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Editérden,

Yeni Uroloji Dergisi'nin 2021 yili ilk sayisini yayinlamis olmaktan mutluluk duyu-
yoruz. Bu sayida sizlerle, genel Uroloji, endouroloji ve Groonkoloji alanlariyla ilgili,
6zgUn arastirmalar, olgu sunumu ve derleme paylasiyoruz. Bu calismalarin ilgiyle
okunacagina ve yeni arastirmalara isik tutacagina inaniyoruz.

2004 yilinda yayimlanmaya baslayan Yeni Uroloji Dergisi 2011 yili ilk sayisindan iti-
baren TUBITAK-ULAKBIM Tiirk Tip Dizini’nde indekslenmeye baslanmistir.

Dergimiz, Google Akademik, Tiirk Medline Pleksus, Tiirkiye Atif Dizini, SOBIAD,
OAJI, ideal Online Veri Tabani, EuroPub, J-GATE ve DOAJ veritabanlarinda ta-
ranmaktadir. Son olarak EBSCO ve InfoBase Index’ e kabul edildigimizi mutluluk
ile bildirmek isteriz. Ayrica Yeni Uroloji Dergisi Orcid ve CrossRef DOI sistemleriy-
le iliskilendirilmektedir. Dergimizin ESCI, Pubmed, EMBASE indeksleri icin basvu-
ru streci devam etmektedir. Hedefimiz, bilimsel dizeyi ylksek makaleler ile hem
ulusal hem de uluslararasi alanda dergimizin gértnurlagund artirmak ve en ¢ok
okunan Uroloji dergilerinden biri olmaktir.

Tum saglik calisanlarimiza, COVID-19 pandemi dénemindeki 6zverili calismalarin-
dan dolayi tebrik ederiz. Pandemi déneminde artan is yUklerinin yaninda kiymetli
makalelerini dergimiz yolu ile paylasan arastirmacilara ve makale degerlendirme
siirecinde degerli gorusleri ile hakemlik katkisinda bulunan akademisyenlere cok
tesekkr ederiz. Bilimsel calismalarinizi Yeni Uroloji Dergisi araciligi ile bilim dinya-
siyla paylasmanizi bekler, saygilarimizi sunariz.

Prof. Dr. Ali ihsan Tascl
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Ozet

Amag: Testikiiler kitle 6n tanisiyla radikal or-
siektomi yapilmis hastalarin, bagvuru yakinmala-
rin1, demografik ve klinik 6zelliklerini inceleyerek
genel sagkalima etki edebilecek faktorleri deger-
lendirmeyi amagladik.

Gereg¢ ve Yontemler: Ocak 2010 - Haziran
2018 tarihleri arasinda, testikiiler kitle 6n tanisiy-
la radikal orsiektomi yapilan 113 hastanin demog-
rafik, klinik, patolojik verileri ve onkolojik sonug-
lar1 retrospektif olarak degerlendirildi. Hastalarin
doktora basvuru nedenleri, kendisinde veya aile-
sinde testis kanseri 6ykiisii, doktora bagvurmasina
kendisini yonlendiren etken, bagvuru 6ncesi ve te-
davi sonrasi takipte diizenli olarak kendi kendine
testis muayenesi yapma oranlar kaydedildi.

Bulgular: Ortanca yas1 29 (17-60) olan 113
hastada, en sik bagvuru nedenleri; agrisiz Kitle,
sertlik (%52.4), sislik (%10.6), kendisinde (%6.2)
ve ailesinde (%7.1) testis kanseri oykiisi, esinin
yonlendirmesi (%6.2) olarak bulundu. Testis kan-
seri hakkinda genel bilgisi olanlarda, iiniversite
mezunlarinda, evli bireylerde, kendisinde veya
ailesinde testis kanseri 6ykiisii olanlarda, diizenli
olarak kendi kendine testis muayenesi yapanlarda
daha yiiksek oranda erken evre testikiiler germ
hiicreli tiimor veya benign doku patolojisi saptan-
di. Kiside (HR: 1.845, p=0.015) ve ailesinde (HR:
1.756, p=0.036) testis kanseri Oykiisi, inmemis
testis Oykiisi (HR:2.561, p=0.026), disiik egitim
seviyesi (HR: 1.012, p=0.034), evli olmamak
(HR: 2.879, p=0.037), daha 6nceden testis kanseri
hakkinda genel bilgi sahibi olmamak (HR: 4.204,
p=0.032), tan1 6ncesinde (HR:6.247, p=0.037) ve
tedavi sonrasi takip doneminde diizenli olarak

Abstract

Objective: We aimed to evaluate the factors
that may affect overall survival by examining the
complaints, demographic and clinical features of
patients who underwent radical orchiectomy with
a pre-diagnosis of testicular mass.

Material and Methods: Between January
2010 and June 2018,demographic,clinical, patho-
logical data and oncologic outcomes of 113 pa-
tients who underwent radical orchiectomy with
a diagnosis of testicular mass were evaluated
retrospectively.Reasons for admission to the doc-
tor,the history of testicular cancer in himself and
his relatives,the factors that led him to refer to the
doctor, the rates of regular testicular self-examina-
tion during the pre-treatment and post-treatment
period were recorded.

Results: In 113 patients with a median age of
29 (ranged 17-60),the most common complaints
were painless mass (%52.4), swelling (%10.6),
history of testicular cancer in himself (%6.2) and
his relatives (%7.1), his wife’s warning (%6.2).The
patients having general knowledge about testic-
ular cancer, university graduates, married indi-
viduals, patients with history of testicular cancer
in himself and his relatives, performing regular
testicular self-examination had the higher rates
of early stage testicular germ cell tumor or benign
pathology.History of testicular cancer in himself
and his relatives,history of undescended testi-
cle,low educational level,not to be married,no pri-
or knowledge of testicular cancer,not performing
regular testicular self-examination before diagno-

This study was conducted retrospectively.. All research was performed in accordance with relevant guidelines/regulations, and informed consent was

obtained from all participants.
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kendi kendine testis muayenesi yapmamak (HR:2.015, p=0.032),
tedavi sonrasi takip siirecini aksatmak (HR:1.121, p=0.024), ileri
timor evresi (HR:1.104, p=0.005) genel sagkalim1 azaltan bagimsiz
risk faktorleri olarak saptandi.

Sonug: Bireyin kendisine veya ailesine ait gecirilmis testis kan-
seri varliginin, yiiksek egitim diizeyinin, kendi kendine testis mu-
ayenesi yapma aligkanliginin, es farkindaliginin testikiiler kitlelerin
daha erken evredeyken yakalanma olasiligini artirdigini gormekte-
yiz. Bu sayede gerek erken evrede saptanan tiimor oranlar artacagi
i¢in daha az toksik tedaviler uygulanabilecek, gerekse de daha iyi
onkolojik sonuglar saglanabilecektir.

Anahtar Kelimeler: Es farkindaligi, genel sagkalim, radikal or-
siektomi, testikiiler kitle, kendi kendine testis muayenesi.

AMAC

Testis kanseri, ¢cogunlukla 15-44 yas arasindaki er-
keklerde gortilmektedir. Tiim erkek malignitelerinin
%1-1.5" ini, tiim trolojik malignitelerin ise yaklagik
%5’ ini olusturmaktadir (1). Histopatolojik incelemede
tiim testikiiler maligniteler icerisinde en sik gozlenen
tip testikiiler germ hiicreli timoér (TGHT) olup, goriil-
me orani %95-98’ dir (2). Yapilan aragtirmalarda testis
kanseri gelisiminde en sik gozlenen risk faktorleri, in-
memis testis, infertilite, birinci derece akrabalarda tes-
tis kanseri oykdisi, kiginin diger testisinde testis timo-
ril veya intratiibiller germ hiicreli neoplazi (ITGHN)
oykiisii olmasi ve Klinefelter sendromudur (3).

Testis kanserlerinde hastalar siklikla ele gelen ag-
risiz kitle ya da sertlik nedeniyle bagvurmaktadir. Cok
daha nadiren skrotal agri, hassasiyet ile de basvuru
olabilmektedir. Bazen de epididimoorsit ya da hidrosel
6n tanisi sonrasi yapilan klinik incelemelerde, testiste
stipheli kitle olarak tan1 almaktadirlar (4). Giintimiizde
radikal orsiektomi sonrasi uygulanan adjuvan tedavi
modalitelerindeki gelismeler sayesinde, yiiz giildiiriicii
sonuglar alinmaktadir. Ozellikle erken evredeki olgu-
larda kiir oranlar1 oldukga yiiksektir ve on yillik genel
sagkalim oranlar1 %95’ lere ulasmaktadir (4). Bu ne-
denle erken tani olduk¢a onemlidir. Hastay1 doktora
yonlendiren temel belirti testiste ele gelen kitle oldu-
gundan, riskin fazla oldugu 15-44 yas grubundaki er-
keklerde bu bilincin olusturularak, kendi kendine testis

muayenesinin yayginlastirilmasi bityitk 6nem tagimak-

sis and during the follow-up period,advanced tumor stage, disrupt
follow-up after treatment were found to be independent risk factors
for decreased overall survival.

Conclusion: We think that the history of testicular cancer, high-
er education level and spouse awareness may increase the likelihood
of testicular masses’ being detected earlier.In this way, less toxic
treatments can be administered since the increased tumor rates de-
tected in the early stage, and also better oncologic outcomes can be
achieved.

Keywords: Overall survival, radical orchiectomy, spouse aware-
ness, testicular mass, testicular self-examination.

tadir (5). Buna karsilik, farkli toplumlarda yapilan ¢e-
sitli galismalarda bu bilincin yaygin diizeyde olmadig:
bildirilmistir (6,7,8).

Caligmamizda klinigimizde testis kanseri 6n tani-
styla radikal orsiektomi yapilmis hastalarin basvuru
yakinmalarini, demografik ve klinik 6zelliklerini ince-
leyerek genel sagkalima etki edebilecek faktérleri de-

gerlendirmeyi amagladik.

GEREG VE YONTEMLER

Ocak 2010 - Haziran 2018 tarihleri arasinda, klinik
degerlendirmede testikiiler kitle 6n tanisi alan ve ma-
lignite stiphesi diglanamadig: i¢in radikal orsiektomi
yapilan 121 hastadan verilerine tam olarak ulagilabi-
len 113’ dintin demografik, klinik, patolojik verilerini
ve onkolojik sonuglarini retrospektif olarak degerlen-
dirdik. Amacimz testikiiler kitle varliginda hastalarin
basvuru yakinmalarini, demografik ve klinik 6zellikle-
ri degerlendirmek oldugundan, ¢aligmamiza patolojik
tanist TGHT olan hastalarin yani sira, diger benign ve
malign doku tanili olgular1 da dahil ettik.

Hastanemizin onkoloji tani, tedavi ve takip mer-
kezi olmasi 6zelligi nedeniyle, hasta farkindalik diize-
yini belirleyebilmeyi de amaglayarak, multidisipliner
bir hasta takip programi kapsaminda detayli bir hasta
kayit ve sorgulama sistemi yiiriitiilmektedir. Bu sayede
hastalarin demografik verileri, sosyokiiltiirel durumla-
r1, mevcut hastaliklariyla ilgili bilgi diizeyleri de bas-
vuruda ve tedavi sonrasi takip siirecinde ayrintili bir

bicimde kaydedilmektedir. Mevcut ¢aligmamizla ilgili
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hastane kayit sisteminden hastalarin anamnez ve takip
bilgileri incelendi. Hastalarin doktora basvuru neden-
leri, birinci derece akrabalarda testis kanseri &ykiisii,
kisinin daha 6nceden diger testisine ait kanser oykiisii,
inmemis testis oykiisii, infertiliye dykiisii, semen pa-
rametresi bozukluklar1 (semen parametrelerinde sayz,
motilite, morfoloji veya canlilik agisindan herhangi bir
bozukluk varlig1), atrofik testis (testis volimii<12 ml),
testikiiler mikrolitiazis varlig1 kaydedildi. Demografik
veriler, doktora bagvurmasina kendisini yonlendiren
etken, daha 6nceden testis kanseri hakkinda genel bil-
gi sahibi olma durumu, daha 6ncesinde kendi kendine
testis muayenesi yapma durumu, tiimor lokalizasyonu,
tiimor boyutu, serum tiimor belirteglerinin ekspresyo-
nu (alfa-fetoprotein, beta human koryonik gonadot-
ropin, laktat dehidrogenaz), histopatolojik tiimoér alt
tipleri, patolojik timor evresi, patoloji 6rneklerinde
tiimore ait prognostik faktorler, orsiektomi sonrasi
takip siiresi, varsa uygulanmis olan adjuvan tedaviler,
lokal niiks, uzak metastaz ve genel mortalite oranlar1
kaydedildi. Multidisipliner bir hasta takip programi
kapsaminda, basvuruda ve kontrol muayeneleri esna-
sinda sorgulanarak elektronik hasta kayit sistemine ek-
lenmis olan bilgiler arasindan, tedavi sonras: kontrol-
lere diizenli olarak gelme durumu, basvuru 6ncesinde
ve tedavi sonrasi takip siirecinde kendi kendine testis
muayenesi yapma oranlar1 da incelenerek, bu veriler
calismamiza dahil edildi.

Calismamizdaki tiim prosediirler, insan katilimci-
lar1 igeren kurumsal ve ulusal arastirma komitesinin
etik standartlarina ve Helsinki Bildirisi ilkelerine uy-
gun olarak yapilmistir. Retrospektif bir ¢alisma oldu-
gundan etik kurul onay1 alinmamaistir.

istatiksel Analiz

Kolmogorov-Smirnov ve Shapiro-Wilk testleri ile
verilerin normal dagilim gosterip gostermedigi deger-
lendirildikten sonra, tiim hastalara ait tanimlayic1 6zel-
likler belirtilirken, siirekli degiskenler normal dagilim
gostermedigi icin “ortanca (25. ytizdelik-75. yiizdelik),
kategorik degiskenler ise “say1 (yiizde)” seklinde goste-
rildi. Bagimsiz iki grup arasindaki kategorik degisken-

leri kargilastirmak icin Ki-Kare testi kullanildi. Genel
sagkalima etki edebilecek bagimsiz risk faktorlerini
belirlemek icin Cox regresyon analizi kullanilarak, tek
ve ¢ok degiskenli modeller olusturuldu. Analizler IBM
SPSS Statistics 23 (IBM, Armonk, NY USA) yazilimi
kullanilarak yapildi. p<0.05 degerleri istatistiksel ola-
rak anlamli kabul edildi.

BULGULAR

Malignite stiphesi dislanamadig1 i¢in, Ocak 2010
- Haziran 2018 tarihleri arasinda radikal orsiektomi
yapilan 113 hastanin ortanca yagi 29 (minimum: 17-
maksimum: 60) olup, ortanca 57 (minimum: 10- mak-
simum: 117) aylik takipte, 17 (%15) hastada lokal niiks,
19 (% 16.8) hastada uzak metastaz, 20 hastada ise (%
17.7) mortalite gozlendi. Uzak metastazlar 9 hastada
akcigerde, 5 hastada karacigerde ve 5 hastada ise bolge-
sel olmayan lenf nodlarinda saptandi. Hastalarin bas-
vuru yakinmalari, demografik, patolojik, klinik verileri
ve onkolojik sonuglar1 Tablo 1” de gosterilmektedir.

En sik bagvuru nedeni literatiirle uyumlu olarak
testiste agrisiz Kitle, sertlik (%52.4) iken, bunu skro-
tumda belirgin sislik (%10.6) yakinmasi izlemistir.
Cok belirgin bir kitle veya sislik olmamasina ragmen
kontrlateral testisinde kanser Oykiisii olmasi (%6.2)
veya ailesinde testis kanser oykiisii olmasi (%7.1) ne-
deniyle siiphe duyulmas: sonucu bagvurma diger sik
nedenler arasinda gozlenmistir. Esinin uyarisi tizerine
gelenlerin oraninin (%6.2), skrotal hacim artigina bagh
gelisen hareket zorlugu (%3.5) veya kisinin kendi este-
tik gortinimiiniin bozulmasi (%3.5) nedeniyle bagvu-
ranlardan daha fazla oldugu dikkat ¢ekmistir. Bu bul-
gularla uyumlu olarak, hastane bagvurularinin en sik
testis veya skrotum ile ilgili bir anormallik fark ettigi
i¢in kisinin kendisi tarafindan yapildig1 (%77.1) goriil-
miistiir. Kisi kendince bir yakinma tariflemedigi halde,
es yonlendirmesinin (%6.2) ve medya ya da internetten
edinilen bilgilerin (%9.7) de bagvuru ihtiyac1 duyulma-
s1agisindan diger 6nemli yonlendirici faktorler oldugu
saptanmuistir (Tablo 1).

Daha 6nceden testis kanseri hakkinda genel bilgi-

si olanlarda, bilgisi olmayanlara gére (%100 vs. %53,
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Tablo 1. Tiim hastalarin bagvuru yakinmalari, demografik, patolojik, klinik verileri ve onkolojik sonuglar1

Parametreler

Yas
Ortanca (minimum-maksimum)

Toplam say1 (n:113)

29.0 (17.0-60.0)

(25. persentil-75.persentil) (24.0-36.5)
Medeni durumu (n,%)
-Bekar 55 (48.7)
-Evli 58 (51.3)
Egitim diizeyi (n,%)
- Sadece okur yazar 11(9.7)
-llkégrenim 25 (22.1)
-Lise 36 (31.9)
-Universite 41 (36.3)
Bagvuru 6ncesi testis kanseri hakkinda genel bilgi durumu (n,%)
-Var 13 (11.5)
-Yok 100 (88.5)
Doktora basvuru nedeni (n,%) 59 (52.4)
-Agrisiz ki}le, sertlik 4(3.5)
“Agn 435
-Hassasiyet (3.5)
-Sislik 12 (10.6)
-Skrotal hacim artigi nedeniyle gelisen hareket zorlugu 4(3.5)
- Skrotal hacim artis1 nedeniyle estetik goriiniimiin bozulmasi 4(3.5)
-Sikayeti olmamasina ragmen esinin uyaris 7(6.2)
-Infertilite degerlendirmesi esnasinda tesadiifen saptanmast
- Sikayeti olmamasina ragmen ailesinde testis kanseri ykiisii oldugundan kontrol amagh 4(3.5)
-Sikayeti olmamasina ragmen kendisinde testis kanseri oykiisii oldugundan kontrol amagh 8(7.1)
7(6.2)
Doktora gitmeye kendisini yonlendiren kisi veya etken (n,%)
-Kendisi 87(77.1)
-Esi 7 (6.2)
-Arkadast 3 (2.6)
-Babasi veya erkek kardesi 5 (4.4)
-Medya ve internet
11 (9.7)
Basvuru 6ncesi diizenli kendi kendine testis muayenesi yapma orani (n,%) 5(4.4)
Patolojik tiimor boyutu (cm)
Ortanca (25. persentil-75.persentil) 3.7 (2.0-5.5)
Tiimor tarafi (n,%)
-Sol 41 (36.3)
-Sag 66 (58.4)
-Bilateral 6 (5.3)
Histopatolojik tiimor alt tipi (n,%) 42 (37.2)
-Seminom
-Non-seminom (i)
-Miks TGHT 13 (1L5)
- Paratestikiiler sarkom 6(5.3)
- Epidermoid kist 2(1.7)
- Inflamatuar miyofibroblastik timér 2(17)
- Benign kistik teratom 3(2.9)
- Benign leydig hiicreli tiimér
- Paratestikiiler fibroma 2(17)
2 (1.7)

AFP (ng/ml) Ortanca (25. persentil-75.persentil)

4.6 (1.8-56.85)
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B-hCG (mIU/ml) Ortanca (25. persentil-75.persentil)
LDH (U/1) Ortanca (25. persentil-75.persentil)

Tiimor evresi (n,%)
-Evre I TGHT
- Evre I TGHT
- Evre IIl TGHT
-Paratestikiiler sarkom
-Benign

ITGHN orani (n,%)
Rete testis tutulumu orani (n,%)
Tiimor ¢apinin > 4 cm olma orani (n,%)

Lenfovaskiiler invazyon orani (n,%)

Proliferasyon yiizdesinin > %70 olma orani (n,%)

Inmenmis testis dykiisii orani (n,%)
Semen parametrelerinde bozuklukluk orani (n,%)

Infertilite orani (n,%)
Atrofik testis orani (n,%)
Testikiiler mikrolitiazis oran1 (n,%)
Ailede TGHT o6ykiisii orani (n,%)

Kontrlateral testisinde TGHT oykiisii oran1 (n,%)

Adjuvan tedavi varlig: (n,%)
-Kemoterapi
-Radyoterapi
-Aktif izlem

Takip siiresi (ay)
(ortanca, minimum-maksimum)
(25. persentil-75.persentil)

Takiplere diizenli olarak gelme orani (n,%)
Lokal niiks orani (n,%)

Uzak metastaz orani (n,%)

Genel mortalite orani (n, %)

Embriyonal karsinom yiizdesinin >50% olma orani(n,%)

*Orsiektomi sonrasi diizenli kendi kendine testis muayenesi yapma oran1 (n,%)

5.7 (1.5-86.35)
235 (175-530)

55 (48.8)
11 (9.7)
30 (26.5)
6 (5.3)
11 (9.7)

48 (42.5)
21 (18.6)
48 (42.5)
40 (35.4)
31 (274
3(27)
10 (8.8)
10 (8.8)
6(5.3)
5 (4.4)
18 (15.9)
8(7.1)
7(6.2)

70 (61.9)
16 (14.2)
27 (23.9)

57 (10-117)
(33-85)

23 (23.0)
72 (63.7)
17 (15.0)
19 (16.8)
20 (17.7)

AFP: alfa-fetoprotein, B-hCG: beta human koryonik gonadotropin,
LDH: laktat dehidrogenaz, ~ TGHT: testikiiler germ hiicreli tiimor

ITGHN: Intratiibiiler germ hiicreli neoplazi

* Basvuru aminda bilateral testikiiler kitle saptanan alti hastaya ve daha once kontrlateral testiste tiimor oldugu icin unilateral orsiektomi

yapilmis yedi hastaya yapilan orsiektomiler sonrasinda, toplamda bu 13 hastada her iki testis de alinmis oldugundan, bu hastalarin

takip periyodunda diizenli olarak kendi kendine testis muayenesi yapmast miimkiin olmayacagindan, bu parametre geri kalan 100

hasta icin degerlendirilmistir.
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Tablo 2. Radikal orsiektomi ve/veya adjuvan tedaviler sonras: takipte genel sagkalimi etkileyebilecek prediktif faktorler

Genel sag kalim Tek degiskenli model Cok degiskenli model
%95 Giiven %95 Giiven
HR Aralig1 p HR Aralig1 P
Alt Ust Alt Ust
Yas 1.017 0.978 1.057 0.400
Dustik egitim diizeyi 1.301 0.636 1.974 0.029* 1.012 0.598 1.561 0.034*
Medeni durum (bekar vs. evli) 3412 1.239  9.433 0.018* 2.879 1.457 15.457 0.037*
Testis kanseri hakkinda genel bilgi sahibi ;350 ;046 13405 0027 4204 1125 10608  0.032*
olmamak

Tedavi 6ncesi KKTM yapmamak 9.739 2480 16.742 0.042* 6.247 1.840 12.068 0.037*

Tedavi sonras: takipte KKTM yapmamak 2.203 1.402  3.597 0.040* 2.015 0.842 2.952 0.032*

Tedavi sonras: takibi aksatmak 1.336 0.513  3.476 0.035% 1.121 0.457 3.015 0.024*
Kiside testis kanseri 6ykiisii 2.156 1.786  4.402 0.004* 1.845 1.012 3.024 0.015*
Ailede testis kanseri 6ykiisii 2.015 1.423 6.425 0.024* 1.756 10.984 4.427 0.036*
Tumor boyutu 1.058 0.823 1.361 0.659
Histopatolojik timor alt tipi 1.497 0.490  4.578 0.479
Timor tarafi 1.910 0.533 2.381 0.162
AFP 1.001 0.988 1.004 0.681
B-hCG 1.012 0.895 1.058 0.828
LDH 1.014 0.912 1.095 0.835

Tumor evresi (ileri vs. erken) 1.624 1.072 1.399 0.003* 1.104 0.567 3.420 0.005*
ITGHN (var vs. yok) 1.048 0.428 2.564 0.918

Lenfovaskiiler invazyon

1.595 0.659 3.855 0.300
(var vs. yok)

Embriyonal karsinom orani >50% 3.378 0.783  14.492 0.296
Proliferasyon orani> 70% 1.850 0.247 13.861 0.550
Inmemis testis (var vs. yok) 4.048 2.061 9361  <0.001*  2.561 1.243 13.456 0.026*
Semen parametrelerinde bozukluk (var 2217 0972 5.143 0.012*
vs. yok)
Atrofik testis (var vs. yok) 2.170 1.510  6.697 0.008*

Testikiiler mikrolitiazis

2.016 1.794  7.618 0.213
(var vs. yok)

AFP: alfa-fetoprotein, B-hCG: beta human koryonik gonadotropin, ITGHN: Intratiibiiler germ hiicreli neoplazi
KKTM: Kendi kendine testis muayenesi, LDH: laktat dehidrogenaz
* p <0.05 (Gruplar arasinda istatistiksel anlamli bir fark vardir.)

Cox regresyon analizi
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p=0.001); tniversite mezunu olanlarda, olmayanlara
gore (%63.4 vs. %55.5, p=0.042); evli bireylerde bekar-
lara gore(%84.4 vs. %30.9, p<0.001); kendisinde veya
ailesinde daha onceden testis kanseri 6ykiisii olanlar-
da, olmayanlara gore (%72.7 vs. %59.1, p=0.028) ve dii-
zenli olarak kendi kendine testis muayenesi yapanlar-
da, yapmayanlara gére(%100 vs. %56.4, p=0.019) daha
yiiksek oranda erken evre (evre IA ve IB) TGHT veya
benign doku patolojisi saptanmustir.

Caliymamizda radikal orsiektomi ve sonrasinda
uygulanan adjuvan tedavileri takiben kontrol mua-
yenelerinde yaptigimiz sorgulamada, daha o6nceden
%4.4 olan kendi kendine testis muayenesi oraninin,
%23’ e giktign goriilmektedir. Yine de diizenli olarak
takibe gelme oraninin, yiiksek egitim seviyesi (%55.6
vs. %44.4, p<0.001), olan bireylerde ve evli erkeklerde
(%70.8 vs. %29.2, p<0.001) daha fazla oldugu saptan-
mugtir.

Cok degiskenli analize gore, kisinin kontrlateral
testisinde kanser oykiisii (HR: 1.845, p=0.015), ailede
testis kanseri oykisti (HR:1.756, p=0.036), inmemis
testis oykiisti (HR:2.561, p=0.026), diisiik egitim sevi-
yesi (HR: 1.012, p=0.034), evli olmamak (HR: 2.879,
p=0.037), daha 6nceden testis kanseri hakkinda genel
bilgi sahibi olmamak (HR: 4.204, p=0.032), 6ncesinde
diizenli olarak kendi kendine testis muayenesi yapma-
mak (HR:6.247, p=0.037), tedavi sonras1 takip done-
minde diizenli olarak kendi kendine testis muayenesi
yapmamak (HR:2.015, p=0.032), tedavi sonras: takip
stirecini aksatmak (HR:1.121, p=0.024), ileri timor
evresi (HR:1.104, p=0.005) genel sagkalimi azaltan ba-
gimsiz degiskenler olarak saptanmuistir (Tablo 2).

TARTISMA

Testis kanseri tedavisinde yiiksek kiir oranlarinin
elde edilebilmesinde, erken tani ve tedavinin 6nemi bi-
linmektedir. Ancak tarama amacli kendi kendine testis
muayenesinin Ogretilmesi ve onerilmesi konusunda
bazi farkli goriisler bulunmaktadir (5,6,7). Diizenli ola-
rak yapilan kendi kendine testis muayenesinin yasam
stirelerine olan olumlu katkisini kanitlayan bir ¢calisma
hentiz gergeklestirilmemistir. Bu nedenle bazi yazilar-

da kendi kendine testis muayenesinin gereksiz endige-
ye, gereksiz poliklinik bagvurularina ve buna bagl ola-
rak is giicii kaybina neden olabilecegi goriisii hakimdir
(7,9). Buna karsilik, tanida gecikmenin tiimoriin klinik
evresinde artiga ve tedaviden saglanabilecek kiir oran-
larinda azalmaya neden olabilecegi yontinde giiclii
kanit tasiyan caligmalar bildirildiginden, tarama kap-
saminda kendi kendine testis muayenesinin 6nerilme
orani bazi merkezlerde az degildir (10,11).

TGHT tanili tim hastalarda, adjuvan tedavilerin de
katkisiyla % 90-95 oraninda kiir saglanabilmektedir.
Evre I seminomda gizli metastaz agisindan kotii prog-
nostik faktorler, primer tiimor boyutunun 4 cmden
biiyitk olmasi ve rete testis invazyonu varligidir. Tani
aninda gizli metastaz oran1 %10-15 olup, tedavi son-
rast niikssiiz sagkalim oranlar1 %94.8-97.7’ dir. Evre
I nonseminomlarda ise gizli metastazi 6ngoren en
onemli prognostik gostergeler; lenfovaskiiler invazyon
(LVI) varlig, proliferasyon oraninin >%70 olmas1 ve
embriyonel karsinom yiizdesinin >%50 olmasidir. LVI
varliginda postoperatif adjuvan tedavi verilmeyen has-
talarin %14-22’sinde niiks, %48’inde ise metastaz geli-
sirken, uygun tedavi ve yakin takiple genel sagkalimin
seminomlarla benzer oldugu goriilmektedir (3,4). Evre
ITA/B hastalikta, niiks oranlar1 % 9-24 olarak gozlense
de, adjuvan tedavilerin de katkisiyla genel sagkalim er-
ken evreye yakin oranlarda gézlenmektedir. Ileri evre
(evre IIC/III) tiimorlerde ise, iyi, orta ve kot prognos-
tik gruptaki hastalarda 5 yillik genel sagkalim oranlari
sirastyla %91, %80 ve %48’tir (3,4,12). Calismamizda
erken evre TGHT, ileri evre TGHT ve paratestikiiler
sarkom goriilme oranlar: sirasiyla %48.8, % 36.2 ve
%5.3 olup, %9.7 oraninda benign patoloji saptanmis-
tir. Lokal niiks ve uzak metastaz oranlarimiz literatiirle
uyumlu olarak %15.0 ve %16.8 olup, yukarida bahsedi-
len kétii prognostik faktorler, uygun adjuvan tedaviler
sayesinde genel sagkalimi etkileyebilecek anlamli pre-
diktif faktorler olarak gézlenmemistir. Genel mortalite
oranimiz tiim olgular i¢in %17.7 olarak gozlense de, bu
oranin fazla olmasina paratestikiiler sarkomlarin etki

etmis oladugunu diisiinmekteyiz. Nitekim genitoii-
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riner sarkomlarla ilgili bilinen en genis hasta serisine
(188 hasta) sahip olan Wang ve ark. (13) paratestikiiler
sarkom alt grubunda 5 yillik kansere 6zgii sagkalimi
%25 olarak bildirmistir.

fleri evrede saptanan olgularda dahi, 6zellikle ke-
moterapi ve radyoterapi protokollerindeki yenilikler
sayesinde kiir oranlar1 azimsanmayacak derecede art-
mustir. Bununla beraber, bu evredeki hastalara uygu-
lanan yiiksek doz kemoterapétik ve radyoterapotik
ajanlardan dolayi, viicutta olusan toksisite orani erken
evrede tani alan olgulara goére olduke¢a fazladir. Bu
durumu da goz oniine alan Avrupa Uroloji Dernegi
(EAU), giincel kilavuzda klinik risk faktorlerini (in-
memis testis, kendisinde veya birinci derece akraba-
larinda testis kanseri oykiisii, infertilite, atrofik testis)
tasiyan erkeklerde kendi kendine testis muayenesini
onermektedir (3). Bu bilgilerle uyumlu olarak, kiside
ve ailede testis kanseri oykiisil, inmemis testis, semen
parametresi bozukluklar1 ve atrofik testis varligi da
calismamizdaki tek degiskenli analiz bulgularina gore
genel sagkalimi 6ngormede etkili faktorler olarak bu-
lunmustur.

Farkli toplumsal calismalarda, testis kanseri farkin-
dalik orani ve diizenli olarak kendi kendine testis mu-
ayenesi uygulama orani, Avrupa lilkelerinde sirasiyla
%68-91 ve %2.3-23.6 olarak bulunurken (10,14); aymn
oranlar Amerika Birlegik Devletlerinde sirasiyla %30-
86 ve %2-19 olarak bildirilmistir (11,15). Casey ve ark.
(6), Irlandada gergeklestirdikleri calismada, testis kan-
seri ve diizenli kendi kendine testis muayenesi ile ilgili
toplumsal bilincin 25 yil icerisinde sirasiyla %68 den
%99.4" e ve %1.3’ ten %4’ e yiikseldigini bildirmistir.
Ancak bu ¢alisma yas araligi daha fazla olan bireyleri
(18-67 yas arasinda, ortalama yas 44.9) icerdigi, genel
toplum egilimini ve tutumunu tam olarak yansitmaya-
bilecegi ve se¢im yanlilig1 gostermesi nedeniyle elesti-
rilmisgtir.

Toplumsal testis kanseri bilgi diizeyini inceleyen
tilkemizden bildirilmis dort ¢alismada, testis kanse-
ri hakkinda genel bilgi sahibi olma orani ve diizenli

kendi kendine testis muayenesi uygulama orani si-

rastyla %11.1-14.2 ve %1-4.7 oraninda bulunmugtur
(7,16,17,18). Biz ise, calismamizda yer alan testikiiler
kitle gelismis 113 hastada bu oranlar1 %11.5 ve %4.4
olarak gozledik. Bulgularimiz iilkemizde yapilmis bu
calismalarla benzer oranlar igermektedir, Kuzgun-
bay ve ark. (7) nin iilkemizin farkli bolgelerindeki
tip fakiiltesi birinci sinif 6grencilerine uyguladiklari
anket calismasinda, her ne kadar gorece daha yiiksek
sosyokiiltiirel diizeydeki bireyler degerlendirilmigse
de genel bilgi diizeyinin istenen seviyede olmadigini
(%11.1) soyleyebiliriz. Yine bu ¢alismada testis kanseri
ile ilgili bilgisi olan bireylerin bilgi edindigi kaynakla-
rin; medya ve internet (%67.1), okul (%5.6), arkadas
(%11.2) ve okuduklari tibbi kaynaklar (%11.2) oldugu
gozlenmigtir. Ulkemizdeki iiniversite 6grencilerinin
testis kanseri hakkindaki bilgi diizeyini degerlendiren
diger iki ¢calismada da kendi kendine testis muayenesi
oranmin %2.5 ve %4.3 seviyesinde diisiik oldugu bil-
dirilmistir (17,18).

Farkli cinsiyetteki tiniversite 6grencilerini hedef-
leyen calismalarda, erkeklerin % 48.9'unun kanser
taramasi amactyla kendi kendine testis muayenesi
yaptigini, kizlarin % 12.47iniin ise bu amagla erkek
partnerlerinin testislerini muayene ettigi belirlenmistir
(19,20). Testis kanseri hakkinda edinilen dogru bilgi
oraninin hem erkek hem de kiz 6grencilerde diisiik
olmasina ragmen, yapilan bilgilendirme sonras1 kendi
kendine testis muayenesinin éneminin kizlar tarafin-
dan daha iyi anlasildig1 goriilmiistiir. Bayanlarin bu
muayeneyi eglerine, erkek partnerlerine veya erkek
arkadaglarina tavsiye ederek erkeklerin bu konudaki
farkindaligina 6nemli bir katkida bulunacag: sonucu-
na varilmistir. Saab ve ark. (21) ise, sosyal medya ve
kitle iletisim araglarinin, geng erkeklerde testis kanseri
konusunda farkindalig1 artirmada 6nemli rol oynaya-
bilecegini bulmustur.

Calismamizin  retrospektif dizayni nedeniyle,
anamnez verilerine dayanarak sadece hastalarin bas-
vuru Oncesi testis kanseri hakkindaki genel bilgi du-
rumunu degerlendirebildik. Bagvuru nedenlerini de-
gerlendirdigimizde, kisinin kendisinde veya ailesinde
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testis kanseri Oykiisii olanlarda, {niversite mezunu
olanlarda ve evli olanlarda testis kanseriyle ilgili genel
bilgi diizeyinin daha fazla oldugunu gézlemledik. Ki-
side veya ailesinde kanser 6ykiisii olmasinin biling dii-
zeyini artirmasi beklenen bir durum olmakla beraber;
calismamiza gore egitim seviyesi, ve es faktoriiniin de
hem basvuru sikligini artirmada hem de uygulanan te-
daviler sonras: takip siirecine uyumu artirmada 6nem-
li bir katki sagladigin1 soyleyebiliriz. Caligmamizda
evli erkeklerde, testiste kitle yakinmasiyla bagvuru sik-
liginin daha fazla arttigini gozlemledigimizden, Mani
(19) ve Braga (20)’ nin ¢aligmalarinda oldugu gibi, ka-
din partnerin bu konuda 6nemli bir etken olabilecegini
distinmekteyiz.

Calismamiza gore egitim diizeyi ve testis kanseriyle
ilgili genel bilgi seviyesi yiiksek olan bireylerde, daha
yiiksek oranda erken evre TGHT veya benign doku pa-
tolojisi saptanmustir. Ayrica daha 6nceden testis kanse-
ri hakkinda genel bilgi sahibi olmamak, tan1 6ncesinde
ve tedavi sonrasi takipte diizenli olarak kendi kendine
testis muayenesi yapmamak genel sagkalimi azaltan
onemli risk faktorleri olarak belirlenmistir. Bu durum,
diizenli olarak yapilan kendi kendine testis muayene-
sinin yasam siirelerine olumlu katkisi olamayacagi yo-
niinde goriis bildiren yayinlarin aksine (7,9); erken ta-
ninin énemini vurgulayan ve bu nedenle de toplumsal
bilinci artirmay1 hedefleyen diger ¢alismalar: destekler
niteliktedir (10-13).

Calismanin Kisithhiklar

Caliymamizin retrospektif dizayni, randomizas-
yon yapilamamasl, hasta sayisinin az olmasi nedeniyle
hastalar alt gruplara ayrilamadigindan yapilan istatis-
tiksel analizin kisithi olmasi, kisa takip siireleri, takip
sonuglarinin tek merkeze ait olmasi baslica sinirlayici
etkenlerdir. Prospektif dizaynda bir anket ve sorgu-
lama yapilamadigindan, bagvuru aninda hastalara ait
demografik bilgiler ve sosyokiiltiirel aliskanliklar sade-
ce hasta kayit sisteminde var olan anamnez bilgilerine
dayanilarak degerlendirildiginden, bu anlamda daha

detayli bir irdeleme yapilamamas: da ¢aligmamiz i¢in

onemli bir kisitlayicr faktordiir. Yine ¢alismanin ret-
rospektif yapisi nedeniyle cerrahi ve adjuvan tedaviler
sonrasindaki takip siirecinde, hastalarda bir farkinda-
lik gelisip gelismedigine yonelik detayli bir sorgulama
yapilamamasi, sadece hasta kayit sisteminde var olan
bilgilere dayanilmasi da ¢alismanin giiciinii azaltan bir

diger 6nemli etkendir.

SONUC

Bulgularimiza gore, bireyin kendisine veya ailesine
ait gecirilmis testis kanseri varliginin, yiiksek egitim
diizeyinin, es farkindaliginin testis kanseri gelisme
riski hakkinda erkeklerin daha fazla bilin¢lenmesini
saglayabilecegini diisiinmekteyiz. Bu sayede erken bas-
vurunun ve tedavi sonrast takip siirecindeki uyumun
artmasina bagl olarak, gerek erken evrede saptanan
tiimor oranlar1 artacagl i¢in daha az toksik tedavi-
ler uygulanabilecegini, gerekse de daha iyi onkolojik
sonuglar saglanabilecegini 6ngérmekteyiz. Bulgula-
rimizin radikal orsiektomi tanisi konuldugu andan
baslayarak, uzun takip siireli, daha iyi dizayn edilmis,
prospektif, genis hasta serili, cok merkezli ¢calismalarla
desteklenmesinin, bu konuda literatiire daha fazla kat-

ki yapacagini diistinmekteyiz.

Hasta Onami

Hastalarin demografik, klinik, patolojik ve onko-
lojik verilerinin, hasta isimleri ve kimlik bilgilerinden
bahsedilmeden, klinikte yapilacak gesitli onkolojik ¢a-
ligmalarda kullanilabilecegi hususunda, ameliyat once-
sinde her hastaya bilgi verilmis olup riza gostermeyen

hastalarin bilgileri kullanilmamigtir.
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Finansal Destek
Yazarlar bu ¢aligma i¢in mali destek almadiklarin

beyan etmislerdir.

Cikar Catigmasi
Yazarlar ¢ikar ¢atigmasi olmadigini beyan ederler.

Etik Kurul

Calismamiz retrospektif bir ¢aliyma oldugundan

etik kurul onay1 alinmamustir. Calisma protokoliinde,

Helsinki Bildirgesi etik kurallar1 takip edilmistir.
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Ozet

Amag: Bilateral tireter tag1 tedavisinde, ayni
seansda treteroskopi (URS) ile tedavinin etkinli-
gini ve giivenilirligini aragtirmay1 amagladik.

Gereg ve Yontemler: Tek tarafli tireter tasi
tanust ile unilateral-URS uygulanan (grup 1) 841
hastanin ve bilateral iireter tas: tanisi ile ayni se-
ansda bilateral-URS uygulanan (grup 2) 41 hasta-
nin; demografik verileri, tiriner sistem tas hastali-
&1 ozgegmisleri, mevcut tireter taginn verileri ve
operasyon sonuglar1 kargilastirildi.

Bulgular: Grup 1de 582 (%69.2) erkek, 259
(30.8%) kadn, grup 2de ise 27 (%65.9) erkek ve
14 (%34.1) kadin hasta bulunmaktaydi. Grup 1
i¢in ortalama tas alan1 70.9+52.6 mm?2 iken grup
2de ise kiimiilatif olarak 271.1+180.2 mm?2 hesap-
land1 ve anlaml olarak daha biyuktii (p<0.001).
Operasyon siiresi agisindan da grup 2 anlamli ola-
rak daha uzun siireye sahipti (grup 1=36.0£19.3
dk. ve grup 2=48.9+23.7 dk.; p<0.001). Grup 1 de
genel anestezi, 50 (%5.9) hastada uygulanirken,
grup 2de ise anlamli olarak daha fazla olmak tize-
re 7 (%17.1) hastada tercih edildi (p=0.013). Pos-
toperatif 1. giin analjezige, grup 1de 127 (%15.1)
hasta ihtiya¢ duyarken, grup 2de 12 (%29.3) has-
tanin ihtiyaci oldu ve fark anlamhyd: (p=0.025).
Yatis stiresi grup 1'de 1.4+1.3 giin iken, grup 2de
2.1+2.6 giin olup istatistiksel fark yoktu (p=0.082).
Tagsizlik orani agisindan da gruplar arasinda fark
saptanmadi (Grup 1=%90.6 ve grup 2=%85.4;
p=0.274). Grup 1de 816 (%97.0) hastada, grup
2de ise 40 (%97.6) hastada komplikasyona rast-
lanmadi ve gruplar arsinda fark yoktu (p=0.970).

Sonug: Ayni seansda bilateral URS ile bila-
teral tireter tas: tedavisinin etkin ve giivenilir bir
yontem oldugu kanaatindeyiz.

Anahtar Kelimeler: Bilateral iireter tasi, bila-
teral tireteroskopi, iireter tasi, iireter tag: tedavisi,
tireteroskopi

Abstract

Objective: We aimed to investigate the effica-
cy and safety of same session ureteroscopy (URS)
in the treatment of bilateral ureteral calculi.

Materials and Methods: 841 patients who
underwent unilateral URS for unilateral ureteral
stone (group 1) and 41 patients who underwent
bilateral URS for bilateral ureteral stones in sin-
gle session (group 2) were compared in terms of
demographic data, urinary stone disease history,
stone characteristics and operation outcomes.

Results: There were 582 (69.2%) male and
259 (30.8%) female patients in group 1, 27 (65.9%)
male and 14 (34.1%) female patients in group 2.
The stone area was calculated as 70.9£52.6 mm2
in Group 1 while 271.1+180.2 mm2 in Group 2
cumulatively and it was significantly larger than
Group 1 (p<0.001). Mean operation time was also
longer in Group 2 (Group 1: 36.0+19.3 min and
Group 2: 48.9+23.7 min; p<0.001). General anes-
thesia was preferred in 50 patients (5.9%) in Group
1 and 7 (17.1%) patients in group 2 (p=0.013). A
total of 127 (15.1%) patients needed analgesia at
postoperative first day in Group 1 and 12 (29.3%)
patients in Group 2 (p=0.025). The hospitalization
times and stone free rates were similar between
the groups (1.4+1.3 vs 2.1+2.6 days; p=0.082 and
90.6% vs 85.4%; p=0.274). No complication was
found in 816 (97.0%) patients in Group 1 and 40
(97.6%) patients in Group 2 (p = 0.970).

Conclusion: We believe that bilateral URS in
the same session is an effective and reliable meth-
od in the treatment of bilateral ureter stones.

Keywords: bilateral ureteral stones, bilateral
ureteroscopy, ureteral stone, ureteral stone treat-
ment, ureteroscopy.

This study was approved by the Ethic Committee of Dr. Suat Eren Chest Diseases and Surgery Training Hospital (Approval Number: 2019/6, 11.01.2019).
All research was performed in accordance with relevant guidelines/regulations, and informed consent was obtained from all participants.
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GIRiS

Urolitiazisin toplumun yaklagtk %15’inde goriil-
diigii tahmin edilmekte ve tiim irolitiyazis olgulari-
nin %20’sinden fireter taglarinin sorumlu oldugu bi-
linmektedir (1). Ureter taslarinin tedavisinde baglica
tedavi yontemleri: Medikal ekspulsif tedavi (MET) ile
tagin spontan atilmasini kolaylastirmak, tireteroskopi
(URS) ile tas tedavisi, viicut dis1 ses dalgalar1 (ESWL)
ile tagin fragmantasyonu ve giderek azalan oranlarda
acik veya laparoskopik girisimler olarak ozetlenebilir.
Ureter tag hastaliginin tedavisinde, URS kullanimu git-
tikge artmaktadir (2).

Bilateral ayn1 seans URS'nin, agsamali prosediirlerle
karsilastirildiginda avantajlari; genel ameliyat siiresi ve
anestezik gereksinimlerinde azalma ve iyilesme siire-
sinin en aza indirilmesi olarak karsimiza ¢ikmaktadir.
Ancak her iki iireteri de dnemli morbiditeye yol aca-
bilecek yaralanmalara maruz birakabilmektedir (3,4).

Bu calismamizda, bilateral ireter tasi tedavisinde,
bilateral ayni seans URS deneyimimizi analiz ettik.
Etkinligini ve giivenilirligini belirlemek i¢in tek taraf-
11 URS ile bilateral-URS tedavisinin klinik, operatif ve
operasyon sonrasi verilerini karsilastirdik.

GEREC VE YONTEMLER

Lokal etik kurul onay1 alinarak baslanan retrospek-
tif calisgmada; Ocak 2007 - Haziran 2018 tarihleri ara-
sinda, tek tarafli iireter tasi tanisi ile unilateral-URS uy-
gulanan 841 hastanin ve iki tarafli {ireter tag1 tanis ile
bilateral-URS uygulanan 41 hastanin demografik ve-
rileri, tiriner sistem tag hastali1 6zge¢misleri, mevcut
ireter tasinin verileri ve operasyon sonuglar: deger-
lendirildi. Hastalar unilateral-URS (grup 1) ve bilate-
ral-URS (grup 2) seklinde iki gruba ayrildi. Ureter tagt
tanisinda kontrastsiz bilgisayarli tomografi (NKBT),
intravenoz trografi (IVU) veya ultrasonografi (USG)
ile birlikte direk iiriner sistem grafisi (DUSG) kullanil-
di. Tas alani hesaplamasinda, tasin maksimum eni ve
boyunun mm cinsinden ¢arpimi ile elde edilen sonug,
mm2 olarak kullanildi. Bilateral taglarda kiimiilatif
alan olarak degerlendirme yapildi. NKBT Hounsfield
tinitesi (HU) hesaplanmasinda tasin 6lclilen 3 ayr1
HU’nin aritmetik ortalamasi alindi. Bilateral taslarda
ise iki taraf icin ayr1 ayr1 bulunan HU’nun ortalamasi
alindi. MET uygulanan hastalara, alfa reseptor bloker-

lerinden herhangi birisi recete edildi. Ayrica agr1 kesici
olarak 50 mg/giin diklofenak tablet oral yolla verildi.
Kontrollerde DUSG, USG ya da NKBT ile degerlen-
dirmeler yapildi. Operasyonlarda semi-rigid urete-
roscope (Wolf, 8/9.8 Ch.-120) kullanildi. Kiric1 olarak
pnomotik (EMS, Swiss LithoClast® Master) veya laser
(Lumenis, VersaPulse® P20) litotriptor kullanildi. Foley
kateter genellikle operasyon sonrasi ilk giin ¢ikarildi.
Ureteral | stent iireterde 6dem, iyatrojenik travma ve
rezidii tag1 olan hastalarda kullanildi. Tagsizlik, endos-
kopik olarak tassiz veya radyolojik olarak fragmanlarin
<2mm oldugu durumlar olarak tanimlandi.

Negatif tireteroskopi olarak adlandirilan ve tagsizlik
nedeni ile tireterde tasa rastlanmayan hastalar ve bir
tireterde birden fazla tas olan hastalar galismaya alin-
mamistir.

istatistik Analizler

Verilerin analizi sirasinda Statistical Package for
the Social Sciences (SPSS, Inc., Chicago IL), stirtim 22
programi kullanildi. Veriler ortalama + standart sap-
ma, say1 (n) ve yiizde (%) olarak sunuldu. P degerleri
<0,05 istatistiksel olarak anlamli kabul edildi. Grup-
lar arasinda siirekli degiskenlerin karsilastirilmasinda
Student T testi, kategorik degiskenlerin karsilagtiril-
masinda X2 testi kullanildi. Tagin unilateral veya bi-
lateral olusunun, URS sonras: tagsizlik tizerine etkisi
yas, cinsiyet ve viicut kitle indeksi (VKI) gibi karistirict
degiskenleri ¢oklu lojistik regresyon analizi ile kontrol
edilmistir.

BULGULAR

Calismaya 609 (69.0%)u erkek, 273 (31.0%)’s1
kadin olmak {izere toplam 882 hasta dahil edildi. Bu
hastalarin yag ortalamalar1 44.7+15.0 yil, VKI ortala-
malar1 26.3%3.3 kg/m2, ortalama tas alanlar1 80.2+76.8
mm?2ve ortalama operasyon stireleri 36.6+£19.7 dakika
idi. Taglarin 300 (%34.0)0 proksimal, 573 (%65.0)’si
distal, 9 (%1.0)’u hem proksimal hem de distal tireter
yerlesimli idi. Operasyon sonras1 %90.4 tassizlik sag-
lanirken, %97.1 hastada komplikasyon gerceklesme-
mistir. Hastalarin genel demografik ve klinik verileri
gosterilmistir (Tablo 1).

Grup 1'de 582 (%69.2) erkek, 259 (30.8%) kadin;
grup 2de ise 27 (%65.9) erkek ve 14 (%34.1) kadin
hasta bulunmaktayd: (p=0.730). Grup 1 igin yas or-
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talamas1 44.5£15.0 iken, grup 2 i¢in 50.0+15.0 olarak  p=0.427, p=1.000 ve p=0.554). Sistemik hastaliklar ve
hesaplandi ve grup 2de yas ortalamasi daha yiiksekti tas hastaligi 6ykiisii grup 2’ de anlamli olarak daha faz-
(p=0.023). la idi (sirastyla %41,5 vs %23.1; p=0.013 ve %%75.6 VS

Gruplar VKI, ESWL oykiisii, tas cerrahisi dykiisit  %41.6; p<0.001). Gruplarin demografik veriler ve tas
ve lireter kateterizasyonu Oykiisii agisindan kargilagti-  hastaligi 6zge¢misleri agisindan karsilagtirilmasi goste-
rildiginda anlaml fark gértilmedi (sirasiyla p=0.167, rilmigtir (Tablo 2).

Tablo 1. Genel demografik ve klinik veriler

Yas (y1l) 44.7+15.0 (18-88)

Sistemik hastalik
-Yok 671 (%76.1)
-Var 211 (%23.9)

Mevcut tas yeri

-Proksimal 300 (%34.0)
-Distal 573 (%65.0)
-Proksimal+Distal 9 (%1.0)

Tas alan1 (mm?2) 80.2+76.8 (4-784)

Ameliyat siiresi (dk) 36.6+19.7 (10-330)

Yatis siiresi (giin) 1.4+1.4 (0-20)

VKI: Viicut kitle indeksi, NKBT: Kontrastsiz bilgisayarli tomografi, DUSG: Direk iiriner sistem grafisi,
USG: Ultrasonografi, IVU: Intravendz iirografi

14
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Tablo 2. Gruplarin demografik veriler ve tas hastalig1 6zge¢misleri agisindan kargilagtirilmasi.

Grup 1 Grup 2 P
Unilateral URS (n=841) Bilateral URS (n=41)
Cins 0.730
-Erkek 582 (%69.2) 27 (%65.9)
-Kadin 259 (%30.8) 14 (%34.1)
Yas (yil) 44.5+15.0 50.0+15.0 0.023
VKi (kg/m?) 26.4+3.3 25.6+3.1 0.167
Sistemik hastalik 0.013
-Yok 647 (%76.9) 24 (%58.5)
-Var 194 (%23.1) 17 (%41.5)
Tas hastalig1 oykiisii <0.001
-Yok 491 (%58.4) 10 (%24.4)
-Var 350 (%41.6) 31 (%75.6)
ESWL oykiisii 0.427
-Yok 755 (%89.8) 35 (%85.4)
-Var 86 (%10.2) 6 (%14.6)
Tas cerrahisi oykiisii 1.000
Yok 764 (%90.8) 38 (%92.2)
“Var 77 (%9.2) 3 (%7.3)
Ureter kateter dykiisii 0.554
Yok 776 (%92.3) 37 (%90.2)
“Var 65 (%7.7) 4 (%9.8)

URS: Ureteroskopi, VKI: Viicut kitle indeksi, ESWL: Viicut dist ses dalgast ile tas kirma

Tablo 3. Gruplarin mevcut tas ve operasyon verileri agisindan karsilastirilmasi.

Grup 1 Grup 2 P
Unilateral URS (n=841) Bilateral URS (n=41)
Mevcut tas yeri <0.001
-Proksimal 291 (%34.6) 9 (%21.9)
-Distal 550 (%65.4) 23 (%56.2)
-Proksimal+Distal - 9 (%21.9)
Toplayici sistemde dilatasyonu 0.578
-Yok 210 (%25.0) 8 (%19.5)
-Var 631 (%75.0) 33 (%80.5)
Tanida goriintiileme teknigi 0.985
-NKBT 554 (%65.9) 27 (%65.9)
-DUSG+USG 231 (%27.5) 11(%26.8)
-IVU 56 (%6.6) 3 (%7.3)
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Tas NKBT-HU (bilateralde ortalama) 755.7+375.3 899.4+340.1 0.052
Ameliyat siiresi (dk) 36.0+£19.3 48.9+23.7 <0,001
Tas alan1 (mm?) (bilateralde kiimiilatif) 70.9+£52.6 271.1+180.2 <0.001
Yatus siiresi (giin) 1.4+1.3 2.1+£2.6 0.082
Litotriptor tiirii 0.532
-Yok 14 (%1.7) 1 (%2.4)
-Pnémotik 592 (%70.4) 25 (%61.0)
-Lazer 153 (%18.2) 11 (%26.8)
-Sadece basket veya forseps 82 (%9.7) 4 (%9.8)
Anestezi tiirii 0.013
-Spinal 791 (%94.1) 34 (%82.9)
-Genel 50 (%5.9) 7 (%17.1)
Double J stent takilmasi 0.130
-Yok 647 (%76.9) 27 (%65.9)
-Var 194 (%23.1) 14 (%34.1)
Ureter kateteri takilmasi 1.000
-Yok 771 (%91.7) 38 (%92.7)
Var 70 (%8.3) 3 (%7.3)
URS sonrasi rezidii tas 0.274
-Yok 762 (%90.6) 35 (%85.4)
“Var 79 (%9.4) 6 (%14.6)
Post-op 1. giin analjezik kullanimi 0.025
Yok 714 (%84.9) 29 (%70.7)
Var 127 (%15.1) 12 (%29.3)
Komplikasyon 0.970
-Yok 816 (%97.0) 40 (%97.6)
“Var 25 (%3.0) 1(%2.4)

URS: Ureteroskopi, NKBT: Kontrastsiz bilgisayarli tomografi, DUSG: Direk iiriner sistem grafisi,

USG: Ultrasonografi, IVU: Intravenéz iirografi, HU:Hounsfield Unitesi.

Tablo 4. Komplikasyonlarin gruplara dagilimi
Komplikasyon Grup 1 Grup 2
(Clavien-Dindo Grade) Unilateral URS n (%) Bilateral URS n (%)

-Yok

-Urosepsis (IT)

-Ureter perforasyonu (I1Ia)
-Bas agris1 (I)

-Aritmi (II)

-Urinom (II)

816 (%97.0)

16 (%1.9)

3(%0.4)
2 (%0.2)
3(%0.4)

1 (%0.1)

40 (%97.6)

1 (%2.4)

URS: Ureteroskopi
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Grup lde 291 (%34.6) proksimal, 550 (%65.4)
distal, grup 2de ise 9 (%22.0) bilateral proksimal, 23
(%56.1) bilateral distal ve 9 (%22.0) hem proksimal
hem de distal iireter tas1 mevcuttu (p<0.001). Grup 1
icin ortalama tas alan1 70.9+52.6 mm2 iken grup 2de
ise kimilatif olarak 271.1+180.2 mm?2 hesaplandi
ve anlamli olarak daha biiyiiktdt (p<0.001). Gruplar
arasinda NCCT'de hesaplanan HU degerleri acisin-
dan anlamli fark yoktu (grup 1=755.7£375.3 ve grup
2=899.4%340.1; p=0.052). Gruplar arasinda toplayici
sistemde dilatasyonu, tanida kullanilan goriintiileme
teknigi, litotriptor tiirii, treteral ] stent ve treter ka-
teteri yerlestirilmesi agisindan fark yoktu (sirasiyla
p=0.578, p=0.985, p=0.532, p=0.130 ve p=1.000). Ope-
rasyon siiresi grup 2 ‘de anlamli olarak daha uzun idi
(36.0+19.3 dk vs 48.9+23.7 dk; p<0.001). Grup 1 de
genel anestezi, 50 (%5.9) hastada uygulanirken, grup
2'de ise anlamli olarak daha fazla olmak tizere 7 (%17.1)
hastada tercih edildi (p=0.013). Postoperatif 1. giin
analjezige, grup 1de 127 (%15.1) hasta ihtiya¢ duyar-
ken, grup 2de 12 (%29.3) hastanin ihtiyaci oldu ve fark
anlamliyd1 (p=0.025). Yatis siiresi grup lde 1.4+1.3
glin iken, grup 2de 2.1+2.6 glin olup istatistiksel fark
yoktu (p=0.082). Preoperatif serum kreatinin degeri
grup 1'de 1.0+0.4 mg/dL iken, grup 2de ise 1.8+1.9 mg/
dL ile anlaml sekilde daha ytiksekti (p=0.009). Posto-
peratif serum kreatinin degeri a¢isindan ise gruplar
arasinda fark yoktu (grup 1'de 1.0+0.3 mg/dL vs grup
2'de 1.1£0.4 mg/dL; p=0.286). Tassizlik orani agisindan
da gruplar arasinda fark saptanmadi (Grup 1=%90.6 ve
Grup 2=%85.4; p=0.274). Grup 1de 816 (%97.0) has-
tada, grup 2'de ise 40 (%97.6) hastada komplikasyona
rastlanmadi ve gruplar arsinda fark yoktu (p=0.970).
Gruplarin mevcut tag ve operasyon verileri agisindan
kargilastirmasi ve komplikasyon detaylar1 gosterilmis-
tir (Tablo 3 ve Tablo 4).

Tas yerlesiminin (unilateral / bilateral) operasyon
basaris1 (tagsizlik) tizerindeki etkisi, olasi karistirici
degiskenler olan yas, cinsiyet ve VKI degiskenleri ac1-
sindan kontrol edilerek tablo 5de sunulmustur. Tek
degiskenli analizlerde oldugu gibi bu tabloda sunulan
lojistik regresyon analizi sonuglar1 da tas yerlesiminin
operasyon basarisi iizerinde etki bir degisken olmadi-
gin1 gostermistir (p=0.322).

TARTISMA

flk belgelendirilmis iireteroskopik tas cerrahisi,
1964 yilinda distal iireter tasinda Marshall tarafindan
gergeklestirilmigtir (5). Son zamanlarda, endoskopik
aletlerdeki teknolojik ilerlemeler ile retrograd URS,
cogu ireter tast ve hatta kiigitk intrarenal taglar igin
birinci basamak tedavi se¢enegi haline gelmistir. Ci-
hazlarin kombinasyonu da iiriner sistem taglarinin te-
davisinde diisiik postoperatif komplikasyon ve yiiksek
tagsizlik oranlari saglamistir (6). Ancak, bilateral tasla-
rin optimal tedavi yontemi tartigmalidir. Bilateral-URS
endikasyonlari, tek tarafli ireteroskopi ile aynidir. Bu-
nunla birlikte, bilateral iireter tasi olan hastalarda, bi-
lateral iireteroskopi ve ozellikle ayni seansta iireteros-
kopi, genel islem ve tekrarlayan anestezi gerekliligini
azaltabilir, hastanede kalis siiresini ve iyilesme siiresini
azaltabilir (3,4,7). Bununla birlikte bir¢ok cerrah, int-
raoperatif komplikasyon icin potansiyel olarak artan
risk, ozellikle de her iki treterin ciddi oranda morbi-
diteye yol agabilecek yaralanmalara maruz kalma riski
konusunda endise duymaya devam etmektedir. Buna
karsin, iki tarafli ayni seansta iireteroskopinin giivenli
ve uygulanabilir oldugu gorisiinii destekleyen yayinlar
da bulunmaktadir (7-11). Tedavide fazlaca tercih edil-
mesine ragmen URSde %2-20 oraninda komplikas-
yonlarla da karsilagilabilmektedir. Ureterde perforas-
yon, aviilsiyon, darlik, fals yanlis pasaj, balon dilatator
riptiirii, kanama ve sepsis bu komplikasyonlardandir
(12). Hollenbeck ve ark. yaptiklar1 ¢alismalarinda pos-
toperatif komplikasyonlari, ayni seansta bilateral-URS
uygulanan hastalarda %29; farkli zamanlarda (staged)
bilateral tas icin URS ile tedavi edilen hastalarda %14
ve tek tarafli URS ile tedavi ettikleri tireter tag1 hasta-
larinda ise %11 olarak bildirmisler ve istatistiksel fark
saptamamuslardir (7). Grossi ve ark. da yaptiklar1 ¢ca-
ligmalarinda bilateral ayni seans URS ile asamali bila-
teral ve unilateral URS ile tedavileri karsilagtirmislar
ve bilateral ayni seans URSnin giivenli bir prosediir
oldugunu bildirmiglerdir (13). El-Hefnawy ve ark.
bilateral ayni seans URS ile bilateral iireter tas: teda-
visinde %6.2 komplikasyon (iireter perforasyonu ve
mukozal yaralanma) oranlari bildidirken, tagsizlik ora-
nin1 %86 olarak vermislerdir (10). Ge ve ark. yaptiklar:
meta-analizde genel komplikasyon oranini %17 olarak
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belirtmislerdir (14). Calismamizda da %2.9 ile genel
komplikasyon oranimiz son derece diisiiktiir. Unila-
teral (%3.0) ve bilateral (%2.4) URS yapilan gruplar
arasinda da komplikasyonlar acisindan fark saptan-
manustir. Genel komplikasyonumuzdaki diistikliigiin,
postoperatif ilk giin analjezik ihtiyacinin ayr1 olarak
degerlendirilmeye alinmis olmasindandir diye diisii-
niiyoruz. Ge ve ark. meta-analizlerinde genel posto-
peratif agr1 oranini %20.0 olarak vermislerdir. Bizim
calismamizda da bilateral-URS yapilan grupta, operas-
yon sonrast ilk giin analjezik ihtiyaci, unilateral-URS
grubuna gore daha fazla idi (%29.3 vs %15.1). Bunun
sebebinin de islemin bilateral gergeklestirmis olmas:
ve uzamis operasyon siiresi ile olusan mukozal 6dem
olabilecegini diisiinmekteyiz. Ayrica gruplar arasinda
istatistiksel fark olmasa da grup 2de iireter kateterizas-
yonu toplamda %41.4 idi. Bu durumdan da kaynakl
analjezik ihtiyaci artmis olabilir. Postoperatif ilk giin
analjezik ihtiyacini da bir komplikasyon olarak kabul
edersek grup 1de %18.1, grup 2de ise %31.7 kompli-
kasyon bulunmaktadir. Ancak bunlardan sadece grup
I'de 3 hasta (%0.4) Clavien-Dindo grade IIla (iireter
perforasyonu)dir. Diger komplikasyonlarin tiimii Cla-
vien-Dindo grade I ve IIdir.

Calismamizda tag alani bilateral treter tasi olan
grupta dogal olarak daha fazla idi. Bunun ile dogru
orantil olarak operasyon siireleri de bilateral grup-
ta anlaml olarak daha fazla saptandi. Buna ragmen
hastanede kalis siiresi agisindan gruplar arasinda fark
olmamasi ve grup 1'de %90.6, grup 2'de %85.4 ile tas-
sizlik oranlarina ulagilmas, bilateral ayni seansda URS
ile tireter tas tedavisinin etkin ve giivenli oldugunu
gostermektedir. Diger caligmalarda da genel tagsizlik
oranlar1 %83.3-96.0 arasinda degismektedir (3,14).

Bu calismanin ana kisitlamasi retrospektif olmasi-
dir. Ayrica, tek merkez olmasina ragmen, tek cerrah
tarafindan islemlerin gerceklestirilmemis olmas: ve
standart agr1 degerlendirilmesi icin agri skalasi kul-
lanilmamas: da diger kisitlamalarimizdir. Ancak, bu
caligmanin giiclii yont ise ¢ok sayida hastanin deger-
lendirilmis olmasidir.

SONUC

Sonug¢ olarak, bilateral tek seansli URS, bilateral
treter tast olan hastalarda diisiik komplikasyon ora-
niyla etkili ve giivenli bir sekilde uygulanabilir. Tek-
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rarlayan ameliyat ve anestezi gereksinimleri ile birlikte
maliyetleri de azaltabilir.

Finansal Destek
Yazarlar bu ¢aligma i¢in mali destek almadiklarin
beyan etmislerdir.

Cikar Catigsmasi
Yazarlar ¢ikar ¢atismasi olmadigini beyan ederler.

Etik Kurul

Bu ¢aligma i¢in Dr. Suat Eren Gogiis Hastaliklar: ve
Cerrahisi Egitim Arastirma Hastanesi Etik Kurulun-
dan onay almmustir (Karar No: 2019/6, 11.01.2019).
Calisma protokoliinde, Helsinki Bildirgesi etik kural-
lar1 takip edilmistir.
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Ozet

Amag: Bu calismada, Uroloji poliklinigine
goniilli olarak stinnet olmak tizere bagvuran er-
keklerin benlik saygisi, duygu durum ve seksiiel
fonksiyonlarini degerlendirmeyi amagladik.

Gereg ve Yontemler: Bu ¢alismada 2016-
2019 yillar1 arasinda poliklinigimize stinnet istegi
ile bagvuran 20 eriskin erkek hasta ve 20 kontrol
grubu hasta degerlendirildi. Tiim hastalara Rosen-
berg benlik saygi 6l¢egi, Hastane anksiyete ve dep-
resyon testi ve Arizona cinsel yasantilar formlar1
doldurtuldu. Eriskin ¢agda siinnet edilen hastalar
Grup I, ¢ocukluk ¢aginda siinnet edilmis olan has-
talar ise Grup II olarak adlandirildi. Her iki grup
arasinda Rosenberg benlik saygi olcegi, Hastane
anksiyete ve depresyon testi ve Arizona cinsel ya-
santilar olcek(ASEX) skorlar1 agisindan istatistik-
sel anlaml bir fark olup olmadig: arastirildi. P<
0.05 olmasi anlamli olarak kabul edildi.

Bulgular: Calismaya dahil edilen 40 hastanin
ortalama yas1 21.32 + 1,62 idi. Ortalama Rosen-
berg benlik saygis1 skoru; 2.15 + 2,10, ortalama
anksiyete skoru 6.70 + 4,83, ortalama depresyon
skoru 6.27 + 4,21 ve ortalama ASEX skoru 12.37
+ 3,51 idi. Ortalama Rosenberg benlik sayg1 skoru
Grup I’ de 1.9+/-1,58 ve Grup I’ de 2,4+/-2,54
idi. Ortalama anksiyete skoru Grup Ide 6,4+/-
5,13 ve Grup I’ de 7+/-4,63 idi. Ortalama dep-
resyon skoru Grup I’ de 6,3+/-3,43 ve Grup IT’ de
6,25+/-4,96 idi. Ortalama ASEX skoru Grup I’ de
12,85+/-3,71 ve Grup IT de 11,9+/-3,32 idi. Her
iki grup arasinda Rosenberg benlik saygisi, ank-

Abstract

Objetive: In this study, we aimed to evaluate
the self-esteem, mood, and sexual functions of
men who applied to the Urology outpatient clinic
voluntarily for circumcision.

Material and Methods: We assessed 20 adult
male patients who admitted to our outpatient clin-
ic for circumcision and 20 control group patients
between 2016 and 2019. All patients were filled
out Rosenberg self-esteem scale, Hospital anxiety
and depression test and Arizona sexual experienc-
es scale forms. Patients circumcised in adulthood
were named as Group I and those who were cir-
cumcised in childhood were named as Group II.
It was investigated whether there was a statistically
significant difference between the two groups in
terms of Rosenberg self-esteem scale, Hospital
anxiety and depression test and Arizona sexual
experiences scale (ASEX) scores. P <0.05 was con-
sidered significant.

Results: The mean age of 40 patients included
in the study was 21.32 + 1.62. Mean Rosenberg self
esteem score was 2.15 * 2.10, mean anxiety score
was 6.70 + 4.83, mean depression score was 6.27 +
4.21 ant mean ASEX score was 12.37 £ 3.51.

Mean Rosenberg self-esteem scores were
1.94/-1.58 in Group I and 2.4+/-2.54 in Group II.
Mean anxiety scores were 6.4+/-5.13 in Group I
and 7+/-4.63 in Group II. Mean depression scores
were 6.3+/-3.43 in Group I and 6.25+/-4.96 in
Group II. Mean ASEX scores were 12.85+/-3.71 in
Group I and 11.9+/-3.32 in Group IL. There was

This study was approved by the Ethic Committee of Nevsehir Haci Bektas Veli University (Approval number: 2020.02.04, 9 Jan,2020). All research was

performed in accordance with relevant guidelines/regulations, and informed consent was obtained from all participants.
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siyete, depresyon ve ASEX skorlari agisindan istatistiksel anlamli bir
fark izlenmedi (p=0,08, p=0,64, p=0,50, ve p=0,40; sirasiyla).

Sonug: Eriskin yasta stinnet olmak tizere bagvuran erkeklerin
benlik saygisi etkilenmemektedir. Bu durum kisilerin duygu durum-
larina ve cinsel yasantilarina etki etmemektedir.

Anahtar Kelimeler: Duygu durum; benlik saygisi; sekstiel fonk-
siyon

INTRODUCTION

Male circumcision is an ancient surgical procedure.
The main purpose of circumcision is to remove the
foreskin to expose the glans penis to make it easier to
clean up the smegma produced by the inner surface of
the foreskin and maintaining the hygiene of the phal-
lus(1).

Mainly it is performed in childhood ages (2). Cir-
cumcision, which is optional, is infrequently performed
in adults compared to children. In adults, cultural re-
quirements and social pressure can influence people’s
choices and preferences in a predominantly circum-
cised society.(3). However, adult circumcision is most-
ly performed to prevent HIV infections in sub-Saharan
countries (4, 5). In our country, Turkey, circumcision
is mainly performed because of cultural pressure and
as a religious ritual. This means that uncircumcised
men might feel guilty or inadequate in terms of social
compliance (6). In predominantly circumcised societ-
ies, self-esteem in uncircumcised men may be affected
and low self-esteem may influence mood and sexual
functions.

In this study, we evaluate men who are admitted to
our hospital for circumcision in terms of self-esteem,
mood and sexual function utilizing relevant survey
scales.

MATERIAL AND METHODS

After obtaining the approval of the local ethics
committee, between 2016 and 2019, 20 patients who
applied to our outpatient clinic with a request for
circumcision and 20 patients that we selected as the
control group were included in the study. All patients
underwent a physical examination. Patients with hy-
pospadias and balanitis were excluded from the study.

no statistically significant difference between the two groups in terms
of the Rosenberg self-esteem, anxiety, depression and ASEX scores
(p=0.08, p=0.64, p=0.50, and p=0.40; respectively).

Conclusion: The self-esteem of men applying for circumcision
in adulthood is not affected. This situation does not affect the emo-
tional state and sexual life of the people.

Keywords: Circumcision; mood; self-esteem; sexual function

All patients expressed their willingness to get circum-
cised after reading the consent form and accepting the
pros and cons of the procedure, after being informed
about the process by a physician. Local anesthesia was
administered, including dorsal penile nerve block and
penile ring block as required before the procedure. (7).
The Rosenberg self-esteem scale (SES), Hospital anx-
iety and depression (HAD) test and Arizona sexual
experiences (ASEX) scale were filled out by each pa-
tient before the procedure. Similarly, questionnaires
were filled out by the control group of men who had
already been circumcised in childhood. All of the male
patients in the two groups were single and ASEX scores
were evaluated through masturbation.

Rosenberg SES was developed in 1965 by Rosen-
berg(8). Cuhadaroglu et al. published the Turkish vali-
dation of SES (9). Briefly, outcome scores of Rosenberg
SES are categorized; 0-1 as “high self-esteem” 2-4 as
“mild self-esteem” and 5-6 as “low self-esteem” HAD
test was developed by Zigmound et al. in 1983 (10).
It was validated in the Turkish language by Aydemir
et al. (11). Accordingly, the cut-off values of 10 and 7
were taken for the presence of anxiety and depression
in the subjects, respectively. ASEX consists of 5 in-
dices, quantifying sexual drive, sexual arousal, penile
erection, ability to reach orgasm, and satisfaction of
orgasm. Soykan et al. adapted the survey into the Turk-
ish language in 2004 (12). Scores ranged from 5 to 30,
where the higher the score indicates the more sexual
dysfunction. The presence of sexual dysfunction was
labeled with the criteria as follows; total ASEX score of
>19 or any single query item scored 6 or any two query
items scored 5 or any three query items scored 4 (13).

We described the Group I as desiring to get circum-
cised in adulthood age and Group II as circumcised
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in childhood. The self-esteem, mood and sexual life
scores were compared between these groups.

Statistical analysis was performed with SPSS 17.0
(Chicago, Illinois, USA). The variables were investigat-
ed using visual and analytical methods (Shapiro-Wilk’
s test) to determine whether or not they are normally
distributed. Since the Rosenberg self-esteem scores,
anxiety scores, and depression scores were not normal-
ly distributed; nonparametric tests were conducted to
compare these parameters. The Mann-Whitney U test
was used to compare the variables between the groups.
ASEX scores were normally distributed, therefore stu-
dents t-test was used to compare the groups. A p-value
of less than 0.05 was considered to show a statistically
significant result.

RESULTS

A total of forty men were involved in our survey.
Twenty patients who were admitted for circumcision
formed the study group(Group I), whereas 20 men who
had already been circumcised in childhood formed the
control group (Group II). The mean age of all patients

Table 1. Mean scores of self-esteem, Mood and sexual functions

was 21.32+/-1.62. Mean Rosenberg Self-esteem score
was 2.15+/- 2.10. Mean anxiety score was 6.70+/-4.83.
Mean depression score was 6.27+/-4.21. Mean ASEX
score was 12.37+/-3.51 (Table 1). Seventeen of 20 un-
circumcised men’s and twelve of 20 circumcised men’s
Rosenberg self-esteem was normal. Fifteen of 20 uncir-
cumcised men’s and nineteen of 20 circumcised men’s
anxiety scores were normal. Twelve of 20 uncircum-
cised men’s and twelve of 20 circumcised men’s depres-
sion scores were normal (Table 2).

Mean Rosenberg self-esteem scores were 1.9+/-
1,58 in Group I and 2,4+/-2,54 in Group II. When
we performed Mann-Whitney U test Rosenberg
self-esteem scores were not significantly different be-
tween the groups (p=0.08). Mean anxiety scores were
6,4+/-5,13 in Group I and 7+/-4,63 in Group II. Anx-
iety scores were not significantly different between
the groups (p=0.64). Mean depression scores were
6,3+/-3,43 in Group I and 6,25+/-4,96 in Group IL
Depression scores were similar (p=0.50). Mean ASEX
scores were 12,85+/-3,71 in Group I and 11,9+/-3,32
in Group II. ASEX scores were the same between the

groups(p=0.47) (Table 3).

Minimum Maximum Mean Std. Deviation
Age 20 27 21,32 1,62
Rosenberg Self-esteem Scores 0 6,00 2,15 2,10
Anxiety Scores 0 21 6,70 4,83
Depression Scores 1 18 6,27 4,21
ASEX Scores 4 19 12,37 3,51
Table 2. Numbers represent the frequencies of subjects with normal test results
Rosenberg SES ASEX Anxiety Depression
Uncircumcised (Group I) 17 16 15 12
Circumcised (Group II) 12 19 19 12
Table 3. Comparisons of mean scores of self-esteem, Mood and sexual functions
Group I Group II
(Desire to get circumcised in adult age) (Circumcised in childhood) .
Rosenberg Self esteem 1.9+/-1,58 2,4+/-2,54 0,08
Anxiety 6,4+/-5,13 7+/-4,63 0,64
Depression 6,3+/-3,43 6,25+/-4,96 0,50
ASEX 12,85+/-3,71 11,9+/-3,32 0,40
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DISCUSSION

Uncircumcised adult males may have impaired self
confidence in terms of their sexuality and may be sus-
ceptible to depression in a society where the majority
of males are circumcised. Since circumcision in our so-
ciety is performed for religious and cultural purposes
rather than medical reasons, being uncircumcised may
create a sense of guilt (6, 14). Accordingly, self-confi-
dence may be low. This may cause mood disorders in
uncircumcised men. There are also studies suggesting
sexual well-being may be different in circumcised and
uncircumcised men (15-17).

Adayener et al report an improved appraisal in
body cathexis after adult circumcision in a study group
similar to ours (6). Also, Kalkan et al suggest that be-
ing uncircumcised at puberty has a negative effect on
body-esteem and self-esteem (18). On the other hand,
Hammond et al report being circumcised is associat-
ed with low self-esteem (19). In our study, using the
Rosenberg self-esteem scale indices, no difference is
apparent between men who are circumcised in child-
hood and adult. Since our study group is sampled from
a society which is widely circumcised, being uncircum-
cised in a generally circumcised society might have
different psycho-dynamics compared to being circum-
cised in a society where circumcision is not common.
We think that it is possibly due to the fact that being
circumcised or not is not something that is apparent in
everyday social life.

Additionally, the surveys do not include queries on
the main purpose of the circumcision. Based on the
questioning during physical examinations, all patients
in our study were getting circumcised for religious rea-
sons, especially before getting married. None of them
had medical or hygiene concerns. Accordingly, we
were expecting significant mood alteration, however,
neither anxiety nor depression scales indicated any sig-
nificant impairment.

Some authors demonstrate no difference in cir-
cumcised and uncircumcised men in terms of sexual
functions, including orgasmic and erectile functions
(15,17, 20-22). Similarly, our study showed no link be-
tween circumcision and sexual function.

The main limitation of our study is the low number
of patients included in the study. However, in societies

like ours, which are mostly circumcised in childhood,
it is difficult to find this number of cases. Although our
case number is low, we think that our results may have
come out reflecting the universe. Based on the results
of our study, we think that randomized, prospective,
and even multicentre studies with larger series can
yield clearer results.

CONCLUSION

Being circumcised or uncircumcised seems not to
affect the self-esteem, mood and the sexual functions
in a society like our country, the majority of which are
circumcised at a childhood age.
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Ozet

Amag: Calismamizda pediatrik hastalara, US
kilavuzlugunda, kontrast madde ve x 111 kullan-
maksizin, anestezi siiresini kisaltarak perkiitan
nefrostomi (PN) kateterinin trokar yontemle yer-
lestirilmesinin etkinligini ve avantajlarini deger-
lendirmeyi amagladik.

Gereg ve Yontemler: Bu ¢alisma Eylil 2016
ve Aralik 2019 tarihleri arasinda 41 hastada top-
lam 48 PN yerlestirilmesini kapsamaktadir. Has-
talarin tibbi kayitlar: retrospektif olarak incelenip
anestezi ve prosediir siireleri, komplikasyonlar,
hastanede kalis ve kateterizasyon siireleri, tedavi
oncesi ve sonrasi kan tire ve kreatin diizeyleri de-
gerlendirilmistir.

Bulgular: PN yerlestirilen hastalarin %36,59
u (n15) kadin, %63,41” i (n 26) erkekti ve yaslar1
1 giin ile 2100 giin (70 ay) arasinda degismekte
idi. Nefrostomi kateteri yerlestirilen bobreklerin
%35,42 (n 17) grade 2 hidronefroz, % 64,58inde
(n31) grade 3 hidronefroz bulunmaktaydi. Tim
islem ilk seansta basar: ile gergeklestirildi (%100).
Teknik bagariya ek olarak, serum iire, kreatinin ve
lokosit diizeylerinde azaltma ile klinik basarida
gozlemlendi. Major komplikasyonlar higbir ol-
gumuzda gerceklesmemistir. Islemden sonra 25
hastada (%52,08) ilk 24 saatte kendini smirlayan
hafif hematiiri olmustur.

Sonug: US esliginde trokar yontemle PN
sundugu avantajlardan biri anestezi siiresinin ki-
salmasi, genel anestezi ihtiyacinin kalmamasi do-
layisi ile anesteziye bagli bir¢ok komplikasyonun

Abstract

Objetive: In this study, we aimed to evaluate
the efficiency and advantages of percutaneous ne-
phrostomy (PN) catheter insertion through the
trocar method in pediatric patients with US guid-
ance and without using contrast matter and X-ray.

Material and Methods: This study included
a total of 48 PN insertions in 41 patients between
September 2016 and December 2019. Medical re-
cords of the patients were retrospectively assessed
and anesthesia and procedure durations, compli-
cations, hospitalization and catheterization dura-
tions, and pre and post-treatment blood urea and
creatinine levels were evaluated.

Results: Of the PN inserted patients, 36.59%
were female (n=15) and 63.41% (n=26) male with
ages changing between 1 day and 2100 days (70
months). Of the nephrostomy installed kidneys,
35.42% (n=17) had grade II and 64.58% had
(n=31) grade III hydronephrosis. The whole op-
eration was successfully performed in the first
session (100%). In addition to the technical suc-
cess, clinical success was also observed with the
decrease in serum urea, creatinine and leukocyte
levels. None of our cases had major complications.
During the first 24 hours of postoperative period,
25 patients (52.08%) had self-limiting mild hema-
turia.

Conclusion: Shortened anesthesia duration,
non-requirement of general anesthesia and thus
minimization of many anesthesia-related compli-
cations constitute one of the advantages provided

This study was approved by Ethics Committee of Necmettin Erbakan University (Approval number: 2020/2307). All research was performed in accor-

dance with relevant guidelines/regulations, and informed consent was obtained from all participants.
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en aza indirilmesidir. US esliginde trokar yéntemle PN se¢ilmis has-
talarda giivenilir, kolay, diisiik maliyetli ve hizli bir yontemdir, komp-
likasyon oranlar1 diisiik olup basar1 oranlar: yiiksektir.

Anahtar Kelimeler: Perkiitan Nefrostomi, Ultrason Kilavuzluk,
Pediatrik Hastalar

INTRODUCTION

Percutaneous nephrostomy (PN) is an invasive
operation rarely applied in newborns and infants. It
provides temporary urinary diversion until a certain
intervention is possible and aims to protect renal func-
tions. While urolithiasis and malignity are commonly
observed in adult age groups, congenital urinary sys-
tem anomalies are more common in pediatric patients.
The most common indications for PN in the pediatric
age group are ureteropelvic junction stenoses, uret-
erovesical junction stenoses, posterior urethral valves,
megaureter and obstruction following pyeloplasty,
vesicoureteral reflux, stone disease, tumoral block-
age, pelvicalyceal system drug applications (antifun-
gal treatment and complex urinary tract infections)
[1-4]. Kidneys of the children are more close to the
skin surface and dilatation degree is generally extreme,
which makes the determination of a large calyx easier
for access. However, kidneys are more mobile in pe-
diatric patients and surrounding supportive tissue is
less, so; more attention should be paid when inserting
a drainage catheter to the collecting system [5-7]. The
procedure requires sedation or anesthesia. Different
complications such as procedure-related bleeding,
pelvic injury, or anesthesia-related airway obstruc-
tion and blood pressure irregularities may occur. An-
esthesia procedure can be more difficult especially in
newborns than adults due to sedation, anesthesia, or
post-operative follow-up related factors [8]. In the
standard Seldinger technique, the collecting system is
accessed with access needle, monitored under fluoros-
copy, and then nephrostomy catheter is inserted after
serial dilatations [9]. In our study, we aimed to evaluate
the efficiency and advantages of US-guided percutane-
ous nephrostomy catheter insertion through the trocar
method in pediatric patients without following all the
stages in the Seldinger method or using contrast matter
and X-ray and by shortening the anesthesia duration.

26

by US-guided trocar method PN. US-guided trocar method PN is a
reliable, easy, low-cost and quick method in selected patients with low
rates of complication and high rates of success.

Keywords: Percutaneous Nephrostomy, Ultrasound Guided, Pe-
diatric Patients

MATERIAL AND METHODS

Our study was performed in line with the ethi-
cal principles approved by the local ethics committee
(Approval number: 2020/2307). The advantages and
complications of the procedure were explained to the
parents of all patients who were inserted percutaneous
nephrostomy and their informed consent was obtained.

48 PNs were inserted in 41 patients with ages be-
tween 1 day and 2100 days (70 months) between Sep-
tember 2016 and December 2019. Medical records of
the patients were evaluated retrospectively. Pre and
post-treatment blood urea and creatinine levels were
evaluated with complete blood counts and urinary
analyses were evaluated with bladder urinary culture.
Laboratory tests were repeated after PN.

The patients who did not take suitable antibiotics
an hour before the procedure were intravenously given
40-50 mg/kg cefazolin. All operations were performed
under an average degree of sedoanalgesia given by an
external anesthesia team and the local anesthetic we
administered. Ketamine (Ketalar 500mg, Pfizer), fen-
tanyl (fentanyl 0.05 mg/ml Johnson&Johnson), and
midazolam were used for sedation. Local anesthesia
was provided with jetocaine (jetocaine 2 ml) or prilo-
caine (citanest) [8]. Oxygen was given through a nasal
canula to in all patients who were constantly observed
with a pulse oximeter.

The procedures were performed using 5-10 MHz
linear probes of Samsung and Siemens antrares US
devices. Bioteq (Bioteq, Taipei, Taiwan) and argon
(SKATER™ All-Purpose, Nephrostomy&Biliary Drain-
age Catheters) brand 6 and 8F nephrostomy catheter.
In the US-guided trocar method, all interventional
operations were performed by a single interventional
radiologist with an experience of 15 years.

The patients were positioned in a 30-degree oblique
prone position with a support under the abdomen
and the corresponding side was cleaned and covered.
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Following the kidney monitorization on a long axis
through the US, lower pole or medium section poste-
rior calyx was accessed through posterolateral transpa-
renchymal (Brodel’s line) tract under local anesthesia
and sedoanalgesia. Inner mandren was removed after
passing the parenchyma and reaching minor-major
calyx, urine arrival was validated through aspiration
from the catheter set and the catheter was advanced
towards renal pelvis through a metal hardener. The
catheter was locked and left for bag drainage following
skin fixation after observing that it reached to the renal
pelvis and took pigtail form (Figure 1 a, b, ¢, d).
Periods between anesthesia application and recov-
ery and between local anesthesia application and ne-
phrostomy catheter fixation on the skin were recorded.
All patients were performed antegrade pyelography
under elective conditions 12-24 hours later to clarify

obstruction etiology (Figure 2 a, b).

RESULTS

48 PNs were inserted in 41 patients between Sep-
tember 2016 and December 2019. Of the patients,
36.59% were females (n=15) and 63.41% (n=26) were
males aged between 1 day and 2100 days (70 months).
Of the nephrostomy catheters, 41.66% (n=20) were
inserted in the left kidney, 29.16% (n=14) in the right
kidney and 29.16% (n=14) in both kidneys. Of the ne-
phrostomy installed kidneys, 35.42% (n=17) had grade
IT and 64.58% (n=31) grade III hydronephrosis. The
rate of the patients who had urinary tract infection was
33.33% (n=16). Indications for PN were presented in
Table 1.

The operation was successfully performed in the
first session (100%). In addition to the technical suc-
cess, clinical success was also observed with the de-

crease in serum urea, creatinine and leukocyte levels
(Table 2).

KONYA MERAM TIP FAKU
e < ———
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Figure 1 a,b,c,d. Grade 3 ectasia is observed in the sagittal pla-
ne in the kidney based on US image (a), US guided drainage
catheter was advanced to the collecting system through trochar
method (arrow) (b), after observing through US that the cathe-
ter end entered the collecting system (arrow), inner mandren
was removed and urine coming from catheter was confirmed
(c) and the catheter was positioned in renal pelvis through me-
tal hardener (arrow) (d).

Figure 2a,b. US guided nephrostomy catheters were inserted in
both kidneys of the patient who had UP stricture on both sides.
UP stricture is observed in antegrade pyelography acquired one
day after the operation (a). US guided nephrostomy catheters
were inserted in both kidneys of the patient who had UV stri-
cture on both sides. UV stricture and partial double collecting
system were observed in antegrade pyelography acquired one
day after the operation(b).
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Table 1. Indications for PN

Diagnosis

Diagnosis Frequenc Percent Cumulative Cumulative

& 1 ¥ Frequency Percent
Ureteropelvic stricture 26 54.17 26 54.17
Ureterovesical stricture 10 20.83 36 75.00
Ureteral valve 2 4.17 38 79.17
Ambiguous genitalia 2 4.17 40 83.33
Vesicoureteral reflux 6 12.50 46 95.83
Abscess 1 2.08 47 97.92
Stone 1 2.08 48 100.00

Table 2. Serum markers for patients who were applied PN
X Lower X
Label N Mean | Std Dev Median . Upper Quartile
Quartile

preoperative urea 48 32.94 38.86 19.70 11.90 29.30
preoperative creatine 48 0.64 0.44 0.48 0.39 0.75
preoperative blood leukocyte 48 11.36 3.44 11.15 9.29 13.45
postoperative urea 48 19.76 16.01 14.90 11.45 23.40
postoperative creatine 48 0.51 0.32 0.43 0.34 0.59
postoperative blood leukocyte 48 10.73 4.06 10.15 7.83 12.40

The patients recovered on an average of 15 minutes
after the anesthesia was started. PN insertion and its
fixation on the skin lasted five minutes on average.

None of the cases had major bleeding findings such
as perinephric hematoma or hematoma in the pelvica-
lyceal system, major complications such as renal pel-
vis rupture, and neighboring organ injury. After the
operation, 25 patients (52.08%) had self-limiting mild
hematuria in the first 24 hours. There were no patients
who developed transfusion that required massive he-
maturia. Catheter malposition was not detected in any
of the patients. Two patients (4.16%) who were respon-
sive to antibiotic treatment had an infection.

Mean catheterization duration changed ranged
from three to 180 days. Catheters were changed in the
third month in long-term catheterization and nine of
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the patients (18.75%). Five of the patients (12.19%) had
catheter infection and their catheters were changed
without waiting for three months. Three patients
(7.31%) removed their nephrostomy catheter by mis-
take at home or in the hospital. The opaque matter was
given through the removed catheter tract and fistulog-
raphy was acquired. The collecting system was moni-
tored and recatheterization was provided by reaching
the collecting system with the catheter. Guidewire ma-
nipulations through the fistula tract and re-access with
a needle were not required in all of these patients.

DISCUSSION

Newborns and children have different kidney di-
mensions, structures and structures of surrounding
tissues than adults. Kidneys are much closer to the skin
surface due to less perirenal fatty tissue and subcutane-
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ous fatty tissue in the pediatric age group. Parenchyma
is usually very thin and provides less resistance and
support. Dilatation degree is generally extreme in case
of blockage, which makes it easier to find a large acces-
sible calyx, however; the operation area is too small and
it is difficult to position the guidewire in the ureter in
case of UP structure. Urine extravasation to perirenal
zone, quick disappearance of the collecting system ten-
sion, and damaging of the thin renal pelvis due to forc-
ing during dilatation are possible in serial dilatations.
The catheter can be mislocated in the extrarenal zone
in case of a renal pelvis which lost tension. So, there
are some differences in the procedures performed on
children and adults [5-7].

A limited number of studies were performed on
PN in the pediatric age group. High success rates of
the procedures are the most interesting aspect of these
studies [1-8, 10]. In line with the literature, we obtained
successful results from all patients in our study, which
we think resulted from the inclusion of only grade II-
III and I'V hydronephrosis patients.

PN procedure can be applied through different
techniques. In the classic Seldinger technique, the re-
nal collecting system is accessed with US-guided 17
gauge needle (geotec) and monitored with the opaque
matter after observing urine arrival and obtaining a
sample. Serial dilatations are performed after inserting
0.035-38 guidewire through a needle in the collecting
system and if possible, in the ureter. The catheter is
positioned in the renal pelvis through the guidewire,
control nephrograms are taken and the catheter is
fixed on the skin and the procedure is ended with bag
drainage [9]. There is another technique similar to the
Seldinger technique in which double needles are used.
However, after reaching the collecting system, air or
contrast matter is injected to visualize the rear calyx
and this calyx is re-entered through US and fluorosco-
py and the catheter is positioned in the renal pelvis in a
way resembling catheter single needle technique [11].
We inserted catheters with US-guided trocar method
in all patients in our study. The duration of the opera-
tion was shortened because we did not facilitate most
of the steps in the Seldinger method. So, the duration
of anesthesia and complication rates, which are risk-

ier for the pediatric age group, were decreased. Lack
of access needle, guidewire, micropuncture set, dila-
tators and contrast matter lowered the operation cost
considerably. Our perirenal collection and hematoma
risks were minimized as a result of the lack of serial
dilatations.

PN is mostly performed under ultrasound and/
or fluoroscopic guiding and rarely under CT or MR
guided nephrostomy. All three techniques were ap-
plied with extremely high success rates. [12-14]. The
ultrasound-guided operation had advantages such
as the lack of ionizing radiation and contrast matter,
portability of ultrasonography and a shorter duration
of procedure and anesthesia. Ultrasound-guided ne-
phrostomy insertion is usually more simple in children
than adults as kidney monitorization is generally easi-
er and superficial high-frequency probes are preferred
over low-frequency convex probes used in adults [4, 5,
8, 13]. Serial dilatations through guidewire, which may
become complex, are sometimes difficult as the kidney
is mobile in newborns [3, 4, 7]. The fact that the kidney
lacked a deep location provided us the opportunity to
use high-frequency superficial probes and follow the
catheter easily at each stage.

The use of the US as a guided imaging method also
prevents the ionizing radiation the child experiences.
Considering that even low doses of radiation pose a risk
in the pediatric age group, radiation exposure should
be avoided due to the known cumulative effect [14-16].
All PN procedures in our study were performed under
US guidance without radiation. Diagnostic antegrade
images were acquired in a minimum of 12-24 hours
after the operation. Thus, hematoma, which may form
due to the procedure in the kidney collecting system;
regressed and more informative images were acquired.
The pressure of the collecting system was lowered and
monitoring related pyelotubular reflux and the possi-
bility of sepsis decreased in pyelonephritis patients.

Nephrostomy insertion in adults can be performed
sometimes only under local anesthesia and mostly un-
der sedation or general anesthesia. However, because
children are less compatible, sedation or general an-
esthesia is always required [8, 17]. We operated under
general anesthesia and a medium level of sedoanalge-
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sia in all patients. The sedation was started by an ex-
perienced anesthesiologist. Stabilization of the intu-
bation tube and the respiratory control is difficult in
a newborn and child lying in a supine position with a
30-degree slope. General anesthesia was not required
in any of our patients. We injected a local anesthetic
agent in the access region immediately after the start-
ing of sedation, so, there was less requirement of sedo-
analgesia. Approximate mean time we spent for quick
catheter insertion through US-guided trocar method
and for the provision of skin fixation was five minutes.
General anesthesia was not required and there were no
general anesthesia-related complications. Our results
showed that the PN procedure can be performed with-
out general anesthesia. We believe that effective seda-
tion and anesthesia infiltration can be used in patients
to prevent potential complications caused by general
anesthesia.

Some studies reported major complications such as
hemorrhage, vascular damage, septic shock; renal pel-
vis rupture, catheter disposition; perirenal collection,
failed drainage related pyelonephritis, urinary leakage;
kidney failure and death at different rates [3, 6, 10].
Complications with low possibilities such as intestinal
perforation and pneumothorax, empyema, hydrotho-
rax and hemothorax were also mentioned in literature
[18, 19]. Mild hematuria disappearing in the first 24
hours was the most commonly observed complication
in our study (n=25, 52.08%). None of our cases had
transfusion requiring massive bleeding. Sepsis risk is
highly significant in stone-related pyonephrosis [5].
Antibiotic treatment was effective in two patients with
mild infection findings after the operation. None of
our patients had sepsis.

Ureteropelvic junction and ureterovesical junction
stenosis were reported as the most common indica-
tions with an approximate rate of 87% in PN cases in
the pediatric age group [1, 6, 8, 16]. The indications in
our study (75%) were in line with the literature. The
duration of PN ranged from three to 120 days based on
etiology. Pediatric surgeons waited to perform the sur-
gical operations in newborns, infants and pre-school
children with very low body mass indexes and body
weights. During this period, three patients experienced
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spontaneous catheter removal or disposition at home.
The patients received opaque matter through the cath-
eter tract and after monitoring the collecting system,
the catheter was inserted from the fistula tract without
entering the new collecting system.

Exclusion of the patients with grade zero and I dila-
tation from our study increased the success of our pro-
cedure while also being a limitation of our study. Not
using a catheter much thicker than the needle prevent-
ed repetitive intervention and it should only be applied
by doctors with adequate experience.

CONCLUSION

Newborns and children have different kidney di-
mensions, structures and structures of surrounding
tissues than adults. Kidneys are much closer to the skin
surface due to less perirenal fatty tissue and subcutane-
ous fatty tissue in the pediatric age group. Parenchyma
is usually very thin and provides less resistance and
support. Dilatation degree is generally extreme in case
of blockage, which makes it easier to find a large acces-
sible calyx, however; the operation area is too small and
it is difficult to position the guidewire in the ureter in
case of UP structure. Urine extravasation to perirenal
zone, quick disappearance of the collecting system ten-
sion, and damaging of the thin renal pelvis due to forc-
ing during dilatation are possible in serial dilatations.
The catheter can be mislocated in the extrarenal zone
in case of a renal pelvis which lost tension. So, there
are some differences in the procedures performed on
children and adults [5-7].

A limited number of studies were performed on
PN in the pediatric age group. High success rates of
the procedures are the most interesting aspect of these
studies [1-8, 10]. In line with the literature, we obtained
successful results from all patients in our study, which
we think resulted from the inclusion of only grade II-
IIT and IV hydronephrosis patients.

PN procedure can be applied through different
techniques. In the classic Seldinger technique, the re-
nal collecting system is accessed with US-guided 17
gauge needle (geotec) and monitored with the opaque
matter after observing urine arrival and obtaining a
sample. Serial dilatations are performed after inserting
0.035-38 guidewire through a needle in the collecting
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system and if possible, in the ureter. The catheter is
positioned in the renal pelvis through the guidewire,
control nephrograms are taken and the catheter is
fixed on the skin and the procedure is ended with bag
drainage [9]. There is another technique similar to the
Seldinger technique in which double needles are used.
However, after reaching the collecting system, air or
contrast matter is injected to visualize the rear calyx
and this calyx is re-entered through US and fluorosco-
py and the catheter is positioned in the renal pelvis in a
way resembling catheter single needle technique [11].
We inserted catheters with US-guided trocar method
in all patients in our study. The duration of the opera-
tion was shortened because we did not facilitate most
of the steps in the Seldinger method. So, the duration
of anesthesia and complication rates, which are risk-
ier for the pediatric age group, were decreased. Lack
of access needle, guidewire, micropuncture set, dila-
tators and contrast matter lowered the operation cost
considerably. Our perirenal collection and hematoma
risks were minimized as a result of the lack of serial
dilatations.

PN is mostly performed under ultrasound and/
or fluoroscopic guiding and rarely under CT or MR
guided nephrostomy. All three techniques were ap-
plied with extremely high success rates. [12-14]. The
ultrasound-guided operation had advantages such
as the lack of ionizing radiation and contrast matter,
portability of ultrasonography and a shorter duration
of procedure and anesthesia. Ultrasound-guided ne-
phrostomy insertion is usually more simple in children
than adults as kidney monitorization is generally easi-
er and superficial high-frequency probes are preferred
over low-frequency convex probes used in adults [4, 5,
8, 13]. Serial dilatations through guidewire, which may
become complex, are sometimes difficult as the kidney
is mobile in newborns [3, 4, 7]. The fact that the kidney
lacked a deep location provided us the opportunity to
use high-frequency superficial probes and follow the
catheter easily at each stage.

The use of the US as a guided imaging method also
prevents the ionizing radiation the child experiences.
Considering that even low doses of radiation pose a risk
in the pediatric age group, radiation exposure should

be avoided due to the known cumulative effect [14-16].
All PN procedures in our study were performed under
US guidance without radiation. Diagnostic antegrade
images were acquired in a minimum of 12-24 hours
after the operation. Thus, hematoma, which may form
due to the procedure in the kidney collecting system;
regressed and more informative images were acquired.
The pressure of the collecting system was lowered and
monitoring related pyelotubular reflux and the possi-
bility of sepsis decreased in pyelonephritis patients.

Nephrostomy insertion in adults can be performed
sometimes only under local anesthesia and mostly un-
der sedation or general anesthesia. However, because
children are less compatible, sedation or general an-
esthesia is always required [8, 17]. We operated under
general anesthesia and a medium level of sedoanalge-
sia in all patients. The sedation was started by an ex-
perienced anesthesiologist. Stabilization of the intu-
bation tube and the respiratory control is difficult in
a newborn and child lying in a supine position with a
30-degree slope. General anesthesia was not required
in any of our patients. We injected a local anesthetic
agent in the access region immediately after the start-
ing of sedation, so, there was less requirement of sedo-
analgesia. Approximate mean time we spent for quick
catheter insertion through US-guided trocar method
and for the provision of skin fixation was five minutes.
General anesthesia was not required and there were no
general anesthesia-related complications. Our results
showed that the PN procedure can be performed with-
out general anesthesia. We believe that effective seda-
tion and anesthesia infiltration can be used in patients
to prevent potential complications caused by general
anesthesia.

Some studies reported major complications such as
hemorrhage, vascular damage, septic shock; renal pel-
vis rupture, catheter disposition; perirenal collection,
failed drainage related pyelonephritis, urinary leakage;
kidney failure and death at different rates [3, 6, 10].
Complications with low possibilities such as intestinal
perforation and pneumothorax, empyema, hydrotho-
rax and hemothorax were also mentioned in literature
[18, 19]. Mild hematuria disappearing in the first 24
hours was the most commonly observed complication
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in our study (n=25, 52.08%). None of our cases had
transfusion requiring massive bleeding. Sepsis risk is
highly significant in stone-related pyonephrosis [5].
Antibiotic treatment was effective in two patients with
mild infection findings after the operation. None of
our patients had sepsis.

Ureteropelvic junction and ureterovesical junction
stenosis were reported as the most common indica-
tions with an approximate rate of 87% in PN cases in
the pediatric age group [1, 6, 8, 16]. The indications in
our study (75%) were in line with the literature. The
duration of PN ranged from three to 120 days based on
etiology. Pediatric surgeons waited to perform the sur-
gical operations in newborns, infants and pre-school
children with very low body mass indexes and body
weights. During this period, three patients experienced
spontaneous catheter removal or disposition at home.
The patients received opaque matter through the cath-
eter tract and after monitoring the collecting system,
the catheter was inserted from the fistula tract without
entering the new collecting system.

Exclusion of the patients with grade zero and I dila-
tation from our study increased the success of our pro-
cedure while also being a limitation of our study. Not
using a catheter much thicker than the needle prevent-
ed repetitive intervention and it should only be applied
by doctors with adequate experience.
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Ozet

Amag: Caliymanin amaci,yan agrisi ve hidro-
nefrozu olan gebe kadinlarda tedavi yontemlerini
degerlendirmek ve tedavinin erken dogum eyle-
mine etkisini incelemektir.

Gereg ve Yontemler: Nisan 2014 ve Ocak
2020 tarihleri arasinda hastanemize bagvuran ve-
yan agrisi olan gebe kadinlari retrospektif olarak
degerlendirdik. Hidronefrozu olan ve iiroloji kli-
nigine bagvuran toplam 54 hasta ¢alismaya dahil
edildi. Klinik, radyolojik ve laboratuvar bulgula-
r1 kaydedildi. Hastalar cerrahi girisim yapilanlar
Grup 1 olarak, konservatif tedavi uygulananlar
Grup 2 olarak siniflandirildi. ki grup arasinda
hastaneye yatis haftalari, hastanede kali siireleri
ve dogumun gergeklesme haftasi karsilagtirildi.

Bulgular: Calismaya 54 hasta dahil edildi. 22
hastaya (40.7%) cerrahi islem uyguland1 (Grup 1),
32 (59.2%) hastaya ise konservatif tedavi uygula-

narak taburcu edildi (Grup2). Cerrahi sonras alt
tiriner sistem enfeksiyonu 1(4.5%) hastada gozle-
nirken 3(13.6%) hastada transfiizyon gereksinimi
olmayan hematiiri gézlendi. Hastaneye yatis stire-
leri (p:0.43) ve dogum haftalar1 (p:0.09) agisindan
istatiksel olarak anlamli fark gozlenmedi. Has-
tanede kalis siireleri arasinda ise fark mevcuttu
(p<0.05). Taburculuk sonrasi tireteral stente bagli
doguma kadar komplikasyon gozlenmedi ve do-
gum sirasinda DJ stentler ¢ekildi.

Abstract

Objective: The aim of this study was to eval-
uate the treatment modalities in pregnant women
with side pain and hydronephrosis and to examine
the effect of treatment on preterm labor.

Material and Methods: There cords of preg-
nant women with flank pain who presented be-
tween April 2014 and January 2020 were retro-
spectively reviewed. Evaluation was made of 54
patients treated in the Urology Clinic for hydrone-
phrosis and side pain treated. Clinical, radiologi-
cal and laboratory findings, surgical interventions,
and any complications were all recorded and eval-
uated. Classified the patients under going surgical
procedures as group 1, and those followed by con-
servative treatment as group 2. Length of hospital
stay, hospital arrival weeks and birth weeks of the
groups were compared.

Results: 54 pregnant women included in the
study, 22 patients (40.7%) required surgical inter-
vention (Groupl), and 32 patients (59.2%) applied
conservative management (Group2). Postopera-
tively, lower urinary tract infection was observed
in 1(4.5%) patient, hematuria without transfu-
sion was required in 3(13.6%) patients. Hospital
arrival weeks (p:0.43) and birth weeks (p:0.09)
of the groups were compared and no significant
statistically. But length of hospital stay (p<0.05)

was significantly different. No complications were

This study was approved by the Ethic Committee of Medicalpark Karadeniz Hospital (Approval no: 2020/01/179). All research was
performed in accordance with relevant guidelines/regulations, and informed consent was obtained from all participants.
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Turgut and Aydin

Treatment Plan in Pregnancy Hydronephrosis

Sonug: Gebelik hidronefrozunda yapilacak cerrahi girisimin
erken dogumu tetikledigi ve gebelige zarar verecegi diistiniilir.
Ancak cerrahi islem uyguladigimiz hastalarda anne ve bebek igin
major bir komplikasyona rastlamadik ve tiim bebeklerin normal za-
manda dogdugunu tespit ettik. Aksine gebelikte gegmeyen agr1 ya
da altta yatan bir nedenden dolay1 olusan hidronefrozda cerrahiden
kaginmak bebek ve anne i¢in 6lim dahil ciddi riskler olusturabilir.

Anahtar Kelimeler: hidronefroz, gebelik, tireteral stent

INTRODUCTION

Hydronephrosis, which is seen as low grade in ap-
proximately 90% of pregnancies, is considered a nor-
mal physiological event (1,2). Dilatation often resolves
spontaneously a few weeks later after the birth (3). In-
creased progestational hormones, estrogen and pros-
taglandin-like agents can cause hydronephrosis in the
urinary tract without obstruction (4).

Physiological dilatation and urinary stone are the
main causes of hydronephrosis and renal colic in preg-
nant women (5,6). Although an incidence of 1/1500
is frequently cited in pregnancies, the incidence of
urolithiasis varies widely from 1 in 200 to 1 in 2000
(7,8). It is quite difficult to explain the true incidence
in pregnancy because only symptomatic stones can be
defined in pregnancy. However, stone incidence during
pregnancy may be more frequent as a result of dilata-
tion of the collecting system and falling stones in the
kidney (9). The first choice in the treatment of renal
colic during pregnancy should be conservative treat-
ment including antibiotics, analgesia and hydration
(10). Surgical intervention may be needed if there is
a suggestion of febrile urinary tract infection, sepsis,
obstructive uropathy, obstruction of a solitary kid-
ney, or acute renal failure (11). The aim of this study
was to evaluate the treatment options in our hospital
for symptomatic hydronephrosis in pregnant women
and to examine the effect of the selected treatment on
preterm labor.

MATERIAL AND METHODS

Of the 8221 women who had delivery in the Obs-
tetrics and Gynaecology department of our hospital
between April 2014 and January 2020. 54 patients were
admitted to the Urology Clinic because of symptom-

observed until delivery due to ureteral stent after discharge, and DJ
stents were removed from birth.

Conclusion: Although it is thought that surgical intervention
in pregnancy hydronephrosis will harm preterm birth and pregnan-
cy, there was no major complication of intervention to mother and
infant in study. If neglected, many complications may be occure in-
cluding the death of the mother and the infant.

Keywords: hydronephrosis, pregnancy, ureteral stent

atic hydronephrosis (flank and side pain). Renal so-
nography was applied to each patient . Hydronephrosis
was graded according to the maximum diameter of the
calyx, as detailed by Zwergel: 5-10 mild, 10-15 mod-
erate and >15 severe hydronephrosis (12) (Table 1).
Serum creatinine, white blood cell counts and urine
culture were examined in all patients. Pyuria was de-
fined as >10 WBC/mm?3 of urine (13). Bacteriuria was
defined according to Schaeffer (14). All patients were
first treated with conservative management of analge-
sics and intravenous fluids, and intraveous antibiotics
(cefuroxim and/or ceftriaxone) were added if neces-
sary (signs of infection, fever, leukocytosis).

The criteria for failure of conservative treatment
were deteriorating renal function (i.e. increase in se-
rum creatinine or BUN values), non-resolution of
signs of infection after 48 hours, and intractable pain.
Thus, ureterorenoscopy and uretereal stents were ap-
plied to these patients. Classified the patients undergo-
ing surgical procedures as group 1, and those followed
by conservative treatment as group 2. Hospital arrival
weeks, length of hospital stay and birth weeks of the
groups were compared. Urological interventions,such
as ureterorenoscopy and ureteral stent insertion or la-
ser lithotripsy and JJ stent were performed when con-
servative therapy failed or in cases of febrile urinary
tract infection, obstructive uropathy, or acute renal
failure (Table 2). All interventions were performed
under spinal anesthesia. Ultrasonography was used to
confirm JJ stent placement and all stents were removed
on the birth of the infant.

Statistical Analysis
Variables were shown as meantstandart deviation,
median and range. Normal distribution was evaluated
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Table 1. Degrees of hydronephrosis Ru:renal unit

Mild (n:44 Ru) Moderate(n:52 Ru) Severe (n:12 Ru)
Conservative 20 (37%) 10 (18.5%) 2 (3.7%)
Surgery 2 (3.7%) 16 (26.6%) 4 (7.4%)
All patients with HUN 22 (40.7%) 26 (45.1%) 6 (11.1%)

Table 2. Features of patients

Conservative treatment (group 2)
Surgical treatment (group 1) n (%)
Ureteral stone

Renal stone

Intractable pain

Acute pylenophritis

N:32 (59.2%)
N:22 (40.7%)
5(9.2%)

2 (3.7%)
22(40.7 %)

6 (11.1%)

by Kolmogorov-Smirnov test and histogram. Then,
independent-T test and Mann-Whitney-U test were
used according to normal distribution. All statistical

analysis were made by SPSS 20. 0 (Chicago,IL).

RESULTS

The study included a total of 54 pregnant women
with a mean age of 26.1+2.5 and 26.9+3.3 respectively
group 1 and group 2. Gestational periods, hydrone-
phrosis sides and degree of admission to the hospi-
tal are summarized in the tables (Table 3 and 4). All
pregnant patients had hydronephrosis and flank pain.
On US imaging, a ureteral stone >6 mm was observed
in 5 patients (9.2%) and a renal stone >5 mm in 2 pa-
tients (3.7%). A total of 22 (40.7%) patients with ureter
stone,persistent flank pain or urinary tract infection re-
quired (The presence of a urinary culture composed of
greater than 100,000 colony-forming units of a single
organism in a symptomatic pregnant woman confirms
the diagnosis of urinary tract infection and Escherichia
coli was positive in six patients ) a surgical interven-
tion (group 1) (Table 2). Conservative treatment with-
out any surgical procedure (group 2) was applied to 32
(59.2%) patients. The most common indication for sur-

Table 3. Hospital stay and birth week

gery was intractable pain (22/22), with 6 cases of acute
pyelonephritis (6/22).

A ureteral stent (Boston Scientific Percuflex
Plus,4.8F) was inserted after ureterorenoscopy (Ultra-
thin Wolf 6. 5 fr) for all 22 patients under spinal anes-
thesia. If there are ureter stone: A double-J stent was
inserted after ureteral stones were fragmented with la-
ser pneumotics or collected in one piece by basket.The
average duration of hospitalization was 5.1+ 0.7 and
2.6£0.7 days respectively group 1 and 2 and statistical-
ly significant (p<0.05). Gestational weeks when they
apply to the hospital were 29.3 £2.6 and 30+2 (p:0.22),
The birth weeks of the patients were 38.9+1 for group
1 and 39.4+1,1 for group 2 and not statistically signif-
icant (p:0.09) (Table 3). Complications of hematuria
(n:3) and LUTS (n:1) were observed in 4 patients and
were treated conservatively in hospital (Table 4). All
the fetuses were delivered without complications and
no pregnancy complication was observed in any pa-
tient. No urological intervention was done until birth.
A kidney stone (5 mm) was detected on the postpar-
tum imaging of 1 patient but no additional interven-
tion was required.

Group 1 Group 2 P values
Hospitalization week 29.3£2.6 30+2 0.22
Birth week 38.9+1 39.4+1.1 0.09
Length of stay 5.1+ 0.7 2.6£0.7 <0.05
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Table 4. Complications of surgery

Macroscopic Hematuria
LUTS
Migration of stent

Premature birth

3
1
0
0

(13.6%)
(4.5%)

DISCUSSION

Although pregnancy-related hydronephrosis is
often physiological and may become symptomatic ,if
not treated it can lead to life-threatening outcomes for
both mother and infant.

Colic pains in pregnant women are usually seen in
the 2nd and 3rd trimesters (15). In some studies, the
rate of recovery without surgery has been reported as
73% (12) and 94% (6). Of the current study 45 (83.3%)
patients were in 2nd and 3rd trimesters and patients,
symptoms resolved in 59.2% after two to five days of
conservative management (antibiotics, analgesia, hy-
dration).

Some authors have reported a mean duration of
hospitalization of 5.3 days (16), while in this study, all
patients length of hospital stay was 3.8 days. Long-term
hospital duration may be due to conservative therapy
for more than 90% of patients. The reason for the short
time in the current study may be the early diagnosis
and the treatment before the disease progresses the ap-
plication of invasive procedures and improvement in
the short-term in the majority of patients (40.7%).

Ultrasound imaging (US) in pregnant women is
still used as the first imaging method. Ultrasound is
preferred in the diagnosis of hydronephrosis as it has
the advantages of being non-invasive, readily avail-
able and does not expose the patient to radiation (15) .
However, it can be difficult to differentiate the causes of
renal obstruction (17) because of limited sensitivity in
the detection of stones and visualisation of the ureter.
The sensitivity of US in some cases has been reported
to be between 38% and 95% (18,19). In this study, all
patients were diagnosed with ultrasound and urinary
stones were detected in 7 (12.9%) patients. Postpartum
stone rates could not be determined objectively as the
patients did not come for regular check-up after birth.

Urinary infection rates in pregnant women with

symptomatic hydronephrosis have been reported as
22.9% (21) and 28% (21). In the current study this rate
was determined as 6 patients (11%) with intractable
pain and a ureteral stent was implanted with surgical
intervention.

Stent placement can cause hematuria and stone
formation, and ascending pyelonephritis as a result of
vesico-uretheral reflux and catheter migration in preg-
nant women (12,22). The overall complication rate of
J] ureteric stenting, i. e. stent migration, LUTS, and
hematuria, was found to be 18% in this study, which
is consistent with other series (6-37%). Complications
were observed of 2 hematuria and 1 urinary infection.

Ureteral calculi is rare in pregnant women with
symptomatic hydronephrosis, affecting approximately
1 in every 1500 to 3000 pregnancies (18,19). This ratio
is almost equal to that of non-pregnant women (23) .
Colic pain due to stones is common in pregnant wom-
en in the 2nd and 3rd trimesters. This may be due to
the enlargement of the growing uterus to the mouth of
the pelvis and compression of the distal ureter during
pregnancy. The most common symptoms of ureter or
renal stones in pregnancy are flank or abdominal pain,
gross or microscopic hematuria, and irritative lower
urinary tract symptoms. In the current study all preg-
nant women with stone pain and microscopic hematu-
ria (7 patients) were in the second trimester .

There are not many studies in the literature about
the effect of urological surgical interventions during
pregnancy during preterm labor. Derscher et al. found
that the risk of preterm delivery increases in urolog-
ical interventions during pregnancy (24) .In another
study, it was reported that urological surgical interven-
tions and stent placement to pregnant women are safe
and do not increase preterm labor (25). In this study,
preterm labor was not observed in any of the patients.

Physiological hydronephrosis seen in pregnancy is
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often seen on the right side due to uterine enlargement
to the right and dilation of the uterine vein compress-
ing the right ureter (26,27) while the sigmoid colon
protects the left ureter from compression. In a previous
study, a higher rate of hydronephrosis was detected on
the right side due to uterine compression and in the
same study, stone incidence was found to be higher in
patients with left-side colic pain (15). The results of the
current study confirmed that right-side hydronephro-
sis was much more common than left-side hydrone-
phrosis (Table 5).

Limitations of our study include its retrospective,
small sample and single clinic, More accurate results
would be able to be obtained with further multi-centre

Table 5. General information

studies of pregnancy hydronephrosis. After the jj stent
was removed, a detailed examination could not be per-
formed, since some of the patients did not come for
control.

In conclusion, when evaluating pregnancy hy-
dronephrosis, the cause of hydronephrosis should be
determined quickly and treatment should be decided
immediately. Patients think that surgery will harm the
baby and caused preterm labor. However, if neglect-
ed, many complications may be encountered includ-
ing the death of the mother and the infant. Although
the first treatment option is a conservative approach,
the surgical options should be considered if there is a
life-threatening condition for the mother and infant.

Group 1 (n:22) Group 2 (n:32) Total (n:54)
Age (years) 26.1+2.5 269+ 3.3 26.6+ 3
Trimester
First.n (%) 3 (13.6 %) 6 (18.7%) 9 (16.6%)
Second. n(%) 13 (59 %) 21 (65.6%) 34 (62.9%)
Third. n (%) 6 (27.2%) 5 (15.6%) 11 (20.3 %)

HUN side
Right. n (%)
Left. n (%)

16 (72.7%)
6 (27.2 %)

20 (62.5%)
12 (37.5)

36 (66.6%)
18 (33.3 %)
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Ozet

Amag: Her ne kadar etkili ve giivenli bir kul-
lanim alani olsa da double-] stent (DJS) kullanimi
ile ilgili farkli komplikasyonlar ortaya ¢ikabilmek-
tedir. Bu ¢alismada bobrek tasi nedeniyle retrog-
rad intrarenal cerrahi (RIRC) yapilan hastalarda
DJS migrasyonunun klinik sonuglarini ve migras-
yon gelisimini 6ngoren risk faktorlerini belirleme-
yi amagladik.

Gereg ve Yontemler: Klinigimizde Aralik
2013 ile Nisan 2020 tarihleri arasinda bobrek tast
i¢in RIRC yapilan ve islem sonrasinda DJS yerles-
tirilmis olan 1258 hastanin verileri geriye doniik
olarak tarandi. DJS migrasyonu ile iliskili bagim-
siz risk faktorlerini 6ngérmek igin ikili lojistik
regresyon analizi kullanildi.

Bulgular: 1258 hastadan 71’inde (%5,6) DJS
migrasyonu gozlendi. Grup 1de renal pelvis yer-
lesimli taslar kaliks taglarina oranla istatistiksel
olarak daha fazlayd1 (p=0,003). Hidronefroz grup
I'de %70,4 oranindayken; grup 2de %56,2 ora-
ninda gozlendi (p=0,019). Ureteral erigsim kilifi
kullanim orani grup 1 ve grup 2de sirasiyla %74,6
ve %57,5 idi (p=0,004). Grup 1de modifiye Cla-
vien-Dindo skoru 2,2+1,3 iken; grup 2de 0,2+0,5
idi (p<0,001). Tek degiskenli ve ¢ok degiskenli
lojistik regresyon analizine gore renal pelvis yerle-
simli tag olmasi (Tahmini rolatif risk (TRR)=2,080,
%95 Giiven Araligr (GA): 1,277-3,388, p=0,003),
toplayici sistemde derece 3-4 hidronefroz bulun-
mas1 (TRR=3,732, %95GA: 1,783-7,809, p<0,001)
ve tireteral erisim kilifi kullanilmas1 (TRR=2,387,
%95GA: 1,368-4,162, p=0,002) DJS migrasyonu-
nu 6ngoéren bagimsiz risk faktorleridir.

Abstract

Objective: Although it is an effective and safe
area of use, different complications may arise with
the use of double-J stents (DJS). In this study, we
aimed to determine the clinical results of DJS mi-
gration and risk factors predicting the occurrence
of migration in patients who underwent retro-
grade intrarenal surgery (RIRS) for kidney stones.

Materials and Methods: The data of 1258 pa-
tients who underwent RIRS for kidney stones in
our clinic between December 2013 and April 2020
and had DJS inserted after the procedure were ret-
rospectively reviewed. Binary logistic regression
analysis was performed to predict independent
risk factors associated with DJS migration.

Results: DJS migration was observed in 71
(5.6%) of 1258 patients. In group 1, stones lo-
cated in the renal pelvis were statistically more
common than calyceal stones (p = 0.003). While
hydronephrosis is 70.4% in group 1; it was ob-
served with a rate of 56.2% in group 2 (p = 0.019).
Ureteral access sheath usage rate was 74.6% and
57.5% in group 1 and group 2, respectively (p =
0.004). While the modified Clavien-Dindo score
in Group 1 was 2.2 * 1.3; it was 0.2 + 0.5 in group
2 (p <0.001). Stones located in the renal pelvis
according to univariate and multivariate logistic
regression analysis (odds ratio (OR) = 2.080, 95%
Confidence Interval (CI): 1.277-3.388, p = 0.003),
grade 3-4 hydronephrosis in the collecting system
(OR =3.732, 95% CI: 1.783-7.809, p <0.001) and
use of ureteral access sheath (OR = 2.387, 95% CI:
1.368-4.162, p = 0.002) are independent risk fac-
tors predicting DJS migration.

This study was approved by the Ethic Committee of Istanbul Medeniyet University (Approval number: 2017/0300). All research was performed in

accordance with relevant guidelines/regulations, and informed consent was obtained from all participants.
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Factors Predicting DJS Migration Following RIRC

Sonug: RIRC sonrasinda gozlenen DJS migrasyonu nadir gozle-
nen bir komplikasyon olmasima ragmen 6zellikle proksimale dogru
olan migrasyon sonrasinda genel anestezi gerektiren ek bir isleme
yol agmasi nedeniyle 6nemli bir komplikasyondur. Yiiksek derecede
hidronefrozu olan, renal pelviste tasi bulunan ve tireteral erigim kilift
kullanilan hastalarda ameliyat sonras1 donemde DJS migrasyonu ola-
bilecegi unutulmamalidir.

Anahtar Kelimeler: bobrek tasi, double-] stent, hidronefroz,
migrasyon, retrograd intrarenal cerrahi, iireteral stent

GiRiS

Uroloji pratiginde double-] stent (DJS) kullanim1
endoiirolojik gelismeleri ve teknikleri énemli ol¢iide
etkilemistir. DJS, tireter ve bobrek tas1 tedavileri, gebe-
lige veya onkolojik hastaliklara bagh hidronefroz, sok
dalgasi litotripsi sonrasi pargalarin temizlenmesi ve id-
rar kagaklarinin tedavisi dahil olmak {izere ¢ok genis
bir alanda kullanilmaktadir (1-3). DJS’lerin sik kulla-
nimi ile artan deneyime ragmen, erken intolerans veya
iiriner enfeksiyon, hematiiri, flank agri, sistitizm semp-
tomlar1 gibi ¢esitli mindr komplikasyonlar mevcuttur.
Bunlarin yanu sira vezikotireteral reflii, DJS migrasyo-
nu, taglagma, idrar yolu enfeksiyonu, stent kirilmasi,
treteral fistiil ve nekroz gibi major komplikasyonlar da
goriilebilmektedir (4). Bu ¢alismada bobrek tagi nede-
niyle retrograd intrarenal cerrahi (RIRC) yapilan has-
talarda DJS migrasyonunun klinik sonuglarini ve mig-
rasyon gelisimini 6ngoren risk faktorlerini belirlemeyi
amacladik.

GEREC VE YONTEMLER

Klinigimizde Aralik 2013 ile Nisan 2020 tarihleri
arasinda RIRC yapilan 2198 hastanin verileri geriye
doniik olarak tarandi. Bu hastalar icerisinden bobrek
tast icin RIRC uygulanmis ve islem sonrasinda DJS
yerlestirilmis olan hastalarin verileri kaydedildi. Has-
taneye postoperatif ilk bir aylik donemde herhangi bir
yakinmayla bagvurmus ve DJS migrasyonu saptanmis
hastalar (Grup 1) ile DJSleri ilk bir aylik planlanan pe-
riyodda ¢ekilmis hastalarin (Grup 2) demografik veri-
leri, klinik ve cerrahi 6zellikleri karsilagtirildi. Operas-
yon oncesinde DJS veya perkiitan nefrostomi takilmig
olan hastalar, 18 yas altindaki hastalar, irogenital ano-
malisi bulunanlar ve aktif iiriner sistem enfeksiyonu

Conclusion: Although DJS migration observed after RIRS is a
rare complication, it is an important complication since it causes an
additional procedure that requires general anesthesia, especially after
proximal migration. It should be kept in mind in the postoperative
period that DJS migration may occur in patients with high degree of
hydronephrosis, stones in the renal pelvis, and in patients with a uret-
eral access sheath used in surgery.

Keywords: double-]J stent, hydronephrosis, kidney stones, migra-
tion, retrograde intrarenal surgery, ureteral stent

olan hastalar ¢alisma dis1 birakildi. Yazili hasta onami
bu ¢alismaya katilan hastalardan alinmstir.

Ameliyata alman hastalarin tamaminda kont-
rastsiz abdominal tomografi ve steril idrar kiltiirleri
mevcuttu. Hidronefroz degerlendirmesi en az 3 yillik
tecriibeye sahip tirologlar tarafindan yapildi. Derece
0: dilatasyon olmamasi, Derece 1: Sadece renal pelvis
dilatasyonu, Derece 2: Hafif kaliks dilatasyonu, Derece
3: Siddetli kaliks dilatasyonu ve Derece 4: Parankimal
atrofinin eslik ettigi siddetli kaliks dilatasyonu olarak
smiflandirildi (5). Postoperatif ilk giin bobrek-iire-
ter-mesane grafisi ile tagsizlik ve DJS yerinin kontrolii
yapildi. Perioperatif dénemde gozlenen komplikas-
yonlar modifiye edilmis Clavien-Dindo siniflamasina
gore siniflandirildi (6).

Cerrahi Teknik

Islem genel anestezi altinda modifiye litotomi po-
zisyonunda yapildi. Floroskopi kilavuzlugunda 0,035
mm ¢apinda ve 150 cm uzunlugunda hidrofilik kilavuz
tel sistoskopi icerisinden iiretere ilerletildi. Kilavuz tel
yardimiyla semi-rijit bir tireteroskop (Karl Storz, Tutt-
lingen, Germany) kullanilarak tireter degerlendirildi.
Ardindan 9,5-11,5 Fr (i¢ / dis cap) iireteral erisim kilifi
floroskopi esliginde kilavuz tel tizerinden treter proksi-
maline ilerletildi. Erisim kilifi yerlestirilemeyen hasta-
larda kilavuz tel tizerinden bobrege fleksible iireteroskop
(Flex-X2, Karl Storz, Tuttlingen, Germany) ile ¢ikilarak
bobrek iginde holmiyum lazer (Ho:YAG Laser; Dornier-
MedTech; Munich, Germany) ile tas kirma iglemi ger-
ceklestirildi. Intraoperatif DJS yerlestirilmesi planlanan
her hastaya 4,7 Fr 26 cm poliiiretan DJS yerlestirildi. Flo-
roskopi ile DJSnin hem {ist hem de alt ucunun tam bir
halka olusturdugu goriilerek operasyon sonlandirildi.
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istatistik Analiz

Verilerin istatistiksel analizi i¢cin IBM SPSS versiyon
22 (IBM Co., Chicago, ABD) kullanildi. Degiskenlerin
normal dagilimi Kolmogorov-Smirnov testi ile kontrol
edildi. Tanimlayic1 istatistiksel yontemler (ortalama,
standart sapma), kantitatif verilerin kargilagtirilmasi
i¢in Student t testi, bagimsiz kalitatif verilerin karsilas-
tirilmast i¢in de Pearson’s ki-kare testi ve Fisher’s Exact
testi kullanildi.

DJS migrasyonu ile iligkili bagimsiz risk faktorlerini
6ngormek icin ikili lojistik regresyon analizi kullanildi.
Tek degiskenli analizde anlamli bulunan parametreler-
le cok degiskenli analiz yapilarak sonug elde edildi. Is-
tatistiksel anlamlilik diizeyi p < 0,05 olarak tanimlandu.

BULGULAR

Bobrek tasi olup RIRC uygulanan ve islem sonra-
sinda DJS vyerlestirilmis olan toplam 1258 hastadan
71’inde (%5,6) DJS migrasyonu gozlendi. Her iki grup-
ta yas, cinsiyet, viicut kitle indeksi, eslik eden hastalik-
lar ve tasa yonelik cerrahi oykiisti agisindan farklilik
gozlenmedi. Grup 1'de renal pelvis yerlesimli taslar
kaliks taglarina oranla istatistiksel olarak daha fazlaydi
(p=0,003). Hidronefroz grup 1de %70,4 oranindayken;
grup 2'de %56,2 oraninda gozlendi (p=0,019). Ureteral
erisim kilifi kullanim orani grup 1 ve grup 2'de sirasiyla
%74,6 ve %57,5 idi (p=0,004).

Toplam 1258 hastanin % 5,2’sinde majér kompli-
kasyon gozlenirken % 83,9’unda herhangi bir kompli-
kasyon gozlenmedi. Operasyon sonrast ates yiiksekligi,
kanama, tiriner enfeksiyon gibi minér komplikasyon-
lar (Clavien I-II) grup 1de %5,6 oranindayken grup
2de %11,2 idi. Elli bes (%4,4) hastanin D]S’sinde distal
migrasyon gozlenirken; bunlardan 35’ine (%2,8) lokal
anestezi altinda DJS degisimi (Clavien IIla), 20’sine
(%1,6) de DJS ¢ekilmesi islemi uygulandi (figiir 1a, 1c).

Proksimale DJS migrasyonu gozlenen hasta sayisi
16 (%1,2) olup genel anestezi altinda bu stentler degis-
tirildi (Clavien IIIb) (figiir 1b, 1d). Grup 1de 3 (%4,2)
hastada, grup 2'de 11 ise (%0,9) hastada iirosepsis (Cla-
vien IV) gozlendi (p<0,001). Komplikasyonlarin biiyiik
¢ogunlugu DJS migrasyonu ile iligkili oldugu i¢in grup
1'de istatistiksel olarak daha fazla komplikasyon gozlen-
di (p<0,001). Grup 1'de modifiye Clavien-Dindo skoru
2,2+1,3 iken; grup 2de 0,2+0,5 idi (p<0,001) (Tablo 1).
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Figiir 1. (A) Distale dogru olan DJS migrasyonunun
bobrek-iireter-mesane grafisindeki gortinimiinden bir
ornek, (B) Proksimale dogru olan DJS migrasyonunun
bobrek-iireter-mesane grafisindeki gértiniimiinden bir 6r-
nek, (C) Mesaneye migre olmus DJS’in bobrek-iireter-me-
sane grafisindeki goriiniimiinden bir érnek, (D) Bobrege
migre olmus DJSin bobrek-iireter-mesane grafisindeki
goriiniimiinden bir 6rnek.

Tek degiskenli ve ¢ok degiskenli lojistik regresyon
analizine gore renal pelvis yerlesimli tas olmasi (Tah-
mini rolatif risk (TRR)=2,080, %95 Giiven Aralig
(GA): 1,277-3,388, p=0,003), toplayic1 sistemde dere-
ce 3-4 hidronefroz bulunmasi (TRR=3,732, %95GA:
1,783-7,809, p<0,001) ve treteral erisim kilifi kulla-
nilmasi (TRR=2,387, %95GA: 1,368-4,162, p=0,002)
DJS migrasyonunu 6ngdren bagimsiz risk faktorleridir
(Tablo 2).

TARTISMA

Giinliik iiroloji pratiginde DJS kullanimi 6nemli bir
rutin haline gelmistir. DJS kullaniminin, hastaneye ya-
tis stiresini kisaltip yasam kalitesi tizerindeki olumsuz
etkileri en aza indirmek ve iist idrar yollarini yeterince
drene etmek gibi faydalar1 bulunmaktadir (7). Zims-
kind ve ark. (8) ilk olarak 1967de sistoskopi esliginde
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Tablo 1. Gruplarin demografik ve klinik 6zellikleri

Grup 1 (n=71) Grup 2 (n=1187) P degeri

Yas, yil 50,3£14,0 47,3+14,3 0,085
Cinsiyet (Erkek/Kadin) 44/27 672/515 0,376
Boy, cm 167,1+11,3 169,6+15,3 0,462
Viicut Kitle Indeksi, kg/m? 28,2454 27,3+4,3 0,111
Charlson komorbidite indeksi 2,2+2.4 1,8+2,0 0,089
Cerrahi 6ykiisti, n (%) 0,690

Primer 48 (67,6) 775 (65,3)

Sekonder 23 (32,4) 412 (34,7)
Tas yonii (Sag/Sol) 31/40 645/542 0,080
Tas yerlesimi, n (%) 0,003

Kalisiyel sistem 32 (45,1) 743 (62,6)

Renal pelvis 39 (54,9) 444 (37,4)
Tas boyutu, mm 16,6+5,7 16,8+7,2 0,813
Hidronefroz varligi, n (%) 50 (70,4) 667 (56,2) 0,019
Hidronefroz derecesi <0,001

Derece 0 21 (29,6) 520 (43,8)

Derece 1 22 (31) 386 (32,5)

Derece 2 18 (25,4) 229 (19,3)

Derece 3 8(11,3) 48 (4)

Derece 4 2(2,8) 4(0,3)
Ureteral erisim kilifi kullanimi, n (%) 53 (74,6) 683 (57,5) 0,004
Clavien-Dindo skoru 2,2+1,3 0,2+0,5 <0,001
Komplikasyon, n (%) <0,001

Yok 13 (18,3) 1043 (87.,9)

Minor (I-1T) 4(5,6) 133 (11,2)

Major (III-V) 54 (76,1) 11 (0,9)

Tablo 2. Retrograd Intrarenal Cerrahi sonrasi DJS yerlestirilen hastalarda DJS migrasyonunu 6ngoren risk faktorlerinin
tek degiskenli ve cok degiskenli lojistik regresyon analizi

TRR %95GA Pdegeri  TRR %95GA P degeri

Yas 1,015 0,998 - 1,032 0,086

Cinsiyet (ref: Erkek) 0,801 0,489 - 1,311 0,377

Viicut Kitle Indeksi, kg/m? 1,042 0,991 - 1,095 0,111

Charlson komorbidite indeksi 1,098 0,986 - 1,223 0,090

Cerrahi oykiist 0,901 0,541 - 1,503 0,690

Tas yerlesimi (ref: kaliks tagt) 2,039 1,259 - 3,303 0,004 2,080 1,277 - 3,388 0,003
Tas boyutu, mm 0,996 0,963 - 1,030 0,813

Hidronefroz varlig: 1,856 1,101 - 3,130 0,020

Derece 3-4 Hidronefroz 3,578 1,734 - 7,382 <0,001 3,732 1,783 - 7,809 <0,001
Ureteral erisim kilift kullanim1 2,173 1,257 - 3,754 0,005 2,387 1,368 - 4,162 | 0,002

TRR: Tahmini rolatif risk, GA: Giiven Araligi
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yerlestirilen uzun siireli iireteral silikon stent kullani-
mini bildirdiler. Finney ve ark. (9) daha sonra bu sten-
tin seklini degistirerek 1978de DJS olarak bildirdiler.
Stent yerlestirme endikasyonlar1 arasinda tireter veya
bobrek tasi tedavisi, iireter travmasi veya darligi, geni-
totiriner rekonstriiktif cerrahiler, gebelik sirasinda hid-
ronefroz, maligniteye bagli obstriiksiyon veya retrope-
ritoneal fibrozis yer almaktadir. Biz de bu ¢aligmada en
sik DJS kullaniminin endikasyonu olan bobrek taslari
tedavisinde kullanilan RIRC sonras1 DJS migrasyonu-
nu incelemeyi ve buna etki eden faktérleri belirlemeyi
amagladik.

Ureteral stentler iirolojik cerrahi girisimler sonrasi
hem hasta hem de cerrah konforu agisindan vazgegil-
mez bir konuma gelmistir. Her ne kadar etkili ve gi-
venli bir kullanim alani olsa da kisa veya uzun siireli
tireteral stent kullanimu ile ilgili farkli komplikasyonlar
ortaya c¢ikabilmektedir. Bu komplikasyonlar hematii-
ri, diziiri, pollakiiri, yan agris1 ve suprapubik agr1 gibi
mindr yan etkilerden vezikotireteral reflii, DJS migras-
yonu, taslasma, idrar yolu enfeksiyonu, stent kirilmasi,
treteral fisttil ve nekroz gibi major komplikasyonlara
kadar degisir. Bu komplikasyonlarin ¢ogu kateterin ¢1-
karilmasini gerektirir. (10-12). DJS migrasyonu nadir
gozlenen bir komplikasyondur. El- Faqih ve ark. (13)
yaptig1 ¢alismada DJS migrasyon oranini %3,7 olarak
saptamislar. Yiiz on renal iinitenin dahil edildigi bir
baska caliymada ise DJS migrasyonu %8,2 oraninda
bulunmus (14). Daha 6nce Sendogan ve ark. (15) ta-
rafindan klinigimizde yapilan bir ¢alismada bu oran
%6,5 olarak bulunmustu. Daha fazla hasta serisine sa-
hip bizim ¢aligmamizda ise DJS migrasyon orani %5,6
idi. Literatiirde DJS migrasyon oranlari ¢alismamizla
da benzer sekilde % 2 ile %10 arasinda degismektedir
(16,17).

Ani idrara sikigma hissi veya miksiyon sikligin-
da artis, hematiiri, renal kolik gibi DJS iliskili semp-
tomlara bagli olarak hastalarin yasam kalitelerinin
anlamli derecede azalmasi nedeniyle hastaneye tek-
rar bagvurmaktadirlar (4,15,18,19). Bu durum erken
postoperatif donemde de goriilebilir. Distale olan DJS
migrasyonlarinda genellikle lokal anestezi altinda de-
gisim yeterli olurken proksimale olan migrasyonlarda
anestezi gerekmektedir. DJSlerin viicuttan spontan
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olarak ¢ikmasi genellikle asemptomatik ve distale mig-
rasyon gelisen stentlerle iliskili olarak gozlemlenmistir.
Caligmamizda 12 hastada baska semptom olmaksizin
spontan DJS ¢ikmasi meydana geldi. Spontan ¢ikma-
yan ancak mesaneye diisen stentler, sistoskopi kilavuz-
lugunda forseps kullanilarak kolayca ¢ikarilabilir. Stent
proksimale dogru yer degistirdiginde ise zorluklar
ortaya cikabilmektedir. Bizim ¢alismamizda da prok-
simal migrasyon gozlenen hastalarda komplikasyon
skorlarinin yiiksek oldugu ve DJS degisimi yapilmasi
planlanan hastalarin tekrar genel anesteziye maruz kal-
dig1 gorildi. DJS migrasyonu olan hastalarda gelisen
komplikasyonlarin biiyiik ¢ogunlugu DJS iligkiliydi.
Ozellikle majér komplikasyonlara (Clavien III-1V) ba-
kacak olursak grup 1'de %94 oraninda DJS iliskiliydi.

Breau ve ark. (20) tarafindan yapilan karsilastirmali
calismada, stent-iireter uzunluk orani, DJS migrasyo-
nu goriilenlerde daha diisiiktii. Bu da daha kisa iire-
terik stentlerin proksimale dogru stent migrasyonuna
yatkin oldugunu diisiindiirmektedir. Ureter stentleri-
nin proksimale dogru yer degistirme siklig1 da yakla-
sik % 2 olarak belirtilmektedir (20). Idealden daha kisa
stent, yetersiz distal kivrilma ve tst kalikste proksimal
kivrilma, DJS migrasyonunda 6nemli faktorler olarak
gorinmektedir (21). Ho ve ark. (22) tarafindan yapi-
lan bir ¢alismada da DJS se¢iminin hastanin boyuna
gore yapilmasi gerektigi bildirildi. Ayni ¢aliymada 175
cmden uzun hastalarda 24-26 cnrlik stentlerin kulla-
nilmasi onerildi. Buna ek olarak, DJS migrasyonunda
stentin tretildigi materyal de 6nem tagimaktadir. Po-
litiretandan yapilmis stentlerin silikon stentlere gore
daha az migre oldugu da bildirilmis (4). Caligmamiz-
daki tiim DJS’ler de poliiiretan yapida idi.

Toplayic1 sistemde dilatasyon olmasinin migras-
yonu artirict yonde bir etki ettigini saptadik. Ozellikle
derece 3 ve 4 hidronefrozun DJS migrasyonunda ba-
gimsiz risk faktori oldugu gozlendi. Sendogan ve ark.
lar1 (15) tarafindan yapilan 428 hastanin dahil edildigi
calismada benzer sekilde hidronefroz derecesinin DJS
migrasyonuyla iliskili oldugu bildirildi. Ayni ¢calismada
ayrica bobrek tasi boyutunun artmasinin da migrasyo-
nu artirdig1 bulunmustu. Simdiki ¢alismamizda ise tas
boyutu ile DJS migrasyonu arasinda iligki saptanmad.
flging olarak, renal pelvis taslarinda DJS migrasyonu
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istatistiksel olarak daha fazla goriildii. Bunun nede-
ni olarak da renal pelvis taslarinin toplayici sistemde
obstriiksiyon yapmasina bagli olarak olusturdugu dila-
tasyon ile iligkili oldugunu diisiindiik. Ureteral erigim
kalift kullanilan olgularda da DJS migrasyonu goriilme
ihtimali daha yiiksek bulundu. Literatiirde bu durum
ile ilgili ¢aligma bulunmamasiyla birlikte migrasyo-
nunun artisinda erisim kilifinin {ireterde yarattig
dilatasyon etkili olabilir. Bir baska hipotezde de, DJS
proksimal ucunun st kalikse yerlestirildigi olgularda
migrasyonun daha fazla oldugu bildirilmistir (21). Eri-
sim kilifi kullaniminin da tireteral kivrimlar: azaltarak
DJS migrasyonunda artisa neden olabilecegi de benzer
teoriyle agiklanabilir. DJS migrasyonuna etki eden risk
faktorleri incelendiginde renal pelvis tas: olmasi, dere-
ce 3 ve 4 hidronefroz olmasi ve tireteral erigsim kilifi
kullanilmasini bagimsiz birer risk faktorii olarak sapta-
dik. DJS migrasyonu olma ihtimalini artiran en 6nemli
parametre 3. ve 4. derece hidronefroz bulunmasiydi.
Artmis dilatasyon derecesi stent baglanma oranini
azaltarak daha genis bir hareket alaninda yer degistir-
mesini kolaylastirabilir.

Bu c¢aligmanin bazi kisitliliklar: bulunmaktadir.
Bunlardan birincisi ¢alismanin retrospektif tasarima
sahip olmasidir. Ikincisi, iireter uzunluklarinin he-
saplanmamasiydi. Tim hastalar i¢in ayni uzunlukta
standart DJS’ler kullanildi. Hastalarin boy uzunluklar
istatistiksel olarak benzer olsa da tireter uzunluklarinin
bulunmas: ¢alismayi daha giiclii kilardi. Son olarak da,
hidronefroz 6l¢timlerinin tecriibeli de olsa farkl: tiro-
loglar tarafindan derecelendirme sistemiyle yapilmasi
farkliliklar olusturabilmektedir. Bunlarin aksine ¢alis-
mamizin glclit ozellikleri de bulunmaktadir. Litera-
tiirde ¢ok deginilmemis bu konuyla ilgili yapilmis en
yiiksek hasta sayili ve karsilastirmali bir ¢alisma olmasi
ilk sirada yer almaktadir. Ayrica tek merkezli olmasi da
caligmamizin giiglii yonlerinden birisidir.

SONUC

Bobrek tasi tedavisinde RIRC sonrasinda gozlenen
DJS migrasyonu nadir gézlenen bir komplikasyon ol-
masina ragmen Ozellikle proksimale dogru olan mig-
rasyon sonrasinda genel anestezi gerektiren ek bir isle-
me yol agmasi nedeniyle dnemli bir komplikasyondur.
Bunun disindaki migrasyonlarda da DJSe bagl hayat

kalitesini bozabilecek rahatsizlik verici semptomlara
neden olmasi agisindan da énemlidir. Ozellikle yiiksek
derecede hidronefrozu olan, renal pelviste tagi bulunan
ve {reteral erigim kilifi kullanilan hastalarda ameliyat
sonrasi donemde DJS migrasyonu olabilecegi unutul-
mamalidir.

Finansal Destek
Yazarlar bu ¢alisma i¢in mali destek almadiklarin:
beyan etmislerdir.

Cikar Catismasi
Yazarlar ¢ikar ¢atigmasi olmadigini beyan ederler.
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Ozet

Amag: Ureteroskopi (URS) esnasinda iire-
ter duvarinda olusan hasari siniflandirmak i¢in
Post-Ureteroskopik Lezyon Skalast (PULS) kul-
lanilmaktadir. Bu galismada PULS derecelerine
gore absorbe edilen irrigasyon sivi hacimlerinin
6n sonuglarini sunduk.

Gereg ve Yontemler: Bu ¢alismaya tireter tast
nedeniyle 7 F semirijid iireteroskopi uygulanan 44
hasta dahil edildi. Tiim hastalara genel anestezi uy-
gulandi. %1 etanol igeren izotonik irrigasyon sivisi
olarak kullanildi. Venéz kan etanol konsantrasyon-
lar1 irrigasyon kullanilmaya baglamas ile 6lgiilme-
ye baslandi, operasyon sonrasi derlenme odasini
kapsayacak sekilde 15 dakika arayla periyodik 6l-
ciildii. Absorbe edilen sivi hacmi kan etanol kon-
santrasyonlar1 kullanilarak hesaplandr. Irrigasyon
siiresi, tag boyutu, PULS derecesi kaydedildi.

Bulgular: Ortalama operasyon siiresi 44.2 +
19.9 dakika olarak saptandi. Ortalama tag hacmi
12.7+ 6 mm ve ortalama kullanilan irrigasyon sivi
miktar1 1371+1262 mL olarak ol¢iildii. Hastalarin
26’sinde PULS derecesi 0 iken 18’inde 1 veya tize-
rindeydi. Higbir hastada PULS derecesi 3 veya 4
olmadi. Ortalama absorbe edilen sivi hacmi 58 +
50,6 mL olarak hesaplandi. PULS derecesi ile or-
talama absorbe edilen siv1 miktar arasinda istatis-
tiksel anlaml fark saptanmadi.

Sonug: URS esnasinda olugan PULS derecesi
1-2 olan veya diisiik dereceli submukozal iireter

Abstract

Objective: Post-Ureteroscopic Lesion Scale
(PULS) is used to classify ureteral wall injury that
occurs during ureteroscopy. In this study we pre-
sented the preliminary results of absorbed irriga-
tion fluid volumes according to PULS grades.

Material and Methods: Forty-four patients to
whom 7F semirigid ureteroscopy was performed
due to ureteral stone were included in the study.
All patients received general anesthesia. Isotonic
containing 1% ethanol was used as irrigation fluid.
Ethanol concentration in venous blood was com-
menced to be measured at the start of irrigation
use and was carried on at 15-minute intervals
including the post-operative period in the recov-
ery room. Absorbed fluid volume was calculated
by using blood ethanol concentrations. Irrigation
time, stone size and PULS grade were recorded.

Results: Mean operation time was found to
be 44.2 + 19.9 minutes. Mean stone size was mea-
sured to be 12.7+ 6 mm and mean irrigation fluid
amount used was 1371+1262 ml. PULS grade of
0 was seen in 26 patients and that of 1 or more
was seen in 18 patients. No patient had a PULS
grade of 3 or 4. Mean absorbed fluid volume was
measured to be 58 + 50,6 ml. No significant cor-
relation was found between PULS grade and mean
absorbed fluid volume.

Conclusion: Fluid absorption during URS is
not correlated with the lesion severity that is PULS

The study was approved by the Ethic Committee of Istanbul Medipol University (Approval Number: 10840098-131). All research was performed in accor-

dance with relevant guidelines/regulations, and informed consent was obtained from all participants.
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lezyonlariyla sivi emilimi korele bulunmamistir. Semirijid URS,
tireter tas1 hastalig1 tedavisinde irrigasyon sivisinin emilimi agisin-
dan giivenli bir yontemdir.

Anahtar Kelimeler: komplikasyon, sivi emilimi, tireteroskopi,
tireter tasi, yaralanma

INTRODUCTION

The management of ureteral stone disease has dra-
matically evolved during the last two decades related
to technical developments in ureteroscope design and
production (1). Besides instrument miniaturization
and enhanced optical quality, introduction of auxiliary
equipments together with the growing experience of
surgeons have led to increased success and decreased
complication rates after ureteroscopic procedures (1).
Notwithstanding all these improvements in the surgi-
cal management of ureteral stone disease, complica-
tions of varying type and severity still occur in around
9 - 25 % of the patients undergoing ureterorenoscop-
ic stone extraction (2,3). Despite being rare (1-4% in
modern series), ureteral perforation is one of the most
important of these complications (4-8).

To evaluate and stratify ureteral wall injuries oc-
curring during ureteroscopy (URS), a simple classifi-
cation system was published in 2012 (9). According to
this scale, post-ureteroscopic lesions are divided in to
six grades depending on the severity and depth of the
ureteral wall damage, which the first three were limit-
ed to submucosa and subcategorized as uncomplicat-
ed and the last three as complicated URS. Thereafter,
inter-rater reliability of post-ureteroscopic lesion scale
(PULS) was proven in a multicenter study (10). One of
the most concerning outcomes of ureteral wall injury is
systemic absorption of the irrigation fluid, which may
lead volume overload.

In the present study, we aimed to evaluate the
amount of fluid absorption that occurs during URS for
ureteral stone(s) and its relationship with ureteral wall
injury degree (PULS grade).

MATERIAL AND METHODS
This prospective study was conducted between No-
vember 2014 and October 2015 (Approval Number:
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10840098-131). Following Institutional Review Board
(IRB) approval, a total of 44 patients were included
into the study to whom semirigid URS was employed
due to ureteral stone. During the preoperative period;
urine analysis, urine culture with antibiotic sensitivi-
ty testing and routine blood biochemistry tests were
performed for all patients. In the presence of a uri-
nary tract infection, preoperative antibiotic treatment
was administered to ensure urine sterility. Radiologi-
cal evaluation consisted of non-enhanced computed
tomography (CT) of the abdomen and pelvis. Stone
size was calculated either as the largest dimension of a
stone or the sum of them (if multiple).

Pediatric age group, patients with a history of etha-
nol abuse or habitual alcohol intake, those with signif-
icant cardiovascular, hepatic, renal or psychiatric dis-
orders, routine consumption of acetylsalicylic acid or
anticoagulant agents, debilitating pulmonary disease
and simultaneous kidney and ureteral stone disease
necessitating the use of ureteral access sheath were ex-
cluded. Additionally, patients whose American Society
of Anesthesiologists (ASA) score was >3 were excluded
due to the risk of multi-organ dysfunction as well. De-
mographic characteristics of the patients were record-
ed. Additionally, data related to stones (size, number
and location of stones) and the surgical procedures
(duration of the surgery, infused volume of normal
saline irrigation solution enriched with ethanol, total
ethanol absorption amount and PULS grade) were
assessed. Finally, stone-free rate (SFR) (no residual
fragment by kidney-ureter and bladder + ultrasound
at 1st month postoperatively was assessed stone-free)
and postoperative surgical complications according
to Dindo modification of the Clavien grading system
were evaluated(1V.

Ureteroscopy
All of the procedures were performed in a modified
lithotomy position under general anesthesia. A 7 Fr.



Guzelburc et al

Fluid Absorption During Ureteroscopy

semirigid ureteroscope (Karl Storz, Tuttlingen, Germa-
ny) was used to inspect the urethra and bladder. After
visualization of the orifice, a 0.035-inch 145 cm safety
guidewire (Cook, Bloomington, IN) was introduced
gently into the ureter to by-pass the ureteral stone and
move up to the involved kidney. Thereafter, a second
guidewire was inserted to apply the ‘railroad’ technique
and once the stone was seen, holmium: yttrium-alumi-
num-garnet laser (Sphinx, LISA, Katlenburg-Lindau,
Germany) was utilized for fragmentation with the set-
tings of 0.6 J (energy) and 10Hz (frequency) and re-
formed these settings depending on the stone charac-
teristics and surgeon preference, if necessary. Manuel
pump irrigation system was used to increase the vision
quality. All of the stone fragments were extracted using
a basket catheter (Cook, Bloomington, IN) and PULS
grade was determined by the surgeon as described by
Schoenthaler et al. in 2012.(10) Afterwards, double |
ureteral stent was placed depending on the PULS grade
and surgeon preference.

Determination of Ethanol Absorption

Isotonic solution containing 1% ethanol was used
as the irrigation fluid. Absorbed fluid volumes were
measured using blood ethanol concentrations. Blood
samples were drawn from patients before starting the
operation and at 15-minute intervals. Alcohol concen-
tration in blood was measured by using Ethanol Gen.2
Kit (Roche Diagnostics, Mannheim, Germany) with an
automated analyzer (COBAS Integra, Roche Diagnos-
tics, Mannheim, Germany). Alcohol concentration in
whole body blood was calculated by multiplying alco-
hol concentration (mg/L) with total body blood con-
centration. Total blood volume of each patient was cal-
culated by using Nadler’s Formula (for males = 0.3669
x height in m3 + 0.03219 x weight in kg + 0.6041; for
females = 0.3561 x Height in m3 + 0.03308 x Weight
in kg + 0.1833).(12) Alcohol concentration in the ab-
sorbed irrigation fluid was proportional to the total
alcohol concentration of whole blood. Irrigated fluid
volume and preoperative hydronephrosis grade were
also recorded.

Statistical Analysis

Mean, standard deviation, median, lowest and
highest quantiles, frequency and ratio values were used

in the descriptive statistics of the data. The distribution
of variables was measured by the Kolmogrov Simirnov
test. Kruskal-wallis and Mann-Whitney u tests were
used in the analysis of quantitative data. Spearman
correlation analysis was chosen among the correlation
analysis methods and all the analyzes performed in
SPSS 22.0.

RESULTS

A total of 44 patients underwent semirigid URS due
to ureteral stone during the prespecified time frame.
Demographic variables are summarized in Table 1.
Double J ureteral stent was placed in 29 patients while
the remaining 15 patients were discharged without any
stent.

PULS distribution and the amount of ethanol ab-
sorption are showed in the Table 2.

Absorbed fluid amount did not differ significantly
between females and males and between right and left
sides (p > 0.05). Absorbed fluid amount according to
stone location in ureter did not either differ significant-
ly (p > 0.05).

There was no significant correlation between ab-
sorbed fluid and age, BMI, stone size, duration of anes-
thesia, operation time, ethanol irrigation time, ethanol
irrigation amount, first access URS pulse amount, op-
eration final pulse due to the ureteroscopy amount and
blood v value (p > 0.05) (Table 2). Subgroup analysis
comparing fluid absorption with PULS 0 + 1 vs. PULS
2 showed no difference (p > 0.05), which may show the
safety of URS regardless of PULS lesion grade.

DISCUSSION

Irrigation fluid is one of the most important re-
quirements of endourological procedures and it pro-
vides vision improvement by expanding the operating
field and cleaning tissue fragments, debris and blood.
Sterile water was utilized initially during transurethral
resection of the prostate (TURP), which may lead to
significant hemolysis once absorbed in to the circula-
tion in case of vascular damage. Thereafter, non-elec-
trolyte solutions containing glycine, mannitol or sor-
bitol were introduced to prevent this potentially fatal
complication. However, these electrolyte-avid solu-
tions are not without harm and several authors have re-
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Table 1. Demographic and perioperative outcomes

Min-Max Mean.+s.d./n-%
Age 22,0 - 82,0 46,1 + 15,3
Female 8 18,2%
Gender
Male 36 81,8%
BMI (kg/m2 ) 21,4 - 36,3 28,2 + 3,8
Grade 0 1 2,3%
Grade I 11 25,0%
Dilation Grade II 17 38,6%
Grade III 14 31,8%
Grade IV 1 2,3%
o Right 22 50,0%
Surgical side
Left 22 50,0%
Distal Ureter 18 40,9%
Location Mid-ureter 15 34,1%
Proximal ureter 11 25,0%
Absent 31 70,5%
Initial URS Access PULS
Present 13 29,5%
Initial URS Access PULS 0,0 - 6,0 0,8 = 1,6
Absent 26 59,1%
Final PULS
Present 18 40,9%
Final PULS 0,0 - 6,0 1,3 £ 2,0
Absorbed fluid amount (ml) 0,0 - 267,0 58,0 = 50,6
Stone size (mm) 50 - 30,0 12,7 + 6,0
Duration of anesthesia (min) 20,0 - 125,0 56,1 + 22,8
Operation time (min) 15,0 - 102,0 442 + 19,9
Irrigation period (min) 80 - 90,0 36,3 £ 17,0
Irrigation fluid volume (min) 300 - 7000 1371 + 1262
Body blood volume (L) 3,7 - 64 50 + 0,7
Table 2. PULS distribution and the amount of ethanol absorption
Absorbed Fluid Volume
Mean.+s.d. Min-Max P
Female 56.3 +234 24.2-88 0.503
Gender
Male 58.4 +55.1 0-267
. . Right 67.8 £60.3 0-267 0.213
Surgical side
Left 48.2 +37.6 0-170
Distal Ureter 59.7 + 48.1 0-170
Location Mid-ureter 479+ 319 3-92 0.835
Proximal ureter 69.0 £ 73.2 0-267
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Initial URS Access PULS Absent
Initial URS Access PULS Present
Final PULS Absent
Final PULS Present

55.7 £ 50.9 0-267 0.681
63.5+51.6 3-170
50.3 £ 33.9 0-144 0.676
69.1 +67.6 3-267

Statistical significance (p <0.05)

ported a life-threatening complication associated with
their use; namely the TUR syndrome, which affects the
cardiovascular and central nervous system. Nowadays,
physiological saline solution is preferred for irrigation
purposes especially for procedures that are expected to
last long and when periprocedural bleeding is probable
such as; TURP of a bulky gland, transurethral resection
of large, multifocal bladder tumors (TURBT) and per-
cutaneous nephrolithotomy (PNL).

Urinary stone disease within the ureter has a re-
ported global prevalence of 5-10%.(13) Several surgi-
cal treatment options are available for ureteral stones,
mainly shockwave lithotripsy (SWL), URS and, less
commonly, laparoscopic, percutaneous or open sur-
gery, with varying success as well as recurrence and
complications rates. (14) Despite the fact that URS has
a higher complication rate when compared to SWL,
the greater chance of achieving stone-free status after a
single procedure has made URS the most popular and
commonly employed surgical treatment alternative for
ureteral stones. (9,14) Although the level of irrigation
fluid absorption during endourological procedures
(TURP, TURBT, PNL, laser prostatectomy and trans-
urethral bipolar plasma vaporisation of the prostate)
was determined by several studies, URS has not been
evaluated in this context yet.

Cybulski et al. claimed the safety of sterile water
and physiologic saline as possible irrigation solutions
during URS. (15) However, their study population was
inhomogeneous (therapeutic approach for urolithiasis
or diagnostic URS for hydronephrosis, hematuria etc.)
and ureteral access sheath was used in some of the cas-
es, which may decrease intraureteral/intrarenal pres-
sure and also the level of fluid absorption. Besides all
of these biases, the method that was used to calculate
volumetric fluid balance was also controversial. None-
theless, the amount of mean systemic fluid absorption
of 54 mL is compatible with our results, which revealed
58 mL irrespective of the PULS. From another per-

spective, we can state the fluid absorption per minute
during URS was 1.59 ml in our whole cohort.

According to our hypothesis, it was anticipated to
document a positive correlation between the PULS
grade and fluid absorption level. However, our results
depicted just the opposite, as fluid absorption level did
not differ with higher PULS grade.

This controversy can be explained by our small co-
hort size, especially the low number of Grade 2 and
higher level of ureteral lesions, which are more likely
to cause urinary extravasation and hence systemic fluid
absorption. Multi-institutional studies enrolling high-
er number of patients from each PULS grade might
reveal findings that are supportive of our presumption.

Another weak point of our study is the fact that
changes in the serum electrolyte levels have not been
assessed. However, the lack of symptoms of both fluid
overload and infection suggests and confirms that fluid
absorption during URS is clinically insignificant.

CONCLUSION

Significant ureteral wall injury rarely occurred in
this cohort. Fluid absorption during URS is not cor-
related with the PULS grade. Semirigid URS is a safe
treatment option for ureteral stone disease in terms of
the level of irrigation fluid being absorbed.
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Ozet

Amag: Klinik akil ytratme, klinik uygula-
malarda dogru karar verebilmek icin gerekli bir
yeterliktir. Olgularin yonetilmesi igin olgunun
¢oztimlenmesi, nedenlerin tespiti, bunlar arasinda
olguyla uyumlu olan ve olmayanlarin degerlen-
dirilmesi, kanitlarin aranmasi i¢in amaca uygun
muayene ve aragtirmalarin yapilmasi ve bunlarin
sonuglarinin yorumlanmasi, nihayetinde ile tani
ve ¢Oziimlerin ortaya konulmasi gerekmektedir.
Olgu temelli 6grenme ve degerlendirme, klinik
akil ytirtitme tanimlanmalarinda ve metodolojile-
rinde konsensiis mevcut degildir ve uygulamalar
egiticiler ve kurumlarin kiltirlerine gore sekil-
lenmektedir. Olgunun ¢6ziimiinde, klinik akil
ylriitme ve karar vermeyi odagina alan agamalan-
dirilmus, kolay kullanilabilir, degerlendirme form-
larma da uygun bir modele ihtiyag mevcuttur. Bu
galigmanin amaci, olgu temelli klinik akil ytirtitme
ve karar verme modelini tanitmak ve etkinligini
degerlendirmektir.

Gereg ve Yontemler: Saglik Bilimleri Univer-
sitesi Bakirk6y Dr. Sadi Konuk Egitim ve Arastir-
ma Hastanesi, Uroloji Kliniginde uzmanlik egiti-
mi alan 13 égrenci ve Saglik Bilimleri Universitesi
ile afiliye Istanbuldaki Egitim ve Arastirma Has-
tanelerinde, egitiminden sorumlu 14 egitici ¢alis-
maya dahil edilmistir.

Mezuniyet sonrasi uzmanlik egitiminde,
ogrencilere ve egiticilere modelin tanitimi ve uy-
gulama yontemleri konusunda egitim verildikten
sonra metodun uygulanmast istenmistir. Uygula-
malar sonrasinda egiticiler ve 6grencilere modelin
kullanighilig: ve 6grenme algilar: hakkinda deger-
lendirme anketi yapilmugtir.

Bulgular: Egitici ve 6grencilerin model hak-
kindaki goriisleri, modelin kolaylikla anlasildigs,
klinikte karsilagilan vakalarda kolaylikla uygulan-
digy, olgularin ¢6ztimiinde sistematik bir yaklagim
sagladigy, ayrici tan1 yapmayi kolaylastirdigi, ¢ok

Abstract

Objective: Clinical reasoning is a necessary
competence to make the right decision in clinical
practice. In order to manage the cases, it is neces-
sary to analyze the case, to determine the causes,
to evaluate among those who are compatible with
the case and to evaluate the results, to perform
appropriate examinations and researches for the
purpose, to interpret their results, to eventual-
ly exclude and calculate the probabilities, and
to identify the diagnosis and solutions. In these
processes, clinical reasoning and appropriate de-
cisions are made. There is no consensus in case-
based learning and evaluation, clinical reasoning
definitions and methodologies, and practices are
shaped according to the culture of educators and
institutions. In the solution of the case, there is a
need for a staged, easy-to-use and evaluation-ap-
propriate model that focuses on clinical reasoning
and decision making. Aim of the study, to intro-
duce a case-based clinical reasoning and decision
making model and evaluate its effectiveness.

Materials and Methods: University of Health
Sciences Bakirkdy. Sadi Konuk Training and Re-
search Hospital, 13 students who received spe-
cialization training in the Urology Clinic, and
14 trainers responsible for their education in the
Health Sciences University and Affiliated Training
and Research Hospitals were included in the study.
In post-graduate specialization training, students
and educators were asked to apply the method
after training on the introduction of the model
and application methods. After the applications,
an evaluation questionnaire about the usefulness
of the model and perceptions of learning was con-
ducted to the trainers and students.

Results: The opinions of the educators and
students about the model, the model is easily un-
derstood, it is easily applied in cases encountered
in the clinic, it provides a systematic approach to

This study was approved by the local ethics committee (Approval number: 2020-12, June 8, 2020). All research was performed in accordance with

relevant guidelines/regulations, and informed consent was obtained from all participants.
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yonli bakis agis1 sagladigy, hata yapma olasiligini azalttigi, karar
verirken nedenini diisiinmeyi sagladigi, gereksiz islemler yapilma-
sin1 dnledigi yoniinde bulundu. Ogrenciler model ile ilgili bilgi dii-
zeylerini anlayabildiklerini ve 6grenme motivasyonunu artirdigini
belirtmislerdir. Egiticiler modeli uygulamak igin hazirlik zamani
diger yontemlerden fazla oldugunu, 6grencilerin olguyu ¢6zme so-
rumlulugunu aldiklarini, model ile 6grencilerin bilgi diizeylerini ve
eksikliklerinin daha kolay anlagilabildigini, geri bildirim vermeyi
kolaylastirdig1 ve degerlendirmenin objektifligini sagladigini yiik-
sek oranda belirtmislerdir.

Sonug: Olgu temelli klinik akil yiirtitme ve karar vermenin,
egitici ve 6grencilerin ortaklastigt model ile yapilmasi halinde 6g-
rencinin hata yapma, gereksiz inceleme ve miidahale yapma ihti-
malleri azalacak, yaptiklarini bilerek/kanita uygun yapma becerisi
artacaktir.

Anahtar Kelimeler: klinik akil yiiriitme, olgu temelli ¢alisma,
tip egitimi

GiRiS

Olgu temelli 6grenme, tartisma ve degerlendirme,
probleme dayali 6grenme, is basinda 6grenme ve de-
gerlendirme ve benzeri 6grenci merkezli egitim aktivi-
telerinin hemen tamaminin odaginda olgu mevcuttur.
Bu uygulamalarda gereken temel yeterlik klinik akil
yirtitmedir.

Klinik akil yiiriitme, gesitli sekillerde tanimlan-
maktadir. Hasta bilgileri ve bulgulari ile hekimin temel
bilgileri ve deneyimlerinin, problemin ¢oziimiinde
kullanma stiregleri (1), hastalarin tani ve tedavisi icin
klinisyenlerin verileri gozlemledigi, topladig1 ve yo-
rumladig1 bir beceri, siire¢ ve ya sonuglar1 (2), hasta
hikayesi, muayene ve incelemelerden elde edilen bilgi-
lerin toplanmasi, analizi ile hastanin probleminin ve ya
klinik durumunun ortaya konulmasi, ¢6ztim i¢in ge-
rekli plan ve uygulamalarin yapilmasi, sonuglarin de-
gerlendirilmesi, refleksiyonlar yapilmas: strecleri (3)
olarak tanimlamalar yapilmustir.

Klinik akil yiirtitmeyi, klinik siireglerde, indirge-
meci olmayan, ¢ok boyutlu, 6n yargilardan uzak di-
stinme ve karar verme becerisi olarak tanimlayabiliriz.

Klinik akil yiiriitme hekimin sahip olmasi gereken
temel bir yeterliktir. Tibbi hatalarin ¢ogunda klinik akil
yiiriitme siireglerinin eksikligi s6z konusu olmaktadir.
Klinik akil ytiriitme becerisi hasta gtivenligi icin sart-
tir. Saglikta gereksiz is ve islemlerden kaginma, siddet,
hasta hekim uyusmazliklarinda klinik akil yiiriitme
konusunda beceri eksikliginin etkisini gormek miim-
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the solution of the cases, it makes it easier to make differential di-
agnosis, it provides a versatile perspective, it reduces the possibility
of making mistakes, it makes it possible to think about the reason
when making decisions, and prevents unnecessary operations,
found direction. The students stated that they could understand
their knowledge about the model and increase their motivation to
learn. The trainers have stated that preparation time for applying the
model is more than other methods, students take responsibility for
solving the case, the level of knowledge and deficiencies of the mod-
el and students are more easily understood, facilitating feedback and
providing objectivity of the evaluation.

Conclusion: If the case-based clinical reasoning and deci-
sion-making is made with the model that the educators and the
students share, the possibility of malpractices, unnecessary exam-
inations and interventions will be reduced, and the ability to make
more conscious and evidence-based decisions will be increased.

Keywords: clinical reasoning, case based study, medical edu-
cation

kiindiir. Keza hekimlerin yaptiklari islerden tatmini ve
anlam artis1 i¢in bu beceri 6nem tagimaktadir.

Tip egitiminde, olgular tizerinden yiiriitiilen 6gren-
me ve degerlendirme aktivitelerinde ¢ok sayida metot
tanimlanmis olmakla birlikte, ¢esitli nedenlerle uygu-
lamalarda bu metotlar yeterince kullanilamamaktadur.

Ogrenme ile ilgili teoriler ve yapilmig ¢alismalar-
dan yola ¢ikilarak, klinik ortamlarin, egiticilerin ve 6g-
rencilerin 6zellikleri dikkate alinarak, bireysel, grup ve
sinif ortamlarinda, mezuniyet 6ncesinde ve sonrasinda
ogrenme ve degerlendirmelerde kullanilabilen, pratik,
kolay akilda kalan bir model, tip egitimine katki sagla-
yacaktir.

MODELIN TANITIMI

Olgu temelli klinik akil yiiriitme ve karar verme
modeli bes asamadir. (Tablo 1) Model hastanin ya-
kinmalari ve klinik durumu agiklayan olgu bilgileri ile
baslar.

1.Asama: Bu agamanin ilk basamaginda, 6grenci
olgu bilgileri ile problem/klinik durumlarin nedenle-
rini belirler. Bu ilk hipotez olusturma agsamasidir. Daha
sonra, olgu bilgileri kullanilarak, belirlenen olgu ne-
denleri analiz edilir. Kabul veya ret kararlari verilir. Bu
hipotezin degerlendirme asamasidir. Son basamakta
Ogrenci, 6nceki basamakta kabul ettigi olgu nedenleri
degerlendirmek icin sorulmas: gereken sorular1 belir-
ler ve sorar.

2.Asama: Ogrencinin bir 6nceki asamada belirledi-
gi ve sordugu sorularin cevaplari 6zetlenerek baslanir.
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Hastanin yakinmalary/klinik durum ve sorgulamalar
sonunda elde edilen bilgilerle olgu nedenlerinin anali-
zi tekrarlanir, kabul veya ret kararlar: verilir. Bu ikinci
hipotez degerlendirmesidir. Bu asamanin son basama-
ginda olgunun degerlendirilebilmesi, kararlar verile-
bilmesi i¢in beklenen bulgular1 belirtilerek yapilmasi
gereken (Fizik muayene, laboratuvar, goriintilleme vb.)
incelemeler belirlenir.

3.Asama: Bir 6nceki agamanin sonunda 6grencinin
belirledigi muayene, laboratuvar ve goriintiilemelerine
ait bulgular 6zetlenerek baglanir. Bulgular ile olgu ne-
denlerinin analizi yapilir, kabul veya ret kararlar1 ve-
rilir. Bu tigiincti Hipotez degerlendirmesidir. Sonunda
tani kararlar1 belirlenir.

4. Asama: Bu asamaya 6nceki asamada verilen tani
kararlar1 {izerinde egiticinin rehberligi ile kesinlestir-
meler yapilarak baglanir. Bu asamanin ilk basamaginda
taniya gore tedavi segenekleri belirlenir. Bu tedavi igin

yeni hipotez olusturmadir. Ikinci basamakta riskleri ve
yararlar1 belirleyerek uygun tedavi/yonetim se¢imi ya-
pilir. Bu ise tedavi hipotezlerinin degerlendirilmesidir.
Son basamak tedavi/y6netim plani ve uygulamalar ko-
nusunda kararlarin verilmesi gerekir.

5.Asama: Egiticinin geri bildirim verecegi, deger-
lendirmeler yapacag1 ve 6grenci ile refleksiyon yapaca-
g1 agamadir.

Model ile ¢alisma, birinci asamadan baslayarak
takip eden asamalara ilerletilebildigi gibi, ilk agama-
lar tamamlanmis ise diger asamalardan baslatilabilir.
Ornegin tanist konulmus bir hastanin tedavisinin yo-
netilmesi isteniyorsa, model 4. asamanin baglatilabilir.
Model, kiigiik modifikasyonlarla, hastanin mevcut ol-
dugu is basinda klinik 6grenme ve degerlendirmelerde
kullanilabilecegi gibi, hastanin olmadigy, olgu temelli
Ogrenme, tartigma ve degerlendirme oturumlarinda
kullanilabilir.

Tablo 1. Olgu Temelli Klinik Akil Yiiriitme Ve Karar Verme Modeli

Olgu Hastanin yakinmalari/klinik durum
l.asama 1. Nedenler Olgu bilgileri ile olguda problem/klinik durumlarin nedenleri
2. Analiz Olgu bilgileri ile olgu nedenlerinin analizi (kabul veya ret)
3.Sorgulamalar Olgunun nedenlerini degerlendirmek sorgulamalar
Yeni bilgiler Sorgulama sonrasi yeni bilgiler
2.asama . Hastanin yakinmalari/klinik durum ve sorgulamalar sonunda elde edilen bilgilerle
4. Analiz olgu nedenlerinin analizi (kabul veya ret)
5. Incelemeler Beklenen bulgulari ile yapilmasi gereken (FM, Lab, goriintilleme vb.) incelemeler
Bulgular Yapilan incelemelerden elde edilen bulgular
3.agama
6. Analiz Bulgular ile olgu nedenlerinin analizi (kabul veya ret)
7. Tam1 kararlar1
Tani Tani kararlarimda ortaklagsma
4.asama 8. Tedavi segenekleri Taniya gore tedavi segenekleri
9. Analiz Riskleri ve yararlari belirleyerek uygun tedavi/yonetim se¢imi
10. Tedavi/yonetim Tedavi/yonetim plani ve uygulamalar
5.asama Geri bildirim
Degerlendirme Refleksiyon
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Sekil 1. Ogrencilerin sorulara verdikleri yanitlarin likert grafigi

Model karar verirken nedenini disinmeyi o j o
Model gok yonli bakis agisi saglamaktadir. 0% 0 _ 100%
Model ayrici tani yapmay: kolaylagtirmaktadir. 0% 0 _ 100%
Model klinikte karsilagilan vakalarda kolaylikla o
uygulanabilmektedir. 0% 0 _ 100%
Model olgularin ¢ozimiinde sistematik bir yaklagim o
Model 6grenme motivasyonumu artiriyor. 0% 15% _ 85%
Model ile ilgili bilgilerimin diizeyini i =
Model hata yapma olasiligini azaltmaktadir. 0% 15% _ 85%
1
100 50 0 50 100
Percentage
Response . Hig y K y Notr | Katily . T Katiliy
sekil 2. Egiticilerin sorulara verdikleri yanitlarin likert grafigi
Ogrenciler olguyu ¢6zme sorumlulugunu aliyor. 0% _ 100%
Model k: irk denini disu i o i
Model hata yapma olasiligini azaltmaktadir. 0% _ 100%
Model degerlendirmenin objektifligini saghyor. 0% _ 93%
Model dgrencilerin bilgi diizeylerini ve n : _ e
eksikliklerini anlamami sagliyor. 0% 7.% 93%
Model gok yonli bakis agisi saglamaktadir. 7% 0% _ 93%
Model Klinikte kargilagilan vakalarda kolaylikla . |
Wygulanabiimekiedi. v 1% I |
Model kolaylikla anlasilabiliyor. 7% 0% _ 93%
e e e : I -
saglamaktadir. 0% 7?" 93%
Model geri bildirim vermemi kolaylastiriyor. 0% 14% _ 86%
Model ayrici tani yapmayi kolaylagtirmaktadir. 7% 7% _ 86% |
Model gereksiz iglemler yapiimasini dnlemektedir. 14% 0% _ 86%
Modeli uygulamak igin hazirlik zamani diger & : 5
100 50 0 50 100
Percentage
Response . Hig y Ki y Nétr . T: y
Tablo 2. Ogrenciler ve egiticiler geri bildirimleri arasindaki farklar
Ortak Maddeler Ogrenciler Medyan(IQR) Egiticiler Medyan(IQR) P’
Model kolaylikla anlagilabiliyor. 5(0) 4(1) 0.0578
Model klinikte karsilagilan vakalarda kolaylikla uygulanabilmektedir. 4 (1) 4.5 (1) 0.7407
Model olgularin ¢oziimiinde sistematik bir yaklagim saptamaktadir. 5 (0) 5(0) 0.6157
Model ayirici tani yapmay1 kolaylastirmaktadir. 5(1) 5(1) 0.6396
Model ¢ok yonlii baks agist saglamaktadir. 5(1) 4(1) 0.1606
Model hata yapma olasiligin1 azaltmaktadur. 5(1) 4(0.75) 0.7623
Model karar verirken nedenini diisiinmeyi saglamaktadr. 4(1) 5(1) 0.888
Model gereksiz islemler yapilmasini onlemektedir. 5(1) 4(1) 0.9786

“: Mann-Whitney U testi p degeri
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GEREG VE YONTEMLER

Etik kurul onay1 alindiktan sonra (Bakirkoy Dr.
Sadi Konuk EAH, Etik Kurul Kabul Tarihi: 08.06.2020,
Karar N0:2020-12) Saglik Bilimleri Universitesi Bakr-
kéy Dr. Sadi Konuk Egitim ve Arastirma Hastanesi,
Uroloji Kliniginde uzmanlik egitimi alan 6 aylik egi-
tim siiresini tamamlamis 13 6grenci ve Saglik Bilimleri
Universitesi ile afiliye Istanbuldaki Egitim ve Aragtur-
ma Hastanelerinde en az 6 aydir egiticilik gorevi yapan
14 egitici ¢alismaya dahil edilmistir.

Mezuniyet sonrasi uzmanlik egitiminde, 6grenci-
lere ve egiticilere modelin teorik cergevesi, ozellikleri,
kullanim y6ntemi sunulup {i¢ olgu ile uygulama yapil-
diktan sonra metodu uygulamalar1 istenmistir. Bu egi-
timde, metodun Uygulamalar sonrasinda egiticiler ve
6grencilere modelin kullanighlig: ve 6grenme algilar:
hakkinda 5’li likert 6l¢egi ile geri bildirimler alinmustir.

[statistiksel analizler i¢in R 4.0 programi kullanil-
mustir. Sorulara verilen yanitlar likert grafiginde ytizde
olarak gosterilmistir. Likert grafikleri i¢in R progra-
mindaki “likert” paketi kullanilmigtir. Ogrenciler ve
egiticilere yoneltilen ortak sorular medyan ve geyrek-
ler aras1 agiklik ile 6zetlenmistir ve iki grup arasinda-
ki farka Mann-Whitney U testi ile bakilmistir. P<0.05
istatistiksel olarak anlamli kabul edilmistir.

BULGULAR

Egitici ve 6grencilerin model hakkindaki goriisleri,
modelin kolaylikla anlagildigs, klinikte karsilagilan va-
kalarda kolaylikla uygulandigi, olgularin ¢oziimiinde
sistematik bir yaklasim sagladigi, ayrici tani yapmayi
kolaylastirdigi, ¢ok yonlii bakis acisi sagladigi, hata
yapma olasiligini azalttig1, karar verirken nedenini dii-
stinmeyi sagladigi, gereksiz islemler yapilmasini 6nle-
digi yoniinde bulundu.

Ogrencilerin geri bildirimlerine ait Likert grafigin-
de sorular en yiiksek pozitiften en diisiik pozitife dog-
ru siralanmustir. Grafige gore 6grenciler tiim sorulara
yiiksek oranda pozitif yanit vermislerdir. Ozellikle ilk 4
soruda tamamen pozitif egilimdedirler. Sonraki soru-
larda az da olsa notr cevaplar vardir sadece “Model ile
ilgili bilgilerimin diizeyini anlayabiliyorum” sorusun-
da %8 oraninda negatif cevap vardir (Sekil 1).

Egiticilerin geri bildirimlerine ait grafige gore egiti-

ciler, 6grencilerin olguyu ¢6zme konusunda sorumluluk
aldiklary, karar verirken nedenini diisinmeyi sagladig1 ve
hata yapma olasiligini azaltti$1 konusunda tamamen pozi-
tifler. Hazirlik zamaninin diger yontemlere gore daha fazla
oldugunu diisiinmekle birlikte diger konularda pozitifler
(Sekil 2). Ogrenciler ve egiticilerin ortak sorular hakkin-
daki goriisleri farklilik gostermemektedir (Tablo 2).

TARTISMA

Olgu temelli klinik akil yiiriitme ve karar verme
ile ilgili cesitli 6grenme ve degerlendirme yontemleri
mevcuttur. Bu yontemlerin etkin kullanilmasi i¢in egi-
ticilerin bilgi ve deneyime sahip olmalar1 gerekir. Bu
konularda eksiklikler, saglik hizmeti sunma yiikiiniin
fazlaligi, yontemler icin hazirhigin gerekmesi gibi ne-
denlerle standart ve kilavuzlanmis modellerin kulla-
nimt sinirlidir. Ancak, belirli bir model kullanilmasa
da “Olgudaki problemler nelerdir?”, “Bu klinik bilgiler
ile olgunun nedenleri neler olabilir?”, “Olgunun ne-
denlerini analiz edebilmek i¢in baska hangi bilgilere
ihtiyaciniz var?”, “Hangi tan: testler istenmelidir?” Iste-
diginiz testlerde beklediginiz bulgular nelerdir ve/veya
bu testler hipotezinizin degerlendirmesinde ne isinize
yarayacak?”, “bu kararinizin gerekgeleri nelerdir?” vb.
klinik akil yiiriitme ve karar verebilmeyi tesvik eden
soru kaliplari, egiticiler tarafindan siklikla kullanil-
maktadirlar.

Egitimin aktivitelerinde, 6lgme ve degerlendirme
uygulamalarinda ¢ergeve modeller, egiticiler, 6grenci-
ler ve kurum i¢in ortaklasilan bir alan saglamasi, egiti-
min kalitesi i¢in yoniinden 6nemlidir.

Klinik akil yiiriitmenin nasil gergeklestigi ile ilgili
teoriler arasinda analitik olmayan (sistem 1), analitik
(sistem 2) distiinme ve “dual process” teorileri kabul
gormektedir. Analitik olmayan diistinme, hizli gercek-
lesen, fazla bir zihinsel efor gerektirmeyen sezgisel bir
distinmedir. Bu tip diistinme sisteminde kisi, olgular/
olaylar karsisinda zihnindeki kodlar (scriptler) ile hizla
karar verirler. Deneyimli klinisyenler de olgular karsi-
sinda zihindeki hastalik semalar: (ilness scripts) hizla
karar verisi bu tip diisinmeye Ornektir (4). Analitik
disiinmede (sistem 2 diisiinme) neden sonug iliskisi
kurularak sonuca varilir. Rasyonel diisstinme bi¢imidir.
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Bu diisiinme daha yavastir ve zihinsel eforu gerektirir.
Hipotezler olusturulmas: ve bunlarin analizi (hipote-
to-deductive) s6z konusudur (5). Klinik akil ytiriit-
menin zihinsel streclerinde iki disiince sisteminin
bagimsiz olmadidy, birlikte ¢alistig1 da (dual-process
theory) one siiriilmektedir. Her iki sistemin birlikte-
ligi tanisal yeterligi artirdig1 kabul edilmektedir (6,7).
Rutin tibbi uygulamalarda analitik-olmayan diisiinme
tarzi1 6n plandadir. Bu tarz diisiinme genellikle hiz-
I1 ve dogru kararlar verilse de hata yapma ihtimalini
barindirmaktadir. Analitik-olmayan disitnme sonucu
yetersiz kaldiginda analitik diisiinme devreye girmek-
te ve daha dogru karar verilmesi saglanmaktadir.(8)

Bu caligmada, klinik akil yiiriitme ve karar verme
ile ilgili yukarida belirtilen teoriler, 6neriler, mevcut
modeller dikkate alinarak, klinik pratige uygun, kolay
anlagilabilir ve hem egitimde hem de degerlendirme-
lerde uygulanabilir olarak hazirlanmistir. Model hak-
kinda egiticiler ve 6grencilerden alinan geri bildirimler
pozitif yonde oldugu goriilmektedir.

Olgu temelli 6grenme ile ilgili ¢alismalarin ¢ogu
6grenmenin sonuglari, egiticiler ve 6grencilerin reak-
siyonlari ve geri bildirimleri ile ilgilidir. Egiticiler, olgu
temelli 6grenme modelleri hakkinda pozitif geri bildi-
rimlerde bulunmakta ancak hazirlanmasinin ve otu-
rumlarin zaman alict oldugunu bildirmektedirler (9).
Bizim ¢alismamizda da egiticiler de hazirlik zamaninin
diger yontemlere gore daha fazla oldugu yontinde go-
riis bildirmektedirler.

[s basinda 6grenme alaninda gesitli 6grenme mo-
delleri gelistirilmistir. Stanford, SNAPPS ve Bes adinda
mikrobeceriler (One minute preceptor) modeli en cok
bilinen ve kullananlar arasindadur.

SNAPPS modelinde klinikte 6grenim alt: adimda
tanimlanmigtir. Bunlar hasta karsilagmasi/goriismesi
ve alian oykiinin ve fizik muayene bulgularinin kisa
sunumu (Summarizing), olasi tanilarin belirlenmesi,
ayrici tani listesinin daraltilmasi (Narrowing), ayricini
taninin analizi (Analysis), belirsiz, zor, geligkili durum-
larin ve alternatif yaklasimlarin/yollarin irdelenmesi
(Probe the preceptor), tanilamaya, konsiiltasyona, te-
daviye, kontrole vb. yonelik planlarinin olusturulmasi
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(Plan the management), olgu 6zelinde 6grenenler i¢in
ileri 6grenme/gelisim planlarinin olusturulmasi (Sele-
ction of issues for self-study).asamalaridir (10, 11).

SNAPP modelinin uygulandig1 ¢aligmada 6gren-
ciler, 6grenme eylemlerinde aktif olduklarini, sezgisel
diisiinmelerinin arttigini, 6grenmelerinin kolaylastigi-
n1 belirtmislerdir. (10) Uzmanlik egitiminde SNAPPS
modeli ile geleneksel olgu sunumlarinin kargilastiril-
dig1 randomize klinik ¢alismada, modelin tani hipo-
tezleri olusturma, ayirici tani yapmada etkin oldugunu
bildirmislerdir (12).

Ogrenmede mikrobeceriler modeli one minute
preceptor olarak da adlandirilmaktadir. Klinikte, bes
dakika veya daha az zaman araliklarinda 6grenmek
i¢in ¢ergeve sunmaktadir. Uzmanlik egitiminde daha
uygun oldugu diistiniilse de daha uzun zaman aralikla-
rinda mezuniyet 6ncesi egitimde de kullanilabilir (13).
One minute preceptor yontemi ile klasik derslerin kar-
silastirildig1 randomize kontrollii calismada egiticiler,
yontemin faydali oldugunu, egitici performanslarini ve
motivasyonlarini arttirdigini belirtmislerdir (14).

Bizim kullandigimiz model, bazi yonleriile SNAPSS
ve One-minute preceptdr yontemlerine benzese de
daha kapsamli ve sistematiktir. Model mezuniyet 6nce-
si ve sonrasinda, bireysel ve grup ¢alismalarinda, sinif
derslerinde, simule hasta uygulamalarinda, konsey gibi
caligma ortamlarinda ve sinavlarda kullanima uygun-
dur.

Modelin sinavlarda kullanimi i¢in, egitici formun
olgu, bulgular ve tan1 kismini hazirladiktan sonra her
asamanin alt maddelerin cevaplarini belirler ve cevap-
larin 6nemine gore puan degerlerini belirler. Bu sekilde
yapilandirilmis formlar s6zlii siavlarda kullanilabilir.

SONUC

Klinik akil yiirtitme hekimin temel yeterligi oldugu
iin, bu yeterliginin saglanabilmesi i¢in, kurumlar ken-
di ger¢eve/modellerini belirlemeli, egiticiler ve 6gren-
cilere tanitilmalidirlar. Olgme ve degerlendirmede kul-
lanilan modeller egitim aktivitelerinde kullanilanlar ile
paralellik gostermelidir. Klinik akil yiiriitme modelle-
rinin kullanilmasi ile gereksiz is ve islemlerin yapilmasi
onlenecek, tibbi hata yapma ihtimali azalacaktir.
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Finansal Destek
Yazarlar bu ¢aligma i¢in mali destek almadiklarin
beyan etmislerdir.

Cikar Catismasi
Yazarlar ¢ikar ¢atigmasi olmadigini beyan ederler.

Etik Kurul

Bu ¢aligma i¢in Bakirkdy Dr. Sadi Konuk Egitim ve
Aragtirma Hastanesi Klinik Aragtirmalar Etik Kuru-
lundan onay alinmistir (Karar No: 2020-12). Calisma
protokoliinde, Helsinki Bildirgesi etik kurallar: takip
edilmigtir.
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Ozet

Amag: Tanimlayic tipteki bu aragtirmanin
amac {iroloji hemsirelerinin cinsel bakima iliskin
tutum ve inanglarinin belirlenmesidir.

Gereg ve Yontemler: Bu ¢alismanin verileri
Mayis-Agustos 2020 tarihleri arasinda internet
tizerinden toplanmustir. Calismanin 6rneklemini,
galismaya katilmayr goniillii olarak kabul eden,
internet kullanabilen, tiroloji hastalarma bakim
verilen kliniklerde ¢alisan 118 hemsire olustur-
mustur. Arastirmanin verileri hemsirelerin sosyo-
demografik 6zelliklerine yonelik sorular ve Cinsel
Tutum ve Inang Olgegini igeren veri toplama for-
mu kullanilarak toplanmistir. Verilerin analizin-
de say1 ve yiizde dagilimi, Kruskal-Wallis, Man-
nWhitney U testi, Spearman Korelasyon Analizi
kullanilmigtir.

Bulgular: Hemygirelerin  yas ortalamasi
32,61+6,73 (min:22, maks:46) yas olarak belirlen-
mistir. Bu calismada Cinsel Tutum ve Inanglar Ol-
cegi ortalama puani 40,86+8,57 (min:15 maks:65)
olarak belirlenmistir. Hemsirelerin %79,7’sinin
(n:94) hastalarinin cinsel sorunlarini tartismak
i¢in zaman ayirmadig: saptanmugstir. Hemgirelerin
medeni durumu (U:1190,00 p:0,010) ve cinsel ba-
kim konusunda egitim alma (U:1052,00 p:0,007)
durumlarinin cinsel tutum ve inanglarini etkile-
digi saptanmustir. Hemgirelerin hastalarina cinsel
bakima iliskin danigmanlik verme konusunda
kendilerini yeterli hissetme puan ortalamalarinin
10 tizerinden 4,25+2,39 (min:0 maks:10) oldugu
belirlenmistir. Hemsirelerin hastalarina cinsel ba-

Abstract

Objective: The aim of this descriptive re-
search is to determine the attitudes and beliefs of
urology nurses regarding sexual care.

Material and Methods: The data of this study
were collected via internet between May and Au-
gust 2020. The sample of the study consisted of 118
nurses who voluntarily agreed to participate in the
study, able to use internet and working in clinics
which urology patients are cared for. The data of
the study were collected using data collection form
that consists questions regarding the sociodemo-
graphic characteristics of the nurses and Sexual
Attitudes and Belief Scale. Number and percent-
age distribution, Kruskal-Wallis, MannWhitney U
test, Spearman Correlation Analysis were used in
the analysis of the data.

Results: It was determined that the average
age of the nurses was 32.61+6.73 (min:22, max:46)
years. In this study, the mean score of the Sexu-
al Attitudes and Beliefs Scale was determined as
40.86+8.57 (min:15 max:65). It was found that
79.7% (n:94) of the nurses did not spare time to
discuss the sexual problems of their patients. It
was found that the marital status of the nurses
(U:190.00 p:0.010) and being educated about sex-
ual care (U:1052.00 p:0.007) affected their sexual
attitudes and beliefs. It was determined that the
mean score of the nurses to feel themselves com-
petent in providing counseling regarding sex-
ual care to their patients was 4.25+2.39 (min:0,
max:10) out of 10. It was determined that the

The study was approved by the Ethics Committee of Izmir Bakircay University (Approval number: 2020/08-08) and the Board of Directors of the Association
of Urology Nurses. All research was performed in accordance with relevant guidelines/regulations, and informed consent was obtained from all participants.
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kima iliskin danigmanlik verirken kendilerini rahat hissetme puan
ortalamalarinin ise 10 tizerinden 4,32+2,63 (min:0 maks:10) oldugu
saptanmuistir.

Sonug: Bu ¢alisma sonucunda tiroloji hemsirelerinin hastalara
cinsel bakima yonelik danigmanlik vermesinde orta diizeyde engel
oldugu, kendilerini yeterli ve rahat hissetmedikleri belirlenmistir.
Hemygirelik egitim miifredatlarinin cinsel saglik ve bakim konusun-
da giiglendirilmesi 6nerilmektedir.

Anahtar Kelimeler: Uroloji; cinsel bakim; tutum; inang

INTRODUCTION

Sexuality and healthy sexual life are important and
inseparable parts of being human as they are consid-
ered to be significant indicators of life quality(1,2)
practice, attitude and beliefs toward sexual health as-
sessment of patients with coronary artery diseases in
practice. Descriptive correlational design was used; the
sample consisted of 84 nurses in cardiac clinics at two
major educational hospitals. Data collection included
demographic data and nurses’ knowledge and prac-
tice of sexual health assessment. Nurses’ attitude was
measured using Sexuality Attitude and Belief Survey
(SABS). There are many factors that affect individuals’
sexual lives. One of the most important factors is the
diseases that especially affect the systemic structure and
functions of the urinary system and surgical treatment
methods. Urinary system diseases and treatments may
cause certain symptoms and complications that affect
life quality negatively by making changes in genital
hormones, organs, and structures(3). Sexual dysfunc-
tion is one of the most important complications of the
disease and the treatment process. Along with sexual
dysfunction, these patients also experience problems
with sexual desire and mental health, sexual function
disorder due to the different ejaculation and orgasm
process, and different dynamics of the couple’s intima-
cy(3). However, if the patient has a stoma, the change
in the physical appearance may cause changes in sexual
life. When the sexual lives of individuals are affected
due to any diseases or treatments, their physical, so-
cial, and mental healths are also affected. This leads to
a decrease in the life qualities of individuals(2,4,5)ep-
idemiologic data on sexual dysfunction are relatively
scant for both women and men. Objective To assess the

mean score of the nurses for feeling comfortable while giving coun-
seling to their patients regarding sexual care was 4.32+2.63 out of 10
(min:0 to max:10).

Conclusion: In conclusion, it has been determined that urol-
ogy nurses have a moderate obstacle in providing consultancy to
patients about sexual care, and do not feel comfortable and comfort-
able. It is recommended to strengthen nursing education curricula
on sexual health and care.

Keywords: Urology; nurse; sexual care; attitude; belief

prevalence and risk of experiencing sexual dysfunction
across various social groups and examine the deter-
minants and health consequences of these disorders.
Design Analysis of data from the National Health and
Social Life Survey, a probability sample study of sexual
behavior in a demographically representative, 1992 co-
hort of US adults. Participants A national probability
sample of 1749 women and 1410 men aged 18 to 59
years at the time of the survey. Main Outcome Mea-
sures Risk of experiencing sexual dysfunction as well
as negative concomitant outcomes. Results Sexual dys-
function is more prevalent for women (43%).

According to the American Nursing Association
(1974), ‘evaluation of the individuals’ sexual healths
and revealing their sexual concerns’ are parts of profes-
sional nursing applications(6). According to The North
American Nursing Diagnosis Association (Nanda,
1980), * Sexual Function Disorder’ is among nursing
diagnosis(7). This shows that sexual problems should
be addressed by nurses around the world.

Urology nurses also have significant responsibilities
for giving counseling on sexual care. The responsibili-
ties of urology nurses for sexual care are the evaluation
of sexual health, determination of the problem, solving
the problem by applying proper nursing initiatives, and
maintaining sexual health(8,9). Studies on sexuality
show that patients are willing to tell their sexual prob-
lems to nurses; however, nurses cannot be efficient in
sexual care both because their knowledge about sexu-
ality is not adequate and their beliefs about sexual care.
(10-14)beliefs, and practices regarding sexuality care
for patients with cardiovascular disease. Background:
Limited sexual activity is common among patients
with cardiovascular disease, yet assessment of sexuality
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and counselling is frequently not undertaken by nurs-
es. Design: Cross-sectional study. Methods: This study
recruited 268 cardiac nurses from seven tertiary hos-
pitals in five cities of Henan province. The Sexual At-
titudes and Beliefs Survey, along with investigator-de-
veloped questions regarding practices and perceived
barriers, was administered to the nurses. The STROBE
checklist was used to ensure quality reporting during
this observational study (see Supporting Information
Data S1 Nurses do not consider sexual care as their re-
sponsibility, which leads to insufficient time for sexu-
al problems. However, nurses are health professionals
that individuals meet the first and for the longest time
in healthcare organizations, and they have a key role
in giving sexual care. Also, it is important that factors
which affect the nurses’ attitudes and beliefs about the
evaluation of sexuality and counseling to increase the
life quality of the patients. For this reason, the present
study was conducted to identify the attitudes and be-

liefs of urology nurses regarding sexual care.

MATERIAL AND METHODS

The data of the present study (descriptive type) were
collected by using an online survey system between
the dates May-August 2020. The sample of the study
was 118 service and polyclinic nurses who worked in
clinics that provided care for urology patients during
study time, who could use the internet, and who agreed
to participate in the study. Surgical and intensive care
nurses were not included in the study.

The data of the study were collected by the research-
ers through the internet data collection form which
was created in accordance with the related literature.
The data collection form consisted of two sections.
The first section consisted of 24 questions that aimed
to evaluate the nurses’ socio-demographic informa-
tion and their experiences in sexual care. Socio-demo-
graphic characteristics included age, gender, marital
status, educational status, the hospital, working time in
the profession, and urology clinic where they worked.
Experiences in sexual care evaluated their information
resources about sexual care and sexual counseling ex-
periences for the patients that they provided care for.
The second section of the form included the sexual at-
titude and belief scale (SABS). The scale was used to
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determine nurses attitudes and beliefs about sexual
care. The sexual attitude and belief scale was developed
by Reynolds and Magnan in 2005. Cronbach’s Alpha
value of the original scale was 0.75 and 0.82 in repeti-
tive measurements. Adaptation of the scale to Turkish
was made by Ayhan et al. Cronbach’s alpha value of the
Turkish scale was 0.73. The scale consisted of 12 items.
Marking was performed on a 6-point Likert-type scale
for each item. To avoid biasness when answering the
scale, 6 of the 12 items (1., 2., 4., 6., 8., 10., 12. items)
scored in reverse. The lowest score that could be taken
from the scale was 12, the highest score was 72. A high
scale score indicated an increase in negative attitudes
and beliefs about sexual care(12).

The data collection form was published electron-
ically on May 26, 2020, at http://www.surveey.com/
SurveyStart.aspx?lang=1&surv=6c8c55f1f2054e7b-
92496£c6d90e9637. An invitation that consisted of
the objective and link of the study was sent to nursing
groups on social media and nurses registered in the
Urology Nurses Association via e-mail. To increase
participation, a reminder message was sent to nurses
two weeks after the first invitation letter was sent. IP
auditing was provided to ensure that the participant
completed the survey only once. It took the nurses
about 7-10 minutes to complete the data collection
form. Data collection forms that were filled out online
were backed up daily by researchers.

The study was approved by the Ethics Committee of
Izmir Bakircay University (Approval number: 2020/08-
08) and the Board of Directors of the Association of
Urology Nurses. The necessary explanations about the
objective and application of the study were given to the
nurses who participated in the study in the first part of
the data collection form. Filling out the question form
in accordance with this information was accepted as an
approval for participation in the study. Written permis-
sion was obtained by e-mail for the sexual attitude and
belief scale to be used in the research.

The data that were obtained from the study were
analyzed in the Statistical Package for the Social Sci-
ences (SPSS) 20.0 program. Number and percentage
distributions were used to evaluate the data. The Sha-
piro Wilk test was used to determine whether the data


http://www.surveey.com/SurveyStart.aspx?lang=1&surv=6c8c55f1f2054e7b92496fc6d90e9637
http://www.surveey.com/SurveyStart.aspx?lang=1&surv=6c8c55f1f2054e7b92496fc6d90e9637
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showed normal distribution. Kruskal-Wallis, Mann
Whitney U test, Spearman Correlation Analysis were
used for nonparametric data. In all results, values that
were less than p-value 0.05 were considered statistical-
ly significant (p<0.05).

RESULTS

Of the nurses who participated in the study, 89.8%
(n: 106) were women, 61.0% (n: 72) were married. The
average age of nurses was 32.61+6.73 (min: 22, max:
46) years old. Of the nurses, 5.1% (n: 6) graduated from
the vocational school of health, 5.1% (n: 6) had associ-
ate degrees, 62.7% (n: 74) had bachelor’s degrees, and
27.1% (n: 32) had master degrees. The study found that
of the nurses, 11.9% (n: 14) worked in private hospitals,
40.7% (n: 48) worked in a hospital affiliated to the Min-
istry of Health, and 47.5% (n: 45) worked in university
hospitals. The median working time of nurses in the
profession was 9 (min: 1, max: 25) years, and the medi-
an working time as a urology nurse was 2 (min: 1, max:
20) years. It was found that 47.5% (n: 56) of the nurses
who participated in the study provided care only for
urology patients in the clinics where they worked.

Table 1 shows the distribution of the sexual care ex-
periences of the nurses who participated in the study.
Of the nurses, 78.0% (n: 92) stated that providing care
and counseling about sexual subjects was one of the
responsibilities of nurses. The average score of nurses’
feeling adequate in giving sexual counseling to patients
was 4.25+2.39 (min: 0 max: 10) over 10. The average
score of nurses’ feeling comfortable when giving sexual
counseling to patients was 4.32£2.63 (min: 0 max: 10)
over 10.

Table 2 shows the distribution of factors affecting
nurses giving counseling to their patients on sexual
concerns/care.

Table 3 shows the nurses’ average scores of sexual
attitude and belief scale. The study found that SABS
item score averages varied between 2.59 and 4.34, and
scale total score average was 40.86+8.57 (min: 15 max:
65).

The study found that there was no statistically sig-
nificant difference between the nurses’ ages, sexes, the
hospitals where they worked, their working time at the
profession as urology nurses, and the patient group for

which they provided care and the SABS total score av-
erage (p>0.05).

It was determined that the average SABS score of
married nurses was significantly higher than the aver-
age SABS score of single nurses (U: 1190.00 p: 0.010).

The study found that the SABS score averages of
nurses who did not receive training on sexual care were
significantly higher than those who received training
(U:1052.00 p: 0.007).

The study found that SABS score averages of nurses
who did not believe that it was one of the nurses’ re-
sponsibilities to provide care and counseling on sexual
subjects were higher than those who believed it was
nurses’ responsibility (U: 530.00 p: 0.0001).

The study found that there was a negatively signifi-
cant correlation between the SABS score averages and
nurses’ feeling adequate (r: -0.318 p: 0.0001) and com-
fortable (r: -0.464 p: 0.0001) in giving counseling on
sexual care.

DISCUSSION

The present study, in which the Sexual Attitude
and Belief Scale score average was 40.86+8.57 (min:15
max:65), found that there was a mediocre obstacle to
the nurses to evaluate the patients’ sexual problems and
give counseling accordingly. The SABS score averages
in the studies that were conducted in Turkey varied
between 41.58 and 44.65(10,15-18). When compared
to the similar studies that were conducted in Turkey,
the lowest score average was determined in the present
study. Thus, it can be said that the nurses who partic-
ipated in the present study had fewer obstacles to the
evaluation of sexual problems and giving counseling
accordingly. It is believed that this difference is since
the sample group consisted of urology nurses who may
be more experienced as they encounter a group of pa-
tients with more needs for sexual care when compared
to other nurses’ group.

The results of the present study were found to be
similar to the study that was conducted by Saunama-
ki et al. (2010) in Sweden(5). Also, it was found that
the results of the present study were lower than the re-
sults of the studies that were conducted in countries
where eastern culture is dominant, such as China and
Jordan(1,2,11). The results were found to be higher
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Table 1. Distribution of nurses’ experience of sexual care

n %
Status of receiving training for sexual care
Received 38 32.2
Did Not Receive 80 67.8
Willingness to receive training in sexual care and counseling
Willing 90 76.3
Not Willing 28 23.7
Status of giving counseling to patients on sexual care
Provides 44 37.3
Does Not Provide 74 62.7
Status of the existence of a protocol regarding sexual care in the institution
Exists 2 1.7
Does Not Exist 80 67.8
Does Not Know 36 30.5
Frequency of conversation with patients about sexual concerns/care
Never 42 35.6
Rarely 58 49.2
Sometimes 14 11.9
Often 2 1.7
Always 2 1.7
Frequency of actively initiating conversation with patients about sexual concerns/care
Never 48 40.7
Rarely 40 33.9
Sometimes 22 18.6
Often 6 5.1
Always 2 1.7

Table 2. Distribution of factors that affect nurses to give counseling to their patients on sexual concerns/care

Affecting Factors n %

Fearing that sexual activity will affect the patient’s health 34 28.8
The Patient’s Being Single 38 32.2
The age gap between nurses and patients 38 32.8
Not considering sexual concerns as problems 44 37.3
Patients’ being old 54 45.8
Shyness 64 54.2
Feeling uncomfortable 68 57.6
Believing that sexual issues are too private to discuss with patients 70 59.3
Lack of time 72 61.0
Lack of information 78 66.1
Uncertainty of how to communicate with patients 80 67.8
Lack of experience 80 67.8
Believing that patients would not want to talk about their sexual concerns with nurses 84 724
Lack of safe and private environments 86 72.9
Fearing that patients might be offended/embarrass 88 74.6
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Table 3. Sexual attitude and belief scale score averages of nurses

Scale Items S Participated | Did Not Participate
X+
n % n %
* Discussion of sexuality is necessary for the health of the 2644151 86 72.9 32 271
patient.
* . > .
I understand how my patients’ diseases and treatments 3.0241.26 70 593 48 407
can affect their sexuality.
I am uncomfortable talking about issues related to 2934139 38 746 30 254
sexuality.
N : :
I am more comfortable talking to my patients about 3.64+1.51 50 424 68 576
sexual issues than most nurses I work with.
I believe most hospitalized patients are too sick to deal 2954152 80 678 38 322
with sexuality.
N . : . .
I create time for my patients to discuss their sexual 4344132 24 203 94 79.7
problems.
When my patients ask me questions about sexuality, I
suggest they talk to their doctor about it. 3612155 64 42 >4 458
N o . -
I trust my ability to diagnose the patient’s sexual 3.97+1.47 40 33.9 78 66.1
problems.
Sexuality is a too private to discuss with patients. 3.32+1.55 70 59.3 48 40.7
—_ . o :
It is a nursing responsibility to allow the patient to talk 3.63+1.62 50 424 68 576
about their sexual problems.
Sexuality should only be discussed if it is initiated by the 2594121 98 331 20 16.9
patient.
. Dors . .
Patients expect nurses to ask questions about their 4204133 2 2.0 9 73.0
sexual problems.
Total Score 40.86+8.57

* Positive expressions

than the results of the studies that were conducted in
countries where western culture is dominant, such as
America and Portugal(13,19). It is believed that this
was because the attitudes and beliefs about sexual care
show differences across cultures. It can be said that giv-
ing counseling on sexual care is an obstacle to nurses as
a cultural taboo in eastern cultures.

In the literature, it is stated that the obstacles that
the nurses face while giving counseling on sexual care
show differences(10,16-20). The present study found
that the average score of “I create time to discuss
my patients’ sexual problems” item was the highest
(4,34+1,32). Also, it was found that the majority of the
nurses (79.7%) did not take the time to discuss their
patients’ sexual problems. Similarly, it is stated that the
biggest obstacle to nurses is to create time for their pa-
tients’ sexual problems in the literature(5,16-18,21).

This attitude is believed to be due to the fact that nurs-
es do not consider sexual care as a priority alongside
workload.

The study found that the SABS score averages of
nurses who did not receive training on sexual care were
significantly higher than those who received training
(U: 1052.00 p: 0.007). In other words, it was deter-
mined that nurses who received training on sexual care
faced fewer obstacles when giving counseling to their
patients on sexual care. This is an expectable result. It
is known that as healthcare professionals become more
knowledgeable about sexual care, their perceived ob-
stacles to sexual care decrease(5,17,20,22). In this con-
text, the results are similar to the literature.

A study by Giiltiirk et al. (2018) found that single
nurses face fewer obstacles when giving counseling on
sexual care than married nurses(18). The present study
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also found that single nurses felt fewer obstacles when
giving counseling on sexual care.

As a result, it was determined that the rates of urol-
ogy nurses in giving counseling to patients on sexual
care were limited. In addition, it was found that nurses
had a moderate obstacle to giving counseling on sexual
care, and they did not feel adequate and comfortable.
In this direction, it is recommended that undergrad-
uate, graduate, and in-service education programs in-
clude more issues related to sexual health and care.
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Ozet

Amag: Bu ¢alismada bobrek taglari sebebiyle
perkiitannefrolitotomi (PNL) yapilan hastalarin
operasyon oOncesi glomertiler filtrasyon hizlarina
(GFR) gore PNLnin bagar1 ve komplikasyon oran-
larinin karsilastirilmasi: amaglanmustir.

Gereg ve Yontemler: Ocak 2012-Aralik 2016
tarihleri arasinda bobrek tasi nedeniyle PNL ya-
pilan 794 hasta geriye doniik olarak incelendi.
Hastalarin operasyon 6ncesi GFR degerleri Co-
ckeroft-Gault formiiliine gore hesaplandi. Ope-
rasyon oncesi GFR degerleri >90 ml/dk olanlar
grup-1, 60-90 ml/dk arasinda olanlar grup-2 ve
30-60 ml/dk olanlar grup-3 olarak tanimlandi.
Gruplar arasinda operasyon oncesi ve esnasindaki
degerler,tagsizlik oranlar1 ve komplikasyon oran-
lar1 kargilastirildi. Operasyon sonrasi <4 mm tag
saptanmasi bagari olarak tanimlandi.

Bulgular: Grup-1 de 466, grup-2 de 259 ve
grup-3 de 67 hasta mevcut idi. Hastalarin orta-
lama operasyon o6ncesi GFR degerleri grup-1,
grup-2 ve grup-3 de sirasiyla 118.53 ml/dk, 77.76
ml/dk ve 48.52 ml/dk idi (p<0.001). Hastalarin
ortalama yaslar1 grup-1, grup-2 ve grup-3 de si-
rastyla 43.48+11.47,51.86+11.10 ve 60.31+12.7 idi
(p<0.001). Hastalarin ortalama tas ytikleri grup-1,
grup-2 ve grup-3 de sirasiyla 497.34+518.60 mm2,
517.6+493.8 mm2 ve 711.06+£679.07 mm2 idi
(p=0.013). 1ki yiiz elli ml iizeri kanama gozlenen
hasta sayis1 grup-1, grup-2 ve grup-3 de sirasiyla

Abstract

Objective: In this study, we aimed to compare
the success and complication rates of percutane-
ous nephrolithotomy (PCNL) according to pre-
operative glomerular filtration rates (GFR) of pa-
tients who underwent PCNLdue to kidney stones.

Material and Methods: Between January
2012 and December 2016, 794 patients who un-
derwent PCNL due to kidney Stones were evalu-
ated retrospectively. Preoperative GFR values of
patients were calculated according to Cockcroft
—Gault formula. The patients with preoperative
GFR values>90 ml/min, 60-90 ml/min, 30-60 ml/
min were respectively defined as group-1, group-2
and group-3. Preoperative and perioperative val-
ues, Stone free rates and complication rates were
compared between the groups. Postoperatively
, <4 mm residual stone was identified as success.

Results: There were 466 patients in Group-1,
259 in Group-2 and 67 patients in Group-3.

The mean preoperative GER values of the pa-
tients were 118.53 ml/min, 77.76 ml/min and 48.52
ml/min, respectively in group-1, group-2 and
group-3 (p <0.001).The mean age of the patients
was 62.8+11.47, 51.86+11.10, and60.31+12.7,
respectively, in group-1, group-2 and group-3
(p<0.001).The mean Stone burden of the patients
were 497.34+518.60 mm2, 517.6+493.8 mm2and
711.06+679.07 mm?2, respectively, in group-1,
group-2 and group-3 (p=0.013). The number of

This study was conducted retrospectively. All research was performed in accordance with relevant guidelines/regulations, and informed consent was

obtained from all participants.

This manuscript was presented as oral presentation at the 13th Biennial Congress of Turkish Society of Endourology in Antalya, Turkey on 11-14 April 2019.
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183 (%39.3), 92 (%35.5) ve 22 (%32.8) idi (p=0.348). Gruplar arasinda
operasyon sonrasi basar1 saptanan hasta sayis1 grup-1, grup-2 ve grup-
3 de sirasiyla 355 (%86.2),195 (%76.1) ve 50 (%74.6) idi (p=0.542).
Komplikasyon gelisen hasta sayis1 ise grup-1, grup-2 ve grup-3 de si-
rastyla 114 (%24.65),57(%22)ve 11 (%16.4) idi (p=0.310).

Sonug: Operasyon 6ncesi GFR degerleri PNL sonrasi bagar1 ve
komplikasyonlar1 6ngérmede tek bagina yeterli bir faktor degildir.

Anahtar Kelimeler: Perkiitan nefrolitotomi, bobrek fonksiyonu,
bobrek tasi, glomeriiler filtrasyon hizi

INTRODUCTION

The incidence of adult kidney stones is increasing
all over the world day by day. The prevalence of stone
disease is between 2% and 20% in the world. Urinary
stone disease causes varying degrees of damage to the
kidney due to infection and obstruction. However, it
is known that chronic diseases such as hypertension,
diabetes and metabolic syndrome have effects on stone
formation (1). Therefore, urinary system stone disease
with renal failure is often encountered together today.
The prevalence of chronic kidney failure with kidney
stones is known as 17% (2).

Successful treatment of kidney stones with mini-
mally invasive methods such as extracorporeal shock
wave lithotripsy (SWL) and percutaneous nephrolitho-
tomy (PCNL) has reduced the rates of open surgery by
up to 3%.In the presence of stones larger than 2 cm
thatcannot be treatedwith SWL treatment or are not
suitable for this treatment, PCNL is recommended as
the first-line treatment (3). The success rates of PCNL
vary between 51% and 100% in various studies and
complication rates were reported at rates ranging from
0% to 38% (4).

The prevalence of chronic kidney disease (CKD) in
surgical patients is increasing in accordance with the
aging of the population. Today, these patients can be
referred to surgery due to the possibility of surgery
with less invasive surgical techniques (5). Chronic
kidney disease has been shown to be associated with
cardiovascular mortality and morbidity in surgical pa-
tients and the normal population (6). In addition, CKD
is a chronic disease that increases the risk of complica-
tions that may occur due to anesthesia as well as the
risk of complications that may occur after surgery.

patients identified with success after surgery was 355 (86.2%), 195
(76.1%) and 50 (74.6%) in group-1, group-2 and group-3, respective-
ly (p = 0.542). The number of patients who develop complications
was 114 (%24.65), 57 (%22) and 11 (%16.4) in group-1, group-2 and
group-3, respectively (p=0.310).

Conclusion: Preoperative GFR valuesare not lonely sufficient to
predict success and complications after PCNL.

Keywords: Percutaneous nephrolithotomy, renal function, renal
stone, glomerular filtration rates

Even small increases in serum creatinine levels after
major surgical procedures have been strongly associat-
ed with cardiorespiratory, infectious and hemorrhagic
complications. (7).

In this study, we aimed to evaluate how the pre-op
GEFR values affect the operation results of patients who

undergo PCNL surgery.

MATERIAL AND METHODS

Study Design

Between January 2012 and November 2016, 794
patients who underwent PCNL due to kidney stonesin
a single center were retrospectively analyzed. The data
were driven from the electronic medical records of the
patients. Patients with bleeding diathesis, patients who
were Gfr < 30 and operation data were not available as
they were excluded from the study. Preoperative creat-
inine clearance of all patients was calculated according
to Cockcroft-Gault formula (8). Patients were defined
as group-1 with preoperative GFR values> 90 ml/min,
group-2 with 60-90 ml/min, and as group-3 with 30-60
ml/min.

Operation Technique

After general anesthesia, a 5 or 6 F ureteral cath-
eter was inserted and fixed to a Foley catheter. PCNL
was performed in prone position. Access was obtained
under fluoroscopy using an 18-gauge needle, and tract
was dilated with Amplatz dilatators to 30 F caliber.
Stone fragmentation was accomplished using a pneu-
matic lithotripter (Vibrolith; Elmed, Ankara, Turkey).
At the end of the procedure, 14 F nephrostomy tube
was inserted, and antegrade pyelography was per-
formed.
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Postoperative Follow-up

Demographic information (age, gender, body mass
index (BMI)) and perioperative data of the patients
were recorded after surgery. Perioperative data were the
operation side such as stone burden, number of access,
duration of the operation, the length of hospital stay
and amount of blood loss. In addition, complications
were classified according to the Clavien scoring sys-
tem. Postoperative pain was controlled with narcotic
analgesics and nephrotoxic drugs which were not giv-
en to patients in the perioperative period. Ceftriaxone
treatment was given to patients as prophylaxis. Ceftri-
axone treatment was discontinued when postoperative
nephrostomy tube was taken.

Perioperative values stone-free rates and complication
rates were compared between the groups. In the case of
stone-free and <4 mm stone remaining, the operation was
described as successful. Also, postoperative complications
were noted according to the Clavien scoring system (9).

Statistical Analysis
Data were analyzed using the Statistical Package
for Social Sciences, version 20.0 (SPSS, Chicago, Il)

Table 1. Demographic Data of Patients

software program. The Kruskal-Wallis test and Pear-
son Chi-square test analyses were used to compare the
groups. Data are given as mean + SD. However, results
of analysis are given as median data. Statistical signifi-
cance was defined as p<0.05.

RESULTS

A total of 792 patients who underwent PCNL due
to kidney stones were included in the study. Of these
patients, 466 were in group-1, 259 were in group-2 and
67 were in group-3. The mean preoperative GFR values
of the patients were 118.537 ml/min, 77.76 ml/min and
48.52 ml/min in Group-1, group-2 and group-3 respec-
tively (p<0.001).The mean ages of the patients were
43.48+11.47, 51.86+11.10 and 60.31+12.7 in group-1,
group-2 and group-3 respectively (p<0.001). The mean
body mass indices of the patients were 27.35+4.54,
25.35+4.26 and 25.39+4.29 kg/m2 in Group-1,
Group-2 and Group-3, respectively (p<0.001)(Table 1).
The number of patients with bleeding over 250 ml was
183 (39.3%), 92 (35.5%) and 22 (32.8%) in group-1,
group-3, respectively. There were no statistically sig-

Group-1 (n:466) Group-2 (n:259) Group-3 (n:67) P

Age (years) (m*sd) 43.48+11.47 51.86+11.10 60.31+12.7 <0.001
Gender (male/female)(n/n) 319/147 169/90 37/30 0.092
BMI (kg/m?) (mzsd) 27.35+4.54 25.35+4.26 25.39+4.29 <0.001
No. Metabolic Syndrome (n/%) 40 (%8,58) 21 (%7,8) 4 (%5,97) 0.797
Side (left/right) (n/n) 251/215 122/137 32/35 0.420
Solitary Kidney (n/%) 6 (%1.28) 10 (3.71) 6 (%8.9) 0.001
No. Stone Localization (n/%)

Single 192 (%41.2) 96 (%37.0) 17 (%25.4)

Partial Staghorn 60 (%12.9) 41 (%15.8) 17 (%25.4) 0.408
Staghorn 58 (%12.4) 40 (%15.4) 13 (%19.4)

Multiple 156 (%33.4) 82 (%31.7) 30 (%44.7)

Stone burden (mm?) (m=+sd) 497.34+518.60 517.6+493.8 711.06£679.07 0.013
Stone density (HU) (mzsd) 1031.5+315.2 1047.4+323.5 993.67+446.6 0.518
Previous ipsilateral surgery (n/%) 128 (%27.5) 79 (%30.5) 23 (%34.3) 0.420
Previous ipsilateral ESWL (n/%) 82 (17.59%) 46 (17.76%) 12 (17.91%) 0.997
Mean Preoperative GFR (mL/min) 118.537 77.76 48.52 <0.001

m: mean, sd: standard deviation

BMI: body mass index, HU: Hounsfield unit, SWL: extracorporeal shock waves, GFR: Glomerular filtration rate
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nificiant differences. The number of patients with resid-
ual stones was 111 (23.8%), 62 (23.9%) and 17 (25.4%)
in group-1, group-2 and group-3, respectively (Table
2). There were no statistically significiant differences.
The number of patients without complications was 352

Table 2. Perioperative Data of Patients

(75.6%), 202 (78%) and 56 (83.6%) in group-1, group-2
and group-3, respectively (Table 3). There were no sta-
tistically significant differences between the groups in
terms of complication development. The developing
complications are shown in Table 3 in detail.

Group-1 (n:466)

Group-2 (n:259) Group-3 (n:67) P

No. Number of Accesses (n/%)

One 420 (%90.1) 251 (%93.3) 61 (%91.0) 0110
Two 45 (%9.6) 17 (%6.3) 6 (%8.9)

Three 1 (%0.2) 1 (%0.39) 0 (%0.0)

Operative time (min) (m=+sd) 100.64+38.8 103.4+40.74 109.40+45.9 0.214
Fluoroscopy time (sec) (m+sd) 85.56+65.5 76.46+56.2 84.6+70.2 0.171
Length of hospital stay (d) (m*sd) 3.76£2.77 3.9+2.08 4.36+3.13 0.134
Estimated blood loss (>250 cc) (n/%) 183 (39.3%) 92 (35.5%) 22 (32.8%) 0.348
Residual stone (n/%) 111 (23.8%) 62 (23.9%) 17 (25.4%) 0.542

m: mean, sd: standard deviation, min: minute, sec: second, d: day

Table 3. Classification of Complications According to Clavien Score System

Grade Complications

Group-1 (n)(%) Group-2 (n)(%) Group-3 (n)(%) P

0 Total: 610 352(%75.6) 202 (%78) 56(%83.6) 0.310
o Postoperative pain managed by opioid 28 14 5
 Deranged renal function that requires IV fluid 5 2 1
management only
1 o Bleeding that can be controlled by clamping 4 1 - 0.299
nephrostomy
« Bleeding not requiring blood transfusion 20 5 1
Total: 86 57(%12,2) 22 (%8,5) 7(%10,4)
o Bleeding requiring blood transfusion 35 17 7
« Postoperative fever (>38°C) managed with 63 29 7
2 e 0.473
antibiotics in the ward
Total: 43 24(%5.2) 17(%6.6) 2(%3)
o Febrile UTI or suspected sepsis without organ 11 6 1
failure requiring supportive therapy and
enhanced monitoring
« Hydrothorax managed by intercostal draining 2 2 -
under local anesthesia
3A  Renal pelvic perforation managed by 5 1 - 0.361
prolonged nephrostomy tube or postoperative
placement of nephrostomy
o Urine leakage managed by ureteric stenting 8 4 -
without general anesthesia
Total: 40 26(%5.6) 13(%5) 1(%1.5)
o Bleeding managed by angioembolization 1 1 1
« Colon perforation managed by colostomy 1 - -
3B o Ureteric stricture managed by balloon dilation 4 3 -
. . 0.906
o Perirenal abscess managed by open drainage 1 1 -
« Total: 13 7(%1.5) 5(%1.9) 1(%1.5)

UTI: Urinary tract infection
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DISCUSSION

Renal function decreases with aging and is also close-
ly related to chronic diseases that lead to poor perioper-
ative outcomes, such as diabetes mellitus, dyslipidemia
and hypertension. Chronic kidney disease (CKD) is de-
fined as the estimated GFR<60cc /min/1.73m2 and has
been associated with an increase in all-cause deaths and
especially cardiovascular deaths (10). Chronic kidney
disease (CKD) significantly increases the risk of death,
cardiovascular disease and hospitalization of adult pa-
tients (11).In our study, no deaths were reported.Dura-
tion of hospital stay was higher in group-3 compared to
other groups but there was no statistical difference be-
tween the groups. We attribute the longer hospital stay
in this group-3 to our desire to follow up more stringent
GFR.

Various serious complications may occur in patients
with impaired renal function, such as disruption of drug
metabolism and excretion, edema in tissues as a result
of impaired water-electrolyte balance, delay in wound
healing and difficulties in infection control (12,13). It
has also been reported that immune deficiency is com-
mon in patients with CKD (14).In our study, the num-
ber of patients who developed postoperative infection
was similar between the groups. Antibiotic therapy was
sufficient to control the infection in these patients.

Sairam et al. (15) found that there was a signifi-
cant difference between the total complication rates
in their articles comparing patients with CKD 0-2 and
4-5. (18.5% vs. 33.8%) p<0.001.In the article by Kilinc
et al. (16) comparing the diagnostic RIRS (Retrograde
intrarenal surgery) results of patients with chronic he-
modialysis patients and normal kidney function; while
there was no statistically significant difference between
the overall complication rates (10.5% vs. 4.8%; p=0.16).
In our study, complications were classified according to
the Clavien-Dindo classification system. We found no
statistical significiant difference between the complica-
tion rates of both total and subgroups.

Seitz et al. (17) reported there were 7% blood trans-
fusion requirement in patients with normal kidney
function during PCNL operation. In a review, Jones et

72

al. (18) investigated the efficacy and safety of PCNL in
CKD patients, the need for transfusion was 20%. This
rate increase was associated with high preoperative
anemia prevalence and presence of platelet dysfunction
in CKD patients.In the CROES study, when they com-
pared the transfusion requirement ratio in patients with
Level 4/5 to those with Level 3 CKD, they found 18.4%
and 6.1%, respectively. They also found statistically sig-
nificant difference among these ratios (p<0.001) (19).
In our study, we evaluated the mean amount of bleed-
ing, not the transfusion rate, because the preoperative
hemogram values of all patients were not at the same
rate. We found no statistical significiant difference be-
tween the groups when the amounts of bleeding were
compared.

In the CROES study, the stone-free rates were 71.2%
in patients with stage 4-5 CKD and 76.9% in patients
with stage 0-2 CKD (15). Yuruk et al. (20) compared the
patients with CKD stage 4-5 and patients with normal
kidney function with RIRS due to kidney stones. The
third month stone-free rates were 87.1% and 86.2%,
respectively (p=0.75).Srivastava et al. (221) investigat-
ed SWL results in patients with GFR <30 ml / min and
reported that retreatment requirement was 84.4% and
stone-free rates were 34.4%. In our study, stone-free
rates were similar among the groups (p=0.542).Stone-
free rates in our study were also similar to other studies
(74.6-76.2%), and there was no statistically significant
difference between the groups.

The main limitations of the current study are its ret-
rospective design which could possibly cause some bias,
and using serum creatinin evalueto calculate GFR may
not be the best method. TheCockcroft-Gault formula is
a widely used and shows GFR changes with appropriate
error.However, the aim of our study was not to define
the most accurate GFR measurement. We use GFR only
for preoperative classification. So, we think that the
Cockcroft-Gaultformula will not cause significant er-
rors in terms of the results. Our study has some poten-
tial advantages. Firstly, the same surgeons performed
PCNL in our clinic with the same protocol so there was
no surgery-effect bias.
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CONCLUSION

The success and complication rates of the operation
depend on multiple variables. GFR is only one of these
multiple variables which does not lonely affect success
and complications in PCNL operation.
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Ozet

Transplantasyon ve diyaliz son dénem béb-
rek yetmezliginin temel tedavi segenekleridir.
Kalic1 ¢6ziim saglayan nakil islemi kadavradan ve
canlidan olmak tizere iki farkli sekilde yapilabilir.
Kadavradan nakil arzu edilen segenek olsa da iil-
kemizde yapilan bobrek nakillerinin yaklagik yiiz-
de 70’1 canlidan yapilmaktadir. Canlidan yapilan
donor nefrektomilerde sagladigi avantajlar nede-
niyle genellikle sol bobrek tercih edilir ve mini-
mal invaziv yéntem olan laparoskopi kilavuzlarca
onerilmekte ve cerrahlarca tercih edilmektedir. Bu
caliyjmamizda sag pelvik yerlesimli ve kompleks
renal vaskiiler yapisi olan ve 99mTc-Dimerkapto-
siiksinik asit sintigrafide fonksiyonu % 45 olmasi
nedeniyle tercih edilen ve laparoskopik sag pelvik
donér nefrektomi yapilan olgu sunulmustur.

Anahtar Kelimeler: donor nefrektomi, lapa-

roskopik, pelvik bobrek

Abstract

Transplantation and dialysis are the main
treatment options for end-stage renal failure.
Transplant, which provides a permanent solution,
can be done in two different ways: cadaver and
living. Although transplantation from cadaver is
the desired option, approximately 70 percent of
kidney transplants in our country are made from
live donors. In living donor nephrectomies, the left
kidney is generally preferred due to its advantag-
es, and laparoscopy, a minimally invasive meth-
od, is recommended by guides and is preferred
by surgeons. In this study, we present a case with
right pelvic location and complex renal vascu-
lar structure and preferred for laparoscopic right
pelvic donor nephrectomy due to its function on
99mTc-Dimercaptosuccinic acid scintigraphy.

Keywords: donor nephrectomy, laparoscopi,

pelvic kidney
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INTRODUCTION

Renal transplantation is the gold standard meth-
od while managing End Stage Renal Disease (ESRD)
[1]. Living organ donation is frequently chosen not
only in our country but also in many others while the
incidence of ESRD is increased and cadaveric renal
donation is very limited in number. Efforts have been
made in order to extend the sources of living donors,
including those after cardiac death, marginal donors,
and ones with ectopic kidneys or even kidneys which
small tumors were previously excised from [2, 3].

Even though they serve as sources to renal trans-
plantation, being a relatively rare anomaly, ectopic
kidneys are mostly accompanied by vascular anoma-
lies or anomalies regarding drainage. This condition
causes technical problems related with transplantation
surgery and utilization of such kidneys is between two
fires.

The transplantation of ectopic kidneys was first re-
ported in 1973 [4]. During the last three decades there
are only a few case reports and most of them were open
surgeries due to the complexity of the anatomy [5-8].

In a previous case report, laparoscopic left ectopic
donor nephrectomy was reported in living donor [9],
although to the best of our knowledge, our case is the
first to report the successfully transplanted kidney ob-
tained via laparoscopic right donor nephrectomy from

a living donor.

CASE REPORT

Our donor case was a healthy 25 year-old male who
donated his kidney to his brother. He had no signifi-
cant history of medical incidents. His Body Mass In-
dex (BMI) was 20. During the preoperational workup
it was reported that there was a right pelvic kidney and
a left kidney in the anatomical location (Figure 1). His
physical examination revealed no abnormalities. Blood
measures and urea testing were normal. Relative func-
tion of the ectopic kidney was 45% in DMSA measure.
During our multidisciplinary meeting of renal trans-
plantation, it was agreed that right laparoscopic donor
nephrectomy is to be performed. Computerized To-
mography Angiography (CTA) revealed 2 renal arter-
ies, 2 renal veins and 1 ureter on the right. The ectopic

kidney was measured 98 mm x 63 mm. The renal ar-
teries were originating from aorta at the inferior mes-
enteric artery level (Figure 1).

The patient was placed in left lateral decubitus po-
sition (Figure 2). Five centimeters medial to the right
anterior superior iliac spine, intraperitoneal plane was
reached via right inguinal incision of approximately 5
to 6 cm parallel to the inguinal ligament. Hand port
(GelPort Applied Medical, Rancho Santa Margarita,
CA, USA) was then placed. Once the pneumoperi-
toneum was achieved, camera port was placed 2 cm
inferolaterally to the umbilicus, different from that
usually preferred due to the unusual localization of the
ectopic kidney. Later, 10 mm port was placed on the
right side of the camera port at the midclavicular line.
One 10 mm port was placed through the hand port.
Assistant port of 5 mm was placed at the anterior ax-
illary line for the retraction (Figure 2). The colon was
mobilized medially from the Toldt plane. Ureter and
right common iliac artery were identified. Dissection
was furthered through cranial plane and renal arteries
as well as veins were dissected. The kidney was freed
from its surrounding tissue until it was only connected
with renal vessels (Figure 3). Renal arteries were sta-
bled via Endo-TA stapler (Covidien, Mansfield, MA,
USA). Renal veins were then clipped with the help of
Hem-o-Lok clips (Weck Surgical Instruments, Teleflex
Medical, Durham, NC, USA) and kidney was removed
through the hand port. Warm ischemic time was 100
seconds. On the bench, the thin one among the renal
veins was sacrificed (Figure 3). Duration of the donor
surgery was 95 minutes and the estimated amount of
blood loss was 70 ml.

The recipient was 21 year-old male holding the di-
agnosis of IgA nephropathy and he was on 3/7 hemo-
dialysis due to end stage chronic kidney disease. The
recipient and donor were told that IgA nephropathy is
a recurrent disease, and there may be a possibility of
relapse after transplantation. It has been explained that
in case of relapse, there may be a loss of graft and this
rate is approximately 7 to 10 percent in 10 years and
their approvals were obtained10). Transplanted kid-
ney was localized in right iliac fossa. Two renal arteries
were anastomosed end-to-side and then renal vein was
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anastomosed with iliac vein end-to-side (Figure 3).
Transplanted kidney was immediately re-perfused. The
cold ischemic time was 30 minutes while the time for
arterial anastomosis and the venous anastomosis being
21 minutes and 15 minutes, respectively. Subsequently,
the ureter was anastomosed to the bladder with mod-
ified Lich-Gregoir technique and double pigtail stent
was placed. The duration of ureteral anastomosis was
14 minutes. Abdominal wall was then closed and the
operation completed. The duration of the recipient sur-
gery was 240 minutes and estimated amount of blood
loss was 200 ml. Blood loss was calculated by measur-
ing the amount of blood accumulated in the aspirator

’ Right renal veins

Right renal arterie

Figure 1. Preoperative Computerised Tomography images. A:
Coronal view. B: Renal pedicule after VRT 3D reconstruction.

~
" Renalveins
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] \ Renalarteries
| Renalarteries l P . 7Y
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after the operation.

Donor nephrectomy and transplantation of the kid-
ney to the recipient were performed by two separate
surgical teams.

Neither the donor nor the recipient had pre-oper-
ative or post-operative complications of any kind. The
donor was discharged at the post-operative day 2. The
creatinine levels of the donor at the 3th month were
within normal limits. The incisional scars at post-oper-
ative day 7 were represented in Figure 4. The recipient
was discharged at post-operative day 8 and at this time
the Creatinine level was 0.8 mg/dl. Creatinine level at
the end of the first month was 0.8 mg/dl.

Arcus costalis

lliac bene

Gel port point

oint

TS Umblicus

5mm port

12'mm port

Figure 2. Patient positioning and port placement. A: Lateral
decubitus position. B: Landmarks for port placement. C: Port
placement in the beginning of the operation. D: Additonal 5
mm port to retract the ureter.

Figure 3. Intraoperative images. A: Laparoscopic image of the
dissected renal pedicule. B: Dissected ureter. C: Dissection of
the additions of graft kidney in the bench surgery. (Smaller
vein was ligated) D: Transplanted graft.
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Figure 4. Incisional scars of donor nephrectomy at post opera-
tive day 7.
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DISCUSSION

Ectopic pelvic kidney is a congenital anomaly first
recognized by 16th century anatomists and is due to
migration failure of the kidneys to their anatomical
end localization at lumbar region during the embry-
onic period. Dretler et al reported the incidence of this
anomaly as 1/1000 in a remarkable number of autop-
sies. There is a site preference towards the left and is
more common among men (11)

Pelvic kidneys have a flatter and discoid shape and
is smaller than usual due to their incomplete malrota-
tion. Renal pelvis is also localized more anteriorly due
to this malrotation. In half of these patients there is
secondary hydronephrosis either due to ureteropelvic
or ureterovesical obstruction, Grade 3 or higher lev-
el of reflux or even due to the malrotation itself (35%,
15%, 25%, 25%; respectively) (12). Besides, similar to
that is seen in our case; short ureter, defective ureteral
drainage, multiple renal arteries or veins may accom-
pany malrotated renal pelvis.

During the donor surgery, pre-operative imaging
is extremely important in order to enlighten the renal
anatomy beforehand, and to avoid serious complica-
tions which may even end up with graft loss. Even so,
the mismatch of CT renal angiography and surgical
exploration is approximately seen in 5 to 15% of the
cases (13).

There are only a few case reports representing suc-
cessfully transplanted pelvic kidney most probably due
to the complexity of the anatomy (4-7,8,9,14-17). In
most of the cases this complexity necessitated an open
surgical approach (5-8)).

First laparoscopic nephrectomy was defined by
Clayman et al at 1991 and once enough experience was
gathered Ratner et al performed the first laparoscopic
donor nephrectomy at 1995 [18,19].

Given the fact that the donors are healthy individ-
uals, the ultimate goal is less post-operative pain, short
hospital stays, early mobilization and tolerable cosmet-
ic results. This is the reason why laparoscopic donor
nephrectomy is chosen over open surgery [20]. More-
over, in some case series it is reported that the utiliza-
tion of Gel PortTM (Applied Medical, Rancho Santa
Margarita, CA) reduces the warm ischemic time and is
of benefit in preventing possible complications during

laparoscopy (21).

The graft kidney is so important that the preferred
surgical technique should be the one, which the sur-
geon is more comfortable with. We performed trans-
peritoneal laparoscopic donor nephrectomy via Gel
PortTM (Applied Medical, Rancho Santa Margarita,
CA) in which we are most experienced.

CONCLUSION

We state that the utilization of ectopic kidneys in
transplant surgery might not extend the donor sourc-
es significantly, although it is possible to transplant
ectopic kidneys if the renal vascular anatomy is re-
vealed pre-operatively and also to obtain graft kidneys
via laparoscopic donor nephrectomy if the operation
team is experienced in vascular reconstruction. As a
result, laparoscopic pelvic donor nephrectomy can be
performed effectively and safely in high-volume cen-
ters and limited-compulsory situations by experienced
surgeons.
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Ozet

Uriner inkontinans (UI) fiziksel, ruhsal, sos-
yal ve ekonomik yonden tiim bireyleri olumsuz
etkileyen bir saglik sorunudur. Ul goriilme siklig1
%5-70 arasinda degismektedir. Ul birey, aile, top-
lum tizerinde ve saglik sisteminde ciddi ekonomik
yitk olusturmaktadir. Ul ekonomik yiikiiniin be-
lirlenmesinde hastalik yiikii 6nemli bir paramet-
re olup, sikhikla Kaliteye Ayarlanmis Yasam Yili
(KAYY- tedavilerin maliyet etkinligini degerlen-
dirmek igin gelistirilmis bir aragtir) kullanilmak-
tadir. UI toplam maliyeti kullanilan ve kaybedilen
tim maliyetleri kapsamakta olup, dogrudan ve
dolayli maliyetleri icermektedir. Dogrudan mali-
yetler; tani, tedavi, rutin bakim ve UI sonug mali-
yetleri icermekte olup rutin bakim maliyetleri Ul
maliyetlerinin biiytik bir bélimiinii olusturmak-
tadir. Dolayli maliyetler Ul ekonomik yiikiiniin
goriinmeyen yiizii olup hesaplanmasi oldukga
zordur ve dogrudan maliyetlerden daha biiytik bir
paya sahip oldugu dustiniilmektedir. Tirkiyede
Ul'nin hastalik ve ekonomik yiikiine iligkin bir ka-
yit sistemi veya aragtirmaya rastlanmamis olup ve-
riler Saglik Uygulama Tebligi (SUT) kapsaminda
belirtilen tan1 ve tedavi maliyetleri ile sinirhdir. Bu
derlemede stres (SUT), urgency (UUT) ve miks iiri-
ner inkontinansin (MUI) hastalik yiikii ve maliye-
tinin literatlir dogrultusunda incelenerek mevcut
durumu belirlenmistir. Yapilan ¢alismalar dogrul-
tusunda Ul'nin birey ve saghk sistemi iizerinde
ciddi ekonomik yiik olusturdugu, birinci basamak
saglik hizmetlerinin bu maliyeti azaltmada 6nem-
li bir gii¢ olacag: belirtilmektedir. Ulkemizde de
Ul'nin ulusal diizeydeki ekonomik yiikiiniin be-
lirlenmesi, dogrudan ve dolayl: maliyetlerin agiga
¢ikarilmasi, kaynaklarin dogru ve etkin sekilde
kullanilmasi, maliyet-etkin inkontinans yonetimi
agisindan olduke¢a 6nemlidir.

Anahtar Kelimeler: {iriner inkontinans, has-
talik yiikii, maliyet

Abstract

Urinary incontinence (UI) is a health prob-
lem that affects all individuals physically, men-
tally, socially and economically. The prevalence
of UI ranges between 5-70%. UI creates a serious
economic burden on the individual, family, com-
munity, and health services. Disease burden is an
important parameter in determining the econom-
ic burden of UTI and often uses Quality Adjusted
Life Years (QALY-a tool developed to evaluate the
cost-effectiveness of treatments). Ul total cost
cover all the costs used, lost and include direct
and indirect costs. Direct costs consist of costs
related to diagnosis, treatment, routine care, and
UI outcome costs while routine care costs make
up a large portion of UI costs. Indirect costs are
the invisible portion of the economic burden of
UI, which is very difficult to calculate and is as-
sumed to have a larger share than direct costs. In
Turkey, there is no registration system or research
yet concerning the Ul and its economic burden,
and available data is limited to the costs of diag-
nosis and treatment specified in the Healthcare
Implementation Communiqué (SUT). In this re-
view, the disease burden and cost of stress (SUI),
urgency (UUI), and mixed urinary incontinence
(MUI) have been investigated according to the lit-
erature and its current status was determined. Our
study has revealed that UI creates a serious eco-
nomic burden on the individual and the health-
care system, and that first-line healthcare services
are key in reducing this burden. For the cost-effec-
tive management of UI in Turkey, it is important
to determine the economic burden of the disease
at the national level, to expose relevant direct and
indirect costs, and to employ resources accurately
and effectively.

Keywords: urinary incontinence, disease bur-
den, cost
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INTRODUCTION

Urinary incontinence (UI) is defined by the Inter-
national Continence Society (ICS) as involuntary loss
of urine in the bladder storage phase (1). UI ranged
from approximately 5% to 70%, with most studies re-
porting a prevalence of any Ul in the range of 25-45%
(2). Approximately 25% of women of reproductive age,
44-57% of women in middle age and postmenopausal
period, and 75% of women over 65 years of age have
urinary incontinence (3). Urinary incontinence affects
14-86% of women in Turkey (4-6). Ul is a health prob-
lem that creates a serious economic burden on the in-
dividual, family, community, and healthcare services.
The economic burden of a disease is the total cost of
all resources used or lost by patients and society as a
result of the disease (7). Estimating healthcare costs for
urinary incontinence is quite difficult because most of
the affected individuals do not apply (for reasons such
as embarrassment and disregard) to the healthcare ser-
vices (8). Therefore, the actual number of individuals
with urinary incontinence and the actual burden of the
disease are thought to be much higher than the current
estimates. Among the reasons why individuals with Ul
do not present to healthcare institutions are feelings of
embarrassment, disbelief in effective treatment of the
disease, lack of information, assumption that the dis-
ease is a natural phenomenon with advanced age, and
unawareness about treatment options (9). The aim of
this review is to investigate the disease burden and cost
of urinary incontinence according to the literature,

with an intent to present its current state.

Disease Burden

The concept of disease burden allows making esti-
mations on risk factors related to particular diseases,
health problems, injuries and comparing countries ac-
cording to standard parameters. In addition, it provides
evidence-based data for decision-makers and evaluates
of the impact of interventions on public health and of
cost-related data (10).

The criteria developed under the disease burden,
which is a criterion of public health, are as follows:

« Disability-Free Life Expectancy - DFLE

o Healthy Life Expectancy - HALE
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o Disability- Adjusted Life Years - DALY

o Healthy Life Year - HeaLY

« Disability- Adjusted Life Expectancy - DALE
o Quality-Adjusted Life Years - QALY (10).

In order to calculate the economic burden of UI,
the disease burden must be determined (11). In stud-
ies, the most commonly used criterion for determining
the disease burden of UI is the Quality-Adjusted Life
Years (QALY) (10). In analyses regarding the distribu-
tion of limited healthcare resources among healthcare
programs, QALY enables decision-makers to measure
the impact of relevant improvements on life expectan-
cy and quality of life (10). QALY is a numeric repre-
sentation of how much and how long one’s quality of
life improves after treatment (12). This concept, which
is used in economic evaluations, involves calculation
of Incremental Cost-Effectiveness Ratio (ICER). ICER
is a statistic used in cost-effectiveness analysis to sum-
marise the cost-effectiveness of a health care interven-
tion. It is defined by the difference in cost between two
or more (behavioral treatment, drug treatment, surgi-
cal treatment) possible interventions, divided by the
difference in their effect (13).

Determination of Direct Costs Related to Uri-
nary Incontinence

Urinary incontinence creates a serious economic
burden on individuals and the health system. Econom-
ic burden can be measured by treatment and cost per
patient. Total cost related to UI can be divided into two
as direct and indirect costs (Table 1). Standardised di-
agnostic and treatment procedures costs can be used
to determine direct costs (8). Direct costs related to UI
can be divided into four as diagnosis, treatment, rou-
tine care and UI outcome costs (costs of health-related
consequences; e.g., falls, skin conditions, urinary tract
infections). The cost of incontinence includes both di-
rect use of resources for incontinence care and treat-
ment, and indirect economic effects resulting from in-
continence (e.g. morbidity or loss of productivity due
to disability). The economic costs of incontinence are
equal to the sum of resources used or lost by patients,
healthcare professionals, government agencies or oth-
er segments of society as a direct or indirect result of
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Table 1. Direct and indirect costs associated with urinary incontinence (11)

Direct costs

Diagnostic costs

Laboratory tests
Physician consultations
Physical examinations

Urodynamic evaluations

Behavioral therapy
Treatment costs Medication
Surgery

Devices

Routine care costs

Landry, dry cleaning

Nursing care time

Disposable bed pads

Incontinence pads and briefs
Hygiene and odor control products

New clothing to replace those worn from frequent laundering

Cleaning/replacing carpet and/or furniture

Indwelling urinary catheters

Consequence costs Treatment for falls

Treatment for skin infections due to incontinence
Treatment of urinary tract infections
Lengthened hospital stay

Nursing home admission

Indirect costs

Loss of labor

Decreased productivity

Mental health problems

incontinence. The resources used in treatment such as
medical staff, equipment, materials, clinical facilities,
etc. vary widely. Therefore, it is easier to estimate direct
costs by identifying the types of treatment services,
measuring the units of these treatment services, and
multiplying them with the cost. Meanwhile, the finan-
cial burden of UI can also be determined by calculating
individual expenditures in direct proportion with the
prevalence (11). While most of the total cost includes
direct costs (e.g. diagnostic tests, inpatient and outpa-
tient care, laundry, drug treatment, behavioral treat-
ment, etc.) and indirect costs (expenditure for paid or
unpaid caregivers) constitute only 4% of the total UI
cost (8). The majority of the studies conducted world-
wide focus on costs related to overactive bladder and
urgency incontinence problems (7, 14, 15).

According to the 2010 Deloitte report, It was esti-
mated total cost of incontinence 67 billion Australian
dollars in Australia (16). In a systematic review, it is
indicated that the total national cost of urgecy inconti-
nence in the United States of America (USA) was 65.9
billion USD in 2007, 76.2 billion USD in 2015, and it
is estimated to be 82.6 billion USD in 2020, with direct
costs being the main portion of the overall cost of ur-
gency incontinence. It is stated that this will increase
gradually in the following years (14). The most com-
prehensive study in the USA was conducted in 1995,
and the cost of direct care of UI was calculated as 16.3
billion USD. In the USA, annual direct costs of urinary
incontinence are reported to be higher in women in
nursing homes (8.6 billion USD) than in women in
hospitals (3.8 billion USD). Similarly, the cost for wom-
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en over 65 years of age is more than twice the cost for
women under 65 (7.6 and 3.6 billion USD, respective-
ly), the largest cost category being routine care costs
(70%), followed by nursing home admissions (14%),
treatment (9%), complications (6%), and diagnosis and
examinations (1%) (17). In a study conducted to de-
termine the use of medical resources and direct treat-
ment costs for women with Ul in European countries
(Germany, Spain, United Kingdom (UK)/Ireland), di-

according to type of UL Data on these costs are given
in Table 2. In the study, it was determined that mixed
UI (MUI) was the UI type with the highest costs (18).
In Turkey, there is no registration system or re-
search yet concerning the disease burden of Ul, and
available data is limited to the costs of diagnosis and
treatment specified in the Annex-2B of Healthcare Im-
plementation Communiqué (SUT) (19). Diagnosis and
treatment costs per patient indicated in the SUT are

rect costs were calculated as annual costs per patient given in Table 3.
Table 2. Direct costs of urinary incontinence by country
Country Year Direct cost by UI type | Total direct costs
Huetal. (11) USA 2000 - 803,7 USD
Tediosi et al. (20) Ttaly 2000 - 1618 USD
The Canadian Continence Foundation (37) | Canada 2014 - 10,409 USD
Continence Foundation of Australia (16) Australia 2010 - 67,000 AUD
Papanicolaou et al. (18) Germany 2004 SUT: 349 Euro 537,2 Euro
UUI: 398 Euro
MUI: 498 Euro
Papanicolaou et al. (18) Spain 2004 SUT: 464 Euro 673 Euro
UUL 615 Euro
MUI: 600 Euro
Papanicolaou et al. (18) England/ Ireland 2004 SUI: 271 Euro 375 Euro
UUL: 300 Euro
MUI: 365 Euro

UI: Urinary incontinence; UUI: Urgency urinary incontinence; SUI: Stress urinary incontinence;

MUI: Mixed urinary incontinence; AUD: Australian dollar; USD: American dollar

Diagnostic Costs of Urinary Incontinence

Laboratory tests, physical examination, consulta-
tions and urodynamic evaluations are used in the di-
agnostic process of urinary incontinence. The rate of
use of diagnostic tests is significant in determining the
costs related to UI diagnosis.

In a study, it was determined that urinalysis, uro-
genital examination and ultrasound are the most wide-
ly used diagnostic procedures in Germany, Spain, and
England/Ireland, respectively (18). In the study in
which direct costs of urinary incontinence were esti-
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mated based on the data of the Italian National Health
Service, it was stated that consultation cost constitutes
20% of the total, diagnostic tests 36%, and hospital ad-
missions for diagnostic procedures 44% (20). Hu et al.
(11) reported the annual diagnosis costs per case as 26
USD for hospitalized individuals and 24.5 USD for in-
dividuals in the community. In their study, Papanico-
laou et al. (18) reported that the diagnostic costs were
48 Euro in Germany, 177 Euro in Spain and 24 Euro in
UK/Ireland.
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Table 3. Diagnosis and treatment costs for urinary incontinence in Turkey, 2018 (19)

Diagnostic procedures* Costs (TL)
Boney and Q-tip tests 4,80
Cystometry 14,90
Cystometry and electromyography 44,50
Cystometry and uroflowmetry 17,85
Urine analysis 3,8
Urodynamic testing 31,20
Uroflowmetry 8,93
Voiding cystometry 44,55
Treatment procedures*

Abdominal ve combined entorocele repair 405,84
Artifical sphincter removal 711,25
Augmentation cystoplasty 1333,75
Bladder neck resection 296,63
Bladder suspension, laparoscopic 741,63
Burch operation 405,84
Cystocele operation 111,30
Cystorectocele operation 133,50
Incontinence injection into the bladder neck 320,25
Insertion of an artificial sphincter 888,75
Le Forte operation (Colpokleisis) 350,11
Marshall-Marchetti Kranz operation 356,00
Paravaginal repair 270,52
Pereyra operation 356,00
Perinoplasty 111,30
Postoperative cuff prolapse repair (Abdominal facial suspension and colpoplexy) 356,00
Raz operation 445,00
Rectocele 133,50
Rectovaginal fistula 667,38
Shortening of the uterosacral ligament 202,92
Sling operation (Including Transvaginal Tape and Intravaginal slingoplasty) 333,75
Transobturator tape 338,24
Urethral fistula repair 270,52
Urethroplasty 648,66
Urethrovaginal fistula operation 608,65
Vaginal hysterectomy and cystocele operation 441,79
Vaginal hysterectomy and rectocele operation 433,93
Vaginal sacrospinous ligamenttopexy 356,00
Vesicocervical fistula repair 800,00
Vesicorectal fistula repair 860,91
Vesicovaginal fistula repair 800,00

*Alphabetical order

83



Yeni Uroloji Dergisi - The New Journal of Urology 2021; 16-(1): 79-88, DOI: 10.33719/yud.746448

Treatment Costs of Urinary Incontinence

The management of UI symptoms involves a mul-
tifaceted and complex treatment process. In UL, it is
recommended to plan and implement conservative
treatment before surgery (21). Conservative treatment
includes lifestyle changes such as losing weight, smok-
ing cessation, reducing caffeine and alcohol consump-
tion, and management of comorbid diseases such as
chronic obstructive pulmonary disease and diabetes.
The cost of medical optimization and lifestyle changes
(e.g. walking three times a week) do not include any
additional costs or may involve fees such as monthly
membership in a gym, whereas the cost can vary up to
thousands of USD per year for complex medical opti-
mization (22).

Behavioral therapy and pharmacotherapy togeth-
er are necessary within the scope of treatment, and it
is stated that these combinations cannot be evaluated
in terms of cost-effectiveness (23). Pharmacological
agents frequently used in UI treatment are anticholin-
ergics, alpha-adrenergic agonists, Beta adrenergic ago-
nists (mirabegron), duloxetine and estrogen (24). The
costs of these pharmacological agents range between
1140-3480 USD per year (23). In their study, Hu et
al. (11) stated that annual pharmacological treatment
cost per case was 6 USD for hospitalized individuals
and 14.4 USD for individuals in the community. In a
study by Papanicolaou et al. (18), the annual cost of
pharmacological treatment per patient was reported
to be 77 Euro in Germany, 41 Euro in Spain and 81
Euro in UK/Ireland. The first step in treatment of Ul
is the implementation of pelvic floor muscle training
(PFMT), which strengthens urethral sphincter tone,
thus decreasing urine leakage during episodes of in-
creased intraabdominal pressure. When used alone,
the method is essentially free. PEMT can be combined
with other treatments such as biofeedback, electrical
stimulation, and vaginal cones, but they come with
additional costs. For basic level PEMT, the average

cost of a three-month treatment cycle is 189 Euro, for
biofeedback combination 224 Euro, and for electrical
stimulation combination 398 Euro (12). In a study con-
ducted in the UK in 2010, the estimated prices for the
three-month basic PEMT, PFMT and biofeedback, and
PEFMT and electrical stimulation were determined as
291 USD, 345 USD and 612 USD, respectively (22). In
the study by Simpson et al. (25), the results of cost-ef-
fectiveness analysis indicated that PFMT was the most
cost-effective non-surgical treatment option for stress
urinary incontinence.

The two surgical treatment options applied in Ul
are colposuspension and retropubic tape (RT). In a
10-year screening study conducted in the USA, RT
(8651 USD) was found to be a cost-effective treatment
compared to colposuspension (10545 USD) (26). Ac-
cording to the UK National Health Service reference
costs, average RT and Transobturator tape (TOT) costs
are reported to be 1135 Euro (741-1357 Euro) for an
average two-day hospital stay and 629 Euro (456-828
Euro) for same-day surgical treatment. Average colpo-
suspension costs for an average two-day hospital stay
are €1396 (1011-2013 Euro) (27). Another study has
shown that TOT is cost effective compared with RT in
the treatment of stress urinary incontinence (28).

In a systematic review, the estimated total cost of
treatment procedures is reported to be 1114 Euro for
RT, 1317 Euro for colposuspension, 1340 Euro for tra-
ditional sling, 1317 Euro for laparoscopic colposus-
pension and 1305 Euro for injectable pharmacological
agents. RT is cost-effective compared to other surgical
procedures that are assumed to be equally effective as a
traditional sling and open colposuspension. RT more
costly than laparoscopic colposuspension is equally ef-
fective as or less effective than open colposuspension
with similar costs, and injectable agents are less effec-
tive but also more costly than RT (29). In a systematic
review (30), costs related to surgical procedures were

classified on Table 4.

Table 4. Surgical treatment costs in urinary incontinence (30)

Treatment procedures Sweden America England | America | Canada Brazil
(2003) (2007) (2013) (2013) (2013) (2018)

Burch colposuspension 9320USD | - - - 1815,72 USD

Laparoscopic Burch colposuspension | 2118-2310 Euro - - 5393 CAD | -

Transvaginal tape 1366 Euro 8081 USD 1277 USD | 9579 USD | - -

Transobturator tape - - - 9017 USD | 2547 CAD | -

Mini sling - - 1277 GBP | - - 5674 USD

(USD: American dollar; CAD: Canadian dollar; GBP: Pound)
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Routine Care Costs in Urinary Incontinence

Routine care costs include various items such as
pads, menstruation pads, incontinence pads, dispos-
able or reusable underwear, laundry, dry-cleaning,
skin care and odor control products. Laundry costs re-
lated to incontinence include cleaning the bed sheets,
bed pads and clothes. It is quite difficult to find data
specifying the indirect costs associated with the symp-
tomatic treatment of UL Many adults who prefer to
treat their condition personally to trust pads, diapers,
and changing clothes frequently (23). Routine care
costs are difficult to calculate. A majority (50-75%) of
the cost of incontinence includes the costs of routine
care, including absorbent pads, protection, and laun-
dry (28). Adults with UT often use pads and diapers as
incontinence support products. Since pads are dispos-
able, they require high costs. Adult diapers can be dis-
posed of or reused after use. Washable diapers are more
expensive initially, but their cost is reduced over time
due to their reusability. Bed and chair underpads can
be disposable or reusable, with varying costs according
to the feature (23). The Australian Institute of Health
and Welfare (ATHW) estimates that the expenditure
on incontinence products was 101 million Australian
Dollars in 2003. This amount does not include other
personal expenses such as laundry or government ex-
penditures for incontinence support programs (31).

UI patients need constant care to change their in-
continence pads, underwear and clothing and to en-
sure proper skin care. In the community, this routine

care is usually performed by the individual, while in
the nursing home or in case of a disability, by caregiv-
ers. The two environments being different, the cost of
routine care is different in the community and in the
nursing home. In addition, the accuracy of data col-
lection varies in the community and in the nursing
home. Data collection regarding routine care costs is
easier and more accurate in nursing homes than in the
community. The reported costs in the community are
largely based on the statement of the individual, and
the types of products used vary, making it difficult to
calculate the cost (11). In a study in which the cost of
pads, diapers, laundry and dry-cleaning for women liv-
ing in nursing home was calculated, it was found that
an average of 3.91+11.11 USD per week was spent for
women with SUI, and this expenditure was 204+578
USD annually. Women with UI living in the commu-
nity have been found to have lower treatment and care
costs than those with more comorbidities living in
nursing home (32).

In a study conducted in the USA (2006) with 273
women with Ul in order to determine the costs of
routine care, 90% of the women reported costs related
to UL, and the average weekly cost rose to 0.37 USD
with mild Ul, and 10.98 USD with severe UI, mean-
ing that costs increased with the severity of the disease.
In addition, it was found that approximately 75% used
pads (minipad being the most common), more than
half reported laundry burden, and 18% had additional
dry-cleaning costs per week due to UTI (33) (Table 5).

Table 5. Routine weekly care costs of urinary incontinence (33)

Usage rate (%) Approximate costs
USA (33) USA (33)

Total pad usage 62 3,54 + 3,53 USD
Mini pad 45 2,40 + 1,88 USD
Big pad 11 3,78 £2,61 USD
Incontinence pad 11 6,25 + 5,25 USD
Diapers 1 14,50 + 10,89 USD
Washing 22 -
Dry cleaner 6 10,53 + 8,37 USD
Other expenses 13 4,12 + 4,32 USD

(USD: American dollar)
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One of the parameters of routine care is the nursing
workforce. Incontinence nurses work in many health
institutions, including inpatient services, community
clinics, continence helpline and rehabilitation services
(34). It was also reported that women without inconti-
nence received an average of 5.9 hours of care per week,
women with incontinence not using pads 7.6 hours,
and women with incontinence using pads 10.7 hours.
Annual informal costs of care associated with incon-
tinence were reported to be 1700 USD and 4000 USD
for men with incontinence not using pads and using
pads, respectively, while 700 USD and 2,000 USD per
year for women in these groups, with a total national
cost of over 6 USD billion per year for care associated
with incontinence (34). In a study, it was shown that
incontinence nurses in first-line healthcare services
had an important role in reducing the costs of UT (35).
In another study, it was found that more patients were
detected by a continence nurse specialists than other
health professionals because of the questioning of in-
continence, and more treatment and improvement was
achieved. The increased percentages of successfully
treated and improved patients have been found to re-
duce the costs of formal home care, informal care and
containment products (36).

Outcome Costs Caused by Urinary Incontinence

UI directly cause to many secondary diagnoses,
including skin lesions, urinary tract infections (UTI),
depression, falls, and fractures (9). Skin irritation and
falls are assumed to occur in 50% of the elderly. It is in-
dicated that 1% of patients with UTT in nursing homes
require rehospitalization. It is reckoned that 5% of
nursing home admissions primarily result from incon-
tinence and that incontinence is effective in determin-
ing the place of residence of the elderly (17). There are
no present data on costs of secondary health problems
associated with urinary incontinence.

Indirect Costs Related to Urinary Incontinence

It is known that UI seriously affects the quality of
life and causes various comorbidities and functional
limitations. Individuals with UT experience unemploy-
ment or early retirement due to mental problems such
as depression, isolation and lack of confidence, and
expenses related to these constitute indirect costs. In
addition, the employment status of family members or
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friends who help the patient with UT care are also in-
cluded in indirect costs (8, 23). It is stated that, in Can-
ada, 7% of the female working population and 3.5% of
the male population had UI complaints and that the
disease caused an average of 11 days of workforce loss
and $182.27 of financial loss per day for employers
(37). Low employment rates in individuals with incon-
tinence may present an additional cost to the economy
due to loss in productivity and income (38). Indirect
costs of UI cannot be scientifically calculated, but in-
direct costs are estimated to constitute a greater share
than direct costs (15). In a study, it was determined
that employees with UUI had statistically significant-
ly higher medical costs (131%), drug costs (52%), sick
leave (30%) and short-term disability (74%). It was
found that employees with UUI had 117% more med-
ical and drug costs, 47% higher total absenteeism cost
in daily activities and 63% more absenteeism at work
than employees without UUI (15).

CONCLUSION

Urinary incontinence is a major health problem
that affects both genders in all ages. There are many
areas of expenditure for individuals with UI ranging
between the use of auxiliary support products such as
pads and diapers, and the processes of diagnosis and
treatment upon presentation to health institutions. In
addition to these direct costs, the inability or interrup-
tion of participation in work life due to UL, as well as
other costs related to similar problems experienced by
the caregivers are also direct costs, but it is not possible
to calculate these costs accurately. In Turkey, there are
currently no data or studies related to the cost of UL
For the cost-effective management of Ul in Turkey, it
is important to determine the economic burden of the
disease at national level through studies, to uncover
direct and indirect costs, and to employ resources ac-
curately and effectively. This should be a priority, given
the demographic change towards an aging population
and the increasing costs of healthcare provision and
technology.
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AMAC VE KAPSAM

Amag

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

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

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

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

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

Kapsam

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

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

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

ORCID ve CrossRef DO ile entegre edilmistir.

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

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

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

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

Dergi asitsiz bir kagida basiimaktadir.

Bas Editor

Ali Thsan Tase,

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

E-posta: alithsantasci@hotmail.com

Editor

Fatih Yanaral,

Haseki Egitim ve Aragtirma Hastanesi, Uroloji
Anabilim Daly, Istanbul

E-posta: fatihyanaral@gmail.com



YENI

UROLOJI

DERGISI
The New Journal of Urology

YAZARLARA BILGi

Dergi Hakkinda

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

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

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

Yeni Uroloji Dergisi’ nin dili Tiirkge ve Ingilizcedir.

Yeni Uroloji Dergisi uluslararasi ve ulusal hakemli
dergi statiisiindedir.

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

Dergide yayinlanan makaleler icin yazarlara telif
licreti 6denmemektedir.

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

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

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

Acik Erisim ve Dijital Arsivleme

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

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

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

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

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

Yayin Etigi

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

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

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

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

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

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

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

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

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

Yazarlarin Sorumluluklan

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

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

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

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

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

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

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

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

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

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

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

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

Telif Hakki ve Lisanlama

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

Dergide yayinlanan makaleler icin yazarlara telif
ticreti 6denmemektedir.

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

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

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

intihal

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

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

Politika: Yeni Uroloji Dergisi, intihal taramasi i¢in
ithenticate programini kullanir (http://www.ithenti-
cate.com). Yayinlanacak makalelerin% 20den az ben-
zerlige sahip olmasi gerekmektedir. Siipheli intihal bir
makalede ya (gozden gecirenler ya da yayin ekibi tara-
findan) ya da (okuyucular tarafindan) yayinlandiktan
sonra bulunursa, dergi COPE’ nin davranis kurallarina
ve akis semalarina gore hareket edecektir.
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Makaleler yalnizca online olarak https://dergipark.
org.tr/tr/pub/yud adresinden gonderilebilir. Bagka bir
yolla gonderilen yazilar degerlendirilmeye alinmaya-
caktir.

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

Yazarlarin asagidaki belgeleri gondermeleri gerekir:

o Yazar Katki ve Yayin Hakki Devir Formu

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

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

. Sekiller (JPEG format1)

. Tablolar (en fazla 6 tablo)

Ana Belgenin Yayina Hazirhigi

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

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

Yayin gesitleri;

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

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

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

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

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

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

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

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

o Bagslik (hem Tiirkge hem Ingilizce)

. Ozet (hem Tiirkge hem Ingilizce)

«  Anahtar Kelimeler (hem Tiirkge hem Ingiliz-
ce)

. Giris
Gereg ve yontemler
o Bulgular

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

«  Kaynaklar

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

o Baslik (hem Tiirk¢e hem Ingilizce)

o Ozet (hem Tiirk¢e hem Ingilizce)

o Anahtar Kelimeler (hem Tiirkge hem Ingiliz-
ce)

. Giris

o Olgu sunumu

o Tartigma ve Sonug

o Sekillerin ve tablolarin basliklar: (gerekirse)

o Kaynaklar

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

o Baslik (hem Tiirkge hem Ingilizce)

. Ozet (hem Tiirkge hem Ingilizce)

¢ Anahtar Kelimeler (hem Tiirkge hem Ingiliz-
ce)

o Anametin

«  Sonug

o Sekillerin ve tablolarin basliklar: (gerekirse)

o  Kaynaklar

Sistematik derlemeler i¢in yazarlar PRISMA y6ner-

gelerine uymalidir.
Editore Mektuplar en fazla 1000 kelime olmali ve

asagidaki alt bagliklar icermelidir;

e  Bashk

o Anahtar kelimeler

o Anametin

o Sekillerin ve tablolarin basliklar: (gerekirse)

o Kaynaklar

Sekillerin ve tablolarin yayina hazirligs;

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

Dosyalar bir Word belgesine veya ana belgeye go-
miilmemelidir.

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

birim, bagvuru sistemi araciligiyla ayri ayr1 sunulma-
lidir.

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

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

Sekillerin bagliklar1 ana belgenin sonunda listelen-
melidir.

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

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

Kaynaklar

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

Ornekler

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

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

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

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

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

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

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

Geri Cekme veya Reddetme

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

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

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

Yazarlar, makalelerini kisisel veya kurumsal web si-
telerinde, uygun alint1 ve kiitiiphane kurallarina bagli
kalarak yayinlayabilirler.
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YAYIN DEGERLENDIRME SURECI

Cift-Kor Degerlendirme Siireci

1. Makale Basvurusu

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

2. Editoryal Degerlendirme

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

3. Bas Editor Tarafindan Degerlendirme

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

4. Hakem Daveti

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

5. Davete Yanit

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

6. inceleme Siireci

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

7. Derginin Degerlendirme Siireci

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

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

8. Kararin iletilmesi

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

9. Sonraki Adimlar

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

o Son kopya gonderisi

e Mizanpaj

o Diizeltmeler

o Yayinlanacak gonderilerin erken bask: olarak
web sayfasina yerlestirilmesi

o Sayiolusturulmasi

«  Icindekiler sayfasi diizenlenmesi

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

AIM

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

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

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

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

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

SCOPE

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

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

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

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

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

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

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

The journal is printed on an acid-free paper.

Editor In Chief

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

Editor

Fatih Yanaral, Department of Urology,

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

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

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

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

The journal’s publication language is Turkish and
English.

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

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

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

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

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

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

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

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

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

Open Access & Deposit Policy

Open Access Policy

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

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

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

Deposit Policy

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

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

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

Publication Ethics and Publication Mulpractice

Statement

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

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

Originality, high scientific quality and citation po-
tential are the most important criteria for a manuscript
to be accepted for publication. Manuscripts submitted



YENI

UROLOJI

DERGISI
The New Journal of Urology

AUTHOR GUIDELINES

for evaluation should not have been previously pre-
sented or already published in an electronic or printed
medium. Manuscripts that have been presented in a
meeting should be submitted with detailed informa-
tion on the organization, including the name, date, and
location of the organization.

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

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

Disclosure of Conflicts of Interest

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

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

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

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

Responsibilities of Author

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

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

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

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

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

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

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

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

Copright & Licensing

Copyright

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

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

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

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

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

Eurasian Urooncological Association

Address: Eurasian Urooncological Association,

Aksemsettin neigh. Akdeniz St. Ceyiz Apartment.

No:86/4 Fatih / Istanbul

Phone: +90 (212) 635 18 24

Web: www.avrasyauroonkoloji.org

E-mail: dergi@avrasyauroonkoloji.org

Licencing

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

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

Plagiarism

Definition

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

Policy

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

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

Authors are required to submit the following:

»  Author Contribution&Copyright Transfer Form,

o  Title Page (including Title of Manuscript, Run-

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

e Main document (All articles should have an

abstract before the main text).

o Figures (Jpeg format)

o Tables (max 6 table)

o Preparation of the Main Document

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

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

Original articles should have a structured abstract.

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

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

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

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

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

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

o Title (both in Turkish and English)

« Abstract (both in Turkish and English)

o Keywords (both in Turkish and English)

o Introduction

o Material and Methods

o Results

« Discussion

o Conclusions

o  Figures and Tables Legend (if necessary)
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o References

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

o  Title (both in Turkish and English)

o Abstract (both in Turkish and English)

o Keywords (both in Turkish and English)

o Introduction

e Case Presentation

o Discussion and Conclusion

o  Figures and Tables Legend (if necessary)

o References

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

o  Title (both in Turkish and English)

o Abstract (both in Turkish and English)

o Keywords (both in Turkish and English)

e«  Main text

o Conclusion

o  Figures and Tables Legend (if necessary)

o  References

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

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

o Title

o Keywords

e Main text

o  Figures and Tables Legend (if necessary)

o References

o Preparation of the Figures and Tables

o  Figures, graphics, and photographs should be

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

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

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

Images should be numbered by Arabic numbers to

indicate figure subunits.

The minimum resolution of each submitted figure
should be 300 DPIL

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

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

Tables should embedded in main document or
should be submitted as separate files but if tables are
submitted separately please note in where it is suitable
in main text. Tables are limited with six tables. All ta-
bles should be numbered consecutively in the order
they are used to within the main text. Tables legends
should be listed at the end of the main document.

References

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

For Examples

Article in Journal: 1. Tasci A, Tugcu V, Ozbay B,
Mutlu B, Cicekler O.

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

For Books: 1.Giinalp I: Modern Uroloji. Ankara:
Yargicoglu matbaasi, 1975.

Chapters in Books: Anderson JL, Muhlestein JB.
Extra corporeal ureteric stenting during laparoscop-
ic pyeloplasty. Philadelph-ia: W.B. Saunders; 2003. p.
288-307

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

For conference proceeding: Proceedings of the
Symposium on Robotics, Mechatronics and Anima-
tronics in the Creative and Entertain-ment Industries
and Arts. SSAISB 2005 Convention. University of
Hertfordshire, Hatfield, UK; 2005.

For Thesis: Ercan S. Venoz yetmezlikli hastalar-
da kalf kasi egzersizlerinin venéz fonksiyona ve kas
gilicline etkisi. Sul-eyman Demirel University Faculty
of Medicine Sports Medicine Department Thesis. Is-
parta: Suleyman Demirel University. 2016.

Retraction or Reject

Manuscript Retraction:

For any other reason authors may withdraw their
manuscript from the journal with a written declara-
tion.

Manuscript Reject: The manuscripts which are not
accepted to be published are rejected with explana-
tions.

After Acceptance: If the manuscript is accepted, the
acceptance letter is sent within two weeks, the last ver-
sion of manuscript is sent to author for the last corre-
sponding. The journal owner and the editorial board
are authorized to decide in which volume of the ac-
cepted article will be printed.

Authors may publish their articles on their personal
or corporate websites by linking them to the appropri-
ate cite and library rules.
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The Double-Blind Peer Review Process

1. Submission of Paper

The corresponding author submits the paper via
Dergipark online system to the journal (http://dergi-
park.gov.tr/journal/1455/submission/start).

2. Editorial Office Assessment

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

3. Appraisal by the Editor-in-Chief

The Editor-in-Chief assigns submission to Section
Editor to see through the editorial process. Section Ed-
itor checks that the paper is appropriate for the journal
and is sufficiently original and interesting. If not, the
paper may be rejected without being reviewed any fur-
ther.

4. Invitation to Reviewers

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

5. Response to Invitations

Potential reviewers consider the invitation as anon-
ymous against their own expertise, conflicts of interest
and availability. They then accept or decline. If possi-
ble, when declining, they might also suggest alternative
reviewers.

6. Review is Conducted

The reviewer sets time aside to read the paper sev-
eral times. The first read is used to form an initial im-
pression of the work. If major problems are found at
this stage, the reviewer may feel comfortable rejecting
the paper with-out further work. Otherwise they will
read the paper several more times, taking notes so as
to build a detailed point-by-point review. The review is
then submitted to the journal, with a recommendation
to accept or reject it — or else with a request for revision

(usually flagged as either major or minor) before it is
reconsidered.

7. Journal Evaluates the Reviews

The Section Editor considers all the returned re-
views before making an overall decision. If the reviews
differ widely, the editor may invite an additional re-
viewer so as to get an extra opinion before making a
decision.

8.The Decision is Communicated

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

9. Next Steps

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

o After these;

»  Copyedit submission

o Layout

o Corrections

+ Publishing the submissions on the web page as

early print

o Creating issues

o Organize Table of Contents

»  Publishing the issue on the web page and print-

ing hardcopy.
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