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Degerli Meslektaslarimiz,

Endodiroloji Bilteni Editor Kurulu olarak, akademik yayincilik yolculugumuzun bu yilki
heyecan verici ikinci sayisinda sizleri yeniden selamlamanin gururunu yasiyoruz. Bu sayimizda
cerrahi tekniklerden yapay zeka analizlerine, hekim farkindaligindan sistematik incelemelere
kadar genis bir perspektif sunarak gtincel iroloji glindemini mercek altina aliyoruz.

Yayin diinyasinda teknolojinin dénistiriicti glicini yakindan takip ettigimiz bu donemde,
Ozellikle yapay zeka tabanli biyik dil modellerinin Urolojik ameliyatlarda is saghgr ve
glivenligi konusundaki performanslarini karsilastiran calisma, dijital gelecegimize dair dnemli
ipuclar sunmaktadir. Cerrahi mikemmeliyet arayisimizda ise eriskin hastalarda treteropelvik
bileske darliklarinda uyguladigimiz robot yardimli laparoskopik piyeloplasti deneyimlerimizi
ve secili olgularda kullanilan near-infrared floresan navigasyonunun sagladigi teknolojik
avantajlar paylasiyoruz. Benzer sekilde, yliksek dereceli T1T mesane kanserinde pT1a—pT1b alt
evrelemesinin niiks ve progresyon lizerindeki kritik etkilerini inceleyen arastirmamiz, onkolojik
takip slreclerinde kanita dayali bir bakis acisi gelistirmemize yardimci oluyor.

Klinik pratiklerin sadece teknik boyutuyla degil, sosyal ve profesyonel yansimalariyla
da ilgilenen bir yayin politikasiyla; penil protez implantasyonu sonrasi partner egitiminde
uzmanlarin farkindahgini ve endoskopik prostat cerrahisi yapan meslektaslarimizin ginlik
tercihlerini yansitan saha arastirmalarini bu sayinin merkezine vyerlestirdik. Ayrica, klinik
tecriibe aktarimi acisindan biyiik Snem tasiyan iyatrojenik treter yaralanmalarinda ileal Gireter
transpozisyonu konusundaki sistematik inceleme ve olgu serisi, zorlu vakalarin yénetiminde

rehberlik edecek derinlikte bir icerik sunmaktadir.

Dergimizin bilimsel ¢itasini her gecen sayi daha yukar tasimayr amaglarken, bu sirecte
emegi gecen tUm yazarlarimiza, akademik tarafsizhig koruyan hakemlerimize ve yayin
kurulumuza en icten tesekkirlerimi sunuyorum. www.endourolojibulteni.com adresi
Uzerinden dijital ortamda erisebileceginiz bu calismalarin, bilim camiamiza ve gunlik klinik
uygulamalariniza katki saglamasini diliyorum.

Bilimin 1s1ginda, ortak basarilarimiza yenilerini ekleyecedimiz gelecek sayilarda gériismek
dilegiyle.

Saygilarimizla,

Prof. Dr. R. Gokhan ATIS
Editor
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Awareness of Urologists Regarding Partner Education Following Penile
Prosthesis Implantation

Penil Protez implantasyonu Sonrasinda Partner Egitiminde Uroloji Uzmanlarinin
Farkindaligi

Ali Erhan Eren ®, Baran Arslan’ ®, Mehmet Resat inal' ®, Eren Erdi Aksaray?®, Mehmet Salih Boga'®, Ekrem
islamoglu’

"Department of Urology, Antalya Training and Research Hospital, Antalya, Ttirkiye
2 Department of Urology, Kahramanmaras State Hospital, Kahramanmaras, Tlrkiye

ABSTRACT

Objective: This multicenter study aimed to evaluate postoperative partner education practices among Turkish
urologists performing penile prosthesis implantation (PPI) and to assess their attitudes toward combined device
training and sexual counseling.

Material and Methods: A cross-sectional electronic survey was distributed to 164 urologists across the seven
geographical regions of Tirkiye, with 84 responses obtained (response rate: 51.2%). The 10-item questionnaire
assessed: (i) demographic and procedural characteristics, (ii) current partner education practices, and (iii) discrepancies
between beliefs and practices (using 5-point Likert scales).

Results: The mean professional experience was 16 years (range: 2-35 years). Significant belief-practice gaps were
identified: Device training was considered necessary by 81% of respondents butimplemented by only 31% (50.6-point
gap), while sexual counseling was considered necessary by 83% but implemented by only 19% (64-point gap).
Significant associations were observed for device training (OR = 2.1) and sexual counseling (OR = 3.4). Senior surgeons
(>10 years of experience) were 3.2 times more likely to prioritize partner education (OR = 3.2, 95% Cl: 1.8-5.7).
Conclusion: Although 72% of urologists endorsed partner education as “essential” substantial barriers to
implementation remain. Particularly in sexual counseling, only 15% had received formal training. Institutional
protocols and standardized training programs are urgently needed to bridge these gaps in postoperative PPI care.

Keywords: belief-practice gap, partner education, patient satisfaction, penile prosthesis, sexual counseling, surgical
aftercare
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OZET

Ozet: Bu cok merkezli calismanin amaci, penis protezi implantasyonu (PPI) uygulayan Tiirk tirologlarinin ameliyat
sonrasl partner egitimi uygulamalarini degerlendirmek ve cihaz kullanimi ile cinsel danismanlidi iceren kombine
egitim yaklasimlarina yonelik tutumlarini incelemektir.

Gerec ve Yontemler: Turkiye'nin yedi cografi bolgesindeki 164 Urologa elektronik ortamda kesitsel bir anket
gonderilmis, 84 yanit alinmistir (yanit orani: %51,2). On soruluk anket; (i) demografik ve cerrahi ozellikleri, (ii) mevcut
partner egitimi uygulamalarini, (iii) inan¢-uygulama farkhliklarini (5'li Likert 6lcegi) degerlendirmistir.

Bulgular: Katilimcilarin ortalama mesleki deneyimi 16 yil (dagihm: 2-35 yil) olup, inang ile uygulama arasinda
belirgin farkliliklar saptanmistir. Cihaz egitimi %81 oraninda gerekli goriilmesine ragmen yalnizca %31 oraninda
uygulanmaktadir (50,6 puan fark). Cinsel danismanlk %83 oraninda gerekli gériilmesine ragmen yalnizca %19
oraninda uygulanmaktadir (64 puan fark). Ayrica cihaz egitimi icin olasilik orani 2,1, cinsel danismanlik icin ise 3,4
olarak bulunmustur. Kidemli cerrahlarin (>10 yil deneyim) partner egitimine dncelik verme olasiligi 3,2 kat daha yuksek
bulunmustur (OR=3,2; %95 GA: 1,8-5,7). Katilimcilarin %69'u anket sonrasinda klinik uygulamalarini degistirmeyi
planladigini belirtmistir.

Sonug: Her ne kadar Girologlarin %72'si partner egitimini “olmazsa olmaz” olarak degerlendirse de, uygulamada ciddi
engeller mevcuttur. Ozellikle cinsel danismanlik alaninda yalnizca %15'inin resmi egitim almis olmasi dikkat cekicidir.
Penis protezi implantasyonu sonrasi bakimda bu boslugun giderilebilmesi icin kurumsal protokoller ve standart
egitim programlarinin gelistiriimesi gerekmektedir.

Anahtar Kelimeler: cerrahi sonrasi bakim, cinsel danismanlik, hasta memnuniyeti, inan¢-uygulama farki, partner
egitimi, penil protez

INTRODUCTION

Erectile Dysfunction (ED) is defined as a man’s inability to achieve or maintain a penile erection sufficient for satisfactory
sexual intercourse, persisting for at least three months (1). Among male sexual dysfunctions, ED represents the most
prevalent condition (2). Penile erection is a complex neurovascular event regulated by an interaction between central
and peripheral nervous systems, vascular smooth muscle relaxation, and hormonal influences. Sexual stimulation
triggers nitric oxide release from endothelial cells and cavernous nerves, leading to increased cyclic guanosine
monophosphate (cGMP) levels and smooth muscle relaxation within the corpora cavernosa. This process allows
increased arterial inflow and restricted venous outflow, resulting in penile rigidity. Disruption of any component of this
pathway—vascular, neurological, hormonal, or psychological—may lead to erectile dysfunction. When conservative
therapies fail to restore this physiological mechanism, penile prosthesis implantation represents a definitive solution
by mechanically bypassing impaired erectile pathways.

Epidemiological studies estimate that 10-20% of men aged >20 years worldwide experience varying degrees of ED (4).
While aging remains the strongest independent risk factor (5), ED is multifactorial, with etiologies including diabetes
mellitus, hypertension, chronic kidney disease, hyperlipidemia, neurological disorders, and psychogenic causes (6).

The diagnostic-therapeutic algorithm for ED follows a stepwise approach. When first-line therapies (oral PDE5
inhibitors, intracavernosal injections, vacuum devices) fail, penile prosthesis implantation (PPI) —an irreversible
intervention—is recommended (7). Historically, penile implants were first used in the 16th century for post-amputation
urinary function and cosmesis (8). Modern PPI for ED began in the 1930s (9), with subsequent advances yielding more
physiological prostheses to improve patient and partner satisfaction (10).

International guidelines (e.g., ISSIR, AUA) mandate partner involvement in ED management (11). Studies show partner
participation improves treatment adherence and couple satisfaction (12). Post-PPI, while 80-90% of patients report
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satisfaction, partner satisfaction is slightly lower (70-80%) (13). Crucially, most studies omit whether partners
received prosthesis-specific education or sexual counseling (14). Our study evaluates urologists’ perspectives on
partner education (prosthesis use + sexual rehabilitation) and current clinical practices in partner-inclusive care.

MATERIALS AND METHODS

Study Design

This prospective, cross-sectional study was conducted among urologists working in tertiary referral centers and
secondary care state hospitals across seven geographical regions of Trkiye (Marmara, Central Anatolia, Mediterranean,
Aegean, Black Sea, and Southeastern Anatolia).

Participant Recruitment
We contacted 164 urologists via institutional email using a Google Forms survey link. The final analysis included 84
respondents (response rate: 51.2%).

Inclusion criteria:
e Board-certified urologists
e Active in penile prosthesis implantation (PPI) practice

Recruitment timeline:

e Initial invitation: Week 1

e First reminder: Week 3

e Final reminder: Week 5

e Data collection period: September 1 - November 1, 2024

Survey Instrument
The structured 10-item questionnaire comprised:
1. Demographic Characteristics (2 items):

o Years in practice

o Annual PPl volume

2. Educational Practices (8 items):
o Provider of prosthesis training (urologist/industry representative/other)
Attitudes toward device training for partners
Current practice of device training for partners
Attitudes toward sexual counseling for partners
Current practice of sexual counseling
Prior training in sexual counseling
Perceived importance of partner education (5-point Likert scale: 1=Unnecessary to 5=Essential)

O 0O O O O O O

Future intention to incorporate partner education

Response format: 3-point Likert scale (1=Absolutely unnecessary, 2=Somewhat necessary, 3=Absolutely necessary)
Additionally, one survey item asked participants to identify perceived barriers to implementing partner education.
The predefined response options included lack of formal training, time constraints, and cultural resistance.

The questionnaire was developed de novo by the authors based on current literature and clinical experience. However,
it was not subjected to formal validation or reliability testing prior to deployment, which may limit the internal validity
of the findings.
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Statistical Analysis
Data were analyzed using IBM SPSS Statistics 28:
e Descriptive statistics:
o Categorical variables: Frequency (%)
o Continuous variables: Mean (+SD)
o Comparative analyses:
o Chi-square tests for categorical variables
o Pearson correlation for continuous variables

As this study was designed as an exploratory nationwide survey, a formal sample size calculation was not performed.
Instead, the study aimed to reach the largest feasible number of urologists performing penile prosthesis implantation
across all geographical regions of Turkiye to ensure broad geographical representation.

Although an exact number of urologists actively performing penile prosthesis implantation in Tirkiye is not available
due to the absence of a centralized registry, the survey was distributed to a broad network of surgeons across all seven
geographical regions. Therefore, the 84 respondents likely represent a substantial proportion of active implanters
nationwide, supporting reasonable national coverage despite the lack of a formal sample size calculation.

Ethical Considerations

The study protocol was approved by Antalya Training and Research Hospital Ethics Committee (Approval no: 2024-
19/23, Date: 2024-12-05). Electronic informed consent was obtained via a mandatory “l agree” button on the survey’s
first page, which detailed the study purpose.

Methodological Considerations

Strengths:

e First national study evaluating urologists’ perspectives on partner education
e Nationally representative multicenter design

e A combination of quantitative and qualitative data

Limitations:

e Moderate response rate (51.2%)

e Potential observation bias from self-reported data

e Inter-center variability in technical training standards

RESULTS

Survey Participation and Surgeon Demographics

We successfully distributed our survey to 164 surgeons across multiple regions, with 84 urologists completing the
questionnaire (response rate: 51.2%). Participants had a mean professional experience of 16 years (range: 2-35 years),
with the following experience distribution: early-career surgeons (<5 years) comprised 15.4% (n=13), mid-career
surgeons (5-10 years) represented 45.2% (n=38), and senior surgeons (>10 years) accounted for 39.4% (n=33) of
respondents.

Annual Penile Prosthesis Implantation Volume

The mean number of annual penile prosthesis implantation procedures was 8 + 4.2 (SD). Six percent of respondents
(n=5) reported performing no such procedures. A significant positive correlation was observed between surgical
experience and procedural volume (r=0.42, p<0.01), indicating that more experienced urologists tended to perform
a greater number of implantations.
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Distribution of Prosthesis Training Providers
The provision of prosthesis training was primarily conducted by surgeons or residents (77%), followed by industry
representatives (15%), while a combined approach (surgeon + industry representative) accounted for 7% of cases.

Discrepancy Between Perceived Importance and Actual Practice of Partner Education:

Device Training for Partners

o Belief in necessity: 81% of surgeons endorsed the importance of providing device training to partners
e Actual practice: Only 31% routinely provided such training (50.6 percentage-point gap)

Sexual Counseling for Partners

o Belief in necessity: 83% agreed on the importance of sexual counseling

e Actual practice: Merely 19% implemented counseling (64 percentage-point gap)

e Preparedness: Only 15% of surgeons reported receiving formal training in sexual counseling techniques

Since only 15% of respondents reported receiving formal training in sexual counseling, the remaining 85% lacked
structured educational background in this field.

These results reveal substantial gaps between urologists’ attitudes and clinical implementation, particularly in sexual
counseling, where the belief-practice discrepancy was most pronounced. The low percentage (15%) of surgeons with
formal training in sexual counseling may partially explain this implementation gap.

Attitudes Toward Partner Education and Surgical Experience:

Partner Education Perspectives (3-point Likert scale)

The majority of surgeons (72%) strongly believed partner education was “essential,” while 20% considered it “somewhat
necessary.” Only 7% deemed it “completely unnecessary.” Following survey participation, 69% of surgeons expressed
intent to modify their practice to incorporate partner education.

Experience-Volume Relationship

A statistically significant positive correlation emerged between years of practice and penile prosthesis surgical
volume (Pearson’s r = 0.42, p = 0.001), indicating that more experienced urologists performed higher numbers of
implant procedures.

Statistical Analysis of Belief-Practice Discrepancies and Experience Effects:

Belief-Practice Discordance

McNemar's test revealed statistically significant discrepancies between surgeons’ beliefs and actual practices
regarding partner education (p < 0.001), confirming substantial implementation gaps in both:

e Prosthesis use training (50.6 percentage-point gap)

e Sexual counseling (64 percentage-point gap)

In addition, significant associations were observed between perceived importance and implementation of partner
education. Device training was associated with an odds ratio of 2.1, while sexual counseling demonstrated a stronger
association (OR = 3.4), further supporting the presence of a substantial belief-practice gap.

Experience-Dependent Attitudes

Senior surgeons (>10 years experience) were 3.2 times more likely to consider combined partner education “essential”
compared to their junior colleagues (OR = 3.2, 95% Cl: 1.8-5.7). This dose-dependent relationship demonstrated:

1. Progressive attitude maturation with experience
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2. Strongest education advocacy among high-volume implanters
3. Significant odds ratio with tight confidence intervals

DISCUSSION

The primary objective of this nationwide multicenter study was to evaluate Turkish urologists’ attitudes toward partner
education following penile prosthesis implantation and to assess discrepancies between perceived importance and
actual clinical practice. Our findings demonstrate a substantial belief-practice gap, particularly in sexual counseling
and partner-inclusive device training. Although more than 80% of respondents acknowledged partner education as
essential, fewer than one-third routinely implemented structured educational interventions. These results highlight
that technical surgical success alone does not guarantee optimal postoperative outcomes and underscore the need
for standardized, partner-inclusive postoperative care strategies.

Penile prosthesis implantation (PPI) remains the most successful and satisfying treatment for erectile dysfunction, with
literature reporting satisfaction rates of 80-95% for patients and 70-90% for partners (15). However, most studies have
relied on non-validated questionnaires, whereas contemporary validated instruments like SQoL and SQoLSPP now
provide more reliable outcomes (16). The typically lower partner satisfaction likely stems from inadequate knowledge
about prosthesis use and a lack of sexual rehabilitation guidance. Notably, several studies demonstrate that patient
satisfaction directly correlates with female partner satisfaction (17), particularly in stable, monogamous relationships.

Patient and partner satisfaction after penile prosthesis implantation is influenced not only by surgical outcomes but
also by sociocultural and geographic factors. In societies where discussions of sexuality remain sensitive, partner
participation in postoperative education may be limited. In Tlrkiye, cultural norms emphasizing privacy, modesty,
and gender roles may reduce partners’ willingness to engage in sexual counseling sessions, particularly in institutional
hospital settings. This cultural context may partially explain why, despite recognizing its importance, many urologists
hesitate to actively involve partners in postoperative education. Addressing these barriers requires culturally sensitive

counseling models and institutional environments that normalize partner participation in sexual rehabilitation.

This multicenter study represents the first comprehensive evaluation of partner education practices among Turkish
urologists performing PPI. Our findings reveal significant belief-practice gaps: while 81-83% of surgeons acknowledged
the importance of partner education, only 19-31% actually provided it. This discrepancy starkly contrasts with EAU
guidelines advocating partner-inclusive approaches (18).

The 64% implementation gap in sexual counseling exceeds the 45% rate reported in Spain (19), attributable to three
key factors: only 15% of surgeons had formal sexual counseling training, clinic time constraints limited education
opportunities, and cultural factors reduced partner participation rates. It should be noted that the barrier frequencies
summarized in Table 2 are derived from previously published studies and guideline reports rather than from the
current survey cohort, and are presented to contextualize our findings within the broader literature. Senior surgeons
(>10 years experience) were 3.2 times more likely to prioritize partner education (OR=3.2, p<0.01), aligning with
Brazilian data showing a 2.7-fold increase (20).

Growing evidence indicates that structured sexual counseling and partner education significantly improve
postoperative sexual satisfaction and relationship quality after penile prosthesis implantation. Studies have
demonstrated that partner-inclusive counseling enhances device confidence, reduces anxiety related to prosthesis
use, and facilitates sexual adaptation in couples. Moreover, validated instruments such as the Sexual Quality of Life
Questionnaire (SQol) and SQolL for Penile Prosthesis (SQoLSPP) emphasize the importance of addressing both patient
and partner perspectives. Despite these data, integration of sexual counseling into routine urological practice remains
limited, underscoring the need for standardized training programs and multidisciplinary collaboration.
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Table 1. Discrepancies Between Beliefs and Practices in Partner Education

Parameter Belief (%) Practice (%) Gap (pp) Statistical Significance
Device Training 81 31 50.6 p <0.001,OR=2.1*
Sexual Counseling 83 19 64.0 p <0.001, OR =3.4*
Senior Surgeons (>10 yrs) - 52 - OR=3.2(1.8-5.7)**

*Notes: *(APA 7 compliant, grayscale-compatible)*
pp = percentage points; *Adjusted for experience; *Reference: junior surgeons

Table 2. Commonly Reported Barriers to Partner Education in the Literature

Reported Prevalence in

Barrier k X Evidence-Based Solution Key References
Prior Studies

Lack of formal 70-85% Integration of structured sexual medicine modules into | EAU Guidelines

training ? urology residency programs 2023
Preoperative video-based education and structured

Time constraints ~60-75% P . et ueatt Hety J Sex Med 2022
counseling protocols
Clinic-based partner invitation systems and culturall Int J Impot Res

Cultural resistance | Variable (40-65%) . P . 4 y P
sensitive counseling models 2024

The most promising finding was 69% of participants intending to modify their practice, reflecting:
1. Growing adoption of patient-centered care

2. Shifting focus from surgical outcomes to quality of life

3. Alignment with EAU’s holistic sexual health paradigm (21)

Limitations

1. Although the response rate (51.2%) is acceptable for physician-based national surveys, differences between
responders and non-responders may have influenced the results and should be considered when interpreting
the findings.

2. Potential social desirability bias

3. Lack of qualitative exploration of barriers

4. As the data were based on self-reported practices, social desirability bias may have led to overestimation of
adherence to partner education principles

5. The absence of qualitative data limits deeper exploration of underlying barriers; future mixed-method studies
incorporating qualitative interviews may provide richer contextual insights

6. The questionnaire used in this study was not formally validated, which may limit the reliability and generalizability
of the findings.

CONCLUSIONS

With 72% of surgeons considering partner education essential, our findings signal an impending paradigm shift in
post-PPI care. Realizing this potential requires institutional support and structured training programs.
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Occupational Health and Safety in Urological Surgeries: A Comparison
of the Performance of Artificial Intelligence-Based Large Language
Models (ChatGPT, Gemini, Perplexity, DeepSeek)

Urolojik Ameliyatlarda is Sagligi ve Guvenligi: Yapay Zeka Tabanl Biiyiik Dil Modellerinin
(ChatGPT, Gemini, Perplexity, DeepSeek) Performanslarinin Karsilastiriimasi
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ABSTRACT

Objective: This study aims to comparatively evaluate the knowledge level, guideline compliance, scope, and
consistency of responses provided by artificial intelligence-based large language models (ChatGPT, Gemini, Perplexity,
DeepSeek) to questions related to occupational health and safety (OHS) in urological surgeries.

Materials and Methods: Based on the literature and international guidelines (EAU, WHO, OSHA, etc.), 10 standardized
questions covering biological, chemical, physical, ergonomic, environmental, and psychosocial risks were developed.
These questions were presented to four different models on the same day and in the same format. The responses were
blindly evaluated by three independent experts using DISCERN and Global Quality Score (GQS) criteria. Statistical
analyses were performed using ANOVA/Kruskal-Wallis tests and Fleiss' kappa.

Results: ChatGPT and Gemini achieved the highest performance in both DISCERN and GQS scores. Perplexity
demonstrated moderate performance, while DeepSeek showed the lowest quality and consistency. ChatGPT scored
significantly higher than Perplexity and DeepSeek (p<0.01), and Gemini was also significantly superior to Perplexity
and DeepSeek (p<0.05). No significant difference was found between ChatGPT and Gemini.

Conclusion: Al-based large language models can provide supportive information on OHS in urological surgeries;
however, there are notable quality differences among models. While ChatGPT and Gemini deliver more reliable and
comprehensive content, the limitations of Perplexity and especially DeepSeek are evident. Therefore, Al tools should
not be used as standalone decision-makers in clinical practice but should be supported by expert oversight and
guideline-based validation.

Keywords: artificial intelligence, ChatGPT, DeepSeek, Gemini, large language model, occupational health and safety,
Perplexity, urological surgery
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OZET

Amac: Bu calisma, yapay zeka (YZ) tabanli biyik dil modellerinin (ChatGPT, Gemini, Perplexity, DeepSeek) trolojik
ameliyatlarda is saghgi ve giivenligi (ISG) ile ilgili sorulara verdikleri yanitlarin bilgi diizeyi, rehberlerle uyumu, kapsami
ve tutarhligini karsilastirmali olarak degerlendirmeyi amacglamaktadir.

Gerec ve Yontemler: Literatlir ve uluslararasi kilavuzlar (EAU, WHO, OSHA vb.) temel alinarak biyolojik, kimyasal,
fiziksel, ergonomik, cevresel ve psikososyal riskleri kapsayan 10 standart soru hazirlanmistir. Bu sorular dort farkli
modele ayni glin ve ayni formatta yoneltilmis, yanitlar (ic bagimsiz uzman tarafindan DISCERN ve GQS kriterleriyle kor
olarak degerlendirilmistir.

Bulgular: ChatGPT ve Gemini, hem DISCERN hem de GQS skorlarinda en yiiksek performansi sergilemistir. Perplexity
orta dlizeyde, DeepSeek ise en disuk kalite ve tutarliligi gostermistir. ChatGPT, Perplexity ve DeepSeek’ten anlaml
derecede daha yiiksek skor alirken (p<0,01), Gemini de Perplexity ve DeepSeek’ten anlamli sekilde Gstiindir (p<0,05).
ChatGPT ile Gemini arasinda anlamli fark bulunmamistir.

Sonug: YZ tabanli biiyik dil modelleri, Girolojik ameliyatlarda ISG konusunda bilgi destedi saglayabilmektedir; ancak
modeller arasinda 6nemli kalite farkliliklari mevcuttur. ChatGPT ve Gemini daha glvenilir ve kapsamli icerikler
sunarken, Perplexity ve 6zellikle DeepSeek’in sinirhiliklari belirgindir. Bu nedenle YZ araclar, klinik karar desteginde
tek basina kullanilmamali, uzman denetimi ve kilavuz temelli dogrulamalarla desteklenmelidir.

Anahtar Kelimeler: biyik dil modeli, ChatGPT, DeepSeek, Gemini, is sagligi ve guvenligi, Perplexity, trolojik cerrahi,
yapay zeka

GIRIS

Ameliyathane ortami, saglik calisanlarinin biyolojik, kimyasal, fiziksel, ergonomik ve psikososyal pek cok risk faktoriyle
karsilastigi yiiksek riskli bir calisma alanidir. Urolojik ameliyatlar ise lazer, radyasyon ve elektrocerrahi cihazlarinin
yogun kullanimi nedeniyle is saglig ve giivenligi (ISG) acisindan 6zel bir dnem tasimaktadir (1). Bu operasyonlarda
cerrah ve ameliyathane ekibi; kan yoluyla bulasan enfeksiyonlar, kesici-delici yaralanmalar, cerrahi duman, anestezik
gazlar, radyasyon ve lazer isinlari gibi tehlikelere maruz kalabilmektedir. Ayrica, uzun siiren operasyonlarda ergonomik
sorunlar, is stresi ve atik yonetimi de g6z ardi edilmemesi gereken risk alanlaridir (2,3).

Son yillarda yapay zeka (YZ) tabanli buytk dil modellerinin (Large Language Models, LLM) saglik alaninda kullanimi
hizla artmaktadir. Bu modeller, kullanicilarla dogdal dilde etkilesim kurarak bilgi saglayabilmekte, literatiir 6zetleme,
klinik egitim, karar destek ve hasta bilgilendirme gibi cesitli alanlarda potansiyel faydalar sunmaktadir (4). Ancak,
bu sistemlerin glvenilirligi ve rehberlerle uyumlulugu 6zellikle hasta glvenligi ve calisan saghgi acisindan kritik bir
konudur (5).

Mevcut dil modelleri arasinda ChatGPT (OpenAl), Gemini (Google DeepMind), DeepSeek ve Perplexity Al 6ne ¢ikan
sistemlerdir. Her biri farkh veri setleri, egitim teknikleri ve kullanici arayiizleri ile gelistirilmistir. ChatGPT dogal dilde
yuksek akicihgr ile bilinirken, Gemini ¢cok modlu yetenekleriyle dikkat cekmektedir. DeepSeek arastirma tabanli
yaklasimiyla 6ne cikarken, Perplexity ise literatiir tarama ve kaynak géstermeye yonelik 6zellikleriyle farklilasmaktadir
(6). Bu modellerin irolojik cerrahilerde iISG konularinda verdikleri yanitlarin dogruluk, kapsam ve tutarliliginin
karsilastiriimasi, hem tip egitimi hem de klinik karar destek sistemleri acisindan énemli bir boslugu dolduracaktir.

Bu calismanin amaci, ChatGPT, DeepSeek, Gemini ve Perplexity YZ modellerinin Ucretsiz versiyonlarinin irolojik
ameliyatlarda iSG ile ilgili sorulara verdikleri yanitlarin bilgi diizeyi, rehberlerle uyumu, kapsami ve tutarliligini
karsilastirmali olarak degerlendirmektir. Boylelikle, farkh YZ platformlarinin glcli ve zayif yonleri ortaya konarak
saglik alaninda guvenli ve etkin kullanim potansiyelleri hakkinda bilimsel katki saglanmasi amag¢lanmaktadir.
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GEREG VE YONTEMLER

Calisma Tasarimi

Bu calisma, buyik dil modellerinin (ChatGPT, DeepSeek, Gemini, Perplexity) trolojik ameliyatlarda iSGile ilgili sorulara
verdikleri yanitlarin karsilastirmali olarak degerlendirilmesi amaciyla yapilmis kesitsel ve metodolojik bir icerik analizi
olarak tasarlanmistir.

Soru Seti

Literatiir taramasi (EAU kilavuzlar, WHO/CDC, OSHA/NIOSH, Tiirkiye iSG mevzuati) ve uzman goriisleri temel alinarak
alti ana kategoride sorular olusturulmustur:

Biyolojik riskler

Fiziksel riskler

Kimyasal riskler

Ergonomik riskler

Cevresel riskler

o Uk wWwN

Psikososyal riskler

Her kategoriden en az bir soru olacak sekilde toplam 10 standart soru hazirlanmistir (Tablo 1). Bu sorular agik uclu ve
senaryo temelli olacak sekilde diizenlenmistir.

Tablo 1. Yapay Zeka modellerine sorulan sorular

Kategori Soru

Biyolojik Riskler Urolojik ameliyatlarda cerrah ve hemsireler icin en &nemli biyolojik is saghgr riskleri nelerdir?

Biyolojik Riskler TURP sirasinda kan yoluyla bulasabilecek enfeksiyonlardan korunmak icin hangi dnlemler alinmalidir?

Perkutan nefrolitotomi (PNL) sirasinda yogun floroskopi kullanimi nedeniyle calisanlarin radyasyondan

Fiziksel Riskler . . .
korunma yontemleri nelerdir?

Fiziksel Riskler Holmium:YAG lazer ile tas kirma sirasinda cerrahi ekip hangi gtivenlik dnlemlerini almahdir?

Ameliyathanede kullanilan anestezik gazlarin saglik calisanlar Gzerindeki etkilerini azaltmak icin hangi

Ki I Riskl
Imyasal Riskler yontemler uygulanmalidir?

Laparoskopik radikal prostatektomi sirasinda cerrahin uzun siireli ayakta calismasina bagli ergonomik

Ergonomi . R .
9 riskler ve ¢c6zim Onerileri nelerdir?

Urolojik ameliyatlar sirasinda ortaya ¢ikan kesici-delici atiklarin giivenli sekilde yénetilmesi icin hangi

Cevresel Riskler ..
prosedurler uygulanmalidir?

Ameliyathanede zaman baskisi altinda ¢alisan cerrahi ekibin is gtivenligi agisindan yasadigi psikososyal

Psikososyal Riskler riskler nelerdir?

Senaryo Temelli Bir hemsire, TURP sirasinda eldivenine igne batmasi durumunda hangi adimlari izlemelidir?

Robotik radikal prostatektomi sirasinda ekipman arizasi yasanirsa ISG acisindan éncelikli yapilmasi

Senaryo Temelli .
4 gerekenler nelerdir?

Veri Toplama

e Sorular, her bir dil modeline (ChatGPT, DeepSeek, Gemini, Perplexity) ayni giin ve ayni standart istem formati
kullanilarak yoneltilmistir.

e Her modelden alinan yanitlar zaman damgasi ile birlikte kaydedildi.

o Tutarhhgi degerlendirmek icin ayni soru seti, her model icin 3 farkli oturumda tekrarlanmistir.

e Tim ciktilar ham veri olarak arsivlendi.

Degerlendirme Siireci
Yanitlar iki bagimsiz uzman (1 {irolog, 1 iISG doktora 6grencisi) tarafindan kérleme ydntemiyle degerlendirilmistir.
Sonrasinda skorlar tizerine ortak puan verilinceye kadar tartisiimistir. Degerlendirme kriterleri:
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Brief DISCERN (Kisa Versiyon) (7) (Tablo 2)

e 6 temel sorudan olusur.

e Amag, saglik bilgisinin kalite ve glivenilirligini hizli bir sekilde degerlendirmektir.

e Sorular; bilginin givenilirligi, kaynak gosterme, glincellik, tarafsizlik, tedavi seceneklerinin acikhigi ve genel kaliteyi
kapsar.

e Hersoru 1-5 arasinda puanlanir.

Tablo 2. Discern skor maddeleri

Madde | Soru Puanlama (1-5)
1 Kaynagin amaclari acikca belirtilmis mi? 1-5
2 Verilen bilgilerin kaynaklari gtivenilir ve agik¢a belirtilmis mi? 1-5
3 Bilgiler gincel mi? 1-5
4 Bilgi tarafsiz mi, yoksa ticari/stibjektif yonlendirme iceriyor mu? 1-5
5 Tedavi/6nlem segenekleri, faydalari ve riskleriyle birlikte dengeli sekilde sunulmus mu? 1-5
6 Genel olarak bu kaynagin sundugu bilgi kalitesini nasil degerlendirirsiniz? 1-5

GQS (Global Quality Score) (8) (Tablo 3)

GQS, saglik bilgisi saglayan dijital iceriklerin genel kalite, kullanilabilirlik ve bilgilendiricilik diizeyini 6l¢mek icin
kullanilan basit ve yaygin bir 6l¢ektir.

e 1-5 arasinda tek maddeden olusan bir degerlendirme 6lcegidir.

o Kullaniciya verilen bilginin anlasilirhgi, kapsami, klinik acidan faydasi ve guivenilirligi g6z 6ntinde bulundurulur.

e Daha cok video, web sayfasi veya YZ yanitlarinin kullaniciya pratik fayda diizeyini degerlendirmede kullanihr.

Tablo 3. GQS Tablosu

Skor Aciklama

1 Cok kotu kalite - Hig faydali degil, glivenilmez, yanlis/eksik bilgiler

2 ZayiIf kalite — Kismen faydali ama ciddi eksiklikler iceriyor

3 Orta kalite — Bir miktar faydali, ama 6nemli eksiklikler var

4 iyi kalite — Genellikle faydali, yeterli kapsam ve giivenilirlik mevcut

5 Mikemmel kalite — Cok faydali, kapsamli, glivenilir, klinik agidan guicli

istatistiksel Analiz

Skor degerleri icin tanimlayici istatistikler; Ortalama, Standart Sapma, Medyan, Q1, Q3, Minimum ve Maksimum
degerler olarak ifade edilmistir. Bu degerler bakimindan gruplar arasinda fark olup olmadigini belirlemek tizere
Kruskal-Wallis testi yapilmistir. Sonrasinda farkl gruplari belirlemek tzere, ikili karsilastirmalar icin Dunn-Benferroni
testi kullanilmistir. Hesaplamalarda istatistik anlamhilik diizeyi %5 olarak alinmis ve hesaplamalar icin SPSS (versiyon
21) istatistik paket programi kullaniimistir

BULGULAR

Galismamizda ChatGPT icin DISCERN skoru 4,8 + 0,422 (medyan [Q1-Q3]: 5,0 [4,75 - 5,0] olarak tespit edilirken, Gemini
icin bu deger 4,6 £ 0,516 (medyan [Q1-Q3]: 5,0 [4,00-5,0]) olarak saptandi. Perplexity icin DISCERN skoru 3,7 + 0,483
(medyan [Q1-Q3]: 4,0 [3,00-4,0]) iken, DeepSeek icin 4,1 + 0,738 (medyan [Q1-Q3]: 4,0 [3,75-5,0]) olarak tespit edildi
(Tablo 3). GQS skorlari incelendiginde ChatGPT 4,7 + 0,483 (medyan [Q1-Q3]: 5,0 [4,00-5,0]) bulunurken, Gemini icin
4,5 £ 0,707 (medyan [Q1-Q3]: 5,0 [4,00-5,0]), Perplexity icin 3,6 £ 0,516 (medyan [Q1-Q3]: 4,0 [3,00-5,0]), DeepSeek icin
ise 4,0 + 0,816 (medyan [Q1-Q3]: 4,0 [3,00-4,0]) olarak tespit edildi (Tablo 4).
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BULTENI

Tablo 4. Yapay zeka modellerinin DISCERN ve GQS karsilastiriimasi

Gruplar Mean = SD Median [Q1-Q3] Min. Max. p
CHATGPT 4,8+0,422 a50[4,75-5,0] 4,0 5,0
, GEMINiI 46+0,516 a5,0[4,00-50] 4,0 5,0
DISCERN 0,001
DEEPSEEK 4,1+£0,738 b4,0[3,75-5,0] 3,0 5,0
PERPLEXITY 3,7+0,483 b4,0[3,00-4,0] 3,0 4,0
CHATGPT 4,7+0,483 a5,0[4,00-50] 4,0 5,0
GEMINI 4,5+ 0,707 a5,0[4,00-50] 3,0 5,0
GQS 0,002
DEEPSEEK 40+0,816 b4,0[3,00-5,0] 3,0 5,0
PERPLEXITY 3,6+0,516 b4,0[3,00-4,0] 3,0 4,0

a, b: Farkli harfi alan gruplar arasi fark anlamhidir
GQS: Global Quality Score

Genel olarak ChatGPT ve Gemini en yiiksek performansi gosterirken, DeepSeek en diisiik, Perplexity ise orta diizey
performans sergiledi.

TARTISMA

Ameliyathane, saglik calisanlarinin cok cesitli biyolojik, kimyasal, fiziksel, ergonomik ve psikososyal risklerle karsilastigi
yiiksek riskli bir calisma ortamidir. Urolojik ameliyatlarda bu riskler lazer, radyasyon, cerrahi duman ve kesici-delici
yaralanmalar gibi 6zel durumlarla daha da artmaktadir (9). Bu nedenle calisanlarin iSG konusunda bilgi diizeylerinin
yiiksek olmasi kritik dneme sahiptir. Ancak literatiirde, saglik calisanlarinin iISG konusunda farkindaliklarinin ve
uygulamalarinin cogu zaman yetersiz kaldigi gosterilmistir. Enfeksiyon kontrol dnlemlerine uyumda eksiklikler, kisisel
koruyucu ekipman kullaniminda ihlaller ve ergonomik risklerin g6z ardi edilmesi sik rapor edilmektedir (10).

Son yillarda YZ tabanl sistemlerin saglik alaninda yayginlasmasiyla birlikte, calisanlar bilgi eksikligi yasadiklarinda
veya emin olmadiklarinda ChatGPT, Gemini, Perplexity gibi YZ uygulamalarina yénelmektedir (11). Ozellikle hizli yanit
alabilme, kolay erisilebilirlik ve pratik bilgi ihtiyaci bu egilimi gliclendirmektedir. Ancak bu noktada kritik soru sudur:
YZ modellerinin verdigi yanitlarin diizeyi, calisanlarin glivenli ve dogru uygulamalar yapmasi icin yeterli midir? (11).

Calismamizin sonuglari, dért farkli YZ modelinin tirolojik cerrahilerde iSG konularinda verdikleri yanitlarin kalitesinin
degisken oldugunu ortaya koymustur. ChatGPT ve Gemini, literatiir ve rehberlere uyumlu, kapsamli ve pratik olarak
uygulanabilir yanitlar Giretmis; buna karsin Perplexity dalgal kalite gostermis, DeepSeek ise ylizeysel ve yetersiz
yanitlar Gretmis ve en disiik performansi sergilemistir. Bu bulgu, calisanlarin YZ'ye yoéneldiklerinde her zaman
glvenilir ve yeterli bilgiye ulasamayabileceklerini gdstermektedir.

Buradan cikarilacak en 6nemli sonug, YZ'nin calisanlarin bilgi eksikliklerini gidermede yardimci olabilecegi, ancak
tek basina yeterli olmadigidir. Ozellikle diisiik performans gésteren modellerin verdigi yiizeysel ya da eksik yantlar,
cahisanlarin hatali uygulamalara yonelmesine ve dolayisiyla hem kendi sagliklarinin hem de hasta gtivenliginin riske
girmesine yol acabilir. Bu nedenle YZ araclarinin, calisanlarin iSG egitimlerini tamamlayici nitelikte, uzman denetimiyle
ve kilavuz temelli dogrulamalarla desteklenerek kullaniimasi gereklidir.

SONUCLAR

Sonu¢ olarak, calisanlarin iSG konusundaki bilgi eksiklikleri g6z éniine alindiginda, YZ tabanh sistemlerin bu
boslugu doldurmak icin cazip bir secenek oldugu aciktir. Ancak modeller arasinda ciddi performans farkliliklar
bulundugundan, ChatGPT ve Gemini gibi daha yiiksek dogruluk gosteren sistemler tercih edilmeli, fakat hicbir zaman
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tek basina karar verici veya rehber yerine kullanilmamalidir. Gelecekte yapilacak calismalar, calisanlarin iSG egitimine
YZ entegrasyonunun hangi yontemlerle daha guivenli ve etkili olabilecegini arastirmalidir.

Calismanin Giiglii Yonleri ve Sinirhiliklarn

Bu calismanin en énemli giiclii yénii, Grolojik ameliyatlarda ISG gibi spesifik ve kritik bir alanda dért farkh YZ
modelinin (ChatGPT, Gemini, Perplexity, DeepSeek) sistematik bicimde karsilastiriimasidir. Hem DISCERN hem de GQS
skorlamalarinin birlikte kullanilmasi, yanitlarin yalnizca icerik kalitesini degil, ayni zamanda genel glivenilirlik ve pratik
uygulanabilirligini de 6lgmeye imkan tanimistir. Ayrica, sorularin literatlir ve uluslararasi kilavuzlar temel alinarak
hazirlanmasi ve uzman goérusleriyle desteklenmesi, calismanin metodolojik saglamligini artirmistir.

Bununla birlikte, calismanin bazi sinirhliklari da bulunmaktadir. Oncelikle calisma yalnizca irolojik cerrahi ve
ameliyathane iSG konulariyla sinirlidir; bu nedenle elde edilen sonuclarin diger cerrahi branslara veya farkli klinik
alanlara genellenebilirligi kisithdir. ikinci olarak, YZ modelleri siirekli glincellenmekte ve gelistiriimektedir. Bu nedenle
calismanin bulgulari, belirli bir zaman dilimindeki performansi yansitmaktadir ve ilerleyen donemlerde farkli sonuglar
elde edilebilir. Uclincii olarak, degerlendirmeler uzman gériislerine dayal olup, her ne kadar kérleme uygulanmis
olsa da 6znel unsurlar icerebilir. Son olarak, calisanlarin gercek klinik pratikte YZ yanitlarini nasil kullandiklari ve bu
yanitlarin karar verme siireclerine etkisi bu ¢calismada 6l¢lilmemistir.

Cikar Catismasi: Yazarlar, bu calisma ile ilgili olarak herhangi bir ¢cikar ¢catismasi bulunmadigini beyan ederler.
Finansal Destek: Bu calisma icin herhangi bir finansal destek/fon alinmamistir.

Etik Kurul: Bu calismada herhangi bir hasta verisi kullanilmadigi icin etik kurul onayi gerekmemistir.
Bilgilendirilmis Onam: Hasta verilerine yer verilmediginden, bilgilendirilmis onam formu/izni gerekmemektedir.
Yazar Katkilari: Kavramsallastirma, ¢alisma tasarimi ve taslak metnin yazimi: $.D. ve M.D. Her iki yazar da makalenin

son halini incelemis ve onaylamistir.
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Robot-Assisted Laparoscopic Pyeloplasty in Adult Ureteropelvic
Junction Obstruction: Our Experience and Selective Near-Infrared
Fluorescence Navigation

Eriskin Hasta Ureteropelvik Bileske Darliklarinda Robot Yardimli Laparoskopik Piyeloplasti:
Deneyimimiz ve Secili Olgularda Near-infrared Floresan Navigasyonu
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ABSTRACT

Objective: To evaluate the feasibility, perioperative outcomes, and short- to mid-term success of robot-assisted
laparoscopic pyeloplasty (RALP) in adult patients with ureteropelvic junction (UPJ) obstruction.

Materials and Methods: Adult patients who underwent RALP for primary UPJ obstruction at a single center
between January 2019 and June 2025 were retrospectively analyzed. The diagnosis was functionally confirmed
by evaluating drainage parameters (T'2) on diuretic renography (DTPA or MAG-3), following the demonstration of
anatomical findings consistent with ureteropelvic junction obstruction on CT or MR urography. All cases underwent
transperitoneal RALP using the Anderson-Hynes technique. In selected cases, intravenous indocyanine green (ICG)
with near-infrared fluorescence (NIRF) was used for vascular/perfusion assessment. Demographic, operative, and
follow-up data were recorded.

Results: Eighteen patients were included (age 38.9 + 15.9 years; female/male = 9/9). Obstruction was right-sided in 8
and left-sided in 10; 12 patients were symptomatic and 6 were diagnosed incidentally. A crossing aberrant vessel was
identified in 7 patients; intraoperative ICG was used in 6. Mean operative time was 135.3 + 20.0 min (console 105.6
+ 15.5), anastomosis time 18.2 + 3.4 min, estimated blood loss 24.2 + 9.6 mL, and length of stay 3.4 + 0.9 days. No
statistically significant differences were observed between ICG-assisted and non-ICG patients in terms of operative
time, length of hospital stay, or functional improvement. No conversions or transfusions were required; no Clavien—
Dindo =Il complications occurred. The Foley catheter was removed on postoperative day 1 and the drain on day 2.
Over a mean follow-up of 30.6 + 21.4 months, postoperative T2 values decreased to below 20 minutes in all patients,
and no recurrence or need for re-intervention was observed.

Conclusions: RALP is a safe, effective, and highly feasible option for primary UPJ obstruction in adults. Low morbidity,

absence of conversion, and consistent functional/anatomic improvement support its clinical value when performed
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by experienced teams with appropriate patient selection. Selective use of NIRF-ICG may aid intraoperative decision-
making—particularly for vascular anatomy and anastomosis/perfusion assessment—and potentially enhance
procedural safety.

Keywords: adults, indocyanine green, minimally invasive surgery, robotic pyeloplasty, ureteropelvic junction
obstruction

OZET

Amac: Eriskin hastalarda treteropelvik bileske (UPB) darliginin tedavisinde robot yardimli laparoskopik piyeloplastinin
(RYLP) uygulanabilirligini, perioperatif sonuclarini ve kisa-orta dénem basarisini degerlendirmek.

Gerec ve Yontemler: Ocak 2019-Haziran 2025 tarihleri arasinda tek merkezde primer UPB darligi nedeniyle RYLP
uygulanan eriskin hastalar retrospektif olarak incelendi. Tani, BT/MR Urografide lireteropelvik bileske darligi ile uyumlu
anatomik bulgulann goésterilmesini takiben, ditretikli renografide (DTPA veya MAG-3) drenaj parametrelerinin (T'2)
degerlendirilmesi ile fonksiyonel olarak dogrulandi. Tim olgularda Anderson-Hynes teknigiyle transperitoneal RYLP
yapildi. Secilmis olgularda damar/perfiizyon degerlendirmesi icin near-infrared floresan (NIRF) modu ile intravendz
indosiyanin yesili (ICG) kullanildi.

Bulgular: Toplam 18 hasta dahil edildi (yas 38,9 + 15,9 yil). Darlik sagda 8, solda 10 olguda izlendi; 12 hastada
semptomatik, 6’sinda insidental tani mevcuttu. Caprazlayan aberan damar 7 hastada saptandi ve bu hastalarin 6’sina
intraoperatif NIRF-ICG kullanildi. Ortalama operasyon suresi 135,3 + 20,0 dk (konsol 105,6 + 15,5), anastomoz siiresi
18,2 + 3,4 dk, tahmini kan kaybi 24,2 + 9,6 mL ve hastanede kalis 3,4 + 0,9 glindii. NIRF-ICG kullanilan ve kullanilmayan
hastalar arasinda ameliyat siresi, hastanede kalis siiresi ve fonksiyonel iyilesme agisindan istatistiksel olarak anlamh
fark saptanmadi. Konversiyon ve kan transflizyonu gereksinimi olmadi; Clavien-Dindo =Il komplikasyon kaydedilmedi.
Ortalama 30,6 + 21,4 aylik izlem slresinde, tiim hastalarda postoperatif T2 degerlerinin 20 dakikanin altina geriledigi
ve rekirrens veya yeniden cerrahi gereksinimi izlenmedigi saptandi.

Sonug: RYLP, primer UPB darligi olan eriskinlerde glivenli, etkili ve yliksek uygulanabilirlie sahip bir secenektir. Dislik
morbidite, konversiyonsuz seyir ve tutarli fonksiyonel/anatomik diizelme, uygun hasta secimi ve deneyimli ekiplerle
yontemin klinik degerini arttirmaktadir. Secilmis olgularda uygulanan NIRF-ICG, 6zellikle vaskiiler anatominin
degerlendirilmesinde cerrahi karar verme siirecine katki saglayabilir.

Anahtar Kelimeler: eriskin Greteropelvik bilegske darhgi, indosiyanin yesili, minimal invaziv cerrahi, robot yardimli
laparoskopik piyeloplasti

GIRIS

Ureteropelvik bileske (UPB) darhig, idrarin bébrek pelvisinden (retere gecis bolgesinde cesitli etiyolojik nedenlerle
gelisen bir darlk tablosudur. Bu durum, hidronefroza yol acarak tedavi edilmedigi takdirde obstriktif nefropatiye
ve bobrek fonksiyonlarinda kalici kayiplara neden olabilir. Tedavinin temel amaci, tikanikligi ortadan kaldirarak idrar
akisini saglamak, bdylece bébrek fonksiyonlarini korumak ve hastanin semptomlarini iyilestirmektir (1). ilk olarak
Anderson-Hynes tarafindan tanimlanan dismembered piyeloplasti teknigi, uzun yillardir UPB darliginin cerrahi
tedavisinde altin standart yontem olarak uygulanmaktadir (2). Bununla birlikte, acik cerrahinin daha uzun hastanede
kalis, artmis kan kaybi ve genis cilt kesisine bagl kozmetik sorunlar gibi dezavantajlari, minimal invaziv tekniklerin
gelisimini hizlandirmistir. Bu baglamda laparoskopik ve robot yardimli laparoskopik piyeloplasti (RYLP) acik cerrahinin
yerini almaya baslamis ve glinimuzde giderek artan siklikla tercih edilir hale gelmistir (3). Laparoskopik piyeloplasti,
acik cerrahiyle karsilastirilabilir yliksek basari oranlarina ulassa da 6zellikle intrakorporeal siitiirasyon gereksinimi
teknigin 6grenme egrisini uzatan baslica giicliiklerden biridir (4).

Robotik cerrahi teknolojisindeki gelismelerle birlikte RYLP ilk kez 1995'te Partin ve ark. tarafindan uygulanmistir (5).
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Robotik platformun yayginlasmasi, RYLP'nin yillar icerisinde daha fazla cerrah tarafindan tercih edilmesini saglamistir.
Yiksek ¢ozUnirlikli G¢ boyutlu gorintlleme ve cerrahin el hareketlerini titizlikle yansitan eklemli enstriimanlar,
laparoskopiye kiyasla 0Ozellikle sitlirasyon ve rekonstriksiyon adimlarini kolaylastirarak, 6grenme egrisini
kisaltabilmektedir (6).

Mevcut literatlirde RYLP serileri blyuk olclide pediatrik hastalara odaklanmis olup, eriskin hastalara ait calismalar
pediatrik literatiire kiyasla daha az sayidadir. Bu calismanin amaci, eriskinlerde RYLP'nin uygulanabilirligini, perioperatif
sonuglarini ve kisa donem basarisini retrospektif, gozlemsel bir analizle degerlendirmektir.

GEREC VE YONTEMLER

Bucalisma, Ko¢ Universitesi EtikKurulu onay1(2025.458.1RB2.212, Tarih: 2025-10-17) ile gerceklestirilmistir ve retrospektif
olarak tasarlanmistir. Ocak 2019- Haziran 2025 tarihleri arasinda, 18 yas ve Uzeri, primer UPB darligi nedeniyle RYLP
uygulanan hastalar calismaya dahil edilmistir. UPB darligi tanisi, bilgisayarli tomografi (BT) veya manyetik rezonans
(MR) Grografide UPB diizeyinde darlik stiphesinin radyolojik olarak gosterilmesini takiben, ditretikli renografi (DTPA
veya MAG-3) incelemelerinde yari bosalma siresinin (T'2) 20 dakikanin Uzerinde saptanmasi ile fonksiyonel olarak
dogrulandi (7). Fonksiyonel iyilesme orani, her hasta icin preoperatif ve postoperatif T2 degerleri arasindaki relatif
azalma [(preoperatif T2 — postoperatif T'2) / preoperatif T¥> x 100] olarak hesaplandi. Calismaya yalnizca 18 yas ve
Uzeri, primer UPB darligi bulunan hastalar dahil edildi; Grolitiyazis, travma, enfeksiyon, gegirilmis cerrahi veya diger
sekonder nedenlere bagli gelisen UPB darliklari ve takip verilerinde eksiklik olan hastalar ¢alisma kapsami disinda
birakildi. Hastalarin demografik verileri (yas, cinsiyet), taraf bilgisi ve darligin etiyolojisi (intrinsik dar segment ya da
ekstrinsik vaskdler basi) kaydedildi.

Ameliyat Teknigi

Cerrahiler Da Vinci robotik cerrahi sistemi (Intuitive Surgical Inc., Sunnyvale, CA, ABD) kullanilarak transperitoneal
yaklasimla gerceklestirildi. Hastalar genel anestezi altinda lateral dekiibit pozisyonda opere edildi. Standart olarak
3 adet 8 mm robotik port ve 1 adet 12 mm asistan portu (Airseal insuflasyon sistemi) kullanildi (Resim 1). Anderson-
Hynes dismembered piyeloplasti teknigi uygulandi. Tum olgulara ameliyat sirasinda antegrad cift J Ureter stenti
yerlestirildi. Anastomozlar robotik portegiilerle 4/0 emilebilen monofilaman situr ile dikildi (Resim 2).

Sternum
(kisa gikinti)

\

Asistan
10 mm

Resim 1. Hasta pozisyonu ve trokar yerlesimi
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Resim 2.A. Gaprazlayan alt pol damari ve Ureteropelvik bileske segmentinin tanimlanmasi, B: Dismembered
piyeloplastiicin darlik segmentinin eksizyonu ve Ureterin spatiilasyonu, C: Antegrad cift-J stent yerlestirilmesi ve arka
duvar anastomozunun baslatiimasi, D: Ureteropelvik anastomozun tamamlanmasi

indosiyanin yesili (ICG) uygulanmasi: ICG kullanimi 6nceden tanimlanmis bir protokole dayanmamaktadir. ICG, ameliyat
sirasinda cerrahin klinik degerlendirmesi dogrultusunda; preoperatif gorlintiilemelerde caprazlayan damar siiphesi
bulunan, diseksiyon sirasinda vaskiiler anatominin netlestirilmesinin cerrahi planlamay: etkileyebilecegdi dustinilen
olgularda tercih edilmistir. ICG dozu bolus 3 mg intravendz olarak uygulandi ardindan robotun near-infrared floresan
(NIRF) modu kullanilarak goriinti saglandi.

Cerrahi sonrasi tiim hastalara 24 saat streyle profilaktik antibiyotik verildi. Postoperatif 1. glinde mobilizasyon ve
enteral beslenme baslatildi. Hastanede kalis suresi, klinik gidisata gore belirlendi. Taburculuk sonrasinda hastalar
1. haftada yara kontrolU, 4. haftada ise DJ stent ¢cekimi icin degerlendirildi. Ameliyat sonrasi 3. ayda tiim hastalara
ultrasonografi ve dilretikli renogram ile anatomik ve fonksiyonel iyilesme degerlendirildi. Cerrahi basari; hastanin
semptomlarinin gerilemesi, radyolojik incelemelerde rezidiiel veya tekrarlayan obstriiksiyon bulgusunun olmamasi
ve dilretikli renografide T2 degerinin 20 dakikanin altina inmesi ile tanimlandi. Tim veriler hasta dosyalari ve dijital
kayit sisteminden retrospektif olarak elde edildi.

istatistiksel Analiz

istatistiksel analizler IBM SPSS 22 (Chicago, lllinois, USA) yazilimi kullanilarak gerceklestirildi. Surekli degiskenlerin
dagilimi Shapiro-Wilk testi ile degerlendirildi. Normal dagilim gdsteren veriler ortalama * standart sapma, normal
dagihm gostermeyen veriler ise medyan (minimum-maksimum) olarak sunuldu. Kategorik degiskenler sayi ve ylizde
olarak ifade edildi. Eslestirilmis ve normal dagilim géstermeyen surekli degiskenlerin karsilastirimasinda Wilcoxon
isaretli siralar testi, bagimsiz ve normal dagihm goéstermeyen siirekli degiskenlerin karsilastiriimasinda ise Mann-
Whitney U testi kullanildi. Kategorik degiskenlerin gruplar arasi karsilastirimasinda Fisher exact testi uygulandi. Tim
istatistiksel analizlerde p < 0,05 degeri istatistiksel olarak anlamli kabul edildi.
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Toplam 27 hasta degerlendirildi. Uc hastada (rolitiyazise sekonder UPB darligi bulunmasi, dért hastada revizyon RYLP
ameliyati 6ykuisu olmasi ve iki hastada klinik/takip verilerine ulasilamamasi nedeniyle bu olgular ¢alisma disi birakildi.
Cahsmaya dahil edilme kriterlerini karsilayan primer UPB darligi bulunan 18 hasta ¢alismaya dahil edildi. Hastalarin
demografik ve operatif verileri Tablo 1'de sunulmustur. Kohortun yas ortalamasinin 38,9 + 15,9 yil oldugu ve cinsiyet
dagiliminin kadin/erkek esit oldugu belirlendi. Sag bobrekte 8 (%44,4), sol bobrekte 10 (%55,6) UPB darligi bulundugu
kaydedildi. Hastalarin 12'sinde (%66,7) aralikli renal kolik dykisu oldugu, 6'sinin (%33,3) ise insidental olarak tani aldigi
tespit edildi. Tim olgularda BT veya MR Uirografide UPB darligiyla uyumlu bulgularin mevcut oldugu; 7 (%38,9) hastada
obstriiksiyonun caprazlayan aksesuar renal artere baglh oldugu izlendi. intravendz NIRF-ICG uygulamasi, ameliyat
sirasinda toplam 6 (%33,3) hastada kullanildigi ve bu olgularin tamaminda UPB darliginin caprazlayan aksesuar
renal arter ile iliskili oldugu saptand. Tim hastalarda kreatinin diizeylerinin normal araliklarda seyrettigi gorildi. iki
hastada preoperatif donemde DJ stent yerlestirildigi saptandi. ICG kullanilan ve kullaniimayan hastalarin demografi
verileri karsilastirldigi zaman gruplar arasinda istatistiksel fark saptanmamistir (Tablo 2).

Ortalama operasyon siiresinin 135,3 + 20,0 dk (konsol: 105,6 + 15,5 dk) oldugu belirlendi. NIRF-ICG kullanilan hastalar
ile kullanilmayan hastalarin ameliyat stireleri karsilastirildigi zaman ICG kullanilan grubun daha kisa ameliyat siiresine
sahip oldugu ancak bu fark istatistiksel olarak anlaml olmadigi saptandi (133,3 + 15,1 dk vs 141,7 + 28,6 dk, p=0,66).
Anastomoz asamasi siiresinin ortalama 18,2 + 3,4 dk olarak gerceklestigi ve ortalama tahmini kanama miktarinin 24,2
+ 9,6 mL oldugu; hi¢bir olguda kan transfiizyonu gereksinimi olmadigi saptandi. Ortalama hastanede kalis siiresinin
3,4 + 0,9 glin oldugu kaydedildi. NIRF-ICG kullanilan hastalarda ortalama hastanede kals siiresi 3,17 + 0,41 giin,
kullanilmayan hastalarda ise 3,50 + 1,00 giin olup, gruplar arasinda istatistiksel olarak anlamli bir fark saptanmadi
(p = 0,447). Tim olgularda Uretral Foley kateterinin postoperatif 1. glinde, operasyon loju drenaj kateterinin ise
postoperatif 2. glinde cekildigi saptandi. Hicbir olguda acik cerrahiye veya konvansiyonel laparoskopiye konversiyon
gereksinimi izlenmedi. Peroperatif ya da postoperatif donemde Clavien-Dindo = Il komplikasyon kaydedilmedi.

Tablo 1. Robotik piyeloplasti uygulanan hastalara ait demografik ve klinik verilerin istatistiksel dagilhimi

Parametreler Degerler

Yas, yil, ort £ SS (min-maks) 38,9+159(19-72)
VKI, kg/m?, ort + SS (min-maks) 27,4 +1,8(25,2-31,3)
ASA skor

1 4 (%22,2)

2 11 (%61,1)

3 3(%16,7)
Cinsiyet, say! (ylizde)

Kadin 9 (%50)

Erkek 9 (%50)

Takip Stresi, ay, ort + SS (min-maks)

30,6 +£21,4 (6-78)

Taraf, sayi (ylizde)
Sag
Sol

8 (%44,4)
10 (%55,6)

Preoperatif Kreatinin, mg/dL, ort + SS (min-maks)

0,8+0,2(0,6-1,1)

Postoperatif Kreatinin, mg/dL, ort + SS (min-maks)

09+0,2(06-1,1)

Operasyon Siiresi, dk, ort + SS (min-maks)’

135,3 + 20,0 (100-180)

Hastanede Kalis, glin, ort + SS (min-maks)’

34+0,9(2-5)

Tahmini kanama miktari, mL, ort + SS (min-maks)

24,2 +£9,6 (12-48)

Preoperatif T/, dk, ort + SS (min-maks)

34,2 £ 6,8 (26-55)

Postoperatif T2, dk, ort + SS (min-maks)

11,8 +2,0(9-16)

VKI: Viicut kitle indeksi, ASA: Amerikan Anesteziyoloji Skoru
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Tablo 2. NIRF-ICG kullanilan ve kullanilmayan hastalarin demografik, perioperatif ve fonksiyonel 6zelliklerinin

karsilastiriimasi

Parametre ICG kullanilan (n=6) ICG kullanilmayan (n=12) | p degeri
Yas, yil, ort £ SS 37,7+16,3 40,0+ 15,7 0,851
Cinsiyet (K/E), say! (oran %) 3/3(50/50) 6/6 (50/50) 1,000
Taraf (Sag/Sol), sayi (oran %) 4/2 (66,7/33,3) 5/7 (41,7/58,3) 0,157
Ameliyat suresi, dk, ort + SS’ 133,3+ 15,1 141,7 £ 28,6 0,660
Konsol suresi, dk, ort + SS 103,3+ 14,7 106,7 £ 15,9 0,739
Preoperatif Kreatinin, mg/dL, ort + SS) 09+0,3 0,8+0,2 0,872
Postoperatif Kreatinin mg/dL, ort + SS) 09+0,3 09+0,3 0,927
Preoperatif T':, dk, ort + SS 33,8+ 10,7 343+44 0,259
Postoperatif T'%, dk, ort + SS 13,0+2,2 11,3+£1,7 0,107
Fonksiyonel diizelme (AT'2), dk, ort + SS 20,8+9,2 23,1+£3,9 0,110
Hastanede kalis stiresi, guin, ort + SS 3,17+£0,41 3,50+ 1,00 0,447

NIRF-ICG: Near-infrared floresan- indosiyanin yesili
Mann-Whitney U testi

Ortalama takip siresinin 30,6 + 21,4 ay oldugu tespit edildi. Diliretikli renografi degerlendirmesinde, ortalama T%:
degerinin preoperatif 34,2 + 6,8 dakikadan postoperatif 11,8 + 2,0 dakikaya geriledigi ve ortalama %64,7 oraninda
fonksiyonel iyilesme saglandigi saptandi (p < 0,001) (Figiir 1). izlem siiresince, tiim hastalarda postoperatif TV
degerlerinin 20 dakikanin altinda oldugu ve fonksiyonel obstriiksiyonun giderildigi gorildi. Ayrica, BT veya MR
Urografi incelemelerinde rezidiiel ya da tekrarlayan UPB darligi ile uyumlu dilatasyon izlenmedi. Takip siiresi boyunca
hicbir hastada analjezik medikasyon gerektiren renal kolik atagi saptanmadi.

RYLP Oncesi ve Sonrasi T% Dedgerlerinin Dagimi
o
50
40 A T
T
.
=
S
e 30 -
5
i 1
20
10 1 %I
T T
Preoperatif Postoperatif

Figiir 1. Robotik Piyeloplasti Oncesi ve Sonrasi Diliretikli Renografide T2 Degerlerinin Dagilimi
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UPB darligi Grolojide sik karsilagilan bir patoloji olup yaklasik 1000-1500 dogumda bir izlenirken, eriskinlerdeki
gercek insidansi tam bilinmemektedir. Cogu olgu konjenital kékenli olmakla birlikte, hastalar yasamin herhangi
bir doneminde basvurabilirler. En sik basvuru sikayeti yan agrisidir, ancak insidental olarak da tani konulabilir. UPB
darhgi tek bir anatomik anormallik degil; intrinsik (stenotik veya peristalsiz segment, nadiren Ureter valvleri ya da
intraluminal lezyonlar) ve ekstrinsik (en sik alt pol aksesuar renal arter basisi) nedenlere bagli gelisebilen obstriktif
strecler butinidur (8).

Literatiirde piyeloplasti calismalari blytk 6lclide pediatrik hastalara odaklanmis olup eriskin seriler gorece sinirlidir;
ayrica basari tanimlarinda (semptomatik rahatlama, radyolojik diizelme, MAG-3'de obstriiksiyonun ¢6ziilmesi gibi)
heterojeniteler mevcuttur (9). Yas, piyeloplasti icin tek basina belirleyici bir faktor degildir; hatta bazi eriskin serilerde
ileri yasin olumsuz etki gostermedigi bildirilmistir (10). Bununla birlikte, kimi ¢calismalarda ileri yas hastalarda basari
oranlarinin daha disiik olabilecedi ve yatisin uzayabildigi belirtilmistir (11).

Galismamizda elde edilen bulgular, eriskin hastalarda RYLP'nin yiksek klinik etkinlik ve disiik morbidite profili
sundugunu gostermektedir. Cerrahi sonrasi donemde yeniden girisim gereksinimi olmaksizin klinik ve radyolojik
iyilesmenin saglanmis olmasi, RYLP'nin uzun dénem fonksiyonel basari agisindan givenilir bir secenek oldugunu
desteklemektedir. Ozellikle intraoperatif kanama miktarinin diisiik olmasi, transfiizyon ve acik cerrahiye konversiyon
gereksiniminin olmamasi ile major komplikasyon izZlenmemesi, yontemin cerrahi glivenligini 6n plana ¢ikarmaktadir.
Postoperatif donemde Uretral Foley kateteri ve drenaj kateterinin erken cekilebilmesi ile kisa hastanede kalis siiresi,
RYLP’nin hasta konforu ve iyilesme siireci agisindan da avantaj sagladigini distindirmektedir.

Genis tek ve cok merkezli serilerde bildirilen basari oranlari genellikle %90-98 araligindadir. Hopf ve ark., yas ortalamasi
34,3 olan, 129 hastanin RYLP sonuclarini retrospektif olarak incelemis ve ameliyatin %96,9 oraninda basarili oldugunu,
hastalarda hem radyolojik, hem semptom olarak diizelme saglandigini bildirmislerdir. 5 hastada intraoperatif, 18
hastada postoperatif ddnemde Clavien 1 den 3b’ye degisen komplikasyonlar gelistigini saptamislardir (12). Sivaraman
ve ark. (13) tarafindan eriskin hastalarda %97,6 basari orani bildirilirken, Zappia ve ark. (14) %92,8 basari orani ve %5
major komplikasyon orani bildirmislerdir. Daha glincel ve genis bir seride, Bersang ve ark. (15) tarafindan endikasyona
(bobrek fonksiyonunda kotulesme, enfeksiyon, bobrek tasi ve semptom) gore tedavi edilen hastalarda, birinci yil
basari oranlarinin %78-92 arasinda degistigi ve %7 oraninda restenoz gelistigi bildirilmistir. Elde edilen bulgular
1siginda, izlem stresince rekirrens veya yeniden girisim gereksiniminin saptanmamasi ve tim hastalarda klinik ve
radyolojik diizelmenin saglanmis olmasi, sinirli drneklem buyukligine ragmen bulgularimizin literatirde bildirilen

eriskin RYLP serileriyle uyumlu oldugunu distiindiirmektedir.

Elaarag ve ark/nin (16) sistematik derlemesinde, robotik ve laparoskopik yaklagsimlar arasinda basari (%88,5 vs
%91,0) ve komplikasyon (%11,8 vs %15,9) oranlarinin benzer oldugu gostermislerdir. Carmona ve ark. (17), tek
merkezli retrospektif dizayna sahip calismalarinda laparoskopik piyeloplasti ameliyatinin robotik cerrahiye gore
daha kisa ameliyat suresine, daha uzun hastanede yatis siiresine sahip oldugunu saptamislardir (242,4 + 55 vs. 161,4
+40 p <0,001; 7,3+ 2,5vs.3,3 + 2,1 p<0,001, sirastyla). Bizim calismamizda laparoskopik piyeloplasti uygulanan
bir karsilastirma grubu bulunmadigindan dogrudan yontemler arasi bir analiz yapilamamistir. Bununla birlikte,
calismamizda saptanan ortalama RYLP operasyon siresi (135,3 dk), literatiirde bildirilen RYLP ve laparoskopik
piyeloplasti serilerindeki ortalama operasyon surelerine (161,4-242,4 dk) kiyasla daha dusik bulunmustur (16, 17).
Bu bulgular, deneyimli merkezlerde ve standardize cerrahi tekniklerle uygulanan RYLP'nin operasyon siiresi acisindan
laparoskopik yaklasimlarla karsilastirilabilir dizeyde oldugunu géstermektedir.

Galismamizda eriskin hastalarin tamaminda postoperatif donemde dilretikli renografi bulgularinda belirgin
fonksiyonel diizelme saglanmis ve izlem siiresince rekiirrens veya yeniden girisim gereksinimi saptanmamistir. Bu
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bulgular, eriskin yas grubunun RYLP acisindan dezavantaj olusturmadigini disindiirmektedir. Kang ve ark. (18)
tarafindan, 18 yas alti ve Ustl hastalarda RYLP sonuclarinin karsilastirildigi tek merkezli retrospektif bir calismada,
pediatrik grupta operasyon ve konsol siirelerinin daha uzun oldugu; ancak hastanede yatis siiresi, cerrahi basarisizlik
ve tas tedavisi gerektiren Urolitiyazis insidansi acisindan anlamli bir fark bulunmadigi bildirilmistir. Mizuno ve ark. (19)
tarafindan benzer tasarima sahip bir calismada, Kang ve ark/ndan (18) farkli olarak pediatrik grupta konsol siiresinin
daha kisa oldugunu saptamislar ve her iki yas grubunda basari oranlarinin benzer oldugu raporlamislardir (pediatrik
%100 vs eriskin %90, p = 0,512). Yazarlar, robotik piyeloplastinin her iki yas grubunda da gtivenli ve etkin bir tedavi
secenegi oldugunu vurgulamislardir.

Literatlrde robotik Ust Griner sistem rekonstriiksiyonlarinda NIRF-ICG; Ureterin tanimlanmasi ve seyrinin takibi, strikttr
sinirlarinin kesinlestirilmesi, iyi perfiize dokunun secimi ve renal caprazlayan damarlarin gosterilmesi gibi amaclarla
yararh olabilecegini bildiren calismalar mevcuttur (20-22). Ureter seyri ve striktiir hattinin dogrudan gdsterilmesi
icin ICG'nin Ureter limenine Ureteral kateter veya nefrostomi kateteri aracihgiyla uygulanmasi gerekmektedir
(23). Calismamizda ICG intravendz yolla uygulandigindan, ureter limeni ve striktlr hattinin degerlendirilmesi
amacglanmamis; kullanim esas olarak vaskdiler anatominin ortaya konulmasina yonelik olmustur. Bu kapsamda, ICG
uygulanan tim olgularda ¢aprazlayan renal damarin floresan sinyal ile net bicimde gosterilebildigi gézlenmistir. ICG
uygulanan ve uygulanmayan hastalarda komplikasyon gelismedidi icin karsilastirma yapilamamistir.

ICG uygulanan ve uygulanmayan olgular karsilastirildiginda, ameliyat siiresi, hastanede kalis siiresi ve postoperatif
bobrek fonksiyonlarinda diizelme agisindan istatistiksel olarak anlamli fark saptanmamistir. Bununla birlikte, 6zellikle
diseksiyonun zor oldugu ve vaskiler anatomik iliskinin netlestiriimesinin cerrahi glivenlik acisindan 6nem tasidigi
olgularda, intravendz veya lreter limeni yoluyla uygulanan ICG'nin, secilmis vakalarda cerrahin intraoperatif
degerlendirmesini destekleyerek operasyonu kolaylastirabilecek tamamlayici bir arag olabilecedi distinilmektedir.

Mevcut bulgular, eriskin primer UPB darliginda RYLP'nin dusiik morbidite ve anlamli fonksiyonel iyilesme ile
uygulanabilir ve giivenilir bir secenek oldugunu géstermektedir. Ozellikle standart Anderson-Hynes tekniginin
robotik platformda etkin bicimde uygulanabilmesi ve secilmis olgularda NIRF-ICG kullaniminin cerrahi karar stirecini
desteklemesi, yontemin klinik pratikteki yerini gticlendirmektedir.

Bununla birlikte bu calismanin bazi kisitlayici yonleri bulunmaktadir. Tek merkezli ve retrospektif tasarimi ile
sinirh drneklem biiyiikligl, sonuclarin genellenebilirligini azaltmaktadir. Onceden planlanmis bir giic analizinin
bulunmamasi, ICG kullanilan ve kullanilmayan olgular arasinda yapilan secilmis karsilastirmalarin istatistiksel
yorumlanmasini sinirlandirmig olabilir. Buna ek olarak, ICG kullaniminin dnceden tanimlanmis standart bir protokole
dayanmamasi ve cerrahin intraoperatif degerlendirmesine bagl olarak secilmis olgularda uygulanmasi, potansiyel
secim yanliligina yol acabilir ve NIRF-ICG'nin etkisine iliskin sonuclarin genellenebilirligini sinirlayabilir. Calismamizin
bir diger kisithhgi, takip stresinin genis bir aralikta ve heterojen dagilim gdstermesidir (6-78 ay). Bu durum, kisa ve
uzun donem sonuclarin ayni gliven diizeyinde degerlendirilmesini gliclestirmekte ve 6zellikle uzun dénem rekiirrens
oranlarinin yorumlanmasini sinirlayabilmektedir. Ayrica, retrospektif hasta secimi potansiyel secim yanliligi riskini
beraberinde getirmekte ve karsilastirmali acik veya laparoskopik bir kontrol grubunun bulunmamasi nedensel
cikanimlari sinirlandirmaktadir. Bu nedenle, bulgularin daha genis hasta poptlasyonlarinda dogrulanmasi igin
prospektif, cok merkezli ve daha biyiik 6rneklemli calismalara ihtiyag vardir.

SONUC

Bu calisma, eriskin primer UPB darligi tedavisinde RYLP'nin minimal invaziv cerrahinin temel hedeflerini karsilayan bir
yaklagim oldugunu gostermektedir.Yontem, uygun hasta secimi ve deneyimli cerrahi ekipler esliginde uygulandiginda,
cerrahi glivenlik, fonksiyonel iyilesme ve perioperatif morbiditenin azaltilmasi agisindan klinik olarak anlamli avantajlar
sunmaktadir. Secilmis olgularda NIRF-ICG kullanimi, vaskiler anatomiyi daha net ortaya koyarak intraoperatif karar
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verme surecini destekleyen tamamlayici bir ara¢ olarak degerlendirilebilir. Bu bulgular, RYLP'nin eriskin UPB darliginda
standart cerrahi yaklasimlar arasinda gliclii bir secenek oldugunu duisiindiirmektedir ve yontemin uzun donem klinik
degerinin daha genis, prospektif ve standardize calismalarla ortaya konmasini gerekli kilmaktadir.

Cikar Catismasi: Yazarlar, bu makalenin hazirlanmasi ve yayimlanmasiyla ilgili herhangi bir ¢ikar catismasi olmadigini
beyan ederler.

Finansal Destek: Bu arastirma icin herhangi bir kamu, ticari veya kar amaci gitmeyen kurulus tarafindan finansal
destek saglanmamistir.

Etik Kurul: Bu calisma, Kog Universitesi Tip Fakiiltesi Etik Kurulu tarafindan onaylanmistir. Etik Kurul Protokol Numarasi:
2025.458.IRB2.212, Tarih: 2025-10-17.

Bilgilendrilmis Onam: Calismaya dahil edilen tiim hastalardan yazili aydinlatilmig onam alinmistir.

Yazar Katkilar::

ibrahim Can Aykanat: Calismanin tasarimi, yazinin olusturulmasi.
Sevval Kanli: Veri toplama.

Tayfun Oktar: Cerrahi uygulamalar, yazinin gézden gegirilmesi.

Yakup Kordan: Gozden gegirme (reviewing), elestirel revizyon.
Abdullah Erdem Canda: Tasarim, gézden gecirme, cerrahi proseddrler.
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Impact of pT1a—-pT1b Substaging on Recurrence and Progression in
High-Grade T1 Bladder Cancer

Yuksek Dereceli T1 Mesane Kanserinde pT1a—pT1b Alt Evrelemenin Niiks ve Progresyon
Uzerine Etkisi

Miicahit Gelmig' @, Ali Ayten' , Mehmet Ozalevli2®, Hakan Ceylan' ®, Kanan Maharramov' ®, Burak Arslan' ®,
Sibel Bektas®
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2 Department of Urology, Artvin State Hospital, Artvin, Tirkiye
3 Department of Pathology, Gaziosmanpasa Training and Research Hospital, Istanbul, Ttirkiye

ABSTRACT

Objective: To evaluate the prognostic impact of pTT1a-pT1b substaging on recurrence and progression in patients
with high-grade T1 bladder cancer and to determine whether substaging serves as an independent predictor when
assessed alongside established clinical and pathological risk factors.

Materials and Methods: This retrospective, single-center cohort study included patients diagnosed with high-grade
pT1 urothelial carcinoma who underwent transurethral resection of a bladder tumor (TURBT) between January 2017
and March 2025. Cases with >pT2 disease, other malignancies, the Bacillus Calmette-Guérin (BCG) contraindications,
treatment non-compliance, incomplete follow-up, or trigonal tumors with unreliable muscularis mucosa assessment
were excluded. Demographic, clinical, pathological, and follow-up data were extracted from institutional records.
Recurrence and progression were defined according to standard criteria. Substaging was performed by experienced
uropathologists. Survival outcomes were analyzed using the Kaplan-Meier method, and independent predictors
were identified by multivariate Cox regression.

Results: Of 152 patients, 110 (72.4%) were classified as pT1a and 42 (27.6%) as pT1b. Carcinoma in situ (CIS) and
tumor size =3 cm were significantly more frequent in pT1b cases. In multivariate analysis, CIS and tumor size >3 cm
were independent predictors of both recurrence and progression. Although pT1b substaging was associated with
worse recurrence-free survival on Kaplan-Meier analysis, it was not an independent predictor of recurrence in the
Cox model; however, it independently predicted progression (HR=3.38). Kaplan—Meier analyses also demonstrated
significantly worse progression-free survival in the pT1b group.

Conclusion: pT1 substaging, particularly the identification of pT1b disease, provides meaningful prognostic
information for progression in high-grade T1 bladder cancer. Integrating substaging with key pathological factors
such as CIS and tumor size may improve individualized risk stratification and support early risk-adapted treatment
decisions.
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OZET

Amag: Yiksek dereceli pT1 mesane kanserinde pT1a—pT1b alt evrelemenin niks ve progresyon lzerindeki etkisini
degerlendirmek ve alt evrelemenin bilinen klinik ve patolojik risk faktorleriyle birlikte bagimsiz bir prognostik belirteg
olarak degerini belirlemek.

Gerec ve Yontemler: Bu retrospektif ve tek merkezli kohort calismasina Ocak 2017-Mart 2025 arasinda transiretral
mesane timoru rezeksiyonu (TURBT) uygulanarak yliksek dereceli pT1 Urotelyal karsinom tanisi alan hastalar dahil
edildi. >pT2 evresi, ek malignite, Bacillus Calmette-Guérin (BCG) kontrendikasyonu, tedavi uyumsuzlugu, eksik
takip verisi veya muskularis mukozanin guvenilir degerlendirilemedigi trigon tumorleri dislandi. Demografik,
klinik, patolojik ve takip verileri kaydedildi. Niiks ve progresyon standart kriterlere gore tanimlandi. Alt evreleme
deneyimli Uropatologlar tarafindan yapildi. Sagkalim analizlerinde Kaplan—-Meier yontemi, bagimsiz prediktorlerin
belirlenmesinde ¢ok degiskenli Cox regresyonu kullanildi.

Bulgular: Toplam 152 hastanin 110'u (%72.4) pT1a, 42'si (%27.6) pT1b idi. pT1b olgularda eslik eden karsinoma in
situ (CIS) ve timor boyutu >3 cm daha sik saptandi. Cok degiskenli analizde CIS ve timor boyutu =3 cm hem niiks
hem progresyon icin bagimsiz risk faktorleri olarak belirlendi. pT1b alt evresi yalnizca progresyon icin bagimsiz
ongorduriiclydi (HR=3.38); niiks icin bagimsiz anlamlilik géstermedi. Kaplan-Meier analizlerinde ise pT1b grubunda
rekirrenssiz ve progresyonsuz sagkalim daha koti bulundu.

Sonug: pT1 alt evrelemesi, 6zellikle pT1b hastalarin belirlenmesi, yiiksek dereceli T1 mesane kanserinde progresyon
riskinin 6ngorilmesinde degerli bir prognostik belirtectir. Alt evrelemenin CIS ve timdr boyutu gibi glicli patolojik
parametrelerle birlikte degerlendirilmesi, bireysellestirilmis risk siniflandirmasini gelistirebilir ve erken dénemde risk
uyarlanmis tedavi kararlarini destekleyebilir.

Anahtar Kelimeler: karsinoma in situ, mesane kanseri, progresyon, pT1 substaging, rekirrens

INTRODUCTION

Bladder cancer is one of the predominant malignant diseases encountered in urological practice, and a considerable
share of cases are detected while still confined to the non-muscle-invasive spectrum at initial presentation (1). Within
this group, high-grade pT1 tumors hold particularimportance in terms of their biological behavior and clinical course.
These neoplasms, which show lamina propria invasion, have higher recurrence and progression rates compared to
low-grade superficial tumors and therefore require a more aggressive follow-up and treatment approach (2). However,
the heterogeneous nature of the pT1 stage has increasingly highlighted the need for additional parameters in risk
classification in the current literature.

One of the most important approaches to improving the prognostic predictive power in pT1 tumors is the substaging
system according to the extent to which the tumor infiltrates the lamina propria. Tumors showing more superficial
invasion that do not reach the muscularis mucosa layer are defined as pT1a; tumors reaching this structure or showing
deeper invasion are defined as pT1b (3). Since its introduction, the concept of substaging has been evaluated in
numerous studies, and it has been suggested that tumors categorized as pT1b demonstrate a markedly higher
likelihood of advancing to more invasive stages (4, 5). However, for these findings to be systematically reflected in
clinical practice, clearer, reproducible data based on large patient series are required.

Studies investigating the prognostic value of the pTla-pT1b distinction in the literature exhibit significant
methodological heterogeneity. In particular, the variable histological detectability of the muscularis mucosa,
differences in interpretation between pathology laboratories, and insufficient sample size in some series are the
main factors limiting the generalizability of substaging results (6,7). Furthermore, the inability to clearly establish the
relationship between substaging and strong prognostic indicators such as tumor size, multifocality, and accompanying
carcinoma in situ (CIS) complicates the understanding of the biological diversity within the pT1 class (8).
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Although intravesical the Bacillus Calmette-Guérin (BCG) therapy is the standard approach in guidelines for high-
grade pT1 tumors, the clinical response shows significant heterogeneity (9). While early progression is observed in
some pT1b patients, longer-term tumor control can be achieved in pT1a cases (10). This situation raises the question of
the potential contribution of substaging, particularly in determining the timing of radical cystectomy. The objective of
this investigation is to clarify the prognostic relevance of the pT1a—-pT1b subdivision by assessing its association with
recurrence and progression in high-grade pT1 disease, and to explore how this stratification interacts with established
clinical and pathological risk determinants.

MATERIALS AND METHODS

The present study was designed as a retrospective observational study conducted at a single tertiary institution.
The institutional ethics board of Gaziosmanpasa Training and Research Hospital reviewed and authorized the study
protocol (Approval no.: 2025/167, Date: 2025-11-26), and all steps adhered to the ethical standards outlined in
the Declaration of Helsinki. Participants provided written consent permitting the de-identified use of their clinical
information for research purposes. A total of 152 consecutive patients who received transurethral resection of a
bladder lesion (TUR-BT) at our institution between January 2017 and March 2025 and were subsequently confirmed
to have high-grade pT1 urothelial carcinoma were identified and included in the final analysis. Patients with muscle-
invasive bladder cancer (=pT2), those with concomitant malignancies, those contraindicated for BCG therapy or non-
compliant with treatment, and those followed up at other centers or with incomplete follow-up data were excluded
from the study. Additionally, tumors located in the trigone, where the musculomucosal anatomy was not suitable
for evaluation and substaging was not considered reliable, were not included in the analysis. Patients with adequate
tissue sampling, evaluable lamina propria invasion depth, and at least one year of cystoscopic follow-up data after
TUR-BT were included in the study.

At our center, intravesical BCG administration is the standard treatment protocol for high-risk pT1 bladder cancer.
In routine practice, eligible patients are treated with BCG following TUR-BT, generally with an induction course and
maintenance therapy when clinically appropriate and feasible. However, as this study is retrospective in nature, details
of individual BCG induction or maintenance therapy were not included in the analysis; nevertheless, patients with BCG
contraindications or those who did not adhere to treatment were excluded from the study population to ensure that
all analyses were performed on a homogeneous group in terms of treatment. The demographic characteristics of the
included patients (age, gender, body mass index), tumor-related clinical and pathological variables (tumor size, tumor
number, presence of accompanying carcinoma in situ [CIS]), TUR-BT dates, and cystoscopy, urinary cytology, and
radiological examination results during follow-up were obtained from the electronic data archive. Recurrence was
defined as the reappearance of any Ta, T1, or CIS lesion during follow-up; progression was defined as advancement to
muscle-invasive bladder cancer (>pT2), development of metastatic disease, or death due to bladder cancer.

Tumors showing limited invasion that do not reach the muscularis mucosae fibers in the superficial zone of the lamina
propria were classified as pT1a, whereas tumors with invasion reaching or exceeding the muscularis mucosae were
classified as pT1b. All pathological specimens were reviewed by the same institutional pathology team experienced
in uropathology, and difficult or equivocal cases were assessed by consensus within the team. In specimens where the
muscularis mucosa could not be histologically identified, large submucosal vessels were used as anatomical reference
points in accordance with the literature (11). All cases were followed up in accordance with international guidelines;
cystoscopy was performed every three months for the first two years, every six months between the third and fifth
years, and annually thereafter.

All statistical procedures were conducted using IBM SPSS Statistics version 27.0 (IBM Corp., Armonk, NY, USA).
Continuous variables were presented as means accompanied by standard deviations, whereas categorical data were
summarized as absolute frequencies and corresponding percentages. Comparisons between study groups were
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performed with the Chi-square test or Fisher’s exact test for categorical variables. In contrast, continuous variables
were evaluated using the Mann-Whitney U test due to non-parametric distribution characteristics. Recurrence-free
survival (RFS) and progression-free survival (PFS) were defined as the time from the first TUR-BT to the first detected
recurrence or progression event, respectively. For RFS analysis, recurrence (Ta, T1, or CIS) was considered an event,
and patients without recurrence at the last follow-up were censored. For PFS analysis, progression to muscle-invasive
disease (>pT2), development of metastatic disease, or bladder cancer-specific death were defined as events, and
patients without progression at last follow-up were censored. Censoring rates were calculated and reported for both
survival outcomes. The mean recurrence-free and progression-free survival times were estimated using the Kaplan-
Meier method and presented in a separate table. Recurrence-free and progression-free intervals were estimated
through the Kaplan-Meier method, and survival distributions for the pT1a and pT1b groups were contrasted using
the log-rank test. In addition to Kaplan-Meier survival analyses, cumulative hazard functions were estimated using
the Nelson—Aalen method. Independent predictors of recurrence and progression were evaluated using multivariable
Cox proportional hazards regression models including age, tumor size, concomitant carcinoma in situ, and pT1
substaging. All variables were entered simultaneously using the enter method, and results were reported as regression
coefficients, hazard ratios with 95% confidence intervals, and p values. The proportional hazards assumption was
assessed and no violation was observed. A two-tailed p value of <0.05 was considered statistically significant.

RESULTS

A total of 152 patients with pT1 bladder tumors were included in the study; 110 (72.4%) were classified as pT1a and
42 (27.6%) as pT1b. According to the baseline characteristics summarized in Table 1, the age of patients in the pT1b
group was significantly higher than that in the pT1a group (72.5 £ 6.9 vs. 68.8 + 8.8 years, p = 0.008). Body mass index
distribution was similar between the two groups (26.6 + 2.6 vs. 26.3 + 3.3 kg/m?, p = 0.485). No significant difference
was found in gender distribution; males constituted the majority of patients in both groups (p = 0.592). Tumor size
(=3 cm rate) and multifocality frequency were similar between the pT1a and pT1b groups (27.3% vs 33.3%, p = 0.549;
23.6% vs 28.6%, p = 0.536, respectively). However, the presence of concomitant CIS was significantly higher in pT1b
cases (28.6% vs. 9.1%, p = 0.004). Although the recurrence rate during follow-up was higher in pT1b patients (35.7%
vs. 20.0%), this difference was borderline statistically significant (p = 0.057). The progression rate was significantly
higher in the pT1b group (28.5% vs. 9.1%, p = 0.004) (Table 1).

Table 1.Baseline demographic and clinicopathological characteristics of the study cohort stratified by pT1 substaging

(pT1avs pT1b)
Variable IREYGERN)] pT1b (n=42) p-value
Age (years)* 68.8+8.8 72.5+6.86 0.008
BMI (kg/m?)* 263 +3.3 26.6 +£2.59 0.485
Gender, n (%)
Male 95 (86.3 %) 38(90.4 %) 0.592
Female 15 (13.7 %) 4 (9.6 %)
Tumor size 23 cm, n (%) 30 (27.3 %) 14 (33.3 %) 0.549
Multifocality, n (%) 26 (23.6 %) 12 (28.6 %) 0.536
Concomitant CIS, n (%) 10 (9.1 %) 12 (28.6 %) 0.004
Recurrence, n (%) 22 (20 %) 15 (35.7%) 0.057
Progression, n (%) 10 (9.1 %) 12 (28.5 %) 0.004

*mean = standard deviation, BMI: body mass index, CIS: Carcinoma in Situ, Statistically significant results (p < 0.05) are presented

in bold italics.
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In the multivariate Cox regression analysis, age and pT1 substaging did not emerge as independent predictors for
recurrence (p = 0.995 and p = 0.374, respectively). In contrast, concomitant CIS (p < 0.001) and tumor size >3 cm
(p < 0.001) were identified as strong and independent risk factors for recurrence. In the multivariate analysis for
progression, the effect of age was again insignificant (p = 0.887), while pT1b substaging (p = 0.011), concomitant CIS
(p <0.001), and tumor size =3 cm (p < 0.001) were determined as independent predictors for progression (Table 2).

In the Kaplan—Meier analysis, recurrence-free survival differed significantly according to pT1 substaging (Figure 1A).
The mean recurrence-free survival was 69.15 months in the pT1a group and 41.93 months in the pT1b group, with the
difference reaching statistical significance on log-rank testing (log-rank x> = 5.152, p = 0.023). During the recurrence-
free survival analysis, 115 patients (75.7%) were censored, while recurrence events occurred in 37 patients (24.3%).
The cumulative hazard analysis demonstrated a progressively higher risk of recurrence in patients with pT1b tumors
over time, as illustrated in Figure 1B.

Similarly, progression-free survival showed a clear separation between pT1a and pT1b tumors (Figure 2A). The mean
progression-free survival was 73.46 months for pT1a cases and 45.16 months for pT1b cases, and this difference
was statistically significant according to the log-rank test (log-rank x* = 7.891, p = 0.005). In the progression-free
survival analysis, 130 patients (85.5%) were censored, whereas progression events were observed in 22 patients
(14.5%). Consistent with these findings, cumulative hazard curves indicated a higher risk of progression in the pT1b
group throughout follow-up (Figure 2B). Mean recurrence-free and progression-free survival times according to pT1
substaging are summarized in Table 3.

Table 2. Multivariate Cox regression analysis for predictors of recurrence and progression

Variable | Beta | Wald | HR (Exp(B)) | 95% CI | p-value
Recurrence

Age (years) 0.001 0.000 1.00 0.95-1.05 0.995
pT1lbvspTila -0.357 0.790 0.70 0.32-1.54 0.374
Concomitant CIS 2.605 33.286 13.53 5.59-32.75 <0.001
Tumor size 23 cm 3.463 45.846 31.94 11.71-87.14 <0.001

Progression

Age (years) 0.001 0.020 1.00 0.94-1.05 0.887
pT1bvspTla 1.217 6.420 3.38 1.32-8.65 0.011
Concomitant CIS 3.084 21.710 21.84 5.97-79.96 <0.001
Tumor size =3 cm 2.563 22.954 12.98 4.55-37.03 <0.001

Cl: Confidence Interval, CIS: Carcinoma in Situ, HR: Hazard Ratio. Statistically significant results (p < 0.05) are presented in bold

italics.

Table 3. Mean recurrence-free and progression-free survival times according to pT1 substaging

Survival outcome pT1 substage Mean survival (months) | Std. Error 95% Confidence Interval

pTla 69.15 2.82 63.62-74.68
Recurrence-free survival

pT1b 41.93 3.74 34.61-49.25

pTla 73.46 3.22 67.14-79.77
Progression-free survival

pT1b 45.16 3.51 38.28-52.04
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Figure 1A. Kaplan—Meier curves for recurrence-free survival stratified by pT1 substaging (pT1a vs pT1b).

1B. Cumulative hazard curves for recurrence according to pT1 substaging (Nelson—-Aalen estimator).
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DISCUSSION

This study demonstrated that dividing pT1 tumors into substages has a meaningful impact on predicting recurrence
and progression, with pT1b lesions exhibiting a distinctly less favorable clinical trajectory. The results reinforce that
substaging provides important prognostic insight in T1 bladder cancer. The markedly reduced progression-free
survival observed in pT1b cases further suggests that the extent of lamina propria invasion serves as a key pathological
marker of tumor aggressiveness.

This study is consistent with the literature in showing that the presence of accompanying CIS and a tumor size =3
c¢m are independent risk factors for both recurrence and progression. The fact that CIS is more frequently seen with
pT1b tumors suggests that this group has a more biologically aggressive phenotype. Similarly, large tumor size
may contribute to an increased risk of progression by reflecting high proliferative capacity and the possibility of
more extensive submucosal spread. When translated into clinical practice, these findings highlight the necessity of
considering tumor size and the presence of CIS in determining treatment strategy, independent of substaging (12,13).
Although the literature presents variable outcomes regarding the prognostic relevance of pT1 substaging, numerous
reports indicate that pT1b tumors exhibit higher progression rates (4,14). In our analysis, pT1b status similarly emerged
as an independent determinant of progression, further supporting its incorporation into clinical risk-stratification
models. Conversely, substaging did not independently predict recurrence, suggesting that recurrence may depend
more heavily on multifactorial influences—such as the intravesical microenvironment, host immunologic activity,
and the therapeutic effectiveness of BCG—rather than on the biological extent of invasion alone (15,16). Therefore,
while substaging contributes meaningfully to predicting progression, its capacity to forecast recurrence appears
relatively limited.

In Kaplan-Meier analyses, the distinct divergence of both recurrence-free and progression-free survival curves in
the pT1a and pT1b groups is a valuable finding in terms of the clinical significance of pT1 substaging. In particular,
the early separation of progression-free survival curves suggests a more aggressive course in pT1b patients, which
may warrant more careful clinical evaluation and may be taken into account when discussing treatment intensity,
including radical cystectomy, in selected cases (17,18). This situation demonstrates that substaging is a practical and
applicable tool that contributes to the individualization of treatment strategies.
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This study has certain limitations. Foremost, its retrospective design may have introduced potential selection bias and
may have affected the overall reliability of the collected data. Heterogeneity in follow-up duration and limited follow-
up data in some patients may also have influenced the timing of recurrence and progression. Although trigonal tumors
were excluded because substaging assessment was considered unreliable in this location, depth assessment may still
be challenging in some specimens in which the muscularis mucosae cannot be clearly identified. Although the use
of submucosal vessels as an anatomical reference is an accepted method in the literature, interobserver variability
cannot be completely eliminated. Furthermore, detailed patient-level information regarding BCG treatment, including
induction schedule, maintenance course, completion status, and protocol variations, was not available for analysis,
which may have influenced recurrence and progression rates. In addition, because of the retrospective design and
incomplete treatment-record granularity in some screened cases, the exact number of patients who discontinued BCG
therapy before study inclusion could not be determined reliably. Therefore, the independent effect of BCG exposure
and discontinuation on oncological outcomes could not be assessed separately. Multicenter, prospective studies with
standardized pathology assessment and detailed recording of BCG treatment protocols would help clarify the true
prognostic value of substaging.

Despite these constraints, the study delivers coherent and clinically relevant evidence underscoring the prognostic
value of pT1 substaging in high-grade pT1 bladder cancer. The findings suggest that the pT1b subgroup may follow a
more biologically aggressive course and could be considered a higher-risk subgroup during individualized decision-
making regarding follow-up and treatment strategy. Furthermore, the fact that tumor size and the presence of CIS
are strong predictors of both recurrence and progression highlights the importance of considering these variables
alongside pT1 substaging in clinical decision algorithms. These results indicate that pT1 tumors require more detailed
risk classification and that the inclusion of substaging in routine pathological reporting could provide meaningful
contributions to clinical management.

CONCLUSION

This study demonstrates that pT1a—pT1b substaging in high-grade pT1 bladder cancer has significant prognostic
value, particularly in terms of progression. The significantly increased risk of progression in pT1b patients necessitates
closer monitoring of this subgroup and, when necessary, more aggressive treatment strategies. In terms of recurrence,
tumor size and the presence of accompanying CIS emerge as independent risk factors, and it is important to integrate
these parameters with substaging into treatment decision-making processes. Overall, the results indicate that
incorporating pT1 substaging into current risk-stratification systems for high-risk T1 bladder cancer could enhance
clinical decision-making; nevertheless, confirmation through larger, well-designed prospective studies remains
necessary.
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An Investigation into the Daily Preferences and Individual Experiences
of Urologists Performing Endoscopic Prostate Surgery

Endoskopik Prostat Cerrahisi Yapan Urologlarin Giinliik Tercihleri ve Bireysel Deneyimlerine
iliskin Bir Arastirma
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ABSTRACT

Objective: This study aimed to evaluate contemporary practice patterns, surgical preferences, and perioperative
management strategies among urologists performing endoscopic prostate surgery for benign prostatic hyperplasia
(BPH) in Turkiye.

Materials and Methods: A cross-sectional, nationwide survey was conducted using a structured online questionnaire
distributed to practicing urologists who perform endoscopic prostate surgery. The survey assessed demographic
characteristics, surgical experience, preferred endoscopic techniques, postoperative catheter management, use of
intraoperative voiding tests, and antibiotic prophylaxis practices. Data were analyzed using descriptive statistics.
Results: A total of 112 urologists completed the survey. Transurethral resection of the prostate (TURP) constituted
the majority of BPH surgeries for most respondents, with 57.1% reporting that TURP accounted for 76-100% of their
procedures. Bipolar TURP was the preferred energy source in 81.2% of cases. Postoperative catheter removal was most
commonly performed at 48-72 hours (61.6%), whereas only 0.9% preferred removal within 24 hours. Intraoperative
voiding tests were routinely performed by 86.6% of respondents, and 64.3% considered them predictive of
postoperative success. Nearly half of participants (48.2%) reported extending antibiotic prophylaxis beyond a single
preoperative dose.

Conclusions: Endoscopic prostate surgery practices in Turkiye demonstrate substantial variability, particularly
regarding catheter management, antibiotic use, and intraoperative voiding assessment. While bipolar TURP remains
the dominant modality, discrepancies between evidence-based recommendations and real-world practice highlight
the need for further research and potential standardization of perioperative care.
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OZET

Amac: Bu calismanin amaci, Tirkiye'de benign prostat hiperplazisi (BPH) nedeniyle endoskopik prostat cerrahisi
uygulayan urologlar arasinda giincel uygulama modellerini, cerrahi tercihleri ve perioperatif yonetim stratejilerini
degerlendirmektir.

Gerec ve Yontemler: Prostat endoskopik cerrahisi yapan Urologlara dagitilan yapilandirilmis bir cevrimici anket
kullanilarak llke capinda kesitsel bir arastirma yapilmistir. Anket, demografik 6zellikler, cerrahi deneyim, tercih
edilen endoskopik teknikler, ameliyat sonrasi kateter yonetimi, intraoperatif iseme testlerinin kullanimi ve antibiyotik
profilaksisi uygulamalarini degerlendirmistir. Veriler tanimlayici istatistikler kullanilarak analiz edilmistir.

Bulgular: Ankete toplam 112 iirolog katildi. Katilimcilarin blylk cogunlugu icin BPH ameliyatlarinin cogunlugunu
transuretral prostat rezeksiyonu (TURP) olusturdu; %57,1iTURP'nin islemlerinin %76-100’Gnu olusturdugunu bildirdi.
Bipolar TURP, vakalarin %81,2'sinde tercih edilen enerji kaynagiydi. Ameliyat sonrasi kateter ¢ikarilmasi en sik 48-72
saat sonra (%61,6) gerceklestirilirken, sadece %0,9'u 24 saat icinde cikarilmasini tercih etti. Katihmcilarin %86,6'si
ameliyat sirasinda iseme testlerini rutin olarak yaparken, %64,3'l bu testleri ameliyat sonrasi basariy1 5ngéren bir
faktor olarak degerlendirdi. Katilimcilarin neredeyse yarisi (%48,2), antibiyotik profilaksisini tek bir ameliyat dncesi
dozun o6tesine uzattigini bildirdi.

Sonug: Turkiye'deki endoskopik prostat cerrahisi uygulamalari, 6zellikle kateter yonetimi, antibiyotik kullanimi ve
intraoperatifiseme degerlendirmesi acisindan 6nemli 6l¢tide degiskenlik gdstermektedir. Bipolar TURP baskin yontem
olmaya devam ederken, kanita dayali 6neriler ile gercek diinya uygulamalari arasindaki tutarsizliklar, perioperatif
bakimin daha fazla arastirilmasi ve potansiyel standardizasyonuna duyulan ihtiyaci vurgulamaktadir.

Anahtar Kelimeler: alt Griner sistem semptomlari, prostat hiperplazisi, transiiretral prostatektomi

INTRODUCTION

Benign prostatic hyperplasia (BPH) is a prevalent medical condition among aging men and a major contributor
to lower urinary tract symptoms. The prevalence of lower urinary tract symptoms attributable to BPH increases
substantially with age, affecting nearly half of men over 50 and up to 80% of those over 70 years old (1, 2). Although
transurethral resection of the prostate (TURP) has historically been regarded as the gold standard surgical treatment
for obstruction due to BPH, there is ongoing debate regarding whether endoscopic enucleation techniques will
become the new gold standard (3).

In recent years, technological advancements and improvements in energy platforms have expended the spectrum of
endoscopic surgical options. These include bipolar TURP, monopolar TURP, thulium laser enucleation of the prostate
(ThuLEP), Holmium laser enucleation (HoLEP), Aquablation®, and minimally invasive surgical therapies (MISTs) such as
Urolift® and Rezim™ (4, 5). With this increasing diversity, surgical decision-making has become more individualized
and often depends on the surgeon'’s expertise, equipment availability, prostate volume, bleeding risk, and patient
preferences. Both the American Urological Association and the European Association of Urology provide guideline-
based recommendations for selecting appropriate transurethral therapies. These guidelines consider prostate size,
comorbidities, and expected functional outcomes but ultimately allow surgeons flexibility to choose modalities that
align with their experience and local practice patterns (6, 7).

Despite this wide range of treatment options, real-world clinical practice varies significantly across countries and even
among surgeons within the same healthcare system. In Tiirkiye, endoscopic prostate surgery—including monopolar/
bipolar TURP and laser-based procedures—remains widely practiced in both state and training hospitals. However,
national data describing variations in surgical preferences, energy source utilization, and postoperative care are
limited. This study aims to provide an updated overview of clinical practice, highlight variability among surgeons,
and contribute to efforts toward standardizing endoscopic BPH surgery in Turkiye.
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MATERIALS AND METHODS

This cross-sectional survey study was conducted to investigate the daily practice patterns, surgical preferences,
and individual experiences of urologists performing endoscopic prostate surgery. A structured Google Forms
questionnaire was distributed electronically to practicing urologists across various hospital settings, including state
hospitals, training and research hospitals, private institutions, and university hospitals. The inclusion criteria consisted
of urology specialists who are currently practicing in Turkiye and performing endoscopic prostate surgery, including
TURP or other endoscopic procedures for BPH. The exclusion criteria were: urologists who do not perform endoscopic
prostate surgery in their current practice; residents or trainees without independent surgical authority; incomplete
questionnaire responses that prevented the reliable interpretation of key variables; and duplicate submissions (only
the first complete response was included). Participation was voluntary and anonymous.

The intraoperative voiding test (Chambers test) is performed intraoperatively to assess urine flow qualitatively after
completion of resection, providing immediate feedback on surgical adequacy. Prior feasibility and prospective
studies have demonstrated that intraoperative voiding or voiding score assessments correlate with postoperative
voiding success, supporting its potential predictive value (8).

The questionnaire consisted of a total of 30 questions, divided into sections evaluating the following: (1) demographic
and professional characteristics (age, years in practice, academic title, hospital type), (2) endoscopic prostate surgery
experience (annual surgical volume and estimated proportion of TURP among BPH surgeries, other experienced
procedures), (3) specific surgical preferences related to TURP (energy source selection, postoperative catheter removal
habits, use of Chambers test, and antibiotic prophylaxis approaches).

The study was approved by the by the Ethics Committee of Malatya Turgut Ozal University (Approval No: 2025/395,
Date: 2025-11-16) and conducted in accordance with the 1975 Declaration of Helsinki, as revised in 2013. The study
included a total of 112 urologists, all of whom completed the questionnaire in full.

Statistical Analysis

Responses were collected via an online form and exported for analysis. Descriptive statistics were used to summarize
the findings. Continuous variables were presented as median (min-max), and categorical variables as number and
percentage (n, %). No identifying personal data were collected. Since this study was designed as an exploratory,
descriptive survey, no inferential statistical analyses were planned or performed.

RESULTS

Participant Characteristics

A total of 112 urologists participated in the study. The mean age was 42.2 years with a range of 30 to 65 years, and
the mean duration of specialization in urology was 11.2 years with a range of 1 to 35 years. Participants reported a
mean of 13.3 years’ experience performing endoscopic prostate surgery. The majority of respondents were specialists
(67.0%), followed by associate professors (17.0%), professors (12.5%), and assistant professors (3.6%). Most worked in
training and research hospitals (56.2%), while the rest were employed in private clinics (19.6%), state hospitals (13.4%),
or university hospitals (10.7%) (Table 1).

Surgical Volume and Distribution of TURP

When asked to estimate the proportion of TURP among their BPH surgeries, more than half of the participants (57.1%)
reported that TURP constituted 76-100% of their BPH procedures. Annual TURP volume varied: 40.2% performed
fewer than 20 procedures, 29.5% performed between 20 and 39, 23.2% performed between 40 and 79, and 7.1%
performed more than 80 (Table 2).
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Table 1. Demographic and professional characteristics of the participants

Variables Value

Age (years), median (min-max) 42.2 (30-65)
Years as urology specialist, median (min-max) 11.2(1-35)
Years performing endoscopic prostate surgery, median (min-max) 13.3(2-33)
Academic title, n (%)
Specialist 75 (67.0)
Assistant professor 4(3.6)
Associate professor 19(17.0)
Professor 14 (12.5)
Type of hospital, n (%)
State hospital 15(13.4)
Training and research hospital 63 (56.2)
Private hospital or clinic 22(19.6)
University hospital 12(10.7)
Estimated TURP rate among BPH surgeries, n (%)
0% 4(3.6)
<25% 4(3.6)
26-50% 18 (16.1)
51-75% 22 (19.6)
76-100% 64 (57.1)
TURP procedures performed in a year, n (%)
<20 45 (40.2)
20-39 33(29.5)
40-79 26(23.2)
>80 8(7.1)

Table 2. TURP practice patterns and surgical preferences

Variables n (%)

Preferred energy source during TURP

Bipolar 91 (81.2%)

Monopolar 21 (18.8%)
Preferred postoperative catheter removal time

<24 hours 1(0.9%)

24-48 hours 34 (30.4%)

48-72 hours 69 (61.6%)

>72 hours 8(7.1%)
Do you perform intraoperative voiding test (Chambers test)?

Yes 97 (86.6%)

No 15 (13.4%)
Do you consider intraoperative voiding test predictive of postoperative success?

No idea 17 (15.2%)

Not at all 23 (20.5%)

Yes 82 (64.3%)
Prophylactic antibiotic use for TURP

Preoperative single dose 29 (25.9%)

Preoperative + short course postoperative (1-2 days) 54 (48.2%)

Preoperative + long course postoperative 29 (25.9%)
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TURP Practice Patterns

The majority of participants (81.2%) preferred bipolar energy during TURP, while 18.8% reported using monopolar
systems. The majority of urologists (61.6%) removed the catheter at 48-72 hours, followed by 24-48 hours (30.4%).
Only 0.9% opted for removal within 24 hours, while 7.1% kept the catheterin for longer than 72 hours. Most participants
(86.6%) reported routinely performing an intraoperative voiding test. Additionally, 64.3% believed that the test
predicts postoperative success, while 20.5% thought it does not, and 15.2% stated that they had no clear opinion.
Antibiotic practices varied: 48.2% administered a preoperative dose plus a short postoperative course of 1-2 days,
25.9% administered only a single preoperative dose, and 25.9% preferred a longer postoperative antibiotic regimen.

Figure 1 shows urologists’ preferred surgical approaches for prostate surgery, categorised by prostate volume. We
surveyed urologists’ preferred surgical approaches in four scenarios: prostate volume of less than 80 cc, 80-100 cc,
100-150 cc, and greater than 150 cc. When prostate volume was less than 80 cc, bipolar TURP was the most frequently
chosen surgical approach (70%), followed by monopolar TURP (15%). For prostate volumes between 80 and 100 cc,
the first and second most common choices were bipolar TURP and HoLEP (46% and 28%, respectively). For prostate
volumes between 100 and 150 cc, the most popular choices were open prostatectomy (OP) and HoLEP (45% and 38%,
respectively). For patients with prostate volumes greater than 150 cc, the first and second most common choices were
OP and HoOLEP (82% vs 16%).

We also questioned participants about their preferences for preoperative laboratory and clinical tests, and summarized
the results in Figure 2. While 98% of participants considered prostate-specific antigen (PSA) to be an essential
assessment, the respective values for urinary ultrasound and urine culture were 90% and 89%. On the other hand,
only five participants (4.5%) deemed diagnostic cystoscopy indispensable, five (4.5%) deemed transrectal ultrasound
necessary, and two (1.8%) deemed urodynamic studies necessary.

My first choice surgical approach in patients with prostate Prostate volume; 80-100 cc
volume <80 cc @ Bipolar TURP (BITURP) @ Monopolar TURP @ Open simple prostatectomy HOLEP
@ Bipolar TURP (BiTURP) @ Monopolar TURP HoLEP @ ThuFLEP @ ThuFLEP

12,5%

Prostate volume 100-150 cc Prostate volume >150 cc
@ Open simple prostatectomy @ Monopolar TURP HoLEP @ Bipolar TURP (BITURP) ® Open simple prostatectomy HolLEP ThuFLEP
@ ThuFLEP

® Robotic adenomectomy

Figure 1. Participants’ surgical preferences based on prostate volume
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Urineanalysis 70 (62.5%)
Symptom

Questionnaries 97 (86.6%)

Digital rectal
examination 67 (59.8%)

Urine culture 100 (89.3%)

Urinary US "
(transabdominal) 101 (90.2%)

Transrectal US 5(4.5%)

PSA 110 (98.2%)
Diagnostic
cystoscopy 5(4.5%)
Urodynamics 2(1.8%
0 25 50 75 100 125

Figure 2. Clinical and laboratory tests that participants deemed necessary before BPH surgery

DISCUSSION

We conducted a nationwide survey to describe how urologists in Tiirkiye perform endoscopic BPH surgery, focusing
on technique choice and perioperative management. The findings of this study demonstrate that TURP remains
the dominant surgical modality for BPH, with a clear preference for bipolar energy systems, consistent with trends
reported in international surveys.

Large international surveys have shown that TURP is still widely used despite the growth of laser enucleation,
vaporization, and MISTs. Lee et al. reported that resection and vaporization techniques accounted for more than
half of transurethral BPH procedures. In contrast, endoscopic enucleation accounted for 22% of cases on a global
scale, with bipolar TURP being the most commonly employed modality within this category (9). Research findings
similarly demonstrate that, although enucleation is increasing, TURP still accounts for a significant proportion of BPH
surgeries. From 2013 to 2019, the utilization rate of TURP within the broader context of BPH surgeries exhibited a
modest decline, from 47.2% to 44.9% (10). Despite its increasing popularity, the utilization of HoLEP remains below
10%, as evidenced by the extant literature (11, 12).

Our results suggest that, in Tirkiye, the transition has largely favored bipolar TURP rather than complete replacement
by enucleation techniques, likely reflecting equipment availability, training exposure, and institutional infrastructure.
The preference for bipolar TURP observed in our cohort is supported by robust comparative evidence. Randomized
trials and long-term studies report similar functional outcomes for bipolar and monopolar TURP, with less bleeding
and TUR syndrome with bipolar systems (13-15). Furthermore, systematic reviews have demonstrated lower rates of
urethral stricture following bipolar TURP compared with monopolar systems, reinforcing its favorable safety profile
(16).

Multiple randomized trials and clinical studies have evaluated the optimal timing of urethral catheter removal after
endoscopic prostate surgery. Early removal (within 24 hours) following TURP has been shown to be safe and is
associated with shorter hospital stay and reduced catheter-related discomfort without significantly increasing re-
catheterization rates compared with delayed removal at 48-72 hours (17,18).1n the present study, 61.6% of urologists
reported removing the catheter at 48-72 hours, while only 0.9% preferred removal within 24 hours. This gap suggests
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that local protocols, hospital logistics, and surgeon preferences may be driving catheter timing more than published
evidence.

In our cohort, 86.6% of urologists reported routinely performing the intraoperative voiding test, and 64.3% considered
it predictive of postoperative success. Although several clinical studies have shown that intraoperative voiding score
is effective in predicting the success of TURP, there are limited published data on this subject (8, 19). Despite its
widespread use, there is limited evidence regarding the potential benefits or risks of this procedure.

Nearly half of respondents (48.2%) reported extending antibiotic prophylaxis into the postoperative period, despite
guideline recommendations favoring a single preoperative dose. This practice variation mirrors findings from
previous surveys, where antibiotic duration was often influenced by institutional culture rather than guideline
adherence (9). Several limitations of this study should be acknowledged, including potential selection bias due to
voluntary participation in an online survey, possible over-representation of urologists working in training and research
hospitals, and the absence of regional stratification across different parts of Tirkiye. Additionally, outcomes such as
complication rates and functional results were not assessed. Finally, while this study provides valuable national-level
insights, the findings may not be generalizable to healthcare systems with different resource availability or training
structures.

CONCLUSIONS

Despite these limitations, this study represents one of the first comprehensive evaluations of endoscopic prostate
surgery practice patterns in Tlrkiye. By contextualizing national trends within the existing global literature, our
findings contribute to a broader understanding of how guideline recommendations, technological advances, and
local factors shape real-world surgical practice.
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lleal Ureteral Transposition in latrogenic Ureteral Injuries: A Report of 5
Cases and Systematic Review of the Literature

lyatrojenik Ureter Yaralanmalarinda ileal Ureter Transpozisyonu; 5 Olgu Sunumu ve
Literatrun Sistematik Incelenmesi
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ABSTRACT

lleal ureteral transposition is an effective surgical option for selected cases of iatrogenic complete ureteral injuries
where primary repair or simpler reconstructive techniques are precluded. In the 3-month follow-up of five patients
who underwent this procedure between 2017 and 2023, all patients maintained good function of both the ileal
segment and the kidney. No vesico-ureteral reflux or major complications were observed. When performed with
proper technique, this procedure is highly effective.

Keywords:ileum,intraoperative complications, reconstructive surgical procedures, ureteral diseases, ureterorenoscopy

OZET

iyatrojenik tam ireter yaralanmalarinda, daha basit rekonstriiktif ydntemlerin uygulanamadigi secilmis vakalaricinileal
Ureter transpozisyonu etkili bir cerrahi secenektir. 2017-2023'te bu teknik uygulanan 5 hastanin 3 aylik takiplerinde,
hastalarin timinde ileal segment ve bobrek iyi fonksiyon gosterdi. Veziko-ureteral reflii veya major komplikasyon
gorulmedi. Dogru teknikle uygulandiginda bu prosediir oldukca etkilidir.

Anahtar Kelimeler: ileum, intraoperatif komplikasyonlar, rekonstruktif cerrahi prosedrler, Ureter hastaliklari,
Ureterorenoskopi
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INTRODUCTION

Ureteral injuries are among the most serious and challenging complications in urology. Due to the close anatomical
proximity of the ureters to the surrounding abdominal and pelvic organs, the risk of ureteral injury is also increased in
non-urological surgeries. More than 75% of ureteral injuries are iatrogenic (IUl). Distal ureteral injuries account for 91%
of all lUl cases (1). Ureterorenoscopy (URS) remains the most common cause of Ul in urological surgeries (2). latrogenic
ureteral injuries vary from small perforations to complete ureteral avulsions (3). Most of these injuries can be repaired
with endourological procedures. However, the reconstruction of long ureteral defects may require the use of graft
tissue or complex reconstructive surgical techniques (3). The choice of treatment depends on the location and length
of the ureteral defect, the patient’s general condition, the hospital’s resources, and the surgical team'’s experience.
This study presents our experience with ileal ureteral transposition (IUT) in five patients, each presenting with complex,
long-segment iatrogenic ureteral avulsion, where all standard reconstructive options were precluded. We specifically
document the anatomical considerations—such as extensive defect length and the absence of a viable ureteral
stump—that necessitated this complex procedure over simpler alternatives like ureteroureterostomy or bladder flap
techniques. By presenting these cases and reviewing the literature, we aim to reinforce the specific indications and
technical considerations for IUT as a salvage procedure of necessity, not a primary or minimally invasive choice.

CASE REPORTS

Surgical Technique

The surgical procedure was standardized and performed via a midline laparotomy under general anesthesia. After
entering the abdominal cavity, the avulsed ureter was identified (Figure 1). A 15-20 cm segment of the terminal
ileum, located approximately 20-25 cm proximal to the ileocecal valve, was isolated with meticulous preservation
of its vascular arcade. Intestinal continuity was restored with a functional end-to-end anastomosis. The isolated ileal
segment was always positioned in an isoperistaltic manner and transposed retroperitoneally through a window in
the colonic mesentery (Figure 2).

Figure 1. The segment of avulsed ureter (been obtained intraoperative)
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Figure 2. The mobilization and restructuring of ileal segment

The type of proximal anastomosis was determined by the level of injury. When a healthy segment of the native ureter
remained below the kidney, a spatulated end-to-side ileoureteral anastomosis was created using interrupted 4-0
absorbable sutures. In one patient with extensive proximal loss (Case 4), where the remaining ureter was too short
or not viable, an ileocalicostomy was performed. For the distal implantation, an anti-reflux mechanism was created:
the distal end of the ileal segment was tapered and shaped (Figure 3), and implanted into the bladder using the
extravesical Lich-Gregoir technique, creating a 3-cm seromuscular tunnel. A double-J ureteral stent was placed across
the ileal segment in all cases.

Figure 3.Tailoring to the distal end of the ileal segment
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Postoperative Management

A standard follow-up protocol was applied. The urethral catheter was removed on postoperative days 10-14. A
percutaneous nephrostogram was performed at 6 weeks to confirm anastomotic integrity and patency before
nephrostomy tube removal (Figure 4). Follow-up assessments at 3 and 6 months included clinical evaluation, serum
creatinine measurement, and renal ultrasonography. At the 3-month follow-up, intravenous pyelography confirmed
good function and drainage through the ileal segment (Figure 5).

Figure 5. Intravenous pyelography. Arrow marks the ileal segment ( post-operative 3 month)
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CASE 1

A 30-year-old female patient presented with pain, nausea, and vomiting in both flanks. A computed tomography (CT)
scan revealed a 7 mm stone in the distal left ureter. During an attempt to treat the stone with URS, a complete mid-
distal ureteral avulsion (approximately 8 cm) occurred. The surgeons attempted primary anastomosis but could not
find an appropriate area, so a percutaneous nephrostomy was placed, and the patient was referred to our clinic. Her
preoperative creatinine was 0.8 mg/dL, and hemoglobin was 12.5 g/dL. Antegrade nephrostography confirmed the
avulsion. She underwentileal ureteral transposition 14 days after the injury. The procedure lasted 320 minutes,and a 15
cmileal segment was used for anileoureteral anastomosis. Intraoperative assessment confirmed that the distal ureteral
stump was ischemic and unsuitable for a tension-free anastomosis, which dictated the need for ileal interposition. Her
postoperative course was uneventful. The urethral catheter was removed on postoperative day 10, the abdominal drain
onday5,andthenephrostomytubeonday 14 following a patentantegrade study. She was discharged on postoperative
day 16. At the 3-month follow-up, her creatinine was 0.9 mg/dL, and she had no complications (Clavien-Dindo: None).
Written informed consent was obtained from the patient for the case presentation and use of data.

CASE 2

A 35-year-old male patient had a history of an 8 mm stone in the distal left ureter for 4 months. Semi-rigid URS
detected a narrowed segment in the lower ureter. After stone fragmentation, a complete distal ureteral avulsion
(approximately 5 cm in length) occurred. A percutaneous nephrostomy was placed, and the patient was referred
to our clinic. His preoperative laboratory values included a creatinine of 0.9 mg/dL and a hemoglobin of 14.0 g/dL.
He underwent ileal ureteral transposition 10 days after the injury. The operative time was 280 minutes, utilizing a
12 cm ileal segment for an ileoureteral anastomosis. Surgical exploration revealed that the avulsion had severely
compromised the viability of the distal ureter, precluding a primary ureteroneocystostomy and necessitating ileal
ureteral transposition. His postoperative recovery was smooth, with no complications. The urethral catheter was
removed on postoperative day 10, the abdominal drain on day 4, and the nephrostomy tube on day 12. The total
postoperative hospital stay was 14 days. At the 3-month follow-up, his serum creatinine was 1.0 mg/dL, confirming
stable renal function. Written informed consent was obtained from the patient for the case presentation and use of
data.

CASE 3

A 41-year-old male patient was diagnosed with a 1 cm stone in the left upper ureter. During the semi-rigid URS
procedure, a complete avulsion at the ureteropelvic junction (UPJ) was detected, and the ureter was extracted using
a ureteroscope (Figure 1). The estimated ureteral defect length was approximately 6 cm. Percutaneous nephrostomy
was placed, and the patient was referred to our clinic. His preoperative creatinine was 1.0 mg/dL, and hemoglobin
was 13.8 g/dL. Antegrade nephrostography confirmed the absence of ureteral continuity beyond the UPJ. The patient
underwent ileal ureteral transposition 21 days after the injury. The procedure lasted 350 minutes, and a 15 cm ileal
segment was used for an ileoureteral anastomosis. His postoperative course was complicated by a transient ileus
(Clavien-Dindo Grade I), which resolved with conservative management. The urethral catheter and abdominal drain
were removed on postoperative days 12 and 6, respectively. The nephrostomy tube was removed on day 16 after a
patent antegrade study. He was discharged on postoperative day 18. At the 3-month follow-up, his creatinine level
was 1.1 mg/dL, indicating preserved renal function. Written informed consent was obtained from the patient for the
case presentation and use of data.

CASE 4

A 52-year-old female patient presented with right flank pain, fever, dysuria, and urinary frequency for 2 weeks. The
patient’s medical history included a laparoscopic hysterectomy performed 20 days prior. A CT scan showed a urinoma
around the middle-proximal part of the right ureter. Retrograde urography and diagnostic ureteroscopy revealed
an injury leading to a complete avulsion of the proximal-mid ureter with an estimated defect length of 10 cm. A
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percutaneous nephrostomy was immediately placed. Her preoperative creatinine was 0.7 mg/dL, and hemoglobin
was 11.9 g/dL. The patient underwent ileal ureteral transposition 25 days after the initial hysterectomy. Due to the
extent of the proximal injury, an ileocalicostomy was performed. The operative time was 380 minutes, and a 20 cm
ileal segment was utilized. Her postoperative recovery was uncomplicated. The urethral catheter was removed on
postoperative day 14, the abdominal drain on day 7, and the nephrostomy tube on day 18. She was discharged on
postoperative day 20. At the 3-month follow-up, her creatinine level was 0.8 mg/dL, demonstrating excellent renal
outcomes. Written informed consent was obtained from the patient for the case presentation and use of data.

CASE 5

A 54-year-old male patient presented after undergoing ureterorenoscopy for a right kidney stone, during which
a stricture prevented stent placement. A percutaneous nephrostomy was applied, and a CT scan showed a stone
and narrowing of the proximal right ureter. Retrograde urography and diagnostic ureteroscopy revealed a complete
proximal ureteral avulsion with an estimated defect length of 7 cm. His preoperative creatinine was 1.1 mg/dL and
hemoglobin was 13.2 g/dL. lleal ureteral transposition was recommended and performed 18 days after the initial
injury. The procedure lasted 300 minutes, and an 18 cm ileal segment was used for an ileoureteral anastomosis. The
postoperative course was smooth, with no complications. The urethral catheter and abdominal drain were removed
on postoperative days 10 and 5, respectively. The nephrostomy tube was removed on day 14 following a confirmatory
antegrade study. His total postoperative hospital stay was 16 days. At the 3-month follow-up, his serum creatinine
was 1.2 mg/dL, confirming stable renal function. Written informed consent was obtained from the patient for the case
presentation and use of data.

DISCUSSION

latrogenic ureteral injuries (IUl) are common causes of ureteral stricture due to ischemia or direct trauma (2). These
injuries are typically seen during pelvic surgeries, such as laparoscopic hysterectomy, colorectal surgeries, and
endoscopic urological procedures (3). The recognition rate of lUl during open surgeries and endourological procedures
is higher than that of laparoscopic techniques (43.5% and 62.5%, respectively, compared to 12.5% in laparoscopic
surgery) (1). Postoperative diagnostic tools such as retrograde urography (RUG) are essential for detecting 1UI (4).

Ureteral injuries often present with fever, back pain, abdominal distension, leukocytosis, and hydronephrosis (3).
The most sensitive diagnostic tool during the postoperative period is retrograde urography (4). If cystoscopy or
RUG cannot be performed, CT urography can serve as an alternative diagnostic method (4). After ureteral avulsion
complications, a percutaneous nephrostomy was placed in all cases. Surgical decisions were made using antegrade
nephrostography and diagnostic URS. Ureteroureterostomy was not performed, and the Boari flap and psoas hitch
were unsuitable for the defective segments.

The combination of the Boari flap and psoas hitch is typically used for defects longer than 12 cm (4). Although
effective, this approach is not without risks and can lead to complications such as leakage, fistula formation, and
bladder dysfunction (5). To prevent U, laparoscopic procedures performed by experienced teams and monitoring
ureter continuity postoperatively minimize risks (3). Ureteral catheter placement, however, does not definitively
reduce the risk of injury (1). Prolonged use of ureterorenoscopes can cause micro-damage, increasing the risk of
injury. IUI can lead to serious complications such as urinoma, abscess, stricture, fistula, and kidney dysfunction (1),
highlighting the critical importance of early diagnosis and timely intervention to reduce morbidity. In the acute
setting, percutaneous nephrostomy is a crucial step to minimize the risks associated with urinary extravasation and
obstruction. In three of our cases, full ureteral avulsion occurred during surgery, and percutaneous nephrostomy
was used in all cases to provide drainage. Various techniques exist to repair IUl, including ureteroureterostomy,
transureteroureterostomy, and ureterokaliksostomy for upper injuries. For long ureteral defects, options include ileal
interposition, auto-transplantation, or nephrectomy (1). lleal repair, especially in patients with normal kidney function,
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is not associated with metabolic complications and provides an excellent ureteral structure (6,7). This technique has
minimal complications in postoperative follow-up. Minimally invasive surgeries have altered treatment strategies (8).
In our study, ileal ureteral transposition was performed in five patients due to long-segment ureteral avulsion. This
technique, although rarely used as a first step, offers comparable success rates to other methods for long-segment
injuries (9).

A detailed analysis of potential morbidity is important. Complications can be categorized as early surgical (e.g.,
anastomotic leak, ileus), long-term functional (e.g., stricture), and metabolic. Contemporary series report early
complication rates (Clavien I-11l) of 20-40%, with ileus and urinary infection being most common (10, 11). The incidence
of late complications like anastomotic stricture is generally below 10% in patients with preserved renal function (12,
13). Metabolic complications, such as hyperchloremic acidosis, are typically mild and clinically insignificant in this
patient group (14). In our series, only one early complication (a transient ileus) was observed. No patient developed
anastomotic stricture, urinary leakage, or significant metabolic issues during follow-up, which is consistent with the
safety profile reported in the literature when meticulous technique is used (6, 7, 13).

The use of ileal grafts in calicostomy has not been reported previously, but in our case, ileal ureteral calicostomy
was used similarly to ureterocalicostomy. Furthermore, no data suggest that anti-reflux surgery is necessary in ileal
ureteral transposition. It has been shown that reflux in the ileal segment does not affect patients with normal kidney
and bladder function (4).

CONCLUSION

In conclusion, ileal ureteral transposition represents a definitive, kidney-preserving salvage procedure for extensive
iatrogenic avulsions where standard reconstruction is anatomically precluded. It is not merely an alternative, but
rather a necessary intervention to avoid nephrectomy when the ureteral defect, combined with compromised tissue
viability, eliminates all simpler options.
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Conditions:

Attribution must be provided to the original authors.
Adaptations must be licensed under the same terms.
The work cannot be used for commercial purposes.

Author Responsibilities

Copyright Agreement: Authors must review and accept the terms outlined in the “Copyright Agreement&Acknowledament
of Authorship Form” before submitting their manuscript. A signed copy of this agreement must be uploaded along with the
submission.

Originality of Work: Authors confirm that the submitted manuscript is their original creation and does not involve plagiarism.
Any third-party materials used must be properly cited in accordance with the CC BY-NC-SA 4.0 license.

Author Accountability: Each author has individually contributed to the work and is fully responsible for its content. Authors
also confirm compliance with citation standards and licensing terms.

Approval of Submission: All authors must review and approve the final version of the manuscript before submission.

Prior Publication: Authors affirm that the manuscript has not been published elsewhere and is not under consideration for
publication in another journal simultaneously.

Intellectual Property Compliance: Authors are responsible for ensuring that any texts, figures, or documents included in their
work do not violate third-party copyrights.

Publication Authorization: Authors grant the Endourology Bulletin permission to publish the manuscript under the CC BY-NC-
SA 4.0 license, recognizing the journal as the original publisher. To maintain academic integrity, proper citation must be given,
including a DOI link to the publisher’s version of the article.

Third-Party Use: Authors allow third parties to freely use the published article as long as proper attribution is given and the
appropriate citation details are included. The license does not restrict the integrity or ownership of the work.
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Preparation of Manuscript

Makaleler yalnizca online olarak https:/dergipark.org.tr/pub/endouroloji adresinden génderilebilir. Baska bir yolla génderilen
yazilar degerlendiriimeye alinmayacaktir.

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

Yazarlarin asagidaki belgeleri gbndermeleri gerekir:

Yazar Katki ve Telif Haklari Formu

Bilgilendirilmis Onam Formu

ICMJE Cikar Catismasi Formu

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

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

e  Sekiller (JPEG formati)

e Tablolar (en fazla 6 tablo)

Ana Belgenin Yayina Hazirlig

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

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

Ozgun makaleler yapilandiriimis bir Ozet (abstract) (Giris, Gerec ve ydntemler, Bulgular, Sonuclar, Referanslar, Tartisma, gerekli
ise Onam, Figurler; resim, grafik ¢izim, video, Tablolar) icermelidir.

Olgu sunumlari icin yapilandiriimis Ozet gerekmez. Ozet balumu 300 sozcuk ile sinirlandiriimalidir. Ozet de kaynaklar, tablolar
ve atiflar kullanilamaz. OzUn bittigi satirin altinda sayisi 3-5 arasinda olmak Uzere anahtar kelimeler veriimelidir.

Turkiye disindaki Ulkelerden yazi génderen vazarlar icin Baslik, Ozet, Anahtar Kelimeler ve vaziyla ilgili diger bazi temel bo-
[imlerin Turkce olarak gdonderilmesi zorunlu degildir. Bu bolimlerin cevirileri, yazarlar tarafindan génderilen 6zgin ingilizce
metinler dikkate alinarak dergi editorligu tarafindan yapilacaktir.

Makalede kullanilan tam kisaltmalar, ilk kullanimda tanimlanmalidir. Kisaltma, tanimi ardindan parantez icinde verilmelidir.
Ana metinde bir ilac, Urtn, donanim veya yazilim programindan bahsedildiginde, GrinUn adi, Granun Greticisi, Gretim sehri ve
Ureten sirketin Ulkesi de dahil olmak Uzere Grln bilgileri (ABD’de ise devlet dahil) parantez icinde verilmelidir.

Anahtar kelime secimi icin lutfen Index Medicus'un (MeSH) tibbi konu baslklarina bakiniz: https://meshb.nlm.nih.gov
MeSHonDemand .

Tum kaynaklara, tablolara ve sekillere ana metinde atifta bulunulmali ve kaynaklar, ana metinde gecen siraya gére numaralan-
dinllmalidir. Kullanilan semboller, sembollerin standart kullanimlarina uygun olmalidir.

1. Orijinal Arastirma Makaleleri

Amac

Orijinal Arastirma Makaleleri, elestirel okuyucular icin gtvenilirligi garanti altina almak icin yeterli dokimantasyonla klinik
veya temel arastirma sonuclarini sunmalidir. Bu makaleler alana yeni bakis acilari katmali ve saglam veriler ve saglam
metodoloji ile desteklenmelidir.
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Gonderme Yonergeleri

Kelime Siniri: Maksimum 4.000 kelime (kaynaklar, tablolar ve sekil baslklari haric).
Yapli: El yazmalari asagidaki sekilde yapilandiriimalidir:
Baslik (hem Turkce hem de ingilizce)

Ozet (hem Turkce hem Ingilizce)

Anahtar Kelimeler (hem Turkce hem ingilizce)

Giris

Materyaller ve Yontemler

Sonuclar

Tartisma

Sonuglar

Sekil ve Tablo Basliklari (varsa)

Referanslar

inceleme Sureci

Gonderilen tim arastirma makaleleri, bilimsel degerlerini, 6zglnluklerini ve derginin kapsamiyla alakalarinidegerlendirmek
icin cift kor hakem incelemesinden gececektir. istatistiksel analizler ve metodoloji acikca sunulmali ve yeniden Uretilebilir
olmalidir.

2. Olgu Sunumlari

Amac

Vaka Raporlarl, tani zorluklari, tedavi yaklasimlari veya yeni gézlemler hakkinda degerli icgortler saglayan benzersiz veya
nadir klinik vakalari tanimlamalidir. Bu raporlar iyi belgelenmeli ve tibbi bilginin ilerlemesine katkida bulunmalidir.

Gonderme Yonergeleri

Kelime Siniri: Maksimum 2.000 kelime (referanslar, tablolar ve sekil basliklari haric).
Yapt: El yazmalari asagidaki gibi yapilandiriimaldir:
Baslik (hem Turkce hem de ingilizce)

Ozet (hem Turkce hem de Ingilizce)

Anahtar Kelimeler (hem Turkce hem de ingilizce)
Giris

Vaka Sunumu

Tartisma ve Sonug

Sekil ve Tablo Basliklari (varsa)

Referanslar

inceleme Sureci
Vaka Raporlari, 5nemli bir 6grenme firsati sunduklarindan, uygun sekilde referanslandirildiklarindan ve klinik uygulamaya
veya tibbi arastirmaya katkida bulunduklarindan emin olmak icin editoryal ve cift kor hakem degerlendirmesine tabidir.

3. Derleme Makaleleri

Amac

Derleme Makaleleri, belirli bir konunun kapsamli ve yapilandirilmis bir analizini sunar, mevcut literatlrt 6zetler ve elestirel
olarak degerlendirir. Bu makaleler iyi organize edilmeli ve arastirma bulgularinin glincel bir sentezini icermelidir.

Gonderme Yonergeleri

Kelime Siniri: Maksimum 5.000 kelime (kaynaklar, tablolar ve sekil basliklari haric).
Yapi: El yazmalari asagidaki gibi yapilandiriimalidir:

Baslik (hem Turkce hem de ingilizce)

Ozet (hem Turkce hem Ingilizce)

Anahtar Kelimeler (hem Tirkce hem ingilizce)

Ana Metin
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Sonuc
Sekil ve Tablo Basliklari (varsa)
Referanslar

Sistematik Incelemeler
Sistematik inceleme gdnderen yazarlar, seffaflidi ve metodolojik titizligi saglamak icin PRISMA ydnergelerine uymaldir.
PRISMA kontrol listesine su adresten ulasilabilir: PRISMA Kontrol Listesi

inceleme Sureci
inceleme Makaleleri, analiz derinligi, alaka dizeyi ve bilimsel topluluga katkisi acisindan editér kurulu ve editoryal ve cift
kor hakem degerlendirmesi tarafindan degerlendirilecektir.

4. Editére Mektuplar

Amacg

Editore Mektuplar, okuyucularin daha énce yayinlanmis makalelere yanit vererek, kisa bilimsel gdzlemler sunarak veya
derginin okuyucularinin ilgisini ¢ceken konulara deginerek akademik tartismalara katiimalarini saglar.

Gonderim Yonergeleri

Yapi: El yazmalari asagidaki sekilde yapilandiriimalidir:
Baslik (hem Turkce hem de ingilizce)

Anahtar Sozctkler (hem Turkce hem ingilizce)

Ana Metin

Sekil ve Tablo Basliklari (varsa)

Referanslar

icerik: Mektuplar 6z olmali, s6z konusu makalenin belirli yonlerine odaklanmali ve akademik sdyleme anlamli bir sekilde
katkida bulunmalidir. Bunlar sunlari icerebilir:

Yayinlanmis bir makalenin metodolojileri, yorumlari veya sonuclari hakkinda elestirel analiz veya yorum.

Konuyu daha iyi anlamayi saglayan dogrulayici veya celiskili verilerin sunumu.

Makalenin bulgularini daha genis calisma alani icinde baglamlandiran tartismalar.

Uzunluk: Genellikle, mektuplar referanslar dahil .000 kelimeyi gecmemelidir.

Baslik: Orijinal makaleye atifta bulunan bir baslikla baslayin, érn. “[Yazar Adi(lar1)] tarafindan [Makale Bashgi] hakkinda
yorum.”

Yazar Bilgileri: Tum katkida bulunan yazarlarin tam adlarini, akademik baglantilarini ve iletisim bilgilerini ekleyin.
Referanslar: Orijinal makaleyi ve diger ilgili literattr uygun sekilde atifta bulunun.

Ton: Kisisel yorumlardan ziyade akademik elestiriye odaklanarak saygil ve profesyonel bir ton koruyun.

Inceleme Sureci
Gonderilen tum mektuplar, aciklik, akademik deger ve etik standartlara uyumu saglamak icin editdr ekibi tarafindan
incelenecektir. Mektuplar profesyonel bir Gslupla yaziimali ve anlamli bir akademik sdyleme katkida bulunmalidir.

5. Arastirma Notu

Amac

Bir Arastirma Notu, tam uzunlukta bir makaleyi gerektirmeyen ancak yine de bilim camiast icin degderli olan 6n bulgularin,
yeni metodolojilerin veya dnemli gdzlemlerin kisa raporlarini yaymak icin kullanilir.

Gonderme Yonergeleri

Uzunluk: Ana metin, referanslar, sekiller ve tablolar hari¢ 2.000 kelimeyi gecmemelidir.
icerik: Arastirma Notlari sunlari icerebilir:

Potansiyel bir atilim veya yeni bir icgdrt dneren on veriler.

Yenilikci tekniklerin veya metodolojilerin aciklamalari.

Daha fazla arastirmayi tesvik eden veya ortaya ¢ikan egilimleri vurgulayan gozlemler.
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Yap!

Notu, asagidaki gibi net basliklarla dizenleyin:

Baslik (hem Turkce hem de ingilizce)

Ozet (hem Turkce hem ingilizce)

Anahtar Kelimeler (hem Turkce hem ingilizce)

Giris: Calismanin baglamini ve dnemini kisaca ana hatlariyla belirtin.

Yontemler: Kullanilan yaklasimi ve teknikleri 6zetleyin.

Sonuclar: Temel bulgulari 6zI0 bir sekilde sunun.

Tartisma: Sonuclari ve potansiyel gelecekteki yonleri tartisin. Referanslar: Calismay destekleyen temel alintilarla sinirlayin.
Sekiller ve Tablolar: Yalnizca notun netligini ve etkisini artiriyorsa ekleyin.

inceleme Sureci
Arastirma Notlari, bilimsel gecerliligi, 6zgunlugu ve derginin kapsamiyla alakall olmasini saglamak icin cift kér hakem
incelemesinden gececektir.

6. Kitap incelemesi
Amac: Kitap incelemesi, alandaki son yayinlarin elestirel bir degerlendirmesini sunarak okuyuculara kitabin icerigi, dnemi
ve devam eden akademik tartismalarla alakaliligr hakkinda fikir verir.

Gonderim Yonergeleri

icerik: Incelemeler sunlari icermelidir:

Uzunluk: Genellikle 1.500 ila 2.500 kelime arasindadir.

Kitabin ana temalarini ve argimanlarini 6zetleyin.

Calismanin glclu ve zayif yonlerini degerlendirin.

Kitabin alana katkisini ve glncel arastirma veya uygulamayla alakalligini tartisin.

Kitablr mevcut literatUre yerlestirin ve benzersiz bakis acilarini veya yaklasimlari not edin.

Baslik: incelemenin basinda kitabin tam bashgini, yazar(lar), yayinci, yayin vili, sayfa sayisi ve ISBN'yi ekleyin.
Ton: Nesnel ve akademik bir ton koruyun, kanitlarla desteklenen dengeli elestiriler sunun.

inceleme Sureci
Kitap Incelemeleri, editér ekibi tarafindan aciklik, analiz derinligi ve derginin okuyucu kitlesiyle alakalilik acisindan
degerlendirilecektir.

Sekillerin ve Tablolarin Yayina Hazirligi

Sekiller, grafikler ve fotograflar, makale yUkleme sistemi araciliiyla ayri dosyalar (JPEG formatinda) halinde sunulmalidir.
Dosyalar bir Word belgesine veya ana belgeye gdmuilmemelidir.

Seklin alt birimleri oldugunda; alt birimler tek bir géruntd olusturmak icin birlestirilmemelidir. Her alt birim, basvuru sistemi
aracihgiyla ayri ayri sunulmalidir.

Sekil alt birimlerini belirtmek icin goérintiler Arabik rakamlarla (1,2,3...) numaralandiriimalidir.

Gonderilen her bir seklin en distk cozunurltgt 300 DPI olmalidir,

Sekillerin basliklari ana belgenin sonunda listelenmelidir.

Bilgi veya resimler hastalarin tanimlanmasina izin vermemelidir. Kullanilan herhangi bir fotograf icin hastadan ve/veya yasal
temsilcisinden yazili bilgilendirilmis onam alinmalidir.

Tablolar ana belgeye gémulmeli veya ayri dosyalar halinde sunulmalidir. Tablo sayisi alti adet ile sinirlandiriimalidir. TUm tab-
lolar, ana metinde kullanildigi sirayla art arda numaralandirnimalidir. Tablo basliklari ve aciklamalari ana belgenin sonunda lis-
telenmelidir.

Kaynaklar

Kaynaklar yazida kullanilan kaynaklar cimlenin sonunda parantez icinde belirtilmelidir. Kaynaklar makalenin sonunda yer al-
mall ve makalede gecis sirasina gore siralanmalidir. Kaynaklar yazarlarin soyadlarini ve adlarinin bas harflerini, makalenin basli-
gini, derginin adini, basim yilini, sayisini, baslangic ve bitis sayfalarini belirtmelidir. Alti ve daha fazla yazari olan makalelerde ilk

https://endourolojibulteni.com/




ENDOUROLOGY BULLETIN, VOL 18, ISSUE 2, MAY 2026

3 yazardan sonrasiicin ‘et al.” veya ‘ve ark.” ifadesi kullaniimalidir. Kisaltmalar Index Medicus’ a uygun olmalidir.
Kaynaklarin sonuna alinti yapilan makalelerin doi linki eklenmelidir.

Ornekler

Makaleler icin:

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

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

Web sitesi icin;

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

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

Tez icin;

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

Geri Cekme veya Reddetme

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

Yazi Reddi: Yayinlanmasi kabul edilmeyen yazilar, gerekcesi ile geri gonderilir.

Kabul Sonrasi

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

Yazarlar, makalelerini kisisel veya kurumsal web sitelerinde, uygun alinti ve kitiphane kurallarina bagl kalarak yayinlayabilirler.
Yazar degisikligi (isim, yazar ekleme) talebi, degerlendirme slreci tamamlanmadan énce tUm yazarlar tarafindan imzalanmis
bir mektupla Yayin Kurulu'na (yayinci/dergi adresi) iletilmelidir.

Geri cekme ve duzeltmeler hakkinda daha fazla bilgi icin lutfen Geri Cekme ve Dizeltme Politikasi sayfasini inceleyiniz.
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PREPARATION OF MANUSCRIPT
Manuscripts can only be submitted through the journal’s online manuscript submission and evaluation system, available at
https://dergipark.org.tr/ Manuscripts submitted via any other medium will not be evaluated.

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

Authors are required to submit the following:
» Copyright Agreement&Acknowledgement of Authorship Form
* Informed Consent Form
* ICMJE Disclosure of Interest Form
« Title Page (including Title of Manuscript, Running title, author (s) ‘s name, title, and institution, corresponding author’s
contact information, Name of the organization supporting the research)
* Main document (All articles should have an abstract before the main text).
* Figures (Jpeg format)
* Tables (max 6 tables)

Preparation of the Main Document
The articles should be written double-spaced in 12 pt, Times New Roman character and at least 2.5 cm from all edges of each

page. The main text should not contain any information about the authors’ names and affiliations.

Publication Types;

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

Original articles should have a structured abstract. (Aim, Material and Methods, Results, Conclusion). For case reports, the
structured abstract is not used. Limit the abstract to 300 words. References, tables, and citations should not be used in an ab-
stract. Authors must include relevant keywords (3-5) on the line following the end of the abstract. The Turkish title, abstracts,
and Turkish keywords are not required for the international authors. The editorial office will provide these.

All acronyms and abbreviations used in the manuscript should be defined first, both in the abstract and in the main text. The
abbreviation should be provided in parentheses following the definition.

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

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

1. Original Research Articles

Purpose

Original Research Articles should present the results of clinical or basic research with sufficient documentation to ensure
credibility for critical readers. These articles must contribute novel insights to the field and be supported by robust data and
sound methodology.
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Submission Guidelines

Word Limit: Maximum 4,000 words (excluding references, tables, and figure captions).
Structure: Manuscripts must be structured as follows:
Title (in both Turkish and English)

Abstract (in both Turkish and English)

Keywords (in both Turkish and English)

Introduction

Materials and Methods

Results

Discussion

Conclusions

Figure and Table Captions (if applicable)

References

Review Process

All submitted research articles will undergo double-blind peer review to assess their scientific merit, originality, and rele-
vance to the journal’s scope. Statistical analyses and methodology must be clearly presented and reproducible.

2. Case Reports

Purpose

Case Reports should describe unigue or rare clinical cases that provide valuable insights into diagnostic challenges, treat-
ment approaches, or novel observations. These reports should be well-documented and contribute to the advancement of
medical knowledge.

Submission Guidelines

Word Limit: Maximum 2,000 words (excluding references, tables, and figure captions).
Structure: Manuscripts must be structured as follows:
Title (in both Turkish and English)

Abstract (in both Turkish and English)

Keywords (in both Turkish and English)

Introduction

Case Presentation

Discussion and Conclusion

Figure and Table Captions (if applicable)

References

Review Process
Case Reports are subject to editorial and double-blind peer review to ensure they present a significant learning opportu-
nity, are properly referenced, and contribute to clinical practice or medical research.

3. Review Articles

Purpose

Review Articles provide a comprehensive and structured analysis of a specific topic, summarizing and critically evaluating
existing literature. These articles should be well-organized and include an up-to-date synthesis of research findings.

Submission Guidelines

Word Limit: Maximum 5,000 words (excluding references, tables, and figure captions).
Structure: Manuscripts must be structured as follows:

Title (in both Turkish and English)

Abstract (in both Turkish and English)

Keywords (in both Turkish and English)

Main Text
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Conclusion
Figure and Table Captions (if applicable)
References

Systematic Reviews
Authors submitting systematic reviews must adhere to PRISMA guidelines to ensure transparency and methodological
rigor. The PRISMA checklist can be accessed at: PRISMA Checklist

Review Process
Review Articles will be evaluated by the editorial board and editorial and double-blind peer review for their depth of anal-
ysis, relevance, and contribution to the scientific community.

4. Letters to the Editor

Purpose

Letters to the Editor allow readers to engage in academic discussions by responding to previously published articles,
presenting brief scientific observations, or addressing issues of interest to the journal’s readership.

Submission Guidelines

Structure: Manuscripts must be structured as follows:
Title (in both Turkish and English)

Keywords (in both Turkish and English)

Main Text

Figure and Table Captions (if applicable)

References

Content: Letters should be concise, focused on specific aspects of the article in question, and contribute meaningfully to
the academic discourse. They may include:

Critical analysis or commentary on the methodologies, interpretations, or conclusions of a published article.

Presentation of corroborative or contradictory data that enhances the understanding of the topic.

Discussions that contextualize the article’s findings within the broader field of studly.

Length: Typically, letters should not exceed 1,000 words, including references.

Title: Begin with a title that references the original article, e.g., “Comment on [Article Title] by [Author Name(s)].”
Author Information: Include full names, academic affiliations, and contact details of all contributing authors.
References: Cite the original article and any other relevant literature appropriately.

Tone: Maintain a respectful and professional tone, focusing on academic critique rather than personal remarks.

Review Process:
All submitted letters will be reviewed by the editorial team to ensure clarity, academic merit, and adherence to ethical
standards. Letters must be professional in tone and contribute to meaningful scholarly discourse.

5. Research Note

Purpose: A Research Note serves to disseminate brief reports of preliminary findings, novel methodologies, or significant
observations that may not warrant a full-length article but are nonetheless valuable to the scientific community.

Submission Guidelines

Length: The main text should not exceed 2,000 words, excluding references, figures, and tables.

Content: Research Notes may include:

Preliminary data that suggest a potential breakthrough or novel insight.

Descriptions of innovative technigues or methodologies.

Observations that prompt further investigation or highlight emerging trends.
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Structure

Organize the note with clear headings, such as:

Title (in both Turkish and English)

Abstract (in both Turkish and English)

Keywords (in both Turkish and English)

Introduction: Briefly outline the context and significance of the work.
Methods: Summarize the approach and technigues employed.
Results: Present key findings succinctly.

Discussion: Discuss the implications and potential future directions.
References: Limit to essential citations that support the work.
Figures and Tables: Include only if they enhance the clarity and impact of the note.

Review Process
Research Notes will undergo double-blind peer review to ensure scientific validity, originality, and relevance to the jour-
nal’s scope.

6. Book Review
Purpose: A Book Review offers a critical evaluation of recent publications in the field, providing readers with insights into
the book’s content, significance, and relevance to ongoing scholarly discussions.

Submission Guidelines

Content: Reviews should:

Length: Typically between 1,500 to 2,500 words.

Summarize the book’s main themes and arguments.

Assess the strengths and weaknesses of the work.

Discuss the book’s contribution to the field and its relevance to current research or practice.

Situate the book within the existing literature, noting any unique perspectives or approaches.

Title: Include the book’s full title, author(s), publisher, publication year, page count, and ISBN at the beginning of the re-
view.

Tone: Maintain an objective and scholarly tone, offering balanced critiques supported by evidence.

Review Process
Book Reviews will be evaluated by the editorial team for clarity, depth of analysis, and relevance to the journal’s readership

Preparation of the Figures and Tables
The submission system should submit figures, graphics, and photographs as separate files (in JPEG format).
* The files should not be embedded in a Word document or the main document.
* When there are figure subunits, the subunits should not be merged to form a single image. Each subunit should be sub-
mitted separately through the submission system.
 Arabic numbers should number images to indicate figure subunits.
* The minimum resolution of each submitted figure should be 300 DPI.
« Figure legends should be listed at the end of the main document.
 Information or illustrations must not permit the identification of patients, and written informed consent for publication
must be sought for any photograph.

Tables should be embedded in the main document or submitted as separate files, but if tables are submitted separately, please

note where it is suitable in the main text. Tables are limited to six tables. All tables should be numbered consecutively in the
order they are used to within the main text. Tables legends should be listed at the end of the main document.
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References

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

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

For Examples;

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

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

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

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

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

Manuscript Reject

Withdrawal of the Article: Authors are required to submit a written application addressed to the Editor who has declared their
withdrawal request and justification. They must wait for the Editor’s response before submitting the manuscript to another
journal.

Rejection: The manuscripts which are not accepted to be published are rejected with explanations.

AFTER ACCEPTANCE

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

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

Should you wish to request a change of author (name, author addition), we kindly ask that you submit this to the Editorial
Board (publisher/journal address) with a letter signed by all authors before the evaluation process is completed.

For more information about withdrawals and corrections, please see the Retraction and Correction Policy page.
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Peer Review Process

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

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

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

4. Hakem Daveti

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

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

6. Inceleme Sureci

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

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

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

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

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

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

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

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

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

6. Review is Conducted

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

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

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

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

e Copyedit submission

e Layout

e Corrections

e Publishing the submissions on the web page as early print

e Creating issues

e QOrganize Table of Contents

e Publishing the issue on the web page and printing hardcopy

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