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Bu say Glkemiz ve tim insanlik icin cok sikintili bir yil olan 2020 yilinin da son sayisi,
2021'in hepimize saglik, mutluluk ve iyilikler getirmesini diliyor ve yeni yilinizi kutluyoruz.

Aralik 2020 sayisinda keyifle okuyacaginiz yedi 6zgln arastirma makalesi yer aliyor.
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erisim kapsamindadir. Yayin dili Turkce ve Ingilizce olup yazar tercihine gore belirlen-
mektedir. Hedefimiz, Uroloji kapsamindaki hastaliklarin giincel tani yontemleri ile birlikte
endoskopik, laparoskopik ve robotik cerrahi tedavilerinin detayli analizini yaparak, tekno-
lojik gelismeler hakkinda surekli bilgi akisini saglamaktir. Bultenin hedef okuyucusu on-
celikle Uroloji—alt brans uzman ve tipta uzmanlik 6grencileri (yan dal 6grencileri) olmakla
birlikte, saglik bilimlerinin diger branslarindaki ve genel tip uzmanlarindan droloji ile ilgi-
lenen hekimlerdir. Ayrica Urolojinin iliskili oldugu tip disi bilimlerden uzman ve 6grenciler
de Endodroloji Bulteni'nin dogal paydaslaridir.
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rensel standartlara uygun dahasi tim dtnyada gorindrlagu, bilinirligi ve yararlanirhd
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Factors affecting extra-prostate and insufficient tissue sampling
in 12 focal prostate biopsy directed to the periphery

Perifere yonlendirilmis 12 odak prostat biyopsi uygulamasinda prostat disi ve yetersiz doku
orneklemesine etki eden faktorler
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OZET

Amac: Prostat kanseri prostat dokusunun periferine daha fazla yerlesim gosterdiginden, doku ornekle-
melerinde prostatin laterallerine yonlendirilmesi onerilmektedir. Lateral drneklemelerde bazi odaklarda
prostat disi doku ve prostatin anatomisinden dolayi yetersiz doku ile karsilasilmaktadir. Transrektal ultraso-
nografi (TRUS) esliginde alinan sistematik prostat biyopsilerinde prostat disi doku saptanmasina etki eden
faktorler arastirildi.

Gerec ve Yontemler: Retrospektif olarak TRUS esliginde 12 odak sistematik prostat biyopsisi alinan 2509
hastanin, patoloji spesmenlerinde prostat disi doku saptanan (grup 1) ve tim odaklarin prostat dokusu
olanlar (grup 2) olarak iki gruba ayrildi. Ayrica; yas, prostat voliimleri (PV), prostat spesifik antijen (PSA)
Jdijital rektal muayene (DRM) (stipheli olanlar ve normal olanlar) faktorlerinin prostat disi doku gelmesinin
etkileri arastirldi.

Bulgular: 2509 hastanin 467(%18.61)'sinde prostat disi doku saptandi, ortalama yasi 65,6 yil, ortalama PSA
14 ng/ml, ortalama PV 45.5, %19.7'sinin dijital rektal muayenesi siipheli, %25,8 sinde prostat kanseri sap-
tandi. Gruplar arasinda yas (p=0.220), PSA (p=0.030), prostat volim (0.065), dijital rektal muayene (DRM)
(p=0.09) ve patoloji sonucunun (p=0.052) prostat disi doku saptanmasina etkileri istatistiksel anlamlilik
degerleri elde edildi.

Sonuclar: Sistematik 12 odak TRUS esliginde alinan prostat biyopsisinde, prostat disi doku olmayanlarda
PSA dederleri daha yiiksektir. Timor (+) tespit edilen hastalarin timor negatiflere gére prostat disi doku
olmama oranlari gézlemsel olarak daha ytiiksektir. DRM stipheli olan hastalarin prostat disi doku olmama
oranlari gozlemsel olarak daha yiiksek saptandi.

Anahtar Kelimeler: Prostat, transrektal prostat biopsisi, prostat disi doku, transrektal ultrasonografi
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ABSTRACT

Objectives: During prostate tissue sampling, it is recommended to direct toward the lateral of the prostate
as prostate cancer displays more localization toward the periphery of prostate tissue. Insufficient tissue
sampling is frequently encountered in lateral biopsies, due to the outside structure of the prostate and the
prostatic anatomy. We aimed to determine the factors affecting this failure in systematic prostate biopsies
taken accompanied by transrectal ultrasonography (TRUS).

Material and Methods: A total of 2509 patients who underwent systematic 12-core guided TRUS biopsy
of the periphery in our clinic were enrolled in the study and scanned retrospectively. Patients were divided
into two groups as those with non-prostate tissue identified in pathology specimens (Group 1) and with
only prostate tissue in all foci (Group 2). Each of the patients were evaluated for age, prostate volume, pros-
tate-specific antigen (PSA), number of tissue samples taken from the periphery in 12-core guided biopsy,
normal or abnormal digital rectal examination (DRE) results, absence or presence of tumor in the pathology.
Results: Of the 2509 patients, 467 (18.61%) were identified to have non-prostate tissue. Mean age was 65.6
years, mean PSA was 14 ng/mL, mean PV was 45.5, 19.7% had suspect digital rectal examination and 25.8%
were positive for tumor. Among the groups, statistically significant values were obtained for the effects of
age (p=0.220), PSA(p=0.030), prostate volume (0.065), digital rectal examination (DRE) (p=0.09) and identi-
fication of non-prostate tissue in pathology result (p=0.052).

Conclusion: The PSA values of those without non-prostate tissue in prostate biopsy taken with systematic
12-core TRUS were higher. Patients with tumor identified (+) were observed to have higher observational
rates of no non-prostate tissue compared to patients negative for tumor. Patients with suspect DRE were
identified to have higher observational rates of no non-prostate tissue.

Keywords: Biopsy, Transrectal biopsy, Non-prostate tissue, Transrectal Ultrasonograph

GIRIS

Modern diinyanin saglamis oldugu olanaklardan dolayr insan émriinde uzamasi yaslilikla iligkili hasta-
hklarin artisina neden olmustur. Bunlardan prostat kanseri yash erkeklerde sik rastlanir ve morbidite, mor-
talite nedeniile 6nemlidir(1). Bundan dolayi erken taniicin bir cok tilkede tarama programlari gelistirilmistir
(2). 1937 yilinda Astraldi tarafindan baslatilan prostat biyopsisi gliniimiize kadar odak sayisinda artis ve has-
ta konforu icin anestezi teknikleri gelisimi ile beraber bliyiik gelismeler gdstermistir (3). Glinimuiizde pros-
tat kanserinin histopatolojik tanisi icin kabul géren yontem ultrasonografi kilavuzlugunda yapilan prostat
biyopsisidir (4). Hodge ve arkadaslarinin sekstant prostat biyopsisini tanimlanmasiyla birlikte, transrektal
ultrasonografi (TRUS) kilavuzlugunda yapilan prostat biyopsisi altin standart yontem olmustur ve histolojik
taniicin yaygin olarak kullanilir hale gelmistir (5). Alti kadran prostat biyopsi sonrasi yapilan tekrar biyopsi-
lerde %20-30 aras! pozitif sonug elde edilmesi prostat kanserinin histolojik tanisi icin arastiricilar yeni pro-
tokollere yonlendirmistir (6,7). Son yillarda biyopsi sayisinin artirilmasi ve biyopsi odaklarinin prostat perife-
rik zon lateraline yonlendirilmesi ile artan basari oranlari bildirilmistir ancak biyopsi sayisi ve lokalizasyonu
icin gorus birligi saglanamamistir(8,9,10). Alinan spesmenlerinin uzunlugu ve yetersiz doku mevcudiyeti,
islemin kalite kontrol degerlendirmesinde bir 6l¢iit olarak kullanilmasi dnerilmistir(11). Biyopsi odaklarinin
prostat periferine yonlendirilmesi literatiirde patoloji raporlarinda odaklardan bazilarinin prostat disi doku
rapor edilmesine neden olmustur. Karam ve ark. prostat kanseri saptamada islemi yapanlarin deneyim di-
zeyi arasinda bir iliski olmadigini calismalarinda gostermislerdir(12). Bir grup arastirmaci islemin basari-
sinda islemi gerceklestirenler arasinda fark bulmazken, diger bir grup arastirmaci fark bulmuslardir(12,13)

Bu calismada islem yapanin deneyiminden bagimsiz olarak standart sistematik 12 kadran biyopsi uy-
gulanmis hastalarin yas, PSA, DRM, PV ve patolojik verilerinin sonuclari analiz edilerek, prostat disi doku
saptanmasina etkileri arastirild1.

GEREC VE YONTEMLER

Retrospektif olarak PSA yiiksekligi yada siipheli DRM nedeni ile 12 odak sistematik prostat bi-
yopsi yapilan hastalar calismaya dahil edildi. Hastalarin bireysel 6zellikleri olan yas, PV, PSA, DRM, tu-
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mor mevcudiyeti olup olmadigi kayit altina alindi. Daha Once prostat biyopsisi, gecirilmis perianal
cerrahi, inflamatuar barsak hastaligi olanlar ,sistematik 12 odak harici prostat biyopsisi alinanlar ca-
lisma disi birakildi. Prostat biyopsi protokolii standart olarak bazis ve orta hattan lateral ve uzak la-
teral, apekste medial ve lateral olarak tanimlanmis sistematik 12 odak prostat biyopsi protokolii uy-
gulandi. TRUS esliginde biyopsiler ve PV 6lgiim, Toshiba SSA-250 ultrasonografi cihazi ve biplaner
(7MHz lineer,6 MHz end fire sektor) transrektal prob ile yapilmistir. Biyopsiler 21 cm uzunlugunda ,18 G
kalinhginda otomotik biyopsi igneleriyle alinmistir. Transrektal olarak prostat volimi uzunluk*genis-
lik*ylkseklik*0,52 formili ile hesaplanip kayit altina alindi. Prostatin dijital rektal muayenesinde nodul,
fibrotik ve loblar arasinda asimetri olmasi stipheli olarak kaydedildi. islemden 2 giin énce profilaktik an-
tibiyotik (ciprofloxacin ) baslandi , hemen islem Oncesi barsak temizligi icin (sodyum fosfat) lavman uy-
gulatild, islem sirasinda lokal anestezi lubrican lidoakin iceren jeller (cathejell lidocain cR ) ile saglandi.
Her bir parca ayri ayri 6rneklendi ve patolojik degerlendirme icin gonderilmeden 6nce bir sisede saklandi.

BULGULAR

Calismaya alinan 2509 hasta patoloji spesmenlerinde prostat disi odak olanlarla (grup 1) (n=467,%18.6)
olamayanlar (grup 2) (n=2042, %81.4) olarak iki gruba ayrildi. Calismaya alinan hastalarin yas, PSA, PV Tablo
1 de gosterilmistir.

Tablo 1. Klinik ve Demografik Bulgular

Ortalama Standart Sapma Medyan Minimum Maksimum
Yas 65,06 8,1 66,00 37,0 88,0
PSA 14,0 36,3 7.3 0,2 875,0
PVA 45,5 23,5 40,0 15,0 200,0

DRM normal olanlarin sayisi ve ylzdesi (n=2014,%80.3), DRM sipheli olanlar sayisi ve ylizdesi
(n=495,%19.7) oraninda saptandi. 1861(%74.2) hastanin prostat timoru yoktu, 648(%25.8)'inde prostat ti-
mori vardi.Prostat disi doku tespit edilenlerle edilmeyen grup arasinda yas degerleri arasinda istatistiksel
olarak anlamli bir farkhhk tespit edilmemistir (p=0,22). (Her iki grubun yas degerleri benzerdir.) (Tablo 2).
Prostat disi doku tespit edilenlerle edilmeyen grup arasinda PSA degerleri arasinda istatistiksel olarak an-
lamh bir farkhhk tespit edilmistir. Gozlemsel olarak prostat disi doku olmayanlarda PSA degerleri daha yiik-
sektir.(p=0,03) (Tablo 2). Prostat disi doku tespit edilenlerle edilmeyen grup arasinda PV degerleri arasinda
istatistiksel olarak anlamli bir farklilik tespit edilmemistir (p=0,065) (Tablo 2).

Tablo 2. Gruplarin yas, PSA ve PV Degerleri

Yas 66,0 (37-88) 65,0 (40,0-88,0) 0,220
PSA 7,4 (0,2-875,0) 6,7 (0,6-291,7) 0,030
PV 40,0 (15,0-180,0) 40,0 (15,0-200,0) 0,065

*Medyan (minimum-maksimum)
“*Mann Whitney U test/

Gruplar arasinda DRM'de siipheli olma oranlari arasinda istatistiksel olarak anlaml bir farkhhk tespit
edilmemis olmakla birlikte, DRM’si stipheli tespit edilenlerde prostat disi doku olmama oranlari gézlemsel
olarak daha ytiksektir(p=0,09).

Prostat disi doku tespit edilenlerle edilmeyen gruplar arasinda timor saptanma oranlari arasinda is-
tatistiksel olarak anlamli bir farklilik tespit edilmemis olmakla birlikte, timaor olanlarin olmayanlara gore
prostat disi doku olmama oranlari gézlemsel olarak daha yiksektir(p=0,052).
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istatistiksel Yontem

Tanimlayici istatistiklerde suirekli veriler ortalama standart sapma, ortanca, minimum ve maksimum de-
gerleriyle birlikte verilmistir. Verilerin istatistiksel karsilastirmasinda kategorik veriler icin Ki-kare(chi square)
test kullanilmistir. Strekli veriler icin normal dagilima uygunluk Kolmogrov Simirnov analizi ile degerlen-
dirilmis ve bagimsiz gruplar arasi karsilastirmalarda parametrik olmayan degiskenler icin Mann Whitney U
testi kullanilmistir. istatistiksel anlamlilik icin %95 giiven araliginda 0,05 in altindaki p degeri anlamli olarak
kabul edilmistir. istatistiksel analizler icin Statistical Package for the Social Sciences (SPSS Inc, Chicago, IL,
USA) programi, 21.0 strim kullaniimistir.

TARTISMA

TRUS klavuzlugunda prostat biyopsi glinliik pratikte uygulanan en yaygin prosediirlerden biridir. The
European Randomized Study on Prostate Cancer (ERSPC) trus prostat biyopsisinin kalite kontroli olarak
spesmenin uzunlugu ve yetersiz doku ytizdesinin belirtiimesini 5nermektedirler(11). Bu prosedurlerle ilgili
arastiricilar spesmen uzunlugu ile ilgili cok sayida calisma yapmis olmalarina ragmen ,spesmende yetersiz
prostat dokusu ve periprostatik dokuya neden olan etkenlerle ilgili yeterli calisma yapilmamistir. Sistema-
tik prostat biyopsilerinde odak sayisi arttikca prostat kanseri tespit oranlarinda artis olmaktadir ve islemin
morbiditeleri nedeni ile dnemli miktarda hasta islemin tekrarini istememektedirler. Bu nedenle sistematik
prostat biyopsilerinde her bir odak prostat dokusu icermeli ve yeterli uzunlukta olmalidir. Yapilan ¢ok sa-
yida calismada odak sayisinin artirilmasi ile prostat kanseri tespitinde artislar tespit etmislerdir. Bunlardan
birinde 12 odakl prostat biyopsisi 6 odakli prostat biyopsisinden %29 daha fazla prostat kanseri tespit
ettigi gosterilmistir(14). Diger bir caismada Guichard ve ark. 6, 12, 18 ve 21 odakli almis olduklari prostat
biyopsilerinde sirayla %31.7, %38.7, %41.5 ve %42.5 oraninda, artan odak sayisi ile paralel prostat kanseri
tespit etmislerdir(15). Odak sayilarina ek olarak lateral periferal odak eklenmesi %25.5 prostat kanseri tespit
oraninda artis oldugunu gosterilmistir(16). Laterale yonlendirilmis prostat biyopsileri daha fazla yetersiz
prostat dokusu yada periprostatik doku ile sonuglandigi distintilmektedir. Benchikh El Fegoun A. ve arka-
daslarinin yapmis olduklari ¢calismada 12.760 prostat biyopsinde odagindan 48(%0.3) odakta prostat do-
kusu saptamamislardir (17). Bunu prostat voliminin kicukltGgu ile aciklamislardir. Bizim ¢calismamizda PV
ve prostat disi doku arasinda bir iliski saptamadik. Doluoglu OG ve arkadaslarinin yapmis olduklari her bir
prostat biyopsi or uzunlugunun prostat kanseri saptanmasina etkisini arastirdiklari calismada 76 hastadan
alinan 912 prostat biopsi spesmeninden 92 (%10.08) spesmende yetersiz doku yada periprostatik doku
tespit etmislerdir(18). Dogan H.S. ve arkadaslarinin prostat doku 6rneklemesinde prostat biyopsi drnekle-
mesinin yeterligi ile ilgili yapmis olduklari calismada 10 odakli sistematik prostat biyopsi yapilan 378 hasta
dahil etmislerdir(19). Bu retrospektif calismada prostat biyopsisinde prostat gland 1 yada daha fazla yoklu-
gu 355(%93.9) oraninda bulmuslardir. Bu bulguya en fazla prostat apeks (%21.8) ve uzak lateral(%21.5) bol-
gelerinde rastlamislar ve operatér bagimh olarak distiinmuslerdir. Bu sonugclara hastalarin yasi, PSA, DRM,
PV ve klinisyenin tecriibesinin bu sonuglara etkisinin olmadigini gostermislerdir(19). Bizim calismamizin
kisitlayici yonlerinden bazilari prostat disi 6rneklerin prostatin hangi odaklarinin oldugunun belirtilmeme-
si, teknik sorunlar, doku isleme siirecleriile ilgili problemlerin ve histopatolojik raporlanmaylaiilgili hatalarin
olup olmadiginin bilinmemesidir.

SONUC

Sistematik 12 odak TRUS esliginde alinan prostat biyopsisinde, prostat disi doku olmayanlarda PSA
degerleri, timor (+) tespit edilen hastalarin timor negatiflere gére prostat disi doku olmama oranlari, DRM
supheli olan hastalarin prostat disi doku olmama oranlari gézlemsel olarak daha yiiksek saptadik.

Etik Kurul

Bu arastirma icin yerel etik kurul onayi alindi (28.05.2019-19/79). istatistiksel olarak tanimlayici veriler
(ylzde, aralik, ortalama deder) kullanildi. Tim arastirmalar, ilgili yonergelere/yonetmeliklere ( Helsinki Dekleras-
yonu ve Uluslararasi lyi Klinik Uygulamalar Kilavuzlari) uygun olarak yapildi ve tiim katilimcilar bilgilendirildi.
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Usability of ICD-10 coding system:urogenital disease percentages
and use rates for related codes

Kodlama sisteminin kullanishhg, Grogenital hastalik ylzdeleri ve ilgili kodlarin kullanim
oranlari

Huseyin Kocan' @, Mustafa Kadihasanoglu?
1 Department of Urology, Kanuni Sultan Suleyman Training and Research Hospital, Istanbul , Turkey
2 Department of Urology, Istanbul Training and Research Hospital, Istanbul , Turkey

OZET

Amac: ICD -10 saglik hizmeti sunan kuruluslarda yaygin olarak kullanilmaktadir. Hastaliklarin tanisinda
kullanilan bu kodlama sistemi bize ulusal ve uluslararasi tanilari standarize etmemize olanak taniyarak,
hastaliklarin gérilme oranlarinin kolayca belirlenmesine olanak taniyarak ilgili saglk politikalari icin yon
gosterici olabilmesidir. Amac 1 yil icinde hastanemize basvuran tim hastalar icin kullanilan ICD-10 tani
kodlarinin miktari, Grogenital sistem hastaliklarla ilgili ICD-10 oranlari, Girogenital sistem hastalik dagilimini
belirlemektir.

Gerecg ve Yontemler: 15/04/2048-15/04/2019 tarihleri arasinda Kanuni Sultan Sileyman Egitim ve Aras-
tirma Hastanesinde tim birimlerinde tedavi olan ve bunlarin tani ve tadavisinde kullanilmis olan toplam
3.764.124 1CD -10 Kodlari kayit altina alindi. Urogenital sistem icin kullanilan 174.448(%5) ICD-10 kod ve
Urogenital hastalikalri icin belirlenmis olan ve hig kullanilmayan kodlar kayit altina alind.

Bulgular: Urogenital hastaliklar ile ilgili 196 ICD-10 kodlama sisteminden 43(%22) tanesinin kullanilmadig,
1 yillik stirecte toplam kodlama sisteminin %5 i Urogenital sistem hastaliklarla ilgili oldugu ve bunun %50
oraninda enfeksyon hastaliklariyla ilgiliydi.

Sonuclar: Sonuglarimiz diger calismalar ile uyumluluk géstermektedir ve ICD kod kullanimi benzer neden-
lerden ana tani kodlarinda yogunlasmaktadir. WHO'niin stantardize edecegi ICD-10 kod kullanimi sertifi-
kasyon programlari diizenlenmesi ulusal ve uluslararasi dogru verilerin saglanmasina katki saglayacaktir.

Anahtar Kelimeler: ICD-10 kod, lirogenital sistem hastaliklar,, WHO, epidemioloji

ABSTRACT

Objectives: The ICD-10 coding system is commonly used in organizations providing health services in
many countries. This coding system used for diagnosis of diseases is standardized for national and inter-
national diagnoses with the aim of determining incidence rates for diseases and acting as a guide for de-
termination of health policies. To determine the amount of ICD-10 diagnosis codes used for all patients
attending our hospital in a 1-year period, the rates of ICD-10 related to urogenital system diseases and the
distribution of urogenital system diseases.

This study was approved by the Clinical Research Ethics Committee of Health Sciences University Istanbul Education and Research Hospital.
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Material and Methods: From 15/04/2018 to 15/04/2019, a total of 3,764,124 ICD-10 codes were record-
ed for diagnosis and treatment in all units of Kanuni Sultan Sileyman Education and Research Hospital.
Of these, 174,448 (5%) were ICD-10 codes for the urogenital system and urogenital diseases and unused
codes were recorded. .

Results: Of the 196 ICD-10 codes related to urogenital diseases, 43 (22%) were not used, with 5% of total
codes within a 1-year period related to urogenital system diseases and of these 50% were related to infec-
tious diseases.

Conclusion: ICD coding at our hospital mostly uses main diagnostic codes. The use of sub-diagnostic
codes is very low. To resolve the difficulties in using sub-diagnostic codes and to standardize WHO practic-
es, ICD code practical certification programs for health personnel will contribute to providing accurate data
nationally and internationally.

Keywords: ICD-10 code, urogenital system diseases, WHO, epidemiology

INTRODUCTION

The International Classification of Disease (ICD) system was developed for accurate follow-up of
diseases in a population. Studies about coding related to diseases extend back to 1763.(1) In 1948, the
World Health Organization (WHO) gained responsibility for an international coding system for diseases.
(1,2) Historically updated, the developed ICD coding system was published as ICD-10 in 1992.(2) This cod-
ing system used for diagnosis of diseases aimed to standardize national and international disease diag-
noses. Additionally, this system aimed to add convenience to many areas like clinical research, financial
analysis, statistics, risk management and health policies.(1,2) ICD-10 has an alpha-numeric code struc-
ture. The ICD-10 classification structure has five levels. Each level is a detailed form of the level above.

The aim was to determine the total ICD-10 code amounts used in all units of istanbul Kanuni Sultan
Suleyman Education and Research hospital during a 1-year period, the amount of ICD-10 codes related to
urogenital system diseases and the distribution of urogenital diseases to determine the usability of the
ICD-10 coding system for urogenital system diseases.

MATERIAL AND METHODS

From 15/04/2018 to 15/04/2019, a total of 3,764,124 ICD-10 codes were recorded for diagnosis and
treatment in all units of Kanuni Sultan Siileyman Education and Research Hospital. There were 174,448
(5%) ICD-10 codes for the urogenital system and urogenital diseases and unused codes were recorded.

RESULTS

Within a 1-year period, 174,448 (5%) ICD-10 codes were used for urogenital system diseases. The dis-
tribution of urologic diseases according to ICD-10 is shown in Figure 1. Of the 196 ICD-10 codes related
to urogenital diseases, 43 (22%) were not used. The unused ICD-10 codes are shown in Figure 2. There
were 87,077 ICD-10 codes (50%) used for urogenital infections and the distribution is shown in Figure
3. For stone disease related to the urogenital system, 30,733 (18%) ICD-10 codes were used and the dis-
tribution is shown in Figure 4. There were a total of 13,790 ICD-10 codes (8%) used for benign tumors of
the urogenital system, with the distribution shown in Figure 5. A total of 1115 ICD-10 codes (1%) were
used for urogenital system malignant tumors, with the distribution shown in Figure 6. The most used
ICD-10 code for urogenital diseases was general codes. For example, N30, cystitis, was the most en-
tered code for urogenital infections, N23, renal colic, was the most favoured code for the patients with
urolithiasis. The distribution of all ICD-10 codes used in urological practice are presented in Figure-7.
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Figure 1.ICD-10 codes and rates used for urogenital system diseases.
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Figure 2. ICD-10 codes for the urogenital system that are not used
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Figure 3. Distribution of ICD-10 codes for urogenital system infections.
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Figure 4. Distribution of ICD-10 codes for urolithiasis.
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Figure 5. Distribution of ICD-10 codes for urogenital system benign tumors
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Figure 7. a urogenital system malignant tumors

b urogenital system benign tumors

c diseases related to urogenital system stone disease
d other urogenital system diseases

e urogenital system infections




ENDOUROLOJI

Usability of ICD-10 Coding System B U LTE N jENDOUROLOGY

BULLETIN

DISCUSSION

This study focused on the main diagnosis codes for disease coding supporting the problems defined
for the ICD coding system. According to results of this study, the physicians who work at a governmental
hospital, used mostly general ICD-10 codes instead of specific codes. The most used ICD-10 code for uro-
genital infections was N30, cystitis, in this study and N23, renal colic, for the patients with urinary stone
disease. Another important results of this study was the narrow dispersion of the used ICD-10 codes. For-
ty-three (%22) of all ICD-10 codes for urogenital disorders was not entered by physicians and the most used
ICD-10 codes were general codes.

The aim of the universally accepted ICD coding system, including internationally accepted revisions
and updates, is to ease comparability of international morbidity data, to allow more efficient use of interna-
tional resources and to create a coding system with reduced omissions and errors (2,3). The ICD-10 revision
presents a 21st century classification (3). In recent years, many countries commonly use this coding system
for research and surveillance (4). In Turkey, health organizations have commonly used the ICD coding sys-
tem for the last 20 years. One of the basic problems with this coding system is that due to the excess of
thousands of disease code numbers, it appears codes are written for a broader disease group instead of the
real code for the disease. Another problem with this coding system is that use is made more difficult as it
requires definition according to all criteria of a disease (3).

A study by Jetté et al. found 92.4% correct use of the diagnostic coding in the International Classifica-
tion of Disease (9th edition) for male infertility (5).

A study of the emergency service found the ICD-10 coding system used for epilepsy had 100% positive
predictive value (PPV), with 75% PPV found for epilepsy subtypes (6). Our data focused on main diagnostic
codes and a reduction in this rate was observed for disease coding subtypes.

A study by Tollefson et al. assessed International Classification of Disease (9th edition) data for func-
tional outcomes like urine leakage and erectile dysfunction after radical prostatectomy and found weak
correlation with confirmed survey data (7).

Additionally, another problem related to coding is that many countries modify the ICD codes indepen-
dent of the WHO which appears to be a significant obstacle to comparison of international data (4).

The World Health Organization updates and revises the ICD coding system. Based on present prob-
lems, updating and planning training programs will increase the success rates for use of ICD coding.

CONCLUSION

Regulation of standardized ICD-10 code use certification programs for health professionals by WHO
will contribute to ensuring accurate national and international data. Our data show urogenital system in-
fections have an important place in clinical practice of urology.
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Intradetrusor onabotulinumtoxin A injection for the treatment of overactive
bladder resistant to medical therapy

Medikal tedaviye direncli asir aktif mesane tedavisinde detriisor ici botulinum toksin
enjeksiyonu

Adem Emrah Coguplugil’ ®, Bahadir Topuz' @, Sercan Yilmaz' ®, Murat Zor' ®, Mesut Gurdal’
1 Gilhane Training and Research Hospital, Clinic of Urology, Ankara, Turkey

OZET

Amac: Bu calismada direncli asiri aktif mesane (AAM) hastalarinda onabotulinumtoksin-A (BONTA) enjek-
siyonu sonuglari sunulmaktadir.

Gerec ve Yontemler: 2013-2018 yillarinda direncli AAM nedeniyle BONTA uygulanan hastalar retrospektif
olarak taranip kaydedildi. En az iki antimuskarinik ilaci 3 ay streyle kullanmis olmasina ragmen fayda gor-
meyen ya da yan etkilerini tolere edemeyen hastalar direncli AAM olarak tanimlandi. Hastalara trodinamik
ve/veya klinik olarak AAM tanisi kondu. Preoperatif ve postoperatif 2 hafta, 3 ay ve 6 ayda idrar analizi ve
kiltlrd, postvoid rezidi idrar (PVR) 6l¢iimii ve iseme glinltigl ve/veya semptom skorlari ile degerlendirme
yapildi. iyilesme, tam kuruluk saglanmasi veya semptomlarda >%50 diizelme olarak belirlendi. Tiim yan
etkiler kaydedildi.

Bulgular: 71 hastaya direncli AAM tanisiyla detriisér ici 100 U BONTA uygulandi. Ortalama hasta yasi 33,5
idi (aralk: 21-86 yil). lyilesme oranlari ticiincli ayda %78,8 ve altinci ayda %67,6 idi. Komplikasyonlar su sekil-
deydi; yliksek PVR nedeniyle temiz aralikh kateterizasyon (TAK, %12,6), mikroskopik gecici hematuiri (%7,1)
ve akut sistit (%8,4). TAK baslanan hastalarin timiinde 5 hafta icinde yiiksek PVR degerleri normale dondi.
Akut retansiyon ve sistemik yan etki gorilmedi.

Sonug: Direncli AAM hastalarinda detriisor ici 100 U BONTA enjeksiyonu etkili ve diisiik komplikasyon
oranlari ile guivenli bir ydontem olarak kullanilmaya devam etmektedir.

Anahtar Kelimeler: Asin aktif mesane, botulinum toksin, detriisor ici enjeksiyon, direncli, onabotulinum-
toksin-A
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ABSTRACT

Objectives: To present the results of onabotulinumtoxin-A (BONTA) injections in patients with overactive
bladder (OAB) resistant to medical therapy.

Material and Methods: Patients who underwent BONTA injection due to resistant OAB between 2013-
2018 were included in this retrospective study. Patients who have used at least two different antimuscarinic
drugs for 3 months and not improved or cannot tolerate side effects are identified as resistant OAB. The
diagnosis of OAB was made by urodynamic study and/or by clinical findings. All patients were evaluated
with urinalysis and urine culture, post-void residual urine measurement (PVR) and voiding diary, and/or
symptom scores preoperatively and postoperatively at 2 weeks, 3 months and 6 months. Improvement was
determined as continence or> 50% improvement in symptoms. All side effects were recorded.

Results: 71 resistant OAB patients underwent intradetrusor 100 U BONTA injection. Mean patient age was
33,5 years (range:21-86). Improvement rates were 78,8% at 3 months and 67,6% at 6 months. Complica-
tions were as follows; clean intermittent catheterization (CIC) due to high PVR (12,6%), microscopic tran-
sient hematuria (7,1%), and acute cystitis (8,4%). High PVR values returned to normal within 5 weeks in all
patients who underwent CIC. Systemic side effects or acute urinary retention did not occur.

Conclusion: Intradetrusor injection of 100 U BONTA continues to be used as an effective and safe treat-
ment method in patients with resistant OAB.

Keywords: Botulinum toxin, intradetrusor injection, onabotulinumtoxin-A, overactive bladder, resistant

GIRiS

Asiri aktif mesane (AAM); sik idrara ¢ikma, noktiri, ani sikisma hissi veya sikisma tipi idrar kacirma ile
karakterize bir durumdur (1). AAM tedavisinde birinci basamak olarak davranis tedavileri, ikinci basamak
olarak antimuskarinikler veya B3-adrenoseptor agonistleri dnerilmektedir (2). Oral medikal tedaviler AAM
tedavisinin temelini olusturmakla birlikte 6zellikle antimuskarinik ajanlar istenmeyen yan etkilere sebep
olmakta ve buna bagli olarak hastalar tedaviyi birakabilmektedirler. Bir ya da birden fazla farkl antimuskar-
inik ilaci 3 ay boyunca kullanmasina ragmen yeterli fayda gérmeyen ve/veya ilacin yan etkilerini tolere ede-
meyen hastalar direncli AAM hastalari olarak tanimlanmaktadir (3). Direncli AAM hastalarinin tedavisinde
ise sakral ndromodiilasyon veya onabotulinumtoksin-A (BONTA) enjeksiyonu 6nerilmektedir (2,4). Ancak
Ulkemizdeki saghk uygulama tebligi geregince bu hastalara 6ncelikle BONTA uygulanabilmektedir. BONTA,
direncli AAM hastalarinin tedavisi icin onaylanmis tek botulinum toksin serotipidir (4). Bu calismada direncli
AAM hastalarinda merkezimizde uyguladigimiz BONTA enjeksiyonu sonuglarimizi sunmayi amacladik.

GEREC VE YONTEMLER

Adustos 2013 ile Ekim 2018 tarihleri arasinda merkezimizde direncli AAM tanisiyla BONTA uygulanan
ardisik hastalar calisma grubuna kaydedildi ve tibbi kayitlar retrospektif olarak tarandi. Hastalarin tama-
minda AAM tanisi klinik (Uriner enfeksiyon mesane timor vb. organik patolojilerin yoklugunda sik idrara
cikma, noktiiri, ani sikisma hissi veya sikisma tipi idrar kacirma olmasi) olarak kondu (1). ilaveten bazi has-
talara ise Urodinamik calisma (dolum sistometrisi) yapildi. En az iki antimuskarinik ilaci 3 ay streyle kullan-
mis olmasina ragmen fayda gérmeyen ya da yan etkilerini tolere edemeyen hastalar direncli AAM olarak
tanimlandi

(3). Calisma tasarimi retrospektif oldugu icin glic analizi yapilmadi. Es zamanli olarak bagka klinik ¢alis-
malara kaydedilen, alt Giriner sistem disfonksiyonu (AUSD) nedeniyle cerrahi geciren, nérojenik patoloji bu-
lunan, mesane ¢ikim tikanikhgi olan, iseme sonrasi rezidii idrar (PVR) miktari >200 ml olan veya 18 yasindan
kicuk olan hastalar calismadan haric tutuldu.

Hastalara ilk BONTA enjeksiyondan dnce bilgilendirilmis hasta riza belgesi imzalatildi ve BONTA en-
jeksiyonunun olasi etki ve yan etkiler anlatildi. Tim kadin hastalara trojinekolojik muayene yapildi. idrar
kaltart ve PVR olcimu uygulandi ve 3 guinliik iseme glinligu ve/veya semptom skorlari (AAM V8) doldu-
ruldu. Uriner sistem enfeksiyonu (USE) olan hastalar tedavi edildikten ve idrar kiiltiirii temiz olduktan sonra
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BONTA enjeksiyonu uygulandi. Hastalar postoperatif 2 hafta, 3 ay ve 6 ayda kontrole cagirildi. idrar tahlili
(gerekirse idrar kulttru), PVR 6lcim, iseme glnligu ve/veya semptom skoru ile etki ve yan etkiler deger-
lendirildi. Postoperatif ddonemde Girodinami uygulanmadi.

100 U BONTA (Allergan, Irvine, CA, USA) 20 ml serum fizyolojik icinde sulandirildi ve 20 Fr rijid sistoskop
kullanilarak sedoanaljezi, larengeal maske anestezisi (LMA) ya da spinal anestezi altinda detriisor ici 20 nok-
taya uygulandi. Enjeksiyon trigon korunarak yan ve arka duvarlara ve her bir noktaya 1 ml (50) olacak se-
kilde uygulandi.Enjeksiyon esnasinda mesane hacmi 100-150 ml arahiginda tutuldu. islem sonrasi bir gece
Uretral kateter kondu ve ertesi giin kateter ¢ekilip hastalar taburcu edildi. Postoperatif 3-5 giin boyunca
genis spekturumlu bir antibiyotik verildi. PVR miktari >300 ml olan hastalara PVR 200 ml altina inene kadar
temiz aralikl kateterizasyon (TAK) uygulandi.

AAM icin iyilesme tam kuruluk saglanmasi veya semptomlarda >%50 diizelme olarak belirlendi. Semp-
tomlarda <%50 diizelme olmasi ise basarisizlik olarak kabul edildi.

Calisma Helsinki Deklarasyonu ve Uluslararasi lyi Klinik Uygulamalar kilavuzlarina uygun olarak y-
ritulda. Calisma icin yerel etik kurul onayr alindi (28.05.2019-19/79). istatistiksel olarak tanimlayici veriler
(ylUzde, aralik, ortalama deger) kullanildi.

BULGULAR

Bu retrospektif calismaya toplam 71 hasta dahil edildi. Hastalarin 401 erkek ve 31'i kadindi. Ortalama
yas 33,5 yil idi (21-86). Hastalarin 58'inde (%81,7) 1slak tip AAM ve 13’linde (%18,3) kuru tip AAM saptandi.

Postoperatif ikinci hafta kontroliinde hastalar semptomlarda iyilesme bildirmeye basladi. Uciincii ay
kontrollinde iyilesme orani %78,8 (56 hasta) ve altinci ay kontrolliinde iyilesme orani %67,6 (48 hasta) ola-
rak saptandi (tablo 1). AAM alt tiplerine gore deg@erlendirildiginde ise tclincii ayda iyilesme orani islak tip
AAM hastalarinda %81 (47 hasta) ve kuru tip AAM hastalarinda %69,2 (9 hasta) iken, altinci ayda iyilesme
orani ise 1slak tip AAM hastalarinda %70,6 (41 hasta) ve kuru tip AAM hastalarinda %53,8 (7 hasta) olarak
belirlendi (tablo 1).

Hicbir hastada intraoperatif ya da erken postoperatif ciddi bir komplikasyon gelismedi (tablo 1). Posto-
peratif donemde 5 hastada (%7,1) mikroskopik hematiiri saptandi ancak bir miidahale gerekmeden kendi-
liginden diizeldi. ikinci hafta kontroliinde 6 hastada (%8,4) akut sistit saptandi ancak uygun antibiyoterapi
ile basaril sekilde tedavi edildi. 9 hastada (%12,6) yliksek PVR nedeniyle TAK baslandi ancak 5 hafta so-
nunda hastalarin tamaminda ytksek PVR geriledi ve TAK ihtiyaci ortadan kalkti. Hastalarin hicbirinde akut
uriner retansiyon (AUR) ya da sistemik yan etki gelismedi.

Tablo 1. lyilesme Oranlari ve Komplikasyonlar

2 Hafta 3 Ay 6 Ay
56 (78,8) 48 (67,6)
iyilesme, n (%) Islak AAM  Kuru AAM  Islak AAM  Kuru AAM
47 (81) 9(69,2) 41(70,6) 7(53,8)

Yan etkiler

Mikroskopik hematdri, n (%) 5(7,1) -

Akut sistit, n (%) 6 (8,4) -

Temiz aralikh kateterizasyon ihtiyaci, 9(12,6) )

n (%) 0.19

TARTISMA

Calismamizda direncli AAM hastalarinin tedavisinde detriisér ici 100 U BONTA enjeksiyonunun etkili
ve glivenli bir ydntem oldugu ortaya konmustur. Bu yontemin etkinligi ve glivenligi randomize, plasebo

kontrollii calismalarda da gosterilmistir (5).
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Nitti ve arkadaslari tarafindan yapilan randomize, plasebo kontrollii EMBARK calismasinda 100 U BON-
TA enjeksiyonundan 2 hafta sonra iseme siklidi, sikisma ve noktiiri semptomlarinda anlamli diizelmeler
saptanmis (sirasiyla %711,7, %28,4 ve %13 ) ve bunlarin 12 hafta sonra devam ettigi gosterilmistir (sirasiyla
%16,9, %31,6 ve %20,2). 12 hafta sonra hastalarin %57,5'inde idrar kagirma sikhiginda %50'den fazla iyiles-
me oldugu ve hastalarin %22,9'unun ise tam kontinan hale geldigi saptanmistir (5). Onem ve ark.larinin
calismasinda da 100 U BONTA enjeksiyonundan 3 ay sonra iseme sikhidi, sikisma ve sikisma tipi idrar kacir-
mada anlamli diizelme oldugu ve enjeksiyondan 9 ay sonra bile hastalarin %67'sinde bu semptomlardaki
iyilesmenin devam ettigi gosterilmistir (6). Bizde calismamizda 100 U BONTA enjeksiyonu ile AAM semp-
tomlarinda 3'ncli ayda %78,8 oraninda ve 6'nci ayda %67,6 oraninda iyilesme oldugunu saptadik. Ancak
bizim calismamizin takip siiresi bu calismalara gére daha kisadir.

Dmochowski ve ark.larinin yaptigi randomize doz ayarlama calismasinda 100 U BONTA'nin yiiksek etki
saglarken PVR artisini en azda tuttugu saptanmistir (7). Uluslararasi kilavuzlarda da 100 U BONTA'nin kulla-
nimi énerilmektedir. Bizde direncli AAM hastalarinda 100 U BONTA uyguladik. BONTA enjeksiyonu sonrasi
bazi yan etkiler goriilebilmekle birlikte 100 U BONTA enjeksiyonu calismamizda iyi tolere edilmistir. Lite-
ratiirde yan etkilerle ilgili farkli veriler bulunmaktadir. Chancellor ve ark.larinin yaptigi derlemede 100 U
BONTA sonrasi gériilen en sik yan etki USE iken (%15,5-25,5), TAK baslama orani %6,1-10,9 araligindadir (8).
Tincello ve ark.larinin yaptig cift kér, plasebo kontrollii, randomize calismada BONTA grubunda USE orani
%31 ve TAK baslama sikhigi %16 olarak bulunmustur (9). Mikroskopik hematiiri ve AUR bildirilen diger yan
etkiler arasindadir (10,11). Literaturle benzer olarak bizim calismamizda hastalarin %12,6’sinda TAK ihtiyaci
gelisirken, %8,4'linde akut sistit ve %7,1'inde de mikroskopik gecici hematiiri saptandi. Hicbir hastada sis-
temik bir yan etki ya da AUR gelismedi.

Retrospektif tasarimi, goreceli olarak diisiik hasta sayisi, tim hastalarin preoperatif ve postoperatif do-
nemde Urodinamik olarak degerlendirilmemis olmasi calismamizin kisitlamalaridir.

SONUC

Medikal tedaviye direncli AAM hastalarinda detrisor ici BONTA enjeksiyonu etkili ve guivenli bir tedavi
secenegdi olarak kullanilmaya devam etmektedir.

Etik Kurul

Bu arastirma icin yerel etik kurul onayi alindi (28.05.2019-19/79). istatistiksel olarak tanimlayici veriler
(ylzde, aralik, ortalama deger) kullanildi. Tum arastirmalar, ilgili yonergelere/yonetmeliklere ( Helsinki Dekleras-
yonu ve Uluslararasi lyi Klinik Uygulamalar Kilavuzlar) uygun olarak yapildi ve tim katilimcilar bilgilendirildi.
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Does preoperative enhanced computed tomography show the

invasion to surrounding structures in renal cell carcinoma?

Preoperatif gelismis bilgisayarli tomografi, renal hiicreli karsinomda ¢evre dokulara
invazyonu gosterir mi?
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OZET

Amac: Renal hiicreli karsinomlarin cerrahi tedavilerinden 6nce preoperatif gelismis bilgisayarli tomografi-
nin komsu yapilara invazyonu hakkinda yeterli bilgi verip vermedigini belirlemek.

Gerecg ve Yontemler: Ocak 2015 ile mart 2018 tarihleri arasinda bébrek kitlesi nedeniyle acik radikal veya
parsiyel nefrektomi yapilan toplam 50 hasta bu retrospektif calismaya dahil edildi. Radyolog tarafindan
preoperatif gelismis bilgisayarli tomografi ile karaciger, vena kava, aort, dalak, pankreas, iliopsoas kasi, ka-
rin arka duvarindaki yag diizlemleri ve sinirlarinin diizenliligini veya diizensizligini 6zenle inceledi. Urolog
tarafindan intraoperatif olarak ayni parametreleri kaydedildi ve intraoperatif bulgular kayit altina alind.
intraoperatif ortamda invazyon tanisi, s6z konusu organin diseksiyonu sirasinda elde edilen bulgulara gére
degerlendirildi.

Bulgular: Calismada 16 (% 32) kadin ve 34 (% 68) erkek vardi. Ortalama hasta yasi 60.14 + 13.89 (26-88)
idi. Etkilenen bébrek Unitesi 22 (% 44) hastada sag bobrek, 28 (% 56) hastada sol bobrek idi. Preoperatif
gelismis bilgisayarli tomografi ile operasyon arasi ortalama gecikme suresi 34.48 + 12.07 (1-60) giin olarak
tespit edildi.

Sonuc: Karaciger, dalak, pankreas, iliopsoas kasi ve abdominal arka duvar icin preoperatif gelismis bilgisa-
yarl tomografinin ameliyatta tespit edilenden daha fazla yanls pozitif yapisma veya diizensizlik sonuglari
vermektedir. Vena kava ve aort icin preoperatif gelismis bilgisayarli tomografi cerrahide goérilen doku yapi-
sikliklari veya dizensizliklerini yeterli diizeyde tespit edememistir.

Anahtar Kelimeler: Bilgisayarli tomografi, renal hticreli karsinoma, invazyon

ABSTRACT

Objective: To determine if preoperative enhanced computed tomography (PECT) yields enough informa-
tion or not about the invasion to adherent structures before operations for renal cell carcinoma.
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Material and Methods: A total of 50 patient who had open radical or partial nephrectomy due to renal
mass between January 2015 and March 2018 enrolled in this retrospective study. The radiologist elabo-
rately examined the fat planes, and regularity/irregularity of the border at liver, vena cava, aorta, spleen,
pancreas, iliopsoas muscle and abdominal posterior wall. The urologist took part in the operations noted
the same parameters while operations or extracted them from operational notes. The diagnosis of invasion
in intraoperative setting was based on findings while dissection of mentioned organ.

Results: There were 16 (32%) female and 34 (68%) males. The mean patient age was 60.14+13.89 (26-88).
The effected renal unit was right kidney in 22 (44%) and left kidney in 28 (56%) patients. The mean time lag
from PECT and operations was 34.48+12.07 (1-60) days.

Conclusion: For liver, spleen, pancreas, iliopsoas muscle, and abdominal posterior wall, PECT yielded some
false positive results of adherence or irregularity than detected in surgery. For vena cava and aorta, PECT
could not detect the adherence or irregularity that was seen in surgery.

Keywords: Computed tomography, renal cell ca, invasion

INTRODUCTION

According to 2017 Cancer Facts and Figures report, kidney, renal pelvis cancers accounts 5% and 3% of
yearly new diagnosed cancers in males and females in Unites States (USA) and the mortality rate of kidney,
renal pelvis cancers is reported < 3 % for all gender types (1). The renal cell carcinoma (RCC) is reported to
be the most common primary malignant tumor of kidney (2). The development of invasive and metastatic
cancer of RCCis 2.1% and 1.2% in males and females (1, 2). So, it is especially important do diagnose and
treat an RCC in the early stages. Moreover, nearly 15%-60% of RCC cases were detected incidentally while
investigation of renal or non-renal symptoms. These tumors are generally small and being at early stage (2).

Despite developments in minimally invasive techniques such as radiofrequency ablation, or cryother-
apy, surgery like partial nephrectomy, laparoscopic partial or radical nephrectomy are still accounts the
most curative treatment modality in RCC. Therefore, it is essential to make an appropriate preoperative
staging, including tumor size, extent to neighboring organs, metastases, or lymph node involvement, for
an accurate surgical planning (3). Preoperative enhanced computed tomography (PECT) is the imaging of
choice for characterization and staging of RCC. It is reported to be 90% sensitive for detecting renal masses.
With PECT, images can be formatted in coronal, sagittal or multiplanar fashion to examine the organs in
detail (4). However, in our daily practice, we sometimes have difficulty deciding about the invasion to adja-
cent organs by examining the PECT and hesitate for applying minimally invasive techniques.

In this study, we aimed to evaluate if PECT yielded enough information about the invasion to adherent
structures or not before operations for RCC.

MATERIAL AND METHODS

Our Institute’s Local Ethical Committee approved the ethical acceptance of this study (2018/002-5) and
the study is followed by ethical standards described in Helsinki Declaration Statement.

A total of 70 patients who had open radical or partial nephrectomy due to renal mass between January
2015 and March 2018 enrolled in this retrospective study. The indications for partial nephrectomy were
contrasted renal mass at kidney <10 cm diameter with favorable tumor location. The indications for open
radical nephrectomy were the patients not suitable for partial nephrectomy such as <10 cm tumor with un-
favorable location, tumor seemed to be locally advanced, tumor making significant deterioration in patient
health, and tumor with >10cm diameter. A senior radiologist interpreted the PECT results without having
any knowledge about the patients’ intraoperative status. The operations were applied in our urology de-
partment. The radiologist elaborately examined the fat planes, and regularity/irregularity of the border at
liver, vena cava, aorta, spleen, pancreas, iliopsoas muscle, and abdominal posterior wall. The urologist took
part in these operations noted the same parameters while operations or extracted them from operational
notes. The diagnosis of invasion in intraoperative setting was based on findings while dissection of men-
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tioned adjunct organ.

The fat plane in PECT was defined as adherent or non-adherent, regularity was defined as seeing the
smooth contour between the organs, and irregularity was defined for all other situation. The same param-
eters were examined in intraoperative settings.

Twenty patients were excluded from study due to excessive missing information used for the forma-
tion of study. The radiologic and operational results were matched.

Pathology results were also examined for same parameters and compared with PECT and intraopera-
tive findings.

Preoperative Enhanced Computed Tomography Imaging Protocol

CT examinations were performed prior to the surgical resection with 64- and 320-rowdetector sys-
tems belonging to the same brand (Aquilion; Toshiba Medical Systems, Ottawara, Japan) using dynamic
enhanced (oral + intravenous) abdomino-pelvic CT imaging protocol. Dynamic CT images were acquired
in the axial plane as followed: Non-contrast, 40, 90 and 420 seconds after the intravenous contrast agent in-
jection. Then, multi-planar reformatted images (sagittal and coronal) were created from the initial scan. The
fat planes and the border regularity/irregularity between RCC lesions and liver, vena cava, aorta, spleen,
pancreas, iliopsoas muscle, and abdominal posterior wall were evaluated.

Open Radical or Partial Nephrectomy Technique

After general anesthesia, a urethral catheter was inserted through urethra. Patient was positioned at
mid-flank position. A mid-chevron incision was made at the related side of body. Ever anatomic layer was
passed with excessive attention. Peritoneum incised, and colon and small bowels were exposed. For right
kidney, liver was dissected from anterior surface of kidney and the invasion or irregularity between kidney
and liver were determined and noted. Then, colon and duodenum were dissected medially. Renal artery
and vein were found, and if the procedure was partial nephrectomy they were reversibly clamped, but
if the procedure was radical nephrectomy they were irreversibly clamped. Two Urologists evaluated and
noted invasion or irregularity between the kidney and vena cava, aorta, duodenum and pancreas during
surgery. Ureter was found and dissected if necessary. Then, the posterior region of kidney was dissected.
invasion or irregularity between kidney and iliopsoas muscle or posterior abdomen was determined and
noted. At last, procedure was accomplished by applying the partial or radical nephrectomy.

The same procedure was applied for the left kidney. The difference was: firstly, the spleen was dissect-
ed from the anterior surface of kidney, and invasion to spleen was determined and noted. Secondly, the
colon and pancreas were dissected medially. Invasion or irregularity between kidney and pancreas was
determined and noted. Thirdly, after clamping the artery and vein, we examined or dissected the medial
border of kidney to find out the invasion or irregularity in aorta, or vena cava.

Statistical Analysis

Statistical analysis was done using Statistical Package for Social Sciences 20.0 software (SPSS 20.0 for
MAC). Descriptive statistics of nominal samples were expressed with numbers and percentiles. Descrip-
tive statistics of scale samples were expressed as mean + standard deviation (minimum-maximum). Shap-
iro-Wilk, Kurtosis, and Skewness Tests were used to assess the variables’ normalization. Chi Square Test was
used to compare the independent nominal parameters. Probability of p<0.05 was accepted as statistically
significant. Sensitivity, specificity, positive likelihood ratio (+LHR), and negative likelihood ration (-LHR) was
calculated.

RESULTS

Finally, a total of 50 patients were included in this study. There were 16(32%) female and 34(68%)
males. The mean patient age was 60.14+13.89(26-88). The effected renal unit was right kidney in 22(44%)
and left kidney in 28(56%) patients. There were 37(74%) radical, 13(26%) partial nephrectomies. The mean
time lag from PCCN and operations was 34.48+12.07(1-60) days.




ENDOUROLOJI

Factors Affecting Non-Prostate Tissue Detection in Prostate Biopsy BULTEN i ENDOUROLOGY
BULLETIN

The mean diameter of tumor was 64.11+33.42(12-145) * 55.01+27.01(16-119) * 45.07+22.09(14-91)
and 62.17+£32.55(10-140) * 53.89+26.06(15-110) * 44.27+21.95(10-90) in PECT and pathology specimens,
respectively (p=0.03).

The comparison of findings in PECT, operations, and pathology reports were expressed in table 1 (Ta-
ble 1). For liver, spleen, pancreas, iliopsoas muscle, and abdominal posterior wall, PECT yielded some false
positive results of adherence or irregularity than detected in surgery and pathology. For vena cava and
aorta, PECT could not detect the adherence or irregularity that was seen in surgery.

Table 1. Comparison of PECT, intraoperative, and pathology findings.

Preoperative enhanced computed | |ntraoperative findings

tomography findings

Yes No Yes \[o}
Liver adherence 15(30%) 35(70%) 8(16%) 42(84%) 0.029
Irregularity of tissues between kidney and liver 13(26%) 37(74%) 8(16%) 42(84%) 0.010
Vena cava adherence 6(12%) 44(88%) 11(22%) 39(78%) 0.078
Irregularity of tissues between kidney and vena cava  6(12%) 44(88%) 11(22%) 39(78%) 0.078
Aorta adherence 1(2%) 49(98%) 5(10%) 45(90%) 0.00
Irregularity of tissues between kidney and aorta 0(0%) 50(100%) 5(10%) 45(90%) 0.001
Spleen adherence 11(22%) 39(78%) 3(6%) 47(94%) 0.001
Irregularity of tissues between kidney and spleen 8(16%) 42(84%) 3(6%) 47(94%) 0.001
Pancreas adherence 8(16%) 42(84%) 0(0%) 50(100%) 0.001
Irregularity of tissues between kidney and pancreas 7(14%) 43(86%) 0(0%) 50(100%) 0.001
lliopsopas muscle adherence 13(26%) 37(74%) 8(16%) 42(84%) 0.010
Ir:lej?cL:Larity of tissues between kidney and iliopsoas 9(18%) 41(82%) 8(16%) 42(84%) 0.001
Abdominal posterior wall adherence 10(20%) 40(80%) 9(18%) 41(82%) 0.001
:)r:)e:z:rliaor:t\:lv :|f| tissues between kidney and abdominal 7(14%) 43(86%) 9(18%) 41(82%) 0.001

Yes No Yes No
Liver adherence 8(16%) 42(84%) 1(2%) 47(94%) 0.001
Irregularity of tissues between kidney and liver 8(16%) 42(84%) 1(2%) 47(94%) 0.005
Vena cava adherence 11(22%) 39(78%) 1(2%) 47(94%) 0.001
Irregularity of tissues between kidney and vena cava  11(22%) 39(78%) 1(2%) 47(94%) 0.001
Aorta adherence 5(10%) 45(90%) 0(0%) 48(96%) 0.001
Irregularity of tissues between kidney and aorta 5(10%) 45(90%) 0(0%) 48(96%) 0.001
Spleen adherence 3(6%) 47(94%) 0(0%) 48(96%) 0.001
Irregularity of tissues between kidney and spleen 3(6%) 47(94%) 0(0%) 48(96%) 0.001
Pancreas adherence 0(0%) 50(100%) 0(0%) 48(96%) 0.9
Irregularity of tissues between kidney and pancreas 0(0%) 50(100%) 0(0%) 48(96%) 0.9
lliopsopas muscle adherence 8(16%) 42(84%) 0(0%) 48(96%) 0.001
:jgé:frity of tissues between kidney and iliopsoas 8(16%) 42(84%) 12%) 47(94%) 0.001
Abdominal posterior wall adherence 9(18%) 41(82%) 0(0%) 48(96%) 0.001
Ipr;igtj:rls)r:t\i/v;fltissues between kidney and abdominal 9(18%) 41(82%) 12%) 47(94%) 0.00]
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Preoperative enhanced computed | pathologic findings (2 missing)
tomography findings

Liver adherence 15(30%) 35(70%) 1(2%) 47(94%) 0.001
Irregularity of tissues between kidney and liver 13(26%) 37(74%) 1(2%) 47(94%) 0.001
Vena cava adherence 6(12%) 44(88%) 1(2%) 47(94%) 0.001
Irregularity of tissues between kidney and vena cava  6(12%) 44(88%) 1(2%) 47(94%) 0.001
Aorta adherence 1(2%) 49(98%) 0(0%) 48(96%) 0.001
Irregularity of tissues between kidney and aorta 0(0%) 50(100%) 0(0%) 48(96%) 0.001
Spleen adherence 11(22%) 39(78%) 0(0%) 48(96%) 0.001
Irregularity of tissues between kidney and spleen 8(16%) 42(84%) 0(0%) 48(96%) 0.001
Pancreas adherence 8(16%) 42(84%) 0(0%) 48(96%) 0.001
Irregularity of tissues between kidney and pancreas 7(14%) 43(86%) 0(0%) 48(96%) 0.001
lliopsopas muscle adherence 13(26%) 37(74%) 0(0%) 48(96%) 0.001
Ir:'jgcl.;:earity of tissues between kidney and iliopsoas 9(18%) 41(82%) 12%) 47(94%) 0,001
Abdominal posterior wall adherence 10(20%) 40(80%) 0(0%) 48(96%) 0.001
g;esf:rlie:)r:tsl\l;fltissues between kidney and abdominal 7(14%) 43(86%) 12%) 47(94%) 0.001

There were 32(64%) patients with renal cell cancer classified as clear cell variant, 4(8%) as papillary
variant, 7(14%) as chromophobe variant, 1(2%) as primitive neuroectodermal tumor, 1(2%) as adrenocor-
tical carcinoma, and 3(6%) as oncocytoma (2 missing). The Fuhrman grade of tumor was 4 in 5(10%), 3 in
15(30%), 2 in 14(28%), and 1 in 2(4%) of patients (for other 14(28%) patients, there was no need for Fuhr-
man Grading System). The perirenal fat tissue was normal in 32(64%), had congestion in 15(30%), included
liver tissue in 1(2%), and had tumor infiltration in 1(2%) of patients. Eight (16%) patients had extension of
tumor through renal capsule. There was only 1(2%) lymph node involvement. Lymph vascular invasion and
tumor necrosis was seen in 2(4%) and 6(12%) patients, respectively. There was only 1 patient with tumor
involving sarcomatous component.

Table 2. The sensitivity and specificity of preoperative contrasted computerized tomography findings
compared to intraoperative findings.

The The Positive Negative
likelihood likelihood
sensitivity specificity ratio ratio
Liver adherence 62.5% 76.2% 2.58 0.5
Irregularity of tissues between kidney and liver 38.5% 91.9% 4.22 0.68
Vena cava adherence 27.3% 92.3% 3.37 0.79
Irregularity of tissues between kidney and vena cava 27.3% 92.3% 3.37 0.79
Aorta adherence 0% 97.8% 0 1
Irregularity of tissues between kidney and aorta 0% 100% 0 1
Spleen adherence 100% 84.8% 6.25 0
Irregularity of tissues between kidney and spleen 100% 89.1% 9.09 0
Pancreas adherence 0% 84% 0 1
Irregularity of tissues between kidney and pancreas 0% 86% 0 1
lliopsopas muscle adherence 62.6% 81% 3.26 0.46
Irregularity of tissues between kidney and iliopsoas muscle  50% 88.1% 4.16 0.56
Abdominal posterior wall adherence 66.7% 92.5% 8.25 0.36
Irregularity of tissues between kidney and abdominal pos-  44.4% 92.5% 5.5 0.6
terior wall
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The sensitivity, specificity, +LHR, and -LHR of PECT were expressed in table 2 by comparing the PECT
and intraoperative findings (Table 2). For detection of adherence or irregularity with/into liver, spleen, il-
iopsoas muscle, and abdominal posterior wall, PECT yielded enough information before operations. For
detection of invasion to vena cava, aorta, and spleen, PECT was detected not to be a good diagnostic test.

For exclusion of any invasion, PECT had 76.2-100% true exclusion rate for all anatomical sites.

DISCUSSION

Rarely, it is extremely difficult to decide on a minimally invasive technique for an RCC operation. In our
daily practice, we examine all the patients’ preoperative images and decide the best technique for treat-
ment. Mostly, we realized that we usually misinterpreted the adherent structures when compared with
operative findings: we said the tumors had cohesion to neighboring structures, however there were not in
many cases. To better understand this situation, we planned this retrospective study to find the reliability
of PECT for RCC invasion into adjacent organs.

Preoperative enhanced computed tomography is the choice of technique to identify a renal mass.
In the protocol of a PECT, a non-contrast image was produced, and after injection of the contrast agent,
multiple acquisitions were taken at 40 seconds for corticomedullary phase, 90 seconds for nephrographic
phase, 7 minutes for delayed phase. Images at 90 seconds are usually enough to determine a renal lesion.
The other phases were used to determine extra information for enhancement, collecting system and its
invasion. Enhancement is the comparison of lesion density before and after the injection of contrast agent
using the Hounsfield unit (HU). An increase of 15-20 HU identifies the lesion uptake of contrast medium (4).

Most of the studies of PECT are usually about the comparison of lesion sizes in pre-operative ima-
ges and pathologic examination. Cathalano et al. reported that PECT identify the renal lesion size and
enhancement correctly when 1T mm images were taken while procedure (5). Yaycioglu et al. examined the
291 patients’ preoperative PECT and gross pathologic findings and reported that clinical and pathologic
findings were significantly correlated between each other. They also mentioned that there was no differ-
ence between clinical and pathologic tumor size (6). Kurta et al. reported an overestimation of 1 mm tumor
size with PECT in a large series of 521 patients (7). Jorns et al. reported a significant correlation of tumor
volume between PECT and pathology especially in large tumors. They concluded that the overestimation
was higher especially when tumor was smaller (8). In our research, we found the similar results with most
of the literature. The tumor size was smaller in pathology examination than in PECT.

Other important factors of PECT yield before a surgery are perirenal adipose tissue condition and in-
volvement of the renal vein or vena cava. Cathalona et al reported the sensitivity and specificity of PECT for
detecting perirenal fat tissue involvement was 96% and 93%, respectively (5). Hallsheit et al. reported the
accuracy of PECT as being 72%-78% for detecting tumor thrombus in patients who had tumor thrombus at
operations (9). Lawrentschunk et al. reported 100% detection rates of the level of thrombus with PECT (10).
Our study is different from the other studies in many features. We examined the adhesions of surround-
ing organs by perirenal fat status between these neighboring organs and kidney and/or tumor in PECT,
and intraoperative or pathological findings. We evaluated if there was an adherence or irregularity with/
into liver, vena cava, aorta, spleen, pancreas, iliopsoas muscle and abdominal posterior wall. Although, we
found some false positive results of adherence or irregularity between kidney and liver, spleen, pancreas,
iliopsoas muscle, and abdominal posterior wall, PECT yielded enough sensitivity with 38.5%-100% rate for
detection of adherence or irregularity with/into these neighboring organs when compared to intraoper-
ative findings. On the other aspect, the specificity was also enough to exclude the invasion with for these
regions with 84.5%-92.5% rate. However, for invasion to vena cava, aorta, and spleen, PECT couldn't yield
enough information with 0%-23.7% sensitivity rate indicating that someone could not say there was no
invasion to vena cava, aorta, and spleen by examining PECT.

The comparison intraoperative findings and pathologic examination of the excised material also
showed that despite our thought of positive adherence and irregularity with/into neighboring organs in-
traoperatively, there was mostly no invasion in pathologic examination. This could be the tissue reaction
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of the perirenal structures due to tumor in related kidney. However, the evaluation of adherence and irreg-
ularity in intraoperative settings while dissection could reflect difficulties that someone could encounter
while surgery. According to our study, an urologist could easily conclude if he/she would face to a dissec-
tion difficulty between kidney and liver, pancreas, iliopsoas muscle, and abdominal posterior wall. Howev-
er, for vena cava, aorta, and spleen, it is difficult to conclude to face a dissection difficulty or not.

In urology literature, there is no study examining the PECT and intraoperative findings of RCC and the
surrounding organs. So, our study is unique for being the first study about this subject. Tusuburaya et al.
conducted a similar study about adjacent organ invasion in stomach carcinoma. They reported that the
regular structure of the fat tissue between stomach and adjacent organ was fully deteriorated if there had
been an invasion, and also, the same deterioration was seen in 42%-77% of patients if there had been no
invasion. They concluded that PECT was not sufficient to determine and exclude the invasion between
stomach and adjacent organs (11). In our study, the adherence or irregularity was lower than the stomach
carcinoma. This was the different nature of organs and cancers.

Limitations
The patient sample size and retrospective design of study were the two limitations of our study. More
patients and prospective double-blinded trials will reveal better results.

CONCLUSION

PECT is a useful imaging modality to determine or exclude the adherence or irregularity between RCC
mass and liver, pancreas, iliopsoas muscle, and abdominal posterior wall. However, it is not useful for vena
cava, aorta, and spleen invasion of RCC.
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The role of PI-RADS version 2 in predicting the stage progression after radical
prostatectomy in patients with Gleason score 3-+3 prostate cancer

Gleason skoru 3+3 prostat kanseri olan hastalarda radikal prostatektomi sonrasi evre
ilerlemesinin 6ngorilmesinde PI-RADS versiyon 2'nin rol
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OZET

Amac: Gleasonskoru (GS), prostat kanserinin agresifitesinin 6ngoérilmesinde kullanilan en 6nemli para-
metrelerdendir. TRUS prostat biyopsisindeki Gleason skoru ile radikal prostatektomi sonrasi belirlenen Gle-
ason skoru arasinda uyumsuzluk saptanabilir. Bu calismada TRUS-bx sonrasi GS 3+3 prostat kanseri olan
hastalarda radikal prostatektomi sonrasi GS evre ilerlemesini 5ngérmede mp-MRG 6zellikleri ve PI-RADS
V2'nin 6nemini arastirmayi amacladik.

Gerec ve Yontemler: Hastanemizde Ocak 2016 ile Ocak 2020 yillari arasinda TRUS-Bx sonrasi GS 3+3 pros-
tat kanseri saptanan ve robot yardimli radikal prostatektomi (RARP) uygulanan hastalarin verileri retrospek-
tif olarak incelendi. Hastalar cerrahi sonrasi evre ilerlemesi olan (Grup1) ve olmayan (Grup2) olmak lizere 2
gruba ayrildi. Hastalarin PSA seviyesi, hasta yasl, prostat hacmi, PSA dansitesi, mp-MRG’ deki indekslezyon-
boyutu, PI-RADS versiyon 2 skorlari degerlendirildi.

Bulgular: Calismaya dahil edilen toplam 43 hastanin ortalama yasi 63.7+7. 1 yil idi. Yirmi bes hastada
(%58.1) cerrahi sonrasi evre ilerlemesi gézlenmistir. Final patoloji raporuna gore prostat kanseri evre ilerle-
mesi gozlenen ve gozlenmeyen hasta grubunda yas, PSA dansitesi ve PIRADS V2 skoru istatistiksel olarak
anlamli bulundu (p<0.05). Evre ilerlemesi PI-RADS versiyon 2 skoru 4 olan 8 hasta ve 5 olan 5 hasta olmak
Uzere toplam 13 hastada g6zlendi. mp-MRG indeks lezyon boyutu her iki grup arasinda istatistiksel anlamh
fark olmasa da evre ilerlemesi olan grupta daha biyuktd (12.15+4.3vs15.69+7.6). mp-MRG’ de prostat disi
yayllim gozlenmeyen hicbir hastada evre ilerlemesi yokken, prostat disina yayilim rapor edilen sadece 3
hastada evre ilerlemesi rapor edildi.

Sonu¢: mp-MRG PIRADS v2 skorunun prostat kanseri evre ilerlemesinde 6nemli oldugunu saptadik.

Anahtar Kelimeler: Gleason skoru,multi-parametrik manyetik rezonans gériinttileme, PI-RADS skoru, prostat kanseri

This study has been conducted retrospectively. All research was performed in accordance with relevant guidelines/regulations, and in-
formed consent was obtained from all participants.
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ABSTRACT

Objective: Gleason score (GS) is one of the most important parameters used in predicting the aggressive-
ness of prostate cancer. A discrepancy may be detected between the Gleason score in the TRUS prostate bi-
opsy and the Gleason score determined after radical prostatectomy. In this study, we aimed to investigate
the importance of mp-MRlI features and PI-RADS V2 in predicting the progression of GS stage after radical
prostatectomy in patients with GS 3+3 prostate cancer after TRUS-bx.

Material and Methods: The data of patients who were diagnosed with GS 3+3 prostate cancer after TRUS-
Bx and underwent robot-assisted radical prostatectomy between January 2016 and January 2020 were
retrospectively analyzed. The patients were divided into 2 groups as with progressive (Group 1) and not
(Group 2) after surgery. The PSA level, patient age, prostate volume, PSA density, index lesion size on mp-
MRI, PI-RADS version 2 scores of the patients were evaluated.

Results: The mean age of 43 patients included in the study was 63.7+7.1 years. Stage progression was ob-
served in 25 patients (58.1%) after surgery. According to the final pathology report, age, PSA density and
PIRADS V2 score were found to be statistically significant in the patient group with and without prostate
cancer stage progression (pX0.05). Stage progression was observed in a total of 13 patients, 8 patients
with a PI-RADS version 2 score of 4 and 5 patients with a score of 5. Although the mp-MRI index lesion size
was not statistically significant between the two groups, it was larger in the group with stage progression
(12.15+4.3 vs 15.69+7.6). While there was no stage progression in any of the patients who did not show
extra-prostate dissemination in mp-MRI, only 3 patients with extra-prostate spread were reported.
Conclusion: We found that the mp-MRI PIRADS v2 score is important in prostate cancer stage progression.

Keywords: gleason score, multi-parametric magnetic resonance imaging, PI-RADS score, prostate cancer

GIRIS

Gleason skoru (GS), prostat kanserinin agresifitesinin dngorilmesinde kullanilan en 6nemli parametre-
lerdendir (1). Ancak yapilan calismalar TRUS prostat biyopsisindeki Gleason skoru ile radikal prostatektomi
sonrasi belirlenen Gleason skoru arasinda azimsanmayacak seviyede uyumsuzluga isaret etmektedir. Buna
gore %20-%60 olguda GS 6 prostat kanserinin radikal prostatektomi sonrasi GS=7'ye yukseldigi (upgra-
de-evre ilerlemesi) cesitli calismalarda bildirilmistir (2-6). Bu durum 6zellikle aktif izleme alinacak dusuk
riskli, distik grade’li prostat kanserlerinde 6nem arz etmektedir.

Glinimuzde prostat spesifik antijen (PSA) taramasi uygulanan hastalarin bircogunda prostat biyopsisi
sonrasl indolan, dislik grade’li (GS 3) ve diistk riskli prostat kanseri saptanmaktadir (7-10). Bu da prostat
kanseri tanisi alan hastalardaki gereksiz tedavi (overtreatment) kaygilarina yol agmaktadir (11,12). Diger
taraftan aktif izlemdeki hastalarda da %30-34 olguda gleason evre ilerlemesi oldugu cesitli calismalarda
bildirilmistir (13,14). Tim bu veriler g6z 6niinde tutuldugunda klinik evre, PSA ve Transrektal ultrason pros-
tat biyopsisi (TRUS -bx) verilerinin dusuk riskli hastalarin belirlemede yeterli olmayacagi ve daha ileri tani
testlerine ihtiya¢ duyuldugu bildirilmistir (7).

Multi-parametrik Manyetik Rezonans Goriintiileme (mp-MRG) prostat kanserinin tanisinda ve evre
ilerlemesinde 6nemli bir aractir (15). 2012 yilinda ilke tanimlandiktan sonra “Prostate Imaging Reporting
and Data System (PI-RADS)” skorlamasinin radikal prostatektomi sonrasi patalojik evre ilerlemesi ile iliskili
oldugunu gosteren calismalar yapilmis olsa da (16-19)2015 yilinda gelistirilen PI-RADS versiyon 2 (V2) 'nin
Onemini gosteren yeterli calisma 6zellikle Tirkce literattirde bulunmamaktadir.

Biz bu calismada TRUS-bx sonrasi GS 3+3 prostat kanseri olan hastalarda radikal prostatektomi sonrasi
GS evre ilerlemesi 6hgdérmede mp-MRG 6zellikleri ve PI-RADS V2'nin 6nemini arastirmayi amacladik.

GEREC VE YONTEMLER

Universitemiz etik kurul onayini takiben hastanemizde Ocak 2016 ile Ocak 2020 yillari arasinda TRUS-
Bx sonrasi GS 3+3 prostat kanseri saptanan ve robot yardimli radikal prostatektomi (RARP) uygulanan has-
talarin verileri retrospektif olarak incelendi. TRUS-bx sonucu GS 3+3 prostat kanseri olan ve TRUS-bx 6ncesi
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6 ay icerisinde veya biyopsi sonrasi 6 hafta gectikten sonra mp-MRG yapilan hastalar calismaya dahil edildi.
Dis merkezde mp-MRG yapilan hastalar ve yine dis merkezde TRUS-bx yapilan hastalarin tanilar hastane-
mizde yeniden degerlendirildikten sonra ¢alisma kriterlerine uygun olmasi kosulu ile calismaya dahil edildi.
Hastalar cerrahi sonrasi evre ilerlemesi olan (Grup 1) ve olmayan (Grup 2) olmak lizere 2 gruba ayrildi.
Hastalarin PSA seviyesi, hasta yasi, prostat hacmi, PSA dansitesi, mp- MRG'deki indeks lezyon boyutu,
PI-RADS versiyon 2 skorlari degerlendirildi.

istatistiksel analiz SPSS Versiyon 22 ile yapildi. Stirekli degiskenlerin karsilastirlmasinda Mann Whitney
U testi ve kesikli veriler icin ise Pearson ki kare testi kullanildi. p<0.05 dederi istatistiksel anlamlilik olarak
kabul edildi.

BULGULAR

TRUS-bx sonucu GS 3+3 prostat kanseri saptanan ve RARP uygulanan toplam 43 calisma hastasinin
demografik 6zellikleri ve preoperatif klinik verileri Tablo 1'de 6zetlenmistir. Calismaya dahil edilen toplam
43 hastanin 25’inde (%58.1) cerrahi sonrasi evre ilerlemesi gézlenmistir. Bunlar icerisinde 18 hastada
gleason 3+4, 4'linde 4+3, 3'linde ise 4+4 prostat kanserine evre ilerlemesi gorilmustir. Final patoloji rapo-
runa gore prostat kanseri evre ilerlemesi gozlenen ve gézlenmeyen hasta grubunda yas, PSA dansitesi ve
PIRADS V2 skoru istatistiksel olarak anlamli bulundu (p<0.05).

Gruplara gore PI-RADS V2 skorlari dagilim Tablo 2'de 6zetlenmistir. Evre ilerlemesi PI-RADS versiyon
2 skoru 4 olan 8 hasta ve 5 olan 5 hasta olmak Uzere toplam 13 hastada gozlendi. Diger taraftan PIRADS
V2 skoru 4 veya 5 olan sadece 2 hastada evre ilerlemesi gozlenmedi. mp-MRG indeks lezyon boyutu her
iki grup arasinda istatistiksel anlamli fark olmasa da evre ilerlemesi olan grupta daha bulyulkti (12.15+4.3
vs 15.6947.6). mp-MRG'de prostat disi yayllim gozlenmeyen hicbir hastada evre ilerlemesi yokken (18/18
hasta), prostat disina yayilim rapor edilen sadece 3 hastada evre ilerlemesi rapor edildi.

Tablo 1. Calisma hastalarinin demografik 6zellikleri ve pre-operatif klinik verileri

Evre ilerlemesi 6 Ay

Toplam Yok Var P Degeri
Hasta sayisi 43 18 25
Yas (ortalama + SS) 63.7+7.1 65.1£4.7 62.7+8.4 P=0.045
Prostat hacmi (ortalama =+ SS) 45.25+20.6 51.88+23.7 40.48+16.9 P=0.24
Preoperatif PSA (ortalama + SS) 9.39+5.7 9.39+5.2 9.39+6.2 P=0.62
Preoperatif PSA dansitesi (ortalama + SS) 0.24+0.2 018+0.08 0.28+0.27 P=0.03
Mp-MRG de indeks lezyon boyutu 13.92,6.3 12.15,4.3 15.69,7.6 P=0.08

Tablo 2. Final patoloji sonucu evre ilerlemesi olan ve olmayan gruplara gore PI-RADS V2 skorlari dagilimi

Evre ilerlemesi
Yok Var

PI-RADS v2

1-2 4 4
3 12 8
4 2 8
5 0 5

TARTISMA

Prostat kanseri tanisinda tarama testi olarak PSA’ nin yaygin kullanilmasi, dusuk riskli hasta sayisinda
belirgin artisla sonuclandi (20). Bu hastalar aslinda radikal cerrahiden ziyade aktif izlem veya fokal tedaviler
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icin daha uygun hastalar oldugu da bilinen bir gercektir. Ancak yapilan bir cok ¢calisma %60’a varan oranlar-
da prostat kanserinde evre ilerlemesi oldugu ve TRUS-bx sonucunun final patoloji son ucunu 6ngérmede
yetersiz oldugunu gostermistir (2-6). Diger taraftan GS arttikca biyokimyasal niiks ve prostat kanseri ile
iligkili 6lum oranlarin arttigi bilinmektedir (21,22). Tim bu durum TRUS-bx ile GS 3+3 tanisi olan hastalarda
evre ilerlemesinin 6n gorilmesini cok daha 6nemli bir konuma getirmektedir.

Calismamizda bu evre ilerlemesini 6ngérmede istatistiksel anlamhlik gosteren parametreler yas, PSA
dansitesi ve mp-MRG PIRADS v2 skorlari idi. Benzer anlamliliklar daha 6nce yapilan ¢calismalarda da goste-
rilmistir. 2015 yilinda yaptiklari calismada, Dink ve ark. yas (>60), yliksek PSA (>5.0 ng/ml) ve >%25 pozitif
kor varhginin evre ilerlemesi ile iliskili oldugunu gostermislerdir (23). Baska bir calismada Sfougoristas ve
ark 0.15 ng/ml esik deger ile PSA dansitesinin evre ilerlemesini 5hgdérmede gli¢lii bir arag oldugunu goster-
mislerdir (ref4- 15). Song ve ark. ile Suardi ve ark. ise, yine yasin evre ilerlemesini 5Sngérmede anlamli oldugu
sonucuna varmislardir (24,25). Literatiire bakildiginda yas, yliksek PSA seviyesi, PSA dansitesi, kor basina
% timor boyutu ve kiiclik prostat hacmi final patolojide evre ilerlemesini 6ngérmede glicli aracglar olarak
tanimlandigi séylenebilir (10, 26,27).

mp-MRG, son yillarda prostat kanseri tani ve evrelemesinde glinliik pratigimize girmesinden son-
ra ozellikle aktif izlem hastalari basta olmak Uizere, prostat kanserinde evre ilerlemesinin 6ngériilmesinde
Umit verici bir tani araci olmustur. 2015 yilinda mp-MRG ‘nin yorumlanmasinda standardizasyonu saglamak
Uzere PI-RADS versiyon 2'nin yayinlanmasindan sonra, klinik uygulamalar tizerine yaygin ¢alisma yapilmaya
baslanmistir. Bu basliklarda birini prostat kanserinde evre ilerlemesinin 6ngorilmesinde yeri oldugu
soylenebilir. Bunlardan birinde, Park ve ark. PI-RADS V2 skoru >4 oldugunda final patolojide GS artisinin
%81.1 ile %83.3 arasinda oldugunu bildirmislerdir (28). Zhai ve ark. PI-RADS V2 skoru >3 olan hastalarda
cerrahi sonrasi evre ilerlemesi %85.7 oldugunu gostermislerdir. Bu calismada PI-RADS V2 skoru >3 olanlar-
da evre ilerlemesini %38.1 arasinda rapor edilmistir (29). Song ve ark. calismasinda ise cerrahi sonrasi evre
ilerlemesi %67 hastada gozlendi (30). Bu oran PI-RADS V2 skoru 4 olanlarda %68.9 ve 5 olanlarda %85.6 idi.
Bizim calismamizda da PIRADS v2 skoru 4 ve 5 olan toplam 15 hastanin 13 tanesinde (%86.6) evre ilerlemesi
go6zlenmis olup, bu noktada PIRADS v2 skorunun 4 veya 5 olmasi cok 6nem arz etmektedir.

SONUC

Calismamizda 43 hastanin 25'inde prostat kanseri evre ilerlemesi gézlendi. Ozellikle mp-MRG PIRADS
v2 skorunun prostat kanseri evre ilerlemesinde 6nemli oldugu sonucuna vardik. Bu calisma, PI-RADS V2'nin
preoperatif olarak prostat kanseri evre ilerlemesini 6ngérmede 6nemli bir ara¢ oldugunu gdstermesiyle
Turkge literatlire 6nemli bir katki saglamaktadir.
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Factors affecting presence of detrusor muscle tissue in pathology specimen of
transurethral bladder tumor resection

Transuretral mesane tumoru rezeksiyonu patoloji 6rneginde detrusor kas dokusunun
varligini etkileyen faktorler
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OZET

Amac: Mesane timori patolojik incelemesinde detrusor kas dokusunun (DKD) ortaya konulmasi dogru
evreleme ve transiiretral mesane timori rezeksiyonu (TUR-MT) sonrasi tedavi planlanmasinda oldukca
onem arz eder. Bu calismada TUR-MT sonrasi patoloji spesmeninde DKD 6rneklenmesine etki eden faktor-
leri belirlemeyi amacladik.

Gerec ve Yontemler: Klinigimizde primer mesane timori nedeniyle TUR-MT yapilan ve ameliyat notunda
timorin lokalizasyonunun isaretlendigi mesane diyagrami kullanilan 59 hastanin dosyalari retrospektif
olarak incelendi. Patoloji spesmeninde DKD izlenmeyen 26 hasta grup |, DKD izlenen 33 hasta grup Il olarak
isimlendirildi. Gruplar arasinda yas, cinsiyet, tumor sayisi, tumor boyutu ve timor lokalizasyonu agisindan
fark olup olmadigi incelendi.

Bulgular: Calismamizda DKD izlenme orani %56 olarak tespit edildi. Hastalarin yas ortalamalari grup I’ de
69.5+10.2 iken grup II'de 68.7 + 9.2 idi (p=0.755). iki grup arasinda cinsiyet dagihmi acisindan istatistiksel
olarak anlamli fark saptanmadi (p=0.646). Timor lokalizasyonuna baktigimizda grup | de tiimorlerin %11.5'i
kubbede, %11.5'i karsi duvarda ve %77’ si yan duvarlarda; grup 2’ de ise %6.1'i kubbede, %27.2" si karsi
duvarda ve %66.7' si de yan duvarlarda izlendi. Grup | ve grup Il arasinda timor lokalizasyonu agisindan
anlamli fark saptanmadi (p>0.05). Ortalama timar sayisinin ve timor boyutlarinin her iki grupta da istatis-
tiksel olarak benzer oldugu saptandi (p>0,05).

Sonug: Hastalarin patolojik 6rneklerinde DKD gorilmesine yas, cinsiyet, timor boyutu, tiimor sayisi, tiimo-
riin mesane duvarindaki lokalizasyonu gibi degiskenlerin etkisinin olmadigi saptandi.

Anahtar kelimeler: mesane tiimérii, TUR-MT, tiimér lokalizasyonu, detrusor kas tabakasi
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ABSTRACT

Objective: Sampling of detrusor muscle tissue (DMT) in the pathological examination of the bladder tu-
mor is very important in the planning of correct staging and treatment. In the present study, we aimed to
determine the factors affecting the DMT sampling in the pathology specimen after TUR-BT.

Material and Methods: The medical records of 59 patients who underwent TUR-BT were retrospectively
analyzed. Twenty-six patients who had no DMT in the pathology specimen were classified as group | and
33 patients with DMT were classified as group Il. Difference between groups in terms of age, gender, tumor
number, tumor size and tumor localization were examined.

Results: DMT was found in 56% of pathology specimens. There was no statistically significant difference
in terms of gender distribution between the two groups (p=0.646). Tumor localizations were as follows;
11.5% is on the dome, 11.5% is on the opposite wall and 77% is on the side walls in group I; and In group
2, 6.1% were found on the dome, 27.2% on the opposite wall and 66.7% on the side walls. There was no
statistically significant difference between group | and group Il in terms of tumor localization (p>0.05). The
mean number of tumors and mean tumor size were found to be statistically similar in both groups (p>0.05).
Conclusion: It was concluded that variables such as age, gender, tumor size, number of tumors, and local-
ization of the tumor did not affect the presence of DMT in the pathological specimen of the patients.

Keywords: bladder cancer, TUR-BT, tumor localization, detrusor muscle tissue

INTRODUCTION

Bladder cancer ranks seventh in males and 11th in females among the all types of cancers worldwide.
In our country, bladder cancer is the third most common cancer in men following lung and prostate cancer
(1, 2). Transurethral bladder tumor resection (TUR-BT) is the surgical method used for the diagnosis and
treatment of bladder cancer. The pathological staging of the bladder tumor is done by the pathological
examination of the tissue obtained from TUR-BT. A bladder tumor is named as non-muscle invasive blad-
der cancer (NMIBC) and muscle invasive bladder cancer (MIBC) based on whether or not DMT is involved
in the bladder wall. The most important prognostic factor in bladder tumors is DMT invasion, in which case
more aggressive methods are preferred in the treatment. In cases where DMT is not observed in samples
obtained from TUR-BT, the procedure is considered to be incomplete and secondary transurethral bladder
tumor resection (Re-TUR) should be performed for correct clinical staging (3). In 24-49% of cases where
Re-TUR is performed, stage of the tumor is raised up and a need for change in the treatment arises (4,
5). In patients with T1 at the first resection, 4-25% MIBC is observed at the secondary resection. If DMT is
not present at the first resection, this rate rises to 45% (6). Therefore, sampling of the DMT during the first
resection of bladder tumor is important. In this study, we aimed to determine the factors affecting DMT
sampling in pathology specimen during bladder tumor resection.

MATERIAL AND METHODS

Medical data of 97 patients who underwent TUR-BT for bladder tumor between January 1, 2017 and
July 1, 2018 were retrospectively reviewed. Patients with secondary bladder tumor, with a pathological
stage of T2 and above, those with an operation note that did not describe the bladder location with a dia-
gram, those who developed obturator reflex during resection and/or those with any degree of bladder per-
foration were excluded from the study. The files of 59 patients with primary MIBC, in which the localization
of the tumor was marked on the bladder diagram in the operation note, were retrospectively analyzed. All
resections were performed with 26 Fr Olympus resectoscope using 30° vision optics, 100 V cut with Gyrus
plasma kinetic device and 80 V coagulation under 0.9% NaCl irrigation. Patients who did not have DMT in
the pathology specimen were named as group | and the patients who have DMT in the pathology speci-
men were named as group Il. The differences between the two groups in terms of age, gender, number of
tumors, tumor diameter and tumor localization were investigated.
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All procedures performed in studies involving human participants were in accordance with the ethical
standards of the institutional and/or national research committee and with the 1964 Helsinki Declaration
and its later amendments or comparable ethical standards.

Statistical Analysis

The consistency of continuous variables to normal distribution was investigated with the Kolmogor-
ov-Smirnov test. Variables with Gaussian distribution were shown as mean+SD, and variables indicated by
count (interval variable) mode (minimum-maximum). Pearson’s Chi-square test or Fisher’s Exact Test was
used for comparison of the group frequencies. Student’s test was used for comparison of variables with
normal distribution. Independent variables were evaluated by logistic regression analysis for dependent
variables with dichotomous characteristics. Statistical significance was evaluated at p<0.05 (two-tailed)
level.

RESULTS

The mean age of 26 patients in group | was 69.5+10.2, the mean age of 33 patients in group |l was 68.7 +
9.2 (p=0.755). In our study, the DMT was found in 56% of the pathology specimens. In both groups, number
of male patients was higher, and female/male ratios were 3/23 and 2/31 in group | and group ll, respective-
ly. There was no statistically significant difference between the two groups (p=0.646). When tumor localiza-
tion is examined, 11.5% of the tumors in group | were located in the dome, 11.5% in the opposite wall and
77% in the side walls; In group Il, 6.1% were found in the dome, 27.2% in the opposite wall and 66.7% in the
side walls. There was no statistically significant difference between group | and group Il in terms of tumor
localization (p>0.05). The mean number of tumors and tumor sizes were found to be statistically similar in
both groups (p>0.05). When the tumor grade was taken into account, low grade tumors were found in 11
patients (42.3%) and high grade tumors in 15 patients (57.7%) in Group |. Patients with low grade and high
grade tumors were 13 (39.4%) and 20 (60.6%) in Group Il, respectively. There was no statistically significant
difference between the two groups in terms of the grade of the tumor (p=0.821) (Table 1).

With logistic regression analysis, it was found that there was no relationship between variables such as
age, gender, tumor size, number of tumors, and localization of the tumor in the bladder wall in pathological
specimens (Table 2).

Table 1. Factors affecting detrisor muscle tissue in pathology specimen between groups

Group | Group Il >

(n=26) (n=33)
Age / year 69.5+10.2 68.7 £9.2 0.755
Gender (female / male) 3/23 2/31 0.646
Tumor size
< 3mm (n, %) 7 (%26.9) 7 (%21.1)

0.760

=3mm (n, %) 19 (%73.1) 26 (%78.8)
The number of tumors 1(1-4) 1(1-6) 0.469
Tumor localization
Dome (n,%) 3(% 11.5) 2(%6.1)
Side wall (n,%) 20 (% 76.9) 22 (% 66.7)
Opposite wall (n,%) 3(% 11.5) 9 (% 27.3) 0.287
Low grade, n (%) 11 (%42,3) 13 (%39,4)
High grade, n (%) 15 (%57,7) 20 (%60,6) 0,821

*p value obtained with Fisher’s Exact Test
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Table 2: Comparison of the distribution of the group frequencies of the factors affecting the appearance of
muscle tissue in TUR-MT pathology

Independent variables (] p O.R. (95% CI)
Constant -0,790 =0,720 -

Age 0,001 =0,967 1,001 (0,946-1,060)
Gender -0,655 =0,518 0,519 (0,071-3,789)
Tumor size 0,500 =0,462 0,606 (0,160-2,299)
Tumor localization 0,732 =0,219 2,079 (0,648-6,670)
The number of tumors 0,157 =0,566 1,170 (0,685-1,997)

O.R. odds ratio, 3, regression coefficient

DISCUSSION

The gold standard modality for the diagnosis, treatment and pathological staging in bladder tumor
is TUR-BT. The presence of DMT in pathology material obtained from TUR-BT has been shown to be the
determinant of resection quality, recurrence-free and progression-free survival (7-9). Sampling of the DMT
in the pathology specimen is also related to the pathological stage and grade of the resected tumor. While
the incidence of DMT layer in pathology specimens obtained from TUR-BT in MIBT is 41.9% for tumors of all
stages and grades, this rate is 39.7%, regardless of the stage, without distinction of Ta and T1 in high grade
tumors. While the rate of DMT presence in specimens in high grade Ta tumors is 45.9%, this rate is 51.8%
in high grade T1 tumors (10). In our study, the incidence of DMT in pathology specimen was 56% higher
compared with the literature. Furthermore, in our study, we found that there was no statistical significance
between tumor grade and the presence of muscle tissue in pathology specimens. While the rate of low
grade tumor was 42.3% in patients with no presence of DMT in pathology specimen, the rate of low grade
tumor in patients with presence of DMT was 39.4%. High grade tumor rates were 57.7% and 60.6% in pa-
tients with and with no presence of DMT in pathology specimen (p=0.821).

It was shown that the absence of DMT in pathology specimen was associated with tumor size and
tumor morphology, However it was not significantly related to the surgeon’s experience (11). While flat tu-
mors with a wide-base are associated with alower incidence of DMT presence in the pathology specimen,
increase in the tumor size is inversely proportional with presence of DMT in the pathology specimen (8, 12).
Tumor morphology and surgeon experience were not evaluated in our study. It was shown that there was
no statistically significant difference between tumor size and DMT sampling.

The obturator nerve originates from the L2-4 nerve roots of the lumbar plexus and contains both mo-
tor and sensory nerve fibers. It passes through the obturator canal and enters the pelvis, and travels inside
the psoas major muscle and progresses close to the inferolateral wall of the bladder, bladder neck and
prostatic urethra (13). During resection of the tumors localized in this area, especially in bladder lateral wall
tumors, adductor muscle spasm may develop due to the electrical stimulation of the obturator nerve as its
trajectory is close bladder and complications such as excessive bleeding, bladder wall perforation, vascular
laceration, vascular damage, hematoma and incomplete tumor resection can occur (14). Of all superficial
bladder tumors, 46.8% are located on the lateral wall, and severe adductor muscle spasms occur in 20%
of the cases during transurethral resection of lateral bladder tumors (15, 16). That is why most physicians
are concerned about the obturator reflex and its consequences during TUR-BT. Especially in the resection
of side wall tumors, DMT sampling may be negatively affected in tumors localized in this area. In a study
examining the presence of DMT in the pathology material of patients who underwent and did not undergo
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obturator nerve blockade (ONB), it was shown that 26.5% of the patients in the group who did not undergo
ONB and 4.2% of the patients who underwent ONB did not have any DMT in resection material. However, it
has also been demonstrated that there is no statistically significant difference between the localization of
the tumor in the bladder wall and prsence of DMT in pathology specimen (11, 17). In our study, although
the tumor was localized in the lateral walls in 77% of patients who did not have DMT in pathology spec-
imen, it was found that tumor localization was not associated with DMT sampling compared to patients
who had DMT in pathology specimen (P=0.287). Presence of DMT in pathology specimen obtained from
bladder urothelial carcinoma has been shown to be related to gender and the type of energy used. In a
randomized controlled study by Teoh et al., bipolar energy use for resection has been shown to be associ-
ated with presence of DMT in pathology specimen. It is also reported that the female gender has a positive
effect on the presence of DMT. This finding is explained by the thin bladder wall in women (18). In our
study, although 91.1% of the patients were male, we assume that the use of bipolar energy in all resections
caused a higher sampling rate of DMT in pathology specimen compared with the literature.

Different methods have been developed in order to perform proper resection and to reveal the possi-
bility of sampling DMT in pathology specimen. One of these is establishing a pre-surgical checklist (CL) and
compliance with these lists during resection. Studies have shown that the use of CL has positive effects on
surgeon’s attention and results in statistically significant improvements on recurrence-free survival after
resection. However, it has been shown that it does not have a statistically significant effect on the likelihood
of presence of DMT in resection material (12, 19).

CONCLUSION

The presence of DMT in pathology specimen obtained from TUR-BT is very important for correct stag-
ing. In this study, the factors affecting the presence of DMT in pathology specimen obtained from TUR-BT
were examined and it was shown that the variables such as age, gender, tumor number, tumor size, and
localization of tumor in bladder did not have a statistically significant effect on muscle tissue sampling. The
retrospective nature of the study and the low number of patients can be considered as limitations of this
study. Further prospective randomized studies on this subject should be conducted in order to reveal the
factors affecting the sampling of the DMT in pathology more clearly.
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OZET

Amac: Uriner sistem tas hastaligi Glkemizde sik gériilen ve cerrahi nedeni olan bir hastaliktir. Gliniimiizde
tas hastaligi icin retrograd intrarenal cerrahi (RIRS) en 6nde gelen minimal invaziv tedavi seceneklerinden
birisidir. Bu calismada bobrek tasi nedeniyle RIRS yaptigimiz hastalarda basari ve komplikasyonlari etkile-
yen faktorleri belirlemeyi amacladik.

Gerec ve Yontemler: Haziran 2019-Temmuz 2020 tarihleri arasinda bébrek tasi tanisi konulan ve RIRS ope-
rasyonu yapilan toplam 106 hasta calismaya dahil edilmistir. Hastalar RIRS basarisinin saglandigi (Grup 1)
ve RIRS basarisinin saglanamadigi (Grup 2) olarak 2 gruba ayrilmistir. Hastalarin demografik, radyolojik ve
cerrahi iliskili verileri hasta kayitlarindan retrospektif olarak incelenmistir. Veriler SPSS programi yardimiyla
analiz edilerek yorumlanmistir.

Bulgular: Yas, cinsiyet, ek hastalik varligi, Beden Kitle indeksi (BKi) gibi demografik veriler acisindan grup-
larin birbirine benzedigi goriilmustir. (Tablo 1). Tas lokalizasyonlarini degerlendirdigimizde ise RIRS basa-
risinin saglandidi Grup 1'de Ust polde, RIRS basarisizligi olan Grup 2'de ise alt polde daha fazla tas oldugu
izlendi. (p=0,027) Calismamizdaki hastalarin ortalama tas boyutu 12,7 mm olup, Grup 1'de 12.02, Grup 2'de
18,3 mm olarak tespit edilmistir.(p=0,004) Hastalarin alt pol infindlbulopelvik acilari BT goériintilerinden
Olclldiginde Grup 1'de 55,8°, Grup 2'de 48,2° olarak oOlculdi. Grup 1'in istatistiksel anlamli olarak daha
yuksek oldugu belirlendi (p=0,02). Ortalama operasyon siiresi, tas dansitesi, floroskopi siiresi ve preoperatif
serum kreatinin seviyeleri arasinda istatistiksel anlaml farkhhk saptanmadi.

Sonuc: Calismamizda RIRS basarisini etkileyen faktorler tas lokalizasyonu, tas boyutu ve alt pol infindibu-
lopelvik aci olarak bulunmustur. Uygun hastalarda kullanildiginda diistik komplikasyon oranlari ve ytksek
tassizlik oranlan elde edilebilmektedir. Bobrege ulasim agisindan anatomik problemi olmayan daha kiciik
boyutta ve daha az sayida bobrek tasi olan hastalarda etkin olarak kullanilabilen bir yontem olarak secile-
bilmektedir.

Anahtar Kelimeler: bébrek tasi, fleksibl lireterorenoskopi, retrograd intrarenal cerrahi, tassizlik
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ABSTRACT

Objective: Urinary system stone disease is a common disease in our country. Retrograde intrarenal sur-
gery (RIRS) is currently one of the leading minimally invasive treatment options for stone disease. In this
study, we aimed to determine the factors affecting success and complications in patients undergoing RIRS
surgery for kidney stones.

Material and Methods: A total of 106 patients who were diagnosed with kidney stones and underwent
RIRS between June 2019 and July 2020 were included in the study. Demographic, radiological and surgical
data of the patients were analyzed retrospectively from the hospital archive. The data were analyzed and
interpreted with the SPSS program.

Results: It was observed that the groups were similar in terms of demographic data such as age, gender,
presence of comorbidities, Body Mass Index (BMI)(Table 1).When we evaluated the stone localizations, it
was observed that there were more stones in the upper pole in Group 1, where RIRS success was achieved,
and in the lower pole in Group 2 with RIRS failure (p = 0.027). The average stone size of the patients in our
study was 12.7 mm, and it was found as 12.02 mm in Group 1 and 18.3 mm in Group 2 (p = 0.004). When
the lower pole infindubulopelvic angles of the patients were measured from CT images, it was measured as
55.8 °in Group 1 and 48.2 °in Group 2. It was determined that group 1 was statistically significantly higher
(p = 0.02). There was no statistically significant difference between the mean operation time, stone density,
fluoroscopy time and preoperative serum creatinine levels.

Conclusion: In our study, the factors affecting the success of RIRS were stone location, stone size and lower
pole infindibulopelvic angle. Low complication rates and high stone-free rates can be obtained when used
in appropriate patients. It can be chosen as a method that can be used effectively in patients with smaller
sizes and fewer kidney stones, who do not have anatomical problems in terms of access to the kidney.

Keywords: kidney stones, flexible ureterorenoscopy, retrograde intrarenal surgery, stone free

GIRIS

Uriner sistem tas hastaligi Gilkemizde sik goriilen ve tiroloji pratiginde her zaman énemini koruyan bir
hastaliktir. Ekstrakorporeal sok dalgasi litotripsi (SWL), retrograd intrarenal cerrahi (RIRS) ve perkiitan nefro-
litotomi (PNL) gibi tedaviler, Avrupa Uroloji Birligi (EAU) kilavuzlarina gére trolitiyazis icin birinci basamak
tedavilerdir (1) Bununla birlikte gliniimiizde RIRS, 2 cm’ den kiclk bobrek taslarinin tedavisinde tercih edi-
len secenek haline gelmistir. Cesitli calismalar RIRS'nin glivenli bir teknik oldugunu bildirmistir ve bobrek
taslariicin mindr komplikasyonlarlailiskilidir (2, 3). RIRS'In basari orani % 50 ile % 90 arasinda degismektedir
(4,5).

Endodurologlarin artan tecriibesine ragmen her cerrahide oldugu gibi RIRS'In da basarisini azaltan baz
faktorler vardir. Bunlardan en 6nemlileri tas boyutu, tas sayisi, tas lokalizasyonu ve infindibulopelvik acidir (6).

Bu retrospektif calismada bobrek tasi nedeniyle RIRS cerrahisi yaptigimiz hastalarda basariyi ve komp-
likasyonlari etkileyen faktorleri belirlemeyi amacladik.

GEREC VE YONTEMLER

Galismamiza Haziran 2019-Temmuz 2020 tarihleri arasinda bobrek tasi tanisi konulan ve RIRS yapilan
toplam 106 hasta dahil edilmistir. Hastalar RIRS basarisinin saglandigi (Grup 1) ve RIRS basarisinin saglana-
madigi (Grup 2) olarak 2 gruba ayrilmistir. RIRS basarisi icin kriter, kontrolde tam tassizligin saglanmasi ola-
rak belirlenmistir. Hastalarin demografik, radyolojik ve cerrahi iliskili verileri hasta kayitlarindan retrospektif
olarak incelenmistir. Tim aragtirmalar, ilgili ydnergelere/yénetmeliklere (Helsinki Deklerasyonu ve Uluslararasi lyi
Klinik Uygulamalar Kilavuzlar) uygun olarak yapildi ve tiim katiimcilar bilgilendirildi.

Galismaya, bilgisayarli tomografide 1-2 cm’lik bobrek tasi saptanan 18-70 yas arasi saglikli yetiskin has-
talar dahil edilirken; 70 yas Uizeri ve 18 yas alti, Greter tasi olan, idrar kiltiriinde Gireme olan, bébrek malfor-
masyonu olan, kronik bobrek hastaligi olan ve soliter bobrekli hastalar ¢calisma disi birakilmistir.

Tas tarafi, taslarin 6zellikleri, yeri, boyutu, toplam sayisi preoperatif gériintiilemeleri kullanilarak kaydedildi.
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Tum hastalara operasyon dorsal litotomi pozisyonunda yapildi. Mesane sistoskopla degerlendirildik-
ten sonra, floroskopi kilavuzlugunda hidrofilik kilavuz tel yerlestirildi. Uygun hastalara Greteral erisim kili-
fi yerlestirildi. Tim islemler, Flex-X2 (Karl Storz, Germany) fleksibl URS yardimiyla, 200 um fiber ile holmi-
yum-YAG lazer kullanilarak gerceklestirildi. TUm hastalara islem sonunda double J Greteral stent yerlestirildi.

Postop 1. ay kontrollerinde DUSG veya USG ile rezidii tas acisindan degerlendirilen hastalarin 2-3
mm’den bulyuk taslari rezidi olarak degerlendirildi.

Tidm veriler SPSS v.25.0 (SPSS Inc., Chicago, IL, ABD) ile analiz edildi. Kategorik degiskenler frekans ve
yuzde olarak, siirekli degiskenler ortalama olarak gosterildi. Kategorik degiskenler icin Chi Square analizi,
surekli degiskenler icin 2 grup karsilastirilmasinda Independent T testi ve Mann Whitney U testi, 2'den fazla
grup karsilastirilmasi icin Kruskal Wallis analizi kullanild.

BULGULAR

Sonuclari degerlendirdigimizde yas, cinsiyet, ek hastalik varligi, Beden Kitle indeksi (BKi) gibi demogra-
fik veriler acisindan gruplarin birbirine benzedigi gérilmustur (Tablo 1).

Gecirilmis tas cerrahilerine baktigimizda Grup 1'de 37 hastanin(% 39,8), Grup 2'de 3 hastanin (%23,1)
gecirilmis tas cerrahisi 6ykisinin oldugu bulunmustur. Gruplar arasinda anlamli farkhlk saptanmamistir
(p=0,24). Tas lokalizasyonlarini degerlendirdigimizde ise RIRS basarisinin saglandigi Grup 1'de st polde,
RIRS basarisizligi olan Grup 2'de ise alt polde daha fazla tas oldugu izlendi (p=0,027)(Tablo 1).

Gahsmamizdaki hastalarin ortalama tas boyutu 12,7 mm olup, Grup 1'de 12.02, Grup 2'de 18,3 mm
olarak tespit edilmistir (p=0,004).

Hastalarin alt pol infindlibulopelvik acilari BT gorintilerinden olcildiginde Grup 1'de 55,8°, Grup
2'de 48,2° olarak saptandi. Grup 1'in istatistiksel anlamli olarak daha yiiksek oldugu belirlendi (p=0,02).

Ortalama operasyon siiresi, tas dansitesi, floroskopi siiresi ve preoperatif serum kreatinin seviyeleri
arasinda istatistiksel anlamli farklilik saptanmadi.

Postoperatif serum kreatinin seviyelerini degerlendirdigimizde ise Grup 1'in 0.89, Grup 2'nin 1,05 oldu-
gu ve Grup 2'nin anlamli olarak daha yiiksek serum kreatinin seviyelerine sahip oldugu izlenmistir.

Tablo 1. Calisma Demografik, radyolojik ve cerrahi ile iliskili faktorler

Toplam Grup 1n:93  Grup 2n:13 P degeri

Cinsiyet
Erkek 78 66 12

0,102
Kadin 28 27 1
Yas(yil)(ort+SD) 48,3+14,2 47,4+14,4 54,4+11,2 0,09
Ek hastahk
Var 40 59

0,5

Yok 66 34 6
Gecirilmis tas cerrahisi
Var 40 56 10

0,24
Yok 66 37 3
Kullandigi ilag
Var 40 57

0,58
Yok 66 36
Tas lokalizasyonu
Ust Pol 23 22(%23,7) 1(%7,7)
Orta Pol 22 20(%21,5) 2(%15,4)

0,027
Alt Pol 7 3(%3,2) 4(%30,8)
Pelvis 20 17(%18,3) 3(%23,1)
Multipl 34 31(%33,3) 3(%23,1)
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Toplam Grup 1n:93  Grup 2n:13 P degeri

UAS kullanimi

Evet 76 67 9 0,83

Hayir 30 26 4

PULS grade

0 78 71 7

1 18 16 2

5 g 4 4 0,009
0

4-5 0 0 0

Postop Kompikasyon(Modifiye Clavien'e gore)

0

1 94 83 10 0,107

2

3-4-5 4

Tas tarafi

Sag 68 60 8 0,83

Sol 38 33 5

BKi(ort+SD) 28,8+4,3 28,744 29,6£3,5 0,52

Tas boyutu(mm)(ort+SD) 12,7+4,3 12,02+3,3 18,3+6,3 0,004

Yatis stresi(glin)(ort£SD) 1,57£1,42 1,52+1,2 1,92+2,2 0,53

Alt pol infindibulopelvik aci(°)(ort+SD) 54,9+11,7 55,8+11,4 48,2+12,6 0,02

Operasyon suresi(saat)(ort+SD) 62,617 61,6+15,7 69,6+23,8 0,26

Tas dansitesi (HU)(ort£SD) 944,1+278,6 937+270 9914341 0,51

Floroskopi siresi (sn)(ort+SD) 40,3+22,2 38,3+19,3 54,2+35,1 0,13

Preop serum kreatinin diizeyi (mg/dl)(ort+SD) 0,88+0,22 0,88+0,23 0,89+0,14 0,84

Postop serum kreatinin diizeyi (mg/dl)(ort£SD) 0,91+0,22 0,89+0,22 1,05+0,18 0,015

TARTISMA

RIRS'da tam tassizhigi etkileyen olasi faktorleri belirlemek icin cesitli calismalar yapilmistir ve RIRS'dan
Once tam tassizligi tahmin etmek icin cesitli nomogramlar ve puanlama sistemleri gelistirilmistir. Bobrekte-
ki taslarin boyutu, hacmi, bilesimi ve yeri en ¢ok ¢alisilan parametrelerdir (7, 8).

RIRS cerrahisinde basari kriteri olarak tam tassizlik kabul edilmektedir (9). Operasyon sonrasi tam tassiz-
hk tanimi farkh ¢alismalarda degismekle birlikte genelde 2-3 mm’'den az rezidi tas varhigi olarak tanimlan-
maktadir (9, 10). Literatiiri inceledigimizde farkh calismalarda RIRS'ta basari oranlari degismektedir. Resor-
lu ve arkadaslari alt pol tasi olan hastalara RIRS yapildigi calismalarinda 3 aylik takip sonrasi basari oranini %
80,6 olarak bulmustur (11). Skolarikos ve arkadaslarinin calismasina gore tek bir RIRS seansindan sonra <10
ve 15 mm buyuklugindeki taslar icin tassizlik oranlari sirasiyla %90 ve %80 olarak bulunmustur (12). Calis-
mamizdaki hastalarda ortalama tas boyutu 12,7 mm olmakla birlikte postoperatif 1. ay kontrollerindeki tam
tassizlik orani yaklasik % 87 olarak bulunmustur. RIRS basari oranlarimizin literatur ile kiyaslandiginda daha
iyi olmasinda, calismanin tas hastaligi acisindan yiiksek hacimli bir merkezde yapilmis olmasinin énemli
oldugunu diisiinmekteyiz.
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Ito ve arkadaslarinin yaptigi calismada RIRS sirasinda basariyi etkileyen 5 ana faktor olarak tag hacmi
ve sayisl, alt kalikste tas varlidi, hidronefroz varligi ve cerrahin deneyimi sayilmistir (8). Resorlu ve arkadas-
larinin yaptigi 207 hastanin degerlendirildigi calismada ise tas boyutu, lokalizasyonu ve sayisi, renal mal-
formasyonlar ve alt kaliks taslari icin infundibulopelvik aci (IPA) RIRS sonuclarini etkileyen faktorler olarak
bulunmustur (13). Calismamizda tam tassizhdin saglanabilmesi icin en 6nemli faktorler tas boyutu ve alt
pol infindibulopelvik a¢i olarak bulunmustur.

RIRS basarisinda tas boyutu bircok calismada en énemli faktorlerden biri olarak kabul edilmektedir.
Goldberg ve arkadaslari 15 mm'den biyik taslarda tassizlik oraninin kiiguk taslardan daha diisuk oldugunu
raporlamistir (14). Ayni sekilde Elbir ve arkadaslar tas capi arttikca RIRS basarisinin azaldigini bulmustur
(15). Cahsmamizda da bu verilere paralel olarak tassizhdin saglanamadigi grupta tas boyutu anlamli olarak
daha ylksek bulunmustur. Bu acidan verilerimiz literatiir ile uyumludur.

Tasin bobrek toplayici sistemindeki yeri, RIRS basarisi lizerinde etkili olan baska bir parametredir. Ja-
cquemet ve ark. 10 mm'den biiylik multipl lokalizasyondaki taslarin RIRS basarisizhigiile iliskili oldugunu ay-
rica alt pol lokalizasyonun tassizligi etkilemedigini bulmustur (16). Ayni sekilde Martin ve ark. da alt pol lo-
kalizasyonunun tassizliga etkisi olmadigini bunun yaninda multipl tas varligi ve gecirilmis PNL dykiistiniin
tassizlik oranini azalttigini belirtmislerdir (17).Bizim ¢alismamizda ise RIRS basarisinin oldugu grupta Ust
pol taslarinin daha fazla oldugunu, basarisiz grupta ise alt pol taslarinin daha fazla oldugunu gérmekteyiz.
Galismamiza gore alt pol yerlesimli taslarin tassizlik agisindan olumsuz bir faktor oldugunu distinmekteyiz.

Alt pol taslari icin ayr bir pencereden bakarsak; Johnson ve arkadaslarinin yaptigi genis calismada, 2
cm’e kadar olan bébrek taslari icin yapilan RIRS sonrasi 3. ay DUSG degerlendirmesinde % 94 gibi yiiksek bir
basari orani elde etmistir (18). Calismamizda alt pol taslari icin RIRS basarisini degerlendirdigimizde ise yak-
lasik %84,6 olarak bulunmustur. Basari oraninin daha disiik bulunmasinin bir nedeni hastalari postoperatif
1. ay rezidl tas acisindan degerlendirmemiz olabilir.

Gecirilmis tas cerrahisinin RIRS basarisini etkiledigi diistintilse de bunun aksine Alkan ve arkadaslarinin
yaptigi calismada daha dnce bobrek cerrahisi gecirenler ile gecirmeyenlerin basari oranlari agisindan birbi-
rine benzedigi gosterilmistir (19). Calismamizda da hastalari gecirilmis tas cerrahisi acisindan degerlendir-
digimizde RIRS basarisi olan grupla olmayan grup arasinda anlamh farkhhk bulunmamustir.

RIRS sonrasinda hastalarda mukozal laserasyon, perforasyon, idrar kagagi, avilsiyon, ates ve Ureteral
darlik gibi komplikasyonlar goriilebilmektedir. iki farkli merkezde RIRS yapilan hastalarin dahil edildigi bir
calismada Ureter yaralanma insidansi ve siddeti degerlendirilmistir. Calismada Ureter duvar yaralanmasi
%46.5, Ureterin kas tabakasi da dahil olmak Uzere ciddi yaralanmasi %13 oraninda tespit edilmistir (20).
Agir yaralanmalar icin risk faktorleri yas, erkek cinsiyet ve preoperatif stent olmamasi olarak tanimlanmis-
tir. Calismamizda postoperatif komplikasyon acisindan iki grup arasinda anlamh farkliik bulunmamistir.
Komplikasyonlarin benzer olmasi operasyon sireleri arasinda anlamli fark olmayisi ve tassizlidgi saglamak
icin cerrahinin uzatilmamasi ile iliskili olabilir.

RIRS sirasinda perop vyaralanmayr gostermek icin  PULS (The Post-Ureteroscopic
Lesion Scale), derecelendirme sistemi kullanilmaktadir. Schoenthaler ve ark. yaptigi calismada hastalar RIRS
sonrasi PULS siniflamasina gore degerlendirildiginde hastalarin %43’linlinde grade 0, %44’'(inlinde gra-
de 1, %13'Unin grade 2 yaralanma oldugu tespit edilmistir (21). Bizim ¢alismamizda hastalari PULS grade
sistemine gore siniflandirdigimizda tassizlik saglanamayan grupta ozellikle grade 1 ve 3 yaralanmalarda
istatistiksel anlamli olarak yukseklik bulunmustur. Bunun artan cerrahi siireye ve artmis tas yukune bagli
oldugunu disiinmekteyiz.

RIRS hastalarinin hastanede yatis siirelerinin degerlendirildigi calismalarda Pan ve ark. ort 1.9 glin ola-
rak bulurken, Bozkurt ve ark 1.3 glin olarak bulmustur (22, 23). Calismamizdaki hastanede ortalama yatis
suresi de bu calismalarla uyumlu olarak 1,5 giin olarak bulunmustur. RIRS basarisi agisindan gruplar arasin-
da anlamli farkhhk bulunmamistir (p=0,53).

Hastalarin preoperatif serum kreatinin olcimleri arasinda fark bulunmazken postoperatif 1. giin yapi-
lan serum kreatinin 6l¢timlerini degerlendirdigimizde tassizlik saglanamayan grup 2'de anlamli olarak daha
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yuksek oldugu bulunmustur. Bunda grup 2'de tas boyutunun daha yiiksek olmasi ve tasi kirarken irrigasyon
sivisinin daha fazla kullanilmasina bagh artan bébrek basinci ve azalan net filtrasyon basincinin etkisinin
oldugunu distinmekteyiz.

SONUC
RIRS gliniimiizde bobrek taslarinin tedavisi icin basari ile kullanilan minimal invaziv bir tedavi secene-

gidir. Calismamizda degerlendirdigimiz kriterler icinde RIRS basarisini etkileyen faktorler tas lokalizasyonu,
tas boyutu ve alt pol infindibulopelvik agidir. Uygun endikasyondaki taslarda kullanildiginda daha diisiik
komplikasyon oranlari ve daha yiksek tassizlik oranlari elde edilebilmektedir. Bobrege ulasim agisindan
anatomik problemi olmayan daha kiicliik boyutta ve daha az sayida bébrek tasi olan hastalarda etkin olarak
kullanilabilen bir yontem olarak secilebilmektedir.
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YAZIM KURALLARI

Yazarlara Bilgi

Biiltenin dili Tiirkce ve ingilizce olup, yazar tercihine gére belirlenmektedir. Yazilarin 6zet kisimlari ise hem ingilizce hem de
Turkge olarak yazilmaktadir.

Dergide yayinlanan makaleler icin yazarlara telif ticreti 6denmemektedir.

Yazarlarin kimlik bilgileri ve e-posta adresleri hicbir sekilde baska amaclar icin kullanilmamaktadir.

Gonderilen yazilarin daha 6nce yayinlanmamis olmasi veya baska bir dergide degerlendirme asamasinda olmamasi gerekmek-
tedir.

Gonderilen yazilar herhangi bir kongrede takdim edilmis ise bu durum gonderilen makalede dipnot olarak bildiriimelidir.
Derginin yayin ve editoryal stirecleri Uluslararasi Tip Dergileri Editorler Kurulu (ICMJE) ydnergesine gore yuritiilmektedir.
Dergi, bilimsel stireli yayinlarin seffaflik ve mikemmellik ilkelerine uyar (doaj.org/bestpractice).

Bir yazinin yayin icin kabul edilmesinde en énemli kriterler 6zgtinliik, yliksek bilimsel kalite ve alinti potansiyelinin varligidir.
Dergide yayinlanmak lzere gonderilen yazilar, daha 6nce baska bir yerde yayinlanmamis ve yayinlanmak tizere gonderilmemis
olmalidir. Bir kongrede teblig edilmis ve 6zeti yayinlanmis calismalar organizasyonun adi, yeri ve tarihi belirtilmek sarti ile kabul
edilebilir.

Deneysel, klinik, ilag calismalarinin ve bazi vaka raporlarinin arastirma protokollerinin Etik Kurul tarafindan uluslararasi sozles-
melere uygun olarak onaylanmasi (Ekim 2013'te giincellenen Diinya Tip Birligi Deklarasyonu ‘insan Denekleri ile ilgili Tibbi Aras-
tirmalar icin Etik ilkeleri’ ne gére, www.wma.net) gereklidir. Gerekli gériilmesi halinde yazarlardan etik kurul raporu veya bu
rapora esdeger olan resmi bir yazi istenebilir.

Uzerinde deneysel calisma yapilan géniillii kisilere ve hastalara uygulanan prosediirler ve sonuclari anlatildiktan sonra onayla-
rinin alindigini ifade eden bir agiklama yazinin icinde bulunmalidir.

Hayvanlar tizerinde yapilan arastirmalarda aci ve rahatsizlik verilmemesi icin yapilan uygulamalar ve alinan tedbirler agik olarak
belirtilmelidir.

Hasta onam, etik kurulun ad, etik kurul toplanti tarihi ve onay numarasi ile ilgili bilgiler makalenin Gereg ve Yontem bolimiinde
de belirtilmelidir.

Hastalarin gizliligini korumak, yazarlarin sorumlulugundadir. Hasta kimligini ortaya cikarabilecek fotograflar icin, hasta ve/veya
yasal temsilcileri tarafindan imzalanan onaylarin alinmasi ve yazili onay alindiginin metin icerisinde belirtilmesi gereklidir.
Dergimize génderilen tiim yazilar intihal tespit etme programi (iThenticate) ile degerlendirilmektedir. Benzerlik oraninin %25 ve
altr olmasi dnerilmektedir.

Derginin Yayin Kurulu, tlim itirazlari Yayin Etik Komitesi (COPE) kurallari cercevesinde ele alir. Bu gibi durumlarda, yazarlar temyiz
ve sikayetleri ile ilgili olarak yayin kuruluyla dogrudan iletisime gecmelidir. Gerektiginde, dahili olarak ¢6zlilemeyen sorunlari
¢6zmek icin bir ombudsman (bagimsiz denetgi) atanabilir. Bas Editor, tiim temyiz ve sikayetler icin karar verme siirecindeki nihai
otoritedir.

Yazarlar, Endodiroloji Bilteni’ ne bir makale génderirken makalelerinin telif hakkini dergiye vermeyi kabul etmis sayilir. Eger ya-
zarin calismasinin basilmasi reddedilirse, yazinin telif hakki yazarlara geri verilir.

Endoiiroloji Biilteni'ne gonderilen her makale, adi gegen yazarlarin timiiniin imzaladigi yazar katki ve yayin haklari devir formu
(erisim adresi: https://dergipark.org.tr/) ile birlikte gonderilmelidir.

Sekiller, tablolar veya hem basili hem de elektronik formatlardaki diger materyaller de dahil olmak tzere baska kaynaklardan
alinan icerigi kullanan yazarlarin telif hakki sahibinden izin almalari gerekir. Bu husustaki hukuki, mali ve cezai sorumluluk ya-
zarlara aittir.

Endoiiroloji Biilteni’ nde yayinlanan yazilarda belirtilen ifadeler veya gérisler yazarlara aittir. Editorler, editorler kurulu ve yayin-
a1, bu yazilar icin herhangi bir sorumluluk kabul etmemektedir. Yayinlanan icerikle ilgili nihai sorumluluk yazarlara aittir.
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Makalenin Yayina Hazirhg:
Makaleler yalnizca online olarak https://dergipark.org.tr/ adresinden gonderilebilir. Baska bir yolla génderilen yazilar
degerlendirilmemektedir.
Dergiye gonderilen yazilar, 6ncelikle yazinin dergi kurallarina uygun olarak hazirlanmasini ve sunulmasini saglayacaklari teknik
degerlendirme strecinden gecer. Derginin kurallarina uymayan yazilar, teknik diizeltme talepleri ile gdnderen yazara iade edilir.
Editor, ana metni degistirmeden diizeltme yapilabilir. Editor, yukarida belirtilen sartlara uymayan makaleleri reddetme hakkini
sakli tutar.
Yazarlarin asagidaki belgeleri gdndermeleri gerekir:
+  Yazar katki ve Yayin Hakki Devir Formu
Baslk Sayfasi (Makale Basligy, kisa baslik, yazarin adi, unvani ve kurumu, sorumlu yazarin iletisim bilgileri, arastirmayi des-
tekleyen kurulus varsa kurulusun ad)
. Ana belge (Tiim makalelerde, ana metinden énce de Ozet bolimii yer almalidir)
«  Sekiller (JPEG formati)
Tablolar (en fazla 6 tablo)

Ana Belgenin Yayina Hazirlhig:

Yazilar bilgisayar ile cift aralikl olarak 12 punto bly{kligiinde ve Times New Roman karakteri ile yazilmalidir. Her say-
fanin bitln kenarlarinda en az 2.5 cm bosluk birakilmalidir. Ana metin, yazarlarin adlari ve kurullari hakkinda hicbir bilgi icer-
memelidir. Ozgiin makaleler yapilandiriimis bir Ozet (abstract) (Giris, Gere¢ ve yéntemler, Bulgular, Sonuclar) icermelidir. Olgu
sunumlari icin yapilandinimis Ozet gerekmez. Ozet béliimii 300 sozciik ile sinirlandinimalidir. Ozet de kaynaklar, tablolar ve
atiflar kullanilamaz. Oziin bittigi satirin altinda sayisi 3-5 arasinda olmak izere anahtar kelimeler verilmelidir. Tiirkiye disindaki
ilkelerden yazi génderen yazarlar icin Baslik, Ozet, Anahtar Kelimeler ve yaziyla ilgili diger bazi temel béltimlerin Tiirkce olarak
gonderilmesi zorunlu degildir. Bu béliimlerin cevirileri, yazarlar tarafindan génderilen 6zgiin ingilizce metinler dikkate alinarak
dergi editorligl tarafindan yapilacaktir.

Makalede kullanilan tiim kisaltmalar, ilk kullanimda tanimlanmalidir. Kisaltma, tanimi ardindan parantez icinde verilme-
lidir. Ana metinde bir ilag, tirlin, donanim veya yazilim programindan bahsedildiginde, Griintin adi, Grliniin Greticisi, Gretim sehri
ve Ureten sirketin (lkesi de dahil olmak lzere Uriin bilgileri (ABD'de ise devlet dahil) parantez icinde verilmelidir.

Tlm kaynaklara, tablolara ve sekillere ana metinde atifta bulunulmali ve kaynaklar, ana metinde gecen siraya gére numaralan-
dinimalidir. Kullanilan semboller, sembollerin standart kullanimlarina uygun olmaldir.
Arastirma yazilari en fazla 4000 kelime olmali ve asagidaki baslklari icermelidir;
Baslik (hem Tiirkce hem ingilizce)
. Ozet (hem Tiirkce hem ingilizce)
«  Anahtar Kelimeler (hem Tiirkce hem ingilizce)
Giris
Gereg ve yontemler
«  Bulgular
Tartisma
Sonuglar
«  Sekillerin ve tablolarin basliklari (gerekirse)
Kaynaklar
Olgu sunumlari en fazla 2000 kelime olmali ve asagidaki basliklari icermelidir;
«  Baslik (hem Tiirkce hem ingilizce)
«  Ozet (hem Tiirkce hem ingilizce)
Anahtar Kelimeler (hem Tiirkce hem ingilizce)
«  Girig
«  Olgu sunumu
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Tartisma ve Sonug
Sekillerin ve tablolarin basliklari (gerekirse)
«  Kaynaklar
Derleme yazilari en fazla 5000 kelime olmali ve asagidaki basliklari icermelidir;
Baslik (hem Tiirkce hem ingilizce)
. Ozet (hem Tiirkce hem ingilizce)
Anahtar Kelimeler (hem Tiirkce hem ingilizce)

Ana metin
«  Sonug
«  Sekillerin ve tablolarin baslklari (gerekirse)
Kaynaklar
Editore Mektuplar en fazla 1000 kelime olmali ve asagidaki alt bagliklari icermelidir;
«  Baslik

Anahtar kelimeler
Ana metin
«  Sekillerin ve tablolarin basliklari (gerekirse)
Kaynaklar
Sekillerin ve tablolarin yayina hazirhg
«  Sekiller, grafikler ve fotograflar, makale ylikleme sistemi araciligiyla ayri dosyalar (JPEG formatinda) halinde sunulmalidir.
Dosyalar bir Word belgesine veya ana belgeye gémilmemelidir.
Seklin alt birimleri oldugunda; alt birimler tek bir goriinti olusturmak icin birlestirilmemelidir. Her alt birim, bagvuru sistemi
araciligiyla ayri ayri sunulmalidir.
Sekil alt birimlerini belirtmek icin gorlntiler Arabik rakamlarla (1,2,3...) numaralandiriimalidir.
Gonderilen her bir seklin en diistik ¢oziinirligi 300 DPI olmalidir.
«  Sekillerin basliklar ana belgenin sonunda listelenmelidir.
+  Bilgiveya resimler hastalarin tanimlanmasina izin vermemelidir. Kullanilan herhangi bir fotograf icin hastadan ve/veya yasal
temsilcisinden yazili bilgilendirilmis onam alinmaldir.
Tablolar ana belgeye gomiilmeli veya ayri dosyalar halinde sunulmalidir. Tablo sayisi alti adet ile sinirlandirilmalidir. Tiim tablo-
lar, ana metinde kullanildigi sirayla art arda numaralandiriimalidir. Tablo basliklari ve agiklamalari ana belgenin sonunda liste-
lenmelidir.

Kaynaklar

Kaynaklar yazida kullanilan kaynaklar climlenin sonunda parantez icinde belirtilmelidir. Kaynaklar makalenin sonunda
yer almali ve makalede gecis sirasina gore siralanmalidir. Kaynaklar yazarlarin soyadlarini ve adlarinin bas harflerini, makalenin
bashgini, derginin adini, basim yilini, sayisini, baslangic ve bitis sayfalarini belirtmelidir. Alti ve daha fazla yazari olan makaleler-
de ilk 3 yazardan sonrasi icin ‘et al. veya ‘ve ark! ifadesi kullanilmalidir. Kisaltmalar Index Medicus'a uygun olmalidir.
Ornekler

Dergide ¢ikan makaleler igin: 1. Tasci A, Tugcu V, Ozbay B, Mutlu B, Cicekler O. Stone formation in prostatic urethra after
potassium-titanyl-phosphate laser ablation of the prostate for benign prostatic hyperplasia. J Endourol 2009;23:1879-81.
Kitap icin: 1.Giinalp I: Modern Uroloji. Ankara: Yargicoglu matbaasl, 1975. Kitap bélimleri icin: Anderson JL, Muhlestein JB. Extra
corporeal ureteric stenting during laparoscopic pyeloplasty. Philadelphia: W.B. Saunders; 2003. p. 288-307
Web sitesi icin; Gaudin S. How moon landing changed 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-techno-
logy-history/

Bildiriler icin; Proceedings of the Symposium on Robotics, Mechatronics and Animatronics in the Creative and Enterta-
inment Industries and Arts. SSAISB 2005 Convention. University of Hertfordshire, Hatfield, UK; 2005.
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Tezicin; Ercan S. Vendz yetmezlikli hastalarda kalf kasi egzersizlerinin venéz fonksiyona ve kas glictine etkisi. Stileyman Demirel
Universitesi Tip Fakiiltesi Spor Hekimligi Anabilim Dali Uzmanlik Tezi. Isparta: Stileyman Demirel Universitesi. 2016.

Geri Cekme veya Reddetme

Yaziyi Geri Cekme: Gonderilen yazinin degerlendirme siirecinde gecikme olmasi vb. gibi gerekeelerle yaziyr geri cek-
mek ve baska bir yerde yayinlatmak isteyen yazarlar yazili bir bagvuru ile yazilarini dergiden geri cekebilirler.
Yazi Reddi: Yayinlanmasi kabul edilmeyen yazilar, gerekgesi ile geri gonderilir.

Kabul Sonrasi

Makalenin kabul edilmesi durumunda, kabul mektubu iki hafta icinde sorumlu yazara gonderilir. Makalenin baskidan
onceki son hali yazarin son kontroliine sunulur. Dergi sahibi ve yayin kurulu, kabul edilen makalenin derginin hangi sayisinda
basilacagina karar vermeye yetkilidir.
Yazarlar, makalelerini kisisel veya kurumsal web sitelerinde, uygun alinti ve kiitliphane kurallarina bagli kalarak yayinlayabilirler.
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www.wma.net) 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.
«  For manuscripts concerning experimental research on humans, a statement should be included that shows that writ-
ten informed consent of patients and volunteers 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 approval number should
also be stated in the Materials and Methods section of the manuscript.
« ltisthe authors'responsibility to carefully protect the patients’anonymity. For photographs that may reveal the identity
of the patients, releases signed by the patient or their legal representative should be enclosed.
All submissions are screened by a similarity detection software (iThenticate) and the limitation without similarity is 25%.
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 com-
plaints. 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 process for all appeals and complaints.
When submitting a manuscript to Endourology Bulletin, authors 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. Endourology Bulle-
tin requires each submission to be accompanied by a Author Contribution&Copyright Transfer Form (available for download
https://dergipark.org.tr/). When using previously published content, 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 author(s).
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Statements or opinions expressed in the manuscripts published in Endourology Bulletin reflect the views of the author(s) and
not the opinions of the editors, the editorial board, or the publisher; the editors, the editorial board, and the publisher disclaim
any responsibility or liability for such materials. The final responsibility in regard to the published content rests with the authors.

MANUSCRIPT PREPARATION
Manuscripts can only be submitted through the journal’s online manuscript submission and evaluation system, available at
https://dergipark.org.tr/ 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 editorial office staff 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 submitting 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,

« Title Page (including Title of Manuscript, Running title, Author(s)'s name, title and institution, corresponder authour’s

contact information, Name of the organization supporting the research)

+  Main document (All articles should have an abstract before the main text).

«  Figures (Jpeg format)

Tables (max 6 table)

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.
Original articles should have a structured abstract. (Aim, Material and Methods, Results, Conclusion). For case reports, the struc-
tured abstract is not used. Limit the abstract to 300 words. References, tables and citations 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, sub-
mission of Turkish title, Turkish abstracts and Turkish keywords are not required. These will be provided by editorial office.
All acronyms and abbreviations used in the manuscript should be defined at first use, both in the abstract and in the main text.
The abbreviation should be provided in parentheses following the definition.
When a drug, product, hardware, or software program is mentioned within the main text, product information, 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 Research Articles should be maximum 4000 words and include subheadings below;

Title (both in Turkish and English)

Abstract (both in Turkish and English)

«  Keywords (both in Turkish and English)
Introduction
Material and Methods

«  Results
Discussion
Conclusions

«  Figures and Tables Legend (if necessary)
References

Case Reports should be maximum 2000 words and include subheadings below;
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Title (both in Turkish and English)
Abstract (both in Turkish and English)
«  Keywords (both in Turkish and English)
Introduction
Case Presentation
+  Discussion and Conclusion
Figures and Tables Legend (if necessary)
References
Literature Reviews should be maximum 5000 words and include subheadings below;
« Title (both in Turkish and English)
Abstract (both in Turkish and English)
«  Keywords (both in Turkish and English)
«  Main text
Conclusion
«  Figures and Tables Legend (if necessary)
+  References
Letters to Editor should be maximum 1000 words and should include subheadings below;
Title
«  Keywords
Main text
Figures and Tables Legend (if necessary)
+  References
Preparation of the Figures and Tables
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 document or the main document.
When there are figure subunits, the subunits should not be merged to form a single image. Each subunit should be
submitted separately through the submission system.
+ Images should be numbered by Arabic numbers to indicate figure subunits.
The minimum resolution of each submitted figure should be 300 DPI.
«  Figure legends should be listed at the end of the main document.
« Information or illustrations must not permit identification of patients, and written informed consent for publication
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 tables 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.

References

The references used in the article must be written in paranthesis, at the end of the sentences. References should be numbered
in the order they appear in the text and placed at the end of the article. References must contain surnames and initials of all
authors, article title, name of the journal, the year and the first and last page numbers. Articles having 6 or more authors, ‘et al!
is suffixed to the first three authors. Abbreviations should be according to index medicus.

For Examples Article in journal: 1. Tasci A, Tugcu V, Ozbay B, Mutlu B, Cicekler O. Stone formation in prostatic urethra after po-
tassium-titanyl-phosphate laser ablation of the prostate for benign prostatic hyperplasia. J Endourol 2009;23:1879-81.

For Books: 1.Giinalp i: Modern Uroloji. Ankara: Yargicoglu matbaasi, 1975. Chapters in books: Anderson JL, Muhlestein JB. Extra
corporeal ureteric stenting during laparoscopic pyeloplasty. Philadelphia: W.B. Saunders; 2003. p. 288-307
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For website; Gaudin S. How moon landing changed 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-technolo-
gy-history/

For conference proceeding; Proceedings of the Symposium on Robotics, Mechatronics and Animatronics in the Creative and
Entertainment Industries and Arts. SSAISB 2005 Convention. University of Hertfordshire, Hatfield, UK; 2005.

For Thesis; Ercan S.Vendz yetmezlikli hastalarda kalf kasi egzersizlerinin vendz fonksiyona ve kas giicline etkisi. Suleyman Demi-
rel University Faculty of Medicine Sports Medicine Department Thesis. Isparta: Suleyman Demirel University. 2016.

Retraction or Reject
Manuscipt Retraction: For any other reason authors may withdraw their manuscript from the journal with a written declaration.
Manusript Reject: The manusripts which are not accepted to be published are rejected with explanations

AFTER ACCEPTANCE

If the manuscript is accepted, the acceptance letter is sentwithin two weeks, the last version of manuscript is sent to author fort
the last corresponding. The journal owner and the editorial board are authorized to decide in which volume of the accepted
article will be printed.

Authors may publish their articles on their personal or corporate websites by linking them to the appropraite cite and library
rules.
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