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Factors Associated with Persisted Fever More

Than 24 Hours After Percutaneous Nephro-

lithotomy
N

Manint Usawachintachit, M.D.
Supoj Ratchanon, M.D.

Abstract

Problem: Infectious complication after percutaneous nephrolithotomy (PCNL) represents a dangerous and
life-threatening condition, especially when septicemia or septic shock develops. It usually occurs with persisted

fever more than 24 hours after the operation.

Objective: To identify factors associated with persisted fever more than 24 hours after percutaneous

nephrolithotomy.

Material and Method: One hundred and three patients underwent PCNL in 2 years in our institute. Patient
characteristics, stone burden, and perioperative data were collected to analyze for association with postoperative

fever using univariate analysis.

Result: Twenty-four percent of the patients developed fever more than 24 hours after the operation. In
univariate analysis, significant association was shown between fever and positive immediate preoperative
urine culture (p = 0.049), and between fever and intraoperative surgical complication such as bleeding and

perforation of renal pelvis (p = 0.023).

Conclusion and Benefit: Positive preoperative urine culture and the presence of intraoperative surgical
complication significantly increase the risk of infectious complication after PCNL. Patients with these factors

should be monitored closely after the operation to identify and threat infectious complication immediately.
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#i18 pneumatic lithotripsy, ultrasonic lithotripsy %30
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3-5 ﬁ’uﬁuﬁ’ummsmm@ﬂm waztUapwduenfulyiu
gafithudn 7-10 Y " 1eszuilaszanliauasy
2-3 Jundurindn Sgthelifilduazlidfionise ases
miﬁm%a%ﬁﬂmign NBURE “NABINNTUIL 24 F2lae
Aowen 1ween wad iy vraeamaniu wied
1 zdusensoy efazldviiniadag (antegrade
nephrostography) ausiuladnlifinnsamsuaslaine
Wn1sunde lUfeazian nween 'w‘luniﬂi‘ﬁﬁlﬁ”a
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JONRINNAD Proteus mirabilis 91U 4 918 ATNNIAE
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AafluSasas 32 Wanwulduind @ demaiilu Esche-
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Hayavasiiig Anedy / wdseunnnsgu
91e (@) 57.4 (22-88) / 14.62
Atnlane 2419 (14.90-34.20) / 3.96
Serum creatinine (NSN/LATRAT) 1.12 (0.36-12.90) / 1.27
2up2a9td (RadiNns) 356 (12.2-65.5) / 12.2
sypznafiiFlun1sindge (i) 110.29 (30-280) / 41.68

U (%)

LNADE/AEY 56/47 (54.4%/45.6%)
FunNTD9Ti

caliceal20 (19.4%)

multiple 32 (31.1%)

staghorn 51 (49.5%)
detne/an 55/48 (53.4%/46.6%)
LMY 17 (16.5%)
AnNduladin 3 53 (51.5%)
ASA class

1 29 (28.2%)

2 64 (62.1%)

3 10 (9.7%)

4 0 (0%)
Luun3 32 (31.1%)
Yszamssnmniluladradoaiunounid

etz 6 (5.8%)

HdaLanelaruiave (PCNL) 8 (7.8%)

aefia (ESWL) 29 (28.2%)

M5l " double J stent nauKdR 10 (9.7%)
NMMITUNINEIUIENINHIGA 24 (23.3%)
(M3fidnpanan, n1ansazenTiele)
M3 WiRBATENINNHNGR 11 (10.7%)
augiazle

1 92 (89.3%)

2 10 (9.7%)

3 1 (1%)
M5 " double J stent ¥d9KAR 22 (21.4%)
fininndIndn 56 (54.4%)

v
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* iwznmﬁLﬁuﬁagaL%swmLwi':)’mvhﬁﬂ'm’(uvimimﬁa uefiteanuasl ' nephrostomy tube
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U (% va9ETheneman)

mMmswnzidalull  efsumdaaTIwsn (el 3 WWaw)

Juie

64 (62.1%)
18/64 (28.1%)

mMsnzdelull  Menaumdaasen a9 (Melu 3 Tu)

FU%n

103 (100%)
33/103 (32.0%)

38 [ vaarsn

54 (52.4%)

M98 MvRKNFAUIUNTT 24 Tl

25 (24.3%)

MIWIZ B LULADAVRINITHIGA

5 (4.8%)
Fuide 0

manzdelutl  endenmanga 10 (9.7%)
Fuide 1/10 (10%)

Flasuaziive Mdne dARes pelladede wans
wnzalutl  nelutie 3 SunsudidanTube LA

NSNANIIZNINTUTEHINKNIAR

J01snideya
mnmiﬁnmﬁwudwQﬂ'gﬂﬁlﬁﬁuwé’amﬁm PCNL
IuIeERs 524 NN Michel wazAME[4] 1Ay
vnsdnmliBeegiisesar 21-32 anafuainmsli
maianumaslifiuanseiu udidegramzgieii
THvdsannidalyudiuiuiiundt 24 Falaenuinmie
Wine¥auas 24.3 Fafei ﬂqumaalﬁTuﬁjﬂaﬂnf\jqu
Wzsnanmsindge Tumadull  nefifunmizunan
FauannIHIFRlauATY LLﬁinﬁiﬁﬁQﬂaﬂﬁﬁlﬁﬁuwﬁo
Hdauasldsun1svesedummstadslusiies 10
210 25 518 pnatuandifefianurainvansluuumig
nMIguaglae %ﬁﬁﬁaiwLﬁuqﬂﬁaﬂﬁ;mwﬁmmmsﬁnmﬁ
Tunsfnend AL Mzsnmsde 2 ade 18
natudnlunausniosas 281 uazasedl av¥ouay 32
wanudwamz@ensusiisalaiiu 3 Suwinfuiiine
fan13inlivderdn PCNL agneiiile dane 4R
wuhdfiheiididetuiamenanded saudndulainy
Foluasousnds 7 sw’f’iamaa%mﬂ‘lﬁmnnﬁﬁg’iﬂwﬁ
mafndtulnsilusewivfisensinia Tunenseiudng

WU ﬁo;iﬂaﬂﬁﬂL%a%umww:’[umsmwa%LLinLLﬁiné’u
TinuTuadefl asdrwau 4 51 Fodululggineens
lsuanuiduzanneulusewinefisennswidn el ua
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inzidasntiioudaNINng1 3 Tu uasinandy
mwudﬁutéaagjﬁmaﬁm’lﬁmﬁnmwﬂaamL%ariau
Fozvmsnnsald lasdasase
finsfnwnountiiaes Mariappan wazaus[7]
fnvdmanisiwzd@osind  azlunsagla (pelvic
urine) WATIINEINILBY (stone culture) 1A HAN
“WAUSAUN9IAA urosepsis VANHIAANIN NITWALNIY
Weanil  mzannszazdl e (bladder urine) 1ag
T#FsiaAN289 urosepsis 37 Systemic inflam-
matory response syndrome %38 shock WaIWIGARA
Fomafutl  Mcludnsusiild wwzaoufivinis
idaudiindu Seonearldnanisinizdandeanni
HdalUuuraieTuLdnarens vilinsidadeaidn
wuly wionafivselemilunssusujusTinsenu
Felunsdlinansaaan nazinzdl

Sntlasunilendnasanisiinldvaenisalyngn
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A5 3 U aviBya univariate analysis 989119 9EA T siansifaliuiundr 24 Falusvasasn

fladuiinedaesiugie

p-value
a1y (@) 0.287
fntinaanie 0.314
serum creatine (N3N/LABRAT) 0.418
U089 (HaAINnT) 0.453
srpzIaf 1 lunsEn (i) 0.866
LWAE/YEDN 0.232
AurLzevin
caliceal 0.324
multiple 0.768
staghorn 0.359
detine/an 0.093
LMY 0.589
anuulaiin 0.326
ASA class
1 0.342
2 0.769
3 0.654
Juywd 0.908
Yseamssnmnialuladradioaiunouniid
WARLDA 0.594
Hdatanslanuiavils (PCNL) 0.826
aefly (ESWL) 0.984
n3l ' double J stent fauH1AR 0.657
mavzdeluil  mradiusnieuindntude 0.886
(Mmelu 3 aunausn)
wawzdelull  meadedl serourdatue 0.049**
(Mmalu 3 Sunaundin)
AMTUNINTDUILAINHIAR 0.023**
(M3fidenpanann, NMInzazesnTiele)
M3laaATEHIeNGR 0.322
Fnugianzle
1 0.512
2 0.412
3 0.119
m3l ' double J stent naHFnR 0.452
fivRendarndn 0516

= {1y AN 88 (p, 0.05)
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Laparoscopic Versus Open Radical
Nephrectomy for Renal Cell Carcinoma:
Oncologic and Short-term Clinical
Outcomes in Phramongkutklao Hospital

Satit Siriboonrid, M.D.

Abstract

Background: Laparoscopic surgery for renal cell carcinoma is a recognized treatment modality. The advantage of the
laparoscopic procedure include better visualization of critical structures such as blood vessels (renal artery and renal
vein) and surrounding organs, less tissue trauma and blood loss, less post operative pain, earlier operative recovery
and shorter hospital stay. The objective of this study was to review and compare short-term oncologic as well as various
perioperative outcome between laparoscopic and open surgery for renal cell carcinoma, as performed by one surgeon

at Phramongkutklao hospital.

Method: Medical records of and pathologic findings in patients with renal cell carcinoma treated by one surgeon (Satit
Siriboonrid, MD) during the period from June 2007 to June 2010 were reviewed. Baseline data, radiologic results, tumor
characteristics, operative findings and follow-up data were abstracted from the records. Renal cell carcinoma staging

was according to the American joint Committee on Cancer, 2002.

Result: During the period between June 2007 and June 2010, 145 patients fulfilling the inclusion criteria were operated
on for renal cell carcinoma by one surgeon. Of these, 75 (51.7%) underwent laparoscopic radical nephrectomy and 70
(48.3%) underwent open radical nephrectomy. No significant difference could be detected in basic data. Laparoscopic
surgery was associated with longer operative time than open surgery, although there was less blood loss. Pathologic
examination of the resected specimens did not reveal any statistically or clinically significant differences between the two
groups in terms of tumor-free margins and tumor grade. The occurrence of postoperative complications, including
infectious complications, was not clearly different between the two groups of patients. The amount of postoperative
morphine required for pain was significantly less in the laparoscopic group. The delay bowel movement or oral diet was
also significantly less for the laparoscopic group.

Conclusion: There was no evidence of any significant difference between laparoscopic and open surgery for patient with
renal cell carcinoma in the term of operative and early oncologic outcomes in the present study. More patients need to

be included in a future analysis. Further long-term follow-up is still warranted to confirm or refute the present finding.

Key words: Laparoscopic radical nephrectomy, Open radical nephrectomy, renal cell carcinoma, Oncologic and Short-

term clinical outcomes

Division of urology, Department of surgery, Phramongkutklao Hospital and Phramongkutklao College of Medicine
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Introduction

Laparoscopic surgery for renal cell carcinoma
is a recognized treatment modality. In the decade
since it introduction in 1991[1], laparoscopic surgery
has been shown to be a viable alternative to open
surgery for renal cell carcinoma. The advantage of
the laparoscopic procedure include better visualiza-
tion of critical structures such as blood vessels
(renal artery and renal vein) and surrounding organs,
less tissue trauma and blood loss, less post opera-
tive pain, earlier operative recovery and shorter
hospital stay[2]. However, concerns regarding the
laparoscopic procedure centered on the adequacy
of cancer removal and hence on cancer-related
survival or disease-free survival, or “oncologic”
outcome. Short and medium-term follow up for
oncologic outcomes based on several randomized
clinical trials have not show any clear difference
between the laparoscopic and open procedure[3].
Long-term outcomes of larger trials are becoming
available and, similarly, do not seem to show signifi-
cant differences[4]. The objective of this study was
to review and compare short-term oncologic as well
as various peri-operative outcome between laparo-
scopic and open surgery for renal cell carcinoma, as
performed by one surgeon at Phramongkutklao

hospital.

Patients and Methods

Medical records of and pathologic findings in
patients with renal cell carcinoma treated by one
surgeon (Satit Siriboonrid, MD) during the period from
June 2007 to June 2010 were reviewed. The study
was approved by the Phramongkutklao hospital’s
research ethics committee. Patients in the last years
usually underwent laparascopic surgery, while open
surgery was mainly done in the earlier period. Baseline
data, radiologic results, tumor characteristics, operative

findings and follow-up data were abstracted from
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the records. Renal cell carcinoma staging was
according to the American joint Committee on
Cancer, 2002.

Patients were included in the study if they had
renal cell carcinoma and had undergone radical
nephrectomy. Patients were excluded if they had
severe medical co-morbidities. All patients were given
preoperative light mechanical bowel preparation.
Preoperative prophylactic antibiotics were given 30
minutes prior to induction of general anesthesia, and
continued until 24 hours after operation.

Both open and laparoscopic operations were
performed according to standard procedures. At each
tumor location, the attempted extent of resection
was the same for both groups. For laparoscopic
radical nephrectomy, 3 ports were used (10 mm. at
umbilicus and two of 5 mm. ports as intraperitoneal
laparoscopic radical nephrectomy fashion). After
pneumoperitoneum was achieved the abdominal
cavity was explored, white line of Toldt was
mobilized and important structures were identified
and vascular pedicles were controlled with laparo-
scopic vascular stapling instrument. Ureter was
controlled with silver clip 10 mm. Endobag was used
for removing whole specimen via extended 10 mm.
port. For open approach, anterior subcostal incision
was used and radical nephrectomy was done as
intraperitoneal approach fashion. We preferred open
approach in mass size beyond 10 cm in diameter
and patient who had ASA class 2 or 3.

Nasogastric tube were retained in all patients
postoperatively. The criteria for removing nasogastric
tube were the same in both groups of patients
(gastric content less than 100 cc. per day and
absence of significant abdominal distension), and
oral feeding was resumed after active bowel sound.

Continuous variables were summarized as mean
(SD) or median (range) as appropriate. Categorical

variables were summarized as counts and percen-



tages. Continuous variables were contrasted between
treatment groups (type of surgery) using indepen-
dent sample t-test or Wilcoxon rank-sum test as
appropriate, and categorical variables were contrasted
using Fisher’'s exact test or chi-square test as
appropriate. All statistical analyses were performed
with Stata v.9 software (State Corp, College Station,
TX, USA). Significant p-values were defined as values

0.05 or less.

Results

During the period between June 2007 and June
2010, 145 patients fulfilling the inclusion criteria were
operated on for renal cell carcinoma by one surgeon
(Satit Siriboonrid, MD). Of these, 75 (51.7%) under-
went laparoscopic radical nephrectomy and 70
(48.3%) underwent open radical nephrectomy.
Baseline clinical and pathologic characteristics of
patients in both groups are presented in Table 1. No
significant difference could be detected between the
two groups terms of age, gender, height, comorbid
disease, previous surgery, clinical findings, American
Society of Anesthesiologist (ASA) class, and radiologic
investigation. TMN stage and Lactase dehydrogenase
enzyme (LDH) levels were also similar between the
two groups. There was no significant difference in
term of tumor location and size. The other findings
of symptoms were fever in 3 patients from both
groups. In physical findings, other findings were
1 case of fever, 2 cases of pale conjunctivae and
1 case of icteric sclera in laparoscopic group and
3 cases of pale conjunctivae in open group.

Laparoscopic surgery was associated with
longer operative time (average: 201 minutes) than
open surgery (average 152 minutes), although there
was less blood loss (median blood loss of 100 mL.
compared with 200 mL. for open surgery), as may
be expected (Table 2). Vascular stapling instruments

were used for patients in the laparoscopic group.
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Three patients in laparoscopic group (4%) was con-
verted to open surgery because of the tumor attach-
ment to the duodenum.

Pathologic examination of the resected speci-
mens did not reveal any statistically or clinically
significant differences between the two groups in
terms of tumor-free margins and tumor grade (Table
3).

But the larger tumor (tumor size in diameter
>10 cm.) was done in open fashion more than
laparoscopic fashion (p<0.001).

The occurrence of postoperative complications,
including infectious complications, was not clearly
different between the two groups of patients (Table
4). 1 patients of open group had surgical site infection
and others had fever. In laparoscopic group, 2 patients
had right scapular pain, 3 patients had fever and 4
patients had subcutaneous emphysema. The amount
of postoperative morphine required for pain was
significantly less in the laparoscopic group. The delay
bowel movement or oral diet was also significantly
less for the laparoscopic group. However the length
of hospital stay was not significantly different between
two groups. There were no operative deaths or tumor

recurrence in either of two groups.

Discussion

The present study confirmed previous studies
that the result of laparoscopic surgery for renal cell
carcinoma in terms of extent of resection and
operative complications are comparable to those of
the open procedure.[5] The advantages including less
severe postoperative pain and earlier bowel function
recovery, for laparoscopic procedure, were observed
in the present study as well. Many randomized
controlled trials (RCT)[6], as well as non-randomized
observational studies[7], have been conducted
recently to compare the safety and effectiveness of

laparoscopic surgery with those of open surgery for
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Table 1 Characteristics of each group
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Characteristics Open surgery* Laparoscopic surgery* p-value**
(70) (75)
Age (years): mean (SD) 60.4 (11.6) 58.4 (14.4) 0.504
Gender:men (%) 41 (58) 46 (61) 0.797
Height (cm.): mean (SD) 161.8 (8.4) 162.5 (8.1) 0.727
Weight (kg.): mean (SD) 55.7 (9.5) 58.3 (10.4) 0.232
Hypertension (%) 13 (19) 19 (25) 0.490
DM (%) 7 (10) 17 (22) 0.139
Previous surgery (%) 11 (15) 14 (19) 0.554
Alcohol consumption (%) 15 (21) 17 (22) 0.825
Smoking (%) 11 (17) 17 (22) 0.521
Symptoms
- Abdominal or flank mass 2 (2.9) 1(1.3) 0.693
- Flank pain 5(71) 4 (5.3) 0.554
- Gross hematuria 4 (5.7) 3 (4) 0.734
- Microscpic hematuria 6 (8.6) 5 (6.7) 0.683
- Incidental finding 52 (74.3) 60 (80) 0.547
- Other causes (as result) 1(1.4) 2 (2.7) 0.072
Physical finding
- Abdominal or flank mass 2 (2.9) 1(1.3) 0.072
- Other findings (as result) 4 (5.7) 3 (4) 0.734
ASA class
-1 49 (71) 59 (78) 0.500
-2 19 (27)
-3 12
Preoperative CT (yes) 70 (100) 75 (100)
Tumor location
- Right upper pole 8 (11.4) 7 (9.3) 0.139
- Right middle pole 25 (35.7) 30 (40) 0.138
- Right lower pole 5(7.1) 4 (5.3) 0.073
- Left upper pole 12 (17.1) 18 (24) 0.684
- Left middle pole 15 (21.4) 12 (16) 0.690
- Left lower pole 5(7.1) 4 (5.3) 0.073
Size of tumor in diameter (cm.)
- <4cm. 13 (18.6) 19 (25.3) 0.687
- 4-7 cm. 22 (31.4) 24 (32) 0.678
- 7-10 cm. 21 (30) 30 (40) 0.500
- >10 cm. 14 (20) 2 (2.6) <0.001
LDH. Level: median (range) 405 (240-680) 396 (230-700) 0.453
TNM stage
Stage | 25 (35.7) 32 (42.7) 0.546
Stage I 45 (64.3) 43 (57.3) 0.653
Stage Il 0 0
Stage IV 0 0

*

summary statistic is number (%) unless stated otherwise

** p-value by chi-square test, Fisher’s exact test, t-test and rank as appropriate
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Table 2 Intraoperative findings
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Open surgery* Lap surgery* p-value**
(n=70) (n=75)
Operative time (min.): mean (min.) (SD) 152 (+20) 201(*+27) <0.001
Blood loss (ml.): mean (range) 200 (50-700) 100 (10-500) <0.001
Intraabdominal adhesions 4 (5.7) 3 4) 0.741
Intraoperative complications 0
* summary statistic is number (%) unless stated otherwise
** p-value by chi-square test, Fisher’'s exact test, t-test and rank as appropriate
Table 3 pathological findings
Open surgery* Lap surgery* p-value**
(n=70) (n=75)
Tumor grade
Well differentiated 39 (565.7) 38 (50.7) 0.673
Moderately well differentiated 29 (41.4) 33 (44)
Poorly differentiated 2 (2.9) 4 (5.3)
Free margin in all parts of specimen 70 (100) 75 (100)

*

summary statistic is number (%) unless stated otherwise

** p-value by chi-square test, Fisher’s exact test, t-test and rank as appropriate

patients with renal cell carcinoma. All results, whether
short-term (less than 5 years) or longer term, have
not revealed any significant differences between the
two procedures in terms of oncologic outcome such
as the adequacy of tumor resection, lymph node
harvest and overall survival or disease-free survival.
The benefit of the laparoscopic procedure, including
less postoperative pain and earlier functional recovery
as demonstrated in present study, were clearly shown
in all studies. Port site or incision wound recurrences
were rare, or at least equivalent to open surgery|[8].
Intraoperative blood loss was usually considerably
less than in open approach, and the excellent
visualization contributed to such good outcomes.

Although an increase in operative time can be seen

in all studies, this increase tends to be much less as
the operator becomes more expe-rienced with the
procedure. In the present study, after the learning
curve period (20 cases in this study), the operative
time was usually less than one hour longer for the
laparoscopic procedure compared with the open
procedure.

Studies addressing the quality of life after
laparoscopic as compared with open surgery did
not show any appreciable differences, although there
was a tendency for a better quality of life in patients
undergoing laparoscopic surgery, especially during
the early postoperative period (up to 4 weeks)[9].
Duration of retaining NG tube in laparoscopic group

prolonged because some patients was received
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Table 4 Postoperative and short-term outcome
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Finding Open surgery* Lap surgery* p-value**
(n=70) (n=75)

Postoperative complications (as result) 7 (10) 9 (12) 0.229
Postoperative IV morphine within 24 hrs 51 (73) 33 (44) 0.008
Acetaminophen usage in postoperative time 24 (34) 5 (6) <0.001
Days on NG tube: median (range) 3 (0-10) 2 (1-4) 0.012
Days on urinary catheter: median (range) 2.5 (0-7) 2 (1-8) 0.510
Days on abdominal drains: median (range) 5 (0-14) 5 (0-20) 0.860
Days till bowel movement: median (range) 4 (1-8) 2 (1-4) <0.001
Days till oral diet: median (range) 5 (2-10) 3 (2-6) <0.001
Surgical site infection 1(1.4) 0 0.009
Length of hospital stay (days): median (range) 11 (9.26) 10 (7-14) 0.258
Death at last follow-up 0 0

Recurrence at last follow-up 0 0

Port site recurrence (laparoscopic group) 0

Follow-up time (months): median (range) 12 (1-48) 7.5 (1-44) 0.002

*

summary statistic is number (%) unless stated otherwise

** p-value by chi-square test, Fisher’s exact test, t-test and rank as appropriate

inadequate light mechanical bowel preparation and
poor compliance for this regimen. According to some
studies, the cost of laparoscopic procedure compared
favorably with the open procedure, because the
expense of laparoscopic instruments was partially
offset by the savings and economic output associated
with shorter hospital stay and earlier return to work,
as well as a better quality of life,[10] but not all
studies agree[11]. In my hospital, patients pay nothing
in open procedure (government support) and pay
more than 20,000 bath in laparoscopic surgery. These
economic analyses, done from the viewpoint of
developed countries, might not apply to other
countries such as Thailand where the cost of
laparoscopic surgery overwhelms the cost of open
surgery and saving related to shorter hospital stay.

Reason for the conversion from laparoscopic
to open surgery are usually related to locally

advanced cancer, inadequate visualization of critical

structure and adhesion[12]. The conversion rate of
3% in the present study is rather low, but this number
is unreliable because of the small sample size. In
converted cases, preoperative radiographs showed
plan for dissection but can not dissect in field
because of severe adhesion. Preoperative radiologic
evaluation of the primary tumor and evidence of
previous, extensive surgery can be used to select
appropriate patients for laparoscopic surgery, and in

the process reduce the risk of conversion.

Conclusions

There was no evidence of any significant
difference between laparoscopic and open surgery
for patient with renal cell carcinoma in the term of
operative and early oncologic outcomes in the present
study. More patients need to be included in a future
analysis. Further long-term follow-up is still warranted

to confirm or refute the present finding.
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The Outcome of Kidney Transplantation
2 Years Experience Sappasitthiprasong
Hospital

o

Wattanachai Ungjaroenwathana M.D.

Abstract

Purpose: To study the outcome of kidney transplantation in Sappasitthiprasong hospital

Material and methods: The data of 11 patients who underwent kidney transplantation in Sappasitthiprasong

hospital from 2009 to 2011 was determined in terms of complications and viability of transplanted kidney.

Results: Ten of 11 patients were received living donor kidneys by laparoscopic procedure. The rest was from
cadaveric donor. Five patients had complications, 4 patients had urinary tract infection, reoperation with
wound dehiscence, perinephric collection and accidental DJ stent suture. One had lost kidney due to

vascular complication. All the patients except the lost kidney one do not need analysis.

Conclusions: Although the kidney transplantation outcomes in our study still have high complications but

most of the patients 10 out of 11 can maintain normal life without analysis.

Key words: kidney transplantation, complication, result, laparoscopic donor nephrectomy

Division of Urology, Department of Surgery, Sappasitthiprasong Hospital, Ubonratchathani
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peritoneal space mitmmtgnnamﬁa 183 UNEDBN
doundn 50 cc 2 Wdasdenu e duil  eazgn
ﬂﬂmﬁaﬂiu 7 W 18 ureteral stent (DJ stent) QN
noaianTy 14 Yu dalnsfuskaiionsy 7 Su vds
N’]ﬁﬂ@ﬂ’mﬁ)ﬂﬁ%ﬂﬂ’ﬁﬂi’m color Doppler ultrasound
LAY renal scan NAVAIAAIU 1 LAY 7

falasunstdsnagidguiudu Tracolimus,
Methylprednisolone, Mycophenolate mofetil Tuaiag
induction mnifugfiledlésulaangusaeit sesmne
2:1§50 Basiliximab Fifu interleukin-2 receptor
antagonists 390618 warluya9 maintenance Q’ﬂw\lﬁ
Ju#N Tracolimus, prednisolone, Mycophenolate mofetil
mnrﬂﬂmﬁwa%wLﬁmmnm%léﬁ%’umimﬁﬂumL‘flu
Everolimus Wla¥ Mycophenolate sodium tablet a1y
AN Nluudayse

Anunluisaszasnansinenluszosiifioeaglu
Tsowenuna 33w naUsy 9 anzunsndeufiiiadu
wazdinisinmanzunsndeu deyaduszuininen
“97n5anuN9eaTin sazaRfilaaiien central
venous pressure LiBL $aN19HIAR doyanieiing
Ufriins 1éun 526 Blood urea nitrogen (BUN), Se-
rum creatinine (Cr) LLRZATUINUA creatinine clearance
»1N Cockcroft and Gault Method



waaws
wuiheildsumsidaugnaisle $uau 11 918
Toewdugithemesuau 9 9o frhendsduau 2 51

@
o

avnalisunsidedeindulsalanescey aie Tag

fifitaeifine 2 Au lgsunsnsnduiiislaudunis
Afladnfiu 1gA nephropathy Tnewuiniilsaaumlash
2 e frhesuldsunmardadgndalaldldizale
nMentivies 9 518 A5delanel “uiden 2 5 Py
Fruszuiainendun aeluansed 1
Tunguiiheiilésulnanguianeiiidin 10 518
%ﬂﬁv’mm\lﬁlmmnmsv\hﬁmﬁﬂmaanmm’wmﬂQu%ma
ffifanlaeldndostesinda Sedoyalusznitnisrida
W aslumswil 1 Teswuansisuguuazi “Boee warm
ischemic time, cold ischemic time, relative warm is-
chemic time Awsy ol 2 (2-3), 22.5 (20-31.25),
435 (39.25-52) uazwudndgiie 1 Algsuusana
‘menvjjv%mﬂﬁﬁma: NpIABTIiAn cold ischemic
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time 12 °ff"ﬂm 30 U1fl A" relative warm ischemic
time 39 U1l Wuiiae 1 3189 renal artery 3 LU uaz
waenseL “wideawud  1zluasanainvislaiivgn
delusznininge 7 510 uasfihe 4 9wlidd e
Inasananisladivgndne

wamﬁnmvgﬂam‘hﬂi%ﬂﬁswwﬁmﬂgndﬂﬂlmwudw
e 10 s1efinsviaueslafidgnds Tidndudes
§ala Bou avnanInsIINTRLATRNIRIAIT
il 2

masfnmassiinufinnzunsndoudl wnsasnm
16 4 swevsil

1. nsfiaudia Ecoli uaz E histolytica

2. idatuiingdnuuzaaslauaz “wienzesln
iovnuSinal  mresnilesuazluszwinenndatn
wuisepfusnasiolauaznsznizl ety
3. perinephric collection

4. suture material gmﬁ‘uﬁﬂﬁu DJ stent

TN 1w avdayaneussuinIng doyaiwysErINnNITAIGRA kidney transplantation

Topic

median (interquatile range)

mean (SD)

Lengths of stay (day)
age (year)
pre-op BUN (g/dL)

17 (12-19) 19.18 (10.82)
29 (19-44) 30.27 (11.20)
53 (47-66) 53.73 (14.79)

pre-op creatinine (g/dL) 13.6 (9.1-16.2) 13.52 (3.93)
pre-op creatinine clearance (ml/min) 6.73 (5.28-7.29) 6.80 (2.40)
warm ischemic time (min)* 2 (2-3) 2.5 (0.756)
cool ischemic time (min)* 22.5 (20-31.25) 24.75 (8.73)
Relative warm ischemic time (min)* 435 (39.25-52) 48 (16.142)
central venous pressure (cmH20) at end 16.5 (11.75-19) 15.8 (3.375)
point of operation
* ﬁagamww:mju Living donor kidney transplantation
aaeil 2 4 avdayananissnmlugieidinsviviuseslniignae
Topic median (interquatile range) mean (SD)

BUN before discharge (g/dL)
Creatinine before discharge (g/dL)

creatinine clearance before discharge (cc/min)

19.50 (18-27.50)
1.5 (1.325-1.80)
55.28 (48.925-61.63)

23.10 (8.103)
1.56 (0.366)
54.88 (7.63)
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atialsfinugiy 1 TeflFsunsusaalaain
ITERRL VPGl mz:yL“ﬂ\l,mﬁaw’m vascular complica-

YY)
a S o

tion TINANEUNINTDUNAATUNING 5 518

undo1snd

wadansmssindagndnsle daldindunislu
Tumoud LI qmaamsmﬁﬂﬂgndﬁﬂm MSAANAA
Tumandinen ‘awaliianisdiunaizesnisgninele
Toglal ansauslald nasievasalass nasiwiell e
dhusndumeuntiviifians @ mnfedamunsndeu
Tudumauilas ‘walinsugnanelalais: vas “usa
[14] Tumsfnaseiinuindunsindalasfidasunnd
f‘i%’uﬁmaumsmﬁmnﬂ%\ﬂ AU YA WnsasRUTELAuY
TushumadiansindaUgnanelaiivihldwanissnsuen
snaifueanluld Wonsndnssinizunsndeuiiingu
wazisleviu tansousndunsdifnueed

1. wuhnmsunsndeud dds nsicelaly

Aaaa

Tugirenlésuuianadiddia laldiinisasianis
wendnpdmuinduilgniainnsziaiien waswy
41§ thrombosis 71 renal artery Was renal vein Wi L3
WU thrombus i external iliac artery LL< external iliac
vein 18L& 1Anann13#d renal blood flow tiae il
\An thrombus Tu renal vein fiau w&3LAin thrombus Tu
circulatory system DI lATIINARTNAN ﬁmqﬁﬁﬂﬁ
renal blood flow tiapadaraialiaINNIRin1TWLe
289 renal artery Tunusifulantiontiviay vioiin
910 intravascular volume fitiae s Tunusfivindnsn
ﬂ@ndm‘lm‘[u@ﬂuﬂsmﬁwmwﬁLﬁammtﬁ‘;mﬁ\lmﬁ il
i W’J:ﬂﬂﬂ’«?’]ﬂlﬁ]‘ﬁﬂ@ﬂd’]ﬂ WAGNMINAN central venous
pressure anadwunlaliedte warlifidl  1zeanun
ﬁﬂﬁd quﬁwuﬂmﬂﬂu post-operative day 1 Lﬁa\‘w’m
§hedid  nmzfissnanladnegduauniaihlidnla
Fuiuil  neiisenanladilifunmsgndis 55Rens
suiunstunmstlasiulaliifaside M3 nephropexy
Wistlasiunisiinnisdilawaisuauinnisdawuzas
L“ULRDA N197M979 color Doppler ultrasound #&IN1S

o

WAL wasfinmnuiinnil  Mzasvithelasil
fofinnaudl  nzihnzesgihedin

2. MazunIntoun ApinudnaiwvileAs 13
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Wan1siaden1eidul  1endean pendnenig
voil Mzl twszuneluviela (double J stent)
aanmm’wms@ﬂw%\'jmaLﬁmﬁnnmiﬁﬁm‘sﬂulﬁaumm
Folsrue ‘aendos Teaudeiimudiu £ coli uazlu
Qﬂ’)ﬂ‘i’]mﬁﬂ’lﬁluﬁ’ﬂldwuﬁﬁiyﬁﬂL%‘la\‘lﬁﬂdeEIQ’mﬂﬁﬁﬂL%ﬂ
E. Histolytica ﬁamammnm‘;ﬂulﬁaumadmmsﬁﬁjﬂw
Susznu AResaiunslunstlasiulsiednde
n1smIeniasuaraUnIainig ‘pndnalisnAanide
wae T 'mné’ao@'ﬂaﬂﬁiﬁ%’unﬁiﬂgndﬁﬂ\lmLﬂu‘swmwnmaa
u 5andensi q“llﬁﬂ‘]:}’]LLﬁQﬂ’)ﬂiutgﬂdﬁﬂ\iﬂ’]wﬁﬁﬂii
Fudsemu

3. AMZWNSNFUNIRNNSNAANSRNIAVDY

a 1 %

\eyresvissluszninmsnindadgndrolalugieils
SudlamegasiissnouridiaUgndsle uaswuiigihe
fUSuull  Mezeentiouan widnaldsunisnaie
color Doppler ultrasound Jdaanaslald ue
Lﬁﬂ\‘lﬂ’mﬂmtLLWV]ETQ%'ﬂB’]ﬁ'G’JE\]L%ﬂd‘ﬂﬂ\‘m’]’)t\lmnﬂLﬁﬂﬂ
Jaldhfthednviesindaiaglauaz. “wisasasled
liugnane wuilafidgndrefiudnd uswudrsesdy
vinamelauaznszingdl  mefidh@usenan S9léh

idnilevialalva wazlutusdennil  1raesfied
USanaufindumnsidu aahohﬁmmﬂmmn@ﬂwﬁ
AAul “a 1 FBUNIN WALAY serum creatinine anadlaxN
Falé 9§evin Hemodialysis Tu post-operative day
3 uisailends iflasaniimsdnesecidoytaiios
T ugesfoeansme 183LLNESIUIUNIN Uas
Wavinssalnafiunan16nluzgg post-operative day
10 wuhuwafiimisdnane uauwaiidundwiodu
Unf Seldfuunalnd uazsedn 25 Ju nioniu 'aenday
maviadl  Mziiier eszuneluviela (double J stent)
28N NINBELe Tu post-operative day 35 law
Tdwun1azunsndaudinidniziiadssniunislunig
HosuldlAndAaifinaussdinss Solunisusnife
ygauwinelsiliinsgne uazifeuszuzadnlng
windefiSana 191eeNN1AIN MBS IUIUNN
4. pmzunsndaufiinan perinephric collection
Toawuindurdsani (eszuueen LAz BIndpeNIe
violl Mzl neszunsluviale (double J stent) aan

mm’wmmﬁﬂw’[u post-operative day 15 LALWUIN



A1 serum creatinine ”aﬁu anT198edans1stl
WUIH perinephric collection Qﬂ?ﬂlﬁ%’ﬂﬂ’ﬁ’n\‘l ol
percutaneous drainage LAY 9 "stharanuinlaila
il 1y wazfiheldiuns sandeemaiedl 1t
Wiada 19iiun sidhviela (retrograde pyelogram) Wy
lifinnsizes 23w 9 egnlsimailasannySuna
ﬁiﬁﬁﬁaaﬂmmﬂ 18 percutaneous drainage\ls\iaﬂm
Falel " 1wszuneluviole (double J stent) Tvisi wa
1315011 18 percutaneous drainage aanld 39ld ‘ae
ndaemeviall  zdier 1wszuneluviele (double J
stent) ponansemedievaaint Tnsi 30 Su Wil
asrasansmisnasanuinfulng 35aassuiunis
“[umiijmﬁ’uhﬂﬁtﬁm%nﬁamsﬁgn‘via‘ﬁwmﬁadu%nm
LUlRBA external iliac agwUsdiaiiatlasiun1sia
sl uviny uasdosynvisiindssusinudalaiilasy
v3ApUIT dinuiu
5. amzunsndauainnaill wnsarn essue
Twvinla (double J stent) sananswmegield e
w9 nnafif lsduieaty eszunsluvele uwdfiase
Tulnufuazasf wnsavi "eszueluvisleeanls A5
fiassiunslunistiasfulailfiAndrae urisladie
AnNsEnseYelasiunsiiy 1essuneluvale
Tunsfnasetinunnzunsndeu Jituinuas 45
AL giyLdﬂ\lﬂﬁﬁQﬂd’]ﬂ%ﬂﬂﬂt 9.09 Foifusruaud S
swouinuludsznalne Tag snasgnineeionzuvs
Uszwalnewudn # afuiisaalasemsamzidougn
dwadeizdszdnd wa. 2553 9 21 urle 91Ul
theil#sunsrdinugnanala 354 3o Taglisuusana
mn@u%mﬂﬁﬁma: Np9my 169 118 wasldsuusana
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mn@u%mﬂﬁﬁ%“m 185 318 wudin e "ela 5 57
AmduFesar 1.37 §ihe sdin 6 918 Andudesas
1.69[6] uazdnyalususzmaiinuns at “ole Faus
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Sepsis in Urology

UNANED

Sepsis Tufasnssnszuuil Mty ﬁamazﬁﬁmiﬁgmmmmL%an'aiiﬂ (pathogen) i1 3198 uasdl
N13M0Y UsIRtNTUHaU (complex response) #I8N13 379 endogenous mediators N’]Lﬁlmﬁax‘lﬁlqumiﬂﬁ
FoviliAnensuazaInisu Ny Nl n3iiiuedlsnazi3nann sepsis Ml severe sepsis Was septic
shock Feifiailada “sesianis “eF3aunTu N3309ANHUETBIDINTST (Symptoms), BINTL A9 (signs) LAZNT
@LLa%'msnashaﬁuvhaﬁﬂﬂN%ﬁNﬁhﬂﬁ%’ﬂﬁﬂLLazm‘swmmm‘TiﬂﬁﬁTuwmmﬁ%ﬂdnﬁa e, szueanen, une,
nalnmssdiulsm, NMIuLeTEiuTed sepsis, Hadun9iin sepsis, 81NN ARTN, NT AT wAEMTSNEN U
iaedu

Key words : Sepsis, Urology, Pathophysiology, Treatment
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unun (introduction)
Sepsis Tufasnssuszuutl 1y (urosepsis) Vi

1<

wHunnizisesuidaslésunisidadeuasnissnuiating

o '

Wuvid  wszdrdnluanaiianaunindoauniainuile

= a

Feguusein aRan13L sdIneefiae Tuvununaas

dasunndszuudl  Menisdihlatewens anwuaznis
Tinssnendesdulugwingaigndesdu s dwla
fouluniniswidasne Tuuniuidsilaznainie uro-

sepsis Tunnudyaivenmailuld deenefivs: “ndnm

A8 (definition)

Urosepsis @D m’;zﬁﬁms?n‘mummL%an'aisﬂ
(pathogen) 11 '19me uazlinsney upsetindutou
(complex response) #8N13 379 endogenous me-
diators[1]mLﬁm“ﬁmﬁ’umq]nﬁaiﬁ%\wi’ﬂﬁt,ﬁﬂmnmta:
21M3U A9TBIRLIY N3N \iurealsAaziFnaN sepsis
Uil severe sepsis Way septic shock Teifinilade
Leasians “pdAanntu

S:UMAdNYWoL sepsis (epidemiology of
sepsis)

ndayawey CDC Useind %#igaiuin 318U
gUAnsnizee sepsis Yszanu 750,000 Musall uaz
Wl s einuszann 250,000 Tesiell Tasazwy
Tuif 991y (1nnn 65 T) snnninludvdu uaznindesas
50 § wmamnnﬁﬁmu,%a“lus:uuﬂ 1% (urinary tract

infection)[2]

AU urosepsis (etiology of urosep-
sis)

Urosepsis tNA31n Gram-negative bacteria (Imﬂ
laW1zae9ie Escherichia coli $ouay 52 usniuiin
97N Enterobacteriaceae spp. 3088y 22 LAy Pseudo-
monas aeruginosa 3888y 4), Gram-positive bacteria
(WU Enterococcus spp. 39Uas 5 WAy Staphylococ-
cus aureus 3opaz 10) wazidadulunsindelulse
WeLRB AR urosepsis (3Eas 1) Fasnifude
ﬁﬁaﬁaﬂwﬂﬁﬁfauzwmﬂﬁ's (multidrug resistant bacte-

ria 11 Pseudomonas aeruginosa)

g
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Pathophysiology

Sepsis Lﬁﬂmﬂmi‘gmmmmL%adaisﬂ win U
Usznevesidorialsn 1y 1389Usznevyf cell wall
2p9LuAfiiSe U lipopolysaccharide (LPS) lagiamne
lipoid A Faifu endotoxin ﬁagjuaﬂ membrane 28\
Gram-negative LLUA7IL38 130 peptidoglycan, teichoic
LLay lipoteichoic acids 789 Gram-positive LUATLIY
730 toxin LU toxic-shock-syndrome-toxin 1 LLRE
Staphylococcus aureus toxin A ¥4 157 Ldna1aun
Frefiutiazsuiu receptors WAL co-receptors L1l CD
14, toll-like receptors TLR2 LLae TLR4, CD18 (Beta 2
integrins) LLAT selectins %Gﬂgjuuﬁuﬁ’mm monocyte/
macrophages, neutrophils LLaz endothelial cells 9
9:nal¥LAn intracellular signaling molecules LU NF-
kB LRE protein kinase C &9 intracellular signaling
molecules fiatlunszduliiiinns “sasziuacian
1/ant endogenous mediators NAEFILLEU cytokines
WY interleukin (IL)-1, IL-2, IL-4, IL-6, IL-8, IL-10, tumor
necrosis factor (TNF) LAz platelet-activating factor
(PAF) 9 pro-inflammatory LA anti-inflammatory
mediators mmﬁﬁnazgnﬂamﬂa’aﬂaanmmnﬁﬁme
Afinnssne vuaziiiu 7Lﬂ@TﬁLﬁﬂﬂﬁﬁLﬁﬁﬂuLLﬂaoaai'm
mnﬁv’owamwwzﬁ (local effect) LLazﬁ\ﬁzUU’iNmﬂ (sys-
temic effect) K1U mediators #19¢ LHU chemokines,
prostraglandins, thromboxanes, leukotrienes LaE
endogenous vasodilators nitric oxide (NO)[3]

TNF-alfa uaz IL-1 fu primary pro-inflamma-
tory cytokine Wazil biological activities finilauiu[4]
9 mrﬁh%‘l,ﬂLﬂﬁﬂuLLiJaa@iuﬁmuquqmwgﬁmmiwmﬂ
#i hypothalamus dafunaliialiTuiig uazdeiing
fin formation reticularis it wpedaiiu sleeping-
waking center F¥avinlFiiinanuAaUnAlunmuauuas
comatose uardoinlviinnsuanuassaas ACTH Tu
hypophysis ¢18

m::{?juw"lu hematopoietic growth factors acaan
qm%ﬁu‘lmn‘sz@n (bone marrow) nszdul#fing 319
neutophils kaziantass neutophils fitiuly Feiduna
1#4fn peripheral leukocytosis LaNISHANTIUIUYDY
immature neutophils (bands) waﬁiam%n‘szﬁu’lﬁ



neutophils uLAa phagocytosis BE19TIASIURZHAR
bactericidal agents ¥ia8A2L%U proteases LT oxygen
radicals

n3vdu B uar T lymphocytes WAz “9iAT1E"
antibodies LAZ cellular immune reactions mn"ﬁu
pelsfimnudnnie sepsis Wudailaseniuiu (persist)
meaznduidinly .AMe anti-inflammatory immuno-
suppressive stage M3afli3ani1 transient immune
paralysis Lﬁa\‘i’nﬁﬂﬁmi apoptosis 984 B cells, CD4
helper cell s follicular dendritic cells[5]

aeludy (liver) ziNINTEHUMST “IATi
acute-phase proteins iU C-reactive protein (CRP),
complement factors LLae alfa 1-antitripsin

n&auila (muscle) aziin1s aw proteins uay
L protein catabolism wazUanUany amino acids
Foazgmilul#lunns “seszef antibody 2093198

Tunapaiden (vascular) 9:§inanszéu vascular
endothelial cells T9asWAN cytokines LU PAF WAy
NO LLazﬁdﬁnﬁiLﬁu“ﬁu“ﬂﬂ\‘l vascular permeability Tow
vascular endothelial injury LLae endothelial detach-
ment §97N19LANNNT “9ATIER cell-surface molecules
FoazylHiAan191finn155u289 neutophils U endo-
thelium uasdoiinnisifinduses pro-coagulatory
activity YU endothelial cells LLaz WiNNNT ATz plas-
minogen activator inhibitor LL@tﬂi:ﬁ@ju complement
ILlee blood coagulation systems Fawavavaaiivinl
i@ microcirculatory failure, tissue hypoxia, organ
ischemia wazlufl 0 organ failure[6]

Tunenduiu IL-4 waz IL-10 By anti-inflam-
matory cytokines fisvanazlududonsnanmos IL-1
Waz TNF[7]

un uzenalnseg dusuasiliie sepsis,
severe sepsis LAT septic shock %dﬁy’dwumﬁﬂmﬂ
wmansaifsiolyil

1. srvunmsluadisuzeefiamisuazateizaisly
LERIIINAUNITANAITDY arterial-venous oxygen gra-
dient Fa1inan by-passing the capillaries 9711 multiple
shunts, N5 ¢ Y8V lactate (metabolic acidosis) Lae

anoxia
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2. NMIN3efUBY compliment waznaln blood
coagulation

3. MInIzHuLed B uaz T lymphocytes

4, msmzéﬁumm neutophils Lﬁﬂ\‘]’%’mﬂ’]ﬂﬁﬁ\lﬁu
Y8J chemotaxis LA adhesiveness

5. mﬂﬁuﬁumm capillary permeability (capil-
lary leakage syndrome), hemoconcentration ¢
N1IRARIVBN circulating blood volume

6. N5 ¢ ¥¥8Y neutophils Tuvan Foazfinng
Vié"\‘l"ﬂa\‘l proteases LA oxygen free radicals %ﬁ%lﬂ
\Wasuuay alveolar-capillary permeability &9vinl#iAn
n19ufiN transudation 289 liquid, ions LRT proteins
L‘ﬁ’fl‘i_lq; interstitial space F9lurinefl qmuﬂuwa‘[ﬁlﬁm
acute respiratory distress syndrome (ARDS, shock
lung)

7. \im myocardial depression LA hypotension

8. 199N13LNA apoptosis 789 lymphocytes LAY
gastrointestinal epithelial cells

9. 1iim disseminated intravascular coagulation
(DIC)

10.\innshanezeveieizmely uaslud AL
Jszprnsdumaed fu, 1a uazyen (failure of he-

patic, renal and pulmonary functions)

Classification system

NMY sepsis duds wrsaiely ounsaide
Lifinsfinde bacteria léauiy wu Tuny poly-
trauma, ischemia, hemorrhagic shock LLag acute pan-
creatitis Tuﬁﬁa:ﬁwmmﬂai:ummmq: sepsis ﬁ\‘lﬁ
Anu 1A lunsUseifiunswennsal (prognosis) 89
vﬁﬂmﬁaﬁ

Criterion I: definitive evidence of infection (posi-
tive hemoculture) or clinically suspected infection.
Bacterimia may be low-grade (< 10 bacteria/mL) and
transient. Multiple blood culture may be required

Criterion Il: Systemic inflammatory response
syndrome (SIRS)

1. Core temperature > = 38°C or < = 36°C

2. Heart rate > = 90 beats/min
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Respiratory rate > = 20 breaths/min

4. Respiratory alkalosis PaCO, < = 32 mmHg

5. White cell count (> =12 x 10°/L or < = 4 x
10%/L)

6. Immature neutophils (bands) >10%

Criterion Ill: Multiple organ dysfunction syn-
drome (MODS)

1. Cardiovascular: arterial systolic blood pres-
sure < = 90 mmHg or >40 mmHg less than patient’s
normal blood pressure, or the mean arterial blood
pressure < = 70 mmHg for at least 1 hr despite
adequate fluid resuscitation, adequate intravascular
volume status, or the use of vasopressors in an
attempt to maintain a systolic blood pressure > = 90
mmHg

2. Renal: urine output <0.5 mL/kg of body
weight/hr for 1 hr, despite adequate fluid resuscitation

3. Respiratory: PaO, < = 75 mmHg while
breathing room air, or PaO,/FiO, < = 250 in the
presence of other dysfunctional organs or systems,
or < = 200, if the lung is the only dysfunctional organ
(PaO,, partial pressure of arterial oxygen; FiO,,
fractional concentration of inspirited O, [0.21 when
breathing room air])

4. Hematologic: platelet count < 80 x 10%/L or
50% decrease in platelet count from highest value
recorded over previous 3 days

5. Metabolic acidosis: a pH < = 7.3, or a base
deficit > = 5 mm/L, a plasma level of lactate >1.5
times the upper limit of normal

6. Brain: somnolence, confusion, agitation,
delirium, coma

Faew criteria F98uil sepsis  1WsauLiaLdu
3 Je8e (sepsis stages) Tgeroti

1. Sepsis fAn criterion | 3INAU pENstiy 2 dip
209 criterion Il BadnTIN9L “pFAnazuszanuiesay 7
\Wedl 2 48289 criterion 1I, opaz10 el 3 dev0e
criterion Il uaz3away 17 Wl 4 Y8289 criterion II

2. Severe sepsis A criterion | S707Y 2819

&)
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4

>

tipe 2 diavavcriterion Il uaratvlay 1 o809 crite-
rion Il Fa8n1n19L "B udsiunua o lésuna
n3eny 1§, Jen uazle Tapazagfidonas 15 v 20

3. Septic shock A8 criterion | 590U peiNgtiay
2 4ipuay criterion Il LLax refractory hypotension (cri-
terion IIl), 1% arterial blood pressure <90 mm sys-
tolic, or 40 mm less than patient’s normal blood
pressure, or mean arterial blood pressure < = 70
mmHg, for > = 2 hr, or need for vasopressure to
maintain systolic blood pressure > = 90 mmHg or
mean arterial pressure > = 70 mmHg Fadn5n3

Vedinvesnguilaz swnninIeuaz 50-80

Uode1"goueunsiin urosepsis (risk fac-
tors for urosepsis)

mqﬁmn‘ﬁu WU W25 ANZTIR 159N,
nMzpfiduiuunwdes 5975w nsldeadithia s
qmﬁu‘lus:unﬁ 12 (obstructive uropathy) 37N WA
A NNzl NEEMIINTEULYSE W N
Tadne u miﬁmL??aLLUﬂﬁL%wiaugnwmnLLUULﬁsJUWETu,
epididymitis, renal abscess, paranephric abscess,
prostatic abscess Wazn13AAalUlsIWELNaAIT 1T
Ml el mofuszariauiu mafadendonis
HdRsiangnuan N9 ‘eendevszuudl 12T uazns

andulilaensiladenianeniinevessaugnvian

91n1sn1vAaln (clinical symptoms)

FTNUANBULNINARNLN 1BU tachypnea (>20
breaths/min), tachycardia (>90 beats/min), and hy-
perthermia (>38°C), or hypothermia (<36°C) laza1a
R I IR it Jduing $auiunsnun “u
Iu‘ﬁﬁdﬁﬁﬂ’ﬁjﬂi’]uﬂax‘]LL‘UﬂﬁL%EJ 39 clinical stage 789
urosepsis wiipanliiiu 3 stages wroil

1. Hyperdynamic early stage

Wiansvelaisa (hyperventilation) vinlwiin

respiratory alkalosis, ﬁjﬂ’mﬁaﬁi’mmaﬁuagluﬁwﬁ,
Cardiac output %whﬂﬂﬁw%ammﬁumn%u (up to
10-20 L/min), §N198AadY89 peripheral vascular

resistance LR arterial-venous oxygen gradient,



Central venous pressure 8naUnfvsaifisdu, Swasay
ﬁ%uuaumm ANNAULTNANRY (hypotension), 8198
nsaaul” 9 deu Tieet "y N3 UnTE M U U uazd
disturbance of orientation
2. Intermediate stage

Juszuznandeiing ¢ w989 lactate Huwa
T¥ifin metabolic acidosis, n&iiaalavielilai,
finslnazes plasma Ui interstitial space ‘?Jﬂx‘flﬁl,
fuuarlaaiiagann1sfl endothelial injury LAY
\inTuze9 vascular permeability &9 IwaliiAnn1g
yauiiRaUnfizasa Tazdediuauin organ failure, 1in
disseminated intravascular coagulation (DIC) LLag
consumption coagulopathy tHunaliiiaianasn, N3
PIM oxygen ‘[uaﬁ'ﬂ?tﬁi’m"i, organ failure wazTud A
flon 1"6%3man septic shock Foivmnisaisionsn
Lﬁm’mmimzﬁuwm complement LR coagulatory
cascades WarN1ItANTUTBINITURITUTEY cellular
elements 21 neutophils, thrombocytes LLas endo-
thelial cells

3. Hypodynamic late stage

Tuszarilifuszosiing Aispaaiiieasiiu
uazfiadon, dn1sanaspoy cardiac output, N1t
"ﬁuma\‘i peripheral vascular resistance \{10997n vaso-

constriction LLAZN1IAAAIYDY central venous pressure

Diagnostic Procedure

maasameisstfifinng awnsodaslddeyalu
mAfaduld feteell

Erythrocyte sedimentation rate Lﬁa\l"ﬁu (normal
range: females 1-25 mm/hr; males 0-17 mm/hr), C-
reactive protein (CRP) Lﬁu"ﬁu (normal range, 0.1-
<8.2 mg/L, depends on the method used), Leuko-
cyte counts (>12 x 10%/L or <4 x 10%L) with toxic
granulation, and immature neutrophils (bands) >10%,
Thrombocytopenia (<80 x 10%/L), Hyperbilirubinemia
(normal range, <1 mg/100 mL), Increased creatinine

level (normal range, <1.5 mg/100 dlI), nswulysiiulu
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i1 1% (Proteinuria), N13L1A respiratory alkalosis Tu
sepzuanuazlufl aaziiin metabolic acidosis, Laziin

hypoxemia

N1s '0MS29N1VaBIINe (Microbiology)

msﬁ%ﬁamaa@ﬂaﬁlﬂl,m:L%aaimﬁaﬂ anss
L‘flu"loﬁﬁﬁLﬁu’[umﬁﬁadﬂamognﬁm ASIenadeg
Wmsfudeaannd ssasaiioseinanainnig low-
grade 18V bacterimia 16 (<10 microorganisms/mL)
FooanulgTunmamnzidensousnilsinuidalsadony
Tfunnin3esas 50 289013L sepsis TIVNA NI
Lﬁaﬁmsv‘fﬂuﬂdwﬁﬂﬂwﬁ‘lﬁ 9 Tunsdlfigiaelisuen
UiFuzluudmnindenlumzidofss wnanvile
od lnaufuilenlugenounslienlugsdaly

N19 9 purulent secretions, urine NIDVUDY AT
ANz Tase Yolasaniznsduidieusniiui
SNEEN

n1sSnun (therapy)

mssnsfindnnissat

1. Stabilization of hemodynamic

2. Improvement of oxygen saturation and
utilization

3. Sufficient organ perfusion

4. Improved organ function (heart, lung, liver
and kidney)

5. Antimicrobial treatment of sepsis

6. Sanitization of the focal source of infection

7. Essential steps of therapy

suU (conclusion)

AE sepsis UWTBY urology AlduEaed Méty
Tailggantauluniinisuidasnen Wissananudnlalu
Savra9n1TiaTadlsa n1seiuzaslsa aInNITUAY
2IN150 AN NITATIANLAN  Lazn195nEn [ padiu
& a a o o o 1% o ' &, 4
duei Wauazdudrlagnievdenazidudsslomd
atvansafiefindasinmssheniuies
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Pneumatic Ureteroscopic Lithotripsy for
all Ureteral Stones in Trang Hospital
N
Sompop Theerakitpaisal, M.D.
Abstract

Background and Purpose: Shock wave Lithotripsy (SWL) has a variable but low success rate for large or
non-opaque ureteral stones. Ureteroscopic stone manipulation may be the best option for all stone size,
consistency and position of ureteral stones. This report examines the feasibility and effectiveness of pneumatic

ureteroscopic lithotripsy for all ureteral stones.

Patients and Methods: 612 patients with impacted ureteral stones were treated with URSL using 6/7.5 F
Semirigid tapering ureterorenoscope and pneumatic lithotriptor under regional or general anesthesia. Double-
J Ureteral stent were placed in all patients owing to the large stone burden, edema of the intraluminal
mucosa and accompanying ureteric injury. Success was defined as stone free status on parameters and

outcomes were analyzed.

Result: The accessibility rate of the stone was 99.3% (608 of 612) and the stone free rate for the first achived
after one setting was 78% (480 of 612), after the second or the third URSL with adjuvant treatment, the total
stone free rate reached 100%. No patient needed open surgery and there were no major intra-operative

complications.

Conclusion: Although 22% of patients needed the second or the third URSL with adjuvant treatment

pneumatic ureteroscopic lithotripsy can be considered the best choice for all ureteral stones.

Urology Unit, Trang Hospital
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AnwiUs: “ndnwuavipSaviie Pneumatic Urteroscopic Lithotripsy
Tunsuinsin “aundevnselolurielnvevlsowaurafuanso

pwu 8s:Nolwrna

UnARgo

wiazfiindos aeifedunas wnsauitamlsadalfetemannany ud wsuiialuisla mssde
‘aendiounsetly (URSL) fidaiazifumafeniiai o s 'mmLLﬁnWﬁqmﬁv’uTuvialmlﬁtaﬂ laiflunafinsiy Nz
unsndeutios aldFTegn uihszeznamaindaeziindu wa “uaenaanas amamuiaiiladu wasdumis
vialafl oty A2a uFaanmsingn ‘seandesinnimislaaousniie siedouas 78 1laTaatunisinga ‘ae
ndisvtmdel Jumsinmdoiedes aeiudn wa s slddedosas 100 Taslivsingnnzunsndeuiiguuse

nalag U N3ken ‘sendievnsaiialaslindes Semirigid uazviliiluanlay Pneumatic Lithotriptor
fise “nBaw _suisawe “wiuilmnanaussdumiviuviala lasfinnazunsndeutios lifiunafiass Aldaegn
uaztazdumalieniidi alunmssnenlsainluvisle

JIUARENTINNILAUL] 17 Twwmmaguﬁmfd



unun

Fandansadusenianenaldvestszinalng
wifigifnsafveslseiimnadiull  neide 11 e
Y529n7 1,000 AU Wafisuiuniens Jusanideamile
F9_9 0 4.2 sipdszanns 1,000 au[l] uslsadalutie
‘meuqﬁ’ﬁm‘mﬁ”aﬁﬁaﬂaz 52 \flafipuiumunisduy
gaemaiull 1y uazudan $wanauiuthennd
N331U finie wasyi i o “amSanddalusumio Bug
aaniiuil 1y mashmdaluvislausndngay
ardnsidadaunaieriieeniduy wing  ualu
fagudeanuimimunisunngisiniedanan
Fumssnmfeietes seflmsemanidauuy ‘sendes
dvislalddnanunuiinisindauuusaduiouiese
Wasnnidudsildfuwa §utaetdos waulsenenuia
% navldvieuléigs

n3H6e ‘Bendessnenialuviela (URSL) u
wﬁa‘lumﬁnmuun Minimally invasive surgery ﬁﬁ
Ysz " nsnw v wazldsun1ssuses2] waffidadndin
sjamniut%wmmﬁaua:ﬁwLmuoﬁLLmnﬁiﬂaﬁuTuiwmu
flazfnwuazinn uedss “nEwasas URSL Tunsinmn
ihlurislannounauasnnsumisaaly

35n1sAnun

QEETPLERE

Wenifilulsailaluvialafisnnsnundelsewenuia
Audnda 1 Aguisu WA, 2549 - 31 WOBAAN WA
2554 ynywiidunad 1y 612 e

Inclusion criteria

1. fiulsadialuvielaaunn 4 fadwnsaulufisnen

U7 32 dnfl 2 $uanaw 2554

wuutinTelaivng
2. ladnatiulaid onuy Poor function 310 IVP
38 Ultrasound

1 =

3. 399NeH Functional class 1 %38 2 Ww3aw

[ (%

WA LG
4. fhelReninsdieiBidauuy ‘aendanie
Funarann13snsEaeds anedininou

Exclusion criteria

1. ffmawiundmsaduie 2 419 uenwdle
andialuriale

o aeddalsaimsiiul  Mruuulauna
NnaU

suuuuMsAnm

WHunsAnsuuy Prospective study

InAlANTSUiNAR Ureterorenoscope

9:¥1N13 cystoscope fiau 1 guide wire WU
ureteral orifice LLay dilated orifice %78 metalic dilator
il ' URS 2u1n 6/7.5 F nmsnsaiinlviuanld pneu-
matic lithotriptor (Lithoclast) #9715l ' Double-J
stent mxdored Wsandmegievaerae e
81N13RTY lsiﬁn'lazl,l,msﬂﬁau':;ul.l,so WaRaaunn
Yszaa 2 “Uaiaumeundfe Lififamasuazeinis
anlsatmngly

wan1sAnu
1. Clinical characteristic of patients

iudaya 1 fguisu we. 2549 -31 wosA1AN
W.A. 2554 Iﬁﬁjﬂqs 612 978 118 322 AU Wiy 290 AU
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TIUNGNAIDENTUUNANNA (L)

91y (@), wa (M/F)

102

-105 -55 -5 45 95

AN 1 U AT INIUNGNAIDE NI IUNAING WD

12997y L T Fewar
%518 LGN
<201 1 1 2 0.3
20-30 ¥ 38 30 68 11.1
31-40 I 56 42 98 16.0
41-50 I 76 70 146 239
51-60 I 102 94 196 32.0
61-70 1 28 32 60 9.8
>70 1 21 21 42 6.9
PIotY 322 290 612 100
2. anEUzi)
Opaque- Semiopaque Non- Opaque Size
97y 98 <1cm 1-2 cm >2cm
477 135 294 226 92
78% 22% 48% 37% 15%
> 2 cm, 92 <1 cm, 294

48%

1-2 cm, 226
37%

* Non - opaque stone estimated stone size by filling defect 783 IVP, U/S or intra-operative stone size estimation
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3. Stone position and size

U7 32 dnfl 2 $uanaw 2554

<1cm 1-2 cm >2cm Total
Upper 70 50 52 172
Middle 50 44 28 122
Distal 174 132 12 318
294 226 92 612
4. Procedure
No Mean M/F Mean L/R side
age stone size
Total 612 49.20 322/290 1.2 308/304
First URSL 514 48.40 187/261 1.2 264/250
Second URSL 74 46.3 60/14 1.8 34/40
Third URSL 24 52.2 23/1 24 10/14
Ureterolithotomy - - - - -
Adjuvant SWL 72
- Post 1% URSL 34 46.2 20/14 1.2 18/16
- Post 2™, 3 URSL 38 49.4 24/14 16 20/18
Adjuvant PCN 4 46.2 4/0 22 4/0
5. Need D-J stent (212 of 612) 6. Average Operative - time with stone size
Stone size <1cm 1-2cm  >2cm Stone size <1cm 1-2 cm >2cm
FWAUANA  60/294  80/226  72/92 Minutes 17 22 35
M/F 36/24 50/30 42/30 Range 10-27 14-35 25-52

40 1 O <1 cm

30 | 72 1-2cm
20 1 #>2cm

10 4

_

average-time
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7. AN UNBUARRESEEZLIATNIAAILLUNATNTUINDDIIN

Group N Mean Standard Sig
1 (<1 cm) 294 17.21 3.008 0.000
2 (1-2 cm) 226 22.00 3.878 0.000
3 (>2 cm) 92 35.00 6.757 0.000
Total 612 22.04 7.601 0.000

8. Post - operative serious complication

Serious complication

U (578)

1. Blood transfusion none
2. Severe ureteric injury or avulsion none
3. Infection
- Acute pyelonephritis 20
- Septic shock 4
4. Re - admission
- with acute pyelonephritis 15
- with ureteric colic 22
5. Death none

J01snd

Wannnsemsundseusiinisliedes et
(SWL) wazm3undiauwuy 'sendaensaiialuviala (URSL)
lFnmssdauuudauna msusnsndalurislatiaa
NN aahohﬁmuwanﬁ%’nmﬁﬂ’aﬁﬂ”aaﬁﬁﬂag U 7
uIENNIN 1 wufns dnldnad viadaluviale
JUNRLAE URIHA WFamsshsanindiisle
yu[3-6] Wudu  umsidanuuezEule ‘aeandas
lunsaflaviale auLuBan (Antegrade percutaneous
nephrolithotomy or PCNL) fifinnswaunanlgsnundia
Tuviala upufifiauianinndn 1 wufues Lwad
wavienn diunufl_sndn ms awilmBeidauuy ‘e
ndpgidimialaan AN Azunsndeuiilan
Lﬁﬂlﬁuﬂnndw§uLLioniﬂ gy fanuazindgeslon
\Ronaansnn Anidonioiudl MeTUN7] Dudu

nssnsiluvisladneedss aeds (SWL) u
BTG usand A usna "15araudenn Tasanizis
UIALNY 1 Lﬁuﬁmmﬁulﬂ[&g] wazmsldieaTos ane
ﬁaﬁLﬂuﬁ%ﬁwmniniwaLLazszﬂ:nmm‘mqmanmmﬁa
v3amamemsaadiuvialaldenniniztug

nsdalasni1s ‘aendaidnlunsadiatuviale
(URSL) ({udsilswad Tosuanuilonit amsnziiuis
fuinmsgaduzoaiolaliaendeinga Lifluwa a1az
unsndoution

wmeiflanis ‘aevislailaqiiuiin3esianunisuds
(Semirigid) uazuuUUlFwalé (Flexible) wunwsnusIAN
gnuazldonidis mun udan amnsalunsléese
Tumaanuanassavis laduiasninuuunas

Sunailanah IFwanfinswaunsousuuy

%
v a A

AILANAD WANITUAN Pneumatic lithotriptor (Lithoclast)



wJulnil Electrohydraulic (EHL) uazan alfiaizes
il uan (Lasertripsy) %\aﬂ”agams%’nmﬁuﬁndw
WUDWSN uaRFuuuazawgsentumslEi andsnn
[10,11]

Iiawmmaquﬂm%aﬁﬁmﬁﬁ'ﬂL%aa \A3avile HiBeu
5\134:\1W’6uuumﬁﬂnﬁv\hﬁﬂLLUUT‘B’nﬁm ‘pavialaiuy
Semirigid wazn1VNHiuanTd Lithoclast Feudeuse
numu 9engn fuse “nanweg luinasia wiitfoynli
@’ﬂaﬂlﬁ \laiﬁwmman%’auﬁ‘guma AU INAYsE “nBaw
Tumsvihlitaeenanvielaldfisasay 100 Tuszeziian
fRnenUTEIN 3 Wau

finfsflaualna Ten wdn ‘sendesadedt 2

=l

Y158 3 9N INTUNTITITUIALEN tazlam hiNN1TINEN

v aad

Fre358u U n1sledey anetia NSl qeeviale
(Ureteral D-J stent) Avneuludneg Tesanizian

]

foun Tvainin 2 iufwnstuly

srazalumsidaian3sudisuserinetae
3 ngw AFnenafuateity @ (p=0.000) Faila
Sofiauelng srezvalunisrdaasousniteldiag
UuaNlUse

e 4 57w figumadnn1snada ‘aendas
aSousn wevanlsl "wnsasundesdnlyfeiiune
fialg asarnvielavasnin AaLAEn waziiuyneg
@'Lﬁﬂuuﬁ\lﬂﬂmmﬂ " qedle (Percutaneous nephro-
stomy or PCN) u&vl¥ 1 “Ua1w 39819i1 URSL 1
Fovka 4 370 91 WSadedlunisinge ‘sendeentei 2
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Tifseladoadsuluduidauuudawna wiadina
unsnffauszningindaiiguuse wu vislemavganaiu
nasveanun udu

miﬁmﬂﬁaqum\mé’omﬁm (Septic shock) & 4 518
Fofumeiildmadanisiinddeiodislunssnga
waznaswialailel * D-J stent Fefianuifiuineig
wanidssnslmadamstiutindasfiofiuu TULTI URY
23l ' D-J stent ynaelunsdli

1. §idnwoue urinary tract infection JUKSY fDU
IDILNINHFALEY 1ABN Acute pyelonephritis, 494
wiudl  Mzgusuzningn usiu

2. vinlAUINVIaLIAETUNINTE NI

3. fiafduaunnn eafisundeiiuanlidnwe

su

msindin ‘aendesnsatiiluvisla (URSL) funs
Nﬂﬁﬂﬁﬁﬂi:“w%mwyamn Tummﬁﬂmmvfﬁﬂmﬁa
qﬂﬁalm insfngnanliunaiin numu Wy
Tsonenagud Tsewsnaiald #lisedaniedes
1931 UW mmzﬁuﬁﬂuvia\l,mnnmmﬂ URZNNALAUY
‘wé’am‘sphéfmm'sqmﬁv’uviahlﬁ%’ummﬁ‘lmLaﬂ uAASLABN
i lusefinsiuzasladefinanis §1las “ausnudn
L7 Poor excretion 310 IVP %38 thin -cortex 810 270
7an311178  NsRFaLUULDaLNanIaHIAALLDIRNY

Wle (PCNL) praflumaidaniitindn
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Efficacy and Safety of Radiation free
Percutaneous Nephrolithotomy in Kidney
Position
\
Chaowat Pimratana M.D.
Abstract

Objective: To evaluate the efficacy of clinical result and safety of ultrasound guidance Percutaneous Nephro-

lithotomy (PCNL) in Kidney position.

Method: A total of 122 renal stone patients undergone ultrasound guidance PCNL in kidney or flank position
between January 2010 - March 2011 in Khonkaen Hospital, were prospectively observed. Stone size, opera-
tive time, and length of stay were recorded. Stone free rate, blood transfusion, and postoperative complica-

tions were evaluated.

Results: The pelvocaliceal system could be successfully approached in 119 patients (97.5%). Stone free rate
was 82.4%. The mean length of stay was 6.8 days. The mean total operative time was 68.2 minutes. Five
patients needed blood transfusion. Postoperative febrile urinary tract infection was found 5 cases, 1 case was
presented with septic shock. Minor tear of renal pelvis was found 2 cases. The pleural or visceral organ injury

was not found in this study.

Conclusions: Ultrasound guidance PCNL in kidney position provided satisfactory result. Its efficacy and
safety were comparable to standard PCNL. The operative teams were radiation-free exposed in this tech-

nique.

Keywords: Percutaneous nephrolithotomy, radiation free, ultrasound guidance, flank or kidney position

Department of Surgery, Buriram Hospital
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mi’l\‘lﬁ 1 Patient profile

Gender M:F 65:57
Age 499 (24-70)
laterality R:L 70:52
Stone size (cm)

Length 3.6 (1-9)

Width 24 (0.8-4)
Stone location

Renal Calculi 122
Abnormality

Horseshoe kidney 1

UPJO 3

kidney 1 518 mq:niqaﬂmqmﬁu 3 918 faR3197 1
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(nephroscope) 2UA 24 Fr nsaﬁa’[ulmua:ﬁw%u felY!
fisananlade ultrasonic lithotripter LAY stone
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mi‘mﬁ 2 Methods and results

Hospital stay (day) 6.8 (5-20)

Stone free (%) 98 (82.4%)

Fail access 3 (2.4%)

Total operative time (min) 68.2 (22-180)

Blood transfusion (case) 5 (4%)
1 unit 1
2 units 3

3 units 1

Complications
Anaphylactic shock from ATB
Febrile UTI
Septic shock

Tear renal pelvis

O RS

Post operative ureteral

obstruction due to stone
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Right Ureterocutaneous Fistula
Post-Appendectomy

Suchai Soontrapa, Patkawat Ramart, Siros Jitpraphai

Introduction

Ureteral injury is commonly found in Obstetric-
Gynecologic and Colorectal surgeries. Hysterectomy
is the most common cause both open and endoscopic
operation. In Thailand, ureteral injury caused by

appendectomy has never been reported.

Case report

An eighty-six years old, Thai female was
admitted in a private hospital due to right lower
quadrant abdominal pain for one week. Ultrasound
and barium enema had been done and the result
showed appendiceal abscess. The patient had been
operated through Grid’s iron incision and findings
were, retrocaecal appendix, appendiceal abscess, pus
content was about 20 ml. Appendectomy was done
and penrose drain was remained. Two days after
operation the drainage content was 675 ml., clear,
yellowish. The third day, the content was 1,170 ml,,
the fourth day the content from penrose drain was
2,000 ml. and was sent for creatinine level, the result
was 14.3 mg% which confirmed the fluid content

was urine.

Intravenous pyelogram was done and the result
showed leakage of contrast from right distal ureter
at L5-S1 level. (Figure 1) Fistula tract from right ureter
to right lower abdominal wall was suggested.
The patient was referred to Siriraj Hospital 15 days
after operation. Ultrasound showed right mild
hydronephrosis (Figure 2) and right percutaneous
nephrostomy was done, her clinical improved, right
nephrostomy content drained very well, but still some
urine content from penrose drain. Twenty days after

that, right retrograde pyelogram was done and showed

o
{

Fig 1 IVP showed leakage of urine from middle ureter.

Division of Urology, Department of Surgery, Faculty of Medicine Siriraj Hospital, Mahidol University.
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Fig 2 Ultrasound showed right hydronephrosis.

Fig 3 Right retrograde pyelogram showed stricture

middle ureter.

stricture at middle ureter (Figure 3), then uretero-
renoscopy was perform and showed penrose drain
in the lumen of middle ureter. (Figure 4)

Penrose drain was removed and double J stent
was remained. The patient was doing well after

operation and was discharge nine days later.

References
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Fig 4 Right ureteroscopy showed penrose drain and

guide wire in the lumen of ureter.

At 2 months after operation, the renal ultrasound
showed no hydronephrosis of right kidney and JJ
stent was removed. Her renal ultrasound at 4 months

later was normal.

Discussion

Ureteral injury less likely occurs in appen-
dectomy patient. In the world has reported at least
two cases.[2,3] In the difficult case of appendicitis
should be aware right ureteral injury because of tissue
swelling and adhesion. If the injury segment is an
incomplete transection, internal urinary diversion
should be performed immediately. However, the
standard textbook recommends that incomplete
transection of ureteric injury should be repaired
primarily[4] but internal diversion alone can be
treatment option when diagnosis is delayed and injury

segment is short.

1. St Lezin MA, Stoller ML. Surgical ureteral injuries. Urology 1991; 38(6):497-506.

B Y
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Dalecki J, Patel R, Sundararajan L. Ureteral damage during appendicectomy. J Pediatr Surg. 2010; 45(1):11-3.
McAninch JW, Santucci RA. Renal and Ureteral Trauma. In: Kavoussi LR, Novick AC, Partin AW, Peters CA. Campbell-Walsh
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N19M3231)  1IEWURA urine analysis @91l

Specific gravity 1.020 pH 6.0
Albumin 3 + Sugar 4 +
Ketone 1+ Blood 4 +
Nitrite positive Bilirubin 1 +

Urobilinogen 1+ Leucocyte 3 +
RBC 10-20 cell/HPF WBC 30-50 cell/HPF
Epithelium 1-2 cell/HPF Bacteria few

Seldsuniaddaduiiinsdadonaiull e
Isugsemusuiiue udoimsladdtu fiainsuae
A WRZHINNTTEWINTINAIY Falalumsaad
Tsowenunaenau {1aeléun30 979 Ultrasound KUB:
Enlarged prostate gland, size 5.7 x 4.6 x 3.5 cm. LLIag
Plain KUB: No detectable abnormality Lazléi e
Wrsunisfnesdilsaneiuns 33w ndUse 98 Ae
iﬂdﬂﬂﬂwulil'yd LAY enlarged prostate, marked
tenderness, smooth surface, warm and normal

sphincter tone

laldnassnsdiaediseujfue  ceftriaxone
2 g IV OD uag gentamicin 240 mg IV drip OD iav
TenuFuanmslasiludidu wadeflld suszanw
38.5-39°C LlazdoIN3szmetAavuin e wil e
\lﬁwnamamﬁwﬁnﬁnﬂ%”’awu prostate: enlargement,
tender, no fluctuation #& Hemo culture:- no growth,
Urine culture:- no growth, melioid titer positive 1:160
TiusuenufBusfiu ceftazidime 2 g IV yn 8 Falag
waztilaaIn § v prostatic abscess 391in ultrasound
prostate gland WU multiple hypoe-choeic lesion
U510 central part of prostate gland n153tlade
iy prostatic abscess 39l¥u16R Transurethral
resection of prostate (TUR-P), unroofed abscess. Intra-
operative finding WU Prostate gland: length 2 cm.,,
lateral lobe enlargement ¥Us¥1 TUR-P WUdWUBY
PNMYUDDNHINADNINANN 16 "9 tissue culture Uay
RTINS INen 9 urine culture wazl ' 1w 2w
1 122 2ua 24 Fr uazldonifuzidusaly vdoi
idafaslaidld laifemsszaedosdiom e au
i 192 Wa urine culture uae tissue culture wuifu

Burkholderia Pseudomallei a1 ﬁﬂ’;ﬂa’m’ﬁﬁﬁu

o o

wgAagA Asszuull 1 NGNITUARENTIN Isowenuia 55w “nsvse va 99 @Qymmmﬁ'
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asa0ea 18 2wt Mendsaninde 3 Yu ddeu
snuAFuifunuusudsemudesiseudsemusiaiilas
6 Wau lael¥ co-trimoxazole 3 tab oral BID, doxy-
cycline (100 mg) 1 tab oral BID LLaﬂﬁﬁﬂ’Jﬂﬂﬁuﬁ’lu
ARATNWUNA Pathological report; Prostate gland,
TUR-P: Abscess uara729nudgiisiduiumiu

TINAY

Discussion

Melioidosis iulsa zoonosis #fafiinaInng
ﬁm%a Burkholderia Pseudomallei %s\fu free-living
gram-negative aerobic bacillus bacteria Tusssup A
s iAalsalu “ad wu 8 uwe wne 2 s
uazdy ansnneiAalsaluNys[1]

Melioidosis wuagjluinazfigail 20 serwilatie
20 ool Tunsdaideresiing ulnawuly
waelduns Tusenidesld warnnewmilareslszing
98 LASLAY L‘%ﬂ Burkholderia Pseudomallei YNYSOWU
16l mwwedesmlulasewzusnufinhasswndng
Tsvrdudhau vieszuiedh au uar wsdnauly
U513 endemic area lagwuinUsemalngisnesu
@’ﬂ’mmnﬁ 2] ﬁnwu@’ﬂm’lummuw guAnsainy
an - alugregguuiiiasann ansanuidslufuanniu
LﬂaLwnmumﬂwmwmu@ﬂaﬂmnﬁ Aluannia
arfupnidpanies suiilssnanmudeiivudiouly
funnd 3]

nsfngeluaysfiiuiinainns ‘i Tasnseiy
Auvdarhiifddevuiioundefaanmasulsznu s
Fovuilou wiomelasuidelsa LLﬂtWU’J”WEﬁ\Lﬁ%IUL%ﬂ
NNTAUNINTEEEeR UL Wne viues 1 19z
warganszld2] Tnewudiannguusees ewuizes
o uay susceptibility mao@%’mﬁmﬁmmmﬁumﬂﬁﬂ
Tsm 8nvtedls wsadiemensundndaudilds s
NNWA “NHUS LAZINNNIAN 9N mwmwmﬁﬂw‘léﬁ
iy lnaiwugihelugeny 40-60 T uazwu “a
itepwdavndadu 1.4:101]

jilasuide ulnajazedlungy asymptomatic
wazdn wsaatundeantdsudadunanudu

v

ol wszide s wnseedeeglusenmedu

AU mﬂﬁs']ﬂmuwmjﬁﬂwﬁlﬂu melioidosis #a¥a N
989N endemic area wuy 24-26 1 nalnn1sfide
ﬂminmﬁﬂayﬂu intracellular e host phagocytic

cell 2ag9medalsiiiuiidnla Tuguiladenis reacti-
vate wevdafitludifuiidnlamuiu wadainieany
immunodepression WA stress TBIETU L%aflul,wia:ﬂu[ﬂ

HiefifiladeL “pefasiflu melioidosis léun
fthewwnu fiheda 5 fhelsalaiass §ihe cystic
fibrosis Q’ﬂaﬂswﬁﬂmwm’%ﬁa Qﬂaﬂmﬂam%a%’d Tl
nzSufialdanan Q’ﬂwmﬁwiauﬁwmﬁm Qﬂaﬂﬁ\lﬁ
JUN33nN¥IAE corticosteroid Qﬂmﬁﬁgﬁﬁuﬁuunwim
Qﬂ'gﬂﬁﬁlﬂman Noheiildnandusianiiu Kava (Piper
Methysticum)[1]

Melioidosis l¢§unsusseneindusaminidsu
WU (The great imitator of diseases) 1W1IONNNBUE
marafinzaslsrrdelsasieglé 1wy inanse 14 nwesd
wiln s Salsa msfedauuaiie niades2)
Melioidosis  a13atiinlénaisgyuuy Foud acute
disease UiV chronic localized infection 138 localized
abscess AU fulminant septicemia[1]

Acute disease W‘lﬂéﬂugmmu acute pulmonary
739 acute septicemia %dé’m’lmwmﬁﬂ’mmjuﬁwd
N °m%’uq§ﬂaﬂﬁﬁmmﬂﬁnﬁaﬂmaﬁLﬁmuﬂ"l"ﬁ 730
localized infection lailéisun1asnm Tsroraguuse
WNTu aWinlAR acute sepsis LaTWULEBILUNTELL
Fen nuas i Mzuazifiofeine sdanaedug vos
srms Tuhefifild_awudineafsasd abscess fian
fu fha vSeatuacdud[2]

971N1SIL NV

M5l A9PD9lsA melioidosis ﬁLﬁmﬁuﬁaiﬂu:ﬁﬁoq
ffu Wm‘mﬁmmmazmmm 91\19“1’\‘1‘1?1’

Cardiovascular: pericarditis, pericardial effusion,
endocarditis, endarteritis

CNS: meningitis (primary), encephalitis, intra-
cranial abscess

Genitourinary: urinary tract infection (pyelo-
nephritis), prostatitis or prostatic abscess, epididy-

moorchitis, perinephric abscess, scrotal abscess



Lymphatic: lymphadenitis or abscess

Hepatobiliary: liver abscess, splenic abscess,
cholangitis, pancreatic abscess

Respiratory: Pneumonitis, lung abscess, pleural
effusion, empyema, miliary granuloma

Skeletal: septic arthritis (knee, elbow, ankle
joints), osteomyelitis, subperiosteal abscess

Skin and soft tissue: cellulitis, subcutaneous
abscess, infected wound, chronic granuloma, echyma
gangrenosum, hemorrhagic bleb, chronic pustules,
pyomyositis, urticaria, mastitis

Others: prolonged pyrexia without obvious
source, septicemia, opthalmitis, corneal ulcers, pa-

rotid abscess[1], suppurative parotitis[2,4]

N1s3U0ae

uanNIMINNARLNIDIEI LY ndaIns
n133fladufiudusudasonanirainizidoanntes
UfRmsfifiudie Burkholderia Pseudomaliei Tapdiag
TonalIENI 2-3 U %aﬁﬁﬂmmaﬁmammnﬁau
v3at pEiamnlaildsunsinmndigniies Jeiindnnis

¥
o A

futunaniansraniiesufoRnistudusiu dodl

Definitive:

NALVIZEDIINEDN | WMy W38 sterile fluid Au
WHu gram negative bacillus 394U WA oxidase posi-
tive, ROAD gentamicin LLlAY polymyxin (colistin) 97
fuNans2 positive atatiey 1 Tu 3 vadeil

1. Burkholderia Pseudomallei agglutinating
antibody

2. Burkholderia Pseudomallei-specific PCR

3. Burkholderia Pseudomallei 16s DNA
sequence

Supportive:

- wawnz@eaniden L ame vile sterile fluid
u 1Ju gram negative bacillus Iaglsifinansaadusu
fine

. HaWEeaniEen L aviz W3p sterile fluid
Au gram negative bacillus Iuﬁﬂ’sﬂ‘ﬁ'ﬁmmim\‘l
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ARTINENLHTY melioidosis WATWA oxidase positive,
r?'?am'a gentamicin WAL polymyxin (colistin) A1&YID
HanTITWED

- Melioid titer (Burkholderia Pseudomallei
antibodies by IHA or ELISA) ¥1nnIlaNat1iay
4 wiﬂuvfjﬂwﬁﬁmmimmﬁﬁnLﬁﬂ\léﬁﬁu melioidosis

- Melioid titer (Burkholderia Pseudomallei an-
tibodies) {f1 ”amnlum‘mmaﬂ%aLﬁﬂﬂu@’ﬂwﬁﬁmms

nupRtindlEiy melioidosis[4]

N1sSNUYN

Cochrane review L#fufui nsinEEae
melioidosis fiuseiuniiuzmvanaiianmlu
Hrusmiu ceftazidime uay imipenem = fiuse o]
NNNINT El’fluﬂﬁju chloramphenicol, doxycycline,
co-trimoxazole uazlifianuuanssiulungu beta-
lactam/beta-lactamase inhibtor Ffwusuuzin Al
ceftazidime, imipenem, %38 beta-lactam/beta-lacta-
mase inhibitor[2]

2u1n2898NU S usnenannLienmiliAs
ceftrazidime 2-3 g 138 40 mg/kg/dose NINADALADA
A NN 8 Flug WSy meropenem Hzum 1 g ¥3e
25 mg/kg limanasaidoad yn 8 Falue Tasnsli
siFusmenaaniiandiiuaislvidedasatieton
14 Ju vreseauuuziKld co-trimoxazole Tuszez
‘Ifﬁ’JEl Tuzun trimethoprim 10 mg/kg -sulphametho-
xazole 50 mg/kg wazinlade trimethoprim 320 mg/
kg -sulphamethoxazole 1,600 mg/kg )n 12 ‘fi"’ﬂa\ld[4,5]

mTunsineaieend)iussfinsuyseniu
Hiwusuuniin ”mmua:s:ﬂ:Lamm{(ﬁmﬁnmﬁu
pEgAUNIAR “unwaRindiny Imﬂuﬁwﬁuﬂ’amlﬂums
T#ensnfiusening chloramphenicol, doxycycline, co-
trimoxazole U3z30u 20 “Uai[2] sunaenujgucaiin
Sutsemudil#ife co-trimoxazole Tuzunn trimethoprim
8 mg/kg -sulphamethoxazole 40 mg/kg Fulsenu
nn 12 Flaa doxycycline 4 mg/kg/day, chloramphe-
nicol 40 mg/kg/day[4]
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;Sl‘lJﬁ 1 U @Y prostate enlargement 91NN13¥1 transab-
dominal ultrasound $9¥i1ii lsywenuiaienzu

nmswansnilsa

Tufis melioidosis Apudneug  landiuig
swumuhiheiwofidalunszu Reafidasaely
24 Falag ivieraz 74 wazudiaslinissnwudn
gawuansle disseminated infection IunéjNﬁL“ﬂﬁim
JIie¥eanay 40-90 LLa:Tuﬂf\juﬁﬁ localized organ
involvement flawudnsnany siefouay 20[2] Uazwy
Fusnanlinazaoy uassssiiusndedaldudn
fowpdamnanduiiulsadn 330 Fesipalienufiaue
Sutszmusioatetion 12-20 “Uand wiinszdufidony
sarnsnduiiulsasild e > 6% Tutlusn Taefisee
wuludsemalne Alsaneia 33w nsUse 9hiin
21N relapsed ¥ 75% LAaE reinfection 25% %ﬂﬁdﬂ'ﬁwuﬁ
AndtAnannnisilésulsenusuiusiissnda
LAE[6]

wi Tudszmalngluyiesesiununiig bacte-
remia 60% Waz overall mortality 44% (udszing
98 LATLRUWUNIE bacteremia 46% LWL overall mor-
tality 19% LA HIIEUND prostatic abscess Tudszina
90 a3l _siv¥osaz 18 awisuidisuiulunia
afupanidemilazasdssinalnefifnenuissdsuay
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gﬂﬁ 2 Il AV prostate abscess 91NN13911 transabdomi-
nal ultrasound FVINIViBVA16AR

25 Fensfifianuanaeiua1afinaInmsisl early
detection lasitleluss walenaeasldfunmnia
whole internal organ examination LLﬁiﬂﬂ’JﬂIu\lﬂﬂﬁ)t
165Un13m979 transrectal ultrasound tawizTusned
3 878l prostatic lesion lawfin1s3fiadufind q@f[u
N1931a9Y prostatic abscess vuRe N5l transrectal
ultrasound[7]
flunTeunuiiivssmass w58y WU geni-
tourinary melioidosis 11% Toawy pyelonephritis, peri-
nephric abscess, epididymoorchitis, scrotal abscess
uae ulnaiwuilu prostatitis 38 prostatic abscess|8]
atslsfimuludszmalnewudineiindeainisuay
§IN3W AITDY prostatic abscess b bUBEIN LAWY
71 predisposing factor LU diabetis, renal disease,
thalassemia ﬂ']"w)Lﬁﬂ’)ﬁ"ﬂﬂ'ﬁ‘ﬁLﬁu“ﬁu"ﬂﬂﬁqﬂﬁﬂ’ﬁﬂhﬂ\‘i
prostatic abscess Tag predisposing factor Wusy
i “@alun19iin prostatic abscess NMIM379 digital
rectal examination l& W13aUanN1Tiia prostatic
abscess §i N13MII9N transrectal ultrasound WAL
bacteriology {19 "1fty dnwauciinuly transrectal
ultrasound @8 hypoechoeic lesion way ulnadl

103



internal septation WAz lesion viaBFLVUY ANt
fiusiinu central gland Taswudn 2unazed abscess i
\ina1n melioidosis acizu1nlvainin abscess i
\Anniasila Au Transrectal ultrasound fletaelu
nsasafamalugihedlésumssnmnssndjius
WegaE LRSI lESUNTTLLNEVIUBIL U[7]

Prostatic abscess aziiuunsva98988 bac-
teria 39A259LLHTUNITTELIENUBIEEN FIN1TITLE
vupsurlamansds Tasmuiuwndisnundenlsis
transurethral resection of prostate (TUR-P) WaWU3N
“[uvﬁﬂ’mmﬁwﬁﬁmmmm prostatic abscess 2U1A
g vilAamswasuwasasneiniavin v
YDULVAVBINTHAALFENN[7]

UBNAINNNIYIN TUR-P £9835 minimal invasive
CLREIS R R TR D percutaneous transrectal
%38 transperineumlaeld ultrasound guide Feiidiof

19N 159109V
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Tugihe  fogdoeilidoonisli “en1sveiuses
bladder neck fifnasansnaw] 1eld[7] LLaﬂuﬁﬂw
v91e wnsnlEnssneleslfojiuziiseeti
WRen Tdesszuenua(s] filwusuusi i l#35 trans-
rectal drainage Tuiﬁﬂﬁ@'ﬂ’mﬁ abscess TU1AY
g 1 wufiees war Wenffusiissetaifen
Tunsdlfl abscess FUNALEN[7]

su

3

mn’i‘tﬁ@ﬂw@mﬂﬁLﬂumemLm:ﬁmiﬁm%a
madiull  neiliney ussdenIinEdBufius
53300 VI EE ”umqﬁﬁ‘lﬂ” I uazlionnisaeens
qmﬁv’ummﬁuﬂ 1% AT 9 “ﬂn’ﬁﬁm%aﬁﬁiaugnwmn
felasamziieiieglu endemic area 189 melioi-
dosis {l¥in13¥nwAIsEANTs melioidosis LaIHNS
Snuléiiurined uaziianan1ssnuiain auniis(s]
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Wdinderlich’s Syndrome: Rebleeding After
Renal Artery Embolization. A Case Report.

U178 unsann, 836Gy h3UuALVNSW,
AnAwoY Wusl nru

Wiinderlich’s syndrome A8 NNI¢LRDABDNVIRILDY S‘]EJ\)'IU[LTUDEJ

9

VinedainduLas Sedsunsnedeundialéninlalesunis
Fiaduuarsnulauisd INSHaTeINITL ANINULBE

Tgun Uaten, 1

Mzluien, aaldtounastaetios

Hhemeeny 58 U Alsavseand uanueu
Tatin ”\‘lLLaﬂsﬂni:@nW@u mﬁﬁaaqmﬁuﬁaﬂmmiﬂm
fiaet19rduNITiuf 1 e Uananatial #3719

LaTNNEEaAIINNTL " BLRBA nmﬁwuﬁaﬂ\lémfi MEWY ANGULATIR 76/50 NN.UTANTNAT 62 ASY

iavanila angiomyolipoma, renal cell carcinoma e
wnganlsaneviaaaiien laawudn angiomyolipoma

du wnpiinudesil g

Angiomyolipoma Wuiilavendiusznavludae
diaifelou, vaenden wazndwiedoy lesen
nsnsaialdmarasiunmis wasnwulEflans oo Tag
wziwusaniulsa tuberous sclerosis complex N3
NN IRDADINWAYEDNTIBNAN angiomyolipoma &
NNLRDNNRENT ?Tuagﬁuﬁﬁmhm 1#uA hemo-
dynamic status, Sruufiounasunisiilane s,
nsieuzadle, Tsasindug

NIAUN

soundl mela 24 aswdewndl gumginmeunid Asld
Aaunivioeduzn NaEUNIaY AT linuLRaRaaNNY

Qﬂ’m\l@ﬁ’um’iﬁ’lé’am%’m’nﬁwu large retroperi-
toneal hematoma Lﬁa\‘lﬁu 3 “8n11¢ ruptured abdomi-
nal aortic aneurysm V&aLHSU Aidasdumwunaa
sulafndolinei F9lsgiandnvesinga Tnsanousu
¥ angiography fiau Lilagan nsadszidiugaiien
2anlii57 wa angiography Wi normal abdominal aorta,

branch of right renal artery wwnéiléisn " ulavin coil

105

both iliac artery Waxdl Extravasation from inferior

121 3dREA asylaine MATTIAREA A5 AQIUNNEAT ASASTIINEILIA
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gﬂﬁ 1 CT scan whole abdomen : large retroperitoneal hematoma mainly at right side, mass with fat density

content at lower pole right kidney with perinephric hematoma, cyst 4 cm at posterior of lower pole right

kidney, coil at inferior branch of renal artery

embolization l§5una 1153 LWy extravasation Tu
postembolization angiography Hihegnundniunsgua
Tunesiuna uazfedndusaslinssduaudulain
wasnmanusulainlineiluzag 24 Falasusn

dosnlutuil 2 Hhefinedl  nzeentipy uaz
AnNsulafinaas Aninaziinaannniz “siien Hihe
5oldsunsUsziiugnlag CT scan Hasal aoluzLd 1
wnndFasa “wlahdthednsunsindn open surgery
wlpgand expanding retroperitoneal hematoma Ju1n
Tnapauzide ndsenafe “uieafidalaznuds wu
Fudesssnanuinuleissasusiiedsiiauiulaie
Taedt wnndFesin “ulaviniswisaiu total nephrec-
tomy Suiiiafildarnnsinge wusewdafitalagusi
(ﬁomwé’owaLﬁﬂlﬁ%’unﬂiﬁuﬁudmﬂuangiomyolipoma)
waniu 2 U 2UIR 2x4 cm uaz 4x5 cm Uaziiiu
\ADARBNVULHIAR 1,500 mi IFSUIADATULHGR 4 unit
UARSVAVKHIARASN 1 unit WA serum creatinine (MAINIFA
ufi 9) 1.2 mg/di

Discussion
Winderlich’s syndrome Lfluma:ﬁﬁaaagh
Aaduusnlsal wo °w1§m§ﬂqm’7imﬁmmm“ﬁw PIPEY
fuaaldfou wariinnsdanannisziaiden d9e1ns
o dudsundunialidaauld dansroiadedu
w3pefiafifilsslemilunmsyssifiunnicRndnffile was
viuseulaiesiul¥ate10157 abdominal CT scan
MWINUILRUNEIE AW DUL LATALVILNTDILADA
fioanl@f[1] wend A wiwutesldun Angiomyolipoma
Fofimssnlevaneds %uagﬁuﬂaé’wmﬂaam Foved
Tunssnsldun intractable pain, 1 1aiduiden,
Souualngl, nzidoasendainuies, lsi wrsauen
TaiuiionziSo2.3]
Tunseil#l hemodynamic status & 131 31503NW7
Taomsii “sneenslé ualunsditlinei §iheaas

165un1955n87 Favinl@iedswasa wazn13 selective

@

embolization 1atl@HaRT 2

a 1 [ [=3

ABUATINNLIALTN

3
ANy A [

Walaldifususuusn nswdaidadfe ldnalils weas
Fodrfinlunsdiifeuiiodudnuusiveguislauas
agj‘ﬁﬂ"fl"ﬂm "1UN1991 selective embolization Tunane

MSANWUINLANAANY emergent WA prophylactic
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embolization LAUNIIDIRGFDIVINEIDNNBVIAN[4]
miudiaesed §Sun1ssnelasis renal
artery embolization \Jusuduwsn winuindnnziien

&)
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su
b 1
WML Wanderlich’s syndrome 1
10112 hemodynamic status laipgfl nsENFRLULLTR

2aNTMATIINLHFUNIS embolization 16 1 Ju Fedudu  Ssaadunssne ulnglutlhgiu Sadunafivinm

Foal@sun19wdn  FevatunisAnswuinnisEded  sledudusdunsn nssnududidunaianléun n1g

I

8m31M13¥1 nephrectomy[5,6] Apudg 9 Lilpgandn  wEA laparoscopy. N3 embolization Fanadlauay

Wonimasdalusenfifousualng wazidessen  38ms lEumaimuiuasiunumannaulutiagiiu

WnuReiuE el

19N 159109V
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Laparoscopic Single Site (LESS) Radical
nephrectomy using basic laparoscopic
instruments : A case report

\_

Suchai Soontrapa, Teerapon Amornvesukit

Abstract

OBJECTIVES: To present a case of renal cell carcinoma underwent Laparoscopic Single Site (LESS) radical
nephrectomy using basic laparoscopic instruments (without a commercial single port or articulate laparoscopic

instruments) and without additional access.

MATERIALS: A 53-year-old male was diagnosed with a right renal mass on routine check up without
symptoms. Computed Tomography revealed a 4 cm.-enhanced complex cystic-solid mass at upper pole of
the right kidney consistent with cystic renal cell carcinoma. Laparoscopic single site (LESS) radical nephrectomy

was performed.

RESULTS: Laparoscopic Single Site (LESS) right radical nephrectomy was carried out using basic laparoscopic
instruments without using commercial single port or articulated laparoscopic instruments and without additional
access added. The operative time was 155 minutes. The blood loss was 30 ml. No peri-operative complications
occurred. The patient was uneventful recovery. The tumor histology was renal cell carcinoma confined in the

kidney and free margin.

CONCLUSIONS: Laparoscopic Single Site (LESS) radical nephrectomy is safe, feasible and cost-effective
because of using only basic laparoscopic instruments. However, the LESS procedures are technically demanded

and required steep learning curve.
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INTRODUCTION

In recent years, Laparoscopic Single Site (LESS)
surgery has been developed as a safe, reducing
numbers of accessed skin incisions, scar hidden in
an umbilical incision and potential less post-operative
pain over conventional laparoscopy. The LESS
procedures still have steep learning curve and require
ambidexterity surgeons. However, LESS surgery
is costly because of using more instruments for
examples; commercial single port, flexible laparo-
scopic optics and articulated laparoscopic instru-
ments. We present a case of LESS radical nephrec-
tomy not only using basic laparoscopic instruments
without using commercial single port, flexible
laparoscopic optics and any articulated laparoscopic

instruments but also without additional access.

CASE REPORT

An asymptomatic 53-year-old male had a renal
mass on on routine ultrasonography check. Computed
tomography scan revealed an enhanced 4-cm.
complex cystic-solid mass at upper pole of the right
kidney which very closed to the renal artery (figure

1). The patient refused partial nephrectomy so

Fig 1 CT scan
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Laparoscopic Single Site (LESS) right radical

nephrectomy was performed.

LAPAROSCOPIC INSTRUMENTS

5-mm. 30 degree laparoscopic rigid optics
Veress’s needle
Three 5-mm low profile trocars

10-mm trocar
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5 mm. laparoscopic scissors, suction and
hook

5 mm. Hem-O-Lok clips

12 mm (XL) Hem-O-Lok clips

a retrieval bag

© © N o

Harmonic scalpels

PROCEDURES

The patient was placed in a right lateral
decubitus position. A 2-cm. transumbilical incision
was made. Pneumoperitoneum was created via a
Veress’s needle. Three 5-mm. low profile trocars were
accessed through the same umbilical incision and
separated sheath sites (Figure 2). A5 mm.-30 degree
laparoscopic optics was used. The right sided colon
was mobilized medially to expose the vena cava and
duodenum. The ureter was exposed , clipped using
Hem-O-Lok clips and then divided in order to allow
mobilization and upward displacement of the lower
pole of the kidney. The dissection was then carried
along the vena cava. The retroperitoneal fat overlying
the renal vessels was separated, exposing the renal
hilum. The renal artery was isolated, clipped using
Hem-O-Lok clips and divided. Renal vein was
dissected. One 10-mm. trocar was changed instead
of a 5-mm. trocar over a plastic stylet. Then, 12 mm.
XL- Hem-O-Lok clips were clipped on the renal vein
and the renal vein was divided. The adrenal vein was
clipped and divided. The whole kidney and the adrenal

gland were mobilized away from surrounding organs.
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Fig 2 LESS trocar access

Fig 3 early postoperative wound

Hemostasis was achieved. The specimen was put
into a retrieval bag.

A 6-cm. incision was made at right lower
quadrant. Abdominal sheath and muscles were
separated along the muscle fibers. Peritoneum was
incised and the specimen was removed. The incisions
were stitched layer by layer in a routine fashion (figure
3).

RESULTS

Laparoscopic Single Site (LESS) right radical
nephrectomy was carried out using basic laparo-
scopic instruments without using commercial single
port or articulated laparoscopic instruments and
without additional access added. The operative time
was 155 minutes. The blood loss was 30 ml. No
peri-operative complications occurred. The patient
was uneventful recovery. The tumor histology was
renal cell carcinoma confined in the kidney and free

margin.

DISCUSSIONS

Radical nephrectomy remains a gold standard
for renal cell carcinoma. In 1991, Clayman was the
first who performed laparoscopic radical nephrectomy
(LRN)[1]. Nowadays, LRN becomes a standard
treatment for the localized tumor. In the recent years,
LESS surgery has been developed and expanded
indications to a variety of urological procedures
including renal cyst decortications, nephrectomy,
partial nephrectomy, donor nephrectomy, adrenalec-
tomy, pyeloplasty, prostatectomy[2-4]. In 2007, Raman
et al. performed the first LESS nephrectomyl[5]. In
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selected patients, LESS parallels multi-site laparo-
scopy with equivalent operative outcomes. Cosmesis
is an obvious benefit due to a hidden scar in the
umbilicus. Moreover, potential benefits such as
shortened length of stay and minimal requirement of
analgesics have also demonstrated[6-9]. However,
there are some obstacles of LESS over conventional
laparoscopy, for example, steep learning curve and
higher costs. Crowded and sword-fighting instruments,
requirement of ambidexterity are common obstacles
to overcome. Usage of special instruments makes

LESS procedures costly such as commercial single
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port, flexible optics, articulated instruments. We
presented a case of LESS-radical nephrectomy using
basic laparoscopic equipments with favorable peri-
operative outcomes. Nevertheless, long term oncologic

outcomes of LESS need to be investigated.

CONCLUSIONS

Laparoscopic Single Site (LESS) radical
nephrectomy is safe, feasible and cost-effective
because of using only basic laparoscopic instruments.
However, the LESS procedures are technically

demanded and require steep learning curve.
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Sabal extract 160 mg capsule | |

Urogutt®

Active ingredient: Sabal extract

B0 capsules

O, Willmar Schwabe - Karlsruhe/Germany

Urogutt®
Active ingredient: Sabal extract Capsules

Composition: 1 capsule contains:
Standardized Lipophilic extract from the fruit of Saw
Palmetto (Dwarf Palm) (10-14.3:1) 160 mg.

Indication:

Disturbances in micturition/urine elimination in cases of
benign prostate hyperplasia (BPH), stages | to Il (acc. To
Alken).

Contraindications:
Not known up to date.

Adverse Reactions:
In certain rare cases gastric disturbance may occur.

Interactions with other pharmaceuticals:
Not know up to date.

Special Precautions:

- Should not be used in patients BPH stage Ill and severe
symptoms since the drug will be ineffective and in case of
severe symptoms surgery is required.

- Should not be used in BPH with complications. In case of
renal failure, epidemic infection and uremia, you should
immediately consult a physician.

- Should not be used in patients BPH (stage lll). Before
using the drug, a physician must have ensured that the
patient has no severe BPH (stage llI).

An effective alternative for
the treatment of disturbance
In micturition in case of
benign prostatic hyperplasia,
stage | to Il

This is a phamaceutical product: keep away from children!

Dosage:

Unless otherwise prescribed, 1 capsule is to be taken
unchewed 2 times per day together with a little liquid.
Urogutt® should not be used after the expiry date!

Properties:

Urogutt® contains an extract from the fruit of Saw Palmetto
[Dwarf Palm](Sabal serrulata). As it produces a decongestion
of specific tissue swellings, Urogutt® is able to improve
difficulties in elimination of urine via the bladder tissue in early
stage of benign prostate hyperplasia (BPH). Thus, Urogutt®
reduces the urge to urinate, regulates otherwise frequent and
insufficient voiding of the bladder, causes pains an subside
during urination and increases the quantity of urine elimi-
nated.

1. Urogutt product information
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