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Extraperitoneal Robotic Assisted Laparoscopic
Radical Prostatectomy:
The New Approach for Early Prostate Cancer.
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Abstract
Introduction: Robotic Assisted Laparoscopic Radical Prostatectomy (RALRP) for treatment of

localized prostate cancer has been shown to provide the best surgical outcomes in terms of potency and
continence. Most RALRP has been done using transperitoneal approach at the expense of higher risk of
small bowel injury, ileus and steep trendelenburg position during the procedure. With the use of extraperitoneal
approach, those potential complications can be reduced. The program of Extraperitoneal Robotic Assisted
Laparoscopic Radical Prostatectomy (EP-RALRP) was started at the Siriraj Hospital. Early result of the
authorûs experience was evaluated.

Objective: To evaluate the feasibility of Extraperitoneal Robotic Assisted Laparoscopic Radical
Prostatectomy (EP-RALRP) done at Siriraj Hospital.

Materials and methods: 6 patients with localized prostate cancer were undergone Extraperitoneal
Robotic Assisted Laparoscopic Radical Prostatectomy (EP-RALRP). Perioperative data was evaluated and
reported.

Results: Of 6 patients, 5 patients were undergone EP-RALRP with nerve sparing technique. There
was no conversion to RALRP or Laparoscopic Radical Prostatectomy. Mean operative time was 135
minutes. The average blood loss was 450 mls. Mean catheterization time and hospital stay were 6.8 days
and 5.4 days, respectively. There was no complication in all patients.

Conclusion: Our early experience has shown that EP-RALRP is feasible and safe. The operation
should be encouraged among robotic surgeons as the patients can gain benefit from lower risk of intra-
abdominal organ injury and lesser degree of trendelenburg position.

Keywords: radical prostatectomy, prostate cancer, robotic prostatectomy, impotency
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Introduction
Robotic Assisted Laparoscopic Radical Prosta-

tectomy (RALRP) has been accepted as one of the
standard treatment in clinically localized prostate
cancer for years[1,2].  Srinualnad S firstly[3,4,5]
reported cases reviews of transperitoneal Robotic
Assisted Laparoscopic Radical Prostatectomy in
Thailand. Reviewing the world literatures, the author
has found that most RALRP have been done using
transperitoneal approach[1,2,6-14].  However, trans-
peritoneal approach has some down side effects
including: risk of bowel injury; more ileus; difficult to
gain access in patients with previous abdominal
surgery; difficult to ventilate and cardiovascular
unstable during the prolong deep trendelenburg
position. To overcome these obstacles the author
developed technique of Extraperitoneal Robotic
Assisted Laparoscopic Radical Prostatectomy (EP-
RALRP). Early experience of 6 cases of EP-RALRP
has been analyzed and reported here.

Material and Method
Six patients with localized prostate cancer were

undergone Extraperitoneal Robotic Assisted Laparo-
scopic Radical Prostatectomy (EP-RALRP) at the
department of surgery, Faculty of Medicine Siriraj
Hospital. All patients were histological proven as
having adenocarcinoma of the prostate from biopsy.
All patients were given an informed consent for the
procedure. Patientsû data was collected and evalu-
ated.

Operative technique is described here:
Extraperitoneal Robotic Assisted Laparoscopic

Radical Prostatectomy (EP-RALRP) is usually per-
formed with the patient under general anesthesia.
Patients are placed in a dorsal supine position with
10-15o head down tilt (not 45o head down like in
transperitoneal approach).

The extra-peritoneal space has been developed
as describe in the authorûs previous publication[15].
Once the retzius space has been dilated, the trocars
are inserted as shown in the Fig. 1.

Fig.1  Ports Placement

x

xx

x

7 mm Robotic Port

12 mm

Umbilicus

5 mm

The anterior surface of the prostate and the
endopelvic fascia are exposed and the fatty tissue
overlying these structures is gently swept away.  Often,
a superficial branch of the deep dorsal vein complex
runs along the anterior aspect of the prostate and
divides at the bladder neck into two branches. This
vein is fulgurated with bipolar forceps and divided.
Then, the endopelvic fascia is incised on both sides
exposing the fibers of the levator-ani muscle.

The bladder neck can be identified after the
removal of all of the prevesicular fatty tissue. It over-
laps the prostate in the shape of a triangle. The
dissection starts at a 12 oûclock position at the tip of
this triangle. Palpation with the forceps can help to
identify the border between the mobile bladder neck
and the solid prostate in difficult cases. The incision
of the bladder neck is enlarged from the 10 to the
2 oûclock position, and the urethra is developed. The
urethra is incised and the deflated balloon-catheter
is pulled up into the retropubic space by the
assistant under continuous tension. The dissection
is now continued in the lateral direction, in the plane
between bladder neck and prostate.
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Once, the bladder neck is completely dissected.
Care is taken to carry down the dissection in the
correct plane between the prostate and the bladder
neck in order to avoid any intraprostatic penetration.
This pitfall may occur in the case of a penetration
directed too caudally. The bladder neck is first com-
pletely divided between the 5-7 oûclock position, this
is then extended bilaterally by blunt and sharp dis-
section. After this step, the anatomical landmarks of
the ampullae and the seminal vesicles are visualized.

After complete dissection of the bladder neck,
the prostate is elevated anteriorly by the assistant.
The seminal vesicles are easily identified and com-
pletely dissected. However, the tips of the seminal
vesicles can be left in place in order to avoid
damage to the neurovascular bundles which run in
close proximity to them. After dissection of the seminal
vesicles, the assistant holds the right ampulla and
the right seminal vesicle, the surgeon the left
ampulla and the left seminal vesicle in a craniolateral
direction. With this maneuvre, a ùùwindowûû is deve-
loped which reaches from the dorsal aspect of the
prostate to the prostatic pedicles. Between these
structures, the posterior layer of Denonvillierûs fascia
is incised and the prerectal fatty tissue visualized.
The posterior dissection is continued as far as
possible towards the apex of the prostate.

(If nerve sparing EP-RALRP is performed, the
lateral prostatic fascia is incised at the antero-lateral
surface of the prostate gland prior to the posterior
dissection. During the posterior dissection care must
be taken not to injury the neuron-vascular bundles
by avoid using heat of any kind and stay in the
middle with medial to lateral dissection. Using this
principle the neurovascular bundles should be easily
retracted from the prostate gland and urethra
distally.)

Puboprostatic ligaments are divided sharply.
After this step, the urethra and the dorsal vein

complex can be easily visualized at the level of the
prostatic apex. The prostate is now retracted cau-
dally by the assistant for good access to the Santorini
plexus. The Santorini plexus is ligated with 0 Vicryl
by selective passage of the needle underneath the
plexus from right to left.

The urethra is sharply divided at the apex.
Coagulation of the urethral stump is to be avoided in
order to prevent damage to the external striated
sphincter. In case of minor bleeding in this area, the
CO2-pressure can be increased temporarily to
16-18 mmHG.

For creation of the urethra-vesical anastomo-
sis, the author uses interrupted suture with 2-0 vicryl
UR-6 needles. The posterior layer is completed first
and the catheter was inserted into the bladder. The
anterior layer is then completed.

The water-tightness of the anastomosis is
finally checked by filling the bladder with 200 ml
sterile water. At the end of the procedure, a Jackson
drainage catheter is placed into the retropubic space.

Cystography is performed on post-operative
day 7 and a urethral catheter is removed if there is
no leak of contrast media from urethro-vesicle anasto-
mosis.

Peri-operative data, operative results, clinical
outcomes and complication were analyzed.

Results
Of 6 patients undergone RALRP, 5 patients

were undergone EP-RALRP with nerve sparing
procedure.

The mean age of patients were 62.4+7.2 years.
Mean PSA was 29.11 ng/ml. The average operative
time was 135+34 minutes. Average blood loss was
450+193 ml There was no transfusion in any pa-
tients. Mean catheterization time was 6.8+0.4 days
Mean hospital stay was 5.4+2.2 days. All data was
shown in Table 1.
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There was no major complication in all pa-
tients

Discussion
Extraperitoneal Robotic Assisted Laparoscopic

Radical Prostatectomy (EP-RALRP) was firstly
reported in 2006[16]. EP-RALRP is comparable to the
value of conventional Robotic Assisted  Laparoscopic
Radical Prostatectomy (RALRP). Patients undergone
EP-RALRP can gain benefit of minimally invasive
surgery, less ileus, fast recovery, less operative time
and better incontinence rate[16-24].  There are some
drawbacks of Extraperitoneal approach including,
tension at the urethrovesical anastomosis, higher
incidence of lymphocele, less working space, and

more leakage of the anastomotic site[25-27]. How-
ever, in the authorûs experience in extraperitoneal
Laparoscopic Radical Prostatectomy these drawbacks
are not much seen and easy to manage[15,28].

In the present study the author reports 6 cases
of EP-RALRP. The operation is safe and feasible.
There was no major complication in the patients.
The operation takes not longer than conventional
RALRP. With the benefit of avoiding transperitoneal
route, the patients can gain benefit of less ileus,
reduce risk of bowel injury and faster recovery. The
EP-RALRP operation is more suitable in elderly
patients, whereby, steep trendelenburg position is to
avoid.

As described above, EP-RALRP should be
encouraged, however in patients with previous
extraperitoneal surgeries, such as laparoscopic
hernia repair, open distal ureterolithotomy, open
ureteral reimplantation, open cystolithotomy and
kidney transplantation, the extraperitoneal space is
difficult to gain access to, therefore, conventional
RALRP is more beneficial in such cases.

Conclusion
In the present study, Extraperitoneal Robotic

Assisted Laparoscopic Radical Prostatectomy is
feasible. The operation should be encouraged among
robotic surgeons as more benefit to the patients are
seen.

Table 1 Shows mean (min-max) values of PSA, IPSS,
SHIM, OR time, Blood loss, Catheter time,
Hospital stay in all patients.

Age (years)
PSA (ng/ml)
IPSS
SHIM
OR time (minutes)
Blood Loss(ml)
Catheter time (day)
Post operation stay(day)

EP-RALRP (N=6)

62.4 (50-69)
29.1 (4.3-146)
12 (1-26)
17.5 (10-24)

135 (104-199)
450 (300-750)

6.8 (6-7)
5.4 (3-7)
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Abstract
Objective: To investigate incidence of polyuric nocturia in nocturia patient and efiicacy, the effect on

quality of life, safety of Desmopressin in treatment of polyuric nocturia.

Patients and Methods: Total 34 patients who were verified nocturia which 15 patients were diag-
nosed polyuric nocturia were recruited .Average age was 67.87 year (range 60-80 years) Desmopressin
(0.1 mg) was given to the patients who was diagnosed polyuric nocturia for 4 weeks. After 2, 4 weeks
these people were collected symptom by frequency/volume chart and quality of life by Kingûs Health
Questionnaire, General Health questionnaire and blood for electrolyte.

Results: Fifteen patients of 34 patients were diagnosed polyuric nocturia (44%). On the average,
frequency of nocturnal void decreased from 2.73+0.34 to 1.6+0.64 at 2 wks and 1.68+0.43 at 4 wks
(p=0.002) and nocturnal void volume decreased from 437.39+157. 14 ml to 255.74+136. 18 ml at 2 wks and
251.87+127. 97 ml at 4 wks (p=0.001). The scores of KHQ questionnaire and General Health questionnaire
were improved after 4 weeks of Desmopressin. Most adverse events were mild. Serum sodium were >130
mmol/l in 14 patients but one <130 mmol/L at 2 wk follow up. No significant symptom of hyponatremia
was shown.

Conclusion: Polyuric nocturia is major cause of nocturia. Oral Desmopressin is effective and well
tolerated in treatment of polyuric nocturia patients.

Keywords: Nocturia, Desmopressin, Polyuric Nocturia

Nocturia and Efficacy of Desmopressin for Treatment of Polyuric Nocturia

Lojanapiwat B, M.D.*, Jitpraphai S, M.D.*



The Thai Journal of    UROLOGY 9Vol. 28 No. 1  June 2007

Introduction
Nocturia was defined as waking at night to

pass urine more than 1 time per night[1]. Nocturia is
a common complaint of urologic patients but under-
diagnosis of this disease is demonstrated. Nocturia
can cause by overactive bladder, polyuria or both.
In fact, patients should receive the correct diagnosis
for improvement of sleep disturbance, well being and
quality of life. In the past; nocturia is a major pro-
blem of men and a common prevalence in advance
age[2]. But it would neglect because many other
problems seem more necessary than nocturia. Today,
nocturia is not a little problem because many elderly
people disturbed from this problem more over and
over[2,3]. Physicians did not solve this problem and
were not concerned about this common symptom.
In elderly people, circadian pattern of urine flow is
paralled by rhythms of renal plasma flow and glome-
rular filtrate rate until around age of 60. Greater pro-
portion of urine at night time become evident [2,4,5].
Several studies, elderly people produce urine greater
than 33% of all urine volume per day because they
decrease antidiuretic hormone (ADH) or vasopressin
that can cause polyuric nocturia.

To this point, we think nocturia will improve if
we can reduce urine at night time. Desmopressin
hormone (Synthetic analogue of vasopressin) should
improve the nocturia symptom that cause by poly-
uria.

Patients and Methods
Thirty four from 58 patients [male 20 patients,

female 14 patients; age 60-80 years] with lower
urinary tract symptom were diagnosed nocturia and
15 patients [male 9 patients, female 6 patients] were
diagnosed polyuric nocturia, this group of patients
were collected to take Desmopressin.  Between
October 2006-February 2007, polyuric patients who
had been treated with Desmopressin were included.

Patients age >18 yrs were eligible for study if they
had nocturia (>1 time void per night) unrelated to
diabetes insipid us or excessive/ abnormal fluid
intake. Exclusion criteria included DM, CHF with sign
of volume overload, previous diagnosis of abnormal
ADH, take diuretics at bed time, sleep apnea syn-
drome and patient in nephrosis status.

All polyuric patients took 0.1 mg of Desmo-
pressin at bedtime. During the study; From 1 hour
before bedtime to 8 hours after taking medication,
patients were advised to drink only if thirsty and
avoid tea, coffee, Cola, alcohol and other liquids with
a diuretic effect at night. Patients kept a diary with
frequency volume chart to record bedtime and time
of rising, time of nocturnal voids, nocturnal urine
volume, daily fluid intake and frequency of nocturia.
After 2 weeks and 4 weeks of treatment, patients
came back to return frequency/volume chart. Patients
also answered the questionnaire [KHQ and General
Health] that we gave to them before treatment and
4 weeks after received Desmopressin. At the Last
week, they were asked for his/her general health
symptom and symptoms after taking Desmopressin.

Safety assessment at 2 weeks and 4 weeks,
serum sodium levels, vital signs were monitered
through-out the study and adverse effect were
recorded at OPD Uroclinic.

Study end points
The primary efficacy end point was frequency

of nocturnal void and mean of nocturnal void volume
per day after treatment compared with baseline be-
fore treatment. Secondary endpoint was also assessed
effect on quality of life. Safety was evaluated  from
laboratory data with emphasis on serum sodium and
reported adverse events. At last, we can assess the
proportion of patients who improve from the treat-
ment.

The primary object were tested using Wilcoxon
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rank some test,  Results were presented using
P values.  Questionnaire analysis was based on
frequency counts of individual questions. Serum
sodium was also calculated with Wilcoxon rank some
test. The incidence of polyuric nocturia and nocturia
was proportion of population in this study.

Results
In population of the studied, we could demon-

strate the proportion of polyuric nocturia and noc-

turia. The number is 15 out of 34 patients (44%).
Average age was 67.87 year (60-80 years). Then we
gave polyuric nocturia patients with Desmopressin
to measure outcome.

From statistical analysis of frequency/volume
chart, the mean frequency of nocturnal void, volume
of nocturnal void were decreased as shown in Table
1 and graph 1, 2

Both frequency and nocturnal void volume were
significantly improved.

3.0
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frequency F.RX2 F.RX4

Graph 1  frequency parameter after Desmopressin treatment

F.RX2 = frequency of void at 2 weeks, F.RX4 = frequency of void at 4 weeks

Table 1  Result of Desmopressin Treatment.

Parameter

frequency
Nocturnal void
volume

Baseline

2.72 + 0.34
437.39 + 157.14

2 wks after Rx

1.60 + 0.64
255.74 + 136.18

4 wks after Rx

1.68 + 0.43
251.87 + 127.97

P value

p=0.002
p=0.001

proportion

13/15
14/15

% improved

87
93
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Quality of life
The two exploratory questions by KHQ ques-

tionnaire and General Health questionnaire revealed
difference in quality of life score that reached statis-
tical significance. (Table 2 and Graph 3)

Adverse effects
Two patients complained of dizziness and head-

ache after Desmopressin administration. No serious
side effects occurred.  The mean serum sodium level
decreased during treatment [Table 3 and Graph 4].
The decrease level was pronounced after 2 weeks of
treatment. One patient had serum sodium below than
130 mmol/L, but he had no symptoms. Although

people in this study had lower serum than baseline
in the first 2 week statistically (p=0.001) but in 4
weeks, the mean serum sodium was not statistically
changed. No symptoms of hyponatremia were
revealed. There were mild non-specific symptoms such
as headache and dizziness.

Discussion
Nocturia influences general health and quality

of life. One consequence of nocturia is sleep dete-
rioration that increases day time sleepiness, loss of
energy[6]. Nocturia people were also prone to diffe-
rent somatic symptoms such as muscle clamps in
calves, leg tinglings[7]. It was also found that noc-
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Graph 2  Nocturnal void volume after Desmopressin treatment

v.rx2 = void volume (ml) at 2 weeks, vRX4 = void volume (ml) at 4 weeks

Table 2  Effect of Desmopressin in quality of life

parameter

KHQ score
General Health score

pretreatment

43.73 + 4.65
70.47 + 4.67

postreatment

33.87 + 6.40
61.47 + 4.22

P value

p=0.001
p=0.001
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Graph 3

KHQ = KHQscore pretreatment, KHQ Rx = KHQscore posttreatment
 QoL = General Health score pretreatment, QoLRx = General Health score post treatment

baseline

143
139
145
138
141
145
143
145
141
139
141
143
140
141
143

2 wks after treatment

140
128
139
133
137
138
135
138
134
134
137
139
137
137
136

Table 3  Serum sodium (mmol/L)

case

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15

4 wks after treatment

140
130
141
134
137
138
136
138
135
134
137
140
138
139
136
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turia was the most common symptom among
patients with isolated systolic hypertension[8] and
influenced irregular heart beats, DM, stroke. As men-
tioned earlier,[9-11] nocturia effects on well-being and
quality of life were noted. Therfore, we have exam-
ined such patients to determine the alternative treat-
ment on nocturia,which is not simply limited to
antimuscarinic or anticholinergic drug[12].

There were 3 main pathophysiologic catego-
ries for nocturia[13]: nocturnal polyuria (in which a
relatively higher proportion of urine is produced and
voided during night time compared with day time),
low bladder capacity (caused by obstruction, DI or
cystitis) and mixed nocturia (combination of noctur-
nal polyuria and low bladder capacity), however the
major of mechanism in nocturia is polyuric nocturia
and mixed type.

In this study; we collected data of patients aged
60-80 years. The results of nocturia and polyuric
nocturia in population are as same as the previous
report[14]. Decreasing polyuria at night time will
improve their nocturia and quality of life. A factor
resulting in polyuric state is decrease in ADH (Anti-
diuretic Hormone) or Vasopressin. Taking Desmo-

pressin will improve this symptom. There was a rela-
tionship between ADH and elderly: in old age; ADH
is decreased and sensitivities of kidney with ADH
are decreased that influence in decreasing the con-
centration of urine[15]. Desmopressin (Minirin) which
is a synthetic analogue of vasopressin should im-
prove polyuric noturia people. In Sweden, UK, the
Nether-lands,Denmark and USA. Desmopressin has
been used in tritration dose for 3 weeks which are
different from this study. Results of Oral Desmopressin
is an effective and well-tolerated treatment for pa-
tients with nocturia[16,17]. The studies confirm the
efficacy of antidiuretic effect of Desmopressin that
results in higher clinical response, which decrease in
the number of nightly voids and decrease in void
volume. The results of exploratory questionnaire also
indicated an improvement in quality of life.

This study was based on safety consideration.
We used low dose of Desmopressin because Thai
people were different from foreign people in body
weight and BMI. The dose for Thai people should
further investigate in the future. Hyponatremia is only
serious potential adverse effect associated with the
use of Desmopressin in nocturia[18,19]. In this study,

2

2

sodium sodiumRx2 sodiumRx4

145

140

135

130

125

Graph 4  Serum sodium parameter after Desmopressin treatment.
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weeks after treatment). But in 4 weeks, he returned
to normal serum sodium and no change in serum
sodium was statistically significant. All patients had
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Conclusion
Polyuric nocturia is main cause of Nocturia.

Oral Desmopressin is effective and well tolerated
treatment for polyuric nocturia.
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Pharmacol 2004; 60(6): 397-402.

19. Kobelt G, Brogstrom F, Mattiasson A. Productivity, vitality and utility in a group of health professionally active individuals with
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Gracilis Muscle Flap for
Treatment of Rectourinary Fistula and
Urethrocutaneous Fistula.

π‘æπ∏åµâπ©∫—∫

Vorapot Choonhaklai M.D.*

* Division of Urology, Department of surgery, Rajavithi Hospital.

Abstract
Introduction and Objective: Rectourinary fistula is uncommon and urethrocutaneous fistula from

urethral cancer is rare. Several procedures have been described for management of these fistulas. The aim
of this study was to present the experience with gracilis muscle flap in the treatment of lower urinary tract
fistula.

Material and Method: A retrospective chart review of 5 male patients (age 23-58 years) who
underwent the operation using gracilis muscle flap for treatment urinary fistula during January 1997-
January 2007. One patient with urethrocutaneous fistula was from urethral cancer, two patients with
rectourethral fistula were from pelvic fracture. Two patients with rectovesical fistula, were from perirectal
abscess and pelvic fracture. The latter four patients with rectourinary fistula, all had colostomy and
suprapubic cystostomy before definite treatment, two patients had previous failed attempts to repair the
fistula and one patient had fecal incontinence from anal sphincter injury.

Result: One patient with urethrocutaneous fistula from urethral cancer underwent total pelvic ex-
enteration and closure perineal defect with gracilis myocutaneous flap and the patient died 1 year after the
operation. Four patients with rectourinary fistula underwent transperineal repair fistula with gracilis muscle
flap interposition. One patient with concomitant complete urethral stricture was repaired using preputial
skin flap urethroplasty and one patient with anal incontinence had anal sphincter repaired and using
gracilis muscle to create an encirclement of the anus. All four patients had successful closure of urinary
fistula and all diverting colostomy were closed later. The patient with anal incontinence had good fecal
control.

Conclusion: This result suggests that gracilis muscle flap is useful and effective treatment for
rectourinary fistula and closure perineal defect.
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°“√„™â Gracilis Muscle Flap „π°“√ºà“µ—¥√—°…“ Rectourinary Fistula ·≈–
Urethrocutaneous Fistula.

«√æ®πå  ™ÿ≥À§≈â“¬ æ.∫.*

* ß“π»—≈¬»“ µ√å¬Ÿ‚√ °≈ÿà¡ß“π»—≈¬»“ µ√å ‚√ßæ¬“∫“≈√“™«‘∂’

∫∑§—¥¬àÕ
«—µ∂ÿª√– ß§å: Rectourinary fistula ·≈– urethrocutaneous fistula ‡ªìπ¿“«–∑’Ëæ∫‰¥â ‰¡à∫àÕ¬ ·≈–°“√√—°…“¡’

À≈“¬«‘∏’ √“¬ß“ππ’È¢Õπ”‡ πÕª√– ∫°“√≥å°“√ºà“µ—¥√—°…“¿“«–¥—ß°≈à“«‚¥¬„™â gracilis muscle flap

«— ¥ÿ·≈–«‘∏’°“√: ‡ªìπ°“√»÷°…“·∫∫¬âÕπÀ≈—ßµ—Èß·µà‡¥◊Õπ¡°√“§¡ æ.». 2540 ∂÷ß‡¥◊Õπ¡°√“§¡ æ.». 2550 „π
ºŸâªÉ«¬™“¬ 5 √“¬ Õ“¬ÿ√–À«à“ß 23-58 ªï ∑’Ë¡’ lower urinary tract fistula ·≈–‰¥â√—∫°“√ºà“µ—¥√—°…“‚¥¬„™â gracilis
muscle flap  ‚¥¬‡ªìπºŸâªÉ«¬ urethrocutaneous fistula ®“°¡–‡√Áß∑àÕªí  “«– 1 √“¬, ‡ªìπºŸâªÉ«¬ rectourethral fistula
®“°°√–¥Ÿ°‡™‘ß°√“πÀ—° 2 √“¬ ·≈–‡ªìπºŸâªÉ«¬ rectovesical fistula ®“° perirectal abscess 1 √“¬  ·≈–®“°°√–¥Ÿ°
‡™‘ß°√“πÀ—° 1 √“¬ ºŸâªÉ«¬∑’Ë¡’ rectourinary fistula ∑ÿ°√“¬®–‰¥â√—∫°“√ºà“µ—¥∑” colostomy ·≈– suprapubic cys-
tostomy ¡“·≈â« ¡’ºŸâªÉ«¬ 2 √“¬ ‡§¬‰¥â√—∫°“√ºà“µ—¥·°â ‰¢ fistula ¡“°àÕπ·µà‰¡à ”‡√Á® ·≈–¡’ºŸâªÉ«¬ 1 √“¬ ¡’°≈â“¡‡π◊ÈÕ
ÀŸ√Ÿ¥∑«“√Àπ—°©’°¢“¥∑”„Àâ°≈—ÈπÕÿ®®“√–‰¡à‰¥â

º≈°“√»÷°…“: ºŸâªÉ«¬ urethrocutaneous fistula ®“°¡–‡√Áß∑àÕªí  “«–‰¥â√—∫°“√ºà“µ—¥ total pelvic exentera-
tion ·≈–ªî¥ perineal defect ‚¥¬„™â gracilis myocutaneous flap ºŸâªÉ«¬‡ ’¬™’«‘µÀ≈—ßºà“µ—¥ 1 ªï  ºŸâªÉ«¬ rectourinary
fistula Õ’° 4 √“¬ ‰¥âºà“µ—¥·°â ‰¢ fistula ‚¥¬„™â gracilis muscle flap ª√– ∫º≈ ”‡√Á®∑ÿ°√“¬ ·≈– “¡“√∂ºà“µ—¥ªî¥
colostomy ‰¥â ‚¥¬¡’ºŸâªÉ«¬ 1 √“¬ ∑’Ë¡’∑àÕªí  “«–µ’∫√à«¡¥â«¬ ‰¥â·°â ‰¢‚¥¬∑”ºà“µ—¥ preputial skin flap urethroplasty
·≈–ºŸâªÉ«¬∑’Ë¡’ anal incontinence ‰¥âºà“µ—¥ repaired anal sphincter ·≈–„™â gracilis muscle Àÿâ¡√Õ∫ anus

 √ÿª: ®“°°“√»÷°…“π’È· ¥ß„Àâ‡ÀÁπ«à“ gracilis muscle flap ‡ªìπ flap ∑’Ë¡’ª√–‚¬™πå„π°“√™à«¬·°â ‰¢ rectourinary
fistula ·≈–™à«¬ªî¥ perineal defect ¢π“¥„À≠à‰¥â
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∫∑π”
Rectourinary fistula ‡ªìπ¿“«–∑’Ëæ∫‰¥â ‰¡à∫àÕ¬  “‡Àµÿ

πÕ°®“°¿“«– Congenital anomaly ·≈â« °“√‡°‘¥
rectourinary fistula Õ“®‡°‘¥®“°°“√‰¥â√—∫∫“¥‡®Á∫®“°
Õÿ∫—µ‘‡Àµÿ, ¿“«–°“√Õ—°‡ ∫µ‘¥‡™◊ÈÕ, ¿“«–·∑√°´âÕπ®“°°“√
©“¬· ß, ¡–‡√Áß¢Õß rectum, ¡–‡√Áß°√–‡æ“–ªí  “«– À√◊Õ
¡–‡√ÁßµàÕ¡≈Ÿ°À¡“°  ”À√—∫ªí®®ÿ∫—π¡’·π«‚πâ¡®–æ∫ recto-
urethral fistula ‰¥â¡“°¢÷Èπ ‡π◊ËÕß®“°Õ“®æ∫‡ªìπ¿“«–
·∑√°´âÕπ®“°°“√√—°…“¡–‡√ÁßµàÕ¡≈Ÿ°À¡“°[1] ‡™àπ °“√ºà“µ—¥
radical prostatectomy, °“√©“¬· ß À√◊Õ°“√∑”  brachy-
therapy  à«π°“√‡°‘¥ urethrocutaneous fistula ®“°
¡–‡√Áß∑àÕªí  “«–®–æ∫‰¥âπâÕ¬¡“° ·≈–°“√√—°…“ complex
lower urinary tract fistula ¥—ß°≈à“«¬—ß‰¡à¡’»—≈¬·æ∑¬å§π
„¥‡æ’¬ß§π‡¥’¬«∑’Ë¡’ª√– ∫°“√≥å¡“°æÕ∑’Ë®–∫Õ°«à“°“√
√—°…“«‘∏’„¥¥’∑’Ë ÿ¥  ”À√—∫°“√„™â gracilis muscle flap ®–
‡ªìπ well vascularized tissue ∑’Ëπ”¡“„™âªî¥°—Èπ√–À«à“ß√Ÿ
fistula ‰¥â¥’ ·≈– “¡“√∂∑’Ë®–„™â gracilis myocutaneous
flap ¡“ªî¥ perineal defect ∑’Ë„À≠àÊ ‰¥â √“¬ß“ππ’È®÷ß¢Õ
π”‡ πÕª√– ∫°“√≥å°“√√—°…“ complex rectourinary fis-
tula ·≈– urethrocutaneous fistula ®“°¡–‡√Áß∑àÕªí  “«–
‚¥¬„™â gracilis muscle flap

«‘∏’°“√»÷°…“
‡ªìπ°“√»÷°…“¬âÕπÀ≈—ß µ—Èß·µà‡¥◊Õπ¡°√“§¡ æ.». 2540

∂÷ß‡¥◊Õπ¡°√“§¡ æ.». 2550 „πºŸâªÉ«¬™“¬ 5 √“¬ Õ“¬ÿ
√–À«à“ß 23-58 ªï ∑’Ë¡’ lower urinary tract fistula ·≈–
‰¥â√—∫°“√√—°…“‚¥¬„™â gracilis muscle flap ‚¥¬¡’ºŸâªÉ«¬
1 √“¬ ‡ªìπ urethrocutaneous fistula ®“°¡–‡√Áß∑àÕªí  “«–
·≈–‰¥â√—∫°“√∑” suprapubic cystostomy ¡“°àÕπ ºŸâªÉ«¬
√“¬π’È¡’ª√–«—µ‘∑àÕªí  “«–µ’∫¡“π“π ·≈–‰¥â√—∫°“√¢¬“¬∑àÕ
ªí  “«–‡ªìπ√–¬– ºŸâªÉ«¬Õ’° 4 √“¬ ‡ªìπ rectourinary fis-
tula ·≈–‰¥â√—∫°“√∑” suprapubic cystostomy ·≈–∑”
colostomy ¡“°àÕπ®“°‚√ßæ¬“∫“≈Õ◊Ëπ ‚¥¬¡’ºŸâªÉ«¬ 2 √“¬
‡ªìπ rectovesical fistula ∑’Ë¡’ “‡Àµÿ®“°Õÿ∫—µ‘‡Àµÿ°√–¥Ÿ°
Õÿâß‡™‘ß°√“πÀ—° 1 √“¬ ·≈–Õ’° 1 √“¬ ¡’ “‡Àµÿ®“° peri-
rectal abscess ·≈–‡§¬∑”ºà“µ—¥·°â ‰¢ rectovesical fis-
tula ºà“π∑“ß transabdominal ¡“·≈â« 2 §√—Èß·µà‰¡à ”‡√Á®
ºŸâªÉ«¬Õ’° 2 √“¬ ‡ªìπ rectourethral fistula ∑’Ë¡’ “‡Àµÿ®“°
°√–¥Ÿ°Õÿâß‡™‘ß°√“πÀ—° ‚¥¬ºŸâªÉ«¬ 1 √“¬ ¡’ long complete
posterior urethral stricture √à«¡°—∫ rectourethral fis-
tula ·≈–‡§¬ºà“µ—¥·°â ‰¢ fistula ºà“π∑“ß perineum √à«¡
°—∫„™â gracillis muscle flap ¡“·≈â« 1 §√—Èß·µà‰¡à ”‡√Á®
ºŸâªÉ«¬Õ’° 1 √“¬ ¡’ anal incontinence √à«¡°—∫ rectourethral

µ“√“ß∑’Ë 1  · ¥ß¢âÕ¡Ÿ≈¢ÕßºŸâªÉ«¬

√“¬∑’Ë

1.

2.

3.

4.

5.

Õ“¬ÿ

58 ªï

32 ªï

24 ªï

23 ªï

33 ªï

™π‘¥¢Õß Fistula

Rectovesical
fistula

Urethrocutaneous
fistula

Rectourethral fistula
+ posterior urethral
stricture

Rectourethral fistula
+ anal incontinence

Rectovesical fistula

°“√√—°…“

- Abdominoperineal approach
+ gracilis muscle flap

- Total pelvic exenteration with
total pubectomy with gracilis
myocutaneous flap

- Transperineal approach +
gracilis muscle flap

- partial pubectomy with
preputial skin flap
urethroplasty

- Transperineal approach +
gracilis muscle flap

- repaired anal sphincter
- Transperineal approach +

gracilis muscle flap

 “‡Àµÿ

Perirectal abscess

Urethral cancer

Pelvic fracture

Pelvic fracture

Pelvic fracture

°“√√—°…“°àÕπÀπâ“

- SPC + colostomy
- Transabdominal repair

RVF 2 §√—Èß
- SPC

- SPC + colostomy
- Transperineal repair

RUF with gracilis
muscle flap

- SPC + colostomy

- SPC + colostomy

 * RVF = Rectovesical fistula, RUF = Rectourethral fistula, SPC = Suprapubic cystostomy
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fistula ‡§¬‰¥â√—∫§”·π–π”„Àâ¬Õ¡√—∫ permanent colos-
tomy ·≈– suprapubic cystostomy ·µàµàÕ¡“¡’π‘Ë«„π
°√–‡æ“–ªí  “«–‡°‘¥¢÷Èπ À≈—ßºà“µ—¥‡Õ“π‘Ë«„π°√–‡æ“–
ªí  “«–ÕÕ°®÷ß àß¡“√—∫°“√√—°…“µàÕ∑’Ë √æ.√“™«‘∂’

‡∑§π‘§°“√ harvest gracilis flap ®–«“¥·π«°“√
ºà“µ—¥µ“¡·π«°“√‡°“–¢Õß°≈â“¡‡π◊ÈÕ gracilis (√Ÿª∑’Ë 1) ‡√‘Ë¡
®“° pubic tubercle ®π∂÷ß medial tibial condyle „Àâ«“¥
„π∑à“πÕπÀß“¬¢“‡À¬’¬¥µ√ß°àÕπ∑’Ë®–¢÷Èπ∑à“ lithotomy
position ‡π◊ËÕß®“°∂â“«“¥·π«°“√ºà“µ—¥¢≥–‡¢à“ºŸâªÉ«¬ßÕ
Õ“®®–∑”„Àâ skin landmark ‡ª≈’Ë¬π‰ª ·≈–∂â“À“°µâÕß°“√
®–„™â gracilis myocutaneous flap „Àâ«“¥°–∫√‘‡«≥
µ”·Àπàß skin flap „ÀâÕ¬ŸàÀ≈—ßµàÕ·π«°“√ºà“µ—¥∑’Ë«“¥‰«â ∑’Ë
∫√‘‡«≥ proximal two third ¢Õß°≈â“¡‡π◊ÈÕ gracilis ¢π“¥
¢Õß skin flap Õ“®¡’§«“¡¬“«‰¥â¡“°∂÷ß 22 ́ .¡. ·≈–°«â“ß∂÷ß
8 ´.¡.[2]

°“√≈ß·º≈ºà“µ—¥ ®–¡’·º≈ºà“µ—¥ 2 µ”·Àπàß  ∑’Ë proxi-
mal ·≈– distal thigh (√Ÿª∑’Ë 2) „Àâ≈ß·º≈ºà“µ—¥∑’Ë distal
thigh °àÕπ‡æ◊ËÕÀ“ tendon   à«πª≈“¬¢Õß°≈â“¡‡π◊ÈÕ graci-
lis ́ ÷Ëß®–¡’≈—°…≥–°≈¡Õ¬Ÿà√–À«à“ß °≈â“¡‡π◊ÈÕ sartorius ·≈–
°≈â“¡‡π◊ÈÕ semimembranosus °√≥’µâÕß°“√„™â‡ªìπ myocu-
taneous flap „Àâ≈Õß¢¬—∫¥÷ß tendon ‡æ◊ËÕ®–‰¥â‡™Á§∫√‘‡«≥
skin flap ∑’Ë«“¥√à“ß·π«‰«â·µà·√°

‚¥¬®–‡ÀÁπ∫√‘‡«≥·π« skin flap ∑’ËµâÕß°“√„™â®–
¢¬—∫µ“¡°“√¥÷ß tendon À≈—ß®“°π—Èπ„Àâ≈ß incision ∑’Ë proxi-
mal thigh ‡æ◊ËÕÀ“°≈â“¡‡π◊ÈÕ gracilis  à«π∫π ·≈â«µ—¥ ten-
don  à«πª≈“¬‡≈“–¬°°≈â“¡‡π◊ÈÕ‚¥¬ “¡“√∂µ—¥ºŸ° minor
vascular supply ∑’Ë·∑ß¢÷Èπ¡“‡≈’È¬ß°≈â“¡‡π◊ÈÕ gracilis  à«π
ª≈“¬‰¥â ®“°π—Èπ¥÷ß tendon ≈Õ¥„µâ subcutaneous tun-
nel ¡“¬—ß·º≈ºà“µ—¥¥â“π proximal thigh ·≈â«‡≈“–¬°
°≈â“¡‡π◊ÈÕ gracilis  à«π∫πµàÕ ‚¥¬®ÿ¥ ”§—≠µâÕß√–¡—¥√–«—ß
main vascular pedicle „Àâ¥’ ́ ÷Ëß®–‡ªìπ·¢πß®“°À≈Õ¥‡≈◊Õ¥
·¥ß medial femoral circumflex ·∑ß∑–≈ÿ¢÷Èπ¡“‡≈’È¬ß
°≈â“¡‡π◊ÈÕ‚¥¬µ”·Àπàß®–Õ¬Ÿàª√–¡“≥ 7-10 ´¡.[2,3] ®“°
pubic tubercle ‡¡◊ËÕ‡≈“–¬° gracilis flap ‰¥â¥’·≈â«„Àâ∑”
subcutaneous tunnel ‡æ◊ËÕ¥÷ß‡Õ“ flap ¡“„™â∫√‘‡«≥
perineum ∑’Ë‡√“µâÕß°“√ (√Ÿª∑’Ë 3)

„π¥â“π°“√√—°…“ ºŸâªÉ«¬ 1 √“¬∑’Ë‡ªìπ urethrocu-
taneous fistula ®“°¡–‡√Áß∑àÕªí  “«–æ∫«à“‡ªìπ locally
advance cancer ¡’°“√≈ÿ°≈“¡¢Õß‡π◊ÈÕßÕ°‰ª∑’Ë pubic bone
·≈– rectum ®÷ß∑”ºà“µ—¥ total pelvic exenteration with

√Ÿª∑’Ë 2 · ¥ß°“√≈ß·º≈ºà“µ—¥ 2 µ”·Àπàß ∑’Ë proximal ·≈–
distal thigh ‡æ◊ËÕÀ“°≈â“¡‡π◊ÈÕ gracilis

√Ÿª∑’Ë 3 · ¥ß°“√¥÷ß‡Õ“ gracilis muscle flap ¡“„™â∫√‘‡«≥
perineum

√Ÿª∑’Ë 1 ·π«°“√ºà“µ—¥‡æ◊ËÕÀ“°≈â“¡‡π◊ÈÕ gracilis ®–«“¥·π«®“°
pubic tubercle ∂÷ß medial tibial condyle

Sartorius muscle

Gracilis muscle
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√Ÿª∑’Ë 4-5 · ¥ß¿“æ¡–‡√Áß∑àÕªí  “«–∑’Ë¡’°“√≈ÿ°≈“¡ ¡“¬—ßÕ«—¬«–‚¥¬√Õ∫·≈–· ¥ß¿“æÕ«—¬«–∑’Ëµ—¥ÕÕ°¡“‡ªìπ
enbloc  resection

total resection pubic bone ·≈–‰¥âªî¥ perineal defect
‚¥¬„™â gracilis myocutaneous flap (√Ÿª∑’Ë 4-7) „π°≈ÿà¡
ºŸâªÉ«¬ rectourinary fistula ºŸâ√“¬ß“π¡’‡∑§π‘§°“√À“√Ÿ‡ªî¥
¢Õß fistula ∑“ß¥â“π°√–‡æ“–ªí  “«– ®–„™â°“√∑” cys-
toscopy  àÕß°≈âÕßºà“π∑“ß∑àÕªí  “«– À√◊Õ∑“ß√Ÿ cys-
tostomy  à«π√Ÿ‡ªî¥¢Õß fistula ∑“ß¥â“π rectum ®–„™â«‘∏’„ à
methylene blue º ¡ normal saline 300-400 cc. „ à
‡¢â“‰ª„π°√–‡æ“–ªí  “«– ·≈–„™â cystoscope  àÕß‡¢â“‰ª
„π rectum ¥Ÿµ”·Àπàß∑’Ë ’ methylene blue ÕÕ°¡“®–‡ªìπ
√Ÿ‡ªî¥¢Õß fistula tract ∑“ß¥â“π rectum  à«π‡∑§π‘§°“√
‡≈“–‡Õ“·π« fistula tract ÕÕ°®–„ à ureteric catheter
No.4 Fr ºà“π√Ÿ‡ªî¥ fistula tract ∑—Èß Õß¥â“π ·µà∂â“„ à

‡¢â“‰ª‰¡à‰¥â‡π◊ËÕß®“° fistula tract §¥‡§’È¬«¡“°®–„™â«‘∏’®àÕ
ª≈“¬ ureteric catheter ∑’Ë√Ÿ‡ªî¥¥â“π„¥¥â“πÀπ÷Ëß·≈–©’¥
methylene blue ºà“π ureteric catheter ‡¢â“‰ª‡§≈◊Õ∫·π«
fistula tract „Àâ‡ÀÁπ‡ªìπ ’πÈ”‡ß‘π‰«â  ”À√—∫‡∑§π‘§°“√ºà“µ—¥
√—°…“ºŸâªÉ«¬ rectovesical fistula 2 √“¬ ‰¥â∑”°“√ºà“µ—¥
‡æ◊ËÕ‡≈“– fistula tract ÕÕ° ·≈–·¬° rectum ®“°
°√–‡æ“–ªí  “«– ‚¥¬‡¢â“‡ªìπ transperineal approach
1 √“¬ ·≈–Õ’° 1 √“¬ ∑’Ë rectovesical fistula ‡°‘¥®“°
perirectal abscess ·≈–‡§¬ºà“µ—¥ repaired fistula ºà“π
∑“ß abdomen ¡“·≈â« Õß§√—Èß µâÕßºà“µ—¥‡¢â“‡ªìπ abdomi-
noperineal approach ‡π◊ËÕß®“°µÕπ·√°‡¢â“‡ªìπ trans-
perineal approach ·µàÀ“√Ÿ‡ªî¥‰¥â‡©æ“–¥â“π rectum  à«π

√Ÿª∑’Ë 6-7 · ¥ß¿“æ perineal defect ¢π“¥„À≠àÀ≈—ß°“√ºà“µ—¥‡Õ“¡–‡√Áß∑àÕªí  “«–ÕÕ°·≈–· ¥ß¿“æ°“√ªî¥ perineal defect
¥â«¬ gracilis myocutaneous flap
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√Ÿ‡ªî¥¢Õß fistula ¥â“π°√–‡æ“–ªí  “«–Õ¬Ÿà Ÿß‡¢â“‰ªÀ“‰¡à∂÷ß
µâÕßºà“µ—¥∑“ßÀπâ“∑âÕß‡æ◊ËÕ‡¢â“À“√Ÿ‡ªî¥ºà“π∑“ß°√–‡æ“–
ªí  “«– À≈—ß®“°‡≈“–‡Õ“ fistula tract ÕÕ°·≈–‡¬Á∫ªî¥
defect ∑’Ë°√–‡æ“–ªí  “«–·≈– rectum ·≈â« ‰¥â„™â graci-
lis muscle flap ¡“ªî¥°—Èπ√–À«à“ß°√–‡æ“–ªí  “«–·≈–
rectum  à«πºŸâªÉ«¬ rectourethral fistula Õ’° 2 √“¬ ‰¥â‡¢â“
À“ fistula tract ‡ªìπ transperineal approach ‚¥¬ºŸâªÉ«¬
√“¬∑’Ë‡§¬∑”ºà“µ—¥ repaired fistula ‚¥¬„™â gracilis muscle
flap ¡“°àÕπ·µà‰¡à ”‡√Á®æ∫«à“°“√‡¢â“À“ fistula tract ¬“°
¡“°‡π◊ËÕß®“°¡’°√–¥Ÿ°Õÿâß‡™‘ß°√“π∑’ËÀ—°°—Èπ¢«“ß fistula tract
Õ¬Ÿà (√Ÿª∑’Ë 8-9) ∑”„Àâ‡¢â“‰ª‰¡à∂÷ß fistula  tract µâÕßµ—¥‡Õ“
°√–¥Ÿ°∑’Ë¢«“ßÕÕ°®÷ß “¡“√∂‡¢â“∂÷ß fistula tract ‡‡≈–‡≈“–
‡Õ“ fistula  tract ÕÕ°‰¥â ·≈–‡π◊ËÕß®“°ºŸâªÉ«¬√“¬π’È¡’ long
segment posterior urethral stricture ‰¡à “¡“√∂¥÷ßª≈“¬
2 ¥â“π¢Õß∑àÕªí  “«–‡¢â“¡“µàÕ°—π‰¥â ®÷ßµâÕß„™â preputial
skin flap ¡“∑”‡ªìπ∑àÕªí  “«–‡™◊ËÕ¡√–À«à“ß 2 ¥â“π·≈–
„™â gracilis muscle flap ¡“ªî¥°—Èπ√–À«à“ß∑àÕªí  “«–·≈–
rectum   à«πºŸâªÉ«¬ rectourethral fistula Õ’° 1 √“¬ ∑’Ë¡’
anal incontinence √à«¡¥â«¬ À≈—ß®“°‡≈“–·¬° fistula tract
ÕÕ°®“°°—π·≈â« ‰¥â repaired anal sphincter ·≈–„™â gra-
cilis muscle flap ¡“ªî¥°—Èπ√–À«à“ß∑àÕªí  “«– ·≈–¡â«π

Àÿâ¡√Õ∫ anus ‡æ◊ËÕ™à«¬‡ √‘¡§«“¡·¢Áß·√ß¢Õß anal sphinc-
ter

º≈°“√»÷°…“
ºŸâªÉ«¬ urethrocutaneous fistula ®“°¡–‡√Áß∑àÕ

ªí  “«– º≈æ¬“∏‘«‘∑¬“‡ªìπ squamous cell carcinoma
À≈—ßºà“µ—¥ºŸâªÉ«¬‰¥â√—∫°“√©“¬· ßµàÕ ‚¥¬·º≈ perineal
defect ∑’Ëªî¥‚¥¬„™â gracilis myocutaneous flap À“¬¥’
·≈–ºŸâªÉ«¬‡ ’¬™’«‘µÀ≈—ß°“√ºà“µ—¥ª√–¡“≥ 1 ªï  ºŸâªÉ«¬ rec-
tovesical fistula 2 √“¬ À“¬¥’·≈– “¡“√∂ºà“µ—¥ªî¥
colostomy ‰¥â  à«πºŸâªÉ«¬ rectourethral fistula 2 √“¬ °Á
À“¬¥’®“° fistula ‚¥¬ºŸâªÉ«¬√“¬∑’Ë¡’∑àÕªí  “«–µ’∫√à«¡¥â«¬
¬—ßæ∫«à“¡’°“√µ’∫∫“ß à«π

∑’Ë proximal urethral anastomosis ·≈–µâÕß¡“¢¬“¬
∑àÕªí  “«–‡ªìπ√–¬– ®π°√–∑—Ëß∂÷ß 1.5 ªï ®÷ß “¡“√∂ºà“µ—¥ªî¥
colostomy ‰¥â  à«π√“¬∑’Ë¡’ anal incontinence √à«¡¥â«¬
À≈—ßºà“µ—¥ repaired anal sphincter ·≈–„™â gracilis muscle
¡“Àÿâ¡√Õ∫ anus ‰¥â√Õ∑¥ Õ∫®π¡—Ëπ„®«à“¡’ anal continence
¥’ ®÷ßºà“µ—¥ªî¥ colostomy ·≈–À≈—ß®“°ªî¥ colostomy ·≈â«
ºŸâªÉ«¬ “¡“√∂¢—∫∂à“¬·≈–°≈—ÈπÕÿ®®“√–‰¥â¥’

√Ÿª∑’Ë 8-9 · ¥ß°“√∑” urethrography ·≈– cystography æ∫¡’ complete urethral stricture ·≈–æ∫¡’ contrast √—Ë«ºà“π fistula
tract ‡¢â“‰ª„π rectum ®–‡ÀÁπ°“√À—°º‘¥√Ÿª¢Õß°√–¥Ÿ°Õÿâß‡™‘ß°√“π·≈–‡ÀÁπ™‘Èπ à«π°√–¥Ÿ°¡“°—Èπ fistula tract ‰«â
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«‘®“√≥å
ºŸâªÉ«¬∑’Ë‡ªìπ¡–‡√Áß∑àÕªí  “«–®–æ∫‰¥âπâÕ¬ Õ“°“√

· ¥ßπÕ°®“°¡“¥â«¬Õ“°“√ obstructive voiding À√◊Õ§≈”
‰¥â°âÕπ·≈â« Õ“®®–¡“¥â«¬Õ“°“√‡≈◊Õ¥ÕÕ°®“°∑àÕªí  “«–
perineal pain À√◊Õ¡’ urethral fistula ¥—ß‡™àπºŸâªÉ«¬„π√“¬ß“π
π’È∑’Ë¡“¥â«¬ urethocutaneous fistula ‚¥¬ºŸâªÉ«¬¡’ªí®®—¬‡ ’Ë¬ß
„π°“√‡ªìπ¡–‡√Áß∑àÕªí  “«–§◊Õ¡’ª√–«—µ‘‡ªìπ∑àÕªí  “«–
µ’∫¡“π“π·≈–¢¬“¬∑àÕªí  “«–‡ªìπ√–¬–¡“µ≈Õ¥ ¡’°“√æ∫
«à“ºŸâªÉ«¬¡–‡√Áß∑àÕªí  “«–®–¡’ª√–«—µ‘∑àÕªí  “«–µ’∫¡“
°àÕπæ∫‰¥â 24-76% ·≈– à«π„À≠à®–‡°‘¥∑’Ë bulbo-mem-
branous urethra ¥—ß‡™àπºŸâªÉ«¬√“¬π’È º≈æ¬“∏‘«‘∑¬“¢Õß
¡–‡√Áß∑àÕªí  “«– à«π„À≠à 80% ®–‡ªìπ squamous cell
carcinoma Õ’° 15% ®–‡ªìπ transitional cell carcinoma
·≈–Õ’° 5% ®–‡ªìπ adenocarcinoma °“√√—°…“¢Õß¡–‡√Áß
∑àÕªí  “«–∫√‘‡«≥ bulbomembranous urethra §◊Õ°“√
∑” radical cystoprostatectomy, pelvic lymphadenec-
tomy ·≈– total penectomy[4] ‡π◊ËÕß®“°ºŸâªÉ«¬„π√“¬ß“π
π’È¡’°“√≈ÿ°≈“¡¢Õß¡–‡√Áß¡“∑’Ë∂ÿßÕ—≥±–, rectum ·≈–∑’Ë pu-
bic bone ®÷ßµâÕß∑” total pelvic exenteration ·≈–µ—¥
genital organ ÕÕ°∑—ÈßÀ¡¥√à«¡°—∫°“√µ—¥ pubic bone 2
¢â“ßÕÕ° ´÷ËßÀ≈—ß∑”ºà“µ—¥®–¡’ perineal defect ¢π“¥„À≠à
·≈–®”‡ªìπµâÕß„™â flap ¡“ªî¥ ́ ÷Ëß gracilis myocutaneous
flap ®– “¡“√∂‚¬°¡“ªî¥ perineal defect ‰¥â¥’  ·≈–∂â“„™â
gracilis myocutaneous flap ®“°¢“¥â“π‡¥’¬«¡“ªî¥‰¡àæÕ
 “¡“√∂®–„™â gracilis myocutaneous flap ®“°¢“ Õß
¢â“ß¡“ªî¥ perineal defect ‰¥â „π¥â“π°“√¥”‡π‘π‚√§¢Õß
¡–‡√Áß∑àÕªí  “«–®–‰¡à¥’ ‚¥¬‡©æ“–¡–‡√Áß„πµ”·Àπàß∑àÕ
ªí  “«– à«πÀ≈—ßºŸâªÉ«¬¡—°®–¡’™’«‘µÕ¬Ÿà‰¥â™à«ß —ÈπÊ ºŸâªÉ«¬√“¬π’È
À≈—ß°“√ºà“µ—¥‰¥â√—∫°“√©“¬· ßµàÕ·µàºŸâªÉ«¬°Á‡ ’¬™’«‘µÀ≈—ß
°“√ºà“µ—¥ª√–¡“≥ 1 ªï ‡π◊ËÕß®“°¡’°“√·æ√à°√–®“¬¢Õß¡–‡√Áß

 ”À√—∫ rectourinary fistula  “‡ÀµÿÕ“®‡°‘¥®“°¿“«–
inflamatory bowel disease, pelvic infection, pelvic
trauma, pelvic malignancy À√◊Õ iatrogenic injury ‚¥¬
‡©æ“–°“√ºà“µ—¥µàÕ¡≈Ÿ°À¡“° ‚¥¬„πµà“ßª√–‡∑»¡’·π«‚πâ¡
®–æ∫ rectourethral fistula ®“°°“√√—°…“¡–‡√ÁßµàÕ¡
≈Ÿ°À¡“°‡æ‘Ë¡¢÷Èπ ‡π◊ËÕß®“°¡’°“√«‘π‘®©—¬¡–‡√ÁßµàÕ¡≈Ÿ°À¡“°
√–¬–‡√‘Ë¡·√°‰¥â¡“° „π°“√∑”ºà“µ—¥ radical prostatectomy
¡’‚Õ°“ ‡°‘¥ rectal injury ‰¥â 0-9 %[5-7] ·≈– à«π„À≠à
À≈—ß‡°‘¥ rectal injury ·≈–∑”°“√‡¬Á∫´àÕ¡·°â ‰¢·≈â«®–‰¥â

º≈¥’ ·µà°Á¬—ß¡’‚Õ°“ ‡°‘¥ rectourethral fistula ª√–¡“≥
0.8-3.3%[7]  „π√“¬ß“ππ’ÈºŸâªÉ«¬ rectourinary fistula  à«π
„À≠à 3 √“¬ ‡°‘¥®“°‰¥â√—∫Õÿ∫—µ‘‡Àµÿ ¡’°“√À—°¢Õß°√–¥Ÿ°
Õÿâß‡™‘ß°√“π ºŸâªÉ«¬Õ’°Àπ÷Ëß√“¬‡°‘¥ rectovesical fistula ®“°
perirectal abscess ‚¥¬ºŸâªÉ«¬√“¬π’È¡’‚√§ª√–®”µ—«‡ªìπ
‡∫“À«“π·≈–‡°‘¥°“√°√–®“¬¢ÕßÀπÕß‰ª¥â“πÀ≈—ß¢Õß
°√–‡æ“–ªí  “«–·≈–·µ°‡¢â“‰ª„π°√–‡æ“–ªí  “«–
„π§«“¡‡ÀÁπ à«πµ—«¢ÕßºŸâ√“¬ß“π„πª√–‡∑»‰∑¬°“√‡°‘¥
rectourinary fistula πà“®–æ∫‡°‘¥®“° pelvic injury ‰¥â
¡“°·µà„πÕπ“§µ§ß®–æ∫ rectourinary fistula ®“°°“√
ºà“µ—¥¡–‡√ÁßµàÕ¡≈Ÿ°À¡“°‡æ‘Ë¡¢÷Èπ ¡’√“¬ß“π∑’Ëπà“ π„®¢Õß°“√
‡°‘¥ rectourinary fistula ®“° pelvic injury æ∫«à“°“√∑”
‡æ’¬ß double diversion ‚¥¬°“√∑” sigmoid colostomy
·≈– suprapubic cystostomy ®–¡’°“√ªî¥‡Õß¢Õß recto-
urinary  fistula 46.5% „π¢≥–∑’ËÕ’° 53.5% ®–µâÕß¡“∑”
°“√ºà“µ—¥·°â ‰¢[8]  „π à«πµ—«ºŸâ√“¬ß“π°√≥’‡°‘¥ pelvic
injury ·≈–¡’°“√∫“¥‡®Á∫¢Õß rectum ·≈– urinary tract
πÕ°®“°∑” double diversion ·≈â«∂â“À“°ºŸâªÉ«¬ vital sign
stable æÕ®–∑”°“√‡¬Á∫ à́Õ¡°√–‡æ“–ªí  “«–·≈– rectum
‰ª¥â«¬‡≈¬ ‡æ‘Ë¡≈¥ªí≠À“°“√‡°‘¥ fistula ¿“¬À≈—ß

„π¥â“π‡∑§π‘§°“√√—°…“ rectourinary fistula ®–¡’
Õ¬ŸàÀ≈“¬«‘∏’ √“¬ß“π à«π„À≠à®–‡ªìπ°“√√—°…“‚¥¬«’∏’ºà“µ—¥
‡ªî¥ ·≈–¡’∫“ß√“¬ß“π∑’Ë„Àâ°“√√—°…“‚¥¬«’∏’ºà“µ—¥∑“ß endo-
scopy À√◊Õ∑“ß laparoscopy[9,10]  ”À√—∫°“√ºà“µ—¥‡ªî¥
®–¡’°“√ approach À≈“¬«‘∏’ ‰¥â·°à ∑“ß perineal, transanal,
posterior sagittal, posterior transrectal transphincteric,
anterior transanorectal ·≈– transabdominal ap-
proach[11,12]  ́ ÷Ëß°“√ºà“µ—¥·µà≈–«‘∏’®–¡’À≈—°°“√°“√ºà“µ—¥
·≈–¢âÕ¥’¢âÕ‡ ’¬·µ°µà“ß°—π‰ª °“√‡≈◊Õ°«‘∏’ºà“µ—¥§«√®–‡≈◊Õ°
„Àâ‡À¡“– ¡°—∫ºŸâªÉ«¬·µà≈–√“¬ √«¡∂÷ßæ‘®“√≥“ª√– ∫°“√≥å
¢ÕßºŸâºà“µ—¥¥â«¬ °√≥’ rectourethral fistula ∑’Ë‡°‘¥®“°°“√
ºà“µ—¥ radical prostatectomy æ∫«à“ fistula tract ¡—°
Õ¬ŸàµË”‡æ√“–¡’°“√µ—¥µàÕ¡≈Ÿ°À¡“°ÕÕ°‰ª·≈â« ·≈– fistula
tract ¡—°®–µ√ß °“√ºà“µ—¥‚¥¬„™â‡∑§π‘§ºà“π∑“ß transanal
À√◊Õ posterior transphincteric anterior rectal advance-
ment flap Õ“®®–∑”‰¥â ·µà„π°√≥’ºŸâªÉ«¬∑’Ë fistula ‡°‘¥
®“°°“√·µ°À—°¢Õß°√–¥Ÿ°Õÿâß‡™‘ß°√“πÕ“®®–¡’°“√∫‘¥‡∫’È¬«
¢ÕßÕ«—¬«–„πÕÿâß‡™‘ß°√“π®“°™‘Èπ°√–¥Ÿ°∑’Ë¥—π À√◊Õ°“√‡°‘¥
fibrosis À≈—ß¡’ pelvic hematoma ∑”„Àâ¡’°“√¥÷ß√—Èß„Àâ
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fistula tract Õ¬Ÿà Ÿß ·≈– fistula tract §¥‡§’È¬«‰¥â °“√‡¢â“
ºà“µ—¥∑“ß transanal À√◊Õ∑“ß posterior approach Õ“®
®–‡≈“–‡Õ“ fistula tract ÕÕ°‰¡àÀ¡¥ °“√‡¢â“ºà“µ—¥∑“ß
transperineal À√◊Õ abdominoperineal approach Õ“®
®–∑”ºà“µ—¥‰¥â¥’°«à“ ‚¥¬À≈—°°“√∑—Ë«‰ª¢Õß°“√ºà“µ—¥·°â ‰¢
rectourinary fistula[1] §«√®–¡’°“√∑” urinary ·≈– fecal
diversion, ¡’°“√ excision fistula tract ÕÕ° ·≈–¡’°“√
‡¬Á∫´àÕ¡„Àâ‡ªìπ tension free ‚¥¬‡¬Á∫‰¥â¢Õ∫¢Õß‡π◊ÈÕ‡¬◊ËÕ
∑’Ë¡’‡≈◊Õ¥¡“‡≈’È¬ß¥’  ·≈–„π√“¬∑’Ë¡’ªí≠À“‡√◊ËÕß wound healing
À√◊Õ‡π◊ÈÕ‡¬◊ËÕ∑’Ë‡¬Á∫ªî¥‡¢â“¡“‰¡à¥’ §«√®–¡’ interposition flap
∑’Ë‡ªìπ well vascularized tissue ‡™àπ omentum À√◊Õ graci-
lis muscle ‚¥¬¢âÕ‡ ’¬¢Õß°“√„™â omentum ¡“∑” inter-
position flap §◊Õ µâÕß¡’°“√ºà“µ—¥‡ªî¥Àπâ“∑âÕß·≈–Õ“®®–
¥÷ß omentum ≈ß¡“ªî¥ rectourinary fistula ∑’ËÕ¬ŸàµË”¡“°Ê
‰¡à‰¥â ·≈–°√≥’∑’Ë‡§¬ºà“µ—¥‡¢â“∑“ßÀπâ“∑âÕß¡“·≈â« Õ“®®–
¡’æ—ßº◊¥¬÷¥µ‘¥„π™àÕß∑âÕß¡“°∑”„Àâ‡≈“–¥÷ß omentum ≈ß¡“
ªî¥‰¥â¬“° ́ ÷Ëß„π√“¬ß“ππ’ÈºŸâªÉ«¬∑ÿ°√“¬‡§¬ºà“µ—¥∑“ßÀπâ“∑âÕß
¡“°àÕπ·≈â«  ·≈–¡’ 1 √“¬ ‡§¬¥÷ß omentum ≈ß¡“ªî¥‡ªìπ
interposition flap ·µà‰¡à ”‡√Á® °“√‡≈◊Õ°„™â gracilis muscle
flap Õ“®‡ªìπ∑“ß‡≈◊Õ°∑’Ë¥’„π°√≥’∑’ËºŸâªÉ«¬‡§¬ºà“µ—¥∑“ßÀπâ“
∑âÕß¡“·≈â« À√◊Õ‡§¬©“¬· ß∫√‘‡«≥Õÿâß‡™‘ß°√“π¡“°àÕπ
‡π◊ËÕß®“°°≈â“¡‡π◊ÈÕ gracilis ®–¡’ vascular supply ∑’Ë¥’
·≈–‰¡à‚¥π√—ß ’∑’Ë©“¬ πÕ°®“°π’È°√≥’∑’Ë¡’ anal incontinence
®“°°“√∫“¥‡®Á∫µàÕ°≈â“¡‡π◊ÈÕ anal sphincter °Á “¡“√∂
„™â°≈â“¡‡π◊ÈÕ gracilis ¡“¡â«πÀÿâ¡√Õ∫ anus ‡æ◊ËÕ‡ªìπ
neosphincter ‰¥â[13,14]   ”À√—∫ interposition flap ™π‘¥
Õ◊Ëπ°Á¡’√“¬ß“π°“√„™â perineal subcutaneous dartos
pedicle flap √—°…“ rectourethral fistula[15] ´÷Ëß„π§«“¡
‡ÀÁπ¢ÕßºŸâ√“¬ß“π§‘¥«à“°√≥’∑’Ë‡ªìπ rectourethral fistula ∑’Ë
Õ¬ŸàµË”πà“®–„™â flap π’È¡“ interposition ‰¥â  ·µà°√≥’∑’Ë‡ªìπ
rectovesical fistula Õ“®®–¥÷ß flap ¢÷Èπ‰ªªî¥‰¥â¬“° À√◊Õ
°√≥’∑’Ë‡ªìπ rectourethral fistula ®“°°“√·µ°À—°¢Õß°√–¥Ÿ°
Õÿâß‡™‘ß°√“π∑’Ë¡’°“√∫‘¥‡∫’È¬«°“¬«‘¿“§¢ÕßÕ«—¬«–·≈–¥÷ß√—Èß
fistula tract ¢÷Èπ‰ª Ÿß®–∑”„Àâ¥÷ß dartos pedicle flap ¢÷Èπ
‰ªªî¥‰¥â¬“°‡™àπ°—π

„π√“¬ß“ππ’È°“√ºà“µ—¥®–„™â transperineal approach
‡ªìπÀ≈—°·≈–„ÀâºŸâªÉ«¬Õ¬Ÿà„π∑à“ lithotomy ‡æ◊ËÕ®– harvest
gracilis muscle flap ‰¥âßà“¬‚¥¬®–«“¥·π« incision ∑’Ëµâπ
¢“‰«â°àÕπ„π∑à“πÕπÀß“¬¥—ß∑’Ë°≈à“«·≈â« °“√ºà“µ—¥®–‡≈“–‡Õ“

fistula tract ÕÕ° ·≈–‡¬Á∫ªî¥√Ÿ‡ªî¥∑—Èß Õß¥â“π ·≈–„™â
°≈â“¡‡π◊ÈÕ gracilis ¡“·¬°√–À«à“ß rectum °—∫°√–‡æ“–
ªí  “«– À√◊Õ∑àÕªí  “«– ‚¥¬°“√ºà“µ—¥®–‡¢â“À“ fistula
tract ®“°∑“ß perineum °àÕπ ·µà∂â“‡¢â“À“√Ÿ‡ªî¥¢Õß fis-
tula ∑—Èß Õß¥â“π®“°∑“ß perineum ‰¡à ‰¥â®÷ß®–≈ß·º≈
ºà“µ—¥∑“ßÀπâ“∑âÕß‡æ◊ËÕ‡¢â“À“√Ÿ‡ªî¥¢Õß fistula ®“°∑“ß¥â“π
∫π‡π◊ËÕß®“°°“√ºà“µ—¥·°â ‰¢ rectourinary fistula ®”‡ªìπ∑’Ë
®–µâÕß‡¬Á∫ªî¥√Ÿ‡ªî¥∑—Èß Õß¥â“π °“√‡¬Á∫ªî¥√Ÿ‡ªî¥¥â“π„¥¥â“π
Àπ÷Ëß‡æ’¬ß¥â“π‡¥’¬« ·≈–‡≈“– fistula tract ÕÕ°‰¡àÀ¡¥ Õ“®
®–∑”„Àâ°“√ºà“µ—¥·°â ‰¢ rectourinary fistula π—Èπ‰¡àª√– ∫
º≈ ”‡√Á®‰¥â ¥—ß‡™àπ ºŸâªÉ«¬„π√“¬ß“π 1 √“¬ ∑’Ë‡ªìπ recto-
vesical fistula ®“° perirectal abscess ·≈–‡§¬ºà“µ—¥
∑“ßÀπâ“∑âÕß ·°â ‰¢ fistula ¡“·≈â« Õß§√—Èß·µà‰¡à ”‡√Á®
‡π◊ËÕß®“°‡¢â“À“√Ÿ‡ªî¥‰¥â‡©æ“–¥â“π°√–‡æ“–ªí  “«–·≈–
‡¬Á∫ªî¥√Ÿ‡ªî¥‰¥â¥â“π‡¥’¬« ‰¡à “¡“√∂≈ß‰ª∂÷ß√Ÿ‡ªî¥¢Õß fistula
¥â“π rectum ∑’ËÕ¬ŸàµË”¡“°‰¥â °“√ºà“µ—¥·°â ‰¢®÷ßµâÕß‡¢â“À“
fistula tract ∑—Èß Õß¥â“π ‚¥¬ºà“µ—¥‡¢â“∑“ß perineum ‡æ◊ËÕ
À“√Ÿ‡ªî¥∑“ß¥â“π rectum ·≈–ºà“µ—¥‡¢â“∑“ßÀπâ“∑âÕß‡æ◊ËÕ
À“√Ÿ‡ªî¥∑“ß¥â“π°√–‡æ“–ªí  “«– ·≈–‡≈“–‡Õ“ fistula tract
ÕÕ°„ÀâÀ¡¥æ√âÕ¡°—∫‡¬Á∫ªî¥√Ÿ‡ªî¥∑—Èß Õß¥â“π

„πºŸâªÉ«¬√“¬∑’Ë¡’ rectourethral fistula ®“°°√–¥Ÿ°
Õÿâß‡™‘ß°√“πÀ—° ·≈–¡’ complete transection ¢Õß proxi-
mal urethra ·≈–°√–‡æ“–ªí  “«–∂Ÿ°¬°≈Õ¬¢÷Èπ Ÿß  ºŸâªÉ«¬
√“¬π’È‡§¬ºà“µ—¥·°â ‰¢ fistula ¡“·≈â«Àπ÷Ëß§√—Èß‚¥¬„™â graci-
lis muscle flap ·µà‰¡à ”‡√Á®‡æ√“–‡¢â“‰¡à∂÷ß fistula tract
‡π◊ËÕß®“°µ”·Àπàß fistula Õ¬Ÿà Ÿß ·≈–¡’‡»…™‘Èπ°√–¥Ÿ°Õÿâß‡™‘ß-
°√“π°—Èπ¢«“ß fistula Õ¬Ÿà °“√ºà“µ—¥„π°√≥’π’È®–µâÕßµ—¥°√–¥Ÿ°
∑’Ë¢«“ßÕÕ°°àÕπ®÷ß®–‡≈“–‡¢â“À“ fistula tract ‰¥â À≈—ß®“°
·¬° rectum ·≈–∑àÕªí  “«–ÕÕ°®“°°—π·≈â« æ∫«à“∫√‘‡«≥
∑’Ë¡’ complete urethral stricture ¬“«¡“°‰¡à “¡“√∂∑’Ë®–
¥÷ßª≈“¬¢Õß∑àÕªí  “«– Õß¥â“π¡“µàÕ°—π‰¥â ́ ÷Ëß°√≥’¥—ß°≈à“«
„π§«“¡‡ÀÁπ¢ÕßºŸâ√“¬ß“π°“√„™âº‘«Àπ—ß∫√‘‡«≥Àπ—ßÀÿâ¡ª≈“¬
Õ«—¬«–‡æ»¡“∑”‡ªìπ flap urethroplasty πà“®–¥’°«à“°“√„™â
buccal À√◊Õ skin graft ‡π◊ËÕß®“°¡’ vascular supply ®“°
pedicle ·≈– “¡“√∂‡≈“–¥÷ß flap ‰ª∂÷ß posterior ure-
thra ‰¥â „πºŸâªÉ«¬√“¬π’È®÷ß„™â preputial skin flap ¡“∑”
urethroplasty ‚¥¬¡â«π‡ªìπ∑àÕ·≈–‡¬Á∫µàÕ√–À«à“ßª≈“¬ Õß
¥â“π¢Õß∑àÕªí  “«– ®“°π—Èπ®÷ß„™â°≈â“¡‡π◊ÈÕ gracilis ¡“ªî¥
·¬°√–À«à“ß∑àÕªí  “«–·≈– rectum
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ºŸâªÉ«¬Õ’°Àπ÷Ëß√“¬∑’Ë¡’ anal incontinence  ‡π◊ËÕß®“°
°≈â“¡‡π◊ÈÕ anal sphincter ©’°¢“¥®“°°“√À—°¢Õß°√–¥Ÿ°
Õÿâß‡™‘ß°√“π ‰¥âæ¬“¬“¡‡¬Á∫´àÕ¡°≈â“¡‡π◊ÈÕ anal sphincter
·≈–„™â°≈â“¡‡π◊ÈÕ gracilis ¡“¡â«πÀÿâ¡√Õ∫ anus ´÷Ëß‡∑§π‘§
°“√ harvest gracilis muscle flap „π°√≥’π’È§«√®–µ—¥
tendon ¢Õß°≈â“¡‡π◊ÈÕ gracilis „Àâ¬“«∑’Ë ÿ¥‚¥¬„Àâµ—¥®π‡°◊Õ∫
™‘¥∂÷ßµ”·Àπàß insertion ¢Õß°≈â“¡‡π◊ÈÕ·≈–À≈—ß®“°æ—π
Àÿâ¡√Õ∫ anus ·≈â«„Àâ‡¬Á∫ª≈“¬ tendon µ‘¥°—∫¢Õ∫ pubic
bone ´÷Ëß°“√„™â gracilis muscle flap „πºŸâªÉ«¬√“¬π’È
πÕ°®“°®–∑”„ÀâºŸâªÉ«¬À“¬®“° rectourethral fistula ·≈â«
¬—ß “¡“√∂„™â gracilis muscle flap ‡ √‘¡§«“¡·¢Áß·√ß¢Õß
anal sphincter ®π∑”„ÀâºŸâªÉ«¬¡’ anal continence ¥’æÕ
·≈–ºà“µ—¥ªî¥ colostomy ®π “¡“√∂¢—∫∂à“¬·≈–°≈—Èπ
Õÿ®®“√–‰¥âµ“¡ª°µ‘

 √ÿª
rectovesical ·≈– rectourethral fistula ‡ªìπ¿“«–

∑’Ëæ∫‰¥â ‰¡à∫àÕ¬ °“√√—°…“À≈—ß®“°‡≈“–‡Õ“ fistula tract ÕÕ°
·≈â« °“√„™â gracilis muscle flap ¡“ªî¥·¬°√–À«à“ß rec-
tum ·≈– urinary tract ®–¡’ª√–‚¬™πå™à«¬„Àâ rectourinary
fistula ªî¥‰¥â πÕ°®“°π’È°√≥’∑’Ë¡’ anal incontinence ®“°
anal sphincter injury °“√„™â gracilis muscle flap ¡“
Àÿâ¡√Õ∫ anus ®–™à«¬‡ √‘¡§«“¡·¢Áß·√ß¢Õß anal sphincter
‰¥â·≈–°√≥’¡’ perineal defect ¢π“¥„À≠àÀ≈—ß pelvic sur-
gery °“√„™â gracilis myocutaneous flap ®–¡’ª√–‚¬™πå
„π°“√™à«¬ªî¥ peineal defect ¢π“¥„À≠àπ’È ‰¥â
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°“√µ—¥ àß™‘Èπ‡π◊ÈÕ (Intra-Operative Frozen
Section) „π√–À«à“ß°“√ºà“µ—¥√—°…“‡π◊ÈÕßÕ°
µàÕ¡≈Ÿ°À¡“°¥â«¬°“√ àÕß°≈âÕß (EERPE)

π‘æπ∏åµâπ©∫—∫

«“ π“  §”º‘«¡“ æ.∫., ‰™¬¬ß§å  π«≈¬ß æ.∫.,
 ‘∑∏‘æ√  »√’π«≈π—¥ æ.∫.

 “¢“«‘™“»—≈¬»“ µ√å¬Ÿ‚√«‘∑¬“, ¿“§«‘™“»—≈¬»“ µ√å, §≥–·æ∑¬»“ µ√å»‘√‘√“™æ¬“∫“≈

∫∑§—¥¬àÕ
«—µ∂ÿª√– ß§å: ‡æ◊ËÕ»÷°…“∂÷ß‚Õ°“ ‡À≈◊Õ¢Õß¡–‡√ÁßµàÕ¡≈Ÿ°À¡“°∑’Ë‰¥â√—∫°“√√—°…“¥â«¬°“√ºà“µ—¥·∫∫ àÕß°≈âÕß ‚¥¬

ºà“π∑“ß™àÕßÀπâ“µàÕ™àÕß∑âÕß ·≈–‡ªìπ°“√√—°…“‡æ◊ËÕ≈¥‚Õ°“ ‡À≈◊ÕÕ¬Ÿà¢Õß‡π◊ÈÕ¡–‡√Áß √«¡∑—Èß∫àß∫Õ°∂÷ßª√– ‘∑∏‘¿“æ°“√
√—°…“¥â«¬°“√ºà“µ—¥·∫∫ àÕß°≈âÕß‚¥¬ºà“π∑“ß™àÕßÀπâ“µàÕ™àÕß∑âÕß

«— ¥ÿ·≈–«‘∏’°“√: »÷°…“«‘®—¬„π‚√ßæ¬“∫“≈»‘√‘√“™ ‚¥¬∑”°“√»÷°…“„πºŸâªÉ«¬∑’Ë‰¥â√—∫°“√«‘π‘®©—¬‡ªìπ‡π◊ÈÕßÕ°µàÕ¡
≈Ÿ°À¡“°√–¬–‰¡à°√–®“¬ÕÕ°πÕ°µàÕ¡≈Ÿ°À¡“° (Localized Prostate Cancer) ·≈–‡¢â“√—∫°“√√—°…“¥â«¬°“√ºà“µ—¥ºà“π
∑“ß™àÕßÀπâ“µàÕ‡¬◊ËÕ∫ÿ™àÕß∑âÕß‚¥¬‰¡à‡¢â“„π™àÕß∑âÕß (Endoscopic Extraperitoneal Radical Prostatectomy: EERPE)
∂◊Õ‡ªìπª√–™“°√∑’Ë»÷°…“«‘®—¬‚¥¬ª√–™“°√π’È®–‰¥â√—∫°“√ºà“µ—¥™‘Èπ‡π◊ÈÕ∫√‘‡«≥ à«πª≈“¬µàÕµàÕ¡≈Ÿ°À¡“°¢Õß∑àÕªí  “«–
(À≈—ß®“°∑’Ëºà“µ—¥‡Õ“µàÕ¡≈Ÿ°À¡“°ÕÕ°)  àßµ√«®™‘Èπ‡π◊ÈÕ·≈–√Õº≈„π√–À«à“ß°“√ºà“µ—¥‡√’¬°«à“ Intraoperative Frozen
Section: IFS) °àÕπ∑’Ë®–¡’°“√‡¬Á∫°√–‡æ“–ªí  “«–µàÕ°—∫∑àÕªí  “«–‡¡◊ËÕ¡’°“√√“¬ß“πº≈æ∫«à“‰¡à¡’‡π◊ÈÕßÕ°‡À≈◊ÕÕ¬Ÿà ·µà
∂â“º≈°“√µ√«®™‘Èπ‡π◊ÈÕæ∫«à“¡’‡π◊ÈÕßÕ°‡À≈◊ÕÕ¬ŸàºŸâªÉ«¬®–‰¥â√—∫°“√µ—¥™‘Èπ‡π◊ÈÕÕÕ°‡æ‘Ë¡∫√‘‡«≥π—Èπ ·≈–‡æ◊ËÕ‡ªìπ°“√¬◊π¬—πº≈
°“√ºà“µ—¥®÷ß¡’°“√µ√«® Õ∫º≈°—∫™‘Èπ‡π◊ÈÕ√«¡Õ’°§√—Èß

º≈°“√»÷°…“: ºŸâªÉ«¬¡–‡√ÁßµàÕ¡≈Ÿ°À¡“°√–¬–‡©æ“–∑’Ë®”π«π 69 √“¬ ∑’Ë‰¥â√—∫°“√ºà“µ—¥ EERPE ·≈– IFS  à«π
¡“°‡ªìπ‚√§„π√–¬–∑’Ë 2 (TMN staging T2) 89.85% Õ“¬ÿ‡©≈’Ë¬ 65.43 ªï √–¥—∫ PSA ‡©≈’Ë¬ 11.44 ·≈– Gleason 7
(3+4) °“√»÷°…“ IFS æ∫«à“„Àâº≈‡ªìπ∫«°®”π«π 12 √“¬ ®“° 69 √“¬ §‘¥‡ªìπ 17.39% ‚¥¬„π√–¬– Stage T2 ®”π«π
62 √“¬ „Àâº≈‡ªìπ∫«° 10 √“¬ §‘¥‡ªìπ 16.12% ·≈– stage T3 ®”π«π 7 √“¬ º≈‡ªìπ∫«° 2 √“¬ §‘¥‡ªìπ 28.57% ‚¥¬
√«¡∑—ÈßÀ¡¥‡¡◊ËÕ§”π«≥ sensitivity=80%, 95% CI=49%-94% Specificity=93%, 95% CI=83%-97% Accuracy
91.3%, 95% CI=82.3%, 95.9% „π°“√»÷°…“æ∫«à“¡’º≈≈∫≈«ß (False negative) 2 √“¬ §‘¥‡ªìπ 3.51%

 √ÿª: °“√»÷°…“°“√µ—¥™‘Èπ‡π◊ÈÕ„π√–À«à“ß°“√ºà“µ—¥¡–‡√ÁßµàÕ¡≈Ÿ°À¡“°„π§√—Èßπ’Èæ∫«à“‰¥âª√–‚¬™πåπâÕ¬¡“°„π·ßà¢Õß
°“√≈¥‚Õ°“ ∑’Ë‡À≈◊ÕÕ¬Ÿà¢Õß¡–‡√Áß (≈¥‚Õ°“ ‡À≈◊Õ¢Õß‡π◊ÈÕ¡–‡√Áß = 0.56%) ¥—ßπ—Èπ°“√µ—¥™‘Èπ‡π◊ÈÕ„π√–À«à“ß°“√ºà“µ—¥
®÷ß‰¡à®”‡ªìπ∑’ËµâÕß∑”∑ÿ°√“¬„πºŸâªÉ«¬∑’Ë‡¢â“√—∫°“√ºà“µ—¥¡–‡√ÁßµàÕ¡≈Ÿ°À¡“°·∫∫ àÕß°≈âÕß‚¥¬ºà“π∑“ß™àÕßÀπâ“µàÕ™àÕß∑âÕß
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∫∑π”
‡π◊ÈÕßÕ°µàÕ¡≈Ÿ°À¡“°‡ªìπ‡π◊ÈÕßÕ°∑’Ëæ∫‰¥â∫àÕ¬„π™“¬

‡ªìπ “‡Àµÿ°“√µ“¬Õ—π¥—∫ 2 ¢ÕßºŸâ™“¬„π À√—∞Õ‡¡√‘°“·≈–
¬ÿ‚√ª Õÿ∫—µ‘°“√≥å·≈–Õ—µ√“°“√µ“¬¢Õß¡–‡√ÁßµàÕ¡≈Ÿ°À¡“°
®–¢÷ÈπÕ¬Ÿà°—∫‡™◊ÈÕ™“µ‘·≈–∂‘Ëπ∑’ËÕ¬ŸàÕ“»—¬Õ¬Ÿà·∂∫‚≈°µ–«—πµ°
·≈–¡’Õÿ∫—µ‘°“√≥å Ÿß°«à“„πª√–™“°√∑’ËÕ“»—¬Õ¬Ÿà„π·∂∫‚≈°
µ–«—πÕÕ° Õÿ∫—µ‘°“√≥å Ÿß„π°≈ÿà¡ª√–™“°√∑’ËÕ“»—¬„π∑«’ª
Õ‡¡√‘°“„µâ ∑«’ª·Õø√‘°“„πª√–‡∑»‰π®’‡√’¬ §πÕ‡¡√‘°—πº‘«
¥”®–¡“°°«à“§πÕ‡¡√‘°—πº‘«¢“«[1,2]

 ”À√—∫„πª√–‡∑»‰∑¬‚√§¡–‡√ÁßµàÕ¡≈Ÿ°À¡“°‡ªìπ
‚√§¡–‡√Áß∑’Ëæ∫¡“°‡ªìπÕ—π¥—∫ 5 ¢Õß∑—Ë«ª√–‡∑» ®“° ∂‘µ‘
¢Õß‚√ßæ¬“∫“≈»‘√‘√“™ ªï æ.». 2547 ·≈– æ.». 2548 ‚√§
¡–‡√ÁßµàÕ¡≈Ÿ°À¡“°æ∫¡“°‡ªìπÕ—π¥—∫ 2[3] ‡π◊ËÕß®“°‚√§
¡–‡√ÁßµàÕ¡≈Ÿ°À¡“°‡ªìπ‚√§∑’Ë¡’°“√¥”‡π‘π‚√§™â“ ·≈–Õ“°“√
‰¡à·µ°µà“ß®“°‚√§µàÕ¡≈Ÿ°À¡“°∏√√¡¥“Õ¬à“ß™—¥‡®π¥—ßπ—Èπ
°“√®–‰¥â√—∫°“√«‘π‘®©—¬ À√◊Õ ß —¬«à“‡ªìπ‚√§°ÁµàÕ‡¡◊ËÕ¡’°“√
µ√«®µàÕ¡≈Ÿ°À¡“°∑“ß∑«“√Àπ—°·≈â«æ∫§«“¡º‘¥ª°µ‘‡°‘¥¢÷Èπ
„πÕ¥’µ®÷ß¡’°“√«‘π‘®©—¬‚√§¡–‡√ÁßµàÕ¡≈Ÿ°À¡“°πâÕ¬ (´÷Ëß„π
§«“¡‡ªìπ®√‘ßÕ“®®–¡’ºŸâªÉ«¬Õ¬Ÿà¡“°‡æ’¬ß·µà‰¡à‰¥â√—∫°“√µ√«®
«‘π‘®©—¬) „πªí®®ÿ∫—π¡’°“√µ√«®‡≈◊Õ¥ (Prostatic Specific
Antigen: PSA) √à«¡¥â«¬¡“°¢÷Èπ ª√–°Õ∫°—∫ª√–™“°√¡’
§«“¡√Ÿâ ¡’°“√µ‘¥µ“¡¢à“« “√ ¡’°“√µ√«® ÿ¢¿“æª√–®”ªï
®÷ß∑”„Àâ¡’°“√§âπæ∫ ·≈–«‘π‘®©—¬‚√§¡–‡√ÁßµàÕ¡≈Ÿ°À¡“°
‡æ‘Ë¡¡“°¢÷Èπ ·≈–‡ªìπ°“√æ∫‚√§„π√–¬–µâπ À√◊Õ√–¬–∑’Ë¬—ß
‰¡à°√–®“¬‰ªÕ«—¬«–Õ◊Ëπ[4]

°“√√—°…“„πºŸâªÉ«¬√–¬–µâπ∑’Ë¬—ß‰¡à°√–®“¬‰ª∑’ËÕ«—¬«–
Õ◊Ëπ (Localized Prostate Cancer) §◊Õ°“√ºà“µ—¥‡Õ“µàÕ¡
≈Ÿ°À¡“°ÕÕ°À¡¥ (Radical prostatectomy) ´÷Ëß‡ªìπ°“√
√—°…“·∫∫¡“µ√∞“π·≈–‡ªìπ∑’Ë¬Õ¡√—∫°—π∑—Ë«‚≈° °“√ºà“µ—¥
‡Õ“µàÕ¡≈Ÿ°À¡“°ÕÕ°À¡¥ (Radical prostatectomy) „π
ªí®®ÿ∫—π¡’∑—Èß°“√ºà“µ—¥·∫∫‡ªî¥·≈–°“√ºà“µ—¥‚¥¬°“√ àÕß
°≈âÕß ́ ÷Ëß°“√ºà“µ—¥‚¥¬°“√ àÕß°≈âÕß¡’Õ¬Ÿà 3 «‘∏’ §◊Õ°“√ºà“µ—¥
ºà“π∑“ß™àÕß∑âÕß (Laparoscopic Radical Prostatectomy:
LRP) °“√ºà“µ—¥ºà“π∑“ß™àÕßÀπâ“µàÕ‡¬◊ËÕ∫ÿ™àÕß∑âÕß ‚¥¬‰¡à‡¢â“
„π™àÕß∑âÕß (Endoscopic Extraperitoneal Radical Pros-
tatectomy: EERPE) ·≈–°“√ºà“µ—¥‚¥¬„™â Robotic As-
sist Laparoscopic Radical Prostatectomy[5-10]

°“√»÷°…“«‘®—¬„π§√—Èßπ’È¡’«—µ∂ÿª√– ß§å‡æ◊ËÕµ√«® Õ∫
·≈–¬◊π¬—π∂÷ßª√– ‘∑∏‘¿“æ·≈–§ÿ≥ª√–‚¬™πå¢Õß°“√ºà“µ—¥

ºà“π∑“ß™àÕßÀπâ“µàÕ‡¬◊ËÕ∫ÿ™àÕß∑âÕß‚¥¬‰¡à‡¢â“„π™àÕß∑âÕß (En-
doscopic Extraperitoneal Radical Prostatectomy:
EERPE) „π·ßà¢Õß Surgical outcome §◊Õ°“√»÷°…“∂÷ß
‚Õ°“ ∑’Ë®–¡’‡π◊ÈÕßÕ°‡À≈◊Õ®“°°“√ºà“µ—¥ºà“π∑“ß™àÕßÀπâ“µàÕ
‡¬◊ËÕ∫ÿ™àÕß∑âÕß‚¥¬‰¡à‡¢â“„π™àÕß∑âÕß (Endoscopic Extra-
peritoneal Radical Prostatectomy: EERPE) ‚¥¬°“√
 àß™‘Èπ‡π◊ÈÕ∫√‘‡«≥ à«πµâπ¢Õß∑àÕªí  “«–∑’Ë√Õ¬µàÕ¢ÕßµàÕ¡
≈Ÿ°À¡“°°—∫∑àÕªí  “«–µ√«®„π√–À«à“ß°“√ºà“µ—¥°àÕπ∑’Ë®–
¡’°“√‡¬Á∫°√–‡æ“–ªí  “«–°—∫∑àÕªí  “«–‡√’¬°«à“°“√∑”
Intra operative Frozen Section (IFS) ·≈–∂â“À“°æ∫«à“
¡’°“√‡À≈◊Õ¢Õß‡π◊ÈÕßÕ°®–∑”°“√√—°…“‚¥¬°“√ºà“µ—¥ÕÕ°‡æ‘Ë¡
„π à«π∑’Ë‡À≈◊Õ‡æ◊ËÕ‡ªìπ°“√≈¥‚Õ°“ ‡À≈◊ÕÕ¬Ÿà¢Õß‡π◊ÈÕßÕ°„π
ºŸâªÉ«¬‚¥¬∑’Ë‰¡à¡’°“√ Ÿ≠‡ ’¬§«“¡¬“«¢Õß∑àÕªí  “«–∑’Ë‡À≈◊Õ
¡“°‡°‘π‰ª

«‘∏’°“√∑”
»÷°…“«‘®—¬„π‚√ßæ¬“∫“≈»‘√‘√“™ ‚¥¬∑”°“√»÷°…“„π

ºŸâªÉ«¬∑’Ë‰¥â√—∫°“√«‘π‘®©—¬‡ªìπ‡π◊ÈÕßÕ°µàÕ¡≈Ÿ°À¡“°√–¬–‰¡à
°√–®“¬ÕÕ°πÕ°µàÕ¡≈Ÿ°À¡“° (Localized Prostate Can-
cer) ·≈–‡¢â“√—∫°“√√—°…“¥â«¬°“√ºà“µ—¥ºà“π∑“ß™àÕßÀπâ“µàÕ
‡¬◊ËÕ∫ÿ™àÕß∑âÕß‚¥¬‰¡à‡¢â“„π™àÕß∑âÕß (Endoscopic Extra-
peritoneal Radical Prostatectomy: EERPE) ∂◊Õ‡ªìπ
ª√–™“°√∑’Ë»÷°…“«‘®—¬‚¥¬ª√–™“°√π’È®–‰¥â√—∫°“√ºà“µ—¥™‘Èπ‡π◊ÈÕ
∫√‘‡«≥ à«πª≈“¬µàÕµàÕ¡≈Ÿ°À¡“°¢Õß∑àÕªí  “«– (À≈—ß®“°
∑’Ëºà“µ—¥‡Õ“µàÕ¡≈Ÿ°À¡“°ÕÕ°)  àßµ√«®™‘Èπ‡π◊ÈÕ·≈–√Õº≈„π
√–À«à“ß°“√ºà“µ—¥‡√’¬°«à“ Intraoperative Frozen Section:
IFS °àÕπ∑’Ë®–¡’°“√‡¬Á∫°√–‡æ“–ªí  “«–µàÕ°—∫∑àÕªí  “«–
‡¡◊ËÕ¡’°“√√“¬ß“πº≈æ∫«à“‰¡à¡’‡π◊ÈÕßÕ°‡À≈◊ÕÕ¬Ÿà ·µà∂â“º≈°“√
µ√«®™‘Èπ‡π◊ÈÕæ∫«à“¡’‡π◊ÈÕßÕ°‡À≈◊ÕÕ¬ŸàºŸâªÉ«¬®–‰¥â√—∫°“√µ—¥
™‘Èπ‡π◊ÈÕÕÕ°‡æ‘Ë¡∫√‘‡«≥π—Èπ ·≈–‡æ◊ËÕ‡ªìπ°“√¬◊π¬—πº≈°“√
ºà“µ—¥®÷ß¡’°“√µ√«® Õ∫º≈°—∫™‘Èπ‡π◊ÈÕ√«¡Õ’°§√—Èß

¢—ÈπµÕπ‚¥¬ √ÿª
1. §—¥‡≈◊Õ°ºŸâªÉ«¬ Localized Prostate Cancer
2. ºà“µ—¥ EERPE ·≈–∑” IFS: Intraoperative Fro-

zen Section ∑’Ë∫√‘‡«≥ à«πµâπ∑àÕªí  “«–µ”·Àπàß 3 6 9
·≈– 12 π“Ãî°“ ·≈–∫√‘‡«≥ à«πµàÕ°√–‡æ“–ªí  “«–
·≈–∑àÕªí  “«– (Bladder neck) ¥—ß√Ÿª

3. º≈™‘Èπ‡π◊ÈÕ‰¡àæ∫¡’‡π◊ÈÕßÕ°‡À≈◊ÕÕ¬Ÿà ∑”°“√ºà“µ—¥
µàÕ®π‡ √Á®



The Thai Journal of    UROLOGY 27Vol. 28 No. 1  June 2007

4. º≈™‘Èπ‡π◊ÈÕæ∫«à“¡’‡π◊ÈÕßÕ°‡À≈◊ÕÕ¬Ÿà®–∑”°“√ºà“µ—¥
™‘Èπ‡π◊ÈÕ∫√‘‡«≥π—Èπ‡æ‘Ë¡ ·≈–∑”°“√ºà“µ—¥µàÕ®π‡ √Á®

°“√ºà“µ—¥ºà“π∑“ß™àÕßÀπâ“µàÕ‡¬◊ËÕ∫ÿ™àÕß∑âÕß‚¥¬‰¡à‡¢â“
„π™àÕß∑âÕß (Endoscopic Extraperitoneal Radical Pros-
tatectomy: EERPE) „™â«‘∏’°“√¢Õß Stolzenburgûs tech-
nique[11]

 ∂‘µ‘∑’Ë„™â„π°“√§”π«≥
Chi-square ·≈– Fisherûs test  ”À√—∫¢âÕ¡Ÿ≈≈—°…≥–

·µà≈–∫ÿ§§≈ ·≈–„™â Student-t-test §”π«≥‚¥¬„™â SPSS
Program

º≈°“√∑¥≈Õß
®“°°“√»÷°…“æ∫«à“ºŸâªÉ«¬∑’Ë‰¥â√—∫°“√«‘π‘®©—¬‡π◊ÈÕßÕ°

µàÕ¡≈Ÿ°À¡“°√–¬–‰¡à°√–®“¬ÕÕ°πÕ°µàÕ¡≈Ÿ°À¡“° (Local-
ized Prostate Cancer) ·≈–‡¢â“√—∫°“√√—°…“¥â«¬°“√ºà“µ—¥
ºà“π∑“ß™àÕßÀπâ“µàÕ‡¬◊ËÕ∫ÿ™àÕß∑âÕß‚¥¬‰¡à‡¢â“„π™àÕß∑âÕß
(Endoscopic Extraperitoneal Radical Prostatectomy:
EERPE) ‡ªìπ®”π«π 69 √“¬ ‡¡◊ËÕ·∫àßµ“¡°≈ÿà¡§«“¡‡ ’Ë¬ß
æ∫«à“ Õ¬Ÿà„π°≈ÿà¡§«“¡‡ ’Ë¬ßπâÕ¬À√◊Õ low risk 5 √“¬
§‘¥‡ªìπ 7% §«“¡‡ ’Ë¬ß√–¥—∫°≈“ßÀ√◊Õ intermediate risk
43 √“¬ §‘¥‡ªìπ 62% ·≈–°≈ÿà¡∑’Ë¡’§«“¡‡ ’Ë¬ß ŸßÀ√◊Õ high
risk 21 √“¬ §‘¥‡ªìπ 30% °“√»÷°…“æ∫«à“„π°≈ÿà¡∑’Ë¡’§«“¡
‡ ’Ë¬ß Ÿß À√◊Õ high risk ‡ªìπ°≈ÿà¡∑’Ë¡’Ëº≈ Intraoperative Fro-
zen Section; IFS „Àâº≈‡ªìπ∫«° (positive) ¡“°∑’Ë ÿ¥

§‘¥‡ªìπ 7 √“¬ 33.33%
‡¡◊ËÕ®”·π°√“¬≈–‡Õ’¬¥µ“¡≈—°…≥– Pathology

Stage ‚¥¬·∫àß‡ªìπ pT2 ®”π«π 62 √“¬ §‘¥‡ªìπ 89.86%
„Àâº≈ IFS positive 10 √“¬ §‘¥‡ªìπ 16.12% ·≈– pT3
®”π«π 7 √“¬ §‘¥‡ªìπ 10.14% „Àâº≈ IFS positive 2 √“¬
§‘¥‡ªìπ 28.57% ¥—ßµ“√“ß∑’Ë 1

„π 12 √“¬∑’Ëæ∫«à“ IFS positive π—Èπ‰¥â√—∫°“√µ—¥‡æ‘Ë¡
„πµ”·Àπàß‡¥’¬«°—π ·≈– àßÕà“π™‘Èπ‡π◊ÈÕ´È”®π°«à“º≈®–‡ªìπ
negative æ∫«à“ 10 √“¬ „π pT2 µ—¥‡æ‘Ë¡‡æ’¬ß§√—Èß‡¥’¬«
º≈‡ªìπ negative ¡’ 2 √“¬ ´÷Ëß‡ªìπ pT3 ‡¡◊ËÕµ—¥‡æ‘Ë¡º≈¬—ß
§ß‡ªìπ positive Õ¬Ÿà

°“√»÷°…“π’È„Àâ accuracy, specificity, sensitivity,
Positive Predictive Volume (PPV), Negative Predic-
tive volume (NPV) §◊Õ 91.3%, 93%, 80%, 66% ·≈–
96% µ“¡≈”¥—∫ ¥—ß„πµ“√“ß∑’Ë 2

„π®”π«π∑—ÈßÀ¡¥ 57 √“¬ æ∫«à“¡’º≈ IFS ‡∫◊ÈÕßµâπ
√“¬ß“π‡ªìπ negative ·µà‡¡◊ËÕ¬âÕ¡ permanence ¿“¬À≈—ß
æ∫«à“º≈‡ªìπ positive 2 √“¬ (False Negative) §‘¥‡ªìπ
3.51%

µ“√“ß∑’Ë 1

Characteristics

No. cases
Median age (range, years)
Preoperative PSA (ng/ml)
Mean gleason
Risk group (%)

low
moderate
high

Positive surgical margins (PSM) (%)
Overall
pT2
pT3

69
65 (42-79)

11.44 (1.35-34)
7 (3+4)

5 (7%)
43 (62%)
21 (30%)

17.39%
16.12%
28.59%

«‘‡§√“–Àåº≈°“√»÷°…“
®“°°“√»÷°…“„π Mini-review 2006 æ∫«à“Õÿ∫—µ‘°“√≥å

¢Õß°“√‡°‘¥ positive surgical margins: PSMs ¡—°®–‡°‘¥
 Ÿß ÿ¥„π∫√‘‡«≥ apical prostate ª√–¡“≥ 64% ¢Õß®”π«π
positive surgical margin ∑—ÈßÀ¡¥ ·≈–„π°“√»÷°…“ à«π
¡“°æ∫«à“∫√‘‡«≥ apex ‡ªìπ∫√‘‡«≥∑’Ë¡’ positive surgical
margin ¡“°∑’Ë ÿ¥ ¥—ßπ—Èπ°“√»÷°…“«‘®—¬¢Õß‡√“„π§√—Èßπ’È®÷ß
‡≈◊Õ°»÷°…“ Intraoperative Frozen Section: IFS „π

µ“√“ß∑’Ë 2

Permanent IFS
Negative

4
55

Positive

8
2

Fresh IFS
Positive
Negative

Accuracy (%)
Sensitivity (%)
Specificity (%)
Positive predictive value (%)
Negative predictive value (%)

91.3%
80%
93%
66%
96%
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µ”·Àπàß apex ·≈– bladder neck[12]
°“√‡≈◊Õ°∑”„π°“√ºà“µ—¥ Endoscopic Extraperi-

toneal Laparoscopic Radical Prostatectomy: EERPE
π—Èπ‡π◊ËÕß®“°«à“‡ªìπ«‘∏’°“√ºà“µ—¥∑’Ë¬—ß„À¡à ”À√—∫‡¡◊Õß‰∑¬
·≈–‚√ßæ¬“∫“≈»‘√‘√“™ ́ ÷Ëß‡√‘Ë¡¡’°“√∑”ºà“µ—¥«‘∏’π’È¡“ª√–¡“≥
2 ªï ‡æ◊ËÕ‡ªìπ°“√»÷°…“∂÷ß‚Õ°“ ‡°‘¥ positive surgical
margin ‡ªìπ°“√∫àß∫Õ°∂÷ßª√– ‘∑∏‘¿“æ¢Õß°“√ºà“µ—¥·≈–
 “¡“√∂∫Õ°‰¥â«à“°“√“µ√«® IFS π—Èπ¡’ª√–‚¬™πåÀ√◊Õ‰¡à

®“°º≈°“√»÷°…“æ∫«à“¡’®”π«π positive surgical
margin 12 √“¬ (17.39%) ‚¥¬√«¡ ‡¡◊ËÕ®”·π°µ“¡ patho-
logy stage æ∫‡ªìπ pT2 ®”π«π 10 √“¬ §‘¥‡ªìπ 16.12%
·≈– pT3 ®”π«π 2 √“¬ §‘¥‡ªìπ 28.57% ‡¡◊ËÕ»÷°…“
‡ª√’¬∫‡∑’¬∫º≈∑’Ë‰¥â®“°°“√»÷°…“§√—Èßπ’È°—∫°“√»÷°…“Õ◊Ëπ∑’Ëºà“π
¡“æ∫«à“Õ¬Ÿà„π‡°≥±å∑’Ë¬Õ¡√—∫‰¥â

®“°°“√»÷°…“¢Õß Stolzenburg[13] „π 700 √“¬
∑’Ë∑”°“√ºà“µ—¥ Extraperitoneal LRP ™à«ß√–À«à“ß 2001-
2004 æ∫«à“¡’ positive surgical margin „π pT2 10.8%,
pT3 31.2% ‚¥¬√«¡¡’ positive surgical margin ‡ªìπ
19.8%

Montsouris group[14] ¡’√“¬ß“π 1,000 √“¬ ∑’Ë‰¥â
√—∫°“√ºà“µ—¥ àÕß°≈âÕß¥â«¬«‘∏’‡¢â“„π™àÕß∑âÕßÀ√◊Õ LRP æ∫
«à“‚¥¬√«¡¡’ positive surgical margin 19.2% ‡ªìπ pT2
15.5%, pT3 31%

Heilbron clinic[15] °“√»÷°…“‚¥¬¿“æ√«¡‚Õ°“ ‡°‘¥
positive surgical margin 500 √“¬ ‡°‘¥ 19.5% ‡ªìπ pT2
7.4%, pT3 31.8%

‚¥¬ √ÿª‚Õ°“ ‡°‘¥ positive surgical margin ®“°
°“√ºà“µ—¥ EERPE §‘¥‡ªìπ 7-16% „π pT2 ·≈– 28-62%
„π pT3 ¥—ß„πµ“√“ß∑’Ë 3

®“°°“√»÷°…“∑’Ë‰¥âÕâ“ßÕ‘ß¡“‡¡◊ËÕ‡∑’¬∫°—∫°“√»÷°…“¢Õß

‡√“·≈â«æ∫«à“‚Õ°“ ‡°‘¥ positive surgical margin ‰¡à‰¥â
·µ°µà“ß°—π ¥—ßπ—Èπ°“√ºà“µ—¥ EERPE ∂÷ß·¡â®–‡ªìπ°“√ºà“µ—¥
·∫∫„À¡à ”À√—∫ª√–‡∑»‰∑¬·≈–‚√ßæ¬“∫“≈»‘√‘√“™ º≈
°“√ºà“µ—¥∂◊Õ«à“Õ¬Ÿà„π‡°≥±å¡“µ√∞“π‡ªìπ∑’Ë¬Õ¡√—∫‰¥â

„π®”π«π 57 √“¬ ∑’Ëº≈°“√∑” intraoperative fro-
zen section ‡ªìπ negative æ∫«à“¡’ 2 √“¬ ∑’Ë‡¡◊ËÕ¬âÕ¡ per-
manent ·≈â«º≈‡ªìπ positive §‘¥‡ªìπ 3.51% ¥—ßπ—Èπ°“√
∑’Ë®–≈¥‚Õ°“ ‡°‘¥ false negative ®“°®”π«π∑’Ëº≈‡ªìπ
positive §‘¥‡ªìπ 0.51% · ¥ß„Àâ‡ÀÁπ«à“‡¡◊ËÕ∑”°“√ºà“µ—¥
EERPE ·≈–µ√«® IFS ®”π«π 200 √“¬ ®÷ß®–≈¥‚Õ°“ 
‡°‘¥ false negative ‰¥â 1 √“¬

®“°º≈ Positive predictive value 66% º≈∑’Ë‰¥â
§àÕπ¢â“ßµË”¥—ßπ—Èπ‡ªìπ¢âÕ¡Ÿ≈ π—∫ πÿπ«à“°“√∑” IFS „π°“√
ºà“µ—¥ EERPE π—Èπ‰¥âª√–‚¬™πåπâÕ¬ · ¥ß„Àâ‡ÀÁπ«à“®“°°“√
¡Õß¥â«¬µ“‡ª≈à“¥â«¬°”≈—ß¢¬“¬®“°°“√ àÕß°≈âÕßºà“µ—¥°Á
‡æ’¬ßæÕ ”À√—∫°“√µ—¥ ‘π„®«à“µ—¥‡π◊ÈÕßÕ°ÕÕ°À¡¥À√◊Õ‰¡à

 ”À√—∫ 2 √“¬ ∑’Ëæ∫«à“º≈ IFS positive ·≈–‰¥â√—∫
°“√µ—¥‡æ‘Ë¡·≈â«¬—ß positive Õ¬Ÿàπ—Èπ‡ªìπ√–¬– pT3 ·≈–‰¡à
 “¡“√∂µ—¥‡æ‘Ë¡‰¥âÕ’°‡π◊ËÕß®“°®–∑”„Àâ à«π urethra  —Èπ
·≈–‰¡à “¡“√∂ºà“µ—¥µàÕ urethrovesical anastomosis ‰¥â

 √ÿªº≈°“√»÷°…“
°“√∑” Intraoperative Frozen Section „π°“√ºà“µ—¥

‚√§¡–‡√ÁßµàÕ¡≈Ÿ°À¡“°¥â«¬«‘∏’°“√ àÕß°≈âÕß Endoscopic
extraperitoneal laparoscopic radical prostatectomy:
EERPE π—Èπ‰¡à·π–π”„Àâ∑”„π∑ÿ°√“¬∑’Ëºà“µ—¥ ·µàÕ“®®–¡’
ª√–‚¬™πå„π∫“ß°√≥’ ‡™àπ „πºŸâªÉ«¬°≈ÿà¡ high risk À√◊Õ„π
√“¬∑’Ëµ√«®æ∫«à“¡’ tumor volume ®”π«π¡“° À√◊Õ®“°°“√
µ√«®¥â«¬¿“æ∂à“¬√—ß ’ ‡™àπ MRI æ∫«à“µ”·Àπàß‡π◊ÈÕßÕ°
Õ¬Ÿà∫√‘‡«≥ apex

Surgical approach
pT2overall

Stolzenburg
Montsouris
Heilbronn
Our study

µ“√“ß∑’Ë 3

Reference PSM rate (%)
pT3

700 EERPE
1000 LRP
500 LRP
69 EERPE

19.8
19.2
19.5
17.39

10.8
15.5
7.4

16.12

31.2
31.0
31.8
28.57
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Abstract
This study was designed to assess the complications of transrectal ultrasound-guided (TRUS)

biopsy of prostate using Chulalongkorn Regimen. 225 men with suspicion of prostate cancer were under-
went 239 TRUS biopsies of prostate between January 2006 and January 2007. All patients received
ciprofloxacin 500-1,000 mg or ofloxacin 200 mg, one to three hours before procedures and continuation
for 5 days after biopsy. The overall complication rate was 7.5% (infectious complication 2.9%, persistent
hematuria 2.1%, urinary retention 1.7%, and hematospermia 0.8%). There was no mortality in this study.
Ciprofloxacin and ofloxacin are the effective prophylactic antibiotics for TRUS biopsy of prostate.



The Thai Journal of    UROLOGY 31Vol. 28 No. 1  June 2007
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¡°√“§¡ æ.». 2549 ∂÷ß¡°√“§¡ æ.». 2550 ¡’ºŸâªÉ«¬∑”°“√µ√«®µ“¡·π«∑“ß∑—Èß ‘Èπ 225 √“¬ ‡ªìπ°“√µ√«®™‘Èπ‡π◊ÈÕ 239
§√—Èß ∑ÿ°§π‰¥â√—∫¬“ ciprofloxacin À√◊Õ ofloxacin √—∫ª√–∑“π°àÕπ°“√∑”À—µ∂°“√ 1-3 ™—Ë«‚¡ß ·≈–√—∫ª√–∑“πµàÕ‡π◊ËÕß
®π§√∫ 5 «—π æ∫¿“«–·∑√°´âÕπ§‘¥‡ªìπ 7.5% ·∫àßªìπ ¿“«–µ‘¥‡™◊ÈÕ 2.9% ªí  “«–ªπ‡≈◊Õ¥ 2.1% ¿“«–ªí  “«–
‰¡àÕÕ° 1.7% ·≈–¿“«–Õ ÿ®‘¡’‡≈◊Õ¥ªπ 0.8% ‰¡à¡’ºŸâªÉ«¬√“¬„¥‡ ’¬™’«‘µ °“√„™â ciprofloxacin ·≈– ofloxacin ¡’ª√– ‘∑∏‘¿“æ
„π°“√ªÑÕß°—π¿“«–µ‘¥‡™◊ÈÕÀ≈—ß°“√µ√«®™‘Èπ‡π◊ÈÕµàÕ¡≈Ÿ°À¡“°ºà“π∑“ß∑«“√Àπ—°

º≈°“√µ√«®™‘Èπ‡π◊ÈÕµàÕ¡≈Ÿ°À¡“°ºà“π∑“ß∑«“√Àπ—° µ“¡·π«∑“ß¢ÕßÀπà«¬»—≈¬»“ µ√å
¬Ÿ‚√«‘∑¬“ ¿“§«‘™“»—≈¬»“ µ√å §≥–·æ∑¬»“ µ√å ®ÿÃ“≈ß°√≥å¡À“«‘∑¬“≈—¬
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∫∑π”
°“√µ√«®™‘Èπ‡π◊ÈÕµàÕ¡≈Ÿ°À¡“°ºà“π∑“ß∑«“√Àπ—° ‡ªìπ

À—µ∂°“√∑’Ë∑”°—π·æ√àÀ≈“¬„πÀ¡Ÿà»—≈¬·æ∑¬å¬Ÿ‚√«‘∑¬“ ‡æ◊ËÕ™à«¬
„π°“√«‘π‘®©—¬‚√§¡–‡√ÁßµàÕ¡≈Ÿ°À¡“° ‚¥¬º≈·∑√°´âÕπ∑’Ë
 ”§—≠§◊Õ ¿“«–°“√µ‘¥‡™◊ÈÕ ´÷Ëß·æ∑¬å “¡“√∂≈¥Õ—µ√“°“√
µ‘¥‡™◊ÈÕ≈ß‰¥â ‚¥¬°“√„Àâ¬“µâ“π®ÿ≈™’æ°àÕπ∑”À—µ∂°“√[1]
ªí®®ÿ∫—π¬—ß¡’§«“¡À≈“°À≈“¬¢Õß™π‘¥ ·≈–°“√∫√‘À“√¬“µâ“π
®ÿ≈™’æ∑’Ëπ”¡“„™âÕ¬Ÿà¡“°[2,3] ª≈“¬ªï æ.». 2548 Àπà«¬
»—≈¬»“ µ√å¬Ÿ‚√«‘∑¬“ ¿“§«‘™“»—≈¬»“ µ√å §≥–·æ∑¬»“ µ√å
®ÿÃ“≈ß°√≥å¡À“«‘∑¬“≈—¬ ®÷ß®—¥∑”·π«∑“ß°“√µ√«®™‘Èπ‡π◊ÈÕ
µàÕ¡≈Ÿ°À¡“°ºà“π∑“ß∑«“√Àπ—° ‡æ◊ËÕ„™â„πÀπà«¬ß“π„Àâ‡ªìπ
‰ª„π√Ÿª·∫∫‡¥’¬«°—π

«—µ∂ÿª√– ß§å
‡æ◊ËÕ√“¬ß“π¿“«–·∑√°´âÕπ¢Õß°“√µ√«®™‘Èπ‡π◊ÈÕ

µàÕ¡≈Ÿ°À¡“°ºà“π∑“ß∑«“√Àπ—° µ“¡·π«∑“ß¢ÕßÀπà«¬
»—≈¬»“ µ√å¬Ÿ‚√«‘∑¬“ ¿“§«‘™“»—≈¬»“ µ√å §≥–·æ∑¬»“ µ√å
®ÿÃ“≈ß°√≥å¡À“«‘∑¬“≈—¬

°“√¥”‡π‘π°“√«‘®—¬
ºŸâ«‘®—¬‰¥â»÷°…“¢âÕ¡Ÿ≈®“°‡«™√–‡∫’¬π¢ÕßºŸâªÉ«¬∑’Ë¡“

√—∫°“√µ√«®™‘Èπ‡π◊ÈÕµàÕ¡≈Ÿ°À¡“°ºà“π∑“ß∑«“√Àπ—° µ—Èß·µà
¡°√“§¡ æ.». 2549 ∂÷ß¡°√“§¡ æ.». 2550 ∑’Ë‚√ßæ¬“∫“≈
®ÿÃ“≈ß°√≥å ‚¥¬ºŸâªÉ«¬∑ÿ°§πµâÕßªØ‘∫—µ‘µ“¡·π«∑“ß¢Õß
Àπà«¬»—≈¬»“ µ√å¬Ÿ‚√«‘∑¬“ ¿“§«‘™“»—≈¬»“ µ√å §≥–
·æ∑¬»“ µ√å ®ÿÃ“≈ß°√≥å¡À“«‘∑¬“≈—¬ ¥—ßµàÕ‰ªπ’È

¢âÕ∫àß™’È
1.  ß —¬¡–‡√ÁßµàÕ¡≈Ÿ°À¡“°®“°°“√„™âπ‘È«µ√«®∑“ß

∑«“√Àπ—° (Abnormal digital rectal exam)
2. √–¥—∫ PSA (Prostate specific antigen)  Ÿß‡°‘π

4.0 ng/ml
°“√‡µ√’¬¡ºŸâªÉ«¬
1. „ÀâºŸâªÉ«¬√—∫ª√–∑“π¬“ªØ‘™’«π–„π°≈ÿà¡ fluoro-

quinolone (¬°‡«âπ norfloxacin) ‡™àπ ciprofloxacin 500-
1,000 mg À√◊Õ ofloxacin 200 mg °àÕπ∑” 1-3 ™—Ë«‚¡ß
·≈–√—∫ª√–∑“πµàÕ‡π◊ËÕß«—π≈– 2 ‡«≈“ ®π§√∫ 5 «—π

2. ºŸâªÉ«¬∑’Ë¡’§«“¡‡ ’Ë¬ßµàÕ°“√µ‘¥‡™◊ÈÕ Ÿß ‡™àπ ‡∫“À«“π
¿Ÿ¡‘µâ“π∑“πµË” ‰¥â√—∫¬“°¥¿Ÿ¡‘µâ“π∑“π ‡§¬µ‘¥‡™◊ÈÕµàÕ¡≈Ÿ°
À¡“°¡“°àÕπ À√◊Õ„ à “¬ «πªí  “«– Õ“®„Àâ¬“ªØ‘™’«π–

π“π¢÷Èπ
3. ºŸâªÉ«¬∑’Ë‡ªìπ‚√§≈‘ÈπÀ√◊Õºπ—ßÀ—«„®æ‘°“√ À√◊Õ‰¥â√—∫

°“√ºà“µ—¥ΩíßÕ«—¬«–‡∑’¬¡ (prosthetic implants) „Àâ ampi-
cillin 2 gm ·≈– gentamicin 80 mg ©’¥‡¢â“‡ âπ‡≈◊Õ¥¥”
À√◊Õ‡¢â“°≈â“¡‡π◊ÈÕ 30 π“∑’°àÕπ∑” ·≈–√—∫ª√–∑“π amoxy-
cillin 1.5 gm ∑ÿ° 6 ™—Ë«‚¡ß °√≥’·æâ¬“°≈ÿà¡ penicillin „Àâ
vancomycin 1 gm ©’¥‡¢â“‡ âπ‡≈◊Õ¥¥” ·∑π°“√„Àâ ampi-
cillin[4]

4. ß¥¬“≈–≈“¬≈‘Ë¡‡≈◊Õ¥ À√◊Õ¬“≈¥°“√·¢Áßµ—«¢Õß
‡≈◊Õ¥ (antipletlet or anticoagulants) °àÕπ∑”Õ¬à“ßπâÕ¬
7 «—π

5. ‰¡àµâÕß„Àâ¬“√–∫“¬ À√◊Õ «π≈â“ß∑«“√Àπ—°°àÕπ
∑”À—µ∂°“√[4,5]

°“√µ√«®™‘Èπ‡π◊ÈÕµàÕ¡≈Ÿ°À¡“°ªØ‘∫—µ‘‚¥¬·æ∑¬å
ª√–®”∫â“π ·≈–Õ“®“√¬å·æ∑¬å¢ÕßÀπà«¬»—≈¬»“ µ√å¬Ÿ‚√
«‘∑¬“ ¿“§«‘™“»—≈¬»“ µ√å §≥–·æ∑¬»“ µ√å ®ÿÃ“≈ß°√≥å
¡À“«‘∑¬“≈—¬ ∑’ËÀâÕßºà“µ—¥ ®—¥ºŸâªÉ«¬Õ¬Ÿà„π∑à“πÕπµ–·§ß ấ“¬
ßÕ‡¢à“ „™â‡§√◊ËÕßµ√«®§≈◊Ëπ§«“¡∂’Ë Ÿß (BK Medical Model
2101, 7.5 MHz probe)  Õ¥ºà“π∑“ß∑«“√Àπ—° (À≈àÕ≈◊Ëπ
¥â«¬ 2% lidocaine gel) ‡æ◊ËÕ√–∫ÿµ”·Àπàß µ—¥™‘Èπ‡π◊ÈÕ¥â«¬
spring-loaded biopsy gun (BARD MagnumTM) „™â‡¢Á¡
¢π“¥‡∫Õ√å 18 G (Biopsy needle BARD MagnumTM)
®”π«π 6-14 µ”·Àπàß ·≈– àßµ√«®∑“ßæ¬“∏‘«‘∑¬“

À≈—ß‡ √Á® ‘ÈπÀ—µ∂°“√ ºŸâªÉ«¬∑ÿ°§π‰¥â√—∫¢âÕ¡Ÿ≈‡°’Ë¬«°—∫
º≈·∑√°´âÕπ∑’ËÕ“®‡°‘¥¢÷Èπ ·≈–°“√ªØ‘∫—µ‘µπ ·æ∑¬åºŸâµ√«®
®–π—¥¡“øíßº≈µ√«®∑“ßæ¬“∏‘«‘∑¬“„π«—π∑’Ë 7 À≈—ß∑”À—µ∂°“√
·µà∂â“¡’Õ“°“√ª«¥¡“° ªí  “«– ’·¥ß‡¢â¡ À√◊Õ¡’≈‘Ë¡‡≈◊Õ¥
∑”„Àâªí  “«–≈”∫“° ∂à“¬Õÿ®®“√–‡ªìπ‡≈◊Õ¥ ¥ À√◊Õ¡’‰¢â „Àâ
√’∫¡“æ∫·æ∑¬å∑’ËÀâÕß©ÿ°‡©‘π∑—π∑’

¿“«–·∑√°´âÕπ∑’Ë√ÿπ·√ß (Major complication) ‰¥â·°à
ë ¿“«–°“√µ‘¥‡™◊ÈÕ (Infectious complication) ´÷Ëß

ª√–°Õ∫¥â«¬ °“√µ‘¥‡™◊ÈÕ¢Õß√–∫∫∑“ß‡¥‘πªí  “«– À¡“¬
∂÷ßº≈‡æ“–‡™◊ÈÕ„πªí  “«– æ∫‡™◊ÈÕ >105 CFU/ml ¿“«–‰¢â
À¡“¬∂÷ß Õÿ≥À¿Ÿ¡‘√à“ß°“¬ >38oc

ë ¿“«–ªí  “«–ªπ‡≈◊Õ¥ À¡“¬∂÷ß °“√¡’ªí  “«–ªπ
‡≈◊Õ¥π“π‡°‘π 24 ™—Ë«‚¡ß À√◊ÕµâÕß°“√°“√√—°…“Õ¬à“ß‡√àß¥à«π
„π¢≥–π—Èπ

ë ¿“«–Õÿ®®“√–ªπ‡≈◊Õ¥ À¡“¬∂÷ß °“√¡’Õÿ®®“√–
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ªπ‡≈◊Õ¥π“π‡°‘π 24 ™—Ë«‚¡ß À√◊ÕµâÕß°“√°“√√—°…“Õ¬à“ß
‡√àß¥à«π„π¢≥–π—Èπ

º≈°“√»÷°…“
µ—Èß·µà¡°√“§¡ æ.». 2549 ∂÷ß¡°√“§¡ æ.». 2550 ¡’

ºŸâ‡¢â“√—∫°“√µ√«®™‘Èπ‡π◊ÈÕµàÕ¡≈Ÿ°À¡“°ºà“π∑“ß∑«“√Àπ—°∑’Ë
‚√ßæ¬“∫“≈®ÿÃ“≈ß°√≥å 252 √“¬ ªØ‘∫—µ‘µ“¡·π«∑“ß¢Õß
Àπà«¬œ 225 √“¬ §‘¥ªìπ 89.3% ‡ªìπ°“√µ√«®™‘Èπ‡π◊ÈÕ 239
§√—Èß ºŸâªÉ«¬¡’Õ“¬ÿ‡©≈’Ë¬ 68 ªï Õ“¬ÿπâÕ¬∑’Ë ÿ¥ 42 ªï Õ“¬ÿ¡“°
∑’Ë ÿ¥ 91 ªï ¢âÕ∫àß™’È„π°“√µ√«® æ∫«à“ 90.4% µ√«®‡π◊ËÕß®“°
√–¥—∫ PSA  Ÿß‡°‘π 4.0 ng/ml (µ“√“ß∑’Ë 1)

ºŸâªÉ«¬∑ÿ°§π‰¥â√—∫¬“ ciprofloxacin À√◊Õ ofloxacin
200 mg °àÕπ∑”À—µ∂°“√ æ∫¿“«–·∑√°´âÕπ„πºŸâªÉ«¬
18 √“¬ §‘¥‡ªìπ 7.5% (µ“√“ß∑’Ë 2) æ∫¿“«–µ‘¥‡™◊ÈÕ„π
ºŸâªÉ«¬ 7 √“¬ §‘¥‡ªìπ 2.9% ∑ÿ°§π¡’Õ“°“√‰¢â Ÿß¿“¬À≈—ß
∑”À—µ∂°“√ 1-4 «—π ·≈–‰¥âπÕπæ—°√—°…“∑’Ë ‚√ßæ¬“∫“≈
®ÿÃ“≈ß°√≥å ‚¥¬‰¥â√—∫¬“µâ“π®ÿ≈™’æ©’¥‡¢â“‡ âπ‡≈◊Õ¥¥” ∑ÿ°§π
µÕ∫ πÕßµàÕ¬“‰¥â¥’ ‰¢â≈¥≈ß¿“¬„π 48 ™—Ë«‚¡ß „™â‡«≈“πÕπ

æ—°√—°…“‰¡à‡°‘π 7 «—π ‰¡à¡’ºŸâªÉ«¬√“¬„¥‡ ’¬™’«‘µ º≈°“√
‡æ“–‡™◊ÈÕ æ∫‡™◊ÈÕ„πªí  “«–ºŸâªÉ«¬ 6 √“¬ ‡ªìπ‡™◊ÈÕ E.coli
5 √“¬ ‡ªìπ‡™◊ÈÕ Enterobacter spp. 1 √“¬ æ∫‡™◊ÈÕ„π‡≈◊Õ¥
ºŸâªÉ«¬ 3 √“¬ ‡ªìπ‡™◊ÈÕ E.coli ∑—ÈßÀ¡¥ ·≈–æ∫«à“‡™◊ÈÕ¥◊ÈÕµàÕ
¬“ ciprofloxacin ∑ÿ°°“√‡æ“–‡™◊ÈÕ ¡’ºŸâªÉ«¬ 1 √“¬ ∑’Ë¡’§«“¡
‡ ’Ë¬ßµàÕ°“√µ‘¥‡™◊ÈÕ §◊Õ‡ªìπ‚√§‡∫“À«“π ·≈–„ à “¬ «π
ªí  “«–°àÕπ∑”À—µ∂°“√ (µ“√“ß∑’Ë 3)

¿“«–ªí  “«–ªπ‡≈◊Õ¥·≈–Õ ÿ®‘¡’‡≈◊Õ¥ªπ „Àâ°“√
√—°…“µ“¡Õ“°“√ ´÷Ëß‰¥âº≈¥’ Õ“°“√À“¬‰ª‡Õß¿“¬„π
2  —ª¥“Àå  à«π¿“«–ªí  “«–‰¡àÕÕ° ºŸâªÉ«¬‰¥â√—∫°“√„ à
 “¬ «πªí  “«–π“π 1  —ª¥“Àå ¿“¬À≈—ß∂Õ¥ “¬ «π
 “¡“√∂ªí  “«–‰¥âª°µ‘

«‘®“√≥å
ªí®®ÿ∫—π¡’°“√‡®“–‡≈◊Õ¥À“§à“ PSA ‡æ◊ËÕµ√«®§—¥°√Õß

À“¡–‡√ÁßµàÕ¡≈Ÿ°À¡“°¡“°¢÷Èπ ®÷ß¡’°“√µ√«®™‘Èπ‡π◊ÈÕµàÕ¡≈Ÿ°
À¡“°ºà“π∑“ß∑«“√Àπ—°¡“°¢÷Èπµ“¡‰ª¥â«¬[6] º≈·∑√° ấÕπ
∑’Ëæ∫·∫àß‡ªìπ º≈·∑√°´âÕπ∑’Ë‰¡à√ÿπ·√ß (Minor complica-

µ“√“ß∑’Ë 2 ¿“«–·∑√°´âÕπ¢Õß°“√µ√«®™‘Èπ‡π◊ÈÕµàÕ¡≈Ÿ°À¡“°
ºà“π∑“ß∑«“√Àπ—°

¿“«–·∑√°´âÕπ

¿“«–µ‘¥‡™◊ÈÕ
ªí  “«–ªπ‡≈◊Õ¥
ªí  “«–‰¡àÕÕ°
¿“«–Õ ÿ®‘¡’‡≈◊Õ¥ªπ

√«¡

ºŸâªÉ«¬ (%)

7 (2.9)
5 (2.1)
4 (1.7)
2 (0.8)

18 (7.5)

µ“√“ß∑’Ë 1 ¢âÕ∫àß™’È „π°“√µ√«®™‘Èπ‡π◊ÈÕµàÕ¡≈Ÿ°À¡“°ºà“π∑“ß
∑«“√Àπ—°

¢âÕ∫àß™’È

PSA >4.0 ng/ml
Abnormal digital rectal exam
Focal atypical
High grade PIN*
Inadequate tissue

√«¡

Procedures (%)

216 (90.4)
18 (7.5)
3 (1.3)
1 (0.4)
1 (0.4)

239 (100)

* Prostatic intraepithelial neoplasia

µ“√“ß∑’Ë 3 º≈°“√‡æ“–‡™◊ÈÕ„πªí  “«–·≈–„π‡≈◊Õ¥¢ÕßºŸâªÉ«¬∑’Ë¡’¿“«–µ‘¥‡™◊ÈÕ¿“¬À≈—ß°“√µ√«®™‘Èπ‡π◊ÈÕµàÕ¡≈Ÿ°À¡“°ºà“π∑“ß∑«“√Àπ—°

ºŸâªÉ«¬√“¬∑’Ë

1
2
3
4
5
6
7

Urine culture

Enterobacter spp.
E.coli
E.coli
E.coli

no growth
E.coli
E.coli

Blood culture

no growth
no growth

E.coli
no growth

E.coli
E.coli

no growth

Patientûs risk

none
retain Foley, DM

none
none
none
none
none
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tion) æ∫‰¥â 73.3%  à«π„À≠à§◊Õ¿“«–ªí  “«–‡ªìπ‡≈◊Õ¥
 à«πº≈·∑√°´âÕπ∑’Ë√ÿπ·√ß (Major complication)  à«π„À≠à
§◊Õ¿“«–µ‘¥‡™◊ÈÕ[7] ‡™◊ÈÕ∑’Ëæ∫∫àÕ¬‰¥â·°à E.coli, Enterobacter,
Proteus ·≈– Klebsiella  à«π‡™◊ÈÕ Anaerobic æ∫‰¥â∫â“ß
‡™àπ Bacteroides, Peptococcus ·≈– Peptostrepto-
coccus °“√„Àâ¬“µâ“π®ÿ≈™’æ‡æ◊ËÕªÑÕß°—π°“√µ‘¥‡™◊ÈÕ§«√¡’
ƒ∑∏‘Ï§√Õ∫§≈ÿ¡‡™◊ÈÕ¢â“ßµâπ[1]

Ciprofloxacin ‡ªìπ¬“„π°≈ÿà¡ fluoroquinolone ÕÕ°
ƒ∑∏‘Ï¶à“·∫§∑’‡√’¬„π°≈ÿà¡·°√¡≈∫‰¥â¥’ ‚¥¬¬—∫¬—Èß enzyme
DNA Gyrase ¢Õß·∫§∑’‡√’¬ ¬“∂Ÿ°¥Ÿ¥ ÷́¡‰¥â¥’·¡â√—∫ª√–∑“π
æ√âÕ¡Õ“À“√ √–¥—∫¬“„π‡≈◊Õ¥∂÷ß§à“ Ÿß ÿ¥À≈—ß√—∫ª√–∑“π
(peak serum level) 1-3 ™—Ë«‚¡ß ·≈–§ßÕ¬Ÿà„π‡≈◊Õ¥‰¥âπ“π
·≈–æ∫«à“¬“¡’§«“¡‡¢â¡¢âπ Ÿß„πªí  “«–·≈–‡π◊ÈÕ‡¬◊ËÕµàÕ¡
≈Ÿ°À¡“°[1,2] ®÷ßπ”¡“„™âªÑÕß°—π°“√µ‘¥‡™◊ÈÕ®“°°“√µ√«®
™‘Èπ‡π◊ÈÕµàÕ¡≈Ÿ°À¡“°ºà“π∑“ß∑«“√Àπ—°¢ÕßÀπà«¬œ

®“°º≈°“√»÷°…“ æ∫«à“ºŸâªÉ«¬∑’ËªØ‘∫—µ‘µ“¡·π«∑“ß
¢ÕßÀπà«¬œ ¡’¿“«–µ‘¥‡™◊ÈÕ 2.9% ®“°°“√∑”À—µ∂°“√∑—ÈßÀ¡¥
‡¡◊ËÕ‡∑’¬∫°—∫º≈°“√»÷°…“„πµà“ßª√–‡∑»∑’Ë„™â ciprofloxacin
„π°“√ªÑÕß°—π°“√µ‘¥‡™◊ÈÕ æ∫¿“«–µ‘¥‡™◊ÈÕµ—Èß·µà 1.5-2.9%
(µ“√“ß∑’Ë 4) ´÷Ëß¡’Õ—µ√“∑’Ë„°≈â‡§’¬ß°—π ‚¥¬°“√»÷°…“¢Õß
Cormio ·≈–§≥–[2] „Àâ ciprofloxacin 500 mg √—∫ª√–∑“π
™à«ß‡¬Áπ«—π°àÕπ∑”À—µ∂°“√ ·≈–√—∫ª√–∑“πµàÕÀ≈—ß∑”
À—µ∂°“√Õ’° 7 «—π √à«¡°—∫°“√ «π≈â“ß∑«“√Àπ—°°àÕπ∑”

Number
of patients

Kapoor[6] et al (1998)

Wammack[8] et al (2001)

Cormio[2] et al (2002)

Griffith[9] et al (2002)

µ“√“ß∑’Ë 4  Õ—µ√“°“√µ‘¥‡™◊ÈÕ‡¡◊ËÕ„™â¬“°≈ÿà¡ fluoroquinolone ªÑÕß°—π°“√µ‘¥‡™◊ÈÕ°àÕπ∑”°“√µ√«®™‘Èπ‡π◊ÈÕµàÕ¡≈Ÿ°À¡“°ºà“π∑“ß∑«“√Àπ—°

Study report (Year) Antibiotic regimen

227

229
1,051

66

377

ciprofloxacin 500 mg, 30-120 min
before biopsy
Placebo
ciprofloxacin 500 mg twice daily
before and
4 days after biopsy
ciprofloxacin 500 mg on evening
before and 7 days after biopsy
levofloxacin 500 mg, 30-60 min
before biopsy

yes

yes
no

yes

no

2.6

5.2
2.9

1.5

0.27

Cleaning
enema

Rate of infectious
complication (%)

À—µ∂°“√ æ∫¿“«–µ‘¥‡™◊ÈÕπâÕ¬∑’Ë ÿ¥§◊Õ 1.5% Kapoor ·≈–
§≥–[6] „Àâ ciprofloxacin 500 mg √—∫ª√–∑“π°àÕπ∑”
À—µ∂°“√ 30-120 π“∑’ √à«¡°—∫°“√ «π≈â“ß∑«“√Àπ—° æ∫
¿“«–µ‘¥‡™◊ÈÕ 2.6%   Wammack ·≈–§≥–[8]  „Àâ ciproflo-
xacin 500 mg √—∫ª√–∑“π‡™â“·≈–‡¬Áπ 1 «—π°àÕπ∑”
À—µ∂°“√ ·≈–√—∫ª√–∑“πµàÕÀ≈—ß∑”À—µ∂°“√Õ’° 4 «—π ·≈–
‰¡à‰¥â «π≈â“ß∑«“√Àπ—° æ∫¿“«–µ‘¥‡™◊ÈÕ 2.9% ®“°°“√»÷°…“
¢â“ßµâπ ªí®®—¬∑’ËÕ“®≈¥Õ—µ√“°“√µ‘¥‡™◊ÈÕ§◊Õ √–¬–‡«≈“°“√‰¥â
¬“µâ“π®ÿ≈™’æ ·≈–°“√ «π≈â“ß∑«“√Àπ—°°àÕπ∑”À—µ∂°“√

ºŸâªÉ«¬∑’Ë¡’§«“¡‡ ’Ë¬ßµàÕ¿“«–µ‘¥‡™◊ÈÕ ‰¡à„™àªí®®—¬∑’Ë∑”„Àâ
‡°‘¥¿“«–µ‘¥‡™◊ÈÕ‡æ‘Ë¡¢÷Èπ ‡π◊ËÕß®“°ºŸâªÉ«¬¿“«–µ‘¥‡™◊ÈÕ à«π„À≠à
¡’ ÿ¢¿“æ·¢Áß·√ß ‰¡à¡’¿“«–‡ ’Ë¬ßµàÕ°“√µ‘¥‡™◊ÈÕ¡“°àÕπ ¬°‡«âπ
ºŸâªÉ«¬ 1 √“¬ ∑’Ë‡ªìπ‚√§‡∫“À«“π ·≈–„ à “¬ «πªí  “«–
°àÕπ∑”À—µ°“√ º≈°“√‡æ“–‡™◊ÈÕ„πªí  “«–·≈–„π‡≈◊Õ¥ æ∫
E.coli ·≈– Enterobacter spp. ´÷Ëß‡ªìπ‡™◊ÈÕ∑’Ëæ∫‰¥â∫àÕ¬
µ“¡∑’Ë°≈à“«¢â“ßµâπ ·≈–æ∫«à“‡™◊ÈÕ¥◊ÈÕµàÕ¬“ ciprofloxacin ∑ÿ°
°“√‡æ“–‡™◊ÈÕ ©–π—Èπ¿“«–‡™◊ÈÕ¥◊ÈÕ¬“Õ“®‡ªìπªí®®—¬∑’Ë∑”„Àâ‡°‘¥
°“√µ‘¥‡™◊ÈÕ‡æ‘Ë¡¢÷Èπ „πÕπ“§µÕ“®¡’°“√„™â¬“°≈ÿà¡ 4th gene-
ration fluoroquinolone ‡™àπ levofloxacin ·∑π ciproflo-
xacin À√◊Õ ofloxacin. Griffith ·≈–§≥– [9] √“¬ß“π°“√
„™â levofloxacin „π°“√ªÑÕß°—π°“√µ‘¥‡™◊ÈÕ æ∫Õ—µ√“°“√
µ‘¥‡™◊ÈÕ‡æ’¬ß 0.27% (µ“√“ß∑’Ë 4)
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Randomized Prospective Study Peripros-
tatic Local Anesthesia During Transrectal
Ultrasound Guided Prostate Biopsy at
Siriraj Hospital.

Theerayuth Somwung M.D.*, Sitiporn Srinualnad M.D.*

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

Abstract
Purpose: To prospectively evaluate efficacy of periprostatic Lidocaine injection as anesthesia during

transrectal ultrasound-guided prostate biopsy compared to the conventional method.

Methods: A prospective study in 100 patients underwent TRUS-guided prostate biopsy was con-
ducted. Patients were randomized into 2 groups: group 1 (56 patients), who received 10 ml of 1%
Lidocaine at periprostatic region; group 2 (44 patients), control patients, who did not have any anesthesia.
After the procedure, pain score was assessed using a visual analog pain scale 0-5.

Results: Both groups were not significant difference at, age, number to rebiopsy, PSA level, patho-
logical finding and complication rate. There was a significant difference in pain score between the two
groups (group 1 = 2.41, group 2 = 3.02 (p=0.006).

Conclusions: Periprostatic local anesthesia (bilateral periseminal infiltrations) significantly decreases
pain associated with TRUS-guided prostate biopsy, we recommend this procedure be routinely offered to
patients undergoing TRUS-guided prostate biopsy.



The Thai Journal of    UROLOGY 37Vol. 28 No. 1  June 2007

Transrectal ultrasound -guided prostate biopsy
is the procedure of choice for diagnosis prostate
cancer, however many urologists do not provide any
analgesia for biopsy and patients feel suffer and pain
due to biopsy[1]. Many analgesic techniques did
decrease pain from biopsy; periprostatic nerve blocks
with local anesthesia in the intervention, easily, mini-
mize morbidity. Although there have been several
researches for periprostatic nerve block with local
anesthesia but small size data and several researches
has not been studied in Asia, which different at race
and tradition. Several studies significant demonstrate
to reduce pain when local anesthesia block at bilate-
ral periseminal vesicles and apex was used. Our aim
was to study in Thailand, randomizing to compare
local periprostatic nerve block (only bilateral peri-
seminal vesicles) without apex injection (the con-
ventional procedure) to without local nerve block.

Materials and methods:
One hundred consecutive men suspicious of

the prostate cancer were enrolled. All patients were
provided of informed consents.  We studied at Siriraj
Hospital during 1 January 2007 - 31 November 2007.

Primary outcome studies relative pain score
between injection of 1% Lidocaine and non-injection
of 1% Lidocaine at TRUS -guided prostate biopsy
using visual analog scale (VAS).

Secondary outcome studies: complication of
TRUS -guided prostate biopsy such as hematuria,
acute urinary retention, and post TRUS-guided pros-
tate biopsy sepsis; pathological finding and interven-
tion for prostate cancer.

ë Inclusion criteria
1. Abnormal DRE. And/or
2. PSA >4 ng/ml

ë Exclusion criteria
1. Active UTI such as acute prostatitis
2. Active anal and rectal condition hemor-

rhoids, anal fissure
3. Drug allergy Lidocaine, antibiotic
4. Users of drug effecting coagulation, stop

aspirin when taking 7 day
All patients received
Arcoxia 120 mg oral preoperation,
Ciprofloxacin 500 mg 1x2 oral and Metronida-

zole 400 mg 1x3 oral 1-day preoperation and follow
postoperation 6 day, Gentamicin 80 mg im,

SSE. Preoperation
Patients were randomized by coil into injected

1% Lidocaine and not injected 1% Lidocaine.
Group 1 (periprostatic local anesthesia) local

anesthesia was performed with 1% Lidocaine with-
out epinephrine through a 22-gauge spinal needle
guide, 5 ml into each side, injected at 2 periprostatic,
An ùultrasonographic whealû was created at only
bilateral periseminal vesicles at figure 1.

TRUS-guide, using automatic 18 -G needle and
TRUS using the 7 MHz

Group 2 (conventional biopsy), prostate biopsy
without 1% Lidocaine injected.

All biopsies were performed in the Urological
Division by one of authors. 20 cores (10 cores at left,
10 cores at right) biopsy was performed with 18-G
needle.

Pain was evaluated by visual analolog scale
post biopsy, grading scale from 0-5 at figure. 2.

Statistical analysis
Statistical analysis was evaluated [Independent

t-test, with 95% of confidence interval (p <0.05)].

Result
Total 100 men were enrolled in the study,

56 men randomized into group 1 and 44 men into
group 2.

The two groups were similar with respect to
age, PSA, pathological finding, complication. (Table 1)
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Figure 1  Periseminal vesicles injection at arrow. The 2 injections point at 1% Lidocaine 5 ml.

bladder ureter

vas

prostate seminal vesicle

A posterior view of the bladder

No Hurt Hurts
Little Bit

Hurts
Little More

Hurts
Even More

Hurts
Whole Lot

Hurts
Worst

Figure 2  Visual analog scale from 0-5.

Table 1  Mean and standard deviation of the groups according to age.

Patient (s)
Age (yr)

Mean + SD
PSA (ng/ml)

Mean + SD
Adenocarcinoma of prostate (n/%)

Group 1

56
67.11 + 7.04
12.26 + 25.04

10 / 17.90%

Group 2

44
67.66 + 10.25
11.32 + 15.86

12 / 27.30%

P value

0.75
0.82

0.25
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It was shown that the mean pain score was
2.41 in-group 1. A greater difference was seen in-
group 2 (mean 3.02). (in table 3)

The pain level was significantly lower in-group
1 than in-group 2.  The pain level significantly
increased while performing at conventional biopsy in
the control group, but to lesser extent in patients
receiving periprostatic local (bilateral periseminal
vesicles anesthesia).

The statistically significant differences were
found in the VAS for the biopsy procedure (p < 0.01)
between the two groups.

All patients were diagnosed as having carci-
noma of prostate by pathological finding. Total carci-
nomas of prostate were adenoma carcinoma type.
Further management after were diagnosed carcinoma
of prostate, at table 4.

Group 1
(N=56)

Hematuria
Prostatitis
AUR
Orchitis
Syncope
All complication

Table 2  Number of patients that presented complications when compared in two groups.

Complication (N/%)
Group 2
(N=44)

2 / 3.57%
-

1* / 1.78%
1* / 1.78%
1 * 1.78%
5 / 8.92%

5 / 11.36%
1 / 2.27%

-
-
-

6 / 13.63%

7 / 7%
1 / 1%
1 / 1%
1 / 1%
1 / 1%
11 / 11%

Total
(N=100)

* One patient had combined AUR and acute epididymo-orchitis.

20

20

0

Pain

C
ou

nt

1 2 3 4 5

Interven

non-inject

Injection

Figure 3 Distribution of patients according to pain score of 20-core biopsy in 56 patients who received periprostatic
xylocain and 46 patients control group, pain was used the VAS from 0-5.
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Discussion
We prospectively evaluate the efficacy of local

periprostatic anesthesia to reduce pain during
Transrectal ultrasound -guided prostate biopsy. At
conventional Transrectal ultrasound -guided prostate
biopsy, several studies show significant pain during
procedure. Collins et al[2] and Clement et al[3] have
shown significant discomfort and pain, reported by
65% and 90% of patients, respectively. Irani et al[4]
reported that 19% of patients would not agree to
undergo a repeat biopsy without some form of  anes-
thesia.

Crundwell et al[5] reported that 26 (24%) of
108 patients complained of moderate or severe pain
during the procedure, and 20 (19%) patients had
maintained the symptoms for a week. Peyromaure et
al[6] reported that only 51 (18.6%) patients submit-
ted to prostate biopsy with 10 cores that related no

Group 1 (N=56)

Pain score

Table 3 Pain differences between group who received 10 ml of 1% Lidocaine and who did not received 10 ml of
1% Lidocaine.

Pain
Group 2 (N=44)

2.41 1.02 2.91**

t p-value

** P <0.01

Mean SD Mean SD

3.02 1.07 0.004

Table 4 The further procedure after pathological
finding were carcinoma of prostate.

Procedure

RALRP
ELRP
ADT
Surgical castration

Patients (n)

10
7
4
1

RALRP - Robotic assist laparoscopic radical prostatectomy
ELRP - Extra peritoneum laparoscopic radical prostatectomy
ADT - Androgen deprivation therapy

pain or discomfort. An alternative choice for reduce
pain during Transrectal ultrasound-guided prostate
biopsy such as local anesthesia at periprostatic cap-
sule transrectum, local by xylocain jelly are reported[7].
Several studies had interested at local anesthesia by
xylocain injected periprostatic capsule for reduce pain.
M.tobias machado et al[8] reported that 40 rando-
mized patients divided into 2-Groups: Group-1 peri-
prostatic local anesthesia by 2.5 ml of 1% Lidocaine
injected at bilateral periseminal vesicle and bilateral
apical region, group-2 conventional biopsy. Result
had significantly shown to reduced pain, p<0.01. Issac
Kaver et al[9], Jeffey et al[10] and Lori Hergan et
al[11] have shown that periprostatic block with local
anesthesia can reduce pain using prostate biopsy.
Knowledge in prostatic innervations used for local
anesthesia, most of ventral afferent innervation is
commanded by T12-L2[12] and sacral center S2-4
Autonomic fiber of pelvic plexus reaches the pros-
tate through their anterior branch, contribu-ting to 2
neurovascular bundles 2-3 cm. distal to junction of
the bladder and prostate. Cavernous nerve arises
between prostatic capsule and endopelvic fascia outer
Denonvilliersûfascia, with localized in lateral neurovas-
cular groove.  Capsular nerve emerges mainly of
2 segments: the first is localized on anterior aspect
of seminal vesicle and transversally cross the gland
in caudal direction; the second arises in posteriolateral
edge directing to posterior aspect and apex poste-
rior aspect and apex.

Several studies had recommended routinely use
of periprostatic block with local anesthesia for
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Transrectal ultrasound - guided prostate biopsy, but
it had controversied at site of local anesthesia such
as (bilateral periseminal vesicle and apex), concen-
tration of Lidocaine.

Our study had question for study?
1. Minimal trial studied in Asia, outcome may

be different from Europe and America due to race,
tradition, pain tolerance

2. Is periprostatic block by local anesthesia
with only bilateral periseminal vesicle possible to
improve pain tolerance?

Our study shows only bilateral periseminal
vesicle (not injected at apex) local anesthesia block
effectively to reduce pain during Transrectal ultra-
sound-guided prostate biopsy. Systematic biopsy
procedure should include a minimal 8-13 cores.[13]
Our study of 20 cores biopsy is effective for finding
prostate cancer but may be increasing pain discom-
fort during procedure, infection and other complica-
tion post biopsy, but it shows, only bilateral perise-

minal vesicles local anesthesia to be effective to
reduce pain. Post biopsy urosepsis has been found
only one case (1%). In the present study only one
case (control group) without 1% Lidocaine injection
did admitted due to clinical SIRS after biopsy on
day three, receiving antibiotic intravenous during
admitting. Other complication was not significantly
different between both groups. Doses of Lidocaine
injection are controversied for local anesthesia peripro-
static block; our study with injection of 1% Lidocaine,
5 ml each side are effective for reduce pain (maxi-
mum dose 4.5 mg/kg).

Conclusion
Bilateral periseminal vesicles as local anesthe-

sia being significant to reduce pain at Transrectal
ultrasound -guided prostate biopsy, do not increase
complication. It is recommended for routine usage in
Transrectal ultrasound-guided prostate biopsy,
especially those with numerous cores biopsy.

Figure 4 The pelvic plexus provides visceral branches that innervate the bladder, ureter, seminal vesicles, prostate,
and rectum.

Spinal cord (CNS)

Nerve branches

Bladder

Rectum

Urogenital structures
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Abstract
Purpose: To identify the attitude of men who augmented their penis with foreign material at

Sappasitthiprasong hospital, Ubon Ratchathani province.

Methods: From June to October 2006, men who had penile paraffinoma were asked to answer the
questionnaire. The questionnaire was designed by Dr.Sombun Leungwattanakij to assess the motivation,
method of penile injection, expectation, satisfaction after injection and the reason for surgical correction.

Results: 33 men completed the questionnaire. Most of them are young adult and low socioeco-
nomic. The procedures were recommended and injected by their acquaintances for penile augmentation.
They wished to improve erectile function. 3 months after injection most of them were satisfied but the they
have suffered from various side effects. Most of them wanted to correct their penis due to fear to turn
malignancy, chronic inflammation, sexual intercourse problem, loss of sensation.

Conclusion: Cause of penile paraffinoma is the wrong attitude about their sexual images. Most of
them felt a sense of inferiority of penile size and wanted to augment it for more mannish. Increased public
awareness is needed for prevention this problem.
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°“√»÷°…“∑—»π§µ‘„πºŸâªÉ«¬∑’Ë‡æ‘Ë¡¢π“¥Õß§™“µ‚¥¬°“√©’¥„π
‚√ßæ¬“∫“≈ √√æ ‘∑∏‘ª√– ß§å ®—ßÀ«—¥Õÿ∫≈√“™∏“π’

™≈™“µ‘   ‘∑∏‘«‘‡™’¬√«ß»å æ.∫.*
 ¡∫ÿ≠  ‡À≈◊Õß«—≤π“°‘® æ.∫.**

Õ¿‘™“µ  °ß°–π—π∑πå æ.∫.*
°«‘√—™  µ—πµ‘«ß…å æ.∫.*

µ√’  À“≠ª√–‡ √‘∞æß…å æ.∫.***

* Àπà«¬»—≈¬»“ µ√å¬Ÿ‚√«‘∑¬“ ¿“§«‘™“»—≈¬»“ µ√å §≥–·æ∑¬»“ µ√å ®ÿÃ“≈ß°√≥å¡À“«‘∑¬“≈—¬
** Àπà«¬»—≈¬»“ µ√å¬Ÿ‚√«‘∑¬“ ¿“§«‘™“»—≈¬»“ µ√å §≥–·æ∑¬»“ µ√å ‚√ßæ¬“∫“≈√“¡“∏‘∫¥’ ¡À“«‘∑¬“≈—¬¡À‘¥≈
*** ·ºπ°»—≈¬°√√¡¬Ÿ‚√«‘∑¬“ °≈ÿà¡ß“π»—≈¬°√√¡ ‚√ßæ¬“∫“≈ √√æ ‘∑∏‘ª√– ß§å

∫∑π”
Paraffinoma §◊Õ‚√§∑’Ë‡°‘¥®“°°“√©’¥ “√·ª≈°ª≈Õ¡

®”æ«°‰¢¡—π ‡™àπ paraffin, vaseline, mineral oil À√◊Õ
olive oil ‡¢â“„µâº‘«Àπ—ßµ“¡ à«πµà“ßÊ ¢Õß√à“ß°“¬ ‡™àπ
Àπâ“º“° ·°â¡ §“ß ®¡Ÿ° ∑√«ßÕ° Õ«—¬«–‡æ»™“¬ À√◊Õ·¡â
°√–∑—ËßÕ«—¬«–‡æ»À≠‘ß[1] ‡æ◊ËÕ‡æ‘Ë¡¢π“¥ À√◊Õ∑”„ÀâÕ«—¬«–
 à«ππ—Èπ‡µàßµ÷ß¡“°¢÷Èπ °àÕ„Àâ‡°‘¥ªØ‘°‘√‘¬“µÕ∫ πÕß¢Õß
√à“ß°“¬µàÕ ‘Ëß·ª≈°ª≈Õ¡ (Sclerosing lipogranulomatous)

ªï §.». 1899 Gersuny √“¬ß“π°“√©’¥ paraffin „π
ºŸâªÉ«¬§√—Èß·√° ‚¥¬©’¥∑’Ë∂ÿßÕ—≥±–„πºŸâªÉ«¬∑’Ë‰¥â√—∫°“√ºà“µ—¥
µ—¥Õ—≥±–∑—Èß Õß¢â“ß®“°°“√µ‘¥‡™◊ÈÕ«—≥‚√§[2]

ªï §.». 1906 ¡’√“¬ß“πº≈·∑√°´âÕπ¢Õß°“√©’¥ “√
mineral oil §√—Èß·√°„π°“√√—°…“√‘È«√Õ¬∫π„∫Àπâ“ ‡°‘¥µÿà¡
‡π◊ÈÕ®π„∫Àπâ“‡ ’¬‚©¡ ·≈–À≈—ß®“°π—Èπ¡’ºŸâ√“¬ß“πº≈
·∑√° ấÕπµà“ßÊ µ“¡¡“®”π«π¡“° ¥â«¬‡Àµÿπ’È®÷ßÀâ“¡„™â “√
‡À≈à“π’È∑“ß°“√·æ∑¬å„πÀ≈“¬ª√–‡∑»[3]

Penile paraffinoma ‡°‘¥®“°°“√©’¥ “√¥—ß°≈à“«
∫√‘‡«≥Õß§™“µ  à«π„À≠à¡’§«“¡‡™◊ËÕ«à“Õß§™“µ∑’Ë„À≠à®–
 √â“ß§«“¡¿Ÿ¡‘„®„π§«“¡‡ªìπ™“¬ ·≈–§«“¡æ÷ßæÕ„®„π§ŸàπÕπ
ªí®®ÿ∫—π¡’√“¬ß“π°“√©’¥πâÕ¬¡“°„π¬ÿ‚√ª ·≈– À√—∞Õ‡¡√‘°“
·µàæ∫‰¥â∫àÕ¬„π¬ÿ‚√ªµ–«—πÕÕ° ·≈–ª√–‡∑»‡°“À≈’[2]
 ”À√—∫ª√–‡∑»‰∑¬¡’√“¬ß“π§√—Èß·√°ªï æ.». 2519 ‚¥¬æ∫
„πºŸâµâÕß¢—ß®”π«π 20 √“¬ ∑—ÈßÀ¡¥∂Ÿ°™—°™«π·≈–µâÕß°“√
∑’Ë®–„Àâ¢π“¥√Ÿª√à“ßÕ«—¬«–‡æ»µ—«‡Õß„À≠à¢÷Èπ ‚¥¬‰¡à∑√“∫
º≈‡ ’¬ ºŸâ∑’Ë∑”°“√©’¥„Àâ‡ªìπºŸâµâÕß¢—ß¥â«¬°—π ‚¥¬™—°™«π·≈–
„Àâ¥Ÿµ—«Õ¬à“ß¢ÕßºŸâ ‰¥â√—∫°“√©’¥¡“·≈â«[4]

¿“«–·∑√°´âÕπ®“°°“√©’¥ “√·ª≈°ª≈Õ¡‡¢â“
Õß§™“µ  à«π„À≠à‡ªìπ·∫∫‡√◊ÈÕ√—ß[5] ‡™àπ §«“¡¬◊¥À¬ÿàπ¢Õß
Àπ—ßÀÿâ¡Õß§™“µ‰¡à‡À¡◊Õπ∏√√¡™“µ‘ °“√·¢Áßµ—«¢ÕßÕß§™“µ
·¬à≈ß ¡’·º≈‡√◊ÈÕ√—ß µ‘¥‡™◊ÈÕ ‡®Á∫‡«≈“¡’‡æ» —¡æ—π∏å  Õ¥„ à
‰¡à‰¥â‡«≈“¡’‡æ» —¡æ—π∏å ∂≈°Àπ—ßÀÿâ¡ª≈“¬‰¡à‰¥â (Phimosis)
À√◊Õ°≈“¬‡ªìπ¡–‡√Áß[6]   à«π¿“«–·∑√° ấÕπ·∫∫‡©’¬∫æ≈—π
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µ“√“ß∑’Ë 1  ™à«ßÕ“¬ÿ¢ÕßºŸâªÉ«¬∑’Ë‡æ‘Ë¡¢π“¥Õß§™“µ‚¥¬°“√©’¥

™à«ßÕ“¬ÿ (ªï)

< 20
21-30
31-40
41-50
>50
√«¡

®”π«πºŸâªÉ«¬ (%)

5 (15)
16 (49)
8 (24)
3 (9)
1 (3)

33 (100)

æ∫πâÕ¬ ·µà¡’√“¬ß“π∂÷ß¢—Èπ‡ ’¬™’«‘µ¥â«¬ ¿“«–ªÕ¥∫«¡‡©’¬∫
æ≈—π (Severe acute pulmonary edema)[7]

À≈—°°“√√—°…“§◊Õ °“√ºà“µ—¥‡≈“–º‘«Àπ—ß·≈–‡π◊ÈÕ‡¬◊ËÕ
∑’Ë¡’ ‘Ëß·ª≈°·ª≈¡ÕÕ°∑—ÈßÀ¡¥ ·≈–µ°·µàßº‘«Àπ—ßÕß§™“µ
„À¡à (Penoplasty)[8]

«—µ∂ÿª√– ß§å
‡æ◊ËÕ»÷°…“∑—»π§µ‘¢ÕßºŸâªÉ«¬∑’Ë‡æ‘Ë¡¢π“¥Õß§™“µ‚¥¬

°“√©’¥„π‚√ßæ¬“∫“≈ √√æ ‘∑∏‘ª√– ß§å ®—ßÀ«—¥Õÿ∫≈√“™∏“π’

«‘∏’°“√»÷°…“
»÷°…“ºŸâªÉ«¬∑’Ë‡æ‘Ë¡¢π“¥Õß§™“µ‘‚¥¬°“√©’¥ ∑’Ë¡“√—∫°“√

√—°…“∑’Ë·ºπ°ºŸâªÉ«¬πÕ°»—≈¬°√√¡√–∫∫∑“ß‡¥‘πªí  “«– À√◊Õ
ºŸâªÉ«¬∑’Ë¡“√—∫°“√ºà“µ—¥·°â ‰¢Õß§™“µ ‚√ßæ¬“∫“≈ √√æ ‘∑∏‘-
ª√– ß§å ®—ßÀ«—¥Õÿ∫≈√“™∏“π’ µ—Èß·µà«—π∑’Ë 1 ¡‘∂ÿπ“¬π ∂÷ß
«—π∑’Ë 31 µÿ≈“§¡ æ.». 2549 ‚¥¬„ÀâºŸâªÉ«¬∑”·∫∫ Õ∫∂“¡
ùù°“√»÷°…“∑—»π§µ‘„πºŸâªÉ«¬∑’Ë‡æ‘Ë¡¢π“¥Õß§™“µ‚¥¬°“√©’¥ûû
´÷ËßÕÕ°·∫∫‚¥¬»“ µ√“®“√¬åπ“¬·æ∑¬å ¡∫ÿ≠ ‡À≈◊Õß-
«—≤π“°‘®  Õ∫∂“¡¢âÕ¡Ÿ≈‡°’Ë¬«°—∫ “‡Àµÿ∑’Ë©’¥ ≈—°…≥–°“√©’¥
™π‘¥ ª√‘¡“≥·≈–§à“„™â®à“¬¢Õß°“√©’¥  ‘Ëß∑’Ë§“¥À«—ß®“°°“√
©’¥ §«“¡√Ÿâ ÷°¿“¬À≈—ß°“√©’¥ ‡Àµÿº≈∑’ËµâÕß°“√ºà“µ—¥·°â ‰¢
§«“¡√Ÿâ ÷°¢ÕßºŸâªÉ«¬µàÕºŸâ∑’Ë·π–π”„Àâ©’¥ ºŸâªÉ«¬‰¥â·®âß§«“¡„Àâ
®—∫°ÿ¡ºŸâ∑’Ë©’¥ “√À√◊Õ‰¡à ·≈–∂â“®–„Àâ§”·π–π”·°à™“¬∑’ËµâÕß
°“√©’¥ ºŸâªÉ«¬®–·π–π”Õ¬à“ß‰√

º≈°“√»÷°…“
µ—Èß·µà«—π∑’Ë 1 ¡‘∂ÿπ“¬π ∂÷ß«—π∑’Ë 31 µÿ≈“§¡ æ.». 2549

¡’ºŸâªÉ«¬∑”·∫∫ Õ∫∂“¡ 33 √“¬ Õ“¬ÿπâÕ¬ ÿ¥ 14 ªï Õ“¬ÿ
¡“° ÿ¥ 51 ªï Õ“¬ÿ‡©≈’Ë¬ 29.7 ªï  à«π„À≠àÕ¬Ÿà„π™à«ßÕ“¬ÿ
21-30 ªï ¥—ßµ“√“ß∑’Ë 1 ¿Ÿ¡‘≈”‡π“ à«π„À≠àÕ“»—¬Õ¬Ÿà∑’Ë
®.Õÿ∫≈√“™∏“π’ 21 √“¬ Õ”π“®‡®√‘≠ 7 √“¬ »√’ –‡°…
4 √“¬ ·≈–π§√æπ¡ 1 √“¬  ¿“æ ¡√  à«π„À≠à·µàßß“π
·≈â« 18 √“¬ √Õß¡“‚ ¥ 12 √“¬ ·≈–À¬à“√â“ß 3 √“¬  à«π
„À≠à¡’ ∫ÿµ√ 2 §π √–¥—∫°“√»÷°…“ Ÿß ÿ¥ à«π„À≠à®∫™—Èπ
¡—∏¬¡µâπ ¥—ßµ“√“ß∑’Ë 2 °“√ª√–°Õ∫Õ“™’æ à«π„À≠à√—∫®â“ß
¥—ßµ“√“ß∑’Ë 3  à«π„À≠à¡’√“¬‰¥âπâÕ¬°«à“ 5,000 ∫“∑µàÕ‡¥◊Õπ
¥—ßµ“√“ß∑’Ë 4

µ“√“ß∑’Ë 2 √–¥—∫°“√»÷°…“ Ÿß ÿ¥¢ÕßºŸâªÉ«¬∑’Ë‡æ‘Ë¡¢π“¥Õß§™“µ
‚¥¬°“√©’¥

√–¥—∫°“√»÷°…“ Ÿß ÿ¥

ª√–∂¡µâπÀ√◊ÕµË”°«à“
ª√–∂¡ª≈“¬
¡—∏¬¡µâπ
¡—∏¬¡ª≈“¬
Õπÿª√‘≠≠“
ª√‘≠≠“µ√’À√◊Õ‡∑’¬∫‡∑à“

√«¡

®”π«πºŸâªÉ«¬ (%)

6 (18)
8 (24)

13 (39)
3 (9)
2 (6)
1 (3)

33 (100)

µ“√“ß∑’Ë 3  Õ“™’æ¢ÕßºŸâªÉ«¬∑’Ë‡æ‘Ë¡¢π“¥Õß§™“µ‚¥¬°“√©’¥

Õ“™’æ

√—∫®â“ß
‡°…µ√°√
π—°‡√’¬π π—°»÷°…“
¢â“√“™°“√
æàÕ§√—«
æ√–

√«¡

®”π«πºŸâªÉ«¬ (%)

16 (48)
11 (33)
2 (6)
2 (6)
1 (3)
1 (3)

33 (100)

µ“√“ß∑’Ë 4  √“¬‰¥â¢ÕßºŸâªÉ«¬∑’Ë‡æ‘Ë¡¢π“¥Õß§™“µ‚¥¬°“√©’¥

√“¬‰¥â/ ‡¥◊Õπ

<5,000 ∫“∑
5,001 - 7,500 ∫“∑
7,501 - 10,000 ∫“∑
10,001 - 15,000 ∫“∑

√«¡

®”π«πºŸâªÉ«¬ (%)

21 (64)
5 (15)
4 (12)
3 (9)

33 (100)



«“√ “√      ¬Ÿ‚√46 ªï∑’Ë 28 ‡≈à¡∑’Ë 1  ¡‘∂ÿπ“¬π 2550

µ“√“ß∑’Ë 6  ™π‘¥¢Õß “√∑’Ë©’¥‡æ◊ËÕ‡æ‘Ë¡¢π“¥Õß§™“µ

™π‘¥¢Õß “√∑’Ë©’¥

πÈ”¡—π¡–°Õ°
‰¡à∑√“∫
¬“‡æππ‘ ‘≈‘π
´‘≈‘‚§π‡À≈«
¢’Èº÷Èß
«“ ≈’π
¬“§≈Õ·√¡

√«¡

®”π«πºŸâªÉ«¬ (%)

21 (64)
6 (18)
2 (6)
1 (3)
1 (3)
1 (3)
1 (3)

33 (100)

µ“√“ß∑’Ë 7  ª√‘¡“≥¢Õß “√∑’Ë©’¥‡æ◊ËÕ‡æ‘Ë¡¢π“¥Õß§™“µ

ª√‘¡“≥¢Õß “√∑’Ë©’¥

‰¡à∑√“∫
<10 cc
10-20 cc
21-30 cc
>30 cc

√«¡

®”π«πºŸâªÉ«¬ (%)

12 (36)
12 (36)
5 (15)

0
4 (12)

33 (100)

µ“√“ß∑’Ë 8  §à“„™â®à“¬„π°“√©’¥ “√‡æ◊ËÕ‡æ‘Ë¡¢π“¥Õß§™“µ

§à“„™â®à“¬„π°“√©’¥

‰¡à‡ ’¬§à“„™â®à“¬
<500 ∫“∑
500-1,000 ∫“∑
>1,000 ∫“∑

√«¡

®”π«πºŸâªÉ«¬ (%)

17 (52)
13 (39)
2 (6)
1 (3)

33 (100)

µ“√“ß∑’Ë 9   ‘Ëß∑’Ë§“¥À«—ß®“°°“√©’¥ “√‡æ◊ËÕ‡æ‘Ë¡¢π“¥Õß§™“µ

 ‘Ëß∑’Ë§“¥À«—ß

µâÕß°“√„ÀâÕß§™“µ„À≠à¢≥–·¢Áßµ—«
µâÕß°“√„Àâ§ŸàπÕπª√–∑—∫„®
µâÕß°“√„ÀâÕß§™“µ„À≠à¢≥–ÕàÕπµ—«
‰¡à‰¥â§“¥À«—ß·µà‡¡“ ÿ√“ §–πÕß
‡æ◊ËÕ„Àâªí  “«–ª°µ‘
‰¡à¡’‡®µπ“©’¥ ∂Ÿ°ºŸâÕ◊Ëπ∑”√â“¬

®”π«πºŸâªÉ«¬ (%)

17 (52)
16 (48)
4 (12)
4 (12)
1 (3)
1 (3)

ºŸâªÉ«¬©’¥ “√‡æ◊ËÕ‡æ‘Ë¡¢π“¥Õß§™“µ¡“π“π‡©≈’Ë¬
50 ‡¥◊Õπ  “‡Àµÿ∑’Ë©’¥ à«π„À≠à√Ÿâ ÷°«à“Õß§™“µµπ‡Õß‡≈Á°°«à“
ª°µ‘ ¥—ßµ“√“ß∑’Ë 5 ‡æ◊ËÕπ‡ªìπºŸâ∑’Ë™—°®Ÿß„Àâ©’¥ 20 √“¬ (61%)
ºŸâ©’¥‡ªìπºŸâ¡“™—°®Ÿß 7 √“¬ (21 %) µ—¥ ‘π„®©’¥‡Õß‰¡à¡’ºŸâ™—°®Ÿß
5 √“¬ (15%) ·≈–∂Ÿ°«“ß¬“ ≈∫·≈â«©’¥„Àâ 1 √“¬ (3%)
 à«πºŸâ©’¥„Àâπ—Èπ à«π„À≠à§◊Õ‡æ◊ËÕπ 21 √“¬ (64%) ©’¥¥â«¬
µπ‡Õß 7 √“¬ (21%) ‰¡à∑√“∫„§√‡ªìπºŸâ©’¥ 3 √“¬ (9%)
·≈–·æ∑¬å‡ªìπºŸâ©’¥ 2 √“¬ (6%) ≈—°…≥–°“√©’¥ 23 √“¬
(70%) ©’¥æ√âÕ¡‡æ◊ËÕπ Õ’° 10 √“¬ (30%) ‰ª©’¥§π‡¥’¬«
™π‘¥ ª√‘¡“≥ ·≈–§à“„™â®à“¬„π°“√©’¥ ¥—ß· ¥ß„πµ“√“ß∑’Ë
6, 7 ·≈– 8 µ“¡≈”¥—∫

 ‘Ëß∑’Ë§“¥À«—ß®“°°“√©’¥ ‰¥â·°à µâÕß°“√„ÀâÕß§™“µ„À≠à
¢≥–·¢Áßµ—« µâÕß°“√„Àâ§ŸàπÕπª√–∑—∫„® µâÕß°“√„ÀâÕß§™“µ
„À≠à¢≥–ÕàÕπµ—« ‡æ◊ËÕ‚™«å¢≥–ªí  “«–À√◊Õ‡ª≈’Ë¬π‡ ◊ÈÕºâ“
√“¬≈–‡Õ’¬¥¥—ß· ¥ß„πµ“√“ß∑’Ë 9 §«“¡√Ÿâ ÷°¿“¬À≈—ß°“√©’¥
„π™à«ß 3 ‡¥◊Õπ·√° à«π„À≠àæÕ„® 17 √“¬ (52%) ‰¡àæÕ„®

µ“√“ß∑’Ë 5   “‡Àµÿ∑’Ë©’¥ “√‡æ◊ËÕ‡æ‘Ë¡¢π“¥Õß§™“µ

 “‡Àµÿ∑’Ë©’¥

√Ÿâ ÷°«à“Õß§™“µµπ‡Õß‡≈Á°°«à“ª°µ‘
Õß§™“µ‰¡à‡≈Á°°«à“ª°µ‘ ·µàµâÕß°“√
„Àâ„À≠à¢÷Èπ
µâÕß°“√„Àâ‡æ» —¡æ—π∏å¥’¢÷Èπ
‡¡“ ÿ√“ §–πÕß
·æ∑¬å©’¥·∂¡„Àâ
∂Ÿ°ºŸâÕ◊Ëπ§‘¥√â“¬
ªí  “«–‰¡àÕÕ°

®”π«πºŸâªÉ«¬ (%)

13 (39)
11 (33)

10 (30)
4 (12)
1 (3)
1 (3)
1 (3)

13 √“¬ (39%) ‰¡à√Ÿâ ÷°«à“¥’¢÷ÈπÀ√◊Õ·¬à≈ß 3 √“¬ (9%)  à«π
§«“¡√Ÿâ ÷°¿“¬À≈—ß®“° 3 ‡¥◊Õπ®π∂÷ßªí®®ÿ∫—π  à«π„À≠à‰¡à
æÕ„® 31 √“¬ (94%) ‰¡à√Ÿâ ÷°«à“¥’¢÷ÈπÀ√◊Õ·¬à≈ß 1 √“¬ (3%)
æÕ„® 1 √“¬ (3%)

‡Àµÿº≈∑’ËµâÕß°“√ºà“µ—¥·°â ‰¢ ‰¥â·°à °≈—«‡ªìπ¡–‡√Áß ¡’
·º≈‡√◊ÈÕ√—ß‡ªìπÊ À“¬Ê ¡’ªí≠À“„π°“√¡’‡æ» —¡æ—π∏å
√“¬≈–‡Õ’¬¥¥—ß· ¥ß„πµ“√“ß∑’Ë 10 §«“¡√Ÿâ ÷°¢ÕßºŸâªÉ«¬µàÕ
ºŸâ∑’Ë·π–π”©’¥ “√‡¢â“Õß§™“µ  à«π„À≠à√Ÿâ ÷°«à“‡ªìπ§πÀ≈Õ°
≈«ß (45%) √Õß¡“‰¡à‚∑…„§√‚∑…µ—«‡Õß Õ‚À ‘°√√¡ (42%)
Õ¬“°„Àâ∂Ÿ°≈ß‚∑… (21%) ·≈–™◊Ëπ™¡ ·µàµπ‚™§‰¡à¥’∑’Ë‡°‘¥
º≈·∑√°´âÕπ (6%) §”∂“¡∑’Ë«à“‰¥â·®âß§«“¡„Àâ®—∫°ÿ¡ºŸâ∑’Ë©’¥
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´÷Ëßµà“ß®“°√“¬ß“π∑’Ëª√–‡∑»‡°“À≈’„µâ ¡’ºŸâªÉ«¬∂÷ß 22% ∂Ÿ°
©’¥‚¥¬·æ∑¬å[9] ™π‘¥¢Õß “√∑’Ë©’¥À“‰¥âßà“¬ ·≈–√“§“∂Ÿ°
‡Àµÿº≈∑’ËµâÕß°“√ºà“µ—¥·°â ‰¢ ‡π◊ËÕß®“°¡’º≈·∑√° ấÕπ‡°‘¥¢÷Èπ
·≈â« §«“¡√Ÿâ ÷°¢ÕßºŸâªÉ«¬µàÕºŸâ∑’Ë·π–π”„Àâ©’¥  à«π„À≠à√Ÿâ ÷°
«à“‡ªìπ§πÀ≈Õ°≈«ß · ¥ß„Àâ‡ÀÁπ«à“ºŸâªÉ«¬‰¡à¡’§«“¡√Ÿâ∂÷ßº≈
‡ ’¬∑’ËÕ“®‡°‘¥¢÷Èπ¡“°àÕπ ºŸâªÉ«¬∑ÿ°§π‰¡à‰¥â·®âß§«“¡¥”‡π‘π
§¥’°—∫∫ÿ§§≈∑’Ë©’¥ “√„Àâ  –∑âÕπ„Àâ‡ÀÁπ∂÷ß§à“π‘¬¡¢Õß —ß§¡
‰∑¬∑’Ë‰¡àµâÕß°“√¡’§¥’§«“¡„Àâ‡ ’¬‡ß‘π·≈–‡«≈“ ¢≥–∑”·∫∫
 Õ∫∂“¡ºŸâªÉ«¬ à«π„À≠à∑√“∫∂÷ßº≈‡ ’¬¢Õß°“√©’¥ “√ ‰¡àµâÕß
°“√„ÀâºŸâÕ◊ËπÀ≈ß‡™◊ËÕ®π‡°‘¥¿“«–·∑√°´âÕπ‡™àπ‡¥’¬«°—∫ºŸâªÉ«¬

„πª√–‡∑»‰∑¬Õÿ∫—µ‘°“√≥å¢Õß°“√©’¥ “√‡æ◊ËÕ‡æ‘Ë¡¢π“¥
Õß§™“µ¬—ß‰¡à¡’√“¬ß“π™—¥‡®π ·µàæ∫‰¥â§àÕπ¢â“ß¡“° ∫“ß
·Ààß©’¥°—π∑—ÈßÀ¡Ÿà∫â“π[5] ‡ªìπªí≠À“∑’Ëæ∫∫àÕ¬„π‡«™ªØ‘∫—µ‘
§≈‘π‘°ºŸâªÉ«¬πÕ°»—≈¬°√√¡√–∫∫∑“ß‡¥‘πªí  “«– °àÕ„Àâ‡°‘¥
¿“√–ß“π·°à·æ∑¬å ∑—ÈßÊ ∑’Ë‚√§π’È‡°‘¥®“°∑—»π§µ‘∑’Ëº‘¥ §‘¥«à“
¢π“¥¢ÕßÕß§™“µ¡’§«“¡ ”§—≠µàÕ‡æ» —¡æ—π∏å ·≈–· ¥ß
∂÷ß§«“¡‡ªìπ™“¬™“µ√’ ‚¥¬‰¡à∑√“∫¿“«–·∑√°´âÕπ∑’ËÕ“®
‡°‘¥¢÷Èπ¢Õßµ—«ºŸâªÉ«¬‡Õß ª√–°Õ∫°—∫∂Ÿ°™—°®Ÿß‚¥¬°≈ÿà¡‡æ◊ËÕπ
°“√ªÑÕß°—π§◊Õ°“√√—°…“∑’Ë¥’∑’Ë ÿ¥ µâÕß„Àâ§«“¡√Ÿâ∑’Ë∂Ÿ°µâÕß ™’È„Àâ
‡ÀÁπ‚∑…¢Õß°“√©’¥ ª√—∫‡ª≈’Ë¬π∑—»π§µ‘ ‚¥¬ª≈Ÿ°Ωíßµ—Èß·µà«—¬
√ÿàπ Õ“®∫√√®ÿ‡π◊ÈÕÀ“‡ªìπ à«πÀπ÷Ëß„π«‘™“ ÿ¢»÷°…“ §√Õ∫§√—«
µâÕßÀ¡—Ëπ‡Õ“„®„ à¥Ÿ·≈Õ¬à“ß„°≈â™‘¥ µ≈Õ¥®π ◊ËÕ¡«≈™πµâÕß
¡’∫∑∫“∑„π°“√‡º¬·æ√à§«“¡√Ÿâ∑’Ë∂Ÿ°µâÕß·°à —ß§¡

 √ÿª
°“√©’¥ “√‡æ◊ËÕ‡æ‘Ë¡¢π“¥Õß§™“µ‘ ‡°‘¥®“°∑—»π§µ‘∑’Ëº‘¥

§‘¥«à“¢π“¥¢ÕßÕß§™“µ¡’§«“¡ ”§—≠µàÕ‡æ» —¡æ—π∏å·≈–
· ¥ß∂÷ß§«“¡‡ªìπ™“¬™“µ√’ ªí≠À“‡À≈à“π’È “¡“√∂ªÑÕß°—π
‰¥â‚¥¬°“√„Àâ —ß§¡µ√–Àπ—°∂÷ßº≈‡ ’¬∑’ËÕ“®‡°‘¥¢÷Èπ¿“¬À≈—ß
ª√—∫‡ª≈’Ë¬π∑—»π§µ‘·≈–„Àâ§«“¡√Ÿâ∑’Ë∂Ÿ°µâÕß·°à°≈ÿà¡‡ ’Ë¬ß

µ“√“ß∑’Ë 10  ‡Àµÿº≈∑’ËµâÕß°“√ºà“µ—¥·°â ‰¢Õß§™“µ

‡Àµÿº≈∑’ËµâÕß°“√ºà“µ—¥

°≈—«‡ªìπ¡–‡√Áß
¡’·º≈‡√◊ÈÕ√—ß‡ªìπÊ À“¬Ê
¡’ªí≠À“„π°“√¡’‡æ» —¡æ—π∏å
™“ §«“¡√Ÿâ ÷°≈¥≈ß
¡’ªí≠À“°“√·¢Áßµ—«¢ÕßÕß§™“µ
§ŸàπÕπµâÕß°“√„Àâ·°â ‰¢
Phimosis
ªí  “«–≈”∫“°

®”π«πºŸâªÉ«¬ (%)

22 (67)
16 (48)
13 (39)
9 (27)
7 (21)
6 (18)
1 (3)
1 (3)

 “√‡¢â“Õß§™“µÀ√◊Õ‰¡à ºŸâªÉ«¬∑ÿ°§π‰¡à‰¥â·®âß§«“¡  “‡Àµÿ
∑’Ë‰¡à·®âß§«“¡ 67% µ—Èß„®‰¡à·®âß§«“¡·πàπÕπ 9% ≈—ß‡≈
Õ’° 24% ‰¡à·πà„® Õ¬“°·®âß ·µà‰¡à∑√“∫«à“ºŸâ©’¥Õ¬Ÿà∑’Ë‰Àπ
Õ“¬ §‘¥«à“‡ªìπ°√√¡‡°à“ ‰¡à∑√“∫«à“ºŸâ©’¥‡ªìπ„§√ ·≈–‰¡à§‘¥
«à“¡’ª√–‚¬™πå µ“¡≈”¥—∫ ∂â“®–„Àâ§”·π–π”·°à™“¬∑’ËµâÕß°“√
©’¥ “√‡æ‘Ë¡¢π“¥Õß§™“µ ºŸâªÉ«¬®–·π–π”Õ¬à“ß‰√ 94%
·π–π”«à“Õ¬à“©’¥‡≈¬ „Àâ‡Àµÿº≈«à“ Õ“®‡°‘¥¡–‡√Áß (68%) ‰¡à
¥’‡À¡◊Õπ∑’Ë§“¥‰«â (65%) ¡’º≈·∑√°´âÕπ√ÿπ·√ß‰¥â (65%)
‰¡à‡À¡◊Õπ∏√√¡™“µ‘ (55%) ‡ ’¬‡ß‘π-‡«≈“ (10%) Õ’° 6%
µ“¡„® ·≈â«·µà‡¢“

«‘®“√≥å
º≈°“√»÷°…“ ºŸâªÉ«¬ à«π„À≠àÕ¬Ÿà„π«—¬∑”ß“π °“√»÷°…“

·≈–‡»√…∞“π–µË” ©’¥ “√¡“π“π‡©≈’Ë¬ 4 ªï‡»…  “‡Àµÿ∑’Ë
©’¥ à«π„À≠à‡™◊ËÕ«à“¢π“¥Õß§™“µ¡’§«“¡ ”§—≠µàÕ‡æ» —¡æ—π∏å
°≈ÿà¡‡æ◊ËÕπ¡’Õ‘∑∏‘æ≈Õ¬à“ß Ÿß∑—Èß°“√™—°®Ÿß·≈–‡ªìπºŸâ©’¥ “√„Àâ
¡’ºŸâªÉ«¬ 2 √“¬ ∑’Ë©’¥‚¥¬·æ∑¬å √“¬Àπ÷Ëß©’¥À≈—ß¢≈‘∫Àπ—ß
Àÿâ¡ª≈“¬Õ«—¬«–‡æ»‚¥¬·æ∑¬å¢≥–∑”ß“π∑’Ëª√–‡∑»·∂∫
µ–«—πÕÕ°°≈“ß Õ’°√“¬Àπ÷Ëß©’¥‚¥¬·æ∑¬å§≈‘π‘°„π°√ÿß‡∑æœ
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∫√√®ß   ◊∫ —ß¢å æ.∫.*

ª√– ∫°“√≥å°“√„ÀâŒÕ√å‚¡π‡∑ ‚µ ‡µÕ‚√π
™π‘¥√—∫ª√–∑“π„πºŸâªÉ«¬™“¬ Ÿß«—¬∑’Ë¢“¥ŒÕ√å‚¡π
‡æ»™“¬∑’Ë§≈‘π‘° ÿ¢¿“æ‡æ»™“¬ ‚√ßæ¬“∫“≈
§à“¬ √√æ ‘∑∏‘ª√– ß§å ®—ßÀ«—¥Õÿ∫≈√“™∏“π’

π‘æπ∏åµâπ©∫—∫

∫∑§—¥¬àÕ
«—µ∂ÿª√– ß§å: ‡æ◊ËÕ· ¥ßª√– ∫°“√≥å°“√„ÀâŒÕ√å‚¡π‡∑ ‚µ ‡µÕ‚√π ™π‘¥√—∫ª√–∑“π ·≈–ª√–‡¡‘πª√– ‘∑∏‘¿“æ

µ≈Õ¥®π§«“¡ª≈Õ¥¿—¬„π°“√√—°…“ºŸâªÉ«¬™“¬ Ÿß«—¬∑’Ë¢“¥ŒÕ√å‚¡π‡æ»™“¬
«‘∏’»÷°…“: „π°“√»÷°…“§√—Èßπ’È ‰¥â√«∫√«¡ºŸâªÉ«¬™“¬ Ÿß«—¬∑’Ë¢“¥ŒÕ√å‚¡π‡æ»™“¬ ®”π«π 20 √“¬ ∑’Ë¡“√—∫°“√√—°…“

∑’Ë§≈‘π‘° ÿ¢¿“æ‡æ»™“¬  ºŸâªÉ«¬∑ÿ°§π®–‰¥â√—∫°“√√—°…“‚¥¬°“√„ÀâŒÕ√å‚¡π‡∑ ‚µ ‡µÕ‚√π™π‘¥√—∫ª√–∑“π (ORAL TES-
TOSTERONE UNDECANOATE) ¢π“¥µ—Èß·µà 80-160 ¡‘≈≈‘°√—¡ ∑ÿ°«—π‡ªìπ‡«≈“ 3 ‡¥◊Õπ ‚¥¬°àÕπ·≈–À≈—ß°“√√—°…“
ºŸâªÉ«¬∑ÿ°√“¬®–‰¥â√—∫°“√ª√–‡¡‘π‡°’Ë¬«°—∫‚√§ª√–®”µ—« Õ“°“√¢“¥ŒÕ√å‚¡π‡æ»™“¬ §«“¡√ÿπ·√ß¢ÕßÕ“°“√¢“¥
ŒÕ√å‚¡π‡æ»™“¬ §«“¡√ÿπ·√ß¢Õß¿“«–‡ ◊ËÕ¡ ¡√√∂¿“æ‡æ»™“¬ °“√µ√«®∑“ßÀâÕßªØ‘∫—µ‘°“√µ≈Õ¥®π√–¥—∫ŒÕ√å‚¡π
‡æ»™“¬·∫∫Õ‘ √– (FREE TESTOSTERONE) „π°√–· ‡≈◊Õ¥

º≈°“√»÷°…“: Õ“¬ÿ‡©≈’Ë¬¢ÕßºŸâªÉ«¬°≈ÿà¡π’È‡∑à“°—∫ 60 ªï ‚√§ª√–®”µ—«∑’Ëæ∫„πºŸâªÉ«¬°≈ÿà¡π’È ‰¥â·°à ‚√§§«“¡¥—π‚≈À‘µ
 Ÿß 30%  ‚√§‰¢¡—π„π‡≈◊Õ¥ Ÿß 25% ‚√§‡∫“À«“π 15% Õ“°“√¢Õß°“√¢“¥ŒÕ√å‚¡π‡æ»™“¬ ‰¥â·°à  °“√¡’‡æ» —¡æ—π∏å≈¥≈ß
15% °“√·¢Áßµ—«¢ÕßÕ«—¬«–‡æ»≈¥≈ß 15% §«“¡æ÷ßæÕ„®„π™’«‘µ≈¥≈ß 15% §«“¡µâÕß°“√∑“ß‡æ»≈¥≈ß 10% ·≈–
√à“ß°“¬ÕàÕπ·√ß 10% §«“¡√ÿπ·√ß¢ÕßÕ“°“√¢“¥ŒÕ√å‚¡π‡æ»™“¬æ∫«à“¥’¢÷ÈπÀ≈—ß°“√„ÀâŒÕ√å‚¡π‡∑ ‚µ ‡µÕ‚√π™π‘¥
√—∫ª√–∑“πÕ¬à“ß¡’π—¬ ”§—≠∑“ß ∂‘µ‘ (P<0.05) §«“¡√ÿπ·√ß¢Õß¿“«–‡ ◊ËÕ¡ ¡√√∂¿“æ‡æ»™“¬°Áæ∫«à“¥’¢÷Èπ‡™àπ
‡¥’¬«°—πÀ≈—ß°“√„ÀâŒÕ√å‚¡π‡∑ ‚µ ‡µÕ‚√π™π‘¥√—∫ª√–∑“πÕ¬à“ß¡’π—¬ ”§—≠∑“ß ∂‘µ‘ (P<0.05) °“√µ√«®∑“ßÀâÕßªØ‘∫—µ‘
°“√ (CBC, LIPID PROFILE, LFT, PSA) ‰¡à¡’°“√‡ª≈’Ë¬π·ª≈ßº‘¥ª°µ‘À≈—ß°“√„ÀâŒÕ√å‚¡π‡∑ ‚µ ‡µÕ‚√π™π‘¥√—∫ª√–∑“π
 ”À√—∫√–¥—∫ŒÕ√å‚¡π‡æ»™“¬Õ‘ √–æ∫«à“ Õ¬Ÿà¿“«–ª°µ‘À≈—ß°“√„ÀâŒÕ√å‚¡π‡∑ ‚µ ‡µÕ‚√π Õ¬à“ß¡’π—¬ ”§—≠∑“ß ∂‘µ‘
(P<0.05)

«‘®“√≥å: ®“°°“√»÷°…“§√—Èßæ∫«à“ºŸâªÉ«¬™“¬ Ÿß«—¬∑’Ë¡’¿“«–¢“¥ŒÕ√å‚¡π‡æ»™“¬¡’Õ“°“√¥’¢÷Èπ®“°°“√„ÀâŒÕ√å‚¡π
‡∑ ‚µ ‡µÕ‚√π™π‘¥√—∫ª√–∑“π ‡ªìπ‡«≈“ 3 ‡¥◊Õπ 50%

 √ÿªº≈: °“√„ÀâŒÕ√å‚¡π‡∑ ‚µ ‡µÕ‚√π™π‘¥√—∫ª√–∑“π„π™“¬ Ÿß«—¬∑’Ë¡’¿“«–¢“¥ŒÕ√å‚¡π‡æ»™“¬ æ∫«à“¡’
ª√– ‘∑∏‘¿“æ·≈–¡’§«“¡ª≈Õ¥¿—¬

§” ”§—≠: 1. °“√„ÀâŒÕ√å‚¡π‡∑ ‚µ ‡µÕ‚√π™π‘¥√—∫ª√–∑“π (TESTOSTERONE UNDICANOATE)
2. ¿“«–¢“¥ŒÕ√å‚¡π‡æ»™“¬„π™“¬ Ÿß«—¬
3. ¿“«–‡ ◊ËÕ¡ ¡√√∂¿“æ‡æ»™“¬

*  ««.»—≈¬»“ µ√å¬Ÿ‚√«‘∑¬“, Õ«.‡«™»“ µ√å§√Õ∫§√—«, ‚√ßæ¬“∫“≈§à“¬ √√æ ‘∑∏‘ª√– ß§å ®—ßÀ«—¥Õÿ∫≈√“™∏“π’
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Abstract
Purpose: To share experience of oral testosterone replacement therapy and evaluated its efficacy

and safety in ùùpadamûû patients.

Materials and methods: A total of 20 ùùpadamûû patients were treated with oral testosterone
undecanoate does between 80 to 160 mg in 3 months interval. Mean age, Comorbidity diseases, ùùPadamûû
symptoms, Severity of ùùpadamûû, Severity of ED, Laboratory check up and Free testosterone level in blood
were  evaluated.

Results: Mean age of patients was 60 year-old. Comorbidity were hypertension 30%, hyperlipidemia
25% and diabetis mellitus 15%. ùùPadamûû symptoms were decrease sexual intercourse 15%, decrease
erection 15%, decrease well-being 15% and weakness 10%. AMS score and IIEF score improved signifi-
cantly difference (p<0.05). Laboratory check up pre-and post-treatment were not differed. Low free test-
osterone level in blood was 67% improved with significantly difference (p<0.05).

Discussion: I found that after oral testosterone undecanoate replacement therapy abount 3 months
interval, 50% of ùpadamû patients were improved.

Conclusion: Oral testosterone therapy was efficacy and safety.

Keywords: 1. Oral testosterone undecanoate replacement therapy (TRT)
2. ùùPadamûû (partial androgen deficiency in aging male)
3. ùùEDûû (erectile dysfunction)

Experience of Oral Testosterone Replacement Therapy in ùùPADAMûû Patients
at Menûs Health Clinic, Sappasitthiprasong Fort Hospital, Ubonratchathani

Bunchong Seubsang M.D.*

* Urologist, Family Medicine Sappasithiprasong Fort Hospital, Ubonratchathani.
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Introduction
Female menopause has been known for cen-

turies, but ùùPadamûû has recently been discovered
(table 1). ùùPadamûû is defined as gradually decrease
of testosterone level with advancing age.

rone level <6.5 ng/dl) in menûs health clinic, Sappasi-
tthiprasong fort hospital, Ubonratchathani were treated
with oral testosterone undecanoate does between
80 to 160 mg for 3 months interval from January to
March, 2005. The author evaluted patients (pre-and
post-treatment) by: Mean age, Comorbidity diseases,
ùùPadamûû symptoms, Severity of ùùpadamûû (AMS
score), Severity of ED (IIEF score). Laboratory check
up (CBC, LIPID PROFILE, LFT, PSA) and Free testo-
sterone level in blood.

Statistic
Data of patients were evaluted by T - Test and

ANOVA, p <0.05 was chosen as the limit for statisti-
cal significance.

Results
Mean age of patients was 60 year - old (range

42-74 year-old)
COMORBIDITY DISEASE: In 20 ùùpadamûû pa-

tients had hypertention 6 in 20 (30%), hyperlipidemia
5 in 20 (25%), diabetes mellitus 3 in 20 (15%), gout
2 in 20 (10%), other disease 2 in 20 (10%) and
healthy 2 in 20 (10%) (table II)

Sypmtom of ùùpadamûû include lethargy, de-
pression, irrtability, mood swings, hot flushes, insom-
nia, decreased libido, weakness, loss bone mass and
lean body mass, and sexual dysfunction. This condi-
tion is the primary indication for testosterone re-
placement therapy. In this study I evaluated efficacy
and safety of oral testosterone undecanoate in treat-
ment of ùùpadamûû patients.

Materials and methods
A total of 20 ùùpadamûû patients (free testoste-
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Table 2  Comorbidity Diseases

Table 1 ùùPadamûû different from Female menopause

Age (yrs)
Sex
Hormone change

Menopause

45 - 55
Estrogen stop
immidiately

ùùPadamûû

40 up
Testosterone
diminish gradually
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ùùPADAMûû SYPMTOMS: In 20 ùùpadamûû patients
had decrease sexual intercourse 3 in 20 (15%), de-
crease erection 3 in 20 (15%), decrease libido 2 in
20 (10%), weakness 2 in 20 (10%), mood swings
2 in 20 (10%), insomnia 2 in 20 (10%) and other
symptoms 3 in 20 (15%) (table III)

AMS score (table IV)
- PRE -TRT

: mild padam symptoms 8 in 20 (40%)
(AMS score 27-36)

: moderate padam symptoms 9 in 20 (45%)
(AMS score 37-49)

: severe padam symptoms 3 in 20 (15%)
(AMS score >50)

: mean = 40
- POST - TRT

: mild padam symptoms 13 in  20 (65%)
(AMS score 27-36)

: moderate padam symptoms 5 in 20 (25%)
(AMS score 37-49)

: severe padam symptoms 2 in 20 (10%)
(AMS score >50)

: mean = 34
After treament ùùPadamûû symptoms were signi-

ficantly improved (p<0.05)[2,3].

IIEF score (Table V)
- PRE - TRT

: mild ED symptoms 4 in 20 (20%)
(IIEF score 17-25)

: moderate ED symptoms 10 in 20 (50%)
(IIEF score 8-16)

: severe ED symptoms 6 in 20 (30%)
(IIEF score 1-7)

:  mean = 13
- POST - TRT

: mild ED symptoms 8 in 20 (40%)
(IIEF score 17-25)
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PRE-TRT

CBC
LIPID PROFILE
LFT
PSA

Table 6  Laboratory Check Up

LAB
ABNORMAL (%)

100
56
72
100

-
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28
-
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-
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-

ABNORMAL (%)
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: moderate ED symptoms 10 in 20 (50%)
  (IIEF score 8-16)
: severe ED symptoms 2 in 20 (10%)

(IIEF score 1-7)
: mean = 17

After treatment IIEF score were significantly
improved (p<0.05)[4].

Laboratory check up pre - and post - trt were
not differed[1,2,3,4].

FREE TESTOSTERONE LEVEL (Table VII)
- PRE-TRT

: normal 7 in 20 (33%)
: abnormal 13 in 10 (67%)
: mean = 6.0 ng/dl
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- POST-TRT
: normal 13 in 20 (67%)
: abnormal 7 in 10 (33%)
: mean = 8.3 ng/dl

Free testosterone level was significantly in-
creased to physiologic range (p<0.05)[2,3,4].

Discussion and Conclusion
From this study, it was proved that oral test-

osterone undecanoate improved AMS score, IIEF
score and Free testosterone level significantly,
(p <0.05). Laboratory check up (CBC, LIPID PRO-
FILE, LFT, PSA) were not affected by this drug. No
patients discontinued treatment due to adverse reac-
tion. In the present study testosterone undecanoate
was efficacy and safety in ùùPadamûû patients.
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°“√»÷°…“‡ª√’¬∫‡∑’¬∫§«“¡‰«·≈–§«“¡®”‡æ“–
¢Õß°“√‡æ“–‡™◊ÈÕªí  “«–®“°°√–‡æ“–ªí  “«–,
°“√‡æ“–‡™◊ÈÕªí  “«–®“°°√«¬‰µ ·≈–
°“√‡æ“–‡™◊ÈÕ®“°°âÕππ‘Ë« „π°“√∑”π“¬°“√‡°‘¥
¿“«–µ‘¥‡™◊ÈÕ ¿“¬À≈—ß°“√ºà“µ—¥π‘Ë«‰µ¥â«¬«‘∏’
Percutaneous Nephrolithotomy

π‘æπ∏åµâπ©∫—∫

≥—∞æß»å  «ß»å«—≤π“‡ ∂’¬√ æ.∫.*, «√æ®πå  ™ÿ≥À§≈â“¬ æ.∫.**,
 ¡‡°’¬√µ‘  æÿà¡‰æ»“≈™—¬ æ.∫.**, «‘‚√®πå  ®‘µµå·®âß æ.∫.**,
¥π—¬æ—π∏å  Õ—§√ °ÿ≈ æ.∫.**

* ·æ∑¬åª√–®”∫â“π™—Èπªï∑’Ë 4  “¢“»—≈¬°√√¡∑“ß‡¥‘πªí  “«– ‚√ßæ¬“∫“≈√“™«‘∂’
** °≈ÿà¡ß“π»—≈¬°√√¡∑“ß‡¥‘πªí  “«– ‚√ßæ¬“∫“≈√“™«‘∂’

∫∑§—¥¬àÕ
«—µ∂ÿª√– ß§å: ‡æ◊ËÕ»÷°…“‡ª√’¬∫‡∑’¬∫§«“¡‰«·≈–§«“¡®”‡æ“–¢Õß°“√‡æ“–‡™◊ÈÕªí  “«–®“°°√–‡æ“–ªí  “«–

ªí  “«–®“°°√«¬‰µ ·≈–°“√‡æ“–‡™◊ÈÕ®“°°âÕππ‘Ë« „π°“√∑”π“¬°“√‡°‘¥¿“«–µ‘¥‡™◊ÈÕ sepsis ¿“¬À≈—ß°“√ºà“µ—¥
Percutaneous nephrolithotomy (PCNL)

ºŸâªÉ«¬·≈–«‘∏’°“√√—°…“: ºŸâªÉ«¬∑’Ë‰¥â√—∫°“√§—¥‡≈◊Õ°‡¢â“ Ÿà°“√«‘®—¬∑—ÈßÀ¡¥ 51 √“¬ ®–‰¥â√—∫°“√ àßµ√«®ªí  “«–
®“°°√–‡æ“–ªí  “«– (midstream urine culture) ªí  “«–®“°°√«¬‰µ (pelvic urine culture) ·≈–®“°°âÕππ‘Ë« (stone
culture) ·≈–¿“¬À≈—ßºà“µ—¥®–‰¥â√—∫°“√‡ΩÑ“ —ß‡°µÕ“°“√ Systemic Inflammatory Response Syndrome (SIRS)

º≈≈—æ∏å: ®“°°“√«‘®—¬æ∫«à“°“√‡æ“–‡™◊ÈÕªí  “«–®“°°√–‡æ“–ªí  “«–æ∫‡™◊ÈÕ 27.5% °“√‡æ“–‡™◊ÈÕªí  “«–®“°
°√«¬‰µæ∫‡™◊ÈÕ 25.5% ·≈–°“√‡æ“–‡™◊ÈÕ®“°°âÕππ‘Ë«æ∫‡™◊ÈÕ 58.8% À≈—ßºà“µ—¥‡°‘¥ SIRS 13 √“¬ §‘¥‡ªìπ 25% æ∫«à“
°“√‡æ“–‡™◊ÈÕ®“°°âÕππ‘Ë«¡’§«“¡‰« Ÿß ÿ¥§◊Õ 85% °“√‡æ“–‡™◊ÈÕ®“°°√«¬‰µ¡’§«“¡®”‡æ“– Ÿß ÿ¥§◊Õ 89% §«“¡‡ ’Ë¬ß¢Õß
°“√‡°‘¥ SIRS ®“°°“√¢÷Èπ‡™◊ÈÕ¢Õß°“√‡æ“–‡™◊ÈÕªí  “«–®“°°√–‡æ“–ªí  “«– °“√‡æ“–‡™◊ÈÕªí  “«–®“°°√«¬‰µ ·≈–
®“°°âÕππ‘Ë«‡ªìπ 4.299, 6.577, 7.857 µ“¡≈”¥—∫ ·≈–æ∫«à“°“√‡æ“–‡™◊ÈÕ®“°∑—Èß “¡·À≈àß¡’§«“¡ —¡æ—π∏åÕ¬à“ß¡’π—¬
 ”§—≠∑“ß ∂‘µ‘„π°“√∑”π“¬°“√‡°‘¥¿“«– SIRS

 √ÿª: ¥—ßπ—Èπ®÷ß§«√‡°Á∫ªí  “«–®“°°√«¬‰µ·≈–°âÕππ‘Ë« àßµ√«®‡æ“–‡™◊ÈÕ√à«¡¥â«¬„π√–À«à“ß°“√∑”ºà“µ—¥ PCNL
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∫∑π”
ªí®®ÿ∫—π ‚√§π‘Ë«„π√–∫∫∑“ß‡¥‘πªí  “«–¬—ß‡ªìπªí≠À“

∑’Ë ”§—≠¢Õß√–∫∫ “∏“√≥ ÿ¢ª√–‡∑»‰∑¬ „πÕ¥’µ°“√
√—°…“π‘Ë«‰µπ‘¬¡∑”‡ªìπ open stone surgery ´÷Ëß¡’«‘∏’µà“ßÊ
‡™àπ °“√∑” anatrophic nephrolithotomy, pyelolitho-
tomy, focal nephrolithotomy ‡ªìπµâπ ·µàªí®®ÿ∫—π°“√
√—°…“¥â«¬«‘∏’¥—ß°≈à“«∂Ÿ°·∑π∑’Ë¥â«¬«‘∏’ percutaneous neph-
rolithotomy ·≈–‡ªìπ∑’Ëπ‘¬¡·æ√àÀ≈“¬„π‚√ßæ¬“∫“≈À≈“¬
·Ààß¢Õßª√–‡∑» ¢âÕ¥’¢Õß°“√√—°…“π‘Ë«‰µ¥â«¬«‘∏’ percuta-
neous nephrolithotomy §◊Õ ·º≈ºà“µ—¥‡≈Á° ª«¥·º≈
ºà“µ—¥πâÕ¬ ºŸâªÉ«¬æ—°√—°…“µ—«Õ¬Ÿà‚√ßæ¬“∫“≈ —Èπ  “¡“√∂°≈—∫
‰ª∑”ß“π‰¥â‡√Á« ∂÷ß·¡â°“√ºà“µ—¥¥â«¬«‘∏’π’È®–¡’¢âÕ¥’À≈“¬
ª√–°“√‡¡◊ËÕ‡∑’¬∫°—∫°“√√—°…“¥â«¬«‘∏’ open stone surgery
·µà°ÁÕ“®‡°‘¥¿“«–·∑√°´âÕπ®“°°“√ºà“µ—¥™π‘¥π’È ¿“«–·∑√°
´âÕπ∑’Ë ”§—≠¢Õß°“√∑” percutaneous nephrolithotomy
§◊Õ sepsis æ∫‰¥â 0.25%-1.5%[1]  ¿“«– sepsis ∑”„Àâ
ºŸâªÉ«¬µâÕßæ—°√—°…“µ—«π“π¢÷Èπ ‡ ’¬§à“„™â®à“¬„π°“√√—°…“
æ¬“∫“≈ Ÿß¢÷Èπ ·≈–Õ“®√ÿπ·√ß®π∑”„Àâ∂÷ß·°à™’«‘µ‰¥â ·≈–
∂÷ß·¡âº≈°“√‡æ“–‡™◊ÈÕªí  “«– (midstream urine culture)
∑’Ë àßµ√«®∑ÿ°√“¬°àÕπºà“µ—¥®–‰¡àæ∫‡™◊ÈÕ·µàºŸâªÉ«¬∫“ß√“¬°Á¡’
‚Õ°“ ‡°‘¥¿“«– sepsis ‰¥â °“√»÷°…“«‘®—¬π’È®÷ßµâÕß°“√»÷°…“
°“√‡æ“–‡™◊ÈÕ®“°µ”·ÀπàßÕ◊Ëπ ‰¥â·°à °“√‡æ“–‡™◊ÈÕ®“°°âÕππ‘Ë«
(stone culture), °“√‡æ“–‡™◊ÈÕªí  “«–®“°°√«¬‰µ (pel-
vic urine culture) ‡ª√’¬∫‡∑’¬∫°—∫°“√‡æ“–‡™◊ÈÕªí  “«–®“°
°√–‡æ“–ªí  “«– (bladder urine culture) ·≈–§«“¡
 —¡æ—π∏å¢Õß°“√‡°‘¥¿“«– Systemic Inflammatory Res-
ponse Syndrome (SIRS) ¿“¬À≈—ß°“√ºà“µ—¥ percuta-
neous nephrolithotomy

°“√¥”‡π‘π°“√«‘®—¬
ºŸâªÉ«¬∑’Ë‡¢â“√—∫°“√ºà“µ—¥π‘Ë«‰µ¥â«¬«‘∏’ percutaneous

nephrolithotomy ∑’Ë ‚√ßæ¬“∫“≈√“™«‘∂’  µ—Èß·µà«—π∑’Ë
1 °√°Æ“§¡ æ.». 2548 ∂÷ß 31 ¡’π“§¡ æ.». 2549 ®”π«π
51 √“¬

Inclusion criteria §◊Õ
1. ºŸâªÉ«¬‡æ»™“¬À√◊ÕÀ≠‘ß∑’Ë‡¢â“√—∫°“√ºà“µ—¥ PCNL

„π‚√ßæ¬“∫“≈√“™«‘∂’ µ—Èß·µà«—π∑’Ë 1 °√°Æ“§¡ æ.». 2548
∂÷ß 31 ¡’π“§¡ æ.». 2549

2. Õ“¬ÿ 20-70 ªï

3. ¢π“¥π‘Ë« 1.5-5 cm
4. ‡ªìππ‘Ë«∑’Ë‰µ‡æ’¬ß¢â“ß‡¥’¬« (unilateral obstruction)
Exclusion criteria §◊Õ
1. ºŸâªÉ«¬∑’Ë ‰¥â√—∫°“√„ à DJ stent À√◊Õ urethral

catheter
2. ºŸâªÉ«¬∑’Ë‡ªìπ‡∫“À«“π
3. ºŸâªÉ«¬∑’Ë¡’°“√∑”ß“π¢Õß‰µ∫°æ√àÕß (serum

creatinine >1.4 mg/dl)
4. ºŸâªÉ«¬∑’Ë¡’‰¢â°àÕπºà“µ—¥
5. ºŸâªÉ«¬∑’Ë¡’π‘Ë«À√◊Õ‡π◊ÈÕßÕ°„π°√–‡æ“–ªí  “«–

√à«¡¥â«¬
ºŸâªÉ«¬∑’Ë‡¢â“√—∫°“√ºà“µ—¥®–‰¥â√—∫°“√µ√«®‡æ“–‡™◊ÈÕ

ªí  “«–®“°°√–‡æ“–ªí  “«–‚¥¬«‘∏’ midstream urine
culture (MUC) °àÕπºà“µ—¥∑ÿ°√“¬ ∂â“º≈‡æ“–‡™◊ÈÕ‰¡àæ∫‡™◊ÈÕ
®÷ßºà“µ—¥‰¥â∑—π∑’ À“°º≈‡æ“–‡™◊ÈÕ¢÷Èπ‡™◊ÈÕºŸâªÉ«¬®–‰¥â√—∫°“√©’¥
antibiotics µ“¡ sensitivity ¢Õß‡™◊ÈÕ°àÕπºà“µ—¥Õ¬à“ßπâÕ¬
2 «—π °àÕπ°“√∑”ºà“µ—¥

¢—ÈπµÕπ°“√ºà“µ—¥
ë ¥¡¬“ ≈∫‚¥¬°“√„ à∑àÕ™à«¬À“¬„® ·≈–©’¥ anti-

biotics ‡ªìπ Ceftriazone 1 g À√◊Õµ“¡ sensitivity ¢Õß
‡™◊ÈÕ®“°°“√‡æ“–‡™◊ÈÕªí  “«–®“°°√–‡æ“–ªí  “«–°àÕπ
ºà“µ—¥

ë cystoscopy ‡æ◊ËÕ„ à “¬ ureteral catheter No.
6 ·≈–‡°Á∫ªí  “«–®“°°√«¬‰µ àß‡æ“–‡™◊ÈÕ‚¥¬°“√ aspira-
tion/irrigation ¥â«¬ normal saline solution ®“°π—Èπ„ à
 “¬ «π Foley catheter

ë ®—¥∑à“πÕπ§«Ë”‡æ◊ËÕ∑” percutaneous access
À≈—ß®“°‡¢â“ calyx ∑’ËµâÕß°“√‰¥â·≈â« „ à guide wire

ë ¢¬“¬∑“ß‡¢â“¥â«¬ metal telescoping dilators
®π∂÷ß¢π“¥ 30 Fr ·≈â«„ à Amplatz sheath

ë „ à°≈âÕß nephroscope ‡æ◊ËÕÀ“π‘Ë« π‘Ë«®–∂Ÿ°∑”„Àâ
·µ°¥â«¬ ultrasonic lithoclast π”‡»…π‘Ë«ÕÕ°¡“≈â“ß¥â«¬
normal saline solution 4 §√—Èß ®“°π—Èπ®÷ß∫¥‡ªìπºß·≈â«
 àß‡æ“–‡™◊ÈÕ[2]

ë ¿“¬À≈—ß‡ √Á® ‘Èπ°“√ºà“µ—¥ „ à nephrostomy tube
§“‰«â

À≈—ßºà“µ—¥ºŸâªÉ«¬∑ÿ°√“¬®–‰¥â√—∫°“√‡ΩÑ“ —ß‡°µ¿“«–
systemic inflammatory response syndrome (SIRS) ‚¥¬
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‡°≥±å°“√«‘π‘®©—¬µâÕßª√–°Õ∫‰ª¥â«¬Õ¬à“ßπâÕ¬ 2 „π 4 ¢âÕ
µàÕ‰ªπ’È[3]

1. temperature >38oC À√◊Õ <36oC
2. heart rate >100/min
3. respiratory rate >20/min
4. wbc >12,000/uL À√◊Õ <4,000/uL
ºŸâªÉ«¬∑’Ë¡’¿“«– SIRS ∑ÿ°√“¬®–‰¥â√—∫°“√ àßµ√«®

‡æ“–‡™◊ÈÕ„π°√–· ‡≈◊Õ¥ (hemoculture) ·≈–„π°√≥’∑’Ë¡’
hypotension (SBP <90 mmHg À√◊Õ DBP <60 mmHg)
®–‰¥â√—∫°“√«‘π‘®©—¬«à“¡’ septic shock √à«¡¥â«¬

°“√‡æ“–‡™◊ÈÕªí  “«–®“°°√–‡æ“–ªí  “«–, ªí  “«–
®“°°√«¬‰µ ·≈–°“√‡æ“–‡™◊ÈÕ®“°°âÕππ‘Ë« ·µà≈– specimen
®–‰¥â√—∫°“√‡æ“–‡™◊ÈÕ„π media µàÕ‰ªπ’È

1. chocolate agar
2. blood agar
3. Mac Conkey agar
4. Thioglycolate broath agar
 ∂‘µ‘∑’Ë„™â„π°“√§”π«≥§à“π—¬ ”§—≠∑“ß ∂‘µ‘§◊Õ Chi-

Square test „™â‚ª√·°√¡ SPSS version 12.0 „π°“√
‡°Á∫·≈–«‘‡§√“–Àå¢âÕ¡Ÿ≈

º≈°“√«‘®—¬
ºŸâªÉ«¬∑’Ë‡¢â“√—∫°“√«‘®—¬∑—ÈßÀ¡¥ 51 √“¬ ·∫àß‡ªìπºŸâªÉ«¬

‡æ»™“¬ 30 √“¬ (58.8%) ‡æ»À≠‘ß 21 √“¬ (41.2%) Õ“¬ÿ
‡©≈’Ë¬ 50.6 ªï (22-70ªï) ‡ªìππ‘Ë«‰µ¥â“π¢«“ 27 √“¬ (52.9%)
π‘Ë«‰µ¥â“π´â“¬ 24 √“¬ (47.1%) §à“ serum creatinine ‡©≈’Ë¬
1.1 mg/dl À≈—ß∑” IVP ¡’¿“«– hydronephrosis 44 √“¬
(86.3%) ‰¡à¡’¿“«– hydronephrosis 7 √“¬ (13.7%) ¢π“¥
π‘Ë«‡©≈’Ë¬ 2.65 ‡´πµ‘‡¡µ√ „™â‡«≈“„π°“√ºà“µ—¥‡©≈’Ë¬ 117.25
π“∑’ (30-290 π“∑’) À≈—ßºà“µ—¥πÕπ‚√ßæ¬“∫“≈‡©≈’Ë¬ 5.86
«—π (4-8 «—π) ¥—ß· ¥ß„πµ“√“ß∑’Ë 1

º≈°“√‡æ“–‡™◊ÈÕªí  “«–®“°°√–‡æ“–ªí  “«–æ∫‡™◊ÈÕ
14 √“¬ (27.5%), ‡æ“–‡™◊ÈÕªí  “«–®“°°√«¬‰µæ∫‡™◊ÈÕ
13 √“¬ (25.5%) ·≈–‡æ“–‡™◊ÈÕ®“°°âÕππ‘Ë«æ∫‡™◊ÈÕ 21 √“¬
(58.8%) ¥—ßµ“√“ß∑’Ë 2 ·≈–·ºπ¿Ÿ¡‘∑’Ë 1

‡™◊ÈÕ∑’Ëæ∫ à«π„À≠à‡ªìπ E. coli πÕ°®“°π’È¬—ß¡’°≈ÿà¡
Enterobacter, Pseudomonas aeruginosa, Klebsiella
pneumoniae, Proteus mirabilis ‡ªìπµâπ ¥—ßµ“√“ß∑’Ë 3 ·≈–
·ºπ¿Ÿ¡‘∑’Ë 2

æ∫ºŸâªÉ«¬®”π«π 9 √“¬ (17.6%) ∑’Ëº≈°“√‡æ“–‡™◊ÈÕ
æ∫¡’‡™◊ÈÕ¢÷Èπæ√âÕ¡°—πÀ¡¥∑—Èß 3 specimens ‚¥¬„π®”π«π

µ“√“ß∑’Ë 1  ¢âÕ¡Ÿ≈æ◊Èπ∞“π¢ÕßºŸâªÉ«¬

age
stone size (cm)
serum creatinine (mg/dl)
operative time (min)
length of stay

Range

22-70
1.5-5
0.7-1.4
30-290

4-8

Mean

50.67
2.65
1.1

117.25
5.84

Median

51
2.5
0.8
110
6

Sex:
Male
Female

Side:
Right
Left

Hydronephrosis:
Yes
No

30 (58.8%)
21 (41.2%)

27 (52.9%)
24 (47.1%)

44 (86.3%)
7 (13.7%)



«“√ “√      ¬Ÿ‚√58 ªï∑’Ë 28 ‡≈à¡∑’Ë 1  ¡‘∂ÿπ“¬π 2550

negative
positive

60

50

40

30

20

10

0
bladder urine�

culture
pelvic urine�

culture
stone culture

·ºπ¿Ÿ¡‘∑’Ë 1  ‡ª√’¬∫‡∑’¬∫º≈°“√‡æ“–‡™◊ÈÕ„π·µà≈– specimens

µ“√“ß∑’Ë 2  º≈°“√‡æ“–‡™◊ÈÕªí  “«–®“°°√–‡æ“–ªí  “«–, ªí  “«–®“°°√«¬‰µ ·≈–°“√‡æ“–‡™◊ÈÕ®“°°âÕππ‘Ë«

positive
negative
total

bladder urine culture

14 (27.5%)
37 (72.5%)

51

pelvic urine culture

13 (25.5%)
38 (74.5%)

51

stone culture

21 (58.8%)
30 (41.2%)

51

µ“√“ß∑’Ë 3  ‡™◊ÈÕ∑’Ëæ∫„π·µà≈– specimens

E. coli
Enterobacter spp.
Group B Streptococcus
Staphylococcus
Pseudomonas aeruginosa
Acinetobacter baumannii
Klebsiella pneumoniae
Enterococcus faecalis
Proteus mirabilis
total

Bladder urine culture

7
2
2
1
1
0
1
0
0
14

Pelvic urine culture

6
2
1
1
1
1
0
1
0
13

Stone culture

10
1
1
3
1
1
1
1
2
21
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Acinetobacter baumannii

Enterococcus faecalis
Klebsiella pneumoniae

Bladder urine

culture

Pelvic urine

culture

Stone culture

Pseudomonas aeruginosa
Staphylococus
Group B Streptococus
Enterrobacter spp.
E. coli

·ºπ¿Ÿ¡‘∑’Ë 2  ‡ª√’¬∫‡∑’¬∫‡™◊ÈÕ∑’Ëæ∫„π·µà≈– specimens

µ“√“ß∑’Ë 4  °“√∑”π“¬°“√‡°‘¥¿“«– SIRS ®“°°“√‡æ“–‡™◊ÈÕ specimen µà“ßÊ

bladder urine culture
pelvic urine culture
stone culture

% sensitivity

62%
69%
85%

% specificity

84%
89%
74%

p value

0.01
< 0.001
< 0.001

RR (95%CI)

4.299 (1.664-10.748)
6.577 (2.431-17.794)
7.857 (1.938-31.851)

π’È¡’ 8 √“¬ (15.7%) ∑’Ë‡ªìπ‡™◊ÈÕ™π‘¥‡¥’¬«°—πÀ¡¥ À≈—ß°“√
ºà“µ—¥æ∫¡’ºŸâªÉ«¬ 13 √“¬ ∑’Ë‡°‘¥¿“«– SIRS §‘¥‡ªìπ 25.5%
·≈–„πºŸâªÉ«¬ 13 √“¬π’È ¡’ 2 √“¬ ∑’Ë¡’¿“«– septic shock
·µà‰¡à¡’ºŸâ‡ ’¬™’«‘µ ·≈–º≈°“√‡æ“–‡™◊ÈÕ hemoculture „π
ºŸâªÉ«¬∑—Èß 13 √“¬ °Á‰¡àæ∫‡™◊ÈÕ

‡¡◊ËÕ‡ª√’¬∫‡∑’¬∫º≈°“√‡æ“–‡™◊ÈÕ®“° specimens
µà“ßÊ °—∫°“√‡°‘¥¿“«– SIRS æ∫«à“°“√‡æ“–‡™◊ÈÕ®“°°âÕπ
π‘Ë« ¡’ sensitivity  Ÿß∑’Ë ÿ¥§◊Õ 85% °“√‡æ“–‡™◊ÈÕ®“°
°√–‡æ“–ªí  “«–¡’§à“ sensitivity µË”∑’Ë ÿ¥ §◊Õ 62%  ”À√—∫
§à“ specificity æ∫«à“°“√‡æ“–‡™◊ÈÕ®“°°√«¬‰µ¡’§à“ speci-
ficity  Ÿß ÿ¥ §◊Õ 89%  à«π°“√‡æ“–‡™◊ÈÕ®“°°âÕππ‘Ë«¡’§à“
specificity µË” ÿ¥§◊Õ 74% ·≈–°“√‡æ“–‡™◊ÈÕ®“°∑—Èß 3 speci-
mens ¡’§«“¡ —¡æ—π∏å°—∫°“√‡°‘¥¿“«– SIRS Õ¬à“ß¡’π—¬ ”§—≠
∑“ß ∂‘µ‘ (p value <0.05) ‚¥¬°“√¢÷Èπ‡™◊ÈÕ®“°°âÕππ‘Ë«¡’§«“¡
‡ ’Ë¬ß„π°“√‡°‘¥¿“«– SIRS ¡“°∑’Ë ÿ¥ §◊Õ¡’ relative risk
7.857 °“√¢÷Èπ‡™◊ÈÕ®“°°√–‡æ“–ªí  “«–¡’§«“¡‡ ’Ë¬ß„π°“√
‡°‘¥¿“«– SIRS πâÕ¬∑’Ë ÿ¥ §◊Õ¡’ relative risk 4.299 ¥—ß
µ“√“ß∑’Ë 4

«‘®“√≥å
„π°“√ºà“µ—¥ percutaneous nephrolithotomy ¿“«–

·∑√°´âÕπ∑’Ëæ∫‰¥â∫àÕ¬√Õß®“°°“√‡ ’¬‡≈◊Õ¥§◊Õ°“√µ‘¥‡™◊ÈÕ
∑“ß‡¥‘πªí  “«– ´÷Ëß∫“ß√“¬Õ“®√ÿπ·√ß‡ªìπ°“√µ‘¥‡™◊ÈÕ„π
°√–· ‡≈◊Õ¥ ‡ªìπ‡Àµÿ„Àâ∂÷ß·°à™’«‘µ‰¥â  Rao P.N. ·≈–§≥–[4]
‰¥â∑”°“√»÷°…“æ∫«à“°“√æ∫‡™◊ÈÕ·∫§∑’‡√’¬„πªí  “«– (bac-
teriuria/pyuria) °àÕπ°“√ºà“µ—¥·≈–™π‘¥¢Õß°“√∑”ºà“µ—¥¥â«¬
«‘∏’ percutaneous nephrolithotomy ≈â«π‡ªìπªí®®—¬‡ ’Ë¬ß
∑’Ë∑”„Àâ‡°‘¥°“√µ‘¥‡™◊ÈÕ„π°√–· ‡≈◊Õ¥ (bacteremia/endo-
toxemia) À≈—ßºà“µ—¥µ“¡¡“‰¥â ‚¥¬ª°µ‘π‘Ë«„π‰µ¡—°°àÕ„Àâ‡°‘¥
°“√Õÿ¥µ—π„π√–∫∫∑“ß‡¥‘πªí  “«– ‚¥¬∑”„Àâ‡°‘¥¿“«–
hydronephrosis ‡°‘¥ stasis ¢Õß urine µ“¡¡“

°àÕ„Àâ‡°‘¥ colonization ¢Õß‡™◊ÈÕ„πµ”·Àπàß∑’Ë‡Àπ◊Õ
µàÕ°“√Õÿ¥µ—π ·≈–°“√∑”À—µ∂°“√ºà“µ—¥®–∑”„Àâ‡™◊ÈÕ‡¢â“ Ÿà
°√–· ‡≈◊Õ¥‰¥â[5,6] „π°“√‡°Á∫ªí  “«–·∫∫ midstream
urine culture ¡’¢âÕ¥’§◊Õ∑”‰¥âßà“¬  “¡“√∂‡°Á∫ àßµ√«®·≈–
∑√“∫º≈‰¥â°àÕπ°“√∑”ºà“µ—¥ ·µà¡’¢âÕ‡ ’¬§◊ÕÀ“°‡°Á∫‰¡à∂Ÿ°«‘∏’
À√◊Õ„π°√≥’π‘Ë«∑’ËÕÿ¥µ—π‡ªìπ·∫∫ complete obstruction º≈
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°“√µ√«®Õ“®‰¡à∫àß∫Õ°∂÷ß°“√µ‘¥‡™◊ÈÕ∑’Ë·∑â®√‘ß Mariappan
·≈– Loong[7] ‰¥â»÷°…“«‘®—¬„πºŸâªÉ«¬∑’Ë‡ªìππ‘Ë«„π∑àÕ‰µ ·≈–
¡’¿“«– obstruction æ∫«à“°“√µ√«® midstream urine
culture ∑”π“¬°“√µ‘¥‡™◊ÈÕ„πµ”·Àπàß∑’Ë‡Àπ◊ÕµàÕ°“√Õÿ¥µ—π
‰¥âµË”°«à“°“√‡æ“–‡™◊ÈÕªí  “«–®“°°√«¬‰µ·≈–®“°π‘Ë« ·µà
„π°“√»÷°…“«‘®—¬π’È∑”„πºŸâªÉ«¬∑’Ë‡ªìππ‘Ë«„π‰µ ·≈– à«π„À≠à
(86%) ¡’°“√Õÿ¥µ—π∑“ß‡¥‘πªí  “«– (hydronephrosis)  º≈
°“√»÷°…“æ∫«à“°“√µ√«® midstream urine culture ¡’
sensitivity „°≈â‡§’¬ß°—∫°“√‡æ“–‡™◊ÈÕªí  “«–®“°°√«¬‰µ
·µàµË”°«à“°“√‡æ“–‡™◊ÈÕ®“°π‘Ë« ·≈–æ∫«à“°“√‡æ“–‡™◊ÈÕ®“°
°âÕππ‘Ë«¡’‡ªÕ√å‡´Áπµå positive  Ÿß ÿ¥ (58.8%) ´÷Ëß®“°ß“π
«‘®—¬°àÕπÀπâ“π’È[8-10] æ∫√–À«à“ß 14-77% πÕ°®“°π’È°“√
¢÷Èπ‡™◊ÈÕ®“°°“√‡æ“–‡™◊ÈÕ¢Õßπ‘Ë«‡ªìπªí®®—¬‡ ’Ë¬ßµàÕ°“√µ‘¥‡™◊ÈÕ
µ“¡¡“À≈—ßºà“µ—¥ Ÿß°«à“°“√¢÷Èπ‡™◊ÈÕ®“°°“√‡æ“–‡™◊ÈÕ
ªí  “«–®“°°√«¬‰µ ·≈– Ÿß°«à“°“√‡æ“–‡™◊ÈÕªí  “«–®“°
°√–‡æ“–ªí  “«– (RR 7.857, 6.577, 4.299)

°“√‡°Á∫ªí  “«–®“°°√«¬‰µ‡æ“–‡™◊ÈÕ¡’¢âÕ¥’§◊Õ¡’
§«“¡®”‡æ“– (specificity)  Ÿß„π°“√∑”π“¬¿“«–µ‘¥‡™◊ÈÕ
‡π◊ËÕß®“°‡ªìπ°“√µ√«®®“°∫√‘‡«≥∑’Ë¡’ colonization ‚¥¬µ√ß
·µà¡’¢âÕ‡ ’¬§◊Õ°“√‡°Á∫ªí  “«–Õ“®‰¥âª√‘¡“≥πâÕ¬‡π◊ËÕß®“°
∫“ß§√—Èß “¬ ureteral catheter Õ“®®–‰¡à “¡“√∂„ àºà“π
°âÕππ‘Ë«‰¥â∑”„Àâ ‰¡à‰¥â urine „πµ”·Àπàß¢Õß°√«¬‰µ∑’Ë·πàπÕπ
„π°√≥’ aspiration ‰¡à‰¥âÕ“®µâÕß∑” irrigation ¥â«¬ nor-
mal saline solution ∑”„Àâ‡™◊ÈÕ∂Ÿ°‡®◊Õ®“ß≈ß °“√‰¥âªí  “«–
®“°°“√‡®“–‚¥¬‡¢Á¡∑’Ë„™â access πà“®–¡’§«“¡‡™◊ËÕ∂◊Õ¡“°
°«à“  à«π°“√‡æ“–‡™◊ÈÕ®“°°âÕππ‘Ë«¡’¢âÕ¥’§◊Õ¡’§«“¡‰« (sen-
sitivity)  Ÿß ·µà¡’¢âÕ‡ ’¬§◊Õ°“√µ√«®§àÕπ¢â“ß¬ÿàß¬“° µâÕßπ”

°âÕππ‘Ë«¡“≈â“ß¥â«¬ normal saline solution 4 §√—Èß À≈—ß
®“°π—Èππ”°âÕππ‘Ë«¡“∫¥ ·≈â«®÷ß§àÕ¬π”‰ª‡æ“–‡™◊ÈÕ ·≈–
∑√“∫º≈ ¿“¬À≈—ßºà“µ—¥∑”„Àâ ‰¡à “¡“√∂„Àâ¬“ªØ‘™’«π–∑’Ë
µ√ß°—∫‡™◊ÈÕªÑÕß°—π°“√µ‘¥‡™◊ÈÕ°àÕπ°“√∑”ºà“µ—¥‰¥â

‡™◊ÈÕ∑’Ëæ∫ à«π„À≠à‡ªìπ°≈ÿà¡ enterobacteriaceae ‚¥¬
E.coli  ‡ªìπ‡™◊ÈÕ∑’Ëæ∫∫àÕ¬∑’Ë ÿ¥„π°“√‡æ“–‡™◊ÈÕ®“°∑—Èß “¡·À≈àß
´÷Ëß Õ¥§≈âÕß°—∫º≈°“√‡æ“–‡™◊ÈÕªí  “«–„πºŸâªÉ«¬µ‘¥‡™◊ÈÕ∑“ß
‡¥‘πªí  “«–∑—Ë«Ê ‰ª  à«π gram positive æ∫‡ªìπ à«ππâÕ¬
¡’ºŸâªÉ«¬ 8 √“¬ (15.7%) ∑’Ëº≈°“√‡æ“–‡™◊ÈÕ®“°∑—Èß 3 ·À≈àß
¢÷Èπ‡™◊ÈÕ‡¥’¬«°—π

 √ÿª
°“√‡æ“–‡™◊ÈÕªí  “«–®“°°√–‡æ“–ªí  “«–¡’§«“¡

‰«·≈–§«“¡®”‡æ“–µË”„π°“√∑”π“¬°“√‡°‘¥¿“«– urosep-
sis ‡¡◊ËÕ‡ª√’¬∫‡∑’¬∫°—∫°“√‡æ“–‡™◊ÈÕªí  “«–®“°°√«¬‰µ
·≈–®“°°âÕππ‘Ë« ®÷ß§«√ àßªí  “«–®“°°√«¬‰µ·≈–°âÕπ
π‘Ë«‡æ“–‡™◊ÈÕ√à«¡¥â«¬ ‡æ◊ËÕπ”º≈°“√‡æ“–‡™◊ÈÕ∑”π“¬°“√µ‘¥
‡™◊ÈÕÀ≈—ßºà“µ—¥ ·≈–«“ß·ºπ°“√‡ª≈’Ë¬π¬“ªØ‘™’«π–√—°…“
°“√µ‘¥‡™◊ÈÕ∑’Ë‡°‘¥¢÷Èπ¿“¬À≈—ß°“√ºà“µ—¥

°‘µµ‘°√√¡ª√–°“»
¢Õ¢Õ∫§ÿ≥ §ÿ≥ ÿ√‘«√√≥ ®—π∑√§ÿªµ—ß°Ÿ√ ‡®â“Àπâ“∑’Ë

‡∑§π‘§°“√·æ∑¬å ß“π®ÿ≈™’««‘∑¬“ §ÿ≥À∑—¬æ√ Õ‘π∑‘µ“ππ∑å
æ¬“∫“≈ÀâÕßºà“µ—¥»—≈¬°√√¡¬Ÿ‚√  ·≈–Õ“®“√¬å·ºπ°
»—≈¬°√√¡¬Ÿ‚√ ‚√ßæ¬“∫“≈√“™«‘∂’ ∑’Ë‰¥â¡Õ∫§«“¡√Ÿâ·≈–¡’
 à«π™à«¬„Àâß“π«‘®—¬π’È ”‡√Á®≈ÿ≈à«ß‰ª‰¥â¥â«¬¥’
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Pyridium After Cystoscope

π‘æπ∏åµâπ©∫—∫

Thitikorn Hotimavorakul M.D.*
Kavirach Tantiwongse M.D.**

Abstract
Objective: To evaluate the influence of pyridium as an analgesia after cystoscopy.

Material & methods: We performed an experimental study to see the analgesic effects in patients
undergoing rigid and flexible cystoscope. A total of 104 patients [52 men & 52 women] were entered into
the study. Rigid cystoscope was performed on 26 men and 26 women. The other was done by flexible
cystoscope. 13 patients of every group got pyridium [100 mg] 6 tabs by 1 tab 3 times per day after
cystoscope. A 10-point score (1-least to 10-most painful) was used to measure pain perception. We
recorded pain scores after cystoscope suddenly then telephone to ask them about pain scores in the
evening of  post cystoscope day 0, 1 and 2.

Result: In men with rigid cystoscope that took pyridium pain perception was significantly decreased
in post cystoscope day 0 and 1. Men with flexible cystoscope pain perception was significantly decreased
in post cystoscope day 0 when took pyridium. No significant difference was noted in the pain score of
women with rigid and flexible cystoscope that took pyridium or not.

Conclusion: surgeon can use pyridium for relieve pain after cystscope in men.

* 4th year residence
** Division of urology, Department of Surgery, King Chulalongkorn Memorial Hospital, Bangkok, Thailand.
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°“√√—∫ª√–∑“π¬“ Pyridium À≈—ß°“√ àÕß°≈âÕß∑“ß‡¥‘πªí  “«–

∞‘µ‘°√  ÀÕ∑‘¡“«√°ÿ≈ æ.∫.*
°«‘√—™  µ—πµ‘«ß…å æ.∫.**

* ·æ∑¬åª√–®”∫â“πªï∑’Ë 4
** Àπà«¬»—≈¬»“ µ√å¬Ÿ‚√«‘∑¬“ ¿“§«‘™“»—≈¬»“ µ√å §≥–·æ∑¬»“ µ√å ®ÿÃ“≈ß°√≥å¡À“«‘∑¬“≈—¬

Introduction
Rigid cystoscope ‡ªìπÀπ÷Ëß„π‡§√◊ËÕß¡◊Õ∑’Ë·æ∑¬å

»—≈¬°√√¡∑“ß‡¥‘πªí  “«–„™â„π°“√µ√«®ºŸâªÉ«¬πÕ°‡ªìπ
ª√–®” ºŸâªÉ«¬ à«π„À≠à√Ÿâ ÷°‡®Á∫ª«¥¢≥–‰¥â√—∫°“√µ√«® ®÷ß
¡’À≈“¬°“√»÷°…“æ¬“¬“¡≈¥Õ“°“√‡®Á∫ª«¥¥—ß°≈à“« „π
™à«ß°≈“ß»µ«√√…∑’Ë 20 ‰¥â¡’°“√π”¬“™“·∫∫‡®≈„ à∑“ß∑àÕ
ªí  “«–°àÕπ∑’Ë®–∑”°“√µ√«® «‘∏’π’È ‰¥âº≈¥’®÷ß‰¥â√—∫§«“¡π‘¬¡
Õ¬à“ß·æ√àÀ≈“¬[1-3] ªí®®ÿ∫—π flexible cystoscope ‡√‘Ë¡
‡¢â“¡“·∑π∑’Ë rigid cystoscope[4-6] ‡π◊ËÕß®“°‡®Á∫πâÕ¬°«à“
Õ¬à“ß‰√°Áµ“¡ºŸâªÉ«¬¬—ß¡’§«“¡√Ÿâ ÷°‡®Á∫ª«¥À≈—ß°“√µ√«®∑—Èß
rigid ·≈– flexible cystoscope ‡æ√“–¡’°“√∂≈Õ°·≈–
Õ—°‡ ∫¢Õß‡¬◊ËÕ∫ÿ∑àÕªí  “«–  ¥—ßπ—ÈπºŸâ«‘®—¬®÷ß∑”°“√»÷°…“
ª√– ‘∑∏‘¿“æ¢Õß¬“ pyridium „π°“√≈¥Õ“°“√‡®Á∫ª«¥À≈—ß
cystoscope

Material & Methods
ºŸâªÉ«¬∑’Ë√—∫°“√µ√«® cystoscope ¥â«¬¢âÕ∫àß™’È micro-

scopic hematuria ·≈–¡’Õ“¬ÿ¡“°°«à“ 20 ªï¢÷Èπ‰ª „Àâ§«“¡
¬‘π¬Õ¡„π°“√∑”«‘®—¬ exclusion criteria §◊Õ ·æâ¬“ pyridium
µ—Èß§√√¿å ‚√§µ—∫ ‚√§‰µ ‚√§‡≈◊Õ¥ ‚√§‡∫“À«“π ‚√§

‰¢ —πÀ≈—ßæ‘°“√ ºŸâªÉ«¬∑’Ë√—∫ª√–∑“π¬“·°âª«¥À√◊Õ¬“πÕπ
À≈—∫ À√◊Õ¬“Õ◊Ëπ‡ªìπª√–®” ºŸâªÉ«¬∑’Ë‰¥â√—∫°“√∑”À—µ∂°“√Õ◊ËπÊ
√à«¡¥â«¬ ‡™àπ °“√¢¬“¬∑àÕªí  “«– °“√‡Õ“ “¬ DJ stent
ÕÕ° ‡ªìπµâπ ·≈–ºŸâªÉ«¬∑’Ë‰¡à¡’‚∑√»—æ∑åµ‘¥µàÕ

ºŸâªÉ«¬®”π«π 104 √“¬ ‰¥â√—∫§—¥‡≈◊Õ°„Àâ‡¢â“√à«¡°“√
«‘®—¬ experimental study ‚¥¬·∫àß‡ªìπ 8 °≈ÿà¡ (·ºπ¿Ÿ¡‘
∑’Ë 1)

°≈ÿà¡∑’Ë 1 ºŸâ™“¬∑’Ë„™â rigid cystoscope
°≈ÿà¡∑’Ë 2 ºŸâ™“¬∑’Ë„™â rigid cystoscope

·≈–‰¥â√—∫¬“ pyridium
°≈ÿà¡∑’Ë 3 ºŸâ™“¬∑’Ë„™â flexible cystoscope
°≈ÿà¡∑’Ë 4 ºŸâ™“¬∑’Ë„™â flexible cystoscope

·≈–‰¥â√—∫¬“ pyridium
°≈ÿà¡∑’Ë 5 ºŸâÀ≠‘ß∑’Ë„™â rigid cystoscope
°≈ÿà¡∑’Ë 6 ºŸâÀ≠‘ß∑’Ë„™â rigid cystoscope

·≈–‰¥â√—∫¬“ pyridium
°≈ÿà¡∑’Ë 7 ºŸâÀ≠‘ß∑’Ë„™â flexible cystoscope
°≈ÿà¡∑’Ë 8 ºŸâÀ≠‘ß∑’Ë„™â flexible cystoscope

·≈–‰¥â√—∫¬“ pyridium
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1. Control 2. Pyridium 3. Control 4. Pyridium




Male

Flexible cystoscope




Rigid cystoscope




·ºπ¿Ÿ¡‘∑’Ë 1  · ¥ß§«“¡À¡“¬¢Õß·µà≈–°≈ÿà¡

5. Control 6. Pyridium 7. Control 8. Pyridium




Female

Rigid cystoscope




Flexible cystoscope




ºŸâªÉ«¬∑ÿ°§ππÕπ∑à“ lithotomy ∑”§«“¡ –Õ“¥∫√‘‡«≥
perineum ¥â«¬ povidone-iodine solution „ à 2.0%
lidocaine gel 10 ml ∑“ß∑àÕªí  “«– √Õ 10 π“∑’ À√◊Õ„™â
penile clamp √—¥‰«â 10 π“∑’  ”À√—∫ºŸâ™“¬ ·≈–∑“ 2.0% l
idocaine gel √Õ∫ª≈“¬ cystoscope °àÕπ„ à‡¢â“∑àÕªí  “«–
»—≈¬·æ∑¬å∑“ß‡¥‘πªí  “«–‡ªìπºŸâ∑”°“√µ√«®

„π°≈ÿà¡∑’Ë 2, 4, 6 ·≈– 8 ®–‰¥â√—∫ pyridium [100
mg] 1 ‡¡Á¥ 3 ‡«≈“ À≈—ßÕ“À“√ ®”π«π∑—ÈßÀ¡¥ 6 ‡¡Á¥ ‡√‘Ë¡
√—∫ª√–∑“πÀ≈—ß cystoscope

·æ∑¬å»—≈¬°√√¡∑“ß‡¥‘πªí  “«– ∑”°“√∫—π∑÷° pain
score ∑—π∑’∑’Ë cystoscope ‡ √Á® (0-‰¡à‡®Á∫, 10-‡®Á∫¡“°
∑’Ë ÿ¥)[3] À≈—ß®“°π—ÈπºŸâ«‘®—¬‚∑√»—æ∑å‰ª∂“¡ pain score

ºŸâªÉ«¬ „πµÕπ‡¬Áπ¢Õß«—π∑’Ë∑”°“√µ√«® 1 «—π ·≈– 2 «—π
À≈—ß°“√µ√«®

º≈°“√»÷°…“∑’Ë‰¥â«‘‡§√“–Àå‚¥¬„™â unpaired t test
‚¥¬∑’Ë§«“¡·µ°µà“ß®–¡’π—¬ ”§—≠∑“ß ∂‘µ‘‡¡◊ËÕ p value <0.05

Results
ºŸâªÉ«¬∑—ÈßÀ¡¥ 104 √“¬ (ºŸâ™“¬ 52 √“¬ ºŸâÀ≠‘ß

52 √“¬) ·µà≈–°≈ÿà¡¡’®”π«π 13 √“¬
Õ“¬ÿ¢ÕßºŸâªÉ«¬„π·µà≈–°≈ÿà¡∑’Ëπ”¡“‡ª√’¬∫‡∑’¬∫°—π

‰¡à¡’§«“¡·µ°µà“ß°—π∑“ß ∂‘µ‘ (µ“√“ß∑’Ë1)
‡¡◊ËÕ‡ª√’¬∫‡∑’¬∫ Pain scores ¢Õß°≈ÿà¡∑’Ë 1 ·≈– 2

æ∫«à“¢Õß°≈ÿà¡∑’Ë 2 µË”°«à“°≈ÿà¡∑’Ë 1 „π«—π∑’Ë∑”°“√µ√«® ·≈–
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1 «—πÀ≈—ß°“√µ√«®Õ¬à“ß¡’π—¬ ”§—≠∑“ß ∂‘µ‘ (p value =
0.000 ·≈– 0.017 µ“¡≈”¥—∫ ‚¥¬¡’ 95% confidence in-
terval of the difference = 2.151-3.388, 0.122-1.109
µ“¡≈”¥—∫) ·µà 2 «—πÀ≈—ß°“√µ√«® ‰¡à·µ°µà“ß°—πÕ¬à“ß¡’
π—¬ ”§—≠∑“ß ∂‘µ‘ (p value = 0.199) (µ“√“ß∑’Ë 2)

Pain scores ¢Õß°≈ÿà¡∑’Ë 4 µË”°«à“°≈ÿà¡∑’Ë 3 „π«—π∑’Ë∑”
°“√µ√«®Õ¬à“ß¡’π—¬ ”§—≠∑“ß ∂‘µ‘ (p value = 0.046 ‚¥¬¡’
95% confidence interval of the difference = 0.011-
1.220) ‚¥¬„π 1 «—π ·≈– 2 «—πÀ≈—ß°“√µ√«®‰¡à·µ°µà“ß

µ“√“ß∑’Ë 1  · ¥ß§à“‡©≈’Ë¬Õ“¬ÿ (ªï) ¢Õß·µà≈–°≈ÿà¡

group

1
2
3
4
5
6
7
8

µË” ÿ¥

36
35
40
25
39
30
36
34

¡“° ÿ¥

84
82
82
86
73
77
76
77

‡©≈’Ë¬

56.31
54.00
64.46
67.77
56.15
53.00
57.92
54.92

°—πÕ¬à“ß¡’π—¬ ”§—≠∑“ß ∂‘µ‘ (p value = 0.055 ·≈– 0.096
µ“¡≈”¥—∫)

 ”À√—∫°≈ÿà¡∑’Ë 5 ·≈– 6 ‰¡àæ∫«à“¡’§«“¡·µ°µà“ß°—π
¢Õß pain scores Õ¬à“ß¡’π—¬ ”§—≠∑“ß ∂‘µ‘

2 °≈ÿà¡ ÿ¥∑â“¬‰¡àæ∫«à“¡’§«“¡·µ°µà“ß°—π¢Õß pain
scores Õ¬à“ß¡’π—¬ ”§—≠∑“ß ∂‘µ‘‡™àπ°—π

‰¡à¡’ºŸâªÉ«¬§π„¥·æâ¬“ pyridium À√◊Õ¡’Õ“°“√¢â“ß‡§’¬ß
√ÿπ·√ß

µ“√“ß∑’Ë 2  · ¥ß§à“‡©≈’Ë¬pain scores„π·µà≈–«—π

group

1
2
3
4
5
6
7
8

stat

8.38
8.62
4.00
3.92
2.46
2.54
2.85
2.77

day 0

4.31
1.54*
2.38

1.77***
0.77
0.62
1.31
0.92

day 1

1.15
0.54**
0.92
0.46
0.15
0.08
0.62
0.54

day 2

0.38
0.15
0.46
0.15
0.00
0.00
0.15
0.15

*,** pain scores °≈ÿà¡∑’Ë 2 µË”°«à“°≈ÿà¡∑’Ë 1 Õ¬à“ß¡’π—¬ ”§—≠ (p<0.05)
*** pain scores °≈ÿà¡∑’Ë 4 µË”°«à“°≈ÿà¡∑’Ë 3 Õ¬à“ß¡’π—¬ ”§—≠ (p<0.05)
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Discussion
Pyridium (phenazopyridine hydrochloride) ‡ªìπ

¬“·°âª«¥≈¥Õ“°“√√–§“¬‡§◊Õß„π√–∫∫∑“ß‡¥‘πªí  “«–∑’Ë
‡°‘¥®“°°“√µ‘¥‡™◊ÈÕ Õÿ∫—µ‘‡Àµÿ °“√ºà“µ—¥ °“√∑”À—µ∂°“√µà“ßÊ
¢π“¥¬“∑’Ë·π–π”„Àâ„™â‡ªìπ 100-200 mg 3 §√—Èß/«—π À≈—ß
Õ“À“√ contraindication §◊Õ ºŸâªÉ«¬∑’Ë·æâ¬“ pyridium À√◊Õ
‡ªìπ‚√§‰µ Õ“°“√¢â“ß‡§’¬ß∑’Ë√ÿπ·√ß‰¥â·°à hemolytic ane-
mia, hepatotoxicity[7] ·¡â«à“„πª√–‡∑»Õ‡¡√‘°“®–
¬°‡≈‘°°“√„™â¬“π’È ‰ª·≈â«‡π◊ËÕß®“°Õ“°“√¢â“ß‡§’¬ß¥—ß°≈à“«
·µà„πª√–‡∑»‰∑¬»—≈¬·æ∑¬å∑“ß‡¥‘πªí  “«–¬—ß„™â„π°“√
µ√«® 3 tampon test ‡æ◊ËÕ«‘π‘®©—¬ U-V ·≈– V-V fistula[8]
·≈–„π°“√«‘®—¬π’È°“√µ‘¥µ“¡º≈„π√–¬– —Èπ¬—ß‰¡àæ∫Õ“°“√
‰¡àæ÷ßª√– ß§å

°“√µ√«® rigid cystoscope ¡’®ÿ¥∑’ËµâÕß√–«—ß§◊Õ °“√
„ à‡§√◊ËÕß¡◊Õºà“π∑àÕªí  “«–∫√‘‡«≥ membranous part
‡æ√“–∑àÕªí  “«–™à«ßπ—Èπ¡’°“√À—°¡ÿ¡ ∂â“»—≈¬·æ∑¬å∑“ß‡¥‘π
ªí  “«–‰¡à√–¡—¥√–«—ß®–‡°‘¥°“√∫“¥‡®Á∫·≈–Õ—°‡ ∫°—∫∑àÕ
ªí  “«– ∑”„Àâ‡°‘¥§«“¡‡®Á∫ª«¥À≈—ß°“√µ√«®

°“√µ√«® flexible cystoscope ®– “¡“√∂¥—¥ßÕ‰ª
µ“¡≈—°…≥–°“¬«‘¿“§¢Õß∑àÕªí  “«–‰¥â®÷ß∑”„Àâªí≠À“∑’Ë
‡°‘¥¢÷Èπ„π rigid cystoscope ≈¥≈ß ·µà°“√„™â flexible cys-
toscope „πª√–‡∑»‰∑¬¬—ß‰¡à‡ªìπ∑’Ë·æ√àÀ≈“¬‡π◊ËÕß®“°
√“§“∑’Ë Ÿß°«à“ ·≈–µâÕß°“√°“√¥Ÿ·≈√—°…“∑’Ë≈–‡Õ’¬¥ÕàÕπ°«à“

®“°°“√«‘®—¬®–‡ÀÁπ«à“ painscore „π°≈ÿà¡ºŸâªÉ«¬À≠‘ß
∑—ÈßÀ¡¥¡’§à“πâÕ¬°«à“°≈ÿà¡ºŸâªÉ«¬™“¬ πà“®–Õ∏‘∫“¬®“°ºŸâÀ≠‘ß
¡’∑àÕªí  “«– —Èπ·≈–µ√ß°«à“¢ÕßºŸâ™“¬ ∑”„Àâ‡°‘¥°“√∂≈Õ°
Õ—°‡ ∫¢Õß‡¬◊ËÕ∫ÿ∑àÕªí  “«–πâÕ¬°«à“ ·≈– pain scores „π
ºŸâªÉ«¬À≠‘ß°≈ÿà¡∑’Ë‰¥â pyridium °Á‰¡à‰¥âπâÕ¬°«à“°≈ÿà¡§«∫§ÿ¡
¥—ßπ—Èπ„π°≈ÿà¡ºŸâªÉ«¬À≠‘ß pyridium ®÷ß‰¡à‰¥âª√–‚¬™πå™—¥‡®π
·µà„π°≈ÿà¡ºŸâªÉ«¬™“¬°“√„™â¬“ pyridium ®–≈¥Õ“°“√‡®Á∫ªÉ«¬
¥—ß°≈à“«‰¥â §“¥«à“ª√‘¡“≥ “√‡§¡’́ ÷Ëß°àÕ„Àâ‡°‘¥§«“¡‡®Á∫ª«¥
®“°°“√Õ—°‡ ∫∫√‘‡«≥µ”·Àπàß¢Õß∑àÕªí  “«–∑’Ë‡°‘¥∫“¥·º≈
‰¥â∂Ÿ°∑”„ÀâÕàÕπƒ∑∏‘Ï‚¥¬¬“™π‘¥π’È ´÷ËßºŸâ«‘®—¬®–∑”°“√»÷°…“
µàÕ‡π◊ËÕß„π√–¥—∫‡´≈≈åµàÕ‰ª

Õ¬à“ß‰√°Áµ“¡°“√»÷°…“π’È¡’¢âÕ®”°—¥§◊Õ‰¡à ‰¥â¡’°“√
‡ª√’¬∫‡∑’¬∫ pyridium °—∫¬“·°âª«¥Õ◊ËπÊ ‡™àπ NSAIDs,
paracetamal ·≈–®”π«πª√–™“°√„π°“√»÷°…“¬—ß¡’®”π«π
πâÕ¬‡°‘π‰ª ¥—ßπ—ÈπºŸâ«‘®—¬®–∑”°“√«‘®—¬µàÕ‡π◊ËÕß„π√–¥—∫§≈‘π‘°
 ”À√—∫ª√– ‘∑∏‘¿“æ¢Õß¬“ pyridium ‡æ◊ËÕ„Àâ ‰¥â¢âÕ¡Ÿ≈∑’Ë
 ¡∫Ÿ√≥å‡æ‘Ë¡¢÷Èπ

Conclusion
®“°°“√»÷°…“π’ÈºŸâ«‘®—¬·π–π”«à“·æ∑¬å»—≈¬°√√¡∑“ß

‡¥‘πªí  “«– “¡“√∂®à“¬¬“ pyridium ‡æ◊ËÕ∫√√‡∑“§«“¡
‡®Á∫ª«¥„Àâ°—∫ºŸâªÉ«¬™“¬À≈—ß°“√µ√«® cystoscope ‰¥â
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The Effect of Short Term Finasteride
Therapy on Blood Loss with Transure-
thral Resection of the Prostate (TURP)

π‘æπ∏åµâπ©∫—∫

Sorawis Chalalai M.D., Worapot Chunhaklai M.D.

Objectives: To study effect of short-term preoperative treatment with finasteride, compared with
non finasteride treatment, may reduce the blood loss on the patients with transurethral resection of the
prostate (TURP).

Methods: This two group comparative randomized control trial, single -center, 6-month pilot study
was designed to study the effect of at least 1 month preoperative treatment with finasteride (5 mg daily)
on blood loss during surgery in 36 men who required TURP. The surgical blood loss was measured by
preoperative and postoperative CBC and irrigating fluid for hemoglobin detection.

Results: Finasteride could not reduce blood loss in small prostate gland (resection weight <20 g) but
in the large prostate gland (resection weights greater than 20 g) finasteride could reduce blood loss on
patients with transurethral resection of the prostate. (mean 324 and 547 ml for finasteride short-term
treatment versus control group).

Conclusions: Preoperative treatment with finasteride could not reduce blood loss in TURP, but in
the large prostate gland could reduce blood loss.

Keyword: finasteride, blood loss, TURP

Division of Urology, Department of Surgery, Rajavithi Hospital, Bangkok, Thailand.
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∫∑§—¥¬àÕ
«—µ∂ÿª√– ß§å: ‡ªìπ°“√»÷°…“º≈¢Õß°“√„Àâ¬“ finasteride √–¬– —Èπ°àÕπ°“√∑”ºà“µ—¥µàÕ¡≈Ÿ°À¡“°¥â«¬°≈âÕßºà“π

∑“ß∑àÕªí  “«– (TURP) ‡ª√’¬∫‡∑’¬∫°—∫°≈ÿà¡∑’Ë‰¡à‰¥â√—∫¬“‡æ◊ËÕæ‘ Ÿ®πå«à“ finasteride  “¡“√∂≈¥°“√ Ÿ≠‡ ’¬‡≈◊Õ¥„π°“√
∑”ºà“µ—¥‰¥â

«‘∏’°“√: ‡ªìπ°“√»÷°…“·∫∫‡ª√’¬∫‡∑’¬∫ Õß°≈ÿà¡µ—«Õ¬à“ß·∫∫ ÿà¡„πºŸâªÉ«¬µàÕ¡≈Ÿ°À¡“°‚µ∑’Ë‡¢â“√—∫°“√√—°…“„π‚√ß
æ¬“∫“≈√“™«‘∂’‡ªìπ‡«≈“ 6 ‡¥◊Õπ ®”π«π 36 √“¬ ‚¥¬·∫àßºŸâªÉ«¬ÕÕ°‡ªìπ 2 °≈ÿà¡ §◊Õ°≈ÿà¡∑’Ë‰¥â¬“ finasteride 5 mg
«—π≈–‡¡Á¥‡ªìπ‡«≈“Õ¬à“ßπâÕ¬Àπ÷Ëß‡¥◊Õπ°àÕπ°“√∑”ºà“µ—¥ ·≈–°≈ÿà¡∑’Ë‰¡à‰¥â√—∫¬“π’È π” Õß°≈ÿà¡¡“‡ª√’¬∫‡∑’¬∫À“ª√‘¡“≥
°“√ Ÿ≠‡ ’¬‡≈◊Õ¥À≈—ß°“√∑”ºà“µ—¥µàÕ¡≈Ÿ°À¡“°¥â«¬°≈âÕßºà“π∑“ß∑àÕªí  “«– (TURP) ‚¥¬°“√‡®“–‡≈◊Õ¥ (CBC) °àÕπ
·≈–À≈—ß∑”ºà“µ—¥·≈–‡°Á∫πÈ”∑’Ë‰¥â®“°°“√∑”ºà“µ—¥‰ªµ√«®À“ª√‘¡“≥‡≈◊Õ¥∑’Ë‡ ’¬‰ª

º≈°“√»÷°…“: ‰¡à¡’§«“¡·µ°µà“ß„π‡√◊ËÕß¢Õßª√‘¡“≥‡≈◊Õ¥∑’Ë‡ ’¬‰ª (blood loss) ®“°°“√∑”ºà“µ—¥µàÕ¡≈Ÿ°À¡“°
„π°≈ÿà¡∑’Ë prostate gland ¡’¢π“¥‡≈Á° (πÈ”Àπ—°™‘Èπ‡π◊ÈÕ∑’Ëµ—¥ <20 g) ·µà„πºŸâªÉ«¬∑’ËµàÕ¡≈Ÿ°À¡“°¡’¢π“¥„À≠à (πÈ”Àπ—°
™‘Èπ‡π◊ÈÕ∑’Ëµ—¥ÕÕ° >20 g) °“√„Àâ¬“ finasteride °àÕπ∑”ºà“µ—¥Õ“®®–™à«¬≈¥°“√‡ ’¬‡≈◊Õ¥‰¥â (mean 327 ml „π°≈ÿà¡∑’Ë
‰¥â√—∫¬“·≈– 547ml. „π°≈ÿà¡∑’Ë‰¡à‰¥â√—∫¬“)

 √ÿª: °“√„Àâ¬“ finasteride Õ¬à“ßπâÕ¬Àπ÷Ëß‡¥◊Õπ°àÕπ°“√∑”ºà“µ—¥ TURP ‰¡à™à«¬≈¥°“√ Ÿ≠‡ ’¬‡≈◊Õ¥®“°°“√∑”
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Introduction
°“√ºà“µ—¥µàÕ¡≈Ÿ°À¡“°‚¥¬°“√ àÕß°≈âÕßºà“π∑“ß∑àÕ

ªí  “«– (TURP) ºŸâªÉ«¬µâÕß‡ ’Ë¬ßµàÕ¿“«–·∑√°´âÕπ∑’Ë ”§—≠
‰¥â·°à °“√‡ ’¬‡≈◊Õ¥ (blood loss), ªí  “«–‰¡àÕÕ°À≈—ß
°“√∑”ºà“µ—¥‡π◊ËÕß®“°°“√Õÿ¥µ—π¢Õß°âÕπ‡≈◊Õ¥ (postopera-
tive clot retention)[1,2] ·≈–¿“«–πÈ”´÷¡‡¢â“√à“ß°“¬ (fluid
absorption)[3,4] ¬“ Finasteride ‡ªìπ¬“°≈ÿà¡ 5 alpha-
reductase inhibitor ∑’Ëπ”¡“„™â√—°…“µàÕ¡≈Ÿ°À¡“°‚µ‚¥¬
¬“π’È®–‰ª¬—∫¬—Èß°“√‡ª≈’Ë¬π testosterone ‡ªìπ dihydrotesto-
sterone ∑’ËµàÕ¡≈Ÿ°À¡“°[5,6] ∑”„Àâ™à«¬¬—∫¬—Èß°“√‡®√‘≠‡µ‘∫‚µ
¢ÕßµàÕ¡≈Ÿ°À¡“°®÷ß™à«¬≈¥¿“«–ªí  “«–‰¡àÕÕ°‡©’¬∫æ≈—π
(acute urinary retention), ≈¥Õ—µ√“°“√∑”ºà“µ—¥µàÕ¡
≈Ÿ°À¡“° (TURP)[7] ‚¥¬‰¡à®”‡ªìπ πÕ°®“°π’È Finasteride
¬—ß™à«¬¬—∫¬—Èß¿“«–‡≈◊Õ¥ÕÕ°„πºŸâªÉ«¬µàÕ¡≈Ÿ°À¡“°‚µ (spon-
taneous hematuria)[8-10] ‚¥¬¬“®–‰ªÕÕ°ƒ∑∏‘Ï¬—∫¬—Èß
°√–∫«π°“√ √â“ß‡ âπ‡≈◊Õ¥ (Angiogenesis)[11,12] ´÷Ëßæ∫
®“°°“√∑¥≈Õß„πµàÕ¡≈Ÿ°À¡“°ÀπŸ (rat)[13],  ÿπ—¢ (dog)[14]
·≈–¡πÿ…¬å (human)[15] ·≈–¬“π’È¬—ß¡’º≈™à«¬≈¥ª√‘¡“≥
‡≈◊Õ¥∑’Ë‰ª‡≈’È¬ßµàÕ¡≈Ÿ°À¡“° (prostatic blood flow) ·≈–
≈¥§«“¡Àπ“·πàπ¢Õß‡ âπ‡≈◊Õ¥ (microvascular densi-
ty)[16] ∑’Ë‰ª‡≈’È¬ßµàÕ¡≈Ÿ°À¡“°´÷Ëß‡ªìπº≈¡“®“°°“√≈¥≈ß¢Õß
vascular endothelial growth factors[17-19]

¥—ßπ—Èπ °“√„Àâ¬“ finasteride °àÕπ∑”ºà“µ—¥µàÕ¡≈Ÿ°
À¡“°‚¥¬°“√ àÕß°≈âÕßºà“π∑“ß∑àÕªí  “«– (TURP) Õ¬à“ß
πâÕ¬Àπ÷Ëß‡¥◊Õπ Õ“®®–™à«¬≈¥ microvascular density „π
prostatic tissue ·≈–Õ“®®–¡’º≈™à«¬≈¥ªí≠À“°“√ Ÿ≠‡ ’¬
‡≈◊Õ¥®“°°“√∑”ºà“µ—¥µàÕ¡≈Ÿ°À¡“° (TURP) „ÀâπâÕ¬≈ß‰¥â

Objectives
‡æ◊ËÕ»÷°…“¥Ÿº≈¢Õß°“√„Àâ¬“ finasteride √–¬– —Èπ

µàÕ°“√ Ÿ≠‡ ’¬‡≈◊Õ¥®“°°“√∑”ºà“µ—¥µàÕ¡≈Ÿ°À¡“°‚¥¬°“√ àÕß
°≈âÕßºà“π∑“ß∑àÕªí  “«– (TURP) À≈—ß®“°ºŸâªÉ«¬‰¥â√—∫¬“
Õ¬à“ßπâÕ¬Àπ÷Ëß‡¥◊Õπ

Research design
: ‡ªìπ°“√»÷°…“·∫∫ two group comparative

randomized controlled trial, pilot study

: ·∫àß°≈ÿà¡°“√»÷°…“‡ªìπ Õß°≈ÿà¡§◊Õ°≈ÿà¡∑’Ë‰¥â√—∫¬“
finasteride ·≈–°≈ÿà¡∑’Ë‰¡à‰¥â√—∫¬“

: ª√–™“°√∑—Èß Õß°≈ÿà¡µ—«Õ¬à“ßµâÕß‰¥â√—∫°“√ºà“µ—¥
µ“¡¡“µ√∞“π‡¥’¬«°—π

: factors µà“ßÊ ∑’ËºŸâªÉ«¬‰¥â√—∫‡ªìπ‰ªµ“¡∏√√¡™“µ‘
¢Õß‚√§

: º≈ß“π«‘®—¬‰¥â√—∫°“√Õπÿ¡—µ‘®“°§≥–°√√¡°“√
®√‘¬∏√√¡¢Õß‚√ßæ¬“∫“≈°àÕπ∑”°“√«‘®—¬

Inclusion criteria
1. ‡ªìπºŸâªÉ«¬∑’Ë‡¢â“√—∫°“√√—°…“„π·ºπ°»—≈¬°√√¡

¬Ÿ‚√«‘∑¬“‚√ßæ¬“∫“≈√“™«‘∂’
2. ‡ªìπºŸâªÉ«¬∑’Ë‰¥â√—∫°“√«‘π‘®©—¬«à“‡ªìπ¿“«–µàÕ¡≈Ÿ°

À¡“°‚µ (BPH)
3. µ√«®∑“ß∑«“√Àπ—° (DRE) æ∫µàÕ¡≈Ÿ°À¡“°‚µ
4. Cystoscopy æ∫¡’¿“«–Õÿ¥µ—π¢Õß°√–‡æ“–

ªí  “«– (bladder outlet obstruction)
5. ¡’¢âÕ∫àß™’È„π°“√∑”ºà“µ—¥µàÕ¡≈Ÿ°À¡“° (indication

for TURP) ‰¥â·°à
- Refractory urinary retention
- Renal Insufficiency
- Bladder Stone
- Persistent gross hematuria
- Recurrent UTI
- Medical Failure

Exclusion criteria:
1. ‡ªìπ¡–‡√ÁßµàÕ¡≈Ÿ°À¡“° (prostate cancer)
2. ‡§¬∑”ºà“µ—¥µàÕ¡≈Ÿ°À¡“° (Previous invasive

procedures on the prostate).
3. ‡ªìπ‚√§‡≈◊Õ¥À√◊Õ¡’¿“«–‡≈◊Õ¥ÕÕ°ßà“¬ (Coagula-

tion disorder)
4. ¡’¿“«–µ‘¥‡™◊ÈÕ„π√–∫∫∑“ß‡¥‘πªí  “«– (Urinary

tract infection)
5. ¡’‚√§∑“ßÕ“¬ÿ√°√√¡∑’Ë‡ ’Ë¬ßµàÕ°“√∑”ºà“µ—¥ ‡™àπ

CHF, uncontrol HT, acute MI
6.  Hb <10 gm% or Hct <30%
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Material and Methods
Population and sampling
Population:
- ºŸâªÉ«¬∑’Ë¡“√—∫°“√√—°…“∑’Ë‚√ßæ¬“∫“≈√“™«‘∂’·ºπ°

»—≈¬°√√¡∑“ß‡¥‘πªí  “«–
- ‡ªìπºŸâªÉ«¬∑’Ë‡¢â“‰¥âµ“¡ Inclusion-Exclusion Cri-

teria
- ‡ªìπºŸâªÉ«¬„π™à«ß«—π∑’Ë 1 °—π¬“¬π æ.». 2549 ∂÷ß

«—π∑’Ë 28 °ÿ¡¿“æ—π∏å æ.». 2550
Sampling:
- °“√‡≈◊Õ°°≈ÿà¡µ—«Õ¬à“ß‡ªìπ‰ªµ“¡°“√»÷°…“·∫∫

‡ª√’¬∫‡∑’¬∫·∫∫ ÿà¡ compare two group randomized
study ®“°ºŸâªÉ«¬∑’Ë‡¢â“√—∫°“√√—°…“„π™à«ß‡«≈“∑’Ë°”Àπ¥ ‚¥¬
·∫àßºŸâªÉ«¬‡ªìπ Õß°≈ÿà¡§◊Õ°≈ÿà¡∑’Ë‰¥â√—∫¬“ finasteride Õ¬à“ß
πâÕ¬Àπ÷Ëß‡¥◊Õπ°àÕπ∑”ºà“µ—¥·≈–°≈ÿà¡∑’Ë‰¡à‰¥â√—∫¬“

- sample size ®“°°“√§”π«≥ª√–¡“≥ 36 √“¬
·∫àß‡ªìπ°≈ÿà¡≈– 18 √“¬

: Pressure and high of fluid column
: Surgical technique

Intervention
Preoperative:
Prostate volume:
- ‚¥¬°“√§“¥§–‡π®“°°“√µ√«®∑“ß∑«“√Àπ—°

(DRE) ·≈–°“√∑” cystoscopy ‡æ◊ËÕª√–‡¡‘π¿“«– blad-
der outlet obstruction

Patient preparation:
- „ÀâºŸâªÉ«¬ß¥πÈ”·≈–Õ“À“√À≈—ß‡∑’Ë¬ß§◊π°àÕπ∑”ºà“µ—¥
-  «π≈â“ß∑«“√Àπ—°§◊π°àÕπ°“√ºà“µ—¥
- „Àâ “√πÈ” (IV fluid) ‡™â“«—π∑”ºà“µ—¥
Laboratory:
- CBC,
- BS, BUN, Cr, Electrolyte,
- PT, PTT, INR
- EKG, Chest-x-ray
- ‡µ√’¬¡‡≈◊Õ¥‰«â ”À√—∫∑”ºà“µ—¥ (Packed Red Cell)

Õ¬à“ßπâÕ¬ 2 unit
- ∑”°“√‡®“–‡≈◊Õ¥ (CBC) „π‡™â“°àÕπ‡¢â“ÀâÕßºà“µ—¥

‡æ◊ËÕ‡ªìπ¢âÕ¡Ÿ≈æ◊Èπ∞“π

Intra-operative:
- Anesthesia: spinal anesthesia
- Antibiotic drug prophylactic: ceftriaxone

1 gm
- Position: lithotomy
- °“√ºà“µ—¥„™â«‘∏’ºà“µ—¥‚¥¬°“√ àÕß°≈âÕßºà“π∑“ß∑àÕ

ªí  “«– (TURP) ́ ÷Ëß‡ªìπ°“√ºà“µ—¥·∫∫¡“µ√∞“π (standard
procedure)

- π—∫‡«≈“µ—Èß·µà‡√‘Ë¡≈ß¡◊Õºà“µ—¥®π‡ √Á® ‘Èπ°“√ºà“µ—¥
- µ√«®π—∫®”π«π “√πÈ”∑—ÈßÀ¡¥ (irrigating fluid)

∑’Ë„™â ‰ª„π°“√ºà“µ—¥

Postoperative:
- Evaluate blood loss
- µ√«®™—ËßπÈ”Àπ—°™‘Èπ‡π◊ÈÕ¢ÕßµàÕ¡≈Ÿ°À¡“° (prostate

tissue) ∑’Ëµ—¥ÕÕ°¡“

Sample size determination:

N = {z1 - £ /2+z1 - β }2 [P1(1-P1) +P2(1-P2)]
                 P1 -P2

P1  = 0.5 expected proportion in the control group

P2  = 0.3 expected proportion in the intervention

Z1- £/2 = 1.96 (p=0.05)

Z1-β = 0.84 (porn 80 %)

N = {7.84 }2 [0.5(1-0.5) + 0.3(1-0.3)]
              0.5 - 0.3

= {7.84} [0.25 + 0.21]
                  0.2

= 3.60 = 18 case
          0.2

Observation and Measurement
- Dependent Variable: blood loss
- Independent Variable: TURP
- Factor: Irrigative fluid volume

: Operative time
: Prostate volume
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- ‡°Á∫πÈ”„π∂—ß®”π«πÀπ÷Ëß (15-20 ml) ‰ªµ√«®À“
§à“hemoglobin ‡æ◊ËÕπ”‰ª§”π«≥À“§à“ blood volume loss

- ∑”°“√‡®“–µ√«®‡≈◊Õ¥ (CBC) ‡™â“À≈—ß«—πºà“µ—¥
Àπ÷Ëß«—π‡æ◊ËÕ‡ª√’¬∫‡∑’¬∫¥Ÿ§«“¡·µ°µà“ß¢Õß Hct ·≈– Hb
À≈—ßºà“µ—¥·µàÀ“°ºŸâªÉ«¬‡ ’¬‡≈◊Õ¥¢≥–ºà“µ—¥¡“°Õ“®®”‡ªìπ
µâÕß„Àâ‡≈◊Õ¥∑¥·∑π„Àâ‡®“–∑—π∑’À≈—ßºà“µ—¥

- check blood transfusion
- §“ “¬ «πªí  “«– (Foley catheter) ·≈–¥÷ß

traction ‰«â ‰¡à‡°‘π 24 ™—Ë«‚¡ßæ√âÕ¡µàÕ “¬ normal saline
irrigation ‰ª®π°√–∑—Ëß„ ®÷ßÀ¬ÿ¥,  à«π “¬ «πªí  “«–
(Foley catheter) „Àâ§“µàÕ‰ªÕ’°ª√–¡“≥ 2-3 «—π ®÷ß‡Õ“
ÕÕ°

- ª√–‡¡‘πºŸâªÉ«¬À≈—ß‡Õ“ “¬ «πªí  “«–ÕÕ°À“°
ªí  “«–‰¥â¥’®÷ßÕπÿ≠“µ„Àâ°≈—∫∫â“π‰¥â

- π—¥ºŸâªÉ«¬¡“µ√«®´È” (follow-up) æ√âÕ¡øíßº≈
™‘Èπ‡π◊ÈÕ (pathology) ¿“¬„π 2  —ª¥“ÀåÀ≈—ßºŸâªÉ«¬°≈—∫∫â“π

Statistical  Analysis
- sample T-test (P <0.05)

Result
- ®”π«πºŸâªÉ«¬∑—Èß ‘Èπ 36 √“¬ ·∫àß‡ªìπ°≈ÿà¡∑’Ë‰¥â√—∫

¬“ finasteride Õ¬à“ßπâÕ¬ 1 ‡¥◊Õπ°àÕπ°“√∑”ºà“µ—¥®”π«π
18 √“¬ ·≈–°≈ÿà¡∑’Ë‰¡à‰¥â√—∫¬“®”π«π 18 √“¬

- Õ“¬ÿ‡©≈’Ë¬ 65 (58-70) ªï „π°≈ÿà¡∑’Ë‰¥â√—∫¬“·≈– 66
(55-69) ªï „π°≈ÿà¡∑’Ë‰¡à‰¥â√—∫¬“

- ª√‘¡“≥‡≈◊Õ¥∑’Ë‡ ’¬‰ª®“°°“√∑”ºà“µ—¥ TURP „π
°≈ÿà¡∑’Ë‰¥â√—∫¬“‡©≈’Ë¬ 280 ml ·≈–„π°≈ÿà¡∑’Ë‰¡à‰¥â√—∫¬“‡©≈’Ë¬
298 ml

- πÈ”Àπ—°™‘Èπ‡π◊ÈÕ∑’Ëµ—¥‰¥â „π°≈ÿà¡∑’Ë ‰¥â√—∫¬“‡©≈’Ë¬

19.25 g ·≈–„π°≈ÿà¡∑’Ë‰¡à‰¥â√—∫¬“‡©≈’Ë¬ 20.2 g
- ‡«≈“∑’Ë„™â„π°“√∑”ºà“µ—¥„π°≈ÿà¡∑’Ë ‰¥â√—∫¬“‡©≈’Ë¬

64.37 π“∑’  ·≈–„π°≈ÿà¡∑’Ë‰¡à‰¥â√—∫¬“‡©≈’Ë¬ 74 π“∑’
- ª√‘¡“≥‡≈◊Õ¥∑’Ë‡ ’¬µàÕπÈ”Àπ—°™‘Èπ‡π◊ÈÕ∑’Ëµ—¥ÕÕ°¡“

„π°≈ÿà¡∑’Ë‰¥â√—∫¬“‡©≈’Ë¬ 14.6 ml/g ·≈–„π°≈ÿà¡∑’Ë‰¡à‰¥â√—∫¬“
‡©≈’Ë¬ 15.6 ml/g

- ‡ªìπºŸâªÉ«¬∑’Ë¡’ªí≠À“ªí  “«–‰¡àÕÕ° 25 √“¬, ¡’
¿“«–µ‘¥‡™◊ÈÕ∑“ß‡¥‘πªí  “«– (Recurrent UTI) 3 √“¬, ¡’
π‘Ë«„π°√–‡æ“–ªí  “«– 2 √“¬, °‘π¬“·≈â«Õ“°“√‰¡à¥’¢÷Èπ
6 √“¬

Discussion
®“°º≈°“√∑¥≈Õßæ∫«à“‰¡à¡’§«“¡·µ°µà“ß„π‡√◊ËÕß¢Õß

ª√‘¡“≥ blood loss, weight of resection, duration of
resection, blood loss/resection weight „π°≈ÿà¡∑’Ë‰¥â√—∫
¬“ finasteride Õ¬à“ßπâÕ¬ 1 ‡¥◊Õπ°àÕπ°“√∑”ºà“µ—¥ TURP
·≈–„π°≈ÿà¡∑’Ë‰¡à‰¥â√—∫¬“ ‚¥¬‡¡◊ËÕπ”¡“§”π«≥‡ª√’¬∫‡∑’¬∫
·≈â«æ∫«à“‰¡à¡’π—¬ ”§—≠∑“ß ∂‘µ‘ (no statistic significant,
P >0.05) ·µàæ∫«à“„πºŸâªÉ«¬∑’ËµàÕ¡≈Ÿ°À¡“°¡’¢π“¥„À≠à
À√◊Õ™‘Èπ‡π◊ÈÕ∑’Ëµ—¥ÕÕ°¡“¡“°°«à“ 20 g (4 √“¬ „π°≈ÿà¡∑’Ë‰¥â
√—∫¬“ ·≈– 5 √“¬ „π°≈ÿà¡∑’Ë‰¡à‰¥â√—∫¬“ ∑’Ëµ—¥‰¥â™‘Èπ‡π◊ÈÕ¡“°
°«à“ 20 g) æ∫«à“ª√‘¡“≥‡≈◊Õ¥∑’Ë‡ ’¬‰ª®“°°“√∑”ºà“µ—¥„π
°≈ÿà¡∑’Ë‰¥â√—∫¬“ finasteride ·≈–°≈ÿà¡∑’Ë‰¡à‰¥â¬“‡©≈’Ë¬ 324 ml
·≈– 527 ml ‡¡◊ËÕπ”¡“§”π«≥∑“ß ∂‘µ‘æ∫¡’π—¬ ”§—≠∑“ß
 ∂‘µ‘ (P <0.05) ¥—ßπ—Èπ°“√„Àâ¬“ finasteride °àÕπ°“√∑”
ºà“µ—¥ TURP Õ“®®– “¡“√∂≈¥°“√ Ÿ≠‡ ’¬‡≈◊Õ¥„π°≈ÿà¡∑’Ë
µàÕ¡≈Ÿ°À¡“°¡’¢π“¥„À≠à·µà‰¡à™à«¬„π°√≥’∑’ËµàÕ¡≈Ÿ°À¡“°
¡’¢π“¥‡≈Á°À√◊Õ™‘Èπ‡π◊ÈÕ∑’Ëµ—¥ÕÕ°πâÕ¬°«à“ 20 g ·µà‡π◊ËÕß®“°
°≈ÿà¡ª√–™“°√∑’Ëπ”¡“»÷°…“„π§√—Èßπ’È¬—ßπâÕ¬‡°‘π°«à“∑’Ë®– √ÿª
‰¥â«à“°“√„Àâ¬“ finasteride °àÕπ°“√∑”ºà“µ—¥ TURP ™à«¬

µ“√“ß∑’Ë 1  · ¥ßºŸâªÉ«¬∑’Ë‰¥â√—∫¬“ finasteride Õ¬à“ßπâÕ¬ 1 ‡¥◊Õπ°àÕπ°“√∑”ºà“µ—¥·≈–°≈ÿà¡∑’Ë‰¡à‰¥â√—∫¬“

Parameter

Age (year)
Blood loss (ml)
Weight of resection (g)
Duration of resection (min)
Blood loss/resection weight (ml/g)

Finasteride (n=18)

65 (58-70)
280 (100-550)

19.25 (10-40)
64.37 (30-105)
14.6 (6.6-28.3)

Non finasteride (n=18)

66 (55-69)
298 (120-770)
20.2 (12-50)
74 (45-120)

15.6 (7.2-29.4)

P-value

0.231
0.188
0.192
0.153
0.195
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≈¥°“√ Ÿ≠‡ ’¬‡≈◊Õ¥‰¥â®√‘ß®÷ß§«√¡’°“√»÷°…“‡æ‘Ë¡‡µ‘¡·≈–
À≈—ß°“√∑”ºà“µ—¥æ∫¡’ºŸâªÉ«¬ 2 √“¬ ¡’ªí≠À“ clot retention
µâÕßπ”ºŸâªÉ«¬¡“ «π≈â“ß‡Õ“°âÕπ‡≈◊Õ¥ÕÕ° ·≈–¡’ºŸâªÉ«¬ 1 √“¬
∑’Ë®”‡ªìπµâÕß„Àâ‡≈◊Õ¥À≈—ßºà“µ—¥, À≈—ß‡Õ“ “¬ «πªí  “«–ÕÕ°
ºŸâªÉ«¬ “¡“√∂ªí  “«–‰¥â‡Õß‡¡◊ËÕπ—¥ºŸâªÉ«¬¡“µ‘¥µ“¡º≈°“√
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‰¡à¡’¿“«–·∑√°´âÕπ ·≈–º≈™‘Èπ‡π◊ÈÕ (Pathology) ‰¡àæ∫
¡–‡√ÁßµàÕ¡≈Ÿ°À¡“°
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Conclusion
°“√„Àâ¬“ finasteride Õ¬à“ßπâÕ¬ 1 ‡¥◊Õπ°àÕπ°“√

∑”ºà“µ—¥ TURP ‰¡à “¡“√∂™à«¬≈¥°“√ Ÿ≠‡ ’¬‡≈◊Õ¥®“°
°“√∑”ºà“µ—¥‰¥â ·µà„π°√≥’∑’ËµàÕ¡≈Ÿ°À¡“°¡’¢π“¥„À≠àÀ√◊Õ
™‘Èπ‡π◊ÈÕ∑’Ëµ—¥ÕÕ°¡“¡“°°«à“ 20 g. °“√„Àâ¬“Õ“®®–™à«¬≈¥
°“√ Ÿ≠‡ ’¬‡≈◊Õ¥‚¥¬‰¡à®”‡ªìπ‰¥â ´÷ËßµâÕß∑”°“√»÷°…“‡æ‘Ë¡
‡µ‘¡µàÕ‰ª
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