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K CBEJIEHHNIO ABTOPOB!
[Ipu HampaBIeHUN CTaThU B PEIAKLHIO HEOOXOJUMO COOIIONATh CIICAYIOIINE [TPaBUIa:

1. Crarps nomkHa OBITH MPEJICTABICHA B ABYX 3K3EMIUIIPax, HA PyCCKOM MJIM AHIJIMHCKOM SI3bI-
Kax, Hale4yaTaHHas yepe3 MOoJITopa HHTEpBala Ha OAHOM CTOPOHE CTaHAAPTHOTO JINCTA C LIMPUHOM Jie-
BOTO TIOJISL B TPU caHTUMeTpa. Mcnomnb3yemblit komnbioTepHblid mpudt - Times New Roman (Ku-
puiIMLa), pasmep mpudra - 12. K pykonucu, HariedaTaHHON Ha KOMIIBIOTEPE, A0JKHA OBITH IPHIIOXKE-
Ha JHUCKeTa co crarbEi. daiin crienyer 03aniaBUTh JIATHHCKUMH CUMBOJIAMH.

2. PazMmep cTarhu 10JDKEH OBITH HE MEHEe MSATH W He OoJiee JECSATH CTPaHHIl MAITUHOIIKCH,
BKJIIOUasi yKazaTelb U pPe3loMe.

3. B cTarbe 1oKHBI OBITH OCBEIIEHBI AKTYaJIbHOCTh JAaHHOTO MaTepualia, METOIbl U PE3yJIbTaThl
WCCIIETOBAHMS U acCTeKThl UX 00CYKACHHUS.

[Ipu npencrasneHny B neyaTh HAyYHBIX SKCIIEPUMEHTAIBHBIX PA0OT aBTOPHI JOJKHBI YKa3bIBATH
BUJ U KOJUYECTBO 3KCIIEPUMEHTAIBHBIX JKUBOTHBIX, IPUMEHSIBIIMECS METOABI 00€3001MBAHUS U
YCBITUIEHHUS (B X0J1€ OCTPBIX OIBITOB).

4. Tabmuiel HEOOXOAUMO TIPENCTABIATH B TiedaTHO (popme. DOTOKOTMU HE TPUHUMAIOTCS.
Bce uugposblie, HTOroBbIe U NMPOLEHTHBbIE JaHHbIE B Ta0JIMLIAX JOJKHBI COOTBETCTBOBATH
TAKOBBIM B Te€KCTe cTaTbU. TabnuIbl U rpaduKu TODKHBI OBITH O3aryiaBlCHBI.

5. ®otorpaduu HOIKHBI OBITh KOHTPACTHBIMHU M 0053aTEJIbHO IPEACTABICHBI B JBYX
9K3eMIUIIpax. PUCYHKH, YepTeKHU U JUarpaMMbl CIIEAYET NPEACTaBIATh YETKO BHIIIOJIHEHHBIC TYIIbIO;
(hOTOKOITUY C PEHTTCHOTPAMM - B TO3UTUBHOM H300paKEHHH.

Ha o6opore kaxI0ro puUCyHKa KapaHAAlIOM YKa3blBaeTCs €ro Homep, damMuwinsg aBTopa,
COKpaIEHHOE HAa3BaHUE CTaThU M 0003HAYAIOTCS] BEPXHSS M HUKHAS €ro 4acTH.

[Tonmnucu K pucyHKam COCTaBIISIFOTCS 0053aTeNbHO Ha OT/IEIBHOM JIMCTE C YKa3aHHEM HOMEpPOB
pucyHKOB. B monnucsax k mukpodoTorpadusM cienyeT yka3blBaTb CTEICHb YBEIUUCHUS Yepe3 OKYJILIp
WK OOBEKTHB ¥ METO OKPACKH MM UMITPETHALIUH CPE30B.

6. @amMuITK 0TEUYECTBEHHBIX aBTOPOB MPUBOJISITCS B CTAaThe 00sI3aTEIbHO BMECTE C MHUIMATIAMH,
HMHOCTPAHHBIX - B HHOCTPAHHON TPAHCKPHIILUH; B CKOOKaX OJDKEH OBITh YKa3aH COOTBETCTBYIOIIMI
HOMEp aBTOPA MO CIUCKY JUTEPATYPHI.

7. B KoHIle KaXJOW OpUTHHAJIBHON CTAThU JOJKEH OBITH MPHIJIOKEH OMOIHorpadudecKkuii
yKasarelb OCHOBHBIX IO JJAHHOMY BONpOCY paloT, MCIOJIb30BaHHBIX aBTOpoM. Crenyer ykas3arb
MOPSIAKOBBIM HOMEp, (haMIIIMIO M MHULMAJIBI aBTOPA, IIOJHOE HAa3BAHUE CTAThH, KypHaja WIN KHUTH,
MECTO M TOJ U3J]aHusl, TOM U HOMEp CTPaHHUIIBI.

B andaButHOM nopsiake yKa3blBarOTCS CHavala OTeUECTBEHHBIE, a 3aTeM HHOCTPAHHBIE aBTOPLI.
VYka3zarenb HHOCTPAHHOM JINTepaTypsl JOJKEH ObITh NMPEACTABICH B EYaTHOM BUAE WJIM HAIlMCaH OT
PYKHU YETKO M pa300punBO TYLIBIO.

8. Jlnst nonmydeHust IpaBa Ha My OJIMKALMIO CTaThs 10JDKHA UMETh OT PYKOBOIUTENS PadOThI MK
YUpEKAECHUS BU3Y U CONPOBOANUTENILHOE OTHOILICHNE, HATMCAHHBIHE WIIN HalleyaTaHHbIC Ha OJaHKe U
3aBepeHHbIE MOICHIO U MeYaThIo.

9. B KoHIIEe CTaThU JOIKHBI OBITH ITOANNCH BCEX aBTOPOB, IIOJIHOCTHIO IIPUBEAEHBI NX (hamuiiu,
MMEHA U OTYECTBa, YKa3aHbl CIIyXEOHbI W NOMAalIHUN HOMepa Teae(OHOB M ajgpeca WM HHbIE
koopauHathel. KonndecTBo aBTOpPOB (COABTOPOB) HE JTOHKHO MPEBBIIIATH MATH YEIOBEK.

10. K crarbe 10mKHBI OBITH TPUIIOKEHBI KpaTKoe (Ha MOJICTPAHUIbI) PE3IOME Ha aHTIIMHCKOM H
PYCCKOM sI3bIKax (BKJIIOYAIOIIEE CIIEAYIONINE Pa3esbl: BCTYIUIEHNE, MaTepHUa U METOJIbl, PE3YJIbTaThl
Y 3aKJIIOYEHHUE) U CIIUCOK KITtoueBbIX ciioB (key words).

11. Penakuusi octaBiser 3a co0Oil mpaBO COKpallaTh U UCHPaBIATh cTarbu. Koppektypa
aBTOpaM HE BBICBUIAETCS, BCS PaboTa M CBEpKa MPOBOJUTCS MO0 aBTOPCKOMY OPUTHHAIY.

12. HenomycTuMo HampaBiieHUE B PEJaKIMi0 padoT, MPEACTaBICHHBIX K IEUaTH B UHBIX
N3AaTeNbCTBAX WK OMyOIIMKOBAaHHBIX B IPYTUX U3IAHHSIX.

I[Ipn Hapymenun yka3aHHBIX NPAaBHJ CTATHH HE PAcCMATPHBAIOTCH.




REQUIREMENTS

Please note, materials submitted to the Editorial Office Staff are supposed to meet the following require-
ments:

1. Articles must be provided with a double copy, in English or Russian languages and typed or compu-
ter-printed on a single side of standard typing paper, with the left margin of 3 centimeters width, and 1.5
spacing between the lines, typeface - Times New Roman (Cyrillic), print size - 12 (referring to Georgian
and Russian materials).

With computer-printed texts please enclose a diskette carrying the same file titled with Latin symbols.

2. Size of the article, including index and resume, must be at least 5 pages and not exceed the limit
of 10 pages of typed or computer-printed text.

3. Submitted material must include a coverage of a topical subject, research methods, results, and
review.

Authors of the scientific-research works must indicate the number of experimental biological spe-
cies drawn in, list the employed methods of anesthetization and soporific means used during acute tests.

4. Tables must be presented in an original typed or computer-printed form, instead of a photocopied
version. Numbers, totals, percentile data on the tables must coincide with those in the texts of the articles.
Tables and graphs must be headed.

5. Photographs are required to be contrasted and must be submitted with doubles. Please number
each photograph with a pencil on its back, indicate author’s name, title of the article (short version), and
mark out its top and bottom parts. Drawings must be accurate, drafts and diagrams drawn in Indian ink
(or black ink). Photocopies of the X-ray photographs must be presented in a positive image.

Accurately numbered subtitles for each illustration must be listed on a separate sheet of paper.

In the subtitles for the microphotographs please indicate the ocular and objective lens magnification
power, method of coloring or impregnation of the microscopic sections (preparations).

6. Please indicate last names, first and middle initials of the native authors, present names and initials
of the foreign authors in the transcription of the original language, enclose in parenthesis corresponding
number under which the author is listed in the reference materials.

7. Each original article must have in its closing a list of source materials used by the author, which
must include only the basic works on the given issue, numbered in succession, with indication of the last
names and first and middle initials of the authors, names of periodicals, titles of the articles or books, place
and year of edition, volume and page numbers.

List first the native authors, and then the foreign ones alphabetically. The index of foreign literature
must be typed, computer-printed or legibly hand-written in Indian or black ink.

8. To obtain the rights of publication articles must be accompanied by a visa from the project
instructor or the establishment, where the work has been performed, and a reference letter, both written or
typed on a special signed form, certified by a stamp or a seal.

9. Articles must be signed by all of the authors at the end, and they must be provided with a list of full
names, office and home phone numbers and addresses or other non-office locations where the authors
could be reached. The number of the authors (co-authors) must not exceed the limit of 5 people.

10. Articles must have a short (half page) abstract in English and Russian (including the following
sections: introduction, material and methods, results and conclusions) and a list of key words.

11. Editorial Staff reserves the rights to cut down in size and correct the articles. Proof-sheets are
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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NERVE INJURIES IN UROLOGICAL SURGERY

Hohenfellner R.

Mainz University School of Medicine, Mainz, Germany

Paresthesis. Caused by patient’s placement or wound re-
tractor are reversible following days even weeks.

Partial lesions. The nerve sheet is intact. Reversible, nerve
regeneration: 1 mm/day.

Complete lesion. Following nerve suture or nerve interpo-
sition the prognosis remains questionable complicated by
neuroma later on.

Symptoms. Causalgia. Nerve lesion combined with lesion
of Nn. splanchnici: extreme burning pain, maximum after
weeks, decreasing later on.

Posttraumatic neuralgia: located mostly in legs: long per-
sistent dump pains.

Neuroma Following complete lesion with or without nerve
suture or nerve interposition: extremely painful. Revision
necessary.

Remember: six important nerves arising fromTh12 — 15
drill from Para vertebral through the M. psoas located in
the retroperitoneum and traveling later in an lateral and
anterior direction on the surface of the abdominal wall:
there are: 1. iliohypogastricus, 2. ilioinguinalis, 3. Geni-
tofemoralis, 4. femoralis, 5. N. cutaneus femoralis latera-
lis, 6. obturatorius. (Lesion of the N. ischiadicus is ex-
tremely rare).

As closer the lesions are at the point from where they
are arising - para vertebral — like in kidney surgery [3] or
lymphadenectomy as higher the risk of motoric deficien-
cy later on. However in the periphery on the fare end of
the nerve branches sensory lesions are less severe. No-
tice also double innervation of muscles: N. ilioinguina-
lis and iliohypogastricus or N. obturatorius and N. fem-
oralis as well as double sensoric innervations of some
regions which may compensate deficiency symptoms
like N. ilioinguinalis and iliohypogastricus in the geni-
tal region) [5].

Table 1. Nervus Obturatorius

Nerve Location Injury
paravertebral medial of M. psoas
Obtllg'iiiosrlus (below plexus Lumbodorsalis) Extended lymphanencctomy, radical
Fig. 6, Fig. 7 Later on: Fossa obturatoria, Lig. Pelvic surgery and laparoscopy.
Cooper.

Remarks: Indirect lesion got also observed in “radical
TUR Prostate” (prostatitis): Capsula perforation: ostitis
ossis pubis causing Spasm of M. abductor Femoral and
hip contraction. TUR-B: in tumors located more lateral
in spinal anesthesia.

Remember: most important nerve of the muscle of the small
pelvis. Also: main function for the hip adduction and cir-
cumduction (M. Gracilis, M. Pectineus, M. Obturator ext.,
M. Adductor magnus) [5]. Most symptoms in direct le-
sions are temporary therefore reconstruction by suture or
nerve interposition is unnecessary.

Table 2. Nervus Femoralis

Nerve

Location

Injury

n. femoralis
L1-14

Between m. psoas and m. iliacus
lateral and dorsal: a. et v. femoralis

Psoas hitch (rare)
Hernia repair
Extreme abduction, self retractor
compression of Lig. inguinal.

Remarks: sometimes located inside the m. psoas a deep
suture may cause the lesion. Also rare cases of lesions

© GMN

by Hernia fixation are reported. Severe motoric dys-
function! M. quadriceps: knee flexion, m. iliopsoas: hip
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flexion, m. pectineus = abduction and outside rotation The sensory part is less severe n. saphenous, inside
(see also n. obturatorius) m. vastus: to lift up the leg! of the leg.

Table 3. Nervus Genito-Femoralis

Nerve Location Injury
m. psoas . . .
. .  m-p . . labia maj., scrotum, penis
genitofemoralis Ramus genitalis: sensoric, motoric ) . .
. . Contraction of labia maj.
L1-L2 ramus femoralis: location more lateral.
S . Cremaster
Rare lesion in urological surg.
Remarks: reported in psoas hitch op. Hernia repair and Remember: double sensoric innervations from n. ilioin-
neurinoma near ureter stump in kidney transplantation. guinalis also of scrotum, labium and penis.
Table 4. Nervus Cutaneus Femoris Lateralis
Nerve Location Injury
n. cutaneus femoralis lateralis Between fascia of m. iliacus
L2-L3 and crista iliaca

Remarks: lesion caused by hyperextension in lithotomy, severe burning pain ant. lat. side of the femur, thight. Revision
neurolysis.

Table 5. Nervus Pudendalis

Nerve Location Injury
. Between lig. sacrotuberous (below) and lig.
n. pudendalis ,
$0-S4 sacrotuberous (above) through Alcock’s
canal and m. transversalis perineum
n. perinealis: sensoric: perineal region, skin
of scrotum. Motoric: m. bulbospongiosum:
Branches : .
ejaculation
n. dorsalis penis: sensoric — penis.
Remarks: Pudendaus anesthesia used in pelvic pain (1,4). ations causing loss of sensation of glans penis and cold-
Lesion of n. dorsalis penis in induratio penis plastica oper- ness (2,6).

Table 6. Kidney exploration from a supracostal approach mostly if medial extended

Nerve Location Injury
n. intercostalis lower rim of the rib Skin nerves: parestesia, hyperreflexia:
T11-T12 . O
. . No. 11 or 12 reversible within 3 to 6 month
Fig. 1, Fig. 2

n. iliohypogastricus motor paralysis of abdominal wall

Between m. transversalis and m. | muscles (also in colostomies located lat
T12-L1 . . . X
. . obl. internus in the abdominal (wall) mostly in
Fig. 3, Fig. 4 . . . Lol
combined injure with n. ilioinguinalis
e distal from iliohypogastricus, Paralysis of abdominal wall only in
n. ilioinguinalis T12-L.1 below fascia of m. obl. externus combined with iliohypogasricus

Table 7. Kidney exploration

Nerve Location Injury

n. iliohypogastricus see above: mostly in second.
Ypog | perforates m. psoas, located on m. quadratus lumborum N Y

T12-L1 . Operations. Scar tissue between
. later on between m. transvesus and m. internus .
Fig. 5 fatty capsule and kidney

Perforates m. psoas together with n. iliochypogastricus
located below it on m. quadratus lumborum, later on
see inguinal region

n. ilioinguinalis
T12-L1

see above: motor. paralysis of
abdominal wall
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Nn. intercost.

Th:
Vil

Vil

Xl

X

Fig. 1. The lower six intercostal nerves between the ob-
lique transverse and intern abdominal muscle: motor in-
nervations of the abdominal wall. (abdominal wall re-
laxation, hernia formation). The sensible cutaneous
branches: 7, 8, and for the infraumbilical region

Fig. 2. relevant head zones: referred pain in renal colic.
Th9-L2 (intarcutaneus injection of monocoffeinum — pain
extinction) phenomenon for several minutes! Head zones
in biliary colic Th6-Th10

© GMN

Fig. 3. Supracostal incision: if extended distally and medi-
ally: risk of iliohypogastric nerve injury (between oblique
intern and transverse muscle) or ilioinguinal lesion

subcostalis 12

iliohypogast.
flioinguinal. femoralis
obturatoriug

cut. fem. lat.

genitofemoralis
ramus femoralis

ramus genitalis

1
N. femoralis

Fig. 4. Topography of relevant nerves 1. Thi2 intercos-
tal, 2. ilioinguinal nerve 3. iliohypogstric nerve 4. femo-
ral nerve 5. lumbodorsal plexus 6. obturatoric nerve 7.
Genitofemoral nerve, branches: a. femoral b. genital, 8.
cutaneus femoral lateral nerve
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iliohypogast- S EETPEREERPRE N. femoralis

ilioinguinal.

obturatorius
cut. fem. lat.

genitofemoralis
ramus femoralis

o 7]
ramus ger T 7

Plex. lumbodorg.

Fig. 5. Topography. ilioinguinalis and iliohypogastricus
(mixed nerves perforate the psoas located on the quadra-
tus lumbar muscle). Risk: renal redo operations scar tis-
sue backside of the kidney. Cutataneous femoral lateral
nerve located on the iliacus. Risk: hyperextension in
lithotomy. Genitofemoral nerve on the psoas muscle, risk:
psoas hitch. Obturator nerve medial of psoas muscle, risk:

extended lymph node resection

obturatorius

Fig. 6. Obturator nerve: high risk extended lymph node
resection

10

Fig. 7. Obturatoric nerve distally: obturartor fossa
risk: local lymph node resection (do not reconstruct
when due to outside rotation of leg: spontaneous re-
covery)

iliohypogast.

N. ilioinguinal.

Fig. 8. Topography, parainguinal incision. Risk: a. ilio-
inguinal nerve sensible branch: remember double (tri-
ple) genital skin innervation by ilioinguinal and genital
branch of genitofemoral nerve also. Pull out sensible
branches in case of lesion. b. ilioinguinal: sensible
branch. (see above). c. genitofemoral nerve, genital
branch sensible (see above)
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e
Moo g
- |'l
-~ genitofemoralis
X
— ramus femoralis
%&7 ramus genitalis

Fig. 9. Sensible areas of the iliohypogastric, ilioinguinal
and genitofemoral nerve

REFERENCES

1. Costello A.J., Brooks M., Cole O.J. Anatomical studies of the
neurovascular bundle and cavernosal nerves / BJU Int. —2004.
—N 94(7). - P. 1071-6.

2. Kumar S., Duque J.L., Guimaraes K.C., Dicanzio J., Loughlin
K.R., Richie J.P. Short and long-term morbidity of L4, n. Obtu-
ratorius L2-L5.

3. Lepor H., Gregerman M., Crosby R. et al: Precise localization
of the autonomic nerves from the pelvic plexus to the corpora
cavernosa: A detailed anatomical study of the adult.

4. Lue T.F., Zeineh S.J., Schmidt R.A., Tanagho E.A. Neuro-
anatomy of penile erection: its relevance to iatrogenic impotence
//' T Urol. — 1984. - N131. — P. 273-280.

5. Shafik A., el-Sherif M., Youssef A., Olfat E.S. Surgical anato-
my of the pudendal nerve and its clinical implications // Clin
Anat. — 1995. = N 8(2). — P. 110-5.

6. Wallner C., Maas C.P., Dabhoiwala N.F., Lamers W.H.,
DeRuiter M.C. Innervation of the pelvic floor muscles: a reap-
praisal for the levator ani nerve // Obstet Gynecol. —2006. — N
108(3 Pt 1). — P. 529-34.

SUMMARY

NERVE INJURIES IN UROLOICAL SURGERY
Hohenfellner R.

Mainz University School of Medicine, Mainz, Germany

It is well known that surgical procedures are followed by differ-
ent complications, connected with nerve injury at the site of
wound. In case of complete lesion due to nerve suturing or nerve
interposition the prognosis remains questionable and may be
complicated by neuroma later on. The symptoms of nerve dam-
age are Causalgia (in case of combined with lesion of Nn. splanch-
nici: extreme burning pain, maximum after weeks, decreasing
later on); Posttraumatic neuralgia: located mostly in legs: long
persistent dump pains; and Neuroma Following complete lesion
with or without nerve suture or nerve interposition: extremely
painful and usually revision is necessary. During the surgical
access to the kidneys n. Intercostalis 11-T12, n.Iliohypogastricus
T12-L1, n. llioinguinalis T12-L1, n. Iliohypogastricus T12-L1,
n. [lioinguinalis T12-L1 may get damaged, in case of groin inci-
sion — n. Cutaneus femoralis lateralis L2-L.3, n. Pudendalis S2-
S4 and in Psoas Hitch procedure — n. Genitofemoralis L1-L2,
n.Femoralis L1 — L4, Obturatorius L2-L5.

Key words: nerve injuries, urological surgery, causalgia.
PE3IOME

HNOBPEX/JIEHHWSA HEPBOB B YPOJIOTMYECKOM
XUPYPI'MU

Xoxengesaanep P.
LlIxona meduyunvr Ynusepcumema Maunya, I'epmanus

VI3BECTHO, YTO Pa3JIMYHBIC OCTIOKHEHUS XUPYPIrHYECKUX Oepa-
it 00yCIIOBIICHBI TOBPEXICHHEM HEPBOB B ONIEPAIIMOHHOM 00-
JacTu. B ciydae MOIHOrO MOBPEXACHNS HEPBHOTO CTBOJIA BO
BpeMs MHTEPIIO3UIMH WITH JINTMPOBAHKS TPOTHO3 HesiceH. Cumit-
TOMaMHM TOBPEXIACHHS HEPBOB MOTYT SBIATCS Kay3alTus, He-
BPAITHs WM HEMPOMa, KOTOPBIC Pa3BHBAIOTCS MOCIIE JINTHPO-
BaHMS WM MHTEPIIO3UILIMK HEPBHOTO Myuka. Hanuuue Ooseit B
9TUX Cily4asX JAUKTYeT HEOOXOAMMOCTb MPOBEJICHUS PEBU3UH
panbl. B ciyuae onepannu Ha HOYKe BO3MOXKHO ITOBPEKICHHE N.
Intercostalis 11-T12, n.Iliohypogastricus T12-L1, n.
Ilioinguinalis T12-L1, n. Iliohypogastricus T12-L1, n. [lioinguinalis
T12-L1; npoBenenue pa3zpesa B 001aCTH 1axa MOXKET OBITh CBA3-
BaHO ¢ moBpesaeHneM n. Cutaneus femoralis lateralis L2-L3, n.
Pudendalis S2-S4 a onepauus Psoas Hitch — n. Genitofemoralis
L1-L2, n.Femoralis L1 — L4, n. Obturatorius L2-L5.

© GMN
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PROGNOSTIC SIGNIFICANCE OF p27*D
EXPRESSION IN RENAL CELL CARCINOMA

Pertia’ A., Nikoleishvili' D., Trsintsadze” O., Gogokhia® N., Managadze' L., Chkhotua' A.

'National Centre of Urology, Departments of Adult Urology and *Department of Pathology;
3Thilisi State Medical Academy, Department of Laboratory Diagnosis

Renal cell carcinoma (RCC) accounts for about 3% of all
adult malignancies and it is the most lethal of the urolog-
ical cancers [1,2]. Despite a substantial progress in un-
derstanding the basic biology of RCC, still many aspects
of the disease remain unclear. This especially concerns
the prognostic markers of tumor recurrence and patient
survival. Numerous molecular and chromosomal markers
have been evaluated for this purpose, however, there is
no consensus regarding their significance in RCC
[5,14,15,20,21]. Tumor stage and grade are currently rec-
ognized as independent prognostic factors of the dis-
ease. However, the assessment of tumor grade may vary
substantially due to subjectivity of the observer
[14,15,21], and the TNM classification of the disease has
been recently questioned [7]. Some authors considers
that a chromophobic variant of RCC has a better progno-
sis than a conventional variant but most authors argued
with this sentence [14,15,21]. Therefore, detection of new,
more sensitive and specific prognostic markers predict-
ing the clinical behavior of the tumor is of utmost impor-
tance [5,14,15,20,21].

Recent advances in cell-cycle evaluation have led to the
identification of proteins responsible for the regulation of
cell proliferation. Indeed, several markers of this origin have
been evaluated in various human malignancies including
RCC[15,20,23].

p27 is a cyclin-dependent kynase inhibitor gene (CGKIG)
of a Cip/Kip family which can negatively control the cell
cycle through inhibition of cyclin and cyclin-dependent
kynase (CDK) complexes [13,22,24]. It has been shown
that p27®™® can provide additional prognostic informa-
tion in multiple different tumors [2,3,6,11]. There is increas-
ing evidence that low expression of p27 is an important
clinical marker of disease prognosis in various tumor types
[2,4,6,17,26]. Very few studies have evaluated the value of
p27 in RCC however, with different and often conflicting
results [1,8,9,16,18,19,22,25,26].

The goal of the current study was to analyze the ex-
pression of p27 in benign and malignant (RCC) renal
tissue samples and also in different histological types

of RCC.

Material and methods. Patient groups. The study popula-

12

tion consisted of 70 consecutive patients treated at our
institution from 2003 to 2004. The patients were divided in
2 groups: group I: 24 normal human kidney tissue samples
resected from patients of different ages due to renal cell
carcinoma (67%) and kidney trauma (33%), and group II:
46 RCC samples received from 41 radical and 5 partial ne-
phrectomies.

The mean age of patients in Group I was 53,4+17 years
(range 21-80 years); 63% were male and 37% were female.
Majority (83%) of the patients underwent scheduled ne-
phrectomies due to the kidney tumours; 4 kidneys were
resected because of traumatic injury; none of them had
the clinical signs of renal insufficiency or other co-morbid-
ities. The serum creatinine values were normal in all pa-
tients. All of them were free of diabetes. 6 out of 24 individ-
uals were hypertensive. Morphological evaluation revealed
mild to moderate degree of age-associated pathological
changes in 6 persons.

The mean patient age in Group II was 50,8+10,9 years
(range 20-68 years) (p- NS vs. Group 1), 48% were male
and 52% were female. The mean follow-up is 15 months
(range: 2-24 months). Demographic and clinical data of
the patients are presented in table 1. Radical nephrecto-
my without adjuvant immunotherapy was performed in
all patients. None of them had the renal insufficiency or
other substantial co-morbidities. The serum creatinine
values were normal in all patients. All of them were free of
diabetes. 2 patients had lymph node and 1 patients dis-
tant metastases at the time of surgery. 14 out 047 (30,4%)
tumors were discovered incidentally, 24 (51,1%) were
symptomatic and the rest 3 patients (6,4%) had a system-
ic disease symptoms. Morphologic evaluation revealed
40 (87%) clear cell, 3 (6,5%) papillary RCCs, 2 (3,75%)
chromophobe and 2 (3,75%) oncocytomas. All patients
(control as well as study group) were operated in one
department and all removed kidneys were sent to the
Department of Pathology of the same institution (Nation-
al Center of Urology). The majority of the tumors were
clear cell (conventional) carcinomas. The same team of
personnel according to the single protocol has techni-
cally processed all the tissue specimens. Disease recur-
rence was defined as evidence of measurable disease on
imaging (CT, MRI, bone scan or ultrasound) and histo-
logical evaluation of suspected lesions.
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Tissue sampling and immunohistochemistry. Informed
consent for using the surgical tissues for future scien-
tific research was obtained from all patients. The study
design was approved by the internal review board of
the institution.

Resected kidney specimens from the patients of Group I
were evaluated macroscopically. After sampling accord-
ing to the main disease, 1,5x2 cm tissue samples contain-
ing cortex and medulla were taken from 2 separate, most
distant from the tumor and macroscopically normal kid-
ney regions. The samples were fixed in 4% formaldehyde
and embedded in paraffin. 4-5um thick serial sections were
stained with haematoxylin and eosin (HE), according to
conventional techniques. The sections were analyzed by
the pathologist (O.T.) to exclude oncological or other
pathological changes. Only kidneys considered normal
and with acceptable age-associated morphological
changes (mild interstitial infiltration and/or tubular atro-
phy) were further immunohistochemically evaluated and
included in the study.

Resected kidneys from the patients of Group II were eval-
uated macroscopically. The maximal tumor size was meas-
ured and 1,5 x 2cm tissue samples were taken for further
assessment. Specimens were fixed, stained and evaluated
by the pathologist according to conventional technique.
The tumors were staged according to the AJCC classifica-
tion system and graded according to Fuhrman’s grading
system [7].

4um thick sequential tissue sections were used for immu-
nohistochemistry. Tissue samples were deparaffinised in
xylene and rehydrated in graded ethanol. Endogenous per-
oxidase was blocked by incubation in 1% hydrogen perox-
ide. Sections were pretreated by the microwave antigen
retrieval procedure (4 cycles for S5Smin each at 600-
700 watt) in 10mmol/L of boiling citrate buffer solution
(pH 6,0). The necessary amount of buffer was added af-
ter each cycle to ensure the complete coverage of the
slides. Afterwards, tissue sections were incubated for 1h
at room temperature with anti-p27®™) (Oncogene, Clone
DCS72, Cat. #NA35) antibody diluted (1:100) in phos-
phate-buffered saline (PBS). After PBS washing, tissue
sections were revealed using the Biotin-Streptavadin
detection system (Star 2006, Serotec Ltd.). Samples were
developed with liquid diaminobenzidine + substrate-chro-
mogen system (Serotec Ltd., BUF022) and counterstained
with haematoxylin.

Human tonsil tissue was used as a positive control
and antigen-free PBS as a negative control, according
to the established protocols of immunohistochemical

staining.

Sample scoring and statistical analysis. Slides were

© GMN

evaluated blindly by two of the authors (O.T. and A.C.)
using a microscope (Olympus B201), under X20 and X40
magnification objectives. Only nuclear staining was con-
sidered as positive and was counted. The whole tissue
area of the same size was evaluated and scored semi-
quantitatively according to a 4 point scale of 0 to 4: no
staining — 0, mild (<30% cells positive) — 1, moderate
(31-50% cells positive) — 2 and strong staining (>50%
cells positive) — 3.

Statistical analysis was performed using a computer soft-
ware (SPSS 12.0 for Windows, Lead Technologies Inc. 2003.
Chicago, I1.). Normality of data distribution was examined
with the Kolmogorov-Smirnov test. Age-dependency of
the marker expression was analyzed by the Spearman cor-
relation. Marker expression in Group I and Group II was
compared with a Mann-Whitney test. A possible associa-
tion of the gene expression with the clinical parameters
(stage, grade, disease symptoms and tumor histology) was
analyzed with a Kruskal-Wallis test. p values less than
0,05 were considered significant. In case of a significant
difference means of the data were compared with non-par-
ametric comparison of ranks.

Recurrence-free and cancer-specific survival was estimat-
ed with the Kaplan-Meier method. The patients who died
of other reason were censored at the date of death. The
prognostic value of different clinical parameters on dis-
ease recurrence and patient death was analyzed with the
log-rank test. The additional investigated prognostic fac-
tors were classified as follows: age at diagnosis (=65 years
vs. <65 years), tumor size (=8 cm vs. <8 cm), histological
type (clear cell papillary, chromophobe, cystic RCCs) nu-
clear grade (Grade 1, Grade 2, or Grade 3), pathological
TNM stage (T1, T2, or T3), disease symptoms (inciden-
tally discovered, local or systemic), and loss of p27 ex-
pression (staining absent or present). Values of p<0.05
were considered statistically significant. All p values were
two-sided.

Results and their discussion. p27 was expressed to vari-
ous degrees by all structures of normal kidney tissue. The
gene expression was detected in interstitial, tubular epi-
thelial and vascular endothelial cells as well as in parietal,
visceral epithelial and mesangial glomerular cells of nor-
mal kidneys. In the RCC samples there was considerable
heterogeneity with regard to p27 staining intensity. Only
nuclear staining was considered as appositive staining for
RCC. Loss of expression of p27 was noticed in 14 cases
(31,1%), mild stainig was revealed in 8 (17,7%) , moderate
in — 13 (28,8%) and strong expression was detected 10
cases (22,2%).

A Spearman correlation analysis was performed to check

the age-dependency of p27 expression in the groups. The
positive correlation of p27 expression with age was de-
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tected in the control group (Rho=0,504, p=0,0180). The cor-
relation matrix for the RCC group did not revealed age-
dependent changes in the gene expression.

A comparison of the intensity of marker expression in con-
trol and study groups showed that the gene was signifi-
cantly higher expressed in normal than in RCC tissue sam-
ples (p=0,0045).

Intensity of p27 expression was negatively correlated with
maximal tumor size (fig. 1). It was significantly decreasing
with increasing tumor stage (p=0,0196) and grade (p<<0,0001)
(fig. 2).
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Fig. 1. Spearman correlation analysis of p27 vs. tumor size
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Qp<0,0001 vs. 1 and 2

Fig. 2. p27 scores according to the tumor pathological
stage and grade

The disease presentation was associated with intensity of
the gene expression, in that the patients with systemic,
metastatic symptoms (anemia, loss of weight etc.) had sig-
nificantly less marker expression than incidentally discov-
ered tumors (p=0,0301). The marker expression was signif-
icantly higher in oncocytoma’s as compared with conven-
tional RCCs (p=0,0378) (fig. 3).
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Fig. 3. p27 scores according to the disease symptoms at
presentation and tumor histology

5 patients (10%) during follow-up period had a dis-
ease recurrence. The baseline p27®™®) expression level
in these patients was significantly lower than in non-
recurrent tumors (p=0,04). Disecase-related related
death was observed in 4 cases (fig. 4). The baseline
p27% ™D expression level in these patients was signif-
icantly lower than in alive patients (p=0,0106). The
Log-Rank analysis showed that loss of p27®&®D ex-
pression were the risk-factors of oncological patient
death (p=0,005) (fig. 5).

Survival Plot

1,0
0,9-
0,8
0,71

20,6

205-

@ 0,4
0,3
0,2-
0,1
0,0

0 5 10 15 20 25
Fdlowup

Log-Rank p=0,0106
1. High intensity p27 expression (High curve);
2. Low intensity of p27 expression (Low curve)

Fig 4. Kaplan-Meier cancer-specific survival curves ac-
cording to the p27 expression intensity status
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Fig. 5. Kaplan-Meier cancer-specific survival curves ac-
cording to the loss of p27 expression

The lack of prognostic markers predicting disease outcome
is one of the most important problems in RCC. To date,
tumor stage, grade and the patient performance status have
been identified as the most reliable and useful prognostic
markers. Tumor stage, which reflects the anatomical spread
of the disease, has been shown to have the greatest im-
pact on clinical behavior of the tumor [14,15,21]. However,
the staging system of RCC has been changed several times
in the last decade. In 1997, the International Union Against
Cancer (IUCC) and the American Joint Committee on Can-
cer (AJCC) proposed a TNM system that is now recom-
mended for RCC. That was a revision of the 1992 TNM
system. The 1997 system was modified in 2002. Yet, this
modified version was recently criticized and called for re-
vision [7]. Almost all histopathological tumor grading sys-
tems have shown that the tumor grade has an independ-
ent prognostic value in RCC [14,15,21]. However, subjec-
tivity in reproducibility of the tumor grade is a major prob-
lem and controversy still exists concerning its association
with survival [14,15,21].

With the better understating of molecular biology and ge-
netics of RCC numerous new markers have been evaluated
[14,15,20,21,23]. One of the new and promising directions
for future research in this area is evaluation of the cell
cycle regulatory proteins. The cell cycle is a process that
allows an ordered replication of each cell’s genome fol-
lowed by its division into two daughter cells. Dysregula-
tion of the cycle results in rapid cellular proliferation and is
a hallmark of cancer development [22,24]. The cycle is con-
trolled by a cascade of positive and negative regulatory
elements. Passage through the cell cycle requires cyclin-
CDK complexes [22,24] CDKs are regulated by a group of
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proteins known as cyclin-dependent kinase inhibitor genes
which play an important role in cancer generally [2,13,17,26]
and in genitourinary carcinoma in particular [3,4,6]. p27 is
one of the member of Cip/Kip family of CDKIGs. Its prog-
nostic value has been evaluated in different human malig-
nancies [2,13,17,26]. It has been shown, that loss of p27
protein predicts a poor prognosis for breast, colon, gas-
tric, lung and esophageal cancers (Anticancer 12). De-
creased p27 expression has also been linked to increasing
tumor grade, stage and poor survival in bladder and pros-
tate cancers [3,6].

Only few studies evaluated the value of p27 in RCC with
controversial results. Low p27 and increased retinoblasto-
ma protein expression were the two independent prognos-
tic factors of poor outcome in RCC (Haitel et al) [8]. Expres-
sion of p27 was inversely correlated with tumor size. The
tumor stage and low p27 expression were the factors de-
termining disease-specific survival [19]. A progressive loss
of nuclear p27 expression has been detected with increas-
ing tumor grade but the association between low p27 ex-
pression and disease-specific survival has not been de-
tected (36 own). Hedberg and coauthors found an inverse
correlation between p27 expression and tumor size. Pa-
tients with low p27 tumors had a poor survival [9]. The
same authors have examined several cell cycle proteins
and found that low cyclin D1 and p27 expression were
associated with high grade, large tumor size and poor prog-
nosis (10). The patients with low p27 expression and Skp2
immunoreactivity had a less favorable outcome in clear
cell cancers [18]. Moreover, progression of RCC from stage
Tla to T1b was associated with significantly decreased
p27 expression [16]. The results of above studies are con-
flicting showing association between p27 expression and
tumor size stage and grade [1,9,10,18], stage only [19,16],
and no association with clinical parameters at all [8]. With
regard to prognostic significance, association between low
p27 expression and poor prognosis has been detected by
almost all authors [1,6,8,9,10,18,19].

In contrast to the above mentioned studies we evaluated
the prognostic value of loss of p27 expression. It was de-
tected in 29% of RCC specimens. We found that loss of
p27 activity is a risk-factor of tumor recurrence and patient
survival. This result corresponds with the numerous other
studies showing the prognostic value of p27 expression in
breast, colon, gastric, lung and esophageal cancers
[3,4,13,17,26]. In the Cox hazard regression model loss of
p27 expression was the strongest predictor of cancer-free
patient survival. The significant association was found
between p27 expression and tumor stage and grade in ac-
cordance with other reports [9,10]. It should be mentioned
that the majority of published studies were done on the
clear cell subtype of RCC. Only two reports analyzed ex-
pression of p27 in different histological subtypes of RCC
[10,18]. The value of p27 as a marker to separate chromo-
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phobe from the clear cell subtype has been identified [10,18].
In the current study we could show that the gene expres-
sion was significantly higher in oncocytomas as compared
with conventional RCCs. The new finding of this study is
the difference of p27 expression according to the disease
manifestation type. The patients with systemic symptoms
(anemia, loss of weight etc.) had significantly less marker
expression than incidentally discovered tumors.

The results of this study show, that eexpression of p27
is significantly decreased in RCC as compared with nor-
mal kidney tissue. Intensity of the gene expression is
associated with clinical parameters: tumour size, stage,
grade, disease presentation (symptomatic vs. inciden-
tal) and tumour histology. It has been shown for the
first time to our knowledge that the loss of p27 expres-
sion is a risk-factor for disease recurrence and the strong-
est predictor of cancer-specific survival. Prospective
studies are needed to confirm the prognostic value of
the marker in patients with RCC.
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SUMMARY

PROGNOSTIC SIGNIFICANCE OF p27®"*Y EXPRESSION
INRENAL CELL CARCINOMA

Pertia' A., Nikoleishvili' D., Trsintsadze? O.,
Gogokhia® N., Managadze' L., Chkhotua' A.

!National Centre of Urology, Departments of Adult Urology and
’Department of Pathology, *Thilisi State Medical Academy, De-
partment of Laboratory Diagnosis

The importance of cyclin-dependent kinase inhibitor genes (CD-
KIG) in benign and malignant urological diseases is a subject of
intense ongoing investigation. The goal of the current study was
to analyze the expression of p27®iP) CDKIG in benign and
malignant renal cells and assess their possible association with
different clinical parameters.

Expression of p27®i*) CDKIG was evaluated and compared in
24 normal human kidneys and in 46 renal cell carcinoma (RCC)
samples. Intensity of the gene expression was compared be-
tween the groups and possible association was analyzed with
the cancer clinical parameters.

The gene was significantly higher expressed in normal than in
RCC tissue samples (p=0,0045). Intensity of the marker ex-
pression in RCC was negatively correlated with tumor size
(Rho=-0,438, p=0,0051) and associated with stage and grade
(p=0,0488 and <0,0001, respectively). The patients with
symptomatic disease had significantly less marker expres-
sion than incidentally discovered tumors (p=0,0301). The
marker expression was significantly higher in oncocytomas
as compared with conventional RCCs (p=0,0378) The base-
line p27®PPh expression level in these patients was signifi-
cantly lower than in non-recurrent tumors (p=0,04). Disease-
related related death was observed in 4 cases. The baseline
p27&irh expression level in these patients was significantly
lower than in alive patients (p=0,0106). The Log-Rank anal-
ysis showed that loss of p27XiP) expression were the risk-

factors of oncological patient death (p=0,005).

Eexpression of p27 is significantly decreased in RCC as com-
pared with normal kidney tissue. Intensity of the gene expres-
sion is associated with clinical parameters: tumour size, stage,
grade and disease presentation. Loss of p27 expression is a risk-
factor for disease progression.

Key words: renal cancer, CDKI gene, p27®&irD,
PE3IOME

MNPOTHOCTUHYECKOE 3HAYEHHUE OKCIIPECCHUH
WHTUBUTOPA KJIETOYHOI'O HUKJIA p27%*Y TIPA
MOYEYHOKJIETOYHOM PAKE

Meprus' A.P., Hukoaenmsuan' /1.0., Hunuanze? O.B., To-
roxusi® H.A., Manaranse' JL.I., Uxorya' A.B.

'Hayuonanenoiii yeump yponoauu um. A. Llynykudse, omoene-
Hue nodpocmrosou yporoeuu; ‘omoenenue namonozuu; *Tou-
JUCCKULL 20CY0aAPCMBEeHHbII MeOUYUHCKUL YHUBepcumen, Ka-
¢eopa yponoauu

Ilenpro mccneqoBaHUs SBUIOCH M3yUEHHE IKCIIPECCUH
p27%PY nporenna npu moueynHokaeTounom pake (ITKP) u
BBISIBJIEHUE KOPPEJISLIMOHHON CBSI3M MEXIY JKCIpeccuen
MPOTENHA U IPYTUMH MPOTHOCTHYECcKUMH (axTopamu [TKP.
DKcmpeccus NpOTeHHA B OTYXOJIEBBIX TKAHIX H3y4deHa B 46-
n coydasx. HopmanpHas modedyHas TKaHb SIBISIACh KOHT-
POJIBHBIM MaTepuanaoM. Pe3ynbTaTsl HCCIEAOBAHUS TOKA3a-
au, uto skenpeccust p27&P) npoTerHa MHTEHCUBHEE B HOP-
MaJbHOM MOYEUYHON TKAHM MO CPAaBHEHHUIO C OMYXOJIEBOH
(p=0,0045) u HAXOAUTCA B HETaTHUBHON KOPPEIALHOHHOMN
CBSI3M cO cTanueil u crenenbio audpepennuanuu [IKP (co-
otBercTBeHHO p=0,0051 u p=0,0001).

Vposens p27&P) nporerna n3Ha4aNIbHO ObLI HU3KUM B TEX
ciydasix, Korga 00JIe3Hb peluIMBHPOBaNa B MPOLEcce Ha-
omronenus (p=0,0106).

Hayunas nybnuxayus

KIDNEY TRANSPLANTATION IN GEORGIA: A SINGLE CENTRE
EXPERIENCE WITH LIVING-RELATED DONORS

Chkhotua' A., Maglakelidze’ N, Managadze' L.

!National Center of Urology, Departments of Urology and *Nephrology

The success rate of kidney transplantation (Tx) has im-
proved dramatically and it has become the treatment of
choice for patients with end stage renal disease [2]. Ad-
vances in immunosuppressive therapy during the last two
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decades have led to a substantial improvement in the out-
come of kidney Tx. The use of new immunosuppressive
regimens (CsA or FK based) not only substantially im-
proved the graft survival, but also decreased the incidence
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of various complications and increased the number of po-
tential transplant candidates including more high-risk pa-
tients (diabetic, elderly etc). Unfortunately, with the per-
manently growing demand for Tx, the supply of kidneys
has remained stable and severe organ shortage subse-
quently occurred [4,10]. This is the major problem of kid-
ney Tx today [5,8]. Several solutions to these problems
have been reported and some of them have been tried, but
organ deficiency still exists. The situation is even getting
steadily worse as the list of potential recipients awaiting
organ Tx continues to grow by about 20% per year [5].
Currently more than 70000 patients are on the UNOS na-
tional patient waiting list for kidney Tx [12].

Although the renal Tx is done in Georgia from 1995, it is legally
permitted since March 2000. The national law allows organ Tx
from cadaver, as well as living donors. Both, living related and
unrelated (spousal only) Tx can be performed in the country.
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In this paper we present the results of 37 living renal trans-
plants performed at our institution during the last 7 years.

Material and methods. The data of 37 patients who un-
derwent living donor kidney Tx at the National Centre
of Urology from January 2000 to December 2007 have
been collected and analysed. All transplants were per-
formed from genetically related donors. 21 patients
(56,7%) were male and 16 (43,3%) were female. The mean
recipient age was 27+11 years and the mean donor age
was 49+9 years. Only 1 (2,7%) patient was diabetic. 65%
of them were dialysis dependent (54% haemo and 11%
peritoneal) at the time of Tx. All patients received the
first kidney graft.

The most frequent form of donation was parent to child
(89,2%). In 2,7% of cases organ was offered by sibling and
in 5,4% - by cousin and uncle each (table 1).

Table 1. Types of donor/recipient relationship

Relationship N %
Parent 32 86,5
Cousin 2 5,4
Uncle 2 5,4
Sibling 1 2,7

All transplants were performed according to ABO compat-
ibility and negative direct cross-match. Blood transfusions
were never used prior to Tx. The HLA antigen typing and
PRA tests were not performed.

All patients and donors were studied according to proto-
cols accepted at our Centre. Assessment of potential do-
nor renal function, infectious disease profiling, serum bio-
chemistry, complete blood count, urinalysis and coagula-
tion studies were followed by aortography and/or CT an-
giography and intravenous urography to identify renal and
upper urinary tract anatomy. All transplant operations were
approved by the ethical committee of the Ministry of
Health of Georgia.

Operative procedure. All donors and recipients were ad-
mitted at the hospital on the evening before surgery. Dur-
ing the night donors received I'V hydration with 2 litters of
lactated Ringer’s solution. Unilateral nephrectomy with the
retroperitoneal approach was done under general anaes-
thesia. Kidney graft was flushed with cold Ringer’s solu-
tion and kept in mixed ice-water solution until the Tx. Im-
plantation was performed into either iliac fossa using end
to side anastomosis between the renal and external iliac
vessels. The donors were discharged from the hospital
one week after the operation and were further followed by
nephrologist.

Immunosuppressive protocols. Immunosuppression for all
recipients was initiated 3 days before surgery. Intraopera-
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tively 500 mg of IV Solumedrol was given immediately be-
fore the reperfusion. Standard triple immunosuppressive
protocol with CsA, Cellcept (CC) and Prednisolone (Pred)
was started on the first postoperative day (POD). CsA dose
was adjusted according to the whole blood medication lev-
els. Standard dose of CC was 1000 mg twice a day. Pred. was
started with the dose of 250 mg/d and gradually decreased
until a dose of 30mg at the end of the first month.

Acute rejection episodes were diagnosed by clinical pa-
rameters like decreased urine output and increased serum
creatinine (Cr) levels in the absence of urinary tract ob-
struction, infection, dehydration or drug induced toxicity.
Vascular resistance on renal arteries was evaluated by
Doppler ultrasonography. Rejection episodes were treat-
ed with bolus doses of steroids for 3 days.

The patients were followed for a mean of 29,5 months (range:
1,5-85 months). The following parameters were analysed:
early and late posttransplant complications, rejection rate,
the most recent Cr, patient and graft survival rates.

Results and their discussion. The types of early and late
postoperative complications, their treatment modalities and
outcomes are presented in table 2. Haemorrhage, gastro-
intestinal bleeding and graft thrombosis were the most
important early postoperative complications. Two (5,4%)
patients developed delayed graft function and needed di-
alyses for 21 days. Graft function was completely recov-
ered and both patients are dialysis-free.
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Table 2 Types of postoperative complications and their outcome

Complication N (%) Treatment QOutcome

Early
Haemorrhage 2 (5,4) Transplantectomy (1), revision and control (1) | Return to dialysis (1), death (1)
GI bleeding 4 (10,8) | Conservative treatment (3), fibrogastroscopy | Recovery

with coagulation (1)

Graft thrombosis 2 (5,4) Transplantectomy (1) Return to dialysis (1), death (1)
Acute graft failure 2 (5,4) Dialysis+conservative treatment Recovery
Acute rejection 1(2,7) Steroid bolus Graft loss
Urine leak 2(5,4) Uretherocystoneostomy Recovery
Uretheral stricture 2 (5,4) Uretherocystoneostomy Recovery
Lymphocele 3(8,1) Sclerotherapy (2), marsupialization (1) Recovery (2), graft loss (1)
RAS 1(2,7) Stenting, open angioplasty Return to dialysis
HUS 1(2,7) Plasmapheresis CAN
Acute liver failure 1(2,7) MARS Death

Late
CAN 3(8,1) Conservative treatment Return to dialysis (1)
Bacterial sepsis 3(8,1) Conservative treatment Recovery (2), CAN (1)
CMV sepsis 2(54) Conservative treatment Recovery (2), death (1)

GI - Gastro-intestinal, RAS — renal arterial stenosis, HUS — hemolytic-uremic syndrome,
CAN — Chronic allograft nephropathy, CMV — cytomegalovirus, MARS - molecular adsorbent recirculating system

On the whole 6 (16,2%) biopsy proven acute rejection ep-
isodes have been detected, of whom 5 were successfully
treated with bolus steroids. One episode of steroid-resist-
ant rejection was developed, which lead to subsequent
graft loss.

The mean value of the most recent serum Cr level is
1,6+1,1g/dl (range: 0,7-6,2g/dl).

On the whole 4 (10,8%) patients died, of whom 2 (5,4%)
with functioning graft. 1, 2 and 3 year patient survival for
the whole group was 89,2%. The overall mean patient sur-
vival was 27,4+3,6 months.

6 grafts were lost during the study period. Reasons for the
graft loss were: vascular thrombosis, acute nonrespond-
ing rejection, main disease recurrence and CAN. 1,2 and 3
year graft survival for the whole group was 89,2%, 83%
and 83%, respectively. The overall mean graft survival was
22,843,2 months.

The use of living kidney donors was started in the earliest
days of renal Tx, when dialysis therapy was not routinely
available. The very first living unrelated kidney transplants
were reported by Kuss in 1951 [6]. The kidneys were from
patients who underwent nephrectomies for benign renal
diseases. As no immunosuppression was available at that
time the results were dismal.

With the advent of total body irradiation and the use of 6-
mercaptopurine and cortisone, the very first successful
transplants from living unrelated donors were reported by
the same author in early 60’s [6]. These were emotionally
related donors, hasband to wife and brother-in-low to sis-
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ter-in-low. Thus, chemical immunosuppression allowed the
physicians to accept both, related and unrelated donors
for kidney Tx.

Two developments have impacted dramatically the fate of
living donor kidney Tx: implication of donor-specific blood
transfusion and the advent of Cyclosporine A immuno-
suppression. Possibility to reveal the sensitised patients
before Tx, and improved posttransplant immunosuppres-
sion gave substantial preference to living donors with
comparison to cadaver ones and improved the clinical re-
sults [1,9].

According to 1996 UNOS Scientific Renal Transplant Reg-
istry report, the one-year graft survival rates of one haplo-
type matched siblings and unrelated donors are identical
(92%) and higher than that of cadaver kidney transplants
(84%) [3]. 3 year graft survival rate of spousal (85%) and
other unrelated (81%) transplants were in the range of 1
haplotype matched living donor Tx (82%) and significant-
ly higher than the results of cadaver Tx (70%) [11].

According to the 12-year experience of Washington Uni-
versity School of Medicine, number of rejections, most
recent Crand 1 and 5 year graft survival rates were similar
in living related and unrelated donor transplants. Survival
data were significantly higher than that of cadaver Tx
(93,1% and 85,9% vs. 84,6% and 70,7%, respectively) [7].

In the current paper we analysed early and late postopera-
tive results of the living kidney Tx performed at our institu-
tion during the last 7 years. Results of our study show, that
vast majority of the donors in Georgia are represented by
parents followed by other relatives. There was no case of
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spousal donation up to now and this donor source should
be more actively used to increase the number of transplants.

The incidence of most postoperative complications in our
series is identical, or even lower than in the developed
countries. The relatively high rate of haemorrhages (in-
cluding GI bleeding) and lymphoceles have been detected
in our series. However, there is a clear tendency towards
decrease of these complications in the recent years. This
has been achieved by improvement in surgical technique
and routine preoperative use of fibrogastroscopy.

The acute rejection rate (16,2%) was in the range well-
matched with the immunosuppression regimen used in these
patients (CsA+CC+Pred). Vast majority of them were suc-
cessfully treated with bolus steroids. One graft (2,7%) was
lost due to the steroid-resistant rejection. Unfortunately,
monoclonal antibodies are not available in Georgia yet.

The patient and graft survival rates in our series are compa-
rable with that reported in the literature. It is worth to men-
tion that we represent here the results from the beginning of
renal transplant program at our institution. The transplant
outcomes have substantially improved in the last years. For
instance, the mortality rate associated with kidney Tx has
decreased form 38% in 1995-200, to 5,4% in 2000-2007.

In conclusion, our results show that on the background of
contemporary immunosuppression it is possible to take all
advantages of the living kidney Tx like: decreased cold
ischemic time, advanced planning of operation with ad-
justment of recipient and donor health parameters, and
initiation of immunosuppression prior to Tx. The results of
kidney Tx will steadily improve with progress in surgical
technique and experience and can achieve the acceptable
level. The pool of living-unrelated (spouses etc.) donors
should be wider used by encouraging them to donate.
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SUMMARY

KIDNEY TRANSPLANTATION IN GEORGIA: A SINGLE
CENTRE EXPERIENCE WITH LIVING-RELATED DONORS

Chkhotua' A., Maglakelidze* N, Managadze' L.

INational Center of Urology, Departments of Urology and*Ne-
phrology

37 patients underwent living donor kidney Tx at the National
Centre of Urology from January 2000 to December 2007. All
transplants were performed from genetically related donors. The
mean follow-up was 29,5 months. The following parameters were
analysed: early and late posttransplant complications, rejection
rate, the most recent Cr, patient and graft survival rates. Haemor-
rhage (5,4%), gastro-intestinal bleeding (10,8%) and graft throm-
bosis (5,4%) were the most important early complications. 6
(16,2%) episodes of acute cellular rejection were detected of whom
5 were treated successfully with bolus steroids. Two (5,4%) pa-
tients developed delayed graft function and needed postoperative
dialyses. The mean value of the most recent serum Cr level is
1,6£1,1g/dl (range: 0,7-6,2g/dl). 1, 2 and 3 year patient survival
for the whole group was 89,2%. 1, 2 and 3 year graft survival for
the whole group was 89,2%, 83% and 83%, respectively. The
mortality rate associated with kidney Tx has decreased form 38%
in 1995-200, to 5.4% in 2000-2007. The results of kidney Tx can
achieve the acceptable level with improving surgical technique and
experience. The pool of living-unrelated (spouses etc.) donors
should be wider used to increase the number of transplants.

Key words: kidney transplantation, living donor.
PE3IOME

PE3VYJIBTATBI TPAHCIIVTAHTAIIUU ITOYKHU C UC-
MNOJBb30BAHHMEM KHUBbBIX JTJOHOPOB

Uxorya' A.B., Marnakeaunsze? H.JI., Manaranze' JL.I.

"Hayuonanonotii yenmp yponoeuu um. A. Llyryxuoze, omoene-
Hue yporoauu u *omoenenue negporocuu

[IpousBeneHa TpaHcmiIanTays moyku 37-u 0ompHBIM 32 2000-
2007 rr. Bce 1OHOPBI ¥ pEIUITUEHTHI OBUTH TEHETHYECKIMU POJI-
cTBeHHUKaMH. Cpe/iHsIs TPOJOJDKUTEILHOCT HAOIIONCHHUS CO-
craBmia 29,5 mecsues. KpoBoteuenus n3 anocromosa (5,4%),
skemynouHo-kumedssie (10,8%), Tpom603 TpancmianTara (5,4%)
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ObLTH CAaMBIMH 3HAYUMBIMH ITOCTOIEPALIMOHHBIMHU OCIIOKHEHHUSI-
Mmu. BeisiBneno 6 (16,2%) ciaydaeB 0oCTpOro OTTOPKEHHUS TPAHC-
IUTAHTATA, U3 HAX 5 YCHEIIHO BhUICUEHBI MTyIbC-CTepOHIaMu. Y
2-x (5,4%) u3 obmero yncna 60IbHBIX HAOMIOATaCh OCTpast He-
JIOCTaTOYHOCTH TPAHCIIAHTATA C HEOOXOIMMOCTBIO [TOCTOTIEpPa-
uuoHHOTO Auanu3a. CpeHuil ypoBeHb KpeaTHHUHA B KPOBH CO-
craun 1,6+1,1 r/mn. Opna, 2-X ¥ 3-rogudHasi BBLKHBAEMOCTh
ManueHToB cocTaBmia 89,2%, a ojHa. 2-X U 3-TOAMYHAS BBKH-

BaeMocTh TpaHcIutanTara — 89,2%, 83% u 83%, cooTBeTCTBEH-
HO. YPOBEHb JIETaIbHbBIX HCXO/I0B MOCIIE TpaHCIUIaHTalui B [ py-
3un cam3uics ¢ 38% B 1995-2000 rr. 10 5,4% B 2000-2007 rr.
‘YcoBepIIeHCTBOBaHHE OTIEPATHBHOM TEXHUKH U OIIBITA BEACHUS
OOJIBHBIX TMO3BOJIAT JOCTUTHYTH PE3YJIBTATOB MO TPAHCILIAHTA-
LMY TIOYKH 3alaIHBIX CTpaH. | eHeTHYeCKN HepOCTBEHHBIE J10-
HOPBI TOJKHBI Yallle MPUBICKATHCS C [EbI0 YBETUYEHUS KON~
YeCcTBa TPAHCIUIAHTALUH.

Hayunas nybnuxayus

IS RADICAL PROSTATECTOMY AN OPTION
IN HIGH-RISK PROSTATE CANCER PATIENTS?

Karazanashvili' G., Muller? S.

'Thilisi State Medical University, *University hospital of Bonn

Prostate cancers with unfavorable clinical data, stage T3
and/or PSA>20ng/ml and/or Gleason =8, fell into the so-
called high-risk group. Why these patients are of especial
interest? Long-term survival exceeds 90% in patients with
intermediate- and low-risk prostate cancer while men in
the highest risk group have a 25% chance of dying from
their disease before 5 years and up to a 50% risk of death
from prostate cancer at 10 years [1].

In cases of clinical T3 or more stage and/or pretreat-
ment PSA>20ng/ml and/or biopsy Gleason score 28 most
researchers are talking about the high-risk of patholog-
ically locally advanced disease. However, postopera-
tively, the rate of tumor spread into the lymphatic sys-
tem is not low in these cases, it is about 25-33% [2-5].
Thus these men are not only at risk of locally advanced,
but at risk of metastatic disease as well. Accordingly
seems that more appropriate would be to speak about
the high-risk of advanced disease in above mentioned
cohort of prostate cancer patients. This is very impor-
tant to realize, when planning the treatment strategy.
However the treatment options for high-risk men usual-
ly steak with those for locally advanced prostate can-
cer. Common treatment options usually include hormo-
nal therapy (HT), radiation therapy (RT) or a combina-
tion of both. Radical prostatectomy (RP) has not been
considered as the standard treatment strategy in these
cases. Locally advanced prostate cancer is associated
with high risk of subclinical metastasis and disease pro-
gression; therefore watchful waiting is rarely advocat-
ed in these cases. Currently there is no consensus on
the most appropriate treatment of high-risk prostate

cancer [6].
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Until recently surgery for high-risk prostate cancer was
avoided due to two reasons: 1. the potential for incomplete
excision of the local tumor and 2. High incidence of lymph
node metastasis. This raises the question under which con-
ditions a properly executed radical prostatectomy in high
risk prostate cancer might provide a better course of action?

Radical prostatectomy in cases of T3 prostate cancer Grate
interest represents the long follow-up, largest, single in-
stitutional data presented by Mayo clinic in 2005 [4]. De-
partment of urology at this institution has advocated rad-
ical prostatectomy for clinical T3 prostate cancer patients
for over 20 years. They analyzed 5562 men managed surgi-
cally (1987-1997), of which 841 were represented with clin-
ically T3 diseases, without metastasis. The follow-up peri-
od reaches 15 years. The data demonstrates that 85%, 73%
and 67% of ¢T3 prostate cancer patients at 5, 10 and 15
years where free of local and systemic disease. Further-
more, the overall (90%, 76%, 53%) and cancer-specific sur-
vival (CSS) (95%, 90%, 79%) for patients with ¢T3 disease
at 5, 10 and 15 years was only moderately lower than that
in patients with ¢T2 disease (95%, 82% and 61%, and 99,
96% and 92%, respectively) during the same period. Strati-
fied by pathological stage, patients staged pT3 had a statis-
tically significantly different CSS from pT2, but those staged
pT3/4had a 10-and 15-year CSS of 89% and 80% with adju-
vant therapy. For patients with ¢T3 disease, RP was part of
a multimodal approach to disease eradication or control,
which included HT or radiotherapy at some time after RP in
58% and 27%, respectively. Thus as a part of this multimo-
dal approach, to patients who once felt doomed to die from
the disease, RP achieved CSS rates which approach those

in patients with cT2 disease undergoing RP.
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Survival data from 8887 men (1987-1999 yy.) with 15 year
follow-up is presented by Swedish authors using the data
from Prospective Population-Based National Prostate
Cancer Registry [7]. This is extremely valuable study,
while truly population-based, prospective cohorts are
scarce in the literature. Even the most well performed,
randomized, controlled trial usually suffers from recruit-
ment bias (i.e., it is not known what happens to the pa-
tients who are not part of the randomization). In this study
the treatment methods included - watchful waiting, hor-
monal therapy, radiation therapy, radical prostatectomy.
Cancer specific mortality at 15 years was 56% for all pa-
tients. Projected 15 year CSS was 66% for nonmetastatic
T1-T3 disease (2098 men). 15 Year CSS and overall sur-
vivals where calculated separately for watchful waiting,
hormonal therapy, radiation therapy and Radical prosta-
tectomy. The worst CSS possessed Radiation therapy
(54%), watchful waiting and hormonal therapy were rela-
tively similar (about 60%) and the best CSS data was
discovered among the patients underwent radical pros-
tatectomy (about 79%). Although there may have been
difficulties in making direct comparisons between treat-
ment groups due to differences in prognostic factors and
possibly in other confounding factors, the Cox analysis
revealed that undergoing radical prostatectomy was an
independent factor that implied a lower risk of dying from
prostate carcinoma (relative risk, 0,40).

The largest Mayo and Sweduisch data are in harmony re-
garding 15 year survival data after radical prostatectomy,
in both cases it was about 80% [4,7]. These investigations
are clearly indicating, that radical prostatectomy can be
considered as the part of multimodal treatment in cases of

clinical T3 prostate cancer.

Radical prostatectomy in cases of PSA >20ng/ml. Al-
though PSA > 20 is associated with lower rates of disease
free survival and higher rates of advanced disease, numer-
ous noncancerous pathophysiological factors influence
the leakage of PSA into serum. Often inflammation iatro-
genic manipulation and physiological variations can sig-
nificantly alter PSA level [8,9].

Also, two genes control PSA production by the prostate
gland. One gene makes the protein itself. The second
gene, which was the focus of Cramer’s study, controls
how much PSA is made [10]. This is called the promoter
gene, in which researchers discovered eight important
single nucleotide polymorphisms. Men with some of
these polymorphisms had higher PSA levels, while men
with the others had lower levels. None of the men had
prostate cancer. Although each single nucleotide poly-
morphism alone could affect the PSA level, they were
more potent in certain combinations. One particular com-
bination produced PSA levels 50% greater than another

combination, for instance.
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PSA production varies according to grade and volume of
cancer and with coexisting BPH tissue. Tumors that arise
in the transition zone may acquire a greater volume than
their peripheral zone counterparts and may be better dif-
ferentiated than peripheral zone tumors of equivalent vol-
ume, while producing much higher PSA levels than other-
wise expected for organ-confined cancer [11].

There are few published data on the long-term survival for
patient cohorts managed by radical prostatectomy and
evaluated in the context of serum PSA >20 ng/ml at diag-
nosis. Ou and coauthors have found that after RP PSA
>50 ng/ml patients had shorter freedom from PSA failure
than PSA 20,1-50 ng/ml patients (p=0,004) [12]. The au-
thors recommend the classification of high-risk PC patients
into two sub-groups PSA 20,1-50 ng/ml and PSA>50 ng/ml.
Selected men with PSA 20,1-50 ng/ml may be effectively
treated by radical prostatectomy.

Thus high PSA values do not reflect necessarily inopera-
bility of the tumor and PSA >20ng/ml still is not absolute
contraindication to radical prostatectomy.

Radical prostatectomy in cases of high-grade prostate can-
cer. High-grade prostate cancer is associated with a high inci-
dence of cancer progression, in part related to the high rate of
lymph node metastases. Therefore some centers have reject-
ed RP and advocated the need for alternative therapies, such
as conformal external beam radiotherapy with or without pel-
vic irradiation, hormonal therapy and brachitherapy either
alone or as multimodal protocol, comprising two or more treat-
ment strategies [13-15]. However the Kupelian et al have
showed, that biopsy Gleason score 8 prostate cancer pa-
tients may benefit almost the same way of RP as of RT [16]. 5
Year biochemical recurrence free survival (bRFS) in RP group
was almost the same as in—RT, 42% versus 47% accordingly
(HT was given as part of the initial treatment in 53% of pa-
tients). But 8 year local recurrences rate was 2 times lower
after RP compared with RT (12% versus 6%). RP overcame RT
also as a monotherapy — without adjuvant androgen depriva-
tion 5 Year bRFS was 43% to 29% in use of RP. Soloway and
coauthors are reporting similar 5 year bRFS of 41%, but with
significantly lower local recurrence rate after RP [17].

However biopsy Gleason score is not reliable data for de-
cision-making about the treatment strategy. The rate of
overstaging by prostate biopsy is very high - 45-55% of
men with biopsy Gleason score =8 have a lower Gleason
score in the radical prostatectomy specimen [18, 19]. Cor-
respondingly they have more favorable long-term outcome.
Also the biopsy score was not independent preoperative
variable predicting the risk of biochemical progression at 5
and 10 years [5,18].

So the rejection of RP in favor of RT, which is based on
biopsy data (Gleason score =8) seems not wise.
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Radical prostatectomy in cases of T4 and/or lymph-node
positive prostate cancer. Metastatic prostate cancer, which
is the precursor of most deaths from the disease, is treated
most commonly with hormonal therapy. Generally the pri-
mary tumor is never treated. There is evident that control-
ling other primary neoplasms affects patient survival, for
example in cases ovarian or breast cancer. But, there are
few data on the role of radical prostatectomy in the man-
agement of metastatic prostate cancer. Bader et al report-
ing on 367 patients with clinically organ confined pros-
tate cancer, which have been underwent meticulous pel-
vic lymph node dissection and radical prostatectomy [2].
None of the patients received immediate adjuvant thera-
py. Of the patients 92 (25%) had histologically proven
lymph node metastases. Median follow up was 45 months.
Time to prostate specific antigen relapse, symptomatic
progression and tumor related death were significantly
affected by the number of positive nodes. The authors
concluded that meticulous pelvic lymph node dissection,
particularly in patients with micrometastases, seems not
only to be a staging procedure, but may also have a pos-
itive impact on disease progression and long-term dis-
ease-free survival. Serni and coauthors reporting on 45
lymph-node positive men treated with RP and adjuvant
HT. The 3 and 5 years survival where quite high — 72,6%
and 60,5% respectively [5].

Patients with clinical T4 undergo radical prostatectomy
infrequently. Although generally, it is not considered ef-
fective in rendering a cure, surgery sometimes is performed
either to enhance the local control or to “debulck” the
lesion. There is a lack of information regarding the out-
comes of RP in Patients with ¢T4. In this regard grate inter-
est represents the data presented by Jonstone et al., which
comparing the effectiveness of RP with the other treat-
ment options in1089 patients with clinically T4 disease
[20]. The patients who undergo RP for ¢cT4 prostate cancer
may have increased 5 year survival (72,6%) compared with
patients who receive RT alone (61,8%) or HT (41,5%) and
their survival is comparable to that achieved by patients
who receive combined RT and HT (71,1%). However the
benefit of RP appears to be limited to a relatively small
subset of patients who have regional lymph node exten-
sion. Interestingly, adjuvant therapy does not appear to
improve survival for patients after RP for cT4 prostate can-
cer. Also, of 72 men with clinically T4 PC, which underwent
to RP, in 24 (33%) cases the pathologic stage was down-
graded to T3 disease.

These data is showing, that selected patients with T4 pros-
tate cancer and subclinical metastatic disease can benefit
of radical prostatectomy. Also not really preoperative over-
staging takes place, while clearly this misclassification is
not limited only to surgical patients, rather surgical pa-
tients represent only group for which the accuracy of clin-
ical staging can be evaluated.
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Feasibility of radical prostatectomy in cases of high risk
prostate cancer. In the largest single institutional Mayo
series on radical prostatectomy in ¢T3 disease the main
intraoperative complication was rectal injury (1,6%), which
was closed primarily in all cases with no need for colosto-
my [4]. Hospitalized blood transfusion was required in 29%.
After RP, 75% of the reporting patients had no erectile
function, reflecting the infrequent use of a nervesparing
technique (26%). Urinary continence at 1 year was
achieved in 79% of men, with few (6%) having severe uri-
nary incontinence (=2pads/day). Bladder neck contrac-
ture occurred in 11,2% and urethral stricture in 3,2% of the
men. Davidson et al. prospectively analyzed 188 consecu-
tive RP and found no significant difference in complication
rates for patients with ¢T3 and clinically localized disease
[21]; the overall mortality rate was 1,5%. Of those men with
1 year of follow-up, 5,9% remained with some incontinence
and 32% had narrowing of the anastomosis requiring dilata-
tion, and potency was retained in 43%. Thus RP is quite
save procedure in high-risk prostate cancer patients.

RTvs. RP in cases of high risk prostate cancer. Although
there are no prospective randomized studies comparing
the effectiveness of radiation therapy and radical prosta-
tectomy, some nonrandomized studies are available. Ku-
pelian and coauthors have compared the effectiveness of
RT and RP [22]. They presented the analysis of 1,865 con-
secutive patients treated in the Cleveland Clinic Founda-
tion. No adjuvant therapies where used following the local
treatment. The data clearly shows that treatment dose bel-
low 72 Gy should be considered as inadequate to control
the localized disease. But RT with treatment doses over 72
Gy was almost so effective as RP in high risk group [16,
22]. However the comparison of recurrence free survival
after RP and RT is difficult because of absent of reliable
failure definition after RT. When PSA cutpoint of 0,5 ng/ml
was used as the sign of cancer recurrence in high risk
group, not excluding cases with neoadjuvant HT, then RP
produced the better results compared with RT in univari-
ate analysis. Southwest Oncology Group (Study 8894) ex-
amined the impact of radical prostatectomy and radiother-
apy on the outcome in patients with metastatic prostate
cancer in the context of a randomized clinical trial [23]. The
group randomized 1,286 men with metastatic prostate can-
cer to orchiectomy and placebo or orchiectomy and fluta-
mide. The impact of previous radical prostatectomy or ra-
diotherapy on survival was studied. Previous radical pros-
tatectomy in patients with metastatic prostate cancer was
associated with a statistically significant decrease in the
risk of death (hazard ratio 0,77) relative to those who did
notundergo earlier prostatectomy. Surprisingly, conversely
previous radiotherapy was associated with 22% greater risk
of death relative to those who had previously undergone
prostatectomy. The study raises the question of whether
control of the primary tumor impacts the ultimate outcome
in patients with advanced prostate cancer. However, it must
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be stressed that this intriguing observation was a second-
ary analysis of a phase I1I study. That is why this observa-
tion must be replicated in other data sets before patients
with advanced cancer alter their treatment decision.

The presented data rising the judgments, pros and cons
for RT and RP. Eliminating the prostate might reduce the
potential for late dissemination of radioresistant prostate
cancer cells and simplify the use of serum PSA levels in
the follow-up. For about quarter of patients who are over-
staged clinically, it eliminates the over treatment of organ-
confined disease with combined hormonal and radiothera-
py, which is the current standard treatment for ¢T3 dis-
case. With close follow-up and serial PSA measurements,
the remaining patients harboring pT3 disease may avoid
castration and the deleterious effect that this has on qual-
ity of life, until the PSA becomes detectable [4]. On the
other hand, patients with N+ disease, which unless bulky
is difficult to detect with modern imaging techniques, can
initiate early HT, which has been found to improve surviv-
al over delayed HT in patients with N+ disease [24]. Oppo-
nents of surgical treatment have cited a lack of benefit if
the prostate is not completely excised, an increased inci-
dence of micro metastasis, and increased surgical morbid-
ity. Wide-field irradiation has therefore become the stand-
ard accepted treatment, but as a monotherapy, radiothera-
py has had limited long term success [4]. However, it is
clear that high risk patients do poorly with monotherapy
of any type and would be best served with multimodal
therapy in the setting of a clinical trial.

Systemic therapy. Many high-risk patients have occult
metastases at presentation and will not be cured by local
therapies alone. Thus because the majority of patients with
high-risk prostate cancer fail with distant disease, it is clear
that improved systemic therapy is needed in conjunction
with local treatment. Systemic treatment approaches to the
patient with high-risk localized prostate cancer can include
hormone therapy, chemotherapy and new treatment mo-
dalities such as immuno and antiangiogenesis therapies.

Androgen ablation is the best studied systemic therapy.
Neoadjuvant HT followed by RP has been viewed as a
means of increasing cure rates. All 7 published randomized,
placebo-controlled trials that included 1400 patients and
compared HT followed by RP with RP alone reported a
decrease in rates of positive surgical margins, but none
demonstrated any improvement of in biochemical relapse
free survival or overall survival. Adjuvant HT after radia-
tion therapy represents the standard treatment for local-
ly advanced prostate cancer today, however many pa-
tients still relapse, develop androgen-resistant disease
and eventually die from there disease [24-26]. Adjuvant
HT after radical prostatectomy in high risk prostate can-
cer cases, eventually it seems mandatory to improve the
treatment results [27].However there are no randomized
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clinical trials comparing the effectiveness of RT and RP
with adjuvant HT.

Historically, chemotherapy has not been viewed as hav-
ing a crucial role in the management of patients with pros-
tate cancer. The failure of a variety of regimens to show
significant responses and survival benefits in the hormone-
refractory population led many researchers to believe that
chemotherapy should not be considered standard for ad-
vanced prostate cancer patients, with the exception of
participation in clinical trials for select patients. However,
recently have been shone that Taxans, particularly Do-
cetaxel, improves survival in patients with hormone-refrac-
tory prostate cancer. The drug binds to tubulin, stabilizes
microtubule formation and inhibits depolymerization. Al-
though the survival benefit was a modest 2 months, the
results hold the promise that docetaxel based treatment in
carlier-stage disease may provide a longer survival advan-
tage because it is clear from other tumors, notably colon
and breast cancer, that agents active in the metastastic
setting can prove to be even more beneficial when used in
patients with earlier stage disease [28-30].

Also, the mitoxantrone (which also acts on cell microtubuls)
and either prednisone or hydrocortisone have shone better
pain-control over steroids alone in patient with hormone-
refractory prostate cancer. Unfortunately the studies did
not demonstrate significant impacts on overall survival [29].
However, the early application of chemotherapeutical regi-
mens in high risk prostate cancer patients led to positive
influence on survival. Recently Wang and coauthors have
published randomized study comparing adjuvant mitoxantro-
ne combined with maximum androgen blockade in high risk
prostate cancer patients (T3-T4) and in metastatic cases
[31]. For men with localized disease, the median survival
was longer in the hormonal therapy plus adjuvant mitox-
antrone arm than in the hormonal therapy-alone arm (80 vs.
36 months). In contrast no survival advantage was seen
with mitoxantrone in patients with documented metastatic
disease. This result one more suggests a possible role for
early initiated chemotherapy in managing newly diagnosed,
high-risk prostate cancer, but the trial was very underpow-
ered and did not include local therapy in either arm.

The abovementioned findings have promoted the initia-
tion of clinical trials on adjuvant or neoadjuvant chemo-
therapy to improve the effect of radical prostatectomy in
patients with high-risk prostate cancer. The Cancer and
Leukemia Group B (CALGB) 90203 studies is phase 3 neo-
adjuvant radical prostatectomy trial designed to assess
the role of docetaxel in patients with high-risk localized
disease. These trials, along with the Southwest Oncology
Group (SWOGQG) 9921 trial, which will assess the potential
for adjuvant mitoxantrone, are paving the way for earlier
systemic treatment. Also there are some other running tri-

als organized by industry.
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Until the results of the randomized studies are awaiting,
there are numerous small trials with variable inclusion cri-
teria, which have investigated feasibility and safety of mi-
crotubul-based chemotherapy in neoadjuvant setting with
radical prostatectomy. Consistent in all trials is that the
addition of chemotherapy increased the morbidity of the
therapy. Toxicities included mailed to moderate anemia,
neutropenia, fatigue, nausea and vomiting. But most seri-
ous complication was deep venous thrombosis, which
occurred in 22% of cases. The mean surgical time, estimat-
ed blood loss or median hospital stay was not increased;
despite the difficulty of surgery was increase because of
periprostatic fibroses due to neoadjuvant treatment [32].

The studies confirm that neoadjuvant chemotherapy prior to
radical prostatectomy is feasible, but its potential adverse
effects and benefits need to be better calculated. Adjuvant
therapy has the advantage of limiting the morbidity of addi-
tional therapy to only the highest risk patients, who typically
can be defined more precisely after examining the final patho-
logic specimen. In both cases the effect of the early applica-
tion of chemotherapeutical regimens on the survival of high-
risk prostate cancer patients need to be better defined. How-
ever, it is clear, that the liner approach to the use of systemic
therapies is changing in favor of early application of the new
agents. Whether this approach will result in the improved

survival rates needs to be farther investigated.

Conclusions:

The optimum treatment strategy for high risk prostate can-
cer remains unknown.

RP gained newly it’s place in the management of High risk
prostate cancer while better preoperative staging and in
concept of multimodality treatment (better RT, AD, chemo-
therapy).

RP is feasible procedure in selected patients with high-risk
prostate cancer cases.

RP in multimodality treatment setting can reach the same
survival rates or even improve it compared with RT with
adjuvant HT. However prospective, randomized studies
are necessary to confirm that.

Optimal multimodality treatment remains to be detected.
The study raises the question of whether control of the
primary tumor impacts the ultimate outcome in patients
with advanced prostate cancer and debulking of the tumor
with RP with following HT and/or other systemic thera-
pies can produce better treatment results.

RP can provide some quality-of-life advantages over RT,
particularly: a. RP in high risk prostate cancer patients pre-
vents significant morbidity of local prostate cancer pro-
gression (bleeding, urethral/ureteric obstruction, pain). b.
RP and following careful pathological examination moni-
toring can allow to escape quality-of-life deprimation due
overtreatment resulting from overstaging or overgrading;
c.Routine use of HT (after RT) can be avoided in T3NO

patients, if monitored closely after RP, using PSA testing.

© GMN
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SUMMARY

IS RADICAL PROSTATECTOMY AN OPTION IN HIGH-RISK PROSTATE CANCER PATIENTS?

Karazanashvili' G., Muller? S.

Tbilisi State Medical University, *University hospital of Bonn

Long term survival of men with high-risk (T3 and/or
PSA>20ng/ml and/or Gleason =8) prostate cancer is still far
from satisfaction. Common treatment options for these pa-
tients usually include hormonal therapy, radiation therapy or
a combination of both. Radical prostatectomy has not been
considered as the standard treatment strategy in these cases,
while the potential for incomplete excision of the local tumor
and high incidence of lymph node metastasis. This raises the
question under which conditions a properly executed radical

prostatectomy in high risk prostate cancer might provide a
better course of action? Systemic review has shone that high
risk prostate cancer men can be successfully treated with
radical prostatectomy. However radical prostatectomy can
not be considered as the monotherapy in this cohort of pa-
tients, but as a part of multimodal treatment, which can in-
clude radiation, hormonal and chemotherapies.

Key words: prostate cancer, high-risk, radical prostatectomy.

PE3IOME

ABJSIETCS JIU PAIUKAJIBHAS ITIPOCTATOKTOMMS METO/J1OM BbIBOPA B JIEYUEHUU
BOJBbHBIX PAKOM IMTPEJCTATEJIbHOM KEJIE3BI BBICOKOTO PUCKA?

Kapazanamsuan' I.T., Mrwoiep? LK.

I"Tounucckuti 20cyoapcmeennbvlil MeOuyunCcKuil yrnusepcumem, > Yuusepcumemckuii 2cocnumans Bouna, Fepmanus

OrtnaneHHble pe3yIbTaThl JIedeHHs OOTBHBIX PAKOM IIPECTATE b~
HOI skene3sl Beicokoro pucka (T3 u/mmu PCA >20 mr/min u/nnn
cymMma [muccona =8) HeynoBiIeTBOpHUTENbHBI. JleueHne 3THX
00JIbHBIX 0OBIYHO TOAPA3yMEBAET TOPMOHATIBHYIO H JIyYeBYIO
TEeparuio MK KOMOHHAIIMIO ATHX ABYX METO/OB.

PagukanpHas IPOCTATIKTOMUS /10 HACTOSIIETO BPEMEHH HE pac-

CMaTpHBaach CTAaHAAPTHBIM METOIOM JICUEHHST OOTBHBIX PAKOM
TIpeCTaTeNbHOMN JKeNe3bl BHICOKOTO pHucka. [IpuunHoii Tomy ciy-
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JKUT BEICOKHH PHCK HETOJTHOTO y/IaJIeHHs! OITyXO0JIeBOTo 00pa3oBa-
HHS OTIEPATUBHBIMI METOIaMH. B CBSI31 ¢ 3THM, BO3HHKAET BOIPOC
- B KaKHX CITy4Jasix paJuKaabHas POCTAaTKTOMUS MOXKET OKa3aTh
OnarompusTHOE BIHSAHNE HA QKT edeHnst O0MbHBIX pAKOM MPO-
CTaThl BEICOKOTO prcka? CHCTEeMHBII aHAIIN3 TUTEPaTyPhl TOKA3bI-
BAET, YTO PaIUKAIbHAS IPOCTATIKTOMHUS MOXKET YCIEITHO IpUMe-
HSTBCS y OONBHBIX PAKOM TPEICTATETLHON HKeJe3bl He B KaUeCTBE
MOHOTEpAINNH, a CKOpee KaK 9acTh MyJIbTUMOAAIBHON Tepanuu B
COYETaHUH C JIyYE€BOM, TOPMOHATIBHON I XMMUOTEPAITHEN.
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MORTALITY DIFFERENCES BETWEEN HEMODIALYSIS
AND PERITONEAL DIALYSIS AMONG ESRD PATIENTS IN GEORGIA

Tchokhonelidze I.

Department of nephrology, National Centre of Urology

The survival of dialysis patients who reach end-stage re-
nal disease (ESRD) has improved substantially over the
last decade in Georgia because of advances in dialysis
technology and new peritoneal dialysis solutions. Al-
though, renal transplantation offers the best hope to pa-
tients with ESRD, only a small amount of these patients in
Georgia get this opportunity (about 10 living donor- kid-
ney transplantations per year), leaving the majority to re-
ceive either hemodialysis or peritoneal dialysis. For these
patients defining the optimal modality strategy at ESRD
onset is critical component of patient management to en-
sure optimal survival. In terms of an individual patient’s
abilities, medical problems or geographic location one
modality of dialysis is frequently preferable to another,
but still exists controversy regarding which treatment, if
either, results in greater patient survival times [2,3]. Co-
morbidity has an important effect on differences in surviv-
al of peritoneal and hemodialysis patients. So each patient
had a detailed assessment of comorbid illness prior to his
or her dialysis treatment and was followed until death or
end of the study.

Materials and methods. 210 hemodialysis and 95 perito-
neal dialysis patients were enrolled in this study who un-
derwent dialysis treatment in the nephrology department
of national centre of urology in Tbilisi between January
2004 and December 2006. A detailed description of each
patient’s diagnosis and clinical status was recorded on a
standard form. The following data were collected at study
entry: initial mode of dialysis (hemodialysis or peritoneal
dialysis), date of first dialysis for end-stage renal disease,
original renal disease, pattern of onset of renal failure
(acute, acute-on-chronic, or chronic), age, sex, presence
and duration of diabetes, presence of a treated arrhythmia,
presence of history of angina, presence of history of myo-
cardial infarction, presence of history of congestive heart
failure, presence or history of peripheral vascular disease,
presence of chronic lung disease, presence of cerebral dis-
ease, presence of liver disease, presence of malignancy,
serum albumin, weight, height, clinical impression of mal-
nutrition, presence of systemic sepsis. These comorbidity
data were used to calculate a prognostic score for patients
starting maintenance dialysis therapy. This score incorpo-
rated an individual patient’s age, hypertension, cardiac
failure, coronary artery disease, arrhythmia, malignancy,
peripheral vascular disease.

© GMN

In addition to the first mode of dialysis to be used for
each patient, documentation was made of the date of
any switch or switches in mode of dialysis that each
patient underwent. Because the primary objective of
the original study was to assess the effect of comor-
bidity on survival of patients with end-stage renal dis-
ease, data pertaining to the dose of dialysis was not
systematically recorded as part of the study protocol.
However, in most cases, the volume dialysate used per
day by peritoneal dialysis and the number of hours per
week of dialysis for those patients on hemodialysis
was available.

Documentation was made of date of death, renal trans-
plantation, loss of renal function as of January 1, 2007.

Time-dependent Cox regression equations compared the
mortality risks of hemodialysis with peritoneal dialysis.
Covariates for adjustment included age, gender, diabetic
status, myocardial infarction, cardiac failure, peripheral
vascular disease, malignancy. Patient survival times on
peritoneal dialysis and hemodialysis were compared at
successive 12-month intervals during follow-up and cen-
sored at death, transplantation or at the end of 3 years
whichever came first. All statistical tests are two-tailed,
with a P value of less than 0,05 taken to indicate statisti-
cal significance.

Results and their discussion. Three hundred and five
patients were enrolled in this study. Peritoneal dialysis
was used by 9% of patients as baseline, 21 % at twelve
months and 26,5 % at twenty four months. The mean
follow-up was 24 months, with a maximum follow-up time
of 36 months.

Table 1 indicates the characteristics at study entry
according to the initial mode of dialysis therapy. The
spectrum of original cause of renal failure was similar
in both groups of patients at basecline, although a
higher proportion of peritoneal dialysis patients had
diabetes mellitus (38,1% vs. 23,4% p=0,005) and more
hemodialysis patients had their etiology classified as
unknown (36% vs. 12% p=0,01). Difference were
present in the proportion of patients with acute-on
chronic onset of renal failure, myocardial infarction
and cardiac failure.
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Table 1. Characteristics at study entry according to first modality of dialysis used

Variable

Male (%)
Diabetes (%)
Acute or acute-on-chronic onset (%)
Cardiac failure (%)
Myocardial infarction (%)
Peripheral vascular disease (%)
Malignancy (%)
Arrhythmia (%)

Age (years)
Body mass index (kg/m?)
Hemoglobin (g/dl)
Diastolic blood pressure(mmHg)
Systolic blood pressure (mmHg)
The total comorbidity

Etiology of renal failure (%)
Glomerulonephritis (primary or secondary)
Diabetes
Hypertension
Polycystic kidney
Tubulointerstitial disease
Other
Unknown

Hemodialysis (n=210) Peritoenal dialysis (n=95)
59,0 48,0
23,4 38,1
12,9 2,6
28,6 18,2
14,3 3,2
16,7 9,8
5.4 4,7
9,1 3,1

53+15 S51£12
25,7+4,5 24.3+£2.5
10,0+£1,5 9,8+1,7
85,3£15,1 82,5+£10,5
150,5+20,5 145,5+15,5
3,6+0,2 3,1+0,2
32,5 31,5
23,4 38,1
7,5 5,5
5,1 1,9
12,5 2,0
9,0 7,0
10,0 14,0

The total comorbidity was higher in hemodialysis com-
pared to peritoneal dialysis patients at baseline (3.6, 95%
CL,3.4t03.8vs.3.4,95% CI, 3.2 to 3.6, p<0,005),12 months
(3.5,95%CI,3.3t03.7vs.3.3,95%CI, 3.1 to 3.5, p=0,001,
p<0,005) and 24 months (3.3,95% CL, 3.1t0 3.5 vs. 3.1,95%
CI, 2.9t03.3,p<0,009; fig. 1).
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Fig. 1. Total comorbidity score values for patients on
peritoneal dialysis versus hemodialysis according to the
modality in use at baseline, 12 months and 24 months

For hemodialysis patients the mean number of hours per
week of treatment was 12,5 h/week; for peritoneal dialysis
patients the mean volume of dialysis solution used per

day was 8,0 L/day, but for patients without residual renal
function 10,0 L/day.

Overall mortality was 12,1%. 5,5% of the patients in the co-
hort underwent renal transplantation within the study period.
Table 2 indicates the principle outcomes according to the
mode of dialysis in use in 2004, 2005 and 2006. The mortality

was similar in the groups defined by the mode of dialysis.

Analysis of the cause of death showed no differences
between hemodialysis and peritoneal dialysis patients:
78,3+2,1% died of cardio-vascular and cerebro-vascular
complication in hemodialysis paitents vs. 74,34+2,2.% peri-
toneal dialysis patients (p<0,001), 14,1+1,6% died of sep-
sis in hemodialysis group vs. 15,14+2,2% in peritoneal dial-
ysis group (p<0,002 ); 5,4+1,1% died of malignancy in he-
modialysis group vs. 4,7+1,2% in peritoneal dialysis patients
(p<0,01), and 2.6+0,25% - unknown reason in both groups.
The cause of switch from hemodialysis to peritoneal dialy-
sis was poor vascular access, and from peritoneal dialysis
to hemodialysis - treatment resistant peritonitis.

Table 2. Principal outcomes according to modality of dialysis used in 2004, 2005 and 2006

Outcome 2004 2005 2006
HD(N=165);PD(n=28) HD(N=163);PD(n=64) HD(N=181);PD(n=81)

Death 13 (7,8%) 2 (7,1%) 7 (4,3%) 3 (4,6%) 9 (4,9%) 3 (3,7%)
=0,001 =0,001 NS

Renal Transplant 3 (1,8%) 1(3,5%) 6 (3,7%) 0 6 (3,3%) 1(1,2%)
p =0,001 NS NS

Switch of therapy 1(0,6%) 2 (7%) 1(0,6%) 2 (3%) 1(0,5%) 2 (2,5%)
p NS NS NS

Abbreviations are: HD, hemodialysis,; PD, peritoneal dialysis; NS, difference nor statistically significant
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The adjusted Cox survival curves for peritoneal dialysis
and hemodialysis-treated patients in diabetic and non-di-
abetic patients as shown in Figure 2, was not significantly
poorer for peritoneal dialysis compared with hemodialysis
during the follow-up time.
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’ -~ Diabetic-PD
— Non-diabetic-HD
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3 0.6 —~_
&)’ “-‘\““..\
‘E 0.4 NG
c
g
o 0.2
0.0
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Fig. 2. Adjusted Cox survival curves for ESRD diabetic
and non-diabetic patiens treated with peritoneal dialy-
sis vs. hemodialysis

In this 36 months follow-up study of 305 patients is dem-
onstrated, that there are not a significant mortality differ-
ences between peritoneal dialysis and hemodialysis. When
comorbidity was taken in account, there was no survival
advantage associated with either therapy. These data cor-
relates with the data of Murphy et al [4], who in the cohort
of Canadian dialysis patients has shown, that comorbidity
has an important effect on differential survival in hemodi-
alysis and peritoneal dialysis patients and that advantage
of peritoneal dialysis is due to lower comorbidity.

In the study of Bloembergen et al [ 1], was reported a high-
er risk of death in patients treated with peritoneal dialysis
relative to hemodialysis. May be the main cause of it was
the poor water control, which increases the risk of cardio-
vascular disease in peritoneal dialysis patients. The same
results were in our department, during the observation time
between 1999 2002, before inserting the glucose polymer-
containing solution, Icodextrin 7,5%, in peritoneal dialysis
treatment modality. The advance in peritoneal dialysis tech-
nology and more accurate prescription of treatment — tailor-
ing the solute types and the number of exchanges accord-
ing to patients peritoneum transport modality and adequa-
cy, has dramatically improved the outcome of peritoneal di-
alysis patients. Of course, peritonitis is still the main cause
of switching the patients from one modality of dialysis to
another. But the survival was the similar in the both modal-
ities of renal replacement therapy, which was more effected
by the comorbidity in each individual.

Vonesh et al [5] suggested that younger diabetics on peri-
toneal dialysis do better and older diabetics on peritoneal
dialysis do worse compared to their hemodialysis coun-
terparts. Our results, as was shown by the age, sex, myo-
cardial infarction and malignancy adjusted Cox survival

© GMN

curves, indicate to not significant difference in survival
between the hemodialysis and peritoneal dialysis patients.

Because this study is not a randomized trial, there are ob-
viously many differences contributing to selection bias in
dialysis modality choice that cannot be adjusted for. Dif-
ferences in socioeconomic status, education, family sup-
ports and patients attitudes are examples of variables that
likely influence patient outcomes, but that are not account-
ed in our study. Also, the current study was not designed
to investigate the influence of dialysis adequacy. Data per-
taining to this were not systemically collected as part of
the study protocol. Even if adequacy data were available,
it would not be simple matter to compare dialysis dosage
data for hemodialysis and peritoneal dialysis given the
fundamental differences in solute clearance and adequacy
measurements.

Based on the results of the study, it is to conclude that:
1.hemodialysis and peritoneal dialysis, as two different
modalities of renal replacement therapy in the patients with
ESRD, are associated with similar overall survival rates;
and 2. the apparent survival advantage of peritoneal dial-
ysis may be due to lower comorbidity and a lower burden
of acute onset ESRD at the inception of dialysis.
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SUMMURY

MORTALITY DIFFERENCES BETWEEN HEMODIALY-
SIS AND PERITONEAL DIALYSIS AMONG ESRD PA-
TIENTS IN GEORGIA

Tchokhonelidze I.

Department of nephrology, National Centre of Urology
Comparisons of mortality rates in patients with end-stage renal

disease (ESRD) on peritoneal dialysis and hemodialysis have
been inconsistent. The aim of the study was to reveal the possi-
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ble effect of comorbidity on differential survival in these two
groups. 210 hemodialysis and 95 peritoneal dialysis patients
were enrolled in this study who underwent dialysis treatment in
the nephrology department of national centre of urology in Tbi-
lisi between January 2004 and December 2006. Peritoneal dial-
ysis was used by 9% of patents as baseline, 21 % at twelve
months and 26,5 % at twenty four months. The mean follow-up
was 24 months, with a maximum follow-up time of 36 months. The
total co-morbidity was higher in hemodialysis compared to perito-
neal dialysis patients at baseline, 12 months and 24 months. The
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mortality was similar in the groups defined by the mode of dialysis.
Based on the results of the study, it is to conclude that, hemodialy-
sis and peritoneal dialysis, as two different modalities of renal re-
placement therapy in the patients with ESRD, are associated with
similar overall survival rates in Georgia. The apparent survival ad-
vantage of peritoneal dialysis may be due to lower co-morbidity
and a lower burden of acute onset ESRD at the inception of dialysis.

Key words: end-stage renal disease, hemodialysis, peritoneal
dialysis, comorbidity, dialysis mortality.
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CPABHUTEJIbHASI OHEHKA YACTOTbBI JIETAJIBHBIX UCXO/J10B
CPEJU MAIIMEHTOB C XPOHUYECKON MOYEYHOM HEJIOCTATOYHOCTBIO,
HAXOIAIIUXCSA HA TEMOAUAJIU3E U ITIEPUTOHEAJIBHOM JIUAJIU3E

Yoxonemauase U.T.

Hayuonanehuiii yenmp yponocuu um. A. L{yaykuosze, omoenenue negponocuu

VImeroTcst B3aMMONCKITIOUAOIINE JAHHbIE O YACTOTE CMEPTHOCTH
CpeM MALUEHTOB C XPOHUUYECKOH MOUEUHON HEIOCTATOUHOCTHIO,
HaXOASIINXCS Ha TeMO/IHANN3€e U TIEPUTOHEaNbHOM auanse. Le-
JBIO JAHHOTO MCCIIEI0BAHHS SBUIIOCH OIIPE/IENeHHE BO3MOXKHO-
TO BIMSHMS COMMYTCTBYIOMUX 3a00I€BaHNUH, T.€. KOMOPOUAHOCTH
Ha BBDKMBAEMOCTH OOJTBHBIX B BHIIIEYKa3aHHBIX rpymnmax. B nc-
cretoBaHye Ob1T0 BKIFOUEHO 210 reMoManu3HbIX MalUeHTOB 1
95 manueHToB, HaXOASIIMXCS HA JIEYEHUH IEPUTOHEATbHBIM JTHa-
1130M B HepormorndeckoM otaenenny HannoHnambHOTO IEHTpa
yponoruu. Bpems HaGmoneHus ncuncisock ¢ ssuBapg 2004 r.,
BKuTI09as 1ekadpp 2006 . basucHOe KOIMYEeCTBO MAMEHTOB Ha

MEPUTOHEATHEHOM JJUAITH3€ COCTABII0 9% OT 00I1Iero KomIecTBa
HaOJTI0IaeMBIX TTAIMEHTOB, M0 UcTeueHuto 12 mMecsites - 21%, a ue-
pe3 24 mecsa — 26,5%. Cpennee BpeMst HAOMIOIEHHS COCTABHIIO
24 mecsitia, MakcuManbHoe — 36 MecsieB. OOIuii ToKa3aTelb KO-
MOPOMTHOCTH OBUI BBILLIE Y MAIMEHTOB, HAXOIAIIMXCS Ha JICYCHUH
TeMOJIMAII30M O CPABHEHHIO ¢ GOJIbHBIMM Ha EPUTOHEATBHOM
Janu3e B Havaue, cimyctst 12 u 24 mecsues. [Tokasarenn cMepTHO-
CTH B 00UX TPyIIax ObLIM OMHAKOBBIMH. [10Ty4eHHBIC TaHHBIC
YKa3bIBalOT HA OIMHAKOBYIO BEDKHBAEMOCTh MAIIMEHTOB C TEPMH-
HAJIbHOM OYEYHON HE0CTATOYHOCTBIO, HAXOJIAIIIMXCS Ha JICYCHUH
TeMOINAIN30M H ITEPUTOHEATEHBIM JTHATN30M.

Hayunas nybauxayus

DYNAMICS OF THE PROTEIN SPECTRUM CHANGES
IN BLOOD ERYTHROCYTES OF MALE PATIENTS
WITH PROSTATE ADENOCARCINOMA AFTER PLASTIC ORCHECTOMY

Veshapidze N., Alibegashvili M., Chigogidze T., Gabunia N., Kotrikadze N.

Departments of Exact and Natural Sciences and Medicine, Iv. Javakhishvili Thilisi State University

One of the most important issues of modern oncology
is the search of specific characteristics which reflect
process of cancerogenesis in the organism. One of such
directions is the investigation of erythrocytes in the
peripheral blood.

It is well known that the best determinant of erythrocyte

membrane viscosity and plasticity is the cytoskeleton [1]. It
is also known that some metabolic disorders in erythro-
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cytes, decrease in the level of glutathione and ATP, the
quantitative changes of cholesterol and activation of lipid
oxidation processes might cause disorders in cytoskeleton
protein components and various kinds of molecular chang-
es in membrane proteins. The later will have a negative ef-
fect on erythrocytes deformation ability, on their functional
activity and on their life duration. On the other hand these
changes may cause important disorders in cellular homeos-
tasis and development of some pathological processes [12].
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Studies done on male patients with prostate adenocarci-
noma (CaP) (before orchectomy) reveal essential changes
in erythrocytes structural, functional and morphological
parameters. Therefore it was interesting to determine
whether these morpho-structural and functional parame-
ter changes in erythrocytes somehow affect the plastic
orchectomy. For this purpose the membrane protein spec-
trum was studied and comparative analyses of given re-
sults with preoperational data was done.

Material and methods. For experimental research blood
erythrocytes of 15 male patients with prostate adenocarci-
noma before and after plastic orchectomy and the 15 prac-
tically healthy men (control group) 60-75 years of ageold
were studied. The stage of disease was diagnosed in the
Georgian National Centre of Urology after histological and
ultrasound tests.

Revealing of the erythrocytes membrane was performed
by Hast‘s method [4]. Protein concentration was detected
by method of Lowry [10]. Electrophoresis of the proteins
in dissociation conditions was performed at 10-25% gradi-
ent of polyacrilamide gel, with 0,1% natrium disulfate (sds)
using system “Lammli”[9]. Electrophoresis was performed
by “Hoefer scientific instruments SE-200” device during
3,5 hours. Gel was stained by Cumassie Blue G-250). The
following markers of were used for electrophoresis: Thy-
reoglobulin (330KD), Katalaze (60KD), Lactatdehydro-
genaze (36KD), Pheritin (18,5KD).

Results and their discussion. Experiments showed that
after plastic orchectomy, separation of by electrophore-
sis of erythrocyte membrane bands of protein compo-
nents were existed. The bands corresponding to eryth-
rocyte membrane protein components were numerated
in gel according to their disposition from cathode to
anode: 95KD, 80KD, 48 KD, 36 KD, 28 KD, 24 KD and
18 KD protein fractions according to their molecular
weight (fig.).
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Fig. Electrophoreogram of blood erythrocyte membrane
proteins, in 10-25% Polyacrylamide gel with Sodium
dodecylsulphate; a - control group; b - CaP (before or-
chechtomy), c - CaP (after orchechtomy)
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Protein fraction of 95 KD molecular weight was found both
before and after orchectomy and in the control group 90
KD protein fraction was observed as well (fig.).

It is known that 90 KD molecular weight protein fraction
corresponds to the 3rd protein line, which is one of the
important components of cytoskeleton and participate in
anion transportation (chloride - bicarbonate inorganic phos-
phate anyone transportation). Besides this, it is known
that the protein of the 3-rd line plays an important role in
the erythrocytes metabolism and also helps erythrocyte
to maintain its shape [5]. Also relationship of the 3-rd line
protein-protein and protein-lipid interactions plays an im-
portant role in maintaining stability in cytoskeleton struc-
ture [14]. Correspondingly, destabilization of cytoskele-
ton could take place in case when protein—protein and
protein-lipid interactions are destroyed and also when some
molecular anomalies are found in the 3-rd line of protein
fraction [5]. Destabilization of cytoskeleton clinically is
exposed by the erythrocytes changed shape. In some cas-
es defect of the 3-rd line proteins of various changes in
anion transportation processes is observed in lipid layer
[7]. If we’ll take into account all mentioned above hypoth-
esis, that in CAP-case erythrocytes 95 protein fraction of
molecular weight both before and after orshestomy (fig.)
might be the damaged from of 3-d line protein, contrary to
this in the control group molecular weight has been in-
creased (Mr.=95 KD) and its damage might be attributed to
the disorders in erythrocytes membranes and also it will
point to some changes in transportation mechanism in the
3-rd line protein [7]. One of the proves of this hypothesis
is that, in case of CaP, both before and after orchectomy,
along with decreased number of normocytes we observed
increase in accantocytes percentage compared to the con-
trol group [15].

The second protein fraction, which was found after
plastic orchectomy in erythrocytes cytoskeleton is 80
KD molecular weight protein, this was also found in
control group and in CaP patients (before orchecto-
my) (fig.). It is known that 80 KD molecular weight
protein fraction corresponds to 4,1 protein line basic
isophorm (4,1 a;). This protein is globular protein that
occupies 5% of erythrocytes cytoskeleton protein
weight and in complex with 4.1 protein line isophorm
(4,1b; Mr. =78 KD) plays an important role in maintain-
ing stability of membrane [2]. It is established that 80
KD protein fraction of molecular weight corresponds
to 4.2 protein line (palidin) isophorm (4,21; Mr.=80 KD),
which regulates structure stability and1 plasticity of
cytoskeleton’s protein, it is also responsible for eryth-
rocytes shape and ability of deformation [11,13]. A lot
of data revealed that 4,2 protein line molecular defects
or its deficit coincides with the 3-rd protein anomalies
and clinically is exposed by appearance of shaped
changed cells in peripheral blood — appearance of path-

31



ological shaped erythrocytes and increase in their
number. From all said above we can suggest that 80
KD protein fraction of molecular weight, which was
found in control group (fig.) may be regarded as 4.1
protein line basic isophorm or 4.2 protein line basic iso-
phorm, thought in both cases 80 KD molecular weight
protein fraction web and the shape maintenance of eryth-
rocytes. As for CaP (before and after orchectomy ) (fig.)
in given pathology 80 KD molecular weight protein frac-
tion might be 4.1 protein line basic isophorm (4,1a), be-
cause in case of CaP, the 3-rd line proteins molecular
defect (which was exposed in given pathology) causes
the deficit of 4,2 line protein which by its part is ex-
posed in erythrocytes shape changes, that is also
proved our experiments. Particularly, in CaP-case, as be-
fore so after orchectomy, we observed a substantial in-
crease in the percentage of shape changed pathological
erythrocytes compared to control group [15].

Concerning 48 KD molecular weight protein fraction, which
was found in the erythrocyte membrane cytoskeleton af-
ter plastic orchectomy experiments reveal that it was spe-
cific only for control group and was not found in CaP case
(before orchectomy) (fig.).

It’s established that usually erythrocytes membrane
includes 48 molecular weight protein fractions (4,9 line
protein). This is phosphoprotein which provides the
interaction between spectrin and action and affects
their polymerization ratio. Besides the fact, that there
is practically nothing known about the function of
above mentioned protein fraction, some authors sug-
gest that this protein fraction participate in the proc-
esses that strengthen cytoskeletons protein web [3],
corresponding 4,9 lines protein disappearance in pa-
thology might provide decreasment of stability in
erythrocytes membrane.

Considering all said above, it can be suggested that in the
cytoskeleton of erythrocyte membranes after plastic or-
chectomy, 48 KD molecular weight 4.9 protein exposure
will point to the stability of erythrocytes membranes, that
by its part in case of pathology will point to the similarly of
the erythrocytes electrophoresis picture. The fact-that 120
KD molecular weight protein fraction was not exposed in
erythrocyte cytoskeleton after plastic orchectomy, which
was specific only for CaP-case (before orchectomy) and
was not exposed in control group, might prove our sug-
gestion (fig.).

As it is known normally 120 KD molecular weight pro-
tein is not found in erythrocytes membranes cytoskele-
ton. It is established also that mentioned protein frac-
tion is exposed only in tumor pathologies. Concluding
from all said above we suggest that after plastic orchec-
tomy, disappearance of 120 KD molecular weight pro-
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tein fraction, should be the signal that organisms con-
dition is improving at this stage of post operational pe-
riod (~ 4-6 month after operation) and so progression of
disease is lowered. Considering the fact that it is impos-
sible to get absolute recovery of patient after plastic
orchectomy we can suppose that disappearance of 35
KD molecular weight protein fractions in erythrocyte
membranes and exposure of 36 KD molecular weight
protein fractions (different from control group and sim-
ilar to CaP case) after plastic orchectomy will be due to
postoperative period.

On the electophoregram of erythrocytes 35 KD molecu-
lar weight protein fraction corresponds the 6-th line pro-
tein (gliceroldehid-3-phospate dehidrogenaze) the given
protein is an enzyme of glycogen and participates in ox-
idation process of hemoglobin, accordingly in CaP-case,
as before so after orchectomy, the lost of this protein
might point to the suppression of erythrocytes metabo-
lic activity.

As for 36 KD molecular weight proteins, this protein
fraction participates in the process of normal cell trans-
formation into tumor cells, and are also called tumor
marker proteins , That is also proved by our studies.
Experiments that were done in previous years revealed
that 36 KD molecular weight protein fraction was fixed
in benign prostate tumor (BHP) and CaP-case. Accord-
ingly after plastic orchectomy exposure of mentioned
protein fraction on the erythrocytes electophoregramy
during post operation period might be regarded as a
risk factor for hormone-resistant tumor’s further pro-
gression.

As itis seen from the screen of erythrocytes electrophore-
sis, in CaP-patients after plastic orchectomy (as before
orchectomy) 28 KD, 24KD and 18 KD lower molecular
weight protein fractions are exposed.

It is established that hemoglobin is a precursor of low
molecular weight peptides. So far more than 150 biolog-
ically active peptides have been studied [8], thus it has
not been yet revealed if all correspondingly is due to
low molecular peptide formation. One of the most dam-
aging and at the same time regulative factors in erythro-
cytes membrane is activation of lipid oxidation process-
es. It’s known that intensification of lipid oxidation caus-
es the destruction processes in erythrocytes membrane.
It is known that the intensification of lipid oxidation
processes causes acceleration of erythrocytes mem-
brane destruction. Particularly, in the lipid hydrophobic
layer creation of hydroxide polar groups destroys inter-
action between phospholipids and permeability of mem-
brane. So the enhancement of lipid oxidation processes
causes changes not only in phospholipidal but also in
membrane proteins and this ends with polymerization
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of proteins. The later causes an activation of membrane
protease and is the reason of hemoglobin degeneration
[8] considering all said above there is a possibility that
in CaP-patients (as before so after orchectomy) low
molecular weight protein fraction that was exposed on
erythrocytes electrophorogram, might be regarded as
dismembered proteins, mainly hemoglobin fragments,
that appear after protein polymerization and responsi-
ble for this is an activation of lipid oxidation process in
erythrocytes.

The low molecular weight proteins normally are not char-
acteristic for specific erythrocyte membranes and they are
mainly found in aged erythrocytes-accantocytes. Our ex-
periments prove the given hypothesis. Particularly in CaP-
patient, as before so after orchectomy compared to con-
trol group essential increase in accantocytes percentage
of peripheral blood was observed [15].

It is supposed that normalization of erythrocytes electro-
phoresis screen and its similarity to the control group (dis-
appearance of 120 KD molecular weight and 48 KD molec-
ular weight appearance) at this stage of post operational
period (~ 4-6 month after operation) might be regarded as
general improvement in patients organism.

Thus, according to obtained results and existed literature
we tried to represent all changes and all molecular defects
in erythrocyte protein spectrum that take place in CaP men
patients after plastic orchectomy, this gives us an oppor-
tunity to study more details the function of separate pro-
tein fractions. Given results can be used in practical med-
icine, as one of the additional diagnostic test to reveal
progressive tumor in postoperative period.
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SUMMARY

DYNAMICS OF THE PROTEIN SPECTRUM CHANGES
INBLOOD ERYTHROCYTES OF MALE PATIENTS
WITH PROSTATE ADENOCARCINOMAAFTER PLAS-
TICORCHECTOMY

Veshapidze N., Alibegashvili M., Chigogidze T., Gabu-
nia N., Kotrikadze N.

Departments of Exact and Natural Sciences and Medi-
cine, Iv. Javakhishvili Thilisi State University

We have studied erythrocytes electrophoresis profiles in pa-
tients with prostate adenocarcinoma before and after plastic
orchectomy and in healthy men to detect changes in the protein
spectrum of erythrocytes.
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Our investigations have shown that during this pathology pro-
tein spectrum of erythrocytes structure undergoes substantial
changes. This is demonstrated by losing of 35 KD molecular
weight protein fraction and by appearance of 36 KD molecular
weight protein fraction on the erythrocytes electrophoregram.

It should be noted, that after plastic orchectomy we can see the
relative normalization of erythrocyte’s electrophoresis picture
and it’s approaching to the data of the control group (losing of
120 KD protein fraction and appearance of 48 KD protein frac-

MEJUIJUHCKNE HOBOCTH I'PY3UN
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tion), which indicates to the normalization of the condition of
the whole organism.

It was detected that the synthesis of lower molecular protein
fractions, on the one hand is influenced by rising of accantocytes
percentage and on the other hand by the activation of the lipid
oxidation process in erythrocytes membrane.

Key words: prostate adenocarcinoma, plastic orchectomy, eryth-
rocytes, protein spectrum.

PE3IOME

JUHAMUKA USMEHEHUA IPOTEMHOBOI'O CIEKTPA SPUTPOLIMTOB B KPOBU IMALIMEHTOB
C AIEHOKAPIIMHOMOM ITPOCTATBI MOCJIE IVIACTUYECKOM OPXUIKTOMUU

Bemanuaze H.JI., Anuderamsuau M.P., Uuroruaze T.I'., Fadynuna H.I., Korpuxangze H.I'

Tounuccxuil eocyoapcmeennviti ynusepcumem um. M. [rcasaxuweunu,
Gaxyibmen MmouHbIX U €CIECMEEHHBIX HAVK, (PaKYIbMem MeouyuHbl

C 1eT1b10 BBISIBIEHHS] H3MEHEHUH B TPOTEHMHOBOM CIIEKTPE IPUT-
POIMTOB HAMHU U3Y4YEH ITEKTPOPOPE3HBIII CHUMOK 3PHTPOIH-
TOB ITPAKTHYECKH 3[JOPOBBIX MY KUHH U TTAIHEHTOB C aJeHOKap-
LIMHOMOM MPOCTATHI MOCIIE TIACTUUECKON OPXMIKTOMUHU.

HccnenoBanus moxas3ain U3MEHEHHE NPOTENHOBOTO CHEKTPa
CTPYKTYPBI SPUTPOILUTOB IIPH 3TON MATOIOTUH, yKa3bIBAOIIEE
Ha mporpeccupoBanue 3aboneBanus. [loTepst mpoTenHOBOMI
(dpakmuu ¢ MmonekyasipHoi maccoii 35 KD u BbIsIBIEeHHE TpoTe-
HWHOBOH (ppakym ¢ MoJeKysipHoi Maccoit 36 KD moareeprxaa-
10T BhIIIecka3zaHHoe. ClelyeT OTMETUTD, YTO MOCHIE OPXUAIKTO-

MHH 00HAPY>KUBAETCS OTHOCHTENIbHAS HOPMaTU3aLUs 37eKTPO-
(hope3HOro CHIMKA PUTPOIUTOB U MPUONIKECHNE JAHHBIX K T10-
Ka3aTressiM KOHTPOJBHOM rpymnmsl (mpoTenHoBast ¢ppakuus 120
KD monexynspHoit Mmacchl 1 mpotenHoBas dpaxmus 48 KD mo-
JeKyIsIPHON Macchl). BelmensnoxkeHHOe yKka3bIBaeT HA yiIyd-
HIEHHE OOIIET0 COCTOSAHHS OPraHu3Ma. YCTaHOBIIEHO, UTO MOSB-
JICHHE MPOTEHHOBBIX (QPAKINN ¢ HU3KOMOIEKYISIPHOH Maccoi
(28 KD, 24KD, 18KD) 00ycnoBieHo, ¢ 0THOW CTOPOHBI, TOBBI-
[IEHHEM TPOIEHTHOTO KOINYECTBAa aKaHTOILIUTOB, a C IPYTOH -
AKTHBAI[MEN OKUCIUTEIbHBIX IPOIECCOB JIUMHIO0B B SPUTPOIIH-
TapHOI MeMOpaHe.

Hayunas nybauxayus

DOWN-REGULATION OF p27®™) CYCLIN-DEPENDENT KINASE INHIBITOR
IN PROSTATE CANCER: DISTINCT EXPRESSION IN VARIOUS
PROSTATE CELLS ASSOCIATING WITH TUMOR STAGE AND GRADES

Nikoleishvili' D., Pertia! A., Tsintsadze? O., Gogokhia® N., Chkhotua' A.

!National Centre of Urology, Department of Urology and *Department of Pathology;
$Thilisi State Medical Academy, Department of Laboratory Diagnosis

Prostate cancer (PCa) is the most commonly diagnosed
malignancy and the second leading cause of cancer-relat-
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ed mortality in the male population [4]. The management
of patients with PCa depends on an accurate assessment
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of the biological potential of the tumor. Tumors that will
progress and influence the patient survival should be dis-
tinguished from those that will not affect prognosis with-
out treatment. To date, tumor stage, Gleason score and the
serum PSA level are the most recognized predictors of the
disease outcome. However, the current physical and radi-
ological examination techniques are mostly inadequate for
correct clinical staging [9], and the assessment of tumor
grade may vary substantially due to subjectivity of the
observer [8].

The studies performed in the last decade have provided
the new mechanisms of prostate cancer development and
new theories of cancer progression have emerged [4].
However, the mechanisms by which hormone refractory
cancer develops and progresses are still not completely
understood. Despite the new treatment directions, hor-
mone-escaped PCa remains incurable disease leading to
patient death soon after diagnosis [7].

Special interest has been recently devoted to the impor-
tance of cell cycle regulating proteins in cancer develop-
ment [5]. p27®®Y is a cyclin-dependent kynase inhibitor
(CGKI) of a Cip/Kip family which can negatively control the
cell cycle through inhibition of cyclin and cyclin-dependent
kynase complexes [5]. Several studies have examined
p27® Y expression in the radical prostatectomy specimens
as a predictor of the disease recurrence, however, with dif-
ferent and often conflicting results. While the majority of
these studies found that p27®™D status was an independ-
ent predictor of biochemical failure [2], others reported that
p27®™®H could not predict the treatment outcome [12].

In the current study we evaluated the expression of p27®®D
CDKI in BPH, PCa and HTPCa tissue samples. Intensity of
the marker expression was analyzed and compared in epi-
thelial, stromal, vascular and ductal cells separately. Pos-
sible association of intensity of the expression with the

disease clinical parameters has also been assessed.

Material and methods. The study population consisted of
58 consecutive patients treated at our institution from 2003
to 2004. The patients were divided in 3 groups: group I - 32
patients with BPH; group II - 20 primary prostate cancer
(PCa), and group III - 6 hormonally treated PCa patients.

The mean age of the patients from group I was 66,7+8
years (range: 50-79 years). All of them underwent sched-
uled TURP due to the clinical diagnosis of BPH. Morpho-
logical evaluation confirmed the diagnosis of BPH in all
patients. The mean follow-up in this group was 21 months
(range: 1-23 months).

The mean patient age in group II was 68+5 years (range 55-

74 years). Radical prostatectomy was performed in all pa-
tients. The majority (80%) of the tumors was organ con-
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fined; 4 (20%) patients had pT3 disease. At the mean follow-
up of 21 months (range: 1-23 months) all patients are alive, 2
ofthem (10%) developed a biochemical (PSA) recurrence.

The mean age of the patients in group III was 7142 years
(range 68-74 years). All of them were diagnosed as locally
advanced (T3-4) and/or metastatic disease and were treat-
ed with surgical castration. The mean duration of hormon-
otherapy was 11,8+7 months (range: 5-22 months). All pa-
tients had a stable disease without clinical signs of hor-
mone-refractory tumor. One patient died of other than can-
cer reasons. The mean PSA level at the time of investiga-
tion was 15ng/ml (range: 1,4-32 ng/ml). The mean follow-

up is 12 months (range: 5-22 months).

Tissue sampling and immunohistochemistry. Informed con-
sent for using the surgical tissues for future scientific re-
search was obtained from all patients. The study design was
approved by the internal review board of the institution.

Resected prostate specimens from the patients of Group I
were fixed in 4% formaldehyde and embedded in paraffin.
4-5um thick serial sections were stained with haematoxylin
and eosin (HE) according to conventional techniques. The
sections were evaluated by the pathologist (O.T.) to ex-
clude oncological or premalignant pathological changes
(PIN etc.). Only BPH specimens with acceptable morpho-
logical changes (mild stromal infiltration and/or inflamma-
tion etc.) were further immunohistochemically evaluated
and included in the study.

Resected prostates from the patients of Group II were eval-
uated macroscopically. 1,5x2cm tissue samples including
peripheral prostate zones were taken for further assess-
ment. Specimens were fixed, stained and evaluated by the
pathologist according to conventional techniques. The
tumors were staged according to the UICC 2002 TNM clas-
sification and graded with the Gleason grading system [17].

The patients, who underwent surgical castration as a hor-
monotherapy for the treatment of advanced PCa and with
the stable disease, were included in Group III. TURP was
performed in all patients for the treatment of infravesical
obstruction. The mean duration from the castration to
TURP was 7,25 months. Resected prostate specimens were
fixed, stained and evaluated according to the conven-
tional techniques.

Representative HE stained sections were examined by the
pathologist for the histopathological characteristics of the
lesions to be further evaluated immunohistochemically.

4 um thick sequential tissue sections were used for immu-
nohistochemistry. Tissue samples were deparaffinised in
xylene and rehydrated in graded ethanol. Endogenous
peroxidase was blocked by incubation in 1% hydrogen
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peroxide. Sections were pretreated by the microwave anti-
gen retrieval procedure (4 cycles for Smin each at 600-
700 watt) in 10mmol/L of boiling citrate buffer solution
(pH 6,0). The necessary amount of buffer was added af-
ter each cycle to ensure the complete coverage of the
slides. Afterwards, tissue sections were incubated for 1h
at room temperature with anti-p27®®" (Oncogene, Clone
DCS72, Cat. #NA35) antibody diluted (1:200) in phos-
phate-buffered saline (PBS). After PBS washing, tissue
sections were revealed using the Biotin-Streptavadin
detection system (Star 2006, Serotec Ltd.). Samples were
developed with liquid diaminobenzidine + substrate-chro-
mogen system (Serotec Ltd., BUF022) and counterstained
with haematoxylin.

Human tonsil tissue was used as a positive control and
antigen-free PBS as a negative control, according to the
established protocols of immunohistochemical staining.

Sample scoring. Slides were evaluated blindly by two of
the authors (O.T. and A.C.) using a microscope (Olympus
B201), under X20 and X40 magnification objectives. Only
nuclear staining was considered as positive and was count-
ed. The whole tissue area of the same size was evaluated
and scored. Total (TS), epithelial (ES), stromal (SS), vascular
(VS) and ductal (DS) expression of the marker was evaluat-
ed separately, by calculating the respective scores. Total
p27(Kipl) expression (TS) was evaluated semi-quantitatively
according to the following scoring system: score 1, 0-25%;
score 2, 26-50%; score 3, 51-75%; and score 4, >76% of total
cells positive. The percent of positive acini were counted
for the epithelial score (ES). The stromal expression (SS)
was assessed by the following scoring system: no expres-
sion — 0, mild — 1, moderate — 2 and strong expression — 3.
The total number of crosscut blood vessels and prostatic
ducts which were positive for p27®™) were counted in vas-
cular (VS) and ductal scores (DS), respectively.

Statistical analysis was performed using computer soft-
ware (SPSS 12.0 for Windows, Lead Technologies Inc. 2003.

Chicago, I1.).

Results and their discussion. Comparison of intensity of
p27®PH expression in various prostatic cells of BPH, PCa
and HTPCa groups is shown in (fig. 1). The total expression
of the protein was significantly higher in BPH as compared
with PCa and HTPCa patients (p=0,001). The difference be-
tween PCa and HTPCa was not statistically significant.
p27®®PY was significantly higher expressed in epithelial,
ductal and vascular prostatic cells of BPH as compared with
PCa (p<0,0001, p=0,0179 and 0,0073, respectively). The stro-
mal expression of the marker was not different between the
groups. Epithelial expression was significantly increased in

HTPCa as compared with PCa (p=0,0460).
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Fig. 1. Comparison of p27*"FV expression in various pro-
static cells between the groups

Association of p27®™® expression with different clinical
parameters was analyzed next. No association was found
with: patient age, prostate volume, PSA level, uroflowme-
try parameters and residual urine (data not shown). In the
PCa group intensity of the marker expression in epithelial,
vascular and ductal prostatic cells was negatively associ-
ated with the tumor stage: with increasing stage the pro-
tein expression was significantly decreasing (fig. 2).

TS ES VA DS

*p=0,0453 for 1 vs. 3. ¥ p=0,0229 for 1 vs. 2, and
p=0,0199 for 1 vs. 3. } p=0,0256 for I vs. 3.
Qp=0,0367 for 1 vs. 3

Fig. 2. Intensity of p27 expression in various prostatic
cells according to the tumor stage

Expression of p27®™®D was associated with tumor grades.
The marker expression in epithelial, vascular and ductal
cell was significantly decreasing with increasing Gleason
score 1, Gleason score 2 and the Gleason sum (fig. 3). As-
sociation of the protein expression in stromal cells was not
statistically significant.
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Fig. 3. Expression of p27®"" in different prostatic cells
according to the Gleason sum

Prostate cancer is a curable disease with extremely varia-
ble clinical course. The substantial number of cancers will
stay indolent and will not affect the patient survival even
without treatment. Therefore, the search for prognostic
markers of the tumor aggressiveness is essential for opti-
mal treatment of each individual patient. To date, tumor
stage, Gleason grade and the serum PSA level have been
identified as the most reliable prognostic markers. Howev-
er, the clinical staging of PCa is not always accurate and
the subjectivity in reproducibility of the tumor grade re-
mains the major problem [8]. Furthermore, many of the tu-
mors will show the similar clinical and histological charac-
teristics and it is important to have additional, more sensi-
tive markers of tumor’s clinical behavior [11].

The ongoing studies focus on the research of molecular
mechanisms of carcinogenesis and tumor progression. The
cell cycle regulatory proteins are new and promising mark-
ers for future research in this area. Indeed, several cell
cycle markers have been evaluated which play important
role in cancer generally [5] and in genitourinary carcinoma
in particular [10].

p27®™®D is one of the member of Cip/Kip family of the CD-
KIs. There are few studies evaluating the value of p27®*D
in PCa with controversial results [2,12]. A potential short-
coming of these studies is that they assessed the marker
expression level qualitatively with a various cut points (10%
to 50%) of positively stained cells to predict the disease
prognosis [1]. Moreover, in all former studies the gene ex-
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pression was assessed in the whole tissue area without
separating between different prostatic cells. Thus, the ques-
tion in which tissue structures expression of the gene is
clinically important remains unanswered. The value of CD-
KIs in hormonally treated PCa has not been studied yet.

In the current study we have shown that p27®™®" is signif-
icantly up-regulated in BPH as compared with PCa and
HTPCa. The difference was significantly higher in all tis-
sue structures except the prostatic stroma. This can be
explained by the relatively low proliferative activity of stro-
mal cells in comparison with epithelial and vascular en-
dothelial cells. p27®™®D was significantly higher expressed
in epithelial cells of HTPCa as compared with primary PCa
which may indicate on a triggering effect of castration on
the CDKIs expression. The influence of hormonotherapy
on the CDKIs has been evaluated in only one experimen-
tal study showing the up-regulation of p27®™®" after cas-
tration in nude mice xenografts [6]. This effect should be
further evaluated in clinical studies with higher number
of hormonally treated PCa patients. Low patient number
in Group III could be the reason why the difference did
not reach significance in other prostatic cells. We have
detected the negative association of p27®™®D expression
with tumor stage and grades. Again, this association was
found in epithelial, vascular and ductal prostatic cells,
showing their functional activity in PCa. Decreasing vas-
cular expression of the gene and its association with clin-
ical parameters can be explained by the theory of tumor
neoangiogenesis. Additional investigations with specif-
ic markers (Von Willebrandt factor, CD31 and CD34) are
needed to prove this.

The follow-up time in our study is not big enough to ana-
lyze the prognostic significance of the marker in recur-
rence-free and cancer-specific survivals. Further studies
with more patients and longer follow-up are needed to as-
sess in which cells the gene expression is associated with
the survival data.

In conclusion, it has been shown by the results of the
current study, that down-regulation of p27®™b CDKI ex-
pression in PCa is detected in epithelial, vascular and duc-
tal, but not the stromal prostatic cells. Intensity of the
gene expression in these cells is associated with tumor
stage and grades. Hormonotherapy of PCa may cause re-
activation of the CDKIs.
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SUMMARY

DOWN-REGULATION OF p27***) CYCLIN-DEPENDENT
KINASE INHIBITOR IN PROSTATE CANCER: DIS-
TINCT EXPRESSION IN VARIOUS PROSTATE CELLS
ASSOCIATING WITH TUMOR STAGE AND GRADES

Nikoleishvili' D., Pertia' A., Tsintsadze? O., Gogokhia® N.,
Chkhotua' A.

!National Centre of Urology, Department of Urology and *De-
partment of Pathology; *Thilisi State Medical Academy, Depart-
ment of Laboratory Diagnosis

The goal of the study was to analyze the expression of p27XIPh
cyclin-dependent kinase inhibitor protein (CDKI) in different
cells of benign, malignant and hormonally treated prostate can-
cer tissue and assess their possible association with different
clinical parameters. Expression of p27®P) CDKI was evaluated
and compared in: 32 BPH, 20 prostate cancer (PCa) and 6 hor-
monally treated prostate cancer (HTPCa) tissues. Intensity of
the expression was compared between the groups and associa-
tion was soughed with the cancer clinical parameters. Total ex-
pression of p27®") was significantly higher in BPH as com-
pared with PCa (p=0,0002) and HTPCa (p=0,0324). The dif-
ference between PCa and HTPCa was not significant. p27&®h
was higher expressed by epithelial, ductal and vascular prostatic
cells of BPH as compared with PCa (p=0,0001, 0,0101 and
0,0224, respectively). The stromal expression of the marker
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was not different between the groups. Epithelial marker expres-
sion was significantly increased in HTPCa as compared with
PCa (p=0,0460). In the PCa group, the intensity of the protein
expression was negatively associated with the tumor stage,
Gleason scores 1, 2, and the Gleason sum (p=0,0453, 0,0202,
0,0074 and 0,0098, respectively). This difference was found in
epithelial, vascular and ductal prostatic cells. Down-regulation
of p27®®H CDKI in PCa is detected in epithelial, vascular and
ductal, but not the stromal cells. The intensity of the expression
in these cells is associated with tumor stage and grades. The
hormonotherapy is causing up-regulation of p27X™) expression
in prostate adenocarcinoma cells.

Key words: prostate cancer, BPH, CDKI, p27&PD,
PE3IOME

OCOBEHHOCTHU PKCNPECUU UHTMBUTOPA LMK-
JIMH3ABUCUMBIX KMHA3 p27%"™) [IPU PAKE IPE]-
CTATEJIBHOM KEJIE3bI

Huxoaenmsuian' J1.0., leptus' A.P., unuanze? O.B., To-
roxus® H.A., Uxorya' A.B.

'Hayuonanonotii yenmp yponoeuu um. A. Lyryxuoze, omoene-
Hue yponozuu, *omoenenue namonozuu; *Tounuccrasn cocyoap-
CMBEHHAA MEOUYUHCKAA aKaOeMUs, OenapmameHm 1abopamop-
HOU OUA2HOCUKU

p27% P gpisieTcss KHTUOUTOPOM IIMKJIMH3aBUCHMBIX KHHA3, KO-
TOPBIH OJIOKUPYET KIETOYHBIH [IUKJI B MOMEHT nepexoa oT G1 B
S ¢azy. Ero posis npu 1o0pokadyecTBEHHON THIIEPIIA3UH U PaKe
HPOCTATHI ABISETCS NPEAMETOM HHTEHCHBHOTO HCCIICIOBAHHS.

DKcmpeccus MapKkepa nzydeHa B: a) 32-x mpemnaparax 100poka-
YyecTBeHHOH runepria3uu npoctatsl (JI'T1), 6) 20-u mpenaparax
paxa poctatsl (PI) u B) 6-1 mpenapartax paka mpocTaThl mocie
ropmoHansHoro gedenus (I'PI1). Dxcnpeccust mapkepa uccie-
JI0BaHa TaKXKe B PA3TMIHBIX CTPYKTYPHBIX KJI€TKaX TKAHH IIPO-
CTAaTHI: B SMHUTEINN AllHHYCOB, MPOTOKAX, KPOBEHOCHBIX COCYIAX
u ctpome. TkaHeBoil maTepuan 1is MccaeI0BaHUs 3a0upancs
MyTeM TPAHCYPETPaTbHOM PE3eKIINU MPOCTATHI U PATUKATBHON
MPOCTATIKTOMHH.

OueHuBaaCh MHTEHCUBHOCTB 9Kcpeccun p27KPD g 3apucu-
MOCTH OT Pa3HbIX KIMHUYECKHUX MapaMeTPOB 3a00JICBaHNUS: BO3-
pacT manuenTa, craaus 3a00eBaHus, 00bEM MpeICTaTeIbHON
JKeJIe3bl, yPOBEHb ITPOCTATCHENN(PUUECKOTO aHTUT€HA, KOJIU-
YECTBO OCTATOYHON MOYH M CTENEHb AU(PepeHIINAINN paKa
pOCTAThI.

NuTeHcuBHOCTH 9KCcTipeccun p27& P rocToBepHO MOBbINIANACH
npu AI'TI no cpaBuenuto ¢ PIT u I'PI1. B namem uccnegosanuu
BIIEPBBIC yCTAaHOBJICHA MOJOXXUTEIbHAs B3aUMOCBSA3b MEXLY
MHTEHCHUBHOCTBIO 9Kcnpeccuu p27X P, cra el u cTerneHbro aud-
tdhepennmanuu PI1. BiepBrlie BBIABICHO, YTO TOPMOHAIBHOE JIe-
YEHHE PaKa MPOCTATHI CIIOCOOCTBYET MOBBIIEHHIO HHTEHCHBHO-
CTH 9KCIIPECCHU MapKepa B TKaHH MpeJICTaTeIbHOM xene3bl. OT-
MEYEHHBIE 0COOCHHOCTH SKCIIPECCHH MapKepa, B OCHOBHOM, Ha-
OIIONAIHMCE B AITUTENHH, KaHAIbL[AX 1 KPOBEHOCHBIX COCY/AX MPO-
CTarThl.
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Hayunas nybnuxayus

PREVALENCE OF URINARY INCONTINENCE IN WOMEN POPULATION

Nazarishvili G., Gabunia N., Gagua G.

National center of Urology, Tbilisi

Urinary incontinence (UI) is a widely spread disease; By
statistical data it occurs in every 5-th, 6-th woman. It is not
only a medical, but also a social problem. Therefore the ear-
lier reveal of the disease is very important, for the right and
in time treatment and for avoiding operation necessity.

The prevalence of urinary incontinence is defined as the
probability of being incontinent within the defined popu-
lation group within a specified period of time among wom-
an of all age groups, it is reasonable to state that the prev-
alence of Ul increases with age and increasing debility: it
is highest among groups of people who are older, debili-
tated and institutionalized

There are several types of incontinence: stress incontinence,
urge incontinence, mixed incontinence, night incontinence
etc.; Therefore in epidemiological studies, as in clinical in-
vestigations, the type of Ul must be defined. In women
population most common type of incontinence is stress and
urge incontinence. In general, incontinence is considered
of be the stress type when the urine loss was experienced at

the time of physical exertion (such as coughing, laughing,
sneezing, etc). Urge incontinence is defined as involuntary
loss of urine preceded by sudden urge to void.

One of the classic studies of Ul incontinence prevalence
was conducted by Thomas et al, by postal survey to select-
ed health districts in the London boroughs and neighbor-
ing health districts in the late 1970s. In that survey inconti-
nence was defined as involuntary excretion or leakage of
urine in inappropriate places or at inappropriate times twice
or more a month, regardless of the quantity of urine lost.
Incontinence was further subdivided into regular UI for a
loss twice or more per month, and occasional for less than
twice per month. The response rate from this postal survey
was excellent, at §89%. Table 1 shows the prevalence rates
from regular and occasional incontinence in women aged 15
to more than 85 years. There appear to be three aged tiers to
the prevalence of regular incontinence in women: the first
level is at 15-34 years, when the prevalence is lower (4-4,5%);
the second tier is at 35-74 years (prevalence 8,8-11,9%); the

third is at 75 years and older (16%) [7].

Table 1. Prevalence of urinary incontinence (Ul) in women

Age group (year) Regular Ul (%) Occasional Ul (%) Total Ul (%)
15-24 4,0 11,9 15,9
25-34 5,5 20,0 25,5
35-44 10,2 20,7 30,9
45-54 11,8 21,9 32,9
55-64 11,9 18,6 30,5
65-74 8,8 14,6 22,4
75-84 16,0 13,6 29,6

>85 16,2 16,2 32,4

In a more focused epidemiological study on UI, Diokono and
his group [3] performed face-to-face household interviews
with respondents who were 60 years and older, living in their
households in the community of Washtenaw County, Mich-
igan in the mid 1980 s. This epidemiological study was intitled
Medical, Epidemiological and Social Aspects of aging, now
better known as the MESA project. In this project, inconti-

nence was defined as urine loss of any volume beyond the
respondent’s control, with a minimum frequency of six times
within the last 12 months. A total of 1955 respondents partic-
ipated, as participation rate of 65,1%. Table 2 shows that, in
this community, the prevalence of Ul in woman aged 60 years
or older was 37,6%. There was no significant difference in the
rates between any age groups in this sample [3].

Table 2. Prevalence of urinary incontinence in women aged 60 years and over

Age Continent Incontinent Total
60-64 193 (60,9%) 124 (39,1%) 317
65-69 192 (65,3%) 102 (34,7%) 294
70-74 111 (58,7%) 78 (41,3%) 189
75-79 105 (62,5%) 63 (37,5%) 168
80-84 64 (64,6%) 35 (35,4%) 99

85+ 50 (64,1%) 28 (35,9%) 78
Total 715 (62,4%) 430 (37,6%) 1145
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Despite that by the MESA survey Diokono et al [3] in
Washtenaw County, Michigan reported the prevalence
of thy types of clinical incontinence encountered
among their respondents. The most common type re-
ported by these women ages 60 years and older was
the mixed stress and urge type (55,5%), followed by
the stress type (26,7%), than the urge (9,0%) and other
(8,8%) types.

By European epidemiological researches, also stress in-
continence is the most prevalent type of incontinence
reported by women. However, the proportion with urge
incontinence increases with age to the point where stress
and urge incontinence are almost equally common in
old age (26% and 22%, respectively, in those aged
75 years or over).

The symptoms of stress incontinence may occur alone
or in combination with urge incontinence. Among the
few reliable studies available, that of Yarnell et al. is
fairly consistent with others in showing a rise in prev-
alence across the reproductive years with a mid-life
peak and a subsequent decline (fig. 1). The pattern is
similar for stress incontinence alone and stress com-
bined with urge incontinence, except that in combina-
tion there is also a progressive increase with age. This
pattern suggests a connection between GSI and the
reproductive and the menopausal periods followed by
“recovery” in a proportion of cases before age-related
factors become dominant. Recovery may occur natu-
rally, in response to treatment or by adaptation (e.g.

avoidance of provocation).

§ 35-44 4584 5564 6574 75
-~ Age (years) .

Fig. 1. Prevalence of stress incontinence (-) pure stress;
(-) pure stress + combined stress and urge

In keeping with other studies, urge incontinence (either
alone or in combination with stress incontinence) shows
a progressive increase with age, with no decline in mid-
life (fig. 2) [8].
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Fig. 2. Prevalence of urge incontinence (-) pure urge; (-)
pure urge + combined stress and urge

According to the literature data, there is a relationship,
although not a strong one, between symptom severity
and the perception of bother: 14% of women with mild
incontinence have been found to be worried by their con-
ditions, compared with 24% with moderate and 29% with
severe incontinence. Urinary incontinence can have a
significant effect on an individual’s life. The strategies
that people adopt to manage the condition sometimes
involve exhaustive, time-consuming rituals of frequent
toileting, changing and washing garments, and avoid-
ance of social contacts-which can ultimately render the
individual socially isolated [8].

There are more methodological rigorous studies, which
suggest that between 1 and 5% of the population suffer
some restriction in their daily social activities as a result
of urinary incontinence. Activities most commonly af-
fected are shopping, visiting friends and sporting activ-
ities. Relationships may be affected, particularly sexual
relationships, as incontinence can occur during coitus.
Mental distress is also a frequently reported outcome of
urinary incontinence: women with incontinence experi-
ence shame and embarrassment, loss of self-esteem, anx-
iety and depression [4].

It is often estimated that between one-fifth and one-third
of women with incontinence have actually spoken to a
doctor (table 3). Consultation rates increase with increas-
ing severity and impact of incontinence, but the associa-
tion is not strong. A major reason of this discrepancy be-
tween patient’s perceptions of the problem and help-seek-
ing behaviors are misconceptions of the etiology and nat-
ural history of the condition. Many women view inconti-
nence as the inevitable result of childbearing and older
age, and consider it an inappropriate use of consulting
time. There is a general lack of awareness of the range of
treatments, as others do not consult a doctor because they
fear surgery. Unfortunately, these views are often rein-
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forced by health professionals: for example, 17% of one
sample of incontinent women had sought help, only to be

told that Ul is a common phenomenon which increases
with age and nothing can be done.

Table 3. Extent of use of services by women with urinary incontinence

Author/year Age (year) Percentage of incontinent sample who sought help
Lagro-Janssen'° (1990) 50-65 32
Harrison " (1994) 20+ 13
Yarnell” (1981) 18+ 9
Brocklehust™ (1993) 30+ 47
Samuelsson ' (1997) 20-59 9
Seim™ (1995) 20+ 20
Rekers' (1992) 35-79 28

In summary, most studies suggest that 20-30% of woman
experience some leakage of urine, but only 7-12% perceive
this to be problematic in some way, whereas 1-4% suffer
actual restriction to their daily activities as a result of in-
continence; 4-10% of women have spoken to a doctor at
some stage about incontinence [6].

Take into account these data, we decided to do statistical
work about prevalence of urinary incontinence in women
of 20 years and older in Tbilisi, Georgia. Such kind of in-
vestigation was performed firstly in Georgia. For that we
used special survey. By preliminary data situation is very
hard, problems with UI occur in every 4-5-th woman.

At the first step we asked 20 years and older 500 women.
We used ‘Low Urinary Tract Functional Survey, which is
simple for filling and informative for us. This survey is
widely used in USA and Europe. It consists with eight
questions and is absolutely anonymous.

Fig 3 shows the prevalence rates for urinary incontinence
aged 20 to more than 60 years. There appear to be three
aged tiers to the prevalence of Ul in women: the first level
is 20-30 years, when the prevalence is lowest (5%); the
second tier is at 30-60 years (prevalence 8-15%); the third
is at 60 years and older (38%).

38%

8-15%

5%

20-30 years  30-60 years 60 years >

Fig 3. Prevalence rates for urinary incontinence

In Tbilisi the most prevalent type of incontinence is stress
incontinence alike to Europe and also the proportion of
urge incontinence increases with age to the point where
stress and urge incontinence are almost equally common
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in old age (29% and 25%, respectively, in those aged 60
years), but at 70 years and more the most prevalent type is
mixed incontinencre.

60% 55%

40

Fig 4. Prevalence of stress incontinence, urge inconti-
nence and combined stress +urge incontinence in wom-
en by age group: a) 25+, b) 25-34, c¢) 45-54, d) 60-70,
e) 70+

Besides of this, the researches was performed in special
institutions, located in Tbilisi, where socially undefended
old people is walking and eating one time in a day. Also
these institutions have their constant contingent, who lives
there permanently. We performed face-to-face interviews
with this group of old people (60 years >) and tried to
detect the various problems connected to their micturi-
tion. There appear that the prevalence of micturition prob-
lems have 70% of this contingent. The most prevalent type
of Ul is mixed incontinence-35%, and almost equally per
cents have urge and stress incontinence — 15% and 12%,
the rest 8% have problems with day and night polakiuria.

Such a high prevalence of Ul in old people depend also on
associated factors and connected with the main disease:
primarily, these include dementia, depression, anxiety and
poor mobility [2].
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In summary, it should be noted that to perform such epide-
miological research in Georgia is very important, for earlier
revealing of UI, for detecting of etiological factors and
choosing right management, it means that we should per-
form selection of the patients and choose for them the
optimal method of treatment.
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SUMMARY

PREVALENCE OF URINARY INCONTINENCE INWOMEN POPULATION

Nazarishvili G., Gabunia N., Gagua G.

National center of Urology, Tbhilisi

Urinary incontinence among women population is widely
spread disease, it occurs in every 5-th, 6-th woman. The fre-
quency of disease is rising with age. Especially high percent-
age of disorder occurs in older respondents (60 years and >).

Urinary incontinence is not only a medical, but also a social prob-
lem. Therefore, this disease is very actual problem and needs earlier

revealing and exact diagnostic for timely and correct treatment.

Data of our epidemiological researches corresponds to the for-
eign reference data.

Key words: urinary incontinence, prevalence rate, stress incon-
tinence, urge incontinence, mixed incontinence.

PE3IOME

PACITPOCTPAHEHUE HEJEPKAHUS MOUYM CPEJIA )KEHCKOM MO YJISIIIANA

Hazapumsuau I'U., l'adynna H.I., I'arya I A.

Hayuonanvnoiii yenmp yponocuu um. A. L{ynyxuose

HenepykaHne MOUH - IIMPOKO PACTIPOCTPAHEHHOE 3a00JIeBaHUE CPEH
JKEHCKOTO HACEINIEHHs1, KOTOPBIM CTPaJiaeT Kaxias 5-6-ast )KeHIIMHA.
B 3aBHCHMOCTH OT BO3pAcTa 4acTOTa 3a00JICBAHNS YBETMUHBACTCS.
Oco0eHHO BBICOKHI MTPOLIEHT HAPYIICHUI OTMEYaeTCs Y PECIIOHICH-
TOB HOKHJIOTO Bo3pacta (>60 sier). uchyHKIHs BEIBECHHUS MOYH
SIBJISICTCS HE TOJIBKO MEIMIIMHCKOM, HO U COLIMasIbHAs IPOOIEMOH.

C 1enpI0 CBOEBPEMEHHOT'0 1 IIeJICHANPABICHHOT O JICYECHUS He-
o0xonuMa paHHss AUArHOCTHKA 3a0oneBaHus. B cBsi3u ¢ 9THM, C
LIEJTBIO BBISABJICHHS YaCTOTHI PacIIPOCTPAHEHNUS HEIep KaH!I MOYH
CpeaH >KeHCKOH MOMYJISIHUK B Bo3pacTe Bbime 20-1 JIeT, HaMu

BIIEPBbIE POBE/ICHO AMHUIEMHUOIOTHYECKOE HCCIIE0BAHKE C TIPU-
MEeHEeHHEeM ornpocHuKa. Ha mepBom stame onpomeno 500 sxeH-
IIIHH.

N3ydeHne pacrpocTpaHeHUs! HeJepyKaHUs MOYM Y JKCHILHMH C
Y4eTOM BO3pacTa BBIIBHIIO, YTO B BO3pacTHOH rpymme ot 20 10
30 sreT mokaszaTenr pacupoCTpaHEHUS HeJeP)KaHUA MOYH CaMble
Huskue - 5%, ot 30 g0 60 net — 8-15%, a Boime 60 net — 38%.

Pe3ynbraThl 3NN1€MHOIOTHYECKOTO NCCIIeJOBAHNS COTTIACYIOT-
Cs1 C JTAHHBIMHU 3apYOEKHBIX aBTOPOB.
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Hayunas nybnuxayus

POSTERIOR VERTICAL LUMBOTOMY, A CLINICAL CASE

Ujmajuridze N., Uimajuridze A.

National Center of Urology, Thilisi

Posterior vertical lumbotomy was proposed by Simon in
1870. Lurz in 1956 modified this approach. In 1965 Gil-
Vernet published his experience with modified posterior
vertical lumbotomy — approach to the kidney and upper
ureter was performed without incising the muscle mass-
es. Several modifications were proposed afterwards by
other authors (Andaloro and Lilien, Novick, Pansadoro,
Gittes and Belldegrum) with different varieties of patient
position and skin incision. Posterior vertical lumbotomy
was also used in transplantology for bilateral nephrecto-
mies in recipients. Nevertheless, this approach is less
popular than traditional flank incision as the last one gives
possibilities for wider exposition and better manipulation
on upper urinary tract.

By posterior vertical lumbotomy Patient may be placed in
the lateral position with the table flexed to extend the lum-
bar region. A vertical lumbal incision along the lateral mar-
gin of the m. sacrospinalis is used as described by Gil-
Vernet and Freed. The incision begins at the upper margin
ofthe 12th rib superiorly and follows a gentle lateral curve
to the iliac crest inferiorly. The incision is carried through
the lumbodorsal fascia just lateral to the sacrospinalis and
quadratus lumborum muscles, which are then retracted
medially to approach the renal fossa. To obtain better ex-
posure superiorly the costovertebral ligamentous attach-
ment of the 12th rib is severed and the incision is opened
widely with a retractors. This maneuver allows generous
lateral retraction of the 12th rib and provides the same
exposure as resecting the rib, which has not been neces-
sary in our experience. Care is taken to avoid injury to the
pleura and subcostal vessels.

When bilateral nephrectomy is done patient is placed in
the prone position with the table flexed to increase the
distance between the 12th rib and the iliac crest. Gerota’s
fascia is entered and the readily accessible lower pole of
the kidney is mobilized. After the ureter is legated and
divided gentle downward traction is applied to the prox-
imal ureter, which allows the upper portion of the kidney
to be mobilized more easily. Most end stage kidneys are
contracted in size with a compromised parenchymal vas-
cular supply, and a large No. 2 chromic suture can be
inserted safely through the lower renal pole with minimal
bleeding. Downward traction then is applied to this liga-
ture to facilitate mobilization of the upper renal pole addi-
tionally. The entire kidney is delivered easily into the
incision before securing the renal vessels in most cases.
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The renal artery and vein then are legated and divided
close to the hilius of the kidney, where they are most
accessible. On occasion, with particularly high-lying kid-
neys, it may prove easiest to secure the vascular supply
initially and then to deliver the upper renal pole into the
wound to complete the nephrectomy.

Since the renal pelvis and ureter are situated dorsally ex-
cellent exposure also is obtained with this incision for
pyelolithotomy, pyeloplasty or upper third ureterolithoto-
my. In some of these cases it will not be necessary to di-
vide the costovertebral ligament or to mobilize the upper
pole of the kidney. The exposure provided by the lumbot-
omy incision is especially helpful when dissection into the
sinus renalis is indicated to perform extended puelolithot-
omy for intrarenal or branched calculi.

Material and methods. We have operated a group of pa-
tients with different diseases using posterior vertical lum-
botomy approach. Results of these operations were ana-
lyzed according to different criteria and compared with the
results of operations using flank incision (table 1).

444 patients (249 females and 195 males) were operated at
our institution using Gil-Vernet modification of Posterior
vertical lumbotomy, from September 1986 to February 2007
(Table 2). Mean age of patients was 48.6 years (range 7 to
76). 27 patients were operated bilaterally. On the whole 471
approaches were done. 7 different operations were per-
formed. Of them: 260 pielonephrolithotomy, 83 ureterolithot-
omy, 55 renal cystectomy, 18 nephrectomy, 33 dismembered
pyeloplasty for ureteropelvic junction obstruction, 13 ne-
phropexy. In 63 patients with obstructed upper urinary tract
percutaneous nephrectomy was done preoperatively.

Results and their discussion. The results of operations
with posterior vertical lumbotomy were compared to the
same number of patients operated by us with flank inci-
sion according to following criteria: mean operative time,
number of doses of postoperative parenteral analgesics,
duration of postoperative hospitalization, length of skin
incision and complications like wound infection and inci-
sional hernia.

Operating time in the group with posterior vertical lumbot-
omy was significantly lower than in patients with flank
incision. The difference between these groups in higher in
the use of analgesics — more than 2 times in favor of poste-
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rior vertical lumbotomy. Postoperative hospital stay was also
lower in this group. Length of incision show, that posterior
vertical lumbotomy is much less traumatic than flank inci-
sion. As to postoperative complications, wound infection is
almost twice rare with posterior vertical lumbotomy and there
were no incisional hernia noted in this patients (mean fol-
low-up 14 years, range: 1-15 years), while it was seen in
12,1% of patients operated with flank incision.

In all patients with posterior vertical lumbotomy, disease
was corrected in one procedure. Dynamic ileus lasted no
more then 2 days, more cardiovascular and respiratory prob-
lems were noted with flank incision, then by vertical lum-
botomy, probably due to early activation of patients after
posterior vertical lumbotomy.

Comparative analysis of operations done with posterior
vertical lumbotomy and flank incision on our patients show,
that posterior vertical lumbotomy is much less traumatic
incision. It has more “quiet” postoperative course with
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less complications. It also provides early rehabilitation and
return to work of the patients.

From anatomical point of view posterior vertical lumboto-
my provides direct approach to the renal pelvis and upper
ureter and in the hands of experienced surgeon possibili-
ties for any kind of manipulation. In the beginning this
approach seems difficult, but with the experience, difficult
operations are possible to perform. For instance, besides
the tradicional indications of this approach (pelvic and
upper ureter calculi), operations like renal cystectomy, ne-
phrectomy, dismembered pyeloplasty for ureteropelvic junc-
tion obstruction, nephropexy and ureterolisis was done
by us. Obesity, staghorn nephrolitiasis and need of neph-
rostomy were not contraindications. Nephrectomies were
performed in case of high grade hydronephrosis with cor-
tical aplasia (after a preliminary urinary drainage) or renal
hypoplasia. Contraindications for posterior vertical lum-
botomy were tumors, pyonephrosis and previously oper-
ated kidneys.

Table 1. Comparative analysis of posterior vertical lumbotomy
and flank incision for operations on upper urinary tract

Mean Mean Mean length
. Mean postop. . Wound -
operating parenteral e e . of skin . . Incisional
Approach . . Hospitalization o infection . o
time analgesics (days) incision (%) hernia (%)
(mins.) (doses) Y (cm) °
Posterior
vertical 87,4%* 2,3% 8,1%* 5,4% 7,3%* 0*
lumbotomy
Flank incision 112,6** 5,8% 10,2%* 16,2* 13,3%* 12,1*

<0,01; **p<0,05

Table 2. Operations with Gil-Vernet modification of Posterior vertical lumbotomy,
from September 1986 to February 2007 (National Centre of Urology)

Operation type Patient Num.

Pielonephrolithotomy 260
Ureterolithotomy 83
Renal cystectomy 55
Nephrectomy 18
UPJ pyeloplasty 33
Nephropexy 13
Others 9

Total 444

In conclusion, our experience shows, that posterior verti-
cal lumbotomy is less traumatic approach, gives possibil-
ities for free manipulation on upper urinary tract, good
results and low morbidity.
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SUMMARY

POSTERIOR VERTICAL LUMBOTOMY, A CLINICAL
CASE

Ujmajuridze N., Ujmajuridze A.
National Center of Urology, Thilisi

From 1986 till February 2007 in National Center of Urology 444
patients were operated (249 women and 195 men, mean age 48.6
years) with upper urinary tract diseases. For access to the kidney and
upper urether posterior vertical lumbotomy approach was performed.
27 patients were operated bilaterally. Total 471 operations were done
by this approach. The results of operations with Posterior vertical
lumbotomy were compared with flank incision for a variety of pa-
rameters (mean operative time, number of doses of postoperative
parenteral analgesics, duration of postoperative hospitalization, wound
infection, incisional hernia). Comparative analysis show, that poste-
rior vertical lumbotomy is much less traumatic incision.

Key words: lumbotomy, urether, tra.
PE3IOME

CPABHUTEJIbHASI OLIEHKA PE3VJIBTATOB 3ATHEN
BEPTHUKAJILHOM JIOMBOTOMHUMU U ONEPAIIMM
JIOMBAJbHBIM JOCTYIIOM

Yuxmaxxkypuase H.C., Yixmazxypunse A.H.
Hayuonanvnuiii yenmp yponocuu um. A. L{yryxuose

B nanmonansHOM 1ieHTpe yposoruu ¢ 1986 mo dhespans 2007
rona npoonepuposano 444 60apHBIX (249 xeHmuH, 195 myx-
YUH, CpeIHHUN Bo3pacT - 48,6 5eT) ¢ 3a00IeBaHNEM BEPXHUX
MOUEBBIX yTel. st 1ocTymna K Mouke U BEpXHEH TPETH Mo-
YeTOYHHMKA ObLIa MPUMEHEHa 3a/Hss BepTHKaNIbHAs TIOMO00-
tomust (3BJI). 27-1 GONBHBIM IPOBEACHBI CUMYIIBTAHHBIE OTIe-
pauuu c o6eux ctopoH. [IpoBenena 471 onepanus, HCIONb3ys
ykazaHHbli goctyn. [IpousBeneno cpaBuenue 3BJI ¢ miom-
OanpHBIM ocTynoM (JIZI) ¢ yaeToM pa3nuvHBIX MapaMeTpoB
(TTPOAOKUTENBHOCTD OMIEPAIMH, PACXO/ AHATBIETUKOB, JITH-
TeNBbHOCTH TOCTINTAIN3AIUH, ATHHA pa3pesa, paHeBast HH}eK-
LIUs1, YaCTOTA PA3BUTHSA ITOCICONIEPALMOHHON IPhKH). [1o Bcem
napamerpam 3BJI mpeBocxoaut JI/I. BeimeykasanHoe mo3Bo-
JSeT 3aKII0unTh, yTo 3BJI MeHee TpaBMaTH4YHA M JaeT BO3-
MO>KHOCTB YCTIEIITHO TPOBOANTH OTIEPAINH Ha BEPXHUX MOUE-
BBIX Iy TSIX.

Hayunwiii 0630p

COMPARTMENT SYNDROME, RHABDOMYOLYSIS AND RISK OF ACUTE RENAL
FAILURE AS COMPLICATIONS OF THE UROLOGICAL SURGERY

Kochiashvili D., Sutidze M., Tchovelidze Ch., Rukhadze I., Dzneladze A.

Department of Urology, Central University Clinic after N. Kipshidze Tbhilisi State Medical University

Compartment syndrome (CS) is a condition in which the
perfusion pressure falls below the tissue pressure in a
closed anatomic space with subsequent compromise of
circulation and function of tissues. Each muscle or muscle
group is enclosed in a compartment bound by relatively
rigid walls of bone and fascia. The compartments of the
lower leg and the volar forearm are particularly prone to
developing elevated compartment pressures. CS develops
through a combination of prolonged ischaemia and reper-
fusion of muscle within a tight osseofascial compartment
[13]. Untreated CS can lead to tissue necrosis, functional
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impairment, possible renal failure and death [2]. Arteries
and their subdivisions bring freshly oxygenated blood to
the tissues, and the associated venous system returns
deoxygenated blood to the venous circulation. The arteri-
al blood system continues to bring blood into the com-
partment, but the low pressure system - that is the blood
vessels with a low intra-luminal pressure (veins and their
subdivisions) - is restricted. When this occurs it is further
compounded by the release of fluid from the blood ves-
sels, resulting in a further rise in compartment pressure
and perpetuating the cycle. Oedema within a closed com-
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partment will increase the pressure within that compart-
ment, eventually compromising the vascular supply. Such
compromise will lead to further ischaemia and oedema for-
mation, and a vicious cycle will be established as cells
become deprived of oxygen. Severe metabolic complica-
tions may present after reperfusion when the damaged
membranes continue to leak, aggravating oedema forma-
tion and increasing the pressure in the closed osteofascial
compartment [4]. Damage to limbs, particularly the legs, re-
lated to nerve damage and unchecked intra-compartmental
pressures were documented as long ago as 1872 by Richard
von Volkmann. The combination of nerve- related damage
and CS causing contracture related to a supracondylar frac-
ture is still referred to as Volkmann contracture.

Compromising surgical positions can be a cause of rhab-
domyolysis. During the last decade two other patients
developed a compartment syndrome with rhabdomyolysis
after prolonged surgery in the lithotomy position, one with
serious renal failure. Several different surgical positions
have been described as risk factors for intra-or postopera-
tive thabdomyolysis, as a result of the development of a
compartment syndrome . The risk of compartment syndrome
and rhabdomyolysis is especially high when there are oth-
er risk factors, such as obesity, peripheral vascular dis-
ease and prolonged operation time. A compartment syn-
drome is defined as a condition in which increased pres-
sure within a limited space impairs capillary perfusion of
the tissue within that space. Prolonged pressure on parts
of the body touching the operating table, in most cases
the extremities, shoulders and gluteal regions, will cause
muscle injury with subsequent edema and ischemia. Ede-
ma formation in a closed compartment will cause a rise in
compartmental pressure, further impairing the circulation
and eventually leading to the development of a full-blown
compartment syndrome with rhabdomyolysis [2,5-8,10-13].

Rhabdomyolysis is the disruption of the skeletal muscle
fibers, which results in their lysis. Somatic muscle system
makes up approximately 40% of the body weight. Rhab-
domyolysis develops as a result of damage to the skeletal
muscular fibres. The damage is sufficient to alter the integ-
rity of the sarcolemma, resulting in the release into the
bloodstream of toxic intracellular components. As the re-
sult of the lysis occurs muscle cell swelling, followed by
decrease in intravascular volume, also pigment induced
ARF and other complications such as passive back-diffu-
sion of glomerular ultrafiltration, and direct toxicity on tu-
bular epithelium and the juxtaglomerular apparatus with
consequent renin release and presumed renal vasocon-
striction have all been proposed [3,419].

Rhabdomyolysis is generally accompanied by a triad of
elevated plasma creatine phosphokinase (CPK), CPK-MM,
orthotoludin-positive urine and pigmented granular casts.
The most striking change is a rapid rise in CPK concentra-
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tions, which can reach extremely high levels. A rise in se-
rum myoglobin levels and the presence of myoglobinuria
are also indicators of rhabdomyolysis. Gabow et al found
that 33% of the episodes of rhabdomyolysis led to acute
renal failure., This case clearly shows that prolonged sur-
gery in the lithotomy position can lead to the development
of a compartment syndrome with subsequent rhabdomy-
oly-sis. Preventive measures such as good positioning and
peroperative repositioning of the patient, early recogni-
tion of this complication and initiating correct therapy by
compartment decompression and forced diuresis with man-
nitol and furosemide can prevent acute renal failure.

Although more commonly associated with trauma or sur-
gery on the limbs, CS has been reported as a complication
of some positions adopted for surgery, particularly the
lithotomy and knee-chest positions [6,8,10-14]. Various
papers identify serious complications following surgery,
particularly during lithotomy or Lloyd Davies positions
during urological surgery. It has even been reported as
occurring in a 6 year-old patient [2]. The consequences for
the patient are devastating, often requiring multiple fasci-
otomies, with chronic pain and weakness the frequent re-
sult [17,18]. The possibility of developing CS and rhab-
domyolysis is especially high in the presence of other risk
factors including obesity, peripheral vascular disease, dia-
betes mellitus, chronic alcoholism, myodistrophies, uses
some medicines, such as hypolipidemic (statins, phibrates)
or others and prolonged duration of surgery [19]. CS has
also been described in instances of drug overdose where
persons have remained in one position for several hours,
with the force supplied by the weight of their body on the
extremity being the causative mechanism for the syndrome
developing [19].

Risks in the perioperative environmen - the lithotomy po-
sition is commonly used to access the pelvis and peri-
neum during urological, colorectal, and gynecological sur-
gery. Lower limb compartment syndrome is caused by ab-
normal increases in intracompartmental pressures within a
non-expansive fascial space and has been recognized af-
ter prolonged elevation of the lower limbs during surgical
procedures in the lithotomy position. Reports of well leg
compartment syndrome (WLCS) after procedures in the
lithotomy consist of individual cases or small series. Com-
partment syndrome is a potentially devastating complica-
tion resulting in permanent disability and even death. We
undertook a survey of consultant urologists in the UK to
estimate the incidence of lower limb compartment syndrome
after use of the lithotomy position and to identify risk fac-
tors for its development.

Variations on the lithotomy position are used for many
procedures. The Lloyd Davies position and modified lithot-
omy Trendelenburg (with additional head-down tilt) pro-
vide optimal combination approaches (abdominal and peri-
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neal) for complex urological, colorectal and gynaecologi-
cal surgical procedures. The overall incidence of compart-
ment syndrome after major pelvic surgery in the lithotomy
position has been estimated at 1 in 3500 casesl but this
may be higher in urological surgery. To date a total of 16
urological patients with WLCS have been described in the
world literature. The development of a WLCS is a rare but
significant complication after major surgery performed in
either the low (Lloyd-Davies), standard, or exaggerated
lithotomy position. WLCS typically presents postopera-
tively with leg pain out of proportion to the clinical find-
ings. The classic findings of calf swelling, paraesthesia,
weakness of toe flexion, and pain during passive toe ex-
tension are late and may suggest an established compart-
ment syndrome and the presence of foot pulses does not
show that the compartment is well perfused. The normal
range of compartment pressure during an operation is be-
tween 0 mm Hg and 10 mm Hg. The definitive diagnosis of
a compartment syndrome is made by a direct measurement
of intracompartmental pressure. This can be done by us-
ing either a transducer tipped catheter or by a convention-
al fluid filled system. Compartment syndrome is attributa-
ble to prolonged impairment of lower limb perfusion sec-
ondary to a rise in compartment pressure. A reduction in
perfusion pressure causes tissue ischaemia. Ischaemia may
be followed by reperfusion with subsequent capillary leak-
age and tissue oedema. A vicious circle of tissue oedema
and further impairment of perfusion then occurs. Once
compartment pressure rises above 50 mm Hg for more than
four hours irreversible neuromuscular damage will occur
although damage is reversible up to two to three hours. In
our study only two cases of WLCS occurred after opera-
tions that lasted for less than four hours.

Compartment syndrome occurred after radical cystectomy
and urinary diversion in 51 cases and was rare in proce-
dures lasting less than four hours. The incidence of com-
partment syndrome after cystectomy was estimated at
around 1 in 500 cases. Risk factors for its development
included: Intraoperative hypotension, Blood loss/hypo-
volaemia, Peripheral vascular disease, Prolonged opera-
tion, Muscular calves, High body mass index, obesity.

Number of cases - Surgery

1. Cystectomy Radical - high incidence
2. Prostatectomy - rare

3. Urethroplasty Other - rare

Signs and symptoms. CS usually presents after reperfusion
of alimb, and pain and swelling may not occur immediate-
ly. The first signs usually occur after the patient has re-
gained consciousness, undergone their post- anesthetic
care episode and returned to the ward. Often several hours
are reported as uneventful before the first signs and symp-
toms are reported [5,8,10-14]. The first suspicions are usu-
ally aroused when a patient complains of severe pain in
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the lower legs when they have recovered consciousness
or a few hours after surgery. Some patients have described
pain despite postoperative epidural anaesthesia. The pa-
tient’s leg(s) may appear tense and swollen. The level of
pathological pain is found to be far greater than the ordi-
nary postoperative pain to be expected from the surgical
intervention [15].

The diagnosis of CS requires a high index of clinical suspi-
cion and the typical presentation postoperatively includes
leg pain out of proportion to clinical findings [13]. Atten-
tion should be paid to the patient who continues to com-
plain of pain after receiving analgesia or states that the
pain is continually increasing [14]. Early diagnosis can
affect outcome. It is possible that an initial diagnosis of
deep vein thrombosis (DVT) may impede the correct one.
The measurement of compartment pressures will confirm
suspicions of CS, while venous Doppler studies will con-
firm a DVT. There is no clear definition of a precise pres-
sure/time limit for irreversible muscle and nerve damage.
Normal limb intra-compartment pressure (ICP) at rest is on
average less than 20 mmHg. Goldsmith St McCallum [5]
discuss pressures above 45 mmHg causing CS; other au-
thors cite 30 mmHg as a threshold. Matsen states that
ICPs greater than 30 mmHg generally are agreed to require
intervention. It is important to compare compartment pres-
sures against the patient’s diastolic pressure - if it is ele-
vated to within 10-30 mmHg of the diastolic pressure, or
30-40 mmHg of the mean arterial pressure, irreversible dam-
age may occur. It is difficult to ascertain if one or all com-
partments of a limb are affected.

The diagnosis of compartment syndrome requires a high
index of clinical suspicion. Timing of identification and
intervention with compartment syndrome is crucial to a
positive patient outcome. It is possible that an initial diag-
nosis of deep vein thrombosis (DVT) may interfere with
the correct diagnosis. The measurement of compartment
pressures will confirm the suspicions of compartment syn-
drome while venous Doppler studies will confirma DVT.
Remember the “6 P’s” of compartment syndrome:

1. Paresthesia;

Subtle first symptom

2. Pain;

3. Pressure:

* Involved compartment or limb will feel tense and warm on
palpation

* Direct compartment pressure of 30-40 mmHg as meas-
ured by a wick, continuous infusion, or injection method
such as the Stryker monitor — normal intracompartmental
tissue pressure is 0-10 mmHg.

» Differential pressure of greater than 30 mmHg — diastolic
blood pressure minus compartment pressure — as long as
diastolic pressure remains high enough or at least 30 mmHg,
the compartment will be perfused and there may not be a
need for surgical decompression.
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» Whiteside’s theory suggested that the development of
compartment syndrome depends not only on intra-com-
partmental pressure but also depends on systemic blood
pressure — diastolic pressure minus compartment pressure
should be > 30 mmHg.

Example 1:

80=patient diastolic B/P

-20=direct compartment pressure

60=differential pressure (adequate compartment perfusion)

Example 2:

80=patient diastolic B/P

-60=direct compartment pressure

20=differential pressure (inadequate compartment per-
fusion)

4. Pallor

Late sign

Pale, grayish or whitish tone to skin

Prolonged capillary refill (>3 seconds)

Cool feel to skin upon palpation due to lack of capillary
perfusion

5. Paralysis

Late sign

May start as weakness in active movement of involved or
distal joints

Leads to inability to move joint or digits actively

No response to direct neural stimulation due to damage

6. Pulselessness

Late sign

Very weak or lack of palpable or Doppler audible pulse
Due to lack of arterial perfusion

Other warning signs of Compartment Syndrome:
Fractured blisters: represent areas of necrosis of the epi-
dermis and separation of the skin layers. Occur as the body
attempts to relieve the pressure in the compartment.
Laboratory findings: elevated serum creatinphosphokinase
and Potassium due to cell damage; myoglobinemia, my-
oglobinuria.

Elevated temperature due to ischemia/necrosis of tissue
and possible infectious response.

Elevated WBC (white blood cell count) and ESR (erythro-
cyte sedimentation rate) levels due to the severe inflam-
matory response.

Lowered Serum pH levels due to acidosis.

Stretch pain or pain on passive extension or hyperexten-
sion of digits (toes or fingers, depending on the site).

Treatment. Medical decompression may be instigated if
CS is suspected and intra-compartment pressures are only
marginally increased. A mannitol infusion has been report-
ed as effecting a complete resolution [13,14].
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Surgical decompression is the standard treatment of es-
tablished CS. Immediate surgical intervention is required
to stop the rise in compartment pressures and damage by
performing fasciotomies (surgical incisions of the affected
compartments). As soon as the fascia is sectioned, or sur-
gically split open by an incision through all the layers
down to, and including, the fascia, the compartmental con-
tents can bulge, thus allowing pressures to decline along
with reinstitution of the normal circulatory pattern. When
diagnosed and treated early, full recovery usually follows.

Pearse et al [11] discuss the current recommendations for
treatment, advocating prompt release of intra-compartment
pressure by fasciotomy. Delays greater than eight hours
may limit the efficacy of the treatment. Early diagnosis
benefits from early treatment. Fasciotomies are not benign
procedures - they may lead to chronic venous insufficien-
cy due to impairment of the calf muscle pump.

During fasciotomy it is vital to identify and protect the
peroneal nerve. Wounds are usually left open initially, be-
ing protected by suitable sterile dressings. Inspection of
the wound after 48 hours may necessitate further necrotic
tissue excision. Delayed skin closure or skin grafting may
become treatment options. Adequate analgesia and anti-
biotic cover are essential for improving outcomes.

In cases where treatment and prophylaxis of renal failure
associated with rhabdomyolysis is suspected or diag-
nosed, prompt fluid and metabolic correction is essential
to re-establish a good urine output. Goldsmith & McCa-
[lum [5] advocated that “Early, aggressive fluid replace-
ment, guided by CVP monitoring, is required and often
large positive fluid balances are necessary. Mannitol has
further beneficial actions in being a renal vasodilator and
intravascular expander”.

Bocca et al [2] also support a mannitol infusion to induce
an osmotic diuresis. However, others have disagreed in
the past - Maher (1994) states that hypertonic mannitol
has not been proven effective in clinical studies. Debate
continues and actual treatment will depend on the individ-
ual clinician. Dialysis may be necessary if these methods
of treatment fail.
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SUMMARY

COMPARTMENT SYNDROME, RHABDOMYOLYSIS
AND RISK OF ACUTE RENAL FAILURE AS COMPLICA-
TIONS OF THE UROLOGICAL SURGERY

Kochiashvili D., Sutidze M., Tchovelidze Ch., Rukhadze I.,
Dzneladze A.

Department of Urology, Central University Clinic after N. Kip-
shidze Thilisi State Medical Universiti

Current knowledge related to the risk of CS when operating in
these positions (Lloyd Davies and Trendelenburg tilt) is such that
it can be deemed negligent to keep patients in this position (with
legs higher than the heart) when not absolutely necessary. If it
means repositioning and redraping, thus adding a few extra min-
utes to the episode and costing a small amount in additional drapes,
surely this is a small price to pay for excellent perioperative care?

© GMN

If repositioning is impossible to execute, the head-down tilt
position should be reversed every two hours, for a short period
of time, to allow more natural perfusion of the lower limbs to
occur. Raza et al recommend that if the anticipated procedure
duration is beyond four hours, the legs should be removed from
supports every two hours for a short period to prevent reper-
fusion injury. The use of Allen stirrups is preferred to calf sup-
ports or metal skids.

Turnbull and Mills suggest that we should certainly review
our use of compression stockings and intermittent compres-
sion devices when operating on patients in the Lloyd Dav-
ies position.

It will be deemed negligent to misdiagnose (ie: mistake for a
DVT) or delay treatment (by prolonged re-assessment) of CS
postoperatively when patients have been subjected to pro-
longed surgery in these abnormal positions. Delayed or missed
diagnosis may not only be limb-threatening (and cause a very
protracted hospital stay) - it can be life-threatening. With to-
day’s current knowledge, surgeons undertaking prolonged sur-
gery in abnormal positions must be aware of this, fortunately
rare, complication.

Practice guidelines within perioperative care should reflect cur-
rent knowledge and ensure that risk is minimized. Patients who
take legal action if they have experienced this condition may be
awarded substantial costs against negligence if lack of care can be
proven or diagnosis has been delayed.

Key words: compartment syndrome, rthabdomyolysis, acute
renal failure.

PE3IOME

YPOJIOTUYECKHUE OIEPALIMU, OCJOKHEHHBIE
KOMIIAPTMEHTHbIM CUHIPOMOM, PABJJOMHOJIU-
30M 1 OCTPOM IOYEYHOM HEJJOCTATOYHOCTBIO

KounamBuan J.K., Cyruaze M.I., Yoseannaze LLI., Py-
xanze U.P., I3nenanze A.B.

Tounucckuii eocyoapcmeeHuvlll MeOUYUHCKULL YHUSepcument,
denapmamenm ypoaoz2uu

Komnaprmentnsiit cunapom (KC) pazBuBaeTcs mpH THTETBHON
UILIEMHHU CKEJICTHBIX MBIIII X B OOJIBIIMHCTBE CIIy4aeB BCTPeya-
eTCsl IPH HEKOTOPBIX YPOJIIOTMYECKHUX ONEPALHUAX B yCIOBUIX
MIPOJIOJDKUTENIBHOTO HAX0XKACHUS ManueHTa B no3umusx Lloyd
Davies nnmn TpennenenOypra. Yacto KC u octpoit moueqnoit
HepoctatogHOCThIO (OITH) ocnokHseTcs pagukanbHas IUCTIK-
tomus (1:500), mpocTaTIKTOMUS | Jp. YPETPOILIaCTHYECKUE OTIe-
pauun. CHHIPOM OOHApPYKUBACTCS TAKKE B CIIydasX JAIUTENb-
HBIX onepannii (4 yaca). OCHOBHas 11eJb, KOTOPast TOJDKHA Ipe-
CIIEZIOBATHCSA - HE JIOMYCTUTD ITOCICOIEPALIMOHHBIX OCTOKHEHUN
KC u OITH, 4ro muKTyeT He0OXOAUMOCTH : 1) OmpenenuTh namnu-
€HTOB ¢ pUCK (hakTopamu (COCYIUCTbIE TATOJIOTHH, CaXapHBII
nrabet, MUOIUCTPOPUHU, XPOHHYECKUI alIKOTOJIU3M U AP.);
2) BBIABUTH HAJMYUE CHHAPOMA HA PaHHEM dTare; 3) MEHATh
no3unuio nanuenTa (1-2 pasza Ha HECKOJIBKO MUHYT) BO BpeMst
omepanuu; 4) odecrednTs 10CTaTOYHYIO epdy3uio moyuek (B/B

tpancdysun - koutpons LB/l u quypesa).
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Hayunas nybauxayus

HNCCIEJOBAHHME IMMOYEYHBIX BEJKOBbBIX KOMIIJIEKCOB,
HNOJABJIAIOIIUX SKCITPECCHUIO 'EHOB B SAIIPAX TOMOTHUIIMYECKHUX KJIETOK

Jzunzurypu' [1.B., Yurornaze? T.I., Manaramze? JI.I., AciamazumBuin® T.T., Kepkenmxus' C.M.

"Tounucckuii 2ocydapcmeennuiil ynueepcumem um. M. [casaxuweunu, *Hayuonanouolii yenmp
yponoeuu um. A. L{ynykuoze; SUncmumym sxcnepumenmanshoti mopghonozuu um. A.H. Hamuweunu AH Ipysuu

3a mocnetHue ASCITUIICTHS B IPAKTHUKY YCIICITHO BHEPE-
HBI HOBBIE METOIBI IMArHOCTUKH 3a001eBaHmi ouek. He-
CMOTpsI Ha 3TO, TI0 Ceii ICHb HEe JOCTUTHYTO 3HAYUTEIBHBIX
yCIexXoB B 00JacTh WX JedeHus. HepemenHoit ocraercs
mpo0JiemMa JiedeHIs OHKOJIOTHYECKUX 3a00IeBaHUH, 3THO-
JIOTHUS KOTOPBIX U3ydeHa HEJOCTATOYHO U, CIIEI0BATENBHO,
XHPYPTrHUECKOE JIEUCHUE OCTACTCS €IMHCTBEHHBIM PaIn-
KaJbHBIM CITOCO00M. MIcX0151 M3 9TOr0, OJTHUM U3 BaKHEH-
IIMX HAIIPaBJICHUH COBPEMEHHOI OHKOYPOJIOTHH SIBISIETCS
TTOVCK HOBBIX CTIOCOOOB JICUEHHSL.

W3BecTHO, YTO IPUYUHON Pa3BUTHS TSKEIBIX 3a00IeBa-
HUH, BKITFOYAs pak, MO>KET OBITh yTpaTa Wil Oclia0JieHne
KOHTPOJIS IPOIIecCoB Iponudepannu u tupepeHm-
poBkn. OJHUM U3 MEXaHU3MOB, C TOMOMIBIO KOTOPOTO
OCYIIECTBIISIETCS PETYIISAIMS STHX ITPOLECCOB, SBISIETCS
B3aMMOJICHCTBHUE KJICTKH C POCTOBEIMH (pakTopamu. B
HaCTOSIIIEE BPEMS NCCIIEI0OBAHUS, TOCBSIIEHHBIC H/ICH-
TH(UKAIINN SHIOTEHHBIX POCTOBBIX (DAKTOPOB, OCTAIOT-
csl Ha CTa/INM MHTEHCUBHOTO n3y4eHus. B mureparype, B
OCHOBHOM, ONHMCaHBI (PaKTOPBI, CTUMYJIUPYIOLINE TIPO-
TrQepaIuio SOUTeTnonuToB [6,7,12]. OxHaxo, JTaHHBIE O
(akTopax, THrHOMUPYIOMNX JAEICHNE TOUYETHBIX KIETOK,
Mano4uciIeHHB. Heo0X0MMoCTh n3ydeHus 3TuX (ax-
TOPOB BBIJICISIETCS CBOEH aKTYaIbHOCTHIO, TaK KaK MPO-
0JIeMa HEOIITACTUUECKNX 3a00JIEBAHNI OCTAETCS BCE EI1E
HEpa3peLIeHHOM.

Panee Hamu OBIIO MOKA3aHO, YTO KJIETKH TOYEK ITOJI0BO3-
penbIx O6enBIX KphIc comeprkat 6emkoBbIit kommuieke (BK),
KOTOPBII HHTHOMPYET POCT TOMOTHIIITYECKUX KiIeToK [10].
ITokazano, yto BK nouek KppIc oaBiseT MPoOLECC TPaHC-
KPHITIAH B SIIpaxX KIETOK IMTOYKH. [[09edHbIi OSITKOBBII KOM-
mwiekc (ITBK) taxoke uarndupyer cuate3 PHK B simpax, BeI-
JIETICHHBIX U3 PAKOBBIX KJIeTOK (pak mouku RCC) yenoBeka
[9]. I[IBK obmamaeT crtocoOHOCTHIO HHTHONPOBATH IIPOITH-
(bepaTHBHYIO AKTUBHOCTh TOMOTHUITMYHBIX KIETOK KaK in
Vivo, TaK U in vitro. B yactHocTH, nokazaHo, uro [ 1K kpsbI-
CBI Iy TEM TO/IABJIEHUS OKCTIPECCHH TeHOB B G -(ase, BbI-
3bIBaeT mHrHONpoBanue ¢a3el cuaTe3a JJHK u, coorBet-
CTBEHHO, JEJIEHUE KJIETOK MOHOCIOWHON KYJbTYpHI
(MJCK) [2].

HCHLIO HCCIECN0BAHUSA ABUIJIOCH CPDABHUTEIIBHOE N3YUCHNE

MOYCUYHOrO OEJIKOBOTO KOMIIJIEKCA, TTOJYIYEHHOTO M3 I10-
YEUYHBIX TKaHEH OCIBIX KPBIC 1 YCTTOBEKA.
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Marepuaj 1 MmeToabl. MaTepuaaoM JUJIsl UCCIIEI0BAHUS
CITY KVJTN TTOYKY HHTAKTHBIX O0embiX Kpbic (150-170T) m moct-
onepaloHHbIN MaTepual yeaoseka. Kpome Toro, ncnosb-
30BaJIM MMOYEYHYIO TKaHb Oexbrx kpeic (120-130 r), koTO-
PBIM TIPOBOJIMIIN OJHOCTOPOHHIOIO HepakTomuio. Sapa
MMOYEYHOH TKaH! BBIAETUHN 1o MeToay [loBo 1 coast. [5],
MoauduitmpoanHoro [ mopruessim 1 coarr. [ 1]. Kommaec-
B0 JIHK B simpax ompenernsn mo metoxy CamoBCKOTO U
[HTatirepa [16]. 11 n3ydeHws TpaHCKPHUITIIIOHHON aKTHB-
HOCTH B SIIpax MOYEYHBIX HTUTEIHUOIUTOB UCTIOIB30BAIIH
PHK-cunTesupytomyto tect-cucremy. Cuare3 PHK onenn-
BAJTH TI0 BKJIFOYECHHIO MEUCHOTO TIpe/aecTBeHnnka [ *CJ-
UTF B kuciI0TOHEpaCTBOPUMYIO (hpakimio [8].

s Beienenus [IBK npumMensiim MeTo/1 ciupToBOro ocax-
nenus 6enkoB [4]. [TosTamHbIM HackIIeHHEM 96° dTaHO-
JIOM BOJHOT'O TOMOTeHaTa TKaHei nmomyvamu 81% crmpro-
ByI0 (ppaKIuio, KOTOPYIO KUMISATHIN Ha BOASHON OaHe
(100°C) B Teuenne 20 MHH., OXJIQKIATH U 3aTeM IEHTpUDY-
rupoBaid - 15 muH. (600 g). CynepHaTaHT 3aMOPayKIBAIA B
JKHJIKOM a30T€ M 3aTEM BBICYIIMBAIIH B a7COPOIIMOHHO-KOH-
neHcanroHHoM Jrodpmmmsarope. [IBK nonyganu B Bune
CBETII0-CEPOTO, JIETKO PACTBOPSIIOMIETOCS B BOJIE, TTOPOII-
Ka, KOTOPBIA XpaHUIIH B XonoubHuKe pu 4°C. KoHnent-
pammro 6enka B [1BK onpenensimi mo metoxy Jloypu [14].

JKMBOTHBIM IO HAPKO30M IIPOBOJIMIIH OJHOCTOPOHHIOIO
uHedpakromuto. [1BK (200mxr/0,2MiIT) BBOAWIIN HHTpATIEPH-
TOHEAITBHO ABAXKIBI, 32 30 MUHYT, IO U TIOCTIE OTICPAITHH.
JKHMBOTHBIX JEKaITUTHPOBAIIH O d(QUPHBIM HAPKO3OM CITY-
CTs 6 9acOB TOCTIC OTHOCTOPOHHEH HE(YPIKTOMUH.

s cpaBaurensHoro ananusa [IBK npumensiin meton xpo-
MaTorpaduu ruapododHoro B3anmoneicTsus [15]. Cra-
IHOHAPHOH (ha30if CITY>KMIT MOITU(UITMPOBAHHEIHN (PEHMITb-
HBIMH TPYNIIaMHU THAPO(GMIBHBINA MOTMMEPHBIH COPOSHT
HEMA BIO Phenyl-1000 (pa3mep gacturr 10 mxwm). [Tox-
BkHas (aza mpezncrasisina pocharasiii Oydpep(pH ), B
KOTOPBIN BBOIMIIN CYNb(aT aMMOHUS. DIIOUPOBAHHE Be-
JIOCh C TIOJIBM)KHBIMH (hazaMH, MOJIIPHOCTB KOTOPBIX TIO
(NH,),SO, mensmacs ot 2,0 M 110 0,0 M (o umcToro Oyde-
pa). loCTOBepHOCTH TaHHBIX OIIEHUBAIH 110 KO PHUIINCH-
Ty CreionenTa (p<0,01).

Pe3yabTaThl 1 UX 00cy:kaeHHe. B mpensiaymux padoTax
HaMH OBLIO YCTAHOBIJICHO, YTO HHTHOUpYIOLIee BIUSIHUE
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[1bK 00yciioBieHo HaTMYMEM B HUX ITOYEYHOTo (hakTopa
[11]. Ucxoas u3 5TOTO, € LIETbI0 YCTAHOBJICHUS HATUUHSI
akTHBHOTO KomroHeHTa B [IBK uenoBeka, Mbl poBemnu
cpaBHHTENBEHOE M3yueHue nericTBus [IBK kpbic 1 yenose-
Ka Ha TPAHCKPHUIIUOHHYIO aKTUBHOCTH W30JIMPOBAHHBIX
s7Iep KJIETOK [TOYEK MHTaKTHBIX KpbIc. B pe3ynbrare nccie-
JoBaHus ObLIO ycraHoBiieHO, uto [1BK, momxyuenustit u3
PaKOBBIX KJIETOK ITOYEK YEJIOBEKa HE BBI3BIBACT ITOJIaBIIC-
Hust cuHTeza PHK B cucTeMe M301MpOBaHHBIX sijiep OYEK
MHTaKTHBIX KpbIC (puc. 1,1), Torna xak, [IBK kpbic mogass-
et PHK-cuHTE3MpYI0IIYI0 aKTUBHOCTS $1/1€p TOMOTHITHYEC-
KHMX KJICTOK 10 CPAaBHEHHUIO C KOHTPOJIBHBIM [10KA3aTesIeM, B
cpenuem, Ha 40% (puc. 1,11).
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K 1 2 THOW aKTHBHOC-
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tivns v sironun apuanpepus o wiaaodOCTBIO, KAKOBOM
aBisieTcs modka [§]. OmHaxo, yCTaHOBIEHO, 9TO OTHOCTO-
POHHSISI HEPPAIKTOMHS B SIAPAX KIETOK OCTABIICHCS TOUKH
BbI3bIBaeT cTuMyIsinmio cunresa PHK. Mcxoas u3 Boiie-
CKa3aHHOro, Mbl ucciienoBanu Binusinue [IBK kppich u ve-
noseka Ha cuHTe3 PHK B sigpax kiieTok ocraBuieiicst OYKH,
TI0CIIe YaJeH s OAHOTO U3 TAPHBIX OPTaHOB (OTHOCTOPOH-
Hig He(hpoKkTOMUS). V3 TIpeicTaBIeHHBIX HA PHC. 2 AHa-
rpamMm cienyert, urto [IBK kpwickl HHTHOMpPYET mporecc
TPAHCKPHIIIN B s/IpaxX KaK HHTAKTHBIX, TAK M CTUMYJIUPO-
BAaHHBIX K MPOJH(EpaIiy KICTOK MOYKH KpbIC (puc. 2.1).
Crioco6nocTts [TBK yenoBeka marndnposath cuaTe3 PHK
He OBlTa 00Hapy KeHa U B 3TOH cepun onbITOB (puc. 2.11).
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Puc. 2. Bruanue BK nouex kpuic (1) u BK paxosvix kiemok
nouex yenogexa (1) Ha mpancKpunyuoHHyIO aKmusHOCMb
0ep NOYEUHBIX KIEeMOK HeDPIKMOMUPOBAHHBIX KPbIC

Bruto usyyeno taxke neiictere bK kietok ruaponedpoTu-
YECKHU M3MCHCHHBIX [TOYCK YCIIOBCKA. YCTAHOBIICHO, UTO, B
ommnuwe ot bK pakoBeix kierok, K kierok ruaponedpo-
TUYECKU U3MEHCHHBIX ITOUCK YCIIOBEKA MTOAABIISICT CHHTE3
PHK B sigpax KJIeTOK mo4eK OeIbIX KpbIC (puc. 3).

Puc. 3. Bauanue BK eudponeppomuuecku uzmenennwix (1)
UIU pakosvix noveunvix kiemox (I1) na mpanckpunyuon-
HYI0 AKMUBHOCHb A0ep NOUeK DeablX KpblC

[Tomy4eHHbIe TaHHbBIC YKa3bIBAIOT HA TPUCYTCTBHE B AaH-
HOM KOMIUIEeKce mogednoro ¢akropa (I1D), koTopsrit mo-
nasisier cunte3 PHK B cucreme n3onupoBaHHbIX siaep. s
cpaBHuTenbHOro ananusa [IBK npumensiim meron xpomaro-
rpaduu rugpodobHOTO B3anMoneiicTeus. [IpuBeneHHbIe
Ha pHc. 4 XpOMaTOrpaMMBbI ITOKA3bIBAIOT THAPOQHIBHBIC U
ruapodobusie kommoneHTs! BKIT xprice (puc. 4.1), BK
KJICTOK THAPOHE(PPOTHIECKH N3MEHEHHBIX Io4ekK (puc. 4.11)
n BK pakoBBIX KJIETOK IoUek yenoBeka. 13 pucynka 4.1 cie-
nyer, 9To BKII kpBICH conepKuT THAPOGUITBHBIN KOMIIO-
HEHT CO BpEMEHEM yIep:KUBaHUS 5,5 MUH. (IT0 BpeMEHHU
VIACpKUBAHUS COOTBETCTBYIOMNH 1uToxpomy - C). Panee
HaM# OBIJIO MOKA3aHO, YTO THAPO(UIBHBIA KOMIOHEHT
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SIBIISICTCS OCITKOM € MOJICKYIIsipHOU Maccoi 12 xJla [2,11].
[oBprenne gona yepe3 30 MHUH. yKa3bIBaeT Ha MIPUCYT-
ctBue ruipodooHOoro Komrnonenta B bK. Ananornyneie
KOMITOHEHTHI MPHUCYTCTBYIOT B BK KiteTok ruaponedpoTu-
YyecKH U3MEHEHHBIX mouek (puc. 4.1I).
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Puc. 4. Xpomamozpamma BK xnemox nouex unmaxmmuuix
kpoic (1), euoponeppomuuecku usmenennwvix (1) u paxo-
6bix nouek yenogexa (I11)

Taknm 00pa3om, COrTacHO MOIYyYEHHBIM HAMH PE3yibTa-
TaM, TOUYEYHBIE KIIETKH YET0BEKA COJCPKAT aHATIOTHIHBIH
(hbaxTop 6EITKOBOI MIPHPOIBI, KOTOPHIH HE IKCIIPECCHPYET-
s B pakoBBIX KieTkax. [1® He oOmamaeT BUAOBOM crienin-
(PMYHOCTHIO U TIO3TOMY €TI0 MOKHO BKJIIOUHMTH B OIIMCAH-
HOe HaMU paHee [2,11] cemelicTBO (hrToreHeTHIe CKH KOH-
CEpBAaTHUBHBIX OCIIKOB, TAJTbHEHIIIEE NCCITEI0BAHIE KOTOPBIX
BHECET 3HAUUTEIbHBIN BKJIQJ B TOHNMaHNE OMOJIOTHYEC-
KHX OCHOB paKa.
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SUMMARY

KIDNEY PROTEIN COMPLEXES THAT INHIBIT GENE
EXPRESSION IN THE NUCLEI OF HOMOTYPIC
CELLS

Dzidziguri' D., Chigogidze? T., Managadze® L., Aslamazish-
vili* T., Kerkenjia' S.

'I.Javakhishvili Thilisi State University, *Tsulukidze National
Center of Urology, *A.Natishvili Institute of Experimental Mor-
phology, Georgian Academy of Sciences

The comparative study of protein complexes (PCs) isolated by
alcohol extraction from white rat and human nephrocytes (post-
operational material) have been performed. It has been shown
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that PCs of white rat cells inhibit RNA synthesis in the nuclei of
intact as well as nephrectomized (unilateral nephrectomy) ani-
mals. The same effect has been shown while studying the PCs of
patients with hydronephrotic kidneys. At the same time the
inhibition of transcription has not been detected in case of RCC
kidney cancer cell PCs. The chromatography studies revealed

that the active component of PCs (12 kDa protein factor) which
had been detected earlier has not been shown up in cancer cells
of human kidney.

Key words: kidney, protein factor, inhibition, transcrip-
tion.

PE3IOME

HNCCIEAJOBAHUE MOYEYHbBIX BEJIKOBBIX KOMIIJIEKCOB, IOJABJIAIOIINX
SKCIIPECCHUIO 'EHOB B SIIPAX TOMOTHUIIHNYECKHUX KJIETOK

Jumsurypu' JI.B., Yuroruasze? T.I., Manaranze? JL.I., AcnamazumBuin® T.T., Keprenmxus' C.M.

"Tounucckuii 2cocyoapemeennuiii ynusepcumem um. U. Jicasaxuweunu, *Hayuonanvnolii yenmp yponoeuu um. A. Llynykuoze;
SUnemumym sxenepumenmansnoi mopgonocuu um. A.H. Hamuweunru AH I'pysuu

[IpoBeneHO CpaBHUTEIBHOE H3yYEHHUE OEITKOBBIX KOMIIEKCOB
(BK), BBII€IIEHHBIX METOJOM CIHPTOBOH IKCTPAKIIUU U3 KJIe-
TOK ITOYeK OeJIBIX KPBIC ¥ YeloBeKa (II0CTONepanHoHHbII Ma-
Tepual). YcraHoBieHO, uTo bK kiieTok Oenbix Kpbic moaaB-
nsier cuaTe3 PHK B s1pax mMo4eyHBIX KJIIETOK MHTAKTHBIX H
He(PIKTOMUPOBAHHBIX (OTHOCTOPOHHSS HEYPIKTOMUS) HKH-
BOTHBIX. AHAJOTHYHBIN 3 (EKT MoJIydeH MPH HCCIIeI0BaHHH

BK kI1eTOK ManueHToB ¢ MaTOJIOTHYeCKH H3MEHEHHBIMH T10Y-
kamu (ruaporedpos). [logaBneHue npoiecca TPAHCKPHUITITHH
He oOHapykeHo B cirydae BK omyxoJsieBbIX KieTok (pax Io-
yek RCC). Mertonom xpomaTtorpaduu BEISIBICHO, 9TO OOHa-
pY’KEHHBII HaMU paHee aKTUBHEIH KoMrToHeHT BK (6enkoBbrii
(daktop - monekyssipHas Macca 12 Kn) He nposiisiercs B bK
PAKOBBIX KJIETOK ITOYKH YeJIOBEKa.

Hayunas nybnuxayus

TPAHCYPETPAJIbHOE JIEYEHUE JJOBPOKAYECTBEHHOM
TUIEPILIAZUAU MPEJACTATEJBHOM KEJE3bI BOJIBIINX PASMEPOB

Mamnaranze JLI., XBagaruanu I.I., AonymennmBuian K.O., Manaranze IJ1., bepyaasa JI.T.

Hayuonanouwsiti yenmp yponoeuu um. A. Llynykuoze

Job6pokauectBenHas rurnepruiasus npoctatsl (JI'T]) - mpo-
rpeccupyroliee 3a001eBaHNe, KOTOPOE CYIIECTBEHHO CHHU-
JKaeT KadeCTBO XKM3HM MAllMCHTOB, a B JAJICKO3AIIEAIINX
CITy4asx BBI3BIBACT OCIOKHEHHS: OCTPYIO U XPOHHIECKYIO
3a[epKKy MOUYH, XPOHHUECKYIO TTOUEUHYI0 HEJOCTATOU-
HOCTH (XITH), azotemuto. Xupyprudeckoe seaenne A TI
MTOKa3aHo B cirydae Hed(p(peKTHBHOCTH MeTMKaMEHTO3HON
Teparnun. OTKpPBITasi MPOCTATIKTOMHUSI M TPAHCYpETPaIbHAS
pesexuus mpoctaTsl (TYPII) SBISAIOTCS OCHOBHBIMU XUPYP-
THYECKIMHU METOAAMH JieueHns1. bonpmmHCTBO yporornu-
YeCKMX KJIMHUK BeIoaHsA0T TYPII nauuenram ¢ npocra-
TOM BecoM B mipeaenax 25-80 rp., a B cirydasx 6oiee 6011b-
IIMX Pa3MEPOB MPUOETaOT K OTKPHITOH aIEHOMIKTOMHH,
YTO pEKOMEHJ0BAaHO raiiimannamu EBponeiickoii acconu-
arin yposioros (EAY) m AMeprkaHCKO#H acconnamnum ypo-

© GMN

noroB (AAYVY) [2,10]. B mocnename roap! ommyOIMKOBAHEI
pabots1, koTopsie ocsieHs! 1Y PIT marueHToB ¢ ageHo-
Moif Gompmmx pasmepos [3,8]. CormacHO STHM HCCITenoBa-
HusM, TYP aneHOMBI O0BIINX pa3MepoB - JOCTATOYHO
3¢ PEKTUBHBIHN 1 OE30MaCHBII METO XHPYPTHIESCKOTO BME-
aTeIbCTBA, XOTS €INHOTO MHEHHUS 110 JAHHOMY BOIIPOCY
HE CYIIECTBYET.

Llenpio HamEro uccieqoBaHus ABHIOCH U3yUEHHUE pe-
3yJBTAaTOB TPAHCYPETPATBLHON PE3EKIINU MPOCTATHI OOJTB-
IIUX pa3MepoB Mo Matepuanam HannoHansHOTO IEHTpa
YpOJIOTHH.

Marepuai u meroasl. C staBapst 2001 roma mmo gexadps 2002
roma 522-ym narmentaM ¢ J\I'TI Bermmoaen TYPIL. Boub-
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HBIE B 3aBUCUMOCTH OT B€Ca MPOCTAThI pacpe/ieleHbI Ha
stk rpymni. [lepen oneparueii Bce OosbHbBIE ObIITH 00-
CJIEJIOBAHBI: MPOBEJIEHO PEKTAJILHOE MAJIbIIEBOE UCCIEN0-
Banue (PIIN), rpancabnoMuHabHOE YIBTPa3ByKOBOE HC-
cnenosanue (TAVU) ¢ nemnbio onpenencHust 00beMa mpo-
CTaThbl M HAJINYMS OCTATOYHOM MOYH, YpodoyMeTpus
(Qmax), obmwit anau3 KpoBu U Mouu. [lepes oneparu-
el, UCIMOJNIb3YysI MEXAYHAPOJHYIO CUCTEMY CYMMapHOIl
OLIEHKU CUMIITOMOB NP 3200JIEBAHUSX MPEJICTATEIBHOM
eJe3bl 1 kadecTBa xku3Hu (I-PSS), konndectBenHo ore-
HUBAJINCh CUMITOMBI 3a00neBanus. [Ipenonepannonto,
BCEM IMAI[MEHTaM BBIITOJIHEHA YPETEPOLIMCTOCKOMUS C e~
JIBIO UCKJIIOUEHUS MATOJIOTUH YPETPBl U MOYEBOTO MY 3bI-
psi. B nccienosanue ObIIM BKIIIOYESHBI MAIUEHTHI C Mac-
coit mpocTtaThl 25 cm® u 6osee. BonbHbBIE ¢ MO03peHUEM
WJIU TIOJITBEP K ICHHBIM TMAarHO30M paKa MPOCTaThl U MO-
YEBOTO My3BIPs, CTPUKTYPOH ypeTphl, paHee ONepupo-
BaHHBIE 110 MOBOJY NMPOCTATHI U C CEPhE3HBIMHU COIYT-
CTBYIOIIMMHU 3abojeBaHusMHU [1] B uccnenoBaHue He
BKJTIOYEHBI.

TYPII BeInonHsICS OA IEPULYPATIBHON aHECTE3UEH C UC-
MOJIb30BaHMEM MOHMTOpA BBICOKOTO paspermieHus (Sony
Trinitron), Buneokamepsl cucrembl Urocam. Bee TYPII
BBITIOJTHSJIMCH Ha (pOHE “HU3KOTO JaBiIeHUs” TIPH HAI100-
KoBoO# TpoakapHo# (Reuter) anumcrocromuu (16 Fr). Pe-
3€KIIMs IPOCTATHI BHIIOIHSIIACH pe3eKTocKonom 24-27 Fr
(TIpM MaJIeHBKHX pa3Mepax MpoCTaThl HCIIoNb30BaH 24 Fr,
anpu 6ompux - 27 Fr) co craHmapTHOHM NeTIel ¢ UCTIONb-
30BaHueM mogorperoi 10 37° C uppurainoHHON KHJIKO-

MEJUIJUHCKNE HOBOCTH I'PY3UN
LSISHNZILM LSFIRNGO6(M) OSLEI6N)

ctu “Ilypucons”. Ilpumensincs anexrporox Fx 150 w npu
pesexuuu u 60 w nipu koarysiuu. Bee oneparuy BIION-
HEHBI IPYTIOH ONBITHBIX YPOJIOTrOB, CO CTAXKEM BBITIOIHE-
Hus TYPII 6onee 10-u ntet.

BceM 00NBHBIM C IEITBI0 TPOPUIAKTHKH TapECHTEPATBHO
Ha3HAYaJIM aHTHOMOTUKU. B ciydasx, koria pe3eKuus 1jm-
nack 6ornee 60 muHyT, B/B BBommin 20 Mr pypocuMua.
DukcupoBalId BpeMs OTepalfu, U OMpeIessuii Maccy pe-
3enMpoBaHHOMN npocTaTsl. [locie onepanuu ypeTpanbHO
ycranasiuBaiu karerep Gones 20-22 Fr u HamoOkoBo -
16 Fr. [IpoMbIBaHUE MOUEBOTO MY3bIPSI TPOIOIIKATIOCH J0
MpEeKpalIeHus FreMaTypun. YpeTpaabHblid KaTeTep yaasi-
JIM, KaK MpaBuio, Ha 2-o¥ win 3-uil neHb. BoinuceiBanu
MalyeHTa yepes IeHb Mocie yaaueHus karerepa. Q max,
I-PSS u nHanuuue ocTaTOYHON MOYHM OIICHUBAIHCH Yepe3
TPH MecsIia ¥ 4epe3 o Mocie oneparum.

Pe3yabTaThl u ux oocy:xaenue. 101 narpeHt u3 522-x ObL1
UCKJIIOUEH U3 HcciaenoBanHus: 11 - BBUy paHee IPOBEACH-
HBIX Ollepanuii Ha mpocTate, 29 - ¢ COMYTCTBYIOIUMHU 3a-
OoJieBaHUSIMU, 8 — CO CTPUKTYPOH ypeTpsl, 53 — ¢ AuBepTH-
KyJIOM WJIM KaMHSIMH MO4€eBOTO 1my3bIpsi. OctanbHele (421)
MalMEeHTH! OBUTH pacIipe/iesieHbl Ha Tk rpyni: [ rpymnmna -
163 manuenTa ¢ mpocTaTol pa3MepoM B Iipeiesiax ot 25 10
60 cm?, Il rpymnma - 156 60IbHBIX ¢ IPOCTATOM - 0T 61 110
100 cm?, 11 rpyrimna - 48 manueHToB ¢ pa3MepoM MPOCTATHI
ot 101 10 150 c™?, IV rpynna - 47 marenTos (151-200 cm?)
u V rpymmna - 7 maiuenToB ¢ npocTaroii bonee 201 cv?®. B
Tabnuie 1 mpuBeICHbI TaHHBIE 10 OTIEPALIUH.

Tabnuya 1. Knunuueckas xapaxmepucmuka O0IbHbIX 00 onepayuu

I rpynna IT rpynma III rpynma IV rpynna V rpynna
n=163 n=156 n=48 n=47 n=7
70,4 72,3 74,8 75
Bospacr 65,5 (42-78) (53-80) (54-81) (53-84) (70-76)
3 82,4 (61- 175,2 (150- 272
Pasmeps! mpocTatsl (cM”) 49,8 (25-60) 100) 128 (101-150) 200) (200-333)
2,11 4,29 (0,11-
PSA (0.1-8.8) 2,84 (0,1-14) 17.5) 6,08 (0,2-21,5) | 12,73 (3,92-27)
Qmax 8,4 8,8 7,3 6,8 4,8
(1,2-11,3) (1,1-12,1) (0,3-10,3) (1,2-9,8) (4,6-5,3)
L-PSS 20,5 21,7 22,6 23,4 22,3
(18-24) (18-24) (17-24) (17-23) (18-24)
N 254,2 (100- 3443
Haymame octatounoit moun | 226,3 (50-900) 1100) (100-1000) 296 (250-900) | 350 (150-700)
3aziepikka MOUH 39 (23,4%) 43 (27,6%) 15 (31,3%) 17 (36,2%) 2 (28,6%)

[IponomkuTeabHOCTD orepanyii B | rpynie Obu1a 3Ha4H-
TENbHO MEHBIIIE, YeM B OCTAJIBHBIX 4-X TPyIIax, a Macca
Pe3eLPOBaHHON IPOCTATHI 3HAYUTENBHO OoJbIIe Y 0071b-
HBIX V rpynsl. OclioKHEHHs HAOIIOJATUCh BCETO y 52-X
(12,4%) nannentoB u3 421-ro; B I rpynmne - B 18-u (11,4%)
ciyvasx u3 163-x, u3 Hux y 10-u (6%) 60JIbHBIX OTMEUANIOCh
UHTpaoIllepalliOHHOE KPOBOTEUECHHUE, YTO IOTPEOOBAIO re-
Motpancdysuu. [loBropHas koaryssmus npousseneHa S-u
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(3,1%) nanmenram, y ognoro (0,6%) nanuenra Haomona-
JIOCh Heiep kaHue MouH, a 'y 2-x (1,2%) pa3Bunack CTpUk-
Typa yperpsl. Bo Il rpymnie ociioxuenust HaOmonanucs y
19-u (12,2%) 6onbHbIX U3 156-1. B 12-1 (7,7%) ciayuasx
notpeboBanack remoTpancdysus, y 2-x (1,3%) pa3suwiach
CTPUKTYpa YpeTphl, a B oJjHoM cirydae (0,6%) - Heaepika-
Hue Mour. [ToBTOpHAs Koaryssius nmorpedoBanach B 4-x
(2,6%) ciiyuasix. B Il rpynme y 6-u (12,5%) u3 48-u 6011b-
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HBIX OTMEYAJIICh OCJIOAKHEHUS, B YaCTHOCTH, UHTpaomepa-
IIUOHHOE KpoBoTeueHue y 4-x (8,3%), CTpUKTypa ypeTpsl -
y oxHoro (2,1%). IloBropHas koaryasius NpousBereHa
omHOMY (2,1%) GonbHOMY.

VY 6onpHBIX [V Ipynnel OCI0XXKHEHUS OTMEUYEHBI B 7-U
(14,7%) cyuasix u3 47-u. B 4-x (8,5%) ciyuasix HaOroa-
JIUCh MHTPAONEpallOHHbIE KPOBOTEUEHHUS, B TOM YHUCIIE
MOBTOPHAS! KOATYJSIH BhIIIOMHEHA B 2-X (4,3%) cinyyasx.

B V rpymie y o1HOT0 60JIBHOTO U3 7-1 HAOII0IAI0Ch UHT-
paornepanoHHOE KPOBOTEUEHUE, UTO MOTPEOOBAIO I'eMO-
TpaHC]y3UH.

Cy1IeCTBEHHBIX Pa3IHYHii B KOIHYECTBE U KAYECTBE OC-
JIOKHEHHH, a TAKXKE B MPOJTOIKUTEIBHOCTH KaTeTepu3a-
[IMH ¥ TOCIICONIEPAIIMOHHOM BPEMECHHU HaX 0K ICHNUS B CTa-
[HOHAPE MEX/Y UCCICIYEMbIMH IPYNIIaMU HE BhISIBIIC-
HO (Tabuna 2).

Tabauya 2 Kiunuueckas xapakmepucmura OOIbHbIX NOCIe Onepayuu

I rpynna II rpynna III rpynna IV rpynna V rpynna
n=163 n=156 n=48 n=47 n=7
Cpentee BpeMsl orieparuu 35 (15-45) | 45,8 (25-50) | 57,8 (45-70) | 59,4 (50-85) 70 (60-90)
Cpennsist Macca pe3ULIUPOBAHHON 25 473 62,7 91,2 158,2
TKaHH (15-35) (26-57) (55-110) (70-145) (120-180)
CpenHee BpeMst YIaJICHUS KaTeTepa 2 (2-5) 3 (2-5) 3 (2-6) 3 (3-5) 4 (3-5)
Cpennee BpeMst BBIITUCKU H3
cratmonapa 3 (3-5) 4 (4-5) 5 (4-5) 5 (4-6) 6(5-7)
Kon-Bo ocnoxuenuit 18 (11,4%) 19 (12,2%) 6 (12,5%) 7 (14,7%) 1 (14%)
KpPOBOTEUEHHSI, KOTOpBIE o o o o o
HOTpeBOBaAH remoTparchy3uio 10 (6%) 12 (7,7%) 4 (8,3%) 4 (8,5%) 1 (14%)
Kon-Bo nocneomnepaioHsix 2 (1.2%) 2 (1,3%) 1 (2,1%) 0 0
CTPUKTYD YPETpBI ’ ’ ’
Kon-Bo marmeHToB ¢ HeiepKaHueM 1 (0.6%) 1 (0.6%) 0 1 (2.1%) 0
MOYH ’ ’ ’
TToBTOpHas Kparyjfis, 1a 1 fpynie L7 1L rpbta8 7] v rgyiad® | | v pSiiia) 0
e 2 xMeeaHeRn
Jlantbie MOCTE 3% Meesitien n=163 n=156 n—=48 n=47 n=7
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HecMmoTps Ha TO, 4TO MACAIBHBIM METOJIOM JICUCHHS
AT sBnsercs TYPIT[3,9,10], B EBpone u CIIIA 3a moc-
JeTHHUE TOJbI CYIECTBEHHO MOHU3MWINCH TIOKAa3aTeIH
Clly4aeB NPUMEHEHHUS yKa3aHHOI'0 METO/a ONepaTHB-
HOT'0 BMEIIATENILCTBA, YTO 00YCIOBICHO IIUPOKHM BHE-
IpPEHHEM B MIPAKTUKY alb(a-0I10KaTOPOB U HHTHOUTO-
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poB 5 anb(a-penryKTassl, C HOMOIIBIO KOTOPBIX CHUXKa-
ercst mporpeccupoBanme [AI'TI. C pa3BuTHeM HOBEHIX,
MEHee HHBa3UBHBIX MPOIIETYD, IPH COXpPaHCHUH dPPeK-
THUBHOCTH JICUCHHSI OOIBIIOE BHUMAHHE YAEIAETCS CHU-
JKEHUIO 10 MUHUMYMa ocinoxHeHuid TYPII u ctoumoc-
TH JICYCHHUS.
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B Hacrosiee Bpemsi, HanuboJiee AUCKyTa0CIbHBIM SIBIISICT-
Cs1 BBIOOpP METO/a ONEpPATHBHOTO JICYCHUS J0oOpoKaye-
CTBCHHBIX aJICHOM OOJIBIIIUX Pa3MEpPOB, B YACTHOCTH, pe-
LLIEHUIO BOIIPOCA BBINIOJIHEHUS alecHOMAKTOMUH nin TY PI1
[8,11] B 3aBucumMocTH ot nokazanuit. CoriacHo mocie-
JTHUM JJaHHBIM, TTOKa3aTeI CMEPTHOCTH TIOCIIE OTKPBITON
npocraraktomuu U TYPII cyniecTBeHHO He OTAMYaAIOTCS
(<0,25%) [5]. Yacrora ocnoxuennii nocie TYPII cocras-
nsiet 18%, a mocse aneHoMAIKTOMUH - OT 10% 10 40% [5,6].
B nocnegaue ropl, BHEIPESHUE HOBBIX TEXHOJIOTHH (BU-
neo TYPII, nazepHble TEXHOJIOTUU, HETEMOJIU3UPYIOLLHE
UPPUTAIIMOHHBIE )KUJIKOCTH ), IPUMEHEHHUE TaK Ha3bIBae-
Moro “Huskoro gasneHus’” TYPIL, Hapsaay ¢ yMeHbIIeHU-
€M BPEMEHH OTepaIiu, MO3BOJIUIO YBETUYUTH MACCy pe-
3€UPOBAHHON TKaHU, YTO 10 MUHIMYMa CHU3HUJIO KOJIH-
YECTBO OCJIOKHEHUH U PaCHIMPUIIO TOKa3aHUsI K TPAHCY-
peTpalibHOMY JICYCHUIO JOOPOKAYCCTBEHHBIX aJICHOM
0OJIBIINUX Pa3MEPOB.

Ilo nocnennum naHHbIM raigaaiinoB EAY u AAY, neucHue
TVYPII orpanndeno Becom mnpocrtatel 10 60-70 rp. [2,10].
OTKpBITast IPOCTATIKTOMHSI PEKOMEHTyETCsI IIPH MPOCTATE
BecoM Ooitee 80 Tp., a TAKIKE B CITy4asix HaJIMYUS B MOYEBOM
IMy3bIpe OONBIINX KOHKPEMEHTOB HJIH JUBEPTHKYIIOB [7].

Crenyer OTMETHTB, 4TO B peciryonuke [ py3us B TeueHue
MOCJICTHUX 15-1 JIeT OKOHYATEIbHO HE pelIeHa npooie-
Ma INCIIaHCepU3alllH, B pE3yJIbTaTe Yero He yaaeTcs mpo-
BEJICHNE paHHEH TNAarHOCTUKH U, CIEA0BATEIbHO, CBO-
eBpemMeHHoro Jyeuenus AI'Tl. BBungy Tskesnoro sKoHoO-
MHYECKOTO MOJIOKEHHS OOJBIIMHCTBA MAIUEHTOB, Ha-
3HAYEHUE UTUTEIBHOTO, TOPOTOCTOSIIETO METUKAMEH-
TO3HOTO JIEYCHHUSI BechMa orpaHmdeHo. HaGmromaeTcs
MO3IHS 00pamaemMocTsh 00MbHBIX. I3 00CIe10BaHHBIX
601bHBIX 27,7% ONEepUpOBAHBI 110 OBOY OCTPOH 3a-
JEPKKH MOYH. VMcXoast U3 BBIMIEH3JI0KEHHOTO, y HAc
Hakomwics 60sbmroii onelt o neueHuo TYPII 6onbmmx
pasMepoB. C BHEAPEHNEM COBPEMEHHBIX BBICOKOKaUe-
CTBEHHBIX TEXHOJIOT UM, UpPUTaLIMOHHOM *KuakocTH “Ily-
pucons” u ocoberno TYPII “Huskoro nasneHus”, Ha
HalleM MaTepuale He HaOI01aI0Ch HU OJJHOTO CITydast
KJIMHUYeCcKoro nposisienus TYP-cunapoma, 4To no3Bo-
aseT HaM OoJsiee aKTHBHO MMPUMEHST 3TOT METOJ JieUe-
HUSI y OONBHBIX C TOOPOKaYeCTBEHHOHN THIIEpILIa3uel
MPOCTATHI OONBIINX PA3MEPOB.

[pu pesexipu mpocTaThl pazmepom doiiee 60 cm® Tpedy-
eTcst OOIIbIIIe BPEeMEHH, UTO, TIO HAIITM JAHHBIM, HE BIHSCT
Ha KOJIMYECTBO OCJIOXKHEHUH. Hanm 1aHHbIe COOTBETCTBY-
ot cragmaptam TYPII[10].

[To marnueM Serreta et al. [7,11], mocne oTKpBITON TTpOCTa-
TAKTOMHH MPOJOIDKUTEITBHOCTD KATETEPH3AI[NH COCTABIIS-
710 5 THEH, cpeiHee MpeOBIBaHNE B CTAIIHOHAPE ITOCTIE OTIe-
pammu - 7 gHel. I'emoTtpancdys3us mpooamiack B 8,2%
Clly4yaeB, CTPHKTypa ypeTpsl HaOmonanacs B 5%, a Heziep-
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J)KaHUEC MOYHU B PAHHEM TOCTOMCPAIMOHHOM TICPUOJIC -
3,7%. Ha namem matepuaiie 4acToTa OCJIOKHECHUH ObLiia
HIDKE, YeM ITOCTIC aJICHOMIKTOMUH, TAK)KE KaK M CPOKH y/la-
JICHUsSI KaTeTepa U IMOCJICONEPAI[HOHHOT0 TPEObIBAHUS
0O0JIBHOTO B CTallMOHApE.

Hamu nipoBeieHb! ccIeIoBaHMs C LETbI0 CPaBHEHHMS TTOCT-
OTepAIMOHHBIX PE3YIIBTATOB Y OONBHBIX CIyCTs 3 1 12 Me-
csitieB. Yepes o/iMH roJ 0TMEYaIoch CTabMIIbHOE YiTydllle-
HHE HCCIIeAyEMBbIX TT0Ka3aTeliell 110 CPaBHEHUIO C IAHHBIMH,
HaOJmonaeMbIMHK nocite 3-x MecsiieB. Bo Becex 5-u rpynmax
YIIy4IIWINCh okazatenu Qmax, [-PSS u konnuecTsa ocra-
TOYHON MOYH; CYIICCTBCHHBIX OTJIMYHA MEXKTy TPYIIIaMU
HE OTMEUeHO (Tabnuia 3).

Mebust et al. [6] cunTaroT 4TO B CITy4asix, KOTa BEC Mpo-
cratsl Oonee 45-u rp, a Bpemst onepanuu - 90 MUHYT, 3Ha-
YUTENIFHO YBEJIMUUBAETCsI pUCK ocnoxkHeHuit nocie TYPII.
ITo npyruM naHHBIM [4], TOIBKO BO3PACT BIMSET HA PE3YIIb-
tatel TYPIL. Dddexrunocts TYPII 3aBucut ot Bo3pacra
ManMeHTa 1 BemYrHbl Qmax 1o oneparmu. CieoBarelb-
HO, pa3Mepsl IPOCTaThl ¥ BpeMs OTIepaliiy HE UMEIOT CY-
IIIECTBEHHOTO BIIMSHUS Ha YaCTOTY OCJIOKHEHHH 1 3 dex-
TUBHOCTB oriepatyu [4]. Mb1 pasnensiem muenne Hakenberg
etal. [4] o TOM, 4TO B yCIIOBHSIX BEICOKOKAQYECTBEHHOH CO-
BpeMeHHoU TexHonoruu, npu TYPII "Huzkoro napneHus"
W BBICOKOH KBaJU(HKAMK XUPYPTrUUECKOTo TIepcoHala,
pa3Mepbl IPOCTaTHI M BpeMsI OTIEpaIiy HE BIHSIIOT Ha Yac-
TOTY OCJIO’KHEHHH 1 3 PEKTHBHOCTH orepannu. bompiioe
3HAUCHME TIPUIACTCS 3aMEHE a/ICHOMIKTOMHIH MEHEE HH-
Ba3uBHBIMU MeTo lamu sieueHust JI'TI, xots oHa emre co-
craiseT 32% ot Beex oneparmii ipu AT TI[7].

[To maTepuanam HaIeH KITMHAKA, BHEAPEHIE HOBBIX TEX-
HOJIOTHYECKUX cpencTB 1 ocodenHo TYPII “Hu3koro nas-
JIeHUS’ TI03BOJIAIOT IPOBOIUTH OTIEPATHBHOE JIEYCHHUE T00-
pOKaueCTBEHHOH THIIEPILIA3HH MPOCTATHI OOJBIITIX pa3Me-
POB TaKXke ycneurHo, kak npu cranaaptiom TYPIL. Ilo
Hamemy MHeHH10, TYPII cinenyer cuntaTe HauIydIuM
XUPYPTUYECKIM METOJOM JICUEHHUS ITOTO 3a00JIeBaHUs
HE3aBHCUMO OT pa3MepOB IMPOCTATHI.

JIMTEPATYPA

1. American Society of Anesthesiologists: New classification of
physical status // Anesthesiology. — 1963. - N24. — P. 111.

2. AUA Practice Guidelines Committee: AUA guideline on manage-
ment on benign prostatic hyperplasia (2003). Chapter 1: diagnosis
and treatment recommendations // J Urol. —2003. - N170.—P. 530.
3. Barba M., Leyh H., Hartung R. New technologies in TURP
// Curr Opin Urol. —2000. - N10. — P. 9.

4. Hakenberg O.W., Pinnock C.B., Marshall V.R. Preoperative
urodynamic and symptom evaluation of patients undergoing
transurethral prostatectomy: analysis of variables relevant for
outcome // BJU Int. — 2003. - N91. — P. 375.

5. HolmanC.D., Wisnewski Z.S., Semmens J.B., Rouse. I.I. Bass
mortality and prostate cancer risk in 1956 men after surgery for
BPH // BJU. — 1999. - N84. — P. 37.



GEORGIAN MEDICAL NEWS
No 2 (143) @espanv, 2007 200

6. Mebust W.K., Holtgrewe H.L., Cockett A.T.K. Transurethra
prostatectomy: immediate and postoperative complications. A
comparative study of” 13 participat institutions evaluating 3.885
patients // J Urol. - N141. — P. 243.

7. Moody J.A., Lingeman J.E. Holmium laser enucleation for
prostate adenoma greater than 100 gm: comparison to open pros-
tatectomy // J Urol. —2001. - N165 - P. 459.

8. Muzzonigro G., Milanese G., Minardi D., Dellabela M. Safe-
ty and efficacy of TURP glands up to 150ml: a prospective
comparative study with 1 year of followup

9. Roehrborn C.G., Bartsch G., Kirby K., Andriole G., Boyk de
la Rosette J. et al. Guidelines for the diag’nosis and treatment of”
benign prostatic hyperplasia: a comparative. intenrnational over-
view // Urology. —2001. - N58. — P. 642.

10. de la Rosette J.J., Alivizatos G., Madersbacher S. Peradd M.,
Thomas D. Desgranddwmps F. at. al. EAU guidelins, benign pro-
static hyperplasia (BPH) // Eur. Urol. —2994. - N4. — P. 256.
11. Serreta V., Morgia G., Fondacaro 1., Curto G., Lo bianco A.,
Pirritano D. et al. Open prostatectomy for BPH enlargement is
the Sauthern Europe in the Late 1990s contens series of 1800
interventions // Urology. — 2002. - N60. — P. 623.

SUMMARY

SOME ASPECTS OF TRANSURETHRAL RESECTION OF
LARGE BENIGN PROSTATIC HYPERPLASIA

Managadze L., Khvadagiani G., Abdushelishvili K., Mana-
gadze G., Berulava D.

National Centre of Urology, Thilisi

Benign prostatic hyperplasia (BPH) is a progressive disease
that affects the quality rather than the quantity of life of men.
There are two methods of surgical treatment of BPH: transure-
thral resection of the prostate (TURP) and open prostatectomy.

In this study we investigated the safety and efficacy of TURP
for large prostate glands. To analyze our clinical data we can
conclude introduction of technological innovations, especially
of “low pressure” TURP, have made it possible to perform
TURP for large prostates so safely as for recommended vol-
umes. Also our trial has demonstrated that complications after
TURP were within admissible limits of standard TURP.

Therefore, TURP can be considered as an effective and safe
procedure for patients with large prostate glands.

Key words: benign prostatic hyperplasia (BPH), transurethral
resection of the prostate (TURP).

PE3IOME

TPAHCYPETPAJIBHOE JIEHEHUE JOBPOKAYECTBEH-
HOMH I'MIIEPILIA3SUM IPEJACTATEJIbHOM KEJIE3BI
BOJIBIINX PASMEPOB

Mamnaraaze JL.I., XBanarnauu I.I'.,, Aonymennmsuian K.O.,
Mamnaranse I'.JI., Bepyaasa JI.T.

Hayuonanvnuiii yenmp yponocuu um. A. L{yryxuose

JloOpokauecTBEeHHAs THIIEPIUIA3Us MPEICTATENbHOMN JKeme3bl
(Ar'T]) siBsieTcst ogHUM M3 Hanbosee 4acThIX 3a00JIeBaHUN Y
MyxuuH. [lanHOe 3a00/eBaHNE XapaKTePU3yeTCs Pa3IHIHBIMH
CHMITTOMAMH, CBA3aHHBIMY C HApYIIIEHUEM Maccaska MOYH 110 HUK-
HUM MOYEBBIM My TsM. [IpuunHOl HapyIIeHNS MOUEHCITY CKAaH S
ABIIsieTCS MH(ppaBe3uKaIbHas 00CTpyKIHs. B ocHOBe 00c-TpyK-
UM JISKUT yBEINYEHNE MTPOCTATHI B pa3Mepax ¢ MOCTEICHHBIM
Cy’K€HHEM IIPOCBETa MOUEHCITYCKAaTENbHOTO KaHana. XUpypri-
ygeckoe jederne /1T mokazaHo marpieHTaM, MMEIOIIUM OCIIOKHE-
HUS, HE TIOJTAI0INECS MEIUKaMEHTO3HOH KOPPEKIIHH, MU OTKa-
3BIBAIONIUXCST OT KOHCEPBATUBHOTO JeueHns. OTKpbITas aaeHo-
MAPKTOMHS U TpaHCypeTpanbHas pezekuus mpoctatsl (TYPII)
SIBIIIOTCS] OCHOBHBIMH XUPYPTHUECKIMHI METOJAMH JICUEHHSI.

Lenbto HamIero nccae0BaHMS SBUIOCH H3yUSHNE PE3yIbTaTOB
TpPaHCYpPETPAIBHON Pe3eKINU 100pOKadeCTBEHHON TUIepIUIa-
31 MPE/ICTATENBHOI JKene3bl OONBIINX PAa3MEPOB.

BuenpeHnne HOBBIX TEXHOJOTHYECKHUX CPEACTB, 0COOCHHO
TYPII “HHU3KOTO NaBiIeHUA”, 1aeT BO3MOKHOCTH IPOBOAUTH
OTIepPaTHUBHOE JIEUEHHUE MPH 100POKaueCTBEHHON THITEPIIIa3HN
MPOCTATHI OOIBIINX Pa3MEPOB TAKXKE YCHENTHO, KaK TPH CTaH-
naptaom TYPIIL.

Ha nam B3misg, TYPII MOXKHO cunTaTh HAaMIIyqIlIUM XUPYPTrH-
YECKMM METOAOM JIEUEHHUs 3TOT0 3a00I€BaHHS HE3aBUCHMO OT
pa3MepoB MPOCTATHI.
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Hayunas nyboauxayusa

PAIUKAJIBHASI IEPUHEAJIBHAS I[TPOCTATOKTOMMUA —
OIIEPATUBHASI TEXHUKA, IIEPBBIE PE3YJIBTATbI

MuBuananze LI T., Vixkmamxypuaze A.H., Manaranze IJL., I takas B.

Knunuka ¢ponoa Pyoonvgpa, Bena; Hayuonanonoii yenmp yponoeuu um. A. Llynykuosze

Pak mpocTarthl SBIISETCS YaCTHIM OHKOJIOTHUCSCKUM 3200J1e-
BaHHEM CpeJM MYKUYUH, 3aHUMAIOIIUM MO0 CMEPTHOCTU
BTOpPOE MECTO TOcIe paka jterkux [ 15]. I3BecTHo, uTo ca-
MbIM 3(h(HDEKTUBHBIM METOIOM JICUCHUS JIOKATH30BAHHOTO
paka npezcTaTeTbHOM JKee3bl SIBISIETCs paJuKaibHas Mpo-
craTakTomust [25]. OTueTiivBasi TEHIEHIIUS COBPEMEHHON
XUPYPTHH K pa3paboOTKe, COBEPIICHCTBOBAHUIO U BCE 00-
Jiee NIMPOKOMY MPUMEHEHUI0 MUHUMAJIbHO MHBa3UBHBIX
METO/IOB OMEPATHBHOTO JICUCHUS 00YCIOBHIIA TOBBIIICH-
HBII HHTEPEC K MepUHEATbHON MPOCTATIKTOMUHU, OTBEYA-
01N TPAKTUYECKU BCEM KPUTEPUSIM MATTOMHBA3UBHOTO
XUPYPruuecKoro BMEIIaTeIbCTBA.

HecmoTpst Ha TO, YTO NEpUHEATBHBIN OCTYII IPH Ollepa-
LUSIX Ha MPECTaTeNILHOM XkKele3e ObUT MpeIoKeH Ooliee
100 ner Tomy Hazan [1,2,3,29] pekoMeH1a1usi HIUPOKOTO
MIPUMEHEHHS TPOMEXHOCTON PaMKaIbHON MPOCTATIKTO-
MHUHH CTaja BO3MOJKHA JIMIIb 1Ociie pa3paboTKK coBpe-
MEHHBIX METO/IOB PaHHETO BBISIBJICHUS paKa IpecTaTelb-
Hoii xenessl [14,16,18,26].

LICJ'H)IO HACTOANICTO UCCIICI0OBAaHUS sIBUJIACh OLICHKA pE-
3yJIbTaTOB pa}lHKaJ’ILHOﬁ HpOMe)KHOCTHOﬁ IMPOCTATIKTO-
MUH KaK Iagauero, MaJIounHBa3uBHOTO METOJa XUPYP-
TUYCCKOTO JICHCHUS pPaHHUX (l)OpM paka Hpe[[CTaTeﬂbHOﬁ
JKCJIC3hbI .

Matepuas u meroasl. 3a 2001-2004 rr. B HarnonansHom
LIEHTPE YPOJOTHH C IIENIBIO JICYCHHS aleHOKapIUHOMBI
IpocTaThl OblIa POBE/ICHA PaJMKaIbHasl IEpUHEATbHAs
pocTaTdKToMHus 9-1 manuenTam. B uccnenoanue 6b1u1u
BKITIOUEHBI OOJIbHBIE C KIIMHMYECKH JIOKAIN30BaHHBIM pa-
KOM IpOCTarthl, npocrarcnenuduueckuii anture (ICA)
KOTOPBIX cocTaBisi1 He 6omee 10 Hr/mut, a cymma [mrccona
- MeHbllIe 7-u. Bo3pact BapsupoBain B mpesienax ot 53 1o 71
roza (cpeanuii Bo3pact 64). Jlyist quarnoctuku 3abosea-
HUSI IPUMEHSUTUCH CIIe/yIoIue 0a3UCHBIE NCCIIeIOBAHMSL:
peKTaIbHas MabIALUS IPEICTATEIbHOM JKeNe3bl, Onpe/e-
nenue B kpoBu [ICA. JIns okoHYaTeNnbHOM AMATHOCTUKH
MIPOBOJIMIIACH TPAHCPEKTAIbHAs OMOTICHS IpocTaThl. Ma-
Tepual uzydascs naromopdoiorom. bruorncus nposoau-
Jlach CTaHIapTHO, O/l TPAHCPEKTAIBHBIM YIBTPACOHOTPa-
(uueckM KOHTpoJIeM. B kaskoM cirydyae 3adupainu 6 uiu
8 cpe30B. IXOCKOMUYECKH OMPEACISIICS 00BEM MPOCTATHI,
9XOTE€HHOCTbh, NHBA3MSI B KATICYJTy HJIH CEMEHHBIE ITy3bIPb-
ku. CraHmapTHasi KOMIIbIOTepHast ToMorpadus TazoBoi
MOJIOCTH ¥ MAarHUTHO-PE30HAHCHOE MCCIIEA0BaHNE HE TIPH-
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MEHSJIUCH, T.K. HU OTHO U3 ATUX UCCIICOBAHUM HE O3B0~
€T ONPE/IETINTh JIOKAIBHYI0 HHBA3HIO paka mpocTatsl [4,19],
OJTHAKO $7IEPHO-MarHUTHBII PE30HAHC C PEKTAIBHBIM JaT-
YHKOM SIBJISIETCSI CAMBIM TOYHBIM HEMHBAa3WBHBIM METOJIOM
JUIS OTIPEJIENICHUS CTENICHHU JIOKAJIbHOTO PacTIpOCTPaHEHHU ,
0COOCHHO B CEMEHHBIE ITy3bIPbKH [22], OTHAKO HUCCIIe0Ba-
HUE HE BCET/Ia JOCTYITHO ¥ PyTHHHOE €ro IPUMEHEHHUE OC-
napusaetcst [21]. Komnbsrorepnas Tomorpadust 6osee mu-
POKO TIPUMEHSIETCSI /11l BBISIBIICHUSI METACTa3MPOBAHUS B
opransl ¥ TUM(aTHYECKYIO CHCTEMY OPIOLIHOI MTOJIOCTH
[17], a Taxke [uist BBIOOpA J103bI OOTyUCHUS TICPE]T IIPOBE-
JIeHHeM J1ydeBoii Tepanui [17]. B cranaapTHIi nepedeHb
JINarHOCTHYECKHUX METO/I0B HE BXOJIUIIO CKAHUPOBAHHUE KO-
cTel, T.K. B cirydasix, korna [ICA <20Hr/mit, a cTeneHb aHar-
JIa31U OITyXOJIM HU3KAs WU cpeHss, B 99% ciyuaeB MeTa-
CTa3UPOBAHUS B KOCTH HE MPOHCcXoauT [28].

Hamu ycTaHOBIIEHBI CpeTHSS TPOJOKUTEIBHOCTD OTlepa-
I[UH, KOJTMUECTBO MEPETUTON KPOBU U KPOBE3AMEHHUTENEH,
KOJTMUYECTBO KOMKO-AHEH, 4aCTOTa ONEPAIIIOHHBIX OCI0XK-
HeHuil. [IponsBeneHo cpaBHeHUE MpeJl- ¥ OCTONEPALU-
OHHOM MOTEHIIUY Y KOHTUHEHIINH.

[IpenapaTsl U3y4auch B TATOMOP(OIOTUICCKOM U THCTO-
XUMHYCCKOU JTabopaTtopuu HarmoHaapHOTO EHTpa ypo-
JIOTUH C TOMOIIIBI0 Mukpockorna «Olympus B201» X40 (I'ep-
MaHusl).

Onepayuonnas mexruxa. IIpy OITOTOBKE K OTIEPALIIH CIIe-
JIYET UCKITIOUHTH CTPUKTYPY ypeTpsbl. [Ipy MoAroToBKE KH-
IICYHUKA [0 CTAHIAPTHOHN CXeMe, 3a JICHb JI0 OTepalliy Ha-
3HAYAITH JICBOMHIICTHH HJTH SPUTPOMHUIIMH TIepopanbHo. Jst
npeynpexIeHuss TpoMOo0oMOouH, 3a 12 yacos 10 onepa-
MU, BBOJAWITH HHBEKIIHIO HU3KOMOJICKYJISIPHOTO rernaprHa,
HIDKHHE KOHCYHOCTH OOMATHIBAIH DITACTHYHBIM OHHTOM. 3a
Yac J10 OMepaIii MPOU3BOIHIACH HBEKIIUS aHTHONOTHKA.

Ornepanust MPON3BOAUTCS SHIOTPAXEaTbHO HIIH C TPUMEHE-
HMeM JTyOIbaHeCTe3UH! (3HI0TpaxeaTbHbINHIepu Ty paIbHbIA).

[MarrieHT pacrnoaraeTcst B MaKCUMAaIbHO COTHYTOM JIMTOTO-
MHUUeCKOU mo3e. [10/1 KOMmIKK OMEIATH MOYIIKY, YTOObI
OenpeHHast KOCTh € TI03BOHOYHHUKOM COCTaBMIa yron =75° a
MPOMEKHOCTD MPUHSLIA BEPTUKAIBLHOE MTOJI0KEHUE.

B MoueBoil my3sIpb TpaHCYPETPAIBHO CTABUIICS PETpaK-
Top Lowsley n otkpeiBanu Opanmm. Ha xoxke npousBo-
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JIAITH pa3pe3 OBabHOM (hOpMBI Ha 2-3 CM BBIIIE aHAJb-
HOT'O OTBEPCTHSI, IATEPATbHYIO IPAHUILY pa3pe3a COCTaB-
JSIFOT ceanuinabie Oyrpol. [TonkoKHAS KIeTUaTKa U KHU-
pOBOI CITO#l paccekalin OCTPHIM CIIOCOOOM. DIIEKTPO-
HOXOM oTkpbiBanK fossa ischiorectalis matepanbHo
centrum-tendineum. [Tox KOHTPOJIEM HANbIA, YICKTPO-
HOXOM mepecekanu centum-tendineum. ITocne Bu3ya-
nu3anuu OynpOyca, BRLACISUIM m.transversus perinei
superficialis 1 nepecekanu ero pudpo3zHbIe myuky (puc. 1).
OrtkpeiBasin m.rectourethralis, mocie 4ero BBISBIISIIH
m.levator ani, KOTOpbIC pa3beANHIIH JIATEPATBHO KPIOU-
KaMd M B paHy BCTaBJSUIH peTpakTop Young, mocpen-
CTBOM 4ero o0ecrnevnBaii MOaX01 K J0p3adbHOHI Mo-
BEPXHOCTH MPOCTATHI.

my3bIpd U ee npenapupoBanue. Ha ceMsaBbIBOAIINE TIPO-
TOKHU HAKJIa bIBAJIN KJIUIIBI, BBIJIEIISUT CEMEHHBIE Ty 3bIPbKI
1 MicceKalM BMecTe ¢ ipoctatoil. [IpoBoaunm hopmuposa-
HUE IIEeHKH MOYEBOTO ITy3bIps, MOCIE Yero HaKIabIBAIN
aHACTOMO3 MeX Ty Ieiikoit u yperpoii. K mBam, HasoxeH-
HBIM Ha BEHTPAILHOH TTOBEPXHOCTH, JT00ABIISLIN LIBBI JIOP-
3aJIbHOM YaCTH B O3ULNH 4-X, 6-U U 8-1 4aCOBOM CTpesKu
(puc. 6). B Mo4eBoil my3bIph TpaHCYPETPATbHO BCTABIISLTI
18 ch cunukoHOBEIH 1 16 ch snHIMCTOCTOMUYECKHH KaTe-
Tep. ITocne remocTasa u ocMOTpa NPsAMON KUILKH, B paHy
BCTaBJISUIH ipeHax rumna Penrose mmm Bakyym-apenax. [Tyd-
ki m.levater ani alanTHPOBATHA MEKITY COOOI U BOCCTaHAB-
JIMBAJIM 1IEJIOCTHOCTH m.rectouretralis. CmBanu centrum
tendineum.

Puc. 1. Ilonepeunviii paspez ¢ubpo3HbvIX nyuxos
m.transversus perinei superficialis

HepsHo-magsiei Texankoi BeckpbiBaid fascia denonvillier
BEPTUKAIBHO 110 CpeIMHHOI muHuY (puc. 2). HeiipoBacky-
JSIPHBIE ITyYKH TPETapUPOBAIIN BMECTE C (hacIUsAMHU JiaTe-
pambsHO. Ilocnme BCKpBITHS BHYTpPEHHETO JHCTKA fascia
denonvillier mOTHOCTEIO BU3YaTH3UPYIOTCS CEMEHHBIE Ty~
3bIpbKH. Ha aTepasibHble «HOXKKI TPOCTATHI HAKIIAAbIBA-
JIM JINTaTy Py, KOTOPYIO MepeceKalti. 3aHIO0 CTCHKY ypeT-
PBI pacceKay CKaIbIIeNIeM Ha 3 MM TUCTaIbHO OT BEPXYIII-
Ku pocTatsl (puc. 3). B yperpy BcTaBisumn KareTep, KOTo-
Bl IOATATMBAIIM BBEPX C LIENBIO XOPOLLEH BU3yaJIn3alluu
BEHTPAJILHOW YaCTH ypeTphl. B MOU€BOil Iy3bIpb BCTaBIISIIN
psiMoii perpaxTop Lowsley. Yperpy nmepecekanu morHoc-
TBIO, HAKJIAIBIBAJIH IIIBBI HA BEHTPAIBHYIO YacTh IO MO3H-
mu gacoB udepdmara 9, 12 u 3 (puc. 4). o HamoxeHUs
IITBOB 3a0Hpalil TUCTAIBHYTO YaCTh YPETPHI A7 MOp(doIto-
rudeckoro uccaenoBanus. [locne paccedenus mybomnpoc-
TaTHYECKHX CBSI30K peTpakTop Lowsley moarsrusanm BeHT-
PaTbHO M BBIJEIISUTH JIOP3aIbHYIO TOBEPXHOCTH TPOCTATHI,
nocrie yero perpakrop Lowsley noBopaunsanu va 90° 1 o
KOHTPOJIEM OpaHIIEB OTCEKAIN IIeHKa MOYEBOTO ITy3bIps
(puc. 5). B mpocratideckyro 4acTh ypeTphbl BCTABIIIA KaTe-
Tep, ITO 00ECHIEUNBANIO BU3YAIN3AIHIO KN MOYEBOTO
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Puc. 2. BepmukanvHoe pacceuenue Hapy#CHO20 TUCHIKA
fascia Denonvillie, nossonsaiowas npezepsayuro Hepeo-
BACKYIAPHO20 NYUKA

Puc. 3. Jlueuposanue namepanvusix “Hooscex” npocma-
mbl U pacceuerue ypempol Ha 3 Mm OucmanbHee 6epxyiu-
KU npedCcmamenbHoll deenesbl
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Puc. 4. Hanoowcenue wieoe na 6enmpanvhyio uacms ypem-
pol no nosuyuu 4acos yugpeponama 9, 12 u 3

Puc. 5. [Tosopom pempaxmopa Lowsley na 90°u noo xonm-
ponem ee bpanuies NATbNAYUs WelKy MOYe8020 Ny3blpsl

Puc. 6. Anacmomosupyrouwiue wevl Ha OOP3ANILHOU YACMU YPempbl 8 NOUYUL 4aco8ol cmpeiku 4, 6 u 8

Pannuii nocneonepayuonnuiii nepuoo. Ilocne pagukaibHON
TIepUHEANTEHON TPOCTaTIKTOMIH, B TCUCHHE 24-X 9acOB Ta-
IFEeHTaM Ha3HAYaIN KUAKYT0 AueTy. YTo Kacaercst mocrorme-
PanMOHHON aHATIBI€31H, OONBIIMHCTBO aBTOPOB HE CUHTA-
10T HEOOXOIMMBIM OCTABJIATH MEPUAYPATLHBINA KaTeTep U
OTPaHMYHBAIOTCS HA3HAUYCHUEM aHAJIBI€THKOB (B TOM YHCIIC
HApKOTHKOB) B BUIIEC MHBEKITHI WITH TIepopaiibHo [23]. Mex-
TIEPCOHAII CTPOT'0 PETYTIPEK AN HE IPUMEHSATD JICKApCTBa
per rectum ¥ HE IPOBOIUTH TPOMBIBAHHS MOYEBOTO ITy3bI-
pa. JpeHax ynansiau mocie NpeKpalieHus! BbIIEICHUH,

0OBIYHO - B TIEPBHIH WJIH Ha BTOPOH AeHB oreparu. [lamm-
€HTOB aKTHBHPOBAIIM B PAHHEM ITOCTOIICPAIIIOHHOM TIEPH-
0[I€, Yepe3 ACHB - J1Ba MIOCIIE ONIEPALUH. YPETPaIbHbIN Kare-
Tep JOCTABAIN CITyCTS TPH HEICIN TIOCIIE OTICpaIIii.

Pe3yabTaThl 1 ux 06cy:xaenue. CormacHo matomopdomo-
THYECKOMY IMAarHO3Y AMSHTBHI OBUTH PACIIPEICIICHBI Clie-
IytomuM obpasom pT2a — 2 mammenra (22,22%), pT2B—5
(55,6%), pT3a—1 (11,1%) u pT38 — 1 mauumenT (11,1%),
(Tabmmma 1).

Tabnuya. Pacnpedenenue nayuenmos 6 3agucumocmu om pT kamezopuu u cymmel Iiuccona

Ilo pT kateropumn: KonnyecTBo nanueHToB
pT2a 2 (22,2%)
pT2b 5 (55,6%)
pT3a 1(11,1%)
pT3b 1(11,1%)
ITo cymme I'itnccona:
Gs - 3 (1+2) 1(11,1%)
Gs - 5(3+2) 5 (55,6%)
Gs - 7 (3+4) 2 (22,2%)
Gs-7(4+3) 1(11,1%)
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Ipono/mkuTeIbHOCTH ONlepaluy Koaedaiach B Ipeenax oT
95 no 180 muH., B cpeauem 130 MuH.

Koumunenyus. JlepkaHue MOYH SIBISCTCS 3HAUMMBIM
KPUTEPHUEM OICHKH YCIICIITHOCTH XUPYPTUICCKOTO Jieue-
HUS paka npocTathl. [Ipu pamukaibHON MPOCTATIKTOMUHU
YaCTO UCIOJIB3YIOT KaK PETPOIYOUKAIbHBI, TAK U ICPHU-
HeaNbHbIN 01X0/1b1. [Tociie mMpoBeIeHHOM MPOCTATIKTO-
MUU CTCIICHb KOHTHHCHIIMH OIICHUBACTCS CIIyCTs 6 U 12
mecstes [ 15]. [1o naHHBIM pa3IUYHBIX aBTOPOB, CTCIICHB
WHKOHTHHCHIIUH TIOCJIC PaIUKAILHON IEPUHEATBHOI TPO-
CTaTAKTOMUU KoJieOneTcs B npenenax 4-8% [8,9,24,27,30].
ITo nanueiM Weldon u coaBT. [27], KOHTHHECHIIUS BO3Bpa-
maeTcs cnycts Mecsin y 23% nanuueHToB, 6 MecsIIIeEB - y
90%, criyctst 10 mecsitieB —y 95%. THKOHTUHEHITHS OCTa-
€TCs1, B OCHOBHOM, Y OOJIBHBIX CBBINIC 69-u JeT. [To naH-
HeiM Haab u coaBsr. [11], ciiycTst 3 Mecsiia mocie onepa-
UM, KOHTHHEHIUS HaOmronanace y 71% manueHToB, Ciy-
cTs 6 Mecs1eB - y 88%. AHanu3 TUTepaTypHBIX JaHHBIX
MOKA3bIBACT, YTO PAHHSS MHKOHTHHCHIIUS 00JICe BBHICOKAs
B IPYIIIC paJHKaIbHOM epUHEATLHOM MPOCTATIKTOMUH,
YeM pauKaIbHON PETPOITyOUKAIbHOM MPOCTATIKTOMHUU,
OJTHAKO CJICTyEeT OTMETHUTh, YTO CTCIICHb BOCCTAHOBIICHUS
KOHTHUHCHIIMH BBIIIC B CITyYasX paJUKaIbHON IEpUHECATb-
HOM npocTaTakTOMuUH [5].

Ha namewm MaTepuase noctonepanoHHas HHKOHTHHEH-
yst oT™Medanach y 4-x (44,4%) nauuenros. Kontpons ue-
pe3 MecsI] BBISIBUI MHKOHTHHEHIIMIO TOJIBKO y 2-X
(22,2%), gepe3 6 mecsimes - y 1-ro (11,1%) mamuenTa, y
KOTOPOTO IMOJIHOE HEACPKAHUE OCTAIOCh Ha MPOTSIKE-
HUU BCETO TOJa.

Tlomenyus. B mutepatype MMEIOTCSI TPOTUBOIIOIOKHBIE
JAaHHBIC O COXPaHCHNUHU dPEKIIMOHHON (yHKIHH. Martis u
COABTOPBI MOJYIHIIH JIYUIINE PE3YIbTaThl IPU PETPOITY-
OukanpHOH mpoctardkToMud [ 15]. Weldon 1 coaBTopsI Tpo-
aHAJM3UPOBAIH MaHHBIE 220-1 MallneHTOB C TIEpUHEaIThb-
HOM MPOCTAaTIKTOMHUEH. Y TanneHToB ¢ "xopormei" mpemo-
TIepalOHHON OTEHITHEH, KOTOPBIM OBIJIa IIPOBeIcHA He-
PBOIIAAIIAS ONIEpAIsl, COXPAHEHNE TOTEHIIMH HAOIIoIa-
1ock B 50% cimydaes, uepes 2 roaa - B 70%. Uepes 2 rona He
00HapYyKUBAIOCH Pa3IMYHiA B TAaHHBIX YHUJIATEPATHHON 1
OmnarepaibHOH maasmei oneparii (68% v.s. 73%) [27].
ITo maHHBIM IPYTHX aBTOPOB, YEPE3 TO ITOCTE pauKaIb-
HOH NEpUHEAIbHON MPOCTATIKTOMUM OTEHLUSI COXPAHU-
nacky 77% maruenTos [8].

Harmre nccneoBanme He CTaBHIIO [ENTBIO CPABHEHUS TIPE/I-
U TIOCTONEPALMOHHOM noTeHuMH. [Tpu BeimoaHeHuu one-
pammn, B OCHOBHOM, MTPEIIIOYTEHNE OT/IaBATIOCH COOIOIe-
HUIO OHKOJIOTHIECKOTO paInKaIn3Ma, ITIO3TOMY 3apaHee He
IJTAHUPOBAJIOCH MPOBEICHNE HEPBOIIASIIICH IIepHHEAb-
HOH pocTaT>KTOMUH. TOJIBKO B OTHOM CITy4ae, y MOJIOJIO-
TO MAIUeHTA MTOCIIe TIPOBEICHUS HEPBHOIIAISIIEH orepa-
nH, ObIJIa COXpaHeHa TOTSHIIHS.
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Ilocneonepayuonnvie ocnoscnenus. B nmutepatype HaMu
BBISIBJICHBI TAHHBIE O CTATUCTUYECKH IOCTOBEPHOM NPEUMY-
IIECTBE B TPYIIIE EpUHEATLHON MPOCTATIKTOMHH IO KOJIH-
YECTBY KOMKO-THEH, TPOIOTKUTEIBHOCTH YPETPAIbHON Ka-
TETePU3aINH, IOTEPH KPOBHU M reMOTpaHcy3uH [ 15].

Cpeau 0CI0oKHEHUH NeprUHeaTbHON MPOCTATIKTOMUY CPaB-
HUTEJIBHO BBICOK PHCK IMOBPEXICHNUS MpsiMol Kuiku. [1o
JIAaHHBIM Pa3HBIX aBTOPOB, OH KoyeOJeTcst B mpejaenax 1-
11% [11,27], x0Ts mOBpexXIeHNUE MOKHO YCIIEIIHO YCTpa-
HUTb UHTPAONIEPALIMOHHBIMU IEPBUYHBIMHY IIBamH [7,13].
Puck pa3BuTHSI CTPUKTYpPBI aHACTOMO3a HU30K U BapbUPy-
eT B npenenax ot 1 10 7% [11,27], Hu30k Takxke puCK pa3Bu-
THSI ypeTpo-peKTaibHOl GucTy:bl (=1%). B Hamewm nccie-
JIOBAaHUH TAKUX OCJI0KHEHUH HE OTMEUEHO.

[To pe3ysnbTaram 0HOTO HEPaHIOMH3UPOBAHHOTO HCCIIe-
JIOBaHUS MTOTEPSI KPOBH BBIIIE B TPYIINE C paJluKaIbHON
perponyoukanbHO#l mpocTaTakToMuer (565 M v.s.
1475mm, p<0,001) [8,30]. Crenenb HHTpaoNEepaIHOHHBIX
KPOBOTIOTEPH B HAIIEM UCCIICI0BAaHUH HE ONPEIEIsIIach.
Tpancdysus norpedoBanack B 7-u ciydasix, B CpSIHEM,
Ha OJTHOTO MalMeHTa ObIIO0 MepeauTo 427 ML SPUTPOLH-
TapHOU MacChl.

Buoxumuuecxuii peyuous u cmepmuocms. Ilpaktuuec-
K1 HE BBISIBJICHO Pa3HHUIIBI 110 OITYyXO0JICITO3UTHBHBIM Tpa-
HULIAM MEXAY PEeTpONyOUKaIbHOW U NMepHHEaIbHON
npoctaTakroMueit [20]. B peTrpocnekTuBHOM aHanm3e
177-1 nauneHToB, Cpeau KOTOPBIX paJuKaIbHas IPOCTa-
TOKTOMHES y 122-X OBIIIa MpOBEIeHa TIEPUHEATBHO, a Y
55-u - peTporryOnKaIpHO, HE 00HAPYKEHO CTAaTHCTHYEC-
KM JOCTOBEPHOH Pa3HUIIBI B JAHHBIX OIYXOJCTO3UTHB-
HBIX Tpanul (29% v.s. 31%, p<0,803). Ananu3 nokanm3a-
LMY MTO3UTUBHBIX TPAHUI] TAKXKE HE BBISIBII PA3IHIUI
[8]. CratucTHyecky HEIOCTOBEPHOE PA3TUIHE IOy IH-
mu Boccon-Gibod u coaBrt. [6], KOTOpBIe TAIUEHTOB C
Tlcu T2a cragusamu pa3aeniuiy Ha 2 Tpynisl. 48-1 00ITb-
HBIM ObIJIa TIPOBE/ICHA PAJUKAIbHAS TEPUHEATbHAS MTPO-
CTaTIKTOMHS, 46-U — paTuKanbHas peTPOITyOnKaIbHAsL
mpocTaTdKToMus. OIMyXOJIEeTO3UTHBHBIE I'PAHNUIBI Ha-
OITroaNyCh y MarueHToB B 56% 1 61%. COOTBETCTBEHHO.
OnHako HaJTMYHE XUPYPTUIECKH BEI3BAHHBIX TO3NTHBHBIX
TPAHMIl 3HAYUTEIHHO BBINIE B TPYIIEC MEPUHEATBHON
mpocrtarakroMud (43% v.s. 29%, p<0,005) [6]. Ucxoms m3
BBIIIEU3II0KEHHOT0, PaIUKAIBHYIO IEPUHEATBHYIO MTPO-
CTaTPKTOMMIO C TOUYKH 3PEHUS MCXO0/1a MOKHO CUUTATh
XUPYpPr3aBUCUMBIM BMeEMIaTeabCcTBOM. Ha ocHOBaHUM
Harmrero matepuana B 2-x (22,2%) cirydasx 0TME4anoch
HaJIN4NE OITyXOJIENO3UTHBHBIX TpaHull. B 06oux cimydasx
WMeJ MECTO OMOXUMHUYECKUH PElUINB: Y OTHOTO OOJb-
HOTO CITyCTsI 6 MecsIIeB, y BTOporo - 12. O6onM manueH-
TaM MpOBEJEHA IUlacTUYecKass OpxXxudKToMus. [lepBbiii
OOJBHOI CKOHYAJICS 1O MOBOY PaKa MPOCTATHI CITYCTA
32 mecsra. 3-neTHss omyxoJecnenuduaeckas mpoI0iKu-
TENBHOCTH KU3HU cocTaBmia 7 (77,8%) ciaydaes.
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PanukanbHasi mepruHeangbHasi MPOCTATIKTOMUS SIBIISIETCS
HaWIy4IlIUM albTePHATUBHBIM MOIXOI0M K JICYEHUIO paH-
Hel cTajiuu paka MpeCcTaTeNIbHOMN Keye3bl, KOTopas IMo-
3BOJISICT COOJTFOZIATH OHKOJIOTMYCCKHUI PAIMKATU3M MPH KITH-
HUYECKH JIOKAIN30BaHHOM pake MPOCTaThl C COXPaHEHH-
€M KOHTHMHEHIIUHU 1 oteHuuu [15]. B cnyuasx, koraa mo-
cpeacTBOM JTM(paIeHIKTOMUHU (OTKPBITO HITH SHIOXUPYP-
TUYECKH) BBISIBJIICH Y3JIOBOM CTaTycC, MPEANOYTUTENIbHEE
MPOBEJICHHE TIEPUHEATEHOM POCTATIKTOMUH, KAK MUHH-
MaJlbHO MHBA3MBHOMU aJIbTEPHATUBBI PAJIUKAIBHON PETPO-
myOuKanbpHOM npocTarakToMud [ 11]. Merton obecrieunBa-
€T KOPOTKHUI CPOK PEKOHBAJIECIICHIINY U HAMEHBIIIee YUC-
JI0 KOWKO-JTHEH, YTO OTPa)KaeTcsl Ha CTOMMOCTH JICUCHHUS
[12].
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SUMMARY

RADICAL PERINEAL PROSTATECTOMY - SURGICAL
TECHNIQUE, FIRST RESULTS

Mshvildadze Sh., Ujmajuridze A., Managadze G., Stackl W.

Rudolf Fund Clinic, Vienna; Al. Tsulukidze National Centre of
Urology

Prostate cancer is the most common malignancy in men and the
second leading cause of cancer death. Radical prostatectomy is
the most effective treatment for localized prostate cancer. With
increasing use of minimally invasive treatment methods, clinical
outcomes are becoming important assessment tools to compare
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one option to another. Perineal prostatectomy is modified to
incorporate contemporary surgical ideas, including preservation
of cavernosal nerve bundles, sphincteric urethra at the prostatic
apex, and the bladder neck.

During 2001-2004 in National Centre of Urology radical perine-
al prostatectomy was performed in 9 patients. The mean age of
the patients was 64 years (range: 53-71 years). All operations
were carried out with curative purpose for the treatment of
localized prostate cancer. In all cases prostate specific antigen
(PSA) was <10 ng/ml, Gleason score <7. There were analyzed
operative time, volume of blood transfusions, duration of hospi-
tal stay, peri-operative complications, pre and postoperative
potency and urinary continence.

The distribution of pT categories was: pT2a-2 (22,2%); pT2b-
5 (55,6%); pT3a-1 (11,1%); pT3b-1 (11,1%). The mean opera-
tive time was 130 minutes (range 95-180 minutes). The middling
volume of blood transfusion per patient was 427 ml. At 12

months incontinence was manifested in 1 (11,1%) patient. Post-
operative potency was reached in one case. Margins were pos-
itive in 2 (22,2%) cases. In both cases was manifested biochem-
ical relapse. One of these patients died after 32 month from
surgery. According our results 3-year tumor specific survival
was in 7 (77,8%) patients.

Radical perineal prostatectomy is an excellent alternative ap-
proach for radical surgery in the treatment of early prostate
cancer. This method of prostatectomy is able to achieve com-
plete cancer resection while preserving urinary and sexual func-
tion in the majority of men presenting with clinically localized
prostate cancer. The simplicity and minimally invasive nature of
this procedure contribute to a short recovery and low overall
cost of therapy. The radical perineal prostatectomy is a cost-
efficient, outcome-effective minimally invasive method of treat-
ing men with localized prostate cancer.

Key words: localized prostate cancer, minimally invasive treat-
ment, radical perineal prostatectomy.

PE3IOME

PAIUKAJIBHASA NEPUHEAJIBHAS ITPOCTATOKTOMUS — OITEPATUBHAS TEXHUKA, IIEPBBIE PE3YJIBTATbI

Mumsuaaanse LT, Yixkmanxkypunse A.H. Manaranse I.J1. lllTakas B.

Knunuka ¢ponoa Pyoonwgpa, Bena, Hayuonanvuwiii yenmp yponoeuu um. akao. A. Lynykuoze

Pax mpocTars! SBISETCS CaMbIM YaCTHIM OHKOJIOTHIECKUM 3200-
JIeBaHHEM, 3aHUMAIOIIUM [0 CMEPTHOCTH BTOPOE MECTO 1OCTe
paka jerkux. M3BecTHO, 4T0 caMbIM 3 (PEKTHBHBIM METOIOM JIe-
YEeHUS! IOKATN30BAHHOTO paka MpeCTaTeIbHON KeTe3bl SBIIs-
eTcsl paluKaIbHAasI TPOCTATIKTOMUS. B cOBpeMeHHOI MeTuIInHe
Bce OOIIbIIIE BHEAPSIETCS MUHIMAIBHOE MHBA3UBHOE BMEIIATEIb-
cTBO. Kimmandecknii ncxo siBIA€TCS 3HAUMMBIM apPTYMEHTOM JUTS
CpaBHEHHMS Pa3HBIX METOJIOB JieueHus. MoanuipoBaHHast me-
pHHeabHast TPOCTATIKTOMUS TOAPa3yMeBaeT MPE3ePBALIUIO Ka-
BEPHO3HOTO HEPBHOTO My4YKa, CHUHKTEPA YPETPHI U MIEHKH MO-
YEBOTO ITy3BIPA.

3a 2001-2004 rr. B HamoHaabHOM LEHTPE YPOIOTHHU C LETBI0
JeYeHus aIeHOKaPIIMHOMBI IIPOCTATh! ObLIa MPOBEICHA pajiu-
KaJbHas IepuHeanbHas MPOCTaTIKTOMHUS 9-1 marmenTam. B nc-
clleIoBaHUe OBbIIH BKIIOYEHB! OOTBbHBIE C KIMHUIECKH JTOKaIH-
30BaHHBIM PAKOM MPOCTATHI, MOKA3aTeNb MPoCcTaTcrenuduIec-
KOTO aHTHTeHa KOTOPBIX COCTABIISLI He Oombiie 10 Hr/mi, a cym-
ma [inccona - Mensblie 7-u. Bo3pacT BapbupoBail B npejenax oT
53 no 71 rona (cpennuii Bo3pact 64). Hamu yctaHOBIIEHBI cpel-
HSIS TIPOJIOJKUTENIBHOCTD OMEPAINN, 00BEM IEPETUTOI KPOBH U
KpOBE3aMEHUTENEH, KOTUUECTBO KOMKO-/IHEH, 4acTOTa ONepanu-
OHHBIX OCJIO’KHEHHI, CpaBHEHA MPE/I- M TOCTONEPAHOHHAS T10-
TEHIMS 1 KOHTUHEHITHS.

B 3aBucumocTy oT matoMoponornIecKoro ANarHo3a narnueH-
THI OBUTH pacmpeenieHbl cleayomum oopazom: pT2a — 2 na-
nuenTa (22,22%), pT28 — 5 (55,6%), pT3a — 1 (11,1%) u
pT38 — 1 marment (11,1%). I[IpogomkuTensHOCTD ONEpauu
Kosebanack B mpeaenax oT 95 no 180 muH. (B cpeanem 130
muH.). Tpancdy3us kpoBu moTpedoBanachk B 7-H CiIydasx, B
CpeHEeM, Ha OIHOTO NalMeHTa ObII0 epeanTo 427 M1 93pUTpO-
nuTapHoi Maccel. Ha Hatem marepuaiie uepes roj MHKOHTUHEH-
s otMedanack y 1-ro (11,1%) marmenTa. Tonbko B oHOM City-
Yyae y MOJIOZIOTO MAIKEHTa TI0CIe TIPOBEICHHS HEPBOIAASIIEH
omepanyy OblIa COXpaHeHa MOTeHIHST; B 2-X (22,2%) ciydasx oT-
MEYaJIoch HaJIIIHE OIyX0JIENO3UTHBHBIX rpaHuIl. B obonx ciyda-
SIX IMEJI MECTO OMOXUMIYECKUi peruauB. O 1uH OOITBbHO CKOH-
yaJjics 1o MOBOJY pakKa MpOCTaThI CIycTs 32 mecsua. 3-IeTHsA
omyxonecnenudrIeckas IpOJOIKUTEIBHOCT YKIU3HH COCTABUIIA
7 (77,8%) cimydaes.

PanuxanbHas nepuHeanbHast MPOCTATIKTOMUS SBIISETCS HAWITYY-
M aJIbTEPHATUBHBIM TOJIXO0/IOM K JICYSHUIO PaHHEH CTa K paKa
TIPE/ICTATEIILHOM KeJIe3bl, KOTOPBII MTO3BOJISIET COOIIONATH OHKO-
JIOTHYECKUH PaTMKAIII3M ITPH KITMHAYECKH JIOKATM30BAaHHOM paKe
TIPOCTATHI C COXPaHEHNEM KOHTHHEHIIMH U OTeHIINH. Meton obec-
TIeYNBAET KOPOTKHI CPOK PEKOHBATIECIICHIINN 1 HANMEHBIIIEE YHC-
JI0 KOMKO-/IHEH, UTO OTPa)KaeTCsi HA CTOUMOCTH JIEUEHHS.

© GMN
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MEJUIJUHCKNE HOBOCTH I'PY3UN
LSISHNZILM LSFIRNGO6(M) OSLEI6N)

Hayunas nybauxayus

3OPEKTUBHOCTHh IKCTPAKOPIIOPAJIBHOM JIUCTAHIITMOHHON
JUTOTPUIICUUA ITPU MOYEKAMEHHOM BOJIE3HU

Bapumanunze J1.O., TeB3anze K.I., [xunuapanze I.P., Manaranze I.J1.

Hayuonanvnuiii yenmp yponozuu um. A. Llynyxuose

MouekameHHas 00JIE3HB OJTHA U3 YACTHIX MATOJIOTHH Cpe-
TV ypOJIOTHIECKHX 3a0oneBaHmil. BHenpeHne coBpeMeH-
HBIX TEXHOJIOTHI BHECJIO CYIIIECTBEHHbBIE N3MECHEHNS B Me-
HEJDKMEHT JIeUeHHs 3To! atoorun. B 80-e roasl mpommio-
TO CTOJIETHSI IMUPOKO PACTIPOCTPAHMIICS METO TUCTAHIIN-
OHHOM JINTOTPHUIICHH, TTPEIIOKECHHBIH HEMEIIKUM HCCIIe-
nmosarenreM Chaussy. B I'py3un skcTpakopropaibHast JTH-
TOTpPHIICHUS BIIepBEIe Obla BHenpeHa B T. barymu B 1989 1.

DKCTpaKoprioparbHast ANCTAHITMOHHAS TUTOTPHIICHS C yIe-
TOM HEOCJIOKHEHHBIX CITy4aeB U Pa3MEPOB SBIISIETCS 3010~
TBIM CTAaHIAPTOM B JICUCHUN MOYEKaMEHHOM O0Ie3HI. DTO
BBICOK02()(heKTHBHAS, HEWHBA3UBHAS, TIAIAIIASL, PUHAHCO-
BO JIOCTyTIHAsI, aMOyJIaTOPHO BEITTONHsIeMast mporieaypa [ 1].

Lenbto rccnenoBanus SIBUIICS aHATHU3 TAaHHBIX 3 HEKTHB-
HOM 3KCTPAaKOPIOpaIbHOH yIapHOBOJIHOBOW JUCTAHIIMOH-
HOW JINTOTPHUIICHH TTPH MOYEKAMEHHOM O0JIe3HH 10 MaTe-
puanam HarmmoransHOTO TIeHTpa ypororun 3a 2003-2006 T

MatepuaJj u MeToAbI. B ctatbe 00cyKmatoTes JaHHbIC Je-
yerns 1645-u marmenTtos 3a 2003-2006 TT., KOTOPBIM IIPO-
BEJICHa HKCTPAKOPITIAIbHAS yIAPHOBOIHOBAS INCTAHINOH-
Has mutotpuncus (ESWL) murorpuntopom 11 mokonenuns
Dornier Compact Delta kak aMOynaTopHO, Tak U B YCIIOBH-
AX cTanmoHapa. [ocnuTann3npoBaHbl ObUTH MAIIMEHTEHI, C
pa3BuBIIIeiiCcS HHPEKIMEH MOUEBBIBOISIICH CHCTEMBI, aHY-
pueii BcaencTBIE 0OCTPYKITIH KaMHEM, a TaKKe OOJIBHEIE,
KOTOPBIM BBUY CHUIBHOM ITOYEYHOH KOJIHKH C IENbIO Ky-
MHPOBaHUS 0O TPeOOBAIOCh KOHCEPBATUBHOE JICUCHIE
(MHTpaMyCKyJIsipHasi, BHyTPUBEHHAS aHATIBIE3HsT) MUK Ka-
TeTepu3aIys MOYECTOTHNKA.

Cpenn 1645-u manuenToB Myx4uH 06110 932 (56,7%) —

skernwH 713 (43,3%). Y3 aux gereit 06110 55 (3,3%). Bos-
pact BapbupoBa B mpezenax ot 1 10 93-x net. Obmiee Komu-
YEeCTBO IPOBECHHBIX ceaHcoB - 3391 (B cpemnem —2,1). B
CITydastX BHYTPUIIOYEYIHOTO PACTIONOKEHHS KaMHEH KO-
gecTBO yrnapoB cocTtaBuiio 2000-3500, mpomommKUTETFHOCT
ceanca - 20-35 MUH., IPH JIOKATIM3aIMH KaMHS B MOYETOUHH -
Ke IPOIOIDKUTEITFHOCTB MPOIe Iy phI cocTaBmia 30-45 muH.,
B 000WX cirydasx gactora ynapos — 80-100 B MunyTy [6].
MoIIHOCTh SHEPTUH, IPUMEHIEMas sl APOOIICHHS TI0-
YEUHBIX KOHKPEMEHTOB, COCcTaBmsina 12,75 kB, s Mode-
TOYHHUKA - 15 kB. JIuTOTpHUIICKS, B OCHOBHOM, IIPOBOANIIACH
Ha (poHE ceroaHaATBIE3HHU, PEIKO — BEHO3HOH aHECTe3nH, y
JIeTe MJIa IIIero Bo3pacTa - o1 001Ie aHecTe3neH.

DoxycupoBaHNE KaMHS IIPOBOIMIOCH TOCPEICTBOM PEH-
TreHOCKONUY WIIN yibTpacoHorpapun. dokycupoBanne
PEHTTCHEraTUBHBIX KAMHEH MOYETOYHHKA OCYIECTBIISUTH
koHTpactupoBanueM [3]. beccumntomHoe TeueHne HaOMIO-
nanocky 424-x (25,7%) O0TBHBIX, C CHMIITOMATHKOH (I10-
YeyHas KOJTMKa, TNXOpaaka, MakKporeMoTypus) y 1221-ro
(743%) marmenTa, u3 Hux B 202-x (12,3%) cmydasx ormeda-
Jach BEIpKCHHAs! MHPEKINS MOYCBBIX ITyTEH.

U3 KIMHNKO-TTa00PaTOPHBIX HCCIIETOBaHUI OOJIBHBIM CTaH-
JapTHO IIPOBOAMIINCE: OOLIMI aHATIM3 KPOBH U MOYH, Kpe-
aTHHUH KpoBH, Koarynorpamma, JKT, ymsrpacoHorpadus
1 0030pHAas peHTreHorpaduss MOYEeBOI CHCTEMBI, SKCKpe-
TopHas yporpadus (He MPOBOAMIACH IPU PEHTTEHIIO3H-
THUBHBIX KAMHSIX MOYEBOM CHCTEMBI) H PEAKO KOMITBIOTEP-
Has ToMorpagus.

W3 1719-u kaMHE# peTreHMO3UTHBHEIX 00HapyKeHO 1452
(84,5%) perreneratnaBhIx — 267 (15,5%). B Tabmmre 1 mpex-
CTaBJICHA CXEMa JIOKAIU3ALIN KaMHEH.

Tabnuya 1. Ilokazamenu nokanuzayuu KamHer

ITouka MOYETOYHHK

BEPXHSISI cpenHsis HYOKHSIS MOYEBOH BEPXHSISI cpenHsis HYOKHSIS MOYEBOH
JarKa JarKa JarKa 18%3310)3 TPETh TPETh TPETh Ty3BIPb

63 118 182 642 272 138 303 1
(3,7%) (6,9%) (10,6%) (37%) (15,8%) (8,02%) (17,5%) (0,06%)

Tabnuya 2. I[lokazamenu pazmepos kamuel
3-5mMm 5-10 mm 10-15 mm 15-20 mm 20- 25 Mm > 25 Mm
119 402 616 363 165 54
(6,9%) (23,4%) (35,8%) (21,1%) (9,6%) (3,1%)
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Cpenu 1645-1 manueHToB ¢ o1HOM moukoi 6su10 37 (23%),
obcTpykius Habmonanack y 1298-u (7,8,9%) nanueHTos,
6e3 oocTpykiuu —491 (29,8%), ¢ pa3nBOCHHOMN MOYKOH —
13 (0,8%), moaxoBooGpazHoii nouxoii — 6 (0,4%), y 1-ro
0O0JILHOTO OTMEYaJIach TUCIIO3HUIIUS TTOUKH.

Jlo ESWL — koHCepBaTHBHOE JICUCHHE C IIEIbI0 KYITUPOBa-
HUst 00yn ipoBoIiI0Ck 1398-1 (85%) marenTam, aHTHOU-
orukorepanusi — 472-ym (28%), karerepuzanus — 18-u
(1,1%), crenTHpoBaHne MoUeTOUHUKA - 67-1 (4,1%), ep-
KyTopHas HeppocTomust — 51-my (3,1%).

PesyabTaTsl M ux odcy:xaenue. 113 1645-u coyuaes yc-
nemrHoe ESWL (store - free) 6suio y 121-ro (73,6%)

00JBHOTO, YaCTUYHO ycnenrnoe - B 91-om (5,5%) cay-
yae. B aTo#i rpynmne 00beIUHUINUCE OOJIbHBIC ¢ KAMHEM
B JIOX@HKE MIOYKH, Y KOTOPBIX [TOCJIE TUCTAHITUOHHOMN JIH-
TOTPUIICUY MCYE3JIa BbI3BaHHASI KAMHEM O00CTpYKIIHSI,
OJTHAKO OTIpeJeJeHHbIe ParMeHThl KaMHSI MUTPUPO-
BaJIM B HIDKHIOIO YaIIKy U MX M3BJICUCHHUE B OCIEYIO-
IeM HE YJajo0Ch.

Hesasepuiennoe neuenue (MaueHThl 10 CBOSH MHUIUA-
THUBE HE OOPaTHIIMCh B KIMHHMKY) OTMEYajoch B 262-x
(15,5%) cnyuasix. BespesynsrarHoe edchue - B 81-om (4,9%)
ciydvae, U3 HUX B 3 1-oM citydae motpeboBaiack yperpope-
HOCKOMHSL, 49-1 - OTKPBITas OTIepalysl, epKyTalbHas He-
(dponuronanakcus — 7-u ciyvasx.

Tabauya 3. [oxazamenu ocrnosxcrnenuti nocie ESWL

Jopo:xkka kamHus I'emaToma

IInenonedpur

Maxkporemartypus Hecnsitast kosinka

62 (3,8%) 15 (0,9%)

59 (3,6%)

7 (0,4%) 77 (4,7%)

B 6mmkaiimmii neprion mocne ESWL o moBoy pa3miaHbIx
OCTIOKHEHUH (007b, TeMaTypHs, THEITIOHSPPUT U T.1.) KOH-
cepBaTUBHOE JieueHne norpedosanock B 168-1 (10,2%) ciy-
Yasix, He(hpocToMHupoBaHue poseieHo B 19-1 (12%), crenTr-
posanue — 7-1 (0,4%), yperpoperockorms — 3-x (0,2%), kare-
Tepu3arst Mo4eBoro mmy3sipsi — 5-1 (0,3%), OTKpbITas orepa-
1V 110 TIOBO/Ty HapacTarorei remaromsl —3-x (0,2%) ciryda-
X, 9TO COTTIACYETCS C MK TyHAPOIHBIMH CTaHAApTaMH [4].

ITo nanusiM HanmonaneHoro nenrtpa yposoruu [ 'py3uu 3a
2003-2006 1T, omiepanuii OTKPHITBIM CIIOCOOOM TIPOBEICHO
B 346-u cirydasix, 9to coctasmset 17,4% ot obmiero gucna
OOJNBHBIX. YIIENBbHBIN BEC OTKPHITHIX ONlEpannii B HaIIeH
KIIMHUKE 110 CPaBHEHHIO ¢ KIIMHUKaMu 3amnanaa (5-8%) mo
cell IeHb OCTaeTcs BBICOKUM, YTO, O BCEH BEPOSITHOCTH,
00yCITOBIIEHO TTO3THEH 00paNaeMOCTHIO OOTHHBIX B KITH-
HUKY ¥ TI0 TIPUYHHE TSKEITBIX COITUATFHBIX YCITOBHH.

[TepkxyTanHas HedpONIUTOIATIAKCHS, KaK METOJI BBIOOpa B
JIEUEHWH MOYEeKaMeHHOH 0osie3HH, Bo300HOBHIAck ¢ 2006
T., 9eM U OOBACHACTCS OONBIIOE YHCIIO OTKPHITHIX OTepa-
LM, BBIMTOTHEHHBIX B Hamrel kiuHuke. 3a 2003-20006 1T 9K-
CTpaKopHoOpalIbHas YIapHOBOIHOBAS TUTOTPHIICHS IPOBE-
nena 1645-u manueHTam, OTKpPBITasi ONepaIys Mo MOBOIY
MOYEeKaMEeHHOM 001e3HH — 346-1 OOTBHBIM (M3 HUX TIO I10-
Boxy OesycriemHolt ESWL - 49 marmmentam), mepKyTaHHas
HedpoymToranakcus — 18-u (BBumy 6e3ycrenrHoit ESWL —
7-m), a yperpopenockormst — 90-a (1o moBoxy Oe3ycren-
oMt ESWL —31-My) G0NTBHBIM.

ESWL ocobenHO BEICOKOI(PPEKTHBHA B IEAHATPHUESCKON
npakTuke (0T 1-ro 1o 14-u 1et). 3a 2003-2006 . ESWL mipo-
BeJICHA 55-1 IeTsIM (CeaHCHI MPOBOAMIHCE KaK MO 00IIeH,
WHTPAaBEHHOW aHECTE3NeH, TaK ¥ Ha (OHE CeT0AHATBIC31H).
[TomHOE OCBOOOKICHIE OT KaMHEH TIOCIIe TIEPBOTO CeaHca
656110 TOCTUTHYTO Y 89% OOIBHBIX, TTOCTIE MPOBEACHHMS T10-
BTOPHBIX ceaHcoB B 100% ciydaes.

© GMN

Cpenu METO/IOB MCCIISI0BaHMS IPEIITIOYTSHUE OTIABAIOCH
YIBTPACOHOTPA(QUH U PEHTTCHOIOTHYECKIM HCCIICIOBAHH-
aM. B 3-X ciydasx OpUIM JOMYIIEHBI THArHOCTHYECCKUE
OIMOKH (B 2-X CIIydasx OTMeUanach CTPUKTypa JIOXaHOY-
HO-MOYETOYHHKOBOTO YIJIa, B OJTHOM - TEPMHHAJIBHBIH 'HI-
poredpo3). Y 3THX OOTBHBIX B OCIEAYIOMIEM OBIIa TIPo-
BeJ/ICHA OTKPBITAsi XUPYPrUIecKas Oreparys.

Jo ESWL y 601pHBIX ¢ KINHHYECKUMHA CUMIITOMaMHU
MIPOBOANIOCH KOHCEPBATUBHOE JICUCHHE: aHAIBI €3N,
CHAa3MOJIUTHKH, aHTHOMOTHKOTEPAIHS, KaTETEPU3ALINS
M/T, IepKyTaHHAs HehpocToMuUs, cTeHTHpoBaHue. Co-
TJIAaCHO CTaHAapTaM, IPH HAIMIUH KaMHs Oonbiie 20-u
MM PEKOMEHJIyeTCsl CTEHTHpOBaHue. B Hammem ciydae
HE0OXOIMMOCTh CTCHTHPOBAHUS ObIIIa 00YCIIOBIICHA OJT-
HOM mouykoi. B gpyrux ciiyyasix CTEeHTUpOBaHUE SIBU-
J0ch BEIOOpOM O0bHBIX. [TarmenTam nmpegocTaBisiachk
moTHast THPOPMAIHS O TOM, YTO CTEHTHPOBAHHE IIpe-
JOTBpAIAET MOYCUHYI0 KOJIUKY B MEPHOJ] MUTPAIU
(parMeHTOB KaMHs, BO3MOXXHOCTb Pa3BUTHS MUEIO-
HedpuTa, XOTS B TO )K€ BPEMS CTEHTHPOBAHNE MOXKET
BBI3BATh BOCXOISIIYI0 HHPEKIHIO, PEIIFOKC, HPUTAIIN-
OHHBIH CHHJPOM, yBEINUYCHHE BPEMEHH OCBOOOXKe-
HHUA OT KaMHei. [Tpy BO3MOKHOCTH HCIIOIB30BaHUS CO-
BPEMEHHBIX aHTHOMOTHKOB IIMPOKOTO CHEKTpa Acii-
CTBUS 1 IOCTYITHOCTH CHJIBHBIX 00€300IMBAIOIINX ITpe-
mapaToB, OOTBITHHCTBO OOJBHBIX BEIOMPAIIO JICUCHUE
6e3 cTenTa. [lo HaIMIUM TaHHBIM, 32 KOPOTKUN MTEPHOL
rmociie ESWL u3 1645-u narmeHTOB HEOTIOKHAS TIEPKY-
TaHHas HepocTomus notpedosanack 19-u (12%) 60m1b-
HBIM, cTeHTHpoBanue — 7-u (0,4%), kaTeTepusamus M/T
—5-u(0,3%) manmeHTaM.

Pesynbrars! nedenns Hen3BecTHHI B 262-x (15,9%) ciy-
qasx. VI3 HUX HeKOTOpble OBUIM HHOCTPAHIIAMH, KOTOPBIC
OCTaBHJIM CTpaHy, APyrue, HECMOTPS Ha HAIIM MHOTO-
pa3oBBIC N3BELICHNUS, HE 00pAIaINCh B KINHUKY.
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Bricokast 3¢h(eKTHBHOCTh M HAUMEHBIIIAsl HHBa3UBHOCTh
JMCTAHIIMHHOM JINTOTPUIICHYECKON anmaparypbl ociie/-
HETO MOKOJICHHUS 00YyCIIOBJIEHBI BBICOKOW TOUHOCTBIO (O-
KyCHPOBKH U TIPHUIIENa, IPUMEHEHUEM CPAaBHUTEIEHO MEHb-
et ynapHo# cuiibl. COOTBETCTBEHHO YMEHBIIUIIOCH YHC-
JI0 CyOKarcyysipHbIX TeMaToM U IPYTHX ociokHeHu#. [To
CPaBHEHHUIO C anrapaTaMu | MOKOJIEHHs HECKOIBKO YBEIH-
YHJIaCh MPOIOIKUTENIBHOCTh CEaHcoB [2,5].

Takum 00pa3om, Ha OCHOBAHUH MPOBEICHHOTO UCCIICIO-
BaHUSI CIIEYET 3aKITIOUNTh, YTO IKCTPAKOPIIOpaTIbHAS yaap-
HOBOJIHOBAasl JUCTAHIIMOHHAS JIMTOTPUIICUS B YCIOBHSIX
MPaBUIILHO TPOBEJIEHHOTO UCCIIEA0BAHMS U MEHE[KMEH-
Ta SIBJISIETCSA “30JI0THIM CTaHJIAPTOM™ B JICUEHUU MOYEKa-
MeHHOU 601e3HU. COOTBETCTBYOIIUI MTOIX0] K KaXKIOMY
WHIUBUYAILHOMY CITYYar0 MMO3BOJIUT U30EKATh MPOBEIC-
HUS IOPOTOCTOSIIUX UCCIEA0BAHUN, MHBA3UBHBIX MIPOIIE-
JIyp U YMEHBIIUTH 05KUIAEMbIE OCITOKHEHHUS.
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SUMARRY

THE EFFICACY OF EXTRACORPORAL SHOCK WAVE
LITHOTRYPSY IN URINARY STONE DESEASE

Varshanidze L., Tevzadze K., Jincharadze G., Mana-
gadze G.

National Center of Urology, Thilisi, Georgia.

Extracorporal Shock Wave Lithotrypsy (ESWL) is “golden”
standard therapy among the various methods of treatment of
urinary stone disease.

We have evaluated 1645 patients with urinary stone disease
who underwent ESWL from 2003 to 2006, with third genera-
tion Dornier Compact Delta lythotriptor. 932 (56,7%) of them
were male and 713 (43,3%) were female, 55 (3,3%) of all
were children. Patients’ age varied from 1 to 93 years. The
total amount of sessions performed were 3391 (mean 2,1). In
case of renal calculi the amount of shocks was 2000 — 3500
and the duration of session varied from 20 to 35 minutes. In
case of urethral calculi — 3000 — 4500 shocks, duration of
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session varied from 30 to 45 minutes. From 1719 stones 1452
(84,5%) were X-Ray positive and 267 (15,5%) were X-Ray
negative.

ESWL was successful (stone free) in 1211 (73,6%) and semi
successful in 91 (5,5%) cases; Semi successful group includ-
ed patients, which became desobstructed after ESWL, but the
some of the stone fragments were dislocated into lower calyx
and were not eliminated. Unfinished treatment (Patient dis-
appeared after the initial sessions) were in 262 (15,9%) cas-
es. 81 cases were not successful. 31 patients from this group
underwent urethrorenoscopy, 49 patients — open surgery an
7—PNL. In conclusion, ESWL is the “golden” standard treat-
ment of Urinary stone disease in cases of carefully performed
examination and management. Careful study of every single
case, gives as the possibility to avoid expensive and invasive
procedures and reduce the risk of complications.

Key words: ESWL - extracorporal shock wave lithotripsy, PNL
— percutaneous neprolithotomy.

PE3IOME

3O®PEKTUBHOCTb 3KCTPAKOPIIOPAJILHOM JUC-
TAHLUMOHHOM JIMTOTPUIICUU ITIPU MOYEKAMEH-
HOM BOJIE3HU

Bapumanuase JI1.O., Tes3anze K.I'., [lzxunuapanze I.P., Ma-
naraaze [LJL.

Hayuonanenuiii yenmp yponoeuu um. A. L{ynykuose

B crarbe o0cysxnatorcs naHable 1645-1 mannueHToB, KOTOPBIM 3a
2003-2006 rr. mpoBeeHa IKCTPAKOPIIOpaIbHas yIapHOBOIHO-
Bas AucTaHIMOHHAS nutoTpuncus (ESWL) nurorpuntopom
I1I moxonenust Dornier Compact Delta kak aMOynaropHo, Tak U
B ycnoBusX crannoHapa. 13 1645-u 6ombabIx 932 (56,7%) Ob11
MyKauHbl, 713 (43,3%) — xxenmunsl, 55 (3,3%) - netn. Bospact
MAIEHTOB Kosiebascs B mpeaenax ot 1 1o 93 ner. O6mee konu-
gecTBO ceaHcoB 3391 (cpeanee konmuuecTBo ceancos 2,1). Komu-
YECTBO YAApOB IIPU MOUEUHOMN JOKAIN3a1UK KAMHEH COCTaBUIIO
2000-3500, amuTtenbHOCTH ceaHCcoB - 20-35 muH. [Ipomomxku-
TeNbHOCTb MPOIIEAYPhI IPH JIOKATU3AI[N KAMHS B MOYETOYHU-
ke coctaBuna 30-45 mun. M3 obmero konmnuectsa 1719-u kam-
Hel, peTreHONO3UTUBHBIX Ob110 1452 (84,5%) peTreHOHeTaTnH-
BBIX —267 (15,5%). Yenemnas ESWL (stone-free) 6pu1a B 121-om
(73,6%) cirydae, yactuaHo ycnemHas - B 91-om (5,5%). B atoit
rpyImne o0beIMHUINCH OOTBHBIE C KAMHEM B JIOXaHKE TTOYKH, Y
KOTOPBIX MOCIIE JUCTAHIIMOHHON TUTOTPUIICHH HCUE3ITa BEI3BAH-
Hast KAMHEM OOCTPYKIIHSI, OHAKO ONpeAeTIeHHbIe ()ParMeHThI
KaMHsI MUTPHUPOBAJIH B HIDKHIOIO YallleuKy U UX M3BJICUEHHE B
MOCTIEAYIONIEM HE YAATI0Ch.

HesagepiieHHoe JieueHHe (MTALMEHTHI 10 CBOSH MHUIIMATHBE He
00paTuINCh B KINHUKY) OTMeUanoch B 262-x (15,5%) cnyda-
ax. bespesynsratHoe neuenne - B 8§1-om (4,9%) cnyuae, u3
HUX 31-My manumeHTty moTpefOoBanach ypeTepOpeHOCKOMH S,
49-1 - OTKpBITAs OIepaIys, 7-1 MalueHTaM NepKyTaHHAas He-
(hponuToNaaKcus.

Takum 00pa3oM, cleayeT 3aKII0UYHUTh, YTO HKCTPAKOPIIOPAIIb-
Has yapHOBOJHOBAS IUCTAHIIMOHHAS JINTOTPUIICHS B YCIIOBH-
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X TMPAaBUIBHO MPOBEJECHHOT'0 NCCIEIOBAHM U MEHEKMEHTA
SABIIAETCS «30JIOTBIM CTAHIAPTOMY B JICYEHUH MOUYEKAMEHHOM
6one3nn, COOTBETCTBYIOMIMN MOAXO0/ K KaXKAOMY HWHAUBHUY-

aNbHOMY CIIydalo MO3BOJHT M30€XKaTh MPOBEACHUS TOPOTOC-
TOSIIINX UCCIIeIOBAHU, HHBA3UBHBIX MPOIEAYP U yMEHBIIUTh
0’KUJIa€MBbIE OCJIOKHEHUSL.

Hayunas nybnuxayus

KOJIMNMYECTBEHHBIE UBMEHEHUA TECTOCTEPOHA
U MPOCTATCHEIU®UYECKOTO AHTUTEHA TIPH ETO MAJIOA
U BBICOKOM MJIOTHOCTH Y MYKYHUH C PAKOM ITPOCTATHI

Xyckusaaze A.A., Kounamsum /K.

Tounucckuii 2ocyoapcmeennviti MEOUYUHCKUL YHUGEPCUmMEm, 0enapmameHnm ypoiocuu

Pak mpocTaThl IpeACTaBIsSeT OJJHO U3 CAMBIX PaCIpPOCT-
paHEHHBIX OHKOJIOTHYECKHX 3a00neBannii. CMEpTHOCTB,
BBI3BaHHAs TUM 3a00JIeBaHKHEM, cocTaBseT 9% oT Bcex
CITyJaeB JICTAbHBIX UCXOJ0B OT paka Cpen My KduH [2].
BHewrHre GpakTopsl BIUAIOT Ha KIIMHUYECKOE CTaHOBIIE-
HUe paka npocTartsl. To4HOE onpeiesieHue ITUX (PaKTopoB
TI0 Ceif IeHb 0CTAeTCs CIIOPHBIM, OHAKO CIEAYET OTMe-
THUTB, YTO BEICOKOE COJICPIKaHUE JKUPOB MOYKET IIOBBIIIAT
BEPOATHOCTB pa3BUTHS paka mpocTtaTsl [3]. Hamalainen n
C0aBT. [4] yCTaHOBWJIH, YTO KOHIICHTPAIINS aHIPOCTEHINO-
Ha, TECTOCTEPOHA M CBOOOHOTO TECTOCTEPOHA YMEHbIIIA-
€TCsl TPU OTPEOIICHUN TUETHYECKUX JKUPOB. Viceienoa-
HHE 3TOH NOMYJIALMH BEISIBUIIO yMEHBIICHHE CITy4aeB paka
TIPOCTATBL.

Pak mpocTaThel aHAPOTEHIYBCTBUTEIBHEINA U pearupyeT Ha
TOPMOHABHYTO TEPATTHIO. DTH XapaKTEPUCTHKH OITYXOJIH
MPOCTATHl YKA3bIBAIOT, UYTO CTEPOUTHBIC TOPMOHBI, B OC-
HOBHOM, aHAPOTEHBI, UTPAIOT 3HAYNTEIBHYIO POJIb B Kap-
LIMHOT€HE3€e MPOCTAThI YyeaoBeka. TOUHbII MEXaHU3M, Ye-
pe3 KOTOPBIi aHIPOTEHBI BIHAIOT Ha 3TOT MPOIIeCC — HEH3-
BecTeH [2].

Jleuenue paxa mpocTaTbl, 0COOEHHO B CIy4Jasx, KOI/a pas-
BUBAIOTCSI METACTA3bI B KOCTHBIX HJTM MATKUX TKaHSX, HOCHT
TTAJTHATUBHEIN XapakTep. DPPEKTUBHOCTH JICUCHHS 3aBH-
CHT OT UyBCTBHUTEILHOCTH SMNTETNAIBHBIX KIIETOK IPEACTa-
TEIIBHOH JKeNe3bl K aHAPOTEHAaM, KOTOPbIE SBIISTIOTCS HHTYK-
TOpamu IPOTH(EePaTHBHON aKTHBHOCTH STHX KIIETOK. AHTH-
AHJPOTECHHAST TEPANMs WM KacTPaILUsl Ha ONpPEICICHHOE
BpEMs BBI3BIBACT PEMHCCHIO OITyXOJIH, OAHAKO ITPH IIPOrpec-
CHPOBAHNH OITYXOJIH, KOT/Ia aH/IPOTCH3aBHCHMOE COCTOSTHUC
TIEPEXO/IUT CIIEPBa B aH/IPOTeHIYBCTBUTEIEHOE, @ TOTOM I'Op-
MOHpe(PaKTOPHOE MM aHAPOTEHHE3aBUCUMOE, TIPOIIECC
AHIPOTEHHOM abIaIy CTAHOBHUTCS O€3pEe3yIbTaTHRIM [5,6].

© GMN

Brickazano npeamnonoxenue [ 1], 9To mpu 5TOM CyIIIecTBY-
IOILHE KaK B METACTa3UPYIONINX, TaK M TN TETHAIBHBIX KIICT-
Kax MPEe/ICTaTeNBHOMN XKelle3bl PeLeTOPbI TECTOCTEPOHA IO
BEPraroTCs MyTalMH WM aMIUTU(UKALUH, BBULY YETO OHH
CTAHOBATCS KOHCTUTYIIHOHAJIBHO aKTHBHBIMHU M BOCTPEOYy-
FOT MEHBIIIEe KOJTMIECTBO TecToCcTepoHa [ 1].

He BBI3BIBacT COMHEHMS, YTO @HAPOTEHBI UTPAIOT BEAYIIYIO
POJIb B CTAHOBJIICHNH paKa MPOCTATHI, OJHAKO NX 3HAUYCHNE
B MHAYKIMM HEO- U TUNEPIUIACTUIECKUX IMPOIECCOB HE
BBISIBIICHO. DTHONIATOTCHE3 YKa3aHHBIX MTATOJIOTHH (hOpMH-
pyeTcs pa3IuIHBIMA Ty TAMHU. OJTHAKO CBSI3b MEXIY IIUP-
KyJUpYIOLIeH KOHUEHTPAaUEN TECTOCTEPOHA U MHULIHALU-
eif 3a001eBaHNs, €e TEUEHHEM U IIPOTPECCHPOBAHNEM HE
n3ydeHa. He ycTaHOBIIEHa Takke KOPPETSIIIUS TECTOCTEPO-
Ha B KPOBH CO CTaMAMH 3200JICBaHNs1, HAYAJIbHBIMH 1 Pa3-
BUTBHIMH ()OPMaMH NaTOJIOTHH.

Lenbro vccne0BaHus IBUJIOCH YCTAHOBIICHHUE 3HAUCHUS
M3MEHEHHUH TECTOCTEPOHA B CTAHOBJIEHUH paKa IIpocTa-
TBI; N3YUCHUE KOPPEISALUN MEKIY TECTOCTEPOHOM H
TUIOTHOCTBIO MMPOCTATCIICHU(PUIECKOTO aHTUTEHA Y MY K-
YHH, OOJTBHBIX PAKOM ITPOCTATEL.

J1s mocTmKeHns yKa3aHHOU 1€ OBUTH MTOCTaBIICHBI
CJEeNYIONINE 3a/1a4: H3yUeHNE KOHIIEHTPAIIHOHHBIX H3-
MEHEHHH TECTOCTEPOHA U MMPOCTATCHEIIN(YUIECKOTO aH-
tureHa (IICA) no kacTpamuu 1 ocie Hee B CBIBOPOTKE
KpOBH MAIHEHTOB ¢ pakoM mpocTaTsl, [ICA KOTOpBIX
6su10 MensbIne 0,3 Hr/Mi/T, a Takxke y manueHTos ¢ [ICA
ooubire 0,3 Hr/MA/T.

Marepuau u metoabl. Hamu nccrnenosan 61 601pHOM, KO-

TOPBIM Ha OCHOBE AUTHTAILHO-PEKTAILHOTO 00cIe10Ba-
Hus, onpeneneans [ICA, TpaHCpEKTaTbHON YIBTPACOHOT -
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paduu npeacTaTesbHOM Kee3bl 1 rTHcToMopdoioruyec-
KOTO MCCIIEZIOBaHMs ObIT YCTAaHOBIICH JJMAarHO3 paka Ipo-
crarbl. [lanmeHTam NpoBOAMIOCH CKAHMPOBAHUE KOCTEH 1
KoMmIbloTepHas Tomorpadus. ObcnenoBanne Bcex 00IIb-
HBIX BBISIBUJIO JIOKAJILHO pacnpocTpaHeHHbiii pak (T3) u
pak ¢ MIUPOKOPACHPOCTPAHEHHBIMU MeETacTa3zaMu
(T3NxM1-T4). Ha ocHOBe NOTy4eHHBIX PE3yNbTaToOB OOJIb-
HBIM TIPOBOMIIACH TOJBKO MAJUTMATUBHAS ONIepalns — Kac-
Tpanws. McciieoBanus mpoBOAMIINCH B IMHAMUKE /10 Kac-
TpaIlMy U MocJie Hee (B mepuoje ot 6 Mecsies a0 1 roxaa).
Bo3spacr narmenTos konedascs B npezenax 55-85 ner. C xa-
700aMU Ha MOYEBBIBOJISIIYIO CUCTEMY OHH JICYMIINCH B
xknuHMKe ¢ 1998 1. o ceil 1eHsb.

Jast onpenenenust [ICA B ChIBOPOTKE KPOBH ObIJIa NCTIONb-
30BaHa UMMYyHO(pepMeHTHas Tect-cuctema (ELISA,
TANDEM E) ¢upmsr Hyrbritesch. Onpenenenue tectoc-
TE€pOHa MPOBOAUIOCH PAAMOUMMYHOJIIOTHYECKUM METO-

MEJUIJUHCKNE HOBOCTH I'PY3UN
LSISHNZILM LSFIRNGO6(M) OSLEI6N)

JioM. J{i1st yCTaHOBJICHUS €r0 KOHIIEHTPAIIMHU B CBIBOPOTKE
KpOBHU IpUMeHsIachk TecT-cucreMa P51 — Testosteron RIA
—mat Byh — Malin; wyBcTBUTENEHOCTE — 0,6 HMOJIB/IT; Tpa-
HUIIBI oTIpeienieHnst 2-50 HMOJIb/JT; Y 3J0POBBIX MYXKUHUH B
Bo3pacte 20-80 et HopMalIbHBIE TTOKA3aTeTN TECTOCTEPO-
Ha KOJIeOMoTCst B pejesniax 9-20 HMoJb/ 1.

[Tony4yennsie naHHbIE 00paOOTaHBI C UCIIOIB30BAHUEM
craructruueckoit mporpammsl One Way ANOVA.

Pe3yabTaTthl U ux odcy:kaenue. [Ipu manoil niaoTHocTH
IICA, no xacTpanuu, CpeiHII moka3aTeb B ChIBOPOTKE
KpoBU cocTaBmi 14,3+6,5 Hr/mi, a Tectoctepona —35,4+2 4
HMOJIB/1. CrycTsi 6 MECSIIeB MOCIe KaCTPalluK YKa3aH-
HBIE ITOKA3aTeJIM 3HAYUTEILHO MIOHU3UIINCh U COCTaBUIIH,
cootBeTcTBeHHO, [ICA — 3,8+1,5 HI/MII, TECTOCTEPOH —
5,46+1,4 aMonb/i1. OTMEUYCHHBIC U3MCHEHUS TPUBEICHBI
B Tabwmre 1.

Tabnuya 1. Ioxazamenu xonyenmpayuu [1CA u mecmocmepona 6 cvlopomke Kposu
npu manou nromuocmu I1ICA<0,3 0o u nocie kacmpayuu

ITInornocT IICA

Cp. NMoKa3aTeJIb TECTOCTEPOHA

Cpennnii nokazarteab [ICA

Jo xactpanuu n=32 <0,3 Hr/ma/r

35,442 4 amonn/i

14,3+6,5 ur/Mn

ITocne kactparun n=32 <0,3 ar/mu/r

5,46+1,4 HMOB/1

3,8+1,5 ar/mn

IIpoBeneHHbIN CTATUCTUUECKUI aHAIN3 TTOKA3aJl, 4TO y Ma-
IIUEHTOB ¢ MaJioi IIOTHOCTHIO [ICA, y KOTOPBIX BBISIBICH
pak MpocTaThl, MEXy MoKa3aressiMu KoHteHTpanuit [ICA

U TECTOCTEPOHA (0 KaCTPALUU U IIOCJIC HEE) OTMEUAETCs
BbICOKHIT Koo duiuent koppensunu (r=0,708, muarpam-
Ma 1).
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Juaepamma 1. Koppenayus mexcoy nokazamenamu IICA u mecmocmepona npu manou nromuocmu [1CA

IMoxazarenn konueHTparmu [ICA u TecTocTepoHa B CBIBOPOTKE KPOBH TpH BEICOKOH rToTHOCTH [ICA 110 M ocye xacTpa-

MU TIPUBE/ICHBI B TA0IHIIE 2.

Tabnuya 2. Iloxazamenu konyenmpayuu IICA u mecmocmepona
8 cvigopomke Kposu npu svicoxkoti niomuocmu IICA>0,3 do u nocie kacmpayuu

Ilnornocts IICA

Cp. IoKa3aTeJib TeCTOCTEpOHa

Cpennnii noka3areas IICA

Jlo xacrparmu n=29 >0,3 Hr/Ma/T

36,5+5,4 HMOIB/T

44,97+7,5 ur/mn

IMocne xacrparmn n=29 >0,3 Hr/Ma/T

7,31+1,4 amonb/nt

35,85+6,5 Hr/mi

Kak BuiHO 13 TabiuIIb 2, HOCIIE KacTpaliy, HECMOTPS Ha
TO, YTO TECTOCTEPOH B CHIBOPOTKE KPOBU 3HAYUTEIHHO
yMeHbIIWIcs, noHwkenne yposus [ICA Obuto He3Haun-
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tenpHO. Konnentpanus IICA no kacTpanuu coctasisna
44,97+7,5 Hr/mi, a mocie Kactpanuu — 35,85+6,5 Hr/mit.
[IpoBeneHHBIN CTaTUCTUUECKUN aHAIU3 MOKa3al, 4To Y
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OOJIBHBIX PAKOM MPOCTATHI C BEICOKOH MIOTHOCTHIO [ICA,
Mex 1y nokazarensiMu kontenTpanuii [ICA u recroctepo-

Ha (10 KacTpalMy 1 10CJIe Hee) BhISIBICH HU3KHUH Koaddu-
uueHT koppessiiuu (1=0,209, nuarpamma 2).
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Juaepamma 2. Koppensyusi meancdy noxazamensimu [ICA u mecmocmepona npu vicokou niomuocmu I1CA

Taxum 00pa3om, HAIIMMU HCCIICOBAHUSIMH YCTaHOBJIE-
HO, 4TO B cityyae Masioil motHoctH [1CA, koaddpunmeHt
KOPPEISILIH MEX/Y KONn4ecTBeHHBIMU fanHbiMu [1ICA u
TecTocTepoHa Bhite (r=0,708), uem npu BBICOKOMH MIOTHO-
ctuIICA (1=0,209).
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SUMMARY

QUANTITATIVE CHANGES OF TESTOSTERONE AND PROSTATE-SPECIFIC
ANTIGEN AT LOW AND HIGH DENSITIES OF PSA IN MEN WITH PROSTATE CANCER

Khuskivadze A., Kochiashvili D.

Department of Urology, Thilisi State Medical University

In 61 patients with prostate cancer quantitative changes of tes-
tosterone and prostate-specific antigen (PSA) in blood serum at
low and high densities of PSA have been investigated. It was
shown that a high coefficient of correlation has been established
in patients with prostate cancer and low density of PSA, but

weak correlation was documented for the patients with prostate
cancer and high density of PSA.

Key words: testosterone, prostate-specific antigen, prostate
cancer.

PE3IOME

KOJIMYECTBEHHBIE UBMEHEHUSA TECTOCTEPOHA U ITPOCTATCHEHU®UYECKOI'O AHTUTEHA
IIPU EF'O MAJIOI U BBICOKOM IVIOTHOCTHU Y MYKYHUH C PAKOM ITPOCTATBI

Xyckubaase A.A., Kounamsuian JI.K.

Tounucckuil 20cyoapcmeenHulil MeOUYUHCKULL yHusepcumem, Kageopa yponrocuu

HccnenoBaHbl KOMUECTBEHHBIC U3MEHEHNUS TECTOCTEPOHA U IIPO-
crarcrieniuuaeckoro antureHa (IICA) B cbIBopoTKe KPOBH ITPH
BbICOKOH M Mauoif iotHocTH [ICA y 61-ro GonpHOrO pakom
npocrarsl. OKa3anock, 4YT0 y OOIBHBIX PAKOM IIPOCTATHI ¢ MaJoit

© GMN

mnotHocTh0 [TICA Mexny koHuenTpauusamu [1ICA u tecroctepo-
Ha (10 KacTpaIiH 1 IOCJIe Hee) 0OHAPYIKMBACTCSI BRICOKHH KO-
S PHUIMEHT KOPPENSINHY, a Y NalUeHTOB ¢ BBICOKOU IIOTHOC-
Th10 [ICA — HU3KHH KOY(QOUINEHT KOPPEISIINH.
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MEJUIJUHCKNE HOBOCTH I'PY3UN
LSISHNZILM LSFIRNGO6(M) OSLEI6N)

Hayunas nybauxayus

NPUMEHEHME IIJIA®EPOHA B JJEYEHUU BOJIBHBIX
MOYEKAMEHHOM BOJIE3HBIO EJJUHCTBEHHOMN MMOYKH

CyaxanumBum B.A.

Hayuonanvnuiii yenmp yponozuu um. A. Llynyxuose

OYHKIMOHAIBHOE COCTOSIHUE €IMHCTBEHHOM MOYKH, OC-
TaBIIEHCS TTocie He(PPIKTOMIH, SIBISIETCS aKTYaTbHOM MPO-
6memoii coBpemenHoM yponoru# [ 1,6,10].

Cpenu yponorndeckux 3a001eBaHIH e TMHCTBEHHON MOY-
K{ OJIHO M3 MEPBBIX MECT 3aHUMAaeT MOYeKaMeHHas 06o-
ne3ns (MKB), meuenne koTopoii Bce eme octaeTcs BechMa
TPYIOHOH 1 HepelIeHHO! 3aaaqeti [2,5].

OCHOBHO#1 OMACHOCTBIO SIBJISIFOTCS TIOCIICOTIEPAI[HOHHBIC
OCJIO)KHEHHSI, CBSI3aHHbBIE ¢ (DYHKIIMOHATLHOW HEJI0CTATOU-
HOCTBIO €TMHCTBEHHOM 1MoukH [3,4,7].

C y4eToM 3TUX 00CTOSTENECTB, 0CO00E 3HAYCHHE TTPHOO-
peraeT NprMeHEeHHUE JISKAPCTBEHHBIX CPENICTB, KOTOPHIE 3a-
MIMIIAIOT II0YKY OT UIIEMHUYECKON aJlbTepaluy BO BpEMs
OTIEPaTHBHOTO BMEIIATENhCTBA [ §,9] 1 CIIOCOOCTBYIOT CTH-
MYJISILHN BOCCTAHOBIICHHS (DYHKIIMU eJMHCTBEHHON MOY-
KH B [TOCJICOTICPAINOHHOM TIEPUOJIE.

Llesibt0 TaHHOT'O UCCIICTOBAHMNS SBUIOCH H3Y4YCHHUE BIIU-
STHUS TUTadepoHa Ha BOCCTAHOBIEHNE (QYHKIIMH €INH-
CTBEHHOH MOYKH B NOCICONEPALMOHHOM HEPHOAE Y
OONBHBIX C OOCTPYKTUBHOM HeppomaTHeil, BEI3BaHHOM
MOYEKaMEHHOW 00JIE3HBIO.

Matepuas u Metoabl. Hamu o6ceioBans! 42 marueHTa ¢
MKEF ennHCTBEHHOH TOYKH (KOHTPOJIBbHAS TPy - 23; oc-
HOBHasI TPyIIa, KOTOPEIM BBOAMIICS TutadepoH - 19 mamm-
enrtoB). XKenmuH - 23, Mmy»xuuH 19.

[To Bo3pacTy OoNbHBIEC pacCTIPEACITHIACE CIECTYIOIINM 00-
pazom: o 30 met — 2 (5,3%) 6oxpHEIX, 0T 31 1040 - 11
(26,3%), ot 41 10 50 - 20 (47,4%), ot 51 mo 60 ;e - 9
(21%) GONBHBIX.

Ilo pmurenpHOCTH OpaskeHus enuHcTBEHHOM nouku MKb
OOJBHBIC pacTIPeACTIIINCH CICAYIONTIM 00pa3oMm: oT | 110
2 mer—4(10,5%), ot 2 no 4 mer— 12 (26,3%), ot 4 1o 6 1reT -
22 (52,7%) n cpre 6 et - 4 (10,5%) OOMBHBIX.

MKGE B ocTaBLIelicsl €IMHCTBEHHOH ITOYKE y BCEX MallU-
SHTOB HaOIIOMaIach MOCie yaaleHus KOHTpalaTepaib-
HOM MTOYKH I10 TOBOAY KaMHA B IIOYKE C Pa3BUTHEM THI-
poHedpo3a (37 6OTBHBIX), a TAK)KE TI0 TOBOTY MHOHE(D-
po3a moyku (5 GOIBHBIX).
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OCHOBHBIM CHMITTOMOM Yy 00CJIe/IOBAHHBIX OOTBHBIX SIBIISIACH
00ITb, IPOSBITSFOITIASICS B BHJIE TTOYCUHBIX KOTMK - B 18-11 (42,1%) 1
TIOCTOSIHHO} O0MH TYTIOTO Xapaktepa - B 24-x (57,9%) cirydasx.

YV 6onpmmHCTBA OOTBHBIX (N=27) TIOUeYHAast KOJIUKa COMPO-
BOJK/1aJ1ach MOBBINICHHEM TeMIiepaTypsl (64,3%).

Maxkporemarypust ormedena y 5-u (11,9%) GonpHbIX. Y
OonpmHCTBa 00TBHEIX - 34 (80,9%) oTMedanach My pus.

['umo- m m30cTeHypust 0OHAPYKEHBI y BceX OONBHEIX. Pe-
aKI¥s MO4H ObIa Kucioit y 28-u (66,7%), a menoqHon —y
14-1 (33,3%) 6ONBHBIX.

[Tpu 6aKTEepHOIOTHIESCKOM UCCIIETOBAHUHA MOYH B OOIB-
IIMHCTBE ciTydaeB (n=18) BrIcenBaIach KUIICYHAS MTAI0Y-
Ka (42,8%) u Bymbrapusiii mpoteit (n=15-35,7%).

VYV 11-u (26,2%) GOTBHBIX B aHAMHE3€¢ OTMEYAIIOCh CaMO-
CTOATEIEHOE OTXOXKACHUE KaMHeH, y 2-X (4,8%) O0MbHBIX
TaKHe SBJICHHS TOBTOPSUINCH HEOHOKPATHO.

[Tpu 3XOCKOMUYIECKOM U PEHTI€HOIOTHYECKOM 00CIIe10Ba-
HUSX OJJMHOYHBIC KAMHH JIOXaHKH BEISIBIICHBI ¥ 13-11 (31%)
60mbHBIX, y 24-X (57,1%) - MHO)KECTBEHHBIC KAMHH JIOXaH-
kn, y 5-u (11,9%) onpenensummch KOpanIoBUIHbIE KAMHU.

Azortemust cBbIte 35 MkMon/ Habmronanack y 20-1 (47,6%),
ot 34 no 40 Mmxmoi/7 - y 15-1 (35,7%), m1 cBbImie 40 MKMOI/ T
—y 7-u(16,7%) GONBHBIX.

KonnenTparus kpeaTHHIHA B I1a3mMe KpoBu ot 1,5 1o 1,8
Habmonanace y 11-1 (26,3%), ot 1,8 10 2,5 —y 22-x (52,6%)
u cBbIie 2,5 —y 9-u (21,1%) manmeHTOoB.

HermocpencTBerHO# mprrarHO# a30TeMun (n=36) B OOBIINH-
cTBe ciydaeB (85,7%) OblI0 HapymIeHHE Maccaxa MOYH U
000CTpeHne THOWHO-BOCIIAIUTELHOTO IIPOIIECCa B ITOYKE.

[Tmadepon BBommIcs B TeaeHne 10 aueit B mo3e 40 mr, 3 paza
B JICHB, BHYTpUMBIIIedHo (n=19). MccnemoBanucy 0CHOB-
HBIE TApaMeTPH! PYHKIIMOHATIBHOTO COCTOSTHIS TIOYEK (KITH-
EHC KpeaTHHUHA, OCMOTHYECKH aKTHBHBIX BEIICCTB, HATPHS,
IKCKpEeTHUpyeMBbIe UX (ppakmmu, peabcopOrpyemast 1 SKCK-
petupyemas Gpakiiny BOIBI), KOTOPEIE MPOSBISLIACH HA
7-0ii 1 14-BIit THY TTOCITE OTIEPATHBHOTO BMEIIATETHCTBA.
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OmnepaTuBHOE BMEUIATENBCTBO BKIIOYANIO MMUEIOIUTOTO-
MU0 (n=28), MUEJOIUTOTOMHUIO C HEPPOIUTOTOMHEH
(n=12), ypereponutoTomuro (n=2).

Pe3ynbTaThl 1 X 00CyKIeHNE. AHAIN3 TOKa3aTesel GpyH-
KIIMOHAJILHOTO COCTOSIHUSI TIOYKH BBISIBUJI, UTO KJIMPEHC
KpeaTHHUHA, B CpeiHeM, cocTaBiisut 3 1,5+4,7 mu/muH. [1pu
9TOM OMNPEACIISITUCH JJOCTATOYHO PE3KUE HApyIIEHHUs OC-
MOPETYIUPYIOIIEH, BOIOBBIICIUTEIHLHON U 2TEKTPOIUTO-
BBIZICIUTENBHON (QYHKIMHI Touek. OcOOEHHO cTpajialia Bo-
JIOBBIICIIUTENbHAS (DYHKITHS TOYKH.

Oxka3anoch, 4TO B IPYMIE OOJbHBIX, KOTOPHIM BBOIHIICS
ruad)epoH, KIMPEHC KpeaTHHUHA KO BTOPOH HeZlesIe Ioce
OIEePaTHBHOTO BMEIIATEILCTBA YBEIMUMBAIICS (TabNIUIIa), 10-
CTHrasi CTATUCTHYCCKH 3HAYUMOW Pa3HUIIBI [0 CPABHCHUIO
C KOHTPOJIbHBIMH JTAHHBIM.

Kimpenc xpeatnHuHa He gocturan 60 Mi/MuH - (B rpyrme
OOIBHBIX r1Ie BBOAMIICS 1adepoH 58,145,9, B KOHTPOIBHOI

rpyrmme ), T. €. B aOCOIIOTHOM MCUHCIICHUH (B HOPME KITMPEHC
kpeatnHuHa paseH 80-110 my/MIH) Macca ISHCTBYIOIIHX He-
(ponos (MIH) cocraemser okoro 50-55% ot ee hu3nonoru-
YyecKoi HopMbl. OJTHAKO CIIETYET y4eCTh, YTO IO CPABHEHHIO
C MCXO/THBIMH JJAHHBIMH 1 [TOKa3aTeJ MU KOHTPOJILHOM IPyTI-
TIBI 9TOT MPUPOCT SIBJISETCSI JOBOJBHO CYIIECTBEHHBIM.

Cy1ecTBeHHBIMU OKa3aIHCh PE3yIbTaThI AaHAIN3a COOTHO-
HICHUSI COCTOSIHUSI peabcopOInu «OCMOTHUECKH CBOOO/I-
HOI» BOJIBI, B Cpe/iHEM, B Kaxk1oM Hedpore 1 M/IH. Mex-
Iy 9TUMH TT0Ka3aTeNIIMU BBISIBJICHA KOppensuus. B koHT-
POJIBHOM TPYyINIIEe 5TH COOTHOUICHUS BBIPaXKEHBI ClIabo U
HE MOTYT OBITh OIICHEHBI KaK TOJIOKUTEbHBIC.

IToBbiienne MJIH conpoBokiaioch HapacTarOLUUM MO-
BBIIICHUEM PeadCOpOIMH «OCMOTHYECKH CBOOOIHOM
BOibl. OJTHAKO CJIeyeT OTMETUTD, YTO B UCCIICAYEMBIE ITe-
PHOJBI CBSI3M MEXJY SKCKpPETHpYyeMo# (pakuueil mpo-
($uIIbTPOBaHHOTO HATPHS U peadbcopOuuneil «ocMoTHyec-
K1 cBOOOJTHO» BOJIBI HAMU HE 0OHAPYIKEHBI.

Tabauya. Cpednue 3nauenust uccie0yemvblx NApamMempos QyHKYuu nouKu 6 noCaeonepayuoHHoM nepuooe

Cpennue Bpemsi nocJie 1€0,JJ0KMPOBAHMS MOYKH (THM)
Hccnexyembie mapamMeTpsl BeJIMYMHBI _ KonTponbHnas rpynna
U eJMHULbI U3MepeHust HCccIeayeMbIX Hccnexyemas rpymna n=19 n=23
f1apamerpos 10 7-0i1 1eHb 14-pI1ii 1eHDL 7-0i neHb 14-w1ii neHb
onepanun
58,1£5,9
Kimupenc kpeatnanHa p1<0,05
31,547 39,846,2 ’ 35,1+6,1 40,1442
(Mu1/MuUH) p2<0,05
Knupenc ocmotnuecku
aKTUBHBIX BEIICCTB 5,8+0,7 5,0+0,95 4,7%0,8 5,6+0,3 5,1+£0,7
(MJ1/MHH)
OKckperupyemas Gppakuus
OCMOTHYECKH aKTHBHBIX 5,240,4 4,95%0,7 4,5+0,63 5,05+0,9 4,840,03
BeriecTs (%)
Kimupenc matpus (Mi1/MuH) 0,30,05 0,35+0,07 0,4+0,09 0,3540,04 0,3740,06
KekperTHpyemas (paxiia 0,6620,08 0,620,05 0,54+0,08 | 062+0,07 | %>9%006
Hatpus (%)
DKeKpernpyemas ppaxiia 0,32+0,07 0,440,056 0,42+0,1 0,36+0,05 0,39+
Bo1IBI (%0) 0,08
PeabeopOupyemas ppaxis 2,340,1 2,8+0,07 3,440,15 2,6+0,07 3,0+0,09
Bonel (%)

D ,- cmamucmuieckasd 3SHa4umMocms no OMHOUWEHUI0 K UCXOOHBIM aaHHblM,'
D, —cmamucmuieckds 3SHa4umMocms no OMHOUEHUIO K KOHMPOJIbHbIM OaHHbIM

CrnenyeT OTMETHTH, YTO B HCCIIEAYEMON MOJATPYIIE
yIACIbHBIN BEC MOYH MTOCIIE JeOTOKUPOBAHUS TTOYKH HA
(hoHE pa3BUTHS MMOJNYPHUH TIPOSIBIIIET TEHACHINIO K IT0-
BBIIICHHUIO W, B cpexHeM, cocTtabmsieT 1012. B koHT-
pompHO¥ rpymme oH He nmpesbimaet 1010. JlanHast TeH-
JCHITUS CTAHOBUTCS MOHITHOHN C YIETOM TNHAMUKHU U3~
MEHEHHS KIINPEHCA OCMOTHYECKH AKTHBHBIX BEIIECTB U
peabcopOupyeMort ppaKkuu «OCMOTHICCKH CBOOOI-
HOI1» BOJBI.

© GMN

Cremyer rmonaratk, 9T0 HApYIICHUE YKCKPEIIHN «OCMOTH-
YEeCKHU CBOOOTHOI BOJBI OTIPEICISCTCS, B OCHOBHOM, TI0-
BBIIIIEHHON JOCTAaBKOM KUJIKOCTH B JTUCTAJIbHBIA OTAEII HE-
(poHa, a He TOBpEKACHIEM (PYHKIINH OCMOTHIECKOTO KOH-
LEHTPHUPOBAHUSI MOYH.

Taxum 00pa3zoM, Pe3yIbTaThl NCCIIEIOBAHMS BBIIBHIIN, YTO

mradepoH CrIoCOOCTBYET BOCCTAHOBIICHUTO (DYHKITUH TIOYKH
y 60mmpHBIX ¢ MKDB eIMHCTBEHHOM ITOYKH TIOCTIE OTIePATHBHO-
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IO JICUCHHS ¥ BOCCTAHOBJICHHS Maccaka Mouu. [Ipu mpume-
HCHUU TIperapara B MOCICO0NEPAIIMOHHOM IIEPUOJIC OTME-
YaeTcsl yiTydlIeHne KiryooukoBoii rutstparmu (ot 31,5+4,7 B
HCXOHOM Tieproie 10 58, 15,9 mu/MuH k 14 [iHE0 ocie orie-
PaTUBHOTO BMEIIIATEIbCTBA; B KOHTPOJIBHOM TPYIIIE, COOT-
BETCTBEHHO, 0T 31,5+4,7 10 40,1+4,2 myr/mun). [Tnadepor crie-
JIyeT IIPUMCHSITH Y OOJIBHBIX C MOYCKAMEHHOM OOJIC3HBFO S/THH-
CTBEHHOM TIOYKH C I[CTIBE0 CTUMYJISIIIUN BOCCTAHOBIICHUS €€
(hYHKIMH B ITOCIICOTICPAIIMOHHOM IIEPUO/IC.
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SUMMARY

USING PLAFERON IN PATIENTS WITH NEPHROLITHI-
ASIS OF THE ONLY KIDNEY

Sulkhanishvili V.
National center of urology, Thilisi

We have studied the influence of the Plaferon on the stimulation
of restoration of a kidney function in patients with nephrolith-
iasis of the only kidney. The researches were performed in 42
patients with nephrolithiasis of the only kidney (control group
— 23; group accepted Plaferon — 19 patients).

In group of the patients, which accepted Plaferon, the creatinine
clearance after two weeks from the operation was increased
(58,1£5,9 ml/min) and achieve statistically main differs from
those in control group (40,1 + 4,2 ml/min; p<0,05).
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There was detected correlation between “osmolar free” water
reabsorbtion in each nephron and mass of the active nephrons.
In control group these correlations are weak and couldn’t be
evaluated as positive one.

In both groups we couldn’t detect correlation between excretion
fraction of filtered Natrium and reabsorbtion of “osmolar free” water.

Plaferon positively influences process of stimulation of restora-
tion of a renal function at post-operative period in patients with
nephrolithiasis of the only kidney and to restoration of the urine
passage. After using Plaferon at post-operative period we can
detect the better function of the glomerular filtration and other
investigated parameters, which differs from those in control group.

Plaferon should be used in patients with nephrolithiasis of the
only kidney for stimulation of restoration of a renal function at
postoperative period.

Key words: nephrolithiasis of the only kidney, renal function,
Plaferon.

PE3IOME

NPUMEHEHUE IVIA®EPOHA B JIEYEHUH BOJbHbBIX
MOUYEKAMEHHOM BOJIE3HBIO EJJMHCTBEHHOM
MOYKHU

CyaxannmBuian B.A.
Hayuonansnuiii yenmp yponocuu um. A.Lfynykuoze

W3yuyeno Bnusinue madepoHa Ha BOCCTAHOBICHHE (YHKIMN
MOYKHY Y TAIIMEHTOB ¢ MoYekaMeHHoH Oone3npio (MKB) exnn-
cTBeHHOH nouku. Mccnenosano 42 manuenta ¢ MKB enuHCTBEH-
HOW MOYKH (KOHTpOJBHAs rpymma - 23; uccieayemas rpymma,
KOTOPBIM BBOAMJICS TutadepoH- 19 marueHTos).

B rpymime GonmbHBIX, KOTOPBIM BBOIIIIN IITA(QEPOH, KITMPEHC KPeaTH-
HHHa KO BTOPOIi HeyiesIe MOCIIe OMePaTHBHOTO BMEIIIATENBCTBA YBe-
saricst (58,145,9 Mi/MIH) 1 JOCTHT CTaTUCTUYECKU 3HAUMMOT O Pas-
JIYHS ¢ KOHTPOJIBHBIMH JaHHBIMU (40,1 + 4,2 mn/muH ; p<0,05).

Mex 1ty mokazaTesnsiMu peadbcopOIni «OCMOTHYECKH CBOOOTHOM»
BOJIBI, B CPEJHEM, B KaXXIOM He(ppOHE U Maccoit IEHCTBYIOMNX
HE(QPOHOB BBIIBIIACH KOPPENALHS. B KOHTponbHOII rpymme 311
B3aUMOCBSI3H BBIPAXKEHBI C1a00 1 HE MOTYT OBITh OI[EHEHBI KaK
TIOJIOXKUTENbHBIE.

B o0enx rpymnmax CBSI3M MEXIy dKCKpeTHpyeMoi (pakuueit
MpoGMWIETPOBAHHOTO HATPUS B peadCcopOIreld «OCMOTHYECKH
CBOOO/HO» BOJIbI HAMH HE BBISIBIICHO.

[Tnadepon cmocoOCTBYET BOCCTAaHOBICHUIO (DYHKIMN €JMHCTBEH-
HOM mouku naccaxxa moun y 6onsHbIX MKB mocie onepatusHo-
ro nedenus. [Ipu mpuMeHeHNH penapara B IOCIe00ePAIHOH-
HOM TIEpHOZIe OTMEYaeTCs yTydIIeHne KITyOo4uKkoBoi ¢unbrpa-
MY ¥ IPYTHUX NCCIIEAYEMBIX TAPAMETPOB 110 CPABHEHHIO C KOHT-
ponbHO# rpynmoii. [TnadepoH crnenyer mpuMeHITh y OOIBHBIX
MKEF enuHCTBEHHO TOYKH C IETHI0 BOCCTAHOBICHUS ee PyHK-
IIUY B TIOCIIEOTIEPAIINOHHOM MEPHOJIE.
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Hayunas nybauxayus

NCCIEAOBAHHUE IMMPOCTATCHEHUUD®UYECKOI'O AHTUT'EHA B KPOBHU
M SMUTEJUH MPOCTATHI ITPU JIOBPOKAYECTBEHHOM
TUIEPILIA3ZUU NPEJICTATEJBHOM KEJIE3bI

Managa' B.J1., Kounamsuwan' K., Yosesuaze' LI, XapazenmBuian® O.M.

"Tounucckuil eocydapcmeennblil MeOUYUHCKUTL YHUSEpCUmen, Kagheopa yponocuu;
‘kaghedpa namonocuueckoll anamomuu

O11eHKa KENe3UCTOro KOMIIOHEHTA, B YaCTHOCTH, JTyMH-
HaJBHOTO AIHUTENNS IPU T00POKAYECTBEHHON THIIEPII-
na3um npenacratensHoi sxeness (A TIK) mposoauTes ¢
y4eTOM HMMYHOTHCTOXUMHYECKHX 0COOEHHOCTEH KC-
npecuu npocrarcnenuduaeckoro anturena (IICA). Kak
N3BECTHO, MUTEINONHNTEI, 0€3 NCKIIOUEHUS, TPOSBIIS-
o1 [ICA-mmo3uTuBHOCTh. IMMYHHOTHCTOXHUMHYECKOE
onpexaenenue skcnpeccun IICA naet BO3MOKHOCTH TOU-
HOM muddepeHnnanuu 6a3anbHO-KISTOYHON THIIepIIIa-
3UM OT mponu(epanuy JYMUHAIBHOTO 3MUTEIHSA
[1,4,5,9]. UccnenoBanus mocneaaux jiet [6-8,10,11] mo-
Ka3bIBAIOT JOCTOBEPHYIO KOPPEIANNIO MEKIY YPOBHEM
IICA B KpOBH ¥ KOJTHYECTBOM MaKpo(aros B TKAHH MPO-
CTaThl, TAK)KE 0OPATHYIO KOPPEISINIO MEXKTYy YPOBHEM
cBobonHoro [ICA B kpoBH 1 KonudecTBoM T u B mnm-
¢omuToB. CenyeT OTMETUTD TaKXKe, 9TO OTpeieNIeHNe
kxoHteHTpanun [ICA B KpoBH IPUMEHSETCS B KAYeCTBE
MapKepa mpoliecca JUCIUIa3uu IPOCTaThl, MATUTHU3A-
LM ¥ PELUINBA B TIOCTONEPAIIIOHHOM Tteprose. B moc-
JI€THNE TOBI CTAJIO0 U3BECTHBIM, UTO KOPPEISIIUT MEXK-
ny noBeimeHneM kouteHTpanuu [ICA u 3mokadecTBeH-
HBIM POCTOM B TIpocTaTe He Habmomaercs [7], T.e. mpH-
ypHa noBeimeHnst [ICA B KpoBU He BCerna M3BECTHA.
Nmvmysorncroxumudeckoe ucciempopanue [1CA mon-
TBEPXK/IAET, YTO OTMEUEHHBIH aHTUTEH HE BCEra MpH-
CYTCTBYET B allMHAPHOM (JIyMHHAJIBHOM) SIUTEIUH U
TIPEICTABIISAETCS MAPKEPOM HOPMBI.

Vcxo/1s1 13 BBIIIEN3TI0)KEHHOT 0, LIEJIBI0 HAIIIETO HCCIIEI0-
BaHUSI SIBUJIOCH OTHOBPEMEHHOE MCCIIEI0BAaHNE KOHIIEHT-
panuu mpocTaTclenu(pUIecKOro aHTUTEHA B KPOBHU U €10
MMMYHHOTHCTOXUMHYECKOH SKCIPECCHH B TKAHU aJICHO-
MaTO3HOM NPOCTATBHI.

Martepuau u metoasl. Hadbmomanmcs 50 marmeHTos, cpe-
mu HuX y 48-u otmeuanacs JAI'TIK, a 2-oe — cocTaBmimm
KOHTPOJIBHYIO rpymiy. [lanneHTsr 00paTHINCh B KIMHU-

Ky C CHMIITOMaMH HHXKHUX MOYeBbIX myTeid. Cymma Oai-
JIOB TIO ITKaJie mpocTaTndeckux cumnToMoB (IPSS) ore-
HHBanack 1o padore [2]. B 3aBucumoctu ot IPSS nccne-
JIlyeMblil KOHTHHTSHT ObLJI pa3/esieH Ha 2 rpymisl: [ rpym-
1ma — manueHTs! ¢ ymepenHoi [IPSS (n=6); I — marmenTs ¢
BeIpakeHHOH PSS (n=42). Bo3pacT namuenToB konebda-
cs1 B mpeaenax ot 50 mo 75 net. B 20-u cyyasx nmanueHTaM
MpOBe/ICHA a/[CHOMIKTOMHS, a B 28-1 CIydasiXx — TpaHCy-
perpanbHast pezexist (TYP).

VYposens [ICA B xpoBu ompenensiics B neprudepuitHoi
KPOBM MMMYHHO(EPMEHTHBIM MeTO/10M. sl MMMYHO-
THCTOXMMHYECKOTO NCCIIEIOBAHNS OTIEPAIMOHHBIN MaTe-
puan nomemancs B 12% HelTpanbHbIH popManuH, a moc-
7e pUKCany U COOTBETCTBYIOMICH 00pabOTKH - B mapa-
¢uH. 3aTeM Ha POTAIIMOHHOM MHUKPOTOME TOTOBWIHACH
Cpe3bl TONMIMHON 4-5 MKM U OKpAIIHBAIACh TeMAaTOKCH-
JMHOM M H03MHOM, TAaKXKe MUKPO(PYKCHHOM MO METOIY
Ban-I'uzona. [IpoBoaunach HMMYHOTHCTOXUMHUYECKAS
aBUINH-OMOTHH-TIepokcuaa3Has peakmus (LSAB), B ko-
TOpoit BEIABIIONIEH cucteMoil Opima Dako Chem Mate
Detection Kit Peroxidase (DAB) [3].

Pe3yabTarthl u nx odcyxaenue. [lpoBeieHHbIE HAMU HC-
CIIeTOBaHMS TIOKA3aIH, 9TO MpH Jr06oMm Bapuante I TDK
JTYMUHABHBIA TATENNH, Kak paBuio, mpossiseT [1CA-
MTO3UTHBHOCTH (Tabmmma, puc. 1-6). HeratuBHOCTh IMMY-
HOTHCTOXMMHYECKOH peaknuy HaOIoanach B y4acTKax
aTUMWYHOMN THUMEPIUIA3UH TINTENHNS, KOTAa PO epaTHB-
HBIN SMIUTENINH TpeJICTaBiIeH O0a3abHBIMA KieTkamu. Cte-
TIEHB YKCTIPECCHH Kollebatach MEXKAY CITa001, yMEpEHHOM
1 BeIcOKOH. ITo crenenu skcnpeccuu ciydan I TIK Beck-
Ma BaprabenbHbl. bonee Toro, mpu 01HOM 1 TOM k€ THCTO-
JIOTHYIECKOM BapHaHTe (’KEIe3UCTHIH, (PHOPO3HO-BACKYIISIP-
HBIH, y3710BOH, 11 Py3HBII) B pa3THIHBIX YIaCTKaX MPO-
ABTISLTACh 0cobas cTeneHb skcnpeccnn [ICA, koTopas Ba-
prabensHa 1 IpHu BeIpakeHHOM [PSS.

Tabnuya. Hokaszamenu IICA 6 kposu u snumenuu 6 2pynnax ¢ pasiuuneimu noxazamensimu IPSS

IMCA B IICA B >nuTe Ny, cTeneHb dkcnpeccun, (%)
I'pynna IPSS CHIBOPOTKeE
ciaadas yMepeHHast BBICOKAS
KPOBH, HT/MJI
ymepenHas [PSS (n=6) 15,242,8 4,9£2,0 1 (20,0%) 5 (80,0%) -
BeIpaxkeHHas [PSS (n=42) 24,7432 15,1+6,7 7 (16,6%) 33 (78,6%) 2 (4,8%)
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Puc. 1. ATTDK, sxcnpeccus [ICA ymepentoti cmenenu npu
ymepennou IPSS, ummynozucmoxumuyeckas peakyus, yee-
auvenue —x 400

Puc. 2. II'TDK, sxenpeccus ITICA svicokoti cmenenu npu
ymepennou IPSS, ummynocucmoxumuyeckas peakyus, yge-
auuenue —x 400

Puc. 3. AT'TDK, npepwvisucmas sxcnpeccusi IICA 6 yuacm-
Ke OUCNIa3uy IYMUHANLHO2O0 dINUMENUsl, UMMYHOSUCTO-
Xumuueckas peaxyus, yeeauvenue — x 400

Puc. 4. JT'TDK, npepvisucmas sxcnpeccus [ICA 6 nymu-
HAbHOM dRUMENUU NpU OUCNIA3UU CPEOHell CmeneHu,
UMMYHOSUCMOXUMUYECKAs peakyust, yeeauuenue — x 400

Puc. 5. II'TDK, cnabas npepvisucmast sxcnpeccus [1ICA 6
PEMEHYUOHHBIX Jicene3ax, GUOHbl AMUIOUOHble menbyd,
UMMYHOSUCMOXUMUYECKAsL peakyust, yeeauuenue — x 400

Cpasaenue ctenenei sxcripeccun [ICA B TkaHU U €ro KOH-
LIEHTpallHU B KPOBH MOKa3aJ10, YTO N3MEHEHHUE KOHIICHTpa-
LMY B KpoBU OoJice BaprabeIbHO, YeM SKCIIPECCHS B TKa-
Hu. [locnenHss, B OCHOBHOM, yMEPEHHas, PEIKO BCTpeda-
eTcs ciaboi M BeIcOKoi. Kpome Toro, KOHIIEHTparus
IICA B xpoBU pe3KO MOBBIIIEHA, TOT/IA KaK B TKAHH IPOSIB-
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Puc. 6. IT'TDK, npepvisucmas sxcnpeccust [ICA ¢ nocmam-
POUUECKUX MENKUX AYUHAPHBIX YUACMKAX SUNEPRAAZUL,
UMMYHOSUCMOXUMUYECKAsL peakyust, yeeauuenue — x 400

JIIETCsl yMEepeHHast Witk cliadast sxcmpeccusi. CieayeT oT-
METHTb, 4TO BHICOKHI ypoBeHb [ICA B KpOBHM COOTBETCTBY-
€T YMEPEHHOM IKCMPECCUN U BTOPUUHBIM BOCTIATUTEb-
HBIM JIeCTPYKTUBHBIM u3MeHeHusiM. Kak uzBectno, [ICA
MPEICTABISICT COOOH CIEIUPHUCCKYIO CEPUHITPOTEA3Y, KO-
TOPBII CHHTE3UPYETCS B TYMUHAIBHOM SIIUTENNHU. YCuie-
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HHE WK 0CJIA0JICHUE €r0 SKCIIPECCHU MOXKET OBbITh BHI3BA-
HO YCHJIGHHEM HMJIM 0CJIa0JIEHHEM ero CHHTE3a, YT, CO CBO-
€l CTOpPOHBI, MOYKET UIMETh MHOT'O T€HOMHBIX U DKCTpare-
HOMHBIX ipr4rH. Yto Kacaercs konneHrparmu [ICA B kpo-
BH, OHA ONpEAEISIETCs TIPH Tepexo/ie 3Toro hepMeHTa B
KPOBB, YEMY COITYTCTBYET aronTO3Hast CMEPTh ATIUTEIHS B
HOpMaJIbHOW TKaHU. Tak Kak HOpMaJIbHasi KOHIICHTPAIHSI
TICA B kpoBu (S4,5 Hr/min) 10IDKHA OBITH 00YCIIOBJIEHA YTUM
nporeccoM, skcrpeccusi [ICA B anuTenun He BCeria Haxo-
JIUTCS B KOPPEJISIIIMHU C YPOBHEM 3TOT0O ()epMEHTA B KPOBH.
Takwue nporecchl, Kak BOCMaleHHe, OITyX0JIb, MEXaHUYeC-
KO€ BO3/ICHCTBHE PU MaCCaXe WITH JIPyTHe JIeueOHbIe BO3-
JICHCTBHS1, KOTOPBIE BBI3BIBAIOT TOBPEXKACHNE WU JIECTPYK-
U0 JIYMHUHAJIBHOTO SMUTEIHS, MOTYT CTaTh MPHUYMHOM
noseinienust yposust [ICA B kposu. Hamu 3aukcuposa-
HO, YTO BBIp@)KEHHAasi Makpodaramu THQHUIBTPAHS B TKa-
HH aJICHOMBI KOPPEIUPYET C TOBBIIIEHHON dKCIIpeccueit
[1CA B tyMUHAaJIBHOM SITUTENUH. DTO O0BSICHSIETCS yCHIIe-
HHeM Makpodaramu cuaresupytomieid pynknun [ICA smu-
TEJINSI, TI0 HEN3BECTHOMY IO Ceii IeHb MEXaHU3MY.

Takum o0pazom, uccnenoBanue sxcrpecnu [ICA BbIsSBHIIO,
YTO YKA3aHHBIA QHTUTE€H HENOCPEACTBEHHO YYaCTBYET B
HapyILIEHUH PETYIAIUN POCTa, BCIECACTBUE YETO B IaTore-
Hese AT TDK on npeacraBisieTcst MapKepoM WK KpUTEpUEM
JUISL XapaKTepUCTHKH (pyHKIMoHanbHOro craryca JJITIK u
UMeeT BechMa OOJIbIIIOE 3HAYCHHUE JUIS JICUCHHS M IIPOTHO3A.

KomnmuecTBennsiit qucbamanc Mexay sxcrpeccueit [ICA B
TKaHH U €TO YPOBHEM B KPOBH YKa3bIBAET HA TO, YTO OIIpe-
nenenue [ICA B kpoBr 6e3 ero MMMYHOTHCTOXHMHIYECKO-
TO HUCCIICIOBAHUS B TKAaHH MEHEE JIOCTOBEPHO U HE /1aeT
TTOJTHOIIEHHOT'O TIPE/ICTABICHNS O CYIIHOCTH MAaTOIOTUH
MpeCTaTEeNbHOM KETIE3B.
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SUMMARY

PROSTATE-SPECIFIC ANTIGEN IN SERUM AND PROSTATE
EPITHELIUM IN BENIGN PROSTATIC HYPERPLASIA

Papava' V., Kochiashvili' D., Tchovelidze' Ch., Khardzeishvili’ O.

!Department of Urology, TSMU, *Department of Pathological Anatomy, TSMU

The aim of our investigation was the simultaneous study of con-
centration of prostate-specific antigen (PSA) in serum and its
immune-histochemical expression in the adenomatous prostatic
tissue. 50 patients have been investigated. In 48 patients benign
prostatic hyperplasia (BPH) has been diagnosed, and 2 patients
served as controls. Investigated patients were divided by 2 groups:
Ist group — patients with moderate IPSS (n=6); 2nd group —
patients with expressed IPSS (n=42). The results of our investiga-
tions shown that at any variant of BPH lumine epithelium, as a
rule, were PSA-positive. Negativeness of immune-histochemical
reaction was observed in areas of epithelium atypical hyperpla-
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sia, when proliferated epithelium is presented by basal cells. Ex-
pression degree varried between weak, moderate and high. The
comparison of PSA expression degrees in tissue and its blood
levels shown that the change of blood concentrations was more
variable, than expression in tissue. Quantitative imbalance be-
tween them indicates that determination of blood PSA without
immune-histochemical investigation is less reliable and does not
give a valuable insight about the essence prostate pathology.

Key words: prostate specific antigen, immune-histochemical
expression, BPH, prostate adenoma, IPSS.
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PE3IOME

HUCCIEOJOBAHUE NIPOCTATCHEIU®HUYECKOI'O AHTUTEHA B KPOBHU U QITUTEJIUU TPOCTATbI
IPU JOBPOKAYECTBEHHOM I'MIEPILJIAZUU ITPEICTATEJbHOM *EJIE3bI

Manasa' B.JL., Kounamsuian' I.K., Yosenuaze' IL.T., Xapazenmsuan? O.M.

ITounuccruil 20cy0apcmeenmviil MeOUYUHCKULL yHUeepcumen, Kageopa ypoio2uu, *kagedpa namorosuieckoi anamomuu

Ienbro Hamero nccue0BaHM SBUIACH OLEHKA KOHIICHTPALIUH
npocrarcrnenupugeckoro anturera (IICA) B KpoBH 1 ero UM-
MYHOTHCTOXHMHYECKOH SKCIPECCHH B TKAHH JJIsI TISUSHUS U TIPO-
THO3a 100POKaYeCTBEHHOM THIIEPIIIa3uH PEACTATEIbHOM jKe-
ne3sl (JAI'TIK). UccnenoBanue npoBoaunock y 50-u manueH-
TOB, cpelu KOTOpHIX Y 48-u ormeuanacs JAI'TIXK, aBoe cocraBu-
JM KOHTPOJNBHYIO Tpymiry. B 3aBucumocTu ot xapakrepa IPSS,
HCCIIeTyeMbIi KOHTUHTEHT OBLI pa3/iesieH Ha 2 Tpynmsl: [ rpyn-
rna — naueHTs ¢ ymepenHoit IPSS (n=6); 11 — manmeHTsI ¢ BBI-
paxennoii IPSS (n=42). [IpoBeieHHbIC HAMH HCCIIEAOBaHMUS M0~
Ka3anu, yTo npu aodom Bapuante I TIK mymuHanbHBIH 3111~
Teui, Kak npaBuio, npossisier [ICA-nmosutuBHOCTE. Hera-

THUBHOCTb HMMYHOT'HCTOXMMHUECKON PEaKIMU HAOII0AaIach B
yyacTKax aTMIMYHON TUIePIUIa3uy SIUTENNS, TAe nponudepa-
TUBHBIN STIUTEINH IpeACTaBIeH Oa3aabHbIMU KieTkamu. Cre-
MIEHb SKCIPECCHH Koiebanack Mexay claboil, yMepeHHO! U BbI-
cokoil. CpaBHeHue creneHeil skcrpeccuu [ICA B TkaHU 1 ero
KOHIIEHTPALMK B KPOBH M0KA3aJ10, YTO U3MEHEHUE KOHIICHTPa-
WU B KpoBU Oosiee BapuaOeabHO, UeM DKCIpPECCHs B TKaHHU.
KonmuectBenuslit aucbananc Mexny sxcnpeccueid [ICA B Tka-
HU U €T0 YPOBHEM B KPOBH yKa3bIBaeT, uTo onpeaeneHue [ICA
B KPOBH 0€3 ero MMMYHOTUCTOXMMHYECKOTO HCCIICI0OBAHHS B
TKaHH MEHee JJ0CTOBEPHO U HE JaeT MOJHOLEHHOTO IPe/ICTaB-
JICHHS O CYIIIHOCTH NaTOJIOTUH IIPOCTATEHI.

Cryuaii uz npaxmuxu

CJYYAW JEAJTATOMBI ITPU MYKCKOM BECILJIOJIUM

Yosemmuaze' LI, Kounamsuwimu' JIK., Toremsuan' LI, Ferra’ Teepu, JTadaoumau® Amum

"Tounuccruil 2ocydapcmeennblil MEOUYUHCKULL YHUBEPCUMEN, YPOLOSULECKULL OenapmameHn,
[lapusicckuil yponocuueckuti yeump, *Pecuonanvras 6ononuya 2. Cane, @panyus

Jleiinnroma — pejikast OIyxoJib SHYKOBON TKaHH, COCTABIISI-
et ot 1 10 3% Bcex omyxouneit auuka [7,9]. Omyxo:s neiau-
TOBBIX KJIETOK Y B3POCIIBIX BCTpeuaeTcs B 75% ciryuyaes, B
OCHOBHOM, B Bo3pacTe oT 20 10 50 JieT, B JeTCKOM BO3pacTe
o1 5 10 9 net - B 25% ciyuaes [1,7]. OHa BXOAUT B rpymiry
OITyXOJIeH CEPTOJIEBBIX KJIETOK, HA3bIBAEMBIX OITYXOJISIMH Ce-
MEHHOT'O KaHAaTHKa ¥ CTPOMBI.

YV B3pOCIBIX JICHAUTOMA YaIlle IPOSIBIISICTCS B BUJIC CHMII-
TOMOB THITIOTOHAIM3MA, JIBy CTOPOHHEH THHEKOMACTHH, KO-
TOpasi MOXKET ObITh U acUMMETpr4YHOM. OHa, 00BIYHO, TIPO-
SIBIISICTCS 32 HECKOJIBKO JICT /IO MAKPOCKOITMUCCKH MaTbITH-
PYEMOii OITyX0JIH, HIMITOTCHIIHH, CHIDKCHHUS THOUIO 1 Oec-
IJIO/THSI, BBI3BAHHOTO OJIUT0ACTEHOTEPATOCTICPMUCH HITH
azoocnepmueii [3,6,9,10].
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CrnenyeTr OTMETHUTb, UTO TOJIBKO JiBa TUIIA OIyXOJIH UYKa
MOTYT OBITh OTHECEHBI K 9HJIOKPUHHBIM: OITyXO0JIU KIETOK
Jleligura, mpoaynupyOIIUE TECTOCTEPOH U ACTPATHON U
HECEeMMHOMHBIE TéPMUHOTEHHBIE OITyXOJIU SIUYEK, TPOIY-
LUPYIOLIHE XOPHOTrOHA0TPOMHEIN ropmoH (XI'T) [4,6,10].

3a rmocieiHUE TO/IbI YaCTOTA BBISIBIICHHS JIEHUTOMBI YBE-
JIMYHUIIACH 33 CUYET 00PAIlaeMOCTH B KIIMHHUKY IO MTOBOJLY
0eCIUTO THsI MJTH HAPYIIIEHUSI CEKCYaTbHON (DYHKI[HH — UM~
MOTCHIUH, JTHOU IO [8,9].

[TaTonoroaHaToMHU4ecKu 100pOKaueCTBEHHAS OIIyX0Ib
Jlefigura MajeHbKUX pa3MepOB BBICTIAHA TOJIBKO MOHO-
XPOMHBIMHU JICHTUTOBBIMH KJIETKAMH C PEIKUMU LIUTO-
HyKJIeapHbIMU aHoManusmHu [6,9,10]. I'ucronoruueckas
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JIUATHOCTHKA 3JI0KAYeCTBCHHON (hOPMBI 3aTpyIHCHA, TaK
KaK KOJTMYECTBO MUTO30B, IUTOHYKIIEAPHBIX aHOMAJUH,
OTCYTCTBUE JUMUTA KaICYJIbI - IPEICTaBIEHBI penko. M-
MYHOTHCTOJIOTHYECKUE MPU3HAKUA MPAKTUUYECKU UJICH-
TUYHBI TIPU JOOPOKAUYCCTBEHHBIX M 3JI0KAYCCTBCHHBIX
dbopmax. Hanmmure cocyaucThix 3MO0JIOB — CaMbIil HH-
(hopMaTHBHBIN MPU3HAK 37T0KAYECTBEHHOCTH U BBISIBIIS-
ercsa B 75% cnydaes [4,9].

Mpl puBOMM Cilydail 0OHapYKEHHs JICHIUTOMBI TIPU
SKCIIOPALMU MOIIOHKH Y OECTIIIOTHOTO MY>KUUHBI C ABY-
CTOPOHHHUM BapHKOLEIIE.

C 1990 110 2006 rr. B kitHUKe 60abHUIEI Tenon (ITapuxk), B
OT/ICJICHUH YPOJIOTUH U B YPOJIOTHUECKOM JIeTIapTaMEHTe
TOwmmcckoro rocy1apcTBEHHOTO MEANIIMHCKOTO YHHBEP-
CHUTETa B TEYCHHUE MOCIIETHIX HECKOIBKUX MECSIIEB MPO-
KOHCYJIBTUPOBaHbI 1 00cieoBanbl 1745 GOJIBHBIX 110 T10-
Bony Oecrutonusi. Cpemu HUX y 4-X oOHapy KeHa JICHInuro-
Ma, y TPOUX U3 HUX - I MAJbITALUK 1 DXOTpaduul simuKa.
WHTepec BhI3BIBACT YETBEPTHIIT OOJIBHOM C JIByCTOPOHHUM
Bapukouene (cranus I cnesa, craaus I cripasa), B Bo3pac-
Te 33-X JIeT, y KOTOPOTO BO BPeMsI KCIUIOPALUU MOIIOHKI
Obl1a ciydaitHo oOHapy»keHa jeiiquroma. B Tabnuie npu-
BEJICHBI IMarHOCTHYECKUE, KITMHUUECKIE, OMOJIOTMYECKUE
Y TEpareBTUYECKNE XapaKTEPUCTHUKH 4-X OOJIbHBIX.

Tabnuya. [uacnocmuueckue, Kiunuieckue, duoio2uyecKue
u mepanesmuyecKkue XapaKmepucmuku O0JIbHbIX 1etoU0MOoll

Bozpact Crniepmorpamma Tecrocrepon oCr I'ucro- CriepmaToreses Jledenue u
(T) Hopma - | HopMma - JIOrHs 9BONIOLUA
3-10 ur/ mi; 4-10
Octpaanon | MME/mu;
(3,) HOpMa - Jr
20-60 nr/ Mt | HOpMa -
1-5
MUE/Mn
34r. onuroacrenoreparocrepmust | T - 6,7 OCT - V3en rune | Cunapom SHYKJIIEAIUsI
Hr/MIT; D, - >52 prutazust CepToneBbix crpaBa HEeT
43 nr/mn MME/Mn; | nediauroma | KIETOK peunanBa
Jqr->15 | lcm (mabimoz. 3
MUE/Mn roza)
32r. a300CIepMust T-5,97 OCT - pT, 3aJepKKa OPXUIKTOMHUS
Hr/MIT; D) - >31;JI | 22 mm MaTypamyu cJjiIeBa HET
>82 nr/ M -4,6 peunavBa 8
MUE/Mn JerT
37 . a300CIepMUst T-<1,9 OCT - 310KkauecTs | CUHApPOM OpxumKTOMUs
Hr/MIT; D) — 7,6 2,5¢cm CepToneBbix XUMHOTEpaTHs
52 nr/mn MME/Mmn; | pT, KJIETOK VAB-VI ymep
JIr-4;5 yepes 6
MUE/mn MecsIIeB
33T, onmuroacrenoreparocepmust | T - <2,1 OCT - pT TUIOCTIEpMAaTOreHe3 | DHyKIeamus,
Hr/MIT; O, - >12,6; 8 MM peuuauB yepes
>75 nr/min Jr-38 6 ner B ipyrom
MUE/Mn SIMUKE,
OPXUIIIK.
cnpasa 5 ner
HaOmoaeHNs

Y deTBepTOro OOJHLHOTO Ha CIIEPMOTPAMME OTMEUCHA OJIH-
TrOACTCHOTEPATO300CIIEPMHUS - KOJTUYECTBO CIICPMATO30H-
JIOB - 6,5 MUJL./MJI, TOABMXKHOCTH - 20% 3a 1 wac, criycts 4
yaca - 5%, arunuueckue Gopmbr cocTaBmwiiu 80%.

CornacHo IpOTOKOITY, MPUMEHIEMOMY B OT/CICHUH, 00T~
HOMY MPOBE€HA MUKPOXUPYPrHYECKast OTIEPAIHs KOPPEK-
M BAPUKOIIEJIE M SKCILUTOPAIIHS MOIIOHKH, a TAK)KE JIBY-
CTOPOHHSIS IBOMHAst Ouoricust stmuka. [Ipu 06caeoBaHum
JIEBOTO SIMYKA B HUIKHEM TIOJTFOCE OOHAPYKEH TPY/IHO ajlb-
MUPYEMBIH y3€eJ1, BBUY Y€r0 HAMHU BBIITOJHEH PAaCIIUPEH-
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HBIA pa3pe3 0enoil 000I0UYKM HIDKHETO IOJI0Cca SHUKA.
OOGHapy»KeH y3el1 T1aMeTpoM 8 MM, TBEP/IbIi{, XOPOIIIO Karl-
CYJMPOBaHHBIH, KEJITO-KOPUUHEBOTO OTTEeHKa. [Ipon3Besie-
Ha sHyKIeanus y3aa B 0,5 cM ot ommyxomnu. CpoyHoe TUCTO-
JOTUYECKOE UCCIECAO0BAaHME 0Ka3aI0 Haau4due A00poKa-
YeCTBEHHOM Jerauromsl. [Ipy muiaHoBoM rucToiornyec-
KOM MCCJIC0OBAHNH AUATHO3 TIOATBEPAMICS — ITI0JT MUKPO-
CKOIIOM OOHapy)XKMBaJCh MOHOMOP(HBIE JICHAUTOBBIC
KJIETKH C PEIKUMHU [IUTOHYKIIEAPHBIMU aHOMaIIUsIMU. Pen-
KO HaOJIOJaJTICh HHTPAIUTOIIIA3MaTHYECKHE BKITIOUCHHS
—xpucrauisl Peiinke (Reinke), (puc.1).
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Puc. 1. Bonvnoti 33-x nem. ['ucmonoeuueckas xapmuna
OHYKAUPOBAHH020 Y3aa. I emamoxcurun-sosun x40. Mo-
HOMOP@hHbBLE Neti0ue08bie KIemKU ¢ peOKUMU MUMO3aMU
(@) u YumoHyKIeapHuIMU AHOMANUAMU (8) BKIIOUEHUSMU
Kpucmannog Petinke

o naHHBIM IBYCTOPOHHEH ABOMHOI OHOTICHH SIMYKA CTIep-
MAaTOreHe3 YaCTUYHO COXPAHEH — FUIocnepMaToreses +
3aJiep)kka MaTyparuu Ha criepmanut 1 (puc. 2).

Puc. 2. I'ucmonoeuueckas kapmuna 6uoncuu auyxa. I e-
mamoxkcunun-303un X40. I'unnocnepmamocenes u 3a0ep-
Jicka cnepmamoezenesza na cnepmayum 11

YauTeiBas MOP(OIOrHYECKOE CTPOCHHE, KallCYIMPOBaHNE
¥ pa3Mephl OIYXOJIH, a TAaKXKe IPUINHY 0OparieHus 60b-
HOTO B KIIMHHUKY W3-3a Ipo0IeM Oecruioans, ObITO pereHo
MIPOU3BECTH SHYKJICALIUIO U COXPAHUTE JICBOE SIMYKO.

JanpHeiirmas 3BOITIOIHs O0JIC3HN HIMEET CIICYIONIYTO HCTO-
PHIO: 3CTPANOI HOPMAIN30BAJICs Yepe3 48 4acoB, TeCcToCcTe-
OH - gepe3 MecsIIT; 00bEeM B pa3MephI THUKa, KOTOPBIE OBLITH
YMEHBIIICHBI, HOpMaJIM30BAIICh Yepe3 1Ba Mecsiria. DCI <10
MME/M1T focTHT CBOEH HOPMBI CITYCTS IBa MECSIIA.

OTMeueHO SBHOE YIy4YIIEHHE crepMorpamMMbl (3P QexT

JICUSHUS BapuKoIiene): 27,5 MHI./MII, TOABIKHOCTH - 40%,
atunaHbie popmbl - 40%, 9TO B ganbHEHIIIEM O3BOJIIIIO
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JIOCTUYH OEPEMEHHOCTH CITYCTSI JiBa T'OJIa; CCTECTBEHHBIM
MyTeM poJuiach aeBouka - 3 kr 200 .

BonbHO NOCTOSTHHO HAXOUIICS 1O/ HAaOII0IeHUEM (T1aJTb-
manusi, TOPMOHANBHBIN CTaTyC, 9XOA0MIIepOrpadus Mo-
LIOHKH).

CrycT 1IeCTh JIET OCTIe ONEpalii B IPaBOM (KOHTpaa-
TEpaJIbHOM) SUYKE OOHAPYIKCH OMYXOJICBBIH y3eIT JHaMET-
pom 1,8 MM. BobHOIT OBUT CPOYHO MPOOTICPUPOBAH, HC-
ClIe/IOBaHUE €X-tempo IMOATBEP/ IO HAIM4ne T00poKaye-
CTBEHHOM JICWIUTOMBI TIPABOT0 SIMYKA; MPOU3BEJICHA BbI-
COKasl OPXHUJIPKTOMHUS cripaBa. B HacTosee Bpemst 60J1b-
HOW HAXOAMTCS MO/ HAONIOJCHUEM B TCUCHUE 6-U JIET U
HUKAKUX CHMIITOMOB 0OOJIC3HU HE HAOJIFOIaeTCsl.

OrnucaHHbIN ciyyail MOKa3bIBAET, YTO dHYKJICAIHs JICH -
TOMBI SIBJISICTCS TIPUOTM3UTEIILHO PABHOIICHHOM allbTepHA-
TUBOU OPXUAIKTOMHUH, KOTOpasi MpeJjiaraercs MHOTUMHU
aBropamu [1,5,8,9]. YuurteiBas Haaudue KarncyaupoBaHus
1 JTOOPOKAYECTBEHHOCTh OIYXOJIH, a TAKXKE IpodiemMy oec-
TJI0/TUS1, BaXKHA BO3MOKHOCTH COXPaHEHUS IMUKA.

OnHaxo, BO 30€kKaHue Pa3BUTHSI PEIUIMBA, IPOBEACHUE
9TOM TAKTHUKHU OMPABIAAHO TOJBKO TOJ CTPOTUM JUHAMU-
YeCKUM HAOIIOLECHUEM.
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SUMMARY
CASES OF LEYDIG CELLTUMOR INMALE INFERTILITY

Tchovelidze' Ch., Kochiashvili' D., Gogeshvili’ G., Getta
Thiery?, Lababidi Halim?

'Department of Urology, Thilisi State Medical University, Geor-
gia; *Paris Urology Center, France;’Sens Regional Hospital,
Sans, France

1745 patients at the Department of Urology of Tenon Hospital
(Paris, France) from 1990 to 2006 and at the department of
urology of Tbilisi State Medical University (Georgia) during
last several months have been examined and counseled on male
infertility. Leydig cell tumor was found in 4 patients, among
them 3 by palpation and testicle echography, fourth patient (at
the age of 33) with bilateral varicocele (III stage at the left, 11
stage at the right) was more interesting for us. Leydig cell tumor
was found out at the scrotum exploration. Oligoteratozoosper-
mia (OATS) has been distinguished from his spermogram. Micro-
surgical bilateral correction of varicocele and scrotum explora-
tion, and double-sided double biopsy of testicle have been car-
ried out. During examination of the left testis the hardly palpa-
ble node has been found out in the lower pole. We became com-
pelled to make enlarged incision of tunica alba of the testicle
lower pole. After that it was found out the solid, well encapsu-
lated and yellow-brown node (8 mm in diameter). The node
enucleation away from tumor by 0.5 cm has been carried out.
Exact histological investigation confirmed the presence of Ley-
dig cell tumor. In 6 years after surgical operation the tumor node
1.8 mm in diameter has been found out in right (contra lateral)
testis. The patient was urgently operated, ex-tempo investiga-
tion confirmed the presence of Leydig cell tumor in right testicle
— high orchidectomy at the right has been carried out. Now,
patient has not any symptoms of disease during 3.5 years of
observation. Given case shows that the enucleation of Leydig
cell tumor proves to be equivalent alternative of orchidectomy,
which is suggested by many authors. Taking into account the
presence of encapsulation and tumor benignity it is important to
have opportunity of the testicle preservation due to infertility
problems.

However, this tactics must be carried out under strong observa-
tion due to the opportunity of relapse even in several days after
surgical operation.

Key words: leydig cell tumor, male infertility, varicocele, testic-
ular biopsy, Spermatogenesis, ART.
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"Tounucckutl 20cyoapcmeentvlil. MeOUYUHCKUL YHUBEPCUMEm,
yponoeuueckuti oenapmamenm, *Ilapudicckuil yponozudeckuil
yenmp, *Pecuonanvras 6onvnuya . Canc, @panyus

C 1990 mo 2006 rr. B knunuke OompHHULE! Tenon (ITapwk), B
OT/IENIEHUH YPOIIOTHH M B YPOIOTHYIECKOM Jenapramente Tou-
JHCCKOTO TOCYAAapPCTBEHHOTO MEIMIIMHCKOTO YHHBEPCHTETA B
TEeYEHHE MOCIIETHUX HECKOIIBKHUX MECAIIEB TPOKOHCYIBTHPOBAHBI
u obcnenoBanel 1745 GonpHBIX 10 MoBoxy Oecrutonus. Cpenu
HUX y 4-X 0OHapy’keHa JeHANTOMa, y TPOUX U3 HUX - ITPU Mallb-
Tanuu 1 9xorpadun simaka. FiHTepec BBI3bIBAaeT 4eTBEPTHII 00IIb-
HOM ¢ 1BycTOpoHHUM Bapukonene (ctaaus I1I cnesa, cramus 11
crmpasa), B Bo3pacTe 33-X JIeT, y KOTOPOTro BO BpeMst 9KCILIOpa-
LIY MOIIOHKH ObIJTa CITyJaiiHO 0OHapy> keHa JIeHIUTroMa, Ha CTiep-
MorpamMme otmedeHa onuroacreHoreparocnepmus (OATS). bomnb-
HOMY TIPOBEJICHa MUKPOXHPYPTHUECKas! ONeparis KOPPeKIHH
BapUKOIIEJE M HKCIUIOPANNS MOIIOHKH, a TAK)Ke JBYCTOPOHHSS
nBoitHas 6uorncus stmuka. [Ipn o6cnenoBaHNM T€BOTO AUYKA B
HIDKHEM TTOTI0ce 00HAPYKEeH TPYIAHO MaTbIIUPYEMbIH y3ell, 9To
TIOCTABHIIO HAC TIepel HEOOXOANMOCTBIO TPOBEAEHHUS PACIIHPEH-
HOTO pa3pesa 0enoil 000I09KH HIKHETO ToJTroca simuka. OOHa-
pyXeH y3elI AUaMeTpPoM 8 MM, TBEPJbIi, XOPOIIO KaNCyIHpo-
BaHHBIH, )KEJITO-KOPHIHEBOTO OTTeHKA. [Ipon3Beena sHyKIea-
ust y3na B 0,5 cM ot ormyxomu. ['mcronornueckoe ncciaenoBaHme
JIOKA3aJl0 HaJIM4Yue AO0OPOKadyecTBEHHOW sedauromel. Yepes
LIECTH JIET TTOCIIE OTEPANiK B TPABOM (KOHTpAIaTePaTbHOM) Y-
Ke 0OHapy KeH OIyXOoJeBbIl y3en auamerpoM 1,8 mm. bonpHO#
CPOYHO MPOONEPHPOBAH; UCCIEOBAHNE EX-tempo MOATBEPIH-
710 Hanu4ue J0OPOKaYeCTBEHHOH TeHANTOMBI TPaBOTO ANYKA -
MIPOM3BEICHA BHICOKAs OPXHJEKTOMHUS cIpaBa. B HacTosmiee
Bpems (cmycTs 3,5 roga mocie onepamnun) K.Ji. CAMOTOMOB 00-
JIe3HU He 0OHapy>keHo. JlaHHBII CiTydail TOKa3bIBACT, YTO SHYK-
Jiearys e IUrOMBI SIBISIETCSI TOYTH PaBHOLIEHHON allbTePHATH-
BOW OPXHUAIKTOMHH, KOTOPAs IPEIIaraeTCsi MHOKECTBOM aBTO-
POB. YUHTHIBast HATMYUE KATICyTHPOBAHUS U JOOPOKaIECTBEH-
HOCTB 3TOH OMyXOJH U MPpodaeMy OecTious - BayKHa BO3MOX-
HOCTb COXPaHEHHS SUUKA.

IIpoBenenne 3TOM TaKTUKH PEKOMEHAYETCS TOIBKO MO/ CTPO-
TUM JUHAMHYECKUM HaOIoAeHHeM BO n30exaHne pa3BUTHS
penuauBa.
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Cryuaii uz npaxmuxu

PEJKUIN CJIYYAH JOBPOKAYECTBEHHOM ONYXOJIM YPAXYCA Y BEPEMEHHOH

Jxanapunze C.A., zkanapunze C.C.

Tounucckuii 20cydapcmeeHHblll MeOUYUHCKULL YHUGEpCUMEm, YenmpanbHas kKiunuka um. H. Kunwuose,
denapmamenm yponozuu

OrmyxoJ1b ypaxyca 0 Cell IeHb CUUTACTCS PEIKO BCTpeda-
roruMcst 3aboneBanueM U coctasiset 0,01% cmydaes ot
BCEX OHKOJIOTHYECKUX 3a0omneBanuii u 0,34% ciydaeB paka
MOYEBOTO ITy3bIps [5,6].

CornacHo MTepaTypHBIM JaHHBIM, cBbIIe 90% Bcex ciy-
YaeB OIMyX0JIel ypaxyca MPUXOJUTCS Ha aJICHOKAPIITHOMY
€T0 CIIM3NUCTOM, PEAKO Ha CApKOMY, EIIIe pexke Ha JoOpoKa-
yecTBeHHBIE orryXxonH [4]. OmybimukoBano [2] 15 cimydaeB
OITyXOJHN ypaxyca, KOTOpbIE ObII BBISIBIICHBI 32 TIOCIICTHUE
14 net. Bo Bcex ciydasix KOHCTaTHPOBaH pak. ABTOPHI OT-
MeUaroT, uTo B Smonnu 3a mocneanue 20 IeT TaKuX CIIy4acB
OBUTO OOHapy’KEHO 75 M B JICUEHUH ATOTO 3a00JICBAHU
ABTOPBI IPEATIOYTEHHUE OTAAIOT IINCTIKTOMUH, UTO TTOJITBEP-
KJIAETCS XOPOIINMH OT/IAJIEHHBIMHU PE3yIIbTaTaMHU.

B Hcnanum 6vimo omyonukoBaHo [1] ommcanne ennH-
CTBEHHOTO CITydast JOOpOKa4eCTBEHHOH OITyX0JIH, B 4acCT-
HOCTH, JICMOMHOMBI ypaxyca. ABTOPEI OTMEYAIOT, YTO B
JTUTEpaType UMU OOHApPYKEHO TOIHKO 6 aHAIOTHYHBIX
ciy4aeB. Onucan [3] Takxke cirydail JeHOMHOMBI ypaxy-
cay 39-nerHeil sxkeHIIMHBL, pazMepom 2 1x20x12 cMm, KoTo-
past 1o orepanuy OblUIa THarHOCTHPOBAHA KaK OITyXOJIb
AWYIHUKA ¥ TOJBKO CyOOIMepanrmoHHO OBIN MOCTaBICH
OKOHYATEJIbHBIN IHATHO3.

B mureparype [ 7] Hamu 00HapyKEHO OITHCAHNE OTHOTO CITy-
Yas aJIcHOKapIIUHOMBI ypaxyca y >KeHII[MHBI, 0epeMEHHOMH
Ha MaJIbIX cpokax. Bl mpoBeny napuaibHy o HMCTIKTOMHUIO,
yIAJIEHUE MAaTKH € [TOCJIEONEPAllMOHHON paiuoTepanuei.

JlmarsocTrKa oImyxoJel ypaxyca He TPeICTaBIIeT 0COOBIX
TPYIHOCTEH, OTHAKO, 9acTO O0IEe3Hb MMPOTEKAET O3 BUIH-
MBIX CHMIITOMOB 1 B OOJIBIIMHCTBE CITy4acB OOHApYKHUBa-
eTcs OOJIBHBIME B BH/JIE TTAIBITUPYEMBIX OITyXOJICBHIHBIX
00pa30BaHNH, pACTIOJIOKCHHBIX B CTCHKE OPIOMIMHEBI IO
CpeHEH JIMHUU HIOKE ITYTIKA, MIIN TIPH 9XOCKOITHH MOYEIO-
JIOBBIX OPTaHOB.

B oredecTBeHHOM UTEpaTypE CIydaeB OMyXoJieil ypaxyca
HaMH He 00HApYKEHO.

[IpuBoanMm Hame HaOmonenne: 6onpHast B.JI., 19 ner. B
mapte 2006 Tosa a1 ycTaHOBJICHUS OEpEMEHHOCTH OOJIb-
HOMW TIPOBE/ICHO YIBTPa3ByKOBOE OOCIIEOBAHNE B JKEHC-
KoM KoHCynbTary. beina onpenenena 6epeMeHHOCTh CPO-
koM B 11 Hemenb, 0OHApYKEHA TAaK)Ke OITYXOJb Ha Iepe-
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TTHEH cTeHKe MoueBoTo my3bIpst (puc. 1). [TocpeacTBoM KoM-
MBIOTEPHOI TOMOTpa MK MOATBEPIKICH AUATHO3 OITyXOJIH
ypaxyca (puc. 2). YUuTbIiBas, 9TO OIMYXOJH ypaxyca, B OC-
HOBHOM, 3JI0KQ4€CTBEHHOT'O XapaKTepa, POU3BEIeHO HCKYC-
CTBEHHOE IpephIBaHIE OEPEMEHHOCTH METOJIOM MaHyalb-
HOI{ BaKyyMacIHpalyy, a 3aTeM IAIMeHTKa HallpaBJicHa B
YPOJIOTHYECKYFO KIIMHUKY ISt JJIbHSHIIET 0 JICYCHUSL.

Health House | #51 /13.0emMI 1.0|13-03-2006
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Puc. 1. Onyxonv ypaxyca na nepeoueii uacmu mo4eso2o
nyswips (Oannvie Y3H)

fise2ui 157150

Puc. 2. Onyxonv ypaxyca na nepeoueii uacmu mo4eso2o
nyswips (Oannvie KT)

BonbHOM B Hamiel KIMHUKE OBLTa TpOBeIeHa IIUCTOCKO-
US; CMOTPOBOM IIMCTOCKOIT MIPOTIET YPETPYy CBOOOIHO.
EMKocTs MOUeBOTO ITy3BIps cocTaBmia 250 Mit, crim3ucTast -
HOpMaJIbHAs, YCThsI MOYETOYHHKOB - HOPMAJILHOTO pac-
MOJIOXKEHUSI, COKpalalTes nepuoauuno. Ha nepenneit
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CTEHKE MOYEBOTO My3bIPSI OTMEYAETCS] OYTPUCTOE BBIIS-
YHBAHUE Pa3MepoM 2X2 CM C HEU3MEHEHHOM CIIM3HUCTOM.
[NanbnaTopHO HA CPEHEH TMHUN HIXKE MYTKa BBISBIISUIOCH
0e300J1e3HCHHOE 00pa30BaHUE PA3MEPOM C TPEIIKUI OpeX.
[IpousBeneHa OuoTICHs JAHHOTO 00OPa30BaHUs: THCTOMA-
TOMOP(}HOIOTHYECKOE 3aKIIF0UYCHHE - PrOpoMIOMa ypaxy-
ca. OOLICKIMHIYCCKHI aHAJTN3 TATOJIOTMYCCKUAX OTKIIOHE-
HUW HE BBISBUJL.

BornbHas ObLTa MOATOTOBIICHA H IO MUY palbHO#T aHec-
Te3uel MpoM3Be/ICHA OTepaIlysl MapIHaTbHOMN [UCTIKTO-
MUH C Pe3eKIUei MepeiHel CTEHKH MOUYEBOTO y3bIps U
yAaJCeHHEM TIOTHOCTBIO ypaxyca 70 MyIKa BMEeCTe C JIo-
KaJIbHBIM JINCTKOM MMapHUETaLHOTO MepuToHeyMa. Moue-
BOM ITy3bIPh OBLT 3aKPBIT HATITYX0, B YPETPY BCTABJIEH KaTe-
Tep Dones. YaaneHHas OMyXoib ypaxyca IpecTaBisiia
coboit mIoTHOBaTOE 0Opa3oBaHue C OJIECHOCCPOBATHIM
OTTCHKOM.

[NocTonepannoHHbIH TEpHO] TPOTEKAN 6€3 OCIOKHEHHH.
OrnepannoHHasi paHa 3aKUJia TEPBUYHBIM HATSHKCHUEM.
BoccTaHoBIEHO (HH3HOIOTHUECKOE MOUCHCITY CKaHHE.

['ucTonaroMophoIornIecKoe HCCICIOBAHKE BBISBHIIO, YTO
00cIieI0BaHHbII MaTepral COCTOUT U3 puOpo3HO# coenu-
HUTEJIBHOMN TKAHH, B KOTOPOU BBISIBJISIFOTCS TUIACTHI [LTOCKO-
KJIETOYHBIX MBIIICYHBIX BOJOKOH, PACTIOIOKEHHBIX B pas-
HBIX HAIPaBJICHUSX. 3aKII0YCHUE — PUOpOMHUOMa ypaxyca.

JlaHHBIN KITMHUYECKUH Cllydail WIUTIOCTPUPYET 10CTaTOY-
HO peAKHH cIydai JoOpOoKadeCcCTBEHHO OITyX0JIH ypaxyca
y 6epemenHoil. Cuntaem 1erecoo0pa3HbIM 10 TIPOBEIe-
HUS UCKYCCTBEHHOTO a00pTa MPON3BOIUTH OHOTICHIO OITy-
XOJIM ypaxyca H, B ClTydae yCTaHOBJICHUS AnarHosa 100po-
KaueCTBEHHOTO ypaxyca, CTaBUTh BOIIPOC O COXPaHEHNHU
6epemennoctu. OTHAKO, TaK Kak OEpEeMEHHOM TPON3BeIe-
HO HE COBCEM 0€300MIHOE TS TUI0A UCCIIEN0BAHNE — KOM-
MBIOTEPHAs TOMOTpadusi, B JAHHOM CITydae TPOBEJCHUE
HCKYCCTBEHHOTO TIPEpbIBAaHUS OEPEMEHHOCTH CUHTAEM
orpaBraHHEIM. Ha Ham B3msi, mpoBeieHne Ouoriciu odec-
MeYnT 3a0J1arOBPEMEHHOE YCTAHOBJICHUE BU/IA OITyXOJIH
ypaxyca (3710KkauecTBeHHAas WK T0OpOKadeCTBEHHAs ) 1 B
3aBHCHUMOCTH OT JINarHO3a PEeIIaTh BOIMPOC COXPaHEHUS
OepeMEeHHOCTH.
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SUMMARY

RARE CASE OF BENIGN URACHUS TUMOR DURING
PREGNANCY

Japaridze S., Japaridze S.

Central University Clinic After Academic N. Khipshidze, De-
partment of Urology.

We described rare case of urachus fibromyoma at the 11th week
of pregnancy. Urachus tumor was occasionally revealed during
ultrasonographic examination. It was shown in previous studies
that 90% of urachus tumors are malignant, so was decided on
artificial abortion, by the method of manual vacuum aspiration.
After the abortion patient was sent to the urologic clinic, and
after biopsy was revealed diagnosis of fibromyoma of urachus.
It was performed operation of partial cystectomy with excision
ofurachus tissue up to umbilicus. The decision of artificial abor-
tion performance in these cases is disputable.

Key words: urachus tumor, pregnancy, fibromyoma.
PE3IOME

PEJIKMM CJIYYAM JOBPOKAUECTBEHHOM OITY XO-
JI1 YPAXYCA Y BEPEMEHHOM

Hxanapunze C.A., I:xxkanapuaze C.C.

Tounucckuii eocyoapcmeeHubvlil MeOUYUHCKUL YHUSepcument,
yenmpanvras kiunuka um. H. Kunwuose, denapmamenm ypo-
no2uu

Omnwucan pegkuil cnydait puOpoMHOMBI ypaxyca y KeHIIUHBI C
11-nenenpHOI OepeMeHHOCTRIO. OMyX0Jb ypaxyca Obl1a oOHa-
py’KeHa CiTydaifHO IPH 9XOCKOTIHHU. Y UUTHIBAsI, 4TO cBbIIe 90%
CITy4aeB OIyXOJIH ypaxyca 3JI0Ka4eCTBEHHOT0 XapakTepa, 00IIb-
HO OBIJIO TPOU3BEIEHO HCKYCCTBEHHOE MPEphIBaHNE OepeMeH-
HOCTH ¥ OHa OblJIa HAIIPaBJICHA B YPOJIOTHYECKYIO KIIMHHUKY, TTIe
rocye Onorncuu ObIT yCTaHOBJIEH AUAarHo3 GuOpoMuomMsl. bob-
HOI1 TPOBEIH MAPLUHUATBHYIO IUCTIKTOMHIO C YAAICHUEM Ypaxy-
ca JI0 ImyIKa.

ABTOpBI CTABAT BOTIPOC O LIEIECO00Pa3HOCTH WIIH HEIEeNIec000-
Pa3HOCTH COXpaHEHHs OEPEMEHHOCTH B TAKUX CITY4YasiX.

81



MEJUIJUHCKNE HOBOCTH I'PY3UN
LSISHNZILM LSFIRNGO6(M) OSLEI6N)

THE NATIONAL CENTRE OF UROLOGY IN TBILISI

Hohenfellner R.

Mainz University School of Medicine, Mainz, Germany

As a frequent Visiting Professor since 1986 and honoured
by the University to become an Honorary Doctor it’s my
pleasure to give a short introduction for this issue.

Within a period of twenty years the Institution got an in-
ternational reputation for one of the best Clinics in the
castern part of the world. The way to become an outstand-
ing Institution was long and hard. Today a team of excel-
lent Urologists are working together with L. Managadze
the chairman of the Institution. The spectrum of Subspe-
cialties is remarkable and presents the modern Strategy of
subdivisions under one roof.

Oncology is divided in Testicular Cancer, Bladder and pros-
tate Cancer as well as kidney cancer. Each team has inter-
national connections and participates with study groups
around the world. Extended Radical Surgery and adjuvant
Chemotherapy is performed and the Intensive Care Sta-
tion is one of the most modern one you can find.

Stone treatment is important in this stone endemic area.
More than five hundred Patients are treated success-
fully every year with the modern stone machine. The
minimal invasive PNL was reintroduced in 2006 by Visit-
ing professors from Europe and is now performed by
specialists from the Institute. Nevertheless staghorn
stones are still frequently treated by open renal organ
sparing surgery with intraoperative Ultrasound and
Doppler Equipment.

More than 10 kidney transplantations are performed every year
by a specialist trained for many years in international trans-
plantation centres. Background is a Centre for Dialysis located
on one floor of the building with 26 places for Dialysis.

In 2006 a separate ward for paediatric urology got opened
and mother —child units are available. The spectrum cov-
ers all forms of severe congenital malformations and treat-
ed by a colleague who trained for many years in Europe
and overseas.
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Last not least a specialist who trained many years in West-
ern Europe performs Endourology. For benign prostates a
TUR up to 200 grams are performed in less than one hour.

The institute has a diagnostic centre for Ultrasound avail-
able also for outside patients with an excellent reputations
as well as a unit for radiology, pathology and laboratory
diagnostic.

The new operations Theatres located on one floor have
sex boxes and a radiological unit for Endourology.

“There is a big difference between a good urologist and a
bad urologist but almost no difference between a good
urologist and no urologist™ because the patient has only
one choice.

The reason for this successful development was 1. An
excellent education in general surgery and urology. 2. Pol-
yglot: for international connections 3.Diplomatic: in the
difficult political situations of this country. 4. Specializa-
tion: to proceed successfully with new developments in
urology. Credit has to be given for Prof. Laurent Mana-
gadze who understood from the beginning how important
it is to bring a team of young talented urologists together
who are able to cover the broad spectrum of urology. How-
ever | have some closing remarks concerning Organisa-
tion and management.

Flying a single engine airplane for more than thirty years I
learned how important it is that to follow the Checklist in
the handbook every time before starting the engine.

Therefore I tried to transfer this routine procedure in the
daily work of a young Urologist.

It was my privilege to take part in the processes of devel-
opment at the National Centre of Urology in Tbilisi to work
with the young promising Doctors and I am thankful for
the livelong friendship I earned.
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JAEATEJBHOCTb HAHUOHAJIBHOI'O HEHTPA YPOJIOT'MM I'PY3UHU

XoxeHngesnep P.

Meouyunckas wrona npu Yuusepcumeme Maiinya, I'epmanus

SIBnsisich y4aCTHUKOM ITpoliecca pa3BuThs HaunonansHo-
ro [ieHTpa yposorun B TOUIMCH B TeueHHe Ba/IIIaTH JIET,
aBTOP OTMEUAET BCEMUPHYIO CJIaBy M PEIyTaluIo, KOTO-
pyro LleHTp 3acimy>kui HOCTOSTHHBIM CTPEMIIEHHUEM K CO-
BepueHcTBy. lllupokuii 1uamnason noxpasnieieHui, co-
OpaHHBIX TI0J1 00IIeH KphIiel LleHTpa ypororuu, cooT-
BETCTBYET YPOBHIO COBPEMEHHBIX TPEOOBaHUH, TIPEIbSIB-
JSEMBIX K MEIMIMHCKUM YYPEXKJCHUSIM TPU JICUCHUU
ypoJstorndeckux npobieM. OHKOIOTHS BKITIOYaeT TECTH-
KYJISIDHBIH paK, pak MOYEBOTO ITy3bIpsi U PaK MPOCTAThI,
a TaKXKe pak MoYkH. B meHTpe NpoBOAST pajuKalbHYIO
XUPYPTHUIO U BCIIOMOTATEIbHYI0 XHMHOTEPAITHIO, a OT/Ie-
JICHUE MHTCHCUBHOI Tepanuu L{eHTpa sBisercs o JHAM 13
caMbIX COBPEMEHHBIX B cTpaHe. B neHTpe ycrenrso npo-
BOJIUTCSI JIeYEHUE MOYEKaMEHHOMN OOJIE3HH - DHJIEMHYEC-
KoM 1151 peruona. bonee 500 nanueHToB B roj 3ae4nBa-
€TCsI OT ATOH MATOJIOTHUHU C TOMOIIBIO COBPEMEHHBIX TEX-
Hosoruit. [lenTp nquanuza Ha 26 KOEK MO3BOJISIET MPOBO-
itk 6onee 10 Tpancantanuii B roa. B 2006 rony 6110
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OTKPBITO OT/IeJICHUE [TeINAaTPUIECKOH YPOIOrHH C 1aja-
Tamu MaTh-IuTs. Kpome Toro, iedatcst Bce (hopMbI BpOK-
JIEHHBIX ypOICTB. B HacTosdIee Bpems, CieUalucT O CTa-
JKeM paboThl B BeAyliel kimHuKe EBponsl 3aHMMaeTcst
BHEJPECHUEM HI0YPOJIOTUH B IPAKTUKY jeueHus. MucTu-
TYT UMEET NPEKPaCHBIH AUATHOCTUUECKUH [IEHTp, OCHA-
IIEHHBIH 110 OCIeAHeMY cI0BY TexHukH. Ocobo ciexyer
OTMETUTb LIUPOKOE MEKIYHAPOLAHOE COTPYJHUUECTBO ME-
JIMKOB, Oliarojapst KOTOpoMy cOTpyAHUKH LleHTpa mpoxo-
JUIT CTaXKUPOBKY B BEAYIIIUX KIIMHUKAX MUPA.

[penrnockuIKoii T0CTUTHY THIX cOTpyaHUKaMu LlenTpa yc-
TIEXOB SIBJISIFOTCSI Ty OOKOE 3HaHHUE OCHOB O0IIEH XUPYpPruu
Y YPOJIOTUH, BJIaJICHUE NHOCTPAHHBIMH SI3bIKAMH IS yCTa-
HOBJICHUSI MEKYHAPOAHBIX TIPO(eCCHOHATIBHBIX CBSI3EH,
HENpepbIBHOE MOBBIIICHHE MTPOPECCHOHANIBHOM Crienna-
JIM3ALMH C yYETOM Pa3BUTHsI HOBBIX TCHICHIIUH B ypOJIO-
run. Criestyer 0co00 0OTMETHTB poitk podeccopa JlaBpeH-
Tust Manarasize kak pykoBoautenst Lenrpa.
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