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Sterile water give better visualization than 0.9% NaCl ad 1.5% Glycine irrigation in
Transurethral resection of prostate gland.

Laparoscopic Radical Cystectomy with Urinary Diversion in Ramathibodi Hospital

Robotic Prostatectomy: Does the Approach matter?
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Sterile water give better visualization than 0.9% NaCl ad 1.5% Glycine irrigation in
Transurethral resection of prostate gland.
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Laparoscopic Radical Cystectomy with Urinary Diversion in Ramathibodi Hospital
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Robotic Prostatectomy: Does the Approach matter?
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unAngo
mguse IR LﬁaﬁnmquﬂLLazi‘Jaﬁ’m“mmm‘[sﬂmjau Niiﬂﬂ’]‘W‘Vl’]\‘lLWﬁIuQﬁﬂﬂlﬂﬂﬁﬁﬂLﬁmaﬁlafi

stupums@ine: uns sedeyauiissasaien lufmelneifadoesleiinniumnsainei andu
ﬁ’ﬁ’]ﬂui’lgi (Single-center, cross sectional study)

ABnmsAnen: ﬁﬂuﬂu@mﬂlmmq > 18 1 fidadaenledfinniunisnsasnm w wwungiieusn a1y
191AUIRS nanlgsuenduly waslalldsusdnleg s1uau 499 au ﬁiﬂﬁawnwaﬁuﬂwLﬁﬂuwé’uLLa:§uLLsa
Tmmﬁuiagaﬁugmmmm 1 §iAs, YsrTRlsavszduazmslion vanteedulay | mansnsiaidendl @
USunudaiana1y CD4, Plasma HIV-1 RNA (Viral load, VL), UY U NIIDNNWINAAIY (International
Index of Erectile Function: IIEF-15), LLluy aunulsaduLA3 (Thai Hospital Anxiety and Depression Scale:
Thai HADS-14), Han13n33939MesINdaazidaavnsssusasluum n walsu (Total testosterone), Sex
hormone binding globulin (SHBG) uaz albumin tipuly3iasnsing A

HaMSANE: 81 1 AT 499 AU ATBEF UYWL 39 T (IQR = 35-44) ulvajeyluszdy C aw
mMauteanuguLsszaslsafiaidaioslodaunsuaiuanlsn  nigewdnn (CDC Stage C) wifiu 213 Au
(42.7 %) ATbagUTBIzEzAInTIUTRAaEsaUIN SuEsetleiviniy 6 U (IQR = 4-8), AlsugIu

© wwunAaensnssvvd 19 00W9AusIgs nanmawaNlsa nIsnsa 1973 B
“  paANITUNS (PATH) Ussinalne

* AGNATIWEILIA  a1UNTIAUTINT
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29U530udinldnn17 CD4 fisn Wiy 65 cells/mm® (IQR = 17 - 169), AslsEguzasINIULALRDAZ17
CD4 a1 alaiiiu 3 ieuwiiy 320 cells/mm® (IQR = 202 - 462) 100% 28981 1 dFAsfdldsuefulay
wrled  wulsavigau NTINMNMNANA 54 AU (10.8 %) NMTIATILYINNG DALY Multiple binary logistic
regression i Alasiitladuiifidniwasalsantou nssanwmaialasidoniiadldud a1gfiuindu odds
ratio (OR) = 1.06 (95%ClI : 1.02 - 1.09) R? = .043, 15AN193AL11% OR = 3.39 (95%CI : 1.01 - 11.36) R? = .023,
n3lueaniidenie OR = 50 (95%CI : 28 - 93) R? = .017 uazan 1 dasfisiselétaunid 5,000 vmeaiau
OR = .29 (95%Cl : .16 - .55) R? = 058 (Iantladtiie 4 Fr9dulsiny Multicolinearity) wudn fadeii 4 wsa
Jaiuihnenmsiialsandeu wssanmmawnaldedsdie dne diuazfisrunrlunsiunensiialsa
VAU NITAMWNWWAWINAY 18.1% (R® = .131) WuIAdBuguYa9IEay Total testosterone Tuen 1 das
fifulsn ED winfu 19.5 nmol/L (14.4-28.8) uazlusn 1 siasfiliiulsa ED winiy 18.7 nmol/L (13.3-25.3)

p = .324 @9t 5eAU Total testosterone 39laifiANy “WkuANG AANUISANEDL NTIANWNIILWA

su: malnefifadoienledifiefiongunniu, flsaneiang, Lisandameuasiiassggiuse fanw
“wiusaeeie Woiulsavdou wssanwmsne Semdouiladol “seludseansmeialy fetu wuimenis
Afiaady wardeviulsn ED TufmelneifnoesleiFendeadeiuludszmnsmenly nsbiaziassdalsn ED
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TsAviau  NTIOMWNNLNA (Erectile Dysfunction:
ED) Tume oiulisuana wlsdraannluilagiules
Lamﬂunq'umﬂﬁlaiﬁmL%ma"nlafi WUIIAINYNTBILIA
ED TudseinAsngg 1ty dengy, awwsn1 (The Massa-
chusetts Male Aging Study : MMAS) uazglsuiviniy
32%, 52% Way 31-52% mNaneu[1,2] Tudseimnalne
lefinmsfnsarugnoedlsa ED laangs TEDES (Thai-
land Erectile Dysfunction Epidemiology Study)[3] Tu
alneduau 1250 au adaned wa. 2541 wui
mulngiifiany 40 - 70 T flsandeu wssnnmms
weluseFusneg saniu 37.5% adel “sevaelsa ED
fifimsonlugszansitaly Toud evgianndup-a, am
“INuAziATEgha 1wl MsAneuazselé3], Taaszan
f3a%0 1wu T lauazvasaidon3 4], Tsawvus,
51, lsnaudiuladin [3.6] uazlsanednng wu la
Fua7] masdeatsn ¢ viegiRimaludedensn,
viadl  Mruasly “unds2), seneg[1.2] wu enaesluu
WA estrogen, B3N lsndangnvaInlangy 5-o
reductase inhibitor, m%’nmu:ﬁwia@nwmnna;u Anti
androgen, glsaiilauazananudulafinuiengy, o1
Snlsrdnny i sdulsaduaimSesnseiuyse m
(tranquilizer) 3. WAA 1HU Amphetamine, Ry, e,
BINAN H,antagonist, 8 ngx Cytotoxic agent WALHINGN
Anticholinengic tfudiu Havadunsaniudia (life-
style)[2,3] lun ms_uyn3, Anusanesed uaznisla
2ONNIAINY

"wmiudoyavaslsn ED Tuffnide wuled fofl
n1sfnmedlunsditalasdayasinnisfnyilusg
Usemaunseainudn Tsa ED Wuiluvmiwulédeau
?’iwﬂaﬂu@maﬁﬁmﬁamﬂaﬁ Taenwuysennn 25-
70%[8-12] lapiladuL“sgsialsm ED Tu@’mﬂ'ﬁﬁméa
waled liwa nzmednla[i2] Usinausisidansni CD4
fisns,12] wazmsldensulay Tuszuy Highly Active
Antiretroviral Therapy (HAART)[13,14] Tagamzen
NaN Protease inhibitors (Pls)[11,13,14] folundniulu
Vsl iwudieny, UsinaufiniRensn CD4 i,
UseFanshndearslon |, maldiendulay Tussuy
HAART wazsesiuaasluum In 1malsu (testosterone)

Tudanfinny “wwusiulsa ED[10]

Foriu 3dalsvinnsAnuBens sy Single-
center, cross sectional study Iﬂﬂﬁi’mqﬁit NG
iadnmanugnuasadol“sesanisiinlsandau

ussnnmmamalugzslneiidaidonsled ezt

o [ a

T4 ”'msﬂ%’uﬂ@a@mmﬂumﬁﬁaaﬂ, QAURINHILAL LN

Aundinzesiinisoiesledlifideiu  madneids
farwdndulumsssuilygmiiugiudena Taeluss
Yszwaldfinsfnuiliane dwivaunwdinges

iAnBaiosleioaninlussazndsningu

nauAnuILa:NISAMTUNISANYN
nguAnmldun §anelneiidadelasled a1y > 18
T steitlasuendnleg uassolailisuesulay sy
NININEN U IAUIINIIINIY 499 AULSIN
AuangusegeilFlunsine TasyUszifiuani
anwgnpealsn ED i 30%, uadietne 499 Au
Ns0UBNANNiEsIaee1 1 dasfiinad lalugig
4% Pp9AANNEaiu 95% H1Aninaneagng 499
Aufl 30% fifianufinUnfdenany WensUsEa power
Tunswuiladey “aefl “wiusiulsn ED 27081 1 iAs
499 AU WU power 83% fiar wnsowuilade e
fi “wusiiulsa ED $e odds ratio My s e
Waudy 15% 28901 1 siasi bildfiannu “sesenann
Taotfiudoyaanen 1 dasfininsasnen w antu
1191AUTIYT TENTNFBU IMAN W.A. 2550 - LfiauY
WOHMAN WA, 2551 Tiinanmansaefuiuiifndowns
Toduazfusandrsinnsfne Tasusnen 1 Sasid
anuAnUnAludunssuy vienanulisises sawfe
dyslexia Ml 130 TINMSANEY MSERBULLY
aualé, IﬁﬁﬂL%aLﬂ‘ﬁlﬂi‘ﬁ.ﬁﬂ’m’ﬁﬁuﬂﬁF_IBEJ"NLGEI‘]J
WAULRZJUL, Tesuzaslaumaranaundazaiziin
9338 uazesneiifoe “uiusnenn LY
%’uashoLﬁmwhﬁuaanmnmiuﬁnm Tasenmsfnuaz
LL‘U‘UﬁuEJaNL“iﬁi")&lﬂ’]iﬁﬂ‘iﬂ’]ﬁlﬁ%ﬂﬂ’]iﬂi&ﬁﬁfﬂﬂﬂmz
N398N13NINTUIRTEHTINNTITEDDY D1UULIIA
U1QT UASNITHAIWANLIA NTENTW 1571908 DU UaL
MAINNRANNTTYINI98 1A (Good Clinical Practice)



oo 1 dTesldsunisesueseaziBoauazdu
ABUANNT FBIMIANEA AL EITEuALButaNLdIIN
msAnslasasunlunie “au avanudusanidngiy
MIAnsLEd 81 1 Fasacldsums “wansal waziiu
Foyauistudeyaiiugiuzese 1 das, Usziaily
uazdsrinlsnlszand samtawan1snsianeiesUjin
m3, Ysetanmssnelsnfndeienloduazlss ansle
Sunndulay weled sadeenfiiieados lud a1g, e,
i, v, Telddadaun,  auAmWNT NI |
sz iRn1sliwe ”uﬁuﬁﬁu@uaulﬂLﬁu 6 LApunaULin
FINNIANBA, mwﬁiumﬂ*ﬁqamaamﬁaﬁu@uau,
U3 IAn19etiugin (Lifestyle) 1ou ”'uqu‘%, n1598n
mdene, Tsadszssisess wu Tsalauasanaidon,
Tsawvnu, lsaanusuladio g, Tsamedan, la
andn, lsaviaaaiden Nasfudy, lsadaedse wdne U
(Neuropathy), nMsRaUnfizesnsnszaneiaideloiu
( lipodystrophy ), iauﬁ\aﬂiz’“s’ﬁnﬂﬂﬁ%’uqﬂ’ﬁl.m, g
AdiavIaanese TuInagadeniu uazaieas Tuwus,
UseTRvaslsaRnsaniomd “wwus iwu 1sadHa | Usein
MIFUYIEMUEIYIEd @iy smeinng, e1snelse
VU NIIONIWNNNA, BTITHAAD NFTNINIA
il pgesluuind estrogen, aninmlasangnyiain
Iangw 5-0. reductase inhibitor, 813N INTIIsEN
gn*nmmnq’u Anti androgen, #193UU5e ™ (Tranqui-
lizers) Az Cytotoxic agents ¥IDNIIL W 3L WHA
(recreation drug use), i’uﬁﬁmmwmﬁaﬂmm’ﬁa
wrlodaousn, msLLﬁoizﬁummﬁguLLiamaﬂiﬂﬁm‘%ﬁ)
Lﬂ’ﬁlafimumummgﬂ‘sﬂ %3gaLNinn (CDC Stage),
NaNWYiIBIUIANT 12U WaLABn cholesterol LA trigly-
cerides, Y3uaudialdonn1a CD4 a1 qm\l,mﬁu 3 1Apu,
e 1 Tasfifivsanondiaidena1n CD4 an K
ffaandn 200 cells/mm®, Ysanuiiaidans1n CD4 i
Ml A, 98N 1 Sasisidelay wole3ludens K
(Plasma HIV-1 RNA) fitiaenin 50 copies/ml MDY
Fuudely waled 9 Aluiien (Peak plasma HIV-
1 RNA), nmzunsndouzaclsnfadaienled (HIV
related illness) L%U Pulmonary Tuberculosis, Extra-
pulmonary Tuberculosis, Pneumocystis carinii pneu-

monia (PCP), Pruritic papular eruptions (PPE),

T 29 anil 1 Hquinu 2551

Extrapulmonary Cryptococcosis, Cytomegalovirus
disease (CMV), Toxoplasmosis of the brain, Herpes
simplex infection LLay Persistent diarrhea U9230n19
susndnly elusdnuasiagiulasusnifunguuas
EJ’]LLﬁia:ﬁ’ﬂuﬂf\jN IﬁLLﬁﬂéju Nucleoside reverse tran-
scriptase inhibitors (NRTIs) %1 Abacavir (ABC),
Didanosine (DDI), Lamivudine (3TC), Stavudine (D4T),
Tenofovir (TDF), Zidovudine (AZT) ; mju Protease
inhibitors (Pls) 1% Atazanavir (ATV), Indinavir (IDV),
Ritronavir (RTV), Saquinavir (SQV), Darunavir (DRV),
Lopinavir (LPV) ; mju Non-nucleoside reverse tran-
scriptase inhibitors (NNRTIs) 13U Efavirenz (EFV) LLag
Nevirapine (NVP)
Antipaaslan Tuilaqiiu 15 Fluconazole, Bactrim,

sz ldlaviunazsnelsa

Dapsone, INH, Rifampicine, Streptomycin wae Etham-
butol 1 1 ATITABULUY DUDN 2 %A 1A wuy

DUNIN TANWNWIWADDIYIEY 15 48 (International
Index of Erectile-Function: IIEF-15) Tasen 1 siasi
Tdazuuusntiaanin 26 azuuu danillsanten N330-
AWNWINA[15,16], LWUY  DUNINDINIBULAFILALTINIA
14 49 (Thai Hospital Anxiety and Depression Scale:
Thai HADS) Tawan 1 siasitléazuuusialudoiangii
a1 8 fandfilsaduaii a1 1 iAsazgnIazIaen
Tura9rian 8.00-11.00 u. LiiayILA Total testoste-
rone, Sex Hormone Binding Globulin (SHBG) LLas
serum Albumin LﬁE)L“iJ"’lumﬁ’lu’Jmmﬁ’l Calculated
Bioavailable Testosterone (cBAT) TagTHlUsunsnain
www.issam.ch/freetesto. htm nzwsasaasluuLweaze
(Hypogonadism) a=3fladtilanaldan Total testoster-
one YN 8 nmol/L “IWaLAnA Total testosterone
3¢%39 8 - 15 nmol/L LasKA calculated Bioavailable
Testosterone (cBAT) $a8n31 5.2 nmol/L.[17,18] 81 1

snsazlisumsudonanisngia lasnsamnilenanses
A5195NElaANEaN  NTanImIIsIATuNdfian 1

sinssiaens vidaflonandaniufisnnsranniinsuwwne
199 0 tufindayariovunasTuuuuifdioya (Case
Report Form : CRF) wﬁaawnﬁuﬁuﬁnﬁagaﬁowmaa
Turenfiamesiiiedinszidoya nalnzidoyauuy
Descriptive 9¢1/3¢naUA28 contingency tables 35U
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categorical variables “%35U continuous variables Tu
n13fnei lfin1suanuasuundn® azssviwiu
median W& interquatile range (IQR) N1siU3auLfipy
mmqnvﬁa dichotomous variables Su"i 2=14 Chi-
square 7138 Fisher's exact test MINAMNIVANIE &
WU continuous variables 9¢{% Mann-Whitney U
test wazl¥n1531A91=YiLUY Multivariable logistic
regression ilafaAa “wiuszaeiladbl “pasineg fulse
ED

wan1sAnv

ANBEIUTRIYB9DN 1 FAWinAu 39 T (IQR
= 35-44 1)) fion 1 diasagluzaeeny 30-39 Tanndl a
Winriy 260 AU (52.1%) ATBEFIUTBIRTHNIAN LYY
219 Alansu/ums® (IQR = 20.1-23.9 Alansu/iunsd)
Fuen 1 Sasidselddaifautioandt 5,000 U
Wiy 98 AU (19.6%) 25.1% 28981 1 iAShiaaN
A&ene a1 1 TAsidlsanednnzaiuau 15 AU (3%)
Wulsadue3 13 au 81 1 37A5 127 AU (255%) A
nmzfnUnfizasmanszauiiiadelasiu (lipodystrophy),
4 AU (0.8%) (Huwmnu (DM), 9 au (1.8%) iu
ANNAULATAR 0 (HT) uaz 2 au (04%) Huszifan
Hulsadid laifen 1 seseulefidiulsarlauacvaen
\ien, lsaviaaaidan Nedfiudy, lsadaelss wdn u
(Neuropathy) warlsmandn sufedseiAnnslasy
gUifive, MsieanIaans e vinududiniu uay
laifion 1 Sasaulaldeniidnasie
NFIONNONA bFun enaaslaune estrogen, #n

8ipe “uius

Fnwlsnsiangnuannlanga 5-o reductase inhibitor, £1
FnuuziSesiaNgnyaINngy Anti androgen, Cytotoxic
agents, Anticholinergic drugs ﬂﬂﬁuﬁ@'wmmﬂ;u Tran-
quilizers 37UU 43 AU (8.6%) 81 1 NPT 31 AU (6.2%)
L W 13 WA (lllicit or Recreation drug) tlas 13 AU
(2.6%)16'1%’Ummﬁmwﬁdﬁy’wmLﬂumﬁmﬁmﬂ%wmju
Heterocyclic sepiamfimmunaiionuin miueyled
28991 1 NATHANEEF WY 6 T (IQR = 4-8) 81 1

a5 vl 213 AU (42.7%) N3AUAMNTULTITDY
Tsafinidoiesloiutenansuaingulsn  nigawwin
(CDC Stage) Tuszéu C wansI9LdaAN DI IR

319901 1 FeTwudnadsagueeslinnudaiden
217 CD4 an qﬂhil,ﬁu 3 1@dU (Current CD4 cell count)
= 320 cells/mm’ (IQR = 202 - 462), ANGEFIUVDY
Usinaufiniiens1a CD4 fisn ¢ (Nadir CD4 cell count)
= 65 cells/mm® (IQR = 17 - 169), 31u3ua1 1 A5
Foly wale3luidon (Plasma HIV-1 RNA) &1 il
fipnd1 50 copies/ml WiNNU 369 AU (86.8%), AN
s uaviudely 1enleiluideaiiies v a
(Peak plasma HIV-1 RNA) i1y 100,000 copies/ml
(IQR = 16,400 - 448,000) #1 1 FAsffinig
unsndouzaclsnfndanslad (HIV related illness)
Winfu 260 AU (52.1%) 81 1 Sasieeldsuendula
¥ wledwiniu 281 AU (60.3%) waciimaslasuen
fuliy wwledwinty 466 Au (100%) saw adliTu
A13199 1

e 1 Sagiovie 499 au wulsangou a530-
MW WINAWINTD 54 AU (10.8%) NTAATIZANN DR
LU univariate analysis WU mqﬁmn"ﬁu (p = .008),
81 1 fasiifseltieendt 5,000 vm dawiieu (p <
001), M3hiaanidane (p = .026) 15AN AN (p =

[

016) warn3LFSUEMIIANT (p = .042) HAN “Nius

LY

TATUNIN

<

fulsavitiou w350 WNILWARENITTE il

Yutlhdpduldun n uzesen 1 dTasfifUssTAnse
Juywaluilagiiu, “n uwesen 1 diesnillsedszandn
finee 1gu Tamwnmanu velsaannduladin v, “a u
28991 1 FAsAlE ngu Tranquilizers, A Iuwod
81 1 TAsilE 19 whn, sedusaslau Total testoster-
one WAL ‘A uzeden 1 sAsfidnzwsasaaslau
WAZIY, TTETIATINTIUNG Waaudnealed, A u
29991 1 HAIMNTEAUANNTULIITaslIafndaLeY
Tofudvmunsnaiuaulin  wigalasn (CDC Stage),
Ysanauaidanann CD4 fisn A, 81 AY3D R Uy
81 1 Fasfivsanandiaiien 217 CD4 & Apandn 200
cells/mm?, s1urudalay weplelwdoniiiay 9 o
W3avse A upe9en 1 dasiiTwiudely eled
Tuiensn @ (Plasma HIV-1 RNA) 1iann 50 copies/
ml, “p upesen 1 dasilEsusdnlg waledily
afnuazilagulassmmisusndunguvisuandue

usiasilungauas “a uzeser 1 Fasifinnzunan



aseil 1 deyaiuguuasdnuusmiluzese 1 a3
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Anuauzialy

U (n=499)

o

A5 UTDIRNY, T

3
Y
q

nawneny. U (%) <29
30-39
40-49
> 50

AdsagupeATiinanie, Alaniu/iuny’

Fuauen 1 FAsfifiseld <5000 vmdaidiau, Au (%)
Jwauen 1 dasi uyrsluadn, au (%)
s uywdluifaeiu, au (%)
sinsfilieandanie, au (%)

TIUIUDN
TIUIUDN
sinsfiiulsawmn, au (%)
Fasfidulsannaduladn v, au (%)
sinsfiiulsanedan, au (%)
sinsfidulsanisnszaelasiufiound, au (%)
sinsieeiulsndia | Au (%)
ﬁﬂiﬁlﬁ”\%’ummju Tranquilizers, AL (%)
Siasfild 190 whie, AU (%)

WU 1 AT LFFUBINNIANY, AL (%)
AnsfsugureeIEEzIaTIMUKALAaANLeTlad, T

TIUIUDN
TIUIUDY
TIUIUDN
TIUIUDN
TIUIUDN
TIUIUDN

S L e L e e e e |

IUIUDN

Fweden 1 TrsudennsziuaNguLssTeslsafatoiesle’ A
AaNINAILANLIA  MiFaLNEnT (CDC Stage), AU (%)

(o]

Adsagupeviunaudaidenan CD4 Lifiu 3 WWau (cells/mm®) (n=476)
AslsguaLSINaLiiaEaAT1Y CD4 fivasn A (cells/mm®) (n=476)
Fwue 1 dasfidswudely wrledludens adpendn

50 copies/ml, AU (%), (n=425)

ﬁﬁﬁﬁﬂgwumaﬁﬁmuﬁa\lﬁ worledi Y q@flutﬁaﬂ (copies/ml), (n=223)
Fwauen 1 Tesfiinnzunsndeuvedlsafndoenle?, au (%)

Fuue 1 dasfielasuesulag werletluafin, au (%) (n=466)

Jaue 1 dasilEsueniny waledluilagiiu, au (%) (n=466)

Fwauen 1 Tasfilisueileeiunarinulsafndoatslan Tuilaqiiu, au (%)
ABE3UBBINALRBA Cholesterol, mg/dL (n=13)

ANaEgUTBINALRBA Triglyceride, mg/dL (n=13)

FUIUTBIDN 1 SATTRIWA “wiusiuguauluzig 6 Waufiiunn, Ay (%)
TIUIUDY 1 ﬁﬂfsﬁTﬂﬁqamaamﬁﬂﬁu@ N3 L NB, AU (%) (n=318)

UMD 1 ﬁﬂiﬁi’ﬁqaimamﬁﬂﬁuntjuﬁmam%mimame 49, AU (%) (h=167)
TIUIUDY 1 ﬁﬂfsﬁiﬂfiqamaamﬁaﬁu@uauﬁ"’msnL N9, AU (%) (n=171)

39 (35-44)
33 (6.6%)
260 (52.1%)
149 (29.9%)
57(11.4%)
21.9 (20.1-23.9)
98 (19.6%)
205 (41.1%)
165 (33.1%)
125 (25.1%)
4 (0.8%)

9 (1.8%)

15 (3%)

127 (25.5%)
2 (0.4%)

43 (8.6%)

31 (6.2%)

13 (2.6%)

6 (4-8)

187 (37.5%)
99 (19.8%)
213 (42.7%)
320 (202-462)
65 (17-169)
369 (86.8%)

100,000 (16,400-448,000)
260 (52.1%)

281 (60.3%)

466 (100%)

43 (8.6%)

221 (197.5-286)
265 (217.5-382.5)
311 (62.3%)

226 (71.1%)

76 (45.5%)

79 (46.2%)
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Houraslsainioerlad (HIV related illness) 588
Tsuptlasiunazsnelsnfaaadulant Ludadnw

o w

“nusiulsavdau N5 wnawaatnefiy ey
e B8R s adlumswdl 2 uasdediesine Bd
LLUY Multiple binary logistic regression WadATEn
Haguiiidndnasialsandou NssanmmswAlaziden
Haseldun mqﬁmn"ﬁu odds ratio (OR) = 1.06 (95%ClI
£ 1.02 - 1.09) R® = .043, 91 1 siasiifdselétiaenin
5,000 UM fBLAau OR = 29 (95%CI : .16 - .55) R? =
058, N5LNEBNANEINIY OR = 50 (95%CI : 27 - .94)
R? = 017 wazlsAn19dniy OR = 3.39 (95%ClI : 1.01
- 11.36) R? = .023 (Inpiladoii 4 dredulaing Multi-
colinearity uazwaidaniladelsamsdnnniiseiiads
Weaielaliiin Multicolinearity fun1sl@suamisin
1Y) wuniladeie 4 wnsaswiurhuisnisiielse
NUOU NITONINNILWADENHTY ANy DAnazd
U lunmsiunelsangay NIT0MWNNINA = 13.1%
(R? = .131) dlaw al3Tumsnedi 3

anusigwa

Tsavidou wssaMWMaLeA (Erectile Dysfunction:
ED) Tuzne ”ﬁﬂﬁ’ﬂﬂﬁ\lﬁﬁmﬁaLﬂ?ﬂﬂ"’ﬂﬁ%’%ﬂﬂ ula
Tumiﬁnmmnm;n, Haden a9 uazdsn1asneiatenineg
1919 ey _sengisuuanniuuasfiengiuunu
Funnd 1ileeanandTaninisreanist 3u $9gua
anwswneussinlasanioniatiesiuuasinwlsanie
anafinUnfseq fifusy “nSamanndu Tunsdnend
fiaugnueslsa ED winiu 10.8% Bedesnitlumne
Wlufinudszanm 31- 52%[1-3] s1zmafnEniaa
Souguzesenywiniy 39 T laveglugieny 35 - 44 1
FarnTmaFneinauN m%ﬁﬂﬁmmqnmaﬂiﬂ ED
Tawsautioandt usnanilinusiiunisifiedelse ED Tu
ymsAns3] AldlHuuy suaw IEF-15 willaunns
Anwiisessuieuruldlidaeu msdnedinuas
7n7elIn EDTuﬁdﬂl“lﬂﬂ\lﬂﬂﬁﬁﬂL%BLE]“Ij\LBEﬂuﬁ’NE]’]EIﬁﬁBEI
nimsfnsluysssnsmeialudueg Lwimqﬁmn%u
Forutiade “weft “wwusiulse ED atefitiy e
0

' @

{lag " wesialam ED Tunafinuniife enaiund,

RS
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%
s

—
suse®

TeldsaiRauiitioanin 5000 v, n3lieanidenie
uazlaamednng wilsudeyannsfnenludszsng
seluneuniing  Tasengfinnduiduiiado s
éyuaznanapslale agalsfinu ogliiliialse
ED Taamse usitfadpdufiieadosiueny wgu Tsalsean
Fidese viomsldensineg dhazdl uhliialsa ED
”aﬁu mwmaLAsHgiafien wu fiiseldiieuaziilom
\Lﬁ%'uﬁagmmz@ua%’nm qmmwamﬁﬂﬁa\lﬂmainmﬂ
uazinla 3Imd qﬂnﬁW%ﬂdLWﬁﬁaﬁlﬂﬁ@ﬁi’]ﬂ\lﬁg\‘l g
mhpsuiiindesnistiomisligiselslsulfidngs
matlasiunassnunlsasgreide uananiinissused
uaz L sun1seaniidenienlulszansialy uas
iAngaiarlatunasieiiosiuuazaanisiinlsn ED 16
"miulsamsdnnzasiiliion selasiawzifnide
wrlodie i linsddaduuassnmdeusisudu st
nstinaNszIaszfslunisldensudaaiings
Heterocyclic vidpanawasululdnissnunspengudu
"wiuiladpdug Anudnduiladei“pedalsa ED Tu
Uszmnsmluannsdnenneuntii uslaiduiiado “pe
solsn ED Tunsdnenil dud Tsmlszandnitass wu
Tsawmu wazlsannusulaiin sdadulylidnge
2718 TBI0T 1 Fasiasninnisfnmdeuniind  adw
quusszaslsndvliildfadymse mmsenionuns
flaTursiwaniy andeensziudsy m (Tranquilizers)
uaz 13t win, M3 uyvdelusnuaciagiulaiiiu
ladu“peselsn ED Tunisfnundiguiy  wsusssy
ga5luu Total testosterone (UIRBA WRZANITWIBY
gsluumeAene (Hypogonadism) 1 Tuunen1sdnmn
wudanu “wkusivlsa ED Tae winaivinnsfnen
Iu"ﬁ’]ﬂ”\‘l’ﬁ’ﬁl[19,20] WALNNIIANMI[21-24] 1 BULARINY
mMsfnenil liwuas “wiusegefite W ARty
1sm ED

mafnsANgnEeelsa ED Tuﬁjﬁm‘*ﬁymaﬁ‘laﬂu
afnlay Dobs et al[25] T1e9ulul A./.1987 Wy
ANEnzedlsn ED 33% lufisien © mafnsianw
ynwelsn ED Tugfadoieslaindoiduinisldondu
1% worledTussuy HAART WU 9%-74 %[8-11,14,26]
Toe samsdnenan afiwouwsTul a..2007 Tag Crum-

Cianflone et al.[27] LA Asboe et al.[28] 91889 T1UAIN



fsen 2 dnsausinluTuen 1 dasmelneifadaesle

tion : ED) lagl#inn53asn=siuy univariate

v
o

71991

fvdplifilsaveau w5500 WA (Erectile Dysfunc-

T 29 anil 1 Hquinu 2551

fnpausialy ED (n=54 ) Non ED (n=445) P value
Aseg ey, T 415(35.8-50.2) 38(34-43) 008
AlsgupasRpiinaane, Alaniu/iume’ 22.2(20.2-24.9) 21.8(20.1-23.8) 4
Fauen 1 Tasfifieeld <5.000umAsFau, AL(%) 22(40.7%) 76(17.1%) < .001
Jwauen 1 dasi uyrdluadn, au (%) 25(46.3%) 180(40.4%) 248
Fwauen 1 dash uynsluilesiiu, au (%) 16(29.6%) 149(33.5%) 343
Fuen 1 TAsfilieaniideniy, A (%) 20(37.0%) 105 (23.6%) 026
FIUIUDT 1 ﬁﬂiﬁLﬂuIiﬂL‘U’M’J’]u, AU (%) 1(1.9%) 3(0.7%) .368
swauen 1 dasiiulsannaduladn g, au (%) 2(3.7%) 7(1.6%) 253
Fuen 1 Tasfiiulsanedanm, au (%) 5(9.3%) 10(2.2%) 016
e 1 desfidulsannizlasudine w, au (%) 18(33.3%) 109(24.5%) 109
Fuuen 1 dasfiveedulindila | au (%) 0(0%) 2(0.4%) 795
U 1 TAsALETuEEuBaT, au (%) 4(7.4%) 9(2%) 042
FIUUDT 1 “mﬁ“l,ﬁﬁ“umna;u Tranquilizer, AU (%) 5(9.3%) 38(8.5%) 509
e 1 SAsfild 190 whie, AU (%) 2(3.7%) 29(6.5%) 325
auen 1 Fasidulsaduadidedelaeuuy aunw 9(16.7%) 53(11.9%) 212
Thai HADS, AU (%)

ANNEEUDBITEAY Total testosterone (nmol/L) 19.5(14.4-28.8) 18.7(13.3-25.3) 324
Fauen 1 Sasfidnnne Hypogonadism, Al (%) 11(20.4%) 61(13.7%) 135
AnsfouguTeeIEuz AT UKaLAaauNLeTled, T 6(3-7) 6(4-8) 436
PUIUTDIT 1 WATULIANITEAVANNTULIITES 26(48.1%) 161(36.2%)
T‘sﬂﬁmL%atamlaimmsumuqﬂiﬂ NigaLNIM 10(18.5%) 89(20.0%) 213
(CDC Stage), AU (%) 18(33.3%) 195(43.8%)
AseguTelINiinlinn1d CD4 247(133.5-4255)  326(214-464) 273
s _alaifiu 3 1oy (cells/mm?) (n=476)

Aiisuguesinnadaidany CD4 fium g 94(22.5-205) 62(16-168) 274
(cells/mm?®) (n=476)

U 1 Tasfifusinoudaiannin CD4 18(34.0%) 98(23.2%) 063
a1 adaundn 200 cells/mm’ (n=476)

e 1 dTasfiiswudely wrleiludens A 36(81.8%) 333(87.4%) 206
1ip8N1 50 copies/ml, AU (%), (n=425)

alsugurasiauEehy 1vle i 9 aluiden 104,000 100,000 200
(copies/ml), (n=223) (15,100-750,000)  (17,503-399,250)
Fuen 1 Fasfifinnzunandounas 26(48.1%) 234(52.6%) 318
Tsnfndoiesled, au (%)

Fuen 1 Tasfieeldsussmlag waledlusie, 31(60.8%) 250(60.2%) 534
AU (%) (n=466)

Fwauen 1 dasaldzuendlig ngu Pls, au (%) 7(13.7%) 60(14.5%) 544
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wonfvSelafilsavieau N3N N NWA (Erectile Dysfunc-

dnpausialy ED (n=54 ) Non ED (n=445) P value
Fuen 1 Fasfieeldsuednlay IDVE au (%) 5(9.8%) 43(10.4%) 568
e 1 Sasfirelasuendulay RTVS, au (%) 6(11.8%) 43(10.4%) 453
Fuen 1 dasfeeldsuandulag AZT au (%) 16(31.4%) 101(24.3%) 177
Fmuen 1 Fasfieeldsusdulag 3TCY Au (%) 29(56.9%) 235(56.6%) 549
Fwauen 1 dasfasldiuendnlid ngu NNRTIs, au (%)  26(51%) 231(55.7%) 313
Fuen 1 dasfeeldsuendulag EFVC, au (%) 8(15.7%) 71(17.1%) 491
Fuen 1 Tasfieeldsuednlay NVP, au (%) 23(45.1%) 193(46.5%) 485
Fwauen 1 dasilasuensleg ealedluilagii, 51(100%) 415(100%) -
AU (%) (n=466)

U 1 TAsflEsuengulag ngu Pls Tuﬂﬁﬁ’u, AU (%) 8(15.7%) 63(15.2%) 529
Fwauen 1 dasildsuendnley DV Tuileaiiu, au (%) 3(5.9%) 19(4.6%) 439
U 1 TasflEsuenduly RV Tu‘ﬂafgﬁu, AU (%) 7(13.7%) 59(14.2%) 562
U 1 TasflEsuenduly AZT Tuﬁaﬂgﬂu, AU (%)  15(29.4%) 156(37.5%) 164
Fwauen 1 dasflasuensnley 3Tce Tuilaqiu, au (%)  51(100%) 401(96.4%) 172
U 1 TAsflEsuendulag ngy NNRTIs 43(84.3%) 355(85.5%) 475
Tuifaqiiu, Au(%)

Fwauen 1 dasilasuendley EFve Tullaqiiu, au (%) 11(21.6%) 73(17.5%) 296
U 1 Tasfildsuenguly NP Tuﬂﬂﬁ’u, AU (%) 32(62.7%) 283(68%) 271
U 1 Taf lEsuentlasiuuasinm 7(13%) 36(8.1%) 169
Tsnfndnanalan Tuilaqiiu, au (%)

31U 1 TAALESUEN Fluconazole, Al (%) 5(9.3%) 23(5.2%) 174
F1Iue1 1 TANLESUEN INH, Rifampicin, A (%) 0 2(0.4%) 795

2 = Indivanir, ® = Ritonavir, ° = Zidovudine, ¢ = Lamivudine, ¢ = Efavirenz, " = Nevirapine

a1sefl 3 anwauzililuen 1 SasmelnefifadeiaslaIneifivialifilsantdeu us50n WNGWA  (Erectile Dysfunc-

tion : ED) Taeld#n1531A512WuY univariate WAz Multivariate

é’nvmzﬁ"ﬂﬂ ED Non ED Univariate Multivariate R?
Analouguzeveny, I 415(35.8-50.2)  38(34-43) 1.059(1.024-1.095)  1.059(1.023-1.096)  0.43
U 1 WAT 20(37%) 105(23.6%)  .525(.290-.951) 504(271-.939) 017
filsipanmdane, Ay (%)

Fuen 1 JA3 5(9.3%) 10(2.2%) 4.439(1458-13515)  3.387(1.010-11.359) .023
Mdulsaneinng,

AU (%)

e 1 Sasfid 22(40.7%) 76(17.1%) 30(.165-.544) 297(.160-.552) 058

T8l <5,000 U MFBLRBY,
AU (%)




7n7evlsn ED Wiy 61% uaz 33% auaidu Tunns
ﬁnmﬁwummynmaﬂiﬂ ED winiu 10.8% Fesnin
mMsAn wlna e1aieannsidinalunisiiady
fisinafu 1y vansRnen[8.28] 14 IIEF-5 w30 Sexual
Health Inventory for Men (SHIM) Fa19u Brief screen-
ing version 284 IIEF-15, unens@ns[27] 1 self re-
ported ED lnefthe (L nansavdeainisudeinzes
a¥ezinAIuiinsndsld) sanfu IEF-5  qun1s@nm
1% 1EF-15 1lnga1n Rosen et al[16] lduszifiudng
sensitivity = 0.97 WAY specificity = 0.88 Fanune o
fun1sneiiuasfoivsslemilunisii fanuwans
$nweiold Fesiamaenisdneniiae Junsfnsuuy
Cross Sectional 3¢l w130 INTWRBULUAITDY
nmelsn ED deusiduiinishinge swiflefinssuedu
1% wrloudniuszoziamile vilild nansal_ o
liimnagnaeslsa ED fimninsAnendusiafius
2a9m3snsdeendulay wsledau aizsenendy
Wudauss visanagnaeslsa ED Wepaseludszanns
mg'uﬁ N3ANBMUL longitudinal fifiszaziiamileay
HruadnaU sz Ll i

flade “pa209lsn ED Tu@ﬁm%maﬁ\lafiﬁmﬂﬁmi
Ansnn iun mqﬁmnﬁu[Q?,zs] nElsANednng
[8,12,27,28] Iﬂmamﬂiﬂ‘ﬁ'uLﬁ%ﬁowuﬁaﬂu@ﬁméa
wlad[28] Usnnaudniianeia CD4 fitfaandn 200 cell/
mm®[8,26] N5 iFendulag Tuszuy HAARTIO,13,14,28,
29] Tnuiawnzetnsfislungs Protease inhibitors (Pls)
[13,14,29] 1uA Indinavir (IDV)[13,26,29] ez Ritonavir
RTV)[14.29] s el enleFluden (Plasma HIV-
1 RNA)[26] 3zéfummqumwaﬂ‘sﬂﬁmL%aLadﬁlaf'J Wy

v

Fifeen ” (AIDS) flsn ED mnn’jwﬁﬁmlf’ﬁyamﬁla
3[30,31]

msfneiinuilado “pedelsan ED Tuganslned
Aoidoianledldud mq‘ﬁ'mnﬁu, Tsanednizlag
wwzlsnduadn uasmaldsuedudaed, §lsels
"penin 5,000 v mdaifiau waznslipaniasnewmieu
futladen “sefinuludseansmedludeuntiil wens
astfunumemaidedouaziiosiulse ED Tugelne

aaaerlaIseliuansisanyszsinssneialy

T 29 anil 1 Hquinu 2551

Yanaudiniionz13 CD4 fitiaendn 200 cell/mm?,
Fudely wrlo3luiden (Plasma HIV-1 RNA) uaz
stduaTuLTIedlsadnLdaiorla? (CDC Stage) i
\uilade “pezaslsn ED Tumsdnwnil

m3ldendnlag Tussuy HAART Welusfinuas
ﬂaqﬁ’uimmaw%aLLEJnLa‘fJunQ'uNNRTIs 130 Pls 138L8n
Wususiazsnlung lifuilado “sevaslse ED Tums
Aniv3aUN9N13ANEN[8,10,11,27] Tuﬁaqﬂu@’ﬁm‘%ﬂ
wladldsuenduly Tustuy HAART agnviday
yfinganiu v lFnasmdin aveanunanals “wwusiulsa
ED

Hladudussiuaasluy testosterone M3pAE
wipvsasluumeane (hypogonadism) uaziiiuilage
Caeenn wvpzesnsiienend aw usRnn1sAnmIil
n3onsAnuAuR5-28] lunuaiw “wiusiulsa ED
p819dtly A R wiidel uedimImszay
ga5luu Total testosterone WaY calculated Bioavailable
Testosterone (CBAT) Tu@ﬁmﬁamﬁlaﬁﬁtﬂﬂiﬂ ED WA
f91N5915991N150 A9 9 “BANITNI DTS LNUWAT Y
fefiselomii dlunsinulsa ED fif wwpan
ma:wa’aaaa%‘[umwmmag

ﬂﬁziﬂﬁﬁﬁuﬁlﬁaﬁnnﬁsLﬁuﬁagﬂum‘sﬁnmﬁ
1 waRnssumama wudien 1 Sasiidadeiesled
ol “wiusiuguauiy 62.3% lawldgeeveunsiy
fug w5 ag sy we 71.1% waldgeenseundipiu

v

NANNIIWUINIIN LWﬂLL@Z@juﬂuﬁL’)ﬂﬁﬂ’mﬂ’]\‘l Ej’WL N

q Y

"

WAL 455% uar 462% mwandiu detipeniimsld
fug n3 dafu enssussdlianaduazanadnlansd
e “NAuSeEUanady (Safe sex) FIn9NITUAN
qamoamsﬁ’ﬂﬁmnﬁuuazﬁaﬁa

suU

wii1AuANgNeslsA ED Tu@’mﬂ\lwﬂﬁﬁm‘*ﬁa
oalogannis@nund L wins@nundudidnunlu
ﬂs:‘mﬂimﬂﬁﬂﬂw%aQ’maﬁﬁm‘%aLaﬁlaﬁlsjiwazﬁaﬂ
asulafiow uansnenifuiutiadel “oevaslsn ED
Tugmolneiidagaieslod loud sgiiuindu, Tsame
3010, LATEgIUsimuaznnslisanidanisfaity
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Tsa ED lufmelnefifadoenledFeadwafeiuly  uanani Tuwdszuninensdhongfnssaniafione

Yszmnameald msldaziaeiiymlsn ED Tufihengs  “wilus (Sexual behavior) uazms Wy yu 3wdslH

ferlEfiaoealeiianusndelumasneuar mwd nofinssuniafone wiufodwlaensi (Safe sex)
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Prostate-specific antigen (PSA) cutoff for

improves clinical judgment before the
decision to repeat prostate hiopsy.

-

Kittinukulkit A. M.D., Kanjanapayak B. M.D.,
Chaypan N. M.D., Lamthong S. M.D.,
Reungpoka P. M.D., Pangkul A. M.D.

Abstract

The purpose of the study to determine the PSA level of patients who positive repeat transrectal
ultrasound biopsy(TRUS Bx) prostate that higher or no higher than the PSA level of patients who negative
repeat TRUS Bx prostate. To defined the optimal level of PSA for improve clinical judgment before the

decision to repeat prostate biopsy.

We reviewed prospectively gathered data that the PSA level of 37 patients who repeat TRUS Bx
performed at our institution for compared the PSA level between positive and negative repeat biopsy
groups. If significantly higher of PSA level in positive repeat biopsy group, the cutoff of PSA level were
evaluated.

Mean of PSA level of positive and negative repeat Bx group was 11.11 and 7.76 ng/ml, respectively
and significantly higher in positive repeat Bx group. Cutoff PSA at 9 ng/ml gave the high sensitivity and
positive predictive value to predicted outcome of repeat TRUS Bx prostate and gave the acceptable false

positive and false negative rate.

In practice, the cutoff PSA will increase chance to detect early prostate cancer and still give the

acceptable unnecessary repeat biopsy.

Key words: PSA, repeat TRUS Bx prostate

Department of Surgery, Phramongkulkloa Hospital
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The effect of excess length of double J stent
on stent related symptoms.

Chaowat Pimratana, MD*
Teerapon Amornvesukit, MD*

Abstract

Objective: To evaluate the relation between the excess length of double J stent on urinary

symptoms and pain in patients who indwelling double J stent.

Method: A total of 41 patients, who had opted for management with insertion of a 6 F double J
ureteral stent after stone management and undergone intravenous pyelography or retrograde pyelography
before procedure, were prospectively observed. Tolerance to the indwelling double J stent was assessed

using a urinary symptom questionnaire and pain score at 2 weeks after placement.

Results: The urinary symptoms varied from 6 to 27 with mean of 15.1 (SD=4.4) and median of 16.
Plot of excess length of double J stent against urinary symptoms revealed a positive correlation with
Spearman r of 0.506 (p=0.001). The mean excess length of double J stent which causing significant
symptom score was 4.3 cm. The excess length of double J stent against pain score showed a positive

correlation with Spearman r of 0.353 (p=0.023).

Conclusions: The excess length of double J stent, measured from imaging ureteral length, was
positive correlation to urinary symptoms. The urinary symptoms were significant when excess length of
double J stent more than 4.3 cm. The ureteral length from imaging may be helpful for stent selection to

reduce stent related symptoms.

Keyword: Double J stent, Stent-related symptoms

*Division of Urology, Department of Surgery, Faculty of Medicine Siriraj Hospital, Mahidol University, Bangkok, Thailand



Introduction

Ureteral stents have been used in urology for
over 25 years[1] and often inserted prophylactically
if patients are at risk for urinary obstruction following
a procedure. Over 3,000 double J stents had been
used per year in Thailand and over 400 double J
stents per year in Siriraj Hospital. Clinical symptoms
associated with stents include dysuria, frequency,
flank pain, and hematuria are called stent-related
symptoms. The pathophysiology of stent-related
symptoms remains unknown. Flank pain is thought
to be due to reflux, especially during micturition.
Bladder symptoms for example dysuria and frequency
are theorized to be mucosal irritation of nerves located
in the submucosa concentrated in the bladder
trigone[2].

Stent-related symptom is a major clinical
problem for patients who indwelling ureteral stents.
Joshi et al demonstrated that 76% of patients had
urinary symptoms, 70% had pain severe enough to
require significant analgesics, 42% had to reduce
their activities[3,4,5]. Currently studied, alpha 1-
blockers can minimize stent-related symptoms[6]. The
risk factors of stent-related symptoms were varieties
such as material, diameter, position and length of
stents.

We hypothesize that the excess length of double
J stent measured from imaging radiography might
influence the stent-related symptoms. By the literature
reviews, the proper stent length and position can
reduce stent-related symptoms. There are many
armamentariums described to determine the ureteral
length but poor reliability such as direct measurement
of ureter with guidewire, endocatheter ruler or a
Shah and

Kulkarni found patient height did not correlate with

formula base on the patient’s height[7].
ureteral length[2]. A pre-procedure imaging e.g.,
intravenous pyelography or retrograde pyelography

is a method to correct the ureteral length. These
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studies were described in Western patients but lack
in Asian. Because Asian and Western patients are
difference in body size, our study will define a suita-
ble armamentarium to determine the ureteral length
of Thai patients for ureteral stent selection. Currently
there is no published literature studied in ureteral
length from imaging to correct the proper length of

ureteral stent.

Method

Forty-one patients (41 ureters) were studied.
There were 20 men and 21 women, with an age
range of 25-76 years, who underwent unilateral
insertion of a 6 F double J ureteral stent after stone
treatment procedure (shockwave lithotripsy, uretero-
scopy, percutaneous nephrolithotomy) at Division of
Urology, Department of Surgery, Siriraj hospital,
Mahidol University. All of them underwent intrave-
nous pyelography or retrograde pyelography before
procedure. The exclusion criteria included patients
with neurogenic bladder, urinary tract infection, pre-
vious bladder or prostate surgery, previous pelvic
irradiation, history of benign prostatic hyperplasia that
international prostatic symptom score (IPSS) more
than 8, history of prostate cancer, bladder cancer,
prostatitis, stricture urethra or other bladder outlet
obstruction.

All patients were inserted with the same type
of double J stent (Hydro Plus Coating ureteral stent
size 6 F and variable length 22-30 cm). The length of
double J stent (measured from the shortest distance
of double J stent) is 25 cm. The ureteral length was
measured in computer radiographic with 100% pro-
portion from ureteropelvic junction to ureterovesical
junction. The excess length of double J stent was
recorded by subtracting the stent length from ure-
teral length. To assess the stent-related symptoms
of urinary symptoms and kidney pain, patients had

to complete a self-administered questionnaire that
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applied questions from Thai version IPSS (frequency,
nocturia, urgency, sense of residual urine, and qual-
ity of life) and pain score (range 0-10) at 2 weeks
after stent placement. We define urinary symptom
score more than 16 is significant. The kidney pain
was evaluated at 2 weeks after minimally invasive
procedure to reduce confounding factors from post-
operative pain. Statistical analysis for correlation was
performed with Spearman correlation in SPSS ver-

sion 12.

Results

As shown in Table 1, the mean age of
patients was 45.3 years (25-76), 20 male, 21 female.
The ureteral length measured from imaging varied

from 18 to 26 cm with mean of 21.5 cm.

Table 1 Patient characteristics

Patient characteristics

Patients (n) 41
Mean Age (years) 45.3 (25-76)
Gender
Male 20
Female 21
Ureteral length (cm) 21.5 (18-26)
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Excess length of double J stent

Correlation between excess length of double

J stent and urinary symptoms.

Table 2 Excess length of double J stent which causing significant urinary symptom score.
Urinary symptoms score n Excess length of double J stent (cm)
Mean SD Min, Max
26 1.9 -1,7
<16 21 20 43 22
>16 20 0,7
Total 41 34 22 -1,7




The urinary symptom scores varied from 6 to
27 with mean of 15.7 (SD=4.4) and median of 16.
Plot of excess length of double J stent against urinary
symptoms (Figure 1) revealed a positive correlation
with Spearman r of 0.506 (p=0.001). The mean excess
length of double J stent which cause significant urinary
symptom scores (>16) was 4.3 cm (p=0.006), while
the mean excess length that cause less significant
urinary symptom scores was 2.8 cm. (Table 2)

Stent-related pain was identified in pain score,
the plot of excess length of double J stent against
pain score (Figure 2) shown a positive correlation
with Spearman r of 0.353 (p=0.023).

Comment

Placement of indwelling ureteral stents has
become routine in the management of a variety of
urinary tract diseases. Stents prevent upper urinary
tract obstruction and divert urine for faster tissue
healing and for dilated ureter[8]. However, the univer-
sal stent is not yet available. Many patients have
significant stent-related morbidity, and additional pro-
cedure to remove the stent is usually needed[3-5].
Rane et al. examined whether the position and length
of indwelling stent played any role in causing irritative
voiding symptoms or loin pain. Proper stent length
and placement appropriate to each patient’s ureteral
length is necessary to improve comfort[2].

Determining patient’s ureteral length is not an
easy task. Using body height as a surrogate mea-
sure of ureteral length is one common method. Pilcher
and Patel found that ureteral length correlated by
patient’s height is more accurate than direct endo-
luminal measurement. They recommended stent
length of 22 cm for patient shorter than 178 cm, 24
cm for patients between 178 and 193 cm, or 26 cm

stents for patients taller than 193 cm.[2,7] However
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Shah and Kulkarni revealed the patient’s height did
not correlate well with ureteral length. Breau and
Norman also found low predictive value in patien?s
height to correlate with ureteral length. These authors
recommend direct measurement of ureteral length
on a standard x-ray from the ureterovesical junction
to ureteropelvic junction is a more accurate mea-
surement.[2] Previously, the data of ureteral length
of Thai patients for clinical practice had not been
studied.

Joshi et al.[3-5] were the first to develop and
assess the ureteral stent symptom Questionnaire
(USSQ). However we applied the international pros-
tatic symptoms score (IPSS), that has undergone
linguistic validation in Thai language for determine
urinary symptoms and the pain score for determine
stent related pain. The low positive correlation in
pain may due to the varying pain from stent such as
flank pain during micturition, perineal pain, and pelvic
pain.

Excess length of double J stent from imaging
ureteral length in our study is positive correlation to
urinary symptoms and pain. Urinary symptoms may
cause by increase mucosal irritation of bladder trigone
due to excess portion of double J stent. Flank pain
may cause by increase of reflux during micturition
when the stent is not proper in length and increase
bladder contractility.

Currently, the exact mechanism of stent
related symptoms remains unknown, and there is no
perfect universal ureteral stent for individual patient.
Our study supports the stent length is an influence
of stent related symptoms. The most accurate method
of determining ureteral, and hence stent, length remain
controversial. The application from this study is the
important of choosing the correct stent length to

reduce stent-related symptoms.
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Conclusion

The excess length of double J stent, measured Proper stent length to each patient’s ureteral

from imaging ureteral length, was positive correlation length is necessary to decrease stent-related symp-

to urinary symptoms. The urinary symptoms were toms. The ureteral length measured from imaging

significant (>16) when excess length of double J  radiography may be helpful for stent selection to

stent more than 4.3 cm. reduce stent related symptoms.
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Sterile water give better visualization than

0.9%NaCl and 1.5% Glycine irrigation in
Transurethral resection of prostate gland

-

Tanapon Watcharaporn M.D.,
Vorapot Choonraklai M.D.

Abstract
Objective: To compare light absorption among sterile water, 0.9%NaCl ,and 1.5% Glycine

contraminated with different concentration of blood.

Material and Method: The three irrigants were mixed with fresh blood in ratios of 0.1 ml blood per
300 ml irrigant and increased in increments of 0.1 ml of fresh blood till it reached concentration of 3.0 ml
fresh blood per 300 ml irrigant. Each specimen was measured for light absorption by U-1000
Spectophotometer in % light absorbance measurement (%ABS) mode. The results were compared by
Paired T-test.

Results: Experimental research and Independent paired T-test. Showed that Sterile water had
significantly less % absorbance measurement than 0.9% NaCl ( p-value < 0.05) and 1.5% Glycine (p-value
< 0.05).

Conclusion: Sterile water irrigation during TUR-P should provide better visualization than 0.9%NaCl

and 1.5% Glycine, and should be used in monopolar TUR and laser TUR.

Key words: The U-1000 Spectophotometer, percent light absorbance measurement (%ABS), the

light transmission

Division of Urology, Department of Surgery, Rajavithi Hospital, Bangkok, Thailand
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Introduction

Good vision is essential to successful Tran-
surethral Resection of the Prostate. Irrigation fluid
help clear the surgical field of active bleeding, im-
proving visualization[1,2,3]. From previous experience,
during TUR-P, using sterile water (as in monopolar
TUR) compared to 1.5% Glycine and 0.9%NaCl (as
in bipolar TUR) gave better vision of operative field.
The study was to proof it in terms of light absorption

measurements.

Material and Method

The U-1000 Spectophotometer is designed for
absorption analyses of liquid, solid and gaseous
samples in ultraviolet, visible and near infrared spec-
tral regions. Formulated through Hitachi’s tradition
of innovation and excellence in the field, the Model

U-1000/ U-1100 Spectrophotometer.

- sl
8530-010-0085/364

||||\'|'\I||||I |

Fig 1

The U-1000 Spectophotometer

Cell path length (1)
>
Transparent cell
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Liquid
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Fig 2  The statement of Lambert-Beer law.

A monochromatic beam with intensity “I,” travels

through a liquid phase having concentration “c” and

which results in the monochromatic

path length “I”,
radiation intensity decreasing to “I,” .

“€” is a constant known as absorptivity, which
varies depending on the sample.

“t” indicates transmittance which is often

Also, the common logarithms of inverse trans-
mittance can be expressed as follow :

Log (1/f) =cecel=E

“E” is called absorbance. Absorbance “E” is
proportional to concentrarion “c” and is a unit of
measurement in dispensable for quantitative deter-
mination.

The three irrigants were mixed with fresh blood
in the ratios of 0.1 ml blood per 300 ml irrigant and
increased in increments of 0.1 ml of blood till its
reached concentration of 3.0 ml blood per 300 ml
irrigant. Each specimen was measured for light ab-
sorption (Absorbance “E”) by The U-1000 Specto-
photometer in percent light absorbance measure-
ment (%ABS) mode. The results then were com-

pared by Paired T-test.

27
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Table 1 Three different irrigation fluids (Sterile water ; Sub1 ,0.9% NaCl; Sub 2 ,1.5% Glycine; Sub 3) were

compared in the U-1000 Spectophotometer. Compared in term Absorbance “E”

Water 0.9%NacCl 1.5%Glycine

0.0 mI/300 ml irrigant 0 0 0

0.1 ml/300 ml irrigant 0.001 0.004 0.005
0.2 ml/300 ml irrigant 0.003 0.010 0.009
0.3 miI/300 ml irrigant 0.006 0.012 0.012
0.4 ml/300 ml irrigant 0.006 0.014 0.013
0.5 ml/300 ml irrigant 0.008 0.015 0.015
0.6 mI/300 ml irrigant 0.010 0.016 0.016
0.7 ml/300 ml irrigant 0.011 0.017 0.016
0.8 mI/300 ml irrigant 0.012 0.018 0.017
0.9 miI/300 ml irrigant 0.013 0.018 0.017
1.0 mI/300 ml irrigan 0.015 0.018 0.017
3.0 ml/300 ml irrigan 0.018 0.018 0.019

%light absorbance
measurement

% ABS in Three different irrigants

0.02

0.015

J\

B

0.01

e

e

—e— Water
/ )—/ |

o
o
o
o

o
I

—u—0.9%NSS
1.5%Glycine

0 0.2

0.4

0.6 0.8 1

Concentration (ml blood/300ml irrigant)

Diagram 1 Correlation between % light absorbance measurement and concentration of mL blood per 300 mL

irrigants
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The software used for statistical and version
12.0 (SPSS Inc, Chicago) Windows.

Results

Independent paired T-test, compared into three
groups. Showed that sterile water had significantly
less Absorbance “E” measurement than 0.9% NaCl
( p-value 0.025) and 1.5% Glycine ( p-valve 0.020).
Sterile water was good vision than 0.9% NaCl.
Sterile water was good vision than 1.5% Glycine.

0.9% NaCl was not significantly in Absorbance
“E” when compared with 1.5% Glycine ( p-valve
0.844).

Table 2 Mean absorbance E comparing between
Water and 0.9% NaCl

0.9% NaCl P
0.01459+0.004 0.02

Water
0.009+0.005

Table 3 Mean absorbance E comparing between
Water and 1.5% Glycine

Water 1.5% Glycine P
0.009+0.005 0.014+0.004 <0.025
Discussion

The irrigation fluids used in TUR-P range from
sterile water to many non-hemolytic irrigants such
as glycine, sorbital, and mannitol solutions. Hemoly-
sis during TUR-P could happen especially when us-
ing sterile water as the irrigating fluid and could be
prevented by isotonic fluids such as sorbitol or man-
nitol[4]. Monopolar TUR-P requires the use of non-
conductive fluid irrigation to maintain vision during

resection. While nonconductive fluids allow the use

AR
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of electrocautery for resection, they are hypotonic,
rather than isotonic, in nature[5]. Using sterile water
as an irrigant for TUR-P might cause hemolysis. As
an isotonic electrolyte medium, normal saline is the
most physiologic irrigate for TUR-P[5,6], but its elec-
trical conducting properties prohibit its use during a
conventional monopolar procedure. 1.5% Glycine
irrigation is a sterile, nonpyrogenic, nonhemolytic,
nonelectrolytic or very weakly ionized solution, and
provides a high degree of visibility for TUR-P.
Sterile water was hypotonic, hemolytic ,non-
electrolyte irrigation fluid[4]. Its had good vision than
isotonic ,nonhemolytic ,electrolyte irrigation fluids[4].
The study was to proof sterile water gave the best
visualization than 0.9% NaCl and 1.5% Glycine. The
optical clarity of plain water is indisputable, and the
optical distortion resulting from substances added
to make the solution isotonic will be even more
aggravated by incomplete mixing[7]. The ideal situa-
tion is to have the isotonic solution ready mixed for
the theatre, and these vary from one of the sugars,
such as dextrose or manitol[7]. | think, the degree of
visibility was depended on hemolytic property. When
red blood cell were hemolized, the visualization were
improver until the maximal point of concentration of
ml blood per 300 ml irrigant. In this study 3.0 ml
blood/300 ml irrigant, its was not differented in visuali-

zation.

Conclusion

Sterile water irrigation during TUR-P should
provide better visualization than 0.9% NaCl and 1.5%
Glycine and should be used in monopolar TUR and
laserTURJ8]. Irrigation mainly for distention and im-

proved visibility during procedure.
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Laparoscopic Radical Cystectomy with

Urinary Diversion in Ramathibodi Hospital

-

Karnjanawanichkul W M.D.*, Kongchareonsombat W M.D.*,
Kijvikai K M.D.*, Viseshsindh W M.D.*,

Permpongkosol S M.D.*, Patcharatrakul S M.D.**,
Chaimuangraj S M.D.*, Leenanupunth C M.D.*

Abstract

Purpose: The gold standard of care for patients with muscle invasive bladder cancer is radical
cystectomy. While open radical cystectomy is now a standard procedure, laparoscopic radical cystec-
tomy is still an alternative procedure. We reported our experience on surgical technique and outcome for

laparoscopic radical cystectomy with urinary diversion.

Methods: A retrospective review was performed of 23 patients who required radical cystectomy
and urinary diversion, which 20 cases for the ileal conduit (group 1), 3 cases for neobladder (group 2) at
our institution between 2005-2006. Inclusion criteria was invasive cancer of urinary bladder which invade
at least to muscular layer. Exclusion criteria were those had distance metastatic bladder cancer or
absolute contraindications for general anesthesia or laparoscopic procedure. We used the five-port
transperitoneal approach for radical cystectomy and opend the small incision about 5 cm for retrieving
the specimen and the ileal reconstruction (conduit or neobladder) were performed extracorporeal through
the same small lower abdominal incision. We have performed the operation by the same team and we
reported total operating time (hours), radical cystectomy time (hours), estimated blood loss (cc), hospital

stay (days), and complications.

* Division of Urology, Department of Surgery, Faculty of Medicine, Ramathibodi Hospital,
Mahidol University, Bangkok, Thailand, 10400
** Division of Urology, Department of Surgery, Police General Hospital, Bangkok, Thailand
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Results: The respective total operating time (hours), radical cystectomy time (hours), estimated
blood loss (cc), hospital stay (days) in group 1 and group 2 were 6.3/6.6 hours, 2.5/2.75 hours, 534/250
cc , 17/24.6 days. One patient in group 1 had compartment syndrome of right leg.

Conclusions: The laparoscopic radical cystectomy remained challenging procedure for laparoscopic
urologist. Even the advantage of blood loss, shorten hospital stay and decreased postoperative pain in
laparoscopic procedure, we must regard to the difficult of the procedure and the long-term oncologic

followup data will determine.

Key Words: Radical cystectomy, Laparoscopy, lleal conduit and neobladder diversion
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Introduction

Bladder cancer accounts for approximately 90%
of cancers of the urinary tract (renal pelvis, ureters,
bladder, urethra). Incidence of bladder cancer in-
creases with age and 2 to 3 times more common in
men. Bladder cancer usually originates in the blad-
der lining and categorized as low stage (superficial)
or high stage (muscle invasive).[1]

Open radical cystectomy is the accepted gold
standard for the treatment of organ confined muscle
invasive bladder cancer.[2] Laparoscopic cystectomy
has been described as a feasible procedure and still
being evaluate.

Ramathibodi hospital have experience in
laparoscopic radical cystectomy for invasive bladder
cancer since February 2005.[3] We reported our
experience on surgical technique and outcome for
laparoscopic radical cystectomy with urinary diver-

sion.

Materials and Methods

Between February 2005 and March 2007, 23
patients underwent laparoscopic radical cystectomy
with extracorporeal-assisted urinary diversion for
muscle invasive bladder cancer at Ramathibodi
hospital. The operation was performed by two
surgeons (Kongchareonsombat W, Kijvikai K) and
operation type (laparoscopy) was selected by
surgeon preference. Exclusion criteria were those had
distance metastatic bladder cancer or absolute
contraindications for general anesthesia or laparo-
scopic procedure. The records of all patients were
retrospectively reviewed.

Demographic data included patient age, sex,
intraoperative parameters for examples operating time,
cystectomy time and estimate blood loss, transfu-
sion rate and complications. All of these data were
reviewed. Surgical procedures were base on ana-

tomical approach for laparoscopic cystectomy

@
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described by Gill IS et al[4] and bowel anastomosis
in all cases used hand-sawn technique included bowel

construction for neobladder diversion.

Technique[3-6]

Each patient underwent preoperative bowel
preparation with standard 3-days bowel preparation
and received broad-spectrum intravenous antibio-
tics preoperatively. With the patient under general
anesthesia and in a modified lithotomy position, the
operating table was placed in the trendelenberg
position and a Foley catheter was placed in the blad-
der. A nasogastric tube was also inserted.

A transumbilical skin incision was done with
opened technique and pneumoperitoneum was cre-
ated at a pressure of 15 mmHg. Five ports were
placed transperitoneal, including 10 mm umbilical
camera port, 10 mm port in each pararectus area
3 cm below the umbilicus, and a 5 mm port in each
lower abdominal quadrant (fig. 1). After completing

bilateral pelvic lymphadenectomies, each ureter was

incision

Fig 1. Five ports placement in fan-shaped fashion[3]



dissected and then transected close to its insertion
into the bladder. The peritoneum in the pouch of
Douglas was then incised after which the vas
deferens and seminal vesicles were identified and
mobilized. Each vas deferens was then occluded using
clips and divided. Posterior dissection between the
prostate and rectum was continued. Denonvilliers’
fascia was then identified and incised to reach pre-
rectal plane. The lateral and posterior vascular pedicles
of the bladder were controlled bilaterally with Ligasure®
. No attempt was made to preserve the neurovascu-
lar bundles.

To enter the prevesical and retropubic space,
the bladder was distended with 200 cc fluid, and an
inverted V-shaped peritoneotomy was created, starting
lateral to the right medial umbilical ligament, pro-
ceeding up towards the umbilicus where the
urachus was incised, and extending lateral to the left
medial umbilical ligament. In this manner, the
urachus was divided high near the umbilicus. The
anterior surface of the bladder was mobilized with
the entire prevesical fat being maintained with the
deflated bladder specimen. The endopelvic fascia
was incised bilaterally and the puboprostatic liga-
ments were divided. The dorsal vein complex se-
cured with a 1-0 vicryl. With careful attention placed
on preserving the external sphincter, the proximal
urethra was then identified and divided.

With the bladder and prostate completely freed
laparoscopically, a low midline 5 cm infraumbilicus
incision was then performed. The specimen was
delivered through this incision and an ileal neobladder
(Studer) or ileal conduit was constructed according
to established principles.[7] Next, 6 Fr ureteral cathter
were placed up both ureters and the open end
exited through the anterior abdominal wall. In case
of neobladder construction, the anastomosis of ure-

thra and neobladder was performed laparoscopically.
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The Studer pouch was drained via suprapubic and

urethral catheters.

Results

A total of 23 male patients in this series under-
went laparoscopic radical cystectomy for invasive
bladder cancer. Mean patients age was 62.9 years
(46-71). The number of patients in clinical stage T1,
T2, T3 and T4 were 1 (4.3%), 18 (78.3%), 3 (13%)
and 1 (4.3%) respectively. Permanent pathological
reported show 100% surgical margin negative for
cancer. Lymph node positive was found in 2 patients
(8.6 %). TCC was the most common histopathologi-
cal type found in 22 patient (95.6%). Of 23 patients
with laparoscopic radical cystectomy, 20 (87%) per-
formed diversion with ileal conduit technique and
ileal neobladder (Studer technique) in 3 patients
(13%). (table 1)

Table 2 shows operative data of laparoscopic
radical cystectomy. Mean operative times is about 6
hrs and 33 mins, cystectomy times is 2 hrs 50 mins,
blood loss approximately 547 ml. Only 4 patients
require blood transfusion, of these were operated in
first 5 cases of this series and average transfusion
require were 3.25 unit/patient (1-6 Unit).

Of 23 patients with laparoscopic radical cys-
tectomy, no perioperative complications eg. adjacent
organ injury, uncontrol bleeding or conversion to open
technique. Two patients has postoperative complica-
tion, first case with wound infection and compart-
ment syndrome of right leg but save with wound
dressing, secondary suture and conservative treat-
ment in orderly. Another patient who we had to ex-
tent the duration of removing ureteric catheter due
to the delaying reabsorbant of the stayed suture
(table 3). Average length of hospital stay (LOH) was
17.8 days.

There was no mortality in the present series

and all cases discharge without any catheter.
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Table 1 Patient characteristics
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Neobladder

Conduit

Patients
Mean age (yrs)
Clinical stage (pts)
T1
T2
T3
T4
Lymph node positive (pts)
Histologic type
Transitional cell carcinoma

Urachal adenocarcinoma

3

54.3

20
64.25

17

19

Table 2 Intraoperative and postoperative parameters

Operative data Overall

Neobladder Conduit

6.56
Cystectomy time (hrs) 2.82
EBL (ml) 547
Transfusion (pts) 4

1-6
17.8

Operative time (hrs)

Average transfusion (units)

Hospital stay (days)

6.94
2.45 2550
250 5925
- 4
- 325
246 16.85

6.50

Table 3 Complications

Complications No (pts)

Surgical site infection (SSI) 1
Leg compartment syndrome 1
Retained ureteric catheter 1

No immediate complication 21

Discussion

Radical cystectomy is widely considered the
gold standard treatment for muscle invasive, non-
metastasis bladder cancer.[2] The laparoscopic tech-
nique has been shown to provide significant benefits

in various urological procedures. It has been showed

that the laparoscopic technique offer less postop-
erative pain, quicker recovery and improved cosmesis
compared to the corresponding open approach.
Laparoscopic cystectomy was first described by Para
et al in 1992, when they performed simple cystec-
tomy for benign pyocytis in a retained bladder after
urinary diversion in a 27 years-old woman with post-
traumatic paraplegia.[8] The first laparoscopic cys-
tectomy for muscle invasive bladder cancer was
reported in 1995 by Sanchez de Badajoz et al[9] The
chronological milestones of laparoscopic cystectomy
and urinary diversion in the literature listed in the
table 4.[4,5,8,9,12-20]
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Table 4 Laparoscopic cystectomy and urinary diversion chronologic milestones

Reference Completely Intracorporeal Procedure (No. pts.)

Experimental:

Valdivia Uria et al[13] No Laparoscopic ureterosigmoidostomy assisted by instrument
pass through anus

Anderson et al[14] No Laparoscopic Mainz pouch II, colonic detubularization and
ureteroenteric anastomoses performed extracorporeally

Fergany et al[15] Yes Laparoscopic cystectomy and ileal conduit

Kaouk et al[12] Yes Laparoscopic cystectomy and ileal orthotopic neobladder
with Studer limb

Clinical:

Parra et al[8] - Laparoscopic simple cystectomy for retained bladder with
pyocystis (1), no urinary diversion performed since pt. had
preexisting ileal conduit

Kozminski and Partamian[16] No Laparoscopic assisted ileal conduit (2), ileal loop exclusion (1)
ureteroileal anastomoses (2) performed extracorporeally

Puppo et al[17] No Laparoscopic assisted transvaginal radical cystectomy with
ileal conduit performed through mini-laparotomy incision (5)

Sanchez de Badajoz et al[9] No Laparoscopic radical cystectomy, ureteroileal anastomosis
performed extracorporeally (1)

Denewer et al[18] No Laparoscopic assisted radical cystectomy with sigmoid pouch
urinary diversion through mini-laparotomy incision (10)

Gill et al4] Yes Laparoscopic radical cystectomy with ileal conduit (2)

Potter et al[19] Yes Laparoscopic ileal conduit (no cystectomy) (1)

Turk et al[20] Yes Laparoscopic radical cystectomy with Mainz pouch Il (5)

Gill et al[5] Yes Laparoscopic radical cystectomy with orthotopic ileal

Neobladder with Studer limb (2), laparoscopic Indiana

pouch (1)

The mean operating time in cystectomy with
ileal conduit group was 6.56 hours and 6.94 hours
when looking in case of neobladder, not more than
8.3 hours reported by Abdel-Hakim et al (2002)10
and similar to the initial case report of Carvalhal and
Gill 2002 (7.3 hrs).[11] The operating time in neoblad-
der group not much longer than in ileal conduit group
may be due to performed neobladder group in last

5 cases of this series.

The overall estimate blood loss (EBL) was 547
ml compare to 414 ml in study of Helmal AK 2007
but still less than 825 ml in open surgery group.[21]
Only 4 patients require transfusion, all of these
patients performed operation in the first five cases
of this study. They were no intraoperative complica-
tion or open conversion. No bowel complication was
detected and no mortality in this series. One patient

had compartment syndrome of right leg, clinical show
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paresthesia and swelling of lower leg but clinical
improve with conservative treatment (bed rest and
NSAIDs). Lower limb compartment syndrome is
caused by abnormal increase in intracompartment
pressure from prolonged elevation of he lower limbs
during surgical procedure in lithotomy position. Simms
MS et al reports risk factor of compartment syn-
drome included perioperative blood loss, peripheral
vascular disease and obesity.[22] Despite no monitor
postoperative pain score and analgesic requirement
but data from previous study show pain score sig-
nificantly less, resulting in less analgesic requirement
in the laparoscopic group than in the open surgery
group, same with length of hospital stay.[21] Overall
hospital stay was 16.85 days in conduit group and
prolong up to 24.6 days in neobladder group due to

retained ureteric catheter.

References

P

The Thai Journal of &U ROLOGY

<

Permanent pathological report show T1 stage
in one patient, this may be due to complete resec-
tion of tumor before proceed to performed radical
surgery. Two patients in this series show positive
lymph node that’s required further adjuvant treat-

ment.

Conclusions

The laparoscopic radical cystectomy and
extracorporeal construction of ileal conduit or ileal
neobladder is a feasible and reproducible procedure
that results in less operative blood loss, decreased
postoperative pain, quicker recovery and shorter
hospital stay. Future studies in larger numbers of
patients and longer followup are needed to assess

longterm oncological and functional outcomes.
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Robotic Prostatectomy:
Does the Approach matter?

-

Sittiporn Srinualnad*M.D., MSc¢ (London), FRCS (Glasgow)

Abstract

Introduction: Robotic Assisted Laparoscopic Radical Prostatectomy has become more popular
among patients with early prostate cancer. Surgeons can choose either transperitoneal approach or
extraperitoneal approach for the access to the prostate gland. Transperitoneal route can provide more
working space during the procedure, but, at the expense of, more risk of bowel injuries, longer post-
operative ileus, intra-abdominal collection, and increased risk of intra-abdominal adhesion in long term.
Extraperitoneal Robotic Prostatectomy mimics open Radical Prostatectomy, avoiding all potential intra-
abdominal complications. This study compares early results of Robotic Assisted Laparoscopic Radical

Prostatectomy in the two approaches.

Material and Method: Robotic Assisted Laparoscopic Radical Prostatectomy was carried out by
the author in 72 patients with early prostate cancer. The patients were divided into 2 groups (36 patients
each) of Transperitoneal Robotic Assisted Laparoscopic Radical Prostatectomy (RALRP) and Extraperitoneal
Robotic Assisted Laparoscopic Radical Prostatectomy (ERALRP). Peri-operative data of the two groups

were compared using T-Test and Chi-Square Test. All important findings were reported here.

Results: All 72 patients were successfully undergone Robotic Assisted Laparoscopic Radical Pros-
tatectomy. The mean operative time was significantly shortened in the ERALRP group (p<0.05). The
ERALRP group has also shown less intra-operative blood loss than blood loss in the RALRP group.

However, longer urethral catheterization time was found in ERALRP patients.

Conclusion: Extraperitoneal Robotic Assisted Laparoscopic Radical Prostatectomy is safe and
feasible. The approach can be used as an alternative choice of surgery heading toward more minimally

invasive procedure, giving less risk of intra-abdominal complications.

* Division of Urology, Department of Surgery, Siriraj Hospital, Bangkok, Thailand
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