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What may be Related to Patient Satisfaction in Prostate Biopsies?

Prostat Biyopsilerinde Hasta Memnuniyeti Nelerle iliskili Olabilir?

Nihat Tiirkmen ®, Taner Hacilosmanoglu

Department of Urology, University of Health Sciences, Sisli Hamidiye Etfal Training and Research Hospital, Istanbul, Tiirkiye

OZET

Amac: Prostat biyopsisi yapilan hastalarda hasta memnuniyetini etkileyen faktorleri aragtirmak.

Gerec ve Yontemler: Transrektal ultrasonografi (TRUS) esliginde prostat biyopsisi yapilmasina karar verilen, yaslari
48 ile 86 arasinda degisen 241 hastanin 237’si prospektif olarak degerlendirildi. islem dncesinde hastalarin yasi, viicut
kitle indeksi (VKI), prostat spesifik antijen (PSA) degerleri, prostat hacmi, pozitif parmakla rektal muayene (PRM)
bulgular ve biyopsi endikasyonlari kaydedildi. Biyopsi esnasinda hisedilen agr diizeyi, gorsel agri skorlama (VAS) ile
puanlandi. Biyopsi sonrasinda hasta memnuniyeti 4 puanlik 6lcek ile degerlendirildi.

Bulgular: Degerlendirmeye alinan 237 hastadan 92'si islemden memnun degil iken, 145 hasta memnundu. Grup
1 ve Grup 2'nin ortalama yaslari 65,9+8,1 ve 66,1+7,6 yil, VKI 27,7+4,0 ve 26,3+3,9 kg/m2, PSA dlzeyleri 58,6+304,6
ve 17,9 + 68,1 ng/ml, Prostat hacmi 59,4 + 51,8 ve 51,8 + 28,7 cc Ortanca VAS skoru sirasiyla 4 (3-6) ve 4 (2,5-6) idi.
PRM bulgular pozitif olan grubun memnuniyet diizeyi 3 (2-3) iken, negatif olan grubun 3 (2-3) olarak bulundu. Timor
varligi pozitif olan grubun memnuniyet diizeyi 3 (2-3) bulunurken, tiimor bulunmayan grubun memnuniyet diizeyi 3
(2-3) idi. Perindral invazyon goriilen grubun memnuniyet diizeyi 3 (2-3)iken, gérilmeyen grubun memnuniyet diizeyi
3 (2-3) olarak bulundu.

Sonuc: TRUS esliginde yapilan prostat biyopsilerinde hastanin memnuniyet diizeyi ile hastanin yasi, serum PSA
dlzeyi, prostat hacmi, hissedilen agr diizeyi, pozitif PRM bulgusu, pozitif timor patolojisi veya histolojik olarak
tumorilin perindral invazyonu arasinda iliski saptanmadi. BMI ile memnuniyet diizeyi arasinda istatistiksel olarak
anlaml bir iliski mevcuttu.

Anahtar Kelimeler: Hasta memnuniyeti, Agri diizeyi, Prostat biyopsisi, Pozitif timor patolojisi, Perinéral invazyon.

Cite As: Tiirkmen, N., Haciosmanoglu, T. (2024) What may be Related to Patient Satisfaction in Prostate Biopsies?. Endourol
Bull. 2024;16(2):50-57. https://doi.org/10.54233/endourolbull-1423624
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ABSTRACT

Objective: To investigate the factors affecting patient satisfaction in patients undergoing prostate biopsy.

Material and Methods: Two hundred thirty seven of 241 patients, aged between 48 and 86, those who are decided to
undergo transrectal ultrasonography (TRUS)-guided prostate biopsy, were evaluated prospectively. Age, body mass
index (BMI), prostate-specific antigen (PSA) values, prostate volume, positive digital rectal examination (DRE) findings
and biopsy indications of the patients were recorded before the procedure. The level of pain felt during biopsy was
scored by visualised pain scoring (VAS). Patient satisfaction was evaluated with a 4-point scale after biopsy.

Results: Of the 237 patients evaluated, 92 were dissatisfied with the procedure, while 145 were satisfied. The mean
age of Group 1 and Group 2 were 65.9+8.1 and 66.1 + 7.6 years, BMI were 27.7+4.0 and 26.3 + 3.9 kg/m2, PSA level were
58.6 £ 304.6 and 17.9 + 68.1 ng/ml, Prostate volume were 59.4 + 51.8 and 51.8 + 28.7 cc., The median VAS score was 4
(3-6) and 4 (2.5-6) respectively.

The satisfaction levels of positive DRE findings Group was 3 (2-3) while negative 3 (2-3), Tumor existance Group was 3
(2-3) while no tumor Group’s Satisfaction levels 3 (2-3), Perineural invasion of tumor existance Group was 3 (2-3) while
other Group’s Satisfaction levels 3 (2-3).

Conclusion: In TRUS-guided prostate biopsies, no relationship was found between the patient’s satisfaction level
and the patient’s age, PSA level, prostate volume, the level of pain felt, positive DRE finding, positive Tumor pathology
or having perineural invasion of the tumor histologically. There is a statistically significant relationship between BMI
and the level of satisfaction.

Keywords: Pain level, Prostate biopsy, Positive tumor pathology, Perineural invasion

INTRODUCTION

Prostate cancer is one of the most commonly diagnosed malignancies in men. It's incidence is increasing annually
(1,2). Although it has an insidious onset, it often becomes symptomatic in advanced stages, such us anemia, bone
pain, and renal failure due to bilateral ureteral obstruction are some conditions it causes in the advanced stages(1).
Other symptoms it may cause are lower urinary tract symptoms (LUTS), such as nocturia and weak urine flow, erectile
dysfunction and visible hematuria(3). The symptoms of prostate cancer are not specific to it and might be difficult
to discriminate from benign prostate hyperplasia and inflammatory prostate diseases(4). Age, race, positive family
history, dietary factors and obesity are some risk factors increasing prostate cancer risk(5).

Prostate-specific antigen (PSA) test, multiparametric magnetic resonance imaging screening and biopsies are utilized
in the diagnosis of prostate cancer(1). Although an increased PSA value alone can detect prostate cancer in only 25-
30% of cases, prostate cancer is diagnosed in 80% of cases by performing a biopsy after detecting an increased PSA
value in the blood(1). An elevated PSA value must be detected in the blood at least twice or a palpable nodule must
be detected in a digital rectal examination (DRE) to decide on a biopsy(6). PIRADS scoring system is used to evaluate
multi-parametric magnetic resonance imaging (mpMRI) images (7). The location of suspicious tumoral lesions can be
determined using mpMRI technology and the PIRADS scoring system (8).

The prostate biopsy is traditionally performed in cases of abnormal DRE, increased blood PSA, and clinical suspicion
of prostate cancer, and it can be performed mainly through transrectal and transperineal approaches(9). Although
TRUS guided prostate biopsy is the most commonly performed invasive urological procedure, it is considered that
gold standard in diagnosis and generally 12 core biopsy samples are obtained during the intervention(10,11). With
the development of MRI-guided prostate biopsy technology, it has become frequently practiced to take targeted
biopsies from suspicious areas detected by MRI in addition to the standard 12-core biopsy(11).

Although transrectal ultrasonography (TRUS) guided biopsy is generally well tolerated, it can often cause pain and
bleeding(12). TRUS-guided biopsy method can sometimes be problematic for patients due to the way it is applied
and the fact that it may cause pain. Studies in the literature show that most patients feel discomfort due to pain
during TRUS-guided biopsy(13).
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Some anesthesia methods are used to reduce the pain felt by patients during TRUS-guided biopsy. The main methods
are sedation, periprostatic nerve blockade, and intrarectal lidocaine application(14). Among the anesthesia methods
applied before TRUS-guided biopsy, the gold standard is local anesthesia with periprostatic nerve blockade (PPNB) (4).
However, Turgut et al. reported that PPNB caused needle-related pain and some other undesirable effects(15). There
are some reports that prostate biopsy using intrarectal lidocaine gel does not cause such undesirable effects(16).

It has been shown in the literature that the pain felt during TRUS-guided biopsy is related to the preferred anesthesia
method, prostate volume, biopsy sector and PSA level (4,10,13). There are also studies in the literature investigating
patient satisfaction with the prostate biopsy procedure(17,18). In our study, in addition to the parameters in the studies
in literature, we aimed to investigate the effects of age, BMI, PSA level, the presence of tumor, lymphatic invasion
positivity, and VAS score on the level of patient satisfaction who undergo TRUS-guided biopsy.

MATERIAL AND METHODS

The study was designed to be prospective. The sample size was determined using the G-Power 3.1 program. Based
on the group averages in the reference studies, a total of 237 patients were planned to be included in the study, with
an effect size of 0.37, an a-error rate of 5%, and a study power of 80%.

After approval by the local ethics committee of our hospital (Approval no: 02/05/2023/3914), the study was initiated
in accordance with the Declaration of Helsinki. The participants were informed about the study and gave written
consent.

Between September 2018 and August 2023, 241 patients aged 48 to 86 years who underwent a TRUS-guided prostate
biopsy at the University of Health Sciences, Sisli Hamidiye Etfal Training and Research Hospital, Urology Department
were prospectively evaluated in our study. Four patients were excluded from the study because two of them had
communication problems during the satisfaction score evaluation, the others had anal fissures and haemorrhoids.

Age, positive DRE findings, PSA values, prostate volume, body mass index and biopsy indications of the patients were
recorded before the procedure. Urine culture, bleeding time, prothrombin time, and complete blood count tests
were evaluated in all patients before the biopsy. Only patients whose test results were normal underwent the biopsy.
Antibiotic prophylaxis and a cleansing rectal enema were given to all patients prior to biopsy, as recommended by
guidelines. Lidocaine gel was applied to all patients 10 minutes before the biopsy, and all biopsies were performed by
the same urologist. TRUS-guided biopsy was performed using an 18-gauge needle in the lateral decubitus position.
No complications required hospitalization developed in any patient. The level of pain felt during the biopsy was
evaluated with the Visual Analogue Scoring scale (VAS). Patients were about the intensity of the pain they felt during
the biopsy; 0 meant no pain and 10 meant was the worst pain. After biopsy, the patient satisfaction scale was scored
on a 4-point scale.

Patients were asked how satisfied they were with the biopsy. In response, they were to choose one of these options;
1-Not satisfied(1 point), 2-Somewhat satisfied(2 points), 3-Satisfied (3 points), 4-Very satisfied(4 points). Group 1 was
created from patients who gave 1 and 2 points, and Group 2 was created from patients who gave 3 and 4 points.
Variables belonging to the created groups were compared statistically. After the pathological analysis of the biopsy
materials, the presence of tumor and perineural invasion were recorded. Two groups created according to patient
satisfaction levels were compared using various parameters.

Statistical Analysis

Statistical analysis was performed using SPSS 25 for Windows (IBM, Armonk, NY) software. Descriptive statistics
of evaluation results; for categorical variables number and percentage, for numerical variables mean, standard
deviation, minimum, maximum, and median values were given. Homogeneous distribution of the data was evaluated
by Shapiro-Wilk test. Student’s t-test and The Mann-Whitney U test was used for continuous variables according to
the normal distribution of the data. The ratio of the categorical variables between the groups was tested by Chi-
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square analysis. P-value <0.05 was considered statistically significant.

RESULTS
Atotal of 237 patients were evaluated. Of these, 92 patients (38.8%) reported dissatisfaction while 145 patients (61.2%)
reported satisfaction.

The mean age was 66.0 + 7.8 (year). The median BMI was 26.9 + 4.0 (kg/m? The median PSA level and prostate volume
of these patients were 33.7 + 197.5 ng/mL and 54.8 + 39.3 cc respectively (Table 1). Seventy-six of 237 patients( %32.1)
had positive DRE findings and 75 (% 31.6) had tumor existence in the pathology results. Thirty-nine of 79 tumor
positive patients(%52.0) had perineural invasion (Table 1).

Table 1. Evaluation of demographic and clinical variables of the patients (n=237)

Variables n (%) Median (IQR) Mean + SD
Age (Year) 66.0+7.8
*BMI (kg/m?) 26.8 (24.4-29.4)

*PSA level (ng/dl) 6.9 (5.1-10.4)

Prostate volume (cc) 45.0 (33.0-63.0)

*Positive DRE finding 76(%32.1)

Tumor existance 75(%31.6)

*Positive perineural invasion in patients with Pca | 39(%52.0)

*BMI: Body mass index

*PSA: Prostate specific antigen
*DRE: Digital rectal examination
*Pca: Prostate cancer

The mean age of Group 1 and Group 2 were 65.9+8.1 and 66.1 + 7.6 years respectively. There was no statistically
significant difference between the two groups(P=0.858) (Table 2). The median BMI of Group 1 and Group 2 were
27.7+4.0 and 26.3 + 3.9 kg/m? respectively. BMI rate of Group 1 found to be statistically significantly higher than
Group 2 (P =0.011) (Table 2). The median PSA level of Group 1 and Group 2 were 58.6 + 304.6 and 17.9 + 68.1 ng/ml
respectively. There was difference between in two groups but it was not statistically significantly differance (P=0.210)
(Table 2). The median Prostate volume of Group 1 and Group 2 were 59.4 + 51.8 and 51.8 + 28.7 cc respectively.
There was difference between in two groups but it was not statistically significantly differance(P=0.209)(Table 2). The
median VAS score of Group 1 and Group 2 were 4 (3-6) and 4 (2.5-6) respectively. There was no statistically significant
difference between in two groups (P=0.957) (Table 2).

Table 2. Evaluation of the patients characteristics according to satisfaction levels

Variables Group 1(Not Satisfied) Group 2( Satisfied) P value
Age (years), mean+SD 65.9+8.1 66.1+7.6 0.858"
BMI (kg/m?), median (IQR) 27.4(24.8-29.4) 26.4 (23.9-28.7) 0.032™
PSA level (ng/ml), median (IQR) 6.4 (4.8-9.4) 7.2(5.1-11.1) 0.273™
Prostate Vol.(cc), median (IQR) 44.0 (340-67.5) 45.0 (33.0-60.0) 0.720™
VAS score, median (IQR) 4 (3-6) 4(2.5-6) 0.957™

BMI: Body mass index; PSA: Prostate-specific antigen; VAS: Visual analogue scale;
™ Mann-Whitney U test; ' Student’s t-test

Table 3. Comparison of satisfactory levels among patients according to different groups
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Variables Satisfaction levels, median (IQR) P value
*DRE findings
Yes 3(2-3) 0.965
No 3(2-3)
Tumor existance
Yes 3(2-3) 0.368
No 3(2-3)
Perineural invasion
Yes 3(2-3) 0.439
No 3(2-3)

*DRE: Digital Rectal Examination

The Satisfaction levels of positive DRE findings Group was 3 (2-3) while negative DRE findings Group 3 (2-3). There
was no statistically significant difference between in two groups (P=0.965). The Satisfaction levels of tumor existance
Group was 3 (2-3) while other Group’s Satisfaction levels 3 (2-3). There was no statistically significant difference
between in two groups (P=0.368). The Satisfaction levels of Perineural invasion of tumor existance Group was 3 (2-3)
while other Group’s Satisfaction levels 3 (2-3). There was no statistically significant difference between in two groups
(P=0.439) (Table 3).

DISCUSSION

In addition to showing the quality of the healthcare service provided, patient satisfaction is also important in terms
of accepting the patient’s re-biopsy procedure and surgical treatment alternatives. In our study, we investigated
whether there was a relationship between various parameters and patient satisfaction.

In a retrospective study of 100 patients conducted by Peters JL et al., they investigated the satisfaction levels of those
who were sedated and those who were not sedated during transrectal biopsy, and they obtained a higher satisfaction
score in those who were sedated (17). Awsare et al.in their study reported The use of propofol sedation for transrectal
ultrasonography-guided prostate biopsy is associated with high patient satisfaction and acceptability (18).

Hossack et al., in their study with 476 patients, found that age was an effective factor in not accepting re-biopsy under
local anesthesia. However, no difference was found between races. In our study, no significant difference was found
between the patient satisfaction levels of two groups with different ages (19).

Again, in the same study, the difference in PSA level between the groups that could not tolerate local anesthesia and
those that did was not found to be significant. In our study, no statistically significant difference was found between
PSA groups in terms of satisfaction.(19). In the same study, it was concluded that patients with high VAS scores would
significantly prefer General Anesthesia in case of re-biopsy compared to those with low VAS scores. One of the factors
that can affect patient satisfaction is pain. Pain is an unwanted feeling. The main goal is to ensure that the patient
does not feel as much pain as possible during the biopsy. In our study, no significant difference was found between
the satisfied and unsatisfied groups in terms of VAS score (19).

In a study conducted by Yun et al. consisting of 71 patients, it was revealed that more pain was felt in patients with
larger prostate size. In our study, no difference was found between the satisfaction levels of the two groups with
prostate volumes below and above the average (20). Skyring at al. in their study involving 151 prostate cancer patients,
regret about the treatment was found to be inversely proportional to the satisfaction felt in the decision-making
process. If the patient was satisfied, regret about continuing the treatment process decreased (21). In a retrospective
study by Hong et al. involving 1162 patients, penis size was found to be increased in those with low BMI and large
nasal size (22). The study by Udo et al. showed that there was no correlation between Prostate Volume and BMI in
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black population (23). In our study, a higher satisfaction rate was observed in those with low BMI compared to those
with high BMI.

Up to date many studies have been conducted examining the relationship between patient satisfaction and
acceptance of the treatment given, decision to continue the treatment, trust and loyalty to the health institution
providing the service. However, there is no study in the literature examining the relationship between age, prostate
volume, BMI, VAS score, presence of tumor, presence of lymphatic invasion in the presence of tumor, DRE positivity
and patient satisfaction in TRUS-guided prostate biopsies. This study will be the first in the literature.

Satisfaction perception differs according to individuals. This is a limitation for this study. In future studies, the
relationship between parameters and satisfaction levels can be investigated by using different anesthesia methods.
It is useful to conduct new studies focusing on patient satisfaction in urological practices.

CONCLUSION

In TRUS-guided prostate biopsies, no relationship was found between the patient’s satisfaction level and the patient’s
age, serum PSA level, prostate volume, the level of pain felt, having a positive tumor finding during the diagnosis of
the tumor, detecting the presence of tumor in histological examination, or having perineural invasion of the tumor
histologically, while BMl and it was determined between the satisfaction level. As the patient’s BMl increases, the level
of satisfaction with the procedure decreases.
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Approach to Forgotten Ureteral Stents: A Single Tertiary Center Experience
of 49 Cases

Unutulmus Ureteral Stentlere Yaklasim: 49 vakalik Uciincii Basamak Tek Merkez Deneyimi

Cengiz Canaka ' ®, Erding Dinger ' ®, Burak Dogrusever ', Mahmut Selman Mert ' ®, Orkunt Ozkaptan

" Department of Urology, University of Health Sciencies, Kartal Dr. Lutfi Kirdar City Hospital, Istanbul, Tiirkiye

OZET

Amac: Double J (DJ) stentler Uroloji pratiginde siklikla kullaniimaktadir. Cikarilmasi unutulan DJ stentler ciddi
komplikasyonlara neden olabilir. Bu ¢calismada klinigimizde opere edilen 49 unutulmus Ureteral stent vakalariyla ilgili
deneyimlerimizi paylagmayi amacladik.

Gereg¢ ve Yontemler: Klinigimizde 2013-2023 yillari arasinda unutulmus Ureteral stent nedeniyle opere edilen
hastalarin verileri retrospektif olarak toplandi. Yas, cinsiyet, taraf, basvuru sikayeti, stent kalis stiresi, stent endikasyonu,
uygulanan cerrahi, komplikasyon, ek girisim ve tassizlik durumu kaydedildi.

Bulgular: Unutulmus stent nedeniyle opere edilen 49 hastanin 19'u (%38,8) kadin, 30'u (%61,2) erkekti. Hastalarin
ortalama yasi 47,06+14,11 (min:18/max:79) idi. Ortalama stent kals siiresi 16,2+21,1 (min:3/max:120) aydi. Otuz
hastaya tas cerrahisi nedeniyle stent takilirken, 9 hastaya profilaktik, iki hastaya Ureter yaralanmasi ve 8 hastaya da
hidronefroz nedeniyle takilmisti. Hastalarin 9'una sistolitotripsi, 26'sina tGreteroskopi (flexible tGreterorenoskopi dahil),
birine perkitan nefrolitotomi, 11'ine endoskopik kombine tedavi, ikisine ise acik cerrahi uygulandi.

Sonugc: Unutulmus reteral stentler ciddi komplikasyonlara neden olabilmektedir. DJ stent takilan hastalar unutulmus
stentlere bagli komplikasyonlar hakkinda bilgilendirilmelidir.

Anahtar Kelimeler: Ureteral kateter, unutulmus DJ, taslasma, stent kalis siiresi

Cite As: Canakci, C., Dincer, E., Dogrusever, B., Mert, M.S., Ozkaptan, O. (2024) Approach to Forgotten Ureteral Stents: A Single
Tertiary Center Experience of 49 Cases. Endourol Bull. 2024;16(2):58-63. https://doi.org/10.54233/endourolbull-1442984

Corresponding Author : Cengiz Canakci, Kartal Dr. Liitfi Kirdar City Hospital D100 Guiney Yanyol Cevizli 34890 Kartal / =
istanbul / Tiirkiye ;@‘g‘%\@
e-mail: cengizcanakci@hotmail.com %&%
Received : February 26, 2024 Accepted : May 20, 2024 ‘

This is an Open Access article distributed under the terms of the Attribution Non-Commercial ShareAlike 4.0 International License. QO®



https://creativecommons.org/licenses/by-nc-sa/4.0/
https://doi.org/10.54233/endourolbull-1442984
https://orcid.org/0000-0002-2654-1986
https://orcid.org/0000-0002-0644-8282
https://orcid.org/0009-0001-7719-307X
https://orcid.org/0009-0000-8052-5437
https://orcid.org/0000-0003-3659-1319
https://doi.org/10.54233/endourolbull-1442984

ENDOUROLOGY

BULLETI expoUroLosi  Ganaka, C, etal. Approach to Forgotten Ureteral Stents

BULTENI

ABSTRACT

Objective: Double J (DJ) stents are widely used in urology practice. Forgotten ureteral stents can cause serious
complications. We present our experience about forgotten ureteral stents with 49 cases.

Material and Methods: The data of patients who were operated due to forgotten encrusted ureteral stents were
examined retrospectively. Age, gender, side, presenting complaint, indwelling time, stent indication, surgery
performed, complications, additional interventions and stone-free status were evaluated. For descriptive statistics,
the mean, standard deviation, minimum and maximum frequencies and percentages were used.

Results: Nineteen (38.8%) patients were female and 30 (61.2%) patients were male. The mean age of the patients was
47,06+14,11 (18-79). The mean indwelling time was 16.2+21,1 (3-120). Stents were placed in 30 patients due to stone
surgery, 9 patients due to prophylactic before oncologic surgery, 8 patients due to hydronephrosis and two patients
due to ureteral injury. For the treatment of the forgotten stent, ureteroscopy (including flexible ureterorenoscopy)
was performed in 26 patients, endoscopic combined treatment in 11 patients, cystolithotripsy in 9 patients, open
surgery in two patients and percutaneous nephrolithotomy in one patient.

Conclusion: Removal of forgotten impacted ureteral stents can cause serious complications. The patients who were
placed stents should be informed about the complications associated with forgotten encrusted stents.

Keywords: Ureteral Stents, Forgotten DJ, Encrustation, Indwelling Time

INTRODUCTION

Ureteral stents were first used in 1967 and have become an indispensable part of many urological surgeries (1).
Besides being used for decompression of obstruction, it can also be used in stone surgery, ureteral injuries and
even for comlicated obstretric or colorectal surgeries prophylactically (2). In recent years new stent types have been
designed with significant technological innovations and developments to increase patient tolerance and overcome
stent-related problems. However, symptoms and complications related to ureteral stents cannot be prevented (3).
Although forgotten dj stents are sometimes asymptomatic, they can cause various complications such as hematuria,
obstruction, infection, migration, encrustation, kidney failure, sepsis and even death (4,5).

Treatment of forgotten dj stents can sometimes be difficult and complicated for urologist depending on the degree
of encrustation and the complications (1,6). Percutaneous nephrolithotomy (PCNL), ureteroscopy (URS), retrograde
intrarenal surgery (RIRS), transuretral cystolithotripsy and the combine surgeries can be used for removal of encrusted
stents. Secondary surgical intervention may be required depending on the location and degree of encrustation (7). In
the current study, we aimed to describe the types of treatments applied to patients with forgotten ureteral stents, the
complications and results in a tertiary care center.

MATERIAL AND METHODS

Data of 49 patients who underwent surgery due to forgotten ureteral stent (>3 months) between January 2013 and
January 2023 were examined retrospectively. This study was conducted in accordance with the Declaration of Helsinki
(193/2013), approved by our Institutional Review Board (2023/514/262/5). The patients’ age, gender, side, medical
and surgical history, indwelling time of stent, present complaint, indication of indwelling stent, complications, and
stone-free status were evaluated. Stent indwelling time was calculated as the time between stent placement and
removal. All patients’ complete blood count (CBC), creatinine and midstream urine culture were evaluated. Patients
with positive urine culture were treated with antibiotics preoperatively and negative urine cultures were obtained in
all patients before surgery.

Encrustation was comfirmed with kidney-ureter-bladder graphy (KUB) and non-contrast computed tomography (CT).
Tc99m dimerkaptosuccinic acid (DMSA) was performed to evaluate renal function in patients with several parenchymal
damage. Treatment decision were based on the degree and location of encrustation. Ureteroscopic lithotripsy, RIRS,
cystolithotripsy, PCNL, open surgery and endoscopic combine surgeries was performed for removal of stents.
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The postoperative outcomes including fever, hospitalization time, transfusion rates, kidney function tests and
complications were recorded. Postoperative complications were evaluted based on Clavien-Dindo Classification.
Postoperative stone-free status were confirmed by KUB and CT. For descriptive statistics, the mean, standard deviation,
minimum and maximum frequencies and percentages were used. Statistical analyses were performed using SPSS
26.0.

RESULTS

Nineteen (38.8%) female and 30 (61.2%) male had undergone surgery due to forgotten ureteral stents. The mean
age was 47.06+£14.11(18-79). The present symptoms are given in Table 1. The mean indwelling time of stents was
16.2421.1(3-120). Stents were placed in 30 patients due to stone surgery, 9 patients due to prophylactic before
oncologic surgery, two patients due to ureteral injury and 8 patients due to hydronephrosis. It was observed that the
stent which was placed 60 months ago due to ureteral injury during hysterectomy was broken into three pieces. For
the treatment of the forgotten encrusted stent, cystolithotipsy was performed in 9 patients, ureteroscopy (including
flexible ureterorenoscopy) in 26 patients, percutaneous nephrolithotomy in one patient, endoscopic combined
treatment in 11 patients, and open surgery in two patients.

Mean KUB score was 8.14+3.59. In 7 of 19 patients with a KUB score =9 auxillary intervention was essential. Endoscopic
combine surgery was performed in 3, PNL in one, and URS in three patients. Stone freeness was achieved in three of
the seven patients. Clinically significant resudial fragments (>4 mm) was recorded in 7 (15%) patients. Postoperative
fever was observed in 12 (24%) patients (grade 1). Blood transfusion or antibiotic treatment were required in four
patients (grade 2). Dj stent was placed in one patient (grade 3a) and acute kidney failure was detected in two patients
(grade 4a). A total of three patients requiring urosepsis were treated in intensive care (Table-2).

Table 1. Presantation symptoms

Symptoms Number of cases (%)

Irritative voiding symptoms 15(30)
Hematuria 8(16)
Infection 9(18)
Abdominal-Lomber pain 18 (36)
Renal failure 3(6)
Incontinence 2(4)
No symptoms 8(16)

Table 2. Demographic and peroperative data

Age

47.06£14.11 (min-18/max-79)

Gender- Female/Male

19/30

Laterality- Right-Left

22/27

Stent indication

Stone surgery- 30
Profilactic- 9
Ureteral injury- 2
Hydronephrosis- 8

indwelling time

16.2+21.1 (min-3/max-120)

KUB Score 9<17
9>32 8.14+£3.59
Preoperative infection treatment 23/49 (%46)
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Complication/Clavien-Dindo (%)
Grade 1(Fever) 12 (24)
Grade 2 (Blood transfusion, antibiotics) 4(8)
Grade 3a (Dj stent insertion under local anesthesia) 1(2)
3b (Intervention under general anesthesia) 0
Grade 4a (Acute kidney failure) 1(2)
4b (Intensive care unit) 3(6)
Grade 5 (Death) 0
Auxiliary surgery 7/49 (%14)
Stone-free 42/49 (%85)

Table 3. Methods of treatment

Treatment Number of cases

Cystolithotripsy 9

Ureteroscopy 26

Percutaneous nephrolithotomy 1

Endoscopic combine surgery 11

Open surgery 2
DISCUSSION

Dj stents are widely used in endourology. Urolithiasis is endemic in our region, and due to the increasing rate of
endourological surgery, the rate of forgotten stents is also increasing. It may occur due to the patient negligence or
inadequate clinician-patient communication (5,8).

Although patients are sometimes asymptomatic, it can cause irritative symptoms, hematuria, urinary tract infection,
ureteral obstruction and renal failure (9). Irritative symptoms of forgotten stents were reported as 19-42% in some
studies. In our study, presence of irritative symptoms were found 30%. Another common symptom was lomber pain
and it was reported as 19-32% in literature (10). However, we found this ratio as 36% in our study. As stent indwelling
time increased, complication rates also increased. Stent migration and spontaneous disintegration are seen rarely
(11). We determined spontaneous stent disingtegration in only 1 patient who had a stent placed due to ureteral injury
during histerectomy.

Removal of forgotten stents can be a hard challenge due to encrustation and stone formation. El-Fagih et al. found
that encrustation rate was 9.2% when stent indwelling time was less than 6 weeks. They also reported that the rate
could increase up to 47.5% when the time was between 6-12 weeks and up to 76.3% when the time longer than 12
weeks (12). The most important factor for encrustation and stone formation is stent indwelling time. Beside that, the
quality of stent material, infection, patients with high risk factors for urolithiasis and pregnancy are also other risk
factors (13).

There are various treatment options for forgotten encrusted ureteral stents. Extracorporeal shock wave lithotripsy
can only be used for encrustation located in the upper 1/3 of the stent. When the encrustation is located only in the
bladder, cystolithotripsy can be a good choice for treatment. Encrustations in ureter can be fragmantated with a laser
lithotripter. In case of stone burden in renal pelvis, it can be treated by RIRS or PCNL. Endoscopic combined intrarenal
surgery (ECIRS) may be preferred in cases of high encrustation and stone burden in the ureter and renal part (6,10).
Today, although the rates of endourological approaches have increased, open surgery is still a good option in difficult
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cases (1). In our clinic, minimally invasive methods are primarily used but in the present study, open surgery was
performed in 2 patients due to serious stone burden in bladder.

Various scoring systems have been defined to grade stent encrustation. Miranda et al. defined Forgotten-Encrusted-
Calcified System (FECal) which is a 5-stage classification extending from minimal encrustation of the coil parts of the
stent to encrustation of the entire stent. In FECal, a treatment algorithm has been defined according to degree of
encrustation (3). In Visual Grading for Ureteral Encrusted Stent (V-GUES), gradings are defined from A to D according
to severity of encrustation. Type D is associated with low stone-free rates and multiple interventations (14). Arenas
et al. defined a 15-point scoring system called Kidney-Ureter-Bladder (KUB). In this scoring system, scoring is based
on the location and the degree of encrustation. It was reported that KUB score above 9 was associated with multiple
interventations, mean operation time over 180 minutes and low stone-free rates. The need for auxiliary interventions
was 4 fold higher for patients with >9 KUB scores (7). In our study 7 of 19 patients (36%) required auxillary intervention.
These classification systems may be useful in informing patients preoperatively.

Another serious complication of removing forgotten stents is sepsis. Weedin et al. reported that positive midstream
urine culture rates was 75.2% and 13% of the patients admitted to clinics because urinary infection or sepsis (15).
Infective obstructive hydronephrosis can be occured due to encrusted stents. Sepsis can be seen despite antibiotic
treatments before the surgery. Examination of stent culture may be an important parameter in the treatment of
sepsis that may occur postoperatively. In our study, preoperative positive midstream urine culture was found to be
46%. Postoperative fever was seen 24% of the patients despite appropriate antibiotic treatment and negative urine
culture before the surgery. Three patients required intensive care for multiple organ failure due to urosepsis.

We have some limitations in this study. First, the nature of study is retrospective. Second limitation is the small number
of patients. The surgical interventions were performed by different urologists. There is not enough data about long-
term follow-up of patients, renal functions and long term complications.

CONCLUSION

Forgotten ureteral stents can cause serious morbidities. Combined treatments or multiple interventions may be
required to remove forgotten stents. Patients should be carefully informed about the stent in the postoperative
period, and the complications that the stent may cause in the long term should be explained.
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Evaluation of the Use of Long Term DJ Stents in Ureteral Obstructions That
Cannot Be Treated Curatively

Kiiratif Tedavi Yapilamayan Ureteral Obstriiksiyonlarda Uzun Omiirlii DJ Stent
Kullaniminin Degerlendirilmesi
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OZET

Amac: Ureteral obstriiksiyon intrensek veya ekstrensek ayrica benign veya malign etyolojiye bagli olarak gelisebilmekte
ve renal fonksiyon kaybina, agri ve niiks Uriner sistem enfeksiyonlarina sebep olabilmektedir. Etyolojiye yonelik kiratif
cerrahi tedaviler her zaman mimkin olmamaktadir. Bu calismada ureteral obstriiksiyonu olan ancak kiratif cerrahi
yapilamayan hastalarda uzun 6mirli DJ stent kullaniminin etkinligini ve glvenilirligini arastirmayi amacladik.

Gereg ve Yontemler: istanbul Medeniyet Universitesi Géztepe Prof. Dr. Siileyman Yalcin Sehir Hastanesi Uroloji
Klinigi'nde 2015-2022 yillari arasinda Ureteral obstriiksiyon nedeniyle uzun dmirlii DJ stent uygulamasi yapilan ve bu
sekilde takip edilen 131 hasta retrospektif olarak degerlendirildi. Hastalarin demografik verileri, Greteral obstriiksiyon
etyolojisi, takip suresi ve komplikasyonlari kaydedildi. Hastalara 4,8F-26cm, Boston Percuflex™Plus Ureteral stent
kullanildi ve yilda bir kez degistirilmesi planlandi.

Bulgular: Calismaya dahil edilen 131 hastanin 40'inda (%30,53) malign Ureteral obstriiksiyon, 91'inde (%69,47) ise
benign Ureteral obstriksiyon mevcuttu. Ortalama takip surresi 35,4 ay olarak bulundu. Takipleri stiresince 18 (%13,74)
hastada stent iliskili agri, dizliri gibi semptomlar, 11 (%8,39) hastada tekrarlayan uriner sistem enfeksiyonu, 8 (%6,1)
hastada enkruste DJ stent, 3 (%2,29) hastada DJ stent migrasyonu ve 1 (%0,76) hastada ise kan transflizyonu gerektiren
hematuri gelistigi gorilmdastar.

Sonug: Calismamizda gosterilmistir ki, uzun omdrli Ureteral DJ stent kullanimi, malign ve benign Ureteral
obstriiksiyonlarda givenilir ve etkin bir secenektir.

Anahtar Kelimeler: Ureteral obstriiksiyon, Uzun 6mirll DJ stent, Kiratif cerrahi

Cite As: Arikan, O., Hamid-zada, I., Keser, F., Akalin, M.K., Efiloglu, O., Yildirim, A. (2024) Evaluation of the Use of Long Term DJ
Stents in Ureteral Obstructions That Cannot Be Treated Curatively. Endourol Bull. 2024;16(2):64-69. https://doi.org/10.54233/
endourolbull-1471001

Corresponding Author : | lkin Hamid-zada, MD, Department of Urology, Istanbul Medeniyet University, Istanbul, Ttirkiye.
Address: Egitim Mahallesi, Dr. Erkin Cd., 34722 Kadikoy/Istanbul

e-mail: ilkin081994@gmail.com

Received : April 19,2024 Accepted : May 26, 2024

This is an Open Access article distributed under the terms of the Attribution Non-Commercial ShareAlike 4.0 International License. QO®



https://creativecommons.org/licenses/by-nc-sa/4.0/
https://doi.org/10.54233/endourolbull-1471001
https://orcid.org/0000-0002-4647-4864
https://orcid.org/0009-0000-0550-250X
https://orcid.org/0000-0002-2803-6481
https://orcid.org/0000-0003-1484-2906
https://orcid.org/0000-0003-4757-803X
https://orcid.org/0000-0002-3386-971X

ENDOUROLOGY

BULLETIN ENDOuROLOJi Arikan, 0., et al. Uzun Omurlii DJ Stent Kullaniminin Degerlendirilmesi

ULTENI

ABSTRACT

Objective: Ureteral obstructions may develop due to intrinsic or extrinsic, benign or malignant etiology and may
cause loss of renal function, pain and recurrent urinary system diseases. Curative treatments for etiology are not always
possible. We aimed to evaluate the clearance and salvage of this long term DJ stent, which has ureteral obstruction
but can not be performed with curative surgery.

Material and Methods: One hundred and thirty-one patients who underwent long term DJ stent application due to
ureteral obstruction between 2015 and 2022 were followed up and evaluated retrospectively. Demographic data of
the patients, ureteral obstruction etiology, follow-up period and complications were recorded. The 4.8F-26cm, Boston
Percuflex™Plus Ureteral Stent was used in the patients and was planned to be replaced once a year.

Results: Of the 131 patients included in this study, 40 (30.53%) had malignant ureteral obstruction and 91 (69.47%)
had benign ureteral obstruction. The average follow-up period was found to be 35.4 months. During their follow-up,
18 (13.74%) patients had symptoms such as stent related pain and dysuria, 11 (8.39%) had recurrent urinary tract
infection, 8 (6.1%) had encrusted DJ stents, 3 (2.29%) had DJ stent migration and hematuria that requiring blood
transfusion was observed in 1 (0.76%) patient.

Conclusions: Our study showed that the use of long term ureteral DJ stent is a safe and effective option in malignant
and benign ureteral obstructions.

Keywords: Ureteral obstruction, Long term DJ stent, Curative surgery

GIRIS

Ureteral obstriiksiyonlar, benign veya malign etyolojiler ile ortaya cikabilir. Benign (reteral obstriiksiyonlar, riner
sistem tas hastalig, gecirilmis cerrahi tedaviler, retroperitoneal fibrozis vb. nedenlerle olusmaktadir. Malign Ureteral
obstriiksiyonlar ise intrinsik ve ekstrinsik timoral lezyonlar sonucuyla olusmakla beraber tedavileri benign Ureteral
obstriiksiyonlara gore daha zor olmaktadir (1). Malign Ureteral obstriksiyonlar siklikla Grogenital, jinekolojik ve
kolorektal neoplazmlarin sonucu olarak ortaya ¢ikmaktadir. Glincel literatlirde Ureteral obstriiksiyonlarin mevcut
gorilme sikligi bilinmemekle beraber tedavi edilmedigi takdirde bobrek fonksiyonlarinda bozulma, elektrolit
imbalansi, idrar yolu enfeksiyonu ve agri gibi durumlara yol acabilir (2).

Ureteral obstriiksiyonlarda, tireteral DJ stent veya perkiitan nefrostomi uygulamasi obstriiksiyonu gidermek amaciyla
gecici tedavi secenekleri arasinda bulunmaktadir ancak bazi durumlarda hastalara kiiratif tedavi yapilamadigi icin bu
yontemler kalici bir ¢dziim yolu olarak sunulmaktadir. Ureteral DJ stent takilmasi daha minimal invaziv bir yéntemdir
ancak stent iliskili irritatif semptomlara, hematriye sebep olabilir (3). Perkiitan nefrostomi uygulamasi ise daha etkili
drenaj saglamasina ragmen ekstrakorporeal tiip sebebiyle hastalarin yasam kalitesine olumsuz etkileri mevcuttur (4).
Bu calismada Ureteral obstriksiyonu olan ancak kiratif cerrahi yapilamayan hastalarda uzun émirlt DJ stent
kullaniminin etkinligini ve glivenilirligini degerlendirmeyi amacladik.

GEREC VE YONTEMLER

istanbul Medeniyet Universitesi Goztepe Prof. Dr. Stileyman Yalcin Sehir Hastanesi Klinik Arastirmalar Etik Kurulu onayi
alindiktan sonra (No: 2022/0379-Tarih:15.05.2022), klinigimizde Ureteral obstriiksiyon nedeni ile uzun dmdirli Greteral
DJ stent uygulamasi yapilan hastalar retrospektif olarak degerlendirildi. Hastalarin demografik verileri, Greteral
obstriiksiyon etyolojisi, takip siiresi ve komplikasyonlar kaydedildi. Hastalara 4,8F-26cm Boston Percuflex™Plus
Ureteral stent kullanildi ve yilda bir defa degistirilmesi planlandi. Herhangi bir komplikasyon sebebiyle bir yildan
once stent degisimi yapilan hastalar erken degisim gerceklesen hastalar olarak tanimlandi. Hastalarda takip siiresince
gorulen agri, dizlri, pollakiri gibi semptomlar, stent iliskili semptomlar olarak tarif edildi. Hastalar takip siiresince alti
ayda bir rutin kontrollere cagrildi. Kontroller esnasinda serum kreatinin, glomeriler filtrasyon orani (eGFR), tam idrar
tahlili ve idrar kiiltlrd analizi yapildi. Stent migrasyonu ve enkrustasyon varliginin degerlendirilmesi icin direk Uriner
sistem grafisi cekildi.

Surekli degiskenler ortalama ve standart sapma degerleriyle sunularak istatistiksel analize tabi tutuldu. Bu analizde
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Student t testi kullanildi. Kategorik degiskenler ise ki-kare testi veya Fisher’s exact testi kullanilarak karsilagtinldi. P
degeri 0,05'ten kiiciikse istatistiksel olarak anlamli kabul edildi. istatistiksel analizler, Statistical Package for the Social
Sciences (SPSS) versiyon 21 yazilimi (IBM Corp, Armonk, NY, ABD) kullanilarak gergeklestirildi.

BULGULAR

Calismaya 2015 ile 2022 yillari arasinda Ureteral obstriksiyon sebebiyle uzun 6mirlt DJ stent uygulamasi yapilan ve
takip edilen 68'i kadin (%51,9), 63'U erkek (%48,1) olmak lizere toplam 131 hasta dahil edildi. Hastalarin ortalama yasi
56,5 (21-89) idi. Takip siiresince 17 (%12,97) hasta hayatini kaybetti. Ureteral obstriiksiyon 62 (%47,33) hastada sag, 57
(%43,51) hastada ise sol tarafta iken 12 (%9,16) hastada bilateral idi. Obstriiksiyon etyolojisi olarak 40 (%30,53) hastada
malign Ureteral obstriiksiyon, 91 (%69,47) hastada benign lireteral obstriiksiyon tespit edilmistir. Uzun 6mirli DJ stent
ile takip edilen malign Ureteral obstriiksiyonu olan hastalarin cogunlugu jinekolojik malignite oykisiine sahipken
(19 hasta, %14,5), jinekolojik cerrahi Oykiisi (22 hasta, %16,79), genitolriner sistem cerrahisi 6ykisi (21 hasta,
%16,1), gastrointestinal sistem cerrahisi dyklsi (19 hasta, %14,5) diger sebeplerdi. Benign Ureteral obtriiksiyonun
etyolojisinde ise gecirilmis travma 6ykisi (16 hasta, %12,21) ve retroperitoneal fibrozis (13 hasta, %9,92) mevcuttu.
Ureteral obstriiksiyon seviyesi 37 hastada (%28,25) proksimal Ureter seviyesinde, 28 hastada (%21,37) mid-Ureter
seviyesinde, 66 hastada (%50,38) ise distal ireter seviyesindeydi. Hastalarin uzun émirlii DJ stent uygulamasi dncesi
eGFR ort. 79,7 ml/dak/1,73m? iken takip siiresince ort. 76,02 ml/dak/1,73m? oldugu gériildii (P degeri=0,21) (Tablo
1). Hastalarin ortalama takip suresi 35,4 ay (0-85) olarak bulundu. Takip stresince 16 (%12,21) hastada erken stent
degisimi gerekirken, 18 (%13,74) hastada stent iliskili semptomlar, 11 (%8,39) hastada tekrarlayan Uriner sistem
enfeksiyonu, 8 (%6,1) hastada enkruste DJ stent, 5 (%3,81) hastada islem sonrasi trosepsis, 3 (%2,29) hastada DJ stent
migrasyonu ve 1 (%0,76) hastada ise kan transflizyonu gerektiren hematiri gelistigi gorilmustur (Tablo 2).

Tablo 1. Demografik Veriler

Cinsiyet
Erkek 63 (%48,1)
Kadin 68 (%51,9)
Yas, ort. (En diisik-En ylksek) 56,5 (21-89)
Tani
Malign Ureteral Obstriiksiyon 40 (%30,53)
Jinekolojik maligniteler 19 (%14,5)
Retroperitoneal kitle 3(%2,29)
Genitolriner sistem maligniteleri 9 (%6,87)
Gastrointestinal sistem maligniteleri 9 (%6,87)
Benign Ureteral Obstriiksiyon 91 (%69,47
Jinekolojik cerrahi dykus 22 (%16,79)
Genitodlriner sistem cerrahisi ykusu 21 (%16,1)
Gastrointestinal sistem cerrahisi 6ykisu 19 (%14,5)
Gegirilmis travma oykiist 16 (%12,21)
Retroperitoneal fibrozis 13 (%9,92)
Ureteral Obstriiksiyon Lokasyonu
Proksimal 37 (%28,25)
Orta 28 (%21,37)
Distal 66 (%50,38)
Taraf
Sag 62 (%47,33)
Sol 57 (%43,51)
Bilateral 12 (%9,16)
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Tablo 2. Komplikasyonlar

Stent iliskili semptomlar 18 (%13,74)

Tekrarlayan Uriner sistem enfeksiyonu 11 (%8,39)

DJ stentte taslasma 8 (%6,1)

islem sonrasi (irosepsis 5(%3,81)

DJ stent migrasyonu 3(%2,29)

Transflizyon gereksinimi olan hematiiri 1 (%0,76)
TARTISMA

Malign ve benign Ureteral obstriiksiyon, prevalansi artmakla beraber Groloji pratigi icin 6nemli bir tedavi sorunu
olmaya devam etmektedir. Bu calismada Ureteral obstriiksiyon etyolojisinde jinekolojik maligniteler ve cerrahi
tedaviler literatiire benzer sekilde daha yiiksek oranda bulunmustur. Giinimuzde Ureteral obstriiksiyonu gidermekicin
rekonstriktif cerrahiler dnerilmektedir ancak her zaman mimkin olmamaktadir. Gegmiste Uriner diversiyon icin agik
nefrostomi, kutanoz lireterostomi ve ileal/kolon kondyiit gibi acik cerrahi yontemler tercih edilmekteyken giiniimiizde
teknolojinin gelismesiyle birlikte perkltan nefrostomi ve Ureteral stent yerlestirilmesi gibi minimal invazif teknikler
yapilmaktadir (5,6). Hangi yontemin daha iyi oldugu, her iki yontemin de avantajlar ve dezavantajlari sebebi ile
tartismalidirancak hastayayonelik planlanmayapilmasi gerekmektedir. Hayat kalitesinin degerlendirildigi calismalarda
perkitan nefrostomi ile Ureteral DJ stent uygulamasinin sonuclari benzerken, hastalara secenek sunuldugunda DJ
stent uygulamasinin hastalar tarafindan daha ¢ok tercih edildigi gortlmistir (7). Perkiitan nefrostomi ile etkili drenaj
saglanirken, ekstrakorporal tiip hastalarin hareketliligini ve 6zgtivenini olumsuz yénde etkilemektedir. Ayrica uzun
sureli kullanimlarda sik gorilen nefrostomi tliptiniin ¢cikmasi ve enfeksiyon gibi komplikasyonlarla iliskilidirler ve her
3 ayda bir rutin olarak degistirilmeleri gerekir (4).

Bizim calismamizda bir yil kullanilabilecegi belirtilen uzun émirlii DJ stentler kullanilmistir ve hastalar bu sekilde
nefrostomi veya kisa 6murlii DJ stentlerde oldugu gibi U¢ aylik araliklarla girisime maruz kalmamis ve takiplerinde
erken DJ stent degisim orani %12,21 olarak diislik bir oran tespit edilmistir. Rosenberg ve ark. yaptigi calismada malign
ekstrinsik Gireteral obstriiksiyonu olan hastalarda diizenli degistirilen DJ stent uygulamasinin hastalaricin iyi bir secenek
oldugu ve renal fonksiyonlarin korundugu goésterilmistir (8). Rosevar ve ark. yaptigi calismada Ureteral obstriiksiyonu
olan 54 hastaya uzun 6mrlt DJ stent (6F-7F Percuflex stents, Boston Scientific, Natick, Mass) kullaniimis ve 16 aylik takip
sonrasl hastalarin kreatinin seviyelerinde %36 oraninda diistis gorilmstdr. Yine bu ¢calismada Ureteral obstriiksiyonu
olan hastalara ilk basamak tedavi olarak perkiitan nefrostomi islemi yerine uzun dmurli DJ stent takilmasi dnerilmistir
(9). Benzer sekilde bu glincel calismada takip siiresince hastalarin eGFR oranlarinda anlamli fark izlenmemis ve bobrek
fonksiyonlarinin korundugu gorilmustdr. Elsamra ve ark. yaptigi calismada Ureteral obstriiksiyonu olan hastalarda
tandem Ureteral stent kullanimi basarl bulunmakla beraber tandem stent uygulamasinin metalik stentlere gére daha
disiik okliizyon orani ve kullanim kolayligi oldugu rapor edilmistir (10). Ancak in vitro yapilan bir calismada tandem
stent, metalik stent ve limeni genis tek bir stent (8F) kullanimi degerlendirilmis ve limeni genis tek bir stentin akisi
daha iyi sagladigi bulunmustur (6). Caismamizda tiim hastalara 4,8F DJ stent kullaniimistir ve takipleri stiresince
sadece 8 hastada (%6,1) enkrustasyon goriilmustir ve erken DJ stent degisim orani oldukga dusuktir. Corrales ve ark.
yayinladigi bir derlemede metalik stentler (Resonance, Memokath 051, Uventa, Allium, Bard), ekstra-anatomik stent
(Detour—Coloplast®) ve tiimor stentleri (Coloplast® ve Bard °-angiomed, UROSOFT) incelendiginde bu stentlerin
Ureteral obstriiksiyonu bulunan hastalarda etkin ve givenilir bir sekilde kullanilabilecegini ve bu stentlerin kisa
omdrli DJ stentlere gére maliyet avantaji oldugunu bildirmistir ancak bu durum tlkelere ve saglik sistemlerine bagh
olarak degiskenlik gosterebilir, ayni zamanda giinimuzde artik bu ¢alismada oldugu gibi uzun 6mrla polimer yapili
DJ stentler mevcuttur. Her ne kadar bizim calismamizda maliyet analizi yapilmasa da metalik stentlere oranla daha
diistik maliyetli olduklarini ancak bu durumun saglk sistemi ve Ulkelere gore farklilik gosterecedi bilinmelidir (1).

Galismanin limitasyonlari olarak retrospektif bir calisma olmasi ve sadece DJ stent takilabilen hastalarin dahil edilmesi
ve bu sebeple stent uygulamasinin hangi hastalarda uygulanabilirligi ve basari orani konusunda bir sonu¢ vermemesi,
ek olarak perkitan nefrostomi takilan hastalarla karsilastirmali analiz yapilmamasi olarak belirtilebilir.
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Bu calismada takip suresi ort. 35,4 ay olarak bulunmus olup literatlirdeki yayinlara gére daha uzun bir takip suresi
mevcuttur. Literatlirde uzun émirll DJ stent ile takip edilen hastalarda goriilen komplikasyon oranlari ile ilgili bilgi
oldukca kisitlidir. Bu calismada takip siiresince yanlizca bir hastada kan transflizyonu gerektiren hematiri gelismistir.
DJ stent uygulamasi sonrasi irritatif semptomlar hastalarin %13,74’tinde gorilmustir. Bu durum uzun émrli DJ
stentlerin Ureteral obstriiksiyonu olan hastalarda glvenli bir sekilde kullanilabilecegini gostermektedir.

SONUCLAR

Ureteral obstriiksiyonu olan ve kiiratif cerrahi yapilamayan hastalarda uzun émiirlii {ireteral DJ stent uygulamasi
minimal invazif, etkin ve guivenli bir ydntemdir. Stent teknolojisindeki gelismeler, Greticiler tarafindan garanti edilen
bekleme siresini bir yila uzatmis ve degistirme sayisinin azalmasi sebebiyle stent kullanimi daha cekici hale gelmistir.
ileriki dénemde bu konuda yapilan prospektif karsilastirmali calismalar ile hastalarin hangi tip stentler ile daha iyi
sonug elde edebilecegi anlasilabilecektir.
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A Technical Tip to Minimize Dorsal Vein Complex Bleeding in Extraperitoneal
Laparoscopic Radical Prostatectomy: Using Balloon of the Urethral Catheter

Ekstraperitoneal Laparoskopik Radikal Prostatektomide Dorsal Ven Kompleksi Kanamasini
Minimize Etmek icin Teknik Bir ipucu: Uretral Kateter Balonu Kullanimi
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OZET

Amac: Klinigimizde uyguladigimiz, laparoskopik radikal prostatektomi sirasinda dorsal ven kompleksinin (DVC)
kontroll sonrasi devam eden sizinti seklindeki kanamalari durdurabilecek bir teknik ipucu ve sonuglarini sunmayi
amacladik.

Gerecg ve Yontemler: Calismaya Mayis 2021 ile Agustos 2023 tarihleri arasinda ekstraperitoneal laparoskopik radikal
prostatektomi uygulanan hastalar dahil edildi. Tim hastalara DVC'den gelen minimal kanamayi kontrol altina almak
amaciyla Urretradan 16 Fr foley kateter yerlestirildi ve 25 mLlik sisirilmis balon ile 15 dk suireyle traksiyon uygulandi.
Hastalarin demografik 6zellikleri, Prostat Spesifik Antijen (PSA) degerleri, gleason skoru, prostat hacmi ve ameliyat
suresi kaydedildi.

Bulgular: Toplam 95 hasta dahil edildi. Ortalama yas, PSA, prostat volim degerleri sirasiyla 67,2 (49- 76) yil, 8,43 (4-
21) ng/ml, 46,32 (28-79) ml iken, medyan gleason skoru degeri ise 6 (6-8) idi. Operasyon sureleri ise ortalama 162,5
(126-237) idi. Ortalama olarak ameliyat stireleri calismaya katilmayan hastalarinkinden farkli degildi.

Sonug: Bize gore kateter balon kompresyonu, kanamayi kontrol etmek ve net goriintiileme altinda anastomozu
kolaylastirmak icin glvenli ve uygulanabilir bir tekniktir. Bu teknigin prospektif, randomize, ¢ift kor calismalarla
desteklenmesi gerekmektedir.

Anahtar Kelimeler: Prostat Kanseri, Dorsal Ven Kompleksi, Laparaskopi
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ABSTRACT

Objective: We aimed to present a technical tip that can stop bleeding in the form of leakage after control of the dorsal
vein complex (DVC) during laparoscopic radical prostatectomy and its results.

Material and Methods: Patients who underwent extraperitoneal laparoscopic radical prostatectomy between
May 2021 and August 2023 were included in the study. In all patients, a 16 Fr foley catheter was placed through the
urethra to control minimal bleeding from the DVC, and traction was applied for 15 min with a 25 ml inflated balloon.
Demographic characteristics, Prostate Specific Antigen (PSA) values, gleason scores, prostate volumes and operation
times were recorded.

Results: A total of 95 patients were included in the study. The mean age, PSA and prostate volume values were 67.2
(49-76) years, 8.43 (4-21) ng/ml, 46.32 (28-79) ml, respectively, while the median Gleason score value was 6 (6-8). The
mean operation time was 162.5 (126-237). Mean operative times were not different from those of patients who did
not participate in the study.

Conclusions: In our opinion, catheter balloon compression is a safe and feasible technique to control bleeding and
facilitate anastomosis under clear visualization. This technique needs to be supported by prospective, randomized,
double-blind studies.

Keywords: Prostate Cancer, Dorsal Vein Complex, Laparoscopy

INTRODUCTION

Prostate cancer is the second most common cancer diagnosed in men. In 2020, approximately 1.4 million people
were diagnosed worldwide (1). Laparoscopic Radical Prostatectomy (LRP) and Robotic Assisted Radical Prostatectomy
(RARP) are common methods for the treatment of localized prostate cancer.

One of the most important steps during these surgeries is Dorsal Vein Complex (DVC) control. Serious bleeding may
occur, so there are many methods for DVC control, the most common of which is the eight-suture method. Apical
dissection is very important to protect the urethra; but bleeding from DVC may cause difficulties in this step. In some
cases, even if DVC is largely controlled and apical dissection is completed and the urethra is separated from the
prostate, bleeding from DVC may continue in the form of leakage (2,3).

We aimed to present a technical tip that can stop these bleedings in the form of leakage that continues after DVC
control that we have applied in our department.

MATERIAL AND METHODS

We included 95 patients who underwent extraperitoneal laparoscopic radical prostatectomy between May 2021
and August 2023 in the Urology Clinic of our hospital. In order to control minimal bleeding due to DVC, all patients
underwent the technical tip described below.

Surgical Technique

All patients underwent extraperitoneal laparoscopic radical prostatectomy with 5 trocars. Under 15 mmHg pressure,
after removal of the anterior periprostatic fat, the endopelvic fascia was opened and the prostate was liberated from
the levator muscles in the apical direction. The puboprostatic ligaments were cut bilaterally and the DVC was exposed.
After that, the bladder neck was identified and dissected with the descending technique. The seminal vesicles and vas
deferens on both sides were then found, freed and elevated; the denonvilliers fascia was opened, and the prostate
pedicle was separated with polymer clips. Subsequently, a vessel closure system (LigaSure™, Medtronic, USA) was
used for DVC ligation. Before the vesicourethral anastomosis, a 16 Fr foley catheter was inserted through the urethra
to control minimal bleeding from DVC (Figure-1), by a 25 ml inflated balloon, and traction was applied (Figure-2). After
15 minutes of compression, the bleeding was controlled (Figure-3).
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Figure 1. Technique to control minimal DVC bleeding using a catheter balloon. Endoscopic view of minimal bleeding
after DVC control.

Figure 2. Compression with catheter balloon.
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Figure 3. After 15 minutes, minimal bleeding due to DVC was completely controlled.

RESULTS

A total of 95 patients were included in the study. The mean age, PSA and prostate volume values were 67.2 (49-76)
years, 8.43 (4-21) ng/ml, 46.32 (28-79) ml, respectively, while the median Gleason score value was 6 (6-8). The mean
operation time was 162.5 (126-237) minutes. The mean operation times were not different from the patients who
were not included in the study. Demographic characteristics of the patients are summarised in Table-1.

Table 1. Demographic Characteristics of the Patients Included in the Study

Age, years, mean (min-max) 67.2 (49-76)

PSA (ng/ml) 8.43 (4-21)

Gleason Score, median (min-max) 6 (6-8)

Operational Time, min, mean (min-max) 162.5 (126-237)

Prostate Size, volume, mean (min-max) 46.32 (28-79)
DISCUSSION

Laparoscopic Radical Prostatectomy is one of the most technically challenging laparoscopic surgeries. DVC bleeding
is the most common cause of intraoperative bleeding and can be observed in 44% of cases, so DVC ligation is one
of the most important steps in this operation. DVC control was first described in 1954 and many ligation methods
have been described since then. Although some studies have reported techniques that do not require ligation to
control DVC, ligation methods are now widely used to control DVC (4). The most used method is suture ligation, but
vascular closure systems (LigaSure™, Medtronic, USA) are also used. DVC suturing is a difficult and prolonged process
depending on the size of the prostate and the thickness of the DVC, and superficial suturing may cause bleeding
and deep suturing may damage the urethra (5). In one of these studies, the foley catheter inserted from the urethra
was tractioned by inflating 20-40 ml balloon and DVC control was achieved, but it was observed that bleeding was
statistically higher compared to the ligation methods (6).
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In our department, 95 extraperitoneal laparoscopic radical prostatectomies were performed between May 2021 and
August 2023, and in all of them, the vessel closure system (LigaSure™, Medtronic,USA) was used for DVC ligation. After
DVC ligation, a 16 Fr foley catheter was inserted through the urethra and the balloon was inflated with 25 ml saline,
then traction was applied and waited for 15 minutes. In the meantime, the rectum was checked and pelvic lymph
node dissection was performed in patients having indications. It was observed that all oozing bleeding was controlled
at the end of 15 minutes. Considering that pelvic lymph dissection was performed in patients with indication during
the suturing and DVC ligation time, we think that this waiting time did not cause an increase in the mean operation
time. No perioperative blood requirement and no significant postoperative hemoglobin drop were observed in any
patients.

This technical tip seems to have several limitations. These are small number of patients and the lack of a comparison
group. Our aim is to present only our experience with minimal bleeding after DVC ligation, which we found to be
successful. This is a technical tip, not a study, and this technique needs to be supported by prospective, randomized,
double-blind studies.

CONCLUSION

We believe that compression with a catheter balloon traction successfully controls minimal bleeding after DVC
ligation instead of re-ligation with sutures or vessel closure systems (LigaSure™,Medtronic,USA). The other advantage
may be its ease that can be performed especially by surgeons who are in the learning curve.

Conflict of interest: The authors declare that they have no conflict of interest.
Financial Disclosure: The authors declared that this study has received no financial support.

Ethics Committee: Kayseri City Hospital Non-Interventional Clinical Research Ethics Committee Date: 28.03.2024
Protocol: 37

REFERENCES

1. Culp MB, Soerjomataram |, Efstathiou JA, Bray F, Jemal A. Recent Global Patterns in Prostate Cancer Incidence and
Mortality Rates. Eur Urol. 2020 Jan;77(1):38-52. https://doi.org/10.1016/j.eururo.2019.08.005.

2. Garcia-Segui A, Sanchez M, Verges A, Caballero JP, Galan JA. Narrowing of the dorsal vein complex technique
during laparoscopic radical prostatectomy: a simple trick to simplify the control of venous plexus. Urol J. 2014
Nov 1;11(5):1873-7. PMID: 25361707.

3. Gozen AS, Tokas T, Akin Y, Klein J, Rassweiler J. Impact of barbed suture in controlling the dorsal vein complex
during laparoscopic radical prostatectomy. Minim Invasive Ther Allied Technol. 2015 Apr;24(2):108-13. https://
doi.org/10.3109/13645706.2014.960940.

4. XuP XuA, Chen B, Zheng S, Xu Y’et al. Huang P, Zhang Y, Ge Y, Liu C. Ligation-free technique for dorsal vascular
complex control during laparoscopic radical prostatectomy: a single-center experience from China. World J Urol.
2017 Mar;35(3):395-402. https://doi.org/10.1007/s00345-016-1889-0.

5. Wang Y, Cheng X, Xiong Q, Cheng S. The progress of dorsal vascular complex control strategy in radical
prostatectomy. J Int Med Res. 2023 Feb;51(2):3000605231152091. https://doi.org/10.1177/03000605231152091.

6. Rainwater LM, Segura JW. Technical consideration in radical retropubic prostatectomy: blood loss after ligation of
dorsal venous complex. J Urol. 1990 Jun;143(6):1163-5. https://doi.org/10.1016/s0022-5347(17)40215-1.



https://doi.org/10.1016/j.eururo.2019.08.005
https://doi.org/10.3109/13645706.2014.960940
https://doi.org/10.3109/13645706.2014.960940
https://doi.org/10.1007/s00345-016-1889-0
https://doi.org/10.1177/03000605231152091
https://doi.org/10.1016/s0022-5347(17)40215-1

Author Guidelines

Dergi, yazarlarin yayin haklarini kisitlama olmaksizin saklamasini saglar.
Yazarlarin kimlik bilgileri ve e-posta adresleri hicbir sekilde baska amaclar icin kullaniimamaktadir.
Gonderilen yazilarin daha 6nce yayinlanmamis olmasi veya baska bir dergide degerlendirme asamasinda olmamasi gerek-
mektedir.
Gonderilen yazilar herhangi bir kongrede takdim edilmis ise bu durum gdnderilen makalede dipnot olarak bildiriimelidir.
Derginin Yayin Kurulu, tim itirazlar Yayin Etik Komitesi (COPE https://publicationethics.org/resources/flowcharts/hand-
ling-post-publication-critiques) kurallari cercevesinde ele alir. Bu gibi durumlarda, yazarlar temyiz ve sikayetleri ile ilgili olarak
yayin kuruluyla dogrudan iletisime gecmelidir. Gerektiginde, dahili olarak cozilemeyen sorunlari cézmek icin bir ombudsman
atanabilir. Editor, tim temyiz ve sikayetler icin karar verme sirecindeki nihai otoritedir.
Derginin editoryal ve yayin strecleri, International Council of Medical Journal Editors (ICMJE http://www.icmje.org/recom-
mendations/browse/publishing-and-editorial-issues/) yonergelerine gore sekillendirilmektedir.
Endouroloji Bulteni yayincilikta seffaflik ve en iyi uygulama ilkelerine uygundur (DOAJ https://doaj.org/apply/transparency/).
Bir yazinin yayin icin kabul edilmesinde en ¢nemli kriterler 6zgunluk, yiksek bilimsel kalite ve alinti potansiyelinin varligidir.
Dergide yayinlanmak Uzere gdnderilen yazilar, daha &énce baska bir yerde yayinlanmamis ve yayinlanmak Uzere génderilmemis
olmalidir. Bir kongrede teblig edilmis ve 6zeti yayinlanmis calismalar organizasyonun adl, yeri ve tarihi belirtiimek sarti ile kabul
edilebilir.
Deneysel, klinik, ilac calismalarinin ve bazi vaka raporlarinin arastirma protokollerinin Etik Kurul tarafindan uluslararasi s6z-
lesmelere uygun olarak onaylanmasi (Dunya Tip Birligi Helsinki Deklarasyonu “insan Denekleri ile ilgili Tibbi Arastirmalar icin
Etik Ilkeler” https:/www.wma.net/policies-post/wma-declaration-of-helsinki-ethical-principles-for-medical-research-invol-
ving-human-subjects/) gereklidir.
Etik kurul izni gerektiren tum arastirmalar icin etik kurul onayr alinmali, bu onay makalede belirtiimeli ve belgelenmelidir.
Etik kurul izni gerektiren calismalarda izne iliskin bilgiler (kurulun adi, tarih ve sayis) yontem bolimuinde ve makalenin ilk/son
sayfalarindan birinde yer alabilir; Olgu sunumlarinda aydinlatiimis onam/riza formunun imzalanmasi ile ilgili bilgilere makalede
yer verilmelidir.
e Uzerinde deneysel calisma yapilan gonulli kisilere ve hastalara uygulanan prosedurler ve sonuclari anlatildiktan sonra
onaylarmin alindigini ifade eden bir aciklama yazinin icinde bulunmalidir.
e Hayvanlar Uzerinde yapilan arastirmalarda aci ve rahatsizlik verilmemesi icin yapilan uygulamalar ve alinan tedbirler
aclk olarak belirtilmelidir.
e Hasta onami, etik kurulun adi, etik kurul toplanti tarihi ve onay numarasi ile ilgili bilgiler makalenin “Gerec ve Yontem”
bolumunde de belirtilmelidir.
e  Hastalarin gizliligini korumak, yazarlarin sorumlulugundadir. Hasta kimligini ortaya cikarabilecek fotograflar icin, hasta
ve/veya vyasal temsilcileri tarafindan imzalanan onaylarin alinmasi ve yazili onay alindiginin metin icerisinde belirtiimesi
gereklidir.
Dergimize gdnderilen tUm yazilar intihal tespit etme programi (iThenticate) ile degerlendiriimektedir. Benzerlik oraninin %20
ve alti olmasl dnerilmektedir.
Derginin Yayin Kurulu, tUm itirazlari Yayin Etik Komitesi (COPE) kurallari cercevesinde ele alir. Bu gibi durumlarda, yazarlar
temyiz ve sikayetleri ile ilgili olarak yayin kuruluyla dogrudan iletisime gecmelidir. Gerektiginde, dahili olarak ¢dzulemeyen
sorunlarl ¢dézmek icin bir ombudsman (badimsiz denetci) atanabilir. Bas Editor, tim temyiz ve sikayetler icin karar verme
surecindeki nihai otoritedir.
Endouroloji Bulteni’ ne génderilen her makale, adi gecen yazarlarin timuandn imzaladigi Yazar Katki ve Telif Haklari Formu ile
birlikte gonderilmelidir. (https://dergipark.org.tr/tr/journal/3154/file-manager/17373/download)
Sekiller, tablolarveyahembasilihem deelektronik formatlardakidiger materyaller de dahilolmak Uzere baska kaynaklardanalinan
icerigikullanan yazarlarin telif hakki sahibindenizin almalari gerekir. Bu husustaki hukuki, mali ve cezai sorumluluk yazarlara aittir.
Endodroloji Bulteni'nde yayinlanan yazilarda belirtilen ifadeler veya gérUsler yazarlara aittir. Editorler, editorler kurulu ve
yayincl, bu yazilar icin herhangi bir sorumluluk kabul etmemektedir. Yayinlanan icerikle ilgili nihai sorumluluk yazarlara aittir.



Author Guidelines
Authors’ credentials and e-mail addresses are not used for other purposes.
The submitted articles should be previously unpublished and should not be under consideration by any other journal.
If whole or a part of the submitted articles are presented in any congress, this should be noted in the submitted article.
The journal’s Editorial Board handles all appeal and complaint cases within the scope of Committee on Publication Ethics
(COPE) guidelines. In such cases, authors should contact the editorial office directly regarding their appeals and complaints.
When needed, an ombudsperson may be assigned to resolve cases that cannot be resolved internally. The Editor in Chief is
the final authority in the decision-making process for all appeals and complaints.
The editorial and publication processes of the journal are shaped following the guidelines of the International Council of Med-
ical Journal Editors (ICMJE).
The journal conforms to the Principles of Transparency and Best Practice in Scholarly Publishing (DOAJ).
Originality, high scientific quality, and citation potential are the most important criteria for a manuscript to be accepted for
publication. Manuscripts submitted for evaluation should not have been previously presented or already published in an elec-
tronic or printed medium. Manuscripts presented in a meeting should be submitted with detailed information on the organi-
zation, including the name, date, and location of the organization.
An approval of research protocols by the Ethics Committee following international agreements (World Medical Association
Declaration of Helsinki “Ethical Principles for Medical Research Involving Human Subjects”) is required for experimental, clin-
ical, and drug studies and some case reports. If required, ethics committee reports or an equivalent official document will be
requested from the authors.
* For manuscripts concerning experimental research on humans, a statement should be included that shows that written
informed consent of patients and volunteers was obtained following a detailed explanation of the procedures they may
undergo.
* For studies carried out on animals, the measures taken to prevent pain and suffering of the animals should be stated
clearly.
« Information on patient consent, the name of the ethics committee, and the ethics committee approval number should
also be stated in the Materials and Methods section of the manuscript.
* Itis the authors’ responsibility to protect the patients’ anonymity carefully. For photographs that may reveal the identity
of the patients, releases signed by the patient or their legal representative should be enclosed.
All submissions are screened by a similarity detection software (iThenticate), and the limitation without similarity is 20%.
Endourology Bulletin requires each submission to be accompanied by an Copyright Agreement and Acknowledgement of
Authorship Form (available for download https:/dergipark.org.tr/). Authors must obtain permission from the copyright hold-
er when using previously published content, including figures, tables, or any other material in both print and electronic for-
mats. In this regard, legal, financial, and criminal liabilities belong to the author (s).
Statements or opinions expressed in the manuscripts published in Endourology Bulletin reflect the authors views (s) and not
the opinions of the editors, the editorial board, or the publisher; the editors, the editorial board, and the publisher disclaim
any responsibility or liability for such materials. The final responsibility regarding the published content rests with the authors.
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PREPARATION OF MANUSCRIPT

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

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

Yazarlarin asagidaki belgeleri gbndermeleri gerekir:

Yazar Katki ve Telif Haklari Formu

Bilgilendirilmis Onam Formu

ICMJE Cikar Catismasi Formu

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

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

e  Sekiller (JPEG format)

e Tablolar (en fazla 6 tablo)

Ana Belgenin Yayina Hazirlig

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

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

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

e  Baslik (hem Turkce hem ingilizce)

o  Ozet (hem Turkce hem Ingilizce)

e Anahtar Kelimeler (hem Turkce hem ingilizce)

e (Giris

e  Gerec ve yontemler

e Bulgular



https://dergipark.org.tr/pub/
https://meshb.nlm.nih.gov/MeSHonDemand
https://meshb.nlm.nih.gov/MeSHonDemand

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

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

Kaynaklar

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

Kaynaklarin sonuna alinti yapilan makalelerin doi linki eklenmelidir.
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Ornekler

Makaleler icin:

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

1.Gunalp I: Modern Uroloji. Ankara: Yargicoglu matbaasi, 1975. Kitap bolumleriicin: Anderson JL, Muhlestein JB. Extra corporeal
ureteric stenting during laparoscopic pyeloplasty. Philadelphia: W.B. Saunders; 2003. p. 288-307

Web sitesi icin;

Gaudin S. How moon landing changed technology history [Internet]. Computerworld UK. 2009 [cited 15 June 2014]. Available
from: http://www.computerworlduk.com/in-depth/it-business/2387/how-moon-landing-changed-technology-history/
Bildiriler icin;

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

Tez icin;

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

Geri Cekme veya Reddetme

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

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

Kabul sonrasi

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

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

PREPARATION OF MANUSCRIPT

Manuscripts can only be submitted through the journal’s online manuscript submission and evaluation system, available at
https://dergipark.org.tr/ Manuscripts submitted via any other medium will not be evaluated.

Manuscripts submitted to the journal will first go through a technical evaluation process where the editorial office staff will
ensure that the manuscript has been prepared and submitted following the journal’s guidelines. Submissions that do not
conform to the journal’s guidelines will be returned to the submitting author with technical correction requests. The editor
reserves the right to reject manuscripts that do not comply with the aforementioned requirements. Corrections may be done
without changing the main text.

Authors are required to submit the following:

» Copyright Agreement&Acknowledgement of Authorship Form,

* Informed Consent Form

+ ICMJE Disclosure of Interest Form

« Title Page (including Title of Manuscript, Running title, author (s) ‘s name, title, and institution, corresponding author’s
contact information, Name of the organization supporting the research)

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

* Figures (Jpeg format)

* Tables (max 6 tables)

Preparation of the Main Document

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

Publication Types;



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

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

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

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

All'acronyms and abbreviations used in the manuscript should be defined first, both in the abstract and in the main text. The
abbreviation should be provided in parentheses following the definition.
When a drug, product, hardware, or software program is mentioned within the main text, product information, including the
name of the product, the producer of the product, and city and the country of the company (including the state if in the USA),

should be provided in parentheses.

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

Original Research Articles should be maximum of 4000 words and include subheadings below;

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

lish)

» Keywords (both in Turkish and English)

* Introduction

* Material and Methods
* Results

* Discussion

+ Conclusions

* Figures and Tables Legend (if necessary)

* References

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

* Title (both in Turkish and English)

» Abstract (both in Turkish and English)
» Keywords (both in Turkish and English)

* Introduction
 Case Presentation
* Discussion and Conclusion

« Figures and Tables Legend (if necessary)

» References

Literature Reviews should be maximum of 5000 words and include subheadings below;

« Title (both in Turkish and English)

 Abstract (both in Turkish and English)
» Keywords (both in Turkish and English)

* Main text
 Conclusion

* Figures and Tables Legend (if necessary)

» References

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

* Title
» Keywords
* Main text



* Figures and Tables Legend (if necessary)
* References

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

* The files should not be embedded in a Word document or the main document.

* When there are figure subunits, the subunits should not be merged to form a single image. Each subunit should be sub-
mitted separately through the submission system.

* Arabic numbers should number images to indicate figure subunits.

* The minimum resolution of each submitted figure should be 300 DPI.

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

« Information or illustrations must not permit the identification of patients, and written informed consent for publication
must be sought for any photograph.

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

References

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

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

For Examples;

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

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

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

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

For Thesis; Ercan S. Vendz yetmezlikli hastalarda kalf kasi egzersizlerinin vendz fonksiyona ve kas guclne etkisi. Suleyman
Demirel University Faculty of Medicine Sports Medicine Department Thesis. Isparta: Suleyman Demirel University. 2016.
Retraction or Reject; Manuscript Retraction: For other reasons, authors may withdraw their manuscript from the journal with
a written declaration.

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

AFTER ACCEPTANCE

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

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



Peer Review Process

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

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

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

4. Hakem Daveti

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

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

6. inceleme Sureci

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

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

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

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

*Kurum ici degerlendirme sdrecinde; cift kbr degerlendirme strecindeki adimlar izlenmektedir.



The Double-Blind Peer Review Process
1. Submission of Paper
The corresponding author submits the paper via Dergipark online system to the journal.new

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

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

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

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

6. Review is Conducted

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

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

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

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

e Copyedit submission

e Layout

e Corrections

e  Publishing the submissions on the web page as early print

e Creating issues

e QOrganize Table of Contents

e Publishing the issue on the web page and printing hardcopy

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