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Ozet

Amag: Mesane boynu korunan ve korun-
mayan hastalarda robotik radikal prostatekto-
mi (RARP) sonuglarinin kargilastiriimast.

Gereg ve Yontemler: Tek cerrahin ger-
ceklestirdigi ve ilk 50 vakanin 6grenme eg-
risi nedenli ¢aligma dis1 birakildig1 ameliyat-
lar alindi. Grup 1 (mesane boynu korunan,
n=141) ve Grup 2 (mesane boynu korunma-
yan, n=73)de sirasiyla ortalama hasta yas1 64.4
ve 65.2 (p=0.396), serum PSA diizeyi 12.1 ve
12.6 (p=0.846), bilateral norovaskiiler demet
(NVB) koruma 89 (%63.1) ve 53 (%72.6)
ve unilateral NVB koruma 32 (%22.6) ve 14
(%19.1) hasta idi.

Bulgular: Grup 1 ve 2de sirasiyla ortala-
ma prostat agirlig1 56.03 ve 72.9 gr (p=0.001),
posterior rabdosfinkter rekonstriiksiyonu
(rocco siitiirit) orani %11.3 ve %9.6 (p=0.694),
ortalama konsol siiresi 154.2 ve 164.3 daki-
ka (p=0.164), intraoperatif kan kaybi 91.8
ve 103.7 cc (p=0.098), hastanede yatis stiresi
4.01 ve 4.04 giin (p=0.879), iiretral kateter
¢ekim stiresi 8.6 ve 9.5 giin (p=0.04), pozitif
cerrahi sinir orani 43 (%30.4) ve 19 (%26.0)
(p=0.494), ortalama ¢ikarilan lenf nodu say-
lar1 13 ve 14 (p=0.602) idi. Postoperatif 7., 14.
ve 21. giinlerde sistogramda kagak olmayan
ve tiretral kateteri gekilen hasta sayis1 sirasiyla
Grup 1de 78 (%66.1), 37 (%31.3) ve 3 (%2.5);
Grup 2 de 61 (%83.5), 10 (%13.6) ve 2 (%2.7)
idi. En az 1 yillik takip siiresi olan hastalardan
(n=185), erken kontinans (sonda ¢ekilmesini

takiben kontinan) oranlar1 Grup 1 ve Grup 2

Abstract

Objective: To present the outcomes of
robotic radical prostatectomy (RARP) in pa-
tients with and without bladder neck sparing.

Material and Methods: A single surgeon
series of cases after having an experience of >50
procedures were included. Group-1 included
patients with bladder neck spared, n=141 and
Group-2 included patients with bladder neck
not spared, n=73. Mean patient age, preopera-
tive serum PSA, bilateral neurovascular bundle
(NVB) sparing and unilateral NVB-sparing
were 64.4 versus 65.2 years (p=0.396); 12.1 ver-
sus 12.6 ng/ml (p=0.846); 89 (63.1%) versus 53
(72.6%) and 32 (22.6%) versus 14 (19.1%), re-
spectively in Groups 1 and 2.

Results: Mean prostate weights were
56.03 gr and 72.9 gr in Groups 1 and 2, respec-
tively (p=0.001). Rocco suture was performed
in 11.3% and 9.6% of Groups 1 and 2, respec-
tively (p=0.694). Mean console time, intraop-
erative blood loss, duration of hospital stay
and urethral catheter removal time in Groups
1 and 2 were 154.2 vs 164.3 min (p=0.164);
91.8 vs 103.7 cc (p=0.098); 4.01 vs 4.04 days
(p=0.879) and 8.6 vs 9.5 days (p=0.04), re-
spectively. Positive surgical margin rates were
similar (43 (30.4%) vs 19 (26.0%) in both
groups (p=0.494). Mean lymph node yielded
were 13 vs 14 in Groups 1 and 2, respectively
(p=0.602). Cystography on postoperative day-
7, day-14 and day-21 showed no leakage and
urethral catheter was removed in 122 (86.5%),
15 (10.6%) and 4 (2.8%) of Group-1, and 61

* Bu ¢alisma, 12-13.Nisan.2018 tarihlerinde Istanbulda diizenlenen Endourological Society, Symposium on Robotics and New Technologies in

prostate cancer isimli toplantida en iyi 3. poster 6dilii almustir.
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Robotik Prostatektomi ve Mesane Boynu Koruma

de sirasiyla %58 ve %31 idi (p=0.001). Total kontinan hasta say1st
sirastyla Grup 1 ve 2'de postoperatif 1. ayda %70 ve %41 (p=0.002);
3. ayda %81 ve %60 (p=0.004); 6. ayda %92 ve %82 (p=0.053) idi.

Sonug: Mesane boynu koruyucu RARP postoperatif erken tiri-
ner kontinans kazanilmasinda avantaja sahiptir.

Anahtar Kelimeler: prostat, robotik, mesane boynu koruma

GiRIS
Robotik  radikal
(RARP) lokalize prostat kanseri tedavisinde popiila-

prostatektomi  ameliyatinin
ritesi glin gectikge artmakta olup siklikla kullanilan
bir cerrahi tedavi yontemi olmaya baglamistir (1).
RARP’m ii¢ boyutlu gériintii, optik biytitme, tremor
filtrasyonu saglamasi gibi avantajlar1 vardir (2). Buna
ragmen mesane boynu belirlenmesi yogun adipoz
doku varligy, gecirilmis pelvik cerrahi, mesane duva-
rinda kalinlasma, ¢ok biiylik prostat voliimii ve me-
dian lob varlig: gibi nedenlerle zor olabilir. Ayrica bu
agamada yanlis doku planinda diseksiyon yapilmasi-
nin (6rn. prostat icine dogru veya mesane trigonuna
dogru) onkolojik sonuglarda basarisizliga veya mesane
boyun rekonstriiksiyon gereksinimine neden olabile-
cegini gosteren ¢aligmalar vardir (3). Mesane boynu
koruyucu teknik, cerrahi sonrast kontinans oranlarini
artirmak amaciyla i¢ sfinkterin korunmas1 mantigiyla
bulunmustur. Bir¢ok ¢alismada mesane boynu koru-
yucu teknigin onkolojik sonuglardan taviz vermeden
uygulanabilecegine yonelik ¢alismalarda tartismali
sonuglar elde edilmistir (4-7). Bu ¢aligmada RARP s1-
rasinda mesane boynu koruyucu yaklagim uygulanan
ve uygulanamayan hastalardaki cerrahi, onkolojik ve
fonksiyonel sonuglar karsilastirilmistir.

GEREG VE YONTEMLER

Subat 2009 ile Aralik 2017 arasinda tek cerrah
(A.E.C.) tarafindan gergeklestirilen toplam 264 RARP
ameliyatinin verileri retrospektif olarak incelendi.
Operasyon 6ncesinde inkontinans tarifleyen, nérojen
mesanesi olan hastalar ve 6grenme egrisini tamam-

(83.5%), 10 (13.6%) and 2 (2.7%) of Group-2, respectively. Of the
available 185 patients, following removal of the catheter, immediate
continence rate was 58% and 31% in Groups 1 and 2, respectively
(p=0.001). On postop 1st-month, 70% and 41% of the patients in
Groups 1 and 2, respectively were fully continent (p=0.002). On po-
stop 3rd-month, 81% and 60% of the patients in Groups 1 and 2,
respectively were fully continent (p=0.004). On postop 6th-month,
92% and 82% of the patients in Groups 1 and 2, respectively were
fully continent (p=0.053).

Conclusion: Bladder neck sparing RARP procedure has an ad-
vantage in terms of gaining postoperative early urinary continence.

Keywords: prostate,robotics,bladder neck spare

layana kadar olan, cerrahin ilk 50 vakasi ¢caliyma dis1
birakildi.

DAmico siniflamasina gore orta ve yiiksek risk
grubundaki hastalara RARP sirasinda bilateral pelvik
genisletilmis lenfadenektomi uygulandi. Tiim hastala-
ra postoperatif 7. giin sistografi gekildi. Uriner ekstra-
vazasyon saptanmamasi halinde transiiretral kateter
cekildi. Ekstravazasyon saptanmasi halinde sonda ce-
kilmesi i¢in 7 giin daha beklendi ve yeniden sistografi
yapildi. Tekrar ekstravazasyon saptanmasi halinde ise
21. giinde sistografi yapilarak kagak olmamast duru-
munda transiiretral kateter ¢ekildi. RARP sonras1 has-
talar; birinci ayda ve sonrasinda ilk iki y1l 3 ayda bir
takiplere cagirild.

Hastalarin demografik (yas, viicut kitle indeksi,
serum total PSA diizeyi, prostat voliimil), patolojik
(Gleason skorlari, patolojik timor evresi, cerrahi sinir
pozitifligi), intraoperatif (cerrahi stiresince kan kaybs,
konsol siiresi, nrovaskiiler demet korunma, mesane
boynu koruma, posterior rekonstriiksiyon teknik-
leri ve intraoperatif komplikasyon) ve postoperatif
(hastanede yatis ve kateter kalig siiresi, postoperatif
komplikasyon) verileri kaydedildi. Ayrica takip siire-
si boyunca hastalarin adjuvan tedavi alip almadiklars,
fonksiyonel (erektil fonksiyon ve iiriner inkontinans)
ve biyokimyasal niiks gelisimi gibi verileri de retros-
pektif olarak incelendi.

Preoperatif ve postoperatif erektil fonksiyon duru-
mu uluslararasi erektil fonksiyon indeksi (IIEF-5) ile
degerlendirildi (10). IIEF skoruna gore hastalar agir
(1-7), ilimh (8-11), orta (12-16), hafif (17-21) erektil
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Tablo 1. Preoperatif hasta karakteristikleri (PSA:Prostat spesifik antijen, VKI: Viicut kitle Indeksi, ED: Erektil Disfonksiyon).

Tiim hastalar (n=214) Grup 1 (n=141) Grup 2 (n=73) P
Hasta yas1 ortalama (y1l) 64.7+6.5 64.4+6.6 65.246.5 0.396
Serum PSA (ng/mL) 12.2+1.7 12.1+1.9 12.6+1.5 0.846
Prostat voliimii (cc) 61.8+28.4 56.03+20.2 72.9+37.3 0.001

Biyopsi Gleason skoru: n (%)
343

80 (%56.7)

44 (%60.2)

ED yok (22-25): n (%)
Hafif ED (17-21): n (%)
Orta ED (12-16): n (%)
Tlimli ED (8-11): n (%)
Agir ED (5-7): n (%)

47 (%33.3)
12 (%8.5)
20 (%14.1)
25 (%17.7)
37 (%26.2)

344 27 (%19.1) 13 (%17.8)
443 13 (%9.2) 6 (%8.2)
>8 21 (%14.8) 10 (%13.6)
Preoperatif ITEF skoru:

19 (%26.0)
9 (%12.3)
17 (%23.2)
15 (%20.5)
13 (%17.8)

disfonksiyon ve erektil disfonksiyon yok (>21) olarak
5 gruba ayrildi. Preoperatif olarak impotans: olan ve
operasyon sirasinda norovaskiiler demet korunmayan
hastalar erektil fonksiyon degerlendirmesinden ¢ika-
rildi. TIEF-5 skoru 21 ve iizerinde olan hastalar normal
olarak kabul edildi. Erektil fonksiyon degerlendirilir-
ken en az 1 y1l takibi bulunan hastalar ele alind1.

Perioperatif komplikasyonlar modifiye Clavien-
Dindo simiflamasina (MCDS) gore degerlendirildi
(11). Intraoperatif ve postoperatif 0-30 giin i¢inde ge-
lisen komplikasyonlar erken dénem, 31-90 giin iginde
gelisen komplikasyonlar ge¢ donem olarak siniflan-
mistir. MCDS’ye gore 1 ve 2. derece komplikasyonlar
minor olarak siniflandirilirken; 3, 4 ve 5. derece komp-
likasyonlar major olarak siniflandirilmigtir.

RARP sonrasi ardigik 2 PSA diizeyinin 0.2 ng/
mPDnin tizerinde olmas: biyokimyasal niiks olarak ka-
bul edildi.

Fonksiyonel sonuglardan kontinans, sonda ¢ekilir
cekilmez(erken), birinci, tigiincii, altinct ve on ikinci
aydaki takiplerinde degerlendirildi. Hi¢ ped kullanma-
yan veya giivenlik pedi kullanan hastalar tam kontinan
olarak kabul edildi.

Tiim hastalar mesane boynu korunup korunama-
masina gore 2 gruba ayrildi. Mesane boynu korunan
hastalar grup 1 (n=141), mesane boynu korunmayan
hastalar grup 2 (n=73) olarak degerlendirildi.
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Cerrahi Teknik

Tiim RARP prosediirleri da Vinci Xi® robotik cer-
rahi sistemi kullanilarak tek cerrah tarafindan (A.E.C.)
uygulandi. Standart olarak RARP vakalari, daha 6nce
tanimladigimiz standart transperitoneal teknikle uy-
gulandi (12). Mesane boynu koruyucu yaklagimda ise
Retzius bosluguna girildikten sonra prostat ¢evresin-
deki yagli doku diseke edildi. Yagli doku eksize edilme-
si mesane boynunun anatomik olarak cerrah tarafin-
dan net bir sekilde goriintillenmesinde 6nemlidir. Me-
sane boynu diseksiyonuna baslanirken bipolar forceps
ile mesane boynu posteriora retrakte edilerek mesane-
prostat bileskesine monopolar makas ile yiizeyel doku
diseksiyonu yapilir. Derin diseksiyon yapilirken bipo-
lar forceps ile tiretranin her iki laterali goriintiilenir.
Uretradan ayrilan lateral dokular monopolar makas ile
kesilir. Transtiretral sonda ileri-geri hareket ettirilerek
iretranin yeri tam olarak goriintiilenir ve mesane boy-
nu termal hasarindan kaginilmis olur. Uretra disek-
siyonu sirasinda bipolar forceps kullanilarak ince di-
seksiyonla tiim iiretra serbestlenir. Bipolar forceps ile
tiretra altindan gegilerek iiretra tam olarak izole edilir.
Uretra kesilirken mesane bipolar forceps ile geriye ret-
rakte edilir. Uretra kesildikten sonra posteriorda kalan
prostat mesane bileskesindeki plan disseke edilir. Ar-
dindan daha 6nce serbestlenen her iki seminal vezikiil
ve vas deferens operasyon sahasina alinir.
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Sekil 1. Asamalarla robotik radikal prostatektomi sirasinda mesane boyun diseksiyonu

a) Periprostatik adipoz dokunun uzaklastirilmasi

b) Mesane boynunun monopolar makas ile yiizeyel
diseksiyonu

¢) Mesane boynunun derin diseksiyonu

d) Bipolar forceps ile iiretra serbestlenmesi

e) Uretranin kesilmesi

f) Bipolar forceps ile iiretra altindan gegilerek iiretra-
nin kesilmesi

g) Van Velthoven tipi vezikoiiretral anastomoz yapil-
mast

h) Su gecirmez vezikotiretral anastomozun goriiniimil

istatistiksel Analiz

Verilerin analizinde SPSS 16 (IBM, Illionis, USA)
programi kullanildi. Verilerin analizinde tanimlayici
istatistik, gruplar arasi karsilastirmada bagimsiz or-
neklem T testi veya Mann Whitney U testi, kalitatif ve-
riler i¢in ise Pearson ¢?, Yates c?veya Fisher’s ¢* testleri
kullanildi. P<0.05 i¢in sonuglar anlamli olarak kabul
edildi.

BULGULAR

Preoperatif hasta karakteristikleri Tablo 1de gos-
terilmistir. Prostat volimii grup 2 (72.9)de grup 1
(56.03)¢ oranla anlaml olarak daha yiiksek bulun-
mustur (p=0.001).

Peroperatif ve postoperatif hasta karakteristikleri
Tablo 2'de 6zetlenmistir. Uretral kateter ¢ekim siiresi
Grup 1 ve Grup 2 igin sirastyla 8.6 ve 9.5 giin (p=0.04)
olarak saptandu.

Modifiye clavien siniflama sistemine gore periope-
ratif siire icinde (0-30 giin) grup 1'de 2 mindr (skrotal
6dem, perivezikal siv1 kacag1 spontan rezoliisyon) ve
1 major (insizyon yeri evisserasyonu) grup 2de 1 mi-
nor (atrial fibrillasyon) and 2 major (postoperatif yo-
gun bakim tnitesinde izlem gereksinimi) komplikas-
yon meydana geldi. Postoperatif 31-90 giin icerisinde
komplikasyon izlenmedi.

Pozitif cerrahi sinir orani Grup 1'de %30.4 ve Grup
2de %26.0 ile benzer olarak saptandi. (p=0.494)

Tablo 3'de hastalarin fonksiyonel sonuglar1 gosteril-
mistir. En az 1 yillik takip siiresi bulunan hastalarda
kontinans ve erektil fonksiyon degerlendirilmesi yapil-
mustir.

Grup 1 ve 2de postoperatif kontinans degerlendi-
rilmesi erken donemde (sonda cekilmesini takiben)
(%58 ve %31, p=0.001), 1. ayda (%70 ve %41, p=0.002)
ve 3. ayda (%81 ve %60, p=0.004) yapilmis ve konti-
nans oranlar1 mesane boynu korunan (Grup 1) has-
talarda anlamli olarak daha iyi saptanmigtir. Postope-
ratif 6. ayda ise total kontinan hasta sayis1 Grup 1 ve
grup 2de sirasiyla %92 and %82 olarak bulunmugtur
(p=0.053).

TARTISMA

Mesane boynu, iiriner kontinansi saglamak ama-
cryla varolan kompleks iiretral sfinkter mekanizma-
sinin parcasi olarak karsimiza ¢ikmaktadir. Uretral
sfinkter dista iskelet kasi icte diiz kastan olusan, ire-
ter orifislerinden membrandz iiretraya dek uzanan ve
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Tablo 2. Peroperatif ve postoperatif hasta 6zellikleri. (NVD: Nérovaskiiler demet ADT: Androjen deprivasyon tedavisi).

Grup 1 Grup 2 P
Cerrahi (konsol) stiresi (dakika) 154.2+ 36.1 164.3+38.3 0.164
Kan kaybi (cc) 91.8+44.2 103.7£58.1 0.09
NVD-koruyucu teknik: n (%)
Uygulanmad 20 (%14.1) 6 (%8.2)
Tek tarafli 32 (%22.6) 14 (%19.1)
Cift tarafli 89 (%63.1) 53 (%72.6)
Posterior rekonstriiksiyon (Rocco) siitiirii, n (%) 16 (%11.3) 7 (%9.6) 0.694
Hastanede yatig siiresi, giin 4.01+1.4 4.04£1.6 0.87
Sonda ¢ekilme siiresi, giin 8.6+2.6 9.53.1 0.04
Perioperatif komplikasyon (0-30 giin) (Clavien-Dindo simiflamast),
n (%)
Grade 1 2 (%1.4) 0 (%0)
Grade 2 0 (%0) 1(%1.3)
Grade 3a 0 (%0) 0 (%0)
Grade 3b 1(%0.7) 2 (%2.7)
Grade 4 0 (%0) 0 (%0)
Grade 5 0 (%0) 0 (%0)
Postoperatif komplikasyonlar (30-90 giin), n (%) 0 (%0) 0 (%0)
Patolojik Gleason skorlari, n (%)
3+3 54 (%38.2) 32 (%43.8)
3+4 46 (%32.6) 22 (%30.1)
443 17 (%12) 9 (%12.3)
4+4 6 (%4.2) 3 (%4.1)
345 4 (%2.8) 0 (%0)
>4 45 13 (%9.2) 6 (%8.2)
Pozitif cerrahi sinir, n (%)
Toplam 43 (%30.4) 19 (%26.0) 0.494
pT2 14 (%9.9) 6 (%8.2)
pT3 29 (%20.5) 13 (%17.8)
Patolojik T evresi, n (%)
pTO 2 (%1.4) 1(%1.3)
pT2 76 (%53.9) 47 (%64.3)
pT3a 43 (%30.4) 14 (%19.1)
pT3b 18 (%12.7) 11 (%15)
pT4 2 (%1.4) 0 (%0)
Patolojik N evresi, n (%)
pNx 0 (%0) 0 (%0)
pNO 138 (%97.8) 68 (%93.1)
pN1 3 (%2.1) 5 (%6.8)
Cikarilan lenf nodu sayisi, n 13+7.8 14+4.7 0.602
Biyokimyasal rekiirrens n (%) 7 (%4.9) 3 (%4.1)
Adjuvan ADT n (%) 5(%71.4) 2 (%66.6)
Adjuvan radyoterapi n (%) 2 (%28.5) 1(%33.3)
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Tablo 3. Hastalarin postoperatif fonksiyonel sonuglari.

Grup 1 Grup 2 P degeri

Kontinans, n (%), takibi olan 134 (%100) 51 (%100)

Erk'en kontinans (sonda ¢ekilmesini 78 (%58) 16 (%31) 0.001
takiben), n (%)

L.y, n (%) 95 (%70) 21 (%41) 0.002
3.ay, n (%) 109 (%81) 31 (%60) 0.004
6.ay, n (%) 124 (%92) 42 (%82) 0.053
ll::;:;zr(HEFZZI), n (%) Preoperatif potent 43 (%100) 17 (%100)

6 ay, n (%) 20 (%46) 7 (%41) 0.708
12 ay, n (%) 28 (%65) 10 (%58) 0.649

liretray1 ¢epegevre saran bir yapidir (13). Bu sfinkter
yapisinin korunarak kontinansa olumlu etki goriile-
bilecegi diigiincesi ile olusturulan ‘mesane boynu ko-
ruyucu teknik ilk olarak 1992 yilinda tanimlanmistir
(14). Mesane boynu koruyucu yaklasim ile uygulanan
acik radikal prostatektominin kanser kontroliinden
6diin vermeksizin uygulanabildigini gosteren (4-6)
ve bunun tersi olarak cerrahi sinir pozitifligine neden
olabilecegini gosteren ¢aligmalar bulunmaktadir (8-9).
Bellangino ve ark. yaptiklar1 derlemede mesane boynu
koruyucu yaklasimin 6zellikle prostat bazalinde cer-
rahi sinir pozitifligini artirdigini saptamuslardir (15).
Bizim ¢alismamizda cerrahi siur pozitifligi Grup 1de
daha fazla olmakla birlikte iki grup arasinda anlamli
fark saptanmamugtir (p=0.494).

RARP sirasinda taktil uyarinin olmamasi mesane
boynu diseksiyonunu 6zellikle 6grenme stirecinde, en
zorlu agamalardan biri haline getirmektedir (16-17).
Mesane boynu koruyucu RARP uygulanip cerrahi si-
nir pozitifligi, biyokimyasal rekiirrens ve rezidii prostat
dokusu kalan hastalarin yiiksek bulundugu ¢alismalar-
da bu duruma dikkat etmek gereklidir. Caliymamizda
6grenme egrisindeki hastalarin ¢aligma dis1 birakilma-
s1 bu dezavantaji ortadan kaldirmis olup cerrahi sinir
pozitifligi bu nedenle gruplar arasinda benzer bulun-
mus olabilir.

Kontinans ve erektil fonksiyon RARP sonrasi en
onemli fonksiyonel parametreler olarak karsimiza
cikmaktadir (18). Ozellikle kontinansin erken kazanil-
mas1 adina mesane boynu koruyucu teknikler 6nem
kazanmus ve degisik teknikler tanimlanmuistir (19-20).

Bartoletti ve ark mesane boynu korunmadan
RARP, tek basina mesane boynu koruyucu RARP, me-
sane boynu koruyucu yaklasimla birlikte posterior re-
konstriiksiyon uygulanan RARP ve retropubik radikal
prostatektomi ve mesane boynu koruyucu yaklagim
uygulanan hastalarin verilerini karsilagtirmig, RARP
ile birlikte mesane boynu koruyucu yaklasim ve pos-
terior rekonstriiksiyon uygulanan hastalarin, mesane
boynu korunmadan RARP uygulanan hastalara ve
retropubik radikal prostatektomi ve mesane boynu
koruyucu yaklagim uygulanan hastalara oranla ilk yil
daha iyi kontinans oranlarina sahip oldugunu goster-
mislerdir (21). Calismamizda da mesane boynu koru-
yucu yaklasim uygulanan hastalarin her iki grupta da
bir bolimiine posterior rekonstriiksiyon uygulanmis
olup iki grup arasinda anlaml fark saptanmamistir
(p=0.694).

Caliymamizdaki komplikasyon oranlar1 diger se-
rilerle benzerlik gostermektedir (22). Mesane boynu
kontraktiirii veya liriner retansiyon gibi mesane boynu
ile ilgili olabilecek komplikasyonlara Grup 1de rast-
lanmamustir.

Mesane boynu koruyucu RARP uygulanan has-
talarda hastanede kalis ve transiiretral sonda ¢ekilme
stiresinin daha kisa oldugunu bildiren ¢alismalar mev-
cuttur. Bu caligmalarda mesane boynu korunmayan
hastalar anastomoz kacag1 ve gec iyilesme ile iliskili
goriinmektedir (13). Calismamizda gruplar arasin-
da hastanede kalis siirelerinde anlamli fark saptan-
mamakla birlikte, mesane boynu korunan hastalarda
transiiretral sonda ¢ekilme siiresinin daha kisa oldugu
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goriilmiistiir. Mesane boynunun korunmasi, mesane
boynunun korunamamasina bagli olabilecek anasto-
moz kagagi ve buna sekonder gelisebilecek peritonit,
ileus ve transiiretral sondanin uzun siire kalmasina
baglh gelisebilecek iiriner enfeksiyon gibi komplikas-
yonlarin 6niine gecilmesini saglayabilir.

Calismamizin bazi kisithiliklart mevcut olup bun-
lardan birincisi retrosektif tasarimi olmasidir. Ikinci-
si, calisma 8 yillik uzun bir periyod icindeki hastala-
r1 kapsamakta olup zaman igerisinde mesane boynu
korunmasi i¢in farkli cerrahi teknikler kullanilmistir.
Uclinciisii ise hastalarin operasyon oncesi kontinans
durumlarini belirlemede preoperatif objektif bir kon-
tinans durum degerlendirilmesi yapilmamustir.

SONUC

Yeterli cerrahi deneyim kazanildiktan sonra yapi-
lan mesane boynu koruyucu RARP ameliyati, kanser
kontroliinden 6diin vermeksizin kontinansin erken
kazanilmasinda avantajli goriinmektedir. Ayrica me-
sane boynu korunan hastalarda transiiretral sondanin
erken gekilmesi gelisebilecek komplikasyonlar acisin-
dan koruyucu olabilir.

KAYNAKLAR
1. HuJC, Gu X, Lipsitz SR, Barry MJ, D’Amico AV, Weinberg

AC, et al. Comparative effectiveness of minimally invasive
vs open radical prostatectomy. JAMA 2009;302:1557-64.

2. Berryhill RJr, Jhaveri ], Yadav R, Leung R, Rao S, El-Hakim
A, et al. Robotic prostatectomy: a review of outcomes com-
pared with laparoscopic and open approaches. Urology
2008;72:15- 23.

3. Piechaud T, Annino F. Bladder neck dissection during ro-
botic assisted laparoscopic radical prostatectomy. In: John
H, Wiklund P, editors. Robotic urology. Berlin: Springer;
2013. p. 247-58

4. Shelfo SW, Obek C, Soloway MS. Update on bladder neck
preservation during radical retropubic prostatectomy: im-
pact on pathologic outcome, anastomotic strictures, and
continence. Urology 1998;51:73-8.

5. Deliveliotis C, Protogerou V, Alargof E, Varkarakis J. Radi-
cal prostatectomy: bladder neck preservation and pubop-
rostatic ligament sparing—effects on continence and positive
margins. Urology 2002;60:855-8.

6. Braslis KG, Petsch M, Lim A, Civantos E, Soloway MS. Blad-

150

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

der neck preservation following radical prostatectomy: con-
tinence and margins. Eur Urol 1995;28:202-8.

Selli C, De Antoni P, Moro U, Macchiarella A, Giannarini
G, Crisci A. Role of bladder neck preservation in urinary.
Srougi M, Nesrallah L], Kauffmann JR, Nesrallah A, Leite
KR. Urinary continence and pathological outcome after
bladder neck preservation during radical retropubic pros-
tatectomy: a randomized prospective trial. ] Urol 2001;165:
815-18. 13.

Marcovich R, Wojno KJ, Wei JT, Rubin MA, Montie JE, San-
da MG. Bladder neck-sparing modification of radical pros-
tatectomy adversely affects surgical margins in pathologic
T3a prostate cancer. Urology 2000;55:904-8.

Rosen RC, Cappelleri JC, Smith MD, et al. Development and
evaluation of an abridged, 5-item version of the Internatio-
nal Index of Erectile Function (IIEF-5) as a diagnostic tool
for erectile dysfunction. Int ] Impot Res 1999;11: 319-326.
Dindo D, Demartines N, Clavien PA. Classification of
surgical complications: a new proposal with evaluation
in a cohort of 6336 patients and results of a survey. Ann
Surg 2004;240:205-213.

Canda AE, Atmaca AE, Akbulut Z, Asil E, Kilic M, et al.
Results of robotic radical prostatectomy in the hands of sur-
geons without previous laparoscopic radical prostatectomy
experience. Turk ] Med Sci. 2012;42(Suppl 1):1338-46.
Koraitim MM. The male urethral sphincter complex revisi-
ted: an anatomical concept and its physiological correlate. |
Urol 2008;179:1683-9.

Klein EA. Early continence after radical prostatectomy. ]
Urol 1992;148:92-5.

Mariangela Bellangino, Clare Verrill, Tom Leslie, Richard W.
Bell, Freddie C. Hamdy, Alastair D. Lamb. Systematic Review
of Studies Reporting Positive Surgical Margins After Bladder
Neck Sparing Radical Prostatectomy. Curr Urol Rep. 2017
Nov 7;18(12):99. doi: 10.1007/s11934-017-0745-0.

Tewari AK and Rao SR: Anatomical foundations and surgi-
cal manoeuvres for precise identification of the prostatove-
sical junction during robotic radical prostatectomy. BJU Int
2006; 98: 833.

Bird VG, Reese | and Winfield HN: Identification and dis-
section of bladder neck during laparoscopic radical prosta-
tectomy. Urology 2002; 60: 680.

Acar C, Schoffelmeer CC, Tillier C, et al. Quality of life in
patients with low-risk prostate cancer. A comparative ret-
rospective study: Brachytherapy versus robot-assisted lapa-
roscopic prostatectomy versus active surveillance. ] Endou-
rol 2014;28:117-124.

Lutfi Tunc, Huseyin Gumustas, Yigit Akin, Sinan Atkin,



Keske ve Canda

Robotik Prostatektomi ve Mesane Boynu Koruma

20.

21.

Tuncay Peker, Ozlem Erdem, Ibrahim Bozkirli. A Novel
Surgical Technique for Preserving the Bladder Neck During
Robot-Assisted Laparoscopic Radical Prostatectomy: Pre-
liminary Results. ] Endourol. 2015 Feb;29(2):186-91. doi:
10.1089/end.2014.0459. Epub 2014 Sep 5.

Lee Z, Sehgal SS, Graves RV, et al. Functional and oncologic
outcomes of graded bladder neck preservation during robot-
assisted radical prostatectomy. ] Endourol 2014;28:48-55.
Riccardo Bartoletti, Andrea Mogorovich, Francesco Fran-
cesca, Giorgio Pomara, Cesare Selli. Combined bladder
neck preservation and posterior musculofascial reconstruc-
tion during robotic assisted radical prostatectomy: effects
on early and long term urinary continence recovery. BMC
Urol. 2017 Dec 15;17(1):119. doi: 10.1186/s12894-017-
0308-1.

22.

23.

Tewari A, Sooriakumaran P, Bloch DA, et al. Positive surgi-
cal margin and perioperative complication rates of primary
surgical treatments for prostate cancer: A systematic review
and meta-analysis comparing retropubic, laparoscopic, and
robotic prostatectomy. Eur Urol 2012;62:1-15.

David F. Friedlander, Mehrdad Alemozaffar, Nathanael D.
Hevelone, Stuart R. Lipsitz and Jim C. Hu. Stepwise Descrip-
tion and Outcomes of Bladder Neck Sparing During Robot-
Assisted Laparoscopic Radical Prostatectomy. J Urol. 2012
Nov;188(5):1754-60. doi: 10.1016/j.juro.2012.07.045. Epub
2012 Sep 19.

151



Ozgiin arastirma / Original research

Yeni Uroloji Dergisi - The New Journal of Urology 2019; 14 (3): 152-159, DOI: 10.33719/yud.507149

Erkek Askeri Personelin Cinsel Yolla Bulasan Hastaliklar Hakkindaki Bilgi

Diizeyinin incelenmesi

Evulation of Male Military Staff’s Level of Knowledge About Sexually Transmitted Diseases

Serkan Akan, Caner Ediz, Yunus Emre Kizilkan, Hasan Hiiseyin Tavukcu, Hiiseyin Hayit, Omer Yilmaz

Saglik Bilimleri Universitesi Sultan Abdulhamid Han Egitim ve Arastirma Hastanesi, Uroloji Anabilim Dali, istanbul, Turkiye

Gelis tarihi (Submitted): 02.01.2019
Kabul tarihi (Accepted): 15.05.2019

Yazigma / Correspondence

Dr. Serkan Akan

ORCID: 0000-0002-6066-0401

Saglik Bilimleri Universitesi,
Haydarpasa Sultan Abdulhamid Han
Egitim ve Aragtirma Hastanesi, Uroloji
Anabilim Dali, 34668 Uskiidar, Istanbul

E-mail: drserkanakan@hotmail.com

Bu eser Creative Commons Atif-
GayriTicari 4.0 Uluslararasi Lisanst

ile lisanslanmuigtir.

152

Ozet

Amag: Bu galismada periyodik muayene
amaciyla poliklinigimize bagvuran erkek as-
keri personelin cinsel yolla bulagan hastaliklar
(CYBH) hakkindaki bilgi diizeyleri, partner
sayilar1, kondom kullanim verileri ve sosyode-
mografik degiskenlerin bu verilere olan etki-
leri aragtirildi.

Gereg ve Yontemler: Calismaya Haziran
2018 - Aralik 2018 tarihleri arasinda Urolojik
hastalik gegmisi veya aktif sikayeti olmayip,
periyodik muayene i¢in klinigimize bagvu-
ran 2314 kisiden, 1107 goniillii erkek katild.
Katilimcilara kisisel tanitici bilgi anketi ve 40
soruluk STI/HIV Pretest'ten Tiirkge'ye vali-
de edilen Cinsel Yolla Bulasan Hastaliklar ile
Tlgili Bilgi Testi (CYBH Bilgi Testi) yiiz yiize
gorlisme yontemiyle uygulandi.

Bulgular: Calisma grubu 19 ile 42 yas
arasinda erkeklerden olusmakta olup yas or-
talamas1 24.8+7.08 idi. Katilimcilarin %93.51
20-29 yas grubu olup, %76.571 iiniversite me-
zunu, %86.41 bekar idi. Katihmecilarin %
98.5i CYBH ile ilgili bilgi sahibi oldugunu
bildirmistir. Caliyjma grubumuzun tamami
cinsel aktif ¢agda olmasina ragmen yaklagik
%54’tintin son bir yil icerisinde cinsel iliski
yasadig1 goriilmektedir. Son bir yil igerisin-
de cinsel iliskide bulunan grubun %79.1’i
CYBHdan korunma amaciyla kondom kul-
lanmistir. Bu grubun partner sayis: ile kon-
dom kullaniminin korelasyonuna bakildigin-
da; partner sayis artist ile kondom kullanim

Abstract

Objective: In this study, level of knowled-
ge about sexually transmitted diseases (STDs),
number of partners, condom use data of male
military staft applying to our outpatient clinic
for periodic examination and effect of the-
ir sociodemographic variables on these data
were invastigated.

Material and Methods: Between June
2018 and December 2018, 1107 volunteers of
2314 male military staff which had no history
of urological diseases and no complaint but
applying to our outpatient clinic for periodic
examination were included. A personel iden-
tifier information survey and knowledge test
for sexually transmitted diseases validated to
Turkish from 40 item STI/HIV Pretest were
performed as face to face interview method to
participants.

Results: Study group consisted between
19-42 aged males and mean age was 24.8+7.08.
%93.5 of participants was 20-29 aged group,
%76.5 was graduated from a university, %86
was single. %98.5 of participants reported ha-
ving knowledge of STDs. Although all of our
study group was in sexually active age, appro-
ximately %54 of them had no sexual interco-
urse in last year. Only %79.1 of this group used
condom for prevention from STDs. When
correlation between number of partners and
condom use was considered, a statistically
significant correlation was found between the

increase in the number of partners and the
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sikliginin azalmasi arasinda istatistiksel olarak anlamli korelasyon
bulunmustur (r=0.65; p=0.0001). En yiiksek 36 puan alinabilen
CYBH Bilgi Testinde katilimcilarin dogru cevap ortalamasi 18.97
(0-35)£6.73 olup, tiniversite mezunlarinda anlamli derecede yiiksek
bulunmustur.

Sonug: Cinsel aktif yas grubunun agirlikta olmasi nedeniy-
le CYBH ile ilgili olarak risk altinda olan erkek askeri personelin,
ozellikle bu hastaliklarin tedavisi ve korunma yontemlerine yonelik
yeterli bilgi diizeyine sahip olmadig1 gériilmektedir. Ozellikle bu
grupta CYBH i¢in koruyucu saglik hizmeti, tedavi edici hizmetten
daha 6nemli olabilir. Saglik Bakanligi ve hekimler ile koordineli
olarak cinsel saglik egitim plani olusturulmas: ve uygulamasimin
son derece yararli olacagi kanaatindeyiz.

Anahtar Kelimeler: askeri personel, cinsel yolla bulasan hasta-

liklar, egitim, kondom

GiRiS

Yirmiden fazla hastalik tiirti cinsel temas yoluyla
bulasir ve cinsel yolla bulasan hastaliklar (CYBH) sag-
lik, sosyal ve ekonomik sonuglar1 nedeniyle ciddi bir
halk saglig1 sorununu tegkil eder (1). CYBH birgok -
kede artan insidansi ve daha da onemlisi cinsel, ireme
ve dogum sonrasi sonuglar1 nedeniyle diinya ¢apinda
bir sorun olusturmaktadir. Bulasma olasiligini potan-
siyel olarak belirleyen faktorler arasinda goze ¢arpan,
diizensiz veya seyrek kondom kullanimi, distik egi-
tim seviyesi, birden fazla cinsel partner, alkol ve / veya
uyusturucu etkisi altinda cinsel iliski, cinsel siddet ve
para karsiligi cinsel iliski olusturmaktadir (2,3). CYBH
i¢in en biiytik risk grubunu 15-24 yas gengler olustur-
maktadir (4).

Ulkemizde sifiliz, hepatit B, hepatit C ve HIV /
AIDS, bildirimi zorunlu olan cinsel yolla bulasan has-
taliklar olup, bu hastaliklarin dagilimi ve siklig1 6nemli
ipuglar1 vermektedir (5). Genel olarak, gen¢ niifusun
yogun oldugu, kdyden kente go¢ olgularinin yasandi-
81, cinsel faaliyete erken baslanilan ve cinselligin tabu
oldugu kapali geleneksel toplumlar CYBH agisindan
yiiksek riski altindadir. Tiirkiyede 18-65 yas arasi nii-
fusta sifilizin artis gosterdigi, tiretriti olan Tiirk vatan-
das1 erkeklerde C. Trachomatis (%15.7) gibi yiiksek
prevalansa sahip oldugu gosterilmistir (6,7). Ulkemiz-
de tireme saglig1 durumu gostergeleri, diger gelismekte
olan tlkelerle karsilastirildiginda iilkenin gelir seviye-
siyle gelismekte; modern kontrasepsiyon yontemleri

decrease in the frequency of condom use (r=0.65; p=0.0001). Maxi-
mum right answer was 36 in knowledge test for STDs, in this study
mean right answer was 18.97 (0-35)+6.73 and it was found signifi-
cantly higher in participants graduated from a university.

Conclusion: It is seen that male military staff which is high
risk group about STDs (because of sexual active age group) have no
enough level of knowledge about prevention methods from STDs
and treatment of STDs. Especially in this group, preventive health
care can be more important than therapeutic health care. We be-
lieve that creating and applying of a sexual health education plan
in coordination with the Ministry of Health and physicians will be
extremely efficient.

Keywords: condom, education, military staff, sexually trans-

mitted diseases

kullaniminin diisiik oldugu goriilmektedir (8). Askeri
personelin yasam kosullarina benzer sekilde; bir ara-
ya gelen bireylerin heterojen oldugu, istikrarli cinsel
partnerden uzaklagildigi, koruyucu cihazlara ve hiz-
metlere erisimin zorlastig1 ve prezervatif kullaniminin
seyreklestigi cevrede bulagici hastalik riskinin arttig
gosterilmigtir (9). Yukarida bahsedilen bir¢ok faktor-
den dolay1 erkek askeri personel CYBH agisindan risk
grubunda bulunmaktadir.

Bu ¢aligmanin amaci, erkek askeri personelin ara-
sinda CYBH goriilme sikligr ile iliskilendirilebilecek
bilgi eksikligini degerlendirmek, varsa giivenlik agigini
saptamak ve riskli cinsel davranis yayginligini analiz
etmektir. Tiirkiyede askeri personelin CYBH konusun-
daki ki bilgi seviyesi ile ilgili calisma bulunmamakta-
dir. Boylece bu sonuglar gelecekteki ¢alismalar: tegvik
edebilir ve bu konu ile ilgili egitime yonelik eylemleri
destekleyebilir.

MATERYAL VE METHOD

Calismaya Haziran 2018 - Aralik 2018 tarihleri
arasinda Urolojik hastalik gegmisi veya aktif sikayeti
olmayip, periyodik muayene i¢in poliklinigimize bas-
vuran 2314 kisiden, yaslar1 19 ile 42 yas arasinda olan
1107 goniillii erkek katildi. Calisma boyunca Helsinki
Bildirgesinin ilkeleri takip edildi, katilimcilara bilgi-
lendirilmis goniillii olur formu dolduruldu, verilerin
gizliligi saglandi. Goniillii katilim1 reddedenlerin ana
sebebi vaktinin olmamasi (n=651) (%54), ikinci sebep
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Tablo 1: Demografik veriler ile birlikte son bir yil i¢erisinde yasanan cinsel iligkilerdeki farkli partner sayisinin ve kondom kullaniminin bu verilerle

karsilagtirilmasi
Partner sayisi Kondom kullanimi1
n %
Yok 1 2-4 5+ P Hayir Evet P
15-19 18 1.6 8 10 0 0 8 10
20-24 520 47 260 145 90 25 323 197
Yas 25-29 515 46.5 236 200 64 15 0.0001* 284 231 0.03*
30-34 29 2.6 6 18 4 1 15 14
35+ 25 2.2 1 23 0 1 10 15
flkokul 10 1 2 6 2 0 5 5
Ortaokul 136 12.3 36 39 48 13 72 64
Egitim durumu 0.0001* 0.0001*
Lise 114 10.3 17 70 17 10 36 78
Universite 847 76.5 456 281 91 19 527 320
Marmara 306 27.6 121 145 30 10 156 150
Ege 117 10.5 48 47 12 10 54 63
Karadeniz 129 11.6 64 42 18 5 85 44
Akdeniz 138 12.5 54 54 28 2 67 71
Yasadig1 Bolge i¢ Anadolu 21| 20 | 113 | 60 | 38 10 0.0001* 138 83 0.0001*
Dogu Anadolu 101 9.1 60 25 13 3 78 23
Giineydogu 81 | 73 | 42 | 21 | 17 1 51 30
Anadolu
Tiirkiye dis1 14 1.2 9 2 2 1 11 3
g Hayir 179 99 69 10 232 125
S.agl‘lk k.urulu§undan 0.0001* 0.001*
bilgi edinen Evet 332 | 297 | 89 32 408 342
Hayir 356 314 105 33 449 359
e 0.002* 0.013*
Diger Evet 155 82 53 9 191 108
Toplam 1107 511 396 158 42 640 467
*: ki-kare test; p<0.05
": Televizyon, sosyal medya ve internet araciligiyla bilgi edinip, saglik kurulusundan bilgi almayanlar.
Tablo 2: Son bir yil igerisinde cinsel iligkide bulunan katilimcilarin partner sayis1 ve kondom kullanimlari
1 2-4 5+ r P
Partner sayis1
396 158 42
dom kull Evet 325 %82 123 %77.8 24 %57.1
Kondom kullanim * 1*
Hayr 71 %18 35 %22.2 18 %42.9 065 0.000

*: pearson; p<0.05

ise sorularin cinsellik {izerine olmasi nedeniyle utanil-
masi idi (n=325) (%27). Katilimcilara sosyodemogra-
fik verilerini inceleyen yas, egitim durumu, medeni hali
ve yasadig1 cografi bolge sorularinin yaninda son bir
yil igerisindeki cinsel iliski deneyimleri ve CYBHdan
korunma amaciyla kondom kullanip kullanmadiklar:
yiiz yiize goriisme yontemi ile sorgulandi. Bu sorularin
devaminda 40 soruluk STI/HIV Pretest'ten evrensel
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ozellik tagimayan 4 soru ¢ikarilarak 36 soru ile Tiirkge-
ye valide edilen CYBH Bilgi Testi yine yiiz yiize goriis-
me yontemiyle uygulandi (10).

istatistiksel Analiz

Verilerin analizinde, PSPP (PSPP is free softwa-
re; you can redistribute it and/or modify it under the
terms of the GNU General Public License as published
by the Free Software Foundation; either version 3 of
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the License, or (at your option) any later version) ve
Microsoft Excel bilgisayar programlar: kullanildi.

Aragtirmada verilerin analizinde istatistiki yon-
tem olarak; tanimlayici analizler (frekans dagilimlari,
yiizde, ortalama, standart sapma) uygulandi. Verilerin
analizi icin ANOVA (pos hoc:Bonferoni), ki-kare ve
iliskiler i¢in pearson iliski katsayis1 kullanildi. Sonug-
lar %95’lik giiven araliginda, p<0,05 anlamlilik diize-
yinde degerlendirildi.

BULGULAR

Calisma grubu 19 ile 42 yas arasinda erkeklerden
olusmakta olup yas ortalamasi 24.8+7.08 idi. Katilim-
cilarin %93.5’1 20-29 yas grubu olup, %76.51 iiniversite
mezunu, %86.4’1 bekar idi. Katilimcilarimizin yaga-
diklar1 bolgeler “Tiirkiye cografi bolgelere gore niifus
dagilim haritas1” ile benzerlik gostermektedir (11)
(Tablo 1).

Katilimcilarin %98.5i CYBH ile ilgili bilgi sahibi
oldugunu bildirmistir. Bilgi edinme yontemleri arasin-
da %91.3 ile televizyon, sosyal medya ve internet en 6n
sirada yer almaktadir. Arkadas cevresi, okul ve yazili
basin araciligiyla bilgi edinimi %80’lerin {izerinde-
dir. Saghk kuruluslarindan bilgi edinimi ise %67.8dir
(Grafik 1).

Caligma grubumuzun bitiind cinsel aktif ¢agda
olmasina ragmen yaklasik %547iniin son bir yil ige-
risinde cinsel iliski yasadig1 goriilmektedir. Son bir
yil igerisinde cinsel iliskide bulunan grubun %79.1’i
CYBHdan korunma amaciyla kondom kullanmistir.
Son bir yil igerisinde cinsel birliktelik yasamis olan
katilimcilardan, tek sayida partner ile birlikte olanlar
ve gok sayida partner ile birlikte olanlarin yas grupla-
r1 analiz edildi. 20-24 yas grubunda ¢ok sayida part-
ner ile birlikte olma orani %44.2 olup, bu oran diger

Tablo 3: Sosyodemografik verilere gore CYBH Bilgi Testi dogru cevaplama durumu

Ortalama dogru cevap Standart sapma b
say1si
15-19 19.56 3.31
20-24 17.59 6.96
Yas 25-29 20.42 6.25 0.0001*
30-34 19.03 7.80
35+ 17.44 9.81
flkokul 13.40 7.29
Ortaokul 14.19 5.64
Egitim durumu 0.0001%
Lise 15.99 7.40
Universite 20.21 6.42
Marmara 20.38 6.55
Ege 18.92 6.38
Karadeniz 17.66 6.54
d ' Akdeniz 19.42 6.24
Yasadig1 Bolge -
8 8 I¢ Anadolu 19.31 6.77 0.00001~
Dogu Anadolu 17.03 7.66
Giineydogu Anadolu 16.88 7.61
Turkiye dist 17.21 7.24
Evet 19.52 6.39
Saglik kurulusundan bilgi edinen 0.0001*
Hayir 17.82 7.55
Evet 18.78 6.89
_— 0.57
Diger Hayir 19.04 6.81

*: ANOVA; p<0.05

" Televizyon, sosyal medya ve internet araciligryla bilgi edinip, saglik kurulusundan bilgi almayanlar.
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yas gruplarina gore istatistiksel olarak anlamli yiiksek
saptandi (p=0.0001). Tum katiimcilarin CYBHdan
korunma amaciyla kondom kullanma oranina bakil-
diginda; yine 20-24 yas grubunda bu oran %37.8 olup
diger yas gruplarina gore istatistiksel olarak anlaml
disiik saptandi (p=0.03) (Tablo 1).

Son bir yil igerisinde cinsel birliktelik yasayan ka-
tilimcilardan, ¢ok sayida partner ile birlikte olanlarin
oranina, egitim durumlari ile karsilagtirilarak bakildi-
ginda; ortaokul mezunu olanlarda bu oran %61 olup,
istatistiksel olarak anlamli yiiksektir (p=0.0001). Tim
katilimcilarin CYBHdan korunma amaciyla kondom
kullanma oranina bakildiginda ise tiniversite mezunu
olanlarda bu oran %37.7 olup diger egitim durumlari-
na gore istatistiksel olarak anlamli diisiik saptanmistir
(p=0.0001) (Tablo 1).

Son bir yil icerisinde cinsel iliskide bulunmayan
katilimcilar disarida birakilarak, cinsel iliskide bulu-
nan grubun partner sayisi ile kondom kullanimi ko-
relasyonuna bakildiginda; partner sayisi artisi ile kon-
dom kullanim sikliginin azalmasi arasinda istatistiksel
olarak anlamli korelasyon bulundu (r=0.65; p=0.0001)
(Tablo 2).

Tablo 3% bakildiginda Marmara, Ege ve Akdeniz
bolgesinde yasayanlarda kondom kullaniminin yaygin
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oldugu ancak Dogu Anadolu bolgesi, Kibris ve Tiirki
Cumhuriyetlerde ikamet eden katilimcilarin kondom
kullanim oraninin istatistiksel olarak anlaml: sekilde
diisiik oldugu gorilmektedir (p=0.0001). Katilimci-
larin CYBH ile ilgili bilgi edinme yontemlerine gore
kondom kullanim orani karsilastirildiginda; saglik ku-
rulusundan bilgi edinenlerde kondom kullanim orani
%45 olup, diger yontemler ile bilgi edinenlere gére is-
tatistiksel olarak anlaml yiiksek saptand: (p=0.001).
En yiiksek 36 puan alinabilen CYBH Bilgi Testinde
katillmcilarin  dogru cevap ortalamast 18.97 (0-
35)+6.73, yanlis cevap ortalamasi 4.94 (0-22)+3.68,
bilmiyorum cevap ortalamasi 12.06 (0-35)+9.11 ola-
rak bulundu. Yas gruplar1 arasinda dogru cevaplama
oranlar1 arasinda ciddi farklilik olmamakla birlikte,
en basarili olan 25-29 yas grubunda bu oran %56.7
iken 35+ yas grubunda %48.4 idi. Egitim durumlarina
gore dogru cevaplama oranlar1 degerlendirildiginde,
egitim seviyesi ilerledikge dogru yanitlama oranlari
yiikselmis olup, iiniversite mezunlarinda %56.1 bulun-
mus, istatistiksel olarak anlamli yiiksektir (p=0.0001).
Bolgeler arasinda dogru cevaplama oranlar1 arasin-
da ciddi farklilik olmamakla birlikte, en basarili olan
Marmara bolgesinde bu oran %56.6 iken, Giineydogu
Anadolu bélgesinde %46 idi. Katilimcilarin CYBH ile
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ilgili bilgi edinme yontemlerine gore bilgi testini dogru
cevaplama oranlar1 kargilagtirildiginda; saglik kurulu-
sundan bilgi edinenlerde bu oran %54.1 iken, televiz-
yon, sosyal medya ve internet araciligiyla bilgi edinip,
saglik kurulusundan bilgi almayanlarda %52.1 olarak
daha disiik bulunmus olup istatistiksel olarak anlamli
degildir (p>0.05) (Tablo 3).

36 soru ile Tiirk¢e'ye valide edilen CYBH Bilgi Testi
sorular1 tek tek incelendiginde; “Kap: kolundan, klo-
zetten veya musluktan cinsel yolla bulasan bir hastaliga
veya HIV/AIDSe yakalanabilirsin®, “Cinsel yolla bula-
san hastaliklar bebegin gorme engelli dogmasina neden
olabilir”, “Cinsel iliskinin erken yaslarda baslamas: ge-
nital sigil riskini arttirirken birden fazla partnerin ol-
mast kadmmlarda serviks kanseri riskini artirmaktadir”,
“Genital akintilar kadinlar icin normal bir durumdur”
en az dogru yanit verilen sorular olarak goze carpmak-
tadir.

TARTISMA

Diinya genelinde geng niifusun hizla artmasi, daha
erken yaslarda cinsel deneyimlerin olmasi ve cinsel-
likle ilgili bilgi eksikligi CYBH’lerin artigina neden
olmaktadir. Tiim diinyada, 15-49 yas aras1 toplam 357
milyon kisinin CYBH ile enfekte oldugu bilinmektedir
(Chlamydia trachomatis - 131 milyon, Neisseria go-
norrhoeae - 78 milyon, Treponema pallidum - 6 mil-
yon ve Trichomonas vaginalis - 142 milyon) (12). Yine
tiim diinyada 35 milyon kisi Insan Bagigiklik Yetmez-
lik Virtisti (HIV) ile enfekte, yaklasik 19 milyon kisi
ise HIV pozitif durumda olmasina ragmen heniiz bilgi
sahibi degil (13).

CYBH onlemek i¢in davranigsal, biyomedikal ve
yapisal stratejileri birlikte uygulamak en etkili yakla-
simdir (11). 20 yilt agkin bir stiredir farkl kiiltiirlere
sahip cesitli popiilasyonlarda uygulanan HIV / AIDS
Bilgi-Motivasyon-Davranigsal Becerileri modelinin;
bilgi, motivasyon ve popiilasyona 6zgii davranissal
becerilere odaklanarak CYBH riskinin azaltilmasinda
oldukea etkili oldugu gosterilmistir (14,15). Benzer
bir ¢caligmada, CYBH tanist ile uygun tedavi baslanan
hastalar arasindan kontrol grubuna kondom kullani-
mu1 Onerilip, slayt gosterisi ile bilgilendirme yapilmus.

Deney grubuna ise ek olarak HIV ile enfekte bir 6g-
rencinin gercek hikayesine dayanan bir film ve risk
azaltma davraniglarina yonelik gortintiiler izletilmis,
sosyal motivasyon saglanmaya calisilmis. Caligma so-
nucunda iyi bilgilendirilmis ve motive olmus hastala-
rin, cinsel partner sayist degismese bile pozitif sonug
veren saglik davranislarini (kondom kullanimi v.s) be-
nimseyip siirdiirecekleri 6ngorillmistir (13).
CYBH’ler ile ilgili bilgiler ve cinsel davranis konu-
sunu aragtirmaya yonelik yapilan ¢aligmalarda iilke-
mizde {iniversite 6grencileri arasinda CYBH ve AIDS
ile ilgili bulagma yollar1 ve korunma bilgisinin iyi sevi-
yede oldugu gosterilmektedir (16). Lise 6grencilerine
yonelik yapilan bir caligmada cinsel saglik konusunda-
ki bilgi kaynaklarinin biiytik bolimiinii yazili-gorsel
medya ile okul dersleri oldugu gosterilmistir (17). Yine
bagka bir ¢alismada cinsel saglik ile ilgili egitim alan
ogrencilerin CYBH’lere yonelik bilgi diizeyinin, egitim
almayanlara gore anlaml derecede yiiksek oldugu be-
lirtilmektedir (18). Bizim ¢aligmamizda ise katilimci-
larin %98.5’inin daha 6nce CYBH ile ilgili ailesinden,
arkadas cevresinden, okuldan, basili/isitsel ve gorsel
yayin organlarindan veya saglik kuruluslarindan bilgi
almis olmasina ragmen, bilgi seviyesinin yeterli dii-
zeyde olmadigini gostermektedir. Ek olarak, bulgular,
askeri erkek personelin egitim durumu ile korunma
yontemleri kullanimi arasinda bir iliski oldugunu or-
taya koymaktadir. Katilimcilar arasinda CYBH ile ilgili
egitimin yetersiz oldugu gorillmekteyken, katilimcila-
rin tamamina yakininin gerekli bilgiye sahip oldugunu
diisiinmesi; konu ile ilgili bilgi kirliliginin ciddiyetini
yansitmaktadir. Riskli cinsel davranisin dogrudan dii-
stik egitim diizeyi ile iliskili oldugu unutulmamalidir.
Egitim diizeyinin yetersiz olmasi bu konudaki duyar-
lilig1 olumsuz yonde etkilemekte; bu hastaliklarin 6n-
lenmesini ve tedavisini gii¢lestirmektedir (19).
Kondom kullanim1 dahil olmak {izere birincil ko-
runma yontemleri konusunda yapilacak olan egitim
bu uygulamanin baslangi¢ asamasini olusturmaktadir.
Tutarli ve diizgiin bir sekilde kullanildig: takdirde kon-
domlar; genital sistem enfeksiyonlar1 ve HIV'e kars1 en
etkili 6nleme stratejisidir (20). Calismamiz sonuglari-
na gore; katilimcilarin %54 tniin son bir y1l icerisinde
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cinsel iliski yasadigi, % 18.1’inin birden fazla cinsel
partneri oldugu ve % 20.9'unun kondom kullanma-
dig1 goriilmektedir. 5 ve daha fazla partner ile birlikte
olanlarda ise bu oran %42.9a yiikselmektedir. Multi-
partner oraninin yitksekligi ile kondom kullaniminin
diistikliigli arasinda tespit edilen korelasyon, 6zellikle
multipartner katilimcilarin CYBH i¢in ciddi oranda
risk altinda oldugunu kanitlamaktadir.

Bizim ¢alismamiza gore Ozellikle 20-24 yas grubu
katilimcilarin ¢ok sayida partner ile cinsel birliktelik
kurduklar1 ancak yine bu grubun en diisiikk kondom
kullanimima sahip oldugu gorilmektedir. CYBH
hakkinda %98.5’inin bilgi sahibi oldugunu belirtti-
gi, %76.5’inin Universite mezunu oldugu bu ¢aligma
grubunda, katilimcilarin CYBH Bilgi Testinde dogru
cevap ortalamasi %52.7dir ve beklenenden diisiiktiir.
Egitim seviyesi ilerledik¢e dogru yanitlama oranlar
yiikselmis, tiniversite mezunlarinda en yiiksek diizeye
ulagmistir. Marmara boélgesinde yasayan katilimcilar
i¢in dogru yanitlama oranlarinin yiiksek olmasi; bu
bolgemizin egitim seviyesi ile agiklanabilir (21). Ancak
Universite mezunu olanlarda kondom kullaniminin
anlamli olarak azaldigini gormek dikkat ¢ekicidir. Bu
grubun biyiik kisminin 20-29 yas araliginda olmast,
bu sonuglardaki en biiyiik etken olabilir.

Bizim caligmamiza gore 20-24 yas arasi yiiksek
riskli grubun, ¢ok sayida partner ile kondom kullan-
madan cinsel beraberlik yasamasi, egitim seviyesi di-
sinda faktorlerin de degerlendirilmesi gerektigini dii-
stindiirmektedir. Toplumsal inanislar ve davranislar
bunu etkilemektedir. Kondom kullaniminin cinsel tat-
minj azalttigina dair diistinceler, penis boyunun stan-
dart prezervatif boyuna gore daha kisa olmasi sebebi
ile tercih edilmemesi ve sadece ejekiilasyonu 6nlemek
i¢in kullanildigina dair diisiinceler kondom kullanim
oranlarinin toplum i¢inde beklenen diizeye ulagsma-
masina neden olmaktadir (22). Yine Marmara, Ege ve
Akdeniz bolgelerinde kondom kullaniminin diger bol-
gelere gore daha yaygin olmasi; sosyokiiltiirel etmen-
lerin ve kondoma kolay ulagabiliyor olmanin da ayrica
etken olabilecegini diistindiirmektedir.

Calismamizda Saglik kurulusundan ve hekimler-
den bilgi edinenler, diger yontemlerle bilgi edinenler-
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le karsilagtirildiginda; CYBH Bilgi Testi dogru cevap
oraninin istatistiksel olarak anlamli derecede farkli
olmadig1 ancak kondom kullanim oraninin anlamh
derecede yiikseldigi goriilmektedir.

Ulkemizde yapilan daha onceki ¢aligmalar ile kar-
silastirildiginda, bizim c¢aliyjmamizda CYBH ile ilgili
genel bilgi seviyesinde artis goriilmustiir. Bu artisin
bilgi ulagim teknolojisinin son yillarda geldigi seviye
ile alakali oldugunu diisiinmekteyiz. Ancak ¢alisma-
mizda bulasicilik, bulas mekanizmasi, partner ve ye-
nidogan komplikasyonlari ile ilgili bilgi seviyesinin ve
korunma yontemleri kullaniminin yetersiz oldugu go-
rilmektedir. Bu ¢alismamizla erkek askeri personelin
CYBH ile ilgili olarak bilgi seviyesinin 6l¢tilmesinin
yant sira, HIV / CYBH bulagsma ve 6nleme hakkinda
bilgi sahibi olmalari, yanlis bilgilerinin diizeltilmesi
ve bu konuyla ilgili daha kapsaml bir egitim planinin
olusturulmasi konusunda ilgili kurumlarin motivasyo-
nu amaglanmustir.

SONUC

CYBH ile ilgili olarak risk grubunu olusturan erkek
askeri personelin, 6zellikle bu hastaliklarin tedavisi ve
korunma yontemlerine yonelik yeterli bilgi diizeyine
sahip olmadig1 goriilmektedir. Askeri personele su-
nulan saglik hizmetlerinin dinamikleri, primer olarak
iyilestirici ve sekonder anlamda 6nleyici nitelikte olsa
da; CYBH igin koruyucu saglik hizmeti, tedavi edici
hizmetten daha 6nemli olabilir. Giiniimiiziin teknolo-
jik gelismelerini yadsimadan hatta gerektiginde sosyal
ag ve iletisim uygulamalari kullanilarak, Saglik Bakan-
111 ve hekimlerin yiritiiciiligiinde, cinsel saglik egi-
tim plani olugturulmasi ve uygulamasinin son derece
yararli olacag1 kanaatindeyiz.
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Ozet

Amag: Standart PNL ve tiipsiiz PNL ya-
pilan hasta gruplarinin giivenlik, etkinlik ve
hasta konforu agisindan karsilagtirilmalarini
amagcladik.

Gereg¢ ve Yontemler: PNL endikasyonu
alan 78 hasta galismaya alindi. Standart PNL
yapilan 38 hasta Grup I ve tiipsiiz PNL prose-
diirii uygulanan 40 hasta Grup II olarak ran-
domize edildi. Calisma prospektif randomize
cift kor ¢alisma olarak dizayn edildi. Operas-
yon sonunda aktif kanamasi olan ve multipl
akses kullanilan hastalar ¢alisma dis1 birakildi.
Ameliyat sonrast agr1 ve komplikasyonlarin
degerlendirilmesinde sirasiyla VAS (visual
analogue scale) ve modifiye Clavien simufla-
mas1 kullanildi.

Bulgular: Yas, cinsiyet, tas boyutu, tas-
larin bobrekteki lokalizasyonlari, taraf gibi
verilerde iki hasta grubu arasinda istatistiksel
fark yoktu (P>0,05). Yine perioperatif veri-
lerde; operasyon siiresi, skopi stiresi, tassizlik
oranlari, peroperatif kreatin ve hemoglobin
degisimi, kan transfiizyonu, VAS 2-VAS 3 agr1
skorlari, analjezik gereksinimi, ates ve ek cer-
rahi gerektiren komplikasyonlarda iki grup
arasinda istatistiksel fark bulunmadi (P>0,05).
VAS 1 skoru ve hastanede kalis siireleri agisin-
dan her iki grup karsilastirildiginda, her iki
parametre tiipsiiz PNL grubunda istatistiksel
olarak anlamli diisiik bulundu (P=0,003).

Sonug: Tiipsiz PNL operasyonu, erken
postoperatif dénemde daha az agr1 ve kisa
hastanede kalis siiresi gibi avantajlar1 ve stan-

Abstract

Objective: We aimed to compare patient
groups who underwent either a standard per-
cutaneous nephrolithotomy (PNL) or tubeless
PNL for safety, effectiveness and patient com-
fort.

Material and Methods: 78 patients were
included in the study. Patients who underwent
the standard PNL (n=38) or tubeless PNL
(n=40) were randomized into Groups 1 and 2,
respectively. This study was designed as a pro-
spective, randomized, double-blind investiga-
tion. Patients who had active bleeding at the
end of the operation and those with multiple
access tracts were excluded from the study.
To evaluate postoperative pain and compli-
cations, a visual analogue scale (VAS) and a
modified Clavien classification were used, re-
spectively.

Results: A statistically significant dif-
ference was not found between the two pa-
tient groups for demographic data (age and
gender), or for size, laterality, and intrarenal
location of the stone(s) (p>0.05). Periopera-
tive data, including operative and fluorosco-
py times and stonefree rates, perioperative
changes in creatinine and haemoglobin val-
ues, blood transfusion, VAS 2 to 3 pain scores,
analgesic requirements, fever and complica-
tions requiring additional surgical treatment
were not statistically different between groups
(p>0.05). A VAS 1 pain score and hospital
stays were significantly decreased in the tube-
less PNL group (p=0.003).
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dart PNL operasyonuna gore anlamli olmayacak derecede diisiik
komplikasyon oranlari ile deneyimli cerrahlar tarafindan etkin ve
giivenle uygulanabilecek endotirolojik bir yontemdir.

Anahtar Kelimeler: Bobrek taglari, Perkiitan nefrolitotomi,
Standart PNL, Tiipstiz PNL, Agr1, Hastanede kalis siiresi

INTRODUCTION

The current gold standard treatment used in the
treatment of both kidney stones larger than 2 cm and
extracorporeal shock wave lithotripsy (ESWL)-resis-
tant stones is percutaneous nephrolithotomy (PNL).
As defined in the European Association of Urology
2017 guideline, PNL is applied in three ways: a stan-
dard PNL, where a nephrostomy catheter is inserted in
the insertion tract after the operation; a tubeless PNL,
where only the ureteral stent is applied without the
nephrostomy tube; and a totally tubeless PNL, where
neither the nephrostomy tube nor ureteral stent is ap-
plied. In studies in selected patients, the tubeless PNL
has been superior to the standard PNL in terms of
hospital stay, postoperative pain and patient comfort.
(1-3) Unlike previous studies, we designed this study
as a prospective double-blind and randomized study;,
which aimed to more objectively compare patients
treated with either standard PNL or tubeless PNL.

MATERIAL AND METHODS

A total of 78 patients over 18 years of age who were
examined and had indications for a PNL operation in
the University Hospital Urology Clinic between July
2013 and November 2014 were evaluated in this ran-
domized prospective double-blind study. This study
was approved by the Ethics Committee. The patients
were divided into two groups, the standard PNL or
tubeless PNL group. Patients treated with the standard
PNL were in Group I, while patients treated with the
tubeless PNL were in Group II. The PNL was adminis-
tered after antibiotic therapy in patients having bacte-
rial reproduction in the urine culture in the preopera-
tive phase. Antibiotic prophylaxis and antithrombotic
prophylaxis were applied before and after the opera-
tions in all patients. All operations were carried out by
one experienced urologist (S.A.).

Conclusions: Tubeless PNL surgery is an effective and safe en-
dourological procedure that can be performed by experienced sur-
geons. Its advantages over standard PNL include less pain during
the early postoperative period, shorter hospital stays but the rates of
complications are not significantly lower.

Keywords: Renal Stones Percutaneous Nephrolithotomy, Stan-
dard PNL, Tubeless PNL, pain, hospitalization time.

As part of the inclusion criteria, patients who did not
have any congenital renal anomalies and who had not
undergone any open kidney surgery or PNL operation
were accepted into the study. Patients were excluded
from this study if they had a significant haemorrhage at
the end of the operation or if they required multiple ac-
cess during the operation and a second session of PNL
was planned in the near future due to residual stones.

Patient assignments to a group were by selection of
a sealed envelope by a third person, and both the sur-
geon and patient were blind to this information. The
surgeon was informed about the result of the draw at
the end of the procedure. Then, according to this re-
sult, the operation was concluded as a standard PNL
or tubeless PNL.

The size of the stones, the largest diameter of the
stones and the diameter perpendicular to it were mea-
sured in the Picture Archiving Communication Sys-
tems (PACS) and were calculated in mm?. For multiple
stones, the total stone size was obtained by measuring
all the stones one by one.

A clinically insignificant fragment presence (< 4
mm) or a total stone-free result was accepted as a suc-
cess. ESWL or retrograde intrarenal surgery (RIRS)
was planned as a secondary treatment for clinically
significant stones larger than 4 mm.

TECHNIQUE

Under general anaesthesia, a 5F or 7F (French)
open-ended ureteral catheter was placed into the ure-
ter in the lithotomy position. The pelvicalyceal system
anatomy was presented by administering an opaque
substance (diluted about 1/2) into the ureteral catheter
in the presence of C-arm fluoroscopy in the prone po-
sition. In the presence of fluoroscopy, the appropriate
calyx was entered in a monopolar plane with an 18-G
(gauge) needle. Infracostal access was performed for
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Table 1. The Demographic Data of Patients and Stone Characteristics

Standard PNL Tubeless PNL P Value
Age (year) 44,7+14,7(18-77) | 48,7+17(18-87) 0,277
Gender n (%)
Male 26(%68,4) 24 (%60) 0,438
Female 12 (%31,6) 16 (%40)
Side n (%)
Right 23 (%60,5) 18 (%45) 0,170
Left 15 (%39,5) 22 (%55)
Size (mm?) 786,2 £586 716,6+401,5 0,881
Stone Type n (%)
Single 10 (%26,3) 9 (% 22,5)
Multipl 14 (%36,8) 19 (%47,5) 0,318
Staghorn 14 (%36,8) 12 (%30)

all patients. Supracostal access was not required. Af-
ter entering the collecting system, a 0.035-inch hydro-
philic guide wire was sent into the system. The tract
was dilated with Amplatz dilators over the guide wire.
Considering the width of the calyx and the sizes of the
stones, a 24F or 26F sheath access was placed in the
system in all operations.

After the 19F nephroscope entered the kidney, the
stones were fragmented with a pneumatic lithotripter
or an ultrasonic lithotripter and taken out with the ap-
propriate forceps. Before ending the surgery, a rigid
nephroscope or flexible cystoscope, and finally fluo-
roscopy, were used to check all calyces and the renal
pelvis for residual stones.

At the end of the operation, the result was deter-
mined by a sealed envelope method and reported to
the surgeon. The operation was then terminated ac-
cording the draw and a standard PNL or tubeless PNL
was performed. In patients with a standard PNL, a 14F
Malecot or Nelaton catheter was placed as a nephros-
tomy tube. In the tubeless PNL group, a 4.8F or 6F
double-J (DJ) stent was placed antegradely. Nephrosto-
my catheters in patients who had a standard PNL were
removed after the postoperative haematuria became
transparent without an antegrade nephrostogram ex-
amination. DJ stents in patients with a tubeless PNL
were removed under short-term anaesthesia at postop-
erative week two or three.

A visual analogue scale (VAS) was used by asking
patients to rate their pain between 0 to 10. To be more
objective, these scores were given in face-to-face inter-
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views with a third person other than the surgeon or the
researcher who conducted the study. A score of 0 was
the absence of pain, while a score of 10 was the most
severe pain. Pain scores were recorded separately as:
VAS 1: postoperative 6hour; VAS 2: postoperative 12
hour; and VAS 3: postoperative 24"hour.

Statistical analyses were carried out using the SPSS
program (version 17) with Pearson chi square tests,
Fisher’s exact tests and Mann-Whitney U tests. Fur-
thermore, in SPSS, a power analysis was performed in
terms of the adequacy of the number of the patients. In
the statistical analyses, p<0.05 was considered statisti-
cally significant.

RESULTS

The demographic characteristics of patients in
Groups I and II, the characteristics of the stones and
the statistical results between the two groups are listed
in Table 1.

When the success rates in these groups were ex-
amined, 26 (68.4%) of 38 patients in Group I and 32
(80%) of 40 patients in Group II were stone free. There
was no significant difference between groups in terms
of success rates (p> 0.05). In total, a stone-free result
was achieved in 12 (46%) of 26 patients with complete
staghorn stones and in 46 (88%) of 52 patients without
staghorn stones.

In both groups, 20 (25.6%) patients with clinically
significant residual stones were treated with ESWL, and
12 patients were treated with RIRS. Since one of the
remaining two patients became pregnant during the
follow-up period, and there was no stone detected us-
ing RIRS in the other patient. The results between peri-
operative data and Groups I and II are listed in Table 2.

When complications required additional surgery
under general anaesthesia (Clavien degree 3B), results
were compared, a ureterorenoscopy (URS) was per-
formed in two patients who had ureteral stones on the
same side in Group I in the postoperative follow-up.
In Group II, a haemorrhage occurred in one patient
during the postoperative follow-up and a DJ stent was
re-inserted due to the elution of the previous DJ stent.
There was no significant difference between the two
groups (p> 0.05) when they were compared in terms
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Table 2. The Perioperative Data of Patient Groups

* Group I (n: 38) Group II (n: 40) P Value
Operation Length (minute) 132,7453,1 131,6+ 35,2 0,909
Fluoroscopy Length (minute) 3,6 1,5 3,3 1,2 0,331
Hgb Loss (gr/dl) 2,4+1,02 1,99+0,98 0,056
Creatinine Change (mg/dl) 0,076+0,19 0,050+0,18 0,107
Blood Transfusion (unit) 0,21+0,7 0,1+0,4 0,010
VAS 1 (6"hour) 6,2 +1,8 4,8+1,8 0,003
VAS 2 (12%hour) 3,79+2,08 3,90+1,8 0,891
VAS 3 (24"hour) 3,58+1,9 3,18+2,7 0,475
Analgesic Dose** 1,21£1,16 1,02+1,12 0,444
Hospital Stay (day) 3,82+1,4 2,95+1,2 0,003
Success Rate n (%) 26(%68,4) 32(%80) 0,242

*Parameters are given with avarage and standard deviation values
** 1 dose analgesic: 1 ampoule 3ml-75 mg diklofenac sodium

of postoperative complications requiring additional
surgery under general anaesthesia. No complications
were observed in our study that matched Grades 3A,
4A/4B or 5 criteria. The modified Clavien classifica-
tions of the complications are listed in Table 3.

CONCLUSIONS

In the literature, PNL operations resulting in the
placement of a nephrostomy tube at the end of the PNL
procedure to aid in drainage and haemostasis of the pel-
vicalyceal system are called standard PNL. (4-6, 11) How-
ever, PNL operations without a nephrostomy tube, which
were first proposed by Wickham et al. (7) in 1984, are
called tubeless PNL operations. The majority of tubeless
PNL series are administered to patients with a usual intra
operative course or low complication potential. (8, 9)

Although the indications for a PNL operation are
defined in detail in the international guidelines, there is
no worldwide consensus for nephrostomy tube indica-
tions. Zilbermann et al. (10), in a meta-analysis, recom-
mended the use of a nephrostomy tube placement in
cases of more than two accesses, intraoperative active
bleeding, intraoperative prominent collecting system
perforation, complicated cases, intrathoracic injuries
and in patients having a PNL application planned for
a second time. However, there are different approaches
in the literature. In a retrospective study by Isac et al.
(12) in 2014 comparing standard PNL and tubeless PNL
with wider indications, no exclusion criteria were set ex-
cept for bilateral PNL procedures. In their study, one of
the two surgeons completed the whole case using the

standard PNL, while the other used the tubeless PNL.
As the result of the study, it was suggested that the tube-
less PNL was safe for all cases, regardless of active bleed-
ing or collecting system perforations. Furthermore, a
nephrostomy tube placement was only recommended
in patients who were going to have PNL for a second
time due to a residual stone. However, in this study, the
use of lower access numbers in the tubeless PNL group
appears to be a remarkable point in the methodology
of the study. According to the European Association of
Urology Guideline 2017, tubeless and total tubeless PNL
procedures are safe alternatives for uncomplicated PNL
operations. Furthermore, it has been suggested to place
nephrostomy tubes in patients with residual stones,
intraoperative severe bleeding, patients with a solitary
kidney, haemorrhagic diathesis, ureteral obstruction,
collecting system perforations, a percutaneous chemol-
ysis plan or a PNL planned for the second time.

The literature findings suggest that from a small
number of prospective randomized studies, careful
preoperative patient selection, limited inclusion cri-
teria and tubeless PNL are applied in uncomplicated
operations (15-18). Tefekli et al. (17) selected patients

Table 3. Complication Data According Modified Clavien Classification

Complication n (%) Group I Group II | Clavien Grade
Pain Requiring 22(%57) |22 (%55) |Gradel
Analgesic

Fever 4(%10,5) |1 (%2,5) Grade I

Blood Transfusion 4(%10,5) |2 (%5) Grade IT
Persistent Hematuria 0 (% 0) 1 (%2,5) Grade 3B
Ureteral Obstruction 2 (%5,2) 2 (%5) Grade 3B
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with a simple isolated lower pole or pelvic stone with-
out hydronephrosis in their prospective study in 2006.
Patients with previous ESWL or renal surgical history,
abnormal congenital urinary system, high creatinine
level and single renal disease were excluded from the
study. In addition, patients with intraoperative op-
eration times of more than two hours, intraoperative
complications, those requiring additional access, and
being scheduled for a second PNL due to residual
stones, were not included in the study. Importantly, the
preoperative and intraoperative inclusion criteria are
considerably limited in these studies.

Among the current prospective randomized stud-
ies, the study performed by Shoma et al. (19) is differ-
ent from the other studies. In their study, patients were
randomized to tubeless PNL or standard PNL groups
using a preoperative sealed envelope drawing method,
similar to our study. However, unlike our study, pa-
tients with complete staghorn stones and those with
collecting tubule perforations were not included in the
study. In addition, the randomization of patients was
provided through a sealed envelope drawing method
within the knowledge of the surgeon before the opera-
tion. In our study, only patients with a history of an
open operation and congenital renal anomalies of the
kidney were excluded from the study, thus, with the
aim of comparing homogeneous patient groups in pre-
operative patient selection.

In our study, patients with significant bleeding at
the end of the operation, those who were subjected to
multiple access, and those who were to be adminis-
tered a PNL for a second session due to postoperative
residual stones were excluded from the study. Thus,
the aim was a postoperative comparison of tubeless
PNL and standard PNL results in homogeneous pa-
tient groups. In addition, the results of the sealed en-
velope draw were hidden from the surgeon until the
end of the operation in order to carry out the study
with a more objective approach. Thus, unlike Shoma et
al., PNL operations were intended to be performed in
the standard course rather than being focused on the
result. To our knowledge, the fact that our study was
both a double-blind and a prospective randomized
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study, it is the first study of this nature. We believe this
study will provide valuable contributions to the litera-
ture in terms of the reliability of the PNL.

Even though the tubeless PNL was first introduced
about 30 years ago, in 1986, Winfield et al. (20) re-
ported major complications in two patients due to the
early removal of the nephrostomy tube. This led to a
decreased use of the tubeless PNL procedure for many
years and resulted in the standardization of the neph-
rostomy tube in PNL operation. (10) However, in re-
cent years, shorter hospital stay, less postoperative pain
and analgesic requirements, insignificant difference in
postoperative complications and positive contribu-
tions to patient comfort have brought the tubeless PNL
forward and led to an increased interest in this surgi-
cal procedure. (10-14) Zilbermann et al. (10) assessed
standard PNL and tubeless PNL complications in their
meta-analysis and reported no significant difference
in complication rates between the two groups. In the
Singh et al. (15) study in 2008 on whether the morbid-
ity rate of tubeless PNL is lower, 60 selected patients
were operated on by a single urologist. Patients with a
stone size less than 3 cm, operations less than 2 hours,
uncomplicated cases and single access patients were
included in the study. In that study, 30 patients per
group were evaluated in the standard PNL group and
tubeless PNL group. There were no major complica-
tions in the tubeless PNL group, while there was bleed-
ing in one patient in the standard PNL group. There
was no significant difference between the two groups
in terms of major and minor complications (p>0.05).

In our study, no patients developed urinoma or
prolonged urine leakage from the tract. When the
complication rates in the patient groups were com-
pared, no significant difference was found between the
two groups (p>0.05).

This study, which we planned and carried out as a
prospective randomized study with broad inclusion
criteria, revealed its superiority over previous studies
in the sense that it was performed as a double-blind
study, as opposed to previous studies. The limitations
of our study include the fact that there were no patients
with supracostal access, we used access sheaths of two
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different diameters.

The tubeless PNL results in a shorter postoperative
hospital stay and less pain in the early postoperative
period. Furthermore, it is an effective and safe meth-
od that can be applied by experienced endourologists
with no significant difference in complications.
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Ozet

Girig: Bu calismada ofloksasin tedavisi-
nin prostat spesifik antijen (PSA) tizerindeki
distiriicti etkisini inceleyip, diisiisii 6ngéren
parametrelerin belirlenmesi amaglanmugtir.

Gereg ve Yontemler: PSA degeri 4 ng/dl
ve tizeri olan ve 15 giinliik ofloksasin tedavisi
verilerek kontrole gelen 99 hastanin kayitlar:
retrospektif olarak incelendi. Hastalarin de-
mografik, radyolojik ve laboratuvar verileri
kaydedildi. Tedavi 6ncesi ve sonrasi PSA dege-
rindeki ortanca degisiklik kadar azalma goz-
lenmeyen veya artis olan hastalar Grup-1, or-
tanca degisiklik veya bu miktardan daha fazla
azalmaya sahip olan hastalar Grup-2 olarak
kategorize edildi. Bu iki grup arasindaki tedavi
oncesi demografik veriler, radyolojik ve labo-
ratuvar bulgular1 arasindaki farklar istatistik-
sel olarak degerlendirildi. Istatistiksel anlamli
¢ikan parametreler i¢in ROC analizi yapildi.

Bulgular: Calismamizda ofloksasin te-
davisi sonrasinda total PSA (tPSA), serbest
PSA (sPSA), PSA dansitesi (PSAD) deger-
lerinde istatistiksel olarak anlamli disis iz-
lendi. tPSAdaki ortanca degisim -%27,9 olup
(-%96,7 — +%101,4), %27,9dan daha fazla dii-
stis gozlenmeyen Grup-1e (n=50) gore, %27,9
ve daha fazla miktarda tPSA distst olan Grup
2de (n=49) tedavi Oncesi laboratuvar para-
metrelerinden C-reaktif protein (CRP), beyaz
kiire sayist (BKS), tPSA ve kreatinin degerle-
rinin istatistiksel anlaml olarak daha yiiksek
oldugu belirlendi (p<0,05). Radyolojik ve de-
mografik verilerde ise iiretral kateterizasyon
Oykiisti disinda diger parametreler igin ista-

Abstract

Objective: To evaluate the effect of ofloxa-
cin treatment on reduction of prostate spesific
antigen (PSA) values and aimed to define the
predictive biomarkers for PSA-decreasing af-
ter treatment.

Material and Methods: All consecuti-
ve 99 outpatients patients with total PSA > 4
ng/ml and treated with ofloxacin for 15 days
were retrospectively identified and evaluated
for PSA response two weeks after the end of
antibiotic therapy. The patient’s demographic,
radiologic, and laboratory data were enrolled.
After determination of median change of total
prostate spesific antigen (tPSA), the patient
cohort was categorized two groups as Group-1
(no reduction as more as in the median PSA
value) and Group-2 (more reduction than the
median PSA value). The differences of demog-
raphic, radiologic and laboratory data betwe-
en the two groups were evaluated statistically.
The ROC analysis was performed for statisti-
cally significant parameters.

Results: tPSA, free PSA (fPSA), and PSA
density (PSAD) were significantly decreased
after the treatment. The median reduction of
tPSA was -27,9% (range -%96,7 — +%101,4).
The pretreatment parameters of C-reactive
protein (CRP), white blood cells (WBC),
tPSA, creatinine, PSAD values were observed
higher in group 2 than group-1 (p<0,05). The
findings on radiological and demographic of
the groups were statistically similar for other
parameters except urethral catheterization
(p=0,023). According to the ROC analysis,
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tistiksel anlaml bir fark gézlenmedi (p=0,023). Yapilan ROC ana-
lizine gore ofloksasin’in PSA diisiiriicii etkisini 6ngérmede tPSA,
PSAD, CRP, kreatinin, BKS i¢in cut-off degerleri ise sirasiyla 9,66
ng/mlL, 0,10, 2,53 mg/dL, 0,94 mg/dL ve 7,60 10°/uL olarak bulundu
(p<0,05).

Sonug: Giinliik iirolojik uygulamalarda PSA yiiksekligi nede-
niyle siklikla antibiyoterapi uygulanmaktadir. Ikinci kusak kinolon
kullanimi ile saglanan PSA diisiirticii etkinin ongortilmesinde be-
lirledigimiz tPSA, PSAD, CRP, kreatinin, BKS degerleri tedavi izle-
minde kullanilabilecek parametreler olarak kabul edilebilir.

Anahtar Kelimeler: Kronik prostatit, PSA, ofloksasin

GiRiS

Prostat kanseri (PK) takibinde kullanilmak tizere
1986da Amerikan Gida ve ila¢ Dairesi (FDA) tara-
findan onay alan prostat spesifik antijen (PSA) testi
1980’lerin sonundan giiniimiize kadar PK tani ve ta-
ramasinda kullanilmaktadir (1). PSA testinin son yil-
larda yogun sekilde kullanilmasi ile PSA yiiksekligine
sebep olan prostatin benign patolojilerine ve inflama-
tuvar hastaliklarina sahip hastalarda gereksiz transrek-
tal ultrasonografi (TRUS) esliginde biyopsi ve ek tani
testleri yapilmaktadir. Klinik pratikte PSA yiiksekligi
tespit edilen hastalarda ampirik antibiyotik tedavi-
si sonrasi tekrar PSA kontroliiniin yapilmas: siklikla
tercih edilmektedir (2). Akut bakteriyel prostatit veya
rekiirren driner enfeksiyon varliginda semptomatik
hastalara antibiyotik tedavisi Avrupa Uroloji Dernegi
(EAU) kilavuzu tarafindan onerilmektedir (3). Ancak
asemptomatik hasta grubunda antibiyotik tedavisinin
gerekliligi konusunda fikir birligi yoktur. Bu ¢aligmada
ofloksasin tedavisinin PSA diigiisti izerine olan etkin-
liginin ve PSA diisiisiinii 6ngoren biyo-belirteglerin
belirlenmesi amaglanmistir.

GEREG VE YONTEMLER

01.06.2016 - 31.12.2017 donemleri arasinda Agri
Devlet Hastanesi Uroloji poliklinigine bagvuran total
PSA (tPSA) degeri 4 ng/dl ve iizeri olan 241 hastanin
kayitlar retrospektif olarak incelendi. Bu hastalardan
tek hekim (KT) tarafindan degerlendirilip rektal tu-
seyi kabul etmeyen ya da rektal tusesi negatif oldugu
halde prostat biyopsisini istemeyip PSA takibini kabul
eden, prostat kanseri 6z veya soy ge¢misi ve prostat bi-

the cut-off values for tPSA, PSAD, CRP, creatinine and WBC for
predicting the PSA-decreasing effect of oflaxosin were 9,66 ng/mL,
0,10, 2,53 mg/dL, 0,94 mg/dL, and 7,60 10°, respectively (p<0,05).

Conclusion: Ampiric antibiotherapy is commonly applied in
daily urologic practice due to the elevated of PSA levels. The pre-
dictive values of PSAD, CRP, creatinine and WBC for the PSA-
decreasing effect following to use 2nd generation quinolone may be
utilized the follow-up of the treatment.

Keywords: Chronic prostatitis ,PSA, ofloxacin

yopsisi oykiisii olmayan, 15 giinliik, giinde bir kez 400
mg ofloksasin tedavisi verilip kontrole gelen 99 hasta
caligmaya dahil edildi. Hastalarin ilk bagvuru tarihi
ve kontrol siiresi kaydedildi. Bu hastalarin 6zellikleri
(yas, alfa blokor ve 5-alfa rediiktaz inhibit6r kullani-
myi, son bir ay igerisinde iiretral islem oykiisii, sonda
varligi, kronik hastalik 6ykiisti [kronik kalp hastaligy,
diabetes mellitus, kronik obstriiktif akciger hastalig1]),
tiroflowmetride maksimal akisin (Qmax) 10 ml/sn’nin
altinda veya tizerinde olmasi, radyolojik bulgular1 ve
laboratuvar degerleri (tedavi 6ncesi tPSA, serbest PSA
(sPSA), PSA dansitesi [PSAD], serbest/total PSA orani
[s/t PSA], beyaz kiire sayis1 [BKS], trombosit, notrofil/
lenfosit orani (N/L), C-reaktif protein (CRP), kreati-
nin, idrar tahlilinde piyiiri varlig1) Tablo 1'de 6zetlendi.

tPSA, sPSA, s/t PSA ve PSAD degerleri tedavi 6n-
cesi ve tedavi sonrasi olarak kargilagtirildi (Tablo 2).
Ayrica tPSAdaki ortanca degerdeki degisiklik bulundu,
ortanca degerdeki degisikligin altinda kalan hastalar
Grup 1 (< ortanca deger), lizerinde kalanlar ise Grup
2 (> ortanca deger) olarak kategorize edildi. Gruplar
arasindaki demografik 6zellikler, laboratuvar degerleri
ve radyolojik bulgular karsilastirildi (Tablo 3).

istatistiksel Analiz

[statistiksel analizler icin IBM SPSS 25.0 Windows
paket programi kullanilmistir. Tanimlayicr istatistik-
ler veri cinsine gore ortalama * standart sapma (SD),
ortanca (aralik) ve yiizde olarak ifade edildi. Degis-
kenlerin normal dagilima uygunlugu Shapiro-Wilk
normallik testi ile degerlendirildi. Parametrik (normal
dagilim gosteren) degiskenlerin analizi icin Bagimsiz t
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Tablo 1: 99 hastanin demografik, laboratuvar ve radyolojik 6zellikleri

Ortalama yas, (y1l + SS) 65,3+8,7
Alfa-bloker kullanan hasta says1, n (%) 92 (92,9)
5-a rediiktaz inhibitori kullanan hasta sayisi, n (%) 28 (28,3)
Son bir ayda tiretral girisim 6ykiisii olan hasta sayis1, n (%) 11(11,1)
Bagvuru aninda sondas olan hasta sayisi, n (%) 12 (12,1)
Qmax <10ml/sn, n (%) 47 (47,5)
Ek hastaliga sahip hasta sayisi, n (%) 60 (60,6)
Tedavi 6ncesi ile tedavi sonrasi PSA kontrolii arasinda gegen siire, giin (aralik) 35 (15-140)

Tedavi 6ncesi tPSA ng/mL

Ortalama + SS 14,1+14,8

Ortanca (aralik) 8,3 (4,6-87,7)
Tedavi 6ncesi sSPSA ng/mL

Ortalama + SS 2,743,2

Ortanca (aralik) 1,7 (0,28-24,3)
Tedavi oncesi s/t PSA orani

Ortalama + SS 0,20+0,10

Ortanca (aralik) 0,18 (0,04-0,55)
Tedavi 6ncesi PSAD ng/mL/mL

Ortalama + SS 0,21+0,23

Ortanca (aralik) 0,13 (0,03-1,37)
Tedavi 6ncesi idrar tahlilinde piytiri varligi olan hasta sayisi, n (%) 40 (40.4)
Tedavi 6ncesi CRP mg/dL

Ortalama + SS 2,5+ 4,8

Ortanca (aralik) 0,7 (0,03-18,5)
Tedavi 6ncesi Kreatinin mg/dL

Ortalama + SS 1,01 £ 0,31

Ortanca (aralik) 0,95 (0,42-2,17)
Tedavi oncesi BKS 10A3/uL

Ortalama + SS 8,7+25

Ortanca (aralik) 8,5(1,3-16,8)
Tedavi 6ncesi N/L orani

Ortalama + SS 3,6+3,2

Ortanca (aralik) 2,7 (1,2-19,4)
Tedavi 6ncesi Trombosit sayis1 10A3/ul

Ortalama + SS 248,1 £ 72,5

Ortanca (aralik) 236 (104-495)
Mesanede kompansantrif-dekompansantrif degisiklik olan hasta sayis1, n (%) 23(23,2)
Ust iiriner dilatasyon olan hasta say1s1, n (%) 4 (4,0)
PMR, n (%)

PMR Var (<100) 20 (20,2)

PMR Var (>100) 11(11,1)

PMR Yok 61 (61,6)
Prostat boyutu (ml)

Ortalama + SS 74,7 + 37,2

Ortanca (aralik) 65 (33-200)

Tablo 1: Hastalarin demografik ézellikleri, radyolojik ve laboratuvar degerleri. SS: standart sapma, n: hasta say1s1, Qmax: Uroflowmetrideki maksi-
mum akig, BKS: Beyaz kiire sayis1, CRP: C-reaktif protein, N/L: nétrofil/lenfosit, PMR: Postmiksiyonel rezidii, tPSA: Total PSA, sPSA: Serbest PSA,
s/t PSA: serbest/total PSA, PSAD: PSA dansitesi
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Tablo 2: Caligmaya dahil edilen 99 hastanin tedavi dncesi ve sonrasi tPSA, sPSA, PSAD, s/t PSA degerleri ve tPSAdaki degisim orani
Tedavi 6ncesi Tedavi sonrasi P
tPSA ng/mL
Ortalama + SS 14,1 + 14,8 8,5+78
<0,001*
Ortanca (aralik) 8,3 (4,6-87,7) 5,9 (0,44-49,7)
sPSA ng/mL
Ortalama + SS 2,7+32 ,6+1,7
<0,001*
Ortanca (aralik) 1,7 (0,28-24,3) 1,1 (0,14-9,20)
s/t PSA orani
Ortalama + SS 0,20 +£ 0,10 0,20 + 0,08
<0,149*
Ortanca (aralik) 0,18 (0,04-0,55) 0,19 (0,05-0,45)
PSAD ng/mL/mL
Ortalama + SS 0,21 +£0,23 0,12 +0,12
<0,001*
Ortanca (aralik) 0,13 (0,03-1,37) 0,09 (0,01-0,89)
Tedavi sonrasi tPSAdaki degisim, %,
-%27,9
ortanca (aralik)
(-%96,7 - +%101,4)

Tablo 2: Caligmaya dahil edilen 99 hastanin tedavi 6ncesi ve sonrasi tPSA, sPSA, PSAD, s/t PSA degerleri ve tPSAdaki degisim orani. tPSA: Total
PSA, sPSA: Serbest PSA, s/t PSA: serbest/total PSA, PSAD: PSA dansitesi. * Wilcoxon test

test, parametrik olmayan (normal dagilim gésterme-
yen) degiskenlerin analizi i¢in Mann-Whitney U testi
ve Wilcoxon testi kullanildi. Kategorik degiskenlerin
analizi i¢in Pearson ki-kare ve Fisher Exact test kulla-
nildi. P<0,05 istatistiksel olarak anlamli kabul edildi.
Ofloksasin tedavisinin PSA distiriicii etkisini belirle-
yici laboratuvar testlerin 6ngorii degerini 6l¢mek i¢in
ROC (Receiver operating characteristic curves) ana-
lizi uygulandi. Youden index metodu kullanilarak en
uygun cut-off (sinur), duyarlilik ve 6zgiillik degerleri
hesaplandu.

BULGULAR

Calismaya dahil edilen 99 hastanin ortalama
yas1 65,3£8,7 yil olarak tespit edildi. Hastalarin 92’i
(%92,9) alfa blokor kullanirken, 5-alfa rediktaz kul-
lanan hasta sayist 28 (%28,3) idi. 11 (%11,1) hastanin
son bir ay icinde tiretral kateterizasyon dykiisit mevcut
olup, devaml tretral kateter ile bagvuran hastalarin
sayist 12 (%12,1) idi. Uroflowmetrik degerlendirmede
47 (%47,5) hastada Qmax degerinin 10 ml/sn’nin al-
tinda oldugu bulundu. 66 (%66,7) hastada kronik has-
talik 6ykiisti mevcuttu. Tedavi Oncesi ve sonrast PSA
kontrolii i¢in gegen ortanca siire 35 (15 - 140) giin idi.
Tedavi 6ncesi PSA derivelerinin ortalama degerleri s1-
rastyla: tPSA i¢in 14,1+14,8 ng/mL, sPSA; 2,7+3,2 ng/

mL, s/t PSA i¢in 0,20+0,10 ve PSAD igin 0,21+0,23 ng/
mL/mL olarak bulundu. 40 (%40,4) hastanin idrar tah-
lili degerlendirmesinde piyiiri varlig1 saptandi. Diger
laboratuvar bulgularinin ortalama degerleri sirasiy-
la: CRP; 2,5+4,8 mg/dL, kreatinin; 1,01+0,31 mg/dL,
BKS; 8,7+2,5 10°/ulL, N/L orani; 3,6+3,2, trombosit;
248,1+72,5 10°/ul olarak tespit edildi. Radyolojik de-
gerlendirmede 23 (%23,2) hastada mesane duvarinda
hipertrofik degisiklikler, 4 (%4,04) hastada iist tiriner
sistem dilatasyonu saptandi. Ayrica 61 (%61,6) hastada
post-miksiyonel rezidii (PMR) idrar saptanmazken, 20
(%20,2) hastada 100 mI'nin altinda, 11 (%11,1) hastada
100 ml'nin tizerinde PMR idrar mevcuttu. Hastalarin
ortalama prostat hacmi 74,7+£37,2 ml olarak bulundu
(Tablo 1).

Ofloksasin tedavisi dncesi ve tedavisi sonrasi or-
talama tPSA degerinin sirasiyla 14,1+14,8 ng/ml ve
8,5+7,8 ng/mL oldugu goriildii. Bu distisiin istatistik-
sel anlamli oldugu belirlendi (p<0,001). Ayrica tedavi
oncesi ve tedavi sonrasi ortalama sPSA ve PSAD deger-
lerinin sirasiyla 2,7+3,2 - 1,6£1,7 ng/mL ve 0,21+0,23
- 0,12+0,12 ng/mL/mL oldugu ve her iki deger agisin-
dan istatistiksel anlaml bir diisiisiin saglandig: tespit
edildi (p<0,001). Tedavi dncesi ve sonrasi ortalama s/t
PSA oranlarin sirastyla 0,20+ 0,10 ve 0,20+0,08 oldugu
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Tablo 3: Gruplara gore hastalarin demografik, laboratuvar ve radyolojik ozellikleri

Parametreler Grup 1 Grup 2 P
(degisim<-%27,9) (degisim>-%27,9)
Hastaya sayis1 n (%) 50 (%50,5) 49 (%49,5)
Ortalama yas (y1l + SS) 66,6+8,5 64,0+8,9 0,140*
Alfa-bloker kullanimi, n (%) 0,678
Var 47 (94,0) 45 (91,8)
Yok 2 (4,0) 4 (82)
Missing 1 (2,0) 0 (0,0)
Alfa-bloker alt tipine gore hasta sayisi, n (%) 0,558*
Silodosin 26 (59,1) 26 (68,4)
Alfuzosin 11 (25,0) 6 (15,8)
Tamsulosin 6(13,6) 6 (15,8)
5 alfa rediiktaz inhibitort kullanimi, n (%) 0,406*
Var 12 (24,0) 16 (32,7)
Yok 36 (72,0) 33 (67,3)
Missing 2 (4,0) 0 (0,0)
Son bir ayda tiretral girisim 6ykiist, n (%) 0,023*
Var 2 (4,0) 9(18,4)
Yok 47 (94,0) 39 (79,6)
Missing 1(2,0) 1(2,0)
Bagvuru aninda sonda varligi, n (%) 0,487*
Var 5 (10,0) 7 (14,3)
Yok 44 (88,0) 40 (81,6)
Missing 1(2,0) 2(4,1)
Qmax <10ml/sn, n (%) 0,300*
Var 27 (54,0) 20 (40,8)
Yok 20 (40,0) 23 (46,9)
Missing 3 (6,0) 6(12,2)
Ek hastaliga sahip hasta sayisi, n (%) 0.584¢
Var 31 (62,0) 29 (59,2)
Yok 17 (34,0) 20 (40,8)
Missing 2 (4,0) 0(0,0)
Laboratuvar
Tedavi 6ncesi PSA degerleri
Ortalama tPSA ng/mL + SS 11,4+11,8 17,0£17,2 0,035**
Ortalama sPSA ng/mL + SS 2,1£1,9 3,5+4,2 0,073**
Ortalama s/tPSA orani + SS 0,19+0,08 0,21+0,11 0,986**
Ortalama PSAD ng/mL/mL + SS 0,17+0,19 0,25+0,26 0,015**
Tedavi 6ncesi idrar tahlilinde piyiiri varligi, n (%) 0,214
Var 17 (64,0) 23 (46,9)
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Yok 31 (62,0) 25 (51,0)
Missing 2 (4,0) 1 (2,0)
Tedavi 6ncesi CRP mg/dL + SS 1,28+2,0 4,25+6,1 0,019 **
Tedavi 6ncesi Kreatinin mg/dL + SS 0,97+0,37 1,07+0,22 0,047 **
Tedavi dncesi BKS + SS 10A3/uL 8,1+2,6 9,7+2,3 0,048 **
Tedavi 6ncesi N/L orani + SS 3,13£2,61 4,36+4,21 0,167 **
Tedavi 6ncesi Trombosit sayis1 + SS 10A3/ul. | 235,5+64,2 264,7+80,6 0,250 **
Radyolojik bulgular
Mesanede hipertrofik degisiklik varligi, n(%) 0.765*
Var 11 (22,0 12 (24,5)
Yok 39 (78,0) 37 (75,5)
Ust iiriner sistem dilatasyonu varlig1,
1 (%) 0,362
Var 1(2,0) 3(6,1)
Yok 49 (98,2) 46 (93,9)
PMR, n (%) 0,608*
Var (<100 mL) 12 (24,0) 8 (16,3)
Var (>100 mL) 6 (12,0) 5(10,2)
Yok 29 (58,0) 32 (65,3)
Missing 3 (6,0) 4(8,2)
Ortalama prostat boyutu + SS 74,4+33,6 74,3+39,7 0,519 **

Tablo 3: Gruplara gore hastalarin demografik, laboratuvar ve radyolojik ozellikleri. Qmax: Uroflowmetrideki maksimum akis, tPSA: Total PSA,
sPSA: Serbest PSA, s/t PSA: serbest/total PSA, PSAD: PSA dansitesi, CRP: C-reaktif protein, BKS: Beyaz kiire sayisi, N/L: notrofil/lenfosit orani,
PMR: Postmiksiyonel rezidii. * Bagimsiz t test, ** Mann-Whitney U test, * Pearson ki-kare, !! Fisher Exact test.

ve degisimin istatistiksel olarak anlamli olmadig1 goz-
lendi (p=0,149) (Tablo 2).

Tedavi sonrasi kontrol tPSAdaki degisiklik -%96,7
ile +%101,4 arasinda olup istatistiksel anlamli olarak
ortanca %27,9 diisiisiin oldugu belirlendi (Tablo 2).
tPSAdaki diisiis miktar1 %27,9dan daha az olan has-
talar Grup 1 (50/99, %50,5), %27,9dan daha fazla
olan hastalar ise Grup 2 ( 49/99, %49,5) olarak kate-
gorize edildi. Ortalama yas degerleri acisindan Grup
1 (66,6£8,5) ve Grup 2 (64,0 £ 8,9) arasinda istatistik-
sel anlamli bir fark bulunmadi (p=0,140). Ayrica, bu
iki grup arasinda alfa blokor ve 5 alfa rediiktaz kulla-
nimlar1 agisindan istatistiksel anlamli bir fark yoktu
(p=0,558; p=0,406). Qmax <10ml/sn olan hasta says1
Grup 1 igin 27 (%54), Grup 2 igin 20 (%40,8) olup is-
tatistiksel olarak anlaml bir fark yoktu (p=0,300). Son
bir aydaki tiretral girisim oykiisii olanlarin sayisinin
Grup 2de (9 [%18,4]), Grup le (2 [%4]) gore istatis-

tiksel olarak daha fazla oldugu bulundu (p=0,023).
Tedavi 6ncesi PSA degerleri agisindan her iki grup
degerlendirildiginde; ortalama sPSA ve s/t PSA deger-
leri agisindan gruplar arasinda istatistiksel anlamli bir
farklilik saptanmadi (p=0,073; p=0,986).

Grup 2'de Grup l'e gore tedavi oncesi tPSA (11,4 +
11,8 ng/mL [Grup 1], 17,0 + 17,2 ng/mL [Grup 2]) ve
PSAD (0,17 + 0,19 ng/mL/mL [Grup 1], 0,25 + 0,26
ng/mL/mL [Grup 2]) degerleri istatistiksel olarak daha
yiiksek saptandi (p=0,035; p=0,015). Ayrica tedavi 6n-
cesi BKS (8,1 + 2,6 10°*/ul [Grup 1], 9,7 + 2,3 10°/uL
[Grup 2]), kreatinin (0,97 + 0,37 mg/dL [Grup 1], 1,07
+ 0,22 mg/dL [Grup 2]) ve CRP (1,28 + 2,0 [Grup 1],
4,25 + 6,1 [Grup 2]) degerlerinin istatistiksel olarak
Grup 2de daha yiiksek oldugu tespit edildi (p=0,048;
p=0,047; p=0,019). Idrarda piytiri varligi, N/L orani,
trombosit sayisi ve radyolojik bulgular (mesanede hi-
pertrofik degisiklik, iist Giriner sistem dilatasyon varli-
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Tablo 4: ROC analizine gore tedavi 6ncesi tPSA, PSAD, CRP, kreatinin ve BKS degerlerinin ofloksasinin PSAdaki distirticii etkisi tizerine
ongoriicii etkisinin incelenmesi
Cut-off degeri Duyarlihik Ozgiilliik AUC %95 CI p
tPSA 9,66 0,640 0,727 0,662 0,513-0,811 0,036
PSAD 0,10 0,920 0,545 0,668 0,525-0,810 0,030
CRP 2,53 0,400 0,909 0,670 0,527-0,813 0,027
Kreatinin 0,94 0,840 0,576 0,680 0,541-0,819 0,020
BKS 7,60 0,880 0,455 0,668 0,526-0,810 0,030

Tablo 4: ROC analizine gore tedavi 6ncesi tPSA, PSAD, CRP, kreatinin ve BKS degerlerinin ofloksasinin PSA diisiiriicti etkisi tizerine 6ngoriicti
etkilerinin incelenmesi. AUC: Area under the curve, CI: Confidence interval, tPSA: Total PSA, PSAD: PSA dansitesi, CRP: C-reaktif protein, BKS:

Beyaz kiire sayis1.

&1, PMR idrar miktar1 ve prostat boyutu) agisindan iki
grup arasinda istatistiksel anlamli bir fark yoktu (Tablo
3).

Yapilan ROC analizine gore ofloksasinin PSA dii-
stirtici etkisini 6ngérmede laboratuvar testlerinden
tPSA, PSAD, CRP, kreatinin ve BKSnin esik degerleri
sirastyla 9,66 ng/mL, 0,10, 2,53 mg/dL, 0,94 mg/dL ve
7,60 10°/uL idi (p=0,036; p=0,030; p=0,027; p=0,020;
p=0,030) (Tablo 4, Figiir 1). Ayrica her bir laboratuvar
testinin duyarlilik, 6zgiillik ve AUC degerleri Tablo
4de 6zetlendi.

TARTISMA

PK stiphesi ile bagvuran ve PSA yiiksekligi saptanan
hastalarda prostat inflamasyonuna bagh olusan PSA
artigt her zaman akilda bulundurulmalidir. Cesitli en-
teksiyoz etkenlere bagli olarak gelisen prostatite sahip
olan fakat asemptomatik olan kronik prostatitli hasta-
lar (Ulusal Saglik Enstitiisti Tip 4 [NIH-Tip IV]) tiro-
loji klinigine siklikla bagvurmaktadirlar (4-6). Pott'un
yaptig1 calismada PSA>4 ng/ml olan hastalarda kronik
prostatit insidansinin %42 oldugu bildirilmistir (6).
PSA yiiksekligi ile bagvuran hastalarin prostatik sek-
resyonlarinda veya idrar kiltiirlerinde pozitif bakteri
iireme oranlart %15-%36 arasinda degismektedir (7).
Kanitlanabilir bir enfeksiyon ajani olmasa da prostatta
yer alan inflamasyonun orani %20’nin {izerine ¢ikti-
ginda buna bagli olarak bir PSA yiikselisinin olabildigi
gosterilmistir (8, 9). Bu caligmalar gz éniinde bulun-
duruldugunda, bu hasta grubunda PSA disiistinti sag-
lamak amaciyla antibiyotik tedavisi kullanimi 6nerilen
bir tedavi segenegidir (3, 5, 10).
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Karazanashvili ve ark. yaptig1 calismada antibiyotik
tedavisi ile PSA diisiisii saglanarak PK ve benign pato-
lojilerin ayriminda yardimci olunabilecegi ortaya ko-
yulmustur. Antibiyotik tedavisi sonras1 %57,6 hastada
tPSAnin normal degerlere geriledigi ve bu hastalarda
biyopsi oranin %46,7 azaldig: bildirilmigtir (11). PSA
yiiksekligi saptanan hasta grubunda PSA deger degi-
siminin kullanilmasinin PK tespitindeki duyarliliginin
%85, 6zgilligiiniin %96 oldugu belirtilmektedir (12).
Kehinde ve ark. ¢alisgmasinda PSA degeri 0-10 ng/ml
olan 1539 hasta dahil edilmis ve bu hastalarin hepsine
TRUS biyopsi yapildiginda sadece %0,2de PK, %9da
benign prostat hiperplazisi (BPH), %2de prostatit ile
birlikte BPH ve %87,6da prostata yonelik herhangi bir
histopatolojik bulgu saptanamamugtir (13).

Gereksiz biyopsilerin bu hasta grubunda getirdigi
morbidite ve mortalite yiikiiniin énemine son yillar-
da daha ¢ok dikkat ¢ekilmektedir. Gereksiz biyopsileri
azaltabilmek i¢in TRUS biyopsi 6ncesi PSA testine ek
olarak PSAD, s/t PSA gibi PSA derivelerinin kullanil-
mast Onerilmektedir (14). Ayrica ampirik antibiyotik
tedavisi sonrasi elde edilen PSA degeri kullanilarak
secilecek olan hasta poptilasyonuna yapilan TRUS
biyopsinin pozitif prediktif degerinin arttig1 bildiril-
mektedir (6). Biz de ¢aligmamizda ofloksasin tedavi-
si sonrast tPSA diistisiiniin yaninda sPSA, s/t PSA ve
PSAD diisiislerini de degerlendirdik. sPSA ve PSADde
anlamli dististin oldugu fakat beklenildigi gibi s/t PSA
oraninda diisiisiin olmadig1 goriilmistir. Antibiyotik
tedavisi sonras1 tPSA diigiis orani ¢esitli caligmalarda
%7,1-43 olarak bildirilmekte, bizim ¢alismamizda ise
bu degerin %27,9 oldugu saptanmustir (15). Bulgulari-
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Figiir 1: Ofloksasin tedavisinin PSA diistiriic etkisini belirleyici laboratuvar testlerin 6ngorii degerini 6l¢gmek i¢in yapilan ROC analizi. PSAD: PSA

dansitesi, tPSA: total PSA, CRP: C-reaktif protein.

miza gore ofloksasin tedavisinin belirgin PSA distisii-
nii sagladigi hasta grubunda tedavi 6ncesi daha yiiksek
olarak saptanan PSAD, tPSA, CRP, BKS ve kreatinin
degerleri hangi hasta grubunun antibiyotik tedavisin-
den fayda gorecegine yonelik belirleyici olabilir. Cho
ve ark. yaptig1 baska bir ¢alismada antibiyotik tedavisi
sonrasi PSA ve PSADde gerileme saglanmasi ile TRUS
biyopsi yapilacak hastalarin daha dikkatli segilecegini
ve bunun da gereksiz biyopsileri dnleyecegini belirt-
mektedir (16). Bizim ¢alismamizda ise antibiyotik te-
davisi 6ncesi PSA diisiisiinii 6ngoren biyo-belirteglerin
esik degerleri; tPSA igin 9,66 ng/mL, PSAD igin 0,10
bulunmustur. Ayrica bu belirteglere ek olarak CRP i¢in
2,53 mg/dL, kreatinin i¢in 0,94 mg/dL ve BKS i¢in 7,60
10°/uL, PSA disiisiinii 6ngoriicti belirteclerin esik de-
gerleri olarak belirlenmistir.

Zarrabi ve ark. yaptig1 calismada TRUS biyopsi
sonrast histopatolojik degerlendirilmede prostatit tes-

pit edilen hasta grubunda kreatinin diizeylerinin daha
yiiksek oldugu belirlenmistir (17). Biz de ¢aliymamiz-
da anlamli PSA diisiisti saglanan grupta kreatinin dii-
zeylerinin daha yiiksek oldugunu tespit ettik. Ayrica
akut faz reaktani olan CRP ve BKS yiiksekliginin sap-
tanmast altta yer alan bir inflamatuar durumu 6ngo-
rerek antibiyotik tedavisi tercih edilecek hasta grubu
seciminde kullanilabilir.

Atalay ve ark. ampirik antibiyotik tedavisinin PSA
diigtirticti etkisini gosterdikleri ¢aligmalarinda, anti-
biyotik tedavisinin PK saptama oranini azaltmadigini
belirtmiglerdir (18). Ancak prostatit tabanli PSA yiik-
selmelerini 6nceden 6ngoriip buna uygun tedavi veril-
mesi gereksiz antibiyotik tedavileri i¢in bir algoritma
olusturabilir.

PSA yiiksekliginde ampirik antibiyotik kullanimi
biyopsi sonrast enfeksiyon ve antibiyotik direnci gibi
potansiyel yan etkilere neden olmaktadir. Ozellikle bu
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amag icin florokinolonlarin kullanimi siprofloksasine
direncli Esherichia coli enfeksiyonlarina yol agmakta-
dir (19). Feliciano ve ark. yaptig1 calismada 3 haftalik
siprofloksasin kullanimi sonrasi biyopsi yapilan hasta
grubunda daha yliksek oranda sepsisin gelistigi tespit
edilmis (20). Calismamizda saptadigimiz antibiyotik
tedavisinin PSA diigiiriicii etkisini dngoriicii paramet-
reler, ampirik antibiyoterapi uygulanacak hasta grubu-
nu belirleme konusunda bize yardimci olabilir.

Caliymamizin retrospektif olmasi, antibiyotik teda-
visi sonrasi kontrole gelen hastalarin verilerinde gesitli
kayiplarin olmasi, plasebo verilen bir kontrol grubu-
nun olmamasi ve ¢aligmaya dahil edilen hastalarin ta-
kiplerindeki prostat biyopsisi verilerinin eksik olmasi
nedeniyle onkolojik degerlendirmenin saglanamama-
s1, ¢alismanin temel kisitlayici faktorleridir.

SONUC

PSA yiiksekligi tespit edilen asemptomatik hastalar-
da ofloksasin tedavisi ile anlamli tPSA, sPSA ve PSAD
diisiisii saglanmaktadir. Bu ¢alismada belirlenen PSA
diistisiinii ongoren belirteglerin ve esik degerlerinin
kullanimi sayesinde PSA yiiksekligi ile bagvuran hasta
gruplarinda antibiyotik tedavisi kullanimi konusunda
daha segici olunabilir. Ancak gelecekte yapilabilecek
olan daha fazla hasta sayisina sahip randomize, pros-
pektif, kontrollii ¢aligmalar ile bulgularimizi dogrular
nitelikte daha net sonuglar elde edilecektir.
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Ozet

Amag: Calisamizda, klinigimizdeki non-
obstriiktif azoospermi (NOA) olgularinda tek
tarafli mikroskobik testikiiler sperm ekstraksiyonu
(mTESE) sonuglarimizi sunmay1 ve basariy etkiley-
en faktorleri ortaya koymay1 amagladik.

Gereg ve Yontemler: Calismamiza toplam 102
NOA hastas: dahil edildi. Hastalarin testis hacim-
leri, serum folikiil uyarict hormon (FSH), liiteini-
zan hormon (LH), prolaktin (PRL) ve testosteron
(T) diizeyleri olgiildi, genetik degerlendirmeleri
yapildi. Ardindan mTESE uygulanarak hastalar,
sperm ekstraksiyonunun basarili (sperm bulunan)
veya basarisiz (sperm bulunmayan) olmasina gore
iki gruba ayrildi. Gruplar demografik, klinik ve his-
topatolojik veriler agisindan kargilastirild.

Bulgular: mTESE ile sperm ekstraksiyonu
basar1 oranimiz %62.7 idi (n=64). Iki grup arasinda
yas, infertilite siiresi, serum T ve PRL dizeyleri
agisindan anlamli fark yoktu (sirasiyla p=0.896,
p=0.357, p=0.504, p=0.179). mTESEnin basarili
oldugu grupta ortalama testis hacmi anlaml olarak
daha yiiksek olup, serum FSH ve LH dizeyleri
anlaml olarak disiiktii (sirastyla p=0.029, p=0.004,
p=0.001). Histopatolojik degerlendirmede mTESE
basarisi agisindan hipospermatogenez, sertoli cell
only sendromu (SCOS) ve matiirasyon arresti (MA)
gruplar: arasinda anlaml fark bulundu (sirasiyla%
88.5, %37.5, % 30; p<0.001).Sonug: Tek tarafli mTE-
SE bagar1 oranimiz, daha 6nce bildirilen bilateral
serilerle benzer olarak bulundu. mTESE basarisini
etkileyen birden ¢ok prediktif faktér bulunmakla
birlikte, tek tarafli mTESE uygulamasinin daha az
invaziv olmasi ve kontralateral testis biitiinliigiiniin
korunmas: nedeniyle kurtarma mTESE agisindan
avantaj saglayabilir.

Anahtar Kelimeler: Non-obstriiktif azoosper-
mia, Mikro-TESE, Sperm elde etme, unilateral

Abstract

Objective: We aimed to present the results of
unilateral microscopic testicular sperm extraction
(mTESE) in non-obstructive azoospermia (NOA)
cases in our clinic and to elucidate the factors affec-
ting mTESE success.

Materials and Methods: Our study was pros-
pectively designed and 102 NOA patients were
included. Testis volumes, serum follicle stimulating
hormone (FSH), luteinizing hormone (LH), prolac-
tin (PRL) and testosterone (T) levels were measured
and genetic evaluations was carried out. We perfor-
med mTESE and divided patients into two groups
according to sperm extraction results as mTESE is
successful (sperm could be found) or failed (sperm
could not be found). The two groups were compa-
red in demographic, clinical and histopathological
data.

Results: Sperm extraction by mTESE was suc-
cessful in 64 (62.7%) patients. There was no signifi-
cant difference between two groups in terms of age,
infertility times, serum T and PRL levels (p=0.896,
p=0.357, p=0.504, p=0.179, respectively). Serum
FSH and LH levels were significantly lower, and the
mean testis volume was significantly higher in the
group that micro-TESE was successful (p=0.004,
p=0.001, p=0.029, respectively). Histopathological
evaluation revealed a significant difference betwe-
en hypospermatogenesis, sertoli cell only syndro-
me (SCOS) and maturation arrest (MA) groups in
terms of mTESE success (88.5%, 37.5%, 30%, res-
pectively; p<0.001).

Conclusion: Our unilateral mTESE success
rate was similar to those performed bilaterally in
literature. Besides the multiple predictive factors of
mTESE success rate, unilaterally performed mTESE
is less invasive procedure preserving the integrity of
the contralateral testis and may be advantageous in
terms of improving salvage mTESE results.

Keywords: Non-obstructive azoospermia,
Micro-TESE, Sperm retrieval, Unilateral.
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INTRODUCTION

Male infertility is defined as the absence of preg-
nancy within 12 months despite of unprotected sexual
intercourse from normal vaginal route in presence of a
normal female partner. Its estimated worldwide preva-
lence is 10-15%. The underlying etiology of infertility
in 10-15% of infertile males and 1% of general popula-
tion has been azoospermia (1, 2). Azoospermia is in-
vestigated in two subgroups; obstructive azoospermia
(OA) and non-obstructive azoospermia (NOA).

NOA patients constitute 60% of the azoospermia
patients (3). The etiology of NOA includes transloca-
tions and microdeletions in Y chromosome, cryptor-
chidism, testicular torsion, radiation, toxins, varico-
cele and idiopathic causes (4, 5).

Despite the absence of spermatozoa in the ejaculate
of the NOA patients, sperm retrieval may still be possi-
ble due to the presence of isolated active spermatogen-
esis foci. The use of assisted reproductive techniques is
essential for the conception (6).

Microscopic testicular sperm extraction (mTESE)
was first described by Shlegel and Li in 1999 (7), and
have become the most preferred technique for sperm
retrieval in NOA patients. The procedure has low com-
plication rates, and high success rates ranging from
35% to 75% (7-13).

Although mTESE has very low complication rates,
it is an invasive procedure. When applied to both tes-
tes, it may result in damage to bilateral testes, decrease
in testicular volume, deterioration of testicular blood
flow, and decreased testosterone level (14).In our clin-
ic, we perform mTESE unilaterally in this respect. In
this study, we aimed to present our unilaterally per-
formed micro-TESE results and the factors affecting
the success of the procedure.

MATERIAL AND METHODS

Our study was prospectively designed. One hun-
dred and two NOA patients who applied to Erzurum
Atatiirk University Faculty of Medicine Research Hos-
pital, In Vitro Fertilization (IVF) Center, between June
2013 and 2015, for assisted reproductive techniques
were included. Demographic data and clinical evalua-

tion results of the patients were recorded.

Testis volume was measured by Prader orchi-
dometer. Three semen samples were taken from the
patients with intervals of 15 days and after at least 3
and no more than 5 days of sexual abstinence. Semen
analysis was carried out by the biologist and evaluated
according to the World Health Organization criteria.
Serum follicle stimulating hormone (FSH), luteinizing
hormone (LH), prolactin (PRL) and testosterone (T)
levels of patients were measured from blood samples
taken between 08:00 and 10:00 in the morning.

Karyotype analysis and Y chromosome microdele-
tions were genetically investigated for all patients.

mTESE was unilaterally performed in all patients
by the same surgical team and to the larger sized tes-
tis which have better consistency. The procedure was
performed under general anesthesia. The testis was
taken out with approximately 5 cm one sided incision
parallel to the raphe. First of all, microsurgery epi-
didymal sperm aspiration (MESA) was performed in
all patients. If the sperm retrieval was failed in MESA;
a wide incision was made on tunica albuginea under
microscopic examination, closer to the mid-section
of the testis and free from vessels. Approximately 10
bright, white and wide tubules were selected and col-
lected with micropenset under 20-25X optical magni-
fication. A biopsy specimen was taken intraoperatively
for histopathological diagnosis. The tissue samples
taken from all the patients were evaluated by the same
embryologist and the same pathologist.

Patients were divided into two groups according to
sperm extraction results as mTESE is successful (sperm
could be found) (group 1) or failed (sperm could not
be found) (group 2). The two groups were compared
in terms of age, testis volumes, serum T, LH, FSH and
PRL levels, karyotype analysis, AZF microdeletions
and testicular histopathology.

Verbal and written informed consents were taken
from all of the patients. The study was conducted in
accordance with the Declaration of Helsinki and ap-
proved by the Ethics Committee of Erzurum Atatiirk
University Faculty of Medicine (19.02.2015, #29).
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Table 1: mTESE success rate, demographic data, clinical features and biochemical analyses.

Sperm (+) Sperm (-)
Variables (Group 1) (Group 2) P
(n=64) (n=38)

Age (year) Mean + SD 34.7 +5.68 35+7.56 0.896
Infertility time (year) Mean + SD 6+3.87 6.4+3.73 0.357
Testis volume (ml) Mean + SD 16.9745.16 14.50+5.19 0.029*
T (ng/ml) Mean + SD 2.96+1.08 3.15+1.3 0.504
PRL (ng/ml) Mean + SD 8.11+4.07 9.85%5.11 0.179
FSH (mIU/ml) Median (Min-Max) 12.15 (64.7- 0.48) 23.85 (67.6- 0.97) 0.004*
LH (mIU/ml) Median (Min-Max) 5.66 (28.2-0.28) 10.10 (22.5-0.46) 0.001*
mTESE success rate (%) 62,7 - -

*p<0.05 is statistically significant.

LH: Luteinizing hormone, FSH: Follicle stimulating hormone, PRL: Prolactin,

T: Testosterone, mTESE: micro testicular sperm extraction,
SD: Standard deviation, Min-Max: Minimum-Maximum.

Table 2: Comparison of the groups in terms of histopathological diagnoses.

Histopathological Sperm Retrieval Number of Patients Sperm Retrieval Rate
Diagnoses (+)/(-) (n) (%)
- . (+) 46 88,5
ypospermatogenesis *

) 6 11,5

(+) 15 37,5
SCOS*®

G 25 62,5

+) 3 30
MA

) 7 70

*p<0.05 is statistically significant.
SCOS: Sertoli Cell Only Syndrome, MA: Maturation arrest

Sperm retrieval rates between *and ® was significantly different; p<0.001*.

Sperm retrieval rates between *and © was significantly different; p<0.001*.

(+)=sperm was found in micro-TESE.
(-)=sperm was not found in micro-TESE.

Statistical Analyses

Statistical analysis was carried out by using the
SPSS software version 20 (SPSS Inc., Chicago, IL). Nu-
merical variables were investigated using visual (his-
tograms, probability plots) and analytical methods
(Kolmogorov-Smirnov test) to determine whether or
not they are normally distributed. Independent groups
Student T test was used in normally distributed nu-
merical variables and analyses were presented using
means and standard deviations. Mann-Whitney U test
was used in the analysis of numerical variables that
were not normally distributed variables and the analy-
ses were presented using medians, and minimum and
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maximum values. Categorical data were expressed as
number and percentages. Chi-square test was used in
the comparing categorical variables between the two
groups. Bonferroni corrected Mann-Whitney U test
was performed to identify the groups from which the
difference was derived when there were significant re-
sults among multiple groups. An overall 5% type-1 er-
ror level was used to infer statistical significance.

RESULTS

Serum FSH and LH levels were significantly lower
and mean testis volume was significantly higher in
group 1 (p=0.004, p=0.001, p=0.029, respectively).
There was no significant difference in terms of the
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age, infertility time, serum T and PRL levels of sperm
between group 1 and group 2 (p=0.896, p=0.357,
p=0.504, p=0.179, respectively). mTESE success rate
was found as 62.7 % (Table 1).

Histopathological examinations of the biopsies tak-
en during mTESE were reported as hypospermatogen-
esis, sertoli cell only syndrome (SCOS) and maturation
arrest (MA). There was a significant difference between
hypospermatogenesis, SCOS and MA groups (88.5%,
37.5%, 30%, respectively; p<0.001). In the bilateral
comparisons, this difference was found to be due to the
difference between hypospermatogenesis-SCOS and
hypospermatogenesis-MA groups (p<0.001) (Table 2).

In our study, 4 patients were given 6 months of hu-
man chorionic gonadotropin (HCG) hormonotherapy
before salvage mTESE. In 1 of 4 patients, sperm could
be found in salvage mTESE. However, statistical evalu-
ation was not possible due to the number of patients.

Non-mosaic Klinefelter syndrome (KS) was detect-
ed in 9 and AZFc microdeletion was detected in 3 of
the patients included in our study. mTESE was success-
ful in 3 of 9 patients who had KS, and in 3 of the pa-
tients who had AZFc microdeletion. Six of the patients
included in our study had a history of orchiopexy due
to cryptorchidism with 4 of them bilaterally and 2 of
them unilaterally operated. We performed mTESE
contralaterally in patients with unilateral orchiopexy
history. mTESE was successful in 2 of the patients with
bilateral orchiopexy and 1 of the patients with unilat-
eral orchiopexy history.

Grade III varicocele was diagnosed in 5 patients
and subinguinal microscopic varicocelectomy was
performed. After the varicocelectomy, patients were
re-diagnosed with azoospermia, and then mTESE was
performed. mTESE was successful in all of these 5 pa-
tients.

In our study, we did not experience severe com-
plications such as epididymitis, scrotal hematoma or
testicular hydrocele.

DISCUSSION

mTESE is usually performed bilaterally and per-
formed in counter testis if sperm could not be found in

one testis. In literature, bilaterally performed mTESE
success rates were found between 35-75% (7-13). Our
mTESE success rate as high as 62.7% have been sup-
portive for unilateral mTESE.

Decreased testis volume is known to be associated
with hypogonadism. Okada et al. found at least 2 ml
decrease in mean testis volume in 25% of conventional
TESE and 2.5 % in mTESE 6 months after the surgery
through 120 patients, and it was thought to be related
with the amount of tissue removed during the proce-
dure (15). Ozturk et al. reported a 0.3 ml and 0.6 ml
decrease in mean testis volume 3 and 12 months after
mTESE, respectively. It was thought to be related with
the testicular tissue extraction leading to impaired
blood supply (16).

Increased amount of the removed testicular tis-
sue results in impaired testosterone secretion due to
the decrease in Leydig cell number. In a meta-analysis,
the mean serum total testosterone level was shown as
profoundly decreased after mTESE in men with NOA
(17). Even though the complication rate of mTESE is
generally low, unilateral surgery is less invasive than
bilateral which may lead to achieve lower complication
rates with less surgical load. The tissue integrity of the
contralateral testis has not been compromised in uni-
lateral surgery and this may increase the success rate of
salvage mTESE.

In our study design, we planned salvage mTESE
for contralateral testis after 3-6 months of hormonal
manipulation. However, only 4 of the patients could
come back to our clinic for a variety of reasons, such
as the desperation of patients, anxiety of patients about
the surgery, and due to the fact that patients living in
remote areas could not come back to the hospital. We
have been able to perform salvage mTESE in only 4
of the 38 patients in whom we could not find sperm
in mTESE. Therefore, we did not have the chance to
evaluate the advantage of unilateral mTESE in terms
of salvage procedure. In further studies, the evaluation
of salvage mTESE results may provide valuable infor-
mation in comparison of the unilateral mTESE with
bilateral.

It has been shown in previous studies that elevating
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the serum T level above 300 ng/dL threshold by hor-
monotherapy with hCG, tamoxifen, clomiphene citrate
or aromatase inhibitors provide 20-30% increase in
sperm retrieval rate (12, 13, 17, 18). However, Ramasa-
my et al. found no significant relationship between the
low and normal T levels and mTESE success rate (19).
Our study supported this data. However, intratesticu-
lar testosterone (ITT) level is thought to be predictive
of mTESE success. It is controversial whether the opti-
mization of serum T level before mTESE significantly
increases mTESE success rate or not (12, 17, 19).

In our study, the testis volume was significantly
higher in the group that mTESE was successful. Al-
though there is a positive correlation between testis
volume and mTESE success, testis volume is thought
as not to be a consistent parameter in terms of predic-
tive value (20, 21). The small testis volume is not a con-
traindication for mTESE. Besides, testis volume may
be normal in the presence of early or late MA histology
in NOA patients (20).

There is no reference serum FSH level that indi-
cates whether spermatogenesis is normal or not, how-
ever previous studies have shown that sperm retrieval
is less successful in azoospermic patients with elevated
serum FSH level (8-10). Our study was consistent with
previous reports in terms of significantly lower level of
FSH in the group that mTESE was successful. On the
other hand, high level of FSH does not always reflect
the absence of sperm containing seminiferous tubules
(11). The FSH level is inversely proportional to the to-
tal germ cell number in the testis, but it is not directly
related with the later stages of spermatogenesis and its
predictive value is controversial (2, 3).

Five patients had grade III varicocele and we per-
formed subinguinal microscopic varicocelectomy. Six
months after the varicocelectomy, azoospermia was
detected again in semen analysis. Therefore, mTESE
was applied and sperm was found in all of them. Previ-
ous studies have shown that varicocelectomy provides
10% increase in the success of mTESE, however some
studies showed no significant effect. The general view
is towards varicocelectomy (3, 22, 23).

The histopathological diagnosis is an independent
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strong predictive parameter of mTESE success (24-27).
mTESE success rate increases up to 90% in case of pos-
itive spermatozoa in preoperative biopsy. In particular,
the presence of mature spermatozoa in biopsy is an
important positive predictor (2, 27, 28). Similarly, his-
topathological diagnosis which has been reported in
previous surgery(s) for sperm extraction is an impor-
tant predictor for the success of the subsequent sperm
retrieval procedure. Histopathological diagnosis of hy-
pospermatogenesis significantly increases and SCOS
significantly decreases the chances to achieve success
(2, 29). Okada et al. reported their sperm retrieval rate
as 100%, 75% and 33.9% in hypospermatogenesis, MA
and SCOS, respectively (15). Similar rates have been
reported in subsequent studies (2, 21, 30). Our high-
est sperm retrieval success rate of mTESE was also in
hypospermatogenesis.

CONCLUSION

Our unilateral mTESE success rate was similar to
those performed bilaterally in literature. Unilateral
mTESE is less invasive procedure preserving the in-
tegrity of the contralateral testis. This may be advan-
tageous in terms of improving the decrease in testos-
terone level and testis volume after the procedure, and
increasing the salvage mTESE success rate. A param-
eter predicting mTESE success rate alone has not been
found yet. Therefore, using a combination of multiple
variables may guide the surgeon for better surgical
evaluation and better meet expectations of infertile
couples.
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Ozet

Amag: Agresif seyirli olan sarkomatoid
tirotelyal karsinomlar, diger iirotelyal kanser
tiplerine gore daha kotii prognoza, daha ileri
evreye ve daha fazla oranda metastaz riskine
sahiptirler. Bu ¢aliymada mesanenin sarkoma-
toid iirotelyal karsinomu tanisi alan 10 hasta-
nin klinik ve histopatolojik sonuglari literatiir
esliginde sunulacaktir.

Gere¢ ve Yontemler: Calismaya Kasim
2012 ve Aralik 2018 tarihleri arasinda histo-
patolojik olarak sarkomatoid karsinom tanisi
alan 10 hasta dahil edildi. Hastalarin demog-
rafik ozellikleri ve patoloji sonuglar1 retros-
pektif olarak degerlendirildi. Hastalar ame-
liyat 6ncesi ayrintili oykii, fiziksel inceleme,
rutin biyokimyasal ve hematolojik tetkikler,
triner ultrasonografi, abdominopelvik to-
mografi, akciger grafileri ve sistoskopi ile de-
gerlendirildiler.

Bulgular: Hastalarin ortalama yas1 ve
ortalama takip stireleri sirasi ile 70,2 (51-81)
yil ve 9,2 (2-18) ay olarak saptandi. Hastalarin
bagvuru sikayetlerinin makroskopik hematiiri
oldugu gozlendi. Alt1 (%60) hastaya radikal
sistektomi ameliyat: uygulandi. Bir hasta ne-
oadjuvan kemoterapi aldi. Radikal sistekto-
mi sonrasinda 1 (%16,6) hastada evre pT2b
timor, 3 (%50) hastada evre pT3 tiimor ve 2
(%33,3) hastada evre pT4 timoériin oldugu
goriildii. Ug (%50) hastanin N1 oldugu goriil-

Abstract

Objective: Sarcomatoid urothelial carci-
noma has an aggressive nature; a worse prog-
nosis, a more advanced stage and a greater
risk of metastasis than other types of urot-
helial cancers. In this study, the clinical and
histopathological results of 10 patients with
sarcomatoid urothelial carcinoma of the blad-
der will be presented and the current literature
will be reviewed.

Material and Methods: The study inclu-
ded 10 patients histopathologically diagnosed
as sarcomatoid carcinoma between November
2012 and December 2018. Demographic cha-
racteristics and pathology results were evalu-
ated retrospectively. Patients were evaluated
with detailed history, physical examination,
routine biochemical and hematological exa-
mination, urinary ultrasonography, abdomi-
nopelvic tomography, chest radiography and
cystoscopy before surgery.

Results: The mean age and mean follow-
up period of the patients were 70.2 (51-81)
years and 9.2 (2-18) months respectively. The
mean symptom of the patients was macrosco-
pic hematuria. Six (60%) patients underwent
radical cystectomy. One patient received neo-
adjuvant chemotherapy. One (16.6%) patient
had a stage of pT2b tumor, three (50%) pati-
ents had a stage of pT3 tumor and two (33.3%)
patients had a stage of pT4 tumor after radical
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dii ve Gig (%50) hastada eslik eden CIS varligi saptand1. Lenf nodu
tutulumu agisindan 3 (%50) hastada metastaz mevcuttu. Yapilan ta-
kiplerde 6 (%60) hastada hastaliga bagl 6lim goriiliirken, 4 (%40)
hasta halen takip edilmektedir.

Sonug: Mesanenin sarkomatoid karsinomlar: genelde agresif
seyretmekte ve hastalar ileri evre tiimorle tarafimiza bagvurmakta-
dirlar. Radikal cerrahi tedaviye karsin bu tiir tiimorlerin erken niiks
ve progresyon gosterecegi goz 6niinde bulundurularak bu hastala-
rin yakin takip edilmeleri gerekmektedir.

Anahtar Kelimeler: Mesane tiimorii, sarkomatoid karsinom,
varyant histoloji

GiRIS

Mesane kanseri diinya ¢apinda en sik gozlenen 9.
kanserdir ve prostat kanserinden sonra en sik gozle-
nen genitoiiriner kanserdir (1). Mesanenin iirotelyal
kanserleri farklilagma egilimi gosterebilmektedirler.
Cesitli farkhiliklar tespit edilse de histopatolojik in-
celemelerde yaklastk %90 piir transizyonel hiicreli
(irotelyal) karsinom, % 10 diger varyant histolojiler
saptanmaktadir (2). Nadir olarak rastlanan ve koti
prognoza sahip olan varyant histolojiler arasinda squa-
moz, glandiiler, mikropapiller, nested, lenfoepitelyoma
benzeri, plazmositoid ve sarkomatoid tip yer almakta-
dir ve giiniimiizde bunlarin siniflandirilmasi amaciyla
yapilan DSO (diinya saghk orgiitii)’niin 2004 sinifla-
mas1 kullanilmaktadir (3). Rutin hemotoksilen-eozin
(H&E) degerlendirmenin yanisira yapilan cesitli biyo-
lojik degerlendirmeler sonucu siniflandirilan ve var-
yant histolojilerden biri olan sarkomatoid karsinomun
prevelanst % 0,3-0,6dir (4). Urotelyal karsinom gibi
sarkomatoid karsinom da ileri yas hastalarda goriil-
mektedir. Wang ve ark yaptig1 caligmada tani yaginin
75 (41-96) y1l oldugu belirlenmis ayrica bu ¢aligmada
erkek kadin oraninin 1,9:1 oldugu tespit edilmistir (5).
Non-epitelyal tiimor olan karsinomatdz ve sarkomatoz
komponentlerin her ikisini de kendi iginde barindiran
bu nedenle sarkomatoid karsinom terimi kullanilan
bu histopatolojik tanim literatiirde kiigiik vaka serile-
ri veya anektodal tecriibeler seklinde bildirilmektedir
(6). Varyant histolojiye sahip mesane kanserleri daha
agresif bir seyir gosterebilmekte ve cesitli prognostik
ozelliklere sahip olabilmektedirler. Bu 6zelliklerinden
Otiirii mesanenin sarkomatoid karsinom (MSK) tanisi

cystectomy. Three (50%) patients were found to have N1 disease
and three (50%) patients had coexisting carcinoma in situ (CIS).
Metastasis for lymph node involvement was present in three (50%)
of the patients. Six (60%) patients have died due to disease, four
(40%) patients are still continued to follow up.

Conclusion: Sarcomatoid carcinoma of the bladder is usually
an aggressive tumor and patients are referred with advanced stages.
Despite radical surgery, these patients should be followed up closely
as early recurrence and progression can be seen.

Keywords: Bladder cancer, sarcomatoid carcinoma, variant
histology

alan hastalarin klinik seyri ve tedavi yaklagimlar: saf
tirotelyal karsinoma gore farklilik gostermektedir. Bu
caligmada; klinigimizde MSK tanis1 alan ve tedavisi
yapilan hastalarin klinik ve histopatolojik sonuglari
sunularak giincel literatiir esliginde degerlendirilmesi

amaclanmustir.

GEREG VE YONTEMLER

Caligmaya Kasim 2012 ve Aralik 2018 tarihleri ara-
sinda mesane kanseri 6n tanist ile transiiretral mesane
timori rezeksiyonu (TUR-MT) veya radikal sistekto-
mi ve bilateral genisletilmis lenfadenektomi ameliyat:
yapilan 490 hasta i¢inden histopatolojik olarak MSK
tanis1 konulan 10 (%2,04) hastanin klinik ve histopa-
tolojik ozellikleri retrospektif olarak degerlendirildi.
Hastalar ameliyat oncesi ayrintili 6yki, fiziksel in-
celeme, rutin hematolojik ve biyokimyasal tetkikler,
tam idrar tetkiki, Giriner ultrasonografi (USG), toraks
ve abdominopelvik bilgisayarli tomografi (BT) veya
manyetik rezonans (MRI) goriintiileme ve sistoskopi
ile degerlendirildiler. Histopatolojik ve immunohis-
tokimyasal degerlendirme deneyimli {iropatolog tara-
findan yapild1 (Tablo 2). Klinik ve patolojik evreleme
2002 yilinda kabul edilen TNM (tiimér, lenf nodu,
metastaz) sistemine gore yapildi. Epitelyal ve sarkoma-
toid komponentler agisindan histolojik degerlendirme
DSO'niin giincel mesane kanseri siniflama sistemine
gore yapildi. Ameliyat sonrasi takiplerinde hastalar
klinik ve fiziksel inceleme, rutin hematolojik ve biyo-
kimyasal tetkikler, akciger grafileri ve abdominopelvik
BT veya MRI ile degerlendirilirken gerektiginde tiim
viicut kemik sintigrafisi, toraks ve kraniyal BT yapildi.
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Tablo 1: Hastalarin klinik ve onkolojik 6zellikleri

O 15 ot v | e | S| Ormon | | swdian | 5" S| s
Ovykisti | (ay)

I 69 E 25,9 | Hematiiri 32 Sistektomi Yok Yok Yok 4 Exitus
II 81 E 23,8 | Hematiri 81 TUR-M BCG Var Var 11 Exitus
I 51 E 23,4 | Hematiiri 25 Sistektomi Yok Yok Yok 2 Exitus
v 81 E 20,7 | Hematiiri 60 TUR-M Yok Yok Yok 6 Exitus
v 73 E 20,3 | Hematiiri 100 Sistektomi Yok Yok Yok 9 Exitus
VI 66 E 28,3 | Hematiiri 25 Sistektomi Yok Yok Var 18 Yasiyor
VII | 71 K 26,7 | Hematiiri 0 Sistektomi Yok Yok Yok 14 Yastyor
VII | 72 K 27,5 | Hematiiri 0 Sistektomi Yok Yok Yok 6 Exitus
IX 71 E 34,8 | Hematiiri 52 TUR-M Yok Yok Yok 13 Yastyor
X 67 E 29,3 | Hematiiri 60 TUR-M BCG Yok Yok 9 Yasiyor

VKI: Viicut kitle indeksi TUR-M: Transiiretral mesane tiimérii rezeksiyonu KT: Kemoterapi pk/yil: paket/yil BCG: Bacillus calmette guerin

BULGULAR

Hastalarin ortalama yas1 ve ortalama takip siireleri
sirasi ile 70,2 (51-81) yil ve 9,2 (2-18) ay olarak tes-
pit edildi. Hastalarin 8 (%80)nin erkek, 2 (%20)’nin
kadin oldugu ve hepsinin ilk bagvuru sikayetlerinin
makroskopik hematiiri oldugu goriildii. Hastalarin de-
mografik ozellikleri ve histopatolojik bulgular: Tablo
I'de sunulmustur. 2 hasta harig biitiin hastalarda sigara
icim oykisi oldugu gorildi (%80). Sigara icenlerde
ortalama sigara miktar1 54 paket/yil (25-100 paket/y1l)
olarak hesaplandi. Hastalarin higbirinde pelvik rad-
yoterapi oykiisit veya siklofosfamid kullanimi yoktu.
Bagvuru esnasinda mesane timorii 6n tanisi ile ya-
pilan TUR-MT sonras: patolojik incelemede 3 (%30)
hastada evre pT1, 7 (%70) hastada evre pT2 timor
tespit edildi ve hi¢bir hastada eslik eden karsinoma in
situ (CIS) varlig1 yoktu. Ortalama tiimor boyutlarinin
55,1 (6-100) mm oldugu tespit edildi. 4 (%40) hastada
sarkomatoid farklilagsma ile birlikte {irotelyal kanser
goriiliirken hi¢bir hastada diger varyant histolojiler tes-
pit edilmedi (Resim 1) (Tablo 2). pT1 patolojiye sahip
hastalara re-TUR-MT yapildi ve 1 (%33) hastada evre
pT2 timor, 2 (%66) hastada evre pT1 tiimor gorildil.
Evre pT1 patolojiye sahip olan ve erken radikal sistek-
tomiyi kabul etmeyen iki hastaya da rekiirrens ve prog-
resyonu O6nlemek amaciyla intravezial BCG (Bacillus
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calmette guerin) tedavisi uygulandi. Bu iki hastadan
birinin kontrollerinde niiks gozlenmesi tizerine sisp-
latin bazli kemoterapi (KT) verildi ve diger hastanin
takip stiresince kontrollerinde niiks gézlenmedi. Evre
pT2 tiimore sahip ve erken sistektomiyi kabul etme-
yen iki hastadan birine komplet rezeksiyon ve pelvik
radyoterapi uyguland: ve hastanin takiplerinde niiks
tiimor gozlenmedi. Diger hastaya ise genel durum bo-
zuklugu nedeniyle ek tedavi uygulanamadi ve hasta 6
aylik takibin sonunda exitus oldu. Alt1 (%60) hastaya
erken radikal sistektomi ve bilateral genisletilmis len-
fadenektomi ameliyati uyguland: (Resim 2). Hastala-
rin histopatolojik incelemelerinde 1 (%16,6) hastada
evre pT2b tiimor, 3 (%50) hastada evre pT3 timor ve
2 (%33,3) hastada evre pT4 tiimériin oldugu gorildi.
Ug (%50) hastada lenf nodu metastazi (N+) oldugu gé-
rildii ve ti¢ (%50) hastada eslik eden CIS varlig sap-
tand1. Hastalarin tamaminda tiimorler yiiksek dereceli
idi. Hastalarin varyant histolojiye sahip olmalar1 ne-
deniyle ek immunohistokimyasal incelemeler yapildi
(Tablo 2). Radikal sistektomi sonrasi 2 (%33,3) hastaya
adjuvan kemoterapi (KT) verildi ve bir hasta 11 aylik
takip siiresi sonrasinda exitus oldu, diger hasta ise 18
aylik takip siirecinde halen hayattadir. Ortalama 9,2
aylik takip siiresinde tiim hastalar degerlendirildigin-
de 4 (%40) hastanin hayatta oldugu, 6 (%60) hastanin
ise hastaliga bagl exitus oldugu goriildii.
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Tablo 2: Histopatolojik ve immunohistokimyasal sonuglar

o . Primer L o Radikal Radikal . i .
Timorin Primer | = . Tumor Capi | Timor . I . s . |LenfNodu | Immunohistokimyasal
Olgu . Tumor Histolojik Tip | Sistektomi | Sistektomi o
Lokalizasyonu |Evre (mm) Nekrozu Tutulumu | pozitif degerler
Grade Evre Grade
Sol ve sag yan Sarkomatoid Pan-sitokeratin,
1 Ve sagy pT1 Yiiksek 24 Yok ’ . ! pT4a Yiiksek N1 . ! . !
duvar karsinom Vimentin, Cam5.2
Sag yan duvar . Sarkomatoid Pan-sitokeratin, EMA,
I . pT1 Yiiksek 56 Yok . Yok Yok Nx .
ve trigon karsinom KI-67
Vimentin, Ki-67,
. Sarkomatoid .
I Yaygin pT2b | Yiksek 83 Var ) pT4b Yiiksek N1 CK7,CK20, HMWCK,
karsinom
p63
. . Sarkomatoid Pan-sitokeratin, CD8 T
v Sag yan duvar |pT2b | Yiksek 100 Var ) Yok Yok Nx )
karsinom lenfosit, GATA-3, p63
Sol yan duvar . Sarkomatoid . Pansitokeratin, Vimentin,
A% pT2a | Yiksek 74 Var . pT3a Yiiksek No .
ve kubbe karsinom KI-67
. Pansitokeratin, GATA-
. Sarkomatoid . . .
VI Kubbe pT2b | Yiiksek 100 Var . pT3b Yiiksek NO 3, Vimentin, Cam5.2,
karsinom
CK8/18
MLH-1, MLH-2, MSH-
. . Sarkomatoid . 6, PMS-2, p53,CD3 T
VII | Trigon pT2a | Yiksek 30 Var . pT2b Yiiksek N1 . .
karsinom lenfosit, CD8 T lenfosit,
PDL-1
. Sarkomatoid . Pansitokeratin, Vimentin,
VIII |Solyanduvar |pT2a | Yiiksek 43 Var . pT3b Yiiksek NoO
karsinom Camb5.2
Sarkomatoid .
IX Sag yan duvar |pT2b | Yiksek 35 Var . Yok Yok Nx KI-67, Desmin
karsinom
Sol d Sark toid GATA-3, CD44, p53, p63,
X o yan duvar pT1 Yiiksek 6 Var o f)ma % ok Yok Nx P22 p
ve kubbe karsinom HMWCK, PDL-1
TARTISMA tamaminin makroskopik hematiiri sikayeti ile tarafi-
Son yllarda mesane kanseri tamisinda Miza bagvurdugunu gérmekteyiz. Sarkomatoid kar-
immiinohistokimyasal ~ yontemlerin  kullanimmm ~ Sinomlarmn etiyolojisi irotelyal timérlerle ortak olsa

artmas1 varyant histolojilerin insidansinin giderek
yiikselmesine neden olmaktadir. Ik olarak Robson
tarafindan 1935 yilinda tanimlanan sarkomatoid
tiimorlerin baglica kadin genital sistemi olmak iizere
her iki cinsiyette birgok organ ve sistemde varlig
bildirilmistir (7). Bir¢ok organda karsimiza ¢ikma-
sindan dolay1 klinik gidisleri ve semptomlar: farklilik
gostermektedir. Renal pelvis, lireter ve prostatik iiretra
dahil tirotelyumun farkli béliimlerinde rastlanilmak-
tadir (8). Diinya Saglik Orgiitiniin (DSO) 2016 sinif-
lamasinda mesanenin sarkomatoid iirotelyal karsino-
mu olarak belirtilmektedir (9). MSK’nin semptomlari
iirotelyal kanserlerle benzerdir ve hastalar genellikle
makroskopik hematiiri, diztiri, noktiiri, akut wriner
retansiyon ve pelvik agri gibi sikayetlerle hekime
bagvurmaktadirlar (10). Caliymamizdaki hastalarin

da radyoterapi oykiisii ve siklofosfamid kullanimina
dikkat ¢ekilmektedir (11-13). Diger etiyolojik faktor-
ler arasinda mesanenin iirotelyal kanserinde de gor-
digiimiiz sigara kullanimi, tekrarlayan inflamatuvar
durumlar, diyabetes mellitus ve mesane disfonksiyonu
yer almaktadir (14). MSK epitelyal veya mezenkimal
farklilasmanin immunohistokimyasal veya morfolojik
olarak gosterilmesi ile iirotelyal karsinomlardan ayril-
maktadir. Makroskopik olarak biiyiik, polipoid ve in-
filtratif karakterizasyon gostermektedir. Mikroskopik
olarak saf igsi, yuvarlak ve pleomorfik biiyiik hiicre-
ler gorilir ve leiomyosarkom, kondrosarkom, rab-
domyosarkom, liposarkom ve miksoid veya sklerozan
alanlardan olugsmaktadir (12). Bazi ¢alismalarda kar-
sinosarkom ve sarkomatoid karsinom farkli varyant
histolojiler olarak tanimlanmaktadirlar fakat molekii-
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ler ¢aligmalarin sonuglarina gore sarkomatoz ve karsi-
nomatdz yapilara farklilasan monoklonal orjinlere sa-
hiptirler (8, 15). Sarkomatoid karsinomun epitelyal ve
mezenkimal komponentlerini olugturan ve es zamanl
eslik edebilen tiimérlerden ayrimini yapabilmek igin
ek immunohistokimyasal yontemlere bagvurulmakta-
dir. Epitelyal komponent EMA (epitelyal membran an-
tijen), pan-sitokeratin ve vimentin ile pozitif boyanma
sonucunda belirlenirken, mezenkimal komponent ise
vimentin veya spesifik markerlardan keratin AE1/AE3,
keratin CAM 5.2 ve EMA kullanilarak belirlenmekte-
dir (16, 17). Fakat bazen EMA veya pan-sitokeratin
gibi geleneksel epitelyal biyobelirtecler ile fokal bo-
yanma olmakta bu da kii¢iik biyopsi spesmenlerinde
taniy1 zorlagtirmaktadir. Lewis ve ark yaptig1 ¢alisma-
da MSKda en sik pan-sitokeratin (%80), EMA (%73)
ve p63 (%36) ile boyanmanin oldugu bildirilmektedir.
Ayrica EMA ve pan-sitokeratin ile negatif boyanan
hastalarda bazen p63 ile pozitif boyanmanin olabildi-
&i gosterilmistir (18). Sarkomatoid karsinomlar sito-
keratin immun reaktivitesine sahip olabilmelerinden
dolay1 histopatolojik tanida benign natiirlii nonepitel-
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Resim 1: A- Urotelyal karsinom icinde yer alan ve muskularis propria’y: infiltre eden sarkomatoid degisiklikler (ok: kas demeti) (H&E, x200)
B- Yiiksek gradeli atipi ile birlikte olan igsi hiicreler (ok: Artmis mitoz) (H&E, x400)

yal bir timor olan psddosarkomat6z miyofibroblastik
proliferasyon/inflamatuar myofibroblastik tiimér ile
karisabilmektedirler. Miyofibroblastik tiimérler miyo-
fibrobilastik farklilagma gosteren igsi hiicreler ve gesitli
inflamatuar hiicreler icermektedirler. Genitotiriner sis-
tem iginde en ¢ok mesanede saptanan miyofibroblas-
tik tiimorlerin immunohistokimyasal olarak ayrimini
yapabilmek i¢in h-caldesmon, myogenin ve ozellikle
ALK-1 kullanilmaktadir (19).

MSK’nun genellikle hepsi kétii diferansiye ve andi-
feransiye Ozelliklere sahiptirler ve bu hastalarin ¢ogu
en azindan kasa invaziv mesane kanseri veya T4 evre
olarak bagvurmaktadirlar. Urotelyal kanser ile kargilag-
tirlldiginda MSK’nun yiiksek oranda ileri evre tiimore
(pT3-T4 %34 - %28) ve daha fazla metastatik hastaliga
(N+/M+ > %20 - %10) sahip oldugunu gérmekteyiz
(4). SEER (Surveillance Epidemiology and End Re-
sults) veritabanina bakildiginda MSK ile bagvuran has-
talarin %25’i lokal hastaliga, %521 bolgesel yayillmaya
ve %15’1 uzak metastaza sahiptirler (20). Bolgesel has-
taligin veya uzak metastatik hastaligin olmasi 6liim
riskini sirastyla 2 ve 8 kat artirmaktadir. Sarkomatoid
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Resim 2: A- Mesanede ve rektus kas: komgulugundaki kitlenin tiim abdomen MRI goriintiisii

B- Sistektomi materyali

karsinomlarda ortalama sagkalimin 10-17 ay oldugu,
lokal, bolgesel hastalik ve uzak metastaz olarak ayri
ayr1 degerlendirildiginde ortalama sagkalimlarin 21
ay, 10 ay ve 2 ay oldugu bildirilmektedir (8). Bizim has-
ta grubumuzda ortalama sag kalim 9,2 aydir. Bu oran-
lar g6z 6nitinde bulunduruldugunda MSK’nun tedavisi
konusunda literatiirde randomize kontrollii ¢alisma-
larin bulunmamasi nedeniyle tedavide TUR-MT veya
mesane koruyucu diger yontemlerin aksine KT veya
radyoterapinin (RT) de kullanildig1 daha ekstirpatif
yontemlere bagvurulmaktadir. SEER veritabanina gore
tedavide parsiyel sistektomi tercih edildiginde iki yillik
sagkalimin %14 oldugu fakat radikal sistektomi tercih
edildiginde bu oranin %52% yiikseldigini gormekteyiz
(20). Sistektomi, KT ve RT nin kullanildig1 multimodal
tedavi yontemleri ile gesitli serilerde uzun sagkalim sii-
releri elde edilmistir (21). Adjuvan KT ve RT sonrast li-
teratiirdeki cesitli sagkalim oranlar1 sirasiyla %15-40 ve
%5-65 arasinda degismektedir (8). Bizim ¢aligmamiz-
da da radikal sistektomi sonrasi adjuvan KT verilen bir
hasta 18 aylik takip siiresinde halen hayattadir. MSK'da
neoadjuvan KT’nin yerini degerlendirdigimizde; RS

oncesi neoadjuvan KT verildiginde pTO evreye %45
hastada, neoadjuvan KT verilmediginde TUR-M veya
RS ile sadece %12 hastada pTO evre elde edilmektedir
(4). Mevcut literatiirde MSK tizerine uzun takip siireli,
randomize kontrollii ¢aligmalarin olmamasi nedeniyle
kesin tedavi segenegi tizerinde fikir birligi yoktur. Vaka
serimizdeki hastalara en kisa siirede radikal sistekto-
mi uygulanmis olsa da hangi tedavi rejiminin hangi
hastaya nasil uygulanacag: hakkinda bir fikir birligi
hentiz bulunmamakta ve hastalar hala kisa sagkalim
slirelerine sahiptirler.

SONUC

Urotelyumun varyant histolojili tiimérii olan sar-
komatoid karsinomlarin dogru olarak ayirt edilerek
zamaninda tanisi konulmalidir. Klinikte immunohis-
tokimyasal ve elektromikroskopik yontemlerin rutin
kullanimt ile varyant histolojiye sahip hastalara tani
daha net konulabilecektir. Ayrica molekiiler biyolo-
jideki gelismeler ve genetik metodolojinin artan kul-
lanimi1 sayesinde gelecekte yeni tedavi stratejilerinin
olusmast saglanmalidir.
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Ozet

Amag: Cerrahi olarak ¢ikarilan Bosniak 3
renal kistlerde lezyon boyutunun malignite ile
iliskisini degerlendirmek

Gereg ve Yontemler: Ocak 2010 ve Aralik
2018 tarihleri arasinda kistik renal kitle nede-
niyle radikal/parsiyel nefrektomi yapilan has-
talar retrospektif olarak incelendi. Preoperatif
bilgisayarli tomografi (BT) ve/veya Magnetik
Resonans Gorintilleme (MRG) gorintiilerinde
Bosniak 3 olarak degerlendirilen 52 hasta ¢alis-
maya dahil edildi. Bosniak 3 lezyonlar arasinda
ROC Curve analizi yapilarak maligniteyi 6ngo-
ren tiimor boyutu cut-off degeri bulundu. Bu de-
gerin altinda ve iistiinde tiimér boyutuna sahip
hastalar hasta karakteristikleri ve histopatolojik
veriler agisindan kargilastirildi.

Bulgular: Ortalama hasta yas1 54.2+13.1
ve ortalama takip stiresi 39.9+25.2 aydi. Tiim
Bosniak 3 lezyonlar igin malignite oran1 63.5%
olarak gozlendi. Malign ve benign patolojisi
olan hastalarin hasta karakteristiklerine gore
karsilagtirilmasinda erkek cinsiyet ve disiik
timor boyutu hem tek degiskenli hem de gok
degiskenli analizde malignite ile iliskili olarak
olarak bulundu. ROC Curve analizinde malig-
niteyi dngéren kist boyutu cut-off degeri 45 mm
saptand1 (AUC=0.735, p=0.005). Timor boyutu
<45 mm (Grup 1) ve >45 mm (Grup 2) olmasina
gore hastalar iki gruba ayrildi. Malignite orani
iki grupta sirasiyla 77.8% ve 48% olarak bulundu
(p=0.026, OR:0.26, CI:0.079-0.875).

Sonug: Bosniak 3 bobrek kistlerinde diisiik
timor boyutu malignite gostergesi olarak bu-
lunmugtur.

Anahtar Kelimeler: bobrek kistleri; Bosni-
ak siniflamasy; lezyon boyutu; malignite

Abstract

Objective: To evaluate the relationship bet-
ween lesion size and malignancy rates in surgi-
cally removed Bosniak 3 renal cysts.

Material and Methods: Patients who un-
derwent radical / partial nephrectomy for cystic
renal mass between January 2010 and December
2018 were retrospectively analyzed. Fifty two
patients who were diagnosed as Bosniak 3 re-
nal cyst in preoperative computed tomography
(CT) and / or Magnetic Resonance Imaging
(MRI) images were included in the study. ROC
Curve analysis was performed among Bosniak 3
lesions and tumor size cut-off value predicting
malignancy was found. Patients with tumor size
below and above this value were compared in
terms of patient characteristics and histopatho-
logical data.

Results: The mean patient age was 54.2 +
13.1 years and the mean follow-up period was
39.9 + 25.2 months. The malignancy rate for all
Bosniak 3 lesions was 63.5%. Male gender and
low tumor size were correlated with malignancy
in both univariate and multivariate analysis in
comparison of patients with malignant and be-
nign pathology. In the ROC Curve analysis, the
cut-off value of the cyst, which predicted ma-
lignancy, was 45 mm (AUC = 0.735, p = 0.005).
Patients were divided into two groups according
to tumor size <45 mm (Group 1) and > 45 mm
(Group 2). The malignancy rate was 77.8% and
48% in Group 1 and 2, respectively (p = 0.026,
OR: 0.26, CI: 0.079-0.875).

Conclusion: In Bosniak 3 renal cysts, low
tumor size was found to be associated with ma-
lignancy.

Keywords: Renal cysts; Bosniak classificati-
on; lesion size; malignancy
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GIRiS

Kistik bobrek tiimorleri tiim bobrek tiimorlerinin
yaklagik 7%’ sini olusturmaktadir (1). Bosniak sinif-
lamas: kistik bobrek kitlelerinin malignite ihtimalini
degerlendirmek i¢in ilk kez Bosniak ve ark. tarafindan
bilgisayarli tomografi (BT) goriiniitlerine bagli olarak
gelistirilen bir siniflamadir (2). Bosniak 1 ve 2 lezyon-
lar benign lezyonlar olarak kabul edilmektedir. Oriji-
nal Bosniak smniflamasina sonraki modifikasyonlarda
dahil edilen Bosniak 2f lezyonlar malignite ihtimali
nedeniyle takip gerektiren lezyonlar olarak tarif edil-
mistir (3,4,5). Bosniak 3 ve 4 lezyonlar ise giiniimiizde
cerrahi olarak ¢ikarilmasi 6nerilen kistlerdir. Cerrahi
olarak ¢ikarilan Bosniak 3 kistlerin yaklasik 50% sinin
benign patolojiye sahip olmasi ve hastalarin neredeyse
yarisinda fazladan tedavi yapiliyor olmasi bu kategori-
yi tirologlar a¢isindan sorunlu bir grup yapmaktadir.
Bosniak 3 kistlerde malignite gostergesi olarak kulla-
nilabilecek yeni ol¢litler bu gruba yaklagimi degisti-
rebilecektir. Malignite riski yiiksek lezyonlarin diistik
olanlardan ayrilabilmesi, hastalarin preoperatif daha
iyi bilgilendirilmesine ve ayn1 zamanda bu hastalarin
aktif izlem secenegine daha giivenli bir sekilde yonlen-
dirilmesine olanak verebilir.

Biz bu ¢aligmada, Bosniak 3 kistlerde preoperatif
goriintiilemedeki kist boyutunun maligniteyi onger-
medeki 6nemini aragtirmay1 amagladik.

GEREG VE YONTEMLER

Hastane etik kurul komitesinden alinan etik onay
sonrast Ocak 2010 ve Aralik 2018 tarihleri arasinda
klinigimizde kistik renal kitle nedeniyle radikal/par-
siyel nefrektomi yapilan hastalar retrospektif olarak
incelendi. Daha dnce bobrek cerrahisi gec¢irmis olan,
bobrek kisti nedeniyle herhangi bir girisim yapilmis
olan ve eksik verisi olan hastalar diglandi. Hasta veri-
lerine, hastane bilgi-islem sistemi (Probel) ve goriin-
tilleme sistemi (Picture Archiving and Communicati-
on System (PACS) ) kullanilarak ulagildi. Operasyon
oncesi son 3 ay icerisinde ¢ekilmis olan kontrastl
abdominal bilgisayarli tomografi (BT) ve Magnetik
Resonans Goriintiileme (MRG) goriintiilerinde Bos-
niak 3 olarak degerlendirilen (Tablo 1) ve opere edilen
hastalar ¢alismaya dahil edildi. Hasta karakteristikleri,
radyolojik bulgular ve histopatolojik sonuglar kayde-
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Sekil 1: Maligniteyi 6ngoren tiimor boyutuna ait ROC egrisi

dildi. Bosniak 3 lezyonlar arasinda ROC Curve analizi
yapilarak maligniteyi 6ngoren timor boyutu cut-off
degeri bulundu. Bu degerin altinda ve iistiinde timor
boyutuna sahip hastalar hasta karakteristikleri ve his-
topatolojik veriler agisindan karsilagtirildi.

Cerrahi; timor yeri, boyutu, hasta ozellikleri ve
cerrahin tecriibesine bagli olarak agik veya laparosko-
pik parsiyel/radikal nefrektomi olarak gerceklestirildi.
Takip protokoliinde diistik riskli timorii olan hastalar
altinci ayda ultrasonografi ve sonrasinda yillik BT ile,
orta ve yliksek riskli timoérii olan hastalar ise altinci ay
ve sonrasinda yillik BT ile takip edildi.

Istatistiksel analiz

Verilerin analizinde Statistical Package for Soci-
al Sciences, version 20.0 (SPSS, Chicago, IlI) progra-
m1 kullanildi. Hastalar éncelikle patolojisi malign ve
benign olan hastalar diye iki gruba ayrildi. Gruplar
arasi analizde Mann-Whitney U test, Chi-square test
ve Fisher’s Exact test kullanildi. Maligniteyi 6ngéren
tiimor boyutu cut-off degerini saptamak ve sensitivite
ile spesifite degerlerini ortaya koymak icin ROC Curve
analizi kullanildi. Daha sonra hastalar bu cut-off de-
gerinin altinda (Grup 1) ve istiinde (Grup 2) timor
boyutuna sahip hastalar diye iki gruba ayrildi. Bu iki
grubun karsilasgtirlmasinda da yine Mann-Whitney
U test, Chi-square test ve Fisher’s Exact test kullanil-
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di. Sonuglar ortalama + SS olarak verildi. Ancak ana-
liz medyan veri {izerinden yapildi. Istatistiksel anlamli
fark p<0.05 olarak tanimlandi.

BULGULAR

Calismaya preoperatif goriintiilemede Bosniak 3 kist
tanis1 konulmus ve opere edilmis 52 hasta dahil edildi.
Ortalama hasta yas1 54.2+13.1 idi ve hastalarin 34’0 er-
kek 18’i kadind1. Ortalama takip stiresi 39.9+25.2 aydi.
Histopatolojik incelemede 33 hastada (%63.5) malignite
saptanirken 19 hastada (%36.5) benign patoloji gozlen-
di. Hastalara ait karakteristik veriler Tablo 2 de gosteril-
mistir. Malign ve benign patolojisi olan hastalarin hasta
karakteristiklerine gore karsilastirilmasinda erkek cinsi-
yet ve diistik tiimor boyutu hem tek degiskenli hem de
cok degiskenli analizde istatistiksel anlamli olarak bu-
lundu (Tablo 3). Yapilan ROC Curve analizinde malig-
niteyi ongoren kist boyutu cut-off degeri 45 mm saptan-
d1 (AUC=0.735, p=0.005) (Sekil 1). Buna gore sensitivi-
te degeri %63.6, spesifite degeri %68.4 olarak bulundu.
Timor boyutu <45 mm (Grup 1) ve >45 mm (Grup 2)
olmasina gore hastalar iki gruba ayrildi. Grup 1de 27
hastanin 2I'inde malignite oldugu, Grup 2de ise 25
hastanin 12’sinde malignite oldugu goézlendi (p=0.026,
OR:0.26, CI:0.079-0.875). Iki grubun hasta 6zellikleri ve
histopatolojik veriler agisindan karsilastirilmas: Tablo 4
de gosterilmistir.

TARTISMA

Bu ¢alismada Bosniak 3 kistlerde tiimér boyutu-
nun malignite ile olan iligkisini degerlendirdik. Calig-
mamizda erkek cinsiyet ve diisiik lezyon boyutunun
malignite ile iligkili oldugunu bulduk. Kist boyutu
olarak 45 mm smir deger olarak alindiginda maligni-
te icin sensitivite degeri %63,6, spesifite degeri %68,4
olarak bulunmustur.

Kistik malign bobrek timérlerinin prognozunun
diger bobrek tiimorlerine gore ¢ok daha iyi oldugu,
daha az agresif patolojik 6zelliklere sahip olduklar1 ve
cerrahi sonrasi niiks veya metastaz riskinin ¢ok distik
oldugu 6nceki ¢alismalarda gosterilmistir (10,11).

Bosniak 3 lezyonlara yaklasim halen tartismali bir
konu olarak goriilmektedir. Glinimiizde bu hastalarin
yaklasik yarisina radikal/parsiyel nefrektomi yapilarak
fazladan tedavi edilmektedir. Caligmamizda Bosniak

Tablo 1. Bosniak tip 3 kistlerde BT ve MRG bulgular:

Kalin diizensiz kalsifikasyon

Diizensiz ya da kalin duvar ya da septa (4mm ya da daha kalin)

Multisepta

Septa- duvarda 3 mm ya da daha kiigiik konveksite olusturan genis
agili yumusak doku komponenti

Tanimlanan bu komponentlerde fark edilebilir dl¢iilebilir kontrast
tutulusu

Tablo 2. Hasta 6zellikleri

Veri Deger (n=52)
Yas (y11), ort+SS (aralik) 54.2+13.1 (27-78)
Takip stiresi (ay), ort+SS (aralik) 39.9+25.2 (1-97)

Erkek 34 (65.4)
Cinsiyet, n (%)

Kadin 18 (34.6)
Hipertansiyon, n (%) Var 12 (23.1)

Sag 26 (50)
Tiimor tarafi, n (%)

Sol 26 (50)
Tumor boyutu (mm), ort+SS (aralik) 57.3+43.4 (16-230)

AP 23 (44.2)

AR 25 (48.1)
Operasyon sekli, n (%)

LP 3(5.8)

LR 1(1.9)

Benign 19 (36.5)

cRCC 22 (66.7)

Histopatolojik tip, n (%)  |Malign |[pRCC |6 (18.2)

(n=33) |chRCC |2(6.1)

mcRCC |3 (9.1)

Tla 20 (60.6)

T1b 9(27.3)

T2 3(9.1
Patolojik T evresi, n=33 (%) TZE 0 20) )

T3a 1(3)

T3b 0(0)

Grade 1-2 32 (97
Fuhrmann grade, n=33 (%) G;: d: 34 ) (3() )
Pozitif cerrahi sinir, n (%) 1(1.9)
Patolojik timér boyutu (mm), ort+SS (aralik) [46.4+33.3 (10-150)
Lokal rekiirrens, n (%) 0(0)
Mortalite, n (%) 0(0)
Kanser spesifik mortalite, n (%) 0(0)

AP: Agik parsiyel nefrektomi

AR: Acik radikal nefrektomi

LP: Laparoskopik parsiyel nefrektomi

LR: Laparoskopik radikal nefrektomi

cRCC: Berrak hiicreli renal hiicreli karsinom
pRCC: papiller renal hiicreli karsinom

chRCC: Kromofob hiicreli renal hiicreli karsinom
mcRCC: multikistik renal hiicreli karsinom
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Tablo 3. Malign ve benign Bosniak 3 kistlerin hasta karakteristiklerine géore karsilagtirilmasi

Hasta ozellikleri Malign Bosniak 3 (n=33) Benign Bosniak 3 (n=19) P r*
Yas (y11), ort+SS (aralik) 55.2+13.2 (31-78) 52.6+13.1 (27-76) 0.499 -
Cinsiyet, n (%) Erkek |27 (81.8) 7 (36.8) 0.001 0.001 HR:11.3
Kadmm |6 (18.2) 12 (63.2) ClL:2.6-50.3
Hipertansiyon, n (%) Var 7 (21.2) 5(26.1) 0.674 -
Tiimor boyutu (mm), ort+SS (aralik) 44.2+27.5 (16-151) 80+55.9 (21-230) 0.005 0.008 HR:0.97
CI:0.95-0.99

Tablo 4. Hasta 6zellikleri ve patolojik sonuglar agisindan iki grubun karsilagtirilmas:

Tek degiskenli analizde Mann-Whitney U test ve Chi-square test, ok degiskenli analizde ‘Binary logistic regresyon analizi kullanilmistur.

Veri Grup 1 (n=27) Grup 2 (n=25) r*
Yas (y11), ort+SS (aralik) 54.9+12.9 (31-76) 53.6+13.5 (27-78) 0.804
Takip stiresi (ay), ort+SS (aralik) 38.4+40 (1-97) 41.5+25.2 (1-94) 0.621
Cinsiyet, n (%) Erkek 19 (70.4) 15 (60) 0.432
insiyet, n .
yEL IR Kadin 8 (29.6) 10 (40)
Hipertansiyon, n (%) Var 6(22.2) 6 (24) 0.879
Beni =19 6(22.2 13 (52
Malignensi, n (%) en%gn (n=19) ( ) (52) 0.026
Malign (n=33) 21(77.8) 12 (48)
cRCC 16 (76.2) 6 (50)
. s _ o pRCC 2(9.5) 4(33.3)
Histopatolojik tip (n=33), n (%) hRCC 1 (48) 1(83) 0.342
mcRCC 2(9.5) 1(8.3)
Grade 1-2 20 (95.2) 12 (100)
— 0
Fuhrmann grade (n=33), n (%) Grade 3-4 1 (48) 0(0) 0.636

Gruplar Mann-Whitney U test, Chi-square test ve Fisher’s Exact test kullanilarak karsilagtirilmigtir

3 kistlerin malignite oran1 63,5% olarak bulunmustur.
Bizim hastalarimizda gérdiigiimiiz malignite orani ya-
ymnlanmis bir¢ok ¢alismayla uyumlu olarak goriilmek-
tedir (12,13).

Bosniak siniflamasinin ilk ¢ikist BT tizerinden ol-
masina ragmen son dénemde MRG de kistik kitlelerin
tanisinda sik kullanilan bir yontem haline gelmistir.
Calismalarda MRG nin kistik kitlelerin degerlendiril-
mesi ve siiflandirilmasinda BT ile esdegerde kulla-
nilabilecegi gosterilmistir (6). Son donemde konrastl
ultrasonografinin (CEUS) kistik kitlelerin tani ve si-
niflandirilmasinda daha etkin olarak kullanilabileceg;i-
ni bildiren ¢alismalar yayinlanmigstir (9). Bizim hasta
grubumuzda 17 hasta sadece BT ile, 14 hasta sadece
MRG ile 21 hasta ise hem BT hem de MRG ile deger-
lendirilmistir.

Bosniak 3 lezyonlarin malignite oranlarinin gore-
celi olarak diisitk olmas: ve malign olanlarin da niiks
ve metastaz gibi kotii prognostik dzelliklerinin ¢ok az
olmasi bu lezyonlarda aktif izlem seceneginin gide-
rek yiikselen bir ilgiyle savunulmasina yol agmaktadir
(14,15). Ancak aktif izleme alinacak hastalarda prog-
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resyon ve malignite ihtimali agisindan yiiksek ve dii-
stik riskli hastalari belirlemek i¢in belirlenmis standart
risk faktorleri heniiz yoktur. $u an igin malignite ihti-
malini belirlemede klinisyenlerin elindeki en dnemli
gosterge Bosniak siniflamasi olarak goriilmektedir.

Kompleks ozelliklere sahip bobrek kistlerinde ta-
nisal amagh biyopsi tercih edilen bir yontem degildir.
Kiigiik bobrek tiimoérlerinde perkiitan biyopsinin tani-
sal degeri yaklagik 85% olarak bulunmustur (16). An-
cak kistik kitlelerde kistik komponentin biiyiikliigiine
bagl olarak tani orani daha diistik goriilebilir. Posiels-
ki ve ark. diistik tiimér boyutu, kontrastlanmanin az
olmasi ve cilt-tiimdr mesafesinin uzun olmasinin tani
koydurucu biyopsi ihtimalini azalttigini gostermis-
lerdir (17). Negatif biyopsi sonucu klinisyen i¢in bir
deger tasimamaktadir. Ayrica biyopsi islemi sirasinda
meydana gelebilecek kanama ve kist sivisinin diga-
r1 ¢ikmasi gibi durumlar daha sonraki takip siirecini
daha da zorlastirabilecektir.

Yeni yaymlanmis dar hasta grubuna sahip bir ret-
rospektif calismada Bosniak 3 kistlerin malignite orani
60% olarak bulunmustur. Ayni caliyjmada <4 cm lez-
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yonlarda malignitenin daha sik gorilldigi gozlenmis
(15). Yine yakin tarihli bir caliymada, Bosniak 3 kist-
lerde hipertansiyon, obezite, sigara iciciligi ve dusiik
tiimor boyutu malignite icin yiiksek risk faktora ola-
rak bulunmustur (18). Ayni ¢calismada malign Bosniak
3 kistlerin orani 38% olarak bulunmugtur ki bu, genel
olarak literatiirde gordiigtimiiz oranlara gore diistiktiir.
Mevcut ¢alismamizda biz, Bosniak 3 kiste sahip has-
talarda histopatolojik incelemede 63,5% maligniteye
rastladik. Lezyon boyutu 45 mm nin tstiindeki hasta-
larda ise bu oran 48% olarak bulunmustur.

Calismamizin bazi kisithiliklar: vardir. Bunlar; ret-
rospektif dizayna sahip bir ¢alisma olmasi ve preope-
ratif goriintiileme yontemlerinde standardizasyonun
olmamasi olarak sayilabilir. Calismamizda tiim Bos-
niak 3 kistlerin opere edilmis olmasi ve histopatolojik
konfirmasyonunun yapilmis olmasi ¢alismamizin giig-
lii yan olarak goriilebilir.

SONUC

Bu ¢alisgmada Bosniak 3 bobrek kistlerinde diistik
tiimor boyutunun maligniteyi 6ngérmek icin bir de-
gisken olarak kullanilabilecegi bulunmustur. Bosniak
3 kistlerde maligniteyi 6ngérmek icin kullanilabilecek
standardize edilmis klinik ve radyolojik gostergelere
ihtiya¢ vardir. Daha fazla hasta sayisi ve daha fazla de-
gisken incelenerek yapilacak ¢alismalar bu konuya 151k
tutabilir.
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Ozet

35 yasinda gebe hasta son ii¢ aydir olan
acil idrar hissi, diziiri ve pollakiiri sikayetle-
riyle tarafimiza bagvurdu. Yapilan iiriner ult-
rasonografide mesane igerisinde bir rahim ici
ara¢ ve ona yapisik haldeki kalkiil goriildi.
Hastanin 6zgegmisi sorgulandiginda 5 sene
once kontrasepsiyon amagh rahim ici ara¢ uy-
gulandig1 6grenildi. Mesane igi yabanci cisme
bagli olusan idrar yolu enfeksiyonu i¢in dogu-
ma kadar uygun antibiyotiklerle tedavi edildi.
Dogum sonrasi yapilan sistoskopiyle rahim
i¢i ara¢ ve beraberindeki kalkill mesaneden
temizlendi.

Anahtar Kelimeler Migrasyon, RIA, Me-
sane tas1

Abstract

A 35-year-old pregnant patient presented
with urgency, dysuria and pollakiuria for the
last three months. Ultrasonography revealed
an intrauterine contraceptive device (IUCD)
and a calculus attached to it in her bladder.
She had undergone an IUCD insertion 5 years
earlier. She was treated with proper antibiotics
for urinary tract infections until giving birth.
After birth TUCD with stone was removed via
cystoscopy.

Keywords: Migrated, IUCD, Bladder
stone
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INTRODUCTION

The intrauterine contraceptive device (IUCD) is a
well-known contraceptive method. It has been in use
for many years. Insertion of [UCD has many complica-
tions. These complications include uterine perforation,
pelvic abscess, septic abortion, ectopic pregnancy and
migration into adjacent organs (1). Uterine perfora-
tion by an IUCD is not common. The overall incidence
is about 0,87 per 1000 insertions (2). IUCD migration
to bladder and stone formation around it are extremely
rare complications. In this case, we reported a 34-week
pregnant woman who diagnosed bladder stone due to
migrated [UCD and cured with an endoscopic proce-
dure after giving birth.

CASE REPORT

The patient was a 35-year-old and 34-week preg-
nant woman. She presented with urgency, dysuria and
pollakiuria for the last three months. She had been
treated with antibiotics for urinary tract infections
during the last three months in routine obstetric vis-
its. No urinary tract imagining was performed during

this time. After persistence of patient’s complaints, she
was referred to us. Additional history revealed that she
had an IUCD insertion about five years ago. But one
year after the insertion in a gynecologic examination,
she was told that there was no IUCD in her uterus,
and it might have been dropped spontaneously from
the vagina. There were no abnormalities on physical
examination. Urinalysis identified 90 leukocytes p/
hpf and 35 erythrocytes p/hpf. Urine culture showed
100 000 CFU/ML Enterococcus spp. An ultrasound of
the bladder revealed an amorphous 35 mm intravesi-
cal lesion with distal acoustic shadowing compatible
with calculus or foreign body (Figure 1). An X-ray of
kidney-ureter-bladder (KUB) and cystoscopic exami-
nation planned for exact diagnosis. However, X-ray
image and cystoscopic examination were postponed
until delivery. She was followed by urinalysis and
urine culture and treated with proper antibiotics. In 39
weeks of pregnancy, she gave birth with a ¢ section and
there was no sign of IUCD in her uterus. One month
after birth she was examined with X-ray of KUB. A

Figure 1: Amorphous 35 mm intravesical lesion with distal acoustic shadowing.
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Figure 3: Intrauterine device removed from the bladder

copper-T TUCD and 35 mm bladder stone around it
was seen (Figure 2). Rigid cystoscopy performed and
it was seen that one part of [IUCD wire was penetrating
the mucosa on the posterior wall and the other part
was surrounded with a large calculus. There was no
bladder perforation. Calculus was crushed completely
with holmium laser and removed from the bladder.
The mucosal portion incised with holmium laser, and
IUCD has taken outside with endoscopic forceps (Fig-
ure 3). The patient discharged on the 1st postopera-
tive day. The urethral catheter was removed on the 3rd
postoperative day. By the end of the two weeks, all her
symptoms had regressed.

DISCUSSION

Intravesical migration of IUCD is a very rare com-
plication (2). The overall reported incidence of IUCD
perforation is about 0.87 per 1000 insertion (2). This
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includes the pelvis, peritoneal cavity, and adjacent or-
gans.

The experience of the practitioner is one of the
most significant factor to predict the misplacement of
IUCDs (3). IUCD placements should be performed by
experienced practitioners or under supervision. Peri-
odic follow-up must be done after insertion.

The exact mechanism of migration or when it oc-
curs is not clear. There are a lot of mechanisms sug-
gested to explain the migration. Overlooking the iatro-
genic uterine perforation, peritoneal fluid movements,
spontaneous uterine contractions, involuntary bladder
contractions and gut peristalsis are some of the sus-
pected reasons (4). Perforations are mostly diagnose
at the time of insertion (86%) and indicated by pain
and bleeding. However, some perforations remain un-
diagnosed for several years (3). The longest interval
between insertion of an IUCD and diagnosis of its mi-
gration into the bladder is 25 years (5).

Bladder stones are unusual in women. A woman
with a bladder stone should raise the suspicion of the
presence of a foreign body (6). Foreign bodies can play
a role as a nidus for calcium precipitation and stone
formation in the bladder (7).

In detecting the migrated IUCDs plain X-ray, USG
and cystoscopy are usable methods (8). The plain film
diagnoses a bladder stone with an attached TUCD (9).
We believe that cystoscopy is a perfect tool to diagnose
the migration of an IUCD into the bladder. It also gives
the practitioner a chance to treat the patient. USG has
also been reported to be an excellent tool for diagnosis
of lost IUCDs (10). All migrated intravesical IUCDs
should remove with cystoscopy. If it's not possible to
remove it endoscopically, open or laparoscopic surgery
should be considered.

CONCLUSION

IUCD placements should be performed by expe-
rienced practitioners or under supervision. Periodic
follow-up must be done after insertion. Intravesical
migration of an IUCD should be considered in any
woman with bladder stone and recurrent urinary tract
infection who undergone previous IUCD insertion.
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Intravesical migrated IUCDs can treat with endoscop-
ic, laparoscopic or open surgery.
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Ozet

46 XX testikiiler bozukluk” hastalig1 ge-
notip olarak 46 XX olup fenotip olarak erkek
olan hastalar: tanimlamaktadir. Bu hastalarda
normal genital yapidan ambiguus genitalyaya
kadar uzanan genital yapi farklilig: ile kendini
gosterebilir. Bu olgumuzda infertilite nedeniy-
le tarafimiza bagvuran 46 XX testikiiler bozuk-
luk sendromu olgusunu sunmay: amagladik.

Anahtar Kelimeler: infertilite, testikiiler,
bozukluk

Abstract

“46 XX testicular disorder © disease is 46
XX genotypes and describes male patients
as phenotypes. In these patients, the genital
structure extending from the normal genital
structure to ambiguus genitalia may manifest
itself. In this case, we aimed to present a case
of 46 XX testicular disorder who applied to us
because of infertility.

Keywords: infertility, testicular, disorder
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GiRis

46, XX testikiiler bozukluk , 46 XX genotipine sa-
hip erkekte, fenotip olarak normal bulgulardan am-
bigus genitalyaya kadar uzanan genis bir yelpazeye
sahip bir hastaliktir (1). ilk olarak 1964 yilinda La
Chapelle ve ark. tarafindan °XX Erkek Sendromu”
olarak tanimlanan bu hastaligin adi sonradan Law-
son Wilkins Pediatrik Endokrin Dernegi (ABD) ve
Avrupa Pediatrik Endokrinoloji Toplulugu tarafin-
dan 2005 yilinda ortak diizenlenen toplantida “46,XX
testikiiler bozukluk’olarak degistirilmistir (2). 46 XX
testikiiler bozukluk toplumda 20.000-25.000 erkek
dogumda bir goriiliir (3,4). Bu hastaliga sahip birey-
lerde normal genital bulgularla bulunabilmekle be-
raber ambigus genitalya goriilebilmektedir. Bunun
disinda jinekomasti ve testikiiler hipoplazi goriilebi-
lirken genelde puberte sonrasi pubik killanma ve se-
konder seks karakterleri normaldir (3,5). Bu hastalar
azospermik olduklari i¢in genelde ilk bagvuru basvu-
rulari infertilite nedenlidir (6). Bu olgumuzda 46 XX
testikiiler bozukluk tanis1 olan erkek fenotipli hastay:
sunmay1 amagladik.

OoLGU

31 yasinda erkek hasta tarafimiza infertilite sika-
yeti ile bagvurdu. 6 Yillik evli hasta 5 yillik korun-
masiz iliskiye ragmen ¢ocuk sahibi olamamaktaydu.
Kendisinden 6nce kadin dogum ve hastaliklar1 polik-
linigine bagvuran esinde herhangi bir patoloji saptan-
mamistl. Hasta 175 cm boyunda 74 kilo agirhiginda
idi. Hastanin fizik muayenesinde suprapubik, aksiller
killanma ve diger sekonder seks karakteri normaldi,
jinekomastisi yoktu. Hastanin her iki testisi skrotum-
da ve 20%er ml olarak 6l¢iildii. Penis boyu normal idi
ve hipospadiasi yok idi. Laboratuar bulgularinda Fsh
11.8, Lh 5.5, Testesteron diizeyi 2.4 ng/ml Hastanin
semen analizi azospermik izlendi yapilan santrifij
sonras! pellet negatif idi. Bunun {izerine hastaya pe-
riferik kandan yapilan kromozom analizinde 46, xx
karyotipi elde edildi. Yapilan FISH ¢aligmasinda X
kromozomuna ait 2 adet sinyal ve SRY bdlgesine ait
1 adet sinyal gozlenmis olup SRY bélgesinin X kro-
mozomunun p kolunda oldugu dogrulanmigtir. Ayri-

ca AZFa , AZFb, AZFc SRY bolgelerine bakilmis tiim
bélgelerde mikrodelesyon saptanmuistir.

TARTISMA

Erkek infertilitesi en stk spermatogenez bozuk-
lugu nedeniyle ortaya c¢ikmaktadir. Bunun bir¢ok
sebebi olmakla beraber bunlardan biri de genetik se-
beplerdir. 46 XX erkek sendromu 100 bin erkekte 4-5
gibi bir orana sahiptir (5-7).Bu vakalarin %90inda
Y kromozom tiizerinde olmasi gereken SRY geni X
kromozomu iizerine transloke olarak 46 XX SRY (+)
erkek sendromuna neden olur, bu hastaliga 46 XX
testikiiler bozukluk denir (8-10). Hastaligin etyolojisi
net degildir, en sik kabul edilen neden Y kromozom
pargalarinin X kromozomuna translokasyonudur.Y
kromozomu {izerinde bulunan cinsiyet belirleyici gen
olan SRY geninin X kromozomuna transloke olma-
s1 sonucunda genotip 46 XX olmasina ragmen erkek
fenotip yoniinde seksiiel gelisim olur (11). Hastalar
bizim olgumuzda da oldugu gibi en ¢ok infertilite ne-
deniyle hekime bagvururlar (3). Akinsal ve ark. yap-
tiklar1 bir ¢alismada 10 vaka serisi sunmuslardir, bu
calismada da en sik basvuru sebebi infertilite olarak
raporlanmistir (12). SRY (+) olan hastalarin genital
sistemi erkek yoniinde ilerlerken SRY (-) olan hastala-
rin ise genital sistemi belirsizdir (13). Bizim olgumuz-
da da hastanin dis genital yapilar1 ve sekonder seks
karakterleri tamamen erkek yoniindeydi. Hastaligin
tanis1 endokrinolojik ve sitogenetik olarak konulur.
Hastalarin ¢ogunda hipergonadotropik hipogonadi-
zim mevcut iken bazi vakalarda hormon diizeyleri
normal olabilir. Bizim olgumuzda da hormon dii-
zeyleri normal idi. Yapilan bazi ¢aligmalarda hastala-
rin ergenlik donemi kadar diger yagitlar ile benzer
hormon diizeylerine sahip iken ergenlik sonrasi hi-
pergonadotropik hipogonadizm gelistigi ortaya kon-
mustur (14). Bu hastalarin spermatogenez bozuklugu
oldugu i¢in ¢ocuk sahibi olamayacaklar: bilinmelidir.
Bu hastalarin tedavisinde multidisipliner tedavi kabul
edilmeli. Testesteron eksikliginde replasman tedavi-
si verilmelidir. Belli araliklarla testislerin ultrasonik
goriintillemesi, kemik yogunluguna bakilmali ve
hormon degerleri 6l¢tilmelidir. Muhakkak endokrin
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ve psikososyal etkilenme nedeniyle psikiyatri takibi
Onerilmektedir (15).

SONUC

Infertilite nedeniyle bagvuran hastalarda azoper-

mi nedenlerinden biri olan 46 XX erkek sendromu da

akla gelmelidir. Bu hastalarda genetik analiz yapilma-

l1, 46 XX saptanmas: durumunda SRY ve AZF gen-

lerine bakilmalidir. Bu hastalik tanis: konan hastalar

omiir boyu diizenli takip ve tedavi edilmelidirler.

10.

11.
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Ozet

Renal arter anevrizmasi, renal arterin,
dallarinin veya her ikisinin de elastik dokula-
rinin ve arteriyel duvar yapisinin zayiflamasi
nedeniyle lokal olarak genislemesine denir.
Poutasse smiflamasina goére sakkiiler, fuzi-
form, disseke ve intrarenal olmak tizere dort
temel tipi vardir.

Ozellikle son yillarda artan endovaskiiler
tedavi tecriibesi ve teknoloji ile baglantili ola-
rak, renal arter anevrizmas: tedavisinde en-
dovaskiiler tedavinin oncelikli oldugunu be-
lirten ¢alismalarda da bir artis s6z konusudur.

Bu olgu sunumundaki amacimiz endo-
vaskiiler olarak tedavi edilen 3 cnrlik sol re-
nal arter sakkiiler anevrizma riiptiirlii hastay:
sunmak ve literatiir esliginde tartigmaktir.

Anahtar Kelimeler: renal arter anevriz-
masl, endovaskiiler tedavi, spontan riptiir

Abstract

Renal artery aneurysm is the local expan-
sion of renal artery, its branches or both due
to the weakening of the elastic tissue and me-
dia of arterial wall structure. It has four ba-
sic types as saccular, fusiform, dissected and
intrarenal based on Poutasse classification,
there is a gradual increase in proofs and study
results showing that endovascular treatment
should be preferred in renal artery aneurysm
treatment in correlation with the endovas-
cular experience and technology improving
especially in recent years.

Our aim in this case presentation was to
present the left renal artery saccular aneu-
rysm rupture patient treated endovascularly
and discuss with literature.

Keywords: renal artery aneurysm, endo-
vascular treatment, spontaneous rupture
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INTRODUCTION

Renal artery aneurysm rupture is one of the rare
causes for suddenly starting side pain and stomach
ache and its prevalence in the general population
changes between 0.09 and 0.3%. It has four basic types
as saccular, fusiform, dissected and intrarenal based
on Poutasse classification. (1) Saccular, fusiform and
dissected aneurysms constitute 70%, 22.5% and 12%
of the cases in order. (2) There are no patognomonic
symptoms and findings accompanying renal artery
aneurysm. In addition to admittance complaints such
as hypertension (55-75%), hematuria (30%) and side
pain (1%) and hypertension-related headache (%11),
the patient can also be asymptomatic. (3) Abdominal
murmur can be helpful for diagnosis and is detected
nearly in 10% of the patients. Hematuria can be mi-
croscopic or macroscopic. In its etiology, it is claimed
that hypertension, thrombosis of small vessels and mi-
croinfarcts can be responsible. The certain diagnosis
is the demonstration of the lesion with angiography.
Peripheral dissection, thrombosis, renal infarctus,
bleeding and rupture are the potential complications
of renal artery aneurysms. (4) Factors creating rupture
tendency are incomplete calcification or lack of calcifi-
cation, aneurysm diameter over 2 cm and accompany-

ing hypertension and/or pregnancy. (1)

—_—

Figure 1 A: Renal Artery Aneurism B: Renal Artery Aneurism After

Oclusion
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Figure 2 Perirenal Hematoma

A completely calcified renal artery aneurysm of
2 cm and below can be followed-up in a patient with
normal asymptomatic tension. Surgical removal indi-
cations without considering size in renal artery aneu-
rysm are aneurysms causing renal ischemia and hy-
pertension, dissect aneurysms, aneurysms with local
symptom such as side pain and hematuria, pregnant
women or women planning pregnancy, aneurysms
observed to enlarge in serial radiography and throm-
bus containing aneurysms distal embolism symptom.
Asymptomatic and completely uncalcified aneurysms
under 2 cm without any of these criteria can be treated
without surgery. A certain indication definition is not
available for surgical intervention in asymptomatic pa-
tients with aneurysms over 2 cm diameter and none of
the criteria above. (1)

CASE PRESENTATION
A 44-year old female patient admitted to the emer-

gency service with a sudden left side pain, restless-
ness and weakness complaints present for six hours.
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The patient had no story of hematuria, trauma, stone
disease or urological surgery. She also didn’t have any
additional diseases other than regulated hypertension.
Vital findings were normal and stable. Abdomen was
relaxed and there was left costovertebral angle sensitiv-
ity but no abdominal murmur. Other system examina-
tions were normal. Biochemical values and urine test
were in normal borders and hemoglobin value was
10.1 g/dl based on laboratory examination. An actively
bleeding saccular aneurysm with a diameter of 30 mm
in left main renal artery and an approximately 5x7 cm
hematoma area in left perirenal area were observed in
complete abdomen tomography with contrast. Renal
artery angioembolization was planned for the patient
whose Glascow coma scale regressed to 13, pulse in-
creased to 100/min and hemoglobin value regressed to
8.4 g/dl in the fourth hour of the follow-up.

Technique

Selective catheterization (5F Cobra) of the renal ar-
tery was performed. A nearly 30 mm saccular type an-
eurysm caused by interlobar artery which is a branch
of left renal artery was observed in the angiography.
The microcatheter (Headway; Terumo Medical, CA,
USA) was placed through the renal artery in an at-
tempt to approach the lesion. Aneurysm was occluded
to detachable microcoils (Microvention Microcoil,
CA, USA). Control angiography reveals total occlu-
sion of the aneurysm.

Aneurysm was completely occluded in postopera-
tive angiography and no complications occurred dur-
ing the operation. During 16 days of hospitalization,
the patient was given six units of erythrocyte suspen-
sions due to anemia. The patient was discharged with-
out any problems on the 16th day of the follow-up.
The patient was normal and didn’t have any significant
symptoms in 3%, 6™, 12%, 18" month controls.

DISCUSSION

Very few cases with successful endovascular treat-
ment for renal artery aneurysm and rupture have been
reported in recent years. Two methods have been re-
ported for endovascular treatment. First is the coiled
embolization of aneurysm to block renal blood flow

Figure 3 Post Embolization 6th Month Control Images

without damaging, (5) and the second is provision
of flow continuity by locating arterial stent on the
branches causing aneurysm and effectively deactivat-

ing aneurysm. (6)

S N
Figure 4 Post Embolization 18th Month Control Images
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In the case presentation by Wei Hb et al, two aneu-
rysms in renal artery primary bifurcations with diam-
eters of 1.8 and 1.2 cm in a patient were successfully
resected using Robot guided laparoscopic approach.
(7) In the retrospective study by Guo H et al, 27 pa-
tients treated with transarterial embolisation due to
iatrogenic renal pseudoaneurysm and arteriovenous
fistula were covered and technical and clinical success
ratios were detected as 100% and 96.3% in order (8).

In the study by Wei X et al, 28 renal artery aneu-
rysm patients were treated with stent guided emboliza-
tion method and technical success ratio was detected
as 100%. (9) In the case presentation by Nassiri N, the
patient with 2.5 cm extraparenchymal and saccular left
renal artery aneurysm was endovascularly treated with
stent guided microcil embolization method without
any complications. (10) In the case presentation by J.
Sousa, the patient with a 21 mm renal artery aneu-
rysm was endovascularly treated successfully. (11) In
the study by Bracale Um et al, three patients with renal
artery aneurysm were successfully treated and no early
or late term complications were detected. (12)

In the case presentation by Adrahtas D et al, a soli-
tary kidney patient with 2.8 cm left renal artery aneu-
rysm was treated with endovascular method. (13) In
the case presentation by Koter S H, the patient with 6
cm right renal artery aneurysm had a successful en-
dovascular treatment. (14) In the study presented by
Chung R et al, a patient with 9 renal artery aneurysms
with an average aneurysm diameter of 21 mm was en-
dovascularly treated with 100% technical success. (15)
In the study by Li G et al, the patient with six ruptured
renal artery aneurysms was treated endovascularly and
complete occlusion was detected in four patients in the
observation lasting 25 months in average.(16) In the
study by Tsilimparis N et al, out of 40 patients with
44 renal artery aneurysms, 24 were treated with endo-
vascular and 20 were treated with open surgery and
endoscopic treatment was presented to be as safe and
efficient as open surgery. (17) In the study by Sedat ]
et al including 15 patients, 18 renal artery aneurysms
were treated endovascularly with 100% technical suc-
cess ratio.(18) As seen in literature, there is a gradual

204

increase in proofs and study results showing that endo-
vascular treatment should be preferred in renal artery
aneurysm treatment in correlation with the endovas-
cular experience and technology improving especially
in recent years.

In our case, a nearly 3 cm and spontaneously bleed-
ing aneurysm was treated with angioembolization and
no functional problems were observed in long-term
follow-ups and renal blood flow wasn’t deteriorated
and aneurysm was occluded and had a stable course.
In line with literature, endovascular treatment ended
quite successfully in our case, too.

We think that renal artery aneurysm endovascular
treatment should be applied in selected centers and on

suitable patients as a minimal invasive method.
CONCLUSION

Renal artery aneurysm rupture is one of the rare
causes for suddenly starting side pain and stomach
ache and requiring urgent urological surgical inter-
vention. Although surgical intervention is the primary
treatment option today, proof for successful and effi-
cient aneurysm rupture treatment with endovascular
treatment also increases gradually. We think that suc-
cessful results of this treatment method will be shared
more in the future cases and studies.
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