E-ISSN: 2148-0532

ENDOUROLOJI
BULTEN 20500

Period: Triannual Founded: 2008 Publisher: Endourology Society Volume 14 / Number 1

Published by
Endourology Society

www.endourolojibulteni.com


https://endourolojibulteni.com/en/

¢ ENDOUROLOJI
7 BULTENE2y0ss

-

Publisher
Endouroloji Dernegi

Owner
Prof.Dr.Omer Levent TUNCAY L
r & Degerli Meslektaslarimiz,
Editor
Prof.Dr.Ramazan Gokhan ATIS

Associate Editor .. P . e . T .. . SR
Prof.Dr.Senol ADANUR Endotroloji Biilteni Editor Kurulu olarak dncelikli hedefimiz, Endotroloji Biilte
ni'nde yayinlanan makalelerin, uluslararasi indekslerde gorinirligini arttirmak

Associate Editor - . . L. . .
Prof Dr Tevfik AKTOZ icin gerekli gelismeleri saglayabilmektir.

Associate Editor . L ) . o . o
Assoc.Prof Mert Ali KARADAG Endodiroloji Biilteni hakkinda glincel bilgilere yeni web adresimiz www.en-

Associate Editor dourolojibulteni.com UGzerinden ulasabilirsiniz. 2022 yilinin ilk sayisinda dort adet

M.D.Huseyin Cihan DEMIREL birbirinden degerli bilimsel makale bulunmaktadir. Bu baglamda makalelerini

Biostatistical Editor Endoliroloji Bilteni aracihgiyla paylasmayi tercih eden tiim meslektaslarimiza te-

Assoc.Prof Aytag AKCAY sekkurlerimizi sunmakla beraber, bilimsel faaliyetlerinizle dergimizi desteklemeye
Language Editor devam etmenizi temenni ederiz.

Asst.Prof. Meftun CULPAN

Copy Editor

Assoc.Prof. Mehmet Caglar CAKICI
ehmet Caglar ¢ Saygilarimizla,

Managing Editor Prof.Dr. R. Gokhan ATIS
Fatma TASCI
Editor

Design Coordinator
Seda KARLIDAG

Contact
Prof.Nurettin Mazhar Oktel Sk.
Lale Palas Apt. 10/2 34381 Sisli-istanbul
+90 5417103405
http://www.endouroloji.org.tr
endouroloji@endouroloji.org.tr

e-ISSN
2148-0532

OPE NaACCESS

www.endourolojibulteni.com


https://endourolojibulteni.com
https://endourolojibulteni.com
https://endourolojibulteni.com/en/

ENDOUROLOGY BULLETIN, VOL 14, ISSUE 1, JANUARY 2022

Editor / Editor

Prof. Dr. Ramazan Gokhan ATIS
Istanbul Medeniyet University, Faculty of Medicine,

Department of Urology, Istanbul, Turkey

Asociate Editors / Yardimci Editorler

Associate Editor / Editor Yardimcisi Associate Editor / Editor Yardimaisi
Prof.Dr. Senol ADANUR Prof.Dr. Tevfik AKTOZ
Ataturk University, Faculty of Medicine, Trakya University, Health Research and Training
Research Hospital, Department of Urology, Hospital, Department of Urology,
Erzurum, Turkey Edirne, Turkey
Associate Editor / Editor Yardimcisi Associate Editor / Editor Yardimaisi
Assoc.Prof. Mert Ali KARADAG M.D. Hiiseyin Cihan DEMIREL
Kayseri City Hospital, Sisli Hamidiye Etfal Training and Research
Department of Urology, Hospital, Department of Urology,
Kayseri, Turkey Istanbul, Turkey
Biostatistical Editor / istatistik Editorii Language Editor / Dil Editori
Assoc.Prof. Aytac AKCAY Asst.Prof. Meftun CULPAN
Ankara University, Institute of Medical Istanbul Medeniyet University,
Sciences, Department of Biostatistic (Veterinary), Faculty of Medicine,
Ankara, Turkey Department of Urology, Istanbul, Turkey
Copy Editor / Redaktor

Assoc.Prof. Mehmet Caglar CAKICI
Istanbul Medeniyet University, Goztepe
Prof.Dr.Stleyman Yal¢in City Hospital,
Department of Urology, Istanbul, Turkey

EDITORIAL OFFICE

Managing Editor / Sorumlu Yazi isleri Miidiirii
Fatma TASCI

Prof.Nurettin Oktel St

Lale Palas Apt 10/2

Sisli / Istanbul

TURKEY

T:+90 541710 34 05

e-mail: endouroloji@endouroloji.org.tr
http://endouroloji.org.tr




ENDOUROLOGY BULLETIN, VOL 14, ISSUE 1, JANUARY 2022

EDITORIAL BOARD

Prof.Dr. Omer Levent TUNCAY
Pamukkale University, Faculty of Medicine, Department of Urology / DENIZLI / TURKEY

Prof.Dr. ilker SECKINER
Gaziantep University, Faculty of Medicine, Department of Urology / GAZIANTEP/ TURKEY

Prof.Dr. Ahmet Yaser MUSLUMANOGLU
University of Health Sciences, Bagcilar Training and Research Hospital / ISTANBUL/ TURKEY

Prof.Dr. ismet YAVASCAOGLU
Uludag University, Faculty of Medicine, Department of Urology / BURSA/ TURKEY

Prof.Dr. Hasan BAKIRTAS
Urology / ANKARA/ TURKEY

Prof.Nurettin Oktel St

Lale Palas Apt 10/2

Sisli / Istanbul

TURKEY

T:+90 541710 34 05

e-mail: endouroloji@endouroloji.org.tr
http://www.endouroloji.org.tr




ENDOUROLOGY BULLETIN, VOL 14, ISSUE 1, JANUARY 2022

REVIEWERS’ LIST

ABDULLAH DEMIRTAS
ABDULLAH ERDEM CANDA
ABDULMUTTALIP SIMSEK
ADEM SANCI
AHMET TAHRA
AKIF ERBIN
ALi IHSAN TASCI
ALI SERDAR GOZEN
ALPER OTUNCTEMUR
ALTUG TUNCEL
ARIF AYDIN
BILAL ERYILDIRIM
BULENT ERKURT
CAGATAY CICEK
EMRAH YURUK
EMRE CAN POLAT
ERDEM KISA
ERSAN ARDA
EYUP VELI KOCUK
EYYUP SABRI PELIT
FAHRi ERHAN SADIOGLU
FATIH ALTUNRENDE
FEVZi ARDA ATAR
GOKHAN ECER
HAKAN KILICARSLAN
iIBRAHIM KARABULUT
JEAN DE LA ROSETTE
KADIR OMUR GUNSEREN

KEMAL ERTAS
KEMAL SARICA
M.ONER SANLI

MAHMUD ZAHID UNLU
MEHMET FATiH AKBULUT
MEHMET ILKER GOKCE
MEHMET SALIH BOGA
MELIH BALCI
MURAD AKAND
MURAT ZOR
MUSTAFA ZAFER TEMiZ
NECIP PIRINCCI
OMER ONUR CAKIR
PILAR LAGUNA
SELCUK SAHIN
SERCAN SARI
SERDAR ARISAN
SERDAR YALCIN
SINAN CELEN
TAHA UCAR
TAYFUN OKTAR
TZEVAT TEVFiK
URAL OGUZ
VAHIT GUZELBURC
VOLKAN SELMi
YAVUZ ONUR DANACIOGLU
YIGIT AKIN
YILMAZ ASLAN

Prof.Nurettin Oktel St

Lale Palas Apt 10/2

Sisli / Istanbul

TURKEY

T:+90 541710 34 05

e-mail: endouroloji@endouroloji.org.tr
http://www.endouroloji.org.tr



ENDOUROLOGY BULLETIN, VOL 14, ISSUE 1, JANUARY 2022

Original
Research
Ozgiin
Arastirma
|

CONTENTS

Comparison of laparoscopic nephrectomy results with three-dimensional and
two-dimensional imaging systems

U¢ boyutlu ve iki boyutlu gériintiileme sistemleri ile yapilan laparaskopik
nefrektomi sonuc¢larnnin kargilastinimasi

Hasan Nimetigil, ilker Seckiner, Ozcan Sevim, Mehmet Erturhan, Haluk Sen

Effects of renal parenchymal volume and total renal volume on success in
retrograde intrarenal surgery

Renal parankimal hacim ve total renal hacmin retrograd intrarenal cerrahi
basarnisina etkisi

Sedat Tastemur, Samet Senel, Esin Olcictogdlu, Yusuf Kasap, Emre Uzun

Retrograde intrarenal surgery and percutaneous nephrolithotomy training in
Turkey through the view of residents; ESRU Turkey questionnaire

Asistan goéziyle Tirkiye'de retrograd intrarenal cerrahi ve perkitan
nefrolitotomi egitimi; ESRU Tirkiye anketi

Taha Ucar, Fatih Sandikel, Musab ilgi, Asif Yildinm, Turhan Caskurlu

Clinical impact of ureteral stent diameter on the quality of life and
complication following ureterolithotripsy

Ureteral stent gapinin ireterolitotripsi sonrasi yasam kalitesi ve operasyon
sonrasi komplikasyonlar iUzerine klinik etkisi

Ozgir Kazan, Muhammet Cicek, Baris Caliskan, Omer Erdogan, Asif Yildinm

Indexed in Turkiye Atif Dizini and Asos Index.

17

22


https://www.atifdizini.com/journals%3Fchar%3DE%26index%3D5
https://asosindex.com.tr/index.jsp%3Fmodul%3Djournal-page%26journal-id%3D1143

Original Article

Ozgiin Arastirma

Endourol Bull. 2022;14(1):1-6. doi: 10.54233/endouroloji.970301

Comparison of laparoscopic nephrectomy results with three-dimensional
and two-dimensional imaging systems

Uc boyutlu ve iki boyutlu gériintiileme sistemleri ile yapilan laparaskopik nefrektomi
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1 Gaziantep University School of Medicine, Department of Urology, Gaziantep, Turkey

OZET

Amag: Tek merkezde gerceklestirdigimiz laparaskopik nefrektomilerin ¢ boyutlu (3B) ve iki boyutlu (2B)
sistemle uygulanmasinin intraoperatif ve erken postoperatif sonuclara etkisini degerlendirmek.

Gerecg ve Yontemler: Calismaya klinigimizde 2019 ve 2020 yillarinda laparoskopik nefrektomi planlanan
toplam 42 hasta dahil edildi. 3B endovizyon sistemiile 21 hastaya (15 kadin, 6 erkek) 2B endovizyon sistemi
ile 21 hastaya (10 kadin, 11 erkek) transperitoneal laparoskopik basit/radikal nefrektomi operasyonu yapil-
di. Hastalarin demografik ozellikleri (yas, cinsiyet), operasyon siiresi, ameliyat 6ncesi hemoglobin degeri ile
ameliyat sonrasi hemoglobin degeri arasindaki fark, yatis stiresi ve komplikasyon orani karsilastirildi.
Bulgular: 2B kullanilan 21 hastada median yas 30 (9-74), ortalama ameliyat stresi 135,7 dakika, ameliyat
oncesi hemoglobin degeri ile ameliyat sonrasi hemoglobin degeri arasindaki fark ortalama 1,17 gr/dl ola-
rak hesaplandi. 4 hastaya radikal, 17 hastaya basit nefrektomi uygulandi. Bir hastada Clavien-Dindo derece
1 komplikasyon gorildi.

3B kullanilan 21 hastada median yas 46 (16-73), ortalama ameliyat suresi 128,6 dakika, ameliyat oncesi
hemoglobin degeri ile ameliyat sonrasi hemoglobin degeri arasindaki fark 0,7 gr/dl olarak hesaplandi. 10
hastaya radikal, 11 hastaya basit nefrektomi uygulandi. Hastalarda komplikasyon gelismedi. iki grup arasi
karsilastirmada ameliyat 6ncesi hemoglobin degeri ile ameliyat sonrasi hemoglobin degeri arasindaki fark
anlamh olarak bulundu (p: 0,041).

Sonuc: 3B endoskopik goriintiileme sistemlerinin saglamis oldugu derinlik algisi anatominin daha kolay
anlasilmasina, diseksiyonun daha hizli ve daha kolay yapilabilmesine olanak saglamaktadir. Diseksiyon ko-
layhgi ile operasyon sirasindaki kanama miktari azalmakta, kanama alanlari daha hizli saptanmakta ve kont-
rolii daha hizli saglanabilmektedir.

Anahtar Kelimeler: iki boyutlu, lic boyutlu, laparoskopi, nefrektomi
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two-dimensional imaging systems. Endourol Bull. 2022;14(1):1-6. doi: 10.54233/endouroloji.970301
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ABSTRACT

Objective: To evaluate the effects of three-dimensional (3D) and two-dimensional (2D) laparoscopic ne-
phrectomies performed in a single center on intraoperative and early postoperative results.

Material and Methods: A total of 42 patients who were scheduled for laparoscopic nephrectomy in our
clinicin 2019 and 2020 were included in the study. Transperitoneal laparoscopic simple/radical nephrecto-
my was performed in 21 patients (15 women, 6 men) with the 3D endovision system and in 21 patients (10
women, 11 men) with the 2D endovision system. Demographic characteristics of the patients (age, gen-
der), operation time, the difference between preoperative and postoperative hemoglobin values, length of
hospital stay, and complication rate were compared.

Results: Median age was 30 (9-74 years), mean operative time was 135.7 minutes, and the differ-
ence between preoperative hemoglobin value and postoperative hemoglobin value was calculat-
ed as 1.17 g/dl in 21 patients who used 2D. Radical nephrectomy was performed in 4 patients and
simple nephrectomy in 17 patients. Clavien-Dindo grade 1 complication was seen in one patient.
The median age was 46 (16-73), the mean operative time was 128.6 minutes, and the difference between
preoperative and postoperative hemoglobin values was 0.7 g/dl in 21 patients using 3D. Radical nephrec-
tomy was performed in 10 patients and simple nephrectomy in 11 patients. No complications developed in
the patients. In the comparison between the two groups, the difference between the preoperative hemo-
globin value and the postoperative hemoglobin value was found to be significant (p: 0.041).
Conclusion: The depth perception provided by 3D endoscopic imaging systems allows for an easier under-
standing of anatomy and faster and easier dissection. With the ease of dissection, the amount of bleeding
during the operation is reduced, bleeding areas are detected faster, and control can be achieved faster.

Keywords: three-dimensional, two-dimensional, laparoscopy, nephrectomy

AMAC

Basit ve radikal nefrektomiyi de iceren nefrektomi operasyonu Urolojik pratikte yaygin kullanilan bir
cerrahidir. Basit nefrektomi semptomatik kronik enfeksiyon, obstruksiyon, tas hastaligi, ciddi travmatik ya-
ralanmalar, renal arter hastaligi, nefrosklerozis, pyelonefritler, reflii ya da konjenital displazilerden dolayi
irreversibl bébrek hasari gelisen hastalarda endikedir (1). Radikal nefrektomi ise lokalize renal hiicreli karsi-
nomlu hastalar icin bir tedavi secenegidir (2,3).

Clayman ve ark. (4) 1991 yilinda yaptiklar laparoskopik basit nefrektomiden sonra diinya genelinde
bobrek cerrahisinde laparoskopinin kullanim sikligi artmis ve glinimiizde nefrektomiler icin standart cerra-
hi yaklasim olmustur. Laparoskopik operasyonlar sonrasi komplikasyonlarin acik cerrahiden az olmasi, has-
tanede kalis stresinin kisa olmasi, ¢cabuk ve konforlu iyilesme, operasyon sonrasi yara izinin, acik cerrahiye
kiyasla oldukga kiiclik olmasi yara iyilesme siirecini kisaltmakta, hastalarin gtinliik yasamlarina kisa stirede
donmelerini saglamaktadir (5). Ayrica minimal invaziv cerrahi yontemlerde ameliyat suireleri oldukga kisal-
makta, buna bagl olarak hastalarin anestezi siiresi de azalmaktadir.

Laparoskopik gorintlleme sistemleri, geleneksel olarak, cerrahi alani gorsel olarak biytiten, ancak
stereoskopik algidan yoksun, dolayisiyla uzamsal oryantasyonu ve derinlik algisini etkileyen 2B goriintiile-
me sistemleridir. Bu sinirlamalar, geleneksel 2B goriintileme sistemlerini kullanan cerrahlar icin 6grenme
egrisini guclestirmektedir (6). 2B laparoskopik goriintiileme tekniklerinde yasanan bu zorluklar nedeniyle
90’ yillarin baslarinda 3B goriintiileme yontemleri laparoskopik olarak gelistirilmis ve Wenzl ve ark. (7)
tarafindan ilk defa bir jinekolojik operasyonda kullaniimistir. Fakat bu goriintiileme sisteminde kullanilan
ve 3B gormeyi saglayan ‘Shutter Glass' ile istenilen goriintiiler elde edilememis ve bunun yaninda uzun
stire kullanim sonucu gozliik cerrahlarin gozlerine zarar verir hale gelmistir. Teknolojinin ve goriintiileme
sistemlerinin gelismesi ile yeni tasarlanan gozlikler ile hem goériinti kalitesi hem de cerrahin konforunun
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artmasi saglanmistir. 2012 yilinda Buchs ve ark. (8) bu gozliklerin sorunsuz olarak ¢alistigini bildirdikten
sonra 3B laparoskopi tiim diinya ¢apinda yayginlasmaya baslamistir ve 2B ve 3B laparoskopik teknikleri
karsilastiran calismalar yapilmaya baslanmistir.

Biz de bu calismamizda klinigimizde 1 yillik stire¢ icerisinde 2B ve 3B olarak yapmis oldugumuz lapa-
roskopik nefrektomi vakalarimizi karsilastirmayi hedefledik.

GEREC VE YONTEMLER

Klinigimizde 2019-2020 yillari arasinda laparoskopik nefrektomi operasyonu endikasyonu olan, 8 yas
ve Uzeri, calismaya dahil olmayi kabul eden 42 hasta prospektif, randomize, karsilastirmali calismaya alind.
Galismaya alinan hastalar randomize edilerek 2 gruba ayrildi ve 2B (n:21) ve 3B (n:21) goériintlleme sistem-
leri ile nefrektomi operasyonu yapildi. Tim hastalardan bilgilendirilmis, yazili onam alindi. 2B laparoskopi
icin secilen 21 hastanin 4'line laparoskopik radikal nefrektomi, 17'sine laparoskopik basit nefrektomi uy-
gulandi. 3B sistem icin ayrilan grupta (21 hasta) 11 hastaya laparoskopik basit nefrektomi ve 10 hastaya
laparoskopik radikal nefrektomi uygulandi. Uctincii basamak bir saglik merkezinde laparoskopik cerrahide
deneyim sahibi, iki adet kidemli cerrah tiim ameliyatlari gerceklestirdi. TUm operasyonlar Karl Storz IMAGE1
S D3-Link™ sistemi ve 10-mm TIPCAM®1S 3D teleskop kullanilarak gerceklestirildi. Bu sistemde 2B ve 3B
modlari arasinda gecis saglanabilmektedir. 3B goriinti modunda calisirken pasif polarize gozliikler kulla-
nildi. Tium proseddrler transperitoneal olarak gerceklestirildi. Hastalar 45-60 derece lateral dekubitis pozis-
yonunda iken 3-4 trokar girisi kullanilarak uygulandi. Pndmoperitonyum olusturmak icin genellikle Veress
ignesi ile giris tercih edildi. Tum hastalara 14 Fr nazogastrik tlip, 1 adet dren ve 16 Fr Uretral kateter takildi.

Tum hastalarin yas ve cinsiyetleri kaydedildi. iki grup arasinda operasyon siiresi, ameliyat éncesi ve
ameliyat sonrasi hemoglobin degerleri arasindaki fark, hastanede yatis siiresi ve Clavien Dindo siniflamasi
derecesine gore komplikasyonlar karsilastirild.

Calismamiz icin Gaziantep Universitesi Klinik Arastirmalar Etik Kurulu'ndan 2018/314 protokol numa-
rasl ile etik kurul onayi alinmistir.

istatistiksel analizler SPSS v26.0 (IBM Corp., Armonk, NY, USA) programi kullanilarak yapildi. Normallik
varsayiminin test edilmesi icin Shapiro-Wilk testi, iki grup karsilastirmalari icin de Independent T-test ve
Mann-Whitney U testleri kullanildi. Gliven araligi %95, istatistiksel anlamlilik icin p<0,05 olarak kabul edildi.

BULGULAR

Galismaya dahil edilen toplam 42 hastanin 25 tanesi kadin (%59,5), 17 tanesi ise erkektir (%40,5). Top-
lamda 28 adet basit nefrektomi (2B grubunda 17, 3B grubunda 11), 14 adet radikal nefrektomi (2B grubunda
4, 3B grubunda 10) operasyonlari yapilmistir. 2B goriintiileme sistemi ile opere edilen hastalarin yaslarinin
medyan degeri 30 (9-74), 3B goriintiileme sistemi ile opere edilen hastalarin ise 46 (16-73) olarak saptandi.
Grup karsilastirmasinda; 3B sistem ile opere edilen hastalarin yas ortalamasi anlamli élctiide biyuk olarak
bulundu (p: 0,04). 2B laparoskopik nefrektomi yapilan gruptaki ortalama ameliyat stresi 135,7 + 7,8 iken
3B laparoskopik nefrektomi yapilan grupta bu siire 128,6 + 12,67 olarak saptandi, grup karsilastirmasinda
anlamli sonu¢ bulunmadi (p: 0,252).

iki grup arasinda ameliyat 6ncesi ve ameliyat sonrasi hemoglobin farkinin karsilastirilmasi sonucunda,
3B sistem ile opere edilen grupta bu deger ortalama 0,7 + 0,2, 2B grubunda ise 1,17 £ 0,2 olarak bulundu.
Karsilastirmali analizde de 3B lehine anlamli fark saptandi (p: 0,041). iki grup arasi yatis siireleri karsilastiril-
digindaise; 2B grubunda ortalama yatis stiresi 3,19 £ 0,4 glin, 3B grubunda 2,76 + 0,32 giin olarak bulundu,
anlamli fark saptanmadi (p: 0,087). Komplikasyonlar agisindan gruplar incelendiginde, 2B laparoskopik nef-
rektomi grubunda bir hastada Clavien-Dindo (9) siniflamasina gore derece 1 komplikasyon gelistigi gorul-
di. 3B grubunda komplikasyon saptanmadi (Tablo 1).
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Tablo 1. istatistiksel Veriler

Bulgular 2B Laparoskopi 3B Laparoskopi P Degeri
Medyan Yas 30(9-74) 46 (16-73) 0,041
Cinsiyet K10 |E1 K: 15 [E6

Ortalama Operasyon Suresi (dk) 1357+7,8 128,6 + 12,67 0,252
gg;llzrk’r)\iiﬁg:ﬁ:i{;rt/g)l?cesi Ve Ameliyat Sonrasi He- 117 40,2 07+02 0,041
Ortalama Yatis Sureleri (GUn) 3,19+£04 2,76 £0,32 0,087
Basit Nefrektomi Sayisi 17 4

Radikal Nefrektomi Sayisi 11 10

Komplikasyon (Clavien-Dindo) Derece 1

TARTISMA

GlnlUmduzde rutin olarak kullandigimiz laparoskopik goriintiileme sistemleri 2B goriintiileme sistem-
lerinden olusmaktadir. Son zamanlarda gelisen teknoloji ile 2B kameralarda da yiiksek ¢ozUnurlikld sis-
temler ile grafikler iyilestirilmis olsa da yine de bu sistemlerde derinlik ve uzamsal algi eksikligi vardir. 3B
sistemler, stereoskopik gérme kaybini ortadan kaldiran, laparoskopik becerileri gelistiren, operasyon su-
relerini kisaltan ve bu sayede hasta ve cerrah konforunu arttiran gériintiileme yontemleri olarak 6n plana
cikmaktadir (10).

2B ve 3B goriintileme sistemlerini karsilastiran ilk calisma Gurusamy ve ark. (11) tarafindan laparos-
kopik kolesistektomi icin yapilan calismadir. Bu calismada 3B sistemin 2B sisteme herhangi bir Gstiinligu
gosterilememistir. Bunun nedeninin ilk tasarlanan 3B sistemlerde kullanilan agir ‘Shutter Glass’ camlardan
ve ilkel ¢co6zuinirlik sistemlerinden kaynaklandigini diisinmek yanlis olmayacaktir. Gelisen teknoloji ile agir
camlardan hafif polarize camlara gecisin saglanmasi, ilave derinlik algisi, gelismis ¢ozlinurlik ve ameliyat si-
rasinda daha kolay maniptlasyonun saglanmasi ile 3B sistemler 2B sistemlerden daha avantajli bir konum-
da durmaktadir (12,13). Gelismis ekipmanlara ragmen 3B sistemlerde, g6z yorgunlugu, hareket bulanikligi
ve maliyeti artiran 6zel ekipman ihtiyaci nedeni hala bazi sinirlamalar mevcuttur.

Daha iyi diseksiyon ve vaskiler yapilarin tanimlanmasi nedeniyle 2B ile karsilastirildiginda kan kaybi
3B'de daha az olmasi beklenmektedir. Kanayan alanlarin hizli bir sekilde tanimlanmasini saglayan derinlik
algisi nedeniyle kanamalarin kontroli bile 3B sistemlerde daha iyi ve daha hizli olmaktadir. Net gorus, iyi
derinlik algisi ve uygun el-g6z koordinasyonu nedeniyle, bobrek pedikiiliinin diseksiyonu ve yapi tanimla-
masi gibi ameliyat sirasindaki kritik adimlar, 2B sistemlere kiyasla 3B sistemlerde ¢cok daha kolay yapilmak-
tadir. Calismamizda da ameliyat 6ncesi hemoglobin degeri ile ameliyat sonrasi hemoglobin degeri arasin-
daki farkin 3B sistem ile opere edilen hastalarda daha az olmasi da bu durumu desteklemektedir. Tim bu
kolayliklar sicak iskemi ve rekonstriiksiyon gerektiren donor nefrektomisi, parsiyel nefrektomi ve piyelop-
lasti operasyonlarinda aktif bir sekilde kullanilmaktadir. Prudhomme ve ark. (14) 2019 yilinda yayinladiklari
calismalarinda; 2B ve 3B donor nefrektomileri karsilastiriimis ve 3B sistem ile yapilan nefrektomilerde sicak
iskemi ve operasyon stiresi anlamli 6lctide daha kisa saptanmistir. Yine Tokas ve ark. (15) 2B ve 3B olarak
yapilan parsiyel nefrektomileri karsilastirdiklari ¢alismalarinda laparoskopi surresi, sicak iskemi stresi ve kan
kaybr miktarlari 3B laparoskopide anlamli derecede daha diisiik olarak bulunmustur. Patankar ve Pada-
lasagi’'nin (16) 2017 yilinda yayinladiklari calismalarinda 21 tane 3B, 19 tane 2B laparoskopik piyeloplasti
yapilan hastayi karsilastirmiglardir. Calisma sonucunda diseksiyon, rekonstriiksiyon ve stent takma zamani
3B laparoskopide anlamli olarak daha kisa olarak rapor edilmistir. Bizim serimizde de 3B grupta radikal nef-
rektomi yapilan hasta sayisi fazla olmasina ragmen, daha kisa operasyon zamani elde edilmistir.

3B goruntuleme sistemlerin en biyulk Gstiinliklerinden birisi de laparoskopik egitim konusunda ol-
maktadir. Calismalar laparoskopik prosediirlerde yeterlilik kazanmis cerrahlardan ziyade egitimde olanlar-
da 3D sistemin agik avantajlarini gostermistir. Bunun nedenleri arasinda gelismis koordinasyon ve mekansal
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farkindalik sayilabilir. Romero-Loera ve ark. (19) ilk defa laparoskopi 6grenen hekimleriiceren karsilagtirmal
calismalarinda, 3B'nin daha yiksek gérev tamamlama yiizdeleri, bunlar gerceklestirmede daha az zaman
ve 3B ile ilgili daha kisa bir 6grenme egrisi ile 2B'den daha Ustiin oldugu sonucuna vardi (17,18).

3B sistemler, robotik cerrahinin belirli avantajlarini daha diistik maliyetle saglayarak 2B ve robotik ara-
sindaki buytk boslugu kapatmaya calisir. Mevcut 3B laparoskopik sistemler, iyi derinlik algisi, cerrahlara
daha konforlu ameliyat yapma sansi vermesi, daha uygun maliyetli olma ve hareket kolayligi avantajlari
acisindan robotik cerrahi sistemlerle karsilastirlabilir. 3B sistemlerde kule daha hareketlidir ve herhangi bir
laparoskopik proseddr icin kullanilabilir. Park ve ark. (20) laparoskopi alaninda yeni baslayanlar ve kidemli
cerrahlari aldiklari ve 2B, 3B, robotik sistemleri karsilastirdiklari calismalarinda; robotun yeni baslayanlarda
0grenme asamasinda kolaylik sagladigi, deneyimli cerrahlarin ise tiim sistemlerde esit derecede iyi oldugu,
3B laparoskopide ise robota kiyasla daha da hizli olduklarini gézlemlemiglerdir.

Galismamizin olasi eksiklikleri, az sayida hastanin calismaya alinmig olmasi, bu hastalarda incelenen pa-
rametrelerin veri kayiplari nedeni ile sinirli olmasi, operasyonlarin deneyimliiki cerrah tarafindan gercekles-
tirilmesi ve acemi bir cerrahin yer almamasi, operasyonun sadece nefrektomi gibi sutur ve rekonstriiksiyon
gerektirmeyen bir ameliyat olmasi sayilabilir. Sonuglarimizin yeterince gli¢li bir calisma ve daha karmasik
proseddrlerle dogrulanmasi gerekmektedir.

SONUC

3B sistemlerin laparoskopik trolojik prosedirlerde kullanilmasi, 2B sistemlere gore daha kisa ameliyat
suresi, daha dusuk kan kaybi ve daha iyi cerrah performansi ile sonuclanmaktadir. Ayrica 3B sistemler la-
paroskopi egitim siirecini daha kolay hale getirerek, zamanla bu strecin rutin bir parcasi olmasi olasidir. 3B
sistemler, robotik sistemlere gére daha diisiik maliyetli olmasi agisindan 2B sistem ile robotik sistem arasin-
daki boslugu doldurmasi da dngordilebilir.

Finansal Destek: Yazarlar bu calisma i¢in mali destek almadiklarini beyan etmislerdir.
Cikar Catismasi: Yazarlar ¢ikar catismasi olmadigini beyan ederler.

Etik Kurul: Bu calisma icin Gaziantep Universitesi Klinik Arastirmalar Etik Kurulu’ ndan onay alinmistir
(Karar No: 2018/314). Calisma protokollinde, Helsinki Bildirgesi etik kurallari takip edilmistir.

Yazar Katkilari: Konsept ve dizayn; Nimetigil H; Seckiner i; Sevim O; Erturhan M; Sen H, Veri toplama;
Nimetigil H; Sevim O; Erturhan M, Veri analizi ve yorumlama; Nimetigil H; Seckiner i; Sen H, Makalenin ya-
zilmasi; Nimetigil H; Erturhan M, Makalenin iceriginin gézden gecirilmesi; Nimetigil H; Seckiner i; Sevim O;
Erturhan M; Sen H, istatistiksel analiz; Nimetigil H, Denetleme; Seckiner i; Sen H.
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Effects of renal parenchymal volume and total renal volume on success in
retrograde intrarenal surgery

Renal parankimal hacim ve total renal hacmin retrograd intrarenal cerrahi basarisina etkisi

Sedat Tastemur' ®, Samet Senel'®, Esin Olciiciioglu>®, Yusuf Kasap'®, Emre Uzun’

1 Ankara City Hospital, Department of Urology, Ankara, Turkey
2 Ankara City Hospital, Department of Radiology, Ankara, Turkey

OZET

Amac: Renal parankimal hacim bobrekteki nefron sayisinin bir gostergesidir. Renal parankim hacimdeki
artisin ditirezi artiracad ve retrograd intrarenal cerrahi (RIRC) sonrasi fragmanlarin atilimini kolaylastiraca-
gini 6ngdrmekteyiz. Dolayisiyla artan renal parankimal hacim, RIRC basarisina etki eden bir faktér olabilir.
Gerec ve Yontemler: Klinigimizde RIRC uygulanan 238 hastadan tek bébrek tasi nedeniyle primer RiRC ya-
pilan ve 6ncesinde kontrastli bilgisayarli tomografi uygulanan 104 hasta calismaya dahil edildi. Dahil edilen
tim hastalarin demografik, klinik ve radyolojik (renal parankim hacmi ve toplam renal hacim) verileri deger-
lendirildi. Hastalar RIRC sonrasi basari durumlarina gére basarili ve basarisiz olmak (izere iki gruba ayrildi.
Bulgular: Toplam renal hacim acisindan iki grup arasinda anlaml fark yoktu (basarih grupta 213.3+54,9
cm3, basarisiz grupta 204,4+65,7 cm3, p=0,521). Basarili grupta ortalama renal parankim hacmi 168,3+46,1
cm3 iken, basarisiz grupta ortalama 125,5+29,9 cm3 idi ve aradaki fark istatistiksel olarak anlamliydi
(p<0,001). ROC analizinde RIRC sonrasi rezidii tas varligini én géren renal parankim hacmi icin kestirim de-
geri <141,3 cm3 olarak bulundu. Cok degiskenli lojistik regresyon analizine gore, tas ylkinin fazla olmasi
(OR=1,02; 95% CI=1,009-1,03; p<0,001), tasin alt pol yerlesimli olmasi (OR=31,673; 95% CI=3,315-302,,623;
p=0,003) ve RPV<141,3 cm3 (OR=5,923; 95% Cl=2,886-19,263; p=0,008) olmasi RIRC basarisi icin bagimsiz
risk faktorleri olarak bulundu.

Sonug: Renal parankim hacmi, bébrek tasi nedeniyle RIRC uygulanan hastalarda basariyl 6n gérmek icin
kullanilabilecek pratik ve uygun maliyetli bir parametredir.

Anahtar Kelimeler: basari, renal parankim hacmi, RIRC, tas, toplam renal hacim
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ABSTRACT

Objective: Renal parenchymal volume known as an indicator of the number of nephrons in the kidney. We
predict that the increase in renal parenchyma volume will increase diuresis and facilitate the excretion of
fragments after RIRS procedure. Therefore, increased renal parenchymal volume might be suggested as a
factor affecting the success of RIRS procedure.

Material and Methods: Out of 238 patients who underwent RIRS in our clinic, 104 patients who under-
went primary RIRS due to single kidney stone and who underwent contrast-enhanced computed tomogh-
raphy were included in the study. The demographic, clinical and radiological (renal parenchymal volume
and total renal volume) datas of all patients included were evaluated. Patients were divided into 2 groups
according to the success status after RIRS, as successful and unsuccessful groups.

Results: There was no significant difference in total renal volume between the two groups (213.3+54.9
cm? in the successful group, 204.4+65.7 cm? in the unsuccessful group, p=0.521). While the mean renal pa-
renchymal volume in the successful group was 168.3+46.1 cm?, it was 125.5+29.9 cm? in the unsuccessful
group, and the difference was statistically significant (p<0.001). In the ROC analysis, the cut-off value for re-
nal parenchymal volume predicting the presence of residual stones after RIRS was found to be <141.3 cm?.
According to multivariate logistic regression analysis, elevated stone burden (OR=1.02; 95% CI=1.009-1.03;
p<0.001), localized stones in the lower pole (OR=31.673; 95% Cl=3.315-302.623; p=0.003 ) and RPV<141.3
cm? (OR=5.923; 95% Cl=2.886-19.263; p=0.008) were found to be independent risk factors for success of
RIRS procedure.

Conclusion: Renal parenchymal volume is a practical and cost-effective parameter that can be used to
predict success rates in patients undergoing RIRS for kidney stones.

Keywords: renal parenchymal volume; RIRS; stone; success; total renal volume

INTRODUCTION

Significant developments have utilized the treatment of upper urinary tract stones. Minimally inva-
sive treatment procedures have become the most preferred treatment methods with the improvements
in endourologic surgery. In particular, retrograde intrarenal surgery (RIRS) has been one of the most im-
portant procedures in the treatment of stones <2 cm, due to high stone-free rates, low morbidity, shorter
hospitalization time and higher patient comfort. RIRS has become an important treatment alternative in
selected patients with adverse factors such as low success of shock wave lithotripsy (SWL) in lower pole
stones, hassle in performing SWL and percutaneous nephrolithotomy (PNL) in obese patients, pregnancy
and bleeding diathesis (1). Developments in medical devices such as flexible ureterorenoscope (URS) and
laser probes have increased the success rates of RIRS procedures. A recent systematic review evaluating the
success rates of RIRS in kidney stones larger than 2 cm, showed that a stone-free rate of 91% achieved with
1.45 procedures per patient (2).

In RIRS procedure, the stones are divided into small pieces by laser aiming to take advantage of spon-
taneous drainage with diuresis that helps stone free state of kidney (3). Various studies in the literature
indicate the importance of diuresis for the drainage of fragments after SWL (4,5). According to the study of
Koc et al, measurement of renal parenchyma thickness (RPT) is a cost-effective method that can be easily
performed on routinely applied non-contrast computerized tomography (CT) and may have predictive
value for the surgical success in patients with nephrolithiasis. The main hypothesis of that study was in-
creased RPT, which may be considered as an increased number of nephrons, may provide better diuresis.
To the best of our knowledge, this is the only study conducted for this purpose in the literature. However,
in this study, only RPT, which is a one-dimensional measurement, was evaluated (6). The aim of our study is
to examine the effect of RPV and TRV, that we think to be associated with diuresis, therefore might better
indicate the number of nephrons in the kidney, on RIRS success. We believe that our results may reveal a
new parameter that can be considered among the factors predicting the RIRS success.
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MATERIAL AND METHODS

This study was prepared in accordance with the principles of the Declaration of Helsinki and was unan-
imously approved in terms of ethics by the local ethic committee (Ethics committee approval number: E1-
20-1200). The informed consent was obtained from each subject or subject’s guardian.

In total, 238 patients underwent RIRS procedure applied in our clinic between January 2013 and May
2021 were evaluated retrospectively from the hospital information system. Patients with insufficient data,
atrophic or solitary kidney, renal malformation, inaccessible stone and glomerular filtration rate (GFR) < 60
(ml/min/1.73 m2) and secondary cases were excluded from the study. Furthermore, in order to measure
the renal parenchymal volume and total renal volume with the customized three-dimensional volumetric
software (AW4.7 Ext.13 Software, GE, USA), the images transferred to the workstations should had been
performed with contrast. By this way, the structure and borders of the kidney parenchyma were evaluat-
ed. Hence, patients who had not undergone contrast-enhanced CT were excluded from the study. Conse-
quently 104 patients were included in the study.

Preoperative and postoperative demographic, clinical and radiological data of all patients included
in the study were obtained from the hospital information system. Stone burden (mm?2), stone density
(Hounsfield Unit [HU]), stone laterality (right-left), stone localization and preoperative GFR (ml/min/1.73m2)
were evaluated according to preoperative CT. Stone burden was defined as the two-dimensional area de-
termined by multiplying the longest diameter by the perpendicular diameter of the stone.

Contrast-enhanced CT examinations were performed on CT devices with 128 and 512 detectors (GE
Revolution, General Electric, Milwaukee, WI) at the parenchymal phase and at the supine position, covering
the distance between the 10th thoracic vertebra and the symphysis pubis, without contrast material and
by giving 100 ml of contrast material at a speed of 3 ml/sec, 100 kilovoltage, 110 milliampere-second and
1.25 mm section thickness. Abdomen CT scans were reviewed by a radiologist with 11 years of experience.
Abdomen CT examinations were transferred to workstations (AW Volume Share 7, GE, USA) and total renal
volumes and renal parenchymal volumes were measured with customized three-dimensional volumetric
software (AW4.7 Ext.13 Software, GE, USA). For total kidney volume, the outline of the kidney was traced
and where the renal border is discontinuous, the kidney was enclosed by extending a straight line tangen-
tial to each hilar lip. For renal parenchymal volume, the tracing excluded renal pelvis, sinus fat, vessels and
cysts (Figure 1 and 2).

Patients with positive urine cultures were treated with appropriate antibiotic therapy for at least 7
days. Urine cultures of all preoperative patients were sterilized. Prophylaxis with 4 intravenous 2 g cefazolin
was administered to all patients within 1 hour before surgery. RIRS was performed in all patients under
general anesthesia in the lithotomy position.

Before RIRS, ureterorenoscopy was performed with a 9.5 F rigid renoscope (Karl Storz, Tuttingen, Ger-
many) for dilatation of the urinary tract. A 9.5-11 F ureteral access sheath (Flexor® Ureteral Access Sheath,
Cook Medical, USA) was placed in the ureter to reduce intrarenal pressure and provide optimal view. After
the access sheath reached the collector system, the collector system was attended by entering through
the access channel with a 7.5 F flexible ureterorenoscope (Karl Storz, Flex X2, GmbH, Tuttlingen, Germany).
If the stone was inaccessible, a nitinol basket catheter was used. The stone was fragmented using a holmi-
um-yttrium-aluminum-garnet (Ho: YAG) laser (200-365 um) sent from the working channel of the flexible
ureterorenoscope. At the end of the operation, a double-J (DJ) catheter and urethral catheter were applied
to all cases. Urethral catheters were removed 1 day later and DJ catheters were removed after 4 weeks ac-
cordingly.

Patients were evaluated with CT in the first postoperative month. Success was defined as the absence
of stones in the urinary system or the presence of asymptomatic residual stones below 2 mm. Patients were
divided into 2 groups according to the success status after RIRS, as successful and unsuccessful groups.
Factors affecting success were evaluated with comparative analysis between each group.
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Figure 1. Determination of renal borders in axial (a) and coronal (b) sections in computed tomography and three-di-
mensional view in customized volumetric software (c) to determine the Total Renal Volume (TRV)

Figure 2. Determination of renal parenchymal borders in axial (a) and coronal (b) sections in computed tomography
and three-dimensional view in customized volumetric software (c) to determine Renal Parankimal Volume (RPV)

Statistical Analysis

The coding and statistical analysis of the data were performed on the computer, using the SPSS 22
software (IBM SPSS Statistics, IBM Corporation, Chicago, IL) package program. The compatibility of the vari-
ables to normal distribution was examined using Shapiro-Wilk tests. Student’s T test and Mann-Whitney U
test were used to compare non-categorical parameters between groups. Categorical variables were evalu-
ated with Chi-square or Fisher’s exact tests. Decision-making properties of TRV and RPV in predicting RIRS
success were analyzed with receiver operating characteristic (ROC) curve at 95% confidence interval. Risk
factors for failure in RIRS were determined by univariate logistic regression analysis. The possible factors
determined in this analysis were evaluated using the Backward LR method with multivariate analysis to
define whether they are independent risk factors or not. The Spearman correlation test was used as the
correlation test. The cases with a p value of less than 0.05 were considered statistically significant.
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RESULTS

The mean age of 104 patients included in the study was 48.1 + 14.9. 49 of the patients were male.
The success rate was 75.9%. While there was no significant difference between successful and unsuccess-
ful groups in terms of age, gender, laterality, stone density and presence of postoperative complications,
the stone burden was higher in the unsuccessful group and this difference was statistically significant
(p<0.001). Intraoperative complications were observed in 40 (38.5%) patients, while postoperative com-
plications were observed in 19 (18.3%) patients. While the most common intraoperative complication was
hematuria, the most common postoperative complication was high fever. Intraoperative complications
were observed higher in the unsuccessful group (64% in the unsuccessful group, 29.4% in the successful
group). The demographic and clinical characteristics of patients who underwent RIRS due to a single kid-
ney stone are shown in table 1.

In our study, ROC curves were produced with 95% confidence intervals regarding whether TRV and
RPV are determinant factors for success and cut-off points were defined. While TRV was not found to be a
predictor of success in RIRS, according to ROC analysis, it was concluded that a RPV>141.3 cm3 is associat-
ed with increased success rates (AUC=0.075, p<0.001, 95% Cl (0.681-0.872)) (Table 2 and Figure 3).

Moreover, risk factors for the presence of postoperative residual stones in RIRS were revealed with
univariate and multivariate logistic regression analyzes using the determined cut-off points. According
to logistic regression analysis, elevated stone burden (OR=1.02; 95% CI=1.009-1.03; p<0.001), stone locat-
ed in the lower pole (OR=31.673; 95% Cl=3.315-302.623; p=0.003) and RPV<141.3 cm3 (OR=5.923; 95%
Cl=2.886-19.263; p=0.008) were found to be independent risk factors for failure in RIRS (Table 3). Subse-
quent analysis indicated a positive correlation between RPV and preoperative GFR level (r=0.236, p=0.004).

Figure 3. ROC evaluating the efficiency of total renal volume and renal parenchymal volume in predicting success in
retrograde intrarenal surgery
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Table 1. The demographic, clinical, and radiological characteristics of patients who underwent retrograde intrarenal surgery

Unsuccessful

(n=104) (n=79, % 75.9) (n=25, % 24.1)
Age (years) 48.1£14.9 47.1£148 51.3+14.9 0.829°
Gender
Male, n (%) 49 (47.1) 39 (49.4) 10 (40) 0.413™
Female, n (%) 55(52.9) 40 (50.6) 15 (60)

Laterality
Right, n (%) 43 (41.3) 35(44.3) 8(32) 0.276™
Left, n (%) 61(58.7) 44 (55.7) 17 (68)
Stone burden (mm?) (Mean+SD) 129.7£79.7 124.6+82.6 143.6176.8 0.012"
Stone density (HU) (MeanSD) 921.9+£324.5 899.5+£320.6 992.6+333 0.819"

Stone localization

Pelvis, n (%) 45(43.3) 41(51.9) 4(16)
Upper calyx, n (%) 16 (15.4) 16 (20.3) 1(4) <0.001™"
Medium calyx, n (%) 12(11.5) 9(11.4) 2(8)
Lower calyx, n (%) 31(29.8) 13(16.5) 18(72)
Preoperative GFR (ml/min/1.73 m?) 89+25.8 92.1+£26.4 84.7123.7 0.173™

Intraoperative complications

None, n (%) 64 (61.5) 55 (69.6) 9(36)
Hematuria, n (%) 15 (14.4) 9(11.4) 6 (24)
Minimal laceration in mucosa, n (%) 8(7.7) 6(7.6) 2(8) 0.009""
Mucosal injury requiring stent, n (%) 11(10.6) 7 (8.9) 4(16)
Need for additional instruments to reach the 6(5.8) 2(2.5) 4(16)

stone (nitinol basket catheter etc.), n (%)
Postoperative complications

None, n (%) 85(81.7) 66 (83.5) 19(76)
Fever, n (%) 12(11.5) 9(11.4) 3(12) 0.33™
Urinary tract infection, n (%) 4(3.8) 3(3.8) 1(4)
Sepsis, n (%) 3(2.9) 1(1.3) 2(8)
TRV (cm®) (MeanxSD) 222.7485.3 213.31£54.9 204.4165.7 0.521"
RPV (cm3) (Mean+SD) 158+46.4 168.3+46.1 125.5+£29.9 <0.001"

HU: Hounsfield Unit, GFR: Glomerular Filtration Rate, TRV: Total Renal Volume, RPV: Renal Parenchymal Volume, SD: Standard Deviation,
* Student’s T Test, ** Mann Whitney U Test, *** Chi-Square Test, **** Fisher’s Exact Test

Table 2. The best cut-off points predicting success for total renal volume and renal parenchymal volume in retrograde
intrarenal surgery according to area under the curve ROC at 95% Cl.

TRV (cm?3) RPV (cm3)
AUC 0.543 0.775
95% CI 0.398-0.687 0.681-0.872
p value 0.52 <0.001
Cut-off point 195 141.3
Sensitivity 0.624 0.759
Specificity 0.521 0.823

AUC: Area Under the Curve, Cl: Confidence Interval, TRV: Total Renal Volume, RPV: Renal Parenchymal Volume
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Table 3. Evaluation of factors associated with the presence of residual stones in retrograde intrarenal surgery with
univariate and multivariate logistic regression analysis

Univariate analysis

OR (95% ClI)

Multivariate analysis
OR (95% CI)

Age (year) 1.019 (0.988-1.051) 0.227
Gender
Male 1
Female 1.462 (0.587-3.647) 0.415
Laterality
Right 1
Left 1.69 (0.653-4.372) 0.279
Stone burden (mm?) 1.012 (1.007-1.018) <0.001 1.02 (1.009-1.03) <0.001
Stone density (HU) 1.001 (0.999-1.002) 0.212
Stone localization
Pelvis 1 1
Upper calyx 0.641 (0.066-6.177) 0.7 0.13 (0.005-3.293) 0.216
Medium calyx 2.278 (0.36-14.405) 0.382 7.736 (0.585-102.320) 0.12
Lower calyx 14.192 (4.065-49.545) <0.001 31.673 (3.315-302.623) 0.003
TRV (cm3)
>195 1
<195 1.388 (0.52-3.704) 0.512
RPV (cm3)
>141.3 1 1
<1413 8.632(2.173-14.233) <0.001 5.923 (2.886-19.263) 0.008

HU: Hounsfield Unit, TRV: Total Renal Volume, RPV: Renal Parenchymal Volume

DISCUSSION

Our study was designed based on the possible relationship between better kidney function consider-
ing better diuresis, and better RIRS success in patients that have larger kidney volumes with nephrolithiasis.
It is known that kidney volume as a marker of nephron mass has the highest estimated value compared to
other predictors (7). By measuring RPV and TRV, particulars about nephron mass, split kidney function and
diuresis can be obtained. In this study, we aimed to evaluate whether RPV and TRV have an effect on suc-
cess rates in patients who underwent RIRS owing to a single kidney stone. According to our results, there
was no relationship between TRV and RIRS success, while RPV<141.3 cm3 was found to be an independent
risk factor for the presence of residual stones after RIRS, and it was concluded that the probability of failure
increased 5.9 times.

In RIRS, removing fragmented stones with a nitinol basket is thought to be one of the most important
phase that increases the stone-free state rate. However, since this method has complications such as uret-
eral injury and prolonging the operation time, separating the stones into small fragments and leaving them
to spontaneous drainage has become the most preferred method. In this method known as “dusting and
fragmentation’, the stones are divided into very small fragments and left in place to natural drainage with
diuresis at the postoperative period (3). In a study conducted by Lee et al., no difference was found in terms
of success between active removal of fragments with a basket and leaving them to natural drainage with
diuresis (8). It is known that RPT is associated with renal function (9).

Considering SWL, there are many studies revealing that there is a relationship between better kidney
function, including increased diuresis by using diuretics as well, and stone-free rates. (4,5). However, ac-
cording to our literature review, there is only one study assessing the relationship between renal paren-
chyma and success rates in RIRS. In a study conducted by Koc et al., it was shown that the probability of
failure increased 5.6 times in RIRS cases with RPT< 19 mm (6). However, we think that RPT may be limited in
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evaluating the renal parenchyma. As a matter of fact, in this study, the authors argued that kidney function
can be predicted more accurately with RPV. In addition, TRV was also evaluated in our study. The results of
our study showed that RPV is a factor affecting the success rate of RIRS. We believe that the insufficiency of
TRV in predicting success is because of the collecting system dilatation caused by obstruction of the kid-
ney stone. When the collecting system, which does not have a functional part in urine production, is taken
into consideration, it is obvious that the renal volume unfit to predict the drainage and clearance of stone
fragments by diuresis.

Patients that have an ineffective RIRS procedure, may face with urinary tract infection, renal colic and
steinstrasse due to residual stones; thus, re-intervention may be required. Recurrence occurs in about half
of these patients within 5 years and in 80% within 10 years. The presence of residual stone fragments is
associated with a higher rate of recurrence, and this situation brings a large economical burden (10). Our
study is the first study to indicate that RPV is associated with RIRS success. Patients that may have an inef-
fective RIRS procedure can be predicted before the operation. Thus, re-intervention and economic burden
might be reduced.

There are many studies in the literature about the factors affecting the success of RIRS, and the success
rate has been reported to be 50-94.2% (11). It has been stated that stone burden is the most important
factor in predicting RIRS results, and the possibility of residual stone and the need for additional sessions
increase as the stone size increases (12,13). In one study, 279 patients who underwent RIRS were evaluat-
ed and the success rate was found to be 84.4% for kidney stones 2 cm (14). In the study of Resorlu et al. it
was stated that 63% of stone-free patients had stone size <15 mm, whereas in the unsuccessful group, the
stone size was =15 mm in all patients (15).In our study, the success rate was found to be 75.9%, in accor-
dance with the literature. Stone burden was defined as the area in two-dimensional mm2 determined by
multiplying the longest diameter and the vertical diameter of the stone, with an average stone burden of
129.7+£79.7 mm?. It has been indicated that the increase in stone burden reduces the success of RIRS.

In a study of 219 patients in which the effect of stone density on stone-free rates was examined, no
relationship was found, but it was found that the stone density was inversely related to the operation time
and fragmentation efficiency (16). In a study by Gucuk et al., stone density had no effect on the stone-free
rate in RIRS procedure (17). In our study, the mean stone density was 921.9 + 324.5 HU and no relationship
was found between stone density and stone-free rate.

The localization of the stone in the kidney has also been evaluated in terms of being a factor affecting
the success. In one study, while the success rate of the RIRS was found to be 74.1% for lower pole stones,
it was shown that this rate was 78% in other localizations and there was no significant difference between
them (p=0.224) (18). On the contrary, Lim et al. stated that the success rate of RIRS for lower pole stones
(73.3%) was lower than for upper pole, middle calyx and pelvic stones (94.4%) (19). In our study, we found
that the possibility of residual stones in lower pole stones was 14.2 times higher than in pelvic stones.

Our study has some limitations. First of all, it has been designed retrospectively. Secondly, there is no
postoperative data of the amount of urine to demonstrate the postoperative diuresis status of the patients.
Nonetheless, our study will contribute to the literature as it is the first study evaluating the effect of RPV on
RIRS success.

CONCLUSION

Consequently, RPV<141.3 cm3 might be considered as a parameter that increases the success of RIRS.
However, a similar relationship was not found between total renal volume (TRV) and RIRS success. This
inconvenience could be explained by the fact that the parenchyma is the part of the kidney that is respon-
sible for diuresis. RPV measurement may be applied as a new parameter and could be included in the fac-
tors predicting the RIRS success. It may be appropriate to evaluate it preoperatively in order to choose the
proper surgical treatment procedure or lithotripsy method for patients that have kidney stones.
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OZET

Amac: Galismamizda retrograd intrarenal cerrahi (RIRS)/perkiitan nefrolitotomi (PCNL) konusunda Turk
Uroloji asistanlarinin yeterlilikleri, tercih ettikleri egitim yontemleri ve uygulanmakta olan egitim modelleri
olusturulan anket ile sorgulanmis ve sunulmustur.

Gerecg ve Yontemler: Anketimizde egitimde kullanilan yontemler, egitimin yeterliligi ve egitim konusun-
daki beklentiler odak noktasi olarak belirlendi. ESRU veritabanina kayitli olan toplamda 295 asistana gon-
derilen anketler toplamda 70 (%23) asistan tarafindan yanitlandi. Anketlerin olusturulmasi ve dagitiminda
SurveyMonkey kullanild.

Bulgular: Anketimize en fazla katilim Marmara Bolgesinden (%39,29), en disik katihm ise Glineydogu
Anadolu Bolgesi'nden (%5,36) gerceklesti. Anketimize katilan 1. 2. 3. 4. ve 5. yil asistanlarinin orani sirasiyla
%14, %23, %23, %12,7 ve %25 olarak belirlendi. Egitim arastirma hastanesi ve Universite hastanesi katihm
oranlari sirasiyla %46,77 ve %53,23 olarak saptandi. Asistanlarin %710,94'tnun PCNL icin %14,06'sinin da
RIRS icin kendilerini bu cerrahileri uygulamak konusunda yetersiz hissettikleri belirlendi. Asistanlarin vaka-
lara katilim oranlari ise RIRS ve PCNL icin sirasiyla; primer cerrah olarak %56 ve %50 , primer asistan olarak
%25 ve %42,19, izleyici olarak %4 ve %7,81 seklinde gozlendi.

Grubun %46,8'inin her iki cerrahiicin de %15,63’linlin sadece PCNL icin %15,63’inlin sadece RIRS i¢in kurs-
lara katilmak istedigi saptandi. Kurslara katilabilen asistan oraninin ise RIRS ve PCNL icin sirasiyla %9,34 ve
%1,56 oldugu gorildi. Her iki konuda da kurs alabilen asistanlarin orani ise %4,69 olarak belirlendi. Gru-
bun %40,63'lUnun kursa katilamamasi ile alakali “klinik ici is yogunlugunu” %15,63'linilin kontenjanlarin ye-
tersiz olusunu, %18,75'inin asistanlarin yeterince desteklenmemesini, %14,06’sinin kurslarin bulunduklari
bolgeye uzak olusunu esas problem olarak goérdigu belirlendi.

Sonuc: PCNL ve RIRS Turkiye genelinde yaygin olarak uygulanan endotrolojik cerrahilerdir. Asistanlarin bu
cerrahi prosediirler icin egitimde 6nemli gordigu kurslarin yayginlastirilmasinin ve asistanlarin bu konuda
tesvik edilmesinin PCNL/RIRS egitimi icin yararli olacagi diisiinilmektedir.

Anahtar Kelimeler: RIRS, PCNL, asistan, Tiirkiye, egitim
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ABSTRACT

Objective: Retrograde intra renal surgery (RIRS) and percutaneous nephrolithotomy (PCNL) are common
endoscopic surgical procedures. In our study, qualification of the Turkish residents for RIRS/PCNL, the edu-
cation techniques and models are evaluated by a national based survey.

Material and Methods: The techniques used in education, qualification of the education and expectations
about the education were main focus. Questionnaire was sent to total of 295 residents who are registered
to Turkish European Society of Residents in Urology (ESRU) database. A total of 70 (23%) urology residents
answered. SurveyMonkey is used for composing and distribution of the surveys. The results were evaluated
statistically.

Results: Total of 70 participants involved our survey and the rates of first, second, third, fourth, fifth years
of residents were 14%, 23%, 23%, 12.7%, 25% respectively. The rates of the residents from training and re-
search hospitals and university were 46.77% and 53.23% respectively. The participants were from all over
the country and there were participants from all 7 geographical regions of Turkey. The rate of residents
who felt they will become capable of doing RIRS after their residency education program was 63.08% and
36.92% of the residents expressed the RIRS training they took is not enough to perform this procedure after
graduation.

Assistance and observation are used as the only training method for 39.2% and 49.2% of residents for RIRS
and PCNL respectively. In addition, being a primary surgeon is used as a method of training by 55.38%
and 50.7% of residents for RIRS and PCNL respectively. PCNL was performed by all the hospitals who were
involved in the questionnaire. PCNL training course is needed by 15.38% of participants. The percentage
of the residents who can’t perform RIRS in their hospital was 15.38%. RIRS training course was needed by
15.38% of participants.

Conclusion: RIRS and PCNL are common endoscopic surgical processes in Turkey. It's been thought to be
useful to make the courses more common which residents feel important for their education and to make
residents eager about PCNL/RIRS education.

Keywords: RIRS, PCNL, resident, Turkey, education

INTRODUCTION

Endoscopic surgeries are dramatically expanded and replacing the open operations. Open procedures
are extinct nowadays because; all kinds of urological troubles could be cured easily by endoscopic methods
(1). Treatment of urinary stones occupies 30% of the case volume in urology clinics (2). Stone treatments
are leading type of surgeries in this area with lithotripsy surgeries such as ureteroscopy (URS), flexible ure-
teroscopy (f-URS) and percutaneous nephrolithotomy (PCNL). New technological developments improved
the diagnostic and therapeutic implications of URS as well as the stone treatments. Haematuria diagnosis,
taking biopsies, obstruction and small size lesion treatments are some of these usages. These techniques
reduce morbidity of procedures and supply effective definitive therapies (3).

Training of residents has a vital importance to get used to being a competent urologist to perform this
kind of surgery. However, residents’ workload, claim of decreasing the complications, medico-legal issues
and management of economic restrictions could be a potential obstruction during this education. Opera-
tive education has three different steps; first observe then assist and then operate. Depending on the com-
plexity of a case, these three steps could take much more time than expected and it is the learning curve.
The lack of tactile sensation, two-dimensional vision, hand-eye orientation and long-term learning curve
could make the process difficult (4). Therefore, different training methods such as simulation and dry-lab
are significantly helpful for the detailed learning procedures, patients’ safety and increased surgical suc-
cess. It marks the importance of standardization of resident training in endourological stone treatments (5).

Regarding all of these problems European Society of Residents in Urology (ESRU) Turkey designed a
survey to picture the situation. The survey is established to evaluate Turkish residents training level and
their opinion about their competency in PNL and f-URS. We regarded at two endpoints quantification and
qualification way.
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MATERIAL AND METHODS

In one month time frame a RIRS and PCNL surgery training questionnaire was performed by a total
of 70 residents in Turkey. Questionnaires were created by ESRU Turkey and replied in Turkish by Turkish
residents. Survey Monkey was used to create and spread the questionnaires and to evaluate all data. Study
was approved by Nigde Omer Halis Demir University ethical committee (Approval Number:2022/13 Date:
January 27, 2022).

The questionnaire was sent to 295 residents in Turkey and 70 of them responded to the questionnaires
with their own will. Replying to all the questions was mandatory thanks to the Survey Monkey protocol. All
the questionnaires were replied to on the internet and a survey was sent by e-mail twice in one-month of
period by ESRU Turkey for increasing the number of participants.

The survey was formed by a total of 10 questions and it was possible to give more than one answer for
some questions. The questionnaire was about RIRS/PCNL training and the factors that affect the training
program and demographic data was also recorded. Descriptive statistics was used to analyze data.

RESULTS

Total of 70 participants involved our survey and the rates of first, second, third, fourth, fifth years of res-
idents were 14%, 23%, 23%, 12.7%, 25% respectively. The rates of the residents from training and research
hospitals and universities were 46.77% and 53.23% respectively. The participants were from all over the
country and there were participants from all 7 geographical regions of Turkey.

Assistance and observing are used as the only training method for 39.2% of residents for RIRS. In ad-
dition, being a primary surgeon was used as a method of training by 55.38% of residents. The percentage
of the residents who can’t perform RIRS in their hospital was 15.38%. RIRS training course was needed by
15.38% of participants.

The rate of residents who felt they will become capable of doing RIRS after their residency education
program was 63.08% and 36.92% of the residents expressed the RIRS training they took is not enough to
perform this procedure after graduation.

Assistance and observing are used as the only training method for 49.2% of residents for PCNL. In ad-
dition, being a primary surgeon is used as a method of training by 50.7% of residents. PCNL was performed
by all the hospitals who were involved in the questionnaire. PCNL training course is needed by 15.38% of
participants.

The rate of residents who feel they will become capable of doing PCNL after their residency education
program was 69.23% and 30.77 % of the residents expressed the PCNL training is not enough to perform
this procedure after graduated. The results are summarized in Table 1.

The main reason for the residents who cannot take training courses was clinical workload with 40.63%.
Not being supported for participating in the training course (18.75%), insufficient quota (15.63%) and the
long distance between training courses and place of residence 14.06% were the other reasons.

Table 1. Results of the Survey

Questions RIRS PCNL
Training Methods

Asistance&Observation 39.2% 49.2%
Primary Surgeon 55.3% 50.7%
Residents needing a training course 15.3% 15.3%
Capability

Capable of applying procedure after residency program 63% 69.2%
Residents unsatisfied from their training 36.9% 30.7%
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DISCUSSION

Urologic surgery is continuously developing with technological advances and new approaches (6).
Flexible and percutaneous techniques are the main endoscopic treatment methods for urinary stones. For
this reason, training on PCNL and RIRS are important for residents.

According to literature, in 2007 and 2008, a questionnaire that includes opinions and exposures of the
residents about urology training in terms of laparoscopic, robotic and endourological surgery in Canada(6).
A total of 56 urology residents participated in this survey. The questionnaire consisted of 55 questions.
Unlike our study, 37.5% of the 56 residents were performing percutaneous access primarily. Half of the
residents planned to make their own percutaneous entry in the future. In this study, flexible ureteroscopy
and PCNL were performed by 98.2 percent of final year residents . About 39.3% of participants performed
>50 flexible ureteroscopic procedures in the last year and 33.9% of residents participated in >20 PCNL.

The training, general and financial conditions of European residents in urology were assessed in an-
other study (7). As distinct from our research, the survey was conducted with 101 residents for experience
of minor-major surgery and endourological surgeries. The majority of residents defined good experience
in minor surgery (18.8% fair, 59.4% good and 19.8% excellent). Only two of them (2/101, 1.9%) said that
their experience is poor. In the final year training of thirty-three residents (33/101, 32.7%) reported having
poor or non-existent experience in major surgery. Similarly, surgical capability and surgical skills assessed
in this study. 34/101 (33.7%) of residents reported their major surgical capability as fair and 34/101 (33.7%)
of residents defined their surgical skills as good or excellent. 37/101 (36.3%) residents considered their ex-
perience as poor in endourology.

Two groups of surgeons were compared in terms of complication and stone-free rates for RIRS by Ber-
nardelli et al. (8). The groups were composed by experienced (>400 patients) and in early phase of learning
curve (100 patients) surgeons. Stone free rates were comparable between two groups but operative times
and complication rates were lower for experienced surgeons. Learning curve was not described for RIRS in
this study but experience can improve surgeons. For decreasing fluoroscopy time approximately 115 cases
needed to be performed before reaching the plateau. According to Ziawei et al. >100 cases should be per-
formed for reaching excellent stone-free rates (9).

In our study the operation counts of residents were not recorded. Due to this limitation it is not possi-
ble to mention the learning curve of Turkish residents. For example 69.23% of the residents feel confident
about applying to PCNL after graduating but this data is subjective and objective criteria should be studied
to define the learning curve. Proper resident training programs should be designed according to these
learning curve.

CONCLUSION

Stone surgeries are one of the most common procedures for a urologists. Stone free rates, complica-
tion rates and operation times are the tripod of a successful stone surgery. Defining well planned education
for PCNL and RIRS can help residents for reaching learning curve during or after residency.
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Clinical impact of ureteral stent diameter on the quality of life and
complication following ureterolithotripsy

Ureteral stent capinin Ureterolitotripsi sonrasi yasam kalitesi ve operasyon sonrasi
komplikasyonlar tzerine klinik etkisi
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1 Kocaeli State Hospital, Department of Urology, Kocaeli, Turkey
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OZET

Amac: Ureterolitotripsi sonrasi takilan lreteral Double-j (Dj) stentlerin hasta konforuna olumsuz etkileri
siklikla karsimiza ¢ikmaktadir. Calismamizda daha kiiglik capta (4 Fr) Dj stent takilan hastalarla, rutinde en
sik kullanilan 4,7 Fr Dj stent takilan hastalarin operasyon sonrasi yasam kalitelerini ve komplikasyon oran-
larini karsilastirmayi amacladik.

Gerecg ve Yontemler: Ocak 2021- Aralik 2021 arasinda iki merkezde treterolitotripsi yapilip dahil etme kri-
terlerine uygun olan hastalar 4 Fr ve 4,7 Fr Dj stent takilanlar olarak iki gruba ayrildi. Taslari tamamen frag-
mante edilen, geride kalan tasi olmayan, tas boyutu 10 mm ve daha kii¢clik olan hastalar ¢alismaya dahil
edildi. Veriler hastane otomasyon sistemi ve es zamanli tutulan hasta dosyalarindan elde edildi. Hastalar
operasyon sonrasi birinci haftada kisa form-12 (SF-12: short form-12) 6lcegiyle fiziksel ve mental bilesenleri
ayri ayri degerlendirildi. Operasyon sonrasi liclincli haftada Dj stentleri cekilene kadar olan stent intoleransi
nedeniyle acil servis basvurusu, agr kesici gereksinimi, stent migrasyonu ve operasyon sonrasi Uriner sis-
tem enfeskiyonu (IYE) gibi komplikasyonlar ayrica degerlendirildi.

Bulgular: Her bir grupta 30 hasta olmak Uzere toplam 60 hasta calismaya dahil edildi. 4 Fr Dj stent taki-
lan hastalarda operasyon sonrasi birinci haftada kisa form-12 6lceginin fiziksel bilesen skoru daha yiiksek
olarak saptandi (sirasi ile, 48,8 vs. 43,9, p= 0,005), benzer olarak mental bilesen skoru da bu grupta daha
yuksek olarak gorild (sirasi ile, 53,9 vs. 46,4, p= 0,001). Her iki grupta operasyon sonrasi komplikasyonlar
acisindan istatistiksel anlamli bir fark saptanmadi.

Sonug: Her iki stent ¢esidi operasyon sonrasi benzer komplikasyon oranlarina sahip olsa da Ureterolitotripsi
sonrasi 4 Fr Dj stent, hastalarin yasam kalitesini 4,7 Fr Dj stente g6re daha az olumsuz etkilemektedir

Anahtar Kelimeler: operasyon sonrasi komplikasyonlar, stent, (ireteroskopi, yasam kalitesi
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ABSTRACT

Objective: Ureteral double J (Dj) stents placed after ureterolithotripsy often have negative effects on the
patient’s comfort. In our study, we aimed to compare the postoperative quality of life (QoL) and postopera-
tive complication rates of the patients with a smaller diameter (4 Fr) Dj stent and the most frequently used
4.7 Fr Dj stent.

Material and Methods: Patients who had ureterolithotripsy at two centers between January 2021 and
December 2021 and met the inclusion criteria were divided into two groups as those with 4 Frand 4.7 Fr Dj
stent placement. Patients with complete fragmentation, no residual stones, and a stone size of 10 mm or
smaller were included in the study. Data were obtained from the hospital automation system and patient
files. The physical and mental components of the patients were evaluated separately with the SF-12 (Short
form-12) QoL scale in the first postoperative week. Postoperative complications such as emergency admis-
sion due to stent intolerance, analgesic requirement, stent migration, and postoperative urinary system
infection (UTI) were also evaluated until Dj stents were removed in the third postoperative week.

Results: A total of 60 patients, 30 patients in each group, were included in the study. The physical com-
ponent score of the SF-12 scale was higher in the first postoperative week in patients with a 4 Fr DJ stent
(48.8 vs. 43.9, p= 0.005, respectively), and similarly, the mental component was higher in this group (53.9
vs. 46.4, p= 0.001, respectively). There was no statistically significant difference in terms of postoperative
complications in both groups.

Conclusion: Although both stent types have similar post-operative complication rates, the 4 Fr Dj stent
after ureterolithotripsy affects the quality of life of patients less negatively than the 4.7 Fr Dj stent.

Keywords: Postoperative complications, quality of life, stent, ureteroscopy

GIRIS

Ureter taslarinin tedavisinde kullanilan (ireterorenoskoplarin minyatiirizasyonu sayesinde ve komp-
likasyon oranlarinin giderek diismesiyle ureterolitotripsi en sik uygulanan ve kilavuzlarca 6nerilen tedavi
metodu haline gelmistir (1). Ureterolitotripside tas kirllmasinin ardindan komplike olmayan vakalarda rutin
stentleme 6nerilmese de, klinisyenler tarafindan Dj stent uygulamasi oldukga yaygindir. Dj stent kullanimi-
nin hastalara getirdigi ve siklikla karsimiza ¢ikan cesitli semptomlar bulunmaktadir (2). Bu semptomlarin
basinda dizuri, ani idrara sikisma, sik idrara ¢ikma, Uriner inkontinans, makrohematdri, flank veya suprapu-
bik agn gelmektedir Bu durumlar hastalarin yasam kalitesinde belirgin distise yol agmaktadir (3).

Ureteral stentlere bagl morbiditeyi etkileyen faktérlerin basinda stentin capi gelmektedir. Klinik pra-
tikte kullanilan Dj stentler 4 Fr, 4,7 Fr, 5 Fr, 6 Fr, 7 Fr gibi farkl caplara sahiptir. Yapilan ¢alismalarda farkh
stent caplarinin avantaj ve dezavantajlari tzerinde durulmustur. Yapilan calismalarda o6zellikle 4,7 Fr ve 6
Fr Dj stentler karsilastirilmis ve daha kiiguk capli stentlerin daha iyi tolere edildigi, daha az agriya yol actig
belirtilmis, bunun yaninda bazi calismalarda stent migrasyon riskinin daha ylksek oldugu belirtilmistir (4).
Yasam kalitesi, operasyon sonrasi ates, sekonder girisim basarisi karsilastirildiginda ise stent capinin etkisi
gorilmemistir (4,5).

Galismamizda 4 Fr ve 4,7 Fr caph Dj stentlerin Ureterolitotripsi sonrasi birinci haftada yasam kalitesi
Uzerine etkisi ve operasyon sonrasi analjezik gereksinimi, stent migrasyonu ve operasyon sonrasi yiiksek
ates oranina etkileri karsilastirildi.

GEREC VE YONTEMLER

Calisma Dizayni
Ocak 2021 - Aralik 2021 tarihleri arasinda, iki merkezde, Ureter tasi nedeni ile Ureterolitotripsi uygula-
nan hastalar icerisinden dahil etme kriterlerine uygun olan 60 hastanin verileri geriye donuk olarak ince-
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lendi ve calismaya dahil edildi. Her iki merkezde ikiser deneyimli Groloji uzmani tarafindan Ureterolitotripsi
uygulandi ve takipleri yapildi. Hastalar iki gruba ayrilarak analiz edildi: Tas fragmantasyonu sonrasinda 4
Fr Dj stent takilan hastalar ve 4,7 Fr Dj stent takilan hastalar. Taslari tamamen kirilan, operasyon sonrasi
birinci giin direkt Uriner sistem grafisinde geride kalan tasi gériilmeyen, tas boyutu 10 mm ve daha kiicik
olan hastalar calismaya dahil edildi. Bobrek tasi eslik eden, peroperatif herhangi bir komplikasyon gelisen,
Ureterde darligin eslik ettigi hastalar calismadan dislandi. Hastalara operasyon sonrasi dénemde stent tole-
rasyonunu artirmak amaciyla herhangi bir medikasyon baslanmadi. Alfa bloker veya antikolinerjik ilaglarin
kullanimi dislama kriteri olarak degerlendirildi.

Operasyon Teknigi

Ureterolitotripsi holmium-YAG lazer veya pnémotik litotriptér yardimiyla 9,5-11,5 Fr Gireterorenoskop
(Karl Storz Endoscopy-America, El Segundo, California) ile yapildi. Dj stent olarak hastalarin timunde ayni
tip ve modelde stent kullanildi. Operasyon sonrasi birinci giin direkt Uriner sistem grafisi ¢ekilerek rezidi
kalkil ve stentin konumu degerlendirildi. Hastalara operasyon sonrasi birinci haftada telefon araciligiyla
kisa form-12 formuyla yasam kalitesi sorgulamasi yapildi. Hastalarin stentleri operasyon sonrasi tg¢linci
haftada cekildi. U¢ haftalik dénemde hastalar komplikasyonlar acisindan takip edildi.

Hastalarin demografik karakteristikleri, tas lokalizasyonu, boyutu, sayisi, kisa form-12 anketinin mental
ve fiziksel saglik bilesenleri retrospektif olarak degerlendirildi. Operasyon sonrasi donemdeki stent intole-
ransi nedeniyle acil servis basvurusu, agri kesici gereksinimi, stent migrasyonu ve operasyon sonrasi Uriner
sistem enfeksiyonu (IYE) ayrica analiz edildi. Uriner sistem enfeksiyonu 38 °C ates ve idrar/kan kiiltirinde
Ureme olmasi olarak tanimlandi. Operasyon sonrasi komplikasyonlar ayrica stent ¢ekilmesinin 6ncesinde
degerlendirildi.

Galismanin yiritilmesinde etik kurul onayi ve hastalardan onam formu alindi (Etik kurul numarasi:
2021/0741).

istatistiksel Analiz

istatistiksel analizler SPSS v22.0 (SPSS Inc, Chicago, IL, USA) kullanilarak yapildi. Gruplar arasi normallik
dagilimi Kolmogorov-smirnov testiyle degerlendirildi. Parametrik ortalamalarin karsilastirilmasinda bagim-
siz 6rneklem t-test kullanildi. Kategorik degiskenlerin analizinde ise Ki-kare testi veya Fisher’s exact testi
kullanildi. P degeri <0,05 olmasi istatistiksel olarak anlamli kabul edildi.

BULGULAR

Her bir grupta 30 hasta olmak Uzere, toplam 60 hasta calismamiza dahil edildi. Yas ve cinsiyet 4 Fr ve
4,7 Fr Dj stent takilan hastalar arasinda istatistiksel olarak benzerdi. Viicut kitle indeksi 4,7 Fr Dj stent takilan
hastalarda daha yuksekti (sirasiile, 27,8 vs. 24,9, p=0,002). Her iki grupta da daha siklikla distal Greter tasla-
rina yonelik olarak Ureterolitotripsi uygulandi ve tas lokalizasyonu, tas boyutu, tas sayisi gibi 6zellikler her
iki grupta da benzerdi (Tablo-1).

Birinci hafta yasam kaliteleri karsilastirildiginda, 4 Fr Dj stent takilan hastalarda hem fiziksel saglik bi-
leseni hem de mental saglik bileseni skorlari, 4,7 Fr Dj stent takilanlara gére daha yuksekti. Birinci haftada
PCS-12, 4 Fr hasta grubunda ortalama 48,8 iken, 4,7 Fr grubunda 43,9 olarak gorildi (p=0,005). Yine 4 Fr
takilan hastalarda MCS-12, ortalama 53,9 iken, 4,7 Fr takilanlarda 46,4 olarak goéruldu (p= 0,001) (Tablo-2)
(Figlr-1).

Operasyon sonrasi uzun dénem komplikasyonlar 4 Fr ve 4,7 Fr Dj stent takilan hastalar arasinda karsi-
lastinldi. Daha kiicuik capli (4 Fr) Dj stent takilan hastalarda acil basvuru orani ve analjezik gereksinim diizeyi
daha diistikken, stent migrasyon orani ise daha yiiksek olarak goriildi. iki grup arasindaki bu farkhliklar ise
istatistiksel anlamli diizeyde saptanmadi (Tablo-3).
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Tablo 1. Demografik karakteristikler ve hasta 6zellikleri
4 Fr Dj stent 4,7 Fr Dj stent p
n (%) n (%)
Yas, yil Ort£SS 40,4+£14,4 46,7£14,0 0,089t
Cinsiyet
-Erkek 20 (66,7) 19 (63,3)
-Kadin 10(33,3) 11 (36,7) 0,787¢
VKi, kg/m?Ort+SS 24,9425 27,8+4,3 0,002
Taraf
-Sag ureter 21(70) 14 (46,7)
-Sol Ureter 9 (30) 16 (53,3) 0,067°¢
Tas lokalizasyonu
-Proksimal 5(16,7) 10(33,3)
-Orta 10 (33,3) 8(26,7)
-Distal 15 (50) 12 (40) 0,329¢
Tas boyutu, mm Ort+SS 79+1,7 8,0+2,6 0,921t
Tas sayisi
-1 25(83,3) 26 (86,7)
-2 5(16,7) 4(13,3) 0,718¢
Ort: Ortalama, §S: Standart sapma, VKI: Viicut kitle indeksi
¢ Ki-kare testi, : Bagimsiz drneklem t-test
Tablo 2. Dj stent caplarina gore kisa form-12 bilesenlerinin karsilastiriimasi
4 Fr Dj stent 4,7 Fr Dj stent P
PCS-12 Ort£SS 48,5+3,9 43,9+7,6 0,005"
MCS-12 Ort+SS 53,9+5,5 46,4+7,1 0,001!
MCS-12: Mental saglik bileseni, Ort: Ortalama, PCS-12: Fiziksel saglik bileseni, SS: Standart sapma
t: Bagimsiz 6rneklem t-test
Tablo 3. Dj stent caplarina gore operasyon sonrasi komplikasyonlarin karsilastiriimasi
4 Fr Dj stent 4,7 Fr Dj stent P
n (%) n (%)
Acil basvurusu 1(3,3) 5(16,7) 0,085¢
Analjezik gereksinimi 0(0) 3(10) 0,076°¢
Stent migrasyonu 2(6,7) 0(0) 0,150¢
Operasyon sonrasiiYE 0 (0) 1(3,3) 0,313¢

C: Ki-kare testi

Figiir 1. Operasyon sonrasi birinci haftada 4 Fr ve 4,7 Fr Dj stent takilan hastalarda kisa form-12 yasam kalitesi bilesen-

lerinin karsilastiriimasi

Ortalama PCS-12

100,04 100,04

Ortalama MCS-12

B
Stent Cap1 Stent Capi
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TARTISMA

Galismamizda Ureterolitotripsi sonrasi 4 Fr ve 4,7 Fr Dj stent takilan hastalarin operasyon sonrasi bir
haftalik donemdeki yasam kaliteleri karsilastirildi. Calismamizda 4 Fr Dj stent takilan hastalarin treterolitot-
ripsi sonrasi birinci haftadaki kisa form-12 bilesenlerinden hem fiziksel hem de mental yasam kalitesi skor-
lar, 4,7 Fr Dj stent takilanlara gore istatistiksel anlamh diizeyde yuksekti. Her iki grup arasinda operasyon
sonrasi komplikasyonlar acisindan ise anlamli farklilik saptanmadi.

Gahsmamizdakine benzer sekilde, daha 6nceki calismalarda da daha kicuk Ureteral stent caplarinin
hasta konforuna katki sagladigi saptanmistir. Calismamizda digerlerinden farkli olarak Greteral stentin has-
tayi fiziksel veya emosyonel olarak guinliik aktivitelerinden alikoymasi, kisa form-12 yasam kalitesi 6lcegi
kullanilarak degerlendirildi. Ertlirk ve ark/nin ¢calismasinda treteroskopi sonrasi 4,7 Fr ve 6 Fr Uireteral stent
takilan hastalar 0-5 arasi skorlanarak agri ve iritatif iseme acisindan karsilastirilmis ve istatistiksel anlamh
fark saptanamamis (6). Ureteral stent semptom skoru (USSQ) ile degerlendiren 3 calismada da stent capi
daha kiiclik olanlarda daha distk Uriner semptom, agri, genel saglik ve ek problem skorlari saptanmistir.
Kim ve ark. 5 Fr ve 6 Fr Dj stent takilan hastalari karsilastirmis 6zellikle 5 Fr Dj stent takilanlarda diistk Griner
semptom skorlari saptanmistir (7). Nestler ve ark. ise 4,7 Fr, 6 Fr ve 7 Fr takilan hastalari karsilastirmis, stent
capi arttikga Ureteral semptom skorunun da arttigi gosterilmistir (5). Cubuk ve ark!nin ¢alismasinda 4,8 Fr,
6 Fr ve stentsiz hastalar karsilastiriimis ve stent takilan hastalarda Griner semptomlarin daha sik gorildiagi
ve hasta komforunun diistiigi saptanmis. 4,7 Fr Dj stent takilan hastalarda ise USSQ skoru 6 Fr grubuna
gore daha dusik saptanmis (8). Calismamizda da benzer olarak 4 Fr Dj stent takilan hastalarin 4,7 Fr Dj stent
takilanlara gore birinci haftada daha yliksek yasam kalitesine sahip oldugu goésterilmistir. Daha kiigtik caph
stentlerin daha yliksek oranda yasam kalitesini aciklayabilecek ilk hipotez dar stent capinin Greter [imenine
olusturdugu basincin daha az olmasidir. Heniiz valide edilmis bir calismasi olmasa da en gecerli sebebin
Ureteral temas ve basincin az olmasi seklinde ileri stirilmektedir. Bir diger etken de daha genis capli stent-
lerin daha az bukdlebilir bir yapiya sahip olmasiyla agiklanabilir (9).

Operasyon sonrasi komplikasyonlar acisindan 6zellikle stent migrasyonu ve ates incelenmistir. Ertiirk
ve ark’nin ¢alismasinda 4,7 Fr Dj stentin operasyon sonrasi donemde anlamli diizeyde distale migrasyon
riski tasidigi gosterilmistir, operasyon sonrasi ates orani ise benzer olarak gorilmistir (6). Nestler ve ark.
operasyon sonrasi komplikasyonlari farkl stent caplarinda benzer olarak saptamistir. Ayrica ikincil girisim-
lerin basari orani da degerlendirmis, anlamli bir fark bulunamamustir (5). Cubuk ve ark!nin calismasinda da
stent migrasyonu degerlendirilmis ve benzer oranda saptanmistir (8). Damiano ve ark. stent migrasyon
oranini 4,8 Fr Dj stentte 6 Fr Dj stent takilanlara gore daha yiiksek diizeyde saptamistir, fakat istatistiksel an-
lamli bir sonucg elde edememislerdir (10). Calismamizda istatistiksel anlamli olmasa da acil basvuru orani ve
analjezik gereksinimi 4 Fr Dj stent takilan hastalarda 4,7 Fr takilanlara gore daha dusukken, stent migrasyon
orani ise daha yuksekti.

Galismamizin kisithliklarinin basinda retrospektif olmasi gelmektedir. Kisith hasta sayisina sahip olmasi
bir diger limitasyon olarak karsimiza ¢ikmaktadir. Bu calismada 6zellikle farkli captaki Dj stentlerin ope-
rasyon sonrasi donemde hastalarin fiziksel ve mental yasam kalitelerine etkisinin degerlendirilmesi amag-
landi, fakat Uriner semptomlar Uzerine etkisini degerlendirecek bir sorgulama yapilmamasi kisithlik olarak
degerlendirilebilir. Bu limitasyonlara karsin, calismamiz Ureterolitotripsi sonrasi 4 Fr Dj stent takilan hasta-
larla 4,7 Fr takilanlari operasyon sonrasi yasam kalitesi ve komplikasyonlar acisindan degerlendirenilk calis-
madir. 4 Fr Dj stent kullanimi rutin pratikte ¢ok sik olmasa da hasta konforuna katki sagladigi gosterilmistir.
Stent capinin arttik¢a yasam kalitesinin diisttigu, Griner semptomlarin daha siklastigi dnceki calismalarla da
beraber degerlendirildiginde gorilmektedir.

SONUC

Ureterolitotripsi sonrasinda 4 Fr Dj stent takilmasi, 4,7 Fr Dj stente gdre hastanin operasyon sonrasi
yasam kalitesine anlamli katki saglamaktadir. Hasta konforuna olan katkisinin yaninda operasyon sonrasi
komplikasyon oranlari da benzer diizeydedir.
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Aim&Scope

Amac

Endouroloji Biilteni Endotroloji Dernedi’ nin bilimsel, hakemli, acik erisimli yayinidir. Derginin mali giderleri Endodroloji Der-
negdi tarafindan karsilanmaktadir. Toplulugumuz kar amaci gitmemekte; troloji alaninda akademik egitim standartlari yik-
seltmeyi, teknik bilimsel ve sosyal etkinlikler ile ulusal ve uluslararasi kurumlar arasi etkilesimi arttirmayi hedeflemektedir.
Dergi yilda 3 sayi olarak, Ocak, Mayis ve Eylil aylarinda yayinlanir.

Derginin yayin dili Tirkce ve ingilizcedir. TUm yazilarin bashk ve ézetleri hem ingilizce hem Tirkce olarak yayinlanir.
Endodroloji Bllteni’ nin amaci bilimsel kaliteli arastirma makaleleri, derlemeler, editére mektuplar, vaka raporlari ve cerrahi
teknik raporlarina ek olarak, troloji ile iliskili cerrahi éykisu, etik, cerrahi egitim, adli tip alanlarinda cesitli makaleler yayinla-
yarak literatlUre katkida bulunmaktir.

Baltenin hedef okuyucusu 6ncelikle Uroloji - alt brans uzman ve tipta uzmanlik édrencileri (yan dal 6gdrencileri) olmakla
birlikte, saglik bilimlerinin diger branslarindaki ve genel tip uzmanlarindan Uroloji ile ilgilenen hekimlerdir. Ayrica Urolojinin
iliskili oldugu tip disi bilimlerden uzman ve égrenciler de Endouroloji Bllteni’ nin dogal paydaslaridir.

Kapsam

Endouroloji Bllteni’nde, yiksek bilimsel kalitede arastirma makaleleri, nadir karsilasilan olgu sunumlari, karsithik makaleleri,
editdére mektup, konusunda uzman kisilerce hazirlanmis giincel literatlr hakkindaki derlemeler, cerrahi teknikleri iceren vi-
deo yazilar ve EndoUroloji alaninda diinyaca bilinirligi olan kisiler tarafindan hazirlanan giincel ve gelecekteki pratige yonelik
yorumlar yayinlanir.

Endouroloji Bulteni, Groloji ve Grolojiyi ilgilendiren konularda orijinal makaleleri, olgu sunumlarini ve derlemeleri yayin icin
kabul eden hakemli bir dergidir.

Endouroloji Bilteni, Endotroloji Dernegi’nin yayin organidir. Dergi yilda 3 sayi olarak, Ocak, Mayis ve EylUl aylarinda yayin-
lanir.

Endodiroloji Bllteni; bagimsiz, tarafsiz ve cift-kér degerlendirme ilkelerine sahip uluslararasi, bilimsel, acik erisim, cevrimici
bir dergidir.

Endouroloji Bilteni’ nin dili Tirkce ve ingilizcedir.

Derginin editéryal ve yayin strecleri, Uluslararasi Tip Dergisi Editérleri Komitesi (ICMJE), Diinya Tip Editérleri Birligi (WAME),
Yayin Etigi Komitesi (COPE) ve Avrupa Bilim Editérleri Birligi (EASE) kurallarina uygun olarak sekillenmektedir. Dergi, insan
goénulller Gzerinde yapilan tibbi arastirmalarda Etik ilkeler konusunda Diinya Tip Birligi (WMA) Helsinki Bildirgesi’ ne uygun
olarak yayin yapmaktadir. Bilimsel Yayincilikta Seffaflik ve En Iyi Uygulama ilkelerine uygundur (doaj.org/bestpractice).
Dergide yayinlanan yazilarda yer alan ifadeler veya gériisler Endoiroloji Dernedi, editérler, yayin kurulu ve / veya yayincinin
goruslerini dedil, yazarin gorislerini yansitir. Editorler, editérler kurulu ve yayinci, bu tlr materyaller icin herhangi bir sorum-
luluk kabul etmemektedir.

Dergiye yazi gdndermek, bunlarin islenmesi ve yayinlanmasi Ucretsizdir. Degerlendirme ve yayin slrecinde yazarlardan
herhangi bir Ucret talep edilmez.

Yayinlanan tim icerige https://endourolojibulteni.com/category/arsiv/ adresinden Ucretsiz olarak erisilebilir.

Dergiye gdnderilecek tim yazilar, www.dergipark.gov.tr/tr/pub/endouroloji adresinde bulunan ¢evrimici basvuru sistemi
aracihdiyla sunulmalidir. Dergi kurallari, teknik bilgiler ve gerekli formlar da ayni sayfada bulunabilir.

Endodiroloji Dernegi, dergide yayinlanan tim icerigin ulusal ve uluslararasi telif hakkina sahiptir.

Dergi dijital ortamda online yayinlanmaktadir.

Balten ile ilgili tm islemler ve yayin Ucretsizdir. Dederlendirme ve yayin slrecinde yazarlardan herhangi bir Gcret talep
edilmez.
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Aim

Endourology Bulletin is a scientific, referred, open access publication of the Endourology Society. Society is a non-profit orga-
nization, and it aims to increase the standards in the field of urology, including the education of academicians, professionals,
and the public. The society also aims to create or make contributions to the development of technical, scientific, and social
facilities. For this purpose, it also cooperates with any related institutions, organizations, foundations, and societies from the
national and international areas.

The Endourology Society covers the journal’s financial expenses. The journal is published three times a year- in January, May,
and September, respectively, and the journal’s language is Turkish and English.

The purpose of the Endourology Bulletin is to contribute to the literature by publishing urological manuscripts such as scientif-
ic articles, reviews, letters to the editor, case reports, reports of surgical techniques, surgical history, ethics, surgical education,
and articles of forensic medicine.

The target group of the journal consists of academicians working in the field of urology, urologists, residents of urology, and
all other fields of expertise and practitioners interested in urology.

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

Scope

All published content is available for free at www.dergipark.gov.tr/en/pub/endouroloji.

All manuscripts submitted to the journal should be submitted through the online application system available at www.dergi-
park.gov.tr/en/pub/endouroloji.

Instructions for authors, including technical information and required forms, can be found at the journal’s website www.der-
gipark.gov.tr/en/pub/endouroloji.

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

The statements and/or opinions indicated in the articles published at the journal reflect the author’s views, not the opinions of
the editors, editorial board and/or the Endourology Society; Editors and publishers do not accept any responsibility for such
materials.

No fee is required for submitting articles, evaluating, processing, or publishing the authors.

The Endourology Society has national and international copyright to all content published in the journal.

The journal is published online.
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Author Guidelines

Yazarlar, Endouroloji Bulteni’ne bir makale gdnderirken makalelerinin telif hakkini dergiye vermeyi kabul etmis sayilir. E§er
yazarin calismasinin basiimasi reddedilirse, yazinin telif hakki yazarlara geri verilir.
Dergi, yazarlarin yayin haklarini kisitlama olmaksizin saklamasini saglar.
Yazarlarin kimlik bilgileri ve e-posta adresleri hicbir sekilde baska amaclar icin kullaniimamaktadir.
Gonderilen yazilarin daha 6nce yayinlanmamis olmasi veya baska bir dergide degerlendirme asamasinda olmamasi gerek-
mektedir.
Gonderilen yazilar herhangi bir kongrede takdim edilmis ise bu durum godnderilen makalede dipnot olarak bildirilmelidir.
Derginin Yayin Kurulu, tim itirazlari Yayin Etik Komitesi (COPE https://publicationethics.org/resources/flowcharts/hand-
ling-post-publication-critiques) kurallari cercevesinde ele alir. Bu gibi durumlarda, yazarlar temyiz ve sikayetleri ile ilgili olarak
yayin kuruluyla dogrudan iletisime gecmelidir. Gerektiginde, dahili olarak coztlemeyen sorunlari cézmek icin bir ombudsman
atanabilir. Editor, tim temyiz ve sikayetler icin karar verme sUrecindeki nihai otoritedir.
erginin editoryal ve yayin strecleri, International Council of Medical Journal Editors (ICMJE http:/www.icmje.org/recommen-
dations/browse/publishing-and-editorial-issues/) yonergelerine gore sekillendiriimektedir.
Endouroloji Bulteni yayincilikta seffaflik ve en iyi uygulama ilkelerine uygundur (DOAJ https://doaj.org/apply/transparency/).
Bir yazinin yayin icin kabul edilmesinde en édnemli kriterler 6zgunluk, yUksek bilimsel kalite ve alinti potansiyelinin varligidir.
Dergide yayinlanmak Gzere gdnderilen yazilar, daha énce baska bir yerde yayinlanmamis ve yayinlanmak Uzere génderilmemis
olmalidir. Bir kongrede teblig edilmis ve 6zeti yayinlanmis calismalar organizasyonun ad, yeri ve tarihi belirtilmek sarti ile kabul
edilebilir.
Deneysel, klinik, ilac calismalarinin ve bazi vaka raporlarinin arastirma protokollerinin Etik Kurul tarafindan uluslararasi séz-
lesmelere uygun olarak onaylanmasi (Dinya Tip Birligi Helsinki Deklarasyonu “insan Denekleri ile ilgili Tibbi Arastirmalar icin
Etik llkeler’ https:/www.wma.net/policies-post/wma-declaration-of-helsinki-ethical-principles-for-medical-research-invol-
ving-human-subjects/) gereklidir. Gerekli gortlmesi halinde yazarlardan etik kurul raporu veya bu rapora esdeger olan resmi
bir yazli istenebilir.
e Uzerinde deneysel calisma yapilan gonulli kisilere ve hastalara uygulanan prosedurler ve sonuclari anlatildiktan sonra
onaylarinin alindigini ifade eden bir aciklama yazinin icinde bulunmalidir.
e Hayvanlar Gzerinde yapilan arastirmalarda aci ve rahatsizlik verilmemesi icin yapilan uygulamalar ve alinan tedbirler
acik olarak belirtilmelidir.
e  Hasta onami, etik kurulun ad, etik kurul toplanti tarihi ve onay numarasi ile ilgili bilgiler makalenin “Gerec¢ ve Yontem”
bolumunde de belirtiimelidir.
e  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 belirtiimesi
gereklidir.
Dergimize gdnderilen tim yazilar intihal tespit etme programi (iThenticate) ile degerlendiriimektedir. Benzerlik oraninin %20
ve alti olmasi énerilmektedir.
Derginin Yayin Kurulu, tim 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 ¢cdzUlemeyen
sorunlart ¢c6zmek icin bir ombudsman (badimsiz denetci) atanabilir. Bas Editor, tum temyiz ve sikayetler icin karar verme
surecindeki nihai otoritedir.
Yazarlar, Endouroloji Bulteni’ ne bir makale génderirken makalelerinin telif hakkini dergiye vermeyi kabul etmis sayilir. Eger
yazarin calismasinin basilimasi reddedilirse, yazinin telif hakki yazarlara geri verilir.
Endodroloji Bulteni’ ne gdnderilen her makale, adi gecen yazarlarin ttmandn imzaladidl yazar katki ve vyayin haklari devir
formu ile birlikte gonderilmelidir. (https:/dergipark.org.tr/tr/journal/3154/file-manager/17373/download)
Sekiller, tablolar veyahembasilihemdeelektronik formatlardakidiger materyaller de dahilolmak Gizere baskakaynaklardanalinan
icerigi kullanan yazarlarin telif hakki sahibinden izin almalari gerekir. Bu husustaki hukuki, mali ve cezai sorumluluk yazarlara aittir.
Endouroloji Bulteni’nde yayinlanan vyazilarda belirtilen ifadeler veya gorUsler yazarlara aittir. Editorler, editdrler kurulu ve
yayincl, bu yazilar icin herhangi bir sorumluluk kabul etmemektedir. Yayinlanan icerikle ilgili nihai sorumluluk yazarlara aittir.
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Author Guidelines
Authors’ credentials and e-mail addresses are not used for other purposes.
The submitted articles should be previously unpublished and should not be under consideration by any other journal.
If whole or a part of the submitted articles are presented in any congress, this should be noted in the submitted article.
The journal’s Editorial Board handles all appeal and complaint cases within the scope of Committee on Publication Ethics
(COPE) guidelines. In such cases, authors should contact the editorial office directly regarding their appeals and complaints.
When needed, an ombudsperson may be assigned to resolve cases that cannot be resolved internally. The Editor in Chief is
the final authority in the decision-making process for all appeals and complaints.
The editorial and publication processes of the journal are shaped following the guidelines of the International Council of Med-
ical Journal Editors (ICMJE).
The journal conforms to the Principles of Transparency and Best Practice in Scholarly Publishing (DOAJ).
Originality, high scientific quality, and citation potential are the most important criteria for a manuscript to be accepted for
publication. Manuscripts submitted for evaluation should not have been previously presented or already published in an elec-
tronic or printed medium. Manuscripts presented in a meeting should be submitted with detailed information on the organi-
zation, including the name, date, and location of the organization.
An approval of research protocols by the Ethics Committee following international agreements (World Medical Association
Declaration of Helsinki “Ethical Principles for Medical Research Involving Human Subjects”) is required for experimental, clin-
ical, and drug studies and 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 written
informed consent of patients and volunteers was obtained following a detailed explanation of the procedures 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.
« Itis the authors’ responsibility to protect the patients’ anonymity carefully. 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 20%.
When submitting a manuscript to Endourology Bulletin, authors accept to assign the copyright of their manuscript to the jour-
nal. If rejected for publication, the manuscript’s copyright will be assigned back to the authors. Endourology Bulletin requires
each submission to be accompanied by an Author Contribution&Copyright Transfer Form (available for download https://der-
gipark.org.tr/). Authors must obtain permission from the copyright holder when using previously published content, including
figures, tables, or any other material in both print and electronic formats. In this regard, legal, financial, and criminal liabilities
belong to the author (s).
Statements or opinions expressed in the manuscripts published in Endourology Bulletin reflect the authons views (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 regarding the published content rests with the authors.


https://publicationethics.org/resources/flowcharts/handling-post-publication-critiques
http://www.icmje.org/recommendations/browse/publishing-and-editorial-issues/
https://doaj.org/apply/transparency
https://www.wma.net/policies-post/wma-declaration-of-helsinki-ethical-principles-for-medical-research-involving-human-subjects/
https://dergipark.org.tr/
https://dergipark.org.tr/
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PREPARATION OF MANUSCRIPT

Makaleler yalnizca online olarak https:/dergipark.org.tr/pub/endouroloji adresinden gonderilebilir. Baska bir yolla gonderilen
yazilar degerlendirilmeye alinmayacaktir.

Dergiye godnderilen yazilar, 6ncelikle yazinin dergi kurallarina uygun olarak hazirlanmasini ve sunulmasini saglayacaklari tek-
nik degerlendirme surecinden gecer. Derginin kurallarina uymayan yazilar, teknik dtzeltme talepleri ile gbnderen yazara iade
edilir. Editor, ana metni degistirmeden dizeltme yapabilir. Editoér, yukarida belirtilen sartlara uymayan makaleleri reddetme
hakkini sakl tutar.

Yazarlarin asagidaki belgeleri gbndermeleri gerekir:

Yazar katki ve Yayin Hakki Devir Formu

Bilgilendirilmis Onam Formu

ICMJE Cikar Catismasi Formu

e Baslik Sayfasi (Makale Basligi, kisa baslik, yazarin adi, unvani ve kurumu, sorumlu yazarin iletisim bilgileri, arastirmayi
destekleyen kurulus varsa kurulusun adt)

e Ana belge (Tum makalelerde, ana metinden dnce de Ozet bélumu yer almalidir)

e  Sekiller (JPEG format)

e Tablolar (en fazla 6 tablo)

Ana Belgenin Yayina Hazirlig

Yazilar bilgisayar ile cift aralikli olarak 12 punto buyukligunde ve Times New Roman karakteri ile yaziimalidir. Her sayfanin ba-
tun kenarlarinda en az 2.5 cm bosluk birakiimalidir. Ana metin, yazarlarin adlari ve kurullari hakkinda hicbir bilgi icermemelidir.
Yayin cesitleri;

Arastirma Turu Ozet Kelime Sayisi Referans Sayisl Tablo ve FigUrler
Ozgun Arastirma 250 4000 30 10
Derleme 250 5000 100 10
Olgu Sunumu 300 2000 20 10

Ozgun makaleler yapilandiriimis bir Ozet (abstract) (Giris, Gerec ve ydntemler, Bulgular, Sonuclar, Referanslar, Tartisma, gerekli
ise Onam, Figurler; resim, grafik cizim, video, Tablolar) icermelidir.
Olgu sunumlari icin yapilandiriimis Ozet gerekmez. Ozet balimu 300 sozcuk ile sinirlandiriimalidir. Ozet de kaynaklar, tablolar
ve atiflar kullanilamaz. OzUn bittigi satirin altinda sayisi 3-5 arasinda olmak Uzere anahtar kelimeler verilmelidir.
Turkiye disindaki Ulkelerden yazi génderen vazarlar icin Baslik, Ozet, Anahtar Kelimeler ve vaziyla ilgili diger bazi temel bo-
[imlerin Turkce olarak gdonderilmesi zorunlu degildir. Bu bolimlerin cevirileri, yazarlar tarafindan génderilen 6zgin ingilizce
metinler dikkate alinarak dergi editorltigu tarafindan yapilacaktir.
Makalede kullanilan tum kisaltmalar, ilk kullanimda tanimlanmalidir. Kisaltma, tanimi ardindan parantez icinde verilmelidir.
Ana metinde bir ilac, Urtn, donanim veya yazilim programindan bahsedildiginde, GrGntn adi, Grinun Greticisi, Gretim sehri ve
Ureten sirketin Ulkesi de dahil olmak Uzere Urln bilgileri (ABD’de ise devlet dahil) parantez icinde verilmelidir.
Anahtar kelime secimi icin lUtfen Index Medicus’'un (MeSH) tibbi konu basliklarina bakiniz: https:/meshb.nlm.nih.gov
MeSHonDemand .
Tum kaynaklara, tablolara ve sekillere ana metinde atifta bulunulmall ve kaynaklar, ana metinde gecen siraya gére numaralan-
dinllmalidir. Kullanilan semboller, sembollerin standart kullanimlarina uygun olmalidir.
Ozgun Arastirma makaleleri klinik veya temel arastirma sonuclarini icermeli, elestirel okuyucular icin kabul edilebilir olacak
kadar iyi belgelenmelidir. En fazla 4000 kelime olmali ve sirasiyla asagidaki basliklari icermelidir;

e  Baslik (hem Turkce hem ingilizce)

o  Ozet (hem Turkce hem Ingilizce)

e Anahtar Kelimeler (hem Turkce hem ingilizce)

e (Giris

e  Gerec ve yontemler

e Bulgular



https://dergipark.org.tr/pub/
https://meshb.nlm.nih.gov/MeSHonDemand
https://meshb.nlm.nih.gov/MeSHonDemand
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Tartisma
Sonuglar
Sekillerin ve tablolarin basliklari (gerekirse)
Kaynaklar
Olgu sunumlari en fazla 2000 kelime olmali ve sirasiyla asagidaki basliklari icermelidir;
e  Baslik (hem Turkce hem ingilizce)
e Ozet (hem Turkce hem ingilizce)
e Anahtar Kelimeler (hem Turkce hem ingilizce)
o Giris
e Olgu sunumu
e Tartisma ve Sonug
e  Sekillerin ve tablolarin basliklari (gerekirse)
e Kaynaklar
Derlemeler yapilandiriimis olmali, en fazla 5000 kelimeden olusmali ve sirasiyla asagidaki basliklari icermelidir;
e Baslik (hem Turkce hem ingilizce)
e Ozet (hem Turkce hem ingilizce)
e Anahtar Kelimeler (hem Turkce hem ingilizce)
e Anametin
e Sonug
e Sekillerin ve tablolarin basliklari (gerekirse)
e Kaynaklar
Sistematik derlemeler icin yazarla PRISMA yoénergelerine uymalidir; http:/www.prisma-statement.org/documents/PRIS-
MA%202009%20checklist.pdf

Editére Mektuplar en fazla 1000 kelime olmali ve asagidaki alt basliklarr icermelidir;
e Baslk
e Anahtar kelimeler
e Anametin
e Sekillerin ve tablolarin basliklari (gerekirse)
e Kaynaklar
Sekillerin ve tablolarin yayina hazirhgi
o  Sekiller, grafikler ve fotograflar, makale yukleme sistemi araciligiyla ayri dosyalar (JPEG formatinda) halinde
sunulmalidir.
e Dosyalar bir Word belgesine veya ana belgeye gomulmemelidir.
e Seklin alt birimleri oldugunda; alt birimler tek bir géruntd olusturmak icin birlestiriimemelidir. Her alt birim, basvuru
sistemi araciligiyla ayri ayri sunulmalidir.
e Sekil alt birimlerini belirtmek icin goéruntiler Arabik rakamlarla (1,2,3...) numaralandiriimalidir.
e Gonderilen her bir seklin en dtstuk co6zunurltga 300 DPI olmalidir.
e  Sekillerin basliklari ana belgenin sonunda listelenmelidir.
e Bilgi veya resimler hastalarin tanimlanmasina izin vermemelidir. Kullanilan herhangi bir fotograf icin hastadan ve/veya
yasal temsilcisinden yazili bilgilendirilmis onam alinmalidir.
Tablolar ana belgeye gémulmeli veya ayri dosyalar halinde sunulmalidir. Tablo sayisi alti adet ile sinirlandiriimalidir. TUm tab-
lolar, ana metinde kullanildigi sirayla art arda numaralandiriimalidir. Tablo basliklari ve aciklamalari ana belgenin sonunda lis-
telenmelidir.

Kaynaklar

Kaynaklar yazida kullanilan kaynaklar cimlenin sonunda parantez icinde belirtilmelidir. Kaynaklar makalenin sonunda yer al-
mall ve makalede gecis sirasina gore siralanmalidir. Kaynaklar yazarlarin soyadlarini ve adlarinin bas harflerini, makalenin basli-
gini, derginin adini, basim yilini, sayisini, baslangic ve bitis sayfalarini belirtmelidir. Alti ve daha fazla yazari olan makalelerde ilk
3yazardan sonrasticin ‘et al.” veya ‘ve ark.” ifadesi kullaniimalidir. Kisaltmalar Index Medicus’ a uygun olmalidir.

Kaynaklarin sonuna alinti yapilan makalelerin doi linki eklenmelidir.


http://www.prisma-statement.org/documents/PRISMA%202009%20checklist.pdf
http://www.prisma-statement.org/documents/PRISMA%202009%20checklist.pdf
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Ornekler

Makaleler icin:

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. https://doi.org/10.1089/end.2008.0596
Kitap icin:

1.Gunalp I: Modern Uroloji. Ankara: Yargicoglu matbaasi, 1975. Kitap bolumleriicin: 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-technology-history/
Bildiriler icin;

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.

Tez icin;

Ercan S. Vendz yetmezlikli hastalarda kalf kasl egzersizlerinin vendz fonksiyona ve kas glclne etkisi. Stleyman Demirel Uni-
versitesi Tip Fakultesi Spor Hekimligi Anabilim Dali Uzmanlik Tezi. Isparta: Stileyman Demirel Universitesi. 2016.

Geri Cekme veya Reddetme

Yazlyl Geri Cekme: Gonderilen yazinin degerlendirme strecinde gecikme olmasi vb. gibi gerekcelerle yaziyi geri cekmek ve
baska bir yerde yayinlatmak isteyen yazarlar yazili bir basvuru ile yazilarini dergiden geri cekebilirler.

YazI Reddi: Yayinlanmasi kabul edilmeyen yazilar, gerekcesi ile geri génderilir.

Kabul sonrasi

Makalenin kabul edilmesi durumunda, kabul mektubu iki hafta icinde sorumlu yazara gdnderilir. Makalenin baskidan dnceki
son hali yazarin son kontrollne sunulur. Dergi sahibi ve yayin kurulu, kabul edilen makalenin derginin hangi sayisinda baslla-
cagina karar vermeye yetkilidir.

Yazarlar, makalelerini kisisel veya kurumsal web sitelerinde, uygun alinti ve kUtUphane kurallarina bagl kalarak yayinlayabilirler.

PREPARATION OF MANUSCRIPT

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 following 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 aforementioned requirements. Corrections may be done
without changing the main text.

Authors are required to submit the following:

* Author Contribution&Copyright Transfer Form,

* Informed Consent Form

+ ICMJE Disclosure of Interest Form

« Title Page (including Title of Manuscript, Running title, author (s) ‘s name, title, and institution, corresponding author’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 tables)

Preparation of the Main Document

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

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

Original articles should have a structured abstract. (Aim, Material and Methods,

and Turkish keywords are not required for the international authors. The editorial office will provide these.

Results, Conclusion). For case reports, the
structured abstract is not used. Limit the abstract to 300 words. References, tables, and citations should not be used in an ab-
stract. Authors must include relevant keywords (3-5) on the line following the end of the abstract. The Turkish title, abstracts,

All'acronyms and abbreviations used in the manuscript should be defined first, 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 the 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 of 4000 words and include subheadings below;

* Title (both in Turkish and English)
» Abstract (both in Turkish and Eng

lish)

» 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 of 2000 words and include subheadings below;

* 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 of 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 the editor should be maximum of 1000 words and should include subheadings below;

* Title
» Keywords
* Main text



* Figures and Tables Legend (if necessary)
* References

Preparation of the Figures and Tables
The submission system should submit figures, graphics, and photographs as separate files (in JPEG format).

* 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 sub-
mitted separately through the submission system.

* Arabic numbers should number images 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 the identification of patients, and written informed consent for publication
must be sought for any photograph.

Tables should be embedded in the main document or submitted as separate files, but if tables are submitted separately, please
note where it is suitable in the main text. Tables are limited to 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 parenthesis 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 with 6 or more authors ‘et al’
are mixed with the first three authors. Abbreviations should be according to index Medicus.

Authors must add the DOI (Digital object identifier) at the end of each reference.

For Examples;

Article in journal: 1. Tasci A, Tugcu V, Ozbay B, Mutlu B, Cicekler O. Stone formation in prostatic urethra after potassium-ti-
tanyl-phosphate laser ablation of the prostate for benign prostatic hyperplasia. J Endourol 2009;23:1879-81. https:/doi.
0rg/10.1089/end.2008.0596

For Books: 1.GUnalp I: Modern Uroloji. Ankara: Yargicodlu matbaasi, 1975. Chapters in books: Anderson JL, Muhlestein JB. Extra
corporeal ureteric stenting during laparoscopic pyeloplasty. Philadelphia: W.B. Saunders; 2003. p. 288-307

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 guclne etkisi. Suleyman
Demirel University Faculty of Medicine Sports Medicine Department Thesis. Isparta: Suleyman Demirel University. 2016.
Retraction or Reject; Manuscript Retraction: For other reasons, authors may withdraw their manuscript from the journal with
a written declaration.

Manuscript Reject
The manuscripts which are not accepted to be published are rejected with explanations.

AFTER ACCEPTANCE

If the manuscript is accepted, the acceptance letter is sent within two weeks, the last version of the manuscript is sent to the
author for the last corresponding. The journal owner and the editorial board are authorized to decide 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 appropriate cite and library
rules.
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Peer Review Process

Cift-Kor Degerlendirme Sureci
1. Makale Basvurusu
Ilgili yazar, makalesini Dergipark cevrimici sistemi araciligiyla dergiye génderir.

2. Editoryal Degerlendirme
Editorluk, ilgili makalenin derginin yazim kurallarina gére duzenlenip dizenlenmedigini kontrol eder. Bilimsel icerigi bu
asamada degerlendirmez.

3. Editor tarafindan degerlendirme
Editor, makalenin orijinal olup olmadigini denetler. Degdilse, makale ret edilerek stre¢c tamamlanir.

4. Hakem Daveti

Editor, makalenin bilimsel iceriginin dederlendirilmesi icin konu ile ilgili hakemlere davet génderir. Genellikle 2 hakeme davet
gonderilir. llgili yaziy hakemlerden birisi ret digeri kabul ettigi takdirde, bolum editdri uygun gérirse Ucincl bir hakemin
incelemesi icin davetiye gdonderebilir.

5. Davete Yanit
Secilen hakemler, daveti génderilen yaziyi kendi uzmanliklarina, cikar catismalarina ve kullanilabilirlik durumlarina karsi gizli
olarak degerlendirir. Daha sonra kabul veya reddetmektedirler.

6. inceleme Sureci

Hakem, makaleyi cesitli acilardan degerlendirdikten sonra (15 gln icerisinde) elestiri ve dnerilerini iceren hakem
degerlendirme formunu editdre gdonderir. Major veya mindr revizyonlar sonrasinda hakem yaziyi tekrar degerlendirmek
istemis ise 6neri ve elestiriler yazarlara iletilerek duzeltilmis yaziyi tekrar sisteme yUklemeleri istenir. Bu strec hakemin kabul
veya ret cevabi verene kadar devam eder.

7. Derginin Degerlendirme Streci
BolUm Editord, genel bir karar vermeden 6nce geri gdnderilen tim degerlendirmeleri dikkate alir. Hakem degerlendirme
sonuclari cok farkliysa, editdr bir karar almadan dnce fazladan bir fikir edinmek icin ek bir inceleme isteyebilir.

8. Kararin lletilmesi
Bolum Editoru, yazi hakkindaki son kararina hakem isimleri gizlenerek hakem raporlarini da ekler ve yazara cevrimici sistem
ve e-mail araciligi ile génderir.

9. Sonraki Adimlar
Makale kabul edilirse, dil editérine génderilir. Bu asamalardan sonraki adimlar;
e Son kopya gonderisi
e Mizanpaj
e Duzeltmeler
e Yayinlanacak gdnderilerin erken baski olarak web sayfasina yerlestiriimesi
e Sayi olusturulmasi
e icindekiler sayfasi diizenlenmesi
e Web sitesinde sayi olarak yayinlanmasl ve baski

*Kurum ici degerlendirme sdrecinde; cift kbr degerlendirme strecindeki adimlar izlenmektedir.
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The Double-Blind Peer Review Process
1. Submission of Paper
The corresponding author submits the paper via Dergipark online system to the journal.new

2. Editorial Office Assessment
Editorial Office checks the paper’s composition and arrangement against the journal’s Author Guidelines to make sure it
includes the required sections and stylizations. The quality of the paper is not assessed at this point.

3. Appraisal by the Editor
Editor checks that the paper is appropriate for the journal and is sufficiently original and interesting. If not, the paper may be
rejected without being reviewed any further.

4. Invitation to Reviewers
Editor sends invitations to individuals he or she believes would be appropriate reviewers. As responses are received, further
invitations are issued, if necessary, until the required number of acceptances is obtained - commonly this is 2.

5. Response to Invitations
Potential reviewers consider the invitation as anonymous against their own expertise, conflicts of interest and availability.
They then accept or decline. If possible, when declining, they might also suggest alternative reviewers.

6. Review is Conducted

The reviewer sets time aside to read the paper several times. The first read is used to form an initial impression of the work.
If major problems are found at this stage, the reviewer may feel comfortable rejecting the paper without further work. Oth-
erwise they will read the paper several more times, taking notes so as to build a detailed point-by-point review. The review
is then submitted to the journal, with a recommendation to accept or reject it - or else with a request for revision (usually
flagged as either major or minor) before it is reconsidered.

7. Journal Evaluates the Reviews
The Section Editor considers all the returned reviews before making an overall decision. If the reviews differ widely, the edi-
tor may invite an additional reviewer so as to get an extra opinion before making a decision.

8. The Decision is Communicated
The Section Editor sends a decision email to the author including any relevant reviewer comments as anonymous.

9. Next Steps
If accepted, the paper is sent to language Editor. If the article is rejected or sent back for either major or minor revision,
the Section Editor should include constructive comments from the reviewers to help the author improve the article. At this
point, reviewers should also be sent an email or letter letting them know the outcome of their review. If the paper was sent
back for revision, the reviewers should expect to receive a new version, unless they have opted out of further participation.
However, where only minor changes were requested this follow-up review might be done by the Section Editor. After these;

e Copyedit submission

e Layout

e Corrections

e  Publishing the submissions on the web page as early print

e Creating issues

e QOrganize Table of Contents

e Publishing the issue on the web page and printing hardcopy

*We are applying the same steps on The Double-Blind Peer Review Process when we got the in-house submission.
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