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K CBEAEHHUIO ABTOPOB!
[Ipu HampaBIEeHUY CTAaTbH B PEAAKITUIO HEOOXOIUMO COOIONATh CISAYIONINE TIPABHIIIA;

1. CraTps nomkHa OBITH IPEJCTaBICHA B IBYX SK3EMIUIIPAX, HA PYCCKOM HMJIM aHTITUHACKOM SI3bI-
Kax, HaTrleyaTaHHas yepe3 MoJITopa HHTepBaJjia Ha OIHOI CTOPOHE CTAHIAPTHOIO JIUCTA € INMPHHOI
JIEBOTO NOJIsI B TPHM caHTHMeTpa. Mcnonb3yemblil KOMIIBIOTEPHBII WPUQT U1 TEKCTa Ha PYCCKOM U
aHnuickoM s3bikax - Times New Roman (Kupuiuna), 115 TeKcTa Ha TPy3UHCKOM S3BIKE CIIEAYeT
ucnoip3oBath AcadNusx. Pasmep mpudra - 12. K pykonrcu, HaneyaTaHHOW Ha KOMITBIOTEPE, JTODKEH
o5ITh IprtoskeH CD co crarbeit.

2. Pa3Mep craTbu TOTKEH OBITH HE MEHEe NeCsTH 1 He OoJiee 1BaALATH CTPAHUI] MAITHOIINCH,
BKJIIOYAsl yKa3areJlb JINTepaTypsl U Pe3loMe Ha aHIJIMIICKOM, PYCCKOM U IPYy3HHCKOM SI3bIKaX.

3. B crarbe 10KHBI OBITH OCBEIICHBI AKTyaIbHOCTh JAHHOTO MaTepHalla, METOIBI U PE3YIIbTaThI
UCCIIeIOBaHUs U X 00CYyKACHHE.

[Ipu npencTaBiIeHNHN B IIeYaTh HAYYHBIX SKCIIEPUMEHTAIBHBIX PA0OT aBTOPHI JOJIKHBI YKa3bIBATH
BHUJl U KOJMYECTBO SKCIIEPUMEHTANBHBIX KUBOTHBIX, IPUMEHSBIINECS METOABl 00e300MMBaHUS U
YCBHIJICHHUS (B XOJI€ OCTPBIX OIIBITOB).

4. K crarbe JOIKHBI OBITH MIPUIIOMKEHBI KpaTKoe (Ha MOJICTPAaHUIIBI) Pe3OMe Ha aHIIIUICKOM,
PYCCKOM M IT'PY3HHCKOM $I3bIKax (BK/IIOYAIOLIEE CIELYOLINE pa3aesbl: Liedb UCCIeI0BaHNs, MaTepHual U
METOJIBI, PE3YJILTATHI M 3aKIIFOUSHHE) U CIIUCOK KITtoueBBIX cioB (key words).

5. Tabnunp! HEOOXOIUMO NPENCTABIATE B Ie4aTHOH hopme. DoTokonuu He npuHUMaroTcs. Bee
nu¢poBbie, HTOTOBbIE H NPOLIEHTHbIE JaHHbIE B Ta0JIMIaX J0JIKHbI COOTBETCTBOBATH TAKOBBIM B
TeKcTe cTaThbU. Tabiuibl U rpaduKu TOJKHBI OBITH 03aryIaBIICHBI.

6. dotorpadun AOIKHBI OBITH KOHTPACTHBIMHU, (POTOKOIHHU C PEHTTEHOTPAMM - B IO3UTUBHOM
n300paxeHuH. PUCYyHKH, yepTeXu U IuarpaMmbl clIeoyeT 03ariaBUTh, IPOHYMEPOBATh U BCTABUTH B
COOTBeTCTBYIOIIEe MecTo TekcTa B tiff opmare.

B noanucsix k MukpogotorpadgusaM cieayeT yKa3plBaTh CTEICHb yBEIMUCHUS Yepe3 OKYISP HITH
00BEKTUB U METOJ] OKPACKU WJIM UMIIPETHALIMH CPE30B.

7. ®aMUIUU OTEYECTBEHHBIX aBTOPOB MIPUBOJAATCS B OPUTHHAIBHON TPAHCKPUIILIUH.

8. I[Ipu opopmnennu u HampaBneHun crared B xypHanm MHI mpocum aBTOpOB cobmronars
NpaBUIIa, U3JI0KEHHBIE B « EMUHBIX TpeOOBaHUSIX K PYKOMHUCSM, IPEACTABISIEMBIM B OMOMEIUIIMHCKHUE
JKypHAJIbD», TPUHATHIX MeXIyHapOAHBIM KOMHUTETOM PEIAaKTOPOB MEAMLMHCKUX KYpHAJIOB -
http://www.spinesurgery.ru/files/publish.pdf u http://www.nlm.nih.gov/bsd/uniform_requirements.html
B koHIIe Kax 101 OPUTHHATIBHOM CTaThU MPUBOAUTCA OnOIHOrpadguyeckuii cnucok. B cnmncok nurepa-
TYPBI BKJIFOYAIOTCSl BCE MaTepHalibl, HA KOTOPBbIE UMEIOTCS CCBUIKU B TeKcTe. CIHUCOK COCTaBIAETCs B
andaBUTHOM MOpsAKe U HymMepyeTcs. JIutepaTypHblii HCTOYHMK NPUBOAUTCS Ha sI3bIKE OpUrMHaia. B
CIMCKE JINTEPATyPhl CHavYajia IPUBOIATCS PabOThI, HAMCAHHBIE 3HAKaMU TPY3MHCKOTO andaBuTa, 3aTeM
Kupwuien u naruHuneidl. CChUIKM Ha IUTHUPYEMble pabOThl B TEKCTE CTAaTbH JAIOTCS B KBaIpPaTHBIX
CKOOKax B BUJI€ HOMEPA, COOTBETCTBYIOLIETO HOMEPY JaHHOH pabOoThI B CIIMCKE TUTEPaTypbl. bonbmmH-
CTBO IIUTHPOBAHHBIX UCTOYHUKOB JOJKHBI OBITH 3a IMOCTIEAHNUE S5-7 JIET.

9. ns momydeHus MpaBa Ha MyONMKAIMIO CTaThs OJDKHA MMETh OT PYKOBOIUTENSI pabOTHI
WIN YUPEXKJCHUS BU3Y U CONPOBOIUTEIHHOE OTHOLLICHNUE, HAIMCAHHBIC WJIM HAlledaTaHHbIE Ha OJIaHKe
Y 3aBEPEHHBIE MOJIHCHIO U NIEYATHIO.

10. B koHIe cTaThU NOJKHBI OBITH MOAMHCH BCEX aBTOPOB, MOJHOCTBHIO MPUBEAEHBI UX
(amMuInM, UIMEHa U OTYECTBA, YKa3aHbl CIIy>KeOHBIN M AOMAIIHUI HOMEpa TeJIe(OHOB U agpeca MM
uHble koopAuHaThl. KomuuecTBo aBTOPOB (COABTOPOB) HE NOHKHO MPEBBIMIATH IISATH YEJIOBEK.

11. Penakuus ocraBisiet 3a cO00i MpaBo COKpaIaTh ¥ HCIPaBIATh cTarhi. Koppekrypa aBropam
HE BBICBUIAETCS, BCS paboTa U CBEpKa IPOBOAUTCS 110 aBTOPCKOMY OPHTHHAILY.

12. HemomycTuMoO HampaBiieHHE B pelaklMIo padoT, MpeICTaBICHHBIX K MeYaTH B MHBIX
M3/1aTeNbCTBAX WIIM OMYOJIMKOBAHHBIX B APYTHX U3JAHUSX.

Hpﬂ HApYHNIEHUH YKa3aHHBIX IPABUJI CTATbU HE PAaCCMAaTPUBAIOTCH.
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Please note, materials submitted to the Editorial Office Staff are supposed to meet the following requirements:
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not sent out to the authors. The entire editorial and collation work is performed according to the author’s
original text.

12. Sending in the works that have already been assigned to the press by other Editorial Staffs or
have been printed by other publishers is not permissible.

Articles that Fail to Meet the Aforementioned
Requirements are not Assigned to be Reviewed.
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COMPARATIVE RESULTS OF MODERN EXAMINATION METHODS IN EARLY
DIAGNOSIS OF BLADDER CANCER, DETERMINATION OF THE DEGREE OF INVASION
AND SELECTION OF RADICAL TREATMENT TACTICS

S.B.Imamverdiyev, E.C.Qasimov, R.N.Naghiyev*.

Department of Urology, Azerbaijan Medical University, Baku.

Abstract.

Aim of study: This article deals with comparative results
of modern examination methods in early diagnosis of bladder
cancer, determination of the degree of invasion and selection of
radical treatment tactics.

Material and methods: The purpose of the conducted
research work is to make a comparative analysis of existing
methods of examination related to the stages of development of
bladder cancer. The research was carried out on the Department
of Urology of Azerbaijan Medical University. In this research
work, an algorithm was developed by conducting a comparative
analysis among modern methods of radiation examination
(Ultrasound, CT, MRI) in determining the location of the tumor
in the urethra, the position, size, direction of development and
local prevalence of the process, analyzing the results obtained
and trying to determine the sequence of profitable examinations
for patients.

Results: According to the results of our research in ultrasound
examination on specific stages of the process in the diagnosis
of bladder cancer T1-100,%, T2 - 94.7+2.3%, T3 - 92.2+2.8%,
T4 - 96.2+1.7%, and the sensitivity of the study T1 - 93.8+
6.1%, T2 - 92.9+3.4%, T3 - 85.0+4.6%, T4 - 83.3+8.8%. The
sensitivity of transrectal ultrasound in determining the degree
of invasion of the process T1 - 85.7+13.2%, T2 - 92.9+ 19.2%,
T3 - 85.7413.2%, T4 - 100%, specificity T1 - 93.3+£6.4%, T2 -
87.548.3%, T3 - 84+ 7.3%, T4 - 95.0+4.9%.

Conclusions: Based on the results of our research, we came
to the conclusion that the general analysis of blood and urine,
biochemical examination of blood in patients with superficial
Ta-T1 stages of bladder cancer, which does not invade deep
layers, does not cause hydronephrotic transformation in the
upper urinary tract and kidneys, regardless of its size, and is
located far from the ureter, the diagnosis is fully specified on
the basis of ultrasound examination. At this stage, CT, and MRI
methods do not add any information of different importance and
can change the surgical tactics.

Key words. Bladder cancer, ultrasound, CT, MRI.

Introduction.

The primary diagnosis of bladder cancer, the determination
of the degree of invasion, and the choice of the type of radical
treatment remain one of the most urgent issues facing uro-
oncologists today [1,2]. Bladder cancer is ranked after prostate
and kidney cancer, which are ill-natured diseases of the
urogenital system but are ahead of them in terms of being fatal
and taking the first place [3,4]. One of the main reasons for the
high number of deaths from the mentioned pathology and the
main reason was the failure of patients to refer to specialized
clinics on time, the improper selection of the type of radical
treatment due to the failure to establish the initial diagnosis in
time [3,5]. This is because when most patients enter specialized
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clinics, 25-30% already notice the presence of micro metastases
in individual organs, 25-35% local spread of the process,
serious changes in the upper urinary tract and kidneys, which
complicates the choice of the type of radical treatment and
affects the postoperative results [6,7]. 33-56% of patients with
bladder cancer are diagnosed 1-1.5 years after the onset of the
first clinical symptoms, when the process invades the deeper
layers, causing severe changes in the upper urinary tract and
kidneys, which significantly reduces the importance of effective
treatment [6,8-10].

This affects the tactics of treatment and reduces the importance
of effective treatment by 35-45%. Early diagnosis of bladder
cancer, the local prevalence rate of the primary tumor, choice
of surgical treatment tactics, and prevention of minimal
complications remain unresolved issues [10,11]. The rapid
development of new diagnostic methods has opened up new
horizons in the development of new radiation examination
technologies and the consistent use of these methods [7,12].
Thus, taking into account the wide possibilities of diagnostic
methods (Ultrasound, CT, MRI) in early diagnosis of bladder
cancer, determination of the degree of invasion, and selection
of the type of radical treatment, we tried to use this complex
of examinations in our research work [6,10,13] by using these
methods separately and in a comprehensive manner, we set
ourselves the goal of choosing a type of radical treatment by
assessing not only the detection factor of the tumor but also the
local spread, size, direction of development, condition of the
curvative, location and presence of regional metastases.

The aim of the research: The purpose of the conducted
research work is to make a comparative analysis of existing
methods of examination related to the stages of development
of bladder cancer, to develop an algorithm among them, and
to clarify in what sequence it is advisable to apply important
methods.

Material and methods of research.

The research was carried out on the Department of Urology
of AMU. The study covered 150 patients treated with a bladder
cancer diagnosis from 2006-2016. Bladder cancer diagnosis
the age range of the patients was 29-81 (62.3 on average), 121
(80.7%) of them were men and 29 (19.3%) were women. In
the research work, we tried to use modern diagnostic methods
separately and in a comprehensive manner in the early
diagnosis of bladder cancer. Ultrasound examination in the
diagnosis of bladder cancer was considered the most leading
beam examination method as a convenient, non-invasive,
and economically beneficial examination for patients. This
examination has greatly reduced the need for other invasive
methods in the early diagnosis of bladder cancer With the
help of ultrasound, it was possible to easily determine the
location of the tumor in the area of the bladder, its number,

98



size, curvature, the direction of development, attitude to ureters
and degree of invasion of the process, changes in surrounding
tissues, upper urinary tract, kidneys and regional lymph nodes
due to the influence of pathology [1,5,11]. Taking into account
that ultrasound examination has a wide range of possibilities,
depending on the location of the tumor tissue; it is carried out
by transabdominal, transrectal, transurethral, and transvaginal
methods in women. All patients underwent ultrasound as a
routine examination. Examinations were selected depending on
the location of the tumor, its size, the condition of the crotch, the
surrounding tissues and the condition of the upper urinary tract.

We divided the patients under our observation into two groups
according to the application of X-ray examinations. The patients
in the first group were only subjected to ultrasound examination
for diagnostic purposes, while the patients in the second
group were comprehensively applied to modern radiation
examinations. In 56 patients included in the first group, the
appropriate type of treatment was prescribed without additional
examinations, complying with only the answer of ultrasound
examination, and in 94 patients the examinations were applied
in a complex (Ultrasound, CT, MRI). In 11 of the patients
included in the first group, the tumor was in the left back side
of the bladder, in 7 patients on the left side, in 12 patients in the
right back side, in 5-patients on the right side, in 7-patients on
the anterior wall, in 8-patients in the neck area, in 6-patients and
it was determined that it was located on the posterior wall. In 26
of these patients, the size of the tumor was 2.5-3.0 cm, in 23 it
was between of 3.5-4.5 cm, and in 7 it was between 5.0-6.0 cm.
The single tumor in bladder was determined in 36 patients, in 15
patients were two tumors, in 5 patients were three tumors. T1-
12, T2-33, T2a-22, T2b-11, T3-8, T3a-5, T3b-3, T4-3, T4a-2,
T4b-1 stages of tumors were identified in patients.

Since the location of the tumor in the bladder plays an important
role in determining the type of surgery to be performed, we
thought about it specifically based on an ultrasound examination
before the operation. With the help of ultrasound examination,
tumor tissue was detected in the left lateral back wall of the
bladder in 39 patients, in 14 of them the process infiltrated the
superficial muscle layer, in 7 the process only penetrated the
mucous and submucosal layers, in 8 the superficial and deep
muscle layers, in 5 and infiltrating all layers of the urinary
tract and surrounding tissues, in the neck area in 5 patients, it
penetrated the prostate gland and seminal vessels. In 11 of 37
patients whose tumors were located on the right lateral back
wall, the process infiltrated into the deep muscle layer, in 4 into
the mucous and submucosa, into the superficial muscle layer in
10, into all layers in 7 patients, into all layers and the prostate
gland in 5 patients. Out of 29 patients in the posterior wall
and neck region, the process infiltrated the superficial muscle
layer in 6, all layers, surrounding tissues in 5 and the prostate
gland in 8, mucous and submucous layer in 3, and superficial
and deep muscle layer in 7 patients. In 7 patients, the tumor
was located near the orifice of the right ureter, in 6 of the left
ureter, and in 5 of both ureters, it caused a hydronephrotic
transformation in the upper urinary tract. In 15 of the 32 patients
whose tumors were detected in the anterior wall and apex, the
process infiltrated the superficial muscle layer, in 2 patients the
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mucosa and submucosa, in 9 patients the superficial and deep
muscle layer, and in 8 patients all layers. In some patients,
transrectal ultrasound was performed in 22 patients, although
it was somewhat invasive, considering the weak possibilities
of transabdominal ultrasound in the detection of tumors in the
anterior wall, apex, and neck in order to eliminate the difficulties
arising from the diagnosis. Transrectal ultrasound examination
was applied to patients with normal mental status and no rectal
pathology. According to transrectal ultrasound examination, in
5 out of 9 (40.9%) patients in whom a tumor was detected in
the anterior wall and apex, the process was in the deep muscle
layer, in 4 the mucosa and surface in the muscle layer, in 3 out
of 6 (27.3%) patients with tumor tissue detected in the neck of
bladder, the process was in all layers of the urinary bladder and
prostate gland, in 2 out of 4 (18.2%) patients in the anterior
wall, the process was in the mucosa and submucosa, it was
found that 2 out 3 (13.6%) patients in the apex also had process
infiltration into all layers of the bladder, and in 1 patient-into
the muscle layer. According to the ultrasound examination, not
only the location of the tumor but also the number and size were
determined with great accuracy. 79 patients had 1 tumor, 33 had
2 tumors, 21 had 3 tumors, and 17 had multiple tumors. The size
of the tumor in 28 of them was 2-3 cm, in 17 it was 3-5 cm, in
42 it was 3-3.5 cm, in 16 it was between 3.5-4.5 cm, and in 39
it was between of 4-10 cm. During the transrectal examination,
the size of the tumor was 0.5-1 cm smaller than the size obtained
during the transabdominal examination. Due to the wide scope
of the examination, not only the location, number, and size of
the tumor, but also the stage of the process was determined
before the operation, as can be seen in the table below (Table 1).

In some cases, in order to eliminate the difficulty in diagnosing
the disease, even though it is economically expensive, we have
used computer tomography and magnetic resonance tomography
examinations comprehensively.

Although computed tomography is not considered as first
examination method in the diagnosis of bladder cancer, we
used this examination in 53 (35.3%) of the patients under
our observation, as it has a wide diagnostic opportunity in
determining the degree of spread of the process, in small-sized
and endophytic tumors, and in detecting micro metastases in
neighboring organs. 45 (84.9%) of these patients were men, and
8 (15.1%) were women. With the help of the examination, the
location of the tumor in bladder, its number, size, and relation
to the ureters were determined. In patients who underwent
computed tomography, tumor tissue was located in the left
posterior wall of the bladder in 18 (33.9%) patients, in the right
lateral posterior wall in 16 (30.1%) patients, in the neck in 8
(15.1%) patients, in 6 (11.2%) patients was identified in the
posterior wall and 5 (9.4%) in the anterior wall. 5 of the tumors

Table 1. Grouping of bladder cancer patients based on TNM staging.

Stage of Process Number of Patients (n=150)

Absolute Proportional
T1 16 10,7%
T2 56 37,3%
T3 60 40,0%
T4 18 12,0%
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were found on the left lateral posterior wall of the bladder, 3 of
the tumors on the right lateral back wall involved the mucous
and submucosal layer, 10 patients superficial, 5 deep muscle
layers, 7 patients all layers, 7 patients in addition to all layers
the surrounding tissue of the bladder, neck in 2 of those detected
in the region, the process infiltrated all layers of the bladder, in 3
patients, it infiltrated all layers and the prostate gland. In 4 of the
patients found on the posterior and anterior wall, the tumor was
located near the outlet of the ureter, and the process infiltrated
the superficial muscle layer of the bladder, in 5 patients, it
infiltrated the muscle layer completely, and in 2 patients, it
infiltrated all layers of the bladder. The size of the tumor was
2-3 cmin 31 (58.5%) patients. In 14 (26.4%) patients 3-5 cm, in
8 (15.1%) patients 5-9 cm, 36 patients had one tumor tissue, 12
had two tumors, and 5 had three tumors. Before the operation,
the degree of invasion of the process was precisely determined,
as can be seen in the table below (Table 2).

Table 2. Groups of patients underwent CT according to the stage of
the tumor.

Process of the Number of Patients (n=53)

disease Absolute Proportional
TINOMO 8 15,1%
T2NOMO 24 45,3%
T3NOMO 16 30,2%
T4NOMO 5 9,4%

As can be seen from the table, the process was in the T2-
T3 stage in most of the patients who underwent computed
tomography. Out of 24 patients in the T2 stage, 14 were in the
T2a stage because the process moved to the superficial muscle
layer of the bladder, and in 10 patients, the process was in the
T2b stage because the process invaded the deep muscle layer. 9
out of 16 patients in the T3 stage were in the T3a stage because
the process invaded all layers of the bladder, and in 7 patients
in the T3b stage because the process moved to the tissue around
the bladder, in 3 out of 5 patients in the T4 stage it was in the
T4a stage because the process moved to the prostate gland and
seminal vesicles, and in 2 patients invasion of the abdominal
wall to the peritoneum is defined as stage T4b. Some authors
note that the diagnostic capabilities of computed tomography in
the early stages of bladder cancer and differentiation of T2-T3
stages are not so high. To eliminate this deficiency of computed
tomography in the diagnosis of the above-mentioned pathology,
although it is somewhat economically expensive, starting from
the 80s, nuclear-magnetic resonance tomography, a new form of
radiation examination method, started to be used in urological
practice. This examination is distinguished by its high accuracy,
sensitivity, and specificity among other radiation diagnostic
methods in detecting and determining the stage of bladder tumors
[1,2,12]. No special preparation is required from patients for
the examination. The possibilities of MRI in the differentiation
of all stages of bladder cancer are highly appreciated, and
although it is economically expensive, the possibilities of this
examination were used to diagnose the disease and determine
the degree of invasion in 15 (10.5%) of our observed patients. In
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3 of the patients who underwent magnetic resonance imaging,
the tumor tissue was identified in the right lateral back of the
bladder, in 5 in the left lateral back, in 2 in the posterior, in 2 in
the anterior wall, and 3 patients in the neck area of the bladder.
In 11 of these patients, single tumor was found in bladder, in
3 of them two tumors, and 1 of them three tumors. The size of
the tumor was between 2.5-3.0 cm in 2 patients, 3.0-4.0 cm in 4
patients, 3.5-4.5 cm in 5 patients, and 4.0-5.0 cm in 4 patients.
One of the main criteria for determining the type of operation to
be carried out was the determination of the degree of invasion
of the process, in addition to the location, number, and size of
the tumor. With the help of MRI examination, the degree of
local spread of the process before the operation, its attitude to
neighboring organs, and changes in regional lymph nodes were
studied in detail (Table 3).

Statistical analysis of the indicators of all patients included
in the study was carried out using discriminant and proven
medical methods. Depending on the location, size, direction of
development, and degree of invasion of the tumor, appropriate
operations were performed on all patients in our observation
(Table 4).

Table 3. Groups of patients underwent MRI according to the stage of
the tumor.

f Patients (n=1
Stage of the disease Number of Patients (n=15)

Absolute Proportional
TINOMO 2 13,3%
T2NOMO 4 26,7%
T3NOMO 6 39,9%
T4NOMO 3 20,1%

Table 4. Types of operations performed for patients with bladder
cancer.

Number of patients (n=150
The types of the operation umber of patients (n )

Absolute Proportional
Organ preserving 123 82,0%
Radical Cystectomy 21 14,0%
Urinary diversion without 6 40%

radical cystectomy

As can be seen from the table, organ-preserving surgery
was performed in most of the patients. 102 (68.0%) patients
underwent partial cystectomy, transurethral resection (TUR)
was performed in 21 (14.0%) patients. Numerous treatment
methods have been proposed to reduce the incidence of
relapse after organ-preserving surgery. Same researchers have
preferred preoperative radiation and chemotherapy to reduce the
recurrence rate, while other researchers have preferred 10-15
consecutive sessions of radiation and drug therapy after surgery.
However, unlike them, we considered the endovesical chemical
treatment, which was processed in our clinic, experimented with
in practice, and obtained satisfactory results, as an important
matter. The incidence of relapse was reduced to a minimum in
patients who regularly contacted us receiving endovesical drug
treatment after surgery. Pathohistological examination of the
macro preparation which was removed during the operation was
carried out in all patients: Transitional cell cancer 55-patient
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(G1-21, G2-13, G3-15, G4-6), flat cell cancer 36-patient (G1-
16, G2-12, G3-8), adenocarcinoma 19-patient (G1-8, G2-4,
G3-3, G4-4), malignant papilloma was in 13 patients. In 21
(14,0+2,8%)-) of patients, hydronephrotic transformation
developed in the upper urinary tract, producing organic
functional changes in the kidneys, depending on the location
and size of the tumor in the bladder. In invasive forms of bladder
cancer, in patients with such changes in the upper urinary tract
and kidneys, no matter how severe and traumatic for the body,
cystectomy surgery was considered a radical treatment. One
of the main issues facing oncologists at present is the issue of
tumors in ureters after cystectomy. Taking into account them,
radical cystectomy-bilateral closure of internal iliac arteries,
lymphadenectomy, ureterosygmoplasty in 9 patients under 60
years of age, without serious changes in the upper urinary tract
and kidneys, and somatic diseases in the gastrointestinal tract,
removal of the left kidney at the same time, taking into account
the lack of function of the left kidney in 2 of these patients,
cystectomy-bilateral, lymphadenectomy, as well as the removal
of the right kidney and curvature in one patient was performed.
Although it is mentioned in various works of literature that
the operation of cystectomy- curvature transplantation of
ducts to the skin and intestine is difficult and traumatic, the
duration of the operation takes 5-6 hours, and the blood loss
during the operation is high, the high experience of our clinic
in this field shortens the duration of the operation 3-3,5 hours
and led to blood loss of 150-300 ml [3,11]. Pathohistological
examination of the macro preparation removed during surgery
was performed in all patients. Pathohistological response:
transitional cell carcinoma in 10 patients (G1-2, G2-3, G3-4,
G4-1), squamous cell carcinoma in 6 patients (G1-2, G2-1,
G3-3), adenocarcinoma in 5 (G1 -1, G2-1, G4-3) was present
in the patient. T3bNOMO-6, T3bNIMO0-3, T4aNOMO-10,
T4aN1MO0-2 patients. In 6 (4.0£1.6%) patients, taking into
account the seriousness of the patient's condition, the palliative
operation was performed: bilateral ureterocutanestomy, internal
iliac artery ligation, and lymphadenectomy. Pathohistological
response: transitional cell cancer was in 3 patients (G1-1, G2-1,
G4-1), squamous cell cancer was in 2 patients (G2-1, G3-1),
adenocarcinoma was G3-1 in 1 patient.

Results and Discussion.

In our research work, an algorithm was developed by
conducting a comparative analysis among modern methods of
radiation examination (Ultrasound, CT, MRI) in determining
the location of the tumor in the bladder, the localization, size,
direction of development and local prevalence of the process,
analyzing the results obtained and trying to determine the
sequence of profitable examinations for patients.

In patients with superficial Ta-T1 stages of bladder cancer,
who do not invade the deep layers, do not form hydronephrotic
transformation in the upper urinary tract and kidneys, regardless
of their size, located far from the arteries, the diagnosis is fully
clarified on the basis of general analysis of blood and urine,
biochemical examination of blood, ultrasound examination. At
this stage, CT, MTR methods do not add any information of
different importance and can change the surgical tactics.

In other patients (T2-T3-T4), in order to put an end to the
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controversial issues arising in the diagnosis and selection
of radical treatment, although the preoperative CT and MRI
examinations are economically expensive, they are considered
important in terms of obtaining effective results.

According to the results of our research in ultrasound
examination on specific stages of the process in the diagnosis
of bladder cancer T1-100,%, T2 - 94.7+£2.3%, T3 - 92.242.8%,
T4 - 96.2+1.7%, and the sensitivity of the study T1 - 93.8+
6.1%, T2 - 92.9+3.4%, T3 - 85.0+4.6%, T4 - 83.3+£8.8%. The
sensitivity of transrectal ultrasound in determining the degree
of invasion of the process T1 - 85.7£13.2%, T2 - 92.9+ 19.2%,
T3 - 85.7£13.2%, T4 - 100%, specificity T1 - 93.3+6.4%,
T2 - 87.5£8.3%, T3 - 84+ 7.3%, T4 - 95.0+4.9%. Although
the results of the T1-T4 phase of the transrectal ultrasound
examination were consistent, certain errors were found in the
differentiation of the T2-T3 stages. Despite the emergence of
these shortcomings, in general, the capabilities of transrectal
ultrasound have been highly appreciated. The invasive nature
of the examination somewhat limits its application in practice.
90.9% of the response of transrectal ultrasound examination
in determining the degree of invasion of bladder cancer was
correct. The stages of the process of transabdominal ultrasound
examination in the diagnosis of bladder cancer are T1-93.7%
correct, 6.3% incorrect, T2-94.3% correct, 5,7% incorrect,
T3-89.6% correct, 10.4% incorrect, T4-91.3% correct, 8.7%
incorrect answers were received. When comparing the results
of transabdominal ultrasound according to stages in all patients
who were under our observation and were operated on according
to bladder cancer after the operation, it was determined that
92.1% were correct and 7.9% were incorrect. Although there
was a mistake in the number of tumors in 7 (4.6%) patients when
the corresponding operation was performed on the patients,
the number of tumors was correct in 143 (95.3%) patients. In
8 (5.4%) patients there was a mistake in the location of the
tumor. According to the CT response, the location, number,
and size of the tumor were consistent in 88.6% of the operated
patients, and only 11.4% had discrepancies in the responses. In
the diagnosis of CT bladder cancer, the sensitivity for stages
is T1-87.511.7%, T2-75.0+8.8%, T3-100%, T4-80.0+£17.9%,
and the specificity is T1- 95.6£3.1%, T2-96.6+3.4%, T3-
86.5+5.6%, T4-100. CT response according to the degree of
local spread of the process, i.e., by stages T1-87.5% correct,
12.5% incorrect, T2-83.3% correct, 16.7% incorrect, T3- 81.3%
correct, 18.7% was wrong. In 13 (86.7%) of the 15 patients who
were examined by MRI, the location, number, and degree of
invasion were correct. In only 2 patients, the number of tumors
was two and three. Although it was noted that the process
invades all layers of the urinary tract and the prostate gland,
during the operation, the presence of a number of tumors, and
the infiltration of the process into the superficial muscle layer has
been confirmed. In patients with bladder cancer, the specificity
rate of MRI examination T1-100%, T2-100%, T3-85.7+13.2%,
T4-71.4£12.1%, and sensitivity T1-100%, T2- 75.0£21.7%,
T3-50.0+£17.7%, T4-100%. Based on the results of our research,
we came to the conclusion that the general analysis of blood
and urine, biochemical examination of blood in patients with
superficial Ta-T1 stages of bladder cancer, which does not invade
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deep layers, does not cause hydronephrotic transformation in
the upper urinary tract and kidneys, regardless of its size, and is
located far from the ureter, the diagnosis is fully specified on the
basis of ultrasound examination.

According to the CT response, the determination of the degree
of invasion was consistent in 88.6% of the operated patients,
only 11.4% had a discrepancy in the responses, and in 86.7%
of the MRI patients, the degree of invasion was correct, only
13.3% had a discrepancy.

The difference between the final diagnosis and the preoperative
diagnosis is based on the surgical results. Test sensitivity (Sn) is
the ratio of true positive results to the number of positive results
in the final diagnosis, specificity (Sp) is the ratio of true negative
results to the number of negative results in the final diagnosis,
and the total value of the test is found as the ratio of the sum of
true positive and true negative results to the cumulative total
number of tests.

At this stage, CT, and MRI methods do not add any information
of different importance and can change the surgical tactics.
Therefore, in this group of patients, it is possible to clarify the
diagnosis by conducting general examinations, US examination,
and excretory urography in patients with changes in the upper
urinary tract, which ensures a reliable solution to surgical
tactics. In other patients (T2-T3-T4), in order to put an end to
the controversial issues arising in the diagnosis and selection
of radical treatment, although the preoperative CT and MRI
examinations are economically expensive, they are considered
important in terms of obtaining effective results.
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