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Current concepts in transplant surgery:
laparoscopic living donor nephrectomy.

N

Tawatchai Taweemonkongsap M.D., Chaiyong Nualyong M.D.,
Sittiporn Srinualnad M.D., Teerapon Amornvesukit M.D.

Abstract

Objective: The basic idea of introducing laparoscopy in living donor nephrectomy was to obtain a
potential reduction in incision-related morbidity while providing at least the same level of operative
security. This study is focusing on technical aspects, outcome, results and possible current concerns of

laparoscopic donor nephrectomy.

Material and Methods: From January 2001 to December 2006, 115 consecutive patients (56 open
and 59 laparoscopy) underwent living donor nephrectomy at Siriraj hospital. The open and laparoscopic
procedures were compared in the following categories: patient’s characteristics, surgical outcomes, warm
ischemic time and graft function. Here we review the current evidence for laparoscopic donor nephrec-

tomy available in the literature.

Results: Laparoscopic donor nephrectomy was successfully done in 56 (94.9%) cases. The mean
operative times (32951 vs 220+50 minutes, p<0.001) and warm ischemic time (18074 vs 114+112
seconds, p<0.001) were longer in the laparoscopic than in the open group. However, the mean length of
hospital stay was significantly shorter in the laparoscopic than the open group (p=0.018). For the graft
outcome, there were 6 (10%) vs 5(9%) instances of slow or delayed graft function among the recipients
in laparoscopic vs the open group. One year graft survival rates were comparable between the two groups
(94.3% vs 98.2% p=0.80).

Conclusion: According to our results and the results available in the literature, laparoscopic living
donor nephrectomy is safe when performed with sufficient experience. However large-scale, prospective
comparative studies with adequate follow-up will help to define the exact role of this procedure in renal

transplantation.

Key words: Laparoscopy, Live donor nephrectomy, safety

Division of Urology, Department of Surgery, Siriraj hospital, Mahidol University.
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Introduction

Kidney transplantation is considered the defini-
tive treatment for patients with end-stage renal
disease. The number of patients awaiting transplan-
tation has in the past for exceed the number of
cadaveric organ available. Despite efforts to increase
the numbers of decreased donors including accep-
tance of extended criteria donors, there is an at least
persisting if not increasing discrepancy between
cadaveric organs available for transplantation. Living
donor kidney transplantation (LDKT) has emerged
as an excellent alternative to cadaveric donor since
the first live donor nephrectomy was successfully
performed in 1952[1]. Increased use of living donor
nephrectomy in recent years has counteracted the
shortage of cadaveric renal donors; in 2001, for the
first time, there were more living organ donors in the
United States than decreased organ donors (http://
www.unos.org). Scandinavian countries have the
highest ratio of living donors in Europe. In Thailand,
all 29 centers performing kidney transplantation also
perfor-med LDKT. In 2007, Siriraj hospital transplant
unit performed 51 LDKT, representing 56% (51/90)
of all KT. Kidney transplant recipients from living
donors have shorter time on dialysis, acceleration of
damages to the cardiovascular system is prevented,
and overall health-related quality of life is improved,
when compared to recipients from deceased
donors. Although advances in understanding trans-
plant immunology and the development of new drugs
have improved patient and graft survival, live dona-
tion remains the single most consistent factor af-
fecting long-term survival. Living donor nephrectomy
is a unique operative situation in which a healthy
indivi-dual puts him or herself at risk of having a
major operation to aid a sick person. When
performed by conventional open incision, living

donor nephrectomy is, from the technical standpoint,

Ui 29 dnfl 2 Fuanan 2551

a rather straight forward procedure for well-trained
transplant surgeons and is considered to be safe in
properly investigated and selected patients. Relevant
complications occur in less than 5% of the patients,
and mortality rate is less than 0.14%(2,3,4]. However,
it is associated with significant morbidity of the donor,
including perio-perative risks, perioperative discom-
fort, hernia, chronic incision pain and a long conva-
lescence. Laparoscopic donor nephrectomy (LDN)
was first described in 1995 by Ratner et al.[5], in an
attempt to reduce the donor morbidity associative
with open donor nephrectomy (ODN), while at the
same time hoping to mimic the good long-term
results for the recipient. However these laparoscopic
procedures are technically demanding, and are
characterized by long learning curves and the possi-
bility of life-threatening complications|6].
Laparoscopic donor nephrectomy had been
performed at Division of Urology Siriraj hospital since
August 2001, and we report our initial experience of
surgical results in donor and the outcomes in
recipients. Here we review the current evidence for

LDN in terms of both donor safety and graft efficacy.

Preoperative evaluation

The evaluation before LDN is the same as for
ODN; the absolute contraindications for renal trans-
plantation are the same for ODN and LDN. Previous
abdominal surgery may make LDN more difficult,
especially via the transperitoneal route. Multiple
vessels are not a contraindication to LDN. Suitable
donors undergo an arteriogram by way of femoral
puncture, computerized tomographic angiography
(CTA) or magnetic resonance angiography (MRA) to
evaluate the kidney, ureter and vascular supply. CTA
and MRA are preferred by most centers over formal
arteriography, which is uncomfortable, cumbersome,

and more inconvenient for the donor. The renal
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vasculature is accurately imaged with either CTA or
MRA. Three-dimensional reconstructions contribute
to the sensitivity of these studies. Recently our cen-

ter used this technique for preoperative evaluation
(Fig 1).

Technical aspects of LDN

For laparoscopic and open techniques, several
surgical approaches have been described. The
currently used technical variations in laparoscopic
surgery comprise of transperitoneal or retroperitoneal
approach, the use of hand assistance with or with-

out specific device, and robotic assistance.

Retroperitoneal vs transperitoneal access
A retroperitoneal or transperitoneal approach

may be utilized, depending on the preference of the
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surgeon, the habitus of the patient, and the renal
anatomy. The theoretical advantage of the retroperi-
toneal approach is the avoidance of post operative
bowel obstruction, but the workspace is limited
compared to the transperitoneal access. Although
authors who are performing retroperitoneoscopic LDN
describe the method as being safe and promissing,
only few prospective studies with patients included
up to n=29 exist[7,8,9]. No data from randomized

trials exist concerning retroperitoneoscopic LDN.

Totally endoscopic vs hand-assisted LDN
These two technique differ in the timing and
possible location of the incision for removal of the
kidney. Without hand-assist the incision for kidney
extraction is not made until the kidney is completely

mobilized. Immediately before division of the renal

~110.2 mm

S5.0mr

Fig 1 A three-dimensional reconstruction of CTA demonstrates renal arterys and veins.



vessels a 7 to 10 cm. abdominal incision, commonly
lower midline or Pfannenstiel, is created for retrieval
of the kidney. The free kidney is withdrawn from the
abdomen by hand or with a 15-mm endocatch
device (retrieval bag) inserted through a port placed
in the abdominal or suprapubic incision. With the
hand-assisted transabdominal procedure, a hand port
is placed early in the surgery, usually by way of
midline incision, and a hand is used throughout for
dissection, palpation, and retraction. Advocates of
hand assistance are convinced that it is faster, easier
to learn, and that it adds on intraoperative safety.
Reduction in operating time obviously reduces time
of exposure of the kidneys to pneumoperitoneum,
which has negative effects on the hemodynamics,
which may affect primary graft function. However,
until now, no evidence is available that, with “hand
assistance” in LDN, a clinically significant reduction
in injury to the graft can be achieved. Some authors
not only report reduced intra-and post operative
bleeding episodes in hand-assisted LDN, but also
higher incidences of complications like bowel
obstruction are described[10,11]. There are no major
studies available comparing hand-assisted and total
LDN. However, this approach may not be easily
translated to donor nephrectomies as the objectives
of nephrectomy differ by indication for the proce-

dure.

Robotic assistance in live donor nephrectomy

There are only few descriptions on robotic-
assisted LDN which performed in few centers with
good initial results[12]. The argument for using
robotic-assisted LDN is the better length of dissected
vessels obtained due to the dexterity offered by the
robot, and therefore improved quality of allograft.
Robotics is not generally available, is expensive, and

adds on complexity. Larger series are awaited.
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Technique and results for LDN at Siriraj
hospital

We perform a totally transperitoneal LDN in a
technique which is based on the initially proposed
technique[5]. However hand assisted LDN was used
in selected cases in the early experience of our series.
The side of nephrectomy depends on the separately
measured renal function and vascular anatomy as
evaluated by CTA. Usually, the inferior functionary
kidney and/or the kidney with a single arterial supply
is removed. In patients with regular anatomy,
left-sided nephrectomy is preferred. The entire proce-
dure is performed only with laparoscopic instruments.
Only after a completed dissection of the kidney,
a low Pfannenstical incision. Hand assistance
(without introduction of a hand port) was used only

for the extraction of the kidney [Fig 2].

Fig 2

Intraoperative picture shows port positions and
small Pfannenstiel incision for retrieval of the

kidney.

We have offered LDN since August 2001. Over
this time period (August 2001 to February 2009) 113
living donor nephrectomy were performed. Over that
time period we continued to perform ODN (Fig 3)

according to donor preference and the availability of
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Fig 3

Intraoperative picture shows a large flank

incision in ODN

laparoscopic surgeons. From January 2001 to
December 2006, We reviewed the clinical outcomes
of 115 consecutive LDKT (56 open and 59 laparos-
copy) performed at division of urology Siriraj
hospital to determine whether the type of donor
nephrectomy, laparoscopy versus open, affects the
operative outcomes and graft function[13].
Laparoscopic donor nephrectomy was success-
fully performed in 56 (94.9%) cases and converted

to open in 3 (5.1%) cases due to renal vein injury

SRR
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and intraoperative bleeding. The demographic data
in terms of patient’s age, sex were similar in the two
groups. The mean operative times (329+51 vs. 220+50
minutes, p=<0.001) and warm ischemic time (18074
vs. 114+£112 seconds, p=<0.001) were longer in the
laparoscopic than in the open group. There was no
statistically significant difference in mean estimated
blood loss (278+351 vs. 3661454 ml, p=0.7), mean
time for resuming oral intake (0.92+0.33 vs. 1.07+0.42
days, p=0.052) and indwelling urinary catheter time
(3.01+1.27 vs. 2.89+0.91 days, p=0.87) between the
open and the laparoscopic groups. However, the mean
length of hospital stay was significantly shorter in
the laparoscopic than the open group (p=0.018). For
the graft outcome, there were 6(10%) vs. 5(9%)
instances of slow or delayed graft function among
the recipients in laparoscopic vs. the open group.
The recipient mean calculated GFR of the laparo-
scopic and the open groups at 1 week and at 1 year
were 51.03+23.80 vs. 54.54+23.12 ml/min (p=0.57)
and 98.58+35.76 vs.100.93+38.32 ml/min (p=0.77),
respectively. One year graft survival rates were
comparable between the two groups (94.3% vs.
98.2%, p=0.80). (Fig 4)

Survival Functions
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Fig 4 One year graft survival rates according to surgical procedure.



Results of laparoscopic vs conventional
open donor nephrectomy: external evidence.

Donor factors

Safety

Although in two recent reviews published by
Handschin[2] and Tooher [3] conclude that LDN is as
safe as ODN, donor deaths after LDN because of
gas embolism and hemorrhage are described[14,15].
However for ODN 5 donor deaths had occurred
among 19,368 LDKT and estimated that the
perioperative mortality associated with ODN in the
USA was at least 0.03%[16]. In general, safely in
very experienced hands seems to be equal or even
better after LDN, and the rate of incision related

complications is less when compared with ODN.

Conversion rates

Reported conversion rates for LDN are
0-13.3%[3]. Reasons for conversion were vascular
injuries, difficult kidney exposure or an obese donor,
vascular staple malfunction and splenic and bowel

injuries.

Operative parameters

A meta-analysis reported by Nanidis[17] con-
cluded that total blood loss was significantly lower
in the LDN including Hand assisted group compared
with ODN by 74.23ml. (p<0.001). Both operative and
warm ischemic times were significantly shorter in
ODN group by 51.92 minutes (p<0.001) and 102.01

seconds (P<0.001), respectively.

Postoperative complications

Gastrointestinal complications interms of bowel
injury, bowel obstruction, internal hernia and pancrea-
titis were more common with LDN. On the other

hand, pulmonary complications, as well as thrombo-
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tic complications were more common with ODN.
Wound complications including wound infection or
abscess, wound hematoma or seroma and incisional

hernia, were reported in patients with ODN.

Proper selection of nephrectomy side

Traditionally, the left kidney has been preferred
for organ donation, as the available renal vein length
is longer. A major concern about right kidneys is
technically more difficult. At one time, right side
renal donation was considered only in instances of
disparate renal size or function, or abnormal vascula-
ture to the preferred left kidney. In a recent prospec-
tive study, Kay et al, compared the anatomy and
function of right and left kidneys retrieved by LDN[18].
Left kidneys had longer renal veins (38 vs 27mm,
p<0.05), although there were no differences in arterial
length. Three of 18 right kidneys (17%) required bench
renal vein lengthening using recipient saphenous vein
grafting. The functional results of right and left kidneys
were equal. At the moment, there are no relevant
arguments against laparoscopic right donor nephrec-

tomy.

Multiple vessels

Multiple renal vessels are not contraindications
for LDN. There are several studies showing no
differences between donor and recipient outcome if
more than one artery or vein were present[19,20,
21,22]. Overall; ODN and LDN can be performed
safely also in donors and recipients if multiple vessel
exist and when proper vascular techniques for back
table reconstruction including all small accepony

vessels are applied

Learning curve
Exact effects, risks and limitations of learning

curves in LDN are difficult to estimate. LDN is surely
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the more demanding and challenging procedure than
ODN. Descriptions vary from 20% major complica-
tions during the first 50 cases and 6% during cases
200-250[23] to 30% major complications during the
first 30 laparoscopic cases with no complications
during the next 50 LDN[24], but there are also re-
ports of series without an apparent learning curve
effect[25].

Reconvalescense and quality of life

The necessary amount of pain medication and
the time it has to be supplied is reduced after LDN.
Return to the usual activities such as driving a car or
return to work is accelerated by at least 1 week.
Hospital stay can be reduced when economically
desirable by 1-2 days[2-4]. Perry et al.[26] evaluated
pain and health related quality of life after surgery
between patients undergoing LDN and miniincision
ODN. The mean bodily pain score at all times after
surgery were significantly less in the LDN group. The
mean physical functioning score and emotional score

significantly favoured the LDN group.

Cost implications

LDN has the potential to be more expensive
due to the longer surgery and the use of disposable
instruments. In developing countries the use of
reusable laparoscopic instruments such as trocars
has lowered the cost of LDN considerably[27].
However, the shorter hospital stay and return of the
donor to work earlier should negate the cost. Because
live donor nephrectomy imposes both a health and
financial cost on the otherwise healthy donor, cost
studies comparing ODN and LDN should ideally
include both direct and indirect costs, as well as

benefits both to the donor and recipients.
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Recipient factors

Graft loss and injury due to technical prob-
lems.

Single graft loss due to technical problem was
reported following ODN. On the other hand, at least
15 graft losses due to technical problem, following
LDN were recorded[28]. The most common factor
was vascular complications thought to arise from
technical errors in handling a short renal vein with
thin walls that was prone to dehiscence[29]. One
graft loss was reported due to fracture of the graft
during manipulations by the EndocatchTM bag[30].
In a series of 738 LDNs Jacobs et al. reported that
the endovascular stapler created 37 extra arteries
for implantation in cases with a short common stem

of the main renal artery[31].

Graft functions

The initial concerns about LDN and the recipi-
ent outcome were the longer operative duration and
the pneumoperitoneum, resulting in problems with
graft functioning. During early experience with LDN
increased warm ischemia time resulted in an increased
proportion of delayed graft function. With increased
experience LDN and ODN have shown comparable
graft function at short-term follow up. One study[32]
evaluated factors related to potential delayed graft
function after LDN. Identified variable included
recipient age, human leukocyte antigen (HLA) mis-
matched donor-recipient pairs, ischemia time, and
transplantation of kidneys from a female donor into
a male recipient. No variables associated with the
laparoscopic technique itself were associated with
poor graft function. In randomized trial [27] comparing

ODN and LDN, graft function was no different between



the groups, as measured by the serum creatinine
Graft survival (93.8% in LDN and 92.7% in
ODN) and recipient deaths were also not significantly
different (two LDN vs three ODN) at a follow up of

level.

1 year.

Discussion

In the two recent systemic review published by
Handshin[2] and Tooher[3], have demonstrated the
safety of LDN as the primary means of procurement
from live donors. Since then, three further RCT have
been published[22,27,33]. Unfortunately, due to relative
small numbers of patients included, heterogeneity of
variations on how main postoperative endpoints were
evaluated, no substantial definitive evidence espe-
cially regarding the end point donor safety was added
by their RCT. Our experience have shown signifi-
cantly shortened hospital stay and equivalent graft
function with LDN compared with ODN.

However, LDN is still perceived as an experi-
mental method at several major centers around the
world. A recent survey of 131 transplantation cen-
ters, which collectively account for greater than 70%
of the transplantation volume in 12 European
countries, found that only 40% of all live donor
nephrectomies were performed laparoscopically[34].
A higher rate of adoption ranging from 67% to 84%,
has been reported in the US[35]. As our knowledge
only 3 of 29 centers perform LDN in Thailand. The
reasons cited for not offering LDN include perceived
poorer graft quality, higher donor complication rates,
lack of evidence of benefit, higher cost, and a steep
learning curve. In our first 59 laparoscopic donor
nephrectomies demonstrated equivalent graft
function and similar rates of slow or delayed graft
function comparable to the ODN. A lack of surgeon
experience is also an important factor limiting the

adoption of LDN. Nevertheless, donor mortality has
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remained very low since the development of this
procedure-comparable to that of the open approach
and morbidity has decreased as surgeons have gained
experience[36]. In our center, surgeons started LDN
after gained more experience in laparoscopic abla-
tive nephrectomy.

As the rate of end stage renal disease increase,
there is a need for the donor pool to be widened.
Living related donors still represent the largest
potential source of transplantable kidneys. Decrea-
sing surgical morbidity can incentivize there donors.
Indeed, a study from Johns Hopkins University found
that 47% of donors would not have donated kidneys
if LDN was not available[37]. It should be the mis-
sion of centers without LDN experience to find ways
to safely introduce this approach into their program.
We must continue to seek out ways to further

decrease morbidity for our kidney donors.

Conclusion

LDN continues to develop as an alternative to
ODN; LDN is certainly better than ODN in term of
blood loss, analgesic requirement, hospital stay,
convalescence and cosmesis. The longer surgery and
warm ischemic time are factors that count againt it,
although in the short term these have failed to have
any effect on recipient outcome or graft survival.
Donor satisfaction remains higher with LDN. Although
the number of centers that perform laparoscopic
donor nephrectomy increases, most centers still
practice open donor nephrectomy. Open techniques
will probably remain their place in the surgical
armamentarium because the majority of transplant
centers perform a small number of live donor
nephrectomies only. It seems critical to have gained
procedure related learning experience before

performing LDN indepently.
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4 Knowledge and perception about prostate
cancer risks and screening program in Thai
male with positive family history of prostate
cancetr.

Piya Innachit M.D., Julin Opanuraks M.D.,
Kriangsak Prasopsanti M.D.

Abstract
Purpose: To assess the perception of prostate cancer risk and knowledge of existing prostate

cancer screening program in high risk Thai male with familial history of prostate cancer.

Methods: By questionnaire and interviewing Thai male above 40 years old who have family history

of prostate cancer (first degree relative of prostate cancer patients).

Results: 62 Thai males, first degree relative of prostate cancer patients with age between 40 to 75
years were enrolled for evaluation of prostate cancer knowledge. Overall 67.75% of them didn’t perceived
about their risk factors for prostate cancer whereas 56.45% didn’t know about existing of prostate cancer
screening test. Only 12.9% having been screened for prostate cancer and almost all of them were
reported as having PSA test, but not a digital rectal exam. 75.95% of the un-screened patients want to
participate in screening program having been informed of their risk of prostate cancer, benefit and

harmful of prostate cancer screening.

Conclusion: The results highlight that Thai male with a positive family history of prostate cancer
didn’t perceived about their risk of prostate cancer and didn’t know about existing of prostate cancer

screening program. The physician should concern about providing information to this high risk population.

Division of Urology, Department of Surgery, Faculty of Medicine, Chulalongkorn University, Bangkok, Thailand
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Erectile dysfunction after transurethral
prostatectomy.

N

Siritanan N M.D., Chaypan N M.D.

Abstract
Background: Previous studies about erectile dysfunction after transurethral prostatectomy is contro-

versial (rate of Erectile dysfunction 3-20%), and there was no report in Thai male.

Objective: To assess erectile dysfunction after transurethral prostatectomy, what is incidence?, risk

factors that contribute to erectile dysfunction (ED).

Materials and method: 91 patients underwent TURP in our department for the treatment of sympto-
matic BPH. All patients were evaluated for, International Prostate Symptom Score (IPSS) and quality of life
(QOL) preoperatively. Finally, the erectile function of the patient was evaluated according to the Interna-
tional Index of Erectile Function Instrument (IIEF-5) questionnaire. It was determined that ED existed where
there was a total score of less than 21. The IPSS and QOL assessment were performed at 3 months post-

treatment. A logistic regression analysis was used to identify potential risk factors for ED.

Result: The mean patient age was 70 years. The ED rate was 59 %. 3 months after TURP, the rate
of patients reporting ED increased to 66 %. Statistical analysis revealed that the only important factors
associated with newly reported ED after TURP were diabetes mellitus (Odd ratio 15.3, P 0.045) and

observed intraoperative capsular perforation (Odd ratio 45.6, P 0.004).

Conclusion: The incidence of postoperative, newly reported ED after TURP was 7%. Risk factors for

its occurrence were diabetes mellitus and intraoperative capsular perforation.

Key Words: Erectile dysfunction, transurethral prostatectomy

Department of urology, phramongkutklao Hospital, Bangkok, Thailand
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Prospective descriptive study Erectile dysfunction after
transurethral prostatectomy.
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3 U 66%, Pade pefl “wiusiun1siAnfe T3Awmau (Odd ratio 15.3,P 0.045), mimg*’g’mmﬂgamaa
AiaNgNuN (Odd ratio 45.6, P 0.004)

sUnaMsANE: §99IM3Lia Erectile Dysfunction nainduwidinde 7% fadet seil “Wiusmaiiade
Tsawvnu UAZNINLATULALYRTDIADNGNANIN

* yeAReNTINNANT] 195 NOVARENTIN L3NELIANTENINGNET
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NITONNNINA (sexual function) LHuilage
dnseannwiinfiuasnuiidonigunniuasiinny
NIIDNWNWLWA (Erectile dysfunction) fianagiaed
msﬁnmwudﬂuﬁjﬁﬂUﬁﬁmqmnnfh 50 T 2sd "0
ARAMNUNNSBITBINTTINA “NAUS I
na;aJmmi LUTS (lower urinary tract symtoms)
i mzsun I edieae T wulduesTu
AUDIENINLATHAY “’uﬁuﬁ“ﬁ’umazsiaugnwmﬂ‘[m
(benign prostatic hyperplasia BPH) THfnsUsza
3euaz 50 vavEBDNENU 50 Dazlinnzdangnviain
Tuazaziinmzaengnvannlea eiviesar 80 Tugmei
81y 80 U finangumuindany “wiusiuszrivngs
£1M3 LUTS AUAMNLNNIDININNITHLNA “NiUS
agiunssniidafiiusinasguassnizsen
anvnlafansweia ‘aendey (transurethral resection
of prostate TURP) WUIMAINITHIAR DINADILAITL
fanu “NRUSAUNTUANS BN INSRIWA “NuS Tusng
Yszimainsfnsuanadilaidnauuazsaliins@nuniy
loolne Sefiufisnaesindedsed

Wdowna:d8A1auns

ngNNSANE

frelsadangnyannln 91wt 91 Audifidaried
flazfaarndin ‘pandos

Tulsonenuanszaangundn seninDn.a. 2550 -
2551 lpafinausinsdnidean Aa
nuMAALENSINNISANE (inclusion criteria)

1. 818 50 - 90 I

2. fihwdengnminnlaidasnismsinunlayis
WNIFAKTUNRDY (TURP)

3. wa%mf‘laﬁuﬂ’uhLﬂuﬁiaugﬂwmn‘[m
NUNARDBNINNITANE (exclusion criteria)

1, mmiwﬁ"ﬁ%mag‘lﬁﬁaﬂnﬁ 3 LABUNBVIAYNNT
HdRsaNgnranle

2. fndnguindunciSesiangnrann

3. wHdRsaNgnuNINlaNINaw

4. fnnznsznnzd  zinsInanNRaUn®

&)
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PAITEUUUSE M (neuropathic bladder function)

swswdeya leelfuvy sunudssfiudoyadu
2 SzuzAn NEUKIGR TURP LATvadnin 3 thau, Loy
udayaludadosoluil

o doyaildzaciioe ldun e ong

o T3nUseandh, pfinudszdn

e WHANTINNNT ”qu%‘

o UsEYRnTrNEATHILN

o MHuuy sumw IPSS iatsziiueinis LUTS
\aUseiiu degree 789 LUTS

o MHuuy auow IIEF-5 wiadszifiuenis“au

NFINMWNA G1dppndn 21 Da31dlnNY erectile

dysfunction

o summaulddANUNNIBNTBINIINA
8 3 (ejaculation disorder)

Ysziiutladol “peiivinl#iAn Erectile dysfunction
NMIHIAR TURP 12U prostatic tissue resection,

intraoperative perforate capsule, profuse hemorrhage

n1sJlAs:iidoya

1. Awzidoyanlulavld HdBewssaunliud
S, Fouar, Al way uidsuunng

2. Aenzvinny wiuszesgiinsalzesns iia
AN BN N3TamnawA 1aeld Wilcoxon Signed
Ranks Test, (A1 IIEF-5 f1tiaundt 21 fadnududl
Mz aN N3I0MWIeA) Wisuifiey baseline fiu
i 3 \fiau

3. ¥ risk factor maamuﬁmmﬂ"‘m NITNNN
manAnaunia 1aeld Fisher's exact test

4. " risk factor 2B9NITAANTL BNNTTONMN
MANANAINISHIAA TURP laeld Binary logistic

regression analysis

wan1sAnNYI
mnmsﬁm:nvjﬁﬂ’;ﬂisﬂﬁaugnﬁuwnimﬁlﬁ%’unﬁ

o @

Sndemsindasangnvan ongalesesgiedfiiin
Widaindy 70 I dgdAnisaizesnisiianivideu
NITOMWNWANDUKIAALNNY 54 AU (59.34%)

2987 “NANUSAUNSAANTHEDY  NITTONTWNLNARD



21531N71 60 T (P= 0.008), 11U (P<0.002), AN
Al (P<0.001), ”Lwﬁu’[mﬁa@”a (P=0.013) mi”uq‘w%‘
(P=0.009) (A13797 1)

NMIHIAA TURP ﬁﬂwﬁfnﬁiaugﬂwmn (prostatic
tissue) WRRBIMNNTHFAINTY 35 N3W, intraoperative
capsular perforate 5 AU (5.5%), \la\iwuqﬂ'ﬁmmi?lﬂo
M5t gldananmMsENdaNINAusaglilien (profuse
hemorrhage) ¥138 TUR syndrome

91M3t  M=aIWN (IPSS).MIUIstiu 83300 W
NN (IlEF), amnufinUnfzasnsnacnig .3 (retrogade
ejaculation), ALNWEIA (quality of life) ABUNGA
WATVAIHIGR 3 WU Wafimsefl 2 wanudia1ng
1l nzai’wmnmaa@ﬂwﬁ"ﬁu NIIDN NN LNARTY,
AuNWEIRRTUDEsite Wy, uanuAnnAzas
oo Iwuiiiu 80% vaviion

Ui 29 dnfl 2 Fuanan 2551

nn1sRnmiinudn  §asinisiinnisndeu
NTIONNNWANAINTHIAAINAY 66% Aafu
qﬁﬁﬂ’]ifﬁﬁLﬁﬂTwﬂ 7% #n1911 binary logistic regres-
sion analysis {iaUsziiuiladedifiany “wiusiuniaia
MIVEDU NITDNINNWIWANAINITNIAA TURP WU
Hadeiifian “NiusAe 1Wvu (Odd ratio 153, P
0.045) LLa:msng%uLLﬂﬂ*’gamaaﬁiaugﬂwmn (capsu-
lar perforate) (Odd ratio 45.6, P 0.004) uiladedu
wulsaladuludon o (P 0541), 3 uyw3 liwuily

"Wane R (P 0.718) fem1319di 3

Jiasridoyana:inisni
sengnannladiunnziinulug senguaziianm

“WAUSNITANNRAUNAN WA “NAUS (sexual dysfunc-

tion) N3 lsasangnunINlalasNIHIE BIndey

A5 1 4 avifeses “eaaanIsiinnIseay NI NUNANDUNTIHIAAADNGNYX N

Preoperative erectile dysfunction

Risk factor Yes No P value
n = 54 (59.34) n = 37 (40.66)

Tsavala Coronary heart disease
No 53 (92.98) 32 (96.97) 0.648
Yes 4 (7.02) 1 (3.03)

TsAwwm1u Diabetes mellitus
No 33 (56.9) 29 (87.88) 0.002
Yes 25 (43.1) 4 (12.12)

21g Age
<60 1(1.72) 6 (18.18) 0.008
>=60 57 (98.28) 27 (81.82)

TsAAaiY_9 Hypertension
No 25 (43.1) 29 (87.88) <0.001
Yes 33 (56.9) 4 (12.12)

Tsalusiulwdon 9 Dyslipidemia
No 42 (72.41) 31 (93.94) 0.013
Yes 16 (27.59) 2 (6.06)

mimuu;né Smoking
No 41 (70.69) 31 (93.94) 0.009
Yes 17 (29.31) 2 (6.06)
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AN 2 U AAT clinical parameter NOUKNIAALAEAAINIGA 3 LADU

Baseline 3 months P value
Mean+SD Mean*SD
International Prostate Symptom Score (IPSS) 28.33+6.36 4.77+5.39 <0.001
International Index of Erectile Function (IIEF) 13.85+9.02 12.71+8.86 0.009
Quality of life (QOL) 4.52+1.07 1.66+0.87 <0.001
Retrograde ejaculation 0 33 (80%)
a1597 3 1 avileseiidnasaniaiin erectile dysfunction ¥ayn13HIGH TURP
Vaiable NewED Odds ratio 95.0% C.l.for Odds ratio P-value
(n=6) Lower Upper
Perforate capsule
Yes 3 (60) 45.6 33 627.8 0.004
No 3 (3.5)
TsAwmuDM
Yes 5(17.2) 153 11 219.7 0.045
No 1(1.6)
Tsalasiulwdon .3 Dyslipidemia
Yes 1 ) 0.4 0 10.1 0.541
No 5 (6.8
nﬂsuui.Jﬂ% Smoking
Yes 2 (10.5) 15 0.2 15.2 0.718
No 4 (5.6)

(TURP) ilumssnniiiusnnsgruildsnulsasen
gnwmn‘[muazﬁ “wWusAuN1sIiAANNRALUNANIGLIWNEA
“wiusasliAanzmmsnindefinund (ejacula-
tion dysfunction), NILNEDU NITANWNWNINA (erec-
tile dysfunction)

guAn13ain9iia Erectlie dysfunction ¥&IN13
W TURP fafudpanifieeiu delunarsn1sdnm
RN 4-35%[1-5] AVAIBNIIRNEIWEINDFLIENT
\in Erectile dysfunction watialitfudia qﬁﬁuuuauwh
ffissoutladeil wnsadu wnde

1. WU (diabetes meliitus)[6] F9aiuann

N1IE cavernous nerves damage 31N chromic hyper-

glycemia

2. ﬂﬂi%tq%uLLﬂ‘lJ”QN“lIBGGiﬂNQﬂWNWﬂ (capsular
penetration)[3] $iN13AN¥ N1 cavernous nerves 39
%mﬁu%utmﬂgamaosiau@nwmn[3] %amimq%mmﬂga
39 "5a¥duRsIey cavernous nerves i

3. mqﬁmnniﬁ 60 1[7] ﬁmsﬁnmwudw@’mﬂﬁ
8153INNT1 60 DAL B9san151in post operative
erectile dysfunction ¥nAnInenyiiny

4. aetl  zlisen (Acute urinary retention),
AMziRpaspnINAINIHARdaNgNININLA (profuse
hemorrhage)[7]

5. AN “WRUSUAMNTIRLE (anxiety)[8]
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innsAneieiianrdadengnmannlalulss
WENLNAWTEANGINANIIUIY 91 Ay AfdarsdTiazdins
Wdnsiangnuannlanydt gifinisainisiia erectile
dysfunction fABUKIAAWINAL 59% HAN “NWUSTY
Wy, egiinnnii 60 T, Tsalauluiden v, Tsn
lafin L. M3 ”U‘u;w’%' willauiunsAnenlusedseinaf)]

“AINIIHNIARDINT1] n:ﬁwmnmaavgﬂaﬂﬁﬁu
atnedly A, Qmmw%ﬁmﬁﬁu, gifin1sainisiia
ejaculation dysfunction wWinAu 80% (A157971 2),
giAn13nin13ifia erectile dysfunction HRINIWER 67%
wirfufigifinisalifia erectile dysfunction Trsi 7% an

NIRNEIMIAINN “NRUSTBINT9IAA  postoperative

1on 159103V

Ui 29 dnfl 2 Fuanan 2551

erectile dysfunction Toeld binary logistic regression
analysis wuingl 2 fhadpfiisadesdn Wy way
miw:q%uLLﬂﬂgawaaﬁiaugﬂwmn

sUgAn13ainsiia erectile dysfunction via
maindatulseweianszasngunddsuauingides
funsAneludUssina uasiiiadeifianny “uwusi
Ay wigedsniudasnnalniiaduiensiefidaiau
atwlsfmuarnnsfneiivenlddn Tuauldfbuwn
WU, uaziinmeguadyasenineindn fuualiiung
\ingAn13al erectile dysfunction 16, uazszninesindn
mﬁmwaﬁL‘fluﬁazﬂ”aﬁz"i\am‘sﬁm@iaugnﬂmnﬁﬁnLﬁu
1ﬂauﬁw’[ﬁm3aﬁmmﬂga
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Use of xylocaine spray 10% reduces pain

associated with Transrectal Prostatic Biopsy
(prospective study).

Lapchai Sresthadatta M.D., Bundit Karnjanayak M.D.,
Nopporn Cheuypan M.D., Somkiet Laemtong M.D.,
Poonkiat Reungpoka M.D., Satit Siriboonrid M.D.

Abstract

Introduction: When a prostate biopsy is taken many patients experience pain. Local anesthesia at

rectal mucosa might reduce pain during transrectal ultrasonography (TRUS)-guided biopsy prostate.

Objective: To examine the efficacy of short acting agent xylocaine spray 10% (10 mg/dose) during
transrectal ultrasonography (TRUS)-guided biopsy prostate, as the local anaesthesia has been shown to

significantly alleviate the pain of this procedure.

Patients and methods: Sixty patients were randomized to receive a local anaesthesia with xylocaine
spray 10% or no local anaesthesia. Two minutes before biopsy 10 doses (100 mg) of the anaesthesia were
given via transrectal above anal sphincter 2 cm to the base of prostate gland. After taking a 12-cores

biopsy the patient were given a visual analogue scale (VAS; 0-10) to assess their pain during the procedure.

Results: The mean VAS scores were 4 in the xylocaine spray group and 7 in the no local anaesthe-

sia group (P<0.001).

Conclusions: Xylocaine spray 10% significantly alleviates the pain of TRUS biopsy.

Keyword: Xylocaine spray, TRUS biopsy prostate

Department of Urology, Phramongkutklao hospital, Bangkok, Thailand
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ilrS Ui 29 dnfl 2 Fuanan 2551
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M5 95

nsl8 Xylocaine Spray 10% (10 mg/dose) WoanAIIW
1ISudonlunisrin Transrectal ultrasound guide biopsy of
prostate gland Tulsvweuraws:uonnind (n1sAnuIILU
N1avd")

S.9.Uw.a1nv9y 1ASUT:NAR, W.9.Uw.Urunn N1youwsuy,
W.e.uw.uwws 1seWus, w.e.uw. UIAESA UMaUNBY,
w.o.uw.yuiiesi 1SevlnAn na: s.e.uw. 15M ASYNYONS

UNARgo
Iagusz IATBININE LiNaANHUSE “nEnnaesenananzii xylocaine spray 10% (10 mg/dose) 11
anldiiauvin TRUS biopsy prostate iaananuidutiaiildsuainnszuiums

filsuaziinsAne ﬂ']’iﬁﬂ‘]ﬂ’]ﬁlﬁﬂﬂ']’iﬁﬂ‘]:}’ﬂugﬂLL‘IJ‘U randomized controlled trial Tuftlae 60 378 ui
Hunguitlisuenmamziide xylocaine spay 10% uazngaiilalasuen Tsliewiwdmilasayanasmin
2 #rl1aufle BB AvavsaNgNyNTN (base of prostate gland) navil¥iaLTuTIuIL 10 Ao (100 faAn3u)
Wurar 2 wifineuwsin TRUS biopsy prostate miuFaihmsiaszaanu§ualagld visual analogue

scale

WNANISANEY ALRABANNLEULIA VAS score“[uﬂﬁjuﬁiﬁ%’umﬁ’llﬁhﬁu 4 Lmﬂumjuﬁ\lsﬂ,ﬁ%’ummmLaﬁﬂ
AMNLEUYIA VAS score WU 7 (p<0.001)

9 mM3slduneanziifng xylocaine spay 10% faun15¥i1 TRUS biopsy prostate 1113508AAN
uthaannssuaunsiéagneiivse “ninm

uwuNAREA AsylIINe1 navARENTIN 1S9WeILIaNsENNNaT
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A1 Transrectal ultrasound (TRUS) guided
biopsy Husumaud 1@alun1s3fiasdy CA prostate
l2917un19¥1 TRUS-guided Tru-cut biopsy Juasals
Wuinesgudesands: “niamlunsidads cA
prostate 16 _suazdinadroidestion §ie wsnniilals
Sun5¥in TRUS biopsy prostate laglailasunislwen
mlugUuuylafiauinnuseanaudulaald wiau
LLmﬂﬁhomaﬁté’ummﬁummﬁy’uLmnﬁmﬁu\hﬂuﬁﬂwLwi
ar51e FoldfinnsAndudinsieanauiulinanmg
11 TRUS biopsy prostate %uiué’nmmzmao local anaes-
thesia tiiadadansliouasenasinnu “setoaniy
N38aAANNLIEULIALLL general anaesthesia

anaduaeiitindulunisin TRUS biopsy
prostate tulasnaniinduanmaanznzqiingines
prostate Tnpffisuaus “ni§uthnsiuazgn ssuly
ot “uyse witeglu neurovascular bundle #9119

fngdiudnae 2 fze prostate wansziiufnNiay

a

flavianzidnds prostate Agasfinisiarziutun
rectum doifluduifiadoniifivsy MIuAN3 noy
U ﬁaﬁumnﬁmﬂﬁmmLQWﬁ:ﬁLﬁaﬁuﬁammi"ﬂ
fidudioiionas rectum snazgnanIEiUANIEULA
16 5slevinsdnsmsldomansfiseduiiadionass
rectum Lﬁa@mz"m%mw’lum‘sammwﬁumm

Xylocaine Spray 10% (10 mg/dose) Lflu‘lf’lil’lﬁ
Wduieldfuiieflonldiinnisoiiaaldodd
sz B SeqniazevegUstana 10-15 wit To
iluenazeengninieluian 1-3 it aewndonslden
TmaﬁﬂﬂLLﬁaé’mwmi@mﬁmmmmLQWW:ﬁ%Lﬁmﬁuﬁa
i audlalidmelunaenanasuaznasaanlng Seaunn
Téuuziife 50-200 mg waldn g auilavinans
Tuszae “ufe 200 mg SeldRasandnulasld Xylo-
caine Spray 10% (10 mg/dose) Turnnr3ITasIUIn
81 9 AAD 100 mg m”wﬁu%nm@lv’mwimﬁa@iaﬂggﬂ
n9viindu 2 cm ldsuSiin base POIFDNGNVANIN
WanTonalun1sanszduanu§ulinainnisvin TRUS-
guided biopsy prostate

&)
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>

I5n1sAnun

nafnudifunsfnelusuuuy  randomized
controlled trial aanlun1sfinen 6 1iou Aosous 1oy
WOBNAN WA, 2551-LlRBunaIAN W.A. 2551 Anmlu
LHUNAREAN m%giﬁwm NEIFALNTIN 1SINILIR
WIZAINGINAT newEmuAs fhefidnsaansfinm
) Qﬂmnnswﬁﬂmmﬁmm total prostate-specific
antigen (tPSA) §1nni1 4 ng/ml LLazQﬂaﬂnnimﬁﬁ
AMNNALNAYAY prostate gland ?7NN13ATI3 digital
rectal examination (DRE)

N LailésudnRendnsdn Ae §iifise 7
anal fissure %38 stricture, Qﬂ’mﬁﬁ neurological
disease, Qﬂ’mﬁﬁmﬂ%mLLﬁmmﬁumzﬁi’W%aﬁé’numt
drug addiction, §ihefifilse SalasasamziTungs
wlad waziiheibidugandnsiunsdnm

fmuanguiilapilddnsiunsfnsniusuau
719U 60 318 Immqfmﬂlﬁ%’um‘;a%mﬂﬁoﬂy’umaﬁ[ums
Anwn, waflas lisuuasnadnafssdusraialdaniunau
PadnsAnEfaufissyinsasunlumie “afusaud
FINNIANEN

@"ﬂwﬁ'Lﬁﬁ‘humiﬁnmazgnuﬂaaanL'fJu 2 NN
az 30 AU lag ﬂﬁ\juﬁ 1 1650n5ld Xylocaine Spray
10% (10 mg/dose) aaviafildwu spray w19 trans-
rectal udnIINANUBIRILAUSIIALnTese anal
sphincter 2 cm 1Uaudls base 789 prostate gland

U5218197n DRE) nanwuenHiiusiadenaisnuiu

@

"1 100 mg tHuasevey
U 9 qmﬂm‘s‘lﬁ%umaou’%nmﬁ%gn@mﬁumnLﬂuﬂmw

10 A59 Wi lESUYSHNUETe

o '

VAIRNNWULIUED 2 UITIR9VIINIT biopsy prostate LLas
najuit 2 ailé3unsld Xylocaine Spray Tasste avngu
16150 2% xylocaine jelly W lubricant “3uU TRUS
biopsy tripUiU

N13%1 biopsy prostate Tunsnwivuuudu
outpatient setting Toel#idu transrectal ultrasound
guided LA biopsy prostate Tae) automated spring-
loaded 18-guage needle ﬁi”lu’mﬂ%\‘ma\‘im’i biopsy

Wiy 12 asewiiulugiheynae vdeentdu 10 wi
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FevnsyUssiiusesumnuiulialasld 10-point
Visual analog score (VAS) as “NiNANad19LAse
sruuyse M qunawdedusinsusnuareimstizes
mMslesueiuaug

Ui 29 dnfl 2 Fuanan 2551

wan1sfAnu

ftheiidnsansfneis“u 60 318 1ilesand
ANMNAAUNATDY tPSA 49 918 LAz NTANNAALNATDY
DRE 11 378 iinsauns@nunlungaitléiy xylocaine
spray 918310 ade 88 U aytipy aie 53 1 aﬂqtaﬁﬂ
Wity 67.5 ¥ (67.5+8.0) Tunguilailésuen engan a
Ap 82 T peiloy adp 45 mql,aﬁﬂwhﬁ’u 67.7 1
(67.7+8.4) QL"ﬁﬂiaumiﬁnuﬂunﬁjuﬁiﬁ%'u xylocaine
spray AaAe PSA WU 109.4 ng/ml (109.4+395.4)
Tunguiilailéisuen A PSA Wiy 9.9 ng/mi
(9.9+6.9)

AladETey VAS Iunéjuﬁ\lﬁ%’u xylocaine spray
Wiy 4.1 Aadepes VAS Tunguiilalésu xylocaine
spray Wiy 7 (P<0.001) Iﬂﬂiun@:umﬁ%’u xylocaine
spray 32U VAS v awiniu 6 aulungaitlailéisy
xylocaine spray 3¢6U VAS ¢ Ay 10 #aeanyin
TRUS biopsy L§i “anaamsgtienneduiaietn
1oy 30 wiit lawuitheseladiornsiadnfainnislé
JueninuIUIa

L |

|
I I Tl 1 I
0 1 21 3 4

Absence of
PAIN

——
e

| | 1
6 7 8 9 10

Worst
FAIN
Experienced

gﬂ‘ﬁi 2 U avAI8L W 10-point Visual analog score

AN 1 U AvRaMIANYUYSEUTEUYDIEL LY 2 NGN

Spray No spray P-value

MeantSD Median(Min,Max) MeantSD Median (Min, Max)
age 67.5+8.0 66.5 (53,88) 67.7+84 70 (45,82) 0.900*
PSA 109.4+3954 9.4 (3.4,2000) 9.9+6.9 8.3 (1.6,33) 0.379**
VAS 41413 4 (1,6) 7+241 7 (3,10) <0.001*

* Unpaired t test
**Mann-Whitney U
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fJaq1fuudidn TRUS biopsy 2zt gold standard
Tun193fiady CA prostate wArnNLEUYIRIINATYN
TRUS biopsy 9iilu =y “@aufisiaedilefio msdnuiie
sjonisiiazanrnaniuialusdnlagld local anaesthesia
ﬁﬂﬁﬂﬂﬁmﬂugmmumad periprostatic injection i
13170 neurovascular bundle B9 131308AANLEULIN
Iginenefitiy 1dylunaienis@nmn

J.C. RABETS uazamueludl a.a. 2004 livinig
fnu Bupivacaine provides rapid, effective peripros-
tatic anaesthesia for transrectal prostate biopsy[1]
TasnsiSey Wisunsld local anaesthesia ‘[uﬁﬂ’m
fiaunn5i1 TRUS biopsy Fauyaiiiu ﬂf\ju‘ﬁ 1 % peripro-
static block laeld bupivacaine (0.25%), ﬂﬁjuﬁ 2 T
periprostatic block Taels bupivacaine (0.25%) 33N
iU lidocaina (1%) Tudmsn 2u 11 uaznguil 3 Laid
n31¥ local anaesthesia W&LUSBUBUSEADANNETY
Yanlaeld Visual analog score (VAS; 0-10) Iulﬂﬂﬁﬂ
75 518 nausngtungudi 19 local anaesthesia 119 2
ngu 1M1I0RATEAVAINLIAVLIAIINNNTI TRUS
biopsy léileu/Seuiiuiunguiilalé3y local anaes-
thesia peivlUly A

Alberto Trucchi uazanzTull a.a. 2005 Lvinnns
AN Local Anaesthesia Reduces Pain Associated
with Transrectal Prostatic Biopsy[2] Lﬁa@mm N0
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