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PoboT-acuctupanu u
NanapocKoncku onepauuu

3abonaBaHnn HQ roPHU NUKOUHH
NbTUWO

3abonaBaHun Ha [OAHN NUKOUHU
nbLTHWQ

KapyuHom Ha npocTaTaTa

3a6onaBaHNA HQ NUKOUYHNA MeXyp

HQTCKO yponorua

OONUNAJTHO HAYYHO U3OAHWE HA BbJITAPCKO YPOJIOTMYHO APYXECTBO
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EAVH KNoY KbM NoBeYe Bb3MOXHOCTU &

3a Jie4YeHne Ha BalnTe nauyneHTn: r\h

KEYTRUDA e ogo6peHa 3a neyeHue Ha 26 MHANKaLUN Ha
KapuMHOM, KaTo efjHa OT TAX e JieYeHne Ha NaLeHTn C
Heonepab6uneH UM meTacTaTMyeH menaHom'
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KEYTRUDA

(pembr0||zumab) Injection 100 mg

} 4 % ToBa e CHUMKA Ha HeAeMCTBUTENHM NaLMeHTH U Ce U3Mon3Ba caMo C UNCcTpaTMBHaA Len.

KEYTRUDA Pegpeperyuu: 1. Kelimpyoa KXI1

CbkpaTeHa UHdopmauus 3a npeanuceaHe

Moseye nHdopmaLvs Moxe Aa HamepuTe B KpaTkaTta xapakTepucTuka Ha npoaykTa. EnektpoHeH agpec: https://spconline.msd-info.net
3a fgonbnHuTeNHa UHopMaLuus unu 3a Aa cbobLyuUTe 3a HexenaHa NekapcTBeHa peakums nanonasanTe: dpoc.bulgaria@merck.com

Wme Ha nekapcTeeHus npoaykt: Keytruda (pembrolizumab)

KauecTBeH 1 konuyecTBeH cheTai: Beeku ml koHUEHTpaT cbabpxa 25 mg pembrolizumab.

TepaneBTMYHU Noka3aHUA: KaTo MOHOTepanyisi 3a neyeHne Ha Bb3PacTHU W KOHOLLIW Ha 12 roAMHU 1 NO-roNeMu NaLMeHTy C: aBaHcupan MenaHom (HeonepabuneH unm
MeTacTaTu4eH), afloBaHTHO neyeHne Ha menaHom ctaamit 1IB, [IC unu IlI; kaTo MOHOTepanust 3a aAtoBaHTHO feYeHne Ha Bb3pacTHU C HepeBGHOKNEeTbYeH KapLyHOM Ha
6enns apo6, KOUTO ca C BUCOK PUCK OT peLuavB crep mbiiHa pe3ekums 1 nnatuHa-6asvupaHa xummotepanusi; B KoMBuHaums ¢ nnatuHa-6asnpaHa xuMmuoTepanus kato
Heoa/loBaHTHO NeYeHne 1 crief ToBa NPOABIDKEH KaTo MOHOTEpanus 3a aAloBaHTHO JIeYeHre 3a NauneHTn ¢ onepabuneH HeapebHOKNeTbYEH kapLumMHOM Ha 6enus Apob ¢
BUCOK PVCK OT peLvB Npu Bb3pacTHW; KaTo MOHOTEpanus Unn B KOMBGUHaLWS 3a NeyeHne Ha Bb3PacTHU NaLUEHTN C: MeTacTaTUieH UNu NokarnHo aBaHcupan
HeapebHoKneTbYeH kapLMHOM Ha Genusa apo6 (NSCLC), metacTtatuyeH (He)ckeamoseH NSCLC; kaTo MOHOTepanyisi Npu peLmaysmpal unv pedpakTepeH Knacuyecku
XOMXKNHOB NMCOM Npy BL3PACTHU U NEANATPUYHM NALMEHTN Ha Bb3pacT 3 rOA1HM 1 NO-FofIeMU; KaTo MOHOTEpanus Npu NoKanHo asaHcupan Unu MetactaTuyeH ypoTeneH
KapLMHOM; KaTo MOHOTepanus U B KOMGUHALIMS Npy peLnanBupaLL U MeTacTaTUieH CKBaMO3HOKNETbYEH KapLMHOM Ha rnaBaTa 1 WnsTa; B KoMOBMHaLus Npy aBaHcupan
6BbOpeyHoKneTbYeH kapLumnHom (RCC); kaTo MOHOTepanus Npu aflBaHTHO NeveHne Ha GbGPEeYHOKNEeTbYEH KapLMHOM; KaTo MOHOTepanus nNpu HeonepaduneH nnm
MeTacTaTuyeH kornopekTtaneH kapumHoMm (CRC) ¢ Brcoka MukpocaTenuTHa HectabunHocT (MSI-H) unu aecuumnt B MexaHn3ma 3a Bb3CTaHOBSIBaHe Ha HECLOTBETCTBUATA Ha
[HK (dMMR) npu Bb3pacTHu; B KOMGMHALMS NpY NOKanHO aBaHcupan HeonepabuneH Unu MetactaTuieH KapLyHOM Ha XpaHONpOBOAa NpU Bb3pacTHU; B KOMBMHaLMS npy
nokanHo aBaHcupan HeonepabuneH unu metactatniyeH HER2-nonoxureneH ageHokapLMHOM Ha CTOMaxa Unu ractpoesodareanHara Bpb3aka npy Bb3pacTHW, NTOKanHoO
aBaHcupan HeonepabuneH unu metactatudeH HER2-HeraTuBeH ageHOKapLMHOM Ha cToMaxa unuv ractpoesochareanHara Bpb3ka Npu Bb3pacTHU; B KOMBMHaLMS npy
nokanHo aBaHcupan HeonepabuneH Unm MeTacTaTuyeH KapLMHOM Ha XITbYHUTE MbTULLA NPY Bb3PaCTHU; B KOMBUHALIWS C XMMUOTEpanus KaTo He0aAtoBaHTHO neyeHune 1
crep ToBa NpPOAbIDKEH KaTo MOHOTEpanus 3a afloBaHTHO feYeHune cneq onepawuus, nNpu NIoKanHo asaHcupan Unu paHeH CTaauin Ha TPOHOHeraTUBeH KapLuuHOM Ha rbpaata
(TNBC) ¢ BICOK pUCK OT peLnans; B KOMEGUHALMA NpU NIOKanHo peunavempall HeonepabuneH unu metactatnied TNBC; nepcvcTupall, peuuavBupall U MetactaTtuieH
LiepBu1KaneH KapLumMHOM; B KOMBUHaLWS ¢ neHBaTWHWUG Npy aBaHCKUpan Unu peLumansmupall, eHaoMeTpuaneH KapLyHOM Npu Bb3pacTHU; kaTo MoHoTepanwsi npu MSI-H unu
dMMR Tymopu npu Bb3pacTHU C: aBaHCUpan uUnu peLumansupall, eHaoMeTpuaneH kapLmuHom (Mporpecuparn no Bpeme Unu crep npeaxoaHo neyenune ¢ nnatuHa-6asupana
Tepanus Npu BCAKaKBX YCMOBWS) U HeonepabuneH unu MeTactatiyeH kapLyHOM Ha CToMaxa, TbHKUTe YepBa UK xJITbykaTta (Mporpecupani no BpeMe Uniu crief NoHe egHa
npeaxogHa Tepanus).

[o3npoBKa 1 Ha4yMH Ha npunoxexue: MNpenopbuntenHarta fosa Keytruda npu BbapacTthn e 200 mg Ha Bcekn 3 ceamuum, nnu 400 mg Ha Bcekn 6 ceaMuLn, NPUNoXeHa
KaTo MHTpaBeHo3Ha NHAy3unsa B npoabrxeHne Ha 30 MuHyTw. MpenopbuntenHata Aosa KEYTRUDA kato MoHoTepanus npv neguaTpuyHi NauueHT Ha Bb3pacTt 3 roanHn v
no-ronemu ¢ cHL nnu nauneHTv Ha Bb3pact 12 roauHu 1 no-ronemu ¢ menaHom e 2 mg/kg TenecHo Terno (Ao makcumym 200 mg) Ha Bceku 3 ceamuLM, NpUNoXeHa Kkato
VHTpaBeHO3Ha MHY3us B npoabmmkeHne Ha 30 MuHyTh. 3a ynotpeba B kombuHauws, BkTe KpaTkaTta xapakTtepuctuka Ha npoaykta (KXIM) Ha cbnbTcTBALLMTE Tepaniu.
MpoTtueonokasaHua: CBPBLXYYBCTBUTENHOCT KbM aKTUBHOTO BELLECTBO UK KbM HAKOE OT NOMOLLHWTE BeLLecTsa.

CneumanHu npeaynpexaeHus v npeanasHu Mepku npu ynotpe6a: OueHka Ha PD-L1 cTatyca cnopea Ao6pe BanuanpaHa 1 HagexaHa MeTofonorus. AKo € MoCoYeHo B
nokasaHueTo, noadopbT Ha nauueHTn 3a neveHne ¢ KEYTRUDA Bb3 ocHoBa Ha MSI-H/dMMR TymopeH ctatyc TpsibBa Aa ce NoTBbpan Ypes BanuavpaH TecT. Mpu cbMHeHve
3a IMyHOMeMMPaHW HexXenaHn peakuuy TpsibBa Aa ce ocurypu noaxoasiua oLeHka, 3a Aa ce NoTBbpAM eTMONoruaTa Unu 3a Aa ce U3KMoyaT Apyri NPUHnHIA.
MpunoxeHneTo Ha nemGponuaymab TpsibBa OKOHYaTEmNHO Aa ce NpeycTaHOBM NpU BCsika MOBTOPHO Bb3HUKHaNa UMyHOMeAuMpaHa HexernaHa peakums oT cteneH 3 v npu
BCSIKa UMyHOMeMMpaHa HexernaHa peakuus oT cTeneH 4, CBbp3aHa C TOKCUYHOCT, C U3KIYEHNE Ha eHAOKPUHONATUM, KOUTO Ce KOHTPOIMpaT CbC 3aMeCTBaLLt XOPMOHU (BX.
TOuKM 4.2 1 4.8 Ha KXI).

HexxenaHu nekapcTBeHu peakuuu: 3aBUCAT OT TOBA Aanu ce NpoBexAa MOHO- Unn KOMGUHMPaHo nevexre. C Hal-ronsiMa YecToTa ca OnUcaHn: UMyHOMeAUnpaHxu
HeXenaHu peakLuu, KOUTO OTLLYMSABAT Cref BbBeXaaHe Ha NoAXOAsLLO NleyeHne Unu npu npekpatsiBaHe Ha NPUMNOXEHNETO; aHEMUS, HeyTPONeHNs!, TPOMBOLUTONEHMS,
NUMAONEHUs, XMNOTUPEOUAN3bM, XMMNEPTUPEOUAN3bM, CbpAeYHa apUTMUS (BKITIOYNUTENHO NPeACHPAHO MBbX/AEHE), MUOKapAWT, XUMNEePTOHWS, HamaneH aneTuT, rnaeo6onve,
aucreysusi, 6eacbHue, nepudepHa HeBponaThs, 3amMasiHOCT, AUCTIHES, Kallnuua, MHEBMOHUS, MHEBMOHUT, Mapus, XenaTut, kopemHa 6orka, rageHe, noBpbLUaHe, 3anek,
o6puB, AepMaTuT, anoneums, NPypUTyc, MycKynHo-ckeneTHa 6onka, apTpanrns, MMoanT, Gonka B KpaitHULMTe, yMopa, acTeHWsi, OTOK, MMpeKcus, ocTpo 6bGpeyHo yBpexaaHe,
XUnoKanueMus, XunoHaTpuemusi, nosuLLIEHa anaHuH aMMHoTpaHcdepasa, nosyLleHa acnapTat aMMHoTpaHcdepasa, NoBULLIEH KpeaTUHIH B KpbBTa, NOBULLIEHa 1nasa.
B3auMmopeicTBMe ¢ Apyru nekapcTBEHU NPOAYKTU U Apyru hopMu Ha B3aumopaencTeme: He ce o4akeaT MeTabonuTHY B3aMMogeincTsmst oT Tuna
,flekapcTBo-nekapcTBo”. Ynotpebara Ha CUCTEMHI KOPTUKOCTEPOUAM UM UMYHOCYNpecopu TpsibBa fa ce u3barea npeamn HavanoTo Ha NpunoxeHue Ha nembponusymat.
®epTunuTeT, GpeMEeHHOCT 1 KbpMeHe: YKeHnTe ¢ AeTepoaeH noTeHuuan Tpsabea Aa 13nonseat eekT1BHa KOHTPaLIENLUWs No BpeMe Ha neyeHne 1 noHe 4 meceua cnep
nocneaHata gosa nem6ponuaymab. Mem6ponuaymab He TpsiGBa Aa ce U3rnonssa No Bpeme Ha GPeMEHHOCT, OCBEH aKko KIIMHWYHOTO CbCTOSHUE Ha XeHaTa Hanara neyeHuve ¢
nem6ponusymab. Mpu kbpMeHe pUCKBLT 3a HOBOpOAEeHUTE/kKbpMayeTaTa He Moxe Ja 6bae U3koyeH 1 TpsibBa Aa ce B3eMe NpeaBuwz nonsata oT KbPMEHETO 3a JeTeTo 1
nonsara oT TepanusTa ¢ nembponuaymat 3a xeHata. JIUNcBaT KIMHWUYHM JaHHN OTHOCHO Bb3MOXHUTE edekTn Ha nemBponusymat Bbpxy eptunureTa.
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CnucaHue YPOHET nybaukyBa opu2uHanHU cmamuu u knuHUUHuU cayuau 8 ccpepama Ha ypo-
AO2UAMa, XupypauuHume Hayku, Hecbpono2uAama, uMyHoAo2UAMA, bbbpeuHama mpaHcnAaH-
mauuf u obpazHama guazHocmuka.

Bcuuku gokaagu usnpameHu 3a nybaukyBaHe mpa68a ga ca 8 PDF u WORD (*.doc or *.docx)
dopmam u mpabBa ga BkalouBam: 3aznaBue u aBmopcku konekmuB (boazapcku u aHzaulicku e3uk),
abcmpakm (boa2apcku u aHzaulcku e3uk), kalouoBu gymu (bbazapcku u aHaautcku esuk). Wpudm
Times New Roman 12, mexkgypegue 1.5. Bcaka mabauua, epacduka uau cHumMka ce npegcmaBa, kak-
mo B8 cmamusama, maka u Ha gonoAHUMEAEH dauA U HOMepupaHa cnpAMO nocaegoBameaHocmma U
Ha noABa B8 mekcma Hanp. (puaypa XX, cHumka XX u m.H.).

Oonyckam ce u gokaagu camo Ha aHeaulcku e3uk.

KHuzonuca mpabBa ga e MuHuMymM om 10 u He noBeue om 20 uumupaHu Hay4yHu mpygoBe, koumo
ce HoMepupam cnpAMO pega uM Ha noABa B mekcma Ha cmamuAama kamo ce caegBa caegHama no-
caegoBameaHoCcm npu uumupaHuama — gamuaua nocregBaHa om uHuuuaAu Ha nopBo ume Ha Bo-
gewHua aBmop, uMeHama Ha ocmaHaAume aBmopu, 2oguHa Ha nybaukyBaHe, 3aznaBue, cokpameHo
uMe Ha >KypHana, uagaHue, HOMep Ha cmpaHuua.

Mpumep:

MomoBcku B, BacuauB B, MuayweB M, AazapoB LI, MupuHueB H, TumeB A, MBaHoB ', MaageHoB
B, OumumpoB M, AxeB K, MepoaueB M. MP- TpaHcnepuHeanHa QloxkoH buoncus ¢ “Koelis” — Buco-
komexHoAo2uuHa npeuusHocm. YpoHem, 2/2020: cmp 8

YotovskiV, Vassilev V, Milushev M, Dimitrov PI, Krastanov A, Mladenov V, Timev A, Lazarov C, lvanov
G, Yanev K, Georgiev M. MRI Fusion Biopsy with ,Koelis®. High-Tech Precision. 41st CONGRESS
OF THE SOCIETE INTERNATIONALE D UROLOGIE — SIU 2021 ABSTRACT BOOK, VOLUME
2, Supplement 2, page 144.

Agpecume Ha Bceku aBmop ¢ noweHcku kog, eA. nowa, meaedoH (no kenaHue), mpabBa ga ca
HanucaHu B8 kpasa Ha HayyHuA mpyg cAeg kHueonuca (boa2apcku u aHaAaulicku e3uk).

Joknagume mMoxke ga usnpawame Ha eA. nowa — dr.vl.mladenov@gmail.com, kakmo u Ha
http://uroweb.bg/
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CbXPAHABAHE HA CbAOBO-
HEPBHUA CHOIN NMPU POBOT-
ACUCTUPAHA PAOUKAJIHA
NMPOCTATEKTOMWA NP NAUUEHTU
CBUCOK OHKOJNNOITMYEH PUCK - A
WU HE?

M. leoprues?*, . Cemeppxues, M. Kones, K. ines*, B. bonues,
C. Avrenos, P.lepros, U. JInnavos*, . XuHkos
KITMHUKA MO YPONOTMA N OTOAENEHWME MO YPOJTOTUA, YMBAT,, ANNIEKCAHOPOBCKA" *
OTAENEHWE NO YPONOTIWNA, MBAN ,,JOBEPUE"

BbBEJEHUE:

Pakobm Ha npocmamama om gecemuaemue e
nAamuHeH npuopumem B Ypoaozuama, kakmo
Nno omHoweHue Ha guagHocmkama maka cowo
u BoB Bpov3ka ¢ ocvBopuweHcmBaHe Ha Xuppy-
2UYHUMeE Memogu Ha AeueHue. C HampynBaHe Ha
6asa gaHHu npe3 2oguHume caeg BoBerkgaHe Ha
pobom-acucmupaHume onepauuu Bce noBeue
npoyuBaHuAa cu nocmaBAam 3a 3agaya ga onpe-
gensam gokonko paswupaABaHemo Ha uHgukauu-
ume 3a pagukanHa npocmamekmomus, kakmo u
cbxpaHABaHemo Ha cbgoBo-HepBHUME CHONO-
Be moz2am ga noBAauAsm oHkoAO2UYHUA PE3YA-
mam om egHa cmpaHa u ga ce hocmuaHe gobop
dyHkuuoHaneH pesyamam kakmo no omHowe-
Hue Ha koHmuHeHmHocmma maka u 3ana3BaHe
Ha epkmuaHama dyHkuuA. Hewo noBeue - Ham-
pynBaHemo Ha onum u ocobBopuweHcmaBHe Ha
pobomusupaHume naamdopmu, kakmo u Bce
no-zonemMume ouyakBaHuA Ha nauueHmume no-
cmaBam ypoao3ume npeg HoBu npegusBuka-
mencmBa, Ha koumo mpabBa ga ce omezoBopu.

MATEPUAJIU U METO/AN:

3a nepuoga om AHyapu 2022 go aBaycm 2024
cMe u3Bopwuau 524 pobom-acucmupaHu pagu-
kanHu npocmamekmomuu. MNMpu 187 (836%) nauu-
€HmMu OKOHUYameAHama XuCmoAO2UYHa guasHo3a
nokasa BucokopuckoB pak B8 cmaguu T3a, T36
kamo npu okono nonoBuHama om cayuyaume be
HaAuue Muegpauua Ha cmaguAa B no-Hebaazonpu-
AmMeH B8 cpaBHeHue c gueHo3ama om buoncusma.

PE3YJITATU:

Mpu 89 (48%) nauueHma cme npoBeau gByc-
mpaHeH nerve sparing , npu 59 (32%) egHocmpa-
HEH U Nnpu oOcCmaHaAume hauueHmu wupoka
ekc3usuA. B epynama Ha nauueHmume ¢ gByc-
MapHeH nerve sparing xucmoaoausama e nokasa-
A2 UHBasus B AuHuAma Ha pesekuuna B 7 (8%) a
npu me3u ¢ egHocmpaxeH npu 3 (5%) nauueHmu.

Mpu nauueHmume ¢ gBycmpaHeH nerve
sparing omuemoxme paHHo go 1 meceu Bo3cma-
HoBABaHe Ha koHMuHeHmMocmma npu 159 (85%).
Bo3cmaHoBaBaHe Ha epekmuaHama dyHkuua
omuemoxme npu 34 (23%) nauueHma Ha 6 meceu,
u npu owie 36 (24%) Ha 12 mMeceu.

3AKJIIOYEHUE:

Pobom-acucmupaHama pagukaanHa npocma-
mekmomusa paskpuBa HoBu xopu3oHmu u gaBa
HoBu Bb3moXkHOCMU U waHCc 3a OHKoAO2UYEH
koHMpoA u noAHO dyHKkuuoHanHO Bv3cmaHo-
BABHe 3a no gobpo kauecmBo Ha >kuBom u Ha
2pynama nauueHmu ¢ BucokopuckoB kapuuHom.
Peguua paHgomMus upaHu npoyuyBaHuA u mMema
aHanu3u gemoHcmpupam dakma, ue 3anasBa-
Hemo Ha cobgoB0-HepBHUA CHoN e npuAoXkuma u
npenopbyumeAHa onuuA NpU mMe3u nauueHmu u
mpAbBa ga ce obcovrkga B npegonepamuBHomo
naaHupaHe. Pesyamamume om Hawusa onum no-
kazBam cvnocmaBumu pe3yamamu C pe3yama-
mume om gpyau npoyuBaHua. Cuumame ue caeg
HampynBaHemo Ha onpegeneH obemM onepauuu
— He no manko om 800-1000 xupypauuHama
mexHuka Ha xupypaa no3BoaaBa, 6esonacHomo
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om oHkonozuuHa eaegHa mouka, npegnpuemaHe
Ha npouegypa 3a u3BbpwBaHe Ha nerve sparing
Ha npakmuka npu no 2ornAMama yacm om nauu-
eHmume.

KJ1ro40BuU Jymu:

CoxpaHABaHe Ha cbgoBo-HepBHuUA cHon, pa-
gukanHa npocmamekmomusn, Bucok oHkonozu-
ueH puck

A/[JPEC 3A KOPECITIOHAEHLUA:

Mo6buneH: 0888 92 42 80
Email: marinbg64@gmail.com

NEUROVASCULAR BUNDLE SPARING
IN ROBOT-ASSISTED RADICAL
PROSTATECTOMY IN
PATIENTS WITH HIGH ONCOLOGICAL
RISK-YES OR NO?

M. Georgiev*, Ya. Semerdzhiev, M. Kolev, K. Yanev*, VI. Boychev,
St. Angelov, R. Gergoy, l. Lilyanov*, P. Hinkov
*DEPARTMENT OF UROLOGY, UNIVERSITY HOSPITAL “ALEXANDROVSKA BOLNICA”,
DEPARTMENT OF UROLOGY, “DOVERIE HOSPITAL”

INTRODUCTION:

Prostate cancer is a platinum priority in Urology
for over a decade, both in terms of di-agnostics
and in relation to the improvement of surgical
technique. With the accumulation of data in the
years since the introduction of robot-assisted
operations, more and more studies have set a
task of determining to what extent the expansion
of the indications for radical prostatectomy, as
well as the preservation of neurovascular bundle,
can influence the oncological outcome on the
one hand and to achieve a good functional result
both in terms of continence and preservation of
erec-tile function on the other hand. Moreover, the
accumulation of experience and refinement of ro-
botic surgery platforms, as well as the increasing
expectations of patients presents new challenges
to the urologists that must be met.

MATERIALS AND METHODS:

For the period from January 2022 to August
2024, we performed 524 ro-bot-assisted radical
prostatectomies. In 187 (36%) patients, the final
histological result showed high-risk cancer in

stage T3a, T3b, and in about half of the cases
there was stage upgrading to a more unfavorable
stage compared to the biopsy diagnosis.

RESULTS:

In 89 (48%) patients we performed bilateral
nerve sparing, in 59 (32%) unilateral and in the
remaining patients a wide excision. In the group
of patients with bilateral nerve sparing, histology
report showed invasion of the resection line in 7
(8%) patients and in those with unilateral nerve
sparing in 3 (5%). In patients with bilat-eral
nerve sparing, we reported an early recovery of
continence within 1 month in 159 (85%). Recovery
of erectile function was reported in 34 (23%)
patients at 6 months and in another 36 (24%) at
12 months.

CONCLUSION:

Robot-assisted radical prostatectomy opens
up new horizons and gives new opportuni-ties
and a chance for oncological control and full
functional recovery for a better quality of life
for the group of patients with high-risk prostate
cancer. A number of randomized trials and meta-
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analyses demonstrate the fact that preservation
of the neurovascular bundle is a viable and rec-
ommended option in these patients and should be
discussed in preoperative planning. Our experi-
ence show comparable results with those of other
studies. We consider that after the first 1000
cases the surgeon.s technique allows performing
oncologically safe nerve sparing procedure for the
majority of patients.

KEYWORDS:

Neurovascular bundle  sparing,
prostatectomy, high oncology risk

ADDRESS FOR CORRESPONDENCE:

Mobile: 0888 92 42 80
Email: marinbg64@gmail.com
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POBOT-ACUCTUPAHA NAPLUUAJTHA
HEOPEKTOMUA NP KOMIMJIEKCHU
TYMOPW

A. AHakneBcKku, P. MapuHos, U. loueBa, B. Hukonos
KITMHWKA MO YPONOT A, YHUBEPCUTETCKA BOJTHNLIA ,CB. MAPUHA" - BAPHA
MEONLUNHCKU YHUBEPCUTET ,, MPOO®. MAPACKEB CTOAHOB"- BAPHA

BbBEJEHUE:

BobpeuHoknemobuHuAMm  kapuuHoM  npeg-
cmaBaaBa 3% om Bcuuku BugoBe kapuuHoMu,
C Halu-20AAMO pasnpocmpaHeHue B 3anagHu-
me cmpaHu. OmBopeHama yacmuuHa Hedpek-
momua ce npeBbpHa B 3rameH cmaHgapm 3a
AeyeHue Ha 6vbpeuHu mymopu. YacmuuHama
Hecppekmomusa eBoaupa om omBopeHa koM Mu-
HUMaAHO uHBa3uBHuU mexHuku. HaBausaHemo
Ha pobomusupaHama xupypaua B8 ypoaosusma,
gokasa ue e 6e3onacHa u ocbwecmBuma mex-
Huka ¢ egHakBu oHkoAo2uuHU U (DYHKUUOHaAHU
pesyamamu cpaBHeHa ¢ omBopeHama u Aanapo-
ckonckama mexHuka npu yacmuuHama Hedpek-
momunA. Jokamo aanapockonckama uyacmuuHa
Hedpekmomua nopBoHauanHO ce u3nons3Ba 3a
mManku, ekdoumHu u AecHo gocmonHU 6vbpeu-
HU myMopu, ¢ HaBAusaHemo Ha pobomusupaHa-
ma mexHuka no3BoAu AeueHUEMO Ha NO-20AeMU,
UEHMpPaAHO pa3noAoXkeHU mymMopu, Myamudo-
kanHU mymopu, mymopu Ha eguHcmBeHu Bobpe-
uu. HezaBucumo om xupypauueckama mexHuka,
uenume Ha 6vbpeuHama xupypauAa ocmaBam
cowume: oHkono2uuHa ecpbukacHocm, 3ana3BaHe
Ha 6obpeuume u paHHa pekoHBarecueHuuA.

B HacmoAawomo npoyuBaHe Hue onucBame Ha-
wufA onum ¢ noMow,ma Ha mpaHcnepumoHeaHa
pobom-acucmupaHa uyacmuuHa Hedpekmomus
3a 6HobpeuHu mymopu, ¢ komnaekceH xapakmep.

MATEPUAJIN UMETOAN:

Mexkgy mapm 2020 2. u mapm 2024 2. 8 Ha-
wama kauHuka ca onepupaHu 123 nauueHmu Ha
cpegHa Bo3pacm 65 2oguHu. Bcuuku nauueHmu
ca onepupaHu ¢ pobomusupaHama cucmema da
Vinci Xi, upea mpaHcnepumoHeaneH gocmon. 43
nauueHmu ca ¢ mymopu Hag 4 cm, 36 ca kom-
naekcHU mymopu.

PE3YJITATU:

CpegHama npogbakumenHOCM Ha onepa-
uuAma e 66 MuHymu, cbc cpegHa kpoBosazyba
280 ml. (50-700). CaegonepamuBHume ycAoXk-
HeHuA ca kameezopu3upaHu cnopeg cucmemMama
3a knacudukauus Ha Clavien-Dindo. Yemupuma
nauueHmu ca peBusupaHu Aanapockoncku 3a
ocmpa kpoBosazyba u e usBobpweHa egHa om-
BopeHa koHBepcusa ¢ Hedpekmomua. Ha mpuma
nauueHmu HanpaBuxme kpoBonpeauBaHe.

3AKJTIOYEHUE:

Pobomu3supaHama cucmema Da Vinci nocmu-
2a MUHUManHo uHBasuBHa mexHuka ¢ Hau-Hucku
HuBa Ha mpaBma u canegonepamuBHa 6onka. U3-
BopwBaHemo Ha RAPN 3a komnaekcHu 6obpeu-
HU MyMopu usaaexkga besonacHo u ocobwecmBu-
Mo. BHumameaHo nogbpaHu nauueHmu mozam
ga 6obgam nognroxkeHu Ha 6eszonacHa pesekuus
Ha MyMoOpu C OMAUYHO 3ana3BaHe Ha HobpeuHa-
ma dyHkuuna u obHagerkgaBawu oHkono2uuHUME
pe3yAmamu.
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POBOT-ACUCTUPAHA
PEKOHCTPYKLMNA HA YPETEPA
C U3MNON3BAHE HA BYKAJIHA

NIMTABULLA

. AHakneBcku, P. MapuHos, U. loueBa, B. Hukonos
KNNMHWKA 1O YPONOTNA, YHUBEPCUTETCKA BOJTHULA ,CB. MAPUHA" - BAPHA
MEQNUNHCKN YHUBEPCUTET ,, MPO®. MAPACKEB CTOAHOB"- BAPHA

BbBEAEHUE:

MoBeuemo cmpukmypu Ha ypemepume ce
omkpuBam u obukHoBeHo ce noaBaBam B uacm-
ma Ha ypemepa, koeamo koHkpmMeHmom e cmo-
AA 3akneweH goazo Bpeme, caneg ESWL uau kamo
YCAOXKHEHUE Ha mpaHcypemepaAHama Aumom-
puncua caeg BoBeXkgaHe Ha XOAMUyM Aa3epa.
EHgoypoAO2UUHOMO AeueHue Ha me3u CAyvau e
MpPYygHO C no-Aowu pe3dyamamu. B makuBa cu-
myauuu pekoHcmpykmuBHume xupypauuHu ko-
pekuuu ocmaBam HagexkgeH BapuaHm. Hue on-
ucBame mexHukama Ha u3noA3BaHe Ha bykanHa
Auz2aBuua 3a u3BopwBaHe Ha ypemeponaacmuka
C nomowma Ha pobomusupaHa naAamdopma npu
CAOXKHU ypemepaAnHu cmpukmypu.

MATEPUAJT U METOA4UN:
OnepamuBHa mexHuka: 6e usnoa3BaHa cuc-

memama da Vinci Xi. NMauueHmkama 6e onepu-
paHa upe3 mpaHchepumoHeaneH go ¢ noMowma
Ha 5 nopma.

PE3YJITATU:

CpegHo onepamuBHO Bpeme npu hauueHmu-
me 6e 106 MuH., ¢ cpegHa kpoBo3sazyba 200 MA.
CnegonepamuBHU npomeue 6e3 ycAOXKHEHUSA.
MauueHnmkama ce usnuca Ha 5 geH om onepauu-
Ama.

3AKJIOYEHUE:

Pobom-acucmupaHa pekoHcmpykuusa Ha ype-
mepa ¢ u3non3BaHe Ha HykanHa AuzaBuua ocu-
2ypABa gobpu pesyamamu no OMHOWweHuUe Ha
obcmpykuuama u obaekuaBaHemo Ha cumnmo-
Mume, kakmo u no-Huckama omHocumeaHa Be-
poamHocm 3a UTI caeg onepauuama.

POBOT-ACUCTUPAHA PAOUKAJIHA
NMPOCTATEKTOMMUA NMPU NMPOCTATA C
MHOIO roJiiM ObEM -
KNUHUYEH CNTYYAN

. BbnkaHoB’, C. BbnkaHoB'? B. MaBnoB’, C. NeHeB', [. LiBeTkoB', I. Xpucros', M. JoinkoB'?
'KNMUHWKA NO YPONOTUA, YMBAN ,KACMENA” - NNOBAOVB
2KATEOPA NO,YPONOIMA N ObLLA MEOAMUNHA®, MEOAVWLUWMHCKWN YHUBEPCUTET - NMJIOBAWMB

BbBEAEHUE:

PobomusupaHama xupypausa 3a AeuyeHue Ha
kapuuHoM Ha npocmamHama >kae3a omBopu
HoBa epa B ypoArosuAma ¢ nocmua2aHemo Ha 3a-
BugHu okoao2uuHu u dyHkuuoHaAHU pe3yamamu
(1). OnmuuHomo yBeAuuyeHue U Npeuu3HocmMa Ha

pobomusupaHume poue gaBam Bo3mokHOCmM
ga ce u3Bopwu Masu onepauus NPU haUUeHmMuU ¢
gbAbBok ma3s u npu npocmamu ¢ 0coOHeHHO 20AAM
obewm (2,3).

LEJI:

Oa npegcmaBum kauHuueH cayyal Ha nauu-
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eHm ¢ pak Ha npocmamama ¢ obem Ha >kaesa-
ma om 216 ky6.mm, Ha kozomo u3Bopuwuxme
pabam-acucmupaHa pagukaaHa npocmamekmo-
MuA .

MATEPUAJTIUMETO/L:

MpegcmaBame navueHmM Ha 71 2oguwHa Bo3s-
pacm ¢ ambyaamopHo ycmaHoBeH mapkep MNMCA
7.32 He/MA. N3Bvbpuwiu ce koHBeHuuoHanHa mpaH-
cpekmanHa buoncusa Ha npocmamHama >kaesa 8
kauHukama no Yponozua npu YMBAA ,Kacnena®
epag NroBguB, ¢ omuemeH XuCmoAOMaUYeH pe-
3yaAmam - yMepeHO gedepeHuupaH ageHokap-
UUHOM Ha npocmamama [AaucoH 3+4. MasHum-
HO-pe3oHaHcHa momozpadua Ha npocmama
npegcmaBu pasmMepu Ha >knezama om 63/74/88
MM U 0bem 216 kyd mm, kakmo u npomMeHu anu-
kanHo - Pl RADS 4. N3Bvpwu ce pabomacucmu-
paHa mpaHcnepumoHuanHa pagukaaHa npocma-
mekmomus.

PE3YJITATU:

OnepamuBHomo Bpeme He 125 MuHymu, kpo-
Bozazybama 210 ma, kamo YK ce cBaau Ha
wecmu caegonepamuBeH geH. NauueHmom ce
gexocnumaausupa Ha caegBawuf geH HanbA-
HO koHmuHeHmeH. B mamepuanume B83emu om
wulkama Ha Mexypa u om nepuanukasHume mo-
kaHu He ce omuemoxa gaHHU 3a UHuUAmMpauus
om ocHoBHuA npouec

7
OBChXAAHE:

PobomacucmupaHama pagukanHa npokcma-
mekmomusa gaBa Bvb3mo)kHocm ga ce onepu-
pam npocmamHu >KAe3U C 20AAM U MHO20 20AAM
obemMm ¢ omAuvHU pyHKUUOHAAHU U OKOAOZ2UUHU
pesyAmamu.

KJ1lo4oBU AYMU:

kapuuHoM Ha npocmamHama >kAe3a, 20AAM
obem, pobom-acucmupaHa pagukanHa npocma-
mekmomus, KoHmuHeHmHocm

JINTEPATYPHA CITIPABKA:

1. Labanaris, Apostolos P., Vahudin Zugor, and Jorn
H. Witt. ,Robot-assisted radical prostatectomy
in patients with a pathologic prostate specimen
weight> 100 grams versus< 50 grams: surgical,
oncologic and short-term functional outcomes.*
Urol Int 90 (2013): 24-30.

2. Kim, Min Seok, Won Sik Jang, Doo Yong Chung,
and Dong Hoon Koh, et al. ,Effect of prostate
gland weight on the surgical and oncological
outcomes of extraperitoneal robot-assisted radical
prostatectomy. BMC Urol 19 (2019): 1-6Gupta,
Sarina S., Alberto Martini,

3. Gupta, Sarina S., Alberto Martini, Vinayak G.
Wagaskar, and Ashutosh K. Tewari. ,,Prostate
cancer in a patient with giant prostatic hyperplasia:
the robotic approach to a difficult problem.” J
Endourol Case Rep 5 (2019): 99-101.

ROBOT-ASSISTED RADICAL
PROSTATECTOMY IN VERY LARGE
VOLUME PROSTATE - A CLINICAL CASE

l. Valkanov’, S. Valkanov? V. Pavlov', S. Penev’, D. Tsvetkov’, G. Hristov', M. Doykov?
'CLINIC OF UROLOGY, UNIVERSITY HOSPITAL ,KASPELA" - PLOVDIV
DEPARTMENT OF UROLOGY AND GENERAL MEDICINE, MEDICAL UNIVERSITY - PLOVDIV

INTRODUCTION:

Robotic surgery for the treatment of carcinoma
of the prostate opened a new era in urology with
the achievement of exceptional oncological and
functional results (1). The optical magnification,
and the precision of the robotic arms make it
possible to perform this operation on patients with
a deep pelvis and on particularly large prostates
(2,3).

OBJECTIVE:

To present a clinical case of a patient with
prostate cancer with a gland volume of 216cc,
on whom we performed a robot-assisted radical
prostatectomy.

MATERIAL AND METHOD:

We present a 71-year-old patient with an
outpatient test results for PSA marker of 7.32
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ng/ml. A conventional transrectal biopsy of the
prostate gland was performed at the Urology
Clinic of UMHAT Kaspela with a reported
histological result - Gleason 3+4 moderately
differentiated adenocarcinoma of the prostate.
Magnetic resonance imaging of the prostate
showed gland dimensions of 63/74/88 mm and a
volume of 216¢cc, as well as changes apically —
PI-RADS 4. Robot-assisted transperitoneal radical
prostatectomy was performed.

RESULTS:

Operative time was 125 minutes, blood loss
was 210 ml, and urethral catheter was removed
on the sixth postoperative day. The patient was
discharged the next day completely continent.
In materials, taken from the bladder neck and
periapical tissues, no evidence of infiltration from
the main process was reported.

DISCUSSION:

Robot-assisted radical prostatectomy makes
possible the operation of large and very large
prostate glands with excellent functional and
oncological results.

KEY WORDS:

prostate carcinoma, large volume,
assisted radical prostatectomy, continence
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POBOT-ACUCTUPAHA NAPLUUAJTHA
HEOPEKTOMUA CDYETAHA C
NMAENOJIUTOMUA -
KNUHUYEH CNTYYAN

. BbnkaHoB’, C. BbnkaHoB'? B. MaBnoB’, C. NeHeB', [. LiBeTkoB', I. Xpucros', M. loinkoB'?
'KNMHWKA MO YPONOTNA, YMBAN ,KACMENA” - MNOBAOVB
2KATEOPA MO, YPOJIOTMA U OBLLA MEOVMUNHA", MEOULUWNHCKI YHUBEPCUTET - NJIOBAVB

BbBEJEHUE:

B coBpemenHHama kauHuuyHa npakmuka Bce
Nno-yecmo cpewamMe Haauyue Ha HAKOAKO ypo-
AO2UYHU 3abonABaHuA B eguH U Cowu op2aH om
nukouo-nonoBama cucmema npu eguH NauueHm.
3aboneBaemocmma om 6vbpeuHo kameHHa 6o-
Aecm u 3nokauecmBeHHu HoBoobpasyBaHus e
HaU-uecmama kombuHauus, ¢ koamo ce coavck-
Bame. (1) CoBpeMeHHUMe MUHUMaAHO UHBa3uB-
HU onepamuBHuU mexHuku Hu no3BoaaBam cbB-
ceM ycnewHo ga AekyBame B eguH akm Beue
choMeHamume 3abonaBaHus.

HEJ:
Ha npegcmaBumM KAuHUYEeH cAayyal om Hawa-

ma xnakmuka Ha nayueHm coC cobyemaHa ypoAo-
2uyHa namoaozus - HobpeuHo-kaemoueH kapuu-
HOM U 6obpeuHo-kameHHa Boaecm. (2)

MATEPUAJTI U METOA:

MauueHm Ha 57 eoguwHa Bo3pacm ¢ UTM
43.21 6bewe xocnumanusupaH B kauHukama no
Yponozua npu YMBAA ,Kacnena“ epag NaoBguB
no noBog Ha xemamypusa u ycmaHoBeHa amby-
AamopHO uped exozpadua (3) u KAT (HamuBeH
U ¢ BeHo3eH koHmpacm) mymopHa dopmMauus
B neBus 6vbpek, kakmo u Haauuue Ha koHkpe-
MeHmu B 6vbpeuHomo AezeHue. MN3Bopwu ce
pobom-acucmupaHa NUEAOAUMOMOMUA U nap-
uuanHa pesekuua Ha AeBus 6vbpek B eguH xu-
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pypauueH akm.
PE3YJITATU:

Omueme ce onepamuBHomo Bpeme om 146
MUHymMu u kpoBosazyba om 360 ma. Caegonepa-
muBeH nepuog npomeue aaagko, kamo nauueH-
ma ce gexocnumaausupa Ha 5-muaA geH.

ObCbX/AHE:

CoBpemeHHume MuHUMaAHO uHBa3uBHu one-
pamuBHU mexHuku, kamo pobom-acucmupaHa
Xupypeus, ca yHukanHO cpegcmBo 3a AeueHue,
no3BoaABawo HU B eguH akm ga omcmpaHum
Bcuukume HaAuyHU namoAoO2uYHU npouecu. Ha-
balogaBa ce uskalouumenHo H6op3o Bo3cmaHo-
BaABaHe Ha nauueHmume u BpobwaHe koM Hop-
MaAHUA UM pumbM Ha »kuBom npu MuHUMaAHU
puckoGe.

KJ1lo4oBU AyMu:

6obpeuHo-knembueH kapuuHom, 6obpeu-
Ho-kameHHa 6onecm, pobom-acucmupaHa

CbuemaHa xupypausi
JIUTEPATYPHA CITPABKA:

1. B. Ljungberg, N.C. Cowan, D.C. Hanbury, M.
Hora, M. A. Kuczyk, A.S. Merseburger, J.J. Patard,
P.F. Mulders, 1.C. Sinescu; European Association
of Urology Guideline Group. EAU guidelines on
renal cell carcinoma: the 2010 update Eur. Urol.,
58 (3) (2010 Sep), pp. 398-406

2. C.G. Rogers, K.R. Ghani, R.K. Kumar, W. Jeong,
M. Menon; Robotic partial nephrectomy with
cold ischemia and on-clamp tumor extraction:
recapitulating the open approach; Eur. Urol., 63 (3)
(2013 Mar), pp. 573-578

3. B.F. Kaczmarek, S. Sukumar, F. Petros, Q.D.
Trinh, N. Mander, R. Chen, et al.; Robotic
ultrasound probe for tumor identification in robotic
partial nephrectomy: initial series and outcomes.
International journal of urology official J. Jpn.
Urol. Assoc., 20 (2) (2013 Feb), pp. 172-176

ROBOT-ASSISTED PARTIAL
NEPHRECTOMY COMBINED WITH
PYELOLITOMY - A CLINICAL CASE

Valkanov1, S. Valkanov2, V. Pavlov1, S. Penev1, D. Tsvetkov1, G. Hristov1, M. Doykov2
1CLINIC OF UROLOGY, UNIVERSITY HOSPITAL ,KASPELA” - PLOVDIV
2DEPARTMENT OF UROLOGY AND GENERAL MEDICINE, MEDICAL UNIVERSITY - PLOVDIV

INTRODUCTION:

In modern clinical practice, we increasingly
encounter the presence of several urological
diseases in the same organ of the genitourinary
system in one patient. The incidence of kidney
stone disease and malignancy is the most common
combination we encounter. (1) Contemporary
minimally invasive surgical techniques allow us
to quite successfully treat the already mentioned
diseases in one surgery.

OBJECTIVE:

To present a clinical case from our practice of a
patient with combined urological pathology - renal
cell carcinoma and renal stone disease. (2)

MATERIAL AND METHOD:

A 57-year-old patient with a BMI of 43.21 was

hospitalized in the Urology Clinic at the UMHAT
Kaspela, due to hematuria and a tumor formation

in the left kidney, diagnosed on an outpatient basis
by ultrasound (3) and CT (native and with venous
contrast), as well as the presence of calculi in the
renal pelvis. Robot-assisted pyelolithotomy and
partial resection of the left kidney were performed
in one surgical act.

RESULTS:

Operative time of 146 minutes and blood loss
of 360 ml were recorded. The postoperative period
was uneventful, with the patient being discharged
on the 5th day.

DISCUSSION:

Modern minimally invasive operative
techniques, e.g. robot-assisted surgery, are a
unique means of treatment, allowing us to remove
all available pathological processes in one act. An
extremely fast recovery of patients and a return
to their normal rhythm of life with minimal risks is



(10

POBOT - ACUCTNPAHI ONMEPALIMM B YPOAOTUSTA Q 272024 Q YPOHET/URONET]

observed.
KEY WORDS:

renal cell carcinoma, renal stone disease,
robot-assisted combined surgery

REFERENCES:

1. B. Ljungberg, N.C. Cowan, D.C. Hanbury, M.
Hora, M.A. Kuczyk, A.S. Merseburger, J.J. Patard,
P.F. Mulders, I.C. Sinescu; European Association
of Urology Guideline Group. EAU guidelines on
renal cell carcinoma: the 2010 update Eur. Urol.,
58 (3) (2010 Sep), pp- 398-406

2. C.G. Rogers, K.R. Ghani, R.K. Kumar, W. Jeong,
M. Menon; Robotic partial nephrectomy with
cold ischemia and on-clamp tumor extraction:
recapitulating the open approach; Eur. Urol., 63 (3)
(2013 Mar), pp. 573-578

3. B.F. Kaczmarek, S. Sukumar, F. Petros, Q.D.
Trinh, N. Mander, R. Chen, et al.; Robotic
ultrasound probe for tumor identification in robotic
partial nephrectomy: initial series and outcomes.
International journal of urology official J. Jpn.
Urol. Assoc., 20 (2) (2013 Feb), pp. 172-176

POBOTACUCTUPAHA TPAHCITO3NLUNA
HA YPETEP NP BPOAEHA
YPETEPOXUAPOHE®PO3A -
KNUHUYEH CNTYYAN

. BbnkaHoB’, C. BbnkaHoB'? B. MaBnoB’, C. NeHeB', [. LiBeTkoB', I. Xpucros', M. JoikoB'?
'KNMMHWKA NO YPONOTuA, YMBAN ,KACMENA” - NNOBAOWB
2KATEOPA MO, YPONOIA N ObLLA MEOVMUNHA®, MEOVULUWMHCKN YHUBEPCUTET - MJIOBAWMB

BbBEAEHUE:

XugpoHedpo3ama e yecmo cpeulaHa namo-
AO2UA C pa3AuyHa emuoAozus. PaHHomo guazHo-
cmuuupaHe u B3emaHe Ha peweHue 3a npaBuAHo
mepaneBmuuHo noBegeHue 3HaUUMEAHO Hama-
AABa pucka om 3azyba Ha BvbpeuHa dyHkuuA
(1,2).

LE:

[a npegcmaBum kAuHUYEH cAyyau c ypeme-
poxugpoHedposa B pesyamam Ha cbgoBa aHo-
maaufA, kakmo u guasgHocmukama u mepaneB-
MuyYyHOMO HuU noBegeHue.

MATEPUAJT U METO/:

MauueHmka Ha 31 zoguwHa Bov3pacm no-
cmonBa B8 kauHukama no Ypoaozua npu YMBAA
~Kacnen“ epag NaoBguB ¢ ambynamopHo ycma-
HoBeHa ypemepoxugpoHedpo3a no noBog Ha
bonkoBa cumnmomamuka B8 obaacmma Ha ge-
cHuA 6vbpek. N3Bobpwuxa ce KAT Ha NOC Ha-
muBeH u ¢ BeHo3eH koHmpacm, kakmo u pempo-
2pagHa ypemeponuenozpadua. YcmaHoBu ce
XugpoHedpo3a om 6obpeyHumMe KyxuHu go uAu-
auyHume cvogoBe. N3Bopwu ce pobom-acucmu-
paHa mpaHcno3uuuA Ha ypemep c¢ npekocBaHe

Ha ypempa u Bv3cmaHoBABaHemoO My nog 3a-
wumama Ha eHgonpomesa, C UeA ga ce uzbezHe
HoBa komnpecusma om cogoBe no xoga Ha ype-
mepa.

PE3YJITATU:

Pesynmamom om usBopuweHama MUHUMaAHO
uHBasuBHa uHmMepBeHuua 6e pezucmpupaH 45
gHU cAeg onepauuAma, npu cBarAHemMO Ha eHgo-
npopmesama. Haauuue Ha exozgpadcku gaHHU 3a
XugpoHedpo3a He bAaxa omuemeHu. [Joazompau-
HUA pe3yamam we bbge omuemeH coomBemHo
Ha 6-muA u 12-muA meceu, upe3 KAT HamuBeH
u ¢ BeHo3eH koHmpacm, kakmo u ¢ 6vbpeuHa
cuuHmuepadua.

OBCbX/AAHE:

Pobom-acucmupaHama xupypaus e CoC 3Ha-
yumenHo npegumcmBo npeg omBopeHama u
cmaHgapmHama Aanapockoncka xupypeuAa 3a
onepamuBHO AeuHeue Ha BpogeHume aHoMaAuu
Ha 6vbpeuume, kakBomo e u BpogeHama xugpo-
Hedpo3a. To3u uHoBamuBeH Memog npegoc-
maBA Ha nauueHma u onepamopa kakmo MuHu-
MaAHa uHBasuBHocm u mpaBmamuuHocm Bopxy
mobkaHume, maka u 2oAAMa npeuusHocm npu
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omnpenapupaHemo Ha mokaHume.
KJIOYOBU JYMU:

ypemepoxugpoHedposa, pobom-acucmupa-
Ha MpaHNo3uuus Ha ypemep
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JINTEPATYPHA CIIPABKA:

1. Pelit ES, Ciftci H, Kati B, et al. Mini-laparoscopic
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2. Kausik S, Segura JW. Surgical management of
ureteropelvic junction obstruction in adults. Int
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ROBOT-ASSISTED URETER
TRANSPOSITION IN CONGENITAL
URETEROHYDRONEPHROSIS -
A CLINICAL CASE

V. Pavlov', I. Valkanov', S. Valkanov? S. Penev’, D. Tsvetkov’, G. Hristov', M. Doykov?
'"UROLOGY CLINIC, UNIVERSITY HOSPITAL ,KASPELA” - PLOVDIV
’DEPARTMENT OF UROLOGY AND GENERAL MEDICINE, MEDICAL UNIVERSITY - PLOVDIV

INTRODUCTION:

Hydronephrosis is a common pathology with
different etiology. Early diagnosis and decision-
making on the correct therapeutic behavior
significantly reduces the risk of loss of kidney
function (1,2).

OBJECTIVE:

To present a  clinical case with
ureterohydronephrosis resulting from a vascular
anomaly, as well as our diagnosis and therapeutic
behavior.

MATERIAL AND METHOD:

A 31-year-old female patient was admitted
to the Urology clinic at UMHAT Kaspela, with
ureterohydronephrosis diagnosed on an outpatient
basis due to pain symptoms in the area of the right
kidney. CT of urinary system native and with venous
contrast, as well as retrograde ureteropyelography
were performed. Hydronephrosis from the renal
cavities to the iliac vessels was established.
Robot-assisted transposition of the ureter with
urethral interruption and its restoration under the
protection of the endoprosthesis was performed
to avoid further compression by vessels along the
course of the ureter.

RESULTS:
The result of the performed minimally invasive

intervention was registered 45 days after the
operation, when the endoprosthesis was removed.
Ultrasound data did not reveal hydronephrosis.
The long-term results will be reported at the 6th
and 12th months, respectively, by CT native and
with venous contrast, as well as renal scintigraphy

DISCUSSION:

Robot-assisted surgery has a significant
advantage over open and standard laparoscopic
surgery for the operative treatment of congenital
renalanomaliessuchascongenitalhydronephrosis.
This innovative method provides the patient and
the operator with both minimal invasiveness and
tissue trauma, as well as high precision in tissue
dissection preparation.

KEY WORDS:

ureterohydronephrosis, robot-assisted
transposition of the ureter

REFERENCES:

1. Pelit ES, Ciftci H, Kati B, et al. Mini-laparoscopic
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553820030001000029-343
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PAHHO OTCTPAHABAHE HA
YPETPAJIHUA KATETDP CNIEL
POBOT-ACUCTUPAHA PAOUKAJIHA
MPOCTATEKTOMMUA - Bb3MOKHOCT
NMPUN U3BPAHU NALUUEHTHU

B. MaBnos', U. BbnkaHoB', C. BbnkaHoB'?, C. NeHesB', [. LiBeTkoB', I. Xpucros', M. JoiikoB'?
'KNNMHUKA MO YPOJTOTUA, YMBAN ,KACTENA” - MN1OBAOVB
2KATEOPA NO,YPONOIMA N ObLLA MEOAVMUNHA®, MEOVULUMHCKWN YHUBEPCUTET - NMJIOBAWMB

BbBEAEHUE:

OnmumanHomo Bpeme 3a omcmpaHaBaHe Ha
onepamuBHusa kamemop caeg pobomo-acucmu-
paHa pagukanHa npocmamekmomusa (RARP) Bce
ouwle He e HanbAHO onpegeneHo. CpokoBeme npu
knacuueckama omBopeHama pemponybuuHa
npocmamekmomua Bapupam om 14 go 21 gHu
cnopeg pasauyHume aBmopu. BoBexkgaHemo Ha
PobomusupaHama cucmema Da Vinci npomeHu
kopeHHO npeuusHocmma npu u3BopwBaHe Ha
ypempo-Be3ukanHama aHacmomo3sa, Hau-Beue
npu 3anaszBaHemo Ha MakcumanHa gobAKuHa Ha
ypempama u gucekuuAama Ha cobgoB0-HepBHuU-
me cHonoBe Ha npocmama. Te3u npegumcmBa
no kameezopuueH HauuH gaBam Bo3mMo>kHOCmM 3a
no-paHHO omcmpaHABaHe Ha ypemepanHuAa ka-
memop (1,2).

LEJI:

Ha oueHumMm ocobwecmBumocmma u 6e3onac-
Hocmma Ha paHHOmo omcmpaHABaHe Ha ype-
mpanHua kamemvop caeg RARP

MATEPUAJIUMETOA4UN:

3a nepuog om 6 Meceua, om Meceu, AHyapu go
meceu loau 2024 zoguHa ,68 kauHukama no Ypo-
Aoz2uuHa npu YMBAA ,Kacnena“ epag NaoBguB,
B6Axa nognoXkeHU Ha MpaHchepumoHeaAHa pPo-
BomusupaHa npocmamekmomMus ¢ noMowma Ha
cucmema Da Vinci obwo 54 nauueHma ¢ nokaau-
3upaH pak Ha npocmamama. Onepauuume baxa
u3BopweHu om gBama xupyp3u. OmcmpaHaBa-
Hemo Ha kamemovpa 6ewe u3BopwBaHo cneg
uucmoepacdua ¢ HUCKO HanA2aHe Npu NbAHa AUN-
ca Ha ekcmpaBasam.

PE3YJITATU:
Bov3pacmoBuam guanasoH Ha 6oaHUMe 6e om

52 20guHU go 79 2oguHu, kamo cpegHama Bo3-
pacm 6e 67,5 2oguHu. Kamemopbm ce omcmpa-
HU Ha Bmopu caegonepamuBeH geH npu 22 60AHU
(40,74%). NMpu 25 6oaHU (46.29%) kamemopa ce
cBanu Ha nemu caegonepamuBeH geH. Npu wec-
muma 6oaHu (11.11%) Ha uemepuHagecemu cae-
gonepamuBeH geH (geHAm Ha nopBua KoHMpoAeH
npeaaeg) . lNpu eguH nauueHm (1.85%) caegone-
pamuBHO ce omueme uamuuyaHe Ha ypuHa om
gpeHa, koemo HanoXku mpakuua 3a 48 uaca. MNpu
gBama nauueHmu (3.70%) ce omueme HaAudue
Ha ekcmpaBaszam caeg us3BopweHama yucmo-
epaduA. Mpu eguH nauueHmu (1.85%) ce HanoXku
nocmaBaHe Ha YK omHoB0 nopagu HacmonuAa
ocmpa pemeHuus Ha ypuHama. He ce omuemoxa
CEPUO3HU paHHU UAU KbCHU yCAOXKHEHUA Om paH-
Homo cBanAHe Ha ypempaaHuAa kamemop, kou-
Mo ga Hanazam eHgockoncka uau aanapockon-
cka onepamuBHa peBusua. MIHkoHmMuHeHuuAMa
bewe oueHeHa cnopeg 6pos Ha npegna3Hume
npeBpo3ku, usnoa3BaHu 3a 24-yacoB nepuog,
kakmo caegBa: HukakBa, neka (1 nognoxkka Ha-
geH), ymepeHa (om 1 go 3 uau no-manko NnogaoXk-
ku Ha geH) u mexkka (noBeue om 3 nognoXkku Ha
geHgeH).
OBCbXAAHE:

PaHnHomo omcmpaHABaHe Ha ypempaAHuA
kamemvp caeg pobom-acucmupaHa pagukanHa
npocmamekmomusa (RARP) e ocowecmBum u Ha-
noAHO 6e3onaceH BapuaHm Ha noBegeHue. Mpu
Npeuu3Ho u3BopweHa aHacmomMo3a U 3anaseHa
uAu gobpe koHcmpyupaHa MexypHa wulka, He
goBexkga go yBeauuaBaHe Ha nocmonepamuBHu-
me ycnoXkHeHuA u He BauAe Bopxy cpegHOCpOY-
HuUmMe (PyHKUUOHaAHU pe3yAamamu.
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KJ1ro40BuU Aymu:

Pobom-acucmupaHa pagukanHa npocmamek-
MOMuUA, paHHO omcmapaHABaHe Ha ypempaneH
kamemvop, PobomusupaHa cucmema Da Vinci

JIUTEPATYPHA CITPABKA:

1. Kodzokov MA, Shpot EV, Akopyan GN, Proskura
AV, Gasanov EN, Gazimiev MA. [Early urethral
catheter removal after robot-assisted radical
prostatectomy]. Urologiia. 2022 Sep;(4):5-9.
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Russian. PMID: 36098582.
2. Gratzke C, Dovey Z, Novara G, Geurts N, De
Groote R, Schatteman P, de Naeyer G, Gandaglia
G, Mottrie A. Early Catheter Removal after Robot-
assisted Radical Prostatectomy: Surgical Technique
and Outcomes for the Aalst Technique (ECaRemA
Study). Eur Urol. 2016 May;69(5):917-23. doi:
10.1016/j.eururo.2015.09.052. Epub 2015 Nov 11.
PMID: 26578444.

EARLY REMOVAL OF THE URETHRAL
CATHETER AFTER ROBOT-ASSISTED
RADICAL PROSTATECTOMY -A
POSSIBILITY IN SELECTED PATIENTS

V. Pavlov', I. Valkanov', S. Valkanov?, S. Penev’, D. Tsvetkov’, G. Hristov', M. Doykov®
'UROLOGY CLINIC, UNIVERSITY HOSPITAL ,KASPELA" - PLOVDIV
’DEPARTMENT OF UROLOGY AND GENERAL MEDICINE, MEDICAL UNIVERSITY - PLOVDIV

INTRODUCTION:

Theoptimaltimetoremovetheoperativecatheter
after robot-assisted radical prostatectomy (RARP)
has not yet been fully determined. Time periods
for classic open retropubic prostatectomy vary
from 14 to 21 days according to different authors.
The introduction of the Da Vinci Robotic System
has radically changed the precision in performing
the urethrovesical anastomosis, especially in
preserving the maximum length of the urethra and
dissection of the vascular-nerve bundles of the
prostate. These advantages definitely allow for
earlier removal of the ureteral catheter (1,2).

OBJECTIVE:

To evaluate the feasibility and safety of early
urethral catheter removal after RARP.

MATERIAL AND METHODS:

For a period of 6 months, from January to July
2024, in the Urology clinic at UMHAT Kaspela,
a total of 54 patients with localized cancer of
the prostate underwent transperitoneal robotic
prostatectomy using the Da Vinci system. The
operations were performed by two surgeons.
Catheter removal was performed after low-
pressure cystography in the complete absence of
extravasate.

RESULTS:

The patients. age range was from 52 years
to 79 years, and the average age was 67.5
years. The catheter was removed on the second
postoperative day in 22 patients (40.74%). In 25
patients (46.29%), the catheter was removed on
the fifth postoperative day. In six patients (11.11%)
- on the fourteenth postoperative day (the day
of the first control examination). In one patient
(1.85%), urine leakage from the drain was reported
postoperatively, requiring traction for 48 hours.
In two patients (3.70%), presence of extravasate
was reported after the performed cystography. In
one patient (1.85%), the urinary catheter had to be
placed again due to acute urinary retention. There
were no serious early or late complications of early
removal of the urethral catheter necessitating
endoscopic or laparoscopic operative revision.
Incontinence was graded according to the number
of pads used in a 24-hour period as follows: none,
mild (1 pad per day), moderate (1 to 3 or fewer
pads per day), and severe (more than 3 pads per
day).

DISCUSSION:

Early removal of the urethral catheter after
robot-assisted radical prostatectomy (RARP) is
a feasible and completely safe mode of action.
With a precisely performed anastomosis and a
preserved or well-constructed bladder neck, it
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does not result in an increase in postoperative
complications and does not affect the medium-
term functional results.

KEY WORDS:

Robot-assisted radical prostatectomy, early
removal of urethral catheter, Robotic Da Vinci
System
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3AAEH noaxoAa nePu
POBOT-ACUCTUPAHA PAOUKAJIHA
NMPOCTATEKTOMWUA - 10 TOAUNLLUEH
onnTt
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MEOVUNHCKI YHUBEPCTET MNJIEBEH
'YMBAN »4-P TEOPTU CTPAHCKI"
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BbBEJEHUE:

Pobom-acucmupaHama pagukanHa npocma-
mekmomusa (PAPTI) e usBopweHa 3a nopBu nom
om Binder u Kramer npe3 2001 2. (1). Ta ce npe-
BopHa B Hau-ueCcmO NpuAa2aHOMO XUPYP2UYHO
AeueHue npu pak Ha npocmamama (2). MNopBume
PAPI1 ca usBopuweHu ¢ mexHuka, konupawa Aa-
napockonckua nogxog, BvBegeH om Guillonneau
u Vallancien B kpaa Ha 1990-me 2oguHu u hony-
AApu3upaH kamo mexHuka Ha Montsouris (4,5).
Tou BkalouBa paHHa 3agHa gucekuusa u ocBo60xk-
gaBaHe Ha cemenpoBoga u cemMeHHUMe BesukyAu
npegu omBapAHe Ha npocmpaHcmBomo Ha Pe-
uuyc u e uzBecmeH kamo ,3ageH nogxog*“.

LEJI:
[Na npegcmaBum Hawusm Hag 10 2oguweH

onum cbc 3ageH nogxog 3a pobom-acucmupaHa
pagukanHa npocmamekmomMus.

MATEPUAJIU U METO/AU:

Cneg BoBerkgaHemo Ha PAPI1 npes 2010 2.,
3a 14 20guUHU NnpuAazaxme pasAuYHU onepamuB-
HU mexHuku. Mpe3 2013 . 3a nNopBu Nbm U3NOA3-
Baxme 3ageH nogxog npu gucekuuAa Ha npoc-
mamHama >kaesa. [pe3 2oguHume ocBeH Hee2o

usnon3Baxme npegeH Nogxog, pemuuyc Coxpa-
HABaw gocmon, ekcmpanepumoHeaAeH gocmbn
u gp.

PE3YJITATU:

3a nepuog om Hag 10 20g. uzBopwuxme noBe-
ye om 500 PAPI1 coc 3ageH nogxog. MlHmpaone-
pamuBHume u caeg onepamuBHUMeE pe3yAmamu,
BkalouumeaHo koH30AHO Bpeme, xemompaHcdy-
3uf, NOAOXKUMEAHU 2paHuuu U yecmoma Ha yc-
AOXKHEHUA He ce pa3auuaBam cowecmBeHo npu
pasAUYHUME XUPYpP2UUHU Nogxogu.

ObCbXAAHE:

HAama AumepamypHU gaHHU KoU xupypeauuyeH
nogxog e no-gobop (5). MpegumcmBo Ha 3agHu-
Am gocmbn e omAuyHama Bugumocm koM pek-
myMm u cogoBo-HepBHUmMe cHonoBe. 3agHuAm
nogxog ocuzgypnABa bop3a u AecHa gucekuua Ha
cemenpoBoga u ceMeHHUMe Mexypuema. lNMo-zo-
AAMOMO pabomHo npocmpaHcmBo yaecHABa gu-
cekuuAama um B cpaBHeHue c npegHuUA gocmon,
npu koumo moBa moXke ga e 3ampygHeHa npu
2o0AAMa npocmama, mpemu A0, paswupeHu
ceMeHHu Besukyau (6). Npu Heao B cpaBHeHue ¢
npegHuUAM gocmon ce HamanAaBa pucka om casa-
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no yBpexkgaHe Ha pekmyma npu mopceHe Ha
mesu cmpykmypu.

Kosa xupypeuyHa mexHuka ga 6vge uanonsBa-
Ha 3aBucu u3uAAO OM YyMeHUAMa U npegnovuma-
HuAMa Ha ypoAoza.

KJ1ro40BU AyMU:

pobom-acucmupaHa pagukasHa npocmamek-
momus, 3ageH Nogxog, npocmameH kapuuHom

A/JPEC 3A KOPECIIOHQEHYUA:
kolevmd@yahoo.com

0887610423
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POSTERIOR APPROACH IN ROBOT-
ASSISTED RADICAL PROSTATECTOMY
- A10-YEAR EXPERIENCE
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INTRODUCTION:

Robot-assisted radical prostatectomy (RARP)
was first performed by Binder and Kramer in
2001 (1). It has become the most commonly used
surgical treatment for prostate cancer (2). The
first RARPs were performed with a technique
copying the laparoscopic approach introduced by
Guillonneau and Vallancien in the late 1990s and
popularized as the Montsouris technique (4,5).
It involves early posterior dissection and release
of the vas deferens and seminal vesicles before
opening the space of Retzius and is known as the
sposterior approach.”

TARGET:
To present our more than 10 years of experience

with a posterior approach for robot-assisted
radical prostatectomy.

MATERIALS AND METHODS:

Since the introduction of RARP in 2010, for
14 years we have applied different operational
techniques. In 2013, we used a posterior approach
for prostate gland dissection for the first time.
Over the years, in addition to it, we have used
an anterior approach, Retzius preserving access,
extraperitoneal access, etc.

RESULTS:

Overaperiodofover10years,wehaveperformed
more than 500 RARPs with a posterior approach.
Intraoperative and postoperative outcomes,
including  console time, hemotransfusion,
positive margins, and complication rates did not
differ significantly among the different surgical
approaches.

DISCUSSION:

There is no literature data on which surgical
approach is better (5). An advantage of the
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posterior approach is the excellent visibility of the
rectum and vascular-nerve bundles. The posterior
approach provides quick and easy dissection
of the vas deferens and seminal vesicles. The
larger working space facilitates their dissection
compared to the anterior approach, where this
may be difficult in large prostate, third lobe, dilated
seminal vesicles (6). Compared to the anterior

approach, it reduces the risk of blind damage to
the rectum when searching for these structures.
Which surgical technique is used depends entirely
on the skills and preferences of the urologist.

KEYWORDS:

robot-assisted radical prostatectomy, posterior
approach, prostate carcinoma

POBOT-ACUCTUPAHA
ANBEPTUKYJIEKTOMOWA
U TPAHCBE3UKAJIHA
NMPOCTATEKTOMUA

. AHakneBcku, P. MapuHos, U. loueBa, B. Hukonos
KITMHWKA MO YPONOTI A, YHUBEPCUTETCKA BOJTHNLIA,CB. MAPUHA" - BAPHA
MEONUNHCKU YHUBEPCUTET, MPOO®. MAPACKEB CTOAHOB"- BAPHA

BbBEAEHUE:

CuMnmomMume Ha goAHume nukOo4yHU nbmu-
wa npu mokeme (LUTS), npuyuHeHu om yeo-
AEMeHa npocmama, 3acAzam HebaazonpusmHo
MHO20 MbXke u BaowaBam kayuecmBomo uM Ha
»kuBom. Bonpeku agekBamHama megukamen-
mo3Ha mepanus, XupypauyHume uHmepBeHuuu
ce npenopoyBam npu MbXke coc 3agpvrkka Ha
ypuHa, HapyweHa 6obpeuHa dyHkuua u gunama-
uuA Ha 2opHumMe nukoyHu nomuuwia 8 pesyamam
Ha obcmpykuuA, noBmapawu ce uHdekuuu Ha
nukoyHume nomuwa, noBmapAwa ce xemamy-
pufA, conomcmBawu kamoHU B8 nukoyHuA Mexyp,
guBepmukyAu u pecdpakmepHuU cuMnMomu.

CoBpemeHHume MuHUMaAHO UHBa3uBHuU Xu-
pypauuyHu (MIS) Bo3amo>kHOCMU 3a AeueHue Ha
nauueHmMu CbC CUMNMOMU Ha goAHUMe NukouHu
nomuwa (LUTS) npu Mo>ke ¢ npocmamHa >kaesa
>80 ml BkalouBam xoAMuyM Aa3epHa eHyknea-
uuAa Ha npocmamama (HoLEP), myauym nasepHa
eHykneauuAa Ha npocmama (ThuLEP) u aanapo-
ckoncka (LSP) uau pobom acucmupaHa npocma-
mekmomua (RASP).

B HacmoAwomo npoyuyBaHe Hue umaxme 3a
uen ga nokakem 6esonacHocmma u edukac-
Hocmma Ha egHoakmoBa RASP+ guBepmukynek-
MOMUA NPU NauueHMu CbC CuMnMoOMamuyHa
anx.

MATEPUAJTI U METOA4UN:

3a nepuoga om 01.2020 go 01.20242., B8 kau-
Hukama 6axa onepupaHa 17 nauueHma c OMX u
guBepmukya Ha M, upe3 pobom acucmupaHa
xupypeausa. CpegHama Bb3pacm Ha nauueHmume
be 69 2.(52-82). 3a masu uen 6e usnoasBaHa cuc-
memama da Vinci Xi. Bcuukume nauueHmu b6naxa
onepupaHu mpaHCNepumMOHeaAHO C nomowma
Ha 5 nopma, u npu Bcuuku 6e uzBopweHa mpaH-
cBesukanHa npocmamekmomusi.

PE3YJITATU:

CpegHo onepamuBHO BpemMe npu nauueHmu-
me 6e 106 MuH., c cpegHa kpoBosazyba 200 MA.,
B HUMO eguH om cAyyaume He ce u3Bopwu KoH-
BepcuAa. CaegonepamuBHU paHHU YCAOXKHEHUsA
go 30 geH ce ycmaHoBuxa npu 4 nauueHmu, a
kbCHU He Baxa ycmaHoBeHu.

3AKJIIOYEHUE:

EgHoakmoBa RASP u guBepmukyaekmomus
ocuzypaBa gobpu pesyamamu nO OMHOWeEHUEe
Ha obcmpykuusma u obaekuaBaHemo Ha cumn-
momume, kakmo u no-Huckama omHocumeAHa
BepoamHocm 3a UTI caeg onepauuama. TexHu-
kama usane>kga besonacHa, AecHa 3a Hay4yaBaHe,
3Ha4YUMeAHO HamanAaBa uHmpaonepamuBHomo
kopBeHe B cpaBHeHue c mpaHcypempaAHama
pe3ekuua Ha npocmamama u Bpememo 3a pabo-
ma.
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POBOT-ACUCTUPAHA XUPYPInNA C
POBOTU3INPAHA CUCTEMA VERSIUS
CMR, MbPBOHAYAIJIEH OINAT

. Kanues, C. Tuaapo, H. Kepunes, T. laHes., P. Kones, I. leHoB, A. An6asaTtu, B. Pununos,
Y. OionrepoB
MBAJ1 CB. BOTOPOANLA, ML TIEM3bP MEL.

Mpe3 HacmoAwama ezoguHa BHegpuxme B
kauHuuHama npakmuka pobom-acucmupaHa xu-
pypausa cbc cucmemama VERSIUS, kosamo nos-
BonABa onepauuu B obracmma Ha yporo2uama,
obwama xupypaun, suHekonozua u gp. lNpeg-
cmaBAamMe nopBoHavarHuUA cu onum B nocmaBs-
Hemo Ha cucmemama B8 eomoBHocm 3a paboma,
pasAuYHUME onuuu 3a mpoakapHu gocmonu,
npouecume Ha gucekuus, onepamuBHu naaHoBe
U U3NbAHEHUE Ha aHacmomo3ume, onepamuBHu
BpemeHa u gp.

BULJOBETE OINEPALIUU BAXA:

PagukanHa npocmamekmomuAa ¢ mpaHc u
ekcmpanepumoHeaneH gocmon. HepBocouxpaHs-
Bawa u wupoka ekcuususa. BUOEO

Hedpoypemepekmomua BUOEO

Mpu nauueHMumMe He Hacmonuxa yCAOXKHe-
HUA, Harnazawu koHBepcua kom aanapackoncka
mexHuka uau omBopeHa xupypausa. Caegonepa-
muBeH npecmod, B8 pamkume Ha cmaHgapmume
3a me3u npouegypu. Juckymupame cayyau cC
uHCcyduUUUEeHUUA Ha aHacmomMo3ama U nhepcuc-
mupawo omgenAHe Ha ypuHa om npeBe3ukanHus

gpeH.

ROBOT —-ASSISTED SURGERY WITH
A ROBOTICSYSTEM VERSIUS CMR,
INITIAL EXPERIENCE

I. Kalchev, S. Gidaro, N. Kefilev, T. Ganevy, R. Kolev, P. Genoy, A. Albayati, V. Filipov, Ch. Diulgerov
MBAL SVETA BOGORODITSA HOSPITAL SOFIA, LAZER MED MEDICAL CENTERS

In the current year we implemented in the
clinical practice robot-assisted surgery with the
VERSIUS system, allowing operations in the fields
of Urology, General Surgery, Gynecology etc. We
present our initial experience in setting the system
for work, the different options for placement of
the troacar accesses the processes of dissection,
operative planes and anastomose performance,
operation times etc.

THE OPERATIONS PERFORMED WERE:

Radical prostatectomy with a trans — or
extraperitoneal approach. Nerve- sparing and
wide excision. VIDEO

Nephrourecterectomy VIDEO

There were no patients complications to lead
to a laparoscopic conversion or open surgery.
Postoperative hospital stay in the standards for
these procedures. We discuss cases with an
anastomosis insufficiency and a persisting urine
discharge from the prevesical drainage.
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KNVHUYEH CNTYYAU HA
NIAMAPOCKONCA HEQPEKTOMUA
NPU roNIAMA TYMOPHA ®OPMALIUA
HA BbBPEK C MPEOBAPUTEJTHA
EMBOJIN3ALUA

C. Cranumupos, . BbroB, B. CaBueHko, . Muxanes, M. KoHteBa
KNMUHWKA T10 YPOJIOT A, YMBAT,,AEBA MAPUA®, TP. BYPITAC

BbBEJEHUE:

BobpeuHoknemobuHuAam kapuuHom npegcma-
BAsaBa okono 3% om Bcuuku pakoBu 3abonnBa-
HufA, kamo Hau-Bucokama yuecmoma ce cpewa B
3anagHa EBpona.lpe3 2020 2. e umano npubau-
3umenHo 431 288 HoBu cayuasa Ha RCC B cBe-
moBeH mawab,om koumo 138 611 B EBpona.
Hau-Bucok obw npoueHm Ha RCC e Habaloga-
BaH B AumBa,canegBaHu om Yexua,C u3uucAeHU
cmaHgapmu3aupaHu 3a Bv3pacmma HuBa(ASRs)
coomBemHo om 14,5/100 000 u 14,42/100 000.C
BoBerkgaHe Ha HOBumMe MmexHOAO2UU U npo2pamu
3a npegukuusa u npeBeHuuA Ha 3nokauecmBeHu-
me 3abonABaHuA Ha 6obpeka, ce omkpuBam Bce
no-manku (T1a) dopmauuu, cycnekmHu 3a my-
MOPHU Ae3uu. Te npegcmaBaaBam 66% om Ho-
Boomkpumume kapuuHomu Ha H6opeka.Bonpeku
moBa Bce owe cpewam u nauueHmMu nonagauiu
npu ypoAoez caneg Makpockoncka xemamypus,yc-
maHoBABaHu B nocaegcmBue ¢ MacuBHU myMop-
HU chopmauuu Ha 6obpek.

HEJ:
MpegcmaBame kauHuueH cayuyal Ha Aanapo-

ckoncka Hedpekmomusa Ha 2onama Ty dhopma-
uus,caeg npegBapumenHa emboausauus.

MATEPUAJIU U METOAMN:

KAuHuueH cayvyal Ha MbXk Ha 602.,nonagauwl
B8 kauHukama no ypoaozua ¢ onaakBaHuA om
makpockoncka 6e3bonkoBa xemamypusa.Caeg
exoegpadcku hpeaneg e ycmaHoBeHa 2orAaMa my-

MopHa hopmMauua Ha geceH 6vbbpek.N3Bopwiu ce
KAT Ha kopem,koumo nomBopgu guasHo3ama.
Mopagu npogonrkaBawama xemamypus u 20Ae-
MuHama Ha dopmauusama Baexme peweHue Aa-
napockoncka Hedbpekmomusa ¢ npegBapumenaHa
embonusauuna Ha apmepus peHaauc.M3Bvpnu ce
embonuzauuama B8 omgeaeHuemo no kapguono-
2ufA Ha boAHuuama ¢ usnon3BaHe Ha 2enacnoHg.
MocnegBa Hedbpekmomua Ha 3mu geH caeg em-
b6oauzauuama.OnepamuBHama Hameca bewe
6e3 ycnoxkHeHus B paHHUA U koceH nocmonepa-
muBeH nepuog.YcmaHoBu ce MuHuManHa kpoBo-
3acyba no Bpeme Ha onepamuBHOMO AeueHue.
Haauuue Ha AceH onepamuBeH naaH u gobpa
aHamomuA uHmpaonepamuBHo.YcmaHoBu ce
HamaneH Ha bobpeka u hopmauuAama careg om-
cmpaHAaBaHemo uM.

3AKJIIOYEHUE:

Mpu usnoa3BaHemo Ha emboau3auua npu
mMacuBHuU mymopHU dopmauuu ycmaHoBuxme
3HauumeAHO HamaneBaHe Ha kpvBosazyba,go-
b6bop onepamuBaH nAaH,HamMansHe Ha pasmepa
Ha dopmauuama.Bcuuko moBa cnomaza 3a us-
BopwBeHemo Ha Hedpekmomuma ©Gesonac-
HO,u3noA3Bauku ananapockockama mexHuka.

AAHHU 3A KOPECIIOHAEHUUA
[O-p C. CmaHumupoB
YMBAA ,,[JeBa Mapusa“ ep,bypaac

Tel.0896303348
drs.stanimirov@gmail.com
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A CLINICAL CASE OF LAPAROSCOPIC

NEPHRECTOMY FOR A LARGE RENAL

TUMOR FORMATION WITH PREVIOUS
EMBOLIZATION

S. Stanimirov, P. Vatov, V. Savchenko, I. Mihalev, M. Konteva
CLINIC OF UROLOGY UNIVERSITY HOSPITAL "DEVA MARIQ"” BURGAS

INTRODUCTION:

Renal cell carcinoma accounts for about
3% of all cancers, with the highest incidence
occurring in Western Europe. In 2020, there
were approximately 431,288 new cases of RCC
worldwide, of which 138,611 were in Europe. The
most A high overall rate of RCC was observed
in Lithuania, followed by the Czech Republic,
with estimated age-standardized rates (ASRs) of
14.5/100,000 and 14.42/100,000, respectively.
With the introduction of new technologies and
programs for prediction and prevention of kidney
malignancies, increasingly smaller (T1a) formations
suspicious for tumor lesions are detected. They
account for 66% of newly discovered carcinomas
of the kidney. However, patients who come to
the urologist after macroscopic hematuria are still
found to have massive tumor formations on the
kidney.

OBJECTIVE:

We present a clinical case of laparoscopic
nephrectomy of a large Tu formation, after
embolization.

MATERIALS AND METHODS:

Clinical case of a 60-year-old man who
came to the urology clinic with complaints
of macroscopic,painless hematuria. After an
ultrasound examination, a large tumor formation

was found on the right kidney. A CT scan of the
abdomen was performed, which confirmed the
diagnosis. Due to the continued hematuria and the
size of the formation, we decided on alaparoscopic
nephrectomy with preliminary embolization of the
renal artery. The embolization was performed in
the cardiology department of the hospital using a
gelaspond. A nephrectomy followed on the 3rd day
after the embolization. The operative intervention
was without complications in the early and late
postoperative period. Minimal blood loss was
found during the operative treatment. Presence
of a clear operative plan and good anatomy
intraoperatively. It was found that the kidney and
the formation were reduced after their removal.

CONCLUSION:

When using embolization in massive tumor
formations, we found a significant reduction in
blood loss, a good operative plan, a reduction in
the size of the formation. All this helps to perform

nephrectomy safely, using the laparoscopic
technique.
CORRESPONDANCE DATA:

Dr. S. Stanimirov

University Hospital “Deva Mariq” Burgas
Tel. 0896303348
drs.stanimirov@gmail.com
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EHYKJNIEAUUA NMPU TYMOPHN
OBbPA3YBAHUA HA BbBbPEKA, BE3
LUEB HA bbbPEYEH MAPEHXUM

.. iunanos, MNn. Aumntpos, Bn. MnageHos, An. Tumes, [l. bnaxes, L|B. Jlasapos, Cn. KotoBa,
K. Aines, M. leoprues
YMBAJT"AJIEKCAHOPOBCKA’, KIIMHWKA MO YPOJIOTUA, MEQNLNHCK YHUBEPCUTET COOUA

BbBEAEHUE:

MNpe3 nocaegHumo gecemunemue 6pos Ha
cAayyalHo omkpumume obpagdyBaHusa Ha Obb-
peka 3HauumenHo HapacmBa. BbaazogapeHue
Ha no-gobpama pasgerumenHa cnocobHocm Ha
coBpemMeHHUMe exozpacdu u komnlomop-akcu-
aAHU momoepacduu, Bo3mo)kHOCmMMa 3a paHHO
pasno3HaBaHe Ha HauvaneH 6vbpeueH kapuu-
HomMm HapacmBa. B cmaguu T1(mymop nog 7cwm),
HepoH-coxpaHABawama xupypaua cu ocmalBa
3AnameH cmeHgapm. MNocaegHuUmMe 2oguHu HGaazo-
gapeHue Ha HayaAHUA crmaguu Ha guasHocmuka,
3HaUYUMEAHUA onum Ha ypoAaoza, kakmo u 6o-
2amomo obopygBaHe Ha onepauuoHHUME 3aAu,
gage Bvb3amokHocm 3a usBopuwBaHe Ha eHykaea-
uuAa Ha Ty-dopmauusma om b6obpeka ¢ nocaeg-
Bawo 3awuBaHe uAu He Ha 6oBpeUHUA NapeHXUM.
Mogxorkgauku kom npocma eHykaeauua, 0CHOB-
HUA cmpemeXX Ha ypoaoea e 3ana3BaHe B no-z2o-
AAM NPOUEHM Ha HOpMaAHO yHKuuoHUpaw
6vbpeueH napeHxum, no-kpamko onepamuBHO
Bpeme, no-manka kpbBosazyba, no-kpamko Bpe-
Me Ha monaa ucxemMus (no-Bv3morkHocm 6e3) u
no-gobpu pesdyamamu nO OMHOWEHUE Ha my-
MopHomo 3aboanaBaHe. HezaBucumo om 3Hauu-
menHomo koauuemBo usmovkaHmu npegumcmGBa,
Bce owe mymopHama eHykneauusa He e BoBege-
Ha kamo ,3AameH cmaHgapm® npu u3BopuwBaHe-
Mo Ha napuuanHa pe3ekuusa Ha bobpeka, HO mA
cu ocmaBa BapuaHm npu onpegensaHe Ha Buga
onepamuBHO AeueHue. KpalHama ueA e nocmu-
2aHe Ha pesyamam ,,TPUPEKTA“- ompuuumane-
HU XUpyp2u4HU 2paHuuu, makcumanHo 3anasBa-
He Ha HBobpeuHama dyHkuuna, 6e3 ycaro>kHeHuA
nocmonepamuBeH nepuog.

HEJ:

[a ce aHanusupam pesyAmamume npu us-
BopwBaHe Ha napuuanHa pe3ekuua Ha OGbbpe-
ka-mymMopHa eHykaeauus.

MATEPUAJIU U METOA4UN:

Om CenmemBpu 2023 go ABaycm 2024 2ogu-

Ha BkalouumenaHo, u3Bopwuxme 34 napuuasHu
pe3ekuuu Ha H6obpeka c uznon3BaHemo Ha UH-
mpaonepamuBHa exoezpaduA. Bcuuku cayuau
H6Axa usBopweHU Upe3 MpaHCNEPUMOHEAAEH Aa-
napockoncku nogxog € nomowma Ha exoegpad
BK medical c¢ AuHeapeH uHmpaonepamuBeH
mpaHcglocep ¢ uecmoma om 4.3 MHz-10.0 Mhz.
OnepmauBHua nogxog BkalouBa nocmaBaHe Ha 4
uAu 5 mpoakapa 83aBucumocm om onepupaHa-
ma cmpaHa Ha hauueHma, mpaHcnepuMoHeaAeH
gocmoubn go pemponepumoHeymMa, ugeHmuduuu-
paHe Ha M.uAuoncoac, ypemep u gocmuzaHe go
xuayca u ckenemupaHe Ha 6vbpeuHa BeHa u ap-
mepus. MNocaegBa ocBoborkgaBaHe Ha macmHa-
ma kacyna Ha 6bobpeka okono TY-popmauuama,
npoBe>kgaHe Ha uHmpaonepamuBHa exoepadun
C 02Aeg ugeHmudpuuupaHe Ha 30Hama Ha pas-
npocmpaHeHue u B3emaHe Ha okoHuameAHO pe-
weHue 3a u3BopuwBaHe Ha napuuanHa pesekuus,
knamnupaHe cenekmuBHO Ha apmepusa peHaAuc ¢
~byAgoe-knamna“, eHykneopesekuua Ha dpopma-
uuAama, weB Ha GobpeuHuA NAPEHXUM.
lNokazameaume no koumo kaacuduuupaxme
nauueHmume ca: Bo3pacm, NoA, cmpaHa Ha pas-
npocmpaHeHue, 20AeMuHa Ha ¢opmauusma u
npegonepamuBHa oueHka om KAT/AMP, ouerka
no ,PADUA score“ uau ,R.E.N.A.L. nephrometry
score”, onepamuBHo Bpeme, kpoBozazyba, Bpe-
Me Ha monAa uUcxemus, NO3umuBHU XupypauyHu
2paHuuu, ycroXkHeHuA, BoaHUYeH npecmol, no-
cmonepamuBHo npocaegaBaHe go 6 meceua.

PE3YJITATU:

Om onepupaHume 34 nauueHma 21(61%) ca
Moxke u 13(38%) ca »keHu. CpegHama Bo3pacm
Ha nauueHmume 6e 51.8 20guHU, NO OMHOWeEHUE
Ha cmpaHama Ha pasnpocmpaHeHue uma Aek
npeBec B AABo 19/15 coomBemHo, cpegHa 2oae-
MuHa Ha dopmauuama 3.28 cM om npegonepa-
muBHo npoBegeH KAT/AMP, cpegHa oueHka no
+R.E.N.A.L. nephrometry score“- 8.4 mouku. Mpu
7(20%) u3Bopwuxme mymopHa eHykaeauus 6e3
weB Ha HobpeuHe napeHxum, kamo 5 nauueHma
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6axa 6e3 cenekmuBHo knamnupaHe Ha apmepus
peHaauc (clampless), a npu gBama ¢ knamnupaHe
¢ byngoe knamna. No omHoweHue Ha uHmMpaone-
pamuBHuU u nocmonepamuBHU pe3yAmamu NOAyY-
yuxmMe cAegHUmMe cmoUuHOCMU- NPOgbAKUMEA-
Hocm Ha onepauuama 109.4 MuHymu, cpegHo
Bpeme Ha monaa ucxemua npu 2 ma cayuasa 19,4
MUH., kpbBosazyba cpegHu cmolUHocmu 184.6
MA. B nepuoga Ha Bo3cmaHoBaBaHe ycaoXkHe-
HuAama BkalouBam npegumHO nocmonepamuBHO
6onka u cybdebpurumem, 6e3 guaszHocmuuupa-
He Ha ycAKHeHUA ¢ 2oAAM obem. Mo omHowe-
HUe Ha NO3umuBHU XUpyp2UuuyHU 2paHuUuUuU He ce
ugeHmuduuupa caydal. Om xucmoaozuuHa Be-
pudukauusa 80% om cayyaume-27 ca C gaHHU
3a cBemaoknemoueH H6obpeueH kapuuHom, 7%
(8) nanunapeH BapuaHm Ha 6obpeuHo-knemoueH
kapuuHomMm, 7% (3) aHauomMuoAunoM u 3%(1) oH-
kouumom. Bcuuku 7(20%) nauueHma nogno>keHu
Ha TymopHa eHykaeauus ca coc cBemaokaemo-
ueH HobpeueH kapuuHoMm.

ObCbX/AHE:

FonAmMa yacm om mymopHume obpasyBaHuA
Ha bobpeka B gHewHu gHU ce gokasBam B cma-
guu T1. CoBpemeHume meHgeHuuu B onepamuB-
HOMO AeyeHue Ha mymMopHuUme obpasoBaHua Ha
bvbpeka ca paHHa guasHocmuka, u3BopwBa-
He Ha napuuanHa pe3ekuus u 3ana3BaHe Ha Bce
no-20AAMO koauuecmBo pyHkuuoHUpawa peHan-
Ha mokaH. Aanapaockonckama napuuanaHa pe-
3ekuus Ha Bbvbpeka nokasBa cpaBaHumMu xupyp-
2UYHU, OHKOAO2UYHU pe3yamamu, 3anas3BaHe Ha
6vbpeuHama cdyHkuua cnpAamMOo KoHBeHuuoHaA-
Hama napuuanHa pesekuuf, kamo coweBpemeHo
e ¢ no-Manko ycnoxkHeHus, no-kpamok 6oAHUUEH
npecmoul, no-6vp3o Bv3cmaHoBABaHe, no-ma-
Aok pucka 3a pazBumue Ha KobCHU y3A0XKHEHUA.
Bpememo 3a monaa ucxemusa e couwecmBeHo 3a
3anas3BaHe Ha koaAkomo ce MmoXke no-2oAAMO ko-
AudecmBo dpyHkuuoHupaw, 6obpeueH napeHXuM.
Kozamo ce u3BvpuwBa eHykaeauus 6e3 knamnu-
paHe Ha peHaAHama apmepuA € OMAUYEH NPUOM
3a 3anasBaHe Ha dyHkuusma Ha 6vbpeka. MNpu
u3BopwBaHemo Ha mymopHa eHykaeauuAa € no-
cmukumMo gocmuzaHe Ha ,,3gpaBu” xupypauuHu
2paHuuu, koumo ce gBu>kam B guanasoHa MmexXkgy
0,2 u 0,5¢cm. Cnopeg no-zonAMa yacm om npo-
yuBaHuAma pegyuupaHemo Ha YCAOXKHeHuUAmMa
B8 nocmonepamuBHuA nepuog ca B8 3HauumMenHo
MHO20 no-Manbk npoueHm, ako He ce usBopuwBa
weB Ha 6vbpeuHus napeHxuM. Koazynauua Ha
~MyMOpHOMO AoXke“ ¢ hocaegBawo usnoAsBaHe

Ha XeMOCmamuy4eH a2zeHm ce cuuma 3a OMAUYEH
nogoxog caeg eHykaeauus npu manku 6v6peuHu
dopmauuu.

3AKJIOYEHUE:

M3BopwBaHemo Ha mymopHa eHykaeauus
npu nauueHmu ¢ Hucok PADUA uau RENAL
nephrometry score, ¢ nocaegBawa koasynauus
Ha mymopHomo AoXke, 6e3 weB Ha 6obpeueH
napeHxum e coBpemeHeH, ecdbekmuBeH u besona-
ceH mMemog. Cnopeg no-zonAama yacm om cBe-
moBHuUmMe kAuHUuHU usnumBaHusa npu ek3dodhum-
HU mMyMopu, No-MaAku om 2 cM He e Heobxogum
U xemMocmamuueH azeHm. basupauku ce Ha Ha-
wuA ckpomeH onum, Hue BApBame, ue memoga
we HamMmupa Bce No-20AAMO NPUAOXKEHU hpu paHo
guasHOCmMuuupaHume myMopHU obpasyBaHusn
Ha 6obpeka.

KJIO40BU AYMU:

BobpeueH kapuuHoMm, napuuanHa pe3ekuus,
mymMopHa eHykaeauus, koazyaauuAa Ha ,mymop-
HOmMo AoXke*
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ENUCLEATION INTUMOR
FORMATIONS OF THE KIDNEY,
WITHOUT SUTURE OF THE RENAL
PARENCHYMA

Iv. Lilyanov, Pl. Dimitrov, VI. Mladenov, Al. Timey, D. Blazhev, Tsv. Lazarov, Sl. Kotova,
K. Yanev, M. Georgiev
ALEXANDROVSKA UMHAT, DEPARTMENT OF UROLOGY, MEDICAL UNIVERSITY OF SOFIA

INTRODUCTION:
In the last decade, the number of incidentally
discovered kidney tumors has increased

significantly. The possibility of early recognition
of incipient renal carcinoma is growing thanks to
the better resolution of modern ultrasounds and
computed axialtomography.InstageT1 (tumorless
than 7 cm), nephron-sparing surgery remains the
gold standard. In recent years, thanks to the initial
stage of diagnosis, the considerable experience
of the urologist, as well as the rich equipment of
the operating rooms, made it possible to perform
enucleation of the Tu-formation from the kidney
with subsequent suturing or not of the renal
parenchyma. Approaching a simple enucleation,
the urologist.s main goal is to preserve a
greater percentage of normally functioning renal
parenchyma, shorter operative time, less blood
loss, shorter warm ischemia time (more possibility
without), and better tumor disease outcomes.
Despite the significant number of advantages,
tumor enucleation has not yet been established
as the ,gold standard“ in performing partial
kidney resection, but it remains an option when
determining the type of surgical treatment. The
ultimate goal is to achieve the ,TRIFECT" result
- triple surgical margins, maximum preservation
of renal function, and no complications in the
postoperative period.

PURPOSE:

To analyze the results of partial renal resection-
tumor enucleation.

MATERIALS AND METHODS:

From September 2023 to August 2024 inclusive,
we performed 34 partial kidney resections
using intraoperative ultrasound. All cases were
performed through a transperitoneal laparoscopic
approach using a BK medical ultrasound with a

linear intraoperative transducer with a frequency
of 4.3 MHz-10.0 MHz. The operative approach
includes placement of 4 or 5 trocars depending on
the operated side of the patient, transperitoneal
access to the retroperitoneum, identification
of the iliopsoas, ureter and reaching the hilus
and skeletonization of the renal vein and artery.
This was followed by the release of the fatty
capsule of the kidney around the TU-formation,
intraoperative ultrasound to identify the area of
spread and make a final decision to perform a
partial resection, selective clamping of the renal
artery with a ,,Bulldog-clamp®, enucleoresection
of the formation, suture of the renal parenchyma.
The indicators according to which we classified
the patients are age, sex, side of the spread, size
of the formation and preoperative assessment
by CAT/MRI, assessment by ,PADUA score”
or ,R.E.N.A.L. nephrometry score., operative
time, blood loss, warm ischemia time, positive
surgical margins, complications, hospital stay,
postoperative follow-up up to 6 months.

RESULTS:

Of the 34 patients operated on, 21 (61%)
were men and 13 (38%) were women. The
average age of the patients was 51.8 years,
concerning the side of the spread, there is a slight
predominance on the left 19/15 respectively, the
average size of the formation was 3.28 cm from
preoperative CAT/MRI, average score according
to ,R.E.N.A.L. nephrometry score®- 8.4 points.
In 7 (20%) we performed tumor enucleation
without suture of renal parenchyma, with 5
patients without selective clamping of the renal
artery (clampless), and in two with clamping with
Bulldog clamp. Regarding intraoperative and
postoperative results, we obtained the following
data - duration of the operation 109.4 minutes,
average time of warm ischemia in the 2 cases
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19.4 minutes, and average blood loss 184.6 ml. In
the recovery period, complications mainly include
postoperative pain and low-grade fever, with no
diagnosis of high-volume services. Regarding
positive surgical margins, no case was identified.
From histological verification, 80% of cases-27
had evidence of renal cell carcinoma, 7% (3)
papillary variant of renal cell carcinoma, 7% (3)
angiomyolipoma, and 3%(1) oncocytoma. All 7
(20%) patients undergoing tumor enucleation had
renal cell carcinoma.

DISCUSSION:

Most kidney tumors today are diagnosed at
stage T1. Modern trends in the surgical treatment
of kidney tumors are early diagnosis, partial
resection, and preservation of an increasing
amount of functioning renal tissue. Laparoscopic
partial kidney resection shows comparable
surgical, and oncological results, and preservation
of renal function compared to conventional
partial resection, while at the same time having
fewer complications, shorter hospital stay,
faster recovery, and lower risk of developing late
complications. Warm ischemia time is essential
to preserve as much functional renal parenchyma
as possible. When enucleation is performed
without clamping the renal artery, it is an excellent
technique for preserving kidney function. When
performing tumor enucleation, it is achievable
to achieve ,healthy” surgical margins that range
between 0.2 and 0.5 cm. According to the
majority of studies, the reduction of complications
in the postoperative period is in a significantly
much smaller percentage if no suture of the
renal parenchyma is performed. Coagulation of
the ,tumor bed” with the subsequent use of a
hemostatic agent is considered an excellent
approach after enucleation for small renal

formations.
KEYWORDS:

Renal carcinoma, partial resection,
enucleation, coagulation of the ,,tumor bed*”
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NATNAPOCKOINCKA NAPUUAJTIHA
PESEKUMA HATY OOPMALUA
HA BbBbPEK,KOMBUHWUPAHA C

MMENONMNACTUKA

C. CraHumnpos, lN. BbToB, B. CaBUeHKO
KNMUHWKA T10 YPOJIOT A, YMBAIT,,AEBA MAPUA®, TP. BYPITAC

BbBEAEHUE:

Nanapockonckama yacmuuHa Heppekmomua
Bce no-uecmo ce u3BvpwBa 3a uzbpaHu manku
6vbpeuHu Macu,mol kamo e gokazaHo,ue ocu-
2ypABa cxogHU OHKOAO2UYHU pe3yamamu ¢ mesu
Ha omBopeHama yacmuuHa Hedpekmomusa .Bo-
npeku moBa, LPN e mexHuuecku npegusBuka-
meAHa npouegypa.Heobxogumocmma om kaam-
nupaHe Ha xuayca e cBopsaHo ¢ Bo3moykHocm
3a 6vbpeuHo yBperkgaHe, cBbp3aHo ¢ monaama
ucxemus.

lMuenonaacmukama e Mmemog 3a onepamuBHo
AeueHue npu obcmpykuua Ha nueroypemepan-
Homo cbeguHeHue(INMYC),npuyuHeHO om cmeHo3a
UAU Haauyuemo Ha abepeHmeH cbg npumuckawl
BoHwWHO.B pesynmam Ha moBa ce HabalogaBa xu-
gpoHedposa Ha bvbpeka ,usuckBawa usBopuw-
BaHemo Ha ge3ob6cmpykmuBHU Meponpusamus.
[OHec kaacuuveckusm mMemog 3a omGBopeHa nu-
enonnacmuka e 3ameHeH om Aanapockonckama
mexHuka.

LEJI:

MpegcmaBame kauHuueH cayuyal Ha Aanapo-
ckoncka napuuanHa pesekuua Ha Ty dopmauus
Ha geceH H6vbbpek koHbuHupaHO ¢ Aanapockon-
cka nuenonnacmuka Ha cowuam 6vbpek.

MATEPUAJIU U METOA4UN:
MauueHm Ha 62 2.,c ycmaHoBeHa xugpoHedpo-

3a Ha geceH 6vbpek u nocmaBeHa Hecbpocmoma
B gpyzo neuebHo 3aBegeHue.llo noBog Ha moBa

nauueHMomM nomovpcu KoHCyAmauus C ypoAO2
C uen onpamuBHO AeueHue u npemaxBaHe Ha
Hecppocmomama.Om nocaegBawusm KAT Ha
kopem ce ycmaHoBu xugpoHedpo3a Ha geceH
b6obpek cvbc cmeHo3a Ha [MYC,gonbAHUMEA-
Ha Haxogka 6ewe Ty dopmauua ¢ guamembp
40MM.,pasnonoxkeHa 8 obracmma Ha 20peH no-
Aloc,no gop3anHma noBopxHocm Ha Bobpeka.
M3Bvpwu ce nanapockoncka nuenonaacmuka,
nocaegBaHa om napuuanHa pesekuua Ha Ty dop-
mauusma.OnepamuBHomo Bpeme bewe 210 MUH.
KpoBosazyba 150mA.He ce HabalogaBaxa yc-
Ao>kHeHuA B8 paHHuUA u koceH onepamuBeH nepu-
og.lMauueHmom Bewe usnucaH Ha 5mu geH.

3AKJ/IIOYEHUE:

Nanapockonckama mexHuka mMo)ke ga 6vge
usnoA3Ba u npu No-koMnAuuupaHu cAyyau,3anas-
Bauku cBoume npeumyuwecmBa npeg omBopeHa-
ma xupypauAa-MuHU uHBa3uBHocm,kpamkompa-
eH B6oAHUUeH npecmol,MuHUMaAnHa kpoBo3azyba
u 6vp30 Bo3acmaHoBABaHe Ha nauueHmMa.

KJ1lo4oBU AyMu:

Nanapockonus,lNapuuanHa pesekuusa Ha 6o06-
pek, NMueanonaacmuka

A/QJPEC 3A KOPECIIOHQEHLUA:

I-p C. CmaHumupoB

YMBAA ,,[JeBa Mapusa“, ep,bypaac

Tel.0896303348

drs.stanimirov@gmail.com
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LAPAROSCOPIC PARTIAL RESECTION
OF TU FORMATION OF A KIDNEY,
COMBINED WITH PYELOPLASTY

S. Stanimirov, P. Vatov, V. Savchenko
CLINIC OF UROLOGY, UNIVERSITY HOSPITAL “DEVA MARIQ"” BURGAS

INTRODUCTION:

Laparoscopicpartialnephrectomyisincreasingly
performed for selected small renal masses as it
has been shown to provide similar oncological
outcomes to open partial nephrectomy. However,
LPN is a technically challenging procedure. The
need for hilus clamping is associated with the
possibility of renal damage associated with warm
ischemia.

Pyeloplasty is a method of surgical treatment
for obstruction of the pyeloureteral junction caused
by stenosis or the presence of an aberrant vessel
pressing externally. As a result, hydronephrosis of
the kidney is observed, requiring the performance
of deobstructive measures.Today, the classic
method of open pyeloplasty has been replaced
from the laparoscopic technique.

OBJECTIVE:

We present a clinical case of laparoscopic
partial resection of Tu formation of the right kidney
combined with laparoscopic pyeloplasty of the
same kidney.

MATERIALS AND METHODS:

A 62-year-old patient with established
hydronephrosis of the right kidney and a
nephrostomy placed in another medical institution.
On this occasion, the patient made a consultation

with a urologist with the aim of operative
treatment and removal of the nephrostomy. The
subsequent CT scan of the abdomen revealed
hydronephrosis of right kidney with stenosis of the
PUJ, an additional finding was Tu formation with
a diameter of 40 mm., located in the area of the
upper pole, on the dorsal surface of the kidney.

A laparoscopic pyeloplasty was performed,
followed by a partial resection of the Tu formation.
The operative time was 210 min. Blood loss
150 ml. No complications were observed in the
early and late operative period. The patient was
discharged on the 5th day.

CONCLUSION:

The laparoscopic technique can also be
used in more complicated cases, maintaining its
advantages over open surgery - mini invasiveness,
short hospital stay, minimal blood loss and quick
recovery of the patient.

KEYWORDS:

Laparoscopy,
Pyeloplasty

ADDRESS FOR CORRESPONDENCE:

Dr. S. Stanimirov

University Hospital “Deva Mariq”, Burgas

Tel. 0896303348

drs.stanimirov@gmail.com

Partial  kidney  resection,
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HAYAJIEH ONUT NP PAAUKAJIHA
NMPOCTATEKTOMUA-OBOBLUEHUE
CJIEA EAHOINOAULLUHA PABOTA

C. Cranumnpos, l. Bbros, B. CaBueHko, . Muxanes, [l. Aiparues
KNUHWKA T10 YPOJIOT A, YMBAIT,,AEBA MAPUA®, TP. BYPITAC

BbBEAEHUE:

Pakom Ha nhpocmamama e Bmopuam Hau-pas-
npocmpaHeH pak npu mMv>keme. ToBa e ocHo-
BeH 3gpaBeH npobaem ocobeHo B pazBumume
cmpaHu nopagu no-2oremMuAa gan Ha Bo3pacm-
Hume Mbke B obwomo HaceneHue. PagukanHa-
ma npocmamekmomMusa e Memog Ha AeyeHue 3a
AokanusupaH pak Ha npocmamama u ce cuuma
3a 3nameH cmangapm. CmpemeXkom KoM MuHU
uHBa3uBHocm, MuHUMaAeH 6oAHUYEeH npecmoU u
6vp30 Bb3cmaHoBABaHe Ha nauueHmMa npeBop-
Ha Aanapockonckama u pobom-acucmupaHama
npocmamekmomusa 8 Memog Ha usabop 6e3 moBa
ga HamanAa kauecmBomo Ha oHkoAO2UUHUA KOH-
MPOA.

HEJ:

Llenma Ha Hawemo npoyuBaHe e ga npegcma-
BumMm pesyamamume caeg pagukaaHa npocma-
mekmomusa no noBog kapuuHoM Ha npocmama
cAeg nopBama egHa 2oguHa.

MATEPUAJIU U METO/4U:

3a nepuoga om okmomBpu 2023 2. go ceza B
KauHukama no ypoaozusa Ha YMBAA ,[leBa Ma-
pua” 6axa uszBopweHu 32 pagukanHu npocma-
mekmomuu. OcHoBeH Memog Ha u3bop Gewe
Aanapockonckama npocmamekmomusa - 29 na-
uueHmu onepupaHu Aanapockoncku u 3ma upes
omBopeHa npocmamekmomua. CpegHa Bo3-
pacm Ha nauueHmume - 62 20g. CpegHo TCA -
16,4 He/MA., Hau-Bucoko MCA - 41 Ha/MA. Hau-
Hucko TCA- 3,6 He/MA. OnepamuBHo Bpeme-
CpegHo 155MuH. CpegHa kpoBozazyba - 100 -
150 MA.

PE3YJITATU:

PaHHu ycaoXkHeHuA- Tpu 1 om Hawume na-
uueHmu ce Hanoku xemompaHcdysusa; [1B8ama
gpyau Hawu nauueHmu ce npegcmaBuxa ¢ Man-
komas3oB xemamom, koumo bewe pesopbupaH
coomBemHO Ha nemu u cegmMu geH om B0OAHUU-
HUA npecmou;

KbCHU yAOXkHeHUA- EguH om Hawume nauu-
eHmu ce npegcmaBu coc ckaeposa Ha MexypHa
wuuka 2 meceua nocmonepamuBHo.

KoHmuHeHmHocm PaHHa- HabalogaBaxme
npu 75% om nauueHmume. KocHa- 92% om na-
uueHmume ca HanbAHO KOHMUHEHMHU, 2 CAyyan
HaAuuyue Ha cmpec UHKOHMUHEHUUS.

3AKJIOYEHUE:

Om npoBegeHusa aHanu3 moxke ga ce 3aknlo-
yu, ye nanapockonckusm memog 3a pagukasHa
npocmamekmomua € MHo20 edhekmuBeH, npeg-
cmaBa ce ¢ MUHUMaAHU yCAOXKHEHUA,MOXKe ga ce
u3Bopwu 6e3onacHo u eukacHo npu nogzom-
BeH onepamuBeH ekun.

KJTO40BU AYMU:

NMpocmameH kapuuHomMm, pagukaanHa npocma-
mekmomua, 3nameH cmaHgapm, Aanapockoncka
npocmamekmomus

A/1IPEC 3A KOPECITOHAEHLUA:

O-p C. CmaHumupoB

YMBAA ,,[eBa Mapusa“, 2p,bypeaac

Tel.0896303348

drs.stanimirov@gmail.com
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INITIAL EXPERIENCE IN RADICAL

PROSTATECTOMY -

SUMMARY AFTER

ONE YEAR OF WORK

S. Stanimirov, P. Vatov, V. Savchenko, I. Mihalev, D. Dragiev
CLINIC OF UROLOGY, UNIVERSITY HOSPITAL “DEVA MARIQ", BURGAS

BACKGROUND:

Prostate cancer is the second most common
cancer in males. It is a major health concern,
especially in developed countries due to the
greater proportion of elderly men in the general
population. Radical prostatectomy is the reference
treatment for localized prostate cancer and is
considered a gold standard. The laparoscopic
approach seems to maintain the oncological
control of open surgery with added benefits
for the patient. In this paper we will analyze the
laparoscopic technique, which is challenging and
is undergoing continuous refinements which make
it a feasible, reproducible and teachable operation
practiced by urologists worldwide.

PURPOSE:

The purpose of our study is to establish the
advantages of the laparoscopic approach of
radical prostatectomy over the open method in
the treatment of localized Pca.

MATERIALS AND METHODS:

For the period from October 2023, 32 radical
prostatectomies have been performed in Clinic
of Urology in University Hospital ,Deva Maria“.
The main method of choice was laparoscopic
prostatectomy - 29 patients operated laparoscopic
and 3 by open prostatectomy.Average age of
patients - 62 years. Average PSA - 16.4 ng/ml.,
highest PSA - 41 ng/ml., lowest PSA - 3.6 ng/ml.

Operative time - Average 155 min. Average blood
loss - 100-150 ml.

RESULTS:

Early complications-1 of our patients required
hemotransfusion; Two other of our patients
presented with a small pelvic hematoma that
resorbed on the fifth and seventh days of hospital
stay,respectively;

Late complications- One of our patients
presented with neck sclerosis 2 months
postoperatively.

Continence:Early- Observed in 75% of patients.
Late - 92% of patients are completely continent, 2
cases of stress incontinence.

CONCLUSION:

From the analysis it can be concluded that the
laparoscopic method for radical prostatectomy
is very effective, it is presented with minimal
complications, can be performed safely and
efficiently with a prepared operative team.

KEY WORDS:

Prostate cancer, Radical prostatectomy, Gold
standard, Laparoscopic prostatectomy.

CORRESPONDANCE DATA:

Dr. S. Stanimirov

University Hospital “Deva Mariq”, Burgas
Tel. 0896303348
drs.stanimirov@gmail.com
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NNANMAPOCKOINCKA AOHOPHA
HEOPEKTOMUA

. AHakneBckn, P. MapuHos, U. loueBa, B. Hukonos
KNNMHWKA 1O YPONOTNA, YHUBEPCUTETCKA BOJTHULA ,CB. MAPUHA" - BAPHA
MEOAVNUWMHCKN YHUBEPCUTET ,, MPO®. MAPACKEB CTOAHOB” - BAPHA

BbBEAEHUE:

MauueHmume B kpaeH cmaguu Ha 6vbpeuHo
3abonaBaHe umam Bo3amMorkHocm 3a go>kuBomHa
noggobprkawa xemoguanusa, npogoakumenHa
ambynamopHa nepumoHeanHa guaAu3a uAu 6o-
H6peuHa mpaHcnaaHmauua. BobpeuHama mpaHc-
nAaHmMauuAa e AeyeHuemo Ha usbop 3a nogxogaul
nauueHm ¢ kpaeH cmagul Ha 6obpeuHo 3abonsa-
BaH.

MopBama mpynHa 6vbpeuHa mpaHcnAaH-
mauuA e usBopuweHa npe3 1945 2., a nopBama
mpaHcnAaHmauus Ha »kuB 6vbpek e uzBopuweHa
npe3 1953 2. Merril et al. usBopwBam nopBama
ycnewHa 6vbpeuHa mpaHcnaaHmauuA Ha »kuBu
ugeHmuuHu 6ausHauu 8 BocmoH npe3 1954 2.

Bobpekom 3a mpaHcnaaHmauus ce usBarkga
UAU OmM mpyneH uau om >kuB goHop. Hegocmu-
2bm Ha opaaHu ocmaBa Hau-BaykHuam dakmop,
oepaHuuaBaw 6vbpeuHama mpaHcnAaHmMauus.
Hedpekmomusma Ha >kuB goHop e paspabo-
meHa kamo memog 3a cnpaBaHe ¢ Hegocmuza
Ha mpynHU 6obpeuu, HaAuUYHU 32 MpaHCNAaH-
mauus. XupypauyHama npouegypa 3a go-
HopcmBo Ha op2aHu mpabBa ga 6vge Hau-Manko
paspywumenHa, no-Mmanko 6oaesHeHa u 6e30-

nacHa 3a goHopa, mou kamo >kuBume goHopu
npuemam HeygobcmBomo u pucka om zoaAmMa
onepauusa usuAano B noA3a Ha noAyuamens.

Ionazo Bpeme Hedbpekmomuama Ha >kuBu go-
Hopu ce u3BvopwBawe camo ¢ omBopeH Xupyp-
2UYeH NOgX0og U NO MO3U HaUUH MHO020 Bb3MOoXk-
HU goHOpu Ha HBobpeuu He >kenaexa ga gapsam
nopagu 3aboneBaemocmma, cBbp3aHa ¢ mex-
Hukama Ha opz2aHa u3BauuaHe. 3a ga ce Hama-
AU HecobomBemcmBuemo MeXkgy movpceHemo u
npegAazaHemo Ha opz2aHu U ga ce HamaAu 3abo-
AeBaemocmma Ha goHopume, ca paspabomeHu
MUHUMaAHO UHBa3uBHU XupypauuyHu mexHuku
kamo MuHu-pa3pe3 u aanapockoncka u pobom
acucmupaHa goHopcka Hedhpekmomus.

MopBama aanapockoncka Heppekmomusa Ha
»kuBu goHopu e uzBopweHa om Ratner et al. npes
1995 2. OmmozaBa mexHukama Ha AAH e npe-
mopnAra eBoalouua B pasauuHU mpaHcnAaHma-
UUOHHU ueHmMpoBe u ca HanpaBeHuU MHO20 MOgu-
dukauuu, 3a ga ce nogobpu 6esonacHocmma Ha
goHOpa U u3xoga Ha peuunueHma.

B Hacmoswuam gokaag Hue umMmaxme 3a Uea
ga nokakem 6e3onacHocmma u ecpukacHocmma
Ha nopBama u3BopuweHa nanapockoncka goHop-
Ha Hedppekmomusa B Boazapus.

NATAPOCKOINCKA ONMEPALUA NMPU
AOEHOM HA NMPOCTHATA XJIE3A -
HAYAJIEH ONUT

M. Bbros, Ct. Cranumupos, Bn. CaBueHko, M. LLlepeB
YMBAJT JEBA MAPUA - BYPTAC

BbBEJEHUE:

OmBopeHama npocmamekmomusa e omgaBHa
npuem Memog 3a AeYeHUe Ha NauueHmMuU C 20Ae-
MU gobpokauecmBeHo yBeAuueHUu npocmamHu
»knesu. C BvBerkgaHemo Ha nanapockonusma ce
komeHmupa npuaazaHemo u npu gobpokauecm-
BeHa npocmamHa xunepnaasua (OIX). MNMopBa-
ma Aanapockoncka npocma npocmamekmomua

(LSP) e BoBegeHa 3a nopBu nom om Mariano et
al. npes 2002 2. OnepamuBHama mexHuka caeg-
Ba cmbnkume npu omBopeHama onepauuA kamo
HamaAABa 3HauumeAHoO cmpaHuuHume edekmu
— kpoBo3zaecyba, nepuogu Ha Bo3cmaHoBaBaHe
u 3apacmBaHe Ha nocmonepamuBHume paHu,
bonka. MNMpegumcmBo npeg eHgoypOAO2UUHOMO
A€YEHUE Ha 20AeMU hpocmamHu >KAe3u e npeg-
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nazBaHemo Ha ypempama, koemo e om uskalouu-
MeAHO 3HaueHue 3a nogobpABaHe Ha CuMnmomMu
Ha goAHU nukouHu nomuwa (CANMMM) u 3Hauumen-
HO no-eBmuH Memog 3a AeueHue Ha [NX. Kamo
Hegocmamovuu MoXke ga ce ombeneku, ue moBa
€ 3HauumeAHo no-uHBasuBeH Memog 3a AeyeHue
Ha [OMNX u Heobxogumocmma om obyueH ekun
(acucmenmu) 3a usBopwBaHemo Ha LSP.

LEJT:

Llenma Ha moBa npoyuBaHe e ga npegcmaBu
HauaAHUA onum Ha Hawama kauHuka 6 u3Bvpw-
BaHemo Ha Aanapockoncka ageHomMmekmomus
npu nauueHmu c AOMx.

MATEPUAJIU U METOAMN:

B nepuoga 09.2023 — 09.2024 B8 Hawama
kauHuka 6faxa usBopweHu 5 aanapockoncku
ageHoMekmomuu npu nauueHmu c¢ [LOIMX, npu
npocmamHu »kae3u ¢ obem > 80 ml. Baxa BHu-
MameAHO nogbpaHu nopagu HayaAHUA onum Ha
ekuna. baxa npocaegeHu nocmonepamuBHO u
OUEHEHU npegu u caeg onepamuBHOMO AeyeHue
C ypodoaryMmempua, ocmamovuHa ypuHa u IPSS.

PE3YJITATU:

CpegHomo meaAo Ha hpocmamHama >kaesa e
83 egpama npu nauueHmu coc cpegHa Bo3pacm
682, a cpegHomo Bpeme Ha paboma e 156 MuUHy-
mu. MNauueHmume nokasBam 3Ha4YUMEAHO NOgO-
bpeHue Ha Qmax, IPSS u pegyuupaHe Ha ocma-

29 ]
MobyHa ypuHa.

Mpu u3BopwBaHemo Ha Bcuuku LSP He ce yc-
maHoBuxa nepuonepamuBHU UAU paHHU CAEgo-
nepamuBHu ycaoxkHeHuA. KpoBonpenuBaHe He ce
HaAo>XKU Npu HUMO eguH om nauueHmume. CBa-
AAIHE Ha gpeHa ce u3Bopwu Ha cpegHO 3Mu geH.
[exocnumaausupaxa ce cpegHo Ha yemBopmu
nocmonepamuBeH geH. CBanAHe Ha kamemopa
ce u3Bopwu CpegHO Ha yemupuHagecemu geH.

3AKJIFOYEHUE:

NMpocmama aAanapockoncka npocmamekmo-
mMus e ecdbekmuBHa u 6e3onacHa npouegypa 3a
npocmamHu >kne3u ¢ 20AAM 06em CcobC 3Hauu-
MEeAHO U cmabuAHO gobA20CPOYHO NnogobpeHue
Ha cumMnmomMume.

KJ10O40BU AYMU:

gobpokauecmBeHa npocmamHa xunepnaa-
3u”A, nanapockoncka ageHomekmomus, OMNX

BbUBJTUOTPA®UA:

1. Robin Zeder, Stefan Haildler, Laparoscopic Simple
Prostatectomy: A Single Center Experience with A
Long-Term Follow Up

2. Mariano MB, Graziottin TM, Tefilli MV.
Laparoscopic prostatectomy with vascular control
for benign prostatic hyperplasia.

LAPAROSCOPIC SURGERY FOR
PROSTATE ADENOMA -
INITIAL EXPERIENCE

P.Vatov, St. Stanimirov, VI. Savchenko, M. Shterev
DEVA MARIA UMBAL - BURGAS

INTRODUCTION:

Open prostatectomy has long been an accepted
method for treating patients with large benign
prostatic hyperplasia (BPH). With the advent of
laparoscopy, its application for BPH has also
been a topic of discussion . The first laparoscopic
prostatectomy (LSP) was introduced by Mariano
et al. in 2002. The surgical technique follows
the steps of the open procedure, significantly
reducing side effects such as blood loss, recovery
periods, postoperative wound healing, and pain.
Compared to endourological treatment for large

prostate glands, the advantage is the preservation
of the urethra, which is crucial for improving
lower urinary tract symptoms (LUTS) and is a
significantly cheaper method for treating BPH.
The disadvantages include that it is a considerably
more invasive method for treating BPH and the
need for a trained team (assistants) to perform the
LSP.

OBJECTIVE:

The aim of this study is to present our clinic.s
initial experience in performing laparoscopic
adenomectomy on patients with BPH.
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MATERIALS AND METHODS:

From September 2023 to September
2024, our clinic has performed 5 laparoscopic
adenomectomies on patients with BPH, with
prostate gland volumes >80 ml. They were carefully
selected due to the team.s lower past experience.
Postoperative follow-up and evaluation before and
after surgery were conducted using uroflowmetry,
residual urine, and IPSS.

RESULTS:

The average weight of the prostate gland was
83 grams in patients with an average age of 68
years, and the average operating time was 156
minutes. Patients showed significant improvement
in Qmax, IPSS, and reduction of residual urine. No
perioperative or early postoperative complications
were observed during all LSP procedures. No
blood transfusions were required for any of the
patients. Drain removal was performed on average

on the 3rd day, and they were discharged on the
4th postoperative day. Catheter removal was done
on average on the 14th day.

CONCLUSION:

Laparoscopic simple prostatectomy is an
effective and safe procedure for large-volume
prostate glands, providing significant and stable
long-term symptom improvement.

KEYWORDS:

Benign prostatic hyperplasia,
adenomectomy, BPH
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POBOT-ACUCTUPAHA
PETPONEPUTOHEAJTHA INMOHA
ANCEKLUUA NPU KAPUMHOM HA

TECTUCA

H. Kones', . Atanacos?, A. Banog?, B. lyHes?, XK. Atanacos?, H. Hukonos?, A. AtaHacos?,
A.NapteHoB?, P. JIbockoBa®
MEOVUNHCKIN YHUBEPCTET MNJIEBEH
'YMBAJ »4-P TEOPTU CTPAHCKI"
2YMBAJ,CBETA MAPUHA"

BbBEAEHUE:

KapuuHoMbm Ha mecmuca e 3aboaAaBaHe npu
MAagu Mmoxke (1). TepaneBmuyHume Memogu 3a-
BucAam om cmagusa Ha 3aboAaAaBaHemo U namoAo-
2uyHuUme xapakmepucmuku Ha mymopa u gaBam
Bo3morkHocm 3a Bucoka npexkuBaemocm. Aeue-
Huemo cneg opxuekmomua BkalouBa akmuBHo
HabalogeHue, pemponepumoHeanHa AuMdHa gu-
cekuusa (PMAL), xumuomepanua u Abuemepanus
npu ceMuHoMm (2). MI3bopom Ha AeueHue yecmo
ce ocHoBaBa Ha »keanaHUemMoO Ha hauueHmume 3a
Hucko HuBo Ha cmpaHuuHU ABAEHUA U YCAOXKHE-
HuA. PMAL moXke ga ce npunaza kakmo 3a nop-
BuuHO AeueHue caeg opxuekmomua, maka u npu
nauueHmu ¢ ocmambvuyHu kopeMHu AuMdHuU Bo-
3AU CAEg XuMuOMepanus.

OmBopeHama PIAL omgaBHa e cmaHgapmeH

Nnogxog 3a AeYeHue Npu MymMopu Ha mecmuca,
Ho e cBvp3aH coc 3HauumenHa 3aboreBaemocm.
PobomusupaHama PMAL npugobuBa nonyasp-
HOCM Npe3 nocAegHOMO guceanmuaemue kamo
anmepHamuBa Ha omBopeHama u Aanapockon-
ckama. MopBama pobom-acucmupaHa PMAL e
gokaagBaHa npes 2006 2. (3).

LEJI:

[a npegcmaBum u oueHuM hepuonepamuBHu-
me, kakmo u paHHume oHkOAO2UYHU pe3yAmamu

Ha nauueHm ¢ pobom-acucmupaHa PIAL 3a ae-
yeHue Ha kapuuHoM Ha mecmuca.

MATEPUAJIU U METO/4MU.
C kpamvk Bugeoduam npegcmaBame cayuau

Ha pobom-acucmupana PIAL npu nauueHm Ha
29 2. ¢ embpuoHaneH kapuuHomMm Ha AAB mecmuc
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npu gBycmpaHHeH kpunmopxu3omMm. Pasanexkga-
Me emanume Ha onepauuama, uHmpaonepamuB-
HumMe u caegonepamuBHuUmMe pesyamamu.

PE3YJITATU:

OnepamuBHume BpemeHa bewe 110 MuHymu.
BAaxa guceuupaHu 18 AumdHu Bb3ena. Kpoeo-
3acybazazybama bewe 25 mA. MauueHmom ce
Bo3cmaHoBu H6bp30o u Bewe usnucaHu Ha 4 cae-
gonepamuBHuA geH 6e3 nepuonepamuBHu yc-
AO>XKHEHUA.

OBCbX/AHE:

PIAL 8 MmuHaromo ce e cuumana 3a guagHo-
CMuYHa npouegypa ¢ MuHUMaAHoO mepaneBmuu-
Ho Bvo3gelcmBue. PaszwupeHu Mema aHaAu3 Ha
PMNAL om Rassweiler et al. (4) npomeHA moBa
BukgaHe u gokasBa mepaneBmuuHua edekm
Ha npouegypama. Pobom-acucmupana PIAL
MoXKe ga ce npuaaza kamo nbpBuuHa mepanus
3a nauueHmu B paHeH kAuHuueH cmaguu. W3-
BopwBaHemo Ha PIAL caeg xumMuomepanusa us-
uckBa noBeue ymeHusa u onum (5,6).

C npeuusHomo gBuykeHue Ha UHCMPYMeEHMU-
me u omauyHama BusyanusauuAa pobom-acuc-
mupaHama PlMAL moxke ga ce u3Bopwu 6e3-
onacHo u edekmuBHo, npu nbAHO cna3BaHe Ha
omBopeHume oHKoAO2UYHU NpuHUUNU. TOYHOMO
No3uuuoHUpaHe Ha nopmoBeme e Ba>kHO 3a npa-
BuAHO NnpomuuaHe Ha onepauusma. 3a ycnewHa
pobom-acucmupana PIMAL xupypzom mpabtBa
ga e gobpe 3ano3Ham C pemponepumoHeanHa-
ma aHamomusfA. OnepamuBHama mexHuka Ha po-
6om-acucmupara PIAL no3BoanaBa HGezonacHa

U wamenHa gucekuua u npemaxBa MHO20 om
mexHuuyeckume npegusBukamencmBa, onucaHu
npu omBopeHama PIAL.

KJIO40BU AYMU:

pobom-acucmupaHa pemponepumoHeanHa
AUMdHa gucekuus, kapuuHomM Ha mecmuca

JINTEPATYPHA CITPABKA:
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ROBOT-ASSISTED RETROPERITONEAL
LYMPH NODE DISSECTION FOR
TESTICULAR CANCER

N. Kolev', B. Atanasov?, A. Vanov?, V. Dunev?, Z. Atanasov?, N. Nikolov?, A. Atanasov?,
A. Partenov?, R. Lyoskova®
MEDICAL UNIVERSITY PLEVEN
'"UMBAL,DR. GEORGI STRANSKI”
2UMBAL,ST. MARINA"

INTRODUCTION:

Testicular carcinoma is a disease of young men
(1). Therapeutic methods depend on the stage of
the disease and the pathological characteristics
of the tumor and enable a high survival rate.

Treatment after orchiectomy includes active
surveillance, retroperitoneal lymphatic dissection
(RPLD), chemotherapy, and radiotherapy for
seminoma (2). The choice of treatment is often
based on patients. desire for a low level of side
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effects and complications. RPLD can be used
both for primary treatment after orchiectomy and
in patients with residual abdominal lymph nodes
after chemotherapy.

Open RPLD has long been the standard
treatment approach for testicular tumors, but is
associated with significant morbidity. Robotic
RPLD has gained popularity in the last decade as
an alternative to open and laparoscopic. The first
robot-assisted RPLD was reported in 2006 (3).

AIM:

To present and evaluate the perioperative as
well as early oncological outcomes of a patient
with robot-assisted RPLD for the treatment of
testicular carcinoma.

MATERIALS AND METHODS.

With a short video, we present a case of robot-
assisted RPLD in a 29-year-old patient with
embryonal carcinoma of the left testis in bilateral
cryptorchidism. We consider the stages of the
operation, intraoperative and postoperative results.

RESULTS:

Operating time was 110 minutes. 18 lymph
nodes were dissected. Circulation loss was 25 ml.
The patient recovered rapidly and was discharged
on postoperative day 4 without perioperative
complications.

DISCUSSION:

RPLD has historically been considered a
diagnostic procedure with minimal therapeutic
impact. An extended meta-analysis of RPLD by
Rassweiler et al. (4) changes this view and proves
the therapeutic effect of the procedure. Robot-
assisted RPLD can be used as primary therapy
for patients at an early clinical stage. Performing
RPLD after chemotherapy requires more skill and
experience (5,6).

With the precise movement of instruments and
excellentvisualization, robot-assisted RPLD can be
performed safely and efficiently, in full compliance
with open oncology principles. Accurate port
positioning is important for proper operation. For
successful robot-assisted RPLD, the surgeon must
be well-versed in the retroperitoneal anatomy. The
operative technique of robot-assisted RPLD allows
safe and meticulous dissection and eliminates
many of the technical challenges described with
open RPLD.

KEYWORDS:

robot-assisted retroperitoneal
dissection, testicular carcinoma

CORRESPONDANCE DATA:

kolevmd@yahoo.com
0887610423
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POBOT-ACUCTUPAHA OUCEKUUNA HA
PETPONEPUTOHEAJTHU IMMOHWN
Bb3Jiu: MMUHUMAJTHO UHBA3UBEH
XUPYPITMYEH NOAXO/4 3A PAKHA
TECTUCUTE

. AHakneBcKku, P. MapuHos, U. loueBa, B. Hukonos
KITMHWKA MO YPONOTI A, YHUBEPCUTETCKA BOJTHNLIA,CB. MAPUHA" - BAPHA
MEONUNHCKWU YHUBEPCUTET,, MPOO®. MAPACKEB CTOAHOB"- BAPHA

BbBEAEHUE:

Pakom Ha mecmucume npegcmaBasaBa 5%
Om ypoAO2UYHUME MYyMOpU, 3acA2auiu NpeguM-
HO No-mAagume MoXke. ¢ MHOXkecmB0 HaAuuHU
Bv3moXkHOCMuU 3a AeueHue. TepaneBmuuHume
nomuuwa 3aBucaAam om cmagus Ha 3aboaaBaHemo

U namonoz2uyHume xapakmepucmuku u obukHo-
BeHo Bogam go Bucoku HuBa Ha npexkuBaemocm.
NeueHusma BkalouBam akmuBHo HabalogeHue,
gucekuus Ha pemponepumoHeanHu AUM@HU Bo-
3AU (RPLND), nopBuuHa xumuomepanusa u Abue-
mepanusa (CamMO CEMUHOM).
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XupypauuyHOmo AeueHue Ha pak Ha mecmuc-
ume uma gBe ueau: omcmpaHABaHe Ha nopBuu-
HuA mymop BvB Bcuuku cayuyau u omcmpaHABa-
He Ha pemponepumoHearHUMe AuMdHU Bb3Aau
B8 usbpaHu cAyuau. PemponepumoHeanHama
AUMdHa gucekuusa e nokasaHa npu nauueHmu
C mecmukynapeH HecuMuHOMeH kapuuHom B
cmaguu | ¢ Bucoka BepoamHocm 3a Memacma-
3u kbM pemponepumoHeanHume AUM@HU Bo3Au
kakmo u e nokaszaHa 3a nauueHmMu ¢ ocmambuHa
pemponepumoHeanHa AumMdageHonamus caeg
Xumuomepanus.

B HacmoAawomo gokaag, Hue onucBame Ha-
wua onum npu pobom-acucmupaHa gucekuuAa
Ha pemponepumoHeaAHU AUMMHU Bb3AU: MUHU-
ManHo uHBasuBeH xupypauyeH nogxog 3a pak Ha
mecmucume

MATEPUAJIU U METOAU:

3a nepuog om mapm 2020 2. go mapm 2024 2.
B8 Hawama kauHuka ca onepupaHu 16 nauueHmu
Ha cpegHa Bov3pacm 31 2oguHu. Bcuuku nauueH-
mu 6Axa onepupaHu ¢ pobomusupaHa cucmema
da Vinci Xi, upe3 mpaHcnepumoHeaAeH nogxog.
Ha 10 nauueHma 6e uszBopweHa AuMdHa gucek-
uuA B gAcHo u Ha 6 B AABo. Yemupu nauueHma
bAxa cAeg cucmemMHa XumuomepanuA U gaHHU

3a AnumMmdageHonamua om u3BopweHuam MET —
ckeHep.

PE3YJITATU:

CpegHomo onepamuBHo Bpeme 6e 90 MuH,
coc cpegHa kpoBosazyba om 100 ma. (50-100).
MocmonepamuBHUmMe ycnoXkHeHuUs ca kamezo-
pusupaHu cnhopeg kaacudukauuoHHama cucme-
ma Clavien-Dindo. [8a nauueHma umaxa ycnoxk-
HeHusa om cmeneH |l. He ce usBbpuwu koHBep3us
B Humy eguH om cAayyaume. YcmaHoBuxa ce 58
no3umuBHU AuMdHU Bb3AU OM omcmpaHeHuUme
114.

3AKJIIOYEHUE:

Pobom-acucmupaHa gucekuua Ha pempone-
pumoHeanHU AUM@HU Bo3Au e MUHUUHBa3uBeH,
BbesonaceH u coweBpemeHHo edekmuBeH me-
mMog CbC 3HauyumeAHO HamManABaHe Ha Mopbu-
gumema Ha hauueHmume u 3anasBaHe Ha gobpo
kauecmBo Ha >kuBom.

Pobom-acucmupaHa gucekuuAa Ha pempone-
pumoHeanHU AuMdHU Bb3au nokasBa cpaBHumu
pesdyanmamu kamo omBopeHa, kakmo u no-kpam-
ko Bpeme Ha onepauusa u NpogoAKUMEAHOCM Ha
xocnumaauszauusma, koemo Bogu go no-Hucka
yecmoma Ha nepuonepamuBHa 3aboneBaemocm
U YCAOXKHEeHuA.

AHATOMUATA HA NMPOCTATHNA
ATIEKC U AbJIXKUHATA HA YPETPATA
KATO NMPEAUKTOPU 3A PAHHA
KOHTUHEHTHOCT CJIEQ POBOT-
ACUCTUPAHA PAOUKAJIHA
NMPOCTATEKTOMWA

A.BaHoB, H. Kones, XK. Atanacos, B. lyHeB, A. AHaTonues, A. NapTteHos, H. Hukonos,
P.JlbockoBa, b. AtaHacoB
YMBAI ,CB. MAPUHA" - TIJTIEBEH
MY - TJIEBEH

BbBEJEHUE:

PagukanHama npocmamekmomuAa € cmaH-
gapmHuAam Xupypau4yeH nogxog npu Aokaausu-
paH pak Ha npocmamama. Pobom-acucmupa-
Hama pagukanHa npocmamekmomusa ce Hanaza

kamo memog Ha u3bop kakmo y Hac maka u 8
EBpona u CeBepHa Amepuka. MIHkoHMuHeHUUA-
ma Ha ypuHama e yecmo cpeuiaHa cAeg pagu-
kanHa npocmamekmomua. PaHHOmMO nocmuzaHe
Ha kOHMuUHeHMHocm e eguH om Hau-Ba)kHume
dyHkuuoHanHU pe3yamamu cAeg onepauuama.
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Bonpeku HaBausaHemo Ha pobomusupaHama
Xupypeaus, yecmomama Ha caegonepamuBHama
ypuHapHa uHkoHmuHeHuuAa ocmaBa Bucoka, Ba-
pupawa om 4% go 31%, ocobeHo B paHHuUA cAe-
gonepamuBeH nepuog.

LEJT:

Mma au kopenauusa mexkgy gbakuHama Ha ype-
mpama u aHamomMuuyHume BapuaHmu Ha npoc-
mamHusa anekc ¢ paHHama KoHmuHeHmMHocm Ha
ypuHama, npu nauueHmu caeg pobom-acucmu-
paHa pagukanHa npocmamekmomusa, no noBog
npocmameH kapuuHoMm.

MATEPUAJTIN U METOAMN:

3a nepuoga om mapm 2024z2. go mau 20242.
B kauHuka no yponoesus kom YMBAA ,,C8 Mapu-
Ha — [NAeBer” Baxa onepupaHu 18 nauueHma ¢
npocmameH kapuuHoMm. MpoBege ce Myamuna-
paMempuyHa MagHUMHO — pPe30HaHCHa MOMO-
2pacuA u ce oueHu hpocmamHusa anekc no kaa-
cudukauuama Ha Lee. MIamepu ce ypempanHama
gorkuHa (MM) B caezumaneH, akcuaneH, u kopo-
HapeH naaH. XupypeuuyHama uHmepBeHuuAa ce
u3BopwBa pymuHHo B kauHukama, kamo cmpe-
MeXXom e nocmuegaHe Ha nbAHa yHKUuOHaAHa
gbAkUHaA Ha ypempanHuAa cpuHkmep u 3anasBa-
He Ha HeBpoBackyAnapHuA cHOn C uHmMpaonepa-
muBHa mexHuka Ha cmygeHa gucekuusa. Bcuuku
nauueHmu 6axa 8 cmagul go T2cNOMO, MNCA
(5-12 He/mn), Gleason score go 7(4+3) u obem Ha
npocmama 30-65MA. AHaAu3upaxme nauueHmu-
me no omHoweHue Ha Bb3pacm, npugpy>kaBawu

3aboaABaHuna u uHgekc Ha menecHa Maca.
PE3YJITATU:

Pa3zgenuxme nauueHmume cnopeg gbAkuHa-
ma Ha ypempama Ha gBe 2pynu. 'pyna 1(10 na-
uueHmMa) ¢ go/AKuHa Ha ypempama nog 14Mm u
2pyna 2 (8 nauueHma) ¢ goakuHa Ha ypempama
Hag 14 mMm. 3a oueHka Ha KoHMuHeHmMHocmma
npuAoXkuxme cmaHgapmuaupaH BonpocHuk The
Expanded Prostate Cancer Index Composite
Urinary Assessment (EPIC). YcmaHoBu ce, ue 8
2pyna 1 KoHmMuHeHMHocmma e no-aowa B cpo-
ka Ha npocaegaBaHe go 3 meceu 3a pasauka
om epyna 2. Cnopeg knacudukauuama Ha Lee
pasgeAuxmMe nauueHmume Ha 4 epynu. [pyna
1 e Hau-2onAMama ¢ 6 nauueHma, gpyna 2 uma
4 nauueHma , gpyna 3 uma 3, a gpyna 4 uma 5
nauueHma. 'pyna 4 ce cocmou om hauueHmu ¢
npocmameH anekc, koumo He ce npunokpuBa ¢
MemMbpaHo3Hama ypempa omnpeg u oma3ag Ha
MPT. ToBa onpegenra no-2oAeMuA NPOUEHM Ha
Bvb3cmaHoBABaHe Ha paHHama ypuHapHa koHmu-
HeHmHocm, cAaeg pagukanHa pobom-acucmupa-
Ha npocmamekmomuA B8 cpaBHeHue ¢ gpyaume
2pynu.

3AKJIIOYEHUE:

MpegonepamuBHama goAXkuHa Ha ypempama,
oueHeHa upe3 MPT kakmo u aHamomuAma Ha
npocmamHuA anekc ca He3aBucumu u kocBeHu
npegukmopu 3a paHHo Bvb3cmaHoBABaHe Ha ypu-
HapHama koHmuHeHmMHocm, caeg pobom-acuc-
mupaHa pagukanHa npocmamekmomus.
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PROSTATIC APEX ANATOMY AND
URETHRAL LENGTH AS PREDICTORS
OF EARLY CONTINENCE AFTER ROBOT-
ASSISTED RADICAL PROSTATECTOMY

A.Vanov, N. Kolev, Zh. Atanasov, V. Dunev, A. Anatoliev, A. Partenov, N. Nikolov,
R. Lyoskova, B. Atanasov
UMHAT ,ST. MARINA" - PLEVEN
MU - PLEVEN

INTRODUCTION:

Radical prostatectomy is the standard surgical
approach for localized prostate cancer. Robot-
assisted radical prostatectomy is gaining ground
as the method of choice in our country as well as
in Europe and North America. Urinary incontinence
is common after radical prostatectomy, and early
recovery is one of the most important functional
outcomes after surgery. Despite the advent of
robotic surgery, the incidence of postoperative
urinary incontinence remains high, ranging from
4% to 31% especially in the early postoperative
period.

PURPOSE:

Is there a correlation between urethral length
and anatomic variants of the prostatic apex with
early urinary continence in patients after robot-
assisted radical prostatectomy for prostate
carcinoma.

MATERIALS AND METHODS:

From March 2024 until May 2024 18 patients
with prostate cancer were operated on in the
urology clinic at the ,,St. Marina - Pleven“ UMBAL.
Multiparametric magnetic resonance imaging
was performed and prostatic apex was assessed
according to the Lee classification. Urethral length
(mm) was measured in sagittal, axial, and coronal
planes. Surgical intervention is routinely performed
in the clinic, aiming to achieve full functional
length of the urethral sphincter and preserve the
neurovascular bundle with an intraoperative cold
dissection technique. All patients were staged up

to T2cNOMO, PSA (5-12 ng/ml), Gleason score
up to 7(4+3) and prostate volume 30-65ml. We
analyzed age, comorbidities and body mass
index. Results: We divided the patients according
to the length of the urethra into two groups. Group
1 (10 patients) with urethral length below 14mm
and group 2 (8 patients) with urethral length
above 14mm. To assess continence, we applied
a standardized questionnaire, The Expanded
Prostate Cancer Index Composite Urinary
Assessment (EPIC). It was found that in group 1,
continence was worse in the follow-up period of
up to 3 months in contrast to group 2. According
to Lee.s classification, we divided the patients into
4 groups. Group 1 is the largest with 6 patients,
group 2 has 4 patients, group 3 has 3, and group
4 has 5 patients. Group 4 consisted of patients
with a prostatic apex that did not overlap with the
membranous urethra anteriorly and posteriorly on
MRI. This accounts for the greater rate of recovery
of early urinary continence after radical robot-
assisted prostatectomy compared to the other
groups.

CONCLUSION:

Preoperative urethral length assessed by MRI
as well as prostatic apex anatomy are independent
and indirect predictors of early recovery of
urinary continence after robot-assisted radical
prostatectomy.
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BbBEAEHUE:

MocmaBAHemo Ha JJ-cmeHm pempoepagHo
e pymuHHa npakmuka 3a gpeHak Ha 6ovpeka.
lMoHAkoza ocobwecmBABaHemo Ha pempozpag-
Ha ypemepHa kamempusauuAa e HeBb3MO>KHO
nopagu pasAuYyHU NPUYUHU. AHMespagHOMo
npomes3upaHe e cpaBHumenHo pAagko usnonsBa-
Ha anmepHamuBa, koAsmo MoXke ga checmu Ha
nauueHma guckomdopma om >kuBoma ¢ nepky-
maHHa Hedpocmoma u cBop3aHume C HeA ycC-
AOXKHEHUA.

LEJT:

Lleama Ha Hacmosawomo npoyyBaHe e ga aHa-
AU3UpPaMe Hawus onum € U3noA3BaHemo Ha aH-
meepagHama kamemepu3zauus, Bo3mo)kHUMe
mexHuku, ycneBaemocmma u 6eszonacHocmma
Ha Mo3u Memog.

MATEPUAJIU U METO/AN:

3a nepuog om 3 2oguHu B8 KauHuka no Ypono-
a2ufA Ha AnekcaHgpoBcka 6boAaHuua ca usBbpuweHu
78 onuma 3a aHmeepagHo nocmaBaAHe Ha JJ uAu
MJ — cmenm. lMpu Bcuuku nauueHmu npegBa-
pumenHo € nocmaBeHa nepkymaHHa Hedppocmo-
mMa nog exoepadcku u peHmaeHoB8 koHmpoa. B
5 cayuyas MaHunyaauusma e usBopweHa egHo-
emanHo, a B8 73 cayuas — gByemanHo. 3a aH-
meegpagHomo kamemepu3supaHe ca u3noA3BaHu
nepkymaHHu Hedpocmomu Nehrofix, xugpodu-

AeH Bogau Roadrunner, a npu Heobxogumocm —
drekcubuneH uau cemupuzugeH ypemepockon,
mpaHcypempanHa pe3ekuusa UAU XOAMUYM Aa3ep
3a pe3ekuuna Ha mokaH. OnucaHu ca pasAauyHuUmMme
namoAo2uu, npu koumo ce e HaAOXKUAO aHme-
2pagHa MaHunyaauus, onepamuBHomo Bpewme,
peHmaeHoBama ekcno3uuun, OOAHUYHUA npe-
cmou, ycneBaemocmma Ha Memoga U yCAOXKHe-
Husma no Bpeme u cAeg MaHunyAauuama.

PE3YJITATU:

MpuyuHumMe 3a npoBeXkgaHe Ha ma3u Maunya-
uuAa ca cmpukmypu Ha ypemepa, HeBo3MoXKHOCM
3a ugeHmMuduuupaHe Ha ypemepaAHUA OCUMyM,
HeonAa3mu, aAumuasa. CpegHomo onepamuBHo
Bpeme e 24 MmuH. CpegHama peHmeaeHoBa ekcno-
3uuuAa e 57 cek. YcneBaemocmma Ha npouegy-
pama e 95% (Ycnex e nocmuaHam npu 74 nauu-
eHma) CpegHuam H6oAHUYeH npecmol e 4,2 gHuU.
Mpu 2 (2,5%) nauueHma e HabalogaBaHa makpo-
ckoncka xemamypusa coc cnag Ha xemoaAobuHa
Hag 10 g/, 8 (10,2%) ca 6uau ¢ bebpuaumem u/
unu BmpucaHe uHmpa-/nocmonepamuBHo.

3AKJIOYEHUE:

MepkymaHHomo aHmezpagHo nocmaBaHe Ha
ypemepaneH cmeHm e 6e3onaceH u edpekmuBeH
Memog 3a AeueHue Ha obcmpykuuu, goakawu
ce kakmo Ha 3nokauecmBeHu, maka u Ha gobpo-
kauecmBeHu npuyuHu, koezamo pempoezpagHuAm
Nogxog e HeycneweH
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ANTEGRADE URETERAL
CATHETERIZATION IN CASE OF
IMPOSSIBILITY OF RETROGRADE
PROTHESIS PLACEMENT

M. Milushev, V. Yotovski, A. Krastanov, l. Lilianov, Pl. Dimitrov, Kr. Yanev, M. Georgiev
UMHAT ,ALEXANDROVSKA®, SOFIA

INTRODUCTION:
Retrograde placement of a JJ-stent is routine
practice for perineal drainage. Sometimes

retrograde ureteral catheterization is impossible
for various reasons. Antegrade prosthetics is a
relatively rarely used alternative that can spare the
patient the discomfort of living with a percutaneous
nephrostomy and its associated complications.

GOAL:

The purpose of the present study is to
analyze our experience with the use of antegrade
catheterization, the possible techniques, the
success rate and the safety of this method.

MATERIALS AND METHODS:

For a period of 3 years, 78 attempts were made
for antegrade placement of JJ or MJ - stent in the
Clinic of Urology of Aleksandrovska Hospital. In
all patients, a percutaneous nephrostomy was
previously placed under ultrasound and X-ray
control. In5 cases, the manipulation was performed
in one stage, and in 73 cases - in two stages. For
antegrade catheterization, percutaneous Nehrofix
nephrostomies, a Roadrunner hydrophilic
guide, and, if necessary, a flexible or semirigid
ureteroscope, transurethral resection, oraholmium

laser for tissue resection were used. The various
pathologies requiring antegrade manipulation,
operative time, X-ray exposure, hospital stay,
success rate of the method, and complications
during and after manipulation are described.

RESULTS:

The reasons for carrying out this maipuation
are strictures of the ureter, inability to identify
the ureteral ossitum, neoplasms, lithiasis. The
average operating time is 24 minutes. The average
X-ray exposure is 57 seconds. The success rate of
the procedure was 95% (Success was achieved
in 74 patients) The average hospital stay was
4.2 days. In 2 (2.5%) patients, macroscopic
hematuria with hemoglobin drop above 10 g/l was
observed, 8 (10.2%) had fever and/or chills intra-/
postoperatively.

CONCLUSION:

Percutaneous antegrade ureteral stenting is a
safe and effective method of treating obstructions
due to both malignant and benign causes when
the retrograde approach has failed.

KEY WORDS:

antegrade catheterization,
stenosis, JJ-stent, MJ-stent

obstruction,
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NEPKYTAHHA HEOPOJIUTOTOMUA
nP NAUMEHTU CEOVHCTBEH
BbbbPEK

K. Xpuctos',0. 'bues’, B. Togoposa', 1. Metposa’, K. Metkosa', U. Cantupos’, M. Muxaitnosa®
'KATEJPA YPONOTA N HEGPONOIMA, BOEHHOMEANLIMHCKA AKALEMUA, COOUA
2 KNMHUKA HYKNEAPHA MEOQVMUNHA, YHUBEPCUTETCKA CNEUMNANN3NPAHA BOJTHULIA 3A
AKTWMBHO NEYEHWME MO OHKONOTNA ,MPO®. NBAH YEPHO3EMCKW*, COOUA, BbJITAPUA

BbBEJEHUE:

NeueHuemo Ha bbbpeuHo-kameHHama bonecm
npu nauueHmMu ¢ eguHcmBeH Gbbpek ocmaBa
mpygHa mepaneBmuuHa 3agava 3a ypoAoza.

LIEJT:

Llenma Ha Hawemo npoyuyBaHemo e ga ce
oueHu edekmuBHocmma u 6e3onacHocmma Ha
nepkymaHHama HeppoAUMOMOMUA NPU NauueH-
mu ¢ eguHcmBeH 6obpek.

MATEPUAJIUMETOA4UN:

AHanusupaHu 6Axa MeguuuHckume gaHHU
Ha 37 nauueHmMu C ypoAaumuasa u ¢ eguHcmBeH
bobpek, Ha koumo 6e usBvopweHa nepkymaH-
Ha HedpoAumMoOmMoOMUA 3a hepuoga M, AHyapu
2012 go M. AHyapu 2022 zoguHa 8 KauHukama
no EHgoyponozuAa u EKA, BoeHHOMeguuuHcka
akagemusn, Codun, Boasapua. baxa aHanusupa-
HU npeogonepamuBHumMe xapakmepucmuku Ha
nauueHmume, onepamuBHomo Bpeme, uHMpa- u
nocmonepamuBHume yCAOXKHEeHUA.

PE3YJITATU:

CpegHama Bo3pacm Ha nauueHmume bewe
58,1+12,1 e20guHU, a CLOMHOWEHUEMO Mb-
ke->keHu — 37,8%/62,2%. CpegHuam pasmep
Ha kambka bewe 37,3+17,5 mm, a cpegHama
cmouHocm Ha npegonepamuBHuA kpeamuHuH
— 173,1+118,5 umol/l. [1Bagecem u mpuma na-
uueHmu (62,2%) 6aAxa ¢ koHmpanamepanHa
Hecppekmomusa, a 14 (37,8%) ¢ adyHkuuAa Ha
koHmparamepanHua 6vbpek. MpoueHMbm Ha
nauueHmu 6e3 kambHU cAeg egHa npouegypa
bewe 86,5%. OcmamobuyHume ppasmeHmu baxa
AekyBaHu npu 1 nauueHm c ekcmpakopnopan-
Ha AUMOMPUNCUA, a Npu 4 nauueHMuU C pempo-
2pagHa ypemepopeHockonuA. lMauueHmume c
KAUHUYHO He3HayumMu ocmambyHu hpasMeHmu
b6axa ocmaBeHu nog HabalogeHue. CpegHomo
onepamuBHo Bpeme bewe 50,9+14,6 MuHymu,
a cpegHuam 6oAHuueH npecmol bewe 3,7+1,2

gHu. CpegHusm cnag Ha xemoeznobuHa bewe
15,0+183,5 g/I. CpegHusm caegonepamuBeH kpe-
amuHuH bewe 152,8+72,6 umol/l. Yecmomama
Ha uHmMpaonepamuBHume ycAoXkHeHus 6ewe
5,4% - 2 canyuada Ha uHmpaonepamuBHo kopBeHe,
koemo HanoXku npekpamsaBaHe Ha onepauusma
u koHcepBamuBHo aeueHue. CnegonepamuBHu
ycAOXKHeHuUs ce HabalogaBaxa npu 6 nauueHma
(16,2%). Tpuma nauueHmu (8,1%) 6axa knacu-
duuupaHu kamo cmeneH 2 no kaacudpukauua-
ma Ha Clavien-Dindo, 2 nauueHmu (5,4%) kamo
cmeneH 3a - om maAx 1 cayuau AekyBaH ¢ embo-
AusauufA u 1 ¢ nocmaBaHe Ha cmeHm JJ. EguH
nauueHm (2,7%) — bewe kaacuduuupaH kamo
cmeneH 3b, kolmo npemvbpnsa Hedpekmomus.

3AKJIIOYEHUE:

MNepkymaHHama HeppoAumomomMua ocuay-
pABa Bucok npoueHmM Ha nbAHO omcmpaHABaHe
Ha kamvka npu nauueHmu ¢ eguHcmBeH 6obpek.
Bonpeku Huckusam npoueHm Ha yCAOXKHEHUA, ce
usuckBa BHumMameAHO nAaHupaHe Ha onepauus-
ma u omAuYyHa onepamuBHa mexHuka ¢ ueA Ha-
ManABaHe Ha npoueHma Cepuo3HU YCAOXKHEHUA
u 3ana3BaHe Ha bvbpeuHama dyHkuusa. Mo masu
NpuUYuHa AeYeHUEMO Ha Me3u NauueHmMu e »kea-
meAHO ga ce u3BopwBa B8 cneuuasusupaHu kau-
HUYHU ueHmpoBe.

KJIO40BU AYMU:

nepkymaHHa HepoAumomomusa, eguHcmBeH
6obpek, ypoaumuaza

A/[JPEC 3A KOPECITIOHAEHLNA:

O-p KoHcmaHmuH XpucmoB

KauHuka Ypoaozus

Kamegpa Yponozua u Hecponozusa
BoeHHomMmeguuuHcka akagemusn, Codua 1606
Bya. ,,CB. Neopau Codulicku” 3

e-MeUA: konstantin.hristovv@gmail.com
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PERCUTANEOUS NEPHROLITHOTOMY
IN PATIENTS WITH SOLITARY KIDNEY

K. Hristov', O. Gatsev', V. Todorova', D. Petrova’, K. Petkova', I. Saltirov', M. Mihaylova*
'DEPARTMENT OF UROLOGY AND NEPHROLOGY
MILITARY MEDICAL ACADEMY, SOFIA
2 DEPARTMENT OF NUCLEAR MEDICINE, SPECIALIZED UNIVERSITY HOSPITAL FOR ACTIVE
TREATMENT OF ONCOLOGY ,PROF. IVAN CHERNOZEMSKI*, SOFIA, BULGARIA

INTRODUCTION:

Management of stone disease in patients with a
solitary kidney remains a difficult treatment entity
for the urologist.

OBJECTIVE:

The objective of this study is to evaluate
the efficacy and safety of percutaneous
nephrolithotomy (PCNL) for the treatment of
urolithiasis in patients with a solitary kidney.

MATERIAL AND METHODS:

The medical records of 37 patients with a
solitary kidney, who underwent PCNL between
January 2012 and January 2022 in the Clinic
of Endourology and SWL, Military Medical
Academy Sofia, Bulgaria were analyzed.
Patients. preoperative characteristics, stone-free
rates, operating times, intra- and postoperative
complications were analyzed.

RESULTS:

Patients. mean age was 58.1+12.1 years, and
male-to-female ratio — 37.8%/62.2%. Mean stone
size was 37.3x17.5 mm and mean preoperative
creatinine — 173.1+£118.5 umol/l. 23 patients
(62.2%) had contralateral nephrectomy and 14
(837.8%) — afunction of the contralateral kidney.
Stone-free rate after single procedure was 86.5%.
Residual fragments were treated in 1 patient
with shockwave lithotripsy and in 4 patients with
retrograde ureterorenoscopy. The patients who
had clinically insignificant residual fragments were
managed with observation. Mean operative time
was 50.9+14.6 min and mean hospital stay was

3.7+1.2 days. The mean hemoglobin drop was
15.0+13.5 g/I. Mean postoperative creatinine was
152.8+72.6 umol/l. Intraoperative complications
rate was 5.4% - 2 cases of intraoperative bleeding
that forced to terminate the operation and to
start conservative treatment. Postoperative
complications were observed in 6 cases (16.2%).
Three of them (8.1%) were classified as grade 2
according to Clavien-Dindo classification, 2 (5.4%)
- grade 3a (1 case treated with embolization and 1
with stent JJ placement) and 1 (2.7%) - grade 3b,
who underwent nephrectomy.

CONCLUSIONS:

Percutaneous nephrolithotomy provides a high
rate of complete stone removal in patients with a
solitary kidney. Despite the low complication rates,
careful surgical planning and excellent operative
technique are required to reduce the rate of
serious complications and preserve renal function.
For this reason, it is highly recommended to treat
these patients in specialized clinical centers.

KEY WORDS:
PCNL, solitary kidney, urolithiasis
ADDRESS FOR CORRESPONDENCE:

Dr. Konstantin Hristov

Clinic of Urology

Department of Urology and Nephrology
Military Medical Academy, Sofia 1606
Georgi Sofiyski Blvd. 3

e-mail: konstantin.hristovv@gmail.com
phone: +359878427317



(o

XNPYPTYHO AEYEHVE HA TOPHUTE . |
MAKOYHM MBTULLIA - YPOAVTUABA U CTPUKTYPI O 272024 O YPOHET/ URONETJ

JIASEPHA EHAOYPETEPOTOMMUA
NP NEYEHUETO HA BTOPUYHU
YPETEPAJIHU CTPUKTYPU C
AbJIXKUHA <10 MM

K. Xpucros', 0. Mues’, B. Togoposa’, [l. Metposa?, K. Metkosa', U. Cantupos', M. Muxaiinosa®
'KNMNHUKA YPONOT A,
2KNMHUKA HEOPOIOT A, KATEQPA YPONOIMA N HEOPOJIOTMA, BOEHHOMEANLIMHCKA
AKAIOEMWA, COOUA, BBJZITAPUA
3KNUHUKA HYKITEAPHA MEOVNUNHA, YHUBEPCUTETCKA CNELUMANN3NPAHA BOJTHULIA 3A
AKTMBHO NEYEHWNE OHKOJ10ITMA,,MPO®. MBAH YEPHO3EMCKW*, COOUA, BbJITAPUA

BbBEAEHUE:

C pa3Bumuemo Ha eHgoypoAo2usma u Ha-
pacmBaHe Ha Bposa eHgockoncku pempozpagHu
uHmMepBeHuuuu BbpXxy 2opHUA ypuHapeH mpakm
BmopuyHume cmpukmypu Ha ypemepa ce guae-
Hocmuuupam Bce no-yecmo B gHewHu gHU. EH-
gockonckama AasepHa ypemepomomMusa € MUHU-
MaAnHO uHBasuBHa onepauusa, koamo cmaBa Bce
no akmyaAHa npu AeyeHuemo Ha meau 3abonsn-
BaHus.

LEJT:

Lleanma Ha HacmoAawomo npoyuBaHe € ga ce
oueHu edekmuBHocmma u 6e3onacHocmma Ha
XOAMUYM Aa3epHama eHgoypemepomoMuA npu
AEUEHUEMO Ha ypemepaAHu cmpukmypu C gbA-
>kuHa <10 mm.

MATEPUAJIU U METO/AU:

PempocnekmuBHo 6Axa aHaAu3upaHu gaHHU-
me Ha 21 nauueHma, npu koumo 6ewe usBopwie-
Ha Aa3epHa eHgoypemepomoMuUA 3a AeUYeHUe Ha
BmopuyHu ypemepanHu cmpukmypu ¢ goAku-
Ha < 10 mm 3a nepuoga M. AHyapu 2019 — m.
AHyapu 2022 8 KauHuka EHgoyponoausa u EKA Ha
BoeHHomMmeguuuHcka akagemus, Codus. NMpego-
nepamuBHU gaHHU 3a HaAauyHa obcmpykuuAa u
pesyAmamume om u3BbpuweHama uHmepBeHuuA
6Aaxa gokymeHmupaHu ¢ Habop om uscaegBaHuA
— yampasBykoBo uscaegBaHe, komnlomovpHa
momoezpadusd, pempozpagHa ypemeponueno-
epacuna, ypemepopeHockonuda. Onepauuama
bewe us3BopweHa ¢ pempozpageH gocmon nNog
gupekmeH Bu3yaneH KOHMPOA, CbC cemMupuau-
geH, uau aekcubuneH ypemepopeHockon. Mop-
Bama cmonka om onepauuama bewe uzBopwBa-
HemMo Ha pempozpagHa ypemeponueaozpacdus,

nocaegBaHa om nocmaBaHemo Ha Bogay npe3
cmpukmypama. Caeg moBa u3BopwBaxme Aa-
3epHa uHUU3UA npe3 uAarama gebeauHa Ha cme-
Hama Ha ypemepa cmapaeuku ce ga cMe makcu-
ManHO gaaey om HaAuuHU cogoBe B 3aBucumocm
om HuBomo Ha cmpukmypama. lNpugoprkaxme
ce ga u3BopwbBame uHuu3uama okono 5-10 Mm
nog u Hag cmpukmypama. Pesyamamom om
onepauusma bewe oueHeH cAeg Mpu Meceua.
Kpumepuu 3a ycnex bewe Aauncama Ha KAUHUY-
Ha cumnmomMamuka om cmpaHa Ha nauueHma u/
UAU Auncama Ha obcmpykuua uAu HamanABaHe
Ha cmeneHmma Ha o6cmpykmuBHUmMe npomeHu
npu npoBegeHume koHMpPOAHU u3cAaegBaHuA.

PE3YJITATU:

CpegHama Bvo3pacm Ha nauueHmume bewe
57.5+12, a coomHoweHuemo MuXke/>keHu-
52.4%/47.6%. CpegHama goakuHa Ha ypeme-
panHama cmpukmypa 6ewe 7.2+2 mm. Bcuuku
nauueHmu ca C aHamHe3a 3a NPegxogHO eHgocC-
koncko AeueHue Ha kambHu B Hobpeka u ype-
mepa ¢ pempozpageH gocmon . pu 85.7 % om
nauueHmume e npoBegeHo AeueHue 3a uHkaaBu-
paH B ypemepa kamvk ¢ goazompaeH npecmod.
Mpu 20 om nauueHmume (95.2%) cmexnm JJ 7
Fr unu nuenocmeHm 6ewe nocmaBeH B kpana Ha
npouegypama. CmeHmom 6bewe cBaneH cpeg-
HO 84.2+51.6 gHU cAeg onepauusma. YcneBae-
Mocmma cAeg eHgoypemepomomusama bewe
oueHeHa Ha 85,7 % (18/21), gokamo npu 3 nauu-
eHma (14.3%) ce ycmaHoBu peuuguBHa cmpuk-
mypa. CpegHua nepuog Ha npocregABaHe bewe
30.5+14.9 meceua.
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3AKJIOYEHUE:

EHgockonckama aasepHa eHgoypempomomMua
e Memog Ha usbop npu AeueHuemo Ha Bmopuu-
HU cmpukmypu Ha ypemepa, cAeg hpegxogHu
eHgockoncku onepauuu Ha 20pHUA YpPUHapeH
mpakm. Kamo emuoAoz2uyHa npuyuHa 3a mex-
HOomMo opMupaHe Hau-yecmama npudyuHa e
uHknaBupaH kamok B ypemepa ¢ gbazompaeH
npecmou (85.7%). Onepauuama € ¢ MuHUMaAeH
6oAHUYeH npecmou u gobpa ycneBaemocm.

41 J
KJIO40BU AYMU:

ypemepaAHu cmpukmypu, Aa3epHa eHgoype-
mepomomusa, epukacHocm, ecdpekmuBHocm
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LASER ENDOURETEROTOMY FOR
THE TREATMENT OF URETERAL
STRICTURES WITH LENGTH <10 MM

K.Hristov', O. Gatsev’, V. Todorova’, D. Petrova? K. Petkova', I. Saltirov', M. Mihaylova®
'CLINIC OF UROLOGY,
*CLINIC OF NEPHROLOGY, DEPARTMENT OF UROLOGY AND NEPHROLOGY, MILITARY MEDICAL
ACADEMY, SOFIA, BULGARIA
*DEPARTMENT OF NUCLEAR MEDICINE, SPECIALIZED UNIVERSITY HOSPITAL FOR ACTIVE
TREATMENT OF ONCOLOGY ,PROF. IVAN CHERNOZEMSKI*, SOFIA, BULGARIA

INTRODUCTION:

With the development of endourology and the
increase in the number of endoscopic retrograde
interventions on the upper urinary tract, secondary
ureteral strictures are frequently diagnosed
nowadays. Endoscopic laser ureterotomy is a
minimally invasive operation that is becoming
increasingly relevant in the treatment of these
diseases.

OBJECTIVE:

The objective of our study is to evaluate
the efficacy and safety of Holmium laser
endoureterotomy in the treatment of ureteral
strictures with length <10 mm.

MATERIAL AND METHODS:

A retrospectively collected database of 21
patients who unederwent laser endoureterotomy
for secondary uretereral strictures with length <
10 mm between January 2019 and January 2022
in the Clinic of Endourology and SWL, Military
Medical Academy, Sofia, Bulgaria was analyzed.
Preoperative data on existing obstruction and
the results of the performed intervention were
documented with a variety of tests — ultrasound
examination, computed tomography, retrograde

ureteropyelography,  ureterorenoscopy. The
operation was performed with retrograde
access under direct visual control, with a semi-
rigid of flexible ureterorenoscope. The first step
from the operation was to perform retrograde
ureteropyelography, followed by placement of
a guidewire through the stricture. After that, we
performed a laser incision through the entire
thickness of the ureteral wall, trying to be as
far away from available vessels as possible,
depending on the level of the stricture. We stuck
to making the incision about 5-10 mm below and
above the stricture. The result of the operation was
evaluated after three months. Criteria for success
was the absence of clinical symptoms from the
patients and/or the absence of obstruction or
reduction in the degree of obstructive changes
during the control examinations.

RESULTS:
Patients. mean age was 57.5+12 years and
male-to-female ratio — 52.4%/47.6%. Mean

length of the ureteral stricture was 7.2+2 mm. All of
the patients had a history of previous endoscopic
treatment of stones in the kidney or the ureter
with retrograde access. In 85.7 % of the patients,
treatment for an enclaved long stay stone in the



(

XNPYPTYHO AEYEHVE HA TOPHUTE . |
MAKOYHM MBTULLIA - YPOAVTUABA U CTPUKTYPI O 272024 O YPOHET/ URONETJ

ureter was performed in the past. In 20 of the
patients (95.2%) stent JJ 7 Fr or pyelostent was
placed in the end of the procedure. The stent was
removed mean 84.2+51.6 days afterthe procedure.
The success rate after the endoureterotomy was
85,7% (18/21), while 3 cases(14.3%) presented
with a recurrent stricture. The mean follow-up
period was 30.5+14.9 months.

CONCLUSIONS:

Endoscopic laser endoureterotomy is a method
of choice in the treatment of secondary ureteral
strictures, after previous endoscopic operations
of the upper urinary tract. As an etiological reason
for their formation, the most common reason is an
enclaved stone in the ureter with a long stay. The

operation has a minimal hospital stay and a good
success rate.

ureteral strictures, laser endoureterotomy,

efficacy, safety
ADDRESS FOR CORRESPONDENCE:
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KNUHUYEH CJTYYAN:
PEKOHCTPYKL A HA JIAB YPETEP
CVUIEYM UHTEPMNOHAT NO noBoA
YPETEPO-BATUHAJIHA OUCTVYJIA

T. Cratenos, A. Aumutpos, A. Kupos, B. Monos, C. Xpucrodopos, . Aumos, . BaneHTNHOB,
E. ®apupuH, M. ikos, E. MuneHkos, b. bexnu
MBAJ,CbPLE N MO3bK“- BYPTAC, OTAEJIEHME MO YPOJIOTUA

BbBE/JEHUE:

Ypemepo-BazuHanHama ducmyaa (UVF) on-
ucBa aHopmanHa Bpbska MeXgy ypemepa u
Braczanuuemo, npudyuHABawa ypuHapHa UHKOH-
MUHEHUUA, Yecmu UHdEeKUUU U 3HaYUMeAeH gu-
ckomdopm [1]. Bonpeku ue UVF mo)ke ga boge
guasHocmuuupaH caeg BasuHanHO parkgaHe,
AeueHue Ha Hbeannogue uau masoBa AbueBa me-
panus, 2uHekoAo2uvyHUME onepauuu, 0cobeHo
momanHama abgoMuHanHa xucmepekmomus,
ocmaBam Bogewama npudyuHa 3a YyBpexkgaHe
Ha ypemepa u obpasyBaHe Ha UVF [2—6]. OcBeH
MexaHuuHo yBperkgaHe Ha ypemepa, mepMUYHU-
me edekmu Ha enekmpokoagyrauusma Ha Aldu-
HukoBume cvgoBe Mozam ga goBegam go UVF
[7]. TpaguuuoOHHamMa ypemepoHEOUUCMOCMOMUS
06ukHoOBeHO e AeueHUemMO Ha u3bop Npu nauueH-
mu ¢ UVF [8].

Lleanma Ha goknaga e ga npegcmaBum KAUHU-
UeH cAyyal Ha kapuuHOM Ha MamouyHama wuu-
ka, ycnoxkHeH ¢ ypemepo-BaszuHaanHa cpucmyaa

cAeg NpoBegeHo AvueneueHue.
MATEPUAJIU U METOU:

>KeHa Ha 56 2oguHu nocmonBa 68 kauHukama
no noBog 6onku B AaBa noAacHa obaacm u ypu-
HapHa uHkoHmMuHeHuuA. OnepupaHa e no noBog
kapuuHOoM Ha MamouHama wutka 04.20232.
kamo e npoBeaa xumuo- u Avuemepanusa. Nma
npugpy>kaBawo 3abonaBaHe apmepuanHa Xu-
NepmMOoHus.

Kamo yacm om guasHOCMuuHUME npouegy-
pu ca HasHayeHU aHmezpagHa nueAoypemepo-
2paduA u pempoepagHa ypemeponuenozpacdus.
Upes msax ce ycmaHoBABa cmeHo3a Ha gucman-
Hama mpema Ha AAB ypemep u ypemepo-Bazu-
HaAnHa ucmyaa. NMocmaBa ce Hedbpocmoma BAaA-
Bo 3a ypuHeH gpeHaxk.

Cneg usBopweHa npegonepamuBHa nogzo-
moBka ce npeghpue nnacmuyHo Bo3cmaHoBaBa-
He Ha AeBuam ypemep. YcmaHoBu ce obeM Ha
nukouHuAa mexyp — 180 MA. B3e ce peweHue 3a
pekoHcmpykuua ¢ uaneyMm uHmepnoHam. Mapku-
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pa ce uneym, 20 cm npokcmanHo om BayxuHoBa-
ma kaana. Obocobu ce ceameHm ¢ 12 cM goAa-
»kKuHa npokcumanHo om mMapkupaHama nos3uuus
u ce u3Bege usonepucmanmuuHo B AAB pempo-
nepumoHeymM npe3 uHuUU3uA B MeseHmepuyma Ha
konoH cuamougeym. AeBuam ypemep ce UMNAaH-
mupa 8 npokcumanHama yacm Ha mbHkoupeBHuU-
AmM ceamMeHmM. JucmanHuAam kpad Ha upeBHuam
ceaMeHm ce uMnaaHmupa B8 nukoyHuam mexyp,
kamo ce nocmaBu JJ-cmeHm. NocmonepamuB-
HUAM nepuog npomeuye cnokouHo. Caeg wecm
cegMuuu nocmonepamuBHo ce u3Bvpwuxa
uucmozpaduna (Puaypa 1) u aHmezpagHa nueno-
ypemepozpadus (Puaypa 2).

. Quaypa 1.

Quaypa 2. AHmezpagHa

Llucmoepadus 6 cegMuuu  nuenoypemepozpacusi 6
nocmonepamuBHo cegMuuu hocmonepamuBHo
PE3YJITATU

Cneg npemaxBaHe Ha ypemepHUAM cmeHm u
Hedbpocmomama He bewe ycmaHoBeHa xugpo-
Hecposa BaAaBo. MNMauueHmkama ce npocnegABa
pegoBHO om yponoz B ambyramopHu ycroBusa u
e 6e3 onnakBaHus.

ObCBXAAHE

Mopagu HenpekocHamomo yBeauuaBaHe Ha
edpekmuBHocmma Ha AeueHUemMoO Ha 3Anokauecm-
BeHume 3aboaaBaHua u ygonkaBaHemo Ha >Ku-
Boma Ha nauueHmume, ycAoXKHEHUAmMa Ha Ab-
uemepanuama cmaBam Bce no-BarkeH kauHuueH
npobaem. lMopagu dakma, ue yponoz2uuHU yc-
AOXKHEHUA Ha AbuemepanuAma ce npoAaBaBam u
npu He-ypono2uyHu pakoBu 3aboanaBaHuna B man-
kua mas, me3u nauueHmu mpAabBa ga Gogam 0b6-
MUCAEHU 3a pegoBHU YypoAOo2uuHU 2puxku. [9]

YpemepoBasuHanHama ducmyaa e pAgko,
HO cbwecmBeHO yCAOXKHeHUe u caegoBamenHo
mpAbBa ga 6vge BkaloueHa B gudepeHuuarHa-
ma guasHo3a npu hauueHmu, cvobwaBawu 3a
YpuHapHa UHKOHMUHeHuus nocmonepamuBHo
UAU cAeg AbuenedeHue. MpaBuaHuam usbop Ha

AeYyeHue e om 20AAMO 3HaueHue. PewaBawu 3a
uzbop Ha nogxogAwa onepamuBHa mexHuka ca
gorkuHama Ha gedpekma Ha ypemepa u kanauu-
mema Ha nukouyHuAam mexyp. /AeuyeHuemo upes
uaeyMm uHmepnoHam ocmaBa uHoBamuBHo 3a no-
Beuemo ypoAO2UUHU KAUHUKU.

KJ1040BU AYMU:

pekoHCcmpykuuAa, ypemep, uAeymM uHmMepno-
Ham, ypemepo-BazuHanHa dbucmyaa
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CASE REPORT: RECONSTRUCTION
OF THE LEFT URETERWITH ILEUM
INTERPONATE FOR URETEROVAGINAL
FISTULA

T. Statelov, A. Dimitrov, A. Kirov, V. Popov, St. Hristoforov, I. Dimov, I. Valentinov,
E. Faridin, M. Yakov, E. Milenkov, B. Behich
GENERAL HOSPITAL FOR ACTIVE TREATMENT ,HEART AND BRAIN“- BURGAS, UROLOGY
DEPARTMENT

INTRODUCTION:

An uretero-vaginal fistula (UVF) describes an
abnormal connection between the ureter and
vagina causing urinary incontinence, frequent
infection, and discomfort [1]. Although UVF
might be diagnosed after vaginal delivery,
infertility treatment or pelvic radiation therapy,
gynecological operations, especially total
abdominal hysterectomy, remain the leading
cause of ureteral injury and formation of UVF
[2—6]. Apart from mechanical injury of the ureter,
thermal effects of electrocoagulation of the
ovarian vessels may result in UVF [7]. Traditional
ureteroneocystostomy was usually the treatment
of choice in patients with UVF [9].

The aim of the report is to present a clinical
case of cervical carcinoma complicated with
uretero-vaginal fistula after radiotherapy.

MATERIALS AND METHODS:

A 56-year-old woman came to the clinic
because of pain in the left lumbar region and
urinary incontinence. She was operated on for
carcinoma of the cervix 04.2023. having undergone
chemotherapy and radiotherapy. There is an
accompanying disease of arterial hypertension.

Antegrade pyeloureterography and retrograde
ureteropyelography are assigned as part of
the diagnostic procedures. Stenosis and
ureterovaginal fistula are diagnosed in the distal
third of the left ureter. A left nephrostomy is placed
for urinary drainage.

After  preoperative  preparation, plastic
reconstruction of the left ureter was undertaken.
The bladder volume was determined to be 180
ml. A decision was made to reconstruct with an
ileum interponate. The ileum is marked, 20 cm
proximal to the Bauchin valve. A 12 cm long

segment was isolated proximal to the marked
position and advanced isoperistally into the
left retroperitoneum through an incision in the
mesentery of the sigmoid colon. The left ureter
is implanted in the proximal part of the small
intestinal segment. The distal end of the intestinal
segment is implanted into the bladder by placing a
JJ-stent. The postoperative period was uneventful.
Six weeks postoperatively, cystography (Figure 1)
and antegrade pyeloureterography (Figure 2) were
performed.

Figure“1'. Cystography 6
weeks postoperatively

Figure 2. Antegrade
pyeloureterography 6 weeks
postoperatively

RESULTS:

After removal of the ureteral stent and
nephrostomy, no hydronephrosis was found on
the left. The patient is regularly followed up by
a urologist in an outpatient setting and has no
complaints.

DISCUSSION:

Due to the continuous increase in the
effectiveness of cancer treatments and the
extension of patients. lives, complications of
radiation therapy are becoming an increasingly
important clinical problem. Due to the fact
that urological complications of radiotherapy
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also complicate non-urological pelvic cancers,
these patients should be considered for regular
urological care. [10]

Ureterovaginal fistula is a rare but important
postoperative complication and should therefore
be included in the differential diagnosis in patients
reporting postoperative urinary incontinence.
Early and correct diagnosis is crucial and can
be made in a clinical setting. The right choice of
treatment is of great importance. Treatment by
ileum interponate remains innovative for most
urology clinics.

KEY WORDS:

reconstruction,
ureterovaginal fistula
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U3NON3BAHE HA ACITUPALUVOHEH
LUADT CLEARPETRA INMPU RIRS HA
roJIAM KOHKPEMEHT B NMUEJIOHA

M. Bvros, C1. CtaHumupos, Bn. CaBueHko, M. LllepeB
YMBAJT JEBA MAPUA - BYPTAC

BbBEAEHUE:

Hedpoaumuazama e uecmo cpewaHo 3abo-
AABaHe, koemo ce cpewa ¢ uecmoma 8 Ha Bceku
1000 Bo3pacmHu. CBop3Ba ce c obpasyBaHe Ha
koHkpemeHmu B pa3AuyHU yacmu Ha ypuHapHusa
mpakm. HAama uspaseHo nonoBo npeBanupaHe.
Cpewa ce omHocumenHo pAgko npu geua. C
pas3Bumuemo Ha MeguuuHckama mexHuka ce no-
ABABam pasauuHuU u Bce no ycoBopweHcmBaHu

Memogu 3a AeueHuemo Ha 6vbpeuHo-kameHHa-
ma 6oaecm.

LEJ:

ToBa npoyuBaHe ueau ga npegcmaBu HoGB
Nogxog Npu AeYeHUemo Ha nauueHmu c 6vbpeu-
Ha kankynosa ¢ koHkpemeHmu Hag 2 cMm, koumo
6uBa MuHu uHBa3uBeH, ¢ HamaneH BoAHUYEH npe-
cmou u ¢ pegyuupaHu nocmonepamuBHuU yCAOXK-
HeHuA. Memogom e nogxogAuw, Npu hauueHmu ¢
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XBH nopagu Bvamo)kHocmma 3a 3ana3BaHe Ha
6obpeuHuUA NapeHxXuM.

MATEPUAJIU U METOAMN:

B nepuoga 09.2023 — 09.2024 B8 Hawama
kauHuka 6axa usBvpweHu Hag 20 RIRS ¢ nasep-
Ha AumompuncusA Ha koHkpemeHmu Hag 2 cm B
NUEAOH U kaauuu ¢ noMowma Ha achupauuoHeH
wadm ClearPetra.

NPEACTABAHE HA KIINMHUYHUA KA3YC:

MpegcmaBame Bu kauHuYeH cAayyau Ha nauu-
eHm ¢ MHo)kecmBo pasHokanubpeHu koHkpe-
MeHmu B AAB H6vbpek, pasnonoXkeHu B nuenoH
U goAHa epyna vawku, ¢ makcumaneH pasmep
24/18 mM. U3BopweH bewe KAT npegonepa-
MuBHO — gaHHU 3a pomauusa Ha AAB H6obpek u
Hedpockaeposa BgAacHo. N3Bopwu ce gByeman-
Ha uHmepBeHuuAa. Ha nopBu eman eHgockoncku
ce nocmaBu JJ cmeHm. Ha Bmopu eman ce us-

Bopwu RIRS cvuemaH ¢ acnupauuoHHa Clear
Petra.

3akaloueHue: lo omHoweHue Ha Hau-manko-
mo yBpeXkgaHe Ha H6obpeka no Bpeme Ha RIRS
unu PNL onepauus, moBa moke ga 6oge Hau-go-
H6puam BapuaHm 3a AeueHue Ha ypoAumuasa npu
nauueHmu ¢ XBH.

KJIO40BU AYMU:

RIRS, ypoaumuasa, 6bbpeuHa Hegocmamou-
HOCmM, XpoHU4YHa BbbpeuHa HegocmamvbyHOCM
(XBH)

BUBJINOTPADUA:

1. Aghamir SM, Successful retrograde intrarenal
surgery (RIRS) for a 2-centimeter stone in a
chronic renal failure (CRF) patient

2. Tirk C., Petiik A., Sarica K., Seitz C., Skolarikos
A., Straub M. EAU guidelines on interventional
treatment for urolithiasis.

PETPOrPAAHA UHTPAPEHAJIHA
XUPYPIma C ®JIEKCUBUNEH
ACNMMPALNOHEH HABUTUPYEM
LWWAODT - HAYAJIEH ONAUT

K. Cupomaxos, E. AtaHacos, P. Mupuos, C. Augpees, U. A. leoprues, M. LlaHeB
OTAENTIEHME MO YPONOTWA, MBAN BUTA

BbBEJEHUE:

(PnekcubunHama ypemepopeHockonusa ¢ ac-
nupauuoHeH wadm e coBpemeHeH u Bucokoe-
dhekmuBeH Memog 3a AeueHue Ha ypoAumuasa-
ma.

HEJ:

Llenma Ha HacmoAwomo cbobuweHue e ga no-
kake onuma Ha OmgeneHue no Ypoaozua koM
MBAA BUTA ¢ onucaHama mexHuka.

MATEPUAJIU U METO/AU:

3a Bpememo om 1.01.2024 go 1.07.2024 2 B
OmgeneHue no Yponozua kom MBAA BUTA ce
usBopwuxa 28 ypemepockonuu. Pasgeauxme
nauueHmume Ha 2 2pynu; npecmeHmupaHu u Ha
makuBa 6e3 npegBapumaeHo nocmaBeH cmeHm.
Mpu Bcuuku nauueHMu ce u3Bopuiu AasepHa Au-
mompuncuA ¢ XOAMUYM Aasep, kamo ypemepo-
ckona ce BoBege npe3 dhaekcubuaeH acnupauuo-

HeH HaBuaupem wadm Clearpetra.
PE3YJITATU:

Bcuuku nauueHmu 6saxa usnucaHu Ha 2- pu
cnegonepamuBeH geH. Mpu nauueHmMume, koumo
ca npecmeHmMuUpaHu ce nocmuzHaxa no-g-bup
caegoenepamuBHU pesyamamu.

ObCbXAAHE:

HaBuaupyemuAa acnupauuoHeH wadpm nog-
gopyka HUCKO uHmMpapeHaAOHOMO HanA2aHe U
nogobpnaBa obpasa no Bpeme Ha Aumompuncus,
kakmo u cnocobcmBa 3a eAuMuHUpaHemo Ha
Mankume koHpkemeHmu.

KJI40BU JYMU:

OaekcubunHa ypemepockonus, acnupauuo-
HeH wadm

JINTEPATYPHA CITIPABKA:

1. GiulioniC.CastellaniD.TraxerO.etal. Experimental
and clinical applications and outcomes of using
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different forms of suction in retrograde intrarenal
surgery. Results from a systematic review. Actas
Urol Esp. 2024; 48: 57-70

2. Gauhar V.Traxer O.Castellani D. et al. A feasibility
study on clinical utility, efficacy and limitations of
two types of flexible and navigable suction ureteral
access sheaths in retrograde intrarenal surgery for
renal stones.Urology. 2023; 78: 173-179

A/[JPEC 3A KOPECITOHAEHLUA:

[-p »KuBko CupomaxoB,

OmgeneHue no Yponozua, MBEAN BUTA,
1407 Codus yA. Quaun KymeB 10
dr.siromahov@yahoo.com 0888513185

RETROGRADE INTRARENAL SURGERY
WITH FLEXIBLE ASPIRATION AND
NAVIGABLE SUCTION- INITIAL
EXPERIENCE

Z.SIROMAHOV, E. ATANASOV, R. MIRCHOV, S. ANDREEYV, I. A. GEORGIEV, M. TZANEV
DEPARTMENT OF UROLOGY, HOSPITAL VITA

INTRODUCTION:

Retrograde intrarenal surgery with flexible
aspiration and navigable suction

AIM:

The purpose of this message is to show the
experience of the Department of Urology at VITA
Medical Center with the described technique.

MATERIALS AND METHODS:

For the period from 1.01.2024 to 1.07.2024, 28
ureteroscopies were performed in the Department
of Urology at the VITA Medical Center. We
divided the patients into 2 groups; pre-stented
and those without a prior stent placement. All
patients underwent holmium laser lithotripsy, with
the ureteroscope inserted through a Clearpetra
flexible aspiration navigable shaft.

RESULTS:

All patients were discharged on the 2nd
postoperative day. Better postoperative results

were achieved in the patients who underwent
stenting.

DISCUSSION:

The navigable aspiration shaft keeps intrarenal
pressure low and improves imaging during
lithotripsy, helping to eliminate small concretions.

KEYWORDS:
Flexible ureteroscopy, access sheat
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YPOTEJIEH KAPUMHOM HA
BbBPEYHO JIEFTEHYE N HALLUKU -
BUHATU HEOPOYPETEPEKTOMMUA?

b. MnapgeHoB, E. lopocues, C. leoprues, H. HanpgeHos, T. Cepesnuinckn, H. CraHkos
KINMHWKA O YPOJTIOTUA, YMBAJICM ,H. N. MUPOTOB*, COOUA

BbBEAEHUE:

PagukanHama Hepoypemepekmomusa npeg-
cmaBaaBa 3nameH cmaHgapm 3a AeYeHue Ha He-
MemacmamuyHusa ypomeAeH kapuuHOM Ha 20p-
Hume nukouHu nomuwa (YKI M), npakmukyBaHa
wupoko 3a Bcuuku rokanHu cmaguu u gudepeH-
uuauunal. CoBpemeHHuU nybaukauuu nokasBam
noHukeHa mMopbugHocm Ha bvbpek-cyxpaHaBa-
wume nogxogu npu ,low-risk” YKITII cnpamo
pagukanHa xupypaua 6e3 ga ce komMnpomMeHmu-
pam uHkoAoz2uuHUmMe peayamamu2. Yecmo moBa
€ onuuA 3a HenogxogAawu 3a Hedpoypemepek-
momuA nhauueHmu u npu makuBa ¢ eguHCcmMBeH
6vbpek, Ho B nocaegHUMe npenopvku e ykasaHo
ga ce obcoykga npu Bcuuku naueuHmu ¢ Hucobk
puck®.

HEJ:

Oa ce npoyyam nauueHmume C YpPOMeAeH
kapuuHom Ha 6vbpeuomo AezeHuUe U yawku,
npemuHanu npe3 YMBAACM ,H. W. MNupozoB“,
npu koumo e npuro>keHo Hvobpek-coxpaHABawio
AeUeHUe U He2oBume pesyamamu.

MATEPUAJIU U METO/AU:

AHanusupaxme 6 nauueHma c AokaAusupaH
HememacmamuueH YKITIIT — AezeHue u yawku
3a nepuog om 4 2oguHu (2020-2024). Ha Bcuu-
ku nauueHmu ca npoBegeHu: CT ypoepacus,
ypuHHa uumonoaus, YLIC u dpaekcubunHa YPC,
buoncusa. M3Bvbpwu ce pesekuua Ha mymopume
nepkymaHHo npe3 HedpocmomeH xog 16l c
gemcku pesekmockon. Npocaeguxa ce om 1 go
3 20g, Ha 4 mec CT ypoepadusa u YLIC. MNMpoyuuxa
ce pesyaAmamume.

PE3YJITATU:

Pezucmpupaxme 4 mo)ke u 2 >keHu. CpegHa-
ma Bv3pacm be 742. (56 go 85209). Bcuuku cop-
Mauuu 6axa nog 2 cM, 3 eguHUYHU (2 B Ae2eHue u
1 8 vawka) u 3 MHo>kecmBeHu, go 36p., B AezeH-
ye u yawku. Om Bcuuku 6 — eguH Cc uumonoauA
nonoXkumeaHa 3a ,high grade” kaemku; om 6u-
oncusma — 2 high grade, 3 low grade u 1 — “He-

gocmamboueH Mamepuaan“. Om pesekuuama — 4
low grade u 2 high grade, pTau pT1. Om nogbopa
— 2ma ¢ ECOG Hag 3 u Bv3pacm Hag 802; 3ma
C eguHuueH H6vbpek u 1 maag ¢ “low grade” YK,
MomuBupaH ca 3ana3u H6vbpeka cu. 30% 6saxa
C ucmopus Ha HeuHBa3uBeH kapuuHOM Ha Mexy-
pa B8 muHanomo. Caeg pesekuusama ce ocmaBu
Hedpocmoma 3a cpegHo 2 gHU, Npu 2Ma umawe
caegonepamuBHa uHdekuuA, camoozpaHuyaBa-
wo ce kopBeHe npu 2ma. [1Bamama nauueHmu
¢ high-grade noayuuxa cregoepamuBHa Abueme-
panuA. 3a nepuoga Ha npocaegABaHe peuuguB B
MM ce ABu npu eguH nauueHm (high grade), npu
owle 2ma (25%) HeuHBa3uBeH peuuguB 6 nuk. me-
xyp (low grade). He ce ycmaHoBu ,pasceuBaHe”
no Hedppocmomua mpakm npu Hukozo. CMbpm-
Hocmma om kapuuHoma 6e 0%.

ObCbXAAHE:

Cnopeg Hawume pedyamamu hauueHmume C
slow risk” YKI'TIM u 3ana3BaHe Ha bvbpeka umam
nogobHa npexkuBsemocm go 3-4 20g cnpAMO
mesu ¢ Hebpoypemepekmomua. Cnopeg peguua
aBmopu npu me3u nauueHmMu 3ana3BaHemo Ha
H6obpeka mpabBa ga ce npegnoyuma 8 coBmecm-
HO omezoBopHoO B3auMHO peweHue ¢ hauueHmad.
B HawuAs ueHMop MO3u nogxog e OCHOBHO u3-
6paH npu eguHcmBeH H6obpek u/uau yBpegeHu/
HenogxogAwlu 3a pagukaAHO AeueHue nauueHmu
(85%), kamo Bcuuku no Bpeme Ha npocnegaBa-
Hemo ocmaHaxa cbc 3agoBoAumenHa HobpeuHa
dyHkuua u He pesucmpuzaxme CMbpm om 3a-
6oanaBaHemo, gopu u npu “high grade” YK, kamo
makuBa uskaloueHua gonycHaxme npu Bb3apacm-
HU nauueHmu, kamo ce npoBege u Abuemepanus.

3AKJIIOYEHUE:

Bobpek-coxpaHABawume cmpameauu npu
~low risk” YKI'TII umam 6vgewe u npu npaBuaHo
nogbpaHu nauueHmMu u npocnegABaHe 6u Moe-
A0 ga Bobgam npegnodumaHa anmepHamuBa Ha
Hedpoypemepekmomuama, ocobeHo npu nauu-
eHmMu ¢ eguHcmBeH 6vobpek. 3a npaBuaHo cenek-
mupaHu nauueHmu c¢ high risk 3abonaBaHe (Bo3-
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pacmHu u makuBa ¢ eguHcmBeH 6vbpek) mosu
nogxog Bogu go 3ana3BaHe Ha kauecmBomo Ha
»kuBom. OuakBam ce obewaBawu pesyamamu
om agloBaHmHa AokanHa XumMuo/umMyHomepanus
3a YKITIM.

KJ1ro40BuU AymMu:

ypomeneH kapuuHom Ha 'T1MM, low grade, 606-
pek-coxpaHaBawa cmpameaus
JINTEPATYPHA CIIPABKA:
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UROTHELIAL CANCER OF RENAL
PELVIS AND CALYSES - ALWAYS
NEPHROURETERECTOMY?

B. Mladenov, E. Dorosiev, S. Geogriev, N. Naydenov, T. Serezliyski, N. Stankov
CLINIC OF UROLOGY, UMHATEM “N.I. PIROGOV” SOFIA

INTRODUCTION:

Radical nephroureterectomy represents the
gold standard treatment for non-metastatic upper
tract urothelial cancer and it is practiced widely
for any local stage and tumor gradel. According
to recent publications kidney-sparing surgery for
low-risk UTUC reduces the morbidity associated
with  radical  nephroureterectomy  without
compromising oncological outcomes2. It is often
considered for patients unfit for radical surgery
and those with solitary kidney3, but in recent
guidelines it is advised to be considered in all low
risk patients.

AIM:

To study the patients with urothelial carcinoma
of the renal pelvis and calyces, who underwent
treatment at the University Hospital ,N. W.
Pirogov“, in whom kidney-sparing treatment was
applied and its results.

MATERIALS AND METHODS:

We analyzed 6 patients with localized non-
metastatic UTUC - pelvis and calyces over a
4-year period (2020-2024). All patients underwent:
CT urography, urine cytology, UCS and fURS,
biopsy. Tumors were resected percutaneously
through a 16H nephrostomy tract with a pediatric

resectoscope. Follow up was done from 1 to 3 yrs,
CT urography and UCS at every 4 mo. The results
were studied.

RESULTS:

We registered 4 men and 2 women. The mean
age was 74 years (56 to 85 years). All tumors were
less than 2 cm, 3 single (2 in pelvis and 1 in calyx)
and 3 multiple, up to 3pcs, in pelvis and calyces.
Of all 6, one had cytology positive for ,high grade”
cells; from biopsy — 2 high grade, 3 low grade and
1 ,insufficient material“. From resection - 4 low
grade and 2 high grade, pTa and pT1. From the
recruitment - 2 with ECOG over 3 and age over 80;
3 with single kidney and 1 young with ,low grade®
UC, motivated to keep their kidney. 30% had a
history of non-invasive bladder cancer in the past.
After resection, nephrostomy tube was left for an
average of 2 days, 2 had postoperative infection,
self-limiting bleedingin 2. The 2 high-grade patients
received postoperative radiotherapy. During the
follow-up period, recurrence in the GCP occurred
in 1 patient (high-grade), noninvasive recurrence
in the bladder (low-grade) in 2 others (25%). There
was no ,tumor seeding“ along the nephrostomy
tract in anyone. Mortality from carcinoma was 0%.

DISCUSSION:
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According to our results, patients with ,low
risk“ UTUC and kidney-sparing have similar
survival up to 3-4 years compared to those with
nephroureterectomy. According to a number of
authors, in these patients, kidney preservation
should be preferred in a jointly responsible mutual
decision with the patient4. In our center, this
approach was mainly chosen in patients with a
single kidney and/or frail/unsuitable for radical
treatment (85%), all of whom remained with
satisfactory renal function during follow-up and
we did not record any death from the disease,
also in ,high grade“ UTUC, where kidney-sparing
were chosen in elderly patients and radiotherapy
was performed.

CONCLUSION:

Kidney-sparing strategies in ,low risk“ UTUC
have a future and, with proper patient selection
and follow-up, could be a preferred alternative to
nephroureterectomy, especially in patients with
a single kidney. For properly selected patients
with high-risk disease (elderly and those with a
single kidney), this approach results in preserved
quality of life. Promising results are expected from
adjuvant local chemo/immunotherapy for UTUC.

KEY WORDS:

upper tract urothelial
kidney-sparing
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CJNIYYAU HA OCTPA IBYCTPAHHA
BbbPEYHA KOJIUKA OT
YPOJINTUASA-UCTUHCKA
YPOJIOTNYHA CMEWHOCT

A. Canpynos, T.laHeB
KJIMHWKA MO YPONOrnda, MbAJ,CB. AHHA” - BAPHA, MEOVNUMHCKW YHUBEPCUTET BAPHA

BbBEAEHUE:

YpoAaumuasama € CouuanHO3HauuMo 3abons-
BaHe uzBecmHo Ha uoBeuecmBomo om BekoGe.
Uecma nopBoHauanHa ocmpa nposaBa Ha 3aboas-
BaHemo e egHocmpaHHa (AAB0 uAu gAcHO) H6vb-
peuHa koauka ¢ xapakmepHu cumnmomu, obpas-
Ha u nabopamopHa koHcmenauusa. MHoz20 pagko
6e3 nocoueHa uecmoma B Aumepamypama € eg-
HoakmHama(egHoBpemeHHa) ocmpa gBycmpaH-
Ha 6obpeuHa koauka.

HEJ:
[a ce npegcmaBu pAagok cayuau Ha 742 MoXk

nocmonuA B8 CINO Ha MBAA CB.AHHa — BapHa
¢ gBycmpaHHu AymbanHu u kopemHu 6oaku u
oAu20aHypuA. BoAkume ca HacmbnUAU NPE3 Ho-
wma egHoBpemeHHO gBycmpaHHo, obe3boneH
¢ HCIMNBC B8 Heomao)kHO 3BeHO ¢ guasHoO3a gu-
ckonamus, HacoueH koM HeBponoz. Caeg ycma-
HoBABaHe om nauueHmMa Ha OAO20aHypua C eg-
HokpamHo omgenAHe Ha ockogHo koauuecmBo
MbMHa ypuHa 3a nepuog om 16-20 uaca ce ca-
MoHacouBa kom Cl10.

MATEPUAJIL:
Oa ce npegcmaBu noBegeHuemo npu koH-
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kpemHua cayuau. pu npesnega ycmaHoBeHu
xapakmepHu 3a gBycmpaHHa 6bbpeuHa koauka
KAUHUYHU CUMNMOMU U AuNca Ha YpuHupaHe,
gBycmpaHHu xugpoHedpo3u 2 cm., npaseH nuk.
MeXxyp Ha oHa Ha npueM Ha Hag 3000 MA meu-
Hocm. Om nabopamopHume uacaegBaHusa Hauan-
HO yBeAuueHue Ha a3omHu meaa u Bb3nasumen-
HU mMapkepu, ceguMeHm Ha ypuHa HeBb3MO>KHO
ga ce uscnegBa. NpegaoXkeHa cnewHa xochuma-
AU3AUUA C 02Aeg guagHOCMUYHO ymouHsaBaHe u
chewHa ge3obcmpykuuAa go 6 mu yac om npu-
ema. Om momMmeHma Ha nocmonBaHe B CI1O go
BoBe>kgaHemo B onepauuoHHa 3ana nauueHma
ocmaHa B nbAHa aHypuA, AekocmeneHHa guxa-
meAHa HegocmambyHocm. AeyeHuemo ce npo-
Bege Ha gBa emana. MopBoHauanHoO ce HanpaBu
YPC gBycmpaHHO ¢ hocmaBAHe ypemepanHU eH-
gonpomesu. Ha Bmopu eman gB8ycmpanHo YPC
C Aa3epypemepoAumompuncuA.

METOAMN:

NabopamopHu memogu, Y3[- NMOC, YPC, Aa-
3epAumompuncus

51 |
n3sogu:

1. EgHoakmHa ocmpa gBycmpaHHa 6vbpeuHa
konuka e MHO20 pAgka npoAaBa Ha BKB. MNpu ma-
kuBa nauueHma om ocobeHa BakHocm e uHdop-
Mauusma OmHOCHO guypesama.

2. Hde3obcmpykuusma no cnewHocm C UAU
6e3 omcmpaHABaHe Ha koHkpemeHmu e >kuBo-
mocnacaABawa onepauus.

3. YPC u AasepHa ypemepoAumompuncus ca
Memog Ha u3bop 3a gedbuHUMUBHO AeueHue Ha
gBycmpaHHama ypemepoAumuasa.

KJ1l040BU AYMU:

ocmpa, egHoakmHa, gBycmpaHHa 6bbpeuHa
koauka, onuzoaHypun, 6bbpeuHa Hegocmamou-
HOCM, CNEWHO CbCMOAHUE

A/ZJPEC 3A KOPECITOHAEHUUA:
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ACUTE BILATERAL RENAL COLIC
CASE FROM UROLITHIASIS-A REAL
UROLOGICAL EMERGENCY

A. Sandulov, T. Ganev
DEPARTMENT OF UROLOGY, MHAT “ST. ANNA” - VARNA, MEDICAL UNIVERSITY VARNA

INTRODUCTION:

Urolithiasis is a socially significant disease
known to mankind for centuries. A common initial
acute manifestation of the disease is unilateral (left
or right) renal colic with characteristic symptoms,
imaging and laboratory constellation. Very rarely,
without an indicated frequency in the medical
literature, is onset (simultaneous) acute bilateral
renal colic.

OBJECTIVE:

To present a rare case of a 74-year-old man
admitted to the Emergency department(ED) of
St. Anna Hospital — Varna with bilateral lumbar
and abdominal pain and oligoanuria. The pains
are appeared at the same night simultaneously
bilaterally and treat with NSAIDs for discopathy.

MATERIALS:

To present the management of rare case.
The examination revealed clinical symptoms
characteristic of bilateral renal colic and lack of
urination, bilateral hydronephrosis gr.2, empty
bladder. against the background of taking more
than 3000 ml of liquid. From laboratory tests, an
initial increase in nitrogen bodies and inflammatory
markers, urine sediment impossible to examine.
Suggestedemergencyhospitalizationfordiagnostic
clarification and emergency desobstruction up
to 6 hours of admission. From the moment of
admission to the ED until the introduction into the
operating room, the patient remained in complete
anuria, mild respiratory failure. The treatment
was carried out in two stages. Initially, the URS
was done bilaterally with a placement of ureteral
endoprostheses. At the second stage, bilateral
URS with laserureterolithotripsy.
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METHODS: 3. URS and laser ureterolithotripsy are the
ULTRASOUND. URS. Mmost commonly used methods in practice for the

Laboratory methods, _ i
definitive treatment of bilateral ureterolithiasis.

Laser lithotripsy
CONCLUSIONS: KEY WORDS:

1. Acute onset bilateral renal colic is a very rare acute onset, bilateral renal colic, oligoanuria,

manifestation of BCD. In such patients, information "enal failure, emergency
about diuresis is of particular importance ADDRESS FOR CORRESPONDENCE:

2. Emergency desobstruction with or without E-mail: sashms@abv.bg/tel.+359897977477

removal of calculi is a life-saving operation.
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KNMUHUYEH CNTYYAN: OTZINBDBYEH
KOHKPEMEHT HA NMPOCTATHA
YPETPA KATO CJZTYYAUHA HAXOAKA
NP NAULUEHT CTAHIPEHA HA
OYPHUE

A. Aumutpos, T. Cratenos, A. Kupos, B. Monos, C. Xpucro¢opos, . Aumos, . BaneHTNHOB,
E. ®apupuH, M. kos, E. Munenkos, b. bexnu
MBAJ,CbPLE N MO3bK"- BYPTAC, OTAEJIEHME MO YPOJIOTUA

BbBEJEHUE:

OmauBoueH koHkpemeHm Ha npocmamHama
ypempa e pAagka namoaozua B8 pymuHHama ypo-
Ao2uuyHa npakmuka u 8 Aumepamypama. 3aca-
2a Hau-uyecmo MbXke caeg nemgecem 2oguwHa
Bo3pacm [1]. ma koHceHcyc, ue AeueHuemo e
ocHOBHO 6a3upaHo chopeg 2oAemMuHama, op-
mMama u noAnokeHumo Ha koHkpemeHma B npoc-
mamHama ypempa.

Lleama Ha HacmoAwma npe3eHmMauus e ga
npegcmaBu cAayyal om Hawama npakmuka Ha
Mb>K ¢ omauBvoueH koHkpemeHmM Ha npocmam-
Hama ypempa. NamoaAozusama e omkpuma cay-
vauHo npu KomnlomovpHa momoepadua (KT) Ha
abgomeH u Manbk mas npoBegeH no noBog 2aH-
2peHa Ha QypHue.

MATEPUAJIU U METO/AU:

68- 2oguweH nauueHm nocmonBa B xupyp-
2uuyHo omgeneHue Ha MBAA ,,Copue u Mo3ok"
ep. Bypzac ¢ gaHHu 3a 2aHzpeHa Ha QypHue, 06-
xBawawa nepuHeymMma u 2eHumanHama obaacm.
Om aHamHe3ama cvobwaBa 3a Hedpekmomus
BArBo u cmabuausauusa Ha 2pvbHaueH cmoAD.
Hama onaakBaHuAa npu ypuHupaHe. He covobwa-
Ba 3a npugpykaBawu 3aboaAaBaHuA u ompuyva
BpegHu HaBuuu. Om npoBegeHuam KT Ha kopem
u Manbk mas ce ycmaHoBABa omauBoueH KoH-
kpemeHm Ha npocmamHa ypempa, NpoOMUHUpaul
kbM nukoueH mMexyp ¢ npubAaudumenHu pasmepu
65/21/26 MM u naomHocm 1000 XoHcdunagoBu
eguHuuu (Queypa 1). MopBoHauanHama xupyp-
2uyHa obpabomka ce usBopwu om covBmecmeH
ekun Ha omgeAeHUAMa NO XupypauaA U ypoAo2UuA.
HanpaGBu ce obpabomka Ha paHume kakmo u op-
xuekmomusa BAABo nopagu Hekpo3a Ha mecmu-
ca. C oaneg Ha Haxogkama om KT ce nocmaGBu

uucmodukc 3a ypuHeH gpeHaxk.

Cneg nonHO Bo3cmaHoBABaHe om 2aHz2peHa-
ma Ha QypHue, nauueHmMom Hewe npuem B om-
geAeHue no ypoAo2UA 3a UUCMOAUMOMPUNCUA.
MHmponepamuBHO no-zonAMama yacm om KoH-
kpemeHma ce omuynu u Aykcupa uHmpaBesu-
kanHo, kbgemo ce nogaoku Ha Holmium:YAG
Aa3epHa AUMOMPUNCUA go NbAHA ge3uHmezpa-
uuAa. OcmambuHuam gpazmeHm ce ycmaHoBu 8
ocdopmMeHo AoXke B npocmamHama ypempa, ko-
gemo ce Aumompuncupa u eBakyupa.

Quaypa 1. KT obpas Ha koHkpemeHma B npocmamHa
ypempa Ha cagzumaneH (BAAB0) u mpaHcBep3aneH
cpes (BgAcHo)

PE3YJITATU:

Cneg BoacmaHoBumeneH nepuog u ocuzype-
Ha cnoHmMaHHa MukuuAa 6e3 ocmamovuHa ypuHa,
uucpcmodukcom 6bewe npemaxHam. [MauueH-
mom ce npocaegABa pegoBHO om ypoaoe B am-
B6ynamopHu ycnoBuA. HanoaHo Bo3cmaHoBeH e u
koxkHuAam gedpekm om 2aHgpeHama Ha QypHue
coc 3agoBoaumeneH kosamemuueH pe3yamam.

ObCbXAAHE:

KoHkpemeHmume B8 npocmamHa ypempa npo-
usxoXkgam Halu-4yecmo om Muzg2pupasu mam ka-
MbHU Ha hukoyHuAam Mexyp. Pagko me mozam ga
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ce popMupam Ha MACMO NpU HaAuyue Ha cmpuk-
mypa, kyxuHa uau guBepmukya, koumo ce om-
Bapa B ypempama [2]. OnepamuBHume memogu
3a AeueHue Bapupam. Kozamo koHkpemeHmom
e MacuBeH u cukcupaH, MoXke ga boge ekcmpa-
XUpaH Ype3 nepuHeaneH uAu cynpanybuueH goc-
mon [2]. B noBeuemo cayyau ce npuaazam mpaH-
cBesukaneH gocmon uau BoHWHaA ypempomomMus
[8]. B npegcmaBeHuam cayuyal, npuno>keHuam
mpaHcypempaAeH nogxog € wagAw, onepamu-
BeH Memog, npegpasnorazaw, 6vbp3omo Bo3-
cmaHoBaABaKe. Npu nauueHMoM e gocmuaHama
noAHa eBakyauusa Ha koHkpemeHma 6e3 uHmpa-
U nepuonepamuBHU yCAOXKHEHUS.

KJI4YOBU AYMU:
koHkpeMeHmM, npocmamHa ypempa, 2aHz2peHa

Ha QypHue, uucmoduke, AazepHa Aumompuncus
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CASE REPORT: A CAST STONE OF
THE PROSTATIC URETHRA AS AN
ACCIDENTALFIND IN A PATIENT WITH
FURNIER'S GANGRENE

A. Dimitroy, T. Statelov, A. Kirov, V. Popov, S. Hristoforov, I. Dimoy, l. Valentinov, E. Faridin,
M. Yakov, E. Milenkov, B. Behich
“HEART AND BRAIN"HOSPITAL, BURGAS, UROLOGY DEPARTMENT

INTRODUCTION:

A cast stone of the prostatic urethra is a rare
pathology in the routine urological practice and
in the literature. It is more common in men over
50 years of age [1]. There is a consensus that
treatment is primarily based on the size, shape,
and location of the stone in the prostatic urethra.

The aim of this report is to present a case from
our practice of a man with a cast stone of the
prostatic urethra. The pathology was discovered
incidentally during a Computed tomography (CT)
scan of the abdomen and small pelvis on the
occasion of Fournier.s gangrene.

MATERIALS AND METHODS:

A 68-year-old patient was admitted to the
surgical department of the “Heart and Brain”
Hospital in Burgas with evidence of Fournier.s
gangrene, affecting the perineum and genital
area. He had a medical history for a nephrectomy

on the left side and stabilization of the spine.
He had no voiding symptoms. He did not report
any accompanying diseases and denies any
harmful habits. A CT scan of the abdomen and
small pelvis revealed a cast calculus of the
prostatic urethra projecting into the bladder with
approximate dimensions of 65/21/26 mm and
a density of 1000 Hounsfield units (Figure 1).
The initial surgical procedure was performed by
a joint team of the Departments of Surgery and
Urology. Wound treatment was conducted as well
as orchiectomy on the left side due to testicular
necrosis. Considering the finding in the CT scan, a
cystofix was placed for urinary drainage.

After complete recovery from Fournier.s
gangrene, the patient was admitted to the urology
department for cystolithotripsy. Intraoperatively,
the most part of the stone broke off and luxated
intravesically, where it underwent Holmium:YAG
laser lithotripsy until complete disintegration.



\ XVIPYPTYHO AEYEHME HA OBCTPYKLIM
[VPOHET/ URONET Q 2°2024 O A’ AOAHITE MKOYHM MbTUILLA

)

The residual fragment was found lodged in a
formed bed in the prostatic urethra where it was
lithotripsed and evacuated.

Figure 1. CT image of the calculus in the prostatic
urethra on sagittal (left) and transverse (right) sections

RESULTS:

After a recovery period and a spontaneous
micturition without residual urine, the cifstofix was
removed. The patient is regularly followed up by a
urologist in an outpatient setting. The skin defect
from the Fournier.s gangrene was also healed
completely with a satisfactory cosmetic result.

CONCLUSION:

Stones in the prostatic urethra originate mainly
from bladder stones that have migrated there.
Rarely, they may form in situ in the presence of
a stricture, cavity, or diverticulum that opens into

the urethra [2]. Operative methods of treatment
vary. When the calculus is massive and fixed, it
can be extracted through a perineal or suprapubic
approach [2]. In most cases, transvesical access or
external urethrotomy is used [3]. In the presented
case, the applied transurethral approach is a
sparing operative method predisposing a rapid
recovery. Complete evacuation of the calculus was
achieved in the absence of intra- and perioperative
complications.

KEY WORDS:

stone, prostatic urethra, Furnier.s gangrene,
cystofix, laser lithotripsy
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CPABHUTEJIEH AHAJIN3 HA
OYHKUUOHAJNTHUTE PE3YJNITATU CNEL
GREENLIGHT JIASEPHA BANMOPU3ALUUA
HA MPOCTATHA XKJIE3A UBUTONIAPHA

TPAHCYPETPAJIHA PESEKLUA HA
NMPOCTATATA

A. Dumutpos’, A. WHangep?
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BbBEAEHUE:

CuHgpoMbm Ha goAHUmMe nukouHu Nomuwia
(CONM) npu moXke ce goaku yecmo Ha gobpoka-
vuecmBeHama npocmamHa xunepnaasua (OMX).

KauecmBomo Ha >kuBom Ha Bceku eguH Ha mpu-
Ma Mo>ke Hag 50 2soguwHa Bo3pacm e 3acezHa-
mo om CHM, goamkawo ce Ha ONX [1]. Cpeg-
Hume go mexkku cumnmomu Ha [OINX mo2am ga



(

XUPYPTUHO AEYEHWE HA OBCTPYKLMM .
HA AOAHUTE MAKOYHY MbTULLA © 272024 O YPOHET/ URONETJ

noBAuAasm gopu ncuxuyeckomo CbCMoOAHUE Ha
Moxka [2]. Npegnaazam ce Bce noBeue onepamuB-
HU Memogu 3a eHgockoncko aeueHue Ha AlX.
Yecmo Hakonko memoga ce u3non3Bam B egHa
yponoauyHa kauHuka, koemo npaBu Bvb3moxkeH
cpaBHuUMeAHUAM aHaAu3 Ha mexHume yHKuUo-
HaAHU pe3yamamu.

LEJ:

Llenma Ha npoyuBaeHmo e ga ce cpaBHAm
dyHKuuoHanHUME pe3yAmamu npu Mo>ke nog-
noxXkeHu Ha Greenlight Aa3epHa Banopu3sauuAa Ha
npocmamHama >kae3a u bunonsapHa mpaHcype-
mpaaHa pe3ekuua Ha npocmamama (BTYPIT).

MATEPUAJIU U METOAMN:

MpoyuBaHemo BkalouBa 628 6oAHU C guazHo-
cmuuupaH CONMM goakaw, ce Ha AONMX. MauueH-
mume ca nogAoXkeHuU Ha onepamuBHO AeyeHue No
eguH om gBama memoga: Greenlight XPS 180W
AasepHa Banopusauusa Ha hpocmamHama »kaesa
u BTYPIT B8 KauHukama no ypoaozusa u gemcka
ypoaozua koM ,Main-Kinzig-Kliniken, "epmaHua.
OueHABam ce caegHume pyHKUUOHaAHU pPe3yA-
mamu nocmonepamuBHo:

e CybekmuBHu

o] IPSS
o kauecmBo Ha >kuBom (QolL)
e ObekmuBHu
o] MukoBuam gebum (Qmax) om ypo-
dbArymMempusama
o] KoauuemBo ocmamuouHa ypuHa
PE3YJITATU:

AHanu3zom Ha pedyamamume nokasBa edek-
muBHocm u 3a gBama onepamuBHu Memoga. He
ce omkpuBam cmamucmuuecku 3HaUUMU pasAu-
ku meXkgy gBama onepamuBHu Memoga kakmo
npu cybekmuBHume, maka u npu o6ekmuBHume
Kpumepuu.

ObCbX/AHE:

C HaBausaHemo Ha HoBume eHgockoncku me-
mogu 3a AeueHue Ha [I1X ce noaBaBa u npegus-
BukamencmBomo 3a oueHka Ha mexHume npe-
gumcmBa u Hegocmamvuu. Peguua npoyuBaHua
nokaszBam no-gobvp npocun Ha BeszonacHocm
3a Greenlight XPS aasepHa Banopusauusa Ha
npocmamama cnpamMo ,3AamHuAm cmaxHgapme®-

TYPI npu 3anasBaHe Ha cpaBHuUMu dyHKUUOHaA-
HU pe3yamamu 3a gBama memoga [3,4]. Hy>kHu
ca gonbAHUMEAHU npoyuBaHuA C gbAb2 Nepuog
Ha npocaegABaHe, 3a ga Mo2am ga ce HanpaBam
NO-Cu2ypHU 3akAloueHUA OMHOCHO He camo edu-
kacHocmma, HO u Ha npodura Ha BeaonacHocm
Ha onepamuBHUMe Memogu.

KJ1l040BU AYMU:

Xunepnaasus, hpocmama, aHaaus, Greenlight,
AasepHa Banopusauus,bunoAdpHa mpaHcype-
mpaAHa pe3ekuus
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COMPARATIVE ANALYSIS OF THE
FUNCTIONAL OUTCOMES AFTER
GREENLIGHT LASER VAPORIZATION
OF THE PROSTATE GLAND AND
BIPOLARTRANSURETHRAL
RESECTION OF THE PROSTATE

A. Dimitrov’, A. Schneider?
1. DEPARTMENT OF UROLOGY, “HEART AND BRAIN”HOSPITAL, BURGAS
2. DEPARTMENT OF UROLOGY AND PEDIATRIC UROLOGY, MAIN-KINZIG-KLINIKEN, GELNHAUSEN,
GERMANY

INTRODUCTION:

The lower urinary tract syndrome (LUTS) in
men is commonly caused by benign prostatic
hyperplasia (BPH). The quality of life of one in
three men over the age of 50 is affected by BPH-
related LUTS [1]. Moderate to severe symptoms
of BPH can even affect a man.s mental state [2].
An increasing number of operative methods are
available for the endoscopic treatment of BPH.
Often, several methods are used in one urological
clinic, which makes a comparative analysis of their
functional results possible.

PURPOSE:

The aim of the study is to compare the functional
outcomes in men undergoing Greenlight laser
vaporization of the prostate gland and bipolar
transurethral resection of the prostate (BTURP).

MATERIALS AND METHODS:

The study included 628 patients with diagnosed
BPH-related LUTS. All patients underwent surgical
treatment using one of the two operative methods:
Greenlight XPS 180W laser vaporization of the
prostate gland and BTURP at the Department
of Urology and Pediatric Urology at the Main-
Kinzig-Kliniken, Germany. The following functional
outcomes were evaluated postoperatively:

e  Subjective

o} IPSS
o} Quality of life (QoL)
e  Objective
o] Peak flow rate (Qmax)
uroflowmetry

of the

o] Post-void residual (PVR) urine
RESULTS:

The analysis of the results showed effectiveness
for both surgical methods. No statistically
significant differences were found between the
two operative methods for both the subjective and
the objective criteria.

DISCUSSION:

With the emerging new endoscopic methods
for treatment of BPH comes the challenge of
evaluating their advantages and disadvantages.
A number of studies have shown a better safety
profile for Greenlight XPS laser vaporization of
the prostate compared to the ,gold standard”
TURP, while maintaining comparable functional
outcomes for both methods [3,4]. Further studies
with a long follow-up period are needed to be
able to draw firmer conclusions about not only the
efficacy but also the safety profile of the operative
methods.

KEY WORDS:

hyperplasia, prostate, analysis, Greenlight,
laser vaporization, bipolar transurethral resection
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PAHHU U KbCHU YCNTOXKHEHUA
CJIEQ GREENLIGHT JIA3EPHA
BAMOPU3ALUUNA HA MPOCTATHA
MKNE3A

A. Qumutpos’, A. WHangep?
1. OTAENEHWE MO YPO1OT A, MBAJT,,CbPLE N MO3bK” I'P. BYPTAC
2. OTOAENTEHUE MO YPONOTNA U AETCKA YPOJ10TUA, ,MAIN-KINZIG-KLINIKEN®, TEJTHXAY3EH,
F’EPMAHINA

BbBEJEHUE:

HobpokauecmBeHama npocmamHa Xxunep-
naasuAa (OMNX) e yecmo cpewaHo 3abonABaHe
cpeg 3acmapaBawu MuXke. Acouuupa ce ¢ npo-
2pecupaul CUHgPOM Ha goAHUME NUKOYHU NbmMu-
wa (COrr), Ha yuumo cumnmomu ce omgaBa
noHuXkeHomo kauecmBo Ha >kuBom [1,2]. Lleanma
Ha onepamuBHume mexHuku, kamo mMemog 3a
AeveHue Ha ONMX, ocBeH nogobpeHue B kauecm-
Bomo Ha >kuBom, e u noHukaBaHe Ha nepuone-
pamuBHama MmopbugHocm [3]. B moBa omHowe-
HUe mpaHcypempanHume AasepHuU onepamuBHu
mexHuku ce Hanazam kamo aamepHamuBa Ha
bunonspHama mpaHcypempanHa pesekuua Ha
npocmamama (BTYPI) [4]. Cpeg mesu onuuu ce
HapeXkga u Greenlight nazepHama Banopusauus
Ha npocmamama.

LEJT:

Lleanma Ha npoyuBaHemo e ga ce oueHAM paH-
Hume u kbcHu ycroXkHeHuA caeg Greenlight aa-
3epHa BanopusauuA Ha npocmamHama »kae3a no
noBog Ha OIX.

MATEPUAJIU U METOAMN:

MpoyuBaHemo BkalouBa 220 nauueHma, nog-
AoxkeHu Ha Greenlight XPS 180W aasepHa Bano-
pusauuda Ha npocmamuyama »kaesa no noBog Ha
OMNX 8 KauHukama no ypoaozuAa u gemcka ypo-
Aoeus, ,Main-Kinzig-Kliniken®, 'eaHxay3eH, "ep-
MaHuA. 3a aHaAu3 Ha komnaukauume ce oueHA-
Bam caegHume kpumepuu:

e paHHUMe peBu3suu, geduHupaHu kamo one-
pamuBHa Hameca no noBog kopBeHe unu
obcmpykuua 8 nopBume gBa Meceua caeg
onepauuama

® NoBMOpHO AeueHue, gepuHupaHo kamo one-
pamuBHa uHmepBeHuua om gBa meceua go 1
20guHa nocmonepamuBHo

* Hy>kgama om xemompaHcdy3uAa cAeg one-
pauuama

e nocmonepamuBHume komnaukauuu ce cme-
neHyBam cnopeg muguduuupaHama kaacu-
dukauus Ha Clavien-Dindo



\ XVPYPTVIYHO AEYEHWE HA OBCTPYKLIN
[VPOHET/ URONET O 272024 O A’ A\OAHUTE MAKOUHM MTULLIA ) 59 J

PE3YJITATU:

PaHHume peBu3uu ce gonkam Ha pemeHuusn
Ha ypuHa u xemamypua (coomBemHo 51,7% u
48,3%). Yecmomama Ha xemompaHcdy3uu no-
cmonepamuBHo e 5%. PeonepauuAa BcaegcmBue
Ha o6cmpykuua 8 pamkume Ha nopBama 1 2ogu-
Ha ce HanoXku npu 19,5% om nauueHmume. [Mo-
cmonepamuBHume komnaukauuu npu 6,36% om
nauueHmume ce kaacuduuupam kamo Clavien-
Dindo II.

ObCbX/AHE:

Greenlight nazepHama BanopusauuA Ha npoc-
mamHa >kne3a Bce no-wupoko ce emabaupa
kamo 6e3onaceH mMemog 3a onepamuBHO Aeuve-
Hue Ha OIX [5,6]. Peayamamume ca cpaBHumu ¢
pedepeHMHOMO MyAMUUEHMPUYHO npoyuBaHe
The Goliath (14,07% om nauueHmMume C yCAOXK-
HeHue, knacuduuupaHo kamo Clavien-Dindo II)
[7]. Hy>kHu ca gonoAHUMeEAHU cpaBHUMEAHU aHa-
AU3U, npegu Bcuuko cnpAmo Bce owe ,3AamHuA
cmaHgapm®- BTYPT1.

KJ1ro40BuU Aymu:

XunepnaasuAa,  npocmama,
Greenlight, nazepHa Banopu3sauun
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EARLY AND DELAYED COMPLICATIONS
AFTER GREENLIGHT LASER
VAPORIZATION OF THE PROSTATE

A. Dimitrov’, A. Schneider?
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INTRODUCTION:

Benign prostatic hyperplasia (BPH)is acommon
condition among aging men. It is associated
with progressive lower urinary tract syndrome
(LUTS), the symptoms of which are associated
with reduced quality of life [1,2]. The aim of the
operative techniques, as a treatment method
for BPH, in addition to improving the quality of
life, is also to reduce perioperative morbidity [3].
Therein transurethral laser operative techniques
are emerging as an alternative to the bipolar
transurethral resection of the prostate (BTURP)
[4]. Among these options is the Greenlight laser
vaporization of the prostate.

PURPOSE:

The aim of this study is to evaluate the early
and delayed complications after performing
Greenlight laser vaporization of the prostate gland
as a treatment of BPH.

Materials and methods

The study included 220 patients undergoing
Greenlight XPS 180W laser vaporization of the
prostate gland to treat BPH at the Department of
Urology and Pediatric Urology at the Main-Kinzig-
Kliniken, Gelnhausen, Germany. For the analysis
of the complications, the following criteria are
evaluated:

e early revisions, defined as an intervention in
case of bleeding or obstruction during the first
two months after surgery

e re-treatment, defined as an operative
intervention carried out from two months up
to 1 year postoperatively

ethe need for hemotransfusion after
operation

® postoperative complications are graded
according to the modified Clavien-Dindo
classification

RESULTS:

the

Early revisions were due to urinary retention and
hematuria (51.7% and 48.3%, respectively). The
frequency of hemotransfusions postoperatively
was 5%. Reoperation due to obstruction within
the first 1 year was necessary in 19.5% of patients.
Postoperative complications in 6.36% of patients
were classified as Clavien-Dindo II.

DISCUSSION:

The Greenlight laser vaporization of the prostate
gland is increasingly being established as a safe
method for surgical treatment of BPH [5,6]. The
results are comparable with the multicenter study
of reference- The Goliath (14.07% of patients
with a complication classified as Clavien-Dindo )
[7]. Additional comparative analyzes are needed,
primarily with the still ,,gold standard® - BTURP.

KEY WORDS:

hyperplasia, prostate, complications,
Greenlight, laser vaporization
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MUWHUMAJIHO MHBA3VBHA JIA3EPHA
EHYKJNIEALUWUA HA MPOCTATA

M. XuHkoB, M. Kones, P. lepros, Bn. bonues, Ct. AHrenos, M. leoprues*, . Cemeppxunes
BOJTHNLA JOBEPUE, COOUA
*YHUBEPCUTETCKA BONMHUUA ANEKCAHOPOBCKA, MEONLNHCKW YHUBEPCUTET- COOUA

BbBEAEHUE:

NasepHama eHykaeauuA Ha npocmama e goka-
3aH Memog 3a AeueHue Ha gobpokauecmBeHama
npocmamua xunepnaasua (OMX). Tosu memog
Ha AeueHue e cBbpaaH ¢ bvp30 BvacmaHoBABaHe
cAeg onepauusma, 6op3o 3amuxBaHe Ha cumMn-
momMume Ha goAHUA nukoyHU Nbmuwa u Hama-
AABa caegonepamuBHume ycaoXkHeHuA. MNpu Mu-
HuMaAHO uHBaszuBHama AasepHa eHykAaeauuAa Ha
npocmama (MWAEM) ce usnoazBam no muoHku
pabomHu uHcmpymMmeHmu (22CH) ¢ uen Hamans-
BaHe Ha pucka om mpaBma Ha ypempama.

LEJT:

Llenma Ha Hawemo npoyuBaHe € ga ycmaHo-
Buxme gaau HamaneHus guamemop Ha pabomHusa
UHCmMpyMeHm okasBa BauAaHue Bopxy kauecmBo-
mo Ha u3BopwBaHe Ha AasepHama eHykaeauus
Ha npocmama.

MATEPUAJIU U METOAN:

Om OkmomBpu meceu, 20232. B8 omgeneHue-
mo no yponaozaua B8 BoaHuua [JoBepue ce BoBege
MWAEI kamo HauuH Ha AeueHue Ha [OlMX. 3a ne-
puoga om 10.20232. go 07.20242. ca u3Bovpwe-
HU 126 MUAEIN. Kamo mexHuka Ha eHykaeauuA
ce u3non3Ba eH-b6nok, gBynobHa uAu mpurobHa
mexHuka. Ha Bceku eguH om nauueHmume npe-
MUHaA npe3 masu onepauus ca uscaegBaHu npe-
gonepamuBHo Qmax, PSA, Hg, u IPSS, Kamo
cobomBemHo ce cpaBHuxa cmouHocmume Ccbe

me3u B caegonepamuBHuA nepuog. 3amepu ce
cowo obem Ha eHykaeupaHama mokaH u Bpeme-
mo 3a MopceAauun.

PE3YJITATU:

HanpaBu ce pempocnekmuBeH aHanu3 3a us-
BopwBaHe Ha MUAEIT u ce ycmaHoBu, ue om 126
nauueHma: npu 1/3 (41/126) ce npunoxku gBy-
AoBbHa mexHuka Ha eHykaeauus, npu 5 nauueHma
mpunobHa mexHuka, a npu ocmaHaaume 80 na-
uueHma ce npuaoXku eH-bAok mexHuka. CpegHo
Qmax npegonepamuBHo e 6,8 ml/s, a caneg onepa-
muBHuUA usMepeH Ha Bmopa cegmMuua e 22 mi/s.
XemoznobuHa npeg u creg onepamuBHo ca ycma-
BeHu cpegeH cnag Ha cmouHocmume ¢ 9 mmol/I.
MpegonepamuBHua NCA Bapupa om cmouHocmu
4,6 ng/ml , Bonpeku moBa caegonepamuBHume
cmoUHOCMU Ha mpemu Meceu, om onepauusma
ca nog 0,3ng/ml. IPSS score npegonepamuBHo
e 22, kamo Ha mpemu meceu e cpegHo 3. Cpeg-
Hama npogbAKumeAHOoCm Ha Mopcenauus e 25
MUH, a cpegHusa obem Ha eHykneupaHa mokaH e
85 cmMm3. Mpu gBama nauueHmMu ce HanpaBu omAao-
»keHa Mmopcenauua cneg gBa gHu, nopagu kopBe-
He. PeBu3usa nopagu kbpBeHe B pamkume Ha npe-
AexkaBaHemo B BboAaHuuama He ce HabalogaBam.
4 nauueHma ca pexocnhumaausupaHu B kpasa Ha
nopBu Meceu om onepauuama nopagu kopBeHe
u xemomamnoHaga. CpegHo Bpeme 3a kameme-
pusauua e 3 gHu. 3a MOMeHmMa HAMa gaHHU 3a
ycmaHoBeHuU cmpukmypu Ha ypempama.
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OBCbX/AHE:

MUAEIT e cueypeH Memog 3a AeuyeHue Ha
gobpokauecmBeHa npocmamHa XxunepnaAasus.
Cnaeg BoBerkgaHemo My B Hawa npakmukama,
Hamupame ue He ce noBauAaBa HezamuBHo ka-
yecmBomo Ha u3BopwBaHe Ha Aa3epHama eHyk-

Aeauus Ha npocmama B cpaBHeHHue ¢ kaacuue-
ckume 26CH uHCcmpymeHmu.

KJ1O40BU AYMU:

gobpokauecmBeHama npocmamHa xunepnaa-
3uA (OMX), muHumanHo uHBa3uBHama AazepHa
eHykaeauua Ha npocmama (MUAET)

MINIMALLY INVASIVE LASER
ENUCLEATION OF THE PROSTATE

P. Hinkov, M. Kolev, R. Gergov, V. Bojchev, S. Angelov, M. Georgiev*, Y. Semerdzhiev
DOVERIE HOSTPITAL, SOFIA
*ALEXANDROVSKA” UNIVERSITY HOSPITAL, MEDICAL UNIVERSITY OF SOFIA

INTRODUCTION:

Laser enucleation of the prostate is a proven
treatment modality of benign prostatic hyperplasia
(BPH). This treathment modaliti is associated
with quick recovery after surgery, improvement
of lower urinary tract symptoms, and reduced
rate of postoperative complications. Minimally
invasive laser enucleation of the prostate (MiLEP)
uses thiner working instruments (22CH) in order to
reduce the risk of trauma of the urethra.

AIM:

The aim of our study is to determine whether
the reduced diameter of the working instruments
affects the quality of performing laser enucleation
of the prostate.

MATERIALS AND METHODS:

In October 2023 MILEP was introduced as
a method of treatment for BPH in the urology
department of Doverie Hospital. For the period
between 10.2023 and 07.2024 126 MILEPs
were performed. An en-bloc, two-lobe or three-
lobe technique was used as an enucleation
technique. On each of the patients were
examined preoperatively Qmax, PSA, Hg, and
IPSS. The values were compared with those in the
postoperative period. Volume of enucleated tissue
and morcellation time were also measured.

RESULSTS:

A retrospective analysis had been made. Of
126 patients 41 of them underwent a two - lobed

enucleation technique, 5 patients a three-lobed
technique and on the remaining 80 patients an
en bloc technique was performed. Mean Qmax
preoperatively was 6.8 ml/s, and postoperatively
measured at the second week after operation was
22 ml/s. An average drop in values of hemoglobin
was 9 mmol/l. Preoperative PSA values of araund
4.6 ng/ml were measured, however postoperative
values at the third month of surgery were below
0.3 ng/ml. IPSS score before surgery was 22, with
an average of 3 at the third month after operation.
Average morcellation time was 25 min and the
average volume of enucleated tissue was 85 cm3.
Two patients underwent delayed morcellation
after two days due to bleeding. Revision within the
hospital stay was not observed. 4 patients were
rehospitalized at the end of the first month of the
operation due to bleeding and hemotamponade.
Mean catheterisation time was 3 days. At the
moment, there is no data for urethral stricture.

DISCUSSION:

MILEP is a safe treatment modality of benign
prostatic hyperplasia. After its introduction into
our practice, we find that the quality of laser
enucleation of the prostate is not negatively
affected with the 22CH instruments, compared to
the classic 26CH instruments.

KEYWORDS:

benign prostatic hyperplasia (BPH), minimally
invasive laser enucleation of the prostate (MILEP)
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JIEMEHUE HA
MOCTNMPOCTATEKTOMHA
UHKOHTUHEHL A NMPU MDKE

H. Xanaues, . Jlo3ses, [l. 3apraun, A. Cronues, H. Cmunos
KNMHWNKA 110 YPONOTNA, MN-MBP - COONA

BbBEAEHUE:

KapuuHoma Ha hpocmamHama »kaesa e Bmo-
puAam Hau-yecmo gua2HocmuuupaH kKapuuHoM
npu mb>keme. PagukanHama npocmamekmomua
€ Memog Ha Ha u3bop 3a XUpypauuyHO AeyeHue
npu noBeyemo nauueHmu. Bonpeku Hanpegoka 6
XupypauyHama mexHuka, BvBerkgaHemo Ha po-
bomusupaHu npouegypu u gpyau HoBu AeuebHu
mMemogu, UHKOHMUHeHUUAMa Ha ypuHa ocmaga
CEepuo3HO nocmonepamuBHO ycAoXkHeHue, Bao-
waBawo kauecmBomo Ha >kuBom.

LEJT:

MpegcmaBame mpu XupypauyHu memoga Ha
AeUYeHUe Ha nocm-npocmamekmomHa UHKOH-
MmuHeHUUA npu Mo)keme - dukcupaH CAuHe,
peayaupyeM cAuHe u uskycmBeH ypempaneH
chuHkmep. AHaausupame uHgukauuume, one-
pamuBHama mexHuka u noAyyeHume om Hac
pesyamamu. AHaaudupame nokasaHusma, cne-
uudukama Ha onepamuBHUME Npouegypu U No-
AYYEHUME pesyAmamul.

MATEPUAJT U METOA4MU:

N3BopweHo e onepamuBHO AeuyeHue Ha 9 na-
uueHma ¢ ymepeHa u mexkka uHkoHmMuHeHUUA
Ha ypuHama CAeg XupypeauuHa Hameca Bopxy
npocmama - pagukanHa npocmamekmomMus UAU
mpaHcypempanHa pesdekuua. MN3BopweHu ca
npouegypu no nocmaBaHe Ha cukcupaH mpaH-
cobmypamopeH CAuHz npu 4 nauueHma, peay-
AUPYEM mpaHcobmypamopeH CAuHe npu 2-ma
nauueHma u uskycmBeH ypempaneH ccpuHkmep
npu 3-Ma navueHma.

PE3YJITATU:

Mpu yemupuma om nauueHmume c yMepeHo
uspaseHa UHKOHMUHeHuuA caeg u3BopuwBaHe-

mo Ha cauH2oBa npouegypa ce nocmuaHa gobop
kpaeH mepaneBmuueH edekm ¢ nocmuzaHe Ha
M.H. couuanHa kKoHmuHeHmMHocm, geduHupaHa
kamo u3anon3BaHe Ha He noBeue om egHa abcop-
bupawa nognoxkka Ha geH. Npu eguH om nauu-
eHmume ¢ me>kka uHkoHmuHeHuUuUA u nocmaBaHe
Ha peayAupyeM CAuHe cnaeg cBanAHe Ha kame-
mepa u nopBoHauareH gobop edpekm Hacmonu
BmopuuHo BrowaBaHe, koemo HaroXku noBmop-
Ha npouegypa 8 pamkume Ha 3 cegmuuu c go-
noAHUMeAHa kopekuusa Ha onobHa Ha CAUH2a, CAEg
koemo ce nocmueHa npuemauBa 3a nauueHma
koHmuHeHmHocm.llpu eguH oM nhauueHmume ¢
me>kka uHkoHmMuHeHUUA U nocmaBeH cAuHe ce
omueme HesagoBoaumeneH edekm c nepcuc-
mupaHe Ha uHkoHmuHeHuuama. NMpu mpuma om
nauueHmume ¢ mexkka uHKOHMUHeHuUuUA ce no-
cmaBu uzkycmBeH ypempaneH cdpunHkmep, kamo
caeg akmuBupaHemo My nauyueHmume Omuu-
mam npuemMaAuBa koHmuHemHocm.

3AKJIIOYEHUE:

MHkoHmuHeHuuAMa npu MoXkeme MoXke ga
H6oge ycnewHo kopuaupaHa Cc pasAuyHU onepa-
muBHU Hamecu, npu cna3BaHe Ha cbomBemHu-
me uHgukauuu 3a max. MNpegBug dpuHaHcoBama
cmouHoCcm Ha u3noA3BaHume koHcymamuBu,
CAOXKHOCMMa Ha npouegypama u HUBomo Ha ou-
akBaHus om cmpaHa Ha nauueHmume, cyumame
ye e ygauHo koHueHmpupaHemo Ha mo3u mun
namonozua B cneuuaAu3upaHu ueHmMpoBe ¢ He-
obxogumomo obopygBaHe u onum.

KJ10O40OBU AYMU:

pagukanHa npocmamekmomus, UHKOHMUHEH-
UUA Ha ypuHa npu MobXke, cAuH20Bu onepauuu,
uskycmBeH ypuHapeH cchuHkmep
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TREATMENT OF POST-
PROSTATECTOMY INCONTINENCE

N. Halachev, P. Lozevy, D. Zargani, A. Stoychev, N. Smilov
CLINIC OF UROLOGY, MEDICAL INSTITUTE-MINISTRY OF INTERIOR-SOFIA

INTRODUCTION:

Prostate cancer is the second most common
type of cancer diagnosed in men. Radical
prostatectomy is method of choice for surgical
treatment in most cases. Despite the advancement
in surgical technique, introduction of robotic
procedures and other new treatment modalities,
urinary incontinence remains an issue regarding
the quality of life after treatment.

PURPOSE:

The aim of this report is to present three
different types of surgical approaches for
treatment of post-prostatectomy incontinence
after radical prostatectomy - a fixed sling,
adjustable sling and artificial urethral sphincter.
We analyze the indications, surgical methodology
and postoperative results.

MATERIALS AND METHODS:

We present a case series of 9 patients
diagnosed with prostate cancer and treated
with radical prostatectomy. All of them are with
post-procedural moderate or severe urinary
incontinence. A fixed transobturator sling was
placed on 4 of them, 2 were treated via adjustable
obturator sling and 3 had an artificial urinary
sphincter implanted.

RESULTS:
In 4 of the patients with moderate incontinence

after sling procedure we had a good results and
they were able to achieve “social continence”,
defined as use of no more than one absorbing
pad per day. In 1 patient with severe incontinence
who was treated with adjustable sling we also had
a good result, but 3 weeks later a new onset of
incontinence symptoms was established; in this
situation we adjusted the tension and achieved
satisfactory results. One of the patients with
severe incontinence reported dissatisfactory result
and persisting of symptoms after sling placement.
Artificial urinary sphincter was implanted in 3
patients with severe incontinence and after
activation of the device they were with very good
continence status.

CONCLUSION:
Urinary incontinence in males can be
successfully treated with different surgical

methods following the indications for them.
Considering the financial value of the cosumables
used, the complexity of the procedures and the
level of expectations from patients, we believe that
it is appropriate this type of urologic conditions to
be concentrated in specialized centers with the
necessary equipment and experience.

KEY WORDS:
radical prostatectomy, male incontinence,
urinary incontinence, slin operation, artificial

urinary sphincter
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12-MECEYEH OMNMUT C XOJIMUYM:ATr
NNASEPHA TPAHCYPETPAJIHA
AHATOMUWYHA EHYKJIEALIUA HA
NMPOCTATHATA XJIE3A - XUPYPITNYHW
PE3SYJITATU N YCNTIOXKHEHUA

I. Xpucros', U. Bbnkanos', C. BbnkaHos'?, B. Maenos', C. Menes’, [I. LiBeTkos', M. loikoB'>
'KNMMHUKA MO YPONIOTUA, YMBAN , KACMENA” - nJosAamB
2KATE):I,PA no,yponorma n oA MEQVMUNHA®, MEONUMNHCK YHUBEPCUTET - NJIOBAWMB

BbBEJEHUE:

Cneg nopBama nybaukauua Ha [uauHk npes
1998 2oguHa, XOAMUyM:A2 Aa3epHama eHykaea-
uuA Ha npocmamuama >kaesa (HOLEP) ce goka-
3a, kamo MuHumanHo uHBa3uBHa u obem Hesza-
Bucuma xupypauyHa npouegypa 3a AeuyeHue Ha
gobpokauecmBeHama npocmamHa xunepnaasus
(Arxy (1). C omauyHUME Cu paHHU U KoCHU Xu-
pypauyHu pesyamamu, HOLEP Bce noBeue ce
ymBoprkgaBa kamo HagekgHa aamepHamuBa
Ha mpaHcypempanHama bunoaspHa pesekuus
(TYPIT) u npocmama ageHomekmomusa (2,3)

LIEJT:

Ha npegcmaBum HawuA 12-meceueH onum C
XOAMUYM:A2 Aa3epHa eHykaeauuAa npu  Xupyp-
2U4YHOo AeyeHue Ha OlX

KJ1ro4oBuU Aymu:

XoAMyuM:A2 nasepHa eHykaeauuna, gobpoka-
uecmBeHa npocmamHa xunepnaasusa, Xupypauu-
HU pe3yAamamu U yCAOXKHEHUA

MATEPUAJTIUMETO/L:

3a nepuog om 12 meceua obwo 75 nauueHmu
c OMNX ca nekyBaHu upe3 HoLEP B8 kauHukama no
Yponoaua npu YMBAA ,Kacnenaa“ gpag NaoBguB.
M3noa3Ba ce 100W Ho:YAG aasep Ha Quanta ¢
pasMep Ha nasepHomo BaakHo om 550 mukpo-
Ha. AasepHume napamempu baxaom 1,5 J-2.5J u
30-50 Hz. Bcuuku nauueHmu 6axa oueHeHuU npe-
gonepamuBHO upe3: MeXkgyHapogeH npocma-
meH cuMnmomamuueH uHgekce (IPSS), kauecmBo
Ha >kuBom (Qol), makcumaneH gebum Ha nomo-
ka Ha ypuHama (Qmax), ocmambuHa ypuHa cAeg
mMukuusa (OY), npocmamocneuuduyeH aHmuzeH
(PSA) u uamepBaHe Ha obema Ha uAarama npoc-
mama upe3 cynpanybuuHa exozpacdua ¢ NOMo-

wma Ha koHBekceH mpaHcglocep.KAuHUYHUME
pesyamamu om onepamuBHama mexHuka ce
omuemoxa Ha 1-3-6mu nocmonepamuBeH mMeceu
.YcnokHeHuama 6Aaxa kaacudpuuupaHu cnopeg
MoguduuupaHama ckaaa Ha Clavien-Dindo.

PE3YJITATU:

CpegHama Bvo3pacm Ha nauueHmume 6e
68,1 (57—79,25) 20guHU , a cpegHUAM npegone-
pamuBeH obem Ha npocmamama - 85 (45—125)
MA. CpegHomo onepamuBHo Bpeme bGewe 85
(65—105) MuHymu. YcaoxkHeHua no Clavien 1 ce
cpewHaxa npu 5 nauueHma (6,9%), npu 7 nauu-
eHma ce omueme Clavien 2 (9,2%), a npu wecmu-
ma Clavien 3b (8%). Mo Bpeme Ha koHmpoaama
Ha wecmus Meceu cpegHua obem Ha npocmama-
ma 6e (15,5 MA), a omuemeHume pedyamamu npu
ocmaHanume nokazamenu 6axa kakmo caegBa:
I-PSS 6(5-12), QoL 2(0-4), PSA 0,97(0,32-1.61ug/l),
Qmax 22.18 (13.28—31.08mn/c), OY 22(0-44mn).

ObCbX/AAHE:

HoLEP e BucokoedekmuBHa, MUHUMAAHO UH-
Ba3uBHa npouegypa, cBop3aHa ¢ Hucka uHmpa-
u nocmonepamuBHa 3aboaeBaeMocm U OMAUYHU
dyHkuuoHanHU pe3yamamu. Bcuuko moBa gaBa
OocHoBaHue masu npouegypa ga ce cuuma kamo
HanoAHO koHkypeHmeH npemeHgeHmM 3a npusa
»3NameH cmaHgapm® B xupypau4yHomo AeueHue
Ha COMM BcaegcmBue Ha gobpokauecmBeHa
npocmamHa xunepnaasus.

bUBJINOTPA®UA:
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12-MONTH EXPERIENCE
WITH HOLMIUM: YAG LASER
TRANSURETHRAL ANATOMIC
ENUCLEATION OF THE PROSTATE
GLAND - SURGICAL OUTCOMES AND
COMPLICATIONS

G. Hristov', I. Valkanov', S. Valkanov'?, V. Pavlov', S. Penev', D. Tsvetkov', M. Doykov'>
'CLINIC OF UROLOGY, UNIVERSITY HOSPITAL ,KASPELA” - PLOVDIV
’DEPARTMENT OF UROLOGY AND GENERAL MEDICINE, MEDICAL UNIVERSITY - PLOVDIV

INTRODUCTION:

Since Gilink.s first publication in 1998, holmium:
YAG laser enucleation of the prostate (HOLEP)
has proven to be a minimally invasive and size-
independent surgical procedure for the treatment
of benign prostatic hyperplasia (BPH) (1). With its
excellent early and late surgical outcomes, HOLEP
is increasingly established as a viable alternative
to transurethral bipolar resection (TURP) and
prostatectomy (2,3).

OBJECTIVE:

To present our 12-month experience with
holmium: YAG laser enucleation in the surgical
treatment of BPH.

KEYWORDS:

Holmuim laser: YAG enucleation, benign
prostatic hyperplasia, surgical outcomes and
complications

MATERIAL AND METHOD:

During a 12-month period, a total of 75
patients with BPH were treated by HoLEP at
the Urology Clinic of the Kaspela University
Hospital in Plovdiv. A 100W Ho: YAG laser from
Quanta with a laser fiber size of 550 microns
was used. The laser parameters were from 1.5
J-2.5 J and 30-50 Hz. All patients were evaluated

preoperatively by international prostate symptom
score (IPSS), quality of life (QoL), maximum urine
flow rate (Qmax), residual urine (RU), prostate-
specific antigen (PSA) and whole prostate volume
measurement by suprapubic ultrasonography
using a convex transducer. Clinical results of the
operative technique were reported on the 1-3-
6th postoperative months. Complications were
classified according to the modified Clavien-
Dindo scale.

RESULTS:

The mean age of the patients was 68.1
(57-79.25) years, and the mean preoperative
prostate volume was 85 (45-125) ml. The mean
operative time was 85 (65-105) minutes. Clavien
1 complications occurred in 5 patients (6.9%),
Clavien 2 was reported in 7 patients (9.2%), and
Clavien 3b was reported in six patients (8 %). During
the sixth month follow-up, the mean prostate
volume was (15.5 ml) and the results reported for
other parameters were as follows: [-PSS 6(5-12),
QoL 2(0-4), PSA 0.97(0.32-1.61pg/l), Qmax 22.18
(13.28-31.08ml/s), RU 22(0-44ml).

CONCLUSIONS:

HoLEP is a highly effective, minimally invasive
procedure associated with low intra- and
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postoperative morbidity and excellent functional
outcomes. The results suggest that this technique
is a fully competitive contender for the ,gold
standard” prize in the surgical treatment of BPH
due to benign prostatic hyperplasia.
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KIMHUYHU CJTYHAU HA
PEKOHCTPYKLUA HA YPETPA-
ABYETAINMHA TEXHUKA U
AYTMEHTALUWOHHA TEXHUKA C
F'PAOT OT bBYKAJIHA IUTABULIA

C. Crannmupos, . BbToB, B. CaBueHKo, J1. UBaHoBa, Y. CnaBoB
KJIMHUKA MO YPONOIrnAa YMbBAN ,0EBA MAPUA", TP. BYPTAC

BbBAEHUE:

YpempanHama cmpukmypa € yecmo cpewaH
ypono2uyeH npobaem,c Hal-20AAMO pasnpoc-
mpaHeHue npu chabopas3Bumu cmpaHu. Ype-
mpaAHuU cmpukmypuumam 3Ha4yumeAHO UKOHO-
mMuuecko BoageucmBue u mexkecm.

YpempanHama pekoHcmpykmuBHa xupypauA
yecmo Moyke ga Hoge cnoXkHa,omHema Bpeme.

LENT:

MpegcmaBame gBa KkAUHUYHU CAyuyasa Ha
ypemponaacmuka,koumo npegcmaBaAaBam uH-
mepec nopagu gonbAHUMEAHU hpugpy>kaBawu
yBpexkgaHusa Ha ypempama,koumo gonoAHUMEA-
HO yCAOXKHUXa NAacmuyHomo um Bo3cmaHoBA-
BaHe.

MATEPUAJIU U METOAMN:

KAuHuueH caydau 1: MopBuAam nauueHm e Mok
Ha 652.[lauueHmom nonaga no cnewHocm B kau-
Hukama no ypoAozuA ¢ (bAe2MOH Ha Ha NEPUHEYM
u ckpomym.Caeg Xupypa2uuHo u aHmubuomuuHo
AeUeHue ce caHupa 2HouHomo ozHuuwe./IMawe
AUNCa Ha ypempa Ha npomexkeHue okono 5¢cm.B
obaacmma Ha nepuHeyma.N3Bopwiu ce gByeman-

Ha pekoHcmpykuuA Ha ypempa ¢ usnoa3BaHemo
Ha epacdhm om OBykanHa AuzaBuua u npenyuuym.
[Bama emana Ha pekoHcmpykuuA ce usBbpuwiuxa
8 nepuog npe3 mpu Meceua.

KAUHUYEeH cAayyal 2: Bmopuam KAUHUYEH CAy-
yau,koumo npegcmaBame e Ha MAag Mok Ha 35e.
Cneg bumoBa ,3akpuma mpaBma 8 obracmma Ha
neHuca U nepuHeymMa Ha nauueHma e nocmaBeHa
uucmocmoma nopagu pemeHuUA Ha ypuHa.Ycma-
HoBeHa e nocmpaBmamuyHa cmpukmypa Ha ype-
mpama u usBbpuweHa mMepMUHO-MepMUHaAHa pe-
koHcmpykuus 8 gpyeo reuebHo 3aBegeHue,koAamo
€ HeycnewHa.Cnaeg usBopweHa ypempoezpadus B
Hawama kauHuka ycmaHoBuxme nepcucmupawa
cmpukmypa Ha ypempama 8 nepuHeanHama yacm
Ha ypempa.Cmpukmypama bewe Ha 20AAMO Npo-
mexkeHue,c 2pyb Bug.N3Bvopwu ce ayameHma-
UUOHHa pekoHcmpykuuA Ha ypempa ¢ uanoa3BaHe
Ha epacdm om bykanHa AnuzaBuua.

3AKJIKOYEHUE:

[Bama cayuaa npegcmaBaAaBaxa npegusBu-
kamencmBo 3a onepamuBHuAa Hu ekun.Caeg us-
BopweHume XupypauyHu Hamecu,navuueHmume
Bv3cmHoBuxa cnoHmaHHa Mukuusa.He Habaloga-
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Baxme ycnoXkHeHuA B paHHUA U KbceH nocm one-
pamuBeH nepuog.

A/Z1PEC 3A KOPECITOHAEHLWNA:

O-p C. CmaHumMupoB

YMBAA ,,[JeBa Mapusa“, 2p,bypaac
Tel.0896303348
drs.stanimirov@gmail.com

CLINICAL CASES OF URETHRAL
RECONSTRUCTION - TWO-STAGE
TECHNIQUE AND AUGMENTATION
TECHNIQUE WITH BUCCAL MUCOSAL
GRAFT

S. Stanimirov, P. Vatov, V. Savchenko, L. Ivanova, Ch. Slavov
CLINIC OF UROLOGY,UNIVERSITY HOSPITAL “DEVA MARIQ” BURGAS

INTRODUCTION:

Urethral stricture is a common urological
problem, with the highest prevalence in
underdeveloped countries. Urethral strictures
have significant economic impact and weight.
Urethral reconstructive surgery can often be
complex,it takes time.

MATERIALS AND METHODS:

Clinical case 1: The first patient is a 65-year-
old man. The patient was urgently admitted to the
urology clinic with phlegmon on the perineum and
scrotum. After surgical and antibiotic treatment,
the purulent focus was cleaned. There was a
lack of urethra for about 5 cm in the area of the
perineum. .Atwo-stage urethralreconstruction was
performed using a buccal mucosa and prepution
skin graft.The two stages of reconstruction were
performed over a period of three months.

Clinical case 2: The second clinical case we
present is of a 35-year-old young man. After closed
trauma in the area of the penis and perineum,
the patient was placed with a cystostomy due

to retention of urine. A post-traumatic urethral
stricture was established and end-to-end
reconstruction was performed in another medical
institution, which was unsuccessful. After a
urethrography was performed in our clinic, we
found a persistent stricture of the urethra in the
perineal part of the urethra. The stricture was
of a large extent, with a rough appearance. An
augmentation reconstruction of the urethra was
performed using a buccal mucosa graft.

CONCLUSION:

Both cases represented a challenge for our
operative team. After the surgical interventions,
the patients recovered spontaneous miction. We
did not observe complications in the early and late
post-operative period.

ADDRESS FOR CORRESPONDENCE:

Dr. S. Stanimirov

University Hospital “Deva Mariq”, Burgas

Tel. 0896303348

drs.stanimirov@gmail.com
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NIA3EPHA XUPYPIr1a HA MPOCTATATA
NPU TPAHCCEKCYAJTHA XKEHA
CJNIEQ MOJIOBOMOTBbPXAABALLA
OMEPALIUA

. KanueB mn, U. Kanues, H. Kepunes, A. An6asatn, K. Aines, M. leoprnes
MBAJ1 CB. BOIrOPOANLIA, COOUA
KITMHWKA MO YPONOTIMA, YMBAN “ANTEKCAHOPOBCKA”

BbBEJEHUE:

B Bovazapusa 0,21% om HaceneHuemo, UAU
14 000 gywu, ce onpegeasm kamo mpaHccek-
cyanHu. FoAAM npoueHmM om mAX ce hogAaazam
Ha gbA2020guUWHa XOPMOHaAHa mepanuA u/uAu
XupypauyHa uHmepBeHuuA 3a CMAHA Ha noAa.
B xoga Ha onepauuAma He ce npemaxBa npoc-
mamHama »kae3a, koemo Bogu go HapacmBaHe
Ha BbpoA Ha nogobHu nauueHmMu ¢ onaakBaHuA
om goAHU nukouyHu nomuuwia. NocmaBa ce cowo
maka Bbnpocom 3a ambyramopHo npocaegABa-
He u npodurakmuka Ha npocmamHua kapuuHom
B masu epyna om HaceAeHuUemo.

KJINHWUYEH CJTYYAN:

Kacae ce 3a mpaHccekyaneH nauueHm Moyk-
kom->keHa Ha 372., npeMuHaA onepauuf No CMfA-
Ha Ha noAa U hpuemaw, aHmuaHgpoz2eH, ecmpo-
2eH U npo2ecmepoH om 7 20guHU.

LEJI:

Llenma Ha uHmepBeHuusma 6ewe ocBoboxk-
gaBaHe Ha npocmpaHcmBo B MankuAa mas ¢ uea
ygoakaBaHe Ha HeoBazuHa.

METO/:

M3BopweHa bewe Banopopesekuusa Ha npoc-

mamHama >kae3a nocpegcmBom AasepHa cuc-
mema Tyauym 200W.

PE3YJITATU:

Onepauusma npemMuHa 6e3 ycnoXkHeHus. Ype-
mpanHuAam kamemvp ce cBaau Ha Bmopu no-
cmonepamuBeH geH. BoacmaHoBeHa cnoHmaHHa
mMukuusn. He ce e HabalogaBana BmopuuHa xema-
mypusA UAU UHKOHMuUHeHUuA. KoM MOMeHmMa na-
uueHmMbm npunaza exegHeBHoO ekcnaHgepu Ha
HeoBazuHa. lMpu HesagoBoAumeneH pesyamam,
npegcmou ayameHmauua Ha HeoBAaz2anuwemo B
npokcumManHua My kpaud ¢ uaneymMm caeg 1 2oguHa.

OBCbX/AAHE:

OHec moBa ca pegku cayuvau B npakmuka-
ma, HO Cc oz2Aaeg cBemoBHumMe meHgeHuuu, ce
npegnonaza maAxHomo 3advecmnABaHe. Onepa-
muBHama Hameca e cpaBHuUmMeAHO cmaHgapmu-
3upaHa. NpocaegaBaHemo u npodurakmukama
om 2aegHa mouka Mov>kkama noaoBa cucmema u
eHgokpuHHama mepanus, 3ampygHaBa kAuHuu-
Hama npeueHka.

A/ZJPEC 3A KOPECITOHAEHLUA:

O-p Vaua KanueB

00359 899 227 106
i.i.kalchev@mail.bg
KauHuka no yponoaus,
YMBAA , AnekcaHgpoBcka“
MBAA ,,CB. Bozopoguua“
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LASER PROSTATE SURGERY ON
A TRANSSEXUAL WOMAN, POST
GENDER-AFFIRMING OPERATION

I. Kalchev Jr, I. Kalchey, N. Kefiley, A. Albayati, K. Yanev, M. Georgiev
ST. BOGORODITSA HOSPITAL - SOFIA
UNIVERSITY HOSPITAL“ALEXANDROVSKA", DEPARTMENT OF UROLOGY

INTRODUCTION:

Transsexual individuals represent 0,21% of
the Bulgarian population, which estimates to 14
000 people. A vast majority of the said group
undergoes extensive hormone therapy and/or
gender-affirming surgery.

In the course of the procedure the prostate
is not removed, leading to increasing numbers
of transsexual patients with obstructive voiding
symptoms. All of this rises the discussion of
screening and management of prostate carcinoma
in mentioned patients.

CLINICAL CASE:

A male-to-female transsexual patient, 37 years
of age, who underwent gender-affirming surgery
and receives hormone feminization therapy over
the course of 7 years.

AIM:

The aim of the intervention was creating
space in the pelvis for a follow-up neovaginal
augmentation.

MATERIALS AND METHODS:

The surgical technique of choice was laser

vaporesection of the prostate via Thulium 200W
system.

RESULTS:

The surgery was performed with no
complications. The urethral catheter was removed
on the second post-op day. Spontaneous urination
was recovered. No haematuria or incontinence
were observed. At the moment the patient applies
neovaginal expanders daily. Should the result be
unsatisfactory, neovaginal plastic surgery will be
performed in 1 year.

DISCUSSION:

Nowadays similar cases are scarce, but taking
into consideration global tendencies, increasing
frequency is expected. The surgical technique
is standard. However, the management and
screening of the male genitourinary tract, while
hormone therapy is applied, complicates the
clinical assessment.

ADRESS FOR CORRESPONDENCE:

Dr. lliya Kalchev

00359 899 227 106
i.i.kalchev@mail.bg

University Hospital Alexandrovska,
Department of Urology

St. Bogoroditsa Hospital - Sofia



[ YPOHET/URONET Q 272024 O

XVPYPTMYHO AEMEHME HA OBCTPYKLINN
HA AOAHUTE MNKOYHW MBTULLA

)

WHUUAEHTEH PAK HA MPOCTATATA
CNEQ TPAHYPETPAJIHA PE3EKLUA
N EHYKJEALUA C XONTMUYM
JIA3EP HA MPOCTATATA: YECTOTA
N NMPEACKA3BALLU GAKTOPU 3A
KNWHUYHA MPOrPECUA

A. Wnmukos, A. A. Wnwkos
YMBAN,NNoBANB” AL, YPONOIMYHA KITMHUKA, NMJIOBAWB

LIENN:

[a ce onepegeAu yuecmomama Ha cAy4YauHuA
pak Ha npocmamama (iPCa) u ga ce ugeHmu-
duuupam npegckaszyemume ¢akmopu 3a npo-
g2pecusd Ha npocmamHusa kapuuHom([K) caeg
eHykaeauusa ¢ xoAMueB Aa3ep Ha npocmamama
(HOLEP) uau mpaHcypempanHa pe3ekuua Ha
npocmama(TYPIT).

MATEPUAJIUMETOA4UN:

N3BopweH e pempocnekmuBeH npeaneg Ha
Bcuuku cayuau Ha iPCa(258 nauueHma), guagHo-
cmuuupaHu caeg npouegypu ¢ HoLEP uau TYPI
3a nepuoga om 2015 go 2023 zoguHa. iPCa ce
onpegena kamo ,pak 6e3 cuMnmomu” — Hal —
uecmo AekyBaHu no noBog cumMnmomMu Ha go-
AHUME nukouHU Nbmuwia u Hucku cmouHocmMu Ha
MNCA. JuasHo3ama e nocmaBeHa XucmoAo2u4YHO
nocmonepamuBHo. AHaAu3upaHume npegonepa-
muBHuU napamempu BkalouBam Bo3pacm, uHgekc
Ha meAecHa Maca, ynompeba Ha UHxubumo-
pu Ha 5-anda-pegykmasama, PSA, pasmep Ha
npocmamama, nAomHocm Ha PSA u aHamHesa
3a ompuuameAHa npocmamHa buoncuAa. 3a ga
ce oueHu Bpvskama mexgy kauHuuyHUmME U ge-
Mozpadckume npomMeHAuBu, bewe u3BopweH
AO2UCMUYEH pe2pecuoHeH aHaaus, kopuzsupaH
¢ MHokecmBo npomeHAuBu. Hue cowo maka
OUEHUXMe UHMpaonepamuBHume u caegonepa-
muBHuUMe pe3yamamu cpeg me3u mpu 2pynu.
'PaHUYHama cmouHocm 3a nocmonepamuBHuA

PSA 6ewe onpegeneHa Ha 2 ng/mL. Pazgeauxme
nauueHmume Ha gBe epynu: akmuBHo Habaloga-
BaHu 6e3 mepanua u akmuBHo HabalogaBaHu c
nocmonepamuBHa mepanus.

PE3YJITATU:

Pesyamamume 3aBucAm om XxupypauuyHume
YMeHUA Ha onepamopa, obema Ha npocmama,
cmeneHma Ha 3anokauecmBeHocm u npegonepa-
muBHUmMe cmouHocmu Ha [lNCA. lNMpozpecusma
Ha K ce nogo3upa upe3 noBuwaBaHe Ha PSA
om u3xogHomo HuBo caeg HOLEP uau TYPIT u ce
nomBoprkgaBa om npoespecupaHe Ha 3aborABa-
Hemo.

3AKJIIOYEHUE:

B moBa npoyuBaHe nocmonepamuBHuAm
PSA Hag 2 ng/mL e eguHcmBeHuam He3aBucum
puckoB dakmop 3a npozpecua Ha iPCa caeg
HoLEP. NauueHmume ¢ nocmonepamuBeH PSA >
2 ng/mL mpAabBa ga ce cuumam 3a U3A0XKeHU Ha
puck om npoezpecusa u mo>ke ga usuckBam paHHO
AeuebHO AeueHue uAu no-BHuMameAHO npoche-
gABaHe B caegonepamuBHuA nepuog, ocobeHo
kozamo moBa e cBbpaaHo ¢ T1b cmagul Ha 3a-
H6oaAaBaHemo.

KJI4Y0BU JYMU:
[obpokauecmBeHa xunepnaa3us Ha npoc-

mamama, NasepHa eHykaeauus, TYPI1, Pak Ha
npocmamama
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INCIDENT PROSTATE CANCER AFTER
TRANSURETHRAL RESECTION AND
HOLMIUM LASER ENUCLEATION
OF THE PROSTATE: INCIDENCE
AND PREDICTORS OF CLINICAL
PROGRESSION

D. Shishkov, D. D. Shishkov
UMBAL,PLOVDIV* JSC, UROLOGY CLINIC, PLOVDIV

OBJECTIVES:

To determine the incidence of incident prostate
cancer (iPCa) and identify predictors of prostate
carcinoma (PC) progression after holmium laser
enucleation of the prostate (HoLEP) or transurethral
resection of the prostate (TURP).

MATERIAL AND METHODS:

A retrospective review of all cases of iPCa
(258 patients) diagnosed after HoLEP or TURP
procedures from 2015 to 2023 was performed.
iPCa is defined as ,,cancer without symptoms”
- most often treated for lower urinary tract
symptoms and low PSA levels. The diagnosis was
made histologically postoperatively. Preoperative
parameters analyzed included age, body mass
index, use of 5-alpha-reductase inhibitors, PSA,
prostate size, PSA density, and history of negative
prostate biopsy. Toassesstheassociation between
clinical and demographic variables, logistic
regression analysis adjusted for multiple variables
was performed. We also evaluated intraoperative
and postoperative outcomes among these three
groups. The cut-off value for postoperative PSA
was set at 2 ng/mL. We divided the patients into

two groups: actively observed without therapy
and actively observed with postoperative therapy.

RESULTS:

Outcomes depend on the surgical skill of the
operator, prostate volume, grade of malignancy,
and preoperative PSA values. PC progression is
suspected by an increase in PSA from baseline
after HoLEP or TURP and confirmed by disease
progression.

Amongpatientswithouttherapypostoperatively,
carcinoma progression occurred in an average of
17% and after 29 months.

CONCLUSION.

In this study, postoperative PSA above 2 ng/
mL was the only independent risk factor for
iPCa progression after HoLEP. Patients with
a postoperative PSA > 2 ng/mL should be
considered at risk of progression and may require
early curative treatment or closer follow-up in the
postoperative period, especially when associated
with T1b stage disease.

KEYWORDS:

Benign prostatic hyperplasia, Laser enucleation,
TURP, Prostate cancer
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AUNATHOCTUKA HA KTUHNUYHO
3HAYUM NMPOCTATEH KAPLUMHOM -
EOUKACHOCT HA MPT/YNITPA3BYK
HACOYEHATA TAPTETHA BUOINCHUA

B. Topoposa’, O. 'bues’, K. Xpucros', K. NMetkosa', U. Cantupos’, M. Muxainosa*
'KINMHUKA YPONOT A, KATELPA YPONOIMA M HEOPOOT A, BOEHHOMEOMLMHCKA
AKAIOEMWA, COOUA, BBJZITAPUA
2KNMHUKA MO HYKNEAPHA MEONUNHA, YHUBEPCUTETCKA CIELUMATTN3NPAHA BOJTHULA 3A
AKTWMBHO NEYEHWME MO OHKONOTNA ,MPO®. NBAH YEPHO3EMCKIW*, COOUA, BbJITAPUA

BbBEAEHUE:

HuazHocmuuupaHemo Ha npocmamHusa kap-
uuHoM ocmaBa npegusBukamencmBo, usuckBa-
WO npuAazaHemo Ha mMemogu, nocmuzawu 6a-
AaHC MeXkgy mouHocm u uHBa3uBHocm. 3a ga ce
nogobpu paHHama guasHocmuka npu oueHka-
ma Ha pucka om kAuHUYHO 3Hauumo 3abonABa-
He, BbB Bpememo ca pa3pabomeHu u BHegpeHU
HoBu guagHocmuyHu Memogu. MagHumHo peso-
HaHcHama momozpadua (MPT) ce e ymBopguaa
kamo cmaHgapm cpeg obpasHume uscaegBaHus
3a guagHocmuka Ha pak Ha npocmamama. CmaH-
gapmu3upaHama cucmema Prostate Imaging
Reporting and Data System (PI-RADS) kamezopu-
3upa Ae3uume, cychekmHu 3a npocmameH kap-
UUHOM, chopeg pesyamamume om MPT, onpege-
AAuku BepoAamHocmma 3a HaAuuue Ha KAUHUUHO
3HauumMo 3abonnaBaHe. MPT/yampa3Byk Hacoue-
Hama dlo>koH mapaemHa buoncuna e obewaBaw
Memog B XucmoAO2UYHOMO guagHocmuuupaHe
Ha npocmameH kapuuHoM, koumo cvuemaBa
obpasu om BucokocneuuanuzupaHomo obpasHo
uscaegBaHe ¢ mesu, noAyyeHu B peanHo Bpeme
upe3 yampasBykoBo uszcaegBane.

MATEPUAJIU U METO/AN:

MpoBege ce pempocnekmuBHo npoyuBaHe Ha
MeguuuHckume gaHHu Ha 380 nocaegoBamenHu
nauueHma 3a nepuog om AHyapu 2020 2. go KOau
2023 e. MNMauueHmume BkaloueHu B uscaegBaHe-
mo 6Axa coc 3aBuweHu cmoUHocmu Ha moma-
AEH npocmamHo cneuuduueH aHmuzeH (MIMNCA).
Mpu Bcuuku mAx ce npoBege MazHUMHO pe3o-
HaHCHa momozpacdua Ha npocmamHama >kKAesa.
IHaHHume 3a Aesuu om MPT ce kamezopusupaxa
no PI-RADS v2.1 cucmemama. lNpu Bcuuku na-
uueHmu ¢ Ae3uu ¢ oueHka paBHa, uAau no-Buco-

ka om PI-RADS 3 ce npoBege MPT/Y3-HacoueHa
dlo>koH mapeemHa buoncusa Ha npocmamHama
Kneza. [MoAyyeHume XxXucmonamoAO2UUHU pe-
3ynmamu 6Aaxa nogaoXkeHu Ha cmamucmuuecku
aHaAus.

PE3YJITATU:

CpegHama Bo3pacm Ha nauueHmume B npo-
yuBaHemo bewe 65.7 + 7 2oguHu. CmouHocmu-
me Ha ml1CA 6axa 31.36 + 7.21 ng/ml, a cpeg-
Huam obem Ha npocmamHama >kne3a bewe 53.6
+ 15.4 cc. MNpu 74.6% om nauueHmMume guau-
manHomo pekmaaHo u3caegBaHe He ycmaHoBu
npomMeHu B npocmamama CbMHUMEAHU 3a pas-
Bumue Ha kapuuHoM. MNpu 25.4% om nauueHmu-
me, umawe makuBa npomeHu. Mpu 32.4 % om
npoBegeHume MPT ce ycmaHoBaB8am aAe3uu c
ouerka no PI-RADS 3, npu 47.7 % - PI-RADS 4 u
npu 18.9 % - PI-RADS 5. B 56.2 % om cayyaume
¢ ycmaHoBeHu om MPT aAe3uu, me 6saxa nokanu-
3upaHu B nepudepHama 30Ha Ha npocmamama,
28.4 % - B mpaH3umopHama, 9.5 % - BolB du-
H6pomyckyrapHama 3oHa u 5.9 % 6axa anukanHu.
25.4 % om nauueHmMume noAy4yuxa HezamuBeH
3a kapuuHOM xucmonamoAO2uYeH pe3dyamam u
b6Axa guasHocmuuupaHu ¢ gobpokauecmBeHa
npocmamuya xunepnaasus; 49.2 % om nauueH-
mume NoAyYUXa XUuCmonamoAO2UUYEH pe3yamam
3a hpocmameH kapuuHoMm, kaacuduuupaH kamo
low grade, a npu 25.4 % - kamo high grade. Npu
Bcuuku nonokumeaHu 3a kapuuHom pe3yama-
mu 6ewe onpegeneH Gleason score. 29.1 % om
XucmonamoAo2u4yHUme pesyamamu ce onpege-
naxa kamo Gleason score 3+3=6, 27.1 % kamo
Gleason 7 (13.1 % - Gleason 3+4 u 14 % - 4+3),
7.1 % kamo Gleason 8 u 8.6 % kamo Gleason 4+5
or 5+4.
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3AKJIOYEHUE:

BoBerkgaHemo Ha MPT/Y3 dlokoH 6uoncus-
ma kamo guazHocmuuyeH mMemog nogobpu 3Ha-
UUMEAHO paHHama guasgHocmuka Ha KAUHUYHO
3HauuM npocmameH kapuuHom. Pesyamamume
nocmuaHamu ¢ Memoga no3BoAAaBam npeuusHo
cmagupaHe Ha 3aboaABaHemo u nepcoHaAu3u-
paHe Ha cmpameauume 3a nocaegBawo AeyeHue
Ha nauueHmume ¢ hpocmameH KapuuHOM.

KJIIO4OBU AYMU:
Mag2HUMHO pe3oHaHCcHa momozpadus, YA-

mpa3Byk, dlo>koH HGuoncufA, KAUHUYHO 3HaUuUM
npocmameH kapuuHom
A/lIPEC 3A KOPECITOHAEHLUA:
O-p Bukmopua TogopoBa,
KauHuka Yponozus
Kamegpa Yponozua u Hecpponoausa
BoeHHomMeguuuHcka akagemun, Codua 1606
Bya. ,,CB. Neopau Cocuticku” 3
e-nowa: v.todorova0803@gmail.com

DIAGNOSIS OF CLINICALLY
SIGNIFICANT PROSTATE CANCER
- EFFICACY OF MRI/JULTRASOUND

FUSION TARGETED BIOPSY

V.Todorova', O. Gatzev', K. Hristov’, K. Petkova', I. Saltirev’, M. Mihaylova®
'CLINIC OF UROLOGY, DEPARTMENT OF UROLOGY AND NEPHROLOGY, MILITARY MEDICAL
ACADEMY, SOFIA, BULGARIA
’DEPARTMENT OF NUCLEAR MEDICINE, SPECIALIZED UNIVERSITY HOSPITAL FOR ACTIVE
TREATMENT OF ONCOLOGY ,PROF. IVAN CHERNOZEMSKI”, SOFIA, BULGARIA

INTRODUCTION:
Diagnosis of prostate cancer remains a
challenge, requiring methods that balance

accuracy and invasiveness. To improve early
diagnosis and risk assessment for clinically
significant disease, new diagnostic methods have
been developed and implemented over time.
Magnetic resonance imaging (MRI) has become
the standard among imaging techniques for
diagnosing prostate cancer. The standardized
system Prostate Imaging Reporting and Data
System (PI-RADS) categorizes lesions suspected
of prostate cancer based on MRI results,
determining the likelihood of clinically significant
disease. MRl/ultrasound fusion targeted biopsy
is a promising method for histological diagnosis
of prostate cancer, combining images from
specialized imaging with those obtained in real-
time via ultrasound examination.

MATERIALS AND METHODS:

A retrospective study was conducted on the
medical data of 380 consecutive patients from
January 2020 to July 2023. The patients included

in the study had elevated total prostate-specific
antigen (tPSA) levels. All underwent MRI of the
prostate gland. MRI lesion data were categorized
using the PI-RADS v2.1 system. For all patients
with lesions rated PI-RADS 3 or higher, MRI/US-
guided fusion targeted biopsy of the prostate was
performed. The obtained histopathological results
were statistically analyzed.

RESULTS:

The average age of the patients in the study
was 65.7 + 7 years. tPSA values were 31.36 =
7.21 ng/ml, and the average prostate volume
was 53.6 + 15.4 cc. Digital rectal examination did
not detect suspicious changes in the prostate
in 74.6% of patients, while 25.4% showed
suspicious changes. 32.4% of the MRIs revealed
PI-RADS 3 lesions, 47.7% PI-RADS 4, and
19.9% PI-RADS 5. 56.2% of the MRI-detected
lesions were located in the peripheral zone of the
prostate, 28.4% in the transitional zone, 9.5% in
the fiboromuscular zone, and 5.9% were apical.
25.4% of patients had negative histopathological
results for carcinoma and were diagnosed with
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benign prostatic hyperplasia; 49.2% of patients
had histopathological results indicating low-grade
prostate cancer, and 25.4% had high-grade
prostate cancer. For all positive carcinoma results,
the Gleason score was determined. 29.1% of the
histopathological results were Gleason score
3+3=6, 27.1% were Gleason 7 (13.1% - Gleason
3+4 and 14% - 4+3), 7.1% were Gleason 8, and
8.6% were Gleason 4+5 or 5+4.

CONCLUSION:

The introduction of MRI/US fusion biopsy as a
diagnostic method has significantly improved early
detection of clinically significant prostate cancer.
The results achieved with this method allow for

precise staging of the disease and personalization
of strategies for subsequent treatment of patients
with prostate cancer.

KEYWORDS:

magnetic resonance imaging, ultrasound,
fusion biopsy, clinically significant prostate cancer
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KOPEJIALUMA MEXXAY CTOMHOCTUTE
HA MPOCTATHO-CNEUNOUYHUA
AHTUTEH N OLEHKATA MO PROSTATE
IMAGING REPORTING AND DATA
SYSTEM (PI-RADS)

B. Togopoga’', 0. 'bues’, K. Xpucros', K. NMetkosa', U. Cantupos’, M. Muxannosa>
TKNMMHUKA MO YPONOTWA, KATELPA YPONOTINA MW HEOPONOTWA, BOEHHOMEAVLUMHCKA
AKAJEMWA, COOUNA, BBJITTAPUA
2KINMMHUKA MO HYKNEAPHA MEOVUWHA, YHUBEPCUTETCKA CIELUWMANTN3VNPAHA BOJTHULIA 3A
AKTMBHO JIEMEHUE NO OHKONOINA,MPO®. NBAH YEPHO3EMCKIW*, CO®UA, BbJITAPUA

BbBEJEHUE:

MpocmamHuam kapuuHoM e egHO om Hau-yec-
mume oHkonosuuHu 3aboafaBaHuAa npu MbXka,
pasnpocmpaneHo B uAaa cBam. 3a ocuaypABaHe
Ha paHHa guasHocmuka u mouyHa oueHka Ha pu-
ckoBeme om pasBumue Ha KAUHUYHO 3HA4YuUMO
3abonABaHe ca BvBegeHu pa3AuyvHU guasHocC-
muyHu Memogu. [duaszHocmukama Ha npocma-
meH kapuuHom BkalouBa guzumanHo pekmanHo
uscnegBaHe, onpegenAHe Ha cmouHocmume Ha
npocmamHo cneuuduyHua aHmuezeH (MNCA, o6-
pasHu uscaegBaHusa u buoncua Ha npocmamHama
»kKnesa, ¢ uen XxucmoaozuuHa oueHka npu coMHe-
HUA 32 NpocmameH kapuuHoM om npegxogHume
uscaegBaHuAa. MiacregBaHemo Ha crmouHocmume
Ha momaaeH NCA (mINCA) e gocmbneH u wupoko
npunazaH B8 npakmukama memog 3a CKpuHuUH2 Ha

moBa 3abonnaBaHe. MoBuweHume My Hag pede-
peHMHumMe 2paHuuu cmolHocmu obaue Hanazam
u3BopwBaHemo Ha gonbAHUMEAHU U NO-3agbA-
H6oueHu uscnegBaHus. MNpe3 nocregHUME 20gUHU
Mag2HUMHO pe3oHaHcHama momozpadcdua (MPT)
€ HesaMeHuMa yacm om paHHama guag2HoCMmu-
ka Ha npocmameH kapuuHoM. BoBerkgaHemo Ha
Prostate Imaging-Reporting and Data System (PI-
RADS) npu oueHka Ha Ae3uu Ha npocmamHama
»knesza om MPT, nosBoaaBa no-npeuusHoO onpe-
genaHe Ha cayyaume, npu koumo e Heobxogumo
u3BopwBaHemo Ha bBuoncuA Ha npocmamama.

LEJ:

Lleama Ha HacmoAwemo pempocnekmuB-
HO npoyuyBaHe e ga ce onpegenu kopeaauuama
MeXkgy cmouHocmume Ha mlCA u oueHkama
no PI-RADS, npu nauueHmu ¢ noBuweHu cmou-
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Hocmu Ha mINCA, npu koumo e u3Bopwena MPT
Ha npocmamama.

MATEPUAJIU U METOAMN:

MpoBege ce pempocnekmuBHo npoyuBaHe Ha
MeguuuHckume gaHHu Ha 380 nocaegoBamen-
HU nauueHma 3a nepuog om AHyapu 2020 2. go
tFOau 2023 2. lMpu Bcuuku nauueHmu Bkaloue-
HU B npoyuBaHemo ce ycmaHoBuxa noBuweHu
cmouHocmu Ha mINCA Hag 4 ng/ml. Mpu Bcuuku
maAx ce npoBege MPT. YcmaHoBeHume om MPT
Ae3uu, AokaauszupaHu B npocmamHama >kaesa
6naxa knacuduuupaHu no PI-RADS v2.1.

PE3YJITATU:

CpegHama Bo3pacm Ha nauueHmume, Bkalo-
yeHu B npoyuBaHemo bewe 65.7 + 7 20guHu, a
cpegHuAam obem Ha npocmamHama >knesa - 53.6
+ 15.4 cc. lNpu 74.6% om nauueHmMume guau-
manHomo pekmaaHo uscAegBaHe He ycmaHoBu
npoMeHu B npocmamama CbMHUMEAHU 3a pas-
Bumue Ha kapuuHomMm. MNpu 25.4% om nauueHmu-
me, uMmauwe makuBa npomeHu. CmouHoCcmume Ha
mIl1CA Bapupaxa mexkgy 4.7 u 500 ng/ml. Mauu-
eHmume 6Axa pasgeneHu B uemupu 2pynu cnps-
MO mAx: epyna A 6axa coc cmouHocmu Ha mINCA
mexkgy 4 u 9.9 ng/ml; epyna B - om 10 go 19.9 ng/
ml; epyna C - om 20 go 39.9 ng/ml; epyna D - Hag
40 ng/ml. Mpu Bcuuku nauueHnmu 6ewe npoBege-
Ha MPT u oueHka Ha cychekmHume Ae3uu no PI-
RADS v2.1. MNpu 32.4 % om npoBegeHume MPT
ce ycmaHoBABam Aesuu ¢ oueHka no PI-RADS 3,
npu 47.7 % - PI-RADS 4 u npu 18.9 % - PI-RADS
5. Camo mpu 6axa cAyyaume Ha Ae3uu ¢ oueHka
no PI-RADS 2. 53.9 % om nauueHmume B 2pyna
A b6axa ¢ Ae3uu kaacuduuupaHu kamo PI-RADS
3, 32.3 % - kamo PI-RADS 4 u 13.8 % - kamo PI-
RADS 5. B epyna B 1.8 % 6Axa c Ae3uu onpegens-
Hu kamo PI-RADS 2, 26.9 % - PI-RADS 3, 48.7 %
PI-RADS 4 u 22.6 % PI-RADS 5. B epyna C no-2o-

AAMama yacm om hauueHmume (48.9 % u 36.6
%) umaxa Ae3uu coomBemHO oueHeHU kamo
PI-RADS 4 u 5. B epyna D noBeuemo nauueHmu
6Axa ¢ Ae3uu oueHeHu kamo PI-RADS 5 - 57.8 %.

3AKJIIOYEHUE:

B HacmoAawomo pempocnekmuBHo npoyuBa-
He ce ycmaHoBu 3HauumenHa kopenauua mexkgy
cmouHocmume Ha MomaAHUA NPOCMamHo cne-
uucduueH aHmueeH (MMCA) u oueHkama Ha Ae3u-
ume no cucmemama PI-RADS npu nauueHmu ¢
noBuweHu Hag pedepeHMHume epaHuuu cmou-
Hocmu Ha mIICA (p=0,000001). Peayamamume
nokasBam, ue npu nauueHmu ¢ no-Bucoku cmou-
Hocmu Ha MICA e no-Bucoka BepoAamHocmma
Aesuume om MPT ga 6ogam kaacudpuuupaHu c
no-Bucok PI-RADS ckop, koumo coomBemcmBa
u Ha no-Bucok puck om guasHocmuuupaHe Ha
KAUHUYHO 3HauumMm npocmameH kapuuHom. [lo-
BuweHume cmouHocmu Ha mICA Hag 4 ng/ml
usuckBa npoBexkgaHe Ha MPT Ha npocmamHama
»knesa u knacudpukauusa Ha cycnekmHu 3a kapuu-
HoMm Ae3uu no PI-RADS ¢ ozaeg mouHa guagHo-
cmuka u npaBuAHO peweHue 3a N0-HamMamMuobWHO
noBegeHue npu koHkpemHuA nauueHm.

KJ1l040BU AYMU:

npocmameH kapuuHoMm, kopeaauus, momaneH
npocmamHo cneuuduyeH aHmuz2eH, MagHUMHO
pesoHaHcHa momozpadus, PI-RADS score
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CORRELATION BETWEEN PROSTATE-
SPECIFIC ANTIGEN LEVELS AND
PROSTATE IMAGING REPORTING AND
DATA SYSTEM (PI-RADS) SCORES

V.Todorova', O. Gatsev’, K. Hristov', K. Petkova’, I. Saltirev', M. Mihaylova®
'DEPARTMENT OF UROLOGY, CLINIC OF UROLOGY AND NEPHROLOGY, MILITARY MEDICAL
ACADEMY, SOFIA, BULGARIA
’DEPARTMENT OF NUCLEAR MEDICINE, SPECIALIZED UNIVERSITY HOSPITAL FOR ACTIVE
TREATMENT OF ONCOLOGY ,PROF. IVAN CHERNOZEMSKI*, SOFIA, BULGARIA

INTRODUCTION:

Prostate cancer is a widespread oncological
disease affecting men worldwide. To ensure
early diagnosis and accurate risk assessment of
clinically significant disease, various diagnostic
methods have been introduced. The diagnosis of
prostate cancer includes digital rectal examination,
determination of prostate-specific antigen (PSA)
levels, and prostate biopsy for histological
evaluation in cases suspected of prostate cancer
from previous examinations. The total PSA (tPSA)
test is a widely used screening method and
serves as the first line in the diagnosis of prostate
cancer. However, elevated tPSA levels do not
definitively diagnose prostate cancer. Additional
and more in-depth examinations are necessary.
Currently, magnetic resonance imaging (MRI) is an
indispensable part of prostate cancer diagnostics.
Theintroduction of the Prostate Imaging-Reporting
and Data System (PI-RADS) for evaluating prostate
gland lesions from MRI allows for more precise
determination of cases requiring targeted biopsy
of MRI-suspected lesions.

OBJECTIVE:

This retrospective study aims to determine the
correlation between tPSA levels and PI-RADS
scores in patients with elevated tPSA levels who
underwent prostate MRI.

MATERIALS AND METHODS:

Data from 380 patients from January 2020
to July 2023 were retrospectively analyzed. All
patients included in the study had elevated tPSA
levels above 4 ng/ml, warranting an MRI. Lesions
identified on MRI, located in the prostate gland,
were classified according to PI-RADS v2.1, with
scores ranging from 1 to 5.

RESULTS:

The average age of the patients included in the
study was 65.7 + 7 years, and the average prostate
volume was 53.6 + 15.4 cc. 74.6% of the patients
had negative digital rectal examination results
for carcinoma, while 25.4% had positive results.
tPSA values ranged between 4.7 and 500 ng/
ml. Patients were divided into four groups based
on their tPSA levels: Group A had tPSA levels
between 4 and 9.9 ng/ml; Group B - from 10 to
19.9 ng/ml; Group C - from 20 to 39.9 ng/ml; Group
D - above 40 ng/ml. All patients underwent MRI,
and suspicious lesions were evaluated using PI-
RADS v2.1. 32.4% of the MRIs revealed PI-RADS
3 lesions, 47.7% PI-RADS 4, and 19.9% PI-RADS
5. Only three cases had PI-RADS 2 lesions. 53.9%
of patients in Group A had lesions classified as
PI-RADS 3, 32.3% as PI-RADS 4, and 13.8% as
PI-RADS 5. In Group B, 1.8% had lesions rated as
PI-RADS 2, 26.9% PI-RADS 3, 48.7% PI-RADS 4,
and 22.6% PI-RADS 5. In Group C, most patients
(48.9% and 36.6%) had lesions rated as PI-RADS
4 and 5, respectively. In Group D, the majority of
patients had lesions rated as PI-RADS 5 - 57.8%.

CONCLUSION:

In this retrospective study, a significant
correlation was found between the values of total
prostate-specific antigen (tPSA) and the evaluation
of lesions using the PI-RADS system in patients
with elevated tPSA levels above the reference
range (p=0.000001). The results indicate that
patients with higher tPSA levels are more likely
to have lesions classified with a higher PI-RADS
score on MRI, corresponding to a higher risk of
clinically significant prostate cancer diagnosis.
Elevated tPSA levels above 4 ng/ml necessitate
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an MRI of the prostate gland and classification
of suspicious lesions using PI-RADS for accurate
diagnosis and appropriate management decisions
for the specific patient.

KEYWORDS:
prostate cancer, correlation, total prostate-

specific antigen, magnetic resonance imaging, Pl-
RADS score
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PSMA PET/CT HABUTUPAHA
METACTA3HO HACO4YEHA TEPAINUA
(MDT) NP OJIMTOMETACTATUYEH
PEKYPEHTEH PAKHA NMPOCTATHATA

MKNE3A

B. Xagxuncka
KITMHWKA MO HYKINTEAPHA MEOVLUWHA, YMBATT“ANEKCAHOPOBCKA", MY-COOUWA

OnuzomemacmamuuHuam pak Ha npocma-
mama MoXke ga ce pasanexkga kamo Me)kguHHO
cbCmMosAHUe MeXkgy Memacmasupano u wupoko
pasnpocmpaHeHo 3aboasaBaHe, mol kamo npo-
2Ho3ama u noBegeHuemo npu gBeme uyecmo ca
pasAuyHU. TpaguuuoHHUME geduHUUUU Ha OAU-
2omMemacmamuueH kapuuHom ce 6asupam Ha
uHdopmMauuama om koHBeHuuoHarHUMe obpas-
HU Memogu kamo komMmnlombpHa momozpadusa u
kocmHa cuuHmuepaduna. [JokasaHo e, ue HoBu-
me MyAmumMoganHu MoAekyAspHU o6pa3u Memo-
gu kamo no3umpoHHO-eMuCUOHHa momozpacdus
C npocmamHo-cneuuduyHUA MembpaHeH aHmu-
2eH (PSMA PET) gemoHcmpupam no-Bucoka gu-
asgHOoCmMuyYyHa moyHocm, ocobeHo 3a omkpuBaHe
Ha paHHU MemacmamuuHu Ae3uu U buxa mMoaau

nomeHuuanHo ga ce usnon3Bam 3a HaBuaupaHe
npu m. Hap MemacmasHO HacoyeHa mepanus
(MDT). CoBpemeHHama MDT e HoBoBv3HukBawa
cmpameaunA 3a AeYyeHue Ha hauueHmu C OAUZ20-
MemacmamuueH pak Ha npocmamama, ocobeHo
B cayyaume Ha onuzopekypeHmHo 3abonABaHe.
Bonpeku moBa, HacmoAwume Hacoku npeno-
pbuBam npusacaHemo Ha MDT uskalouumenaHo
B8 koHmekcma Ha kauHuuHU usnumBaHuA nopagu
Auncama Ha gocmamvbuHo npocnekmuBHuU gaH-
HU. To3u npeaneg uMa 3a ueA ga obcogu porama
Ha PSMA PET/CT 3a HacoueHO npoBerkgaHe Ha
MDT u ga 0606wu koHcmamauuume om HAakoAko
npocnekmuBHU npoyuBaHuAa npu oauzoMemac-
mamudeH pekypeHmeH pak Ha npocmamama.
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PSMA PET - GUIDED METASTASES-
DIRECTED THERAPY IN
OLIGOMETASTATIC RECURRENT
PROSTATE CANCER

V. Hadzhiyska
CLINIC OF NUCLEAR MEDICINE, UNIVERSITY HOSPIAL ALEXANDROVKA, MEDICAL UNIVERSITY SOFIA

Oligometastatic prostate cancer (OMPC) has
been proposed as an intermediate state between
disease and widespread metastases. Traditional
definitions of OMPC are based on staging with
conventional imaging, such as computerised
tomography (CT) and whole-body bone scan
(WBBS). Novel imaging modalities such as
prostate-specific membrane antigen positron
emission tomography (PSMA PET) have improved
diagnostic utility in detecting early metastatic
prostate cancer (PC) metastases compared with
conventional imaging and could be potentially

used as a navigation for metastases-directed
therapy (MDT) guidance. Up to date MDT is an
emerging treatment strategy for patients with
oligometastatic prostate cancer (PCa), particularly
for oligorecurrent disease. Nevertheless, current
guidelines recommend the administration of MDT
exclusively within the context of clinical trials
due to the lack of enough prospective data. This
review aims to discuss the role of PSMA PET/CT
for MDT guidance and to summarize the findings
from several prospective trials in the setting of
oligorecurrent PCa.

MYATUNAPAMETPUYEH MPT HA
NMPOCTATHA MJIE3A -NMOMEADBT HA
YPOJIOTA

K. Cupomaxos’, E. AtraHacos ’, P. Mupuos', C. Augpees’, U. A.leoprnes”, M. Llanes', . AuToHOB>
! OTAOENEHWE MO YPONOTIWA, MBAJT BUTA COOUA
2 KNUHWKA MO YPOJIOTNA, YMBAN ,CB. TEOPTIN“ naosamB, MEONLUMNHCKU YHUBEPCUTET TP.
nJosamB

BbBEJEHUE:

MpocmamHuam kapuuHomMm 3aema Bmopo
MACMO no uyecmoma Ha 3aboneBaemocm om
3nokauecmBeHu Borecmu cpeg MbXkeme u nemo
MACMO no cMbpmHocm (1). Myamunapamem-
PUYHUAM Ma2HUMeH Pe30HaHC Ha npocmamHa-
ma >kae3a e ocHoBeH Memog 3a guasHocmuka u
onpegeAsHe Ha AokaaHUA cmagul Ha hpocmam-
HUAM KapuuHoMm (2).

LEJI:

Lleama Ha Hacmoswomo cvobweHue e ga
aHaAusupa Bov3mo)kHocmume Ha MNMPT Ha
npocmamua >kae3a u MAacmomo My B guagHo-
cmukama Ha npocmamHuA KapuuHoM npe3 no-
2Aega Ha cheuuaAucma — ypoAaoe.

MATEPUAJIN U METO4U:

PempocnekmuBHo aHaAu3upaxmMe gaHHume
(PSA, obem Ha npocmamHama »knesa, hamMuneH
puck, npomokoa om obpasHo uscregBaHe) Ha 87
nauueHmu npoBeau MNMPT u npemMuHaAu npe3
OmgeneHue no Yponozua kom MBAA BUTA om
01.2022 2. go 12.2023 2.

PE3YJITATU:

KAUHUYHOMO peweHue 3a npocmamHa bu-
oncusA e B3emo Ha 6a3a Ha koHcmeaauua om no-
kazameau — cmouHocmma Ha PSA, gueumanHo-
mo pekmanHo udcaegBaHe u uHMepnpemauuama
Ha Haxogkama no PIRADS uzonemMuHama Ha Ae-
3uAama. Om 87 nauueHmu, u3Bopwuxme cucme-
MamuuHa npocmamHa 6buoncus, npu 58. MNpu 52
nauueHmu ce gokasa kapuuHoM Ha hpocmamHa-
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ma >kae3a, a npu 6 BucokocmeneHeH MH.
OBbCbXXJAHE:

MyAamunapamempuyHUAM MagHuUmeH peso-
HaHC Ha npocmamHama >kKAe3a € MOWeH guae-
HOCMuueH UHCMpymMeHm B apceHana Ha coBpe-
MeHHUA ypoAoz, koumo uma 2oAaMa mexkecm
npu B3emMaHemO Ha peweHue 3a npocmamHa
buoncusa. JuaszHocmuyHama My cmouHocm ce
noBuwaBa npu komnaekcHomo u3noA3BaHe Ha
pesyanmama om MPT 3aegHo ¢ PSA-cBop3aHume
nokasamenu (3,4,5)

KJ1l0o4oBU AymMu:

lMpocmameH kapuuHom, Myamunapamempu-
YeH Maz2HUmeH pe3oHaHC Ha npocmamHama
»kneza, NMpocmamHa 6uoncus
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MULTIPARAMETRIC MRI OF THE
PROSTATE - THE POINT OF UROLOGIST

Z.Siromahov', P. AntonoV?, E. Atanasov’, R. Mirchov', S. AdreeV’,
I. A. Georgiev', M. Tzanev'
1. DEPARTMENT OF UROLOGY, HOSPITAL VITA SOFIA
2. CLINIC OF UROLOGY UMHAT SV. GEORGI PLOVDIV

INTRODUCTION:

Prostate cancer is the second most common
malignancy in men and the fifth most common
cause of death (1). Multiparametric magnetic
resonance of the prostate gland is a basic method
for diagnosis and determination of the local stage
of prostate cancer (2).

AIM:

The purpose of this report is to analyze the
possibilities of mpMRI of the prostate gland and its
place in the diagnosis of prostate cancer through
the eyes of the urologist specialist.

MATERIALS AND METHODS:

We retrospectively analyzed the data (PSA,
prostate gland volume, family risk, imaging
protocol) of 87 patients who underwent mpMRI
and went through the Department of Urology at
MBAL VITA from 01.2022 to 12.2023.

RESULTS:

The clinical decision for a prostate biopsy was
made based on a constellation of indicators - the
PSA value, the digital rectal examination and the
interpretation of the PIRADS findings and the
size of the lesion. Of 87 patients, we performed
a systematic prostate biopsy in 58. In 52 patients
carcinoma of the prostate gland was proven, and
in 6 high-grade PIN.
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DISCUSSION:

Multiparametric magnetic resonance imaging
of the prostate gland is a powerful diagnostic
tool in the arsenal of the modern urologist, which
carries a lot of weight when deciding on a prostate
biopsy. Its diagnostic value increases with the
complex use of the MRI result together with PSA-
related indicators (3,4,5)

KEYWORDS:

Prostate cancer, Multiparametric MRI of
prostate, Prostate biopsy
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WHTEPOEPEHLNA HA MYBUCHATA
APKA (PUBIC ARCH INTERFERENCE)
NPU BPAXUTEPANUNA C HUCKA
MOLLHOCT HA [JO3ATA (LDR)

B IEYEHWUETO HA MPOCTATEH
AJAEHOKAPLIMUHOM -
NMPEONEPATUBHA OLIEHKA U METOAW
3A HAMAJIABAHE HA BJIUAHUETO A

A. boxkos, E. NMonos, 4. CnasoB
KIIMHUKA MO YPONOTINA N AHOPOJTOTUA,
YMBAN ,LLAPULIA NOAHHA - UCYNT" CODUA,
MEOVUWNHCKN YHUBEPCUTET - COOUA

BbBEJJEHUE: kaHgugamu 3a nepmaHeHmMHa 6paxumepanus

MHmepdepeHuus Ha nybucHama apka (PAl), Ha& npocmamHama knesa. lNpegBapumenHama

ko2amo e HaAuuHa, uecmo npegcmaBaaBa aumu- OueHka Ha PAI Hal-uecmo ce usBopwBa upes
mupaw akmop 3a nauueHmume nomexuuanHu KAT UAU mpaxcpekmaneH yampasByk (TPY3),
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kamo B nocaegHume 20guHU Bce no-yecmo 3a
masu ueAa ce us3noa3Ba AMP. B Hacmoawemo
npoyuBaHe Hue npegcmaBamMe Hawua onpocmeH
u gocmoneH npomokoA 3a oueHka Ha PAIl ¢ us-
non3Bane Ha TPY3,

LEJT:

Lleama Ha moBa npoyuBaHe e ga aHaAu3u-
pa cnocobHocma Ha TPY3 ga npeueHaBa agek-
BamHo PAI, kakmo u usnoa3BaHume npe- U UH-
mpaonepamuBHuU npouegypu 3a HaMmanABaHe Ha
edekma U Bopxy npouegypama

MATEPUAJIN U METO4U:

Mpu 50 nomeHuuanHu nauueHmu 3a LDR
Opaxumepanus 6e usBvpweHa oueHka Ha PAI ¢
TPY3. NMybucHama apka 6e mapkupaHa Ha MOHU-
mopa Ha yampasBykoBua anapam npu npe-one-
pamuBHama oueHka Ha obema Ha npocmamHama
»kneza. Koezamo e HabalogaBaHa 3Hauuma PAl, ce
npoBe>kgam gonbAHUMEAHU guckycuu u mepa-
neBmuuHu Mepku npu nauueHmume (n = 3).

PE3YJITATU:

CpegHomo Bpeme 3a oueHka Ha PAIl e okonao
90 cek. Npu mpuma om uscaegBaHume 50 nauu-

eHma ce HabalogaBa PAI, koemo 6e 83emo nog
BHuMaHue npu no-HamamovwHomMo noBegeHue.
Mpu eguH nauueHmM ca HanoXku mogudukauua
Ha NAaHa 3a UMnAaHMauusa uHMmpa-onepamuBHo,
6e3 moBa ga goBege go komnpomMmeHmupaHe Ha
gO3UMEMPUYHUA pe3yAamam.

3AKJIOYEHUE:

TPY3 ugemuduuupa PAI ¢ Bucoka cuaypHocm.
Ta3u gocmbnHa mexHuka Mo)ke ga Bbge usanoAa-
HABaHa ¢ Bceku TPY3 anapam u usbazBa Hy>kga-
ma om gonoAHumeneH KAT uau u3noa3BaHe Ha
cneuuduueH codpmyep 3a ugeHmuduuupaHe Ha
PAIl. HabalogaBaHama om Hac Hucka yecmoma
Ha PAI mo)ke ga e cBopsaHa cobc cmpukmHama
ceAnekuuA Ha nauueHmMuMe NO omHoweHue obe-
Ma Ha npocmama, npuAo>keHuemo Ha Heo-aglo-
BaHmHa aHgpoz2eHHa genpuBauua npu No-2o0AeMU
npocmamu, kakmo u npeuusHo No3uuuoHUpaHe
Ha nauueHma no Bpeme Ha onepauusma u gpyau
UHMpa-onepamuBHuU MaHboBpu.

KJIO40BU AYMU:

kapuuHoM Ha npocmama, bpaxumepanus, UH-
mepdepeHuus Ha nybucHama apka

PUBIC ARCH INTERFERENCE
(PAI) IN LOW-DOSE RARE (LDR)
BRACHYTHERAPY IN PROSTATE
CANCER TREATMENT - PRE-OPERATIVE
ASSESMENT AND MEASURESTO
DECREASE ITS INFLUENCE

A. Bozhkov, E. Popov, Ch. Slavov
DEPARTMENT OF UROLOGY AND ANDROLOGY,
UMHAT ,TZARITZA IOANNA - ISUL" SOFIA,
MEDICAL UNIVERSITY - SOFIA

INTRODUCTION:

Pubic arch interference (PAIl), when it occurs,
is often a limiting factor for patients pursuing
brachytherapy treatment of prostate cancer.
Pre-brachytherapy pubic arch evaluation is often
performed by CT or transrectal ultrasound (TRUS),

recently MRI has increasingly been used for this
purpose. We report a simplified technique allowing
identification of pubic arch interference (PAI) using
transrectal ultrasound (TRUS).

AIM:
The purpose of this study was to determine
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if TRUS could be used to evaluate PAI and what
other maneuvers could be used to overcome its
influence on dosimetry plan.

MATERIAL AND METHODS:

Fifty consecutive potential LDR brachytherapy
patients were subjected to pre-operative PAI
TRUS assessment. The pubic arch was outlined
on the ultrasound monitor screen during the dose
planning ultrasound. Where significant pubic
arch interference (PAl) was identified, additional
measures and discussions have been performed
(n=3).

RESULTS:

Mean time to perform PAl assessment was 90 s.
Three of 50 patients had PAI, which was confirmed
by attempted needle passage. One patient
required modification to the implant plan during
the implant procedure, without compromising the
dosimetry

CONCLUSION:

TRUS reliably identifies PAI. This simple
technique may be used with any TRUS scanner
and avoids the need for CT scanning or specific
software to identify PAIl. Our low incidence of
PAI may be related to lower prostate volumes
at implantation due to patient selection,
neoadjuvant androgen deprivation, or improved

patient positioning and additional intraoperative
maneuvers.

KEYWORDS:

Prostate cancer, Brachytherapy, Pubic arch
interference, LHRH, Androgen deprivation
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cancer.

CASE-REPORT: EAPOKJIETDYEH
HEBPOEHAOKPUHEH KAPUMHOM HA
NMPOCTATA

M. MaHeBa, M. LiBeTkoB, O. BoraaHoBa, P. Cnacos, b. Mbpryres, P. MnageHos
MBA ,KHATMHA KNEMEHTUHA’, TP. COOUA

yBOj4

EgpoknemouHuam HeBpoeHgokpuHeH kap-
uuHoM (LCNEC) e uskalouumeaHo pAgko 3n0-
kauecmBeHo 3aboaABaHe Ha npocmamama.
O6ukHoBeHo Bo3HukBa caeg aHgpO2eHHa genpu-
BauuoHHa mepanusa (ADT). De novo cayyaume ca
owe no-pegku, kamo ca onucaHu camo wecm
cAyvana B Aumepamypama.

NMPE3EHTALNA
NMpegcmaBame cayvau Ha 64-20guwieH MoX ,

koumo ce onnakBa om enusoguuHa 6e3bonkoBa
xemamypusa u cumnmomu Ha O — yecmu no-

3uBu 3a ypuHupaHe, Hukmypua 2-3 nomu, crnaba
cmysa B8 npogoakeHue Ha 5 meceua. PSA -6,69
ng/mil.

HasHaueH e AMP Ha mMaavk ma3 u npocma-
ma, koumo noka3a npocmamHa maca ¢ uHBasus
B8 pekmyma ¢ xapekmepucmuka Ha PIRADS 5,
NPOMUHUpawa koM AyMeHa Ha NUKOUHUA Mexyp,
cycnekmHa 3a CUHXpOHeH Ty Ha ypempama, ma-
30B8a AumdageHoMezanusA, Ae3uu aHzaxkupawu
auemabynayma BgAacHo u uanuauHama kocm BaaBo.

M3Bvopwu ce Ha eguH eman TRUS- buocnusa Ha
npocmama u TYP Ha dopmauua om wuukama Ha
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nukouHua mMexyp.

XucmoaozuyHuAM pe3yamam u om gBama
mMamepuana nokasBa HuckogudepeHuupaH eg-
pokaembueH HeBpoeHgOKpUHEH kapuuHOM C
komMnoHeHmMa Ha gpebHokAaembueH, uHhUAMpPU-
paw, cybenumenHama cvbeguHumeAnHa mokaH u
gempy3opHuUA MyckyA. MIMyHOXUCmMOXUMUYHUME
mMapkepu ca noAoXKUmeAHU 3a cuHanmodU3UH
,CK AE1/AE3, CD56, Ki67 u xpomozpaHuH A ca
NOAOYKUMEAHU.

MpoBege ce PET/CT — aokanHoaBaHcupanra
mymMopHa dopmMauua Ha npocmamama. MHoXke-
cmBo Aoko-pes2uoHaAHU MemacmamuyHu AUM-
BHuU Bv3au. JaneuHagucemuHauus B obwa uAu-

auHa u napaaopmanHu uHmepoaopmokaBanHu,
pempokpypanHu, MeguacmuHaAeH U pempokaa-
BukynapeH aumdeH Bo3eH. lNMepumoHeanHu mMe-
macma3su. KocmHa gucemMuHauus.

MpoBege ce guckycuAa ¢ MyAmugucCuunAuHa-
peH ekun u ce B3e peweHue 3a xumuomepanus
(uucnaamuHa + emono3ug) U Abuemepanus.

KJIO40BU AYMU:

HeBpoeHgokpuHeH myMop, egpokaembueH
KapuuHOM, UMYHOXUCMOXUMUYHU Mapkepu

A/[JPEC 3A KOPECITOHAEHLUNA:

Ten.: 0883420383,
martina_maneva@abv.bg

CASE-REPORT: LARGE-CELL
NEUROENDOCRINE PROSTATE CANCER

M. Maneva, M. Tsvetkov, O. Bogdanova, R. Spasov, B. Pargutev, R. Mladenov
“KNYAGINYA KLEMENTINA” MULTIPROFILE HOSPITAL, SOFIA

INTRODUCTION:

Large-cell neuroendocrine carcinoma
is extremely rare neuroendocrine prostate
malignancy. It usually araises after androgen-
deprivation therapy (ADT), while de novo cases
are even more infrequent with only six cases
described.

PRESENTATION

We present a case of 64yo male with haematuria
episodes without pain and symptoms of LUTS —
frequency, nocturia 2-3 times, low flow. PSA 6.69
ng/ml.

A MRI of pelvis and prostate was done with
result — prostate-mass with invasion to rectum
with MRI characteristics — PIRADS 5, prominating
to urinary bladder lumen suspect ot synchronous
urethral  tumor, pelvic lymphadenomegaly,
acetabular lesions on right and left iliac bone.

It was peformed TRUS-biopsy of the prostate
and TUR of urinary bladder neck in one session.

Histopathology results of both the materials: low
grade large-cell neuroendocrine carcinoma with

components of small-cell, invasing subepithelial
bladder tissue and detrusor muscle.

Immunohistochemical markers are positive
for synaptophyzin, CK AE1/AE3, CD 56, Ki67,
chomogranin A.

PET/CT was performed: locally advanced
tumor formation of prostate. Many locoregional
metastatic lymph nodes. Dissemination to
common iliac artery, paraaortic interaortocaval,
retrocrural, solitary mediastinal and retroclavicular
lymph node. Peritopneal metastases. Bone
dissemination.

After multidisciplinary discussion it was decided
to start chemotherapy (cisplatin + etoposide) and
radiotherapy.

KEY WORDS:

neuroendocrine tumor, large cell carcinoma,
immunohistochemical markers

ADDRESS FOR CORRESPONDENCE:

Tel.: 0883420383,
martina_maneva@abv.bg
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HIVEC - BUCOKOTEMIEPATYPHA
MHTPABE3UKAJIHA TEPAINUA.
HALUUAT ONMUT

. Kanues, H. Ke¢punes, T. MaHes, P. Kones, M. Koces, U. KanueB
ML, NIEN3BP ME[l, COOUA, BAPHA, CT. 3ATOPA, BEJITPA/]

MHmpaBe3ukaanHama XuMuo- UAU UMYyHoMe-
panusa ce npuaazam kamo caeg onepamuBHO
AeuveHue npu HemyckynHo uHBasuBeH mymop Ha
mMexypa ¢ oaneg npegomBpamaABaHe Ha peuuguB.
Hau-uecmo ce usnoasBam BLK BakcuHa uau
uHmepdepoH anda, kakmo u MUMOMUUUH, enu-
pybuuuH, 2emuumabuH u gpyau xumuomepaneB-
MUYHU a2eHmu.

Bucoko memnepamypHOmMoO npuAaz2aHe Ha
MumoMuuuH CbC cmaHgapmusupaHa cucmema
3a nocmofAHHa upuezauua Ha 43 gpagyca 6 nukou-

HuA Mexyp no3BonABa 3HauumeAHo yBeAuueHue
Ha edekmuBHocmma Ha uumocmamuyHuam
azeHm, HamanABaHe Ha bpoA Ha peuuguBume u
yBeAnuuvaBaHe Ha cBobogHume om Boaecm uH-
mepBanu.

NMpegcmaBeHu ca Hawume gaHHU Om npu-
nokeHuemo Ha memoga B Cocusa u BapHa, Ha-
BbalogeHuemo Ha nauueHmume u Budyaausupawiu
Mamepuaau 3a mepaneBmuuHomo geucmBue Ha
cucmemama.

HIVEC - HIGH TEMPERATURE
INTRAVESICAL THERAPY.
OUR EXPERIENCE

I. Kalchev, N. Kefilev, T. Ganev, R. Kolev, P. Kosev, I. Kalchev
LAZER MED MEDICAL CENTERS, SOFIA, VARNA, ST. ZAGORA, BELGRADE

The intravesical chemo- or immunotherapy
is applied as a postoperative treatment for Non
—Muscle Invasive Bladder Carcinoma with the
aim to prevent tumor recurrence. Most frequently
used are the BCG vaccine, Interferone alpha,
Mitomycine, Epirubicine, Gemcitabine and other
chemotherapeutic agents.

The application of Mitomycine in a high
temperature setting with a standardized system

for constant irrigation allows for a significant raise
in the effectivity of the cytostatic agent, reducing
the number of recurrencies and extending the
disease free intervals.

Presented is our data for the method application
both in Sofia and Varna, the patients follow-up
and visualizing material of the therapeutic action
of the system.
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YCNNIOXKHEHUA MPU
MHTPABE3UKAJIHA NUMYHOTEPATNA
CBCG-YECTOTA UNOBEAEHUE

B. Mnagenos'?, H. HanpeHos’, T. Cepesnuiickn’, H. CraHkoB'
1 - KNHWKA MO YPONOTA, YMBAJZICM ,H. . MMPOTOB*, CO®INA
2 - CBAJ103 - COOWA

BbBEAEHUE:

MHmpaBe3ukarnHama umyHomepanusa umMma go-
kazaHo no-gobvp ecdpekm Bopxy uecmomama Ha
peuuguBupaHe Ha cpegHo- u BucokopuckoB myc-
kyAnHOHeuHBa3uBeH ypomeneH kapuuHoM Ha nuk.
mexyp, kamo ocBeH moBa u HamanABa npozpe-
cuamal. CmpaHuyHume edekmu Ha AnokarHama
uUMyHomepanuAa yecmo ca no-meXkKku om mesu
Ha XumuomepanuAma, kamo yacm om nauueH-
mume He Moz2am ga 3aBvbpwam AeyeHuemo cu
nopagu msx, HO C Nogxogawa cmpameaus, mo3u
npoueHM Moxke ga ce MUuHUMaAu3upaZ.

HEJ:

[a ce npoyuam nauueHmume, NogAo>KeHU Ha
BCG unmpakaBumapHa umyHomepanuAa 8 CBA-
NO3 — Coduna, Bo3HukHanume ycAo>kHeHuA u
HauuHa Ha cnpaBaHe ¢ mAx.

Mamepuaau u Memogu: AHaAuszupaxme 113
nauueHma Ha BCG mepanusa nopagu T1 high
grade mexypeH pak, CIS uau T1 low grade no-
nagawu B cpegHua puck (MyamucdokaAHU UAU
peuuguBupawu) 3a nepuog om 2 20guHu (2021-
2022). Cxema: 45me KanzeBakc (4 amnyau) —
Mycobasterium bovis BCG 11,25 mg /37,5 me
nonycyxa 6akmepuanHa maca/1,0 - 3,0 x 108
»KusHecnocobHuU eguHuuu, uHgykuuoHeH kypc 6
cegMuuu no egHo, noggbpykawo AeyeHue — 10
Meceua no egHa anaukauusa (caeg 2023z pexku-
Mbm ce cMeHu). [pocaeguxa ce 3a nepuog 1 go
2 20g 3a cmpaHuyHu epekmu, kamo ce aHaAu3u-
pa u nogxogbm KoM max.

PE3YJITATU:

HabalogaBaxme 74 moxke u 39 >keHu. Cpeg-
Hama Bo3pacm be 64e. (34 go 8720(). HakakvB
Bug cmpaHuyHa peakuusa B8 gageH MOMeHmM om
AeuyeHuemo e omuemeHa npu 73% (83 nau.),
kamo npoueHmMom € no 20AAM npu MuvXkeme
cnpAamMo >keHume (78% vs 65%), kamo 8 92% om
mAx ce kacae 3a Aeko N0 cmeneH yCAOXKHEHUE;
cpegHo u meXkko e pesucmpupaHo npu 8 nau.

om Bcuuku. NokanHu peakuuu e umano npu 69%
(78 nau.), a cucmemHu npu 30% (34 nau.), kamo
om nocAegHume 29 ca umaau u AnokanHu makuBa.
LucmumHu onaakBaHua (noBuweHa uyecmoma,
chewHocm, gudypus) e omuemeHa npu 54% om
nauueHmume — Hau-yecmomo onAakBaHe, kamo
npu Bcuuku nauueHmMu ¢ onaakBaHuA go 2pu geH
cneg anaukauuama e nekyBaHo ycnewHo ¢ HCIB.
Mpu me3u ¢ uucmumHu onaakBaHuA Hag 2 gHU
UAU NOCMOAHHO, e Ha3HauaBaH Mokcudnokca-
uuH 400me 6 uvaca npegu u 18 uaca caeg anAu-
kauuama u aHmuxoAuHepauk ¢ gobop edekm B
Hag 85%. lNMpu HenoBAuABaHe npu 4 nauueHmMa e
3anoyHamo AeueHue ¢ mybepkyarocmamuk (pu-
dhamnuyuH) u kopmukocmepougu, a npu 1 nauu-
€eHm e peasucmpupaH Mukpouucm. Xemamypus €
omuemeHa npu 19% om 6oaHume, kamo camo
npu 1 nauueHmM ce e HaAOXKUAO NOCMOAHHA NPO-
MuBka u eHgockoncka xemocmasa. BLI>K uHgy-
uupaH Npocmamum u opxuenugugumum ca om-
yemeHu npu coomBemHo gBama mMuoXke, koemo
€ HanoXKUAO chupaHe Ha mepanuAama. AokaaHu
koxkHu peakuuu (npenyuuym, Aabuu) ca omue-
meHu npu 4%, kamo ce goaku Ha 3agbprkaHe
Ha BakcuHama Bopxy koxkama — 6bp3 edpekm ¢
AokanHu kopmukocmepougu. Om cucmemMHume
Hal-uecma e ymopa u/uau pebpuaumem go 39.C
go 48 uaca caeg anaukauusma npu 21%, koemo
om3aByuaBa 6e3 nocaegcmBuA. Te3u ¢ nepcuc-
mupaw pebpurumem Hag 38,5.C Hag 2 gHu (5%
om Bcuuku) ca nokazaHu 3a cegemgHeBeH kypc ¢
XUHOAOH UAU nNpu HenoBauABaHe AeueHue C pu-
¢damMnuuuH U u3oHuasug. Mimame pesucmpupaH
1 nauueHm (0,8%) ¢ BCG cencuc, nekyBaH B uH-
meH3uBHO omgeneHue ¢ BaazonpuAMeEH U3Xog.
lNMpexogHa apmpazuA npu 4 nau. AAepauyHuU pe-
akuuu 3a nepuoga He ca pesucmpupaHu.
Mo-sonAmama uyacm om peakuuume ca
HabAalogaBaHu npe3 nepuoga Ha UHgykuusma,
paBHomMepHOo 6e3 ga uma 3HaueHue B Hauanomo
unu B kpasa. MNMopagu cmpaHuuHu peakuuu Aeve-
Huemo ca cnpeAu 7 nauueHma (6%), kamo npu
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yacm om Bcukuu coc cpegHu/mexkku peakuuu,
ce e HanoXkuno BpemMeHHO cnupaHe u Bo306HOBA-
BaHe Bnocaegcmue.

ObCDbX/AAHE:

Cnopeg Hawume pesyamamu yecmomama Ha
Bcuuku omuemeHu cmpaHuuHu peakuuu e Buco-
ka, HO B opeomMHama cu yacm Aeka u npuemauBa,
noggaBawa ce Ha AeuyeHue npu HaBpeMeHHO pe-
aucmpupaHe. 7% ca uManu Nno-Cepuo3HuU peak-
uuu, HO HAMa CMbpMHU cAyYau u egBa 6% He ca
Mo2AU ga 3aBbpuwam kypca cu Ha AeyeHue Nno-
pagu mokcuuyHocm. NpegBug gaHHUMeE 3a NoAE3-
Hocmma Ha uHmpaBe3ukarHama uMyHomepanuA
B8 pegykuusma Ha peuuguBume u npoepecus-
ma Ha MexypHusa pakl, omuemeHama B Codun
mokcuuHocm e B padymMmHuUme 2paHuuu.

3AKJIOYEHUE:

NokanHama umyHomepanua npu MYyCKyAHO-
HeuHBa3uBeH kapuuHOM Ha mexypa uma BarkHo
3HaueHue 3a usbazBaHe Ha uucmekmomusma.
CmpaHuuHume edekmu ca gobpe nosHamu u
NPOyYeHU, MAXHOMO HaBpeMeHHO pa3no3HaBaHe
u cnpaBaHemo ¢ mAx ca om ocHoBHa BarkHocm
3a ychewHomo 3aBvpuwBaHe kypca Ha AedeHue.
Mpu omcocmBuemo Ha npobaeM ¢ HabaBaHemo

Ha BakcuHama y Hac, 3a pasauka om cBema3,
cBpoxnaeueHuemo 6e3 nokasaHusa mpAbBa ga ce
usbnzBa.

KJ1lo4oBU AyMU:

MyckyAHOHeUHBa3uBeH MexypeH KapuuHOM,
BCG umyHOomepanusa, cmpaHuyHu ecbekmu
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COMPLICATIONS OF BCG
INTRAVESICAL IMMUNOTHERAPY -
FREQUENCY AND MANAGEMENT

B. Mladenov'?, N. Naydenov', T. Serezliyski', N. Stankov’
1 — CLINIC OF UROLOGY, UMHATEM “N.I. PIROGOV", SOFIA
2 - SBALOZ - SOFIA

INTRODUCTION:

Intravesical immunotherapy has been shown to
have a superior effect on the recurrence rate of
intermediate- and high-risk NMIBC, in addition to
reducing progressioni. The side effects of local
immunotherapy are often more severe than those
of chemotherapy, with some patients unable to
complete their treatment because of them, but
with an appropriate strategy, this percentage can
be minimized?2.

AIM:
To study the patients undergoing BCG

intracavitary immunotherapy in SBALOZ - Sofia,
the complications and their management.

MATERIALS AND METHODS:

We analyzed 113 patients on BCG therapy due
to T1 high grade bladder cancer, CIS or T1 low
grade falling into the intermediate risk (multifocal
or recurrent) over a 2-year period (2021-2022).
Regimen: 45mg Calgevax (4 ampoules) -
Mycobasterium bovis BCG 11.25 mg /37.5 mg
semidry bacterial mass/1.0 - 3.0 x 108 viable
units, induction course 6 weeks one application,
maintenance treatment - 10 months one
application (after 2023 the regimen is changed).
Toxicity was monitored for a period of 1 to 2 yr
and management to deal with it was analyzed.
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RESULTS:

We observed 74 men and 39 women. The mean
age was 64 years (34 to 87 years). A type of side
effect at some point during treatment was reported
in 73% (83 patients), with a higher percentage in
males compared to females (78% vs 65%), and in
92% of them it was a mild complication; moderate
and severe complications were recorded in 8
patients of all. Local reactions occurred in 69%
(78 pts) and systemic reactions in 30% (34
pts), with 29 of the latter having local reactions
too. Cystitic complaints (increased frequency,
urgency, dysuria) was reported in 54% of the
patients, the most common complaint, and all
patients with complaints by day 2 after application
were successfully treated with NSAIDs. In those
with cystitic complaints more than 2 days or
persistently, Moxifloxacin 400mg 6 hours before
and 18 hours after application and anticholinergic
were prescribed with good effect in more than
85%. In case of non response, 4 patients were
started on tuberculostatics (rifampicin) and
corticosteroids and 1 patient ended up with
microcyst. Hematuria was reported in 19% of
patients, with only 1 patient requiring permanent
lavage and endoscopic hemostasis. BCG-induced
prostatitis and orchiepididymitis were reported in
2 men, respectively, necessitating discontinuation
of therapy. Local skin reactions (foreskin, labia)
were reported in 4%, due to retention of the
vaccine on the skin - rapid response with topical
corticosteroids. Of the systemic, fatigue and/or
fever up to 39.C within 48 hours after application
was most common in 21%, which resolved
without sequelae. Those with persistent fever
above 38.5.C for more than 2 days (5% of all) were
indicated for a seven-day course with quinolone
or if failed - treatment with rifampicin and isoniazid
was started. We have registered 1 patient (0.8%)
with BCG sepsis treated in intensive care unit with
favorable outcome. Transient arthralgia in 4 pts.
No allergic reactions were recorded for the period.

The majority of reactions were observed
during the induction period, uniformly without
significance at the beginning or at the end. Due to
side reactions, 7 patients (6%) stopped treatment,

and in some of all patients with moderate/severe
reactions, it was necessary to temporarily stop
and resume later.

DISCUSSION:

According to our results, the incidence of all
reported side effects was high, but in the majority
mild and acceptable, amenable to treatment if
recorded in time. 7% had more serious reactions
but no deaths and only 6% could not complete
their course of treatment due to toxicity. Given
the evidence for the utility of intravesical
immunotherapy in reducing recurrence and
progression of bladder cancer1, the reported
toxicity in Sofia is within reasonable limits.

CONCLUSION:

Local immunotherapy for NMIBC is important to
avoid cystectomy. Side effects are well known and
studied; their timely recognition and management
are essential for successful completion of the
treatment course. In the absence of a BCG
shortage in our country compared to worldwide3,
overtreatment should be avoided.
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NMICB, BCG immunotherapy, toxicity
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KNUHWYEH CNYYAIN: MAJIKOTA3OBW
EK3AHTEPALUM MO NOBOA HA
ABAHCUPANUN TYMOPHU ®OPMALINU
B MAJIKUA TA3

T. Cratenos, A. Aumutpos, A. Kupos, B. Monos, C. Xpucrodopos, . Aumos, . BaneHTNHOB,
E. ®apupuH, M. kos, E. Munenkos, b. bexnu
MBAJ,CbPLUE N MO3bK"- BYPTAC, KTIMHWKA MO YPOJIOINA

BbBEAEHUE:

Ek3seHmepauuama Ha MaAnkua mas ce omHacA
go paswupeHa myamuBucuepanHa pesekuus en
bloc Ha masoBume cmpykmypu. BucuepasHu-
me komMnoHeHMu Ha masa BkalouBam cmomaw-
HO-upeBHU u nukouyHo-nonoBu cmpykmypu. Cue-
MougHomo gebeno uepBo, pekmymom u aHycom
ca kpauHume acnekmu Ha upeBHuAa mpakm.
MukouHo-nonoBume opzaHu BkalouBam cemeH-
Hume Be3ukyau u npocmamama npu MbXkeme;
Mamkama, AuYyHuuume u BasuHama npu >keHu-
me; u nukouHuAa Mexyp u ypempama u npu gBa-
ma noaa.[1] MoaHama ek3eHmepauua Ha masa
BkalouBa pesekuuAa Ha gucmaaHuA cuamMougeH
koaoH, pekmyma u aHyca 3aegHO ¢ hukouHUA Me-
Xyp, CEMEHHUmMe Mexypyema, npocmamama u
ypempama npu Mo>keme uAu Mamkama, AUYHU-
uume, BacuHama, nukouHuAa Mexyp u ypempama
npu >keHume. lNMpu >keHu yacmuuyHume ek3eHme-
pauuu Ha masa Mozam ga ce usBopwBam kamo
mMoguduuupaHa npouegypa, cocmoAwa ce om
npegHa pesekuuA Ha 2uHekoAno2uvyHUME U ypo-
AO2UYHUME cmpykmypu cbc 3anasBaHe Ha pek-
myma u aHyca UAU 3agHa pesekuuA Ha cmomauw-
Ho-upeBHUMe u a2uHekoAosuuHume cmpykmypu
cbc 3anasBaHe Ha nukouHuA Mexyp U ypempama,
kozamo e nokasaHo.

HEnN
Lleanma Ha gokaaga e ga npegcmaBum cbop

om mpu kAUHUYHU cAydyan Ha mMankomasoBu ek-
3aHmepauuu onepupaHu B Hawemo omgeAeHue.

MATEPUAJIU U METO4U

2KeHa Ha 62 2oguHuU, nocmonBawa 8 kauHuka-
ma no noBog Mmakpockoncka xemamypus, HeBoA-
HO BOAE3HEHO u3muuaHe Ha ypuHa NPUMECEHO C
»koameHukaB cekpem. duazHocmuuupaHa ¢ kap-
UUHOM Ha MamouyHama wuuka 20212. — onepu-
paHa, no noBog Ha koemo 20222., kamo e npoBe-

Aa Aoue-,6paxu- u xumuomepanua. C nocmaBeHa
Hecdpocmoma B gAacHo Ha 04.05.20212. no noBog
xugpoHedpo3sa.

Kamo yacm om guagHOCmuyHUMe npouegypu
€ HazHaueHo HamuBHO u nocmkoHmMpacmHo cke-
HupaHe Ha kopeMHu opezaHu, kbgemo ce ycmaHo-
BABa peuuguBHa mymopHa hopmauua ¢ aHzaXku-
paHe Ha geceH ypemep, cugma U goAHa CmeHa Ha
nukoueH mexyp ¢ BepoameH pucmyaeH xog kom
Braczanuwe u xugpoHedpos3a BaABo.

MpoBegeHa 6e mankomasoBa ek3zaHmepa-
uusa u nocmaBeHu BunamepanHO HepoCMOMU.
UpeBHuam nacak ce 3amBopu ¢ namepo-rame-
paAHa aHacmomoa3a.

MauueHmkama 6e usnucaHa ¢ gBycmpaHHu
Hedpocmomu. 12 meceua caeg uanucBaHemo be
npoBegeHo KT uscnegBaHe.

2KeHa Ha 68 2oguHu, nhocmonBawa B kAuHuU-
kama no noBog 6esbonkoBa makpockoncka xe-
Mamypusa om HAKOAKO gHU u ¢ gokasaH UHMUA-
mpamuBeH myMopeH npouec Ha NUkoUueH Mexyp.
TAa e ¢ nocmaBeHu HedhpocmomMu gBycmpaHHo,
npoBexkgawa guaausHo AeveHue no noBog XBH.

MpegonepamuBHo npu HeAa 6e npoBegeHo KT
ckeHupaHe, npu koemo ce ycmaHoBu uHduampa-
uuA Ha nukoueH Mexyp kbM pekmyM u UHUA-
mpupaHe Ha ypemepume, koemo ce nomBopgu u
u onepamuGBHo.

Cneg koHcyamauua ¢ kopemeH Xxupype ce
npucmonu koM en block pesekuusa Ha nukoueH
Mexyp, pekmym, meszopekmym, u BrazasuweH
uykaH. UpeBHuam nacak 6e npekbcHama Ha Hu-
Bomo Ha m. levator ani u ce uzBege aHyc npemep
no AnABa kopemMHa cmeHa.

MauueHm Ha 60 2oguHu, hocmonBauw, 8 omge-
AeHuemo no noBog 6e3bonkoBa makpockoncka
xemamypusa. Tou e ¢ gokasaH konopekmaneH
kapuuHoMm, uHBasupaw, nukoueH Mexyp, u3Be-
geHu konocmoma u Heppocmomu gBycmpaHHo.



(o

3ABOASIBAHMIS HA MUKOYHUS MEXYP.
OMEPATVBHO AEYEHVE. VHTPABE3VIKAAHA TEPAMMS. @ 272024 Q YPOHET/ URONETJ

MpegonepamuBHO npu Hezo 6e npoBegeH KT
kamo upe3 konoHO - u uucmockonus ce Bepudu-
uupa pekmaneH kapuuHoM uHpuampupaw, huko-
UeH Mexyp.

MHmpaonepamuBHo npu He2o ce ycmaHoBa8a
mymop Ha pekmym gupekmHo uHguAampupaw,
NUKoueH Mexyp C MaAu2HeHa pe2uoHaAHa AUM-
dageHonamus. Npucmobnu ce kom en block pe-
3ekuusa Ha pekmymMm, nukoueH Mexyp u npocmama,
¢ Bucoko auzupaHe Ha IMA u IMV, ¢ momanHa
mMesopekmanHa ekcuusuf, upeBHuam nacaxk ce
Bo3cmaHoBu ¢ T-T kono-pekmanHa aHacmomo-
3a.

MauueHmom omkasBa xumuomepanua U caeg
8 meceua ce ycmaHoBABam nyAMOHaAHU U uep-
HogpobHU Memacmasu.

PE3YJITATU:

Cneg npukalouBaHe Ha BOAHUUHOMO AeueHue,
nauueHmume 6sAxa usnucaHu C Ocu2ypeH YpuHeH
gpeHaxk u B gobpo obwo cocmoaHue. MNauueH-
mume ce npocnegABam pegoBHoO om yponoz B
ambynamopHu ycaoBus u ca 6e3 onaakBaHus.

OBCbX/AHE:

MankomasoBama eksaHmepauua e epekmuB-
Ha onepamuBHa npouegypa, koezamo ce usBopwi-
Ba om mMmyamugucuunauHapeH ekun. lNMpeonepa-
muBHama oueHka u nogeomoBka Ha nauueHma
e om uskalouumenHa BakHocm. Mo Bpeme Ha
masu ¢asa e om pewaBawo 3HaveHue ga ce ko-
puaupam HuBama Ha xemoznobuHa B cAyyau Ha
aHemus, ga ce yBeAuyu XxpaHUMeAHUsM npueMm,
ncuxonozauyecku ga ce nogecomBAm nauueHmu-
me 3a pagukaAHa u agpecuBHa npouegypa u ga
ce Mapkupam nomeHuuaAHU Mecma 3a cmoma.
CneuuanusupaHu npegonepamuBHu  oueHku,

kamo kapguoAo2uueH u nyAMOHaAeH cmamyc,
cobwo Mo2am ga bbgam obmucaeHu Bo3 ocHoBa
Ha conomcmBawume 3aboaaBaHuA Ha nauueHma
[2]. Koezamo e Bv3moXkHO, nauueHmume mpaAbBa
ga 6bobgam HacopuaBaHu ga yyacmBam B epynu
3a nogkpena ¢ nauueHmu, koumo ca npemMuHaAu
npe3 nogobHu npexkuBaBaHuAa u Mo2am ga npe-
gagam nocaegcmBuama om npouegypama.[3][4].

KJ1lo4oBU AyMUN:

MankomazoBu ek3aHmepauua, pe3ekuua en
block, pekmym, nukoueH Mmexyp, BAa2anuwieH uy-
kaH, aHacCmoMo3a, cpeguHHa Aanapomomus
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CASE REPORT: PELVIC
EXANTERATIONS DUETO TUMOR
FORMATIONS IN THE PELVIS

T. Statelov, A. Dimitrov, A. Kirov, V. Popov, St. Hristoforov, I.Dimov, I. Valentinov, E. Faridin,
M. Yakov, E. Milenkov, B. Behich
GENERAL HOSPITAL FOR ACTIVE TREATMENT ,HEART AND BRAIN“- BURGAS, UROLOGY
DEPARTMENT

INTRODUCTION:

Pelvic exenteration refers to an extended en
bloc multi-visceral resection of pelvic structures.

The visceral components of the pelvis include
gastrointestinal and genitourinary structures. The
sigmoid colon, rectum, and anus are the terminus
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aspects of the intestinal tract. The genitourinary
viscera include the seminal vesicles and prostate
in males; the uterus, ovaries, and vagina in
females; and the urinary bladder and urethra in
both genders.[1] A complete pelvic exenteration
involves resection of the distal sigmoid colon,
rectum, and anus along with the bladder, seminal
vesicles, prostate, and urethra in males or the
uterus, ovaries, vagina, bladder, and urethra in
females. In females, partial pelvic exenterations
can be performed as a modified procedure
consisting of anterior resection of the gynecologic
and urologic structures with preservation of the
rectum and anus or posterior resection of the
gastrointestinal and gynecologic structures with
preservation of the bladder and urethra when
indicated.

AIM:

The aim of the report is to present a collection
of three clinical cases of pelvic exanterations
operated in our department.

MATERIALS AND METHODS:

AB62-year-old woman presentedto the clinic with
gross hematuria, involuntary painful urine leakage
mixed with a yellowish discharge. Diagnosed
with cervical cancer 2021. — operated on, on
the occasion of which in 2022, having undergone
radiation, brachytherapy and chemotherapy. With
a nephrostomy placed on the right on 05/04/2021.
on the occasion of hydronephrosis.

As part of the diagnostic procedures, a native
and post-contrast scan of abdominal organs was
assigned, where a recurrent tumor formation with
involvement of the right ureter, sigmoid and lower
wall of the bladder with a probable fistula course
to the vagina and hydronephrosis on the left was
established.

A small pelvic exenteration was performed
and bilateral nephrostomies were placed. The
intestinal passage was closed with a latero-lateral
anastomosis.

The patient was discharged with bilateral
nephrostomies. A CT scan was performed 12
months after discharge.

A 68-year-old woman, admitted to the clinic
because of painless macroscopic hematuria
for several days and with a proven infiltrative
tumor process of the bladder. She has bilateral
nephrostomies, undergoing dialysis treatment for
CKD.

Preoperatively, a CT scan was performed on

her, which revealed infiltration of the bladder to
the rectum and infiltration of the ureters, which
was also confirmed surgically.

After consultation with an abdominal surgeon,
an en bloc resection of the bladder, rectum,
mesorectum, and vaginal fornix was performed.
The intestinal passage was interrupted at the level
of m. levator ani and the anus preter was brought
out along the left abdominal wall.

A 60-year-old patient admitted to the
department for painless macroscopic hematuria.
He has proven colorectal carcinoma, invasive
bladder, removed colostomy and nephrostomies
bilaterally. Preoperatively, he underwent a CT
scan as well as colono - and cystoscopy, verifying
rectal carcinoma infiltrating the bladder.

Intraoperatively, he was confirmed a rectal
tumor directly infiltrating the bladder with malignant
regional lymphadenopathy. An en bloc resection of
the rectum, bladder and prostate was performed,
with high ligation of the IMA and IMV, with total
mesorectal excision, the intestinal passage was
restored with a T-T colo-rectal anastomosis.

The patient refused chemotherapy and after
8 months pulmonary and liver metastases were
found.

RESULTS:

After being discharged from hospital, patients
were with urinary drainage secured and in good
general condition. The patients are regularly
followed up by a urologist and have no complaints.

DISCUSSION:

Pelvic exenteration is an effective operative
procedure when performed by a multidisciplinary
team. Preoperative assessment and preparation
of the patient is of utmost importance. During this
phase, it is critical to correct hemoglobin levels
in cases of anemia, increase nutritional intake,
psychologically prepare patients for a radical and
aggressive procedure, and mark potential stoma
sites. Specialized preoperative evaluations, such
as cardiac and pulmonary status, may also be
considered based on the patient.s comorbidities
[2]. Whenever possible, patients should be
encouraged to participate in support groups
with patients who have gone through similar
experiences and can relate the consequences of
the procedure.[3][4]

KEY WORDS

Pelvic exenteration, resection en bloc, rectum,
bladder, vagina, anastomosis, median laparotomy
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NMPENMNOPDBKUN KbM YCIEXA 3A
OPTOTOMNYHOTO 3AMECTBAHE
CJIEQ PAODUKAJNTHA LUCTEKTOMUA
no nosoa KAPLMHOM HA
NMMKOYHUA MEXYP

A. A. Wnwkos, A. lUnwkos
YMBAN ,NNOBAONB"AL, YPOJIOTMYHA KNNMHUKA, NNOBAONB

Lleama Hu e ga ce onumamMe ga yHuduuupa-
Me HAKoU OCHOBHU u3uckBaHuA U XupypauuHu
NPUHUUNU 3a ychexa npu Opmomonu4yHOMo 3a-
MecmBaHe caeg pagukanHa uucmekmomuAa no
noBog kapuuHom Ha nukouHus mMexyp. 3a ne-
puoga om 1996 2oguHa go 2024 2zoguHa cMe u3-
Bopwuau 700 opmomonuyHu 3amecmBaHuA no
Memoga Ha Lllygep, XaymmaH u lNMagoBaHa. One-
pupaHu u npocAegeHu ca 524 moxke u 176 >keHu.
Omuumame Hag 20 2oguHu npexkuBaemocm.
Cuemoxme, ye ¢ HampynaHuAa onum u gobpu-
me OHKOAO2UUHU U yHKUUOHaAHU pe3yAmamu
MoXkeM ga npeghoXkum npenapbku(@rgopumoM)
3a ychexa npu opmomonu4yHomo 3amecmBaHe.

BoBe>kgaHemo Ha HOBume MUHUMaAHO UHBa3uB-
HU Memogu(ranapockoncku u pobomusupaHu
onepamuBHU MexHUku) 3a OpPMOMONUYHO 3a-
mecmBaHe Bogu go eguH ocHoBeH Bonpoc: Boa-
MO>KHO AU € ga ce cha3Aam ocHoBHumMe(gokasaHu)
NPUHUUNU 3a ycnex npu mo3u Bug onepauuu —
2eomMempuyeH kanauumem, akomogauus, konaa-
UoHC u koHmpakmuaHocm? BaykHo 3a dyHkuuo-
HanHUmMe pe3yamamu(Hanp. KoHmMuHeHmMHocm) e
cna3BaHemo Ha me3u npuHuUNU.

KJ1l040BU AYMU:

OpmomnuuHo 3amMecmBaHe, KapuuHOM Ha
NUKOUHUA Mexyp
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GUIDELINES FOR THE SUCCESS OF
ORTHOTOPIC REPLACEMENT AFTER
RADICAL CYSTECTOMY FOR BLADDER
CARCINOMA

D. D. Shishkov, D. Shishkov
UMBAL,PLOVDIV” JSC, UROLOGY CLINIC, PLOVDIV

Our aim is to try to unify some basic
requirements and surgical principles for the
success of orthotopic replacement after radical
cystectomy for bladder carcinoma. For the period
from 1996 to 2024, we performed 700 orthotopic
substitutions according to the method of Studer,
Hautman and Padovana. 524 men and 176
women were operated on and followed up. We
report over 20 years of survival. We thought that
with the accumulated experience and the good
oncological and functional results, we can offer
recommendations (algorithm) for the success of

orthotopic replacement. The introduction of the
new minimally invasive methods (laparoscopic
and robotic operative techniques) for orthotopic
replacement leads to one main question: Is it
possible to respect the main (proven) principles
of success in this type of surgery - geometric
capacity, accommodation, compliance and
contractility? Important for functional results (e.g.
continence) is compliance with these principles.

KEYWORDS:
Orthotopic substitution, Bladder carcinoma

CJIEQONEPATUBHU YCNOXHEHUA
CNEQ XUPYPITNYHO JIEHEHUE
HA HEYCJIOXKHEHA CTPEC
MHKOHTUHEHLU A NPU KEHU

H. Xanaues, . NMaHues, . Jlo3ses, [l. 3aprauu, H. Cmunos
KITMHNKA MO YPONOTnA, M1 - MBP, TP. COOUA

BbBEAEHUE:

MocmaBaHemo Ha cybypempaneH CAuHe e
egHa om npouegypume npenopvuBaHu npu Aeuve-
HUemo Ha cmpec-UHkOHMUHeHUUAMA Npu >KeHu.
HezaBucumo om gobpama edekmuBHocm, no-
cmaBAHemo Ha noAunponuAeHoBama AeHma e
cBop3aHo ¢ onpegeneHu ycAoXkKHeHUA, koumo e
Heobxogumo ga bogam pasnosHaBaHu u AekyBa-
HU.

LEJI:
MocmaBuxme cu 3a uen ga npegcmaBum
cobcmBeHuAa onum no omHoweHue Ha edek-

muBHocmma u HabalogaBaHume ycnoXKHeHuA
B uHmpa- u nocmonepamuBHuUA nepuog npu

u3BopwBaHemo Ha cybypempanHa cAuHz08a
onepauus ¢ mpaHcobmypamopeH gocmbn npu
»KEHU C YMepeHa U CUAHO u3paseHa HeycAoXKHe-
Ha cmpec UHKOHMUHeHuUA. AHaAu3upame HawuA
onum om AeYeHUemo Ha cmpec UHKOHMUHEeHUU-
Ama cnpAamo u3BegeHume npenopvku Ha EBpo-
neuckama acouuauus no ypoaoz2usa kbm gHewHa
gama;

METOA4MN:

3a nepuoga om 2018 2. go 2024 2. npu obwo
33 >keHu e npoBegeHo onepamuBHO AeueHue C
mpaHcobmypamopHo nocmaBaHe Ha cybype-
mpaneH cauHe. MN3Bvpwu ce pempocnekmuBeH
aHaAu3 Ha edpekmuBHocmma Ha npouegypama,
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kakmo u npoABeHume kpamko- u cpegHOCPOYHU
YCAOXKHEHUS.

PE3YJITATU:

Om u3BopweHume 33 Xupyp2uuyHU UHMep-
BeHuuu ce HabalogaBaxa caegHUMeE YCAOXKHEHUA:
bonesHeHocm Hag 244y caeg uHmMepBeHuusma -
npu 3 nauueHmku (9%); npompy3usa Ha CAUHz2a
npu 2 nauueHmku (6%); 3HauuMa uHmpaonepa-
muBHa xemopazua - 2 6oaHu (6%) caegonepa-
muBHa xemopazuAa ce MaHudecmupa npu 1na-
uueHmka (8%); nocmonepamuBHa pemeHuun
— npu 2 (6%), a nepcucmupawa UHKOHMUHEH-
uuA - npu 2 6oAHU (6%).

OnucaHume cAegonepamuBHU yCAOXKHEHUsA
ce aHanusupaxa ¢ oaneg usBerkgaHemo Ha cuc-
mema 3a oueHABaHe Ha epekma om onepamuB-
HOMO AeueHue, npegonepamuBHu puckoBu dak-

mopu, oueHka Ha npegonepamuBHuAs nogxog u
guasHocmuka, uzBog no omHoweHue Ha banaHca
noa3a/Bpega om uszBopuweHama npouegypa, kak-
mo u cobcmBeHuA onum U NOgxog NpPU Hacmovnu-
AUME YCAOXKHEHUS.

3AKJIKOYEHUE:

Onucanama onepamuBHa mexHuka e ¢ gobop
mepaneBmuueH edekm u coc 3agoBoaumenHa
yecmoma u meXkecm Ha caegonepamuBHu yc-
AOXKHEHUA cnpAMO onucaHume B Aumepamy-
pama aamepHamuBHU Xupypauy4yHU Memogu Ha
AeUEeHUE Ha HeycAaodkHeHama cmpec UHKOHMuU-
HeHuuA.

KJ1l040BU AYMU:

UHKOHMUHEHUUA Npu >KeHu, CAUHZ2, Xupypauu-
HU YCAO>XKHEHUA

POSTOPERATIVE COMPLICATIONS
AFTER SURGICAL TREATMENT OF
UNCOMPLICATED STRESS URINARY
INCONTINENCE IN WOMEN

N. Halachev, P. Panchey, P. Lozev, D. Zargani, N. Smilov
MEDICAL INSTITUTE OF THE MINISTRY OF INTERIOR, SOFIA, BULGARIA

OBJECTIVE:

The placement of a suburethral sling is one of
the recommended procedures for the treatment
of stress urinary incontinence (SUI) in women.
Despite its good effectiveness, the placement of
the polypropylene tape is associated with certain
complications that need to be recognized and
treated.

AIM:
This report aims to present our own
intra- and postoperative experience on the

effectiveness and observed complications of
performing a suburethral sling operation with
transobturator access in women with moderate
to severe uncomplicated SUI fand to compare our
experience with the up to date recommendations
of the European Association of Urology (EAU)

METHODS:
From 2018 to 2024, a total of 33 women

underwent surgical treatment with transobturator
(TOT) sling placement; a retrospective analysis
was performed on the effectiveness of the
procedure as well as any short- and medium-term
complications.

RESULTS:

Out of the 33 surgical interventions (100%)
performed with the TOT technique for placing a
sling, the following complications were observed:
in 3 cases (9%) there were pains lasting more
than 24 hours after surgery; in 2 (6%), there was
protrusion of the sling; significant intraoperative
hemorrhage occurred in 2 of cases (6%), and
postoperative hemorrhage manifested in 1 (3%);
postoperative retention was noted in 2 patients
(6%) and persistence of incontinence was
registered in 2 of cases (12%).

In order to analyse the results the following
topics were grouped together: a development
of a system for assessing the effect of the
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provided surgical treatment, preoperative risk
factors, evaluation of preoperative approach and
diagnostics, discussion regarding the benefit
of the procedure performed, as well as our
own experience and approach to dealing with
complications and the follow-up.

%j
CONCLUSION:

The described surgical technique has a good
overall therapeutic effect and a satisfactory result
regarding frequency and severity of postoperative
complications compared to the described in
literature other alternative surgical methods for the
treatment of uncomplicated SUI up to this date.

THE ASSOCIATION OF SQUAMOUS
KERATINIZING METAPLASIA
(LEUKOPLAKIA) OF THE BLADDER
WITH SYMPTOMS OF THE LOWER
URINARY TRACT IN WOMEN

D. Markovski
CITY GENERAL HOSPITAL,8TH OF SEPTEMBER” - SKOPJE, REPUBLIC OF NORTH MACEDONIA

INTRODUCTION:

Squamous keratinizing metaplasia (SCM) of the
bladder, also known as leukoplakia of the bladder,
is a condition in which the normal transitional
epithelium is transformed into a squamous
epithelium overlying a layer of keratin (1). In most
patients, typical non-specific urinary symptoms
are expressed, such as frequency, urgency,
suprapubic pain, discomfort, microhematuria and,
less often, macrohematuria (7).

OBJECTIVES OF THE STUDY:

- To prove the relationship between bladder
leukoplakia and urinary symptoms in affected
women.

- To determine the effect of endoscopic
resection of leukoplakia in relation to conservative
treatment

MATERIALS AND METHODS:

The study analysed 50 patients with long-
term lower urinary tract symptoms (more than
six months) between 2021 and July 2024. All
underwent cystoscopy. The study included
patients with a pathohistological diagnosis of
squamous keratinizing metaplasia of the bladder.
The severity of symptoms was determined
according to the international classification for
urinary symptoms (International prostate symptom
score - IPSS). Bi-polar transurethral resection of

squamous keratinizing metaplasia of the bladder
was performed in all patients. One month after
the intervention, the patients were called for a
follow-up examination, during which the severity
of urinary symptoms was re-evaluated according
to the IPSS. Then a comparative analysis was
performed, on the basis of which the significant
difference of IPSS before and after the intervention
was assessed.

RESULTS:

Of the total number of female patients, lower
urinary tract symptoms, pain and hematuria
were the most common symptoms. After the
intervention there was a significant improvement
in the initial IPSS score. The percentage of
patients with severe and moderate lower urinary
tract symptoms decreased from 57.1% to 25.7%.
No hematuria was reported, and most of the
patients reported an improvement in their quality
of life. A total of 64.4% of patients reported an
improvement in symptoms, in 23.5% there was no
improvement, and 12.1% reported worsening of
symptoms.

CONCLUSION:

Bipolar transurethral resection significantly
relieves symptoms in women with squamous
keratinizing metaplasia, improves quality of
life according to the IPSS questionnaire by an
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acceptable 64.4%, and is superior to conservative
treatment.
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OTBOPEHA, JIAMMAPOCKONCKA UNn

POBOT-ACUCTUPAHA PAOUKAJIHA

LUCTEKTOMUA N KAKBO CJIEABA:
KbAE CME NMPE3 2023 IOA.?

A. Wnmukos, A. A. Wnwkos
YMBAN ,NNOBAOMB"AL, YPOJTOTUYHA KITMHUKA, M10OBAOVB

LEJI:

[a cpaBHum u oueHuM omBopeHama, Aana-
pockonckama uau pobom-acucmupaHama pagu-
kanHa uucmekmomusa u nocaegBawama gepuBa-
uuA Ha ypuHama cAeg pagukaaHa uucmekmomua
no noBog kapuuHom Ha nukouyHuA MexXyp.

MATEPUAJT U METOA4MU:

MopBama aanapockoncka uucmekmomusa ¢
nocaegBawo ekcmpakopnoparHO opmomonuy-
HO 3amecmBaHe 6e u3BopweHo om Hac npes
tonu 2010 2og.

M3noA3Banu cMe Hawusm onum u peayamamu
om 700 opmOmMONUYHO 3aMeCcmeHU NauueHmu ¢
npexkuBaemocm om Hag 20 2oguHu(nbpBomo op-
momonuyHo 3amecmBaHe no LLlygep B Boazcapua
u3Bopwuxme npe3 1996 zoguHa), cpaBHABau-
ku 20 ¢ nocaregHume npoyuBaHua nybaukyBaHu
BoB Bogewume ypono2uyHU cnucaHuAa. B mosu
npeaneg obcv)kgame nosHaHuAmMa 3a pobomu-
3upaHama pagukanHa uucmekmomusa kom 2023
2oguHa. CpaBHuxme He camo koHBeHUUOHaAHU-
me pobomusupaHu u omBopeHU Nogxogu, HO U

Memogume Ha ypuHapHO omkAoHeHue ekcmpa-
kopnopaaHo u uHmpakopnopanHo B8 pamkume
Ha pobomusupaHusa nogxog. Ypes omuumaHe Ha
OHkOAO2UUHU pe3yamamu, nepu- U hocmonepa-
MuBHU ycAOXKHEeHUsA, caegonepamuBHume npo-
MeHU B8 kauecmBomo Ha >kuBom (Qol) u npo-
BexkgaHe Ha aHaau3 Ha peHmabuaHocmma Ha
pobomu3upaHma Xupypaus, HUe OUEHUXME He-
20B8ume npegumcmBa u Hegocmamouu BvB Bce-
ku acnekm B cpaBHeHue c omBopeHusa Nogxog.

PE3YJITATU:

CpaBHABalku u omuumauku pe3yamamume
om pasAuyHume ueHmpoBe cmuzame go u3Bo-
ga, ue oHkoAO2UYHUME, UHMpa- U hocmonepa-
muBHume pe3yamamu npu mpume Buma one-
pamuBHa mexHuka ca coBmecmumu. [Jokamo
dyHkuuoHaAHUME  (Hanp.  KOHMUHeHmMHocm,
nomeHmMHocm u gp.) ca B noA3a Ha omBopeHus
NOgXog Npu opmomMonuYHOMo 3amMmecmBaHe.

KJ1l040BU AYMU:

KapuuHoM Ha nukouHus Mexyp, uucmekmo-
MUA, OpMOmMOonuUYHO 3aMmecmBaHe

OPEN, LAPAROSCOPIC, OR ROBOTIC-
ASSISTED RADICAL CYSTECTOMY AND
WHAT'S NEXT: WHERE ARE WE IN 2023?

D. Shishkov, D. D. Shishkov
UMBAL,PLOVDIV” JSC, UROLOGY CLINIC, PLOVDIV

TARGET

To compare and evaluate open, laparoscopic,
or robot-assisted radical cystectomy and
subsequent urinary diversion after radical
cystectomy for bladder carcinoma.

MATERIAL AND METHODS:

The first laparoscopic cystectomy with the
last extracorporeal orthotopic replacement
was performed by us in July 2010. The largest
experience and results of 700 orthotopically
replaced patients with survival over 20 years are
used (the first Studer orthotopic replacement in
Bulgaria took place in 1996), comparing it with the
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latest studies in the leading urological journals. In
this review, we discuss the knowledge of robotic
radical cystectomy as of 2023. We compared not
only conventional robotic and open approaches,
but also extracorporeal and intracorporeal urinary
diversion methods within the robotic approach.
By considering oncological outcomes, peri- and
postoperative  complications,  postoperative
changes in quality of life (QoL), and conducting
a cost-effectiveness analysis of robotic surgery,
we evaluated its advantages and disadvantages
in each aspect compared to the open approach.

RESULTS:

Comparing and reporting the results of the
different centers, we come to the conclusion
that the oncological, intra- and postoperative
results of the three types of surgical technique
are compatible. While the functional ones (eg
continence, potency, etc.) are in favor of the open
approach in orthotopic substitution.

KEYWORDS:

Bladder carcinoma, cystectomy, orthotopic
replacement

MHTEPECEH PAADK KJIMHNYEH
CJNIYYAU HA NOCTABEHU 91
METAJTHA MATHUTHU TOMNYETA B
YPETPATA UTIMKOYHUNA MEXYP

H. MupuHueB "2 3n. YonakoBa '?
1 MEOVUWNHCKN OAKYNTET, YHUBEPCUTET ,,MPO®. -P ACEH 3/1ATAPOB®, BYJ.,[MPOO.
AKMMOB” Ne 1, M.K. 8010, BYPTAC, BbJITAPUA
2 KNMHWKA MO YPONOTNA, YHUBEPCUTETCKA MHOTOTMPOOWJTHA BOJTHNLIA 3A AKTUBHO
JIEMEHWE - BYPTAC ALl BYJ.,CTEOAH CTAMBOJ10OB” Ne 73, IN.K. 8000, BYPTAC, BbJITAPUA

BbBEAEHUE:

HuazHo3ama Ha uy>kgu mena B ypempama u
nukouHua mMexyp e npegu3BukameacmBo, kamo
ce uma npegBug konebaHuemo Ha nauueHmu-
me ga gokaagBam 3a nocmaBaHemo um. 3aba-
BeHama guazHocmuka yBenuuaBa uecmomama
Ha ycaoXkKHeHUAmMa. MagHumHume uy>kgu meaa
ca ocobeHo onacHu nopagu Bv3moykHocmma
om npumuckaHe Ha ypempama uAu cmeHama
Ha nukouHua Mexyp, koemo Bogu go mexkka
ucxemua. OmcmpaHaBaHemo Ha me3u obekmu
€ MpygHO nopagu mAxHama MagHuUmHa agxe-
suA[1],[2],[3],[4].

HEJ:

Lleama Ha masu nybaukauus e ga npegcma-
Bum pAgok u uHmMepeceH KAUHUYeH cayuyau Ha
nocmaBeHu 91 MemaAHU MagHUMHU monuyema B
ypempama u nukouHusa mexyp om Maago 15 zo-
QUWHO MOMYEe U ga nomopcuM nogobHu onuca-
HU cAyvyau B8 MeguuuHckume 6asa gaHHuU.

MATEPUAJIU U METOA4UN:
Bewe HanpaBeHa cnpaBka B8 PUB MED c kalo-

yaBu gymu: uy>kgo mAAO; MagHUMHU monuyema;
nukoueH Mexyp; ypempa. B 6azama gaHHuU ce
omkpuxa goknagBaHu 2 cayuyaa Ha nocmaBeHu
MasHUMHU monuema B ypempama u nukouyHus
mMexyp: 28 2. Mb>Xk ¢ 159 monuema u 10 2. MOMuUe
¢ 83 monuema.

PE3YJITATU:

MpegcmaBame pAgobk u uHMepeceH KAUHU-
ueH caydyal Ha Momue Ha 15 2oguHu nocmaBuno
B8 ypempama u nukouyHuA cu mexyp 91 meman-
HU MasHUMHU monuema. 3gpaBo 15 2oguwHo
MomMue nocmonBa no cnewHocm B kauHukama.
Mo gaHHU Ha gememo u mMaukama, nauueHma cu
e Bkapana 8 ypempama okono 30 MemaAHU Mae-
HUMHU monuema. Ompuuam 3a 3aboasaBaHuna u
npuemMaHe Ha MegukameHmu. Ompuuam 3a anep-
aus.

M3Bopwu ce ekcmpakuus Ha 15 bposa meman-
HU Ma2HUMHU monyema om ypempama C wun-
ka 3a uy>kgo mano. M3Bopwu ce uucmockonus
u ce ycmaHoBu kozaomepam om MHoXkecmBo
monuema B nukouyHuA Mexyp u nopagu CUAHU-
me Ma2HUMHU CUAU Ha HeogumMoBume magHuUm-
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HU monuema ce ycmaHoBu HeBb3amoXkHoCcm no
MUHUUHBa3uBeH nom ga ce ekcmpaxupam mMae-
HUMHUME MemanHuU monuema npes3 ypempama.
Bse ce peweHue ga ce us3Bopwu uUCMOMOMUA.
N3Bopwu ce ekcmpakuua Ha MHOXkecmBo Mae-
HUMHU monuyema om nukoueH mexyp. MemanaHu-
me MagHUMHuU monuema 6saxa obwo 91 6posn.

OBCbX/AHE:

To3u kauHuueH cayuau Ha nocmaBeHu B ype-
mpama u NUKOYHUAM Mexyp MemanHuU MagHuUm-
HU monuema gaBa ueHHa npegcmaBa 3a pAgok,
HO NOMEHUUaAHO Cepuo3eH MeguuuHcku cueHa-
pul u usuckBa gonyckaHemo My B gudepeHuu-
aAHO-guaszHocmuuHuAam naaH [5],[6],[7],[8]. Yc-
newHoOmMo ugeHmMuduuupaHe u omcmpaHABaHe
Ha MagHUmMHUMe monyema B mo3u cayyau e om
pewaBawo 3HaueHue 3a npegomBpamaABaHe Ha
gONBbAHUMEAHU YCAOXKHEHUA, kamo uHdekuusa
uau yBpeXkgaHe Ha ypempama u nukouyHuAa mMe-

xyp[9].

Mpu geua ¢ noBmapAwu ce gu3ypuyHU On-
AakBaHuAa mpAbBa ga ce uma npegBug Boa-
MoXkHocmma 3a uy>kgo mAno B ypempama uau
nukouHuA Mexyp.

3a nauueHmu 6e3 cepuo3HU YCAOXKHEHUS
uucmockonuAama e 3nameH cmaHgapm 3a guae-
Hocmuka u AeueHue.

To3u cayual gokasBa Heobxogumocmma
om noBuweHa obwecmBeHa ocBegomeHocm U
NO-cmpoau pe2yramopHU Mepku No omHoweHue
Ha MagHUMHume uzpauvku.

KJ1I040BU AYMU:

uy>kgo maAAo, MagHUMHU monuema, nukoueH
Mexyp, ypempa

A/1IPEC 3A KOPECITOHAEHLUA:

ep. bypeac, Bya. Cm. CmambonoB 73,

drmirinchev@abv.bg
z_cholakova@yahoo.com

AN INTERESTING RARE CLINICAL
CASE OF 91 METAL MAGNETIC BALLS
PLACED INTHE URETHRA AND
BLADDER

N. Mirinchev "2, ZI. Cholakova '
1 FACULTY OF MEDICINE, UNIVERSITY ,PROF. DR. ASEN ZLATAROV*, ,PROF. YAKIMOV” NO. 1, PK.
8010, BURGAS, BULGARIA
2 UROLOGY CLINIC, UNIVERSITY MULTIDISCIPLINARY HOSPITAL FOR ACTIVE TREATMENT -
BURGAS AD, STEFAN STAMBOLOV BLVD. NO. 73, P.C. 8000, BURGAS, BULGARIA

INTRODUCTION:

The diagnosis of foreign bodies in the urethra
and bladder is challenging given the reluctance of
patients to report their insertion. Delayed diagnosis
increasestheincidence of complications. Magnetic
foreign bodies are particularly dangerous because
of the possibility of compressing the urethra or
bladder wall, leading to severe ischemia. Removal
of these objects is difficult due to their magnetic
adhesion[1],[2],[3],[4]-

PURPOSE:

The purpose of this publication is to present
a rare and interesting clinical case of 91 metallic
magnetic balls placed in the urethra and bladder

of a young 15-year-old boy and to search for
similar reported cases in medical databases.

MATERIALS AND METHODS

PUB MED was searched using keywords:
foreign body; magnetic balls; bladder; urethra.
The database found 2 reported cases of magnetic
beads placed in the urethra and bladder: a
28-year-old man with 159 balls and a 10-year-old
boy with 83 balls.

RESULTS:

We present a rare and interesting clinical case
of a 15-year-old boy who had 91 metallic magnetic
balls inserted into his urethra and bladder. A
healthy 15-year-old boy is urgently admitted to
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the clinic. According to the child and the mother,
the patient inserted about 30 metal magnetic balls
into his urethra. They deny illness and medication.
They deny an allergy.

Fifteen metal magnetic balls were extracted
from the urethra with a foreign body clip. A
cystoscopy was performed and a conglomerate
of multiple balls was found in the bladder and due
to the strong magnetic forces of the neodymium
magnetic balls, it was found impossible to
minimally invasively extract the magnetic metal
balls through the urethra. A decision was made
to perform a cystotomy. Extraction of multiple
magnetic balls from bladder was performed. The
metal magnetic balls were a total of 91 pieces.

DISCUSSION:

This clinical case of metal magnetic balls
placed in the urethra and bladder provides
valuable insight into a rare but potentially serious
medical scenario and warrants its inclusion in the
differential diagnosis plan [5],[6],[7],[8]. Successful
identification and removal of the magnetic balls in
this caseis critical to prevent further complications,
such as infection or damage to the urethra and
bladder[9].

In children with recurrent dysuric complaints,
the possibility of a foreign body in the urethra or
bladder should be considered.

For patients without serious complications,
cystoscopy is the gold standard for diagnosis and
treatment.

This case demonstrates the need for increased
public awareness and stricter regulatory measures
regarding magnetic toys.

KEYWORDS:

foreign body, magnetic balls, bladder, urethra
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NATNAPOCKONCKO IEYEHUE NMPU
ABAOMUHANEH KPUNTOPXU3DM
MO OAYJIEP-CTUBEHC Il AKT
- ONEPATUBHA TEXHUKA U
CNEQONMEPATUBHW PE3YNITATU -
HALWUUAT ONMUT

E. AtaHacos', U. A. Teoprues’, C. Auppees’, M. Llanes’, XK. Cupomaxos’, P. Mupuos'
1. OTAENEHWE MO YPONOINA, MBAT BUTA, COOUA

BbBEAEHUE:

Mpu npubausdumenHo 1% om MoMueHuama
Ha 12-meceuHa Bo3pacm ce omkpuBa HegecueH-
gupan mecmuc.(1) Okoao 20% om HegecueHgu-
pasume mecmucu ca HenaAnupyemu, om kou-
mo 6Au3o nonoBuHama ca uHmpaabgomanHo
pasnonoXKeHU UAu HagHudawu B uH2BuHanHusA
kaHaa.(2) NMpu HegocmamouHa goAkuHa Ha kpo-
BoHocHUMe cbgoBe 3a gupekmHo u3BopwBaHe
Ha opxugonekcua ce npenopvuBa onepamuBHa-
ma mexHuka no (Payaep-CmuBeHc(3). MpoueH-
mom Ha npe)kuBAemMocm Ha mecmuca npu eg-
HoakmHama mexHuka e npubauumenHo 50%(4),
gokamo npu gByakmnHama mou ce noBuwaBa go
okono 90%.(5) Hau-uecmomo caegonepamuBHoO
ycAOXKHeHUe e ampoduAama Ha mecmuca, kamo
msA MoXke ga ce ouyakBa B npubausumenHo 8.2%
om cayyaume.(6)

LEJT:

Lleama Ha Hacmoswama npe3eHmauus e ga
npegcmaBum npugobumuaA om Hac onum npu 3a-
BopwBaHe Ha gecueH3yca Ha uHmpaabgomanHo
pa3nonokeHu mecmucu uped Bmopu akm one-
pamuBHo AeueHue no Payrep-CmuBeHc.

MATEPUAJIN U METO4U:

3a nepuoga HOHuU 20222. — AHyapu 20242. B
omgeneHuemo 6e u3BopweH Bmopu akm one-
pamuBHo AeueHue no Payaep-CmuBeHc npu 16
MOMUeHua.

PE3YJITATU:

Mpu npoBegeHomMo Ha wecmu caegonepamu-
BeH Meceu dpusukanHo u exozpadcko npocaegsa-

BaHe ce ycmaHoBu ampodua Ha mecmuca npu
€gHO Om onepupaHume No 20pecnoMeHamama
mexHuka geua.

ObCbXAAHE:

CnaegonepamuBHume pe3yamamu om npo-
BegeHomo B omgeneHuemo gByakmHo AeueHue
Ha abgomuHanHO pasnonoykeH mecmuc no (Pa-
ynep-CmuBeHc ca obHagekgaBawu u cpaBHu-
MU ¢ usdBecmHume gaHHu. lMpu Beue npugobum
onum B Aanapockonckama xupypeaua oBaagABa-
Hemo koHkpemHama xupyauuHa mexHuka He e 3a
cmemka Ha peayamamume u caegBa ga ce okypa-
»kaBa Bonpeku pucka om ampodua Ha mecmuca.

KJ1l040BU AYMU:

Nanapockonusa, (Dayaep-CmuBeHc, Abgomu-
HaAeH KpunmopXxu3oM
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LAPAROSCOPIC TREATMENT OF
ABDOMINAL UNDESCENDED
TESTICLES USING THE FOWLER-
STEPHENS TECHNIQUE - STAGE I
POSTOPERATIVE RESULTS -
OUR EXPERIENCE

E. Atanasov’, I. A. Georgiev', S. Andreev', M. Tsanev', Zh. Siromahov’, R. Mirchov'
1. UROLOGY DEPARTMENT, VITA HOSPITAL, SOFIA

INTRODUCTION:

Following spontaneous descent within the
first months of life, nearly 1.0% of all full-term
male infants still have undescended testes at one
year of age(1) Among the 20% of non-palpable
testes, 50-60% are intra-abdominal, canalicular
or peeping (right inside the internal inguinal
ring)(2) Testes lying > 2 cm above the internal
inguinal ring may not reach the scrotum without
division of the testicular vessels. Under such
circumstances, a Fowler-Stephens orchidopexy
is recommended.(3) The testicular survival rate in
the one-stage Fowler-Stephens technique varies
between 50 and 65% based on post-operative
Doppler-ultrasound.(4) For two-stage procedures
success rates increase up to 90%.(5) A systematic
review revealed an overall atrophy rate for primary
orchidopexy of 8.2% for the two-stage approach.
(6)

AIMS:

The aim of the presentation is to share our
experience with second stage Fowler-Stephens
orchidopexy.

MATERIALS AND METHODS:

For the period June 2022 — January 2024
second stage Fowler-Stephens orchidopexy
was performed on 16 boys with abdominal
undescended testicle.

RESULTS:

During the six-month follow up testicular
atrophy was confirmed via physical examination
and US in one of the boys.

DISCUSSION:

Postoperative results of two-stage treatment
of abdominal undescended testicles using the
Fowler-Stephens technique are similar to available
data. In experienced hands this surgical technique
has good results and should be used despite the
risk of testicular atrophy.

KEY WORDS:

Laparoscopy, Fowler-Stephens,
undescended testicles
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MAUHVUMAJTHO UHBA3BHUA
TEXHUKW B TEYEHUETO HA AELA C
MEIFAYPETEP

C. Angpees’, E. Atanacos', U. A. Teoprues’, M. Llanes', XK. Cupomaxos’, P. Mupuos’
1. OTAENEHWE MO YPONOINA, MBAT BUTA, COOUA

BbBEAEHUE:

BpogeHusm mezaypemep € cbCmofAHuUe, npu
koemo ce npenopbuBa akmuBHo HabalogeHue
npu geuama, kamo onepamuBHO AeuyeHue ce
npegaaza npu onpegeaeHu nokasaHus.(1,2) MNpu
geua c pasmMmep Ha ypemepa Hag 10-15 MM e
MHO20 no-BepoAmHO ga ce HanoXku onepamuBHO
neueHue.(1) B nocregHumMe 20guHU ce Hanazam
MHO20 MUHUUHBa3uBHU MexHUKU npu AeueHUemo
Ha moBa 3aboanaBaHe uenswu no-manka mpaB-
MamuuyHocm u cokpameH 6oAHUYEeH npecmol.
Mpunazam ce eHgockoncku, aanapockoncku u
pobomusupaHu mexHuku, koumo gaBam nogob-
HU pe3yamamu Ha omBopeHume XupypauyHU UH-
mepBeHuuu. (2,3,4,5)

LEJT:

Llenma Ha HacmosAwama npoy4BaHe e ga npeg-
cmaBum u3noA3BaHume mexHUKU U HavaaHume
HU pe3yamamu om npuAokeHume MuHUUHBa3uB-
HU mexHuku B AeueHUEMO Ha geua c Mezaypemep.

MATEPUAJIU U METOAN:

Om meceu HoemBpu 2023 2oguHa go Meceu,
loau 2024 onepupaxme 5 geua, npu koumo bewe
npunoXkeH MuHUuHBa3uBeH nogxog B AeueHue-
mo. Tpu om onepupuaHume nauueHmu bsaxa c
mMezaypemep Ha eguHusm noaloc npu gBouHo
gpeHakHa cucmema, npu koumo Hewe usBegeHa
nanapockoncku npucmenHa LOOP cmoma. [Mpu
€guH nauueHm ce u3Bopwu 6aroHHa guaamauua
Ha nopBuueH obcmpykmuBeH Mezaypemep u npu
gpyso geme ce usBopuu Aanapockoncka peum-
nAaHmMauusa Ha nopBuueH obcmpykmuBeH meza-

ypemep.
PE3YJITATU:

CpegHama Bo3pacm Ha onepupaHume nauu-
eHmu e 1 2oguHa u 3 meceua. Npu Bcuuku nauu-
eHmu ce pegyuupa 6oAHUYHUAM npecmou go 3
gHU cAaegonepamuBHo ¢ Aunca Ha 6oakoBa cumn-
momamuka. Npu geuama c usBegeHa LOOP cmo-
ma ce npoBege nocaegBaw,o onepamuBHO Aeue-
HUe cAeg HOpMaAu3upaHe moHyca Ha ypemepa,
koemo 6ewe ynecHeHO nopagu pegykuusma Ha

cnegonepamuBHume cpacmBaHua u Makcuman-
HOomo coxpaHABaHe Ha kpoBocHabgaBaHemo u
uHepBauusma Ha ypemepume. pu nauueHma
¢ npoBegeHa HbanoHHa gunamauusa ce ycmaHoBu
HamMmanABaHe Ha exozpadckuAam pasmep Ha ype-
mepa npeBesukanHo, 6e3 Hanuuvue Ha pebpunHu
ypouHdekuuu B caegonepamuBHUAM nepuog,
kamo nauueHma He bewe cmeHmupaH. [lememo,
npu koemo ce u3Bopwu Aanapockoncka peum-
nAaHMauuA umawle 2anagok paHeH caegonepamu-
BeH nepuog, 6e3 Haauyue Ha cAaegonepamuBHa
xemamypus, 6e3 dpebpunHu ypouHdekuuu u gpe-
Ha>kKHU cMyweHuA, kamo He ce peaucmpupaxa
gpyau ycaoxkHeHuA B caegonepamuBHuA nepuog.
MHmpaonepamuBHo nocmaBeHuAam cmeHm ce
cBanu caeg 6 cegmuuu.

OBCbX/AAHE:

Kaacuueckume onepamuBHu mMemogu 3a Ae-
yeHue Ha BpogeHusm mezaypemep ca cBop3aHu
C goabe BoAHUUEH npecmol, uspaseHa boakoBa
cumnmomMamuka B8 nopBume caegonepamuBHuU
gHu. lNpuao>keHuemo Ha eHgockoncku u Aanapo-
ckoncku mMemogu Ha AeuyeHue 3HAaUUMEAHO Cb-
kpawaBam 6oAHUUHUAM npecmou u pegyuupam
boakama u cmpeca npu onepupaHume geua,
kamo umam cxogHu caegonepamuBHU pe3yama-
mu cnpAMo kaacuueckume memogu.

KJ1l040BU AYMU:

Meezaypemep, Aanapockonus, BanoHHa guaa-
mauus, LOOP cmoma
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5. Romero RM, Angulo JM, Parente A, Rivas S,
Tardaguila AR. Primary obstructive megaureter:

the role of high pressure balloon dilation. J
Endourol. 2014

MINIMALLY INVASIVE TECHNIQUES IN
THE TREATMENT OF MEGAURETERIN
PEDIATRIC POPULATION

S. Andreev', E. Atanasov’, I. Georgiev', M. Tsanev’, Zh. Siromahov’, R. Mirchov'
1. UROLOGY DEPARTMENT, MHAT “VITA”, SOFIA

INTRODUCTION:

Congenital megaureter is a condition, in which
active surveillance is recommended in kids, surgery
is suggested under certain indications.(1,2) In kids
with ureteral diameter above 10-15mm are more
likely to undergo surgery.(1) In the last few years
many miniinvasive techniques in the treatment of this
condition, aiming at less trauma and shorter hospital
stay are gaining ground. Endoscopic, laparoscopic
and robot-assisted techniques are also used, giving
similar results to conventional surgery.

AIM:

The aim of this study is to introduce the
techniques used and to present our initial results
from performing the miniinvasive approaches in
the treatment of megaureter in children.

MATERIALS AND METHODS:

From November 2023 to July 2024 we
operated on 5 children, using the miniinvasive
approach. 3 of the patients were diagnosed with
megaureter in one pole in a duplex collecting
system kidney, in which cases laparoscopic
LOOP-cutaneoureterostomy was performed. 1
of the patients underwent balloon dilation of a
primary obstructive megaureter, and another
one — laparoscopic reimplantation of a primary
obstructive megaureter.

RESULTS:

The mean age of the patients is 15 months.
Hospital stay was reduced to 3 days post-op
with lack of postoperative pain. In patients with
LOOP-ureterostomy additional surgical treatment
was performed after regaining normal tone of
the ureter, which was facilitated by reduction
of postoperative adhesions and maximal
preservation of blood supply and innervation of the
ureters. In the balloon-dilation patient a significant

reduction in the ultrasound-measured prevesical
ureter diameter was established, with no febrile
urinary tract infections in the postoperative period,
as no ureteral stent was used. The laparoscopic
reimplantation patient had a smooth postoperative
period with no hematuria, no febrile UTls, no
drainage impairments, also no other complications
were present. The intraoperatively placed stent
was extracted after 6 weeks.

DISCUSSION:

Conventional surgical techniques in the
treatment of congenital megaureter are associated
with a long hospital stay and significant pain in the
first postoperative days. Using endoscopic and
laparoscopic method of treatment significantly
reduces hospital stay and postoperative pain and
stress in children and have comparable results
relative to conventional methods.

KEYWORDS:

Megaureter, Laparoscopy,
LOOP-ureterostomy
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NMPEAUMMCTBA HA JIOKAJTHATA
NMPEAONEPATUBHA NMOAINTOTOBKA
COANXNAPOTECTOCTEPOHOB
KPEM NP EAHOAKTHO JIEHEHUE
HA AUCTAJIHU ®OOPMU HA
XunocnAamda HA noJiIoBUA YNEH

N. A.Feoprues’, E. Atanacos', C. Augpees’, M. Llanes', XK. Cupomaxos’, P. Mupuos’
1. OTAENEHWE MO YPONOINA, MBAT BUTA, COOUA

BbBEAEHUE:

MpoyuBaHuama nokasBam, ue AokanHama
anAukauua Ha guxugpomecmocmepoH Bogu go
uyBcmBumenHo yzonemABaHe Ha 2aaHC u kop-
nyc neHuc.(1) Yecmomama Ha caegonepamuBHu
ducmyau u pecnekmuBHO peonepauuu ce NOHU-
»kaBa caeg ynompebama My npegu Xugypa2uuHo
AeueHue Ha xunocnagus.(2) MNMopagu ycmaHoBeH
noBuweH puck om uHmpaonepamuBHo kopBeHe u
3ampygHeHo 3a3gpaBaBaHe Ha paHuUme ce npeno-
pouBa npekpamABaHe Ha mepanuAama MUHUMYM
Meceu npegu npegcmosawama uHmepBeHuus.(3)

LEJT:

Llenma Ha HacmoAwama npe3eHmauus e ga
npegcmaBum npugobumuAa om Hac onum om-
HOCHO npegumMmcmBama Ha npegonepamuBHama
nogezomoBka ¢ guxugpomecmocmepoHoB kpem
Nnpu egHoakmHO AeueHue Ha gucmaAHu opmMu
Ha xunocnagusa Ha NoAOBUA YAEH.

MATEPUAJIU U METO/U:

3a nepuoga AHyapu 2024z2. — HOHU 20242.
6e npoBegeHa npegonepamuBHa nogz2omoBka
upe3 AokaaHa anaukauuAa Ha guxugpomecmoc-
mepoHoB kpem npu 11 MomMueHua mexXkgy 18- u
24-meceyHa Bb3pacm € gucmaanHa gopma Ha
xunocnagusa Ha nonoBuA uaeH ¢ nocaegBawama
onepamuBHa uHmMepBeHuuAa no memoga TIP-
repair. KpeMom ce anauuupa om pogumeAume Ha
geuama no BeHmpanHama noBbpXxHOCM Ha 2AaHC
NeHUC U MAAOMO Ha uaeHa gBykpamHo gHeBHo B
npogbakeHue Ha 30 gHu, kamo mepanusma ce
npekpamu 30 gHU npegu hpegcmoAwama Xochu-
manusauus.

PE3YJITATU:

MpoBegeHama aokanHa mepanuAa goBege go
nogobpeHa mpoduka Ha movkaHume, ygoaka-
BaHe Ha uaeHa u npubausumenHo 20% cpeg-
HO yBeAuueHue B guamembpa Ha 2AaHC NeHuc.
BcnaegecmBue He 2opecnoMmeHamomo ce omgage
uszparkgaHe Ha HoBa ypempa Bobpxy npomesa
10CH.

OBCbXAAHE:

MpoBerkgaHemo Ha npegonepamuBHa nog-
2omoBka upe3 nokanHa anAaukauuAa Ha guxugpo-
mecmocmepoHoB kpem B cAayuyau Ha gucmaaHa
xunocnaguAa no3BoaABa uszpakgaHe Ha HoBa
ypempa Bbpxy no-wupoka npomesa, 6e3 Hanpe-
»keHue B weBHume AUHUU U npu hogobpeHa mpo-
duka Ha mokaHume, koemo noHu>kaBa pucka om
caegonepamuBHU ycAoXKHeHUA kamo gexucueH-
UUA Ha 2AaHC NeHUC U CMeHo3a Ha Meamyca Ha
ypempama ¢ nocAaegBawama cucmyausauus.

KJ1O40BU AYMU:

OuxugpomecmocmepoH, [ucmanHa Xunoc-
nagus

JINTEPATYPHA CITIPABKA:
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BENEFITS OF LOCAL
DIHYDROTESTOSTERONE
PREOPERATIVE THERAPY IN ONE-
STAGE TREATMENT OF DISTAL FORMS
OF HYPOSPADIAS

I. A. Georgiev', E. Atanasov’, S. Andreev', M. Tsanev', Zh. Siromahov', R. Mirchov'
1. UROLOGY DEPARTMENT, VITA HOSPITAL, SOFIA

INTRODUCTION:

According to studies local application of
dihydrotestosterone (DHT) leads to substantial
enlargement of the glans and the shaft of the
penis.(1) Local therapy lowers the incidence of
postoperative fistulae and redo surgery.(2) A higher
risk of intraoperative bleeding and impaired wound
healing is observed, therefore therapy should be
terminated at least a month prior surgery.(3)

AIMS:

The aim of the presentation is sharing our
experience in local preoperative therapy with
dihydrotestosterone in one-stage hypospadias
repair.

MATERIALS AND METHODS:

For the period January 2024 — June 2024 local
preoperative application of dihydrotestosterone
was performed in 11 boys 18 to 24 months of age
prior to TIP repair for distal hypospadias. DHT
gel was applied by the parents onto the ventral
surface of the glans and shaft of the penis twice
daily for 30 days, therapy was terminated 30 days
prior hospitalization.

RESULTS:

Local therapy leads to better vascularization, an
increase in the length of the penis and an average

of 20% increase of glandular circumference. TIP
repair was then performed using a 10CH urethral
prothesis.

DISCUSSION:

Local DHT preoperative therapy in cases
of distal hypospadias provides opportunity for
performing urethroplasty using a wide prothesis,
with low tension in the suture line and with better
vascularization. This leads to a lower postoperative
risk of glandular dehiscence, meatal stenosis and
occurrence of fistulae.

KEYWORDS:

Dihydrotestosterone, Distal hypospadias
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KNUHUYEH CNTYYAN HA
NANAPOCKOINCKA PEMMIMJIAHTALUMUA
HA YPETEP NO JINWI-TPEITOAP INPU
AETE CE BESUKOYPETEPOPEHAIJIEH
PEDOJIYKC

C. Angpees’, E. Atanacos', U. A. Teoprues’, M. Llanes', XK. Cupomaxos’, P. Mupuos’
1. OTAENEHWE MO YPONOINA, MBAIT1 BUTA, COOUA

BbBEAEHUE:

BesukoypemepopeHanHuasm Pedayke ( BYP)
e egHa om Hau-yecmume BpogeHu ypOAO2UYHU
aHomManuu ¢ yecmoma okono 1%.(1) Tou moxke
ga 6vge nopBuueH — Ha 6asa HecbBobpweHcmMBo
Ha kaanHusm anapam Ha ypemepoBe3ukanHo-
MO CbeguHeHUe uAu BmopuueH — Ha 6asa 3ag-
HU ypempanHu kaanu uau HeBpozeHeH nukoueH
mexyp. (2) ima pasauuHu onepamuBHU mMemogu,
koumo ce npunazam npu geuama Hy>kgaewu ce
om onepamuBHO AeueHue — eHgockoncku me-
mogu, omGBopeHu onepamuBHuU uHmMepBeHuuu,
Aanapockoncku u pobomusupaHu mMemogu. (2)
Nanapockonckama peumMmnaaHmauua no Auw-
pezoap e mexHuka, koAamo gaBa gobpu pesya-
mamu ¢ Hucka yecmoma Ha cAegonepamuBHu-
me ycAOXKHeHus, Manbk 6oAHuueH npecmou u
no-manka mpaBmamuuHocm. (2,3,4)

LEJT:

Lleama Ha Hacmoswama npe3eHmauus e ga
npegcmaBum u3BopweHama mexHuka u Hauan-
Hume pe3yamamu om nopBama npoBegeHa Aa-
napockoncka peumnaaHmauua no mMemoga Ha
Auw-I'pezoap npu geme ¢ egHocmpaHeH Pe-
dhayke BYP.

MATEPUAJIU U METOAN:

Mpe3 Mmeceu loHU onepupaxmMe geme Ha 7 20-
guHuU ¢ gecHocmpaHeH Pedaykc BYP, npu koemo
e npoBegeHo HeycnewHo eHgockoncko neueHue
B gpyeo neuebHo 3aBegeHue, ¢ nocaegBawu gBe
dhebpunHu ypouHpekuuu.

PE3YJITATU:

Mpu gememo 6e usBopweHa Ananapockoncka
peumnAaaHmauuA no Auw- [pezoap BgAcHO no
onucaHama mexHuka ¢ onepamuBHo Bpeme 1 uac
u 40 MuHymu. YpempanHuam kamemvop ce cBanu
Ha 12 uac caegonepamuBHo, kamo ypemepa He

ce cmeHmupa. NpoBege ce Ab neueHue B8 pamku-
me Ha 5 gHu. B nopBume 3 cegmMuuu ce Habalo-
gaBawe nuenoekmasusa Ha geceH Obbpek, 6e3
HaAuuue Ha 6bonkoBa cumnmomamuka u dhebpu-
Aumem, koAamo ce pe3opbupa CnoOHMaHHO cAeg
1 Mmeceu. CaegonepamuBHUAM nepuog npomeue
a2nagko 6e3 pesucmpupaHe Ha YCAOXKHEHUA.

OBbCbX/AAHE:

Aanapockonckama  peumnaaHmauus no
Auw-I"peeoap npu geua ¢ BYP e anmepHamuBa
Ha omBopeHume onepamuBHuU mexHuku, koamo
gaBa cobwume caegonepamuBHU pesyamamu u
€ no-ampaBmamuuHa. N3BvpwBaHemo Ha masu
mexHuka 3HauumenHo ckobcABa 6oAHUUHUA Npe-
cmou, He Hanaza cmeHmMupaHe Ha ypemepa u
HamanABa pucka om uHdekuuu nopagu cokpa-
meHomo BpemMe Ha u3noA3BaHe Ha ypempaneH
kamemvop. OnucaHama mexHuka gaBa omaAuyHa
ycneBaemocm B no-2onemMu ueHmpoBe, kamo oc-
HOBHO Ce npuAa2a npu egHoCMpPaHHU opMuU Ha
nauueHmMu ¢ HUcCku u cpegHu cmeneHu Ha BYP.

KJ1l040BU AYMU:

BesukoypemepopeHaneH Pedayke ( BYP), Aa-
napockonusa, Auw- I'pezoap
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CLINICAL CASE OF
LAPAROSCOPIC LICH-GREGOIR
URETERONEOCYSTOSTOMY
IN A PEDIATRIC PATIENT WITH
VESICOURETERORENAL REFLUX

S. Andreev', E. Atanasov', I. A. Georgiev', M. Tsanev', Zh. Siromahov’, R. Mirchov'
1. UROLOGY DEPARTMENT, MHAT “VITA”, SOFIA

INTRODUCTION:

Vesicoureterorenal reflux (VUR) is one of the
most common congenital urological anomalies
with incidence of ~1%.(1) Two types are
distinguished — primary — due to deficiency
of the vesicoureteral junction and secondary —
due to posterior urethral valves or neurogenic
bladder.(2) Different surgical techniques are used
in pediatric patients — endoscopic, conventional,
laparoscopic and robot-assisted.(2) Laparoscopic
Lich-Gregoir reimplantation is a technique,
which gives good results with a low incidence of
postoperative complications, shorter hospital stay
and less trauma.(2,3,4)

AIM:

The aim of this case report is to present the
technique used and reveal the initial results of the
first laparoscopic Lich-Gregoir reimplantation in a
patient with unilateral reflux VUR.

MATERIALS AND METHODS:

In June 2024 we operated on a 7-year old with
right-sided reflux VUR, which had underwent
unsuccessful endoscopic treatment in a different
treatment centre, with two febrile UTl.s following
the procedure.

RESULTS:

We performed right-side laparoscopic Lich-
Gregoir reimplantation using the described
technique. Surgical time — 1h40m. The ureter was
not intubated with a stent, the urethral catheter
was removed 12 hours postoperatively. 5-day
antibiotic treatment was applied. In the first 3
weeks pyeloectasy of the right kidney was present,

with no pain or febrile episodes. 1 month post-op
spontaneous resorbtion and normal drainage was
observed. The postoperative period underwent
smooth with no complications registered.

DISCUSSION:

Laparoscopic Lich-Gregoire reimplantation
in kids with reflux VUR is an alternative of open
surgical techniques, giving identical postoperative
results and being less traumatic. Performing this
technique significantly reduces hospital stay, does
not require ureteral stent placement and reduces
infection rates due to shortening of the urethral
catheterization period. The described technique
gives excellent success rate in larger centers, and
is mainly applied in unilateral cases in patients
with low- or mid-grade VUR.

KEYWORDS:

Vesicoureterorenal reflux (VUR), Laparoscopy,
Lich-Gregoir
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ADRENOCORTICAL CARCINOMA:
SYMPTOMATOLOGY, DIFFERENTIAL
DIAGNOSIS, OPERATIVE AND
POSTOPERATIVE TREATMENT - OUR
EXPERIENCES INTHE LAST 5 YEARS

J. Ilvchev'2
" DEPARTMENT OF UROLOGY, GENERAL CITY HOSPITAL“8TH SEPTEMBER” SKOPJE, R OF NORTH
MACEDONIA
2 FACULTY OF MEDICAL SCIENCES, UNIVERSITY GOCE DELCEV - STIP, R OF NORTH MACEDONIA

INTRODUCTION:

Adrenal gland tumors represent from 3 to 10%
of the total number of tumors in humans. Most
of them are benign non-functional adenocortical
adenomas. In contrast, adenocortical carcinomas
(ACCs) are extremely rare malignant tumors,
with a representation of one to two cases per
one million inhabitants per year (1). The latest
epidemiological data published in the United
States show an incidence of about 0.72 per million
patients, with a 0.2% mortality (2). The median
age of diagnosed ACS published in Germany and
France is 46 years, while in the United States it is
55 years. Characteristic of ASS is their bimodal
distribution, where they are represented by 1.3%
of all malignant tumors in childhood and from 0.02
to 0.2% of all malignant tumors in adult patients
over 55 years of age. They occur more often in
women than in men in a ratio of 1.5-2.5:1 (2). The
most common reason for their occurrence in 50 to
80% is considered to be a mutation of the tumor
protein RT 53 of the germ cells (3). In children, it
usually occurs in conjunction with Li Fraumeni.s
syndrome (a rare autosomal dominant hereditary
cancer characterized by early onset of bone and
soft tissue sarcoma, brain tumors, adrenocortical
carcinoma and acute leukemia)(4).

MATERIAL AND METHODS:

At the Urology Department in the City General
Hospital ,,8th of September” in Skopje, R. North
Macedonia, in the last 5 years, 12 patients with
adrenal gland tumors were diagnosed and
operated on. The study includes an analysis
of preoperative laboratory findings of adrenal
gland hormones, biochemical parameters, serum

tumor markers, postoperative pathohistological
findings and their correlation in relation to the
clinical picture and other diagnostic procedures
(ultrasound, CT and MR). The obtained data are
statistically processed and shown through mean
value, percentage representation and graphic
display of the correlation between the parameters.

OBJECTIVES:
- Determining the correlation of preoperative

values of adrenal hormones (Vanilmandelic acid
- VMA, metanephrine, cortisol, ASTN, DHEA-

SO4 - dehydroepiandrosteron sulfate, rapid
dexamethasone test) serum tumor markers
(testosteron,  estrogen,  progesteron and

dehydroepiandrosteron), biochemical parameters
and findings from imagine diagnostic procedures
(ultrasound, MR and CT) with the clinical picture
and the postoperative pathohistological finding.

- Determination of criteria for indicating
operative treatment of tumors of the adrenal gland,
based on the post-operative pathohistological
findings obtained so far.

RESULTS:

Out of a total of 12 patients operated on for
an adrenal gland tumor, the post-operative
pathohistological findings showed that in 8 i.e.
66.7% of the patients it was a hormonally inactive
benign adenoma, while in 2 i.e. 16.7% of the
patients adrenocortical carcinoma was confirmed
histologically and immunohistochemically. - ACC
and in 1 patient or 8.3% a neoplastic hemangioma
was determined. In 8 patients, the tumor of the
adrenal gland was diagnosed as an incidentaloma,
while in 3 or 25% of the patients, investigations
were performed due to unspecified painin the groin
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as the main symptom. The operation in 10 patients
or 83.3% was performed laparoscopically and
in 2 patients or 16.7% supraadrenalectomy was
performed with open surgery together with gastric
cancer and colon cancer surgery. The average
age of the patients is 58 years (the youngest is 20
and the oldest is 80). Of them, 8 or 66.7% were
women and 4 or 33.3% were men.

CONCLUSION:

- Adrenocortical cancer is a very rare, but
highly aggressive malignant disease, confirmed in
our practice so far, with a representation of 16.7%
of the operated patients with diagnosed adenoma
of the adrenal gland.

- Adrenocortical carcinoma in this study is
diagnosed as an asymptomatic incidentaloma or
only with the presence of undefined dull pain in
the lumbar region, which makes its early detection
extremely difficult.

- The preoperative laboratory analyzes of the
adrenal gland hormones and their metabolites:
Vanilmandelic acid - VMA, metanephrine, cortisol,
ASTN, DHEA-SO4 - dehydroepiandrosterone
sulfate and the rapid dexamethasone test, in our
study group preoperatively were within the limits of
the reference values, i.e. did not show correlation
with postoperative pathohistological findings.
Therefore, according to our previous practice,
they cannot be taken as the main criterion for
setting an indication for operative treatment.

- In our study, magnetic resonance imaging
and computed tomography, as well as the size
of the tumor over 4 cm in diameter, proved to
be relevant criteria for setting an indication for
surgical treatment.

- Laparoscopic supraadrenalectomy enables a
much faster recovery of the patient compared to
the open surgical approach.

KEY WORDS:

Adrenal gland, Adrenocortical carcinoma,
Adrenal gland adenoma, ASTN, Cortisol,
Vanillinmandelic acid, Metanephrine
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MMYHOXUCTOXUWMUYHA EKCINPECUA
HA BDNF /TRKB KOMIMJIEKCA NMPU
BbBbPEYHO KJIETAYEH KAPLUMHOM

C. MapuHoB'' H. EBTMOB'?
1)KATEZPA YPONTOTUA,OAKYATET MO MEANLUWVHA , MEOAVNLUMHCKU YHUBEPCUTET BAPHA
2)KNMNMHWKA MO YPONOIrMa MBAN,CB AHHA” BAPHA, BbJITAPUA

BbBEAEHUE:

BobpeuHoknemouHua kapuuHom (BKK) e
Hal-uecmama 6vbpeuHa Heonna3dmMa . TA npeg-
cmaBaABa 3% om Bcuuku 3nokauecmBeHu 3a-
6oaABaHua npu MoXke u »keHu, kamo e cegMmomo
Hal-uecmo cpewaHo 3AnokauecmBeHo 3abonABa-
He npu Mo)ke, U gecemo npu >keHu (1-3).

LIEJT:

Llen Ha HacmoAwama paboma e ga cpoBHu
uMyHoxucmoxumuuHama ekcnpecua Ha BDNF/

TrkB komnaekca npu onepupaHu om Hac nauu-
eHmu no noBog Ha H6bbpeuHo knembueH kapuu-
HOM cnpAMO ekcnpecuAama Ha HeBpomopoduHa
u cneuucduyHUAM My peuenmop B HopManaHa
H6obpneuHa mokaH.

MATEPUAJIN U METO4U:

3a nepuoga om 03.03.2023 go 12.07.2024
B8 KauHuka no Yponozua MBAA ,C8 AHHa® Ba-
pHa ca onepupaHu no noBog Ha ycmaHoBeH
kapuuHoMm Ha H6obpeka 51 nauueHma . 3a uea-
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ma uscaegBaHume om Hac nauueHmu bAxa pas-
npegeneHu B gBe epynu: | 2pyna c 6obpeuHo kne-
mbueH kapuuHoM u Il koHmpoaHa epyna om
HecbpekmomMupaHu nauueHmu no noBog Ha py-
nymypa uAu acpyHcuua Ha 6obpnek . HanpaBeHa
€ Xucmonoz2uuHu uscaegBaHe 3a MopdoAO2UUHA
guasHo3a (munu3upaHe, onpegenAHe Ha gbA-
BouuHama Ha uHdpuAmpauus XuCMOAOSUYHUA
e2peuguHez, pesekuuoHHa AuHusA, BackynapHa u
nepuHeBpanHa uHBasusa. [Npenapamume ca 06-
pabomeHu B namodusuonrozuuHa Aabopamopus
kom MY - BapHa.

3a onpegenAHe Ha UMYHOXUCMOXUMUYHama
ekcnpecusa Ha HeBpompoduHua BDNF u He2oBus
cneuucduueH peuenmop Trk B ce usnon3Baxa
MOHOKAOHaAHU aHmumeaa Ha pupmama Dako En
Vision TM FLEX, High pH u cmaHgapmHa umy-
HOXUCMOXUMUYHa mexHuka. NAbmHocmma Ha
ekcnpecuama Ha HeBpompoduHUMe U mexHume
cheuuduyHU peuenmopu ce onpegeraue NOAyY-
koauuecmBeHHO, npu koemo Bu3yanHOo ce onpe-
genAxa mpu cmeneHu Ha ekcnpecud. Ompuua-
menHa ekcnpecusa ombennsBaxme coc 3Haka (0).
Mono>kumenHa ekcnpecusn, ombenrasBaxme coc
3Haka (+). CpegHo cunHa ekcnpecua ombenAs-
Baxme coc 3Haka (++) U cuAHa ekcnpecua om-
bennzBaxme coc 3Haka (+++). KonuuecmBeHomo
OpoeHe Ha knemku ce usBopwBawe nog Mukpo-
ckon npu yBeauueHue x100, kamo Ha masu naowl
3pumenHomo noae e okono 0.25 mmz2. Conocma-
BAxmMe uHMeH3umema Ha ekcnpecusa B kapuu-
HOMHama mvkaH cnpAMO cuAama Ha ekcnpecus
B 6eHusHeHama npocmamHa mokaH.

PE3YJITATU:

Mpu npocnegAaBaHe Ha ekcnpecuAama Ha BDNF
npu cowume nauueHmu B epynama nog 60 e.,
ekcnpecuama Ha HeBpompoduHume B Hopmaa-
Hama 6vbpeuHa mvkaH e cbc cpegHu cmou-
Hocmu okoao 60% npu Hau-mAagume, a Hau-Bu-
coka e B egpynama coc cpegHa Bo3pacm mexXgy
57— 67 2. NaomHocmma Ha ekcnpecus B8 kapuu-
HOMHama mokaH nokasBa cobwama meHgeHuuA.
TA e cpegHa npu Hau-mAagume u Hau-Bo3pacm-
Hume u Bucoka npu me3u Mexgy 57 — 67 2. O6-
pamHa e 3aBucumocmma npu ekcnpecusama Ha
TrkB peuenmopa , cneuuduueH 3a BDNF; mou
ekcnpecupam CuAHO npu hauueHmume Ha Bb3-
pacm < 60 2. u nocmeneHHoO ¢ yBeAauvaBaHe Ha
Bo3pacmma HamanABa ekcnpecuama my.

mnssBogu:
1.C yBeauueHue Ha gudbepeHuuauuAama Ha

mymMopa ce HamanABa ekcnpecusma Ha TrkB
kakmo 8 HopmanaHama H6vbpeuHa mokaH, maka
u 8 kapuuHoMHUMe HLbpeuHU Ae3uu.

2.C HamanaBaHe Ha gudepeHuuauuama ce 3a-
cunBa ekcnpecusama Ha TrkB 8 mymopHama mo-
kaH.

3.C HamanABaHe Ha gedepeHuuauuama Ha
mymMopa ekcnpecuama Ha BDNF cmaBa cuaHo
nonokumenHa (3+) B HvbpeuHuAa kapuuHoMm,
ekcnpecuama Ha BDNF e (2+) 8 cogoBeme u
HepBHumMe BaakHa u (3+) , a AuncBa ekcnpecus Ha
mo3u HeBpompoduH B epynama npenapamu 6e3
mymop Ha 6obpeka.

ObCbX/AHE:

Kom gHewHa gama noBeue om gBagecem u
nem pasAuyHU OHKO2eHa ca ugeHmuduuupaHu B8
yoBewku Heonaasuu. EgQuH om mesu oHkozeHu e
Trk, mpaHchopmupaw, 2eH, nopBoHayanHO u30-
AUpPaH oM nauueHmMu ¢ kapuuHomM Ha gebenomo
uepBo (4). To3u oHkozeH kogupa xumMepHa MoAe-
kyaa, koAamo cogoprka 221 kpalHu amMuHHU OC-
mamovuu Ha HeMyckyAHUA MPONOMUO3UH, MpaH-
cMeMbpaHHUmMe u uumonAasMeHume gomMeulH Ha
Trk npomooHkoz2eHHUA , MUPO3UH KuHaseH pe-
uenmop. NpomooHkozeHbM Ha HemMyCckyAHUAM
Trk, mponomMuo3uH ce kapmoepadupa B8 goazo-
mo pamMo Ha xpomosoma 1 (5). CaegoBamenHo,
Trk oHkozeHume BepoAamHo we HGogam pesya-
mam om BbmpewHo npeHapeXkgaHe UAU Oom He-
paBHomepHO kpocmocBaHe mexkgy gBe xpomo-
3omu 1. [llocaegHume npoyuBaHuA nokaszBam,
ue npogykmom Ha npomooHkozeHa Trk, gp140
trk, e dyHkuuoHanHUAM peuenmop 3a HepBHuA
pacmexkeH dakmop (NGF) (6,7). NGF npegus-
BukBa Hop3omo docdopurupaHe Ha gp140trk
Bopxy mupo3uHoBu ocmamvbuu. [18a gonbAHU-
meAHU 2eHa, obosHaueHu kamo TrkB u TrkC, ca
Beue usonupaHu Te3u 2eHu ca cBopaaHu ¢ Trk
npomooHkozeHa u kogupam mupoO3uH NPOMEUH
kuHazume, koumo cay>kam kamo cdyHkuuoHaaHuU
peuenmopu 3a NGF u BDNF . OcmaBa ga ce on-
pegeAu gaau mymauuume 8 me3u HoBu uneHoBe
Ha Trk cemelcmBomo Ha peuenmopHuUMe 2eHu
cbwo ca 3aMeceHu B pazBumuemo Ha uoBew-
kua kapuuHom (8,9). @akmbm, ue ekcnpecuama
Ha BDNF ce omkpuBa B8 70% om npenapa-
mume ¢ BKK, cuHme3upaHemo Ha koHkypeHm-
HU MoAekyAau uAau koHkypeHmu Ha peuenmopu-
me, BAokupawu cuHmesa Ha me3u eHgopPdUH,
HU BgbxHoBABawe npe3 nocaegHUMe gecemuHa
20gUHU U e obocHoBkama 3a paspabomBaHemo
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Ha HoBu AekapcmBa, HacoueHu koM BDNF pac-
me>keH pakmop u mMupo3uH kuHasHAz2 My peuen-
mop, koumo e Heobxogumu 3a BompekaemobuHa
mpaHcgykuua koHmopoaupawa HopMaAHama
kanembuyHama cMopm .

Ngeama, ye Hue ocmaHoBABame , ue ponA
Ha nenmugume, CUHMEe3upaHuU om CMPOMHUME
knemku , ca onpegeAAwu 3a MexkgykaemouHu-
me B3aumogeucmBusa. HapywaBaHemo Ha me3u

cmpoau B3aumogelcmBusa 6u HapywuAo He-
obpamumo kaemvuHama npoaudepauusn, gude-
peHuuauuA u HopmMaAaHama anonomoasa.

KJIO4YOBU JYMU:
BobpeuHo knemoueH kapuuHom, BpeuH gepu-

Bam e2poym dakmop (BOH®D), Damuauna Ha Tupo-
3UH kuHasHu peuenmopu (TpakK)

IMMUNOHISTOCHEMICAL
EXPRESSION OF BDNF/TRKB COMPLEX
IN RENAL CELL CARCINOMA

Simeon Marinov'"', Nikolay Evtimiv'?
1)DEPARTMENT OF UROLOGY, FACULTY OF MEDICINE, MEDICAL UNIVERSITY VARNA
2)CLINIC OF UROLOGY, ST. ANNA HOSPITAL, VARNA, BULGARIA

BACKGROUND:

Renal cell carcinoma (BCC) is the most
common renal neoplasm. It accounts for 3% of
all malignancies in men and women, being the
seventh most common malignancy in men, and
the tenth most common in women (1-3).

The aim of this study is to compare the
immunohistochemical expression of the BDNF/
TrkB complex in patients operated by us for
renal cell carcinoma versus the expression of
neurotorofin and its specific receptor in normal
renal tissue.

MATERIALS AND METHODS:

For the period from 03.03.2023 to 12.07.2024
in the Clinic of Urology ,St. Anna“ Varna, 51
patients were operated on for established kidney
cancer. For this purpose, the patients examined
by us were divided into two groups: group | with
renal cell carcinoma and group Il control group
of nephrectomized patients on the occasion
of kidney rupture or afundation. Histological
examination was performed for morphological
diagnosis (typing, determination of the depth of
infiltration, histological grading, resection line,
vascular and perineural invasion. The preparations
were processed in the pathophysiological
laboratory at the Medical University - Varna. To
determine the immunohistochemical expression
of neurotrophinia BDNF and its specific receptor
TrkB were used monoclonal antibodies of the
company Dako En Vision TM FLEX, High pH and

standard immunohistochemical technique were
used to determine the immunohistochemical
expression of neurotrophinia BDNF and its
specific receptor Trk B. The expression density
of neurotrophins and their specific receptors was
determined semi-quantitatively, with three degrees
of expression visually determined. We marked
negative expression with the sign (0). Positive
expression, we marked with the (+) sign. Medium
strong expression was noted with the sign (++) and
strong expression was noted with the sign (+++).
The quantitative counting of cells was carried out
under a microscope at a magnification of x100,
and the field of view on this area is about 0.25
mm2. We compared the intensity of expression in
carcinoma tissue versus the strength of expression
in benign prostate tissue.

RESULTS:

When monitoring BDNF expression in the
same patients in the group under 60 years, the
expression of neurotrophins in normal renal
tissue averaged about 60% in the youngest,
and was highest in the group with a mean age
between 57—67 years. The density of expression
in carcinoma tissue shows the same trend. It is
average in the youngest and oldest and high in
those between 57 and 67 years old. It expresses
strongly in patients aged < 60 years and gradually
decreases its expression with increasing age.

CONCLUSIONES:
To date, more than twenty-five different
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oncogenes have been identified in human
neoplasias (4). One of these oncogenes is Trk, a
transforming gene originally isolated from patients
with colon cancer. This oncogene encodes a
chimeric molecule that contains 221 terminal
amine residues of the non-muscular tropomyosin,
transmembrane and cytoplasmic domains of the
Trk proto-oncogenic, tyrosine kinase receptor.
The proto-oncogene of the non-muscular Trk,
tropomyosin is mapped in the long arm of
chromosome 1(5). Therefore, Trk oncogenes are
likely to result from an internal rearrangement
or from an uneven crossing between two
chromosomes 1. Recent studies have shown that
the product of the proto-oncogene Trk, gp140 trk,
is the functional receptor for nerve growth factor
(NGF)(6,7). NGF induces the rapid phosphorylation
of gp140trk on tyrosine residues. Two additional
genes, labeled Trk B and Trk C, have already been
isolated These genes are associated with the Trk
proto-oncogene and encode the tyrosine protein
kinases, which serve as functional receptors for
NGF and BDNF. It remains to be determined
whether mutations in these new members of the
Trk family of receptor genes are also implicated
in the development of human carcinoma (8,9).
The fact that BDNF expression is found in 70%
of BCC preparations, the synthesis of competing
molecules or competitors of receptors blocking
the synthesis of these endorphins, has inspired us
over the past ten years and is the rationale for the
development of new drugs targeting BDNF growth
factor and tyrosine kinase receptor, which is
necessary for intracellular transduction controlling
normal cell death. The idea that we establish that
the role of peptides synthesized by stromal cells
is decisive for intercellular interactions. Disruption
of these strict interactions would irreversibly
cell proliferation, differentiation, and normal
apopotosis.
KEY WORDS:

Renal cell carcinoma, BDNF growth factor, Trk
family of receptor

bUBJINOTPA®UA:

EAU Guidelines on Renal Cell Carcinoma 2024
AUA Guideline Renal Mass and Localized Renal
Cancer: Evaluation, Management, and Follow Up
2021
ESMO Guideline Renal cell carcinoma: ESMO
Clinical  Practice  Guidelinesfor  diagnosis,
treatment and follow-up 2019 DOI: 10.1007/
BF02303649
Akerlund, J., et al. Increased risk for renal cell
carcinoma in end stage renal disease - a population-
based case-control study. Scand J Urol, 2021. 55:
209.
Board, W, Urinary and Male Genital Tumours
WHO Classification of Tumours, 5th Edition,
Volume 8. 2022. ISBN 978-92-832-4512-4.
Moch, H., et al. The 2022 World Health
Organization Classification of Tumours of the
Urinary System and Male Genital Organs-Part A:
Renal, Penile, and Testicular Tumours. Eur Urol,
2022. 82: 458.
Hora, M., et al. European Association of Urology
Guidelines Panel on Renal Cell Carcinoma
Update on the New World Health Organization
Classification of Kidney Tumours 2022: The
Urologist’s Point of View. Eur Urol, 2023. 83: 97.
Ganong W Review of Medical Physiology
Seventeenth edition 1995 by Appelton & Lange, A
Simon & Schuster Company
Serafim  V, Fernandes GM, Oliveira-Cucolo
JG, Pavarino EC, Goloni-Bertollo EM. Role
of Tropomyosin-related kinase B receptor and
brain-derived neurotrophic factor in cancer.
Cytokine. 2020 Dec;136:155270. doi: 10.1016/].
cyt0.2020.155270.

CONTACT:

Nikolay Evtimov

e-mail: n_evtimov@ abv.bg

Varna ,, Tzar Osvoboditel“ N2 100,

»St. Anna“, Hospital Urologie

tel. +359 888631217



(YPOHET/URONET Q 2'2024 O BAPUA

115]

EAHOLEHTPOB 10 TOAULLEH AHAJIN3
HA XUPYPTMYHATA OEVUHOCT

T. Pawkosckn’, P. Koues', C. Crpates’, . lWapra6u’, M. Aumutpos’, L. Acnapyxos’,
A. Usetkos', H. Kones"
KJIMHUKA MO YPOOIMA KbM YMBAN ,AO-P I CTPAHCKW” - MJIEBEH, MY IMJ1EBEH.

BbBEAEHUE:

MocAaegHUMe 20guHU ce 3abenAs3Ba meHgeH-
uuA 3a yBenuuaBaHe Ha MuUHUMaAHO uHBa3uB-
Hama xupypausa npeg omBopeHama npu Aeuve-
HUEMO Ha CouuaAHO 3HayumMmume 3aboaABaHusn
B8 ypoaozuama. MNMpegumcmBama ca MuHUMaAneH
6oAHUuYeH npecmol, pegykuusa Ha kpoBosazyba-
ma, hocmonepamuBHUmMe ycAoXKHeHUA U Hy>kga
om peBusuu. Bonpeku moBa koHBeHuuoHanHa-
ma xupypaufA npogoakaBa ga Hamupa mMAacmo B
npakmukama.

HEJ:

[a ce aHaausdupa onepamuBHama geuHocm Ha
kanuHuka no Yponozua kom YMBAA ,[1-p Neopau
CmpaHcku® - MNaeBeH 3a nepuog om 10 20guHu.

MATEPUAJIU U METO/MU:

N3BopweH pempocnekmuBeH aHaau3 3a ge-

cem 20guweH nepuog Ha XupypeuuyHama geu-
Hocm Ha kauHuka no Ypoaozusa koem YMBAA ,[0-p

Feopau CmpaHcku“ — lMaeBeH. N3non3BaHa be
eguHHa boAHuuHa 6a3a gaHHu.
PE3YJITATU:

3a nepuoga 2013 — loHu 20242 ca npemu-
HaAu obwo 25 038 nauueHma npe3 kauHuka no
Yponozua kom YMBAA ,O-p lNeopau Cmpah-
cku“. Om msax Ha 376 ca u3BopweHu pagukan-
HU npocmamekmomuu, kamo 3a 20132 16% ca
6unu nanapockoncku uau pobom — acucmupana
xupypeusa. [lpes 20232 npoueHmbm Ha pobo-
mu3supaHama xupypaua gocmueaa 52.2%. 3a 10
2oguuwleH nepuog ca usBobpweHu 704 Hedbpekmo-
Muu. [Ipe3 20152 npoueHmMom Ha Aanapockon-
ckume u pobomusupaHu onepauuu e bun egBa
2.1%, kamo 3a nonyzoguemo Ha 20242, cowuam
HapacmBa Ha 96.4%. 3a nepuogom 2013 — loHu
20242 ca onepupaHu obwo 1104 nauueHmu no
noBog ANMX. MNMpe3 20132 npoueHMbmM Ha cemnaa
npocmamekmomus e 6ua 68,7% cnpamo 31,3%
3a eHgockoncka xupypeaufa. 3a 20232 eHgockon-
ckume onepauuu gocmuaam 74.2%.

OBCBbX/AHE:
3a pasanegaHusm nepuog ce omuyuma MmeH-

geHuua Ha HapacmBaHe Ha Aanapockonckume/
pobom-acucmupaHume onepauuu Nno OMHO-
WweHue Ha npocmamekmomuama u Hedpekmo-
Muama kamo onepamuBHa geuHocm. AHaAu-
3upaHume gaHHU ca CXOogHU coCc cBemoBHama
Aaumepamypa. 3abenazBa ce noumu mpukpamHo
yBenauuaBaHe Ha eHgockonckusm nogxog npu
mpemupaHe Ha navueHmu ¢ OrMX.

KJIO40BU AYMU:

NMpocmamekmomuna, Hedppekmomua, [HOIX,
eHgockoncka xupypaus, nanapockoncka, pobom
— acucmupaHa

JINTEPATYPHA CITPABKA:

1. Leow JJ, Chang SL, Meyer CP, Wang Y, Hanske
J, Sammon JD, Cole AP, Preston MA, Dasgupta
P, Menon M, Chung BI, Trinh QD. Robot-
assisted Versus Open Radical Prostatectomy: A
Contemporary Analysis of an All-payer Discharge
Database. Eur Urol. 2016 Nov;70(5):837-845. doi:
10.1016/j.eururo.2016.01.044. Epub 2016 Feb 11.
PMID: 26874806.

2. Forsmark A, Gehrman J, Angenete E, Bjartell
A, Bjorholt I, Carlsson S, Hugosson J, Marlow
T, Stinesen-Kollberg K, Stranne J, Wallerstedt
A, Wiklund P, Wilderdng U, Haglind E. Health
Economic Analysis of Open and Robot-assisted
Laparoscopic Surgery for Prostate Cancer Within
the Prospective Multicentre LAPPRO Trial. Eur
Urol. 2018 Dec;74(6):816-824. doi: 10.1016/j.
eururo.2018.07.038. Epub 2018 Aug 22. PMID:
30143383.

3. Grimaud LW, Chen FV, Chang J, Ziogas A,
Sfakianos JP, Badani KK, Uchio EM, Anton-
Culver H, Gin GE. Comparison of Perioperative
Outcomes for Radical Nephrectomy Based on
Surgical Approach for Masses Greater Than 10
cm. J Endourol. 2021 Dec;35(12):1785-1792. doi:
10.1089/end.2020.1164. PMID: 34148404.

A/[JPEC 3A KOPECITOHAEHLUA:

Email: tihomir.rashkovski@gmail.com
TenedoH: +359 883 69 87 87



(116

BAPUA O 272024 0O VPOHET/URONET]

A SINGLE-CENTER 10-YEAR ANALYSIS
OF SURGICAL ACTIVITY

T. Rashkovski', R. Kotsev', S. Stratev’, F. Shargabi’, P. Dimitrov’, Ts. Asparuhov’, A. Tsevtkov’,
N. Kolev'
UROLOGY CLINIC UMHAT “DOCTOR GEORGI STRANSKI”- PLEVEN, MU PLEVEN.

INTRODUCTION:

In recent years, there has been a tendency to
increase minimally invasive surgery over open
surgery in the treatment of socially significant
diseases in urology. The advantages are minimal
hospital stay, reduction of blood loss, decrease
in postoperative complications and the need
for revisions. However, conventional surgery
continues to find a place in everyday practice.

OBJECTIVE:

To analyze the surgical activity of the Urology
clinic at the UMHAT ,,Dr. Georgi Stranski“ - Pleven
for a period of 10 years.

MATERIALS AND METHODS:

A retrospective analysis was performed for
a ten-year period of the surgical activity of the
urology clinic at the ,,Dr. Georgi Stranski“ UMHAT
- Pleven. The hospital database was used.

RESULTS:

For the period 2013 - June 2024, a total of
25,038 patients passed through the Urology clinic
at the ,Dr. Georgi Stranski“® UMHAT. Of these,
376 underwent radical prostatectomies, and in
2013, 16% were laparoscopic or robot-assisted
surgery. In 2023, the percentage of robotic
surgery reaches 52.2%. In a 10-year period, 704
nephrectomies were performed. In 2015, the
percentage of laparoscopic and robotic operations
was only 2.1%, and up to the end of June 2024,
it has increased to 96.4%. For the period 2013 -
June 2024, a total of 1104 patients were operated
on for BPH. In 2013, the percentage of simple
prostatectomy was 68.7% compared to 31.3%
for endoscopic surgery. For 2023, endoscopic
operations reach 74.2%.

DISCUSSION:

For the considered period, an increasing

trend of laparoscopic/robot-assisted operations
is reported regarding prostatectomies and
nephrectomies. The analyzed data are similar to
the world literature. An almost threefold increase
in the endoscopic approach for treating patients
with BPH has been observed.

KEY WORDS:

Prostatectomy, nephrectomy, BPH, endoscopic
surgery, laparoscopic, robot-assisted
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KNMUHUYEH CZTYYAN: WUNDERLICH -
CUHAOPOM - CMOHTAHHA PYNTYPA
HA BbBPEK NOPAAU TMMOOM

M. UseTtkos’, L. LlankoB?, O. BorgaHoBa®, X. Xpucroe®, M. ManeBa', P. Mnagenos’, P. Cnacos'
1-YPONOIrnd, MeAnN ,KHArMHA KIEMEHTUHA"
2 - Il XUPYPTUA, MBAN ,KHATWHA KNEMEHTUHA”
3 - KIIMHWNYHA MATONOTNA, MBAN ,KHATVUHA KTIEMEHTUHA”

YyBO/A:

CnoHmaHHama 6vbpeuHa xemopazus e cnew-
HO, nhomeHuuanHo >kuBomo-3acmpawaBawo
cbCmosHuUe.

MNMPE3EHTALUA:

Kacae ce 3a MbXk Ha 60 2., koUmo 3anouBa
ga usnumBa cnoHmaHHa cunHa 6onka B AABa
kopemHa nonoBuHa u AaBa xoabouHa obaacm u
usnomaABaHe, 3anOYHaAU npu Aunca Ha dusuye-
cko ycunue. lNMpoBegeH AMP Ha kopeMHuU opeaaHu
c pesyamam — pynmypa Ha 6vbpek Ha 6azama
Ha aHzuomuoAunoM. Cmabuauzapu koHcepBa-
muBHo. Caeg 1 Meceu noAyyaBa mona, HO Npo-
epecupawa 6onka B8 cowua 6vbpek. Upes KT
cmaHoBeHa xugpoHedposa 2cm. CmeHmupaH.
Cneg owe 1M. nonyuaBa omHoBo 6onka. Mpu KT
— 20AAM nepupeHaneH xemamom B cmaguu Ha
opeaHusauuAa, CIT, cenmuyHu oz2Huwa B uep-
Husa gpob. NpoBegeHo onepamuBHO AeueHue —
Hedpekmomus.

Om xucmonozus: azpecuBeH B-knemvbueH

HEXOOXXKNHOB AMUMMOM (HXA), aHzaxkupaw
AAB Bvbpek, AAB ypemep, mMacmHa kancyaa u
AfABa HagbobpeuHa >knesa, ¢ HAkou Mopdono-
2UYHU U UMYHOXUCMOXUMUYHU Xapakmepucmu-
ku Ha DLBCL.

JINTEPATYPHA CITPABKA:

BobpeuHuam Aumdcpom e obukHoBeHo Bmo-
puyeH Ha AumMdcomMamosHa UHguAmpauua Ha
6obpeuume npu  CcuCmMEeMHO-gUCEMUHUHPaH
AuMdom npu cmaguu V. MopBuueH 6vbpeueH
AUM@OM ce HabalogaBa B 0,7% om ekcmpaHo-
ganHama Aumdomamo3sa.

Mpu HexogrkkuHoB Anumdom 6obpeuHo 3aca-
2aHe ce HabalogaBa B8 30-60% om cayuyaume.

Mpu AumpamypHa cnpaBka He omkpuxme
AUMdOoM Ha 6obpek kamo npuyuHa 3a cnoHmMaH-

Ha pynmypa.
A[JPEC 3A KOPECITIOHAQEHUNA:
dr.mitsvetkov@gmail.com,

MBAA ,,KHAazuHA KnemeHnmuHa”, ep. Codun
Ten.: 0885031660

CASE - REPORT: WUNDERLICH -
SYNDROME - SPONTANEOUS KIDNEY-
RUPTURE DUETO LYMPHOMA

M. Tsvetkov', Ts. Tsankov?, O. Bogdanova®, H. Hristov®, M. Maneva', R. Mladenov’, R. Spasov'
1 - UROLOGY - DEPARTMENT, “KNYAGINYA KLEMENTINA” MULTIPROFILE HOSPITAL
2 - 1l SURGERY - DEPARTMENT, “KNYAGINYA KLEMENTINA” MULTIPROFILE HOSPITAL
3 - PATHOLOGY - DEPARTMENT, “KNYAGINYA KLEMENTINA” MULTIPROFILE HOSPITAL

INTRODUCTION:

Spontaneous kidney haemorhhage is acute,
potentially life-treathening health condition.

PRESENTATION:

A case report of a 60 yo male with severe left
abdominal andflank pain, sweating, started without
physical activity.MRI was made — kidney-rupture
due to angiomyolipoma, perirenal haematoma.
Conservative stabilised. 1 month later the patient
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feels non-acute but progressive flank pain. CT
made — hydronephrosis grade 2. The kidney
and ureter were stented. After 1 more month
— pain at the same side — CT — big perirenal
haematoma at organization-stage, ascites, septic
fields in the liver. Operative treatment was made
— nephrectomy. Hystological result: aggressive
B-cell non-Hodgkin lymphoma, infiltrated left
kidney, ureter, fatty-capsule, suprarenal gland
with some features of DLBCL.

AFTER LITERATURE SEARCHING:
non-Hodgkin lymphoma invades kidneys in

30-60% of cases. Kidneys are most common
parenchymal organs affected. We haven.t found

kidney-lymphoma as a reason of spontaneous
kidney-rupture.

Renal Ilymphoma is usually secondary to
lymhomatous infiltration of kidneys in systemic-
diseminated lymphoma in stage 4. Primary
lymphoma of kidneys is seen in 0.7% of all cases of
eztranodal lymphomatosis. Kidney.s involvement
of non-Hodgkin lymphoma is assessed t 030-
60%.

ADDRESS FOR CORRESPONDENCE:

dr.mitsvetkov@gmail.com,
Multiprofile hospital
“Knyaginya Klementina”, Sofia
tel.: 0885031660

NMPOMAHA HA HAPYLWLEHUATA B
CMEPMOIPAMATA NPU MDXKE,
NEKYBAHU C PROFERTIL

1. Y3yHoga', B. Bennukos®
1. YMBAJ ,UAPUNLIA MOAHHA" - NCYJ; OUZOUNOVA@ABV.BG; +359888355444
2. MY COOUA - NEKAP-CTAMAHT; VASKO.VELICHKOV99@GMAIL.COM; +359884579152

B ycnoBuama Ha 3agobabouaBawa ce gemo-
epadcka kpusza B Hawama cmpaHa ocobeHa
akmyanHocm npugobuBa Bonpocom 3a 6e3nAo-
guemo B cemeucmBomo. Okono 50% om npo-
baemume ¢ depmuaumema ce npunucBam Ha
Mo>keme, kamo gaHHume 3a MamouHa EBpona
couam 55.73%(1).

B KauHukama no ypoaozus/aHgpoAoz2ua Ha
YMBAA «Llapuua MoaHHa — NCY/A» ce npoBexk-
gam guagHocmuka u AeueHue Ha Moyke C Hapywe-
Ha onAaogumeAHa cnocobHocm. 3a nocaregHume
gBe 2oguHu npoBegoxme makuBa npu 32 MoXke
coc cpegHa Bob3pacm 36.1 2oguHu, koumo ouak-
Bam ga cmaHam 6Hawu. Mo AumepamypHU gaH-
HU masu Bo3pacm B NepmaHua e 34.6 2.(2),6v06
(MpaHuus — 33.1 2.(3), a 8 CALL — 30.9 (4).

MoBuwaBaHemo Ha Bb3pacmma Ha MbXkeme
Bogu no-uecmo go [OHK d¢pasmeHmauua npu
pa3Bumuemo Ha cnepmamo3ougume u cb3galBa
HebrazonpuAmMHU Bo3morkHocmu 3a onnoXkgaHe
Ha Auuekaemkama(b).

Mpoyuuxme gBe e2pynu nauueHmu: | epyna —
coc cybdepmuaHu HapyweHus B cnepmoepa-
Mama u Il epyna — coC cepuo3HU omkAOHEHUA
Ha napamempume. Cowume 6Axa cbC CAegHU-

me guasHOo3u, acouuupaHu ¢ UuHdepmuaumem:
Bapukouene - 9, kpunmopxusoMm — 3, npeka-
paHuU opxuenugugumumu — 5, oAu2ocnepMuA -
7, azoocnepMusa - 2, Heu3AcHeHU - 6. N gBeme
epynu noayuyaBaxa MPOPEPTUA — 2 x 1 kan-
cyna gHeBHo u BumamuH E no 200 me Beuep B
npogobAKeHue Ha MUHUMYM 3 Meceua. YcmaHo-
Buxme nonoykumenHa npomAHa 8 napamempume
Ha chnepmozpamMama NpeguMHO NpU No-MAagume
nauueHmu cbc cybdepmuaHu HapyweHus, kou-
mo kopeaupam ¢ AumepamypHume gaHHu(6,7).

Bopbama cbc cmepuaumema e npobaem,
koumo uma kakmo MeguuuHcku, maka cowo co-
uuaAHU u ukoHoMuuecku usmMmepeHus.

KJIO40BU AYMU:
Mo>KKu UHbepmuAumem, chepmoepama, OHK
dpasmeHmauund, Bapukouene, asoocnepmus,

0oAuU20300CcNepMuUA, Kpunmopxu3oM,
maAHuU UHdekuuu, npodepmua
KHUromnuc
1. Agarwal A. et al; A unique view on male infertility
around the globe, Reprod Biol Endocrinol. 2015;

13: 37.
2. Khandwala Y.S. et al.; https://doi.org/10.1093/

ypo2eHu-
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humrep/dex267.

3. The French Institute for Demographic Studies or
INED

4. Martin Imhof et al; Improvement of sperm quality

after micronutrient supplementation, e-SPEN
Journal, 2011;
5. Renuka, D.; Saravanan, L.; Kabeer, A

Kumaran, B.; Sangeetha, P.; Mohan, R.; Morris,

J.; Yegyan, N.; Mahendran, T. (2017). Sperm
DNA fragmentation — does age really matter?.
Reproductive BioMedicine Online, 35(), e5—¢6.
doi:10.1016/j.rbmo.2017.08.013

6. Federal Statistical Office of Germany

7. Lipovac M. et al.; Gynecol Endocrinol 2021; Jun
29;1-5.

REVERSAL OF SPERMOGRAM
DISORDERS IN MEN TREATED WITH
PROFERTIL

Y. Uzunova', V. Velichkov?
1. UNIVERSITY HOSPITAL ,TSARITSA YOANNA" - ISUL; OUZOUNOVA@ABV.BG; +359888355444
2. MEDICAL UNIVERSITY OF SOFIA — TRAINEE DOCTOR; VASKO.VELICHKOV99@GMAIL.COM;
+359884579152

In the context of the deepening demographic
crisis in our country, the issue of infertility is
becoming especially relevant. About 50% of
fertility problems are attributed to men, with data
for Eastern Europe indicating 55.73% (1).

The Clinic of Urology/Andrology of the
University Hospital ,Tsaritsa Yoanna — ISUL"
carries out diagnostics and treatment of men with
impaired fertility. For the last two years, we have
dealed with such 32 men with an average age of
36.1 years, who are expecting to become fathers.
According to literature data, this age in Germany
is 34.6 years(2), in France — 33.1 years(3), and in
the United States — 30.9 (4).

The increasing age of men leads more often
to DNA fragmentation in sperm development and
creates unfavorable opportunities for fertilization
of the egg(5).

We studied two groups of patients: group | —
with subfertile disorders in the spermogram and
group Il — with serious deviations of parameters.
They had the following diagnoses associated
with infertility: varicocele - 9, cryptorchidism
- 3, orchiepididymitis - 5, oligospermia - 7,
azoospermia - 2, unexplained - 6.

Both groups received PROFERTIL — 2 x 1
capsule daily and vitamin E 200 mg in the evening
for a minimum of 3 months. We found a positive
change in spermogram parameters predominantly

in younger patients with subfertile disorders,
which correlated with the literature data (6,7).

The fight against infertility is a problem that has
both medical, social and economic dimensions.

KEY WORDS:

maleinfertility,spermogram, DNAfragmentation,
varicocele, azoospermia, oligozoospermia,
cryptorchidism, urogenital infections, profertil
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N3MNOJI3BBAHE HA NEPOOPUPAHA
PA3SLENMEHA KOXKHA ABTOINMPUCAAKA
3A Bb3CTAHOBABAHE HA KOXKATA
HA NEHUCA

C. Bennukos, b. AtaHacos, A. BaHoB, XK. AtaHacos, A. AHaTtonues, b. lNeHeB, A. NapTeHosB,
H. Hukonos, P. JIbockoBa, B. [lyHeB
YMBAJ,CB. MAPUHA" — TIJIEBEH
MY - TJIEBEH

BbBE/JEHUE:

MHo20 3aboaABaHusA U CbCMOAHUA Hanaz2am
yacmuuyHa UAU hbAHA 3amMAHa Ha kodkama Ha
Mb>kkume 2eHumanuu kamo: mpaBmu, ,,ckpum
neHuc”, uHdekuuu (Hekpomusupaw dacuuum),
XugpageHum, XpOHUYEH AuMdegeM, AMPO2€EH-
HU yBpegu (uupkymuusus), uHkekmupaHe uAu
UMnNA@aHmMupaHe Ha ek3oz2eHHU cybcmaHuuu uAu
uy>kgu meaa. M3noazBam ce npegumMHO MecmHu
naacmuku coc ckpomanHu namba uau cBobogeH
ko>keH nbaeH uAu pasdueneH aBmoepadm. Hue
umame HabalogeHua u onum coc Bcuuku mesu
naacmuku kamo nocaegHUMeE 20gUHU U3NOA3-
Bame npegumMHO nepdopupaH pasueneH aBmo-
egpadpm.

MATEPUAJIU UMETOA4N:

3a nocaegHume 10 20guHU CMe onepupanu
154 nauueHma ¢ napacduHomM Ha MoXkkume ae-
HUMaAuu, npu koumo cme u3noA3BaAu pasueneH,
nepdopupaH koXkeH aBmozpacdm om npegHama
noBopxHocm Ha 6egpomo. MauueHmume 6saxa
onepupaHu nog ChuHaAHa aHecmesuA, kamo ce
usBopwu noAHO omcmpaHaBaHe Ha ek3oz2eHHa-
ma cybcmaHuuA u 2paHyaomMamo3Hama mokaH
obukHoBeHO go gbabokama neHucHa chacuus.
Cowomo ce u3BopwBawe u B8 obracmma Ha
nybuca u ckpomyma kamo noHsakoza ce Hanaza-
we ekcuusua Ha yacm om ko>kama Ha ckpomyma
BknalouumenHo HezoBama npeespaga. M3noas3Ba
ce gepmMmamom u mewep ,Nouvag” kamo npucag-
kama obuualHo ce B3emawe om npegHama no-
BopxHocm Ha gAcHomo begpo ¢ gebeaunHa 0.39
MM U wupuHa 10 cMm, a gorkuHama bewe paBHa
Ha uupkymdupeHuuama B8 ocHoBama Ha neHuca.
Mmobunuzauusma ce usBopwBawe no Haw Me-
mog ¢ pa3ueneHa 100 MA cnpuHuoBka 3a 5 gHu.
MauueHMmume ce gexochumaausupaxa Ha CAeg-

Bawuna geH.
PE3YJITATU:

Om onepupaHume 154 nauueHma 152 ce npo-
cAaeguxa go 14-mu geH, a 127 go 30-mu geH. do
wecmuAa mMeceu, ce npocAaeguxa 83 nauueHma.
Mpu 68 om onepupaHume nauueHMu ek3o2eHHa-
mo BewecmBo u obpaszyBaHume epaHyAOMuU BAxa
obxBaHaau camo neHuca, npu 59 neHuca u ckpo-
myma, a ocmaHaAume umaxa neHo-nybo-ckpo-
manHa ¢dopma. [Jo cBansHemo Ha umobunusa-
uuAma u nocmoAHHUA kamemop onaakBaHuama
6Aaxa cBop3aHu uskalouumeAHo ¢ gpasHeHe B
obracmma Ha ypempama u goHopckomo wmsc-
mo. Mpu Bcuuku nauueHmMu aBmozpadma usaae-
»kgawe HanbAHO npukpeneH u ¢ HopMaAeH uBam,
6e3 gaHHuU 3a uHdekuun, kopBeHe, cepoma uau
Hekpo3a. Ha 14-mu nocmonepamuBeH geH npu
67 (43.5%) umawe yacmuuHa gexucueHuun B oc-
HoBama Ha neHuca no uupkymdepeHuusma, a
npu 18 (11.7%) nog a2naHca, koumo obukHoBeHo
3apacmBaxa go 30-mu geH. OcHoBHUMe onnak-
BaHuAa B8 mo3u nepuog ca cBop3aHu ¢ NPOgoAKU-
meAHU U guckoMdopmHu epekuuu ocobeHo Ho-
weM u Aek omok Ha enaHca. o 30 -mu geH npu 7
om 127 nauueHma (5.5%) ce 3abennasa oepaHuve-
Ha Hekpo3a 2-3 MM, koAamo 3apacmHa Bmopuu-
Ho. lMpu 3 (2.4 %) nauueHmMu ce 3abenasa cnabo
okocmABaHe Ha Manka naowl. Mpu uemupuma na-
uueHma ce HanoXkKu gonbAHUMEAHa ekcuusuA Ha
Bmopu eman, nopagu 2ornAMama naow, obxBaHa-
ma om namoAO2UYHUA npouec. MNpakmuuecku Ha
6-mu Meceu HUMO eguH nauueHmM He cbobuiu 3a
epekmunHa gucdyHkuua. MNpu 57% om nauueh-
mume ca Haauue HoBonosBuau ce onaakBaHus
om HamaneHa uyBecmBumeaHocm Ha koxkama Ha
neHuca, a npu 15.7% B 2aaHca Ha neHuca.
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3AKJIOYEHUE:

M3noa3BaHemo Ha pa3ueneH nepdopupaH aB-
moezpadm 3a noAHO Bb3cmaHoBABaHe Ha koXka-

ma Ha neHuca ocuzypaBa gobpu, noBmopsaemMu
dyHKuuoHaAHU U KodMemuuHU pesyamamu.

USE OF MESHED SPLIT-THICKNESS
SKIN AUTOGRAFT FOR PENILE SKIN
RECONSTRUCTION

S.Velichkov, B. Atanasov, A.Vanoy, J. Atanasov, A. Anatoliev, B. Penev,
A. Partenoy, N. Nikolov, R. Lyoskova, V. Dunev
UMHAT ,ST. MARINA” - PLEVEN
MU - PLEVEN

INTRODUCTION:

Many diseases and conditions require partial or
total replacement of the skin of the male genitalia
such as: trauma, ,hidden penis“, infections
(necrotizing  fasciitis), hidradenitis, chronic
lymphedema, iatrogenic injuries (circumcision),
injection or implantation of exogenous substances
or foreign bodies. Mostly local confined plastics
with scrotal flap or free skin full or split-thikcness
autograft are used. We have observations and
experience with all these plastics, as in recent
years we mainly use meshed split-thickness skin
graft.

MATERIALS AND METHODS:

Over the last 10 years, we have operated on
154 patients with paraffinoma of male genitalia in
whom we have used a meched split- thickness skin
graft from the anterior surface of the thigh. Patients
were operated on under spinal anesthesia, with
complete removal of the exogenous substance
and granulomatous tissue usually up to the deep
penile fascia. The same was done in the area of
the pubis and the scrotum, sometimes requiring
excision of part of the skin of the scrotum, including
its septum. A ,,Nouvag“ dermatome and mesher
was used, and the graft was usually taken from the
anterior surface of the right thigh with a thickness
of 0.39 mm and a width of 10 cm, and the length
was equal to the circumference at the base of the
penis. Immobilization was performed according to
our method with a split 100 ml syringe for 5 days.
The patients were discharged the following day.

RESULTS:
Of the 154 patients operated on, 152 were

followed uptothe 14thday, and 127 to the 30th day.
83 patients were followed up to the sixth month.
In 68 of the operated patients, the exogenous
substance and the formed granulomas involved
only the penis, in 59 the penis and the scrotum,
and the rest had peno-pubo-scrotal form. Until
the immobilization and indwelling catheter were
removed, complaints were exclusively related to
urethral and donor site irritation. In all patients,
the autograft appeared fully attached and normal
in color, with no evidence of infection, bleeding,
seroma, or necrosis. On postoperative day 14,
67 (43.5%) had partial dehiscence at the base of
the penis along the circumference and 18 (11.7%)
below the glans, which usually healed by day 30.
The main complaints in this period are related
to prolonged and uncomfortable erections,
especially at night, and slight swelling of the glans.
By day 30, 7 of 127 patients (5.5%) showed limited
necrosis of 2-3 mm, which healed secondarily. In
3 (2.4 %) patients, slight hair growth in a small
area was observed. In four patients, additional
excision at the second stage was necessary,
due to the large area covered by the pathological
process. At month 6, virtually no patient reported
erectile dysfunction. In 57% of the patients there
were new complaints of reduced sensitivity of the
skin of the penis, and in 15.7% in the glans of the
penis.

CONCLUSION:

The use of meshed split-thickness skin graft

for total penile skin reconstruction provides good,
repeatable functional and cosmetic results.
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