimed to investigate the
effectiveness of topical corticosteroid application
in the treatment of pathological phimosis devel-
oped after circumcision with thermocautery.

Material and Methods: Data of 68 patients
(aged: 1-8 years) who developed phimosis second-
ary to circumcisions performed by one surgeon
between the years 2009 and 2018 were analysed
retrospectively from a computerised database.
Cases of phimosis developed after circumcisions
performed using thermocautery and scalpel were
analysed in two separate groups, and the effective-
ness of topical steroid treatment was evaluated.

Results: In the thermocautery group, 32 pa-
tients who developed Grade 5 phimosis didn't
respond to steroid therapy, while only three of 16
(18.75%) cases with Grade 4 phimosis responded
partially to topical steroid treatment. All these
48 cases were treated with surgery. In the scalpel
group, no therapeutic response was elicited in four
cases who developed Grade 5 phimosis. Howev-
er, four out of eight (50%) patients with Grade 4
and six out of eight (75%) patients with Grade 3
phimosis responded to steroid therapy, and full re-
traction of the foreskin was achieved. In the scal-
pel group, ten cases underwent surgical revision.
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INTRODUCTION

Inability to retract the foreskin behind the glans
due to adhesion between the foreskin and the glans
is defined as phimosis. It occurs during the neonatal
period as a physiological condition in 96% of cases.
The incidence of phimosis decreases with age and only
10% of three years old boys have phimosis (1). How-
ever, pathological phimosis may develop secondary
to chronic infections or circumcision. In recent times,
thermocautery has become a popular method of cir-
cumcision, especially in children with bleeding dias-
thesis. One of the most frequently seen complications
after circumcision is the development of phimosis. In
secondary phimosis cases seen after thermocautery cir-
cumcision, a very hard fibrotic ring (cicatrix) develops,
which entraps the glans penis. Surgical intervention is
often required to resolve this problem (2). The risk of a
re-operation after circumcision is a serious concern in
families. Therefore, they usually want the problem to
be eliminated by non-surgical method.

Moreno et al conducted a systematic review of 12
studies. They reported that topical steroid cream ap-
plication in phimosis could be a safe alternative before
surgery (1). The success rates of steroid creams in the
treatment of phimosis have been reported in the liter-
ature between 65% and 90% (3). In previous studies, it
has been reported that topical steroid cream applica-
tion and stretching methods can be used as an alterna-
tive to surgery both in cases with phimosis following
circumcision and physiological phimosis. However,
phimosis cases reported in these studies were the ones
developed after circumcisions performed using meth-
ods other than thermocautery (4,5). In the literature,
we have not encountered any study that tested the use

of steroids in the treatment of phimosis that devel-
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Conclusion: Topical steroid creams may be partially beneficial
in cases of pathological phimosis after circumcision. However, they
do not show efficacy in cases of high-grade phimosis after thermo-
cautery use.

Keywords: Cautery, circumcision, phimosis, topical steorid

oped after thermocautery. In this study, we evaluated
the effectiveness of the highly potent steroid clobetasol
propionate in the management of secondary phimosis
developed after thermocautery or scalpel circumcision.

MATERIAL AND METHODS

A computerised database of patients who devel-
oped phimosis secondary to circumcision procedures
and who were treated with topical steroid application
between the years 2009 and 2018 at our hospital was
retrospectively analysed. Patients who developed sec-
ondary phimosis after circumcision by thermocautery
or scalpel were included in the study. Physiological phi-
mosis patients were not included in the study. A total
of 72 childrens whoes families accepted topical steroid
cream treatment for secondary phimosis after circum-
cision with thermocautery. However, three patients in
the thermocautery group and one patient in the scalpel
group did not continue steroid treatment. These pa-
tients were excluded from the study. 68 patients con-
tinued to apply steroid cream. Patients with a median
age of 3.1 £ 1.1 years (range 1-8 years) were included
in the study. All of the circumcisions were performed
using the guillotine method in which skin and mucosa
are cut simultaneously with thermocautery (n = 48) or
scalpel (n=20) (6). Prior to treatment, a physical ex-
amination was performed, and phimosis was graded
based on the classification system outlined by Kikiros
et al. (Grade 0=Full retraction, Grade 1= Full retrac-
tion but tight behind glans, Grade 2= partial exposure
of glans, Grade 3= Partial retraction but meatus just
visible, Grade 4= Slight retraction but neither meatus
nor glans can be exposed, Grade 5= Absolutely no re-
traction) (7). Cases of phimosis developed as a com-
plication of circumcision using thermocautery were
Grade 5 (n = 32) and Grade 4 (n = 16). In the scalpel
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group (n=20), secondary phimosis was classified is
Grade 5 in 4 cases, Grade 4 in 8 cases and Grade 3 in 8
cases. Before initiating treatment, families were offered
surgery to revise the circumcision or topical steroid
cream application. For six to eight weeks, every morn-
ing and night after showering, 0.05% clobetasol propi-
onate (Dermovate 0.05% 50 Gr, Turkey) was applied as
a topical cream. The families were informed about pos-
sible local and systemic side effects of topical steroids,
including thinning of the skin, pigmentations, striae,
telangiectasia, hirsutismus and Cushing syndrome,
and their formal structured informed consent were ob-
tained. The method used to apply the topical cream af-
ter slightly retracting the foreskin was demonstrated to
the families. At the end of the application period (6-8
weeks), according to the classification made by Kikiros
et al. in cases where complete retraction was achieved
(Grades 0, 1 and 2), response to the steroid was con-
sidered to be successful. Surgical treatment was ap-
plied to patients who did not respond to steroid cream
treatment. The sleeve method described for circumci-

sion was modified and the stenotic ring was removed.
Our study was approved by the local Ethics Committee
regarding Helsinki Declaration and written informed
consent was obtained from all participants. (Register
No: 2018 / 15-29)

RESULTS

The results we obtained from our study are sum-
marised in Table 1. All patients maintained the treat-
ment for six to eight weeks. None of the 32 (0%) patients
with Grade 5 phimosis developed after thermocautery
responded to application of 0.05% clobetasol propio-
nate cream. All of these patients underwent circumci-
sion revision surgery (Figures 1 and 2).

Of the 16 cases of Grade 4 phimosis developed after
thermocautery, 13 (81.25%) did not respond to therapy,
and they underwent surgery. Three of these (18.75%)
cases improved to Grade 3. Despite prolonging the
treatment for another two weeks, these three cases did
not improve further. At control visits one week later,
development of Grade 4 phimosis necessitated surgical
revision. During postoperative follow-ups, no problems
were experienced.

Table 1: Demographic characteristics of the patients and their therapeutic response rates

Number of patients (n)

68

Phimosis developed after use of thermocautery

Phimosis developed after scalpel circumcision

48
20

Age range 1-8 years (3.1 £ 1.1)
Topical steroid cream used 0.05% clobetasole propionate
Duration of application 6-8 weeks
Total number of cases with phimosis in the thermocautery group (n) 48 (0%)
Grade 5 phimosis cases 32 (0%)
Grade 4 phimosis cases 16 (0%)*
Total number of cases with phimosis in the scalpel circumcision group (n) 20 (50%)
Grade 5 phimosis cases 4 (0%)
Grade 4 phimosis cases 8 (50%)
Grade 3 phimosis cases 8 (75%)

*: Partial response was obtained in three cases, and treatment was continued for an additional two weeks. However, in these cases Grade

4 phimosis still developed.

& Partial response was obtained in two cases, and treatment was continued for an additional two weeks. However two patients still

developed Grade 3 phimosis.

#: Values within parentheses demonstrate response rates to treatment
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Figure 1. Grade 5 phimosis developed following thermocautery
circumcision

In the four patients who developed Grade 5 phimo-
sis after scalpel circumcision, steroid treatment did not
elicit any response (0%), so surgical revision was per-
formed. In the eight cases of Grade 4 phimosis, four
responded (50%) to steroid treatment. After treatment,
one of these (25%) cases improved to Grade 0, and three
cases (75%) to Grade 1. Surgical revision was performed
for four patients (50%) who did not improve. Six of the
eight (75%) patients with Grade 3 phimosis treated with
topical steroid application improved to Grade 0 after six
weeks of therapy. In two of these (25%) patients whose
phimosis improved to Grade 2, treatment was pro-
longed for an additional two weeks. At a control visit
one month later, their phimosis has worsened to Grade
3, which required surgical intervention. Steroid-related
side effects were not observed in any case.

DISCUSSION

Circumcision is one of the most frequently per-
formed surgical interventions, and its application dates
back to ancient times (8). Therefore, many surgical
techniques and equipment have been designed for cir-
cumcision. Various complications have been observed
depending on the equipment and technique used.
Simple complications, such as bleeding, can develop,
while critical complications such as secondary phi-
mosis, which might require surgical re-intervention,
may be seen. Krill et al reported secondary phimosis
requiring reoperation in 2% of cases after circumci-
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Figure 2. Appearance of the penis in figure 1 after surgical re-
vision

sion (9). In a recent study, the plastibell technique was
compared with the conventional method. The rate of
development of secondary phimosis was found to be
2.4% in the conventional method which was reported
to be statistically significant (10). A new generation of
devices using thermocautery to perform circumcision
is commonly used in developing countries. Akyiiz et
al reported that one of the most frequently developed
complications after circumcisions performed using
thermocautery was secondary phimosis. In the same
study, incidence of secondary phimosis related to ther-
mocautery was reported to be 0.38 percent (2).

In recent years, topical steroid creams have been
used in the treatment of phimosis due to their low
cost, side effects and ease of administration. As is the
case with congenital phimosis, topical steroids can be
used as a course of treatment before surgical correc-
tion of secondary phimosis. We informed the families
in this study about surgical treatment, medical thera-
py with topical steroids, and the success rates of these
treatments. The penile retraction with steroid cream is
self-treatment modality. Therefore, compliance with
the treatment and motivation of parents is very im-
portant. The cases in our study were children who had
undergone circumcision under local anesthesia during
circumcision campaigns, who had experienced psy-
chological trauma as a result. All of the families pre-
ferred topical steroid treatment in the hope of avoiding
surgical re-intervention.
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Two mechanisms have been reported for steroid
creams used in the treatment of phimosis. It is thought
that their anti-inflammatory and immunosuppressive
actions block the formation of prostaglandin and leu-
kotriene precursors from mediators that play a role in
cutaneous inflammation. Importantly, they inhibit the
synthesis of glycosaminoglycans, especially hyaluron-
ic acid and collagen, from fibroblasts with subsequent
thinning of the skin (11). Topical steroid application
haslocal and systemic side effects, mainly skin atrophy.
Systemic adverse effects of topical corticosteroid on the
foreskin in cases of phimosis on the hypothalamic-pi-
tuitary-adrenal axis have not been reported (12). Gol-
ubovic et al. could not detect any difference in morning
cortisol levels between individuals treated with beta-
methasone and control groups (13). In our study, we
did not encounter any local or systemic side effects of
topical steroid therapy. As indicated in many studies in
infants aged less than six months, topical steroids have
a high penetratrion, and the use of very potent topical
steroids should be avoided (14). In our study group, the
youngest patient was one years old.

The most efficient use of topical corticosteroids is
still under debate. A few studies related to their use in
phimosis suggest that use of topical steroids for four
weeks is safe and effective (15,16). Esposito et al. re-
ported that in congenital phimosis, topical steroid
application has success rates ranging between 65 and
95% and indicated that this method is a safe and eco-
nomical alternative to surgery (17). Even though the

effectiveness of topical steroids has been demonstrat-
ed in many studies, the best topical steroid agent and
application protocol have not yet been defined Lee et
al. reported a 68% success rate with 0.05% clobetasole
propionate cream. They indicated that this procedure
is a safe, simple and effective method without any sig-
nificant side effects in prepubertal children with se-
vere phimosis (18). In another study, Kiss et al. applied
mometasone furoate in the treatment of pathological
phimosis due to balanitis xerotica obliterans in chil-
dren. All patients underwent surgical intervention be-
cause phimosis was not treated (19). In a similar study,
Makhija and colleagues applied mometasone cream in
non-retractable prepuce and reported a success rate of
84% (20)). Similarly, Favorito et al. reported that they
received 85% response to betamethasone cream (0.2%)
+ hyaluronidase treatment in physiological phimosis.
When they applied circumcision to the cases that did
not respond to treatment, examined histopathological-
ly, they determined that elastic fibers decreased, and
type III collagen increased (21).

We also preferred to use highly potent steroids for
topical treatment. Fibrotic rings encountered in phimo-
tic cases developed after circumcisions performed with
thermocautery were harder than those formed in cases
of congenital phimosis. The pathological examination
of the surgically excised scar tissue which did not re-
spond to steroid treatment, showed hypertrophic scar
tissue formed by hypocellular thick and coarse colla-
gen bundles and dense inflammation (Figure 3).

Figure 3. Illustrations of routine sections prepared with hematoxylin - eosin staining are shown in this figure. Hypertrophic scar
tissue proliferating, leaving a narrow lesion-free zone beneath the overlying superficial squamous epithelium is seen. This scar tissue
is composed of thick coarse relatively hypocellular collagen bundles when compared with surrounding tissues. The presence of
interspersed congested blood vessels and mixed inflammation is seen (3A- Arrow).
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We considered that in these cases of phimosis, top-
ical steroids with a lower potency may be less effec-
tive, so we used topical steroids with a higher potency.
Though a partial response was obtained in three cases,
we could not elicit any long-term response to thera-
py in the thermocautery group, so we had to perform
surgery for all patients. In cases of phimosis that devel-
oped secondary to scalpel circumcision, we obtained a
lower response rate (50%) similar to that achieved in
previous studies.

As to the limitations of the study, the penile retrac-
tion with steroid cream is self-treatment modality. Mo-
tivation and sensitivity of the parents in the application
of steroid cream is important.

CONCLUSION

We think that the use of topical steroid creams is
not beneficial in children whose circumcision was
performed using thermocautery and who developed
Grade 4 and 5 scars secondary to circumcision. In our
cases, when circumcision had initially been performed
under local anesthesia, application of topical steroid
therapy was psychologically traumtic for children and
their parents. If thermocautery is used for circumci-
sion, then a firmer fibrotic ring is formed, so cases with
higher grades of phimosis are encountered. Though
it is useful in some cases of congenital phimosis, un-
fortunately topical steroids are almost useless in these
secondary cases. In cases of high grade phimosis de-
veloped after the use of thermocautery, we think that
direct surgical revision without spending time on med-
ical treatment is a more appropriate approach.
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Ozet

Amag: Agir1 aktif mesane (AAM) ve ¢ocuk-
luk gag1 iseme bozukluklar: 6nemli ve sik rastla-
nilan saghk sorunlaridir. Literatiirde gocukluk
¢ag1 iseme bozukluklarmin eriskin ¢agda AAM
igin 6nemli bir risk faktorii oldugu gosterilmistir.
Biz de ¢ocukluk ¢aginda iseme bozuklugu gorii-
len kisilerde eriskin cagda AAM ortaya ¢ikmasini
kolaylastiran faktorleri ortaya koymay1 amagladik.

Gereg ve Yontemler: Cocukluk ¢aginda ise-
me bozuklugu goriilen 144 hasta caligmaya dahil
edildi. Hastalar eriskin donemde AAM goriilenler
(1. Grup) ve gorulmeyenler (2. Grup) olarak 2
gruba ayrildi. Tiim hastalara demografik bilgile-
rini, yeme igme aligkanliklarini sorgulayan anket
formu uygulandi.

Bulgular: 1. grupta 44 kadmn (%59,5), 30
erkek (%39,5) dahil edildi. 2. grupta 31 kadin
(% 44,3), 39 erkek (% 55,7) vardi. 1. Grup Viicut
kitle indeksi ortalamasi (26,0+5,2) 2. gruptan
(24,4%3,4) yiiksek bulundu. (p=0,034). Gruplar
arasinda yeme i¢me ahgkanlhklarindan giinlitk
su, ¢ay ve kahve tiiketimi arasindan fark yoktu.
Aci tiiketiminin ise 1. Grubun 2. Gruptan anlaml
olarak yiiksek oldugu saptandi (p=0,003). Sigara
tiiketimi agisindan gruplar arasinda anlamli fark
saptanmadi (p=0,796). Alkol tiiketimi 1. Grupta
fazla olmakla birlikte istatiksel anlamli fark sap-
tanmadi (p=0,591).

Sonug: Cocukluk ¢aginda iseme bozuklugu
olan hastalarda eriskin ¢agda AAM igin risk fak-
torleri olarak obezite ve ac1 yiyecek tiiketimi ola-
bilecegini ortaya koyduk. Daha biiyiik hasta grup-
lari ile yapilacak prospektif ¢alismalar ile bu risk
faktorleri ve etiyolojide yer alabilecek farkli risk
faktorlerinin belirlenebilecegini diisinmekteyiz.

Anahtar Kelimeler: Cocukluk ¢ag1 iseme bo-
zukluklary, agir1 aktif mesane, risk faktorleri.

Abstract

Objective: Overactive bladder (OAB) and
childhood voiding disorders are important and
common health problems. In the literature, child-
hood voiding disorders have been shown to be
an important risk factor for OAB in adulthood.
We aimed to reveal the factors that facilitate the
emergence of AAM in adulthood in patients with
childhood voiding disorders.

Material and Methods: 144 patients with
voiding disorders in childhood were included
in the study. The patients were divided into two
groups as those with OAB (Group 1) and those
without OAB (Group 2). Demographic data and
eating habits of all patients were determined with
a questionnaire.

Results: In the group 1, 44 women (59.5%)
and 30 men (39.5%), in the second group, 31
women (44.3%) and 39 men (55.7%) were includ-
ed.. The mean body mass index of the group 1
(26.0+5.2) was higher than the group 2 (24.4+3.4)
(p=0.034). There was no difference between eat-
ing habits between daily water, tea and coffee
consumption. Hot chilli consumption was signifi-
cantly higher in Group 1 than Group 2 (p=0.003).
There was no significant difference in cigarette
consumption between the groups (p=0.796). Al-
cohol consumption was higher in Group 1 but
there was no statistically significant difference
(p=0.591).

Conclusion: We found that obesity and hot
chilli consumption may be risk factors for OAB
in adulthood in patients with voiding disorders in
childhood.

Keywords: Childhood voiding disorders,
overactive bladder, risk factors.
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GiRis

AAM, ani sikigma hissi ile beraber idrar kagirma ol-
sun veya olmasin genellikle giindiiz sik idrara ¢ikma ve
noktiirinin eglik ettigi bir rahatsizliktir (1) AAM %12-
17 arasinda goriiliir ve yasla birlikte insidans artar (2).
Literatiirde yapilan ¢alismalarada AAM etiyolojisinde
obezite, yas, diyabet, norolojik hastaliklar, gegirilmis
jinekolojik cerrahiler oldugu gosterilmistir (3, 4). Yine
cocukluk ¢ag1 iseme disfonksiyonu ve eniirezis noktiir-
na ile erigkin yasta goriilen sik idrara ¢ikma, ani sikis-
ma hissi, noktiiri ve urge inkontinans arasinda belirgin
iliski oldugu gosterilmistir (5).

Entirezis noktiirna uluslararast ¢ocuk kontinans
dernegi terminoloji raporunda uyku esnasinda idrar
tutamama olarak tanimlanmistir (6). Diinya Saglik
Orgiitii tarafindan diizenlenen ICD-10 (Zihinsel ve
davranigsal bozukluklar siniflamast) ve DSM-5 (men-
tal bozukluklar siniflamasi) tani kriterlerine goére ¢o-
cukluk ¢aginda 5 yas tizerinde iken en az 3 ay boyunca,
ayda bir kez veya daha sik uykuda altini 1slatma entire-
zis noktiirna olarak belirtilmistir (7, 8).

Literatiirde yapilan ¢aligmalarda ailesinde idrar ka-
¢irma Oykisil olan bireylerde sikisma tipi idrar kagir-
ma siklig1 artmis oldugu gosterilmistir (9, 10). Bu da
AAM etiyolojisinde genetik faktorlerin de olabilecegini
diisiindiirtmektedir. Genetik faktorlerin yaninda AAM
gelisiminde yagam tarzi ve yeme i¢gme alagkanliklarinin
da 6nemli olabilecegini diisiinmekteyiz. Bu nedenle
caligmamizda amacimiz ¢ocukluk ¢aginda iseme bo-
zuklugu izlenen hastalarda eriskin ¢cagda AAM gelisi-
mini kolaylastirabilecegini diistindiigtimiiz obezite ve
yeme i¢me aliskanliklar1 gibi risk faktorlerini ortaya
koymaktir. Béylece cocukluk ¢agi iseme disfonksiyonu
olan hastalar1 takip eden klinisyenlere bu hastalarda
yetiskin cagda AAM sendromu ortaya ¢ikmamasi igin
verilebilecek yasam tarzi 6nerilerini ortaya koyabilece-
gimizi diistinmekteyiz.

GEREC VE YONTEMLER

Pamukkale Universitesi etik kurulu 25.09.2018
tarih ve 18 sayili izni sonrasinda ¢aligmaya baslandi.
Uroloji poliklinigine bagvuran ve AAM tanisi koyulan,
cocukluk ¢aginda da AAM veya eniirezis noktiirnast
olan 18-49 yas aras1 74 hasta 1. grup olarak ¢aligmaya

dahil edildi. Cocukluk ¢aginda AAM ve/veya eniirezis
noktiirnast olan ancak eriskinlikte gikayeti olmayan
18-49 yas arast saglikli 70 kisi 2. grup olarak ¢alismaya
dahil edildi. Cocukluk ¢aginda 5 yas {izerinde iken en
az 3 ay boyunca haftada 2 ve daha ¢ok kez gece uy-
kuda altini 1slatan hastalar entirezis noktiirnali kabul
edildi ve calismaya dahil edildi. Giinde en az bir kez
ani stkisma hissi ile beraber idrar kagirma olsun veya
olmasin, beraberinde giindiiz sik idrara ¢itkma ve nok-
tirinin eslik ettigi hastalar AAM kabul edilerek ¢alis-
maya dahil edildi. Bu ¢aligmaya nérojenik mesaneli,
mesane ¢ikim tikaniklig1 ve tas, timor gibi iiriner sis-
tem hastaliklar1 veya enfeksiyonu olan hastalar alinma-
di. Beraberinde alt iiriner sistem fonksiyonlarini etki-
leyecek ilag kullananlar ¢aligmaya alinmadi. Hastalara
boy, kilo, ek hastalik, dogum sayisi, operasyon oykiisii,
yeme i¢cme aligkanliklar1 ve kullandig: ilaglar1 sorgula-
yan anket formu dolduruldu. Arastirmada elde edilen
veriler SPSS (Statistical Package for Social Sciences) for
Windows 22.0 programi kullanilarak analiz edilmistir.
Verileri degerlendirilirken tanimlayicr istatistiksel me-
totlar1 (Says, Yiizde, Ortalama, Standart sapma) kulla-
nilmistir. Niteliksel gruplu degiskenler arasindaki iligki
ki-kare analizi ile test edilmistir. Niceliksel verilerin
karsilastirilmasinda iki bagimsiz grup arasindaki fark
t-testi, bagimli gruplar arasindaki fark eslesmis t-testi
ve anova ile analiz edilmistir. Elde edilen bulgular %95
gliven araliginda, %5 anlamlilik diizeyinde degerlendi-
rilmistir.
BULGULAR

Arastirmada 1. Grubun yas ortalamast 34,24 iken
2. grubun yas ortalamasi 31,21 idi. Yas ortalamalar:
arasinda istatiksel anlaml fark saptanmadi (p=0,352)
(tablo 1). 1. gruptaki 74 hastanin 44t kadin (%59,5),
30’u erkek (%40,5) idi. 2. gruptaki 70 hastanin ise 39’u
erkek (% 55,7), 31’i ise kadin (%44,3) idi. 1. grupta 2.
gruptan farkli olarak kadin sayist daha fazla idi. Kadin
cinsiyetin yetiskin donemde AAM i¢in risk faktorii
olabilecegini gosterir istatistiksel anlamlilik saptanma-
d1 (p=0.068) (tablo 1).

1. grubun Viicut kitle indeksi (VKI) ortalamast
(26,0+5,2) 2. gruptan (24,4+3,4) istatistiksel anlamli
olarak yiiksek bulundu. (p=0,034) (Tablo 1).
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Gruplar arasinda yeme i¢me aligkanliklar: incelen-
diginde giinliik su tiiketimi, glinlitkk ¢ay ve kahve tii-
ketimi arasindan fark yoktu (tablo 2). Aci tiketiminde
ise 1. Grubun 2. Gruptan istatiksel anlamli olarak 6nde
oldugu saptandi (p=0,003) (Tablo 2).

Tablo 1. Demografik veriler.

Sigara titketimi agisindan gruplar karsilastirildigin-
da istatiksel anlamli fark saptanmadi (p=0,796) (tablo
2). Alkol tiiketimi acgisindan da iki grup arasinda ista-
tiksel anlamli fark saptanmadi (p=0,591) (Tablo 2).

Grup 1 (n=74)

Grup 2 (n=70)

Ort. SS
Yas 34,24 9.42
VKi 26,0 52
Cinsiyet
Erkek
Kadin

Ort. SS P degeri

31,21 8,50 0,352

24,4 3,4 0,034
% N % N P degeri
40,5 30 55,7 39 0,068
59,5 44 44,3 31 0,068

Grup 1 (n=74) Grup 2 (n=70)

Tablo 2. Yeme-i¢gme aligkanliklar:

Grup 1 (n=74)

Grup 2 (n=70)

Ort. SS Ort. SS P degeri
Giinliik su tiiketimi (litre) 2,10 0,64 2,13 0,52 0,727
Giinliik ¢ay titketimi (fincan) 7,39 4,56 7,72 4,40 0,653
Giinliik kahve tiiketimi (fincan) 1,31 1,01 1,47 1,29 0,408

Evet Hayir Evet Hayir P degeri

Act titketimi 32 42 14 56 0,003
Evet : Hergiin veya sik sik
Hayir : Hig veya nadiren
Alkol tiiketimi 13 61 10 60 0,591
Evet : Hergiin veya sik sik
Hayir : Hig veya nadiren
Sigara igme 27 47 27 43 0,796

TARTISMA

Cocukluk ¢aginda idrar kagirma (eniirezis ve giin-
diiz idrar kacirma) oldukga sik rastlanilan bir bozuk-
luktur. Eniirezis 5 yas tizeri ¢ocuklarda gece uykuda al-
tin1 1slatma olarak tanimlanmaktadir (6). Literatiirde
%15-25 arasinda oldugu bildirilmistir (11, 12). Eriskin
cagda AAM de oldukga sik rastlanilan bir saglik so-
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runudur. Cocukluk ¢ag1 idrar kacirma ve erigkinlikte
AAMnin de genetik gecisli olabilecegi gosterilmistir
(13, 14). Ik kez Moore ve ark. tarafindan ¢ocukluk ¢a-
ginda eniirezis noktiirna 6ykiisii olan ve AAM semp-
tomlar1 bulunan yetiskinlerde yapilan iirodinamik
calismada detriisor asir1 aktivitesinin daha sik gortil-
digiinii ortaya koymuslardir (15). Sonrasindaki ca-
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ligmalarda genellikle kadin inkontinansi ile ¢ocukluk
cag1 eniirezisi arasindaki iligki tizerinde durulmustur
(4, 16, 17). Literatiirde Kuh ve ark. orta yas kadinlarda-
ki idrar kagirma ile gocukluk ¢ag1 eniirezisi arasindaki
iliskiyi prospektif olarak incelemislerdir (17). Diger
tiim ¢aligmalar ise retrospektiftir.

Yapilan ¢alismalarda ¢ocukluk ¢ag1 eniirezisi ile
yetiskin ¢ag AAM’si arasindaki iliski incelenmistir.
Ancak yetigkin ¢agda AAM’nin ortaya ¢ikmasini ko-
laylastiran risk faktorleri tizerinde durulmamustir.
Sadece Kuh ve ark. arastirmalarinda risk faktorlerini
sorgulamuslardir. Yetiskin ¢ag idrar kagirma i¢in obe-
zite, histerektomi 6ykiisii, menapoz durumu, dogum
say1s1, genel saglik durumu ve sosyoekonomik diize-
yin risk faktordi olabilecegini saptamislardir (17). Biz
de ¢alismamizda ¢ocukluk ¢aginda eniirezisi ve/veya
giindiiz idrar kagirmasi olan ¢ocuklarda eriskin ¢agda
AAM goriilmesini kolaylastiran faktorleri arastirdik.
Risk faktorii olarak kadin cinsiyet, obezite, yeme-icme
aliskanliklari, alkol ve sigarayi arastirdik. Calismamiz-
da kadinlarda erigkinlikte AAM’nin daha ¢ok oldugu-
nu gostersek de istatiksel anlamli fark saptayamadik.
VKT'nin ise literatiirle uyumlu olarak erigskin AAM igin
risk faktorii olabilecegini saptadik.

Yeme-i¢me aligkanliklari ile AAM arasinda daha
once yapilan ¢alismalarda belirgin korelasyon sapta-
namamustir (18, 19). Sadece alkol titketimi ile AAM
arasinda iligki saptanmistir (18). Caligmamizda lite-
ratiirde ilk kez olarak ¢ocukluk ¢aginda idrar kagir-
masi olanlarda eriskin AAM i¢in risk faktorii olarak
yeme-i¢cme aligkanliklarini aragtirdik. Giinliik su, ¢ay
ve kahve tiiketimi agisindan gruplar arasinda istatik-
sel anlamda fark saptayamadik. Alkol titketimi AAM’li
hastalarda daha yiiksek oranda bulunsa da gruplar ara-
sinda istatiksel anlamli fark saptayamadik. Aci tiiketi-
minin ise eriskin ¢ag semptomlar: olan grupta yiiksek
olarak tesbit ettik. Bu da bize ac1 titketiminin AAM igin
risk faktorii olabilecegini gostermektedir. Gruplar ara-
sinda yeme-i¢gme aligkanliklar1 arasinda belirgin fark
saptanmamas! gruplarin homojen oldugunu da goster-
mektedir.

SONUC
Cocukluk caginda iseme bozukluklar1 ve eriskin
cagda AAM oldukgca sik rastlanilan sorunlardir. Co-

cukluk ¢ag1 iseme bozukluklarinin eriskin ¢cagda AAM
i¢in bir risk faktorii oldugu literatiirde gosterilmistir.
Biz de ¢alismamizda bu iliskiden yola ¢ikarak ¢ocukluk
caginda iseme bozuklugu goriilen hastalarda erigkin-
likte AAM goriilmesini kolaylastiran faktorleri ortaya
¢ikarmaya caligtik. Ozetle gocukluk ¢aginda semptom-
lar1 olan ¢ocuklarda eriskinlikte AAMden korunmak
i¢in obeziteden ve 6zellikle ac1 gidalardan sakinmalari-
ni1 Onerilebilecegini ortaya ¢ikardik. Ancak prospektif
ve daha yiiksek hasta sayilari ile yapilacak ¢aligmalarla
bu risk faktorleri ile iligki daha kuvvetli olarak ortaya
koyulabilir.

Etik Kurul Onayi: Pamukkale Universitesi girigim-
sel olmayan klinik aragtirmalar etik kurulu 25.09.2018
tarih ve 18 sayili izni alinmugtir.
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Ozet

Amag: PNL operasyonu uygulanan 70 yas
ustii hastalarin postoperatif sonuglarini degerlen-
dirmek ve daha gengi hastalar ile karsilagtirmak.

Gereg ve Yontemler: Kurumumuzda 2016-
2019 yillar1 arasinda 2 cmden biiyiik bobrek tast
i¢in konvansiyonel PNL operasyonu uygulanan
508 hastanin verisini retrospektif olarak degerlen-
dirdik. Hastalar yaslarina gore iki gruba ayrildi.
70 yas ve iistii hastalar grup 2, 70 yasindan kiigiik
hastalar grup 1 olarak ayrildi. Gruplar arasinda
hastalarin komorbiditeleri, ASA skorlari, viicut
kitle indeksleri (VKI), tas boyutu gibi demogra-
fik verileri ve ameliyat siiresi, floroskopi siiresi,
komplikasyon orani, hastanede kalis stiresi ve tas-
sizlik orani gibi perioperatif ve postoperatif deger-
leri kargilastirildi.

Bulgular: Grup 1'de 476 hasta, Grup 2de 32
hasta mevcuttu. Ortalama yas, yasl hasta grubun-
da 73 (70-86), geng hasta grubunda 48 (18-69)
idi. Gruplar arasinda multipl tas orani, operasyon
stiresi, floroskopi stiresi, hastanede kalis siiresi,
tagsizlik orani ve komplikasyon oranlar1 agisin-
dan fark yoktu. Ameliyat oncesi tag buyuklugi,
staghorn tag orani ve transfiizyon orani yasl has-
talarda geng gruba gore anlamli olarak yiiksekti
(strastyla; p = 0.027, 0.009, 0.003).

Sonug: PNL, biiyiik bobrek tagina sahip yash
hastalarda kabul edilebilir sonuglara sahiptir ve
gtivenle uygulanabilir.

Anahtar Kelimeler: Bobrek tasi, giivenli,

nefrolitotomi, perkiitan, yasl.

Abstract

Objective: To evaluate the operative and
postoperative outcomes in patients >70 years of
age who underwent PNL and to compare them
with a younger group.

Material and Methods: We retrospectively
evaluated 508 patient data who underwent con-
ventional PNL for >2 cm kidney stones in our
institution between 2016 and 2019. The patients
were divided in to two group according to their
age. Group 1 consisted with patient whose age is
younger than 70 years and Group 2 consisted with
patient whose age is equal or higher than 70 years.
Patients’ comorbidities, ASA scores, body mass
indices (BMI), stone size and perioperative values
such as surgery time, fluoroscopy time, complica-
tion rates, length of hospital stay and stone-free
rates were compared between the groups.

Results: 476 patients were identified in
Group 1 (younger), and 32 patients were in Group
2 (elderly). The mean age in elderly patients was
73 years (range 70-86) and 48 years (range 18-
69) in younger group. There is no difference in
multiple stone rate, operation time, fluoroscopy
time, length of hospital stay, the levels of stone
free rate and complication rates between groups.
Preoperative stone size, staghorn stone rate, and
transfusion rate was significantly higher in elder-
ly patients than younger group (respectively; p =
0.027, 0.009, 0.003).

Conclusion: PNL had acceptable results for
large kidney stones and was safe in elderly patients.

Keywords: Elderly, kidney stone; nephroli-
thotomy; percutaneous; safety
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INTRODUCTION

One of the most common diseases of the urinary
tract is nephrolithiasis, and its prevalence has been ris-
ing for the past few decades due to an increase in the
incidence of conditions such as metabolic syndrome,
obesity, diabetes mellitus, and hypertension (1). A low
complication and a high stone-free rate are the main
goals of nephrolithiasis treatment. The surgical treat-
ment recommendations include percutaneous nephro-
lithotomy (PNL) as the first choice for kidney stones
>2 cm, while extracorporeal shockwave lithotripsy
(ESWL) or endo-urology (flexible ureterorenoscpy
and PNL) are recommended for stones 1-2 cm (2).

Following the first tests of PNL by Fernstrom and
Johnson (3), this technique has advanced and became
the standard treatment for larger kidney stones as it
carries lower morbidity, shorter hospitalization, and
acceptable stone-free rates compared with traditional
surgical methods. Therefore, the requirement for open
and laparoscopic surgery has decreased (4).

However, serious complications of PNL, such as
bleeding, fever, pneumothorax, colon injury, sepsis,
and the risks of anesthesia, must be considered by both
the surgeon and the patient (5). In elderly patients, the
complication rate and length of hospital stay are even
greater than those of younger individuals, which raises
the question of whether PNL is safe for elderly patients
(6).

The aim of this retrospective study was to evaluate
the operative and postoperative outcomes in patients
>70 years of age who underwent PNL and to compare
them with a younger group to determine if differences
were present.

MATERIAL AND METHODS

We retrospectively evaluated 508 patient data who
underwent conventional PNL for >2 cm kidney stones
in our institution between 2016 and 2019. The patients
were divided in to two group according to their age.
Group 1 consisted with patient whose age is young-
er than 70 years and Group 2 consisted with patient
whose age is equal or higher than 70 years.

Patients’ comorbidities, ASA scores, body mass in-
dices (BMI), stone size and perioperative values such
as surgery time, fluoroscopy time, complication rates,
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length of hospital stay and stone-free rates were com-
pared between the groups. Radiography of kidneys,
ureters and bladder, urinary ultrasonography, intra-
venous urography and/or computerized tomography
were obtained for diagnose. Stone dimension was cal-
culated by measuring the longest axis of stone on im-
age. Total length was calculated for multiple stones.

All of the operations were performed in a single
center under general anesthesia. First, ureteral catheter
was inserted in the lithotomy position, after that the
patients were turned in to a prone position. The py-
elocalyceal system was approached with the insertion
of an 18-gauge Chiba needle under fluoroscopic guid-
ance. Tract dilation was achieved with Amplatz dila-
tors after placement of a safety guide-wire in place. At
the end of dilation, a 30 F renal sheath was placed, and
rigid nephroscopy was performed. A pneumatic lith-
otripter was used for stone fragmentation. The stone
fragments were mechanically extracted, and a 16 F
re-entry nephrostomy catheter was placed at the end of
the operation. Stone status after one session PNL was
evaluated by computerized tomography at the postop-
erative first month and described as; stone free (SF),
clinically insignificant residual fragments (CIRE, resid-
ual fragments smaller than 4 mm), and clinically sig-
nificant residual fragments (CSREF, residual fragments
larger than 4 mm or symptomatic fragments).

The patients who have not any postoperative ra-
diologic evaluation were excluded from the study.
This study was carried out with the approval of
the Sakarya university ethics committee (approval
No:71522473/050.01.04/302).

Statistical Analysis

The statistical analysis was performed using IBM
SPSS Statistics for Windows, (Version 21.0; IBM Corp.,
Armonk, NY, USA). The Kolmogorov-Smirnov test
was used to evaluate the appropriateness of the data to
a normal distribution. The continuous variables with-
out normal distributions were shown by the median
and minimum-maximum (min-max). The categorical
variables were shown as the number of cases (n) and
percentage (%). Mann-Whitney U test was used to
compare continuous data and chi-square test and Fish-
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er’s exact test were used to compare categorical data of
the 2 groups. A p value < 0.05 was considered statisti-
cally significant.

RESULTS

476 patients were identified in Group 1 (younger),
and 32 patients were in Group 2 (elderly). The mean age
in elderly patients was 73 years (range 70-86) and 48
years (range 18-69) in younger group. Elderly patients
were more likely to have greater ASA scores and charl-
son comorbidity index, with statistically significiant dif-
ference between two groups (Table 1). In group 1 stone
density was observed greater than group 2,1112 HU and
994 HU respectively (p: 0.016). Conversely, preopera-
tive stone size and staghorn stone rate were significantly

higher in group 2 (p:0.027, 0.009 respectively). There
is no difference in multiple stone rate, operation time,
fluoroscopy time and length of hospital stay between
groups (Table 2). The levels of stone free rate, CIRF and
CSRF were 66.2%, 8.2%, 25.6%, respectively in group 1
and 71.9%, 3.1% and 25%, respectively in group 2, no
significiant difference was observed (p: 0.569). Compli-
cations were assessed in two groups and Clavien grade
>3 complication rates were 2.5% and 3.1%, respectively
in group 1 and 2 (p: 0.575). However, no difference in
decrease of hematocrit levels between groups, but trans-
fusion rate was significantly higher in elderly patients
than younger group (p: 0.003). Transfusion rate was
28.1% in group 2 and 9.0% in group 1.

Table 1. The demographics of the patients stratified according to the age

Group 1 Group 2
(age<70) (age=70)
P
(n=476) (n=32)
Age (yr) (min-max) 48 (18-69) 73 (70-86) 0.000*
BMI (kg/m?*) (min-max) 26.45 (17.7-46.2) 28.4 (17.7-49.9) 0.072*
Female 154 (32.4) 18 (56.3)
Sex (n)(%) 0.006**
Male 322 (67.6) 14 (43.7)
CCI (min-max) 0 (0-7) 3 (2-6) 0.000*
<3 311 (65.3) 3(9.4)
ASA score (n)(%) 0.000**
>3 165 (34.7) 29 (90.6)
Right 216 (45.4) 13 (40.6)
Side (n)(%) 0.601**
Left 260 (54.6) 19 (59.4)
Stone size (mm)(min-max) 28.4 (7-79) 34.25 (16.3-75) 0.027*
Multipl stone (n)(%) 268 (56.3) 19 (59.4) 0.734%*
Staghorn stone (n)(%) 200 (42) 21 (65.6) 0.009**
Stone density (HU) (min-max) 1112 (354-1638) 994 (439-1446) 0.016*

BMI:Body Mass Index; CCI:Charlson Comorbidity Index; HU:Hounsfield Unit

*:Mann-Whitney U test; **:Chi-square test
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Table 2. Comparison of perioperative and postoperative outcomes of the groups

Group 1 Group 2
(age<70) (age=70)
P
(n=253) (n=30)
Operation time (min)(min-max) 70 (15-180) 65 (30-110) 0.186*
Fluoroscopy time (sec)(min-max) 120 (15-720) 110 (25-360) 0.734*
Stone-free 315 (66.2) 23(71.9)
Postoperative stone-free status (n)(%) CIRF 39(8.2) 1(3.1) 0.569**
Residual stone 122 (25.6) 8 (25)
Htc decline (min-max) 4.3 (0-20) 3.75 (0-11.9) 0.419*
Transfusion rate (n)(%) 43 (9.0) 9 (28.1) 0.003%%*
Clavien >3 complication (n)(%) 12 (2.5) 1(3.1) 0.575**%*
Hospitalization time (day)(min-max) 3(1-13) 4(2-22) 0.164*

CIRF: Clinically Insignificant Residual Fragment; Htc:Hematocrit
*:Mann-Whitney U test; **:Chi-square test; ***:Fisher-Exact Test

DISCUSSION

Patients with kidney stone disease have signifi-
cantly lower quality of life (QOL) scores compared
to the general population; advanced age and a higher
body-mass index are related with a worse QOL and
decreased physical well-being (7). In addition, elderly
patients are at greater risk for morbidity and mortality
after surgery because of their high incidence of surgery
stress and lower functional capacity. Therefore, an eval-
uation of risk factors and individuals before surgery is
vital to prevent complications (8). These factors raise
the question for urologists of whether PNL is safe for
elderly patients.

PNL is primarily recommended for large (>2 cm)
kidney stones and offers the advantages of being less
invasive, requiring a shorter hospitalization time, and
producing a faster recovery than open and laparoscop-
ic techniques (9). However, serious complications,
such as bleeding requiring a blood transfusion (11.2%—
17.5%), fever (21%-32.1%), pneumothorax (0%-4%),
colon injury (<1%), and sepsis (0.25%-1.5%), should
be taken into consideration (10). These complications
will be more threatening for elderly patients. In this
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study, we assessed the safety and efficacy of conven-
tional PNL in elderly patients.

Buldu etal. (11) investigated whether aging impact-
ed surgical outcomes in PNL and did not find a sta-
tistically significant difference in the mean duration of
surgery, postoperative hematocrit drop, or the compli-
cation and success rates between younger and elderly
groups. Similarly, in our study, the stone-free, clinically
insignificant residual fragment , and clinically signif-
icant residual fragment rates were 66.2%, 8.2%, and
25.6%, respectively, in Group 1 and 71.9%, 3.1%, and
25%, respectively, in Group 2; no significant difference
was observed (p: 0.569). Complications were assessed
in the two groups, and 2.5% and 3.1% of patients had
a Clavien grade complication rate >3 in Group 1 and
Group 2, respectively (p: 0.575). However, no differ-
ences were found in the hematocrit levels or operation
times between these two groups. Besiroglu et al. (12)
also compared the PNL success and complication rates
in four groups that were stratified according to age
(40-49 years, 50-59 years, 60-69 years, and >70 years),
and they found the major complication (Clavien grade
3-4) rates were 5%, 3.6%, 5.4%, and 2.2%, respective-
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ly; however, there were no statistically significant dif-
ferences between the four groups. They demonstrated
that PNL can be safely recommended for large kidney
stones in elderly patients. Their results were similar to
our study findings; 2.5% and 3.1% of patients in Group
1 and Group 2, respectively, demonstrated Clavien
complication rates that were > grade 3 (p: 0.575).

The main goal of PNL treatment should be a high
stone-free rate with a low complication rate. In a series
of 3310 patients, Okeke et al. (6) compared the data
of 334 elderly and 2976 younger patients who under-
went PNL. They reported a 78.7% stone-free rate in the
elderly group and a 79.1% rate in the younger group,
which was statistically insignificant (p: 0.892). We also
found no statistically significant difference between
Group 1 and Group 2.

However, blood transfusion rates were reportedly
higher in elderly patients compared with younger pa-
tients following PNL (13). Abedali et al. (14) report-
ed that the transfusion rate was 10.2% in patients >80
years who underwent PNL and statistically higher
compared with younger groups (p <0.001). Besiroglu
et al. (12) demonstrated a 13.3% transfusion rate in
their >70-year-old group, and there was no statistically
significant difference between their younger groups (p:
0.15). This rate was 30% and 9.1% for the elderly and
younger groups, respectively (p: 0.003) in our study.
Our transfusion rate appears higher when compared
to the findings of other manuscripts, but our lower pa-
tient number was the factor that led to our high rate.

Kuzgunbay et al. (15) evaluated the results of 300
PNL procedures, and Nakamon et al. (16) examined
446 patients who had undergone PNL; there were no
statistically significant differences in the length of hos-
pital stay when both elderly and younger patients were
compared in these two series. However, other reports
have found that elderly patients had a longer hospital
stay compared with younger patients (11). Our results
indicated that the average length of stay was three days
in Group 1 and four days in Group 2, which was not
statistically significant (p: 0.164).

There were several limitations of this study. First,
it was a retrospective study, and we could not obtain

information regarding any change in glomerular fil-
tration data that may have been affected by the PNL
surgery. Our sample size was also small, and we had
only a single session stone-free rate. We were unable
to determine the stone-free rates after additional inter-
ventions, such as ESWL or retrograde intrarenal sur-
gery after PNL.

CONCLUSION

Due to the increase in the elderly population, the
number of surgeries required by elderly patients is
also rising, which will lead to an increase in complica-
tion risks. PNL had acceptable results for large kidney
stones and was safe in elderly patients. These results
should provide relief for patients and urologists before
surgery and aid in deciding upon the best treatment
method.
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Ozet

Amag: Asir aktif mesane (AAM) ani sikigma
ile karakterize ve yasam kalitesini olumsuz etki-
leyen bir durumdur. Yas, obezite, parite, diabetes
mellitus (DM), hiperlipidemi gibi durumlarin
AAM ile iligkisi oldugu gosterilmistir. Bu aligma-
da aile hekimligi polklinigine iirolojik semptom-
lar diginda bagvuran hastalarin boy, kilo, bel ve
kalga gevresi, beden kiitle endeksi gibi demografik
verileri ile birlikte glukoz, kolesterol, hemoglobin
gibi laboratuar verilerinin AAM ile iligkisi aragti-
rilmustir.

Gereg ve Yontemler: Aile hekimligi polikli-
nigine bagvuran 100 kadin hastanin yas, boy, kg,
beden kitle endeksi(BMI), bel/kal¢a orani, bel/
boy orani gibi demografik verileri ile birlikte, kan
glukoz, kolesterol, trigliserit (TG), Hemoglobin,
TSH, Vit D3, Vit B12 gibi laboratuar degerlerinin
bu hastalara doldurulan AAM semptom skoru
(OAB-V8) anketinin sonuglari ile karsilastirildi ve
etkisi degerlendirildi.

Bulgular: Hastalarin OAB-V8 semptom
skorunu; yas, kg, BMI, Bel gevresi, Bel/kal¢a ora-
ni, bel/boy orani ve total kolesterol degerleri ile
arasinda korelasyon oldugu tespit edildi. Total
kolesterol yiiksekligi, birden ¢ok kronik hastalik
varligi, hemoglobinin 12den yiiksek olmasi ve
santral tip obezitenin agir1 aktif mesane semptom
skoru anket puanini artirdigi saptandi.

Sonug: Asir1 aktif mesane multifaktoriyel bir
hastalik olup yas, santral tip obezite ve birden fazla
kronik hastalik varligit AAM semptomlar: tizerin-
de etkili olabilir.

Anahtar Kelimeler: Agir1 aktif mesane, obe-
zite, yas, OAB-V8 sorulari, diabetes mellitus, hi-
perlipidemi.

Abstract

Objective: Over active bladder (OAB) is a
situation characterized by urgency which nega-
tively affects quality of life. Associations have been
shown between situations like age, obesity, parity,
DM and hyperlipidemia with OAB. In this study,
patients attending a family practice clinic without
urologic symptoms had demographic and labora-
tory data researched for correlation with OAB.

Material and Methods: A total of 100 female
patients attending a family practice clinic had de-
mographic features like age, height, weight, BMI,
waist/hip ratio, and waist/height ratio and labo-
ratory values like blood glucose, cholesterol, TG,
hemoglobin, TSH, vitamin D3 and vitamin B12
compared for their effect on the OAB-V8 survey.

Results: The OAB-V8 symptom score of pa-
tients was identified to have correlations with age,
weight, BMI, waist circumference, waist-hip ratio,
waist-height ratio and total cholesterol levels. El-
evated total cholesterol, presence of more than
one chronic disease, hemoglobin above 12 and
central-type obesity were identified to increase
OAB-V8 symptom score.

Conclusion: OAB is a multifactorial disease
and age, central-type obesity and more than one
chronic disease may affect OAB symptoms.

Keywords: Overactive bladder, Obesity, Age,
OAB-V8 questionare, Diabetes Mellitus, Hyper-

lipidemi.
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INTRODUCTION

The International Continence Society (ICS) defines
overactive bladder (OAB) generally as sudden feel-
ings of urgency accompanied by urine leak or not, in-
creased frequency of urination and frequent urination
at night. (1,2) These symptoms negatively affect quali-
ty of life. (3) According to this definition of ICS, OAB
prevalence was detected as 12.2-24.7% in the society.
(4) OAB prevalence was reported between 11.8 and
16.9 in Turkey. In a current study, urgency symptom
was reported as 29.3% in Western Turkey (5).

Studies have shown that demographic features like
age, obesity and parity (6) and laboratory parameters
like diabetes mellitus (DM) and hyperlipidemia(7-8)
are associated with OAB. A strong relation was detect-
ed especially between obesity and OAB(9,10) but there
is no study on obesity type in literature.

Since OAB diagnosis is generally based on sub-
jective symptoms, results reported by the patient are
regarded to be very important for the evaluation and
treatment of OAB patients and many surveys were
formed to objectively measure these subjective symp-
toms.(11) The overactive bladder symptoms score
(OAB-V38) is a short and powerful survey used to as-
sess OAB symptoms and effect on quality of life.

In this study, we planned to assess the correlation of
obesity type and laboratory parameters with OAB for
female patients attending a family practice for reasons
other than urologic symptoms.

MATERIAL AND METHODS

A total of 100 female patients over the age of 30
years attending the family practice for complaints oth-
er than urologic symptoms completed the overactive
bladder symptom score-version 8 (OAB-V8) form. Pa-
tients had demographic data like body weight, number
of pregnancies and births, presence of chronic disease,
height, waist and hip circumference measurements,
body mass index (BMI), waist/hip (W/H) and waist/
height (W/HT) ratio recorded.

Total cholesterol (T. chol), triglyceride (TG), LDL
cholesterol, HDL cholesterol, hemoglobin, vitamin
D, blood glucose levels, TSH, and vitamin B12 values
were investigated. As OAB symptoms are more com-
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mon in postmenopausal and climacterium periods in
women, the ages below and above 45 which is the aver-
age menopause age were compared in this study.

Additionally, the patient population was divided
into subgroups according to age (<45-245), total cho-
lesterol levels (<200 - >200), fasting blood glucose lev-
el (<100- 2100), serum hemoglobin level (<12- >212),
BMI (<30->30), W/H ratio (<0.85, 20.85), W/HT ratio
(<0.5, 20.5), known presence of DM and presence of
chronic diseases.

Demographic and laboratory parameters were
compared with OAB-V8 survey results. Additionally,
subgroups were analyzed and assessed.

Statistical Analysis

Statistical analysis was performed using SPSSv. 23.0
statistical software (SPSS Inc., Armonk, NY, United
States). X2 was used to determine whether the distribu-
tions of categorical variables differed between groups.
Categorical variables are described as frequencies and
percentages. Continuous variables are presented as
mean and standard deviations. Independent T test and
Kruskal Wallis test were used to compare continuous
variables between groups. Chi-Square (x2) tests were
used to compare quantitative variables between sub-
groups. Pearson’s correlation coefficients were calculat-
ed for continuous variables and a P value <0.05 was
considered statistically significant.

Power Analysis

“First, power analysis was conducted with the ac-
quired definitive measurements to determine the size
of the ideal sampling for the study. The effect size in the
power analysis conducted according to OAB-V8 score,
definitive measurements was calculated as d=0.80. The
sample size was calculated as 39 for both groups when
the error level was determined to be 5% and the pow-
er value 95%. The number of patient populations has
reached a minimum of thirty-nine for each subgroup.
The study was completed with this sampling because
100 patients were reached during the study period”

RESULTS

Mean age of patients was 45.75+12.04 years, body
weight 79.94£18.7 kg, height 161.27+5.31 cm, BMI
30.71+6.86, waist circumference 87.31£18.09 cm,



Aydin et al.

Which Factors Effect OAB Symptoms?

hip circumference 105.12+17.46 cm, waist/hip ratio
0.83+0.15 and waist/height ratio 0.54+0.11.

Laboratory analyses identified mean total cholesterol
as 201.57+37.49 mg/dL, triglyceride 152+81.86 mg/dL,
LDL cholesterol 121.20+31.11 mg/dL, and glucose levels
98.57+21.43 mg/dL. Hemogram analysis measured mean
hemoglobin as 13.20+1.09 g/dL. Results are shown in Ta-
ble 1.

This study identified correlations between the
OAB-V8 form scores with age, weight, BMI, total cho-
lesterol level, waist circumference, waist-hip ratio and
waist-height  ratio  (p:0.001/p:0.004/p:0.004/p:0.021/
p:0.004/p:0.013/p:0.003 respectively) (Table 2).

When analyzing patients, they were divided into
groups according to age (<45->45), total cholesterol
levels (<200 - 2200), fasting blood glucose level (<100-

Table 1. Demographic and laboratuary datas

>100), serum hemoglobin level (<12- 212), BMI (<30-
>30), W/H ratio ( <0.85, >0.85), W/HT ratio (<0.5, >0.5),
known presence of DM and presence of chronic diseases
and the effects on the OAB-V8 form were researched.

Subgroup analyses found those with age over 45 years
had significantly high OAB-V8 score (p:0.005). Similarly,
those with total cholesterol level above 200 were observed
to have significantly high OAB- V8 score (p:0.011). Pa-
tients without anemia with hemoglobin levels Hb>12
were identified to have significantly high OAB-V8 score
(p<0.005). The OAB-V8 score was identified to be signifi-
cantly high in the presence of chronic disease (p<0.001).
However, in the presence of known DM, OAB-V8 score
was not affected, though it was affected by the presence of
multiple chronic diseases (p<0.05) (Table 3).

Group

Mean value +SD

OAB-V8 Symptom Score
Age
Gravidity
Parity
Kg
Height(cm)
BMI(kg/cm?2)
Waist circumference(cm)
Hip circumference(cm)
Waist/Hip rate
Waist/Height rate
Total Cholesterol (mg/dL)
Triglyceride (mg/dL)
LDL-Cholesterol (mg/dL)
HDL- Cholesterol (mg/dL)
Hemoglobin (g/dL)
Glucose (mg/dL)
TSH (mU/L)
Vitamin-D3 (ug/L)
Vitamin-B12 (ng/L)

7,74 £5,60
45,75 £12,04
3,75 +1,67
2,91 £1,05
79,94 £18,70
161,27 £ 5,31
30,71 £6,86
87,31 £18,09
105,12 +17,46
0,83 +£0,15
0,54 +0,11
201,57 £37,49
152,91 +81,86
121,20 +£31,11
49,06 £9,94
13,20£1,09
98,57+21,43
2,21+1,70
11,36+11,79
340 £237,28

202



Yeni Uroloji Dergisi - The New Journal of Urology 2020; 15-(3): 200-206, DOI: 10.33719/yud.734639

Table 2. OAB-V8 score and subgroup analyses

Groups Mean OAB-V8 P value

<45 (n:55) 6,33+4,84 0,004
Age

>45 (n:45) 9,5146,03

200 (n:55) 6,25+4,95 0,010
Total Cholesterol

200 (n:45) 9,06+5,85

100 (n:55) 6,99+4,89 0,061
Blood Glucose

100 (n:45) 9,17£6,59

<12 (n:55) 5,0+3,52 0,000
Hemoglobin

>12 (n:45) 8,6245,87

No (n:59) 7,80+5,86 0,790
M presence

Yes (n:41) 7 47+4,40

No (n:59) 6,37+4,83 0,003
ronic disease presence

Yes (n:41) 9,69+6,08

<30 (n:55) 6,22+4,02 0,008
BMI

230 (n:45) 9,07+6,44

<90 (n:55) 6,61+4,49 0,015
Waist ircumference

>90 (n:45) 9,33+6,61

0,85 (n:55) 6,51+3,95 0,002
Waist/Hip Rate

0,85 (n:45) 9,97+7,32

0,5 (n:55) 5,72+3,38 0,001
Waist/Height Rate

0,5 (n:45) 9,03+6,34

Table 3. OAB-V8 score and correlations
Correlation  Age Kg Ml Cholestrol ~ Waist ircumference Waist/Hip Rate Waist/Height Rate
OAB-V8 0,001 0,004 0,004 0,021 0,004 0,013 0,003
Score
DISCUSSION affecting the physical, social and psychological health

OAB is very common in the population. It is es-
timated to be present in 12-17% of the population in
developed western countries. (13-14) Current epide-
miologic studies have identified similar rates in east
Asia to developed western countries for OAB, while
differently, patients were identified to have low rates of
attendance with doctors for this complaint. (15-18)

Overactive bladder (OAB) is characterized by uri-
nary urgency especially in situations without infection
or other clear pathologic status. (1) OAB is a situation

203

and quality of life (QoL) of millions of people around
the world. (19,20) The OAB-V8 survey is a powerful
and reliable tool to assess the symptoms and quality
of life of patients. (12,21) In this study, the symptom
and QoL of patients were assessed with the OAB-V8
survey.

The etiology of OAB has been shown to be asso-
ciated with age, obesity, DM, cardiac disorders, pelvic
organ prolapse, parity and drug use. (6,13,22-24) In
this study, the OAB-V8 score was compared with age,
weight, height, BMI, hip circumference, waist circum-
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ference, waist/hip ratio, waist/height ratio, presence
of chronic disease, blood glucose, cholesterol and tri-
glyceride values, hemoglobin value, vitamin D and B12
levels and TSH values.

In the literature, there are many studies showing
OAB symptoms increase with age. (6,13,14,22) Palma
et al. showed the OAB prevalence increased especial-
ly at 40-50 years. (22) Liu et al. reported women over
50 years of age had OAB rates 2.4 times higher. (23)
Stewart et al. identified urge incontinence with OAB
in women aged 65-74 years was nine times greater
than women aged 18-24 years. (13) In this study, the
OAB-V8 score was observed to increase with age. The
mean OAB-V8 score below 45 years was 6.33, while
above 45 years it was 9.51 and there was a significant
difference (p<0.005).

One of the most significant known risk factors for
OAB is obesity. (25) In the literature, BMI is used as
a measure of obesity and correlations were shown be-
tween BMI and OAB symptoms. Stewart et al. identi-
fied the prevalence of OAB was 2.2 times greater for
patients with BMI >30 compared to patients with BMI
<24. (13) Palma et al. compared the correlation with
OAB symptom score and BMI and showed that those
with BMI >30 had significantly higher OAB-V8 survey
scores compared to those with BMI 18.5-24.9. They
emphasized there was a strong correlation between
OAB and obesity.

(26) Wen et al. in a more current study reported that
DM patients with BMI 225 had more OAB complaints
compared to patients with BMI <25 and additionally,
independent of DM, obese people with BMI >29 had
more frequent OAB complaints. (25) Consistent with
the literature, in this study those with BMI 230 had sig-
nificantly high OAB-V8 score. Generally, obesity was
observed to have a significant effect on OAB.

BMI is related to the total fat tissue in the body but
does not provide information about the fat distribution
in the body and obesity type. (27) As a result, the com-
bined use of waist circumference, waist/hip ratio and
waist/height ratio show obesity type better. (27) Lai et
al. reported that central- type obesity increased blad-
der pressure linked to the increase in abdominal pres-
sure and as a result strained the pelvic floor and caused

urine entry into the proximal urethra leading to pro-
lapse, urethral hypermobility and OAB symptoms in
women. (28) In this study, the effects of waist circum-
ference, hip circumference, waist/hip ratio and waist/
height ratio on OAB-V8 were assessed in patients.

Lee et al. (29) showed that central obesity increased
lower urinary tract symptom (LUTS) complaints. Lai
et al. (28) similarly reported central obesity in women
increased urinary incontinence (UI) and OAB symp-
toms. However, in both studies, central obesity was as-
sessed with waist circumference. (28,29) In this study,
the more objective marker for central obesity of waist/
hip ratio >0.85 and waist/height ratio >0.5 were used
and with these ratios, OAB-V8 score was significantly
high in accordance with the literature.

The effect of hyperlipidemia on OAB is controver-
sial in the literature. Experimental studies in hypercho-
lesterolemic rats showed that hyperlipidemia increased
OAB symptoms. (30) Additionally, a clinical study by
Garnica et al. stated that hyperlipidemia alone had no
effect. (7) However, Yeniel et al. reported atherosclero-
sis increased OAB symptoms. (8) In this study, we iden-
tified high total cholesterol levels increased OAB-V8
symptoms scores. However, there was no correlation
identified for triglyceride, LDL and HDL levels.

In short, OAB is a multifactorial situation, with
many effective causes. Age, central-type obesity, hyper-
lipidemia, and presence of more than one chronic dis-
ease may be listed among these factors. Determination
of risk factors for OAB diagnosis and treatment, espe-
cially noting central-type obesity, leads to consider-
ation that lifestyle changes with behavioral treatments
like weight loss and exercise may be effective. It should
not be forgotten that lifestyle changes and weight loss
will improve control of accompanying chronic diseas-
es and we think the combined effect will reduce OAB
symptoms. Limited number of patients in a small area
was among the limitations of this study.

CONCLUSION

OAB is a multifactorial situation. However, age,
central-type obesity and hypercholesterolemia have an
important place among OAB risk factors. The obesity
type and presence of more than one chronic disease are
significant for OAB.
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Ozet

Amag: Retrograd intrarenal cerrahi (RIRC)
esnasinda diger endoiirolojik operasyonlardan
farkli olarak daha diisitk debi ve hacimde irri-
gasyon sivist kullanilmaktadir. Calismamizda
kullanilan irrigasyon sivisina bagh olarak viicut-
ta olusan sicaklik degisiklikleri ve buna etki eden
faktorler incelendi.

Gereg ve Yontemler: Prospektif olarak ¢alis-
maya 128 hasta dahil edildi. Operasyonlarda stan-
dart olarak 21°C ameliyathane odasinda bulundu-
rulan izotonik irrigasyon sivist kullanildi. Higbir
hastaya aktif 1sitma uygulanmadi. Hastalarin atesi
anestezi indiiksiyonu 6ncesinde ve uyandirma 6n-
cesinde periferik yoldan él¢iildii. Olgiilen viicut
sicaklik farklarmimn hasta ozellikleri, operasyon
stiresi, kullanilan irrigasyon sivist hacmi ve tas bii-
yukliigiyle iligkisi degerlendirildi.

Bulgular: Operasyona giriste timpanik or-
talama viicut sicakligi 36,3+0,35°C iken operas-
yon sonunda 35,8+0,5°C hesaplandi. Hastalarin
102’sinde (%79,7) post-op viicut sicaklik diisiisti
(0,67+0,47°C) kaydedildi. Operasyon 6ncesi ve
sonrasindaki viicut sicaklik degerleri karsilasti-
rildiginda anlamli diists saptandi (p<0,0001). Bu
diisiis ile hasta ve operatif veriler arasinda istatis-
tiksel anlamli bir iliski saptanmadi.

Sonug: RIRC sonrasinda viicut sicakligr diis-
mektedir ancak ameliyathane oda sicaklig1 digin-
daki hasta ve operatif verilerle ates degisimi ara-
sinda iligki kurulamamisgtir.

Anahtar Kelimeler: Intraoperatif hipotermi,
irrigasyon sivilari, retrograd intrarenal cerrahi,
termoregiilasyon.

Abstract

Objective: When compared to other endou-
rologic operations, irrigation fluid with lower flow
rate and volume is used during retrograde intra-
renal surgery (RIRS). In our study, body tempera-
ture changes occurring due to irrigation fluid and
factors affecting these were assessed.

Material and Methods: One hundred and
twenty-eight patients were prospectively included
in the study. During operations, a standart izoton-
ic irrigation fluid kept in the operating room at 21
°C was used. Active heating was not applied to any
patient. Body temperature of patients was mea-
sured peripherally before anesthesia induction
and before recovery. Relationship of body tem-
perature differences with patient characteristics,
operation time, irrigation fluid voliime and stone
size was evaluated.

Results: Mean tympanic body temperature
was 36,3+0,35°C at the start of operation and
35,8+0,5°C at the end. Post-operative fall in body
temperature (0,67+0,47°C) was recorded in 102
patients (79.7%). When body tempertaure values
before and after the operation were compared, a
significant reduction was found (p<0,0001). No
statistically significant correlation was obtained
between this reduction and patient and operative
data.

Conclusion: Body temperature falls after
RIRC however, no relation was found between
temperature change and patient and operative
data other than operating room temperature.

Keywords: Intraoperative hypothermia, ir-
rigation solutions, retrograde intrarenal surgery,
thermoregulation.
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AMAC

Retrograd intrarenal cerrahi (RIRC), ilk rapor
edildigi y1l olan 1990dan beri {ist {iriner sistemin tas,
tiimor ve darlik gibi patolojilerinde tan1 ve tedavi agi-
sindan gerek komplikasyon oranlarinin disiikligi
gerekse anatomik yollardan uygulanmast sebebiyle
kendine 6nemli bir yer edinmistir. (1-3) Bu tekni-
gin tas cerrahisinde kullanilan diger yontemlere gore
daha minimal invaziv olmasi ve %69,7- 97 araliginda-
ki tagsizlik oranlar1 yayginlasmasini saglamustir. (4-7)
Giincel literatiirde bir¢ok cerrahi teknikte oldugu gibi
RIRCde de komplikasyonlarla ilgili verilerin yeterince
bildirilmedigi goriilmektedir. Giincel literatiirde 6zel-
likle alet bagimli (fleksible iireterorenoskop, tireteral
erigim kulify, litotriptor, basket kateter vb.) komplikas-
yonlar sunulmakta ancak hipotermi, iirosepsis, agri
gibi postoperatif takip ve tedavi gerektiren komplikas-
yonlara yeterince tartisilmamaktadir. (8)

Hipotermi, gerek endoskopik gerekse agik cerra-
hiler esnasinda gelisebilmekle birlikte alman 6nlem-
lerle azaltilabilen bir komplikasyondur. Lokal anestezi
esliginde uygulanan cerrahilere kiyasla genel anestezi
indiiksiyonunu takiben daha hizli bir sekilde ortaya
cikmaktadir. (9, 10) Ozellikle endoskopik cerrahiler
esnasinda ameliyathane odasinin soguk olmasi disinda
kullanilan irrigasyon sivilarinin isisina ve operasyon
gazlarina bagli da gelisebilmektedir. (11, 12)

Ortalama viicut sicakligi 37°C civarinda seyret-
mekle birlikte nadiren 36,5°Cnin altina inmektedir.
(13). Hipotermi igin ise viicut sicakligi sinir1 36°C
olarak kabul edilmektedir. [14]. Operasyon esnasinda
viicut sicakliginin 1,0-1,4°C veya daha fazla azaldi-
g1 durumlarda ila¢ metabolizmasinda uzama, platelet
fonksiyonunda bozulma, protein katabolizmasinda
artma ve postoperatif inat¢1 titremeler ortaya ¢ikmak-
tadir. (15- 21).

Bu ¢alismada diger endoiirolojik prosediirlere gore
daha az miktarda irrigasyon sivist kullanilan RIRC es-
nasinda ortaya ¢ikan viicut sicaklik degisiklikleri, bunu
etkileyen hasta ve operasyon parametreleri prospektif
olarak literatiirde ilk defa incelenmistir.

GEREC VE YONTEMLER

Bu ¢aligma Istanbul Medipol Universitesi Etik Ku-
rulunca onaylandi (20 Ocak 2016; karar no:47). Tum
hastalar bilgilendirilmis onam formu ile onaylar1 alin-

diktan sonra caligmaya dahil edilmistir. Caligmaya
bobrek tast tedavisi icin fleksible {ireterorenoskop ile
RIRC uygulanacak ardigik 128 eriskin hasta dahil edil-
di. Operasyonlarda 60 cm yiikseklikte standart olarak
21°C ameliyathane odasinda bulundurulan irrigasyon
stvist (Izotonik sodyum 0.9 %) kullanildi. Intravendz
yoldan oda sicakliginda izotonik mayi (100 ml/saat)
kullanildi. Anestezi indiiksiyonu i¢in 5 mg/kg tiopen-
tal sodyum, 0,1 mg/kg vekuronyum ve 1 mg/kg fen-
tanil kullanildi. idame 1-2 % sevofluran ve remifen-
tanil infiizyonu (0.05-0.2 ug/kg/dk) ile saglandi. Kas
gevsetici olarak 2 mg vekuronyum gereklilik halinde
kullanildi. Higbir hastaya aktif 1sitma uygulanmadi.
Hastalarin tizeri steril olarak su gecirmez ortii ile or-
tilldii. Hastalarin viicut sicakliklar: anestezi indiiksiyo-
nu 6ncesinde ve uyandirma dncesinde periferik yoldan
(timpanik) olgiildi. Ates 6lgiimiinde kalibrasyonu pe-
riyodik olarak yapilan (Covidien Genius™ 2 Tympanic
Thermometer, Cardinal Health, Inc.) ates 6lcer kulla-
nildi. Olgiilen viicut sicaklik farklarinin hasta 6zellikle-
ri, operasyon siiresi, kullanilan irrigasyon sivis1 miktar:
ve tag bityiikliigiiyle iliskisi degerlendirildi. Istatiksel
analizler SPSS-22 (SPSS, Software, IBM Corporation,
Amrok, Newyork) kullanilarak yapildi. Verilerin nor-
mal dagilima uygunlugunun degerlendirilmesinde
Kolmogorov-Smirnov testi kullanildi. Normal dagilim
gostermeyen degiskenler arasindaki iligki Spearman
korelasyon analizi ile degerlendirildi. Bagimsiz gruplar
arasindaki iligki Kruskal Wallis ve Mann-Whitney U

testleri kullanilarak degerlendirildi.

BULGULAR

Hastalarin demografik ve klinik &zellikleri Tab-
lo 1'de gosterilmistir. Hastalarin operasyona giris
ortalama atesi 36,3+0,35°C ve operasyon sonu atesi
35,8+0,5°C hesaplandi. Yiiz iki (%79,7) hastada post-
op vicut sicaklik disiisi (0,67+0,47°C) kaydedildi.
Hastalarin operasyon oOncesi ve sonrasindaki viicut
sicaklik degerleri karsilagtirildiginda anlamli diisiis
saptand1 (p<0,0001). Hi¢bir hastada kan hemoglobin
konsantrasyonunu diisiiren kanama olusmadi. Cinsi-
yet, yas, ASA ve beden kitle indeksi (BK1) ile ates de-
gisimi arasinda istatistiksel anlaml iliski saptanmadi
(p>0,05). Ayrica tas boyutu, kullanilan irrigasyon sivisi
hacmi ve operasyon siiresi de viicut sicakligi degisi-
mini istatistiksel anlamli olarak etkilemedi (p>0,05).
(Tablo 2)
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Tablo 1. Hasta ozellikleri, perioperatif ve postoperatif sonuglar

Veri Deger (n:128)
Yas, ortalamaz+ SS 41,9+18,7
Cinsiyet, (Erkek/Kadin) 79/49
Viicut kitle indeksi, ortalamaz+ SS (kg/m2) 27,616
ASA Skoru (1/2/3) (n) 87/36/5
Tas boyutu, ortalama + SS (cm) 2,1+1,3
Operasyon 6ncesi hemoglobin, ortalama + SS (g/dL) 12,242
Opeasyon giris ortalama ates + SS (°C) 36,3+0,35
Operasyon sonu ortalama ates + SS (°C) 35,8+0,5
Viicut sicakli farki, ortalama + SS (°C) 0,67+0,47
Operasyon siiresi, ortalama + SS (dk) 89,8+45,6
Irrigasyon stv1 hacmi, ortalama + SS (mL) 1890+1188

ASA: American Society of Anesthesiologists

SS: Standart sapma

Tablo 2. Hastaya ve operasyona ait 6zelliklerin viicut sicaklik degisimine etkisi
Veri P r
Yas 0,092 0,150
Cinsiyet 0,861 -
VKI + SD (kg/m2) 0,547 0,054
ASA Skoru, (1/2/3) (n) 0,289 -
Operasyon siiresi 0,830 -0,019
Tas boyutu 0,162 -0,124
Operasyon 6ncesi hematokrit, ortalama + SS (g/dL) 0,234 -0,106
irrigation sivis1 hacmi, ortalama + SS (mL) 0,540 -0,055

Istatatistiksel anlamh (p <0.05)
r: Spearman korelasyon katsayisi

SS: Standart sapma

TARTISMA

Calismamizin sonuglarina gore RIRC esnasinda
viicut sicakliklar: anlamli derecede diigmektedir. Fakat
bu diisiisle gerek hasta (cinsiyet, yas, ASA BKI) gerekse
operasyon parametreleri (tas boyutu, kullanilan irri-
gasyon sivist miktari, operasyon siiresi) arasinda an-
lamli iliski saptanmamustir.

Bu noktada viicut sicaklik kaybinin nedenleri ola-
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rak operasyon odasinin 1sis1, hastaya aktif 1sitma uy-
gulanip uygulanmamasi, irrigasyon sivilarmnimn isitilip
1sitilmamast, genel anestezinin negatif etkileri gibi fak-
torler giindeme gelmektedir.

Urolojide ve diger disiplinlerde son yillarda endos-
kopik girisimlere egilim daha da artmigtir. Gerek optik
sistemlerde ve goriintii kalitesindeki gelismeler gerek-
se hasta konforundaki artis bunun baslica sebeplerin-
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dendir. Fakat endoskopik girisim her ne olursa olsun
viicut sicakliklarindaki diisiiglerin 6niine gecilememis-
tir. (22) Bu da beklenildigi iizere hastalarin anestezi-
den ge¢ uyanmalar1 ve derlenmelerinin yaninda inatgi
titreme ataklar1 ve bunun sonucunda hipoksi, laktik
asidoz, hiperkarbi, kardiyak aritmi ve miyokard in-
farktiisiine varana kadar genis ve ciddi bir spektrumda
komplikasyonlara sebep olabilmektedir. (23)

Literatiirde perioperatif hipotermi prevalansi %50-
90 araliginda bildirilmektedir. (24) Bizim ¢aligmamiz-
da 102 hastada (%79,7) ortalama 0,67 °C viicut sicaklik
diisiisii gozlenmistir. Bunlarin 55’inde (%42) hipotermi
tanimina uygun sekilde (<36 °C) viicut sicaklik diisiisii
saptanmistir. Calismamizin sonuglart literatiir verileri-
ne gore daha olumlu gériinmekte olup hipotermi orani
bir¢ok cerrahi prosediire kiyasla en alt seviyededir. Bu
da RIRS esnasinda siv1 kullanilmasina ragmen hipoter-
minin daha az gérildigiint gostermektedir.

Transtiretral prostat rezeksiyonu (TUR-P) yapilan
56 hastalik bir ¢alismada irrigasyon sivilarinin isitil-
masinin viicut sicaklik diististine bir etkisini olmadig1
bunun yaninda operasyon siiresinin, ortam sicakligi-
nin rezeksiyon siiresinin ve absorbe olan irrigasyon si-
vist miktarinin viicut sicaklik diisiistinde etkili oldugu
belirtilmistir. (25) Bu ¢aligmanin aksine irrigasyon si-
visinin viicut sicakliginda diisiise sebep oldugunu bil-
diren ¢alismalar da mevcuttur. (26, 27)

Yiiz adet endoiirolojik girisimin (29 TUR-P, 10
TUR mesane tiimorii, 55 sistoskopi ve 6 perkiitan
nefrolitotomi (PCNL)) degerlendirildigi bir caliymada
ise en fazla viicut sicaklik kaybinin PCNL de goriildii-
gl belirtilmigtir. Yine ayn1 ¢aligmada viicut sicaklik
kaybinin, hastalarin viicut agirliklar: ve irrigasyon si-
vilarmin 1sitilmast ile negatif korele oldugu goriiliirken
operasyon siiresi ve kullanilan irrigasyon sivisi miktari
ile pozitif korele oldugu sonucuna varilmistir. (28)

Otuzbes hastalik bir laparoskopi serisinde ise irri-
gasyon swvist kullanilmayan 6 hastalik grupta irrigas-
yon sivist kullanilan diger gruplar gibi viicut sicakligin-
da anlamli diigiis gézlenmistir. (12) Ayni ¢alismada her
15 dakikada bir viicut sicakliklar: 6l¢iilmiis ve en fazla
sicaklik diislisiiniin anestezi indiiksiyonundan hasta-
larin 6rtiiliip cerrahinin baglayacagi zaman araliginda
gerceklestigi gozlenmistir. Bu noktada genel anestezi

ile metabolik hizin yavaslamasi, vazokonstruksiyonun
azalmast, titremelerin ortadan kalkip viicut termoregii-
lasyonunda rol alan mekanizmalarin devre dist kalmasi
mekanizmayi agiklamaktadir. (29) Ayni mekanizma ile
bazal metabolik siire¢ baglamakta, kullanilan anestezik
ilaglarin eliminasyonu da gecikmektedir. (30)

Biitiin bunlara ek olarak operasyon esnasinda oda
sicakliginda intravendz yoldan verilen mayilerin de
hipotermiye katkis: olabilecegi g6z ard1 edilmemelidir.
[rrigasyon sivilarinin operasyon odasi sicakliginda ve
viicut sicakligina es deger olarak 1sitildigr kargilagtir-
mali galigmalarda; irrigasyon sivisi 1sitilan grupta viicut
sicaklik kaybinin anlaml olarak daha az oldugu fakat
viicut sicaklik kaybinin ortadan kaldirilamadig belir-
tilmistir. Yine bu caliymada 1sitma uygulanan grupta
anesteziden ¢ikma, derlenme ve titreme siirecinin ista-
tistiksel olarak daha kisa oldugu gésterilmistir. (12, 31)

Oda sicakliginda ve viicut sicakliginda irrigasyon
swvilarinin karsilastirildigr 13 randomize kontrollii ¢a-
ligmay1 (686 hasta) iceren bir derlemede, yazarlar irri-
gasyon sivist 1sitilan grupta viicut sicaklik diistisiiniin,
hipoterminin ve titremelerin anlaml sekilde daha az
oldugu sonucuna varmislardir. Oneri olarak biitiin en-
doskopik girisimlerde irrigasyon sivilarinin isitilmasi
gerekliligini vurgulamislardir. (22)

Transiiretral prostat rezeksiyonu (TUR-P) yapilan
ve ileri hasta yasi ile viicut sicaklik diisiisleri arasinda
iliski saptanan calismalarin aksine bizim ¢alismamizda
yasla ilgili herhangi bir iliski gozlenmemistir. (32)

Yapilan bir¢ok caligmada viicut ici (intracorporeal)
irrigasyon sivi miktarlar: belirtilmis fakat 6lgiilemedi-
gi icin hastalarin cildine temas eden sivi miktarindan
bahsedilmemistir. En fazla 1s1 kayb: ciltten yasandig
i¢in operasyon esnasinda hastalarin ne kadar 1slandik-
lar1 ve siv1 gegirmez ortiilerin kullanilip kullanilmadig:
hususuna bizim elimizde olan degistirilebilir faktorler
oldugu i¢in azami dikkat edilmelidir.

RIRC ilk baslarda genel anestezi altinda yapilirken
son yillarda rejyonel anestezi altinda da yapilabilir hale
gelmistir. (33-35) Rejyonel anestezi, termoregiilasyo-
nu Ozellikle periferik diizeyde daha fazla olmak iizere
periferik ve santral diizeyde bozmaktadir. (36) Genel
anestezide ise hem periferik hem de santral termore-
gitilasyon bozulmakta ve daha fazla soguma ortaya ¢ik-
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maktadir. Rejyonel anestezide sempatik sinir aktivas-
yonunun ortadan kalkmasi ve vazokonstriiksiyonun
bozulmasi 6zellikle anesteziye maruz kalmis viicut
alanlarinda kontrolsiiz sogumaya sebep olmaktadir.
(37) Bizim ¢alismamizda hastalar genel anestezi altin-
da opere edilmis olup retrograd intrrarenal cerrahide
viicut sicaklik diigiisii ile anestezi yontemi arasindaki
iliski aragtirilmaya muhtag bir konudur.

Irrigasyon svist kullanilan ameliyatlarda yasa-
nan giiclitklerden birisi de viicuda absorbe edilen sivi
miktarlarinin 6lgiilmesidir. RIRC ve PCNL esnasinda
absorbe olan sivi miktarlarinin kargilagtirildig: bir ¢a-
liygmada PCNLde RIRC’a gore 4 kat daha fazla irrigas-
yon swvist kullanilmasina ragmen istatiksel olarak an-
lamli olmasa da absorbe edilen sivi miktarlar1 PCNLde
ort. 91 ml, RIRCda ort. 133 cc olarak hesaplanmistur.
PCNL grubunda irrigasyon sivisinin 9 litrenin iizerine
cikmasi halinde absorbe edilen miktarin anlamli de-
recede arttig1 gozlenmistir. (38) Bizim ¢alismamizda
RIRC esnasinda ort. 1890 ml irrigasyon sivis1 kulla-
nilmis olup viicut sicaklik disiisi ile arasinda anlaml
iligki saptanmamuigtr.

Viicut sicaklik 6l¢timlerinin degerlendirildigi ¢alis-
malarda, core sicaklik dl¢timlerinin timpanik yoldan
Ol¢timlere gore daha fazla tercih edildigi ve giivenilir
kabul edildigi gozlense de bu konuda yapilan karsi-
lastirmali ¢alismalarda her iki yonteminde birbiri ile
korele ve giivenilir oldugu gozlenmistir. (21,39) Bu se-
bepten bizim ¢aligmamizda ates 6l¢limii timpanik yol-
dan uygulanmustir.

Intaroperatif hipoterminin ortaya ¢ikardigi ek ma-
liyet farki konusunda yapilan bir ¢aliymada hipotermi
sebepli kan transfiizyonu, uzamis hastane yatis1 gibi
sebeplerden hasta basina 2500-7000$ daha fazla para
harcandig1 belirtilmistir. (40) Bizim hasta grubumuzda
viicut sicaklik kaybu ile kan transfiizyonu ya da uzamis
hastane yatis siiresi gibi maliyeti arttiracak ve inceleme
gerektirecek herhangi bir veri bulunmamustir.

Caliymamizin limitasyonlarindan biri 21°C ameli-
yathane sicakligina ek olarak 37 °C viicut sicakligina
es deger olacak sekilde irrigasyon sivist kullanilan bir
grup ile karsilagtirnlmamasidir. Diger eksik yanlari
postoperatif inatci titremelerin degerlendirilmemesi,
operasyon esnasinda periyodik sicaklik o6l¢imiiniin
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yapilmamasi ve hemodinamik parametrelerin ¢aligma-
ya dahil edilmemesi olarak kabul edilebilir.

SONUC

RIRC esnasinda viicut sicakligi diigmektedir ancak
ameliyathane oda sicakligs disindaki ilgili parametre-
lerle ates degisimi arasinda bizim ¢aligmamizda iliski
kurulamamustir. RIRC sirasinda olugan viicut sicaklig
digtistiniin mekanizmasi daha fazla sayida ¢alisma ile
aydinlatilmalidir. Operasyon esnasinda viicut sicaklik
distisii; operasyon odasinin soguklugu, operasyon sii-
resi, irrigasyon sivisi miktar1 ve sicakligi, anestezinin
sekli ve kullanilan anestezik ajanlar, parenteral verilen
mayiler, hastanin kiyafetsiz olmasi, etkin 1sitma yon-
temlerinin kullanilip kullanilmamasi, hasta ortiim
malzemelerinin su gecirgenligi, hastanin cilt alt1 yag
dokusu gibi faktorlere baglidir. Bunlar icerisinde diga-
ridan midahale ile diizeltilebilir olanlarin 6zenle dii-
zeltilmesi halinde perop ve postop viicut sicaklik kaybi
ve buna bagli komplikasyonlar en aza indirgenip, hasta
konforu daha da artirilabilir.

Etik Kurul Onayi: Bu calisma Istanbul Medipol
Universitesi Etik Kurulunca onaylandi (20 Ocak 2016;
karar no:47). Tiim hastalar bilgilendirilmis onam for-
mu ile onaylar1 alindiktan sonra ¢aligmaya dahil edil-
migtir.
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Ozet

Leiomyomlar benign mezensimal diiz kas tii-
morleridir. Prostatin piir leiomyomlar1 nadirdir.
Burada klinige infravezikal obstriiksiyon semp-
tomlar1 ile bagvuran 77 yasinda olgu sunulmus-
tur. Rektal tuse ve ultrasonografik inceleme ile
prostatda biiytime belirlendi. A¢ik prostatektomi
uygulandi. Makroskopik incelemede prostat 172
gr agirliktaydi ve kesit yiizeyinde solid nodiiler
lezyon goriildii. Mikroskopik incelemede lezyon
niikleer atipi, nekroz ve mitotik aktivite icerme-
yen iysi hiicre proliferasyonundan olusuyordu.
Radyolojik yontemler bu ve benzer lezyonlarin
biyolojik dogasini belirlemek igin yeterli degildir.
Bu agidan histopatolojik inceleme malignitelerin
ekarte edilmesi i¢in 6nemlidir. Agik prostatekto-
minin uygulanmas: hem tanisal, hem de tedavi
agisindan efektifdir.

Anahtar Kelimeler: Prostat, mezensimal tii-
mar, iysi hiicre proliferasyonu, nodiil.

Case Report / Olgu Sunumu

Abstract

Leiomyomas are benign mesenchymal smooth
muscle tumours. Pure leiomyoma of prostate is
very rare. Here we presented a case of 77-year-old
men who admitted to hospital with symptoms of
infravesical obstruction. The per-rectal and ultra-
sonographic examination revealed an enlarged
prostate. Open prostatectomy procedure was per-
formed. The prostate weigh was 172 gr in gross
pathological examination and solid nodular lesion
was observed on the cut surface of the prostate. Mi-
croscopically, the lesion was composed of spindle
cell proliferation, without nuclear atypia, necrosis
and mitotic activity. Radiological methods are in-
adequate for determination of the biological nature
of such nodules. Therefore, histopathology is very
important for excluding of malignancy. Open pros-
tatectomy is an effective method for both treatment
and diagnostic purposes.

Keywords: Prostate, mesenchymal tumour,
spindle cell proliferation, nodule.
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GiRIS

Prostatin gercek mezengimal tiimoérleri ¢ok ender
olup bu bolgede gelisen tiimoérlerin %1'den azini olus-
turmaktadir. Nadir rastlandigy i¢in hem klinik, hem
radyolojik, hem de patolojik agidan tanisal zorluk
olusturmaktadir. Ozellikle kiiciik kor biyopsilerinde
benign mezensimal tiimoérlerin olagan prostat stroma-
sindan ayirt edilmesi ¢ogunlukla imkansizdir. Bir ¢ok
doktorun bu konuda sinirli tecriibeye sahip olmasi da
bu timorlerin gézden kagmasina ve erken tani alama-
masina neden olan bir diger faktordiir (1). Prostatin
stromal lezyonlar1 mezengimal tiimorlerinin 6nemli
bir kismini olusturmaktadir. Bununla birlikte diiz kas
dokusundan gelisen tiimorler prostat i¢in nadirdir. Bu-
rada bir prostat lelomyomu olgusu nadir olmas: ve ta-

nisal zorluk olusturmasi nedeni ile sunulmustur.

OLGU SUNUMU

Infravezkal obstriiksiyon sikayeti ile iiroloji po-
liklinigine bagvuran 77 yasinda hastada rektal tusede
prostatin sert-elastik, ylizeyinin diizgiin oldugu belir-
lendi. Transrektal ultrasonografik (TRUS) incelemede
prostatin yaklagik 200 gr agirlikta oldugu ve diffiiz bi-
yiume gosterdigi belirlendi. Serum prostat spesifik an-
tijen (PSA) diizeyi 2,57 ng/dl idi. Prostatin boyutu go-
zOniine alinarak hastaya agik prostatektomi uygulandi.
Makroskopik incelemede prostat 172 gr agirliktaydi ve
yapilan kesitlerde 50x60x60 mm o6lgiilerinde, kirli be-
yaz renkli, elastik, diizgiin sinirly, solid nodiiler lezyon
goriildi (Sekil 1). Mikroskopik incelemede lezyon bir
birini ¢aprazlayan iysi hiicre demetlerinden olusuyor-
du ve belirgin fibroz kapsiil ile gevrelenmisti. Tysi hiic-
relerde atipi, mitotik aktivite ve nekroz gériilmedi. Ta-
manu 6rneklenen nodiiler lezyonda prostata ait asiner
ve duktal yap1 bulunamadi (Sekil 2). Immiinhistokim-
yasal (IHK) incelemede iysi hiicrelerde diiz kas aktini
(SMA) ile diffiiz sitoplazmik boyanma elde edilirken,
Ki67 ile hiicrelerin %1’inde nuklear boyanma izlendi
(Sekil 3). Nodiil dis1 prostat dokusunda fokal hiperpla-
zi alanlar1 disinda herhangi bir 6zellik yoktu. Belirtilen
bulgulara dayanarak tani prostat leiomyomu olarak ra-

por edildi. Yirmi dort aylik takipte hastada yineleme ve

komplikasyon saptanmadi.
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TARTISMA

Leiomyomlar diiz kas hiicresi kokenli benign tii-
morler olup ¢ogunlukla miyometriumdan gelisirler.
Erkek genital organlarinda nadiren goriiliirler. Prostat
lokalizasyonlu yaklagik 100 olgu rapor edilmistir (2).

Prostat lelomyomlar1 genellikle 48 yagin tizerinde
goriiliirler; daha geng yasta ve geriatrik yas grubunda
ise daha seyrektirler (3, 4). Nokturi ve diziiri en sik
goriilen klinik bulgulardir. Serum PSA diizeyi bu ol-
gularda genellikle normaldir; leiomyoma eslik eden
adenokarsinom veya seminal vezikiil lokalizasyonlu
leiomyom olgularinda ise yiiksek serum PSA diizeyi
gozlemlenebilir (5, 6). Olgumuzun yas1 77 idi ve inf-
ravezikal obstriiksiyon semptomlari ile klinige basvur-
mustu; serum PSA diizeyi normaldi.

Prostat lezyonlarinin tam siirecinde onemli bir
yere sahip olan TRUS ile leiomyomlarin yakalanmasi
her zaman miimkiin degildir. Olgularin bir kisminda
diffiiz prostat hiperplazisi goriildiigii halde bazilarinda
prostatta asimetriye neden olan, kugkulu nodiiler lez-
yon yakalanmaktadir (3, 4, 7). BT ile lezyonun ol¢ii-
leri ve sinirlar1 daha net goriilmektedir (8). Manyetik
rezonans goriintiilemede T2 agirlikli sekanslarda kitle
i¢inde dustik sinyal intensitesi goriilmekte ve lezyonlar
genellikle Likert 4-5 lezyon olarak degerlendirilmekte-
dir (2).

Mikroskopik olarak prostat leiomyomu iysi hiic-
re demetlerinden olugan, diizgiin sinirlar1 ve kapsiilii
olan, i¢inde her hangi bir asiner ve duktal yap1 icerme-
yen, benign tiimor olarak tanimlanmaktadir. Timdriin
bu 6zellikleri prostatektomi spesmenlerinde daha be-
lirgin goriildiigii halde, kalin igne biyopsisi ve transii-
retral rezeksiyon (TUR) gibi kii¢iik doku par¢alarindan
olusan spesmenlerde ayirt edilmesi zordur. Kalin igne
biyopsisi uygulanan prostat leiomyomu olgularinda
diisiik dereceli malignitelerin ekarte edilmesinde zor-
luk yasandig1, boylece hastaya radikal prostatektomi ve
bolgesel lenf nodu disseksiyonu gibi genis capli cerrahi
islemlerin uygulanabildigi rapor edilmistir (7). Prostat
adenokarsinomu ve leiomyomuna es zamanli rastlanil-

mas1 miimkiindiir (6). Bu nedenle prostat leiomyomu

olgularinda leiomyom dis1 prostat dokusunun dikkat-
lice incelenmesi gerekmektedir.

Immiinhistokimyasal (IHK) incelemede leiom-
yomlar icin bilinen genel 6zellikler prostat yerlesimli
leiomyomlar icin de gecerlidir. SMA ile diffiiz sitoplaz-
mik boyanma ve diisiik Ki67 orani esas karakteristik
bulgulardur.

Prostat lelomyomlarinin ayiric1 tanisinda gastroin-
testinal stromal tiim&r (GIST), leiomyosarkom, stromal
(fibromuskuler) hiperplazi gibi iysi hiicre proliferasyo-
nu gosteren lezyonlar gz éniinde bulundurulmalidir.
GIST’ e prostatta ender rastlanmaktadir ve rekiirrens
ihtimali bulunmaktadir. IHK incelemede CD34 ve
CD117 pozitifligi ile leiomyomdan ayirt edilebilir (9).
Diiz kas aktininin leiomyomlarda oldugu gibi GIST’
lerde de pozitif olmast ayirict tanida tuzak olusturabi-
lir. Stromal fibromuskuler hiperplazi, prostatta diffiiz
biiylimeye neden olmast ile leiomyomlardan farkl se-
kilde kendini gostermektedir ve TUR spesmenlerinde
leiomyomdan ayirt edilmesi rutin yontemlerle imkan-
sizdir. Leiomyosarkomlar yiiksek mitotik aktivitesi ve
Ki67 orani ile leiomyomlardan ayirt edilmektedir. Bu-
nun yanisira atipi ve nekroz ayirici tani icin yardim-
c1 bulgulardir. Bu bakimdan nekroz ve énemli 6lgiide
atipi icermedigi i¢in diisiik dereceli leiomyosarkomla-
rin leilomyomlardan ayirt edilmesi daha zordur. Ayrica
garip cekirdekler iceren ve mitotik aktivite gosteren
atipik leiomyomlar da leiomyosarkoma benzerligi ile

tanisal zorluk olusturmaktadir (10).

SONUC

Radyolojik yontemler bu ve benzer lezyonlarin bi-
yolojik dogasini belirlemek icin yeterli degildir. Bu aci-
dan histopatolojik inceleme malignitelerin ekarte edil-
mesi i¢in 6nemlidir. Acik prostatektomi hem tanisal,

hem de tedavi agisindan efektifdir.
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Ozet

Edoxaban faktor Xay1 dogrudan baskilayan
bir oral antikoagiilan ilagtir. Daha az ilag etkile-
simi ve rutin izleme ihtiyacini ortadan kaldirmasi
nedeniyle; inme profilaksisi, ven6z tromboemboli
profilaksisi/tedavisi, akut koroner sendromlarin
sekonder profilaksisi i¢in hastalara daha iyi tedavi
alternatifleri saglamustir. Kullanimi arttik¢a klinis-
yenlerin potansiyel tedavi riskleri ve komplikas-
yon yonetiminden daha fazla haberdar olmalar:
gerekmektedir. Bu makalede, atriyal fibrilasyon
nedenli inme profilaksisi i¢in edoxaban kullanan
hastada gelisen spontan renal hematom bildiril-
mektedir. Hemodinamik destek saglanan, goriin-
tilemeler ile izlenen ve multidisipliner agidan
tedavi ve takip kararlar1 alinan hasta tim ¢abala-
ra ragmen hayatin1 kaybetti. Kanama pihtilasma
degerlerini degistirmedikleri i¢in acil servise bag-
vuran kanamali hastalarda bu ilaglarin kullanim
anamnezi dikkatli alinmalidir. Vakamizda da gos-
terildigi gibi kullanimlar:1 sirasinda gelisebilecek
oliimciil komplikasyonlar i¢in tedavi algoritmalar:
gelistirebilmek i¢in daha genis vaka serilerine ve
olgu sunumlarina ihtiyag vardur.

Anahtar Kelimeler: Edoksaban, major kana-
ma, bébrek, hematom.

Abstract

Edoxaban is an oral anticoagulant drug that
directly inhibits factor Xa. It is used for stroke
prophylaxis, venous thromboembolism prophy-
laxis / treatment, and secondary prophylaxis of
acute coronary syndromes. Drug interactions with
edoxaban are rare and there is no need for rou-
tine blood monitoring. Clinicians should be more
aware of potential complications and complica-
tion management, as they are prescribed quite
frequently. In this article, a spontaneous renal
hematoma in a patient using edoxaban for atrial
fibrillation-induced stroke prophylaxis is reported.
The treatment and follow-up decisions were made
by the multidisciplinary team and the patient died
despite all efforts. The use of these drugs should
be carefully questioned in patients with bleeding
who apply to the emergency room because they
do not change the coagulation parameters. Larger
case series and case reports are needed to develop
treatment algorithms for fatal complications that
may occur during their use.

Keywords: Edoxaban, major bleeding, kid-

ney, hematoma.

218


https://creativecommons.org/licenses/by-nc/4.0/
https://creativecommons.org/licenses/by-nc/4.0/
https://creativecommons.org/licenses/by-nc/4.0/
https://orcid.org/0000-0002-5822-7799
https://orcid.org/0000-0003-4757-803X
https://orcid.org/0000-0002-3386-971X

Yeni Uroloji Dergisi - The New Journal of Urology 20205 15-(3): 218-222, DOI: 10.33719/ yud.749137

INTRODUCTION

Edoxaban is an oral anticoagulant drug that di-
rectly inhibits factor Xa. It prevents factor Xa from
separating prothrombin into thrombin. Instead of in-
creasing the activity of antithrombin like heparin, they
are directly linked to factor Xa (1). New oral antico-
agulant agents (NOAC), such as dabigatran, rivarox-
aban, apixaban, and edoxaban, provided quite good
treatment alternatives for stroke prophylaxis, venous
thromboembolism (VTE) prophylaxis / treatment, and
secondary prophylaxis of acute coronary syndromes in
patients with non-valvular atrial fibrillation (NVAF).
Like other direct oral anticoagulants, drug interaction
with edoxaban is rare compared to vitamin K antago-
nists. These drugs are gaining popularity due to their
predictable pharmacokinetic profiles and no need for
routine blood monitoring (2).

NOAC:S have a variable effect on vitamin K-depen-
dent clotting factors, so coagulation parameters are
unreliable (3). Clinicians should be more aware of po-
tential complications and complication management,
as they are prescribed quite frequently. In this article, a
spontaneous renal hematoma in a patient using edox-

aban is reported.

CASE REPORT

A seventy-three-year-old male patient came to the
emergency room because of his right flank pain that
started ten hours ago. The patient without a previous
surgical history did not describe any trauma. He also
had no hematuria and fever. He had diagnoses of dia-
betes mellitus and hypertension. Edoxaban 60 mg/day
was prescribed by the cardiologist because the patient
was diagnosed with atrial fibrillation 1 month ago. The
patient had no renal failure (creatinine 0.76 mg / dL)
and liver dysfunction (bilirubin 0.81 mg / dL, ALT 41
U/L, AST32U/L).

In contrast-enhanced thorax and all abdominal
computed tomography, pericardial effusion reaching
15 mm in its widest part and subcapsular collection
reaching 35 mm in the thickest part of the right kid-
ney were detected. The collection had an appearance
consistent with hyperdense hemorrhage. Also it caused
external compression to the right kidney and displaced
the kidney medially. Widespread densities (6 cm) are
observed in the right perinephric and pararenal areas
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and were interpreted primarily in favor of hemorrhage.
Spread from these areas towards retroperitoneum
(Fig.1a,1b).

The patient was recommended to remain immobile
and consulted to interventional radiology. In angiogra-
phy performed by interventional radiology; the right
renal artery and its branches were seen and there was
no bleeding area. In the first 48 hours of hospitalization,
seven units of erythrocyte suspension transfusion were
performed, but he did not have hypotension and tachy-
cardia. The patient was re-evaluated with second con-
trast-enhanced CT. Bilateral pleural effusion and sub-
capsular hematoma measuring 44.8 mm in its thickest
part of the right kidney were seen. During his five-day
follow-up at the urology clinic, 13 units of erythrocyte
suspension and 4 units of fresh frozen plasma transfu-
sion were needed (Fig.2) Due to the use of edoxaban,
he was consulted to cardiology, but switching to low
molecular weight heparin was not recommended. Car-
diologist suggested discontinuation of the edoxaban
24-48 hours before surgery but the patient was at high
risk for surgery.

Surgery was planned for the patient and edoxaban
was discontinued, but pulmonary embolism was sus-
pected due to dyspnea, desaturation, and fever. Low
molecular weight heparin was switched to 2 x 0.6 mg
in the patient with D-Dimer 4.13 mg / L and pulmo-
nary embolism could not be ruled out clearly. On the
fourth day of hospitalization, thoracic CT angiography
showed pleural fluid, which measured 69 mm in the
right lung and 17 mm in the left. There was a passive
atelectatic appearance secondary to effusion in lower
lobes, there was no clear finding in favor of embo-
lism in the pulmonary arteries. Pulmonary medicine
consultation was requested for the patient because
he had cold sweating, dyspnea, cough and fever. An-
tibiotherapy (meropenem and linezolid) was started
due to the pre-diagnosis of heart failure and pneumo-
nia. Fluid loading was avoided by furosemide infu-
sion (Fig.3a,3b). Respiratory rate was 32 and bilateral
breathing sounds were heard spasmodically on phys-
ical examination. When respiratory acidosis (ph: 7.33,
pco2: 61) was detected in the arterial blood gas, he was
transferred to the intensive care unit. Then he died due
to heart failure and pneumonia.
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Figure 1a. Contrast-enhanced computed tomography image in ~ Figure 1b. Contrast-enhanced computed tomography image in
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Figure 2. Hemoglobin (g / dl) level graph during follow-up in the urology service for 5 days. (ES: erythrocyte suspension transfu-
sion , FFP: fresh frozen plasma transfusion )

P

Figure 3b. On the 5th day of follow-up, chest x-ray (PA) before
transfer to the intensive care unit

Figure 3a. Chest x-ray (PA) in the emergency department
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DISCUSSION

The use of new oral anticoagulant drugs is increas-
ing day by day due to its advantages such as not re-
quiring INR follow-up and less interaction with oth-
er drugs. The use of these drugs should be carefully
questioned in patients with bleeding who apply to the
emergency room because they do not change the co-
agulation parameters. There are many studies in the
literature comparing the safety of these drugs in terms
of bleeding risk. As far as we know, spontaneous renal
hematoma is reported for the first time in a patient us-
ing edoxaban with normal kidney and liver functions.

In a study comparing patients using edoxaban and
warfarin for venous thromboembolism prophylaxis,
clinically significant bleeding was observed in 8.5%
(major bleeding 1.4%) in edoxaban users and 10.3%
(major bleeding 1.6%) in warfarin users. There was
no statistically significant difference between the two
groups in terms of major bleeding, and retroperitone-
al bleeding was observed in four patients (<0.1%) us-
ing warfarin (4). In the ENGAGE AF-TIMI 48 study,
which included a total of 21105 patients, the number
of patients with fatal bleeding in the group using war-
farin, edoxaban 60 mg and edoxaban 30 mg were 65,
35 and 24, respectively. Treatment with edoxaban has
been associated with less fatal bleeding, less bleed-
ing-related complications (5). In the comparison study
in which new oral anticoagulants were given to 42411
patients and warfarin to 29272 patients, more gastro-
intestinal bleeding was detected in the NOAC group
compared to warfarin. (RR 1.25, p = 0.04). New oral
anticoagulants have also been shown to reduce mortal-
ity (RR 0.90, p = 0.0003) and intracranial bleeding (RR
0.48, p <0.0001) (6). It should also be noted that; in the
study of ENGAGE AF-TIMI 48, gastrointestinal bleed-
ing was observed more frequently in edoxaban group
than warfarin group in patients over 75 years of age (7).
In the literature, bleeding in the gallbladder, cerebral
hemorrhage, spontaneous hemopericardium, hemato-
ma in the tympanic membrane have been reported in
patients using edoxaban (8-11).

In a comparative study between DMAH and edox-
aban against malignancy-associated venous thrombo-
sis, the major bleeding incidence for edoxaban at doses
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of 60 mg/day or higher was 6.9%. This incidence is sig-
nificantly higher than the 4% detected for low molec-
ular weight heparin. In addition, major bleeding from
the urogenital system was noted in five patients (1%)
using edoxaban in this study, but did not cause death
(12). In the study of Beyer-Westendorf ] et al., 1776
patients using rivaroxaban were followed for 2 years.
Bleeding was detected in 42.9% of the patients and ma-
jor bleeding in 6.1% of this group. Surgical or interven-
tional treatment was needed in 37.8% of patients with
major bleeding (13).

All new oral anticoagulants are excreted through
the kidney to a certain percentage (edoxaban 35%, ri-
varoxaban 35%, apixaban 25%). Therefore, it should be
remembered that dose adjustment may be required in
people with kidney failure (14). Since there was no renal
failure in our case, no dose adjustment was required. In
the study of Scaglione et al., it has been shown that in
patients with normal renal function, NOAC drugs will
be decrease to an ineffective concentration after five
half-live time from the last dose. For edoxaban, whose
half-life is 6-11 hours, this period varies between 1.3-2
days (15).

Current guidelines support the use of prothrombin
complex concentrate (PCC) to reverse the anticoag-
ulation effect of vitamin K antagonists such as warfa-
rin before emergency procedures or life-threatening
bleeding (16). On the other hand, the use of PCC in pa-
tients taking NOAC is not explicitly supported by any
guidelines. It may reverse the anticoagulation effect of
NOAG, but evidence is still limited (17).

CONCLUSION

The use of new oral anticoagulant drugs is increas-
ing day by day. However, as shown in our case, larger
case series and case reports are needed in terms of fatal
complications that may occur during use.
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AMAC VE KAPSAM

Amag

Yeni Uroloji Dergisi (Yeni Urol), Avrasya Uroon-
koloji Dernegi’ nin bilimsel, hakemli, agik erisimli ya-
yiudir. Derginin mali giderleri Avrasya Uroonkoloji
Dernegi tarafindan karsilanmaktadir. Toplulugumuz
kar amac1 giitmemekte; tiroloji alaninda akademik egi-
tim standartlar1 yiikseltmeyi, teknik bilimsel ve sosyal
etkinlikler ile ulusal ve uluslararast kurumlar arasi et-
kilesimi arttirmay1 hedeflemektedir.

Dergi bir yilda 3 say1 olarak, Subat, Haziran ve
Ekim aylarinda yayinlanir.

Derginin yaymn dili Tiirkge ve Ingilizce’ dir. Tiim
yazilarin baglik ve 6zetleri hem Ingilizce hem Tiirkge
olarak yayinlanir.

Yeni Uroloji Dergisi’ nin amaci bilimsel kaliteli
aragtirma makaleleri, derlemeler, editore mektuplar,
vaka raporlar1 ve cerrahi teknik raporlarina ek olarak,
tiroloji ile iligkili cerrahi 6ykiisii, etik, cerrahi egitim,
adli tip alanlarinda gesitli makaleler yayimlayarak lite-
ratiire katkida bulunmaktir.

Uroloji uzmanlari, tip uzmanlars, iiroloji ile iligkili
cerrahi tip uzmanlary; derginin hedef kitlesini olustu-
rur.

Kapsam

Derginin editdryal ve yaymn siiregleri, Uluslara-
rast Tip Dergisi Editorleri Komitesi (ICMJE), Diinya
Tip Editorleri Birligi (WAME), Avrupa Bilim Edit6r-
leri Birligi (EASE) ve Ulusal Bilgi Standartlar1 Orgii-
tit (NISO) kurallarina uygun olarak sekillenmektedir.
Dergi, insan goniilliiler iizerinde yapilan tibbi aras-
tirmalarda Etik Ilkeler konusunda Diinya Tip Birligi
(WMA) Helsinki Bildirgesi’ ne uygun olarak yayin
yapmaktadir. Bilimsel Yayincilikta Seffaflik ve En lyi
Uygulama [lkelerine uygundur (doaj.org/bestpractice).

Dergide yayinlanan yazilarda yer alan ifadeler veya
goriisler Avrasya Uroonkoloji Dernegi, editorler, yayin
kurulu ve / veya yaymcinin gorislerini degil, yazarin
goriislerini yansitir. Editérler, editorler kurulu ve ya-
yincy, bu tiir materyaller i¢in herhangi bir sorumluluk
kabul etmemektedir.

Yeni Uroloji Dergisi su anda TUBITAK ULAK-
BIM-TR Dizin, Google Akademik, Tiirk Medline Plek-
sus (Ulusal Saglik Bilimleri-Siireli Yayinlar Veritaba-
ni1), Tirkiye Atif Dizini, SOBIAD Atif Dizini, J-GATE,
EuroPub ve DOA]J (Directory of Open Access Jour-
nals) tarafindan indekslenmektedir.

ORCID ve CrossRef DO ile entegre edilmistir.

Dergiye yazi gondermek, bunlarin islenmesi ve ya-
ymlanmas: iicretsizdir. Degerlendirme ve yayin siire-
cinde yazarlardan herhangi bir ticret talep edilmez.

Yayinlanan tiim igerige https://dergipark.org.tr/tr/
pub/yud adresinden iicretsiz olarak erisilebilir.

Dergiye gonderilecek tim yazilar, https://dergi-
park.org.tr/tr/pub/yud adresinde bulunan g¢evrimigi
bagvuru sistemi araciligiyla sunulmalidir. Dergi kural-
lary, teknik bilgiler ve gerekli formlar da ayn: sayfada
bulunabilir.

Avrasya Uroonkoloji Dernegi, dergide yayinlanan
tim icerigin ulusal ve uluslararas: telif hakkina sahip-
tir.

Dergi asitsiz bir kagida basiimaktadir.

Bas Editor

Ali Thsan Tase,

Bakirkdy Dr. Sadi Konuk Egitim ve Arastirma Has-
tanesi, Uroloji Anabilim Dals, Istanbul, Tiirkiye

E-posta: alithsantasci@hotmail.com

Editor

Fatih Yanaral,

Haseki Egitim ve Aragtirma Hastanesi, Uroloji
Anabilim Daly, Istanbul

E-posta: fatihyanaral@gmail.com
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Dergi Hakkinda

Yeni Uroloji Dergisi (Yeni Urol) Avrasya Uroonko-
loji Dernegi’ nin yayin organidir. Dergi bir yilda 3 say1
olarak, Subat, Haziran ve Ekim aylarinda yayinlanir.

Yeni Uroloji Dergisi; bagimsiz, tarafsiz ve ¢ift-kor
degerlendirme ilkelerine sahip uluslararasi, bilimsel,
a1k erisim, ¢evrimici / basili bir dergidir.

Yeni Uroloji Dergisi, iiroloji ve iirolojiyi ilgilendi-
ren konularda orijinal makaleleri, olgu sunumlarini ve
der-lemeleri yayin i¢in kabul eden hakemli bir dergidir.

Yeni Uroloji Dergisi’ nin dili Tiirkge ve Ingilizcedir.

Yeni Uroloji Dergisi uluslararasi ve ulusal hakemli
dergi statiisiindedir.

Yeni Uroloji Dergisi’ ne gonderilen ve dergide ya-
yinlanan makalelerden higbir ticret talep edilmemek-
tedir.

Dergide yayinlanan makaleler icin yazarlara telif
licreti 6denmemektedir.

Derginin Yaym Kurulu, tiim itirazlar1 Yaymn Etik
Komitesi (COPE) kurallar1 ¢ercevesinde ele alir. Bu
gibi durumlarda, yazarlar temyiz ve sikayetleri ile ilgili
olarak yayin kuruluyla dogrudan iletisime ge¢melidir.
Gerektiginde, dahili olarak ¢oziilemeyen sorunlar
¢ozmek i¢in bir ombudsman atanabilir. Bag Editor,
tiim temyiz ve sikayetler i¢in karar verme siirecindeki
nihai otoritedir.

Yazarlar, Yeni Uroloji Dergisi’ ne bir makale gon-
derirken makalelerinin telif hakkini dergiye vermeyi
kabul etmis sayilir. Eger yazarin ¢aligmasinin basilmast
reddedilirse, yazinin telif hakki yazarlara geri verilir.

Dergi, yazarlarin yayin haklarini kisitlama olmaksi-
zin saklamasini saglar.

Acik Erisim ve Dijital Arsivleme

Yeni Uroloji Dergisinde yayinlanan tiim makalelere
https://dergipark.org.tr/tr/pub/yud adresi {izerinden,
tiyelik gerekmeden ve ticretsiz olarak ulagilabilir.

Yeni Uroloji Dergisi, A¢ik Erisim Dergileri Dizini
DOAJ m ve Ac¢ik Erisim Bilimsel Yayincilar Birligi
OASPA nin bilimsel yayinlar i¢in seffaflik ve en iyi uy-
gulama ilkelerine uyar.

Sherpa / Romeo’ ya gore muhafaza politikas: (Ken-
di kendine arsivleme politikasi) asagidaki gibidir:

Yazar 6n baskiy1 arsivleyemez (yani 6n hakemlik);
Yazar postprint’i arsivleyebilir (yani hakemlik sonrasi
nihai taslak); ve Yazar yayincinin siiriimiinti / PDF’ ini
arsivleyebilir.

Yeni Uroloji Dergisinde yayinlanan eserler Creative
Commons Atif-Gayri Ticari 4.0 Uluslararas: Lisansi ile
lisanslanmustir.

Yayin Etigi

Derginin yayin ve editoryal siiregleri Uluslararasi
Tip Dergileri Editorler Kurulu ICMJE’ nin yonergesine
gore yiiriitiilmektedir.

Derginin Yayin Kurulu Uyeleri, ‘Bilim Editorleri
Konseyi” nin ‘Editér Politikast’ n1 ve Diinya Tibbi Edi-
torler Dernegi Yayin Etigi Komitesi (COPE) tarafindan
saglanan yonergeleri izlemeyi kabul eder.

Bir yazinin yayin i¢in kabul edilmesinde en 6nem-
li kriterler 6zgiinliik, yiiksek bilimsel kalite ve alinti
potansiyelinin varligidir. Dergide yaymlanmak iizere
gonderilen yazilar, daha 6nce bagka bir yerde yayimn-
lanmamus ve yayinlanmak {izere génderilmemis olma-
lidir. Bir kongrede teblig edilmis ve 6zeti yayinlanmig
calismalar organizasyonun adi, yeri ve tarihi belirtil-
mek sart1 ile kabul edilebilir.

Deneysel, klinik, ila¢ ¢aligmalarinin ve bazi vaka
raporlarinin aragtirma protokollerinin Etik Kurul tara-
fin-dan uluslararasi sozlesmelere uygun olarak onay-
lanmasi gereklidir.

Yeni Uroloji Dergisi, Insan Géniilliller Uzerinde
Yapilan Tibbi Arastirmalarda Etik Ilkeler konusunda;
Diinya Tip Birligi (WMA) Helsinki Bildirgesi’ ne ka-
tilur.

Gerekli goriilmesi halinde yazarlardan etik kurul
raporu veya bu rapora esdeger olan resmi bir yazi is-
tenebilir.

Gonderilen makalelerdeki sorunlarin ¢6ztimiinde
Diinya Tibbi Editorler Dernegi Yayin Etigi Komitesi’
nin (COPE) tavsiyeleri takip edilecektir. Liitfen ince-
leyiniz; COPE .
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Cikar Catigsmasi

Bir yazarin (ya da yazarin kurumunun ya da isve-
renin) yazarin kararlarini etkileyebilecek ya da makale
tizerinde galigabilecek; finansal ya da kisisel iligkileri
varsa ¢ikar catigmasi olabilir. Yazarlar, ozellikle o si-
rada mevcut olan ilgili tim mali ¢ikarlar: ve iligkileri
veya mali catigmalar1 (6rn. Istihdam / iiyelik, hibeler
veya finans-man, danismanlik, hisse senedi sahipligi,
telif haklar1 veya dosyalanmis, alinmis veya bekleme-
de olan patentler) tanimlamak zorundadirlar. Aras-
tirmanin yapildig1 sirada ve yayin yoluyla gelecekteki
potansiyel finansal kazanci temsil eden diger finansal
¢ikarlar da tanimlanmalidir. Fonlarin agiklanmasi, ma-
kalenin “Tesekkiirler” boliimiinde belirtilmelidir.

Yazar Telif Hakk: Devir Formu, her yazar adina il-
gili yazar tarafindan doldurulmali ve yazi ile birlikte
sunulmalidir.

Yazarlarin Sorumluluklan

Sorumlu yazar, yazinin dogrudan sorumlulugunu
kabul eden kisileri belirlemelidir. Bu bireyler yazarlik
kriterlerini tam olarak karsilamali ve yazarlik formunu
doldurmalidir. lgili yazar, tercih edilen alintiyr agik¢a
be-lirtmeli ve tiim bireysel yazarlar1 tanimlamalidir.

Yeni Uroloji Dergisi’ ne gonderilen her makale, ad
gegen yazarlarin timiiniin imzaladig1 yazar katki ve
yayin haklar1 devir formu ile birlikte gonderilmelidir.

Sekiller, tablolar veya hem basili hem de elektronik
formatlardaki diger materyaller de dahil olmak tizere
bagka kaynaklardan alinan igerigi kullanan yazarlarin
telif hakk: sahibinden izin almalar1 gerekir. Bu husus-
taki hukuki, mali ve cezai sorumluluk yazarlara aittir.

Yeni Uroloji Dergisi’ nde yayinlanan yazilarda be-
lirtilen ifadeler veya goriisler yazarlara aittir. Editorler,
editorler kurulu ve yayinci, bu yazilar i¢in herhangi bir
sorumluluk kabul etmemektedir. Yayinlanan igerikle
ilgili nihai sorumluluk yazarlara aittir.

Yazarlarin kimlik bilgileri ve e-posta adresleri hig-
bir gekilde baska amaglar icin kullanilmamaktadir.

Gonderilen yazilarin daha 6nce yayinlanmamis ol-
masi veya bagka bir dergide degerlendirme asamasinda
ol-mamasi gerekmektedir.

Gonderilen yazilar herhangi bir kongrede takdim
edilmis ise bu durum génderilen makalede dipnot ola-
rak bildirilmelidir.

o+ Uzerinde deneysel calisma yapilan goniillii ki-
silere ve hastalara uygulanan prosediirler ve sonuglari
anla-tildiktan sonra onaylarinin alindigini ifade eden
bir agiklama yazinin i¢inde bulunmalidir.

o Hayvanlar iizerinde yapilan arastirmalarda aci
ve rahatsizlik verilmemesi i¢in yapilan uygulamalar ve
ali-nan tedbirler acik olarak belirtilmelidir.

« Hasta onamy, etik kurulun adj, etik kurul toplan-
t1 tarihi ve onay numarasi ile ilgili bilgiler makalenin
Gerec ve Yontem bolimiinde de belirtilmelidir.

o Hastalarin gizliligini korumak, yazarlarin so-
rumlulugundadir. Hasta kimligini ortaya ¢ikarabilecek
fotograflar icin, hasta ve/veya yasal temsilcileri tarafin-
dan imzalanan onaylarin alinmasi ve yazili onay alin-
diginin metin icerisinde belirtilmesi gereklidir.

Dergimize gonderilen tiim yazilar intihal tespit
etme programi (iThenticate) ile taranabilir. Yeni Uro-
loji Dergisi Editorler Kurulu, Benzerlik Kontroliindeki
diger makalelere benzerlik endeksi ytiksek olan bir ya-
z1y1 derhal reddedecektir.

Telif Hakki ve Lisanlama

Avrasya Uroonkoloji Dernegi, Yeni Uroloji Der-
gisinde yayinlanan tiim icerigin ulusal ve uluslararasi
telif hakkina sahiptir.

Dergide yayinlanan makaleler icin yazarlara telif
ticreti 6denmemektedir.

Yazarlar, Yeni Uroloji Dergisi’ ne bir makale gon-
derirken makalelerinin telif hakkini dergiye vermeyi
kabul etmis sayilir. Eger yazarin caligmasinin basilmast
reddedilirse, yazinin telif hakki yazarlara geri verilir.

Sekiller, tablolar veya hem basili hem de elektronik
formatlardaki diger materyaller de dahil olmak tizere
baska kaynaklardan alinan igerigi kullanan yazarlarin
telif hakk: sahibinden izin almalar1 gerekir. Bu husus-
taki hukuki, mali ve cezai sorumluluk yazarlara aittir.

Yeni Uroloji Dergisinde yayinlanan eserler Creative
Commons Atif-Gayri Ticari 4.0 Uluslararas: Lisansi ile
lisanslanmustar.
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Gonderilen makalelerdeki sorunlarin ¢éziimiinde
Diinya Tibbi Editorler Dernegi Yaymn Etigi Komitesi’
nin (COPE) tavsiyeleri takip edilecektir.

intihal

Tanim: Bir yazar bagka birinin ¢alismasini kendi
eseri olarak sunmaya caligtiginda buna intihal denir.
Buna ek olarak, bir yazar referans: diizgiin bir sekil-
de belirtmeden daha 6nce yaymlanmis olan eserinin
onemli bir bolimii-nt yeni bir eserde kullandiginda
buna yinelenen yayin denir; bazen kendine intihal de-
nir. Bu, ayn: makalenin bagka bir dergide yayinlanma-

sindan veri segmentasyonu olan ‘salam dilimlemeye’
kadar bir 6nceki makaleye ¢ok az yeni veri eklemeye
kadar degisebilir.

Politika: Yeni Uroloji Dergisi, intihal taramasi i¢in
ithenticate programini kullanir (http://www.ithenti-
cate.com). Yayinlanacak makalelerin% 20den az ben-
zerlige sahip olmasi gerekmektedir. Siipheli intihal bir
makalede ya (gozden gecirenler ya da yayin ekibi tara-
findan) ya da (okuyucular tarafindan) yayinlandiktan
sonra bulunursa, dergi COPE’ nin davranis kurallarina
ve akis semalarina gore hareket edecektir.
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YAZININ GONDERIMI

Makaleler yalnizca online olarak https://dergipark.
org.tr/tr/pub/yud adresinden gonderilebilir. Bagka bir
yolla gonderilen yazilar degerlendirilmeye alinmaya-
caktir.

Dergiye gonderilen yazilar, 6ncelikle yazinin dergi
kurallarina uygun olarak hazirlanmasini ve sunulmasi-
n1 saglayacaklar teknik degerlendirme siirecinden ge-
ger. Derginin kurallarina uymayan yazilar, teknik dii-
zeltme talepleri ile gonderen yazara iade edilir. Editor,
ana metni degistirmeden diizeltme yapabilir. Editor,
yukarida belirtilen sartlara uymayan makaleleri red-
detme hakkini sakli tutar.

Yazarlarin asagidaki belgeleri gondermeleri gerekir:

o Yazar Katki ve Yayin Hakki Devir Formu

o Baglk Sayfasi (makale Bashig, kisa baglik, ya-
zarin adi, unvani ve kurumu, sorumlu yazarin iletisim
bilgileri, arastirmay1 destekleyen kurulus varsa kuru-
lusun adi)

o Ana belge (tiim makalelerde, ana metinden
once de Ozet boliimii yer almalidir)

. Sekiller (JPEG format1)

. Tablolar (en fazla 6 tablo)

Ana Belgenin Yayina Hazirhigi

Yazilar bilgisayar ile ¢ift aralikli olarak 12 punto bii-
yiikligiinde ve Times New Roman karakteri ile yazil-
malidir. Her sayfanin biitiin kenarlarinda en az 2.5 cm
bosluk birakilmalidir. Ana metin, yazarlarin adlar1 ve
kurullar1 hak kinda hi¢bir bilgi icermemelidir.

| s Kelime | Referans | Tablo ve
Aragtirma Tiirii | Ozet .
Sayis1 | Sayisi Figiirler
Ozgiin Aragtirma | 250 | 4000 30 10
Derleme 250 | 5000 100 10
Olgu Sunumu 300 | 2000 20 10

Yayin gesitleri;

Ozgiin makaleler yapilandirilmis bir Ozet (abstra-
ct), Giris, Gereg ve Yontemler, Bulgular, Sonuglar, Re-
feranslar, Tartigma, gerekli ise Onam, Figiirler; resim,
grafik ¢izim, video, tablolar icermelidir.

Olgu sunumlari igin yapilandirilmig Ozet gerek-
mez. Ozet boliimii 300 sdzciik ile siirlandirilmalidir.
Ozet' de kaynaklar, tablolar ve atiflar kullanilamaz.
Ozet’ in bittigi satirin altinda sayisi 3-5 arasinda olmak
tizere anahtar kelimeler verilmelidir.

Tiirkiye disindaki tilkelerden yazi gonderen yazar-
lar i¢in Baglik, Ozet, Anahtar Kelimeler ve yaziyla ilgili
diger bazi temel boliimlerin Tiirkge olarak gonderilme-
si zorunlu degildir. Bu boliimlerin ¢evirileri, yazarlar
tarafindan gonderilen 6zgiin Ingilizce metinler dikkate
alinarak dergi editorliigii tarafindan yapilacaktir.

Makalede kullanilan tiim kisaltmalar, ilk kullanim-
da tanimlanmalidir. Kisaltma, tanimi ardindan paran-
tez icinde verilmelidir.

Anahtar kelime se¢imi icin lutfen Index Medicus’
un (MeSH) tibbi konu basliklarina bakiniz: https://
meshb.nlm.nih.gov/MeSHonDemand .

Ana metinde bir ilag, tirtin, donanim veya yazilim
programindan bahsedildiginde, triiniin adi, Grtintin
lireticisi, tiretim gehri ve tireten sirketin tilkesi de da-
hil olmak iizere iiriin bilgileri (ABDde ise devlet dahil)
parantez icinde verilmelidir.

Tiim kaynaklara, tablolara ve sekillere ana metinde
atifta bulunulmali ve kaynaklar, ana metinde gegen si-
raya gore numaralandirilmalidir. Kullanilan semboller,
sembollerin standart kullanimlarina uygun olmalidir.

Ozgiin Aragtirma makaleleri klinik veya temel
aragtirma sonuglarini icermeli, elestirel okuyucular
icin kabul edilebilir olacak kadar iyi belgelenmelidir.
En fazla 4000 kelime olmali ve sirasiyla asagidaki bas-
liklar1 igermelidir;

o Bagslik (hem Tiirkge hem Ingilizce)

. Ozet (hem Tiirkge hem Ingilizce)

«  Anahtar Kelimeler (hem Tiirkge hem Ingiliz-
ce)

. Giris
Gereg ve yontemler
o Bulgular

. Tartisma
o  Sonuglar
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o Sekillerin ve tablolarin bagliklar: (gerekirse)

«  Kaynaklar

Olgu sunumlari en fazla 2000 kelime olmali ve sira-
styla asagidaki basliklar: icermelidir;

o Baslik (hem Tiirk¢e hem Ingilizce)

o Ozet (hem Tiirk¢e hem Ingilizce)

o Anahtar Kelimeler (hem Tiirkge hem Ingiliz-
ce)

. Giris

o Olgu sunumu

o Tartigma ve Sonug

o Sekillerin ve tablolarin basliklar: (gerekirse)

o Kaynaklar

Derlemeler yapilandirilmis olmali, en fazla 5000
kelimeden olusmali ve sirasiyla asagidaki basliklar
icermelidir;

o Baslik (hem Tiirkge hem Ingilizce)

. Ozet (hem Tiirkge hem Ingilizce)

¢ Anahtar Kelimeler (hem Tiirkge hem Ingiliz-
ce)

o Anametin

«  Sonug

o Sekillerin ve tablolarin basliklar: (gerekirse)

o  Kaynaklar

Sistematik derlemeler i¢in yazarlar PRISMA y6ner-

gelerine uymalidir.
Editore Mektuplar en fazla 1000 kelime olmali ve

asagidaki alt bagliklar icermelidir;

e  Bashk

o Anahtar kelimeler

o Anametin

o Sekillerin ve tablolarin basliklar: (gerekirse)

o Kaynaklar

Sekillerin ve tablolarin yayina hazirligs;

Sekiller, grafikler ve fotograflar, makale yiikleme
sistemi aracilifiyla ayr1 dosyalar (JPEG formatinda)
halinde sunulmalidir.

Dosyalar bir Word belgesine veya ana belgeye go-
miilmemelidir.

Seklin alt birimleri oldugunda; alt birimler tek bir
goriintii olusturmak i¢in birlestirilmemelidir. Her alt

birim, bagvuru sistemi araciligiyla ayri ayr1 sunulma-
lidir.

Sekil alt birimlerini belirtmek i¢in goriintiiler Ara-
bik rakamlarla (1,2,3...) numaralandirilmalidir.

Gonderilen her bir seklin en diisiik ¢oziiniirligi
300 DPI olmalidur.

Sekillerin bagliklar1 ana belgenin sonunda listelen-
melidir.

Bilgi veya resimler hastalarin tanimlanmasina izin
vermemelidir. Kullanilan herhangi bir fotograf i¢in
hastadan ve/veya yasal temsilcisinden yazili bilgilendi-
rilmis onam alinmalidir.

Tablolar ana belgeye gomiilmeli veya ayr1 dosyalar
halinde sunulmalidir. Tablo sayis1 alt1 adet ile sinirlan-
dirilmalidir. Tiim tablolar, ana metinde kullanildig:
sirayla art arda numaralandirilmalidir. Tablo bagliklar:
ve aciklamalar1 ana belgenin sonunda listelenmelidir.

Kaynaklar

Yazida kullanilan kaynaklar ctimlenin sonunda
parantez i¢inde belirtilmelidir. Kaynaklar makalenin
sonun-da yer almali ve makalede gegis sirasina gore
siralanmalidir. Kaynaklar yazarlarin soyadlarini ve
adlarmin bag harflerini, makalenin bagligini, derginin
adini, basim yilini, sayisini, baslangig ve bitis sayfalari-
ni1 belirtmelidir. 6 ve daha fazla yazari olan makalelerde
ilk 3 yazardan sonrasi icin ‘et al” veya ‘ve ark. ifadesi
kullanilmalidir. Ki-saltmalar Index Medicus’ a uygun
olmalidir.

Ornekler

Makaleler igin: 1. Tasci A, Tugcu V, Ozbay B, Mutlu
B, Cicekler O.

Stone formation in prostatic urethra after potas-
sium-titanyl-phosphate laser ablation of the pros-
tate for be-nign prostatic hyperplasia. J Endourol
2009;23:1879-81.

Kitap i¢in: 1.Giinalp I: Modern Uroloji. Ankara:
Yargicoglu matbaasi, 1975.

Kitap boliimleri icin: Anderson JL, Muhlestein JB.
Extra corporeal ureteric stenting during laparoscopic
pyeloplasty. Phila-delphia: W.B. Saunders; 2003. p.
288-307.

Web sitesi i¢in: Gaudin S. How moon landing chan-
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ged technology history (Internet). Computerworld UK.
2009 (cited 15 June 2014). Available from: http://www.
computerworlduk.com/in-depth/it-business/2387/
how-moon-landing-changed-technology-history/

Bildiriler igin: Proceedings of the Symposium on
Robotics, Mechatronics and Animatronics in the Cre-
ative and Entertain-ment Industries and Arts. SSAISB
2005 Convention. University of Hertfordshire, Hat-
field, UK; 2005.

Tez igin: Ercan S. Venoz yetmezlikli hastalarda kalf
kas1 egzersizlerinin venoz fonksiyona ve kas giiciine et-
kisi. Siileyman Demirel Universitesi Tip Fakiiltesi Spor
Hekimligi Anabilim Dali Uzmanlik Tezi. Isparta: Sii-
leyman Demi-rel Universitesi. 2016.

Geri Cekme veya Reddetme

Yaziyr Geri Cekme: Gonderilen yazinin degerlen-
dirme stirecinde gecikme olmasi vb. gibi gerekgelerle
yaziy1 geri cekmek ve bagka bir yerde yayinlatmak is-
teyen yazarlar yazili bir bagvuru ile yazilarini dergiden
geri cekebilirler.

Yazi Reddi: Yaymlanmas: kabul edilmeyen yazilar,
gerekgesi ile geri gonderilir.

Kabul Sonrasi: Makalenin kabul edilmesi duru-
munda, kabul mektubu iki hafta icinde sorumlu yazara
gonderilir. Makalenin baskidan dnceki son hali yazarin
son kontroliine sunulur. Dergi sahibi ve yayin kurulu,
kabul edilen makalenin derginin hangi sayisinda basi-
lacagina karar vermeye yetkilidir.

Yazarlar, makalelerini kisisel veya kurumsal web si-
telerinde, uygun alint1 ve kiitiiphane kurallarina bagli
kalarak yayinlayabilirler.
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Cift-Kor Degerlendirme Siireci

1. Makale Basvurusu

[gili yazar, makalesini Dergipark cevrimigi sistemi
araciigiyla dergiye gonderir (http://dergipark.gov.tr/
journal/1455/submission/start) gonderir.

2. Editoryal Degerlendirme

Editorliik, ilgili makalenin derginin yazim kuralla-
rina gore diizenlenip diizenlenmedigini kontrol eder.
Bi-limsel igerigi bu asamada degerlendirmez.

3. Bas Editor Tarafindan Degerlendirme

Bas Editor, editorliik siirecini izlemek i¢in Bolim
Editorii atamasi yapar. Boliim Editorii, makalenin ori-
jinal olup olmadigini denetler. Degilse, makale ret edi-
lerek siire¢ tamamlanir.

4. Hakem Daveti

Boliim Editorii, makalenin bilimsel iceriginin de-
gerlendirilmesi i¢in konu ile ilgili hakemlere davet
gonde-rir. Genellikle 2 hakeme davet gonderilir. Ilgili
yaziy1 hakemlerden birisi ret digeri kabul ettigi taktir-
de, boliim editorii uygun goriirse tigiincii bir hakemin
incelemesi icin davetiye gonderebilir.

5. Davete Yanit

Segilen hakemler, daveti gonderilen yaziyr kendi
uzmanliklarina, ¢ikar catigmalarina ve kullanilabilir-
lik du-rumlarina kars: gizli olarak degerlendirir. Daha
sonra kabul veya reddetmektedirler.

6. inceleme Siireci

Hakem, makaleyi cesitli agilardan degerlendirdik-
ten sonra (15 gilin icerisinde) elestiri ve dnerilerini ige-
ren hakem degerlendirme formunu editére gonderir.
Major veya mindr revizyonlar sonrasinda hakem ya-
z1y1 tekrar degerlendirmek istemis ise 6neri ve elestiri-
ler yazarlara iletilerek diizeltilmis yaziy: tekrar sisteme
yiiklemeleri istenir. Bu siire¢ hakemin kabul veya ret
cevabi verene kadar devam eder.

7. Derginin Degerlendirme Siireci

Boliim Editorii, genel bir karar vermeden 6nce geri
gonderilen tiim degerlendirmeleri dikkate alir. Hakem
degerlendirme sonuglari ¢cok farkliysa, editor bir karar

almadan once fazladan bir fikir edinmek i¢in ek bir in-
ce-leme isteyebilir.

8. Kararin iletilmesi

Boliim Editorii, yazi hakkindaki son kararina ha-
kem isimleri gizlenerek hakem raporlarini da ekler ve
yazara gevrimigi sistem ve e-mail araciligi ile génderir.

9. Sonraki Adimlar

Makale kabul edilirse, dil editériine génderilir. Bu
asamalardan sonraki adimlar;

o Son kopya gonderisi

e Mizanpaj

o Diizeltmeler

o Yayinlanacak gonderilerin erken bask: olarak
web sayfasina yerlestirilmesi

o Sayiolusturulmasi

«  Icindekiler sayfasi diizenlenmesi

o Web sitesinde say1 olarak yayinlanmas ve bas-
ki
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AIM AND SCOPE

AIM

The New Journal of Urology (New J Urol) is a sci-
entific, referred, open access publication of the Eur-
asian Uro-oncological Association. The society is a
non-profit organization and it aims to increase the
standards in the field of urology including education of
the academicians, professionals and public. The society
also aims to create or make contributions for the devel-
opment of technical, scientific and social facilities and
it also cooperates with any and all related institutions,
organizations, foundations and societies from the na-
tional and international area for this purpose.

The journal’ s financial expenses are covered by the
Eurasian Uro-oncological Association. The journal is
published quarterly — three times a year- in February,
June and October, respectively and the language of the
journal is Turkish and English.

The purpose of the New Journal of Urology is to
contribute to the literature by publishing urological
manuscripts such as scientific articles, reviews, letters
to the editor, case reports, reports of surgical tech-
niques, surgical history, ethics, surgical education and
articles of forensic medicine.

The target group of the journal consists of acade-
micians working in the field of urology, urologists, res-
idents of urology and all other fields of expertise and
practitioners interested in urology.

Urology specialists, medical specialty fellows and
other specialists who are interested in the field of urol-
ogy are the journal’s target audience.

SCOPE

The New Journal of Urology is currently indexed by
TUBITAK ULAKBIM-TR Directory, Google Schoolar,
TurkMedline (National Health Sciences-Periodicals
Database), Turkish Citation Index and SOBIAD Cita-
tion Index. The journal is integrated with ORCID and
CrosReff DOI. All published content is available for
free at https://dergipark.org.tr/en/pub/yud.

All manuscripts submitted to the journal should be
submitted through the online application system avail-
able at https://dergipark.org.tr/en/pub/yud .

Instructions for authors including technical infor-
mation and required forms can be found at the jour-
nal’s website https://dergipark.org.tr/en/pub/yud .

Editorial and publication processes of the journal
are shaped in accordance with the guidelines of the
international organizations such as the Internation-
al Council of Medical Journal Editors (ICMJE), the
World Association of Medical Editors (WAME), the
Council of Science Editors (CSE), the Committee on
Publication Ethics (COPE), the European Association
of Science Editors (EASE). The journal is in conformity
with Principles of Transparency and Best Practice in
Scholarly Publishing. (https://doaj.org/bestpractice).

The statements and/ or opinions indicated at the
articles which are published at the journal reflect the
views of the author, not the opinions of the editors,
editorial board and / or the publisher of the Eurasian
Uro-oncological Association; Editors and publishers
do not accept any responsibility for such materials.

No fee is required for submitting articles, evalua-
tion, processing or publishing process from the au-
thors.

The Eurasian Uro-oncological Association has na-
tional and international copyright to all content pub-
lished in the journal.

The journal is printed on an acid-free paper.

Editor In Chief

Ali Thsan Tas¢i, Department of Urology, Bakirkoy
Dr. Sadi Konuk Training and Research Hospital,
University of Health Sciences, Istanbul, Turkey
e-mail : alithsantasci@hotmail.com

Editor

Fatih Yanaral, Department of Urology,

Haseki Training and Research Hospital, Turkey
e-mail: fatihyanaral@gmail.com
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Information About Journal

The New Journal of Urology (New J Urol) is a jour-
nal published by Eurasian Uro-oncological Association
and is published three times a year- in February, June
and October.

New J Urol is an international, scientific, open ac-
cess, online/published journal in accordance with in-
dependent, unbiased, and double-blinded peer-review
principles.

The New Journal of Urology, welcomes original ar-
ticles, case reports and reviews which are on urology
and related topics and is a peer reviewed journal

The journal’s publication language is Turkish and
English.

New ] Urol is indexing in both international and
national indexes.

There is no charge for publishing or no copyright
fee is paid to the authors.

New J Urol has adopted the policy of providing
open access with the publication.

Group authorship should identify the individuals
who accept direct responsibility for the manuscript.
These individuals should fully meet the criteria for
authorship and should complete an authorship form.
The corresponding author should clearly indicate the
preferred citation and identify all individual authors as
well as the group name.

Authors’ credentials and e-mail addresses are in no
way used for other purposes.

The submitted articles should be previously unpub-
lished and shouldn't be under consideration by any
other journal.

If whole or a part of the submitted articles are pre-
sented in any congress, this should be noted in the sub-
mitted article.

The journal will allow the authors to retain publish-
ing rights without restrictions.

The editorial and publication processes of the jour-
nal are shaped in accordance with the guidelines of the
International Council of Medical Journal Editors (IC-
MJE). The journal conforms to the Principles of Trans-
parency and Best Practice in Scholarly Publishing.

Open Access & Deposit Policy

Open Access Policy

This journal provides immediate open access to its
content on the principle that making research freely
avail-able to the public supporting a greater global ex-
change of knowledge.

Every paper published in the New Journal of Urol-
ogy is freely available via the website https://dergipark.
org.tr/en/pub/yud

Our Open Access policy follow the criteria for
transparency and best practice of Directory of Open
Access Journals (DOAJ) and Open Access Scholarly
Publishers Association (OASPA).

Deposit Policy

Deposit policy (Self-archiving policy) according to
Sherpa/Romeo are as follows:

Author cannot archive pre-print (i.e., pre-referee-
ing); Author can archive postprint (i.e., final draft after
refer-eeing); and Author can archive publisher’s ver-
sion/PDE.

All published content in the New Journal of Urol-
ogy are licensed under Creative Commons Attribution
4.0 International License.

Publication Ethics and Publication Mulpractice

Statement

Instructions for authors are shaped on the recom-
mendations of International Committee of Medical
Journal Editors (http://www.icmje.org/recommenda-
tions/ )

The Editorial Board Members of the Journal accept
to follow ‘Editorial Policy’ of the ‘Council of Science
Editors’ and the guidelines provided by the Committee
on Publication Ethics (COPE), the International Com-
mittee of Medical Journal Editors (ICMJE) for dealing
with scientific misconduct, such as falsification of data,
plagiarism, improprieties of authorship, violation of
generally accepted research practices and redundant
publication and duplicate publication.

Originality, high scientific quality and citation po-
tential are the most important criteria for a manuscript
to be accepted for publication. Manuscripts submitted
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for evaluation should not have been previously pre-
sented or already published in an electronic or printed
medium. Manuscripts that have been presented in a
meeting should be submitted with detailed informa-
tion on the organization, including the name, date, and
location of the organization.

An approval of research protocols by the Ethics
Committee in accordance with international agree-
ments World Medical Association Declaration of Hel-
sinki is required for experimental, clinical, and drug
studies and for some case reports. If required, ethics
committee reports or an equivalent official document
will be requested from the authors.

If there is any concern or dispute at over the studies,
we will follow the flowcharts of Committee on Publica-
tion Ethics (COPE) to solve them.

Disclosure of Conflicts of Interest

A conflict of interest may exist when an author (or
the author’s institution or employer) has financial or
personal relationships or affiliations that could influ-
ence the author’s decisions or work on the manuscript.
Authors are required to identify all relevant financial
interests and relationships or financial conflicts (e.g.,
employment/affiliation, grants or funding, consultan-
cies, stock ownership or options, royalties, or patents
filed, received, or pending), particularly those present
at the time the research was conducted and through
publication, as well as other financial interests that rep-
resent potential future financial gain. The disclosure of
funding should be indicated in the Acknowledgments
section within the manuscript.

The Author Submission Requirement Form should
be completed by the corresponding author on behalf of
each coauthor and should be submitted with the man-
uscript.

The Editorial Board of the New Journal of Urolo-
gy will immediately reject a submitting manuscript
which has a high similarity index to other papers in
the Similarity Check. When malpractices are found in
the submitted article to the New Journal of Urology,
the New Journal of Urology will follow the flowchart

by the Committee on Publication Ethics (COPE) for
settlement of any misconduct. The editorial board of
the New Journal of Urology is always willing to publish
corrections, clarifications, retractions when needed.

Responsibilities of Author

The Editorial Board of the journal handles all appeal
and complaint cases within the scope of Committee on
Publication Ethics (COPE) guidelines. In such cases,
authors should get in direct contact with the editorial
office regarding their appeals and complaints. When
needed, an ombudsperson may be assigned to resolve
cases that cannot be resolved internally. The Editor in
Chief is the final authority in the decision-making pro-
cess for all appeals and complaints.

When submitting a manuscript to New ] Urol,
authors accept to assign the copyright of their man-
uscript to the journal. If rejected for publication, the
copyright of the manuscript will be assigned back to
the authors. New ] Urol requires each submission to
be accompanied by a Author Contribution&Copyright
Transfer Form. When using previously published con-
tent, including figures, tables, or any other material in
both print and electronic formats, authors must obtain
permission from the copyright holder. Legal, financial
and criminal liabilities in this regard belong to the au-
thor(s).

For manuscripts concerning experimental research
on humans, a statement should be included that shows
that written informed consent of patients and volun-
teers was obtained following a detailed explanation of
the procedures that they may undergo.

For studies carried out on animals, the measures
taken to prevent pain and suffering of the animals
should be stated clearly.

Information on patient consent, the name of the
ethics committee, and the ethics committee approv-
al number should also be stated in the Materials and
Methods section of the manuscript.

It is the authors’ responsibility to carefully protect
the patients’ anonymity. For photographs that may re-
veal the identity of the patients, releases signed by the
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patient or their legal representative should be enclosed.

All submissions are screened by a similarity detec-
tion software (iThenticate) and the limitation without
similarity is 25%.

Statements or opinions expressed in the manu-
scripts published in New ] Urol reflect the views of the
author(s) and not the opinions of the editors, the edi-
torial board, or the publisher; the editors, the editorial
board, and the publisher disclaim any responsibility or
liability for such materials. The final responsibility in
regard to the published content rests with the authors.

Copright & Licensing

Copyright

The Eurasian Urooncological Association is the
owner of The New Journal of Urology’s name and
copyright holder of all published content transferred
by authors. The content can be used as a reference in
scientific publi-cations and presentations. Except these
conditions, permissions for re-use of manuscripts and
images should be obtained from Eurasian Urooncolog-
ical Association.

There is no charge for publishing or no copyright
fee is paid to the authors.

When submitting a manuscript to New ] Urol, au-
thors accept to assign the copyright of their manuscript
to the journal. If rejected for publication, the copyright
of the manuscript will be assigned back to the authors.

New J Urol requires each submission to be accom-
panied by an Author Contribution&Copyright Trans-
fer Form.

When using previously published content, includ-
ing figures, tables, or any other material in both print
and electronic formats, authors must obtain permis-
sion from the copyright holder.

Eurasian Urooncological Association

Address: Eurasian Urooncological Association,

Aksemsettin neigh. Akdeniz St. Ceyiz Apartment.

No:86/4 Fatih / Istanbul

Phone: +90 (212) 635 18 24

Web: www.avrasyauroonkoloji.org

E-mail: dergi@avrasyauroonkoloji.org

Licencing

All published content in New ] Urol are licensed
under Creative Commons Attribution 4.0 Internation-
al Li-cense.

If there is any concern or dispute at over the studies,
we will follow the flowcharts of Committee on Publi-
ca-tion Ethics (COPE) to solve them. For information
please click at the link .

Plagiarism

Definition

When an author tries to present the work of some-
one else as his or her own, it is called plagiarism. In
addi-tion, when an author uses a considerable por-
tion of his or her own previously published work in
a new one with-out properly citing the reference, it is
called a duplicate publication; sometimes also referred
to as self-plagiarism. This may range from publishing
the same article in another journal to ‘salami-slicing
which is data segmenta-tion, to adding little new data
to the previous article.

Policy

The New Journal of Urology journal uses the ithen-
ticate program for scanning plagiarism. The articles to
be published are required to have less than 20% simi-
larity. If suspected plagiarism is found in an article ei-
ther before (by reviewers or editorial team) or after (by
readers) publication, the journal will act according to
COPE’ s code of conduct and flowcharts.
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Manuscripts can only be submitted through the
journal’s online manuscript submission and evalua-
tion system, available at https://dergipark.org.en/yud.
Manuscripts submitted via any other medium will not
be evaluated.

Manuscripts submitted to the journal will first go
through a technical evaluation process where the ed-
itorial office staftf will ensure that the manuscript has
been prepared and submitted in accordance with the
journal’s guidelines. Submissions that do not conform
to the journal’s guidelines will be returned to the sub-
mitting author with technical correction requests. The
editor reserves the right to reject manuscripts that do
not comply with the above-mentioned requirements.
Corrections may be done without changing the main
text.

Authors are required to submit the following:

»  Author Contribution&Copyright Transfer Form,

o  Title Page (including Title of Manuscript, Run-

ning title, Author(s)’s name, title and institu-
tion, corresponder authour’s contact informa-
tion, Name of the organization supporting the
research)

e Main document (All articles should have an

abstract before the main text).

o Figures (Jpeg format)

o Tables (max 6 table)

o Preparation of the Main Document

The articles should be written with double-spaced
in 12 pt, Times New Roman character and at least 2.5
cm from all edges of each page. The main text should
not contain any information about the authors names
and affiliations.

Publication Types;
. Text Table&
Type of Article | Abstract (Word) References Figures
Original Article | 250 4000 30 10
Review Article 250 5000 100 10
Case Reports 300 2000 20 10

Original articles should have a structured abstract.

(Aim, Material and Methods, Results, Conclusion). For
case reports, the structured abstract is not used. Limit
the abstract to 300 words. References, tables and cita-
tions should not be used in an abstract. Authors must
include relevant keywords (3-5) on the line following
the end of the abstract. For the international authors,
submission of Turkish title, Turkish abstracts and
Turkish keywords are not required. These will be pro-
vided by editorial office.

All acronyms and abbreviations used in the manu-
script should be defined at first use, both in the abstract
and in the main text. The abbreviation should be pro-
vided in parentheses following the definition.

For the selection of keywords, please refer to the
medical subject headings (MeSH) of Index Medicus
https://meshb.nlm.nih.gov/MeSHonDemand.

When a drug, product, hardware, or software pro-
gram is mentioned within the main text, product in-
formation, including the name of the product, the
producer of the product, and city and the country of
the company (including the state if in USA), should be
provided in parentheses.

All references, tables, and figures should be referred
to within the main text, and they should be numbered
consecutively in the order they are referred to within
the main text. The symbols used must be nomenclature
used standards.

Original articles should contain the results of clin-
ical or basic research and should be sufficiently well
documented to be acceptable to critical readers. Origi-
nal Research Articles should be maximum 4000 words
and include subheadings below;

o Title (both in Turkish and English)

« Abstract (both in Turkish and English)

o Keywords (both in Turkish and English)

o Introduction

o Material and Methods

o Results

« Discussion

o Conclusions

o  Figures and Tables Legend (if necessary)
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o References

o Case Reports should be maximum 2000 words
and include subheadings below;

o  Title (both in Turkish and English)

o Abstract (both in Turkish and English)

o Keywords (both in Turkish and English)

o Introduction

e Case Presentation

o Discussion and Conclusion

o  Figures and Tables Legend (if necessary)

o References

The format of the abstract and manuscript may be
structured. Literature Reviews should be maximum
5000 words and include subheadings below;

o  Title (both in Turkish and English)

o Abstract (both in Turkish and English)

o Keywords (both in Turkish and English)

e«  Main text

o Conclusion

o  Figures and Tables Legend (if necessary)

o  References

For systematic reviews, authors must adhere to the
PRISMA guidelines.

Letters to Editor should be maximum 1000 words
and should include subheadings below;

o Title

o Keywords

e Main text

o  Figures and Tables Legend (if necessary)

o References

o Preparation of the Figures and Tables

o  Figures, graphics, and photographs should be

submitted as separate files (in JPEG format)
through the submission system.

The files should not be embedded in a Word docu-
ment or the main document.

When there are figure subunits, the subunits should
not be merged to form a single image. Each subunit
should be submitted separately through the submis-
sion system.

Images should be numbered by Arabic numbers to

indicate figure subunits.

The minimum resolution of each submitted figure
should be 300 DPIL

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

Information or illustrations must not permit iden-
tification of patients, and written informed consent for
publica-tion must be sought for any photograph.

Tables should embedded in main document or
should be submitted as separate files but if tables are
submitted separately please note in where it is suitable
in main text. Tables are limited with six tables. All ta-
bles should be numbered consecutively in the order
they are used to within the main text. Tables legends
should be listed at the end of the main document.
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tions. The quality of the paper is not assessed at this
point.
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views before making an overall decision. If the reviews
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viewer so as to get an extra opinion before making a
decision.

8.The Decision is Communicated

The Section Editor sends a decision email to the
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