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Bucoko-tTexHonoruuHo neveHue u
AUQrHOCTUKQ HOQ NPOCTATHUR KQPpLUUHOM

PoboT-acuctupanu onepaynn Ha npocrata

Onepauuu npu 3abonssanns Ha
NUKOYO-NOSNOBATA U OTHARAUTRNHATA CUCTEMA

EHAOYPOJ‘IOI’MHHM onepayuu U MaHUNYynaLyuuu,
MQTOGOHMTQH CUHAPOM U YyPONUTHUOQ3O

Anpponorus
HeTcka yponorus
Onepayun npu Tymopu Ha 6vbpeka u ypetepa

PoboT-acuctupanu onepayun coc CMR VERSIUS

n”Ol'l-lOCT”KO U nevYeHue HaO TYMOPUTE HO
NMUKOUYHUA MeXyPp. yPO-I'IM-IQKOl'IOI'MNIHM onepauuu

OONUNAJTHO HAYYHO U3OAHWE HA BbJITAPCKO YPOJIOTMYHO APYXECTBO
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EAVH KNIOY KbM NoBeYe Bb3MOXKHOCTU
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3a Jie4yeéHne Ha BalumTe naumeHTn: 5

KEYTRUDA e ogo6peHa 3a neyeHune Ha 32 MHANKaL NN Ha KapLUHOM,
KaTo efiHa OT TAX € KaTO MOHOTepanuisi 3a aAl0BaHTHO JleyeHVe Ha
Bb3pPacTHMN ¢ 6bOpPeUYHOKNEeTbUYEH KapLMIHOM C MOBMLUEH PUCK OT
peunaus cnep HedppeKToMUS, NN cref HeppeKToMUA N peseKkLus
Ha MeTacTaTU4YHU ne3nu

KEYTRUDA

(pembr(]hzumab) Injection 100mg

e .
ToBa e'c'hmﬁa Ha Heneﬁcmwrenuu nauueHTn U ce U3non3Ba camo C UNKCTpaTuBHa uen.

KEYTRUDA Pegpeperyuu: 1. Ketimpyda KXI1

MoBeye nHopmaLuma moxe aa HamepuTe B KpaTkaTa xapakTepuctuka Ha npoaykta. EnektporeH agpec: https://spconline.msd-info.net
3a gonbnHuTenHa nHdopmaums unu 3a ga cbobLunTe 3a HexenaHa nekapcTeeHa peakuust nsnonssante: dpoc.bulgaria@merck.com

Wme Ha nekapcTeeHus npoaykt: Keytruda (pembrolizumab)

KauyecTBeH u konuyecTBeH cbecTaB: Becekm ml KoHUEHTpaT cbabpka 25 mg pembrolizumab.

TepaneBTUYHM NokasaHus: Kato MOHOTepanus 3a neyYeHne Ha Bb3pacTHU U OHOLIW Ha 12 roavHK W No-ronemMu NauueHTy C: aBaHcupan MenaHoM (HeonepabuneH nnu metactatuyeH),
aflloBaHTHO neYeHve Ha MenaHom ctaguii 1B, 1IC unu lIl; kato MOHOTEpanus 3a aatoBaHTHO JIeYEHNe Ha Bb3PacTHU C HeapeBHOKNeTbYeH kapLmHoM Ha 6enua Apob, KOUTO ca C BUCOK pUCK
OT peLunavB cref NbiHa pesekumsa 1 nnaTmHa-6asmpaHa XuMuoTepanusi; B KoM6uHauma ¢ nnatuHa-6asnpaHa xummotepanus Kato HeoaloBaHTHO NeYeHNe 1 Cnej ToBa NPOALIKEH KaTo
MOHOTEpanus 3a aftoBaHTHO NleYeHNe 3a NaUMEHTU C onepabuneH HeapeBHOKNETbYEH KapLMHOM Ha 6enus Apo6 ¢ BUCOK PUCK OT peLMaMB Npy Bb3pacTHU; KaTo MOHOTepanus unum B
KOMBUHaLMS 3a NevyeHne Ha Bb3pacTHU NaLMEHTH C: MeTacTaTUYEH UMW NoKanHo aBaHcupan HeagpebHokneTbYeH kapLumHoM Ha 6enus Apo6 (NSCLC), MeTactaTuyeH (He)ckBamo3eH
NSCLC; B KoMBUHaLMs C NeMeTpeKces v XMMUOoTEpanus C NaThHa 3a feyYeHne oT MbpBa JIMHWS Ha HeonepabuneH HeenuMTenouaeH MarnurHeH nne.pasneH Me3oTeNnMoM Npu Bb3pacTHU,
KaTo MOHOTEpanusi Npy peuuavBMpaLL unu pedpakTepeH Knacuieck XomKKMHOB NMMMQOM Npu Bb3PaCTHU U NEAVATPUYHU NaLMEHTU Ha Bb3pacT 3 rOAVHK W NO-ronemMu; Kato
MOHOTEpPanWs Npu NoKanHo aBaHcupan Unu MetTactaThiyeH ypoTeneH kapUuMHOM; B KOMBUHaLWs ¢ eHopTymab BeJOTUH 3a NeYeHre OT MbpBa JIMHWS Ha Heonepabunen unum metactatuyeH
YpOTEneH KapLMHOM Mpu Bb3PaCTHU; KaTO MOHOTEPaNWS Ui B KOMBUHaLMS Npy peLMavBUPALL UK MeTacTaTUYeH CKBAMO3HOKNETbYEH KapLIMHOM Ha rnasata v WwusTa; B KOMBUHauus npu
aBaHcupan 6b6peyHokneTbYeH kapunHom (RCC); kaTo MOHOTepanus Npy aABaHTHO fledeHne Ha 6bOpeYHOKNETbYEH KapLUMHOM; KaTo MOHOTEpanus Npu Heonepabunex unu
meTacTaTuyeH konopekTaneH kapumHom (CRC) ¢ Brcoka MukpocaTenuTHa HectabunHoct (MSI-H) unn aeduumnt B MexaHM3Ma 3a Bb3CTaHOBsIBaHe Ha HecboTBeTcTBMsTa Ha [IHK (AMMR)
npyv Bb3pacTHU; B KOMBUHALWS Npy NoKanHo aBaHcypan HeonepabuneH Unu MetTactaTiyeH KapLyMHOM Ha XpaHOMPOBOAA NPV Bb3pacTHU;B KOMGWHALMS NPU NOKanHo aBaHcupan
HeonepabuneH unu metactatniyeH HER2-nonoxuteneH ageHokapLVMHOM Ha cToMaxa uim ractpoesodareanHarta Bpb3ka Npy Bb3pacTHW, JIOKAIHO aBaHcupan HeonepabuneH unm
meTactatnieH HER2-HeraTvBeH afeHokapLMHOM Ha cToMaxa unv ractpoesodareanHara Bpb3ka npy Bb3pacTHW; B KOMGMHALIMS NPy JIOKanHO aBaHcupan HeornepaduneH nunm
MeTacTaTUYeH KapLMHOM Ha XITbYHUTE MbTULLA MPU Bb3PACTHM; B KOMBMHALMA C XMMUOTEPaNUA KaTo HE0AIOBAHTHO NEYeHre v Crep ToBa NPOABLIKEH KaTo MOHOTEpanus 3a aatoBaHTHO
reyeHne cneq onepaums, Npy NokanHo asaHcyUpan U paHeH cTauin Ha TPOWHOHEeraTuBeH kapumHom Ha repaata (TNBC) ¢ BUCOK puck OT peuunamBs; B KOMBUHALUSA Npu NOKanHo
peuuaveupall Heonepabunen unu metactatnied TNBC; B koMBMHaLMA ¢ XMMMOMbYeTepanus npu NIOKanHo aBaHcuparn LepsuKaneH KapLuyHOM npu Bb3pacTHU, KOUTO He ca Nony4unu
npeaxoaHa AeduHUTUBHA Tepanus; B KOMBUHaLWMS Npy nepcucTmpall, peLManBupalL Unm MetactaTuieH LepBuKaneH KapLuyHoMm; B KOMBGUHaLUMS Npy Nbpea NUHUS Ha MbPBUYHO
aBaHcupan unv peuuaveMpalLl, eHaoMeTpUaneH KapLUMHOM Mpy Bb3PacTHU, KOUTO ca KaHAWAATY 3a CUCTEMHA Tepanusi; B KOMBUHaLWS ¢ NEHBaTMHWG Npu aBaHcMpan unv peunavempaly
eHAOMETpUaneH KapLuyHOM Npu Bb3pacTHU; kato MoHoTepanusi npyu MSI-H nnun dMMR Tymopu npu Bb3pacTHYM C: aBaHCUpar Win peLyavBmpall, eHAoOMEeTpUarneH KapLumHoM (nporpecupan
no BpeMe Unu cnep npeaxoaHo NieyeHne ¢ nnatuHa-6asupana Tepanus npu BCAKaksy YCoBUS) U HeonepabuneH nnu metactaTuyeH KapLMHOM Ha CTOMaxa, ThbHKUTE YepBa Unu nbykata
(nporpecupanu no Bpeme unu cnep noHe eaHa npeaxogHa Tepanus).

[o3npoBKa 1 Ha4yuH Ha npunoxeHue: MpenopbuntenHara Aosa Keytruda npu Bbapactiu e 200 mg Ha Bcekn 3 ceamuum, unu 400 mg Ha Bceku 6 ceaMULM, NPUNOXeHa KaTo
MHTPaBeHo3Ha MHy3usa B npoabmkeHne Ha 30 muHyTw. MNpenopbuntenHata gosa KEYTRUDA kaTo MoHOTepanus npy neauaTpuyHi NauyeHT Ha Bb3pacT 3 roaunHu 1 no-ronemu ¢ cHL
UNY NaUMEHTV Ha Bb3pacT 12 roAgnHW 1 no-ronemm ¢ MenaHom e 2 mg/kg TenecHo Terno (4o makcumym 200 mg) Ha BCeku 3 ceamuLu, NPUOXKeHa KaTo MHTpaBeHo3Ha WHY3uns B
npoabmkeHne Ha 30 MuHyTW. 3a ynotpeba B kombuHaums, BuxTe KpaTkata xapaktepucTtuka Ha npogykta (KXIM) Ha cbnbTcTBalmMTe Tepanuu.

MNMpoTuBonokasaHus: CBPbXYYBCTBATENHOCT KbM aKTUBHOTO BELLEECTBO WS KbM HSIKOE OT MOMOLLHUTE BELLEeCTBa.

CneuuanHiu npeaynpexaeHus U npeanasHu Mepku npu ynorpe6a: OueHka Ha PD-L1 cratyca cnopen no6pe BanuavpaHa v HagexaHa MeTofornorusi. AKO € MOCOYEHO B MokasaHWeTo,
noabopbT Ha nauveHTn 3a neveHve ¢ KEYTRUDA Bb3ocHoBa Ha MSI-H/dMMR TymopeH ctatyc TpsibBa Aa ce NOTBbpAM Ype3 Banuaupax TecT. MNpu cbMHeHWe 3a MyHoMeaunpaHu
HexenaHu peakuuu Tpsbea Aa ce ocurypu noaxopsila oLeHka, 3a Ja ce NoTBbPAM ETUONOTUATA UK 3a Aa Ce U3KMoYaT ApYru NpUYnHK. MpunoxeHneTo Ha nemGponusymat Tpsbea
OKOHYaTENHO [ja ce NpeycTaHOBK NPy BCSKa MOBTOPHO Bb3HWKHANA UMyHOMeAMMPpaHa HexenaHa peakLysi oT cTeneH 3 1 npu Besika MMyHOMeau1paHa HexenaHa peakuus oT CTeneH 4,
CBbp3aHa C TOKCUYHOCT, C U3KIIOYEHWE Ha eHAOKPVUHOMATUM, KOUTO CE KOHTPONMUPAT CbC 3aMeCTBaLLM XOPMOHM (BX. TOUKM 4.2 1 4.8 Ha KXIT).

HexxenaHu nekapcTBeHu peakuuu: 3aBUCAT OT TOBa Janu ce NPOBEXAA MOHO- N KOMBUHMPaHO NneveHne. C Hal-rofsiMa YecToTa ca OnMcaHn: UMyHOMEAUMPaHU HEXENaHW peakLumm,
KOWTO OTLUYMSBAT Cref BbBEXAAHE Ha NOAXOASLLO NeYeHVe NN NpU NpekpaTsiBaHe Ha NPUIOXEHNETO; aHEeMUS, HeyTPOMeHUs!, TPOMBOLIMTONEHUS, MMMAONEHNS, XMNOTUPEONAN3BM,
XMNEepPTUPEONAN3bM, ChbpAeYHa apUTMUS (BKITOYUTENHO NPeaCbPAHO MbXAEHE), MUOKapAWT, XUNEPTOHWS, HaMarneH aneTut, rnasobonue, aucreyaus, 6e3cbHue, nepudepHa HeBponaTus,
3amMasHOCT, AUCNHEN, Kalunuua, NHEBMOHWS, MHEBMOHWT, AWapus, XenaTut, kopemHa bornka, rageHe, noBpbLiaHe, 3anek, 06pus, AepMaTuT, anoneuuws, NpypuUTyc, MyCKyIHO-CKeneTHa
6ornka, apTpanrusi, MMo3uT, 6onka B KpaH1LMTEe, yMopa, acTeHUs, OTOK, TMPEKCHS, OCTPO GbOPEYHO yBpexaaHe, XMNnokanmeMusi, XMnoHaTpuemms, NoBuLLIEHa anaHnH ammHoTpaHcdepasa,
noByLLIEHa acnapTaT aMMHoTpaHcepasa, NOBULLEH KpeaTUHWH B KPbBTA, MOoBULLIEHA Nunasa.

B3aumopeiicTBUe C Apyrv NeKapcTBEHU NPOAYKTU U Apyru hopMu Ha B3aumopencTeme: He ce oyakeaT MeTabonuTHY B3aMMOAEHCTBIS OT Tuna ,fiekapcTBO-NekapcTao”. Ynotpebara
Ha CUCTEMHM KOPTUKOCTEPOMAN UM UMyHOCYMpecopu TpsibBa Aa ce n3bsrsa Npeay Ha4anoTo Ha MpUNoXeHue Ha nembponuaymat.

®depTunuTeT, GpeMeHHOCT 1 KbpMeHe: XKeHuTe ¢ AeTepofeH noTeHuman Tpsbea Aa n3nonaeat edekTMBHA KOHTpaLenuus no Bpeme Ha feveHue 1 noHe 4 Mecela crnep nocrneaHara
[no3a nembponuaymab. MNemGponudymab He TpsibBa Aa ce 13nonssa no BpeMe Ha GPeMEHHOCT, OCBEH ako KIMHUYHOTO CbCTOSHWE Ha XKeHaTa Hanara neyeHue ¢ nemoponuaymab. Mpu
KbPMeHe PUCKbLT 3a HOBOpPOAEHMTe/KbpMayeTaTa He Moxe Ja bbae n3knioyeH n Tpsabea Aa ce Baeme npeasuwz nonsarta oT KbPMEHETO 3a AeTeTo W nonsara ot TepanusaTta ¢ neméponunsymat
3a KeHarta. JIuncear KNMHUYHW AaHHW OTHOCHO Bb3MOXHUTE ehekTn Ha nembponuaymab BbpXy hepTtunureTta.

MpuTexaten Ha pa3peLueHuneTo 3a ynorpe6a: Merck Sharp & Dohme B.V.Waarderweg 39

2031 BN Haarlem, Hupepnangus

HauuH Ha npeanucBaHe: TepanusTta TpsbBa Aa ce 3anoyHe 1 Habnoaasa OT nekapu, Cneuuanmapani B e4eHNeTo Ha pakoBu 3a60nsBaHNS U B CbOTBETCTBYE C ouLmanHuTe
npenopbKu

€9 MSD

JlekapCTBeH NPOAYKT MO NIEKAPCKO NpeAnncaHme.

Mepk LWapn u AOV'V[B'b"raP“ﬁ EOOA. CaMo 3a MeNLMHCKM CNeuuanmncTu.

Codua 1407, 6yn.,H.W. Banuapos” 55, et.1, Mpean aa npeanuwete KeiTpyaa, MoNa KOHCyNTupaliTe ce ¢
V3TOYHO Kpuno, cektopu b1 & b2 KpaTKaTa XapakTepycTiiKa Ha MpoAyKTa.

Ten.: (02) 819 37 37; dakc (02) 862 51 96; HaunH Ha oTrnycKaHe Ha fleKapcTBEHIA MPOAYKT:

Tepanuata TpAGBa Aia ce 3anoyHe 1 Habnioaasa oT nekapy,
Creynann3npanm B IeYEHNETO Ha PakoBy 3a6onABaHNA
¥ B CbOTBETCTBUE C OpULIMANHITE NPENOPbKY.

Veeva code: BG-KEY-01590 EXP 04/2027

e-mail: info-msdbg@msd.com

Bcuuku npaBa 3anaseHu.

Copyright ©2025 Merck & Co,, Inc.,, Rahway, NJ, USA and its affiliates.
All rights reserved.
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CnucaHue YPOHET nybaukyBa opu2uHanHU cmamuu u knuHUUHuU cayuau 8 ccpepama Ha ypo-
AO2UAMa, XupypauuHume Hayku, Hecbpono2uama, uMyHoAo2UAMA, bbbpeuHama mpaHcnAaH-
mauuf u obpazHama guazHocmuka.

Bcuuku gokaagu usnpameHu 3a nybaukyBaHe mpa68a ga ca 8 PDF u WORD (*.doc or *.docx)
dopmam u mpAbBa ga BkalouBam: 3aznaBue u aBmopcku konekmuB (6vazapcku u aHaaulcku esuk),
abcmpakm (boa2apcku u aHzaulcku e3uk), kalouoBu gymu (bobazapcku u aHaautcku esuk). LWpudm
Times New Roman 12, mexkgypegue 1.5. Bcaka mabauua, epacduka uau cHumka ce npegcmaBa, kak-
mo B8 cmamusama, maka u Ha gonbAHUMEAEH hauA U HOMepupaHa cnpAMO nocaegoBameaHocmma U
Ha noABa B8 mekcma Hanp. (puaypa XX, cHumka XX u m.H.).

Oonyckam ce u gokaagu camo Ha aHeaulcku e3uk.

KHuzonuca mpabBa ga e MuHuMymM om 10 u He noBeue om 20 uumupaHu Hay4yHu mpygoBe, koumo
ce HoMepupam cnpAMO pega uM Ha noABa B mekcma Ha cmamuAama kamo ce caegBa caegHama no-
caegoBameaHoCcm npu uumupaHuama — gamuaua nocregBaHa om uHuuuaAu Ha nopBo ume Ha Bo-
gewHusa aBmop, uMeHama Ha ocmaHaAume aBmopu, 2oguHa Ha nybaukyBaHe, 3aznaBue, cokpameHo
uMe Ha >KypHana, uagaHue, HOMep Ha cmpaHuua.

Mpumep:

MomoBcku B, BacuauB B, MuayweB M, AazapoB LI, MupuHueB H, TumeB A, MBaHoB ', MaageHoB
B, OumumpoB M, AxHeB K, MepoaueB M. MP- TpaHcnepuHeanHa QloxkoH buoncus ¢ “Koelis” — Buco-
komexHoAo2uuHa npeuusHocm. YpoHem, 2/2020: cmp 8

YotovskiV, Vassilev V, Milushev M, Dimitrov PI, Krastanov A, Mladenov V, Timev A, Lazarov C, lvanov
G, Yanev K, Georgiev M. MRI Fusion Biopsy with ,Koelis®. High-Tech Precision. 41st CONGRESS
OF THE SOCIETE INTERNATIONALE D UROLOGIE — SIU 2021 ABSTRACT BOOK, VOLUME
2, Supplement 2, page 144.

Agpecume Ha Bceku aBmop ¢ noweHcku kog, eA. nowa, meaedoH (no kenaHue), mpabBa ga ca
HanucaHu B8 kpasa Ha HayyHuA mpyg cAeg kHueonuca (boa2apcku u aHaAaulicku e3uk).

Ooknagume moXke ga usnpawame Ha eA. nowa — dr.vl.mladenov@gmail.com, kakmo u Ha
http://uroweb.bg/
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HAYANEH KNIMHUYEH ONUT C
METABOJINTHA PAAVOHYK/IUOHA
TEPANUA C 177LU-PSMA MNP
METACTATUYEH KACTPALIMOHHO-
PE3VCTEHTEH KAPLUMHOM HA
MPOCTATATA (MCRPC) B BbJIFTAPUA.

B. Xagxuincka, I NTanpgapos, lN. Hukonosa
KIIMHNKA MO HYKJTEAPHA MEOVUWNHA, YMBAN ,ANNEKCAHOOPBCKA®, MY-COOUA

MemaboAumHama paguoHykAaugHa mepanus
C Aymeuuu-177, wmapkupaH C npocmamHo-
cneuuduueH mMembpaHeH aHmueeH (177Lu-
PSMA), e ymBbpgeH B8 EBpona mepaneBmuueH
Nnogxog nNpu MemacmamuueH kacmpauuoHHO-
pesucmeHmeH kapuuHoM Ha npocmamama
(MCRPC). 177Lu-PSMA e HuckomonekyneH
Au2aHg, koumo ce cBop3Ba ¢ PSMA u gocmaBa
gupekmHo B-AbueHue go mymopHume kaemku u
Mukpocpegama um. lNpe3 Bmopama noaoBuHa
Ha 2026 2. 8 KauHukama no HykneapHa mMeguuu-
Ha Ha YMBAA ,AnekcaHgpoBcka® cmapmupaxme
npuAazaHemo Ha Mmo3u MepaHOCMuUYeH NOgxog
B8 Bovaeapua. Jo MmomeHma cMme AekyBaau 6 na-
uueHmMu ( coc cpegHo MexXkgy 2 u 4 anaukauuu)
¢ nomBopgeHa PSMA-no3umuBHocm Ha PET/
CT uscaegBaHe, npoepecusa npu kacmpauuoHHU

HuBa Ha mecmocmepoH U hpegxogHa mepanus
C aHmuaHgpozeHu om HoBo nokoAeHue u/uAu
XxumMuomepanus. NMauueHmume ce npocaegABam
Cba2AaCHoO cmaHgapmusupaH npomokon,
BkalouBaw, koHmpoA Ha PSA, kKauHuueH cmamyc
u AabopamopHu nokasameAu 3a mokcuuyHocm
MeXXgy omgenHume uukau. KoM mMomMeHma Ha
uszomBaAHe Ha peslomMemo AeueHUemMoOo npu yacm
om nauueHmume Bce owe npogbakaBa, nopagu
koemo nogpobHume gaHHU 3a BUOXUMUYHUA
omezoBop u npodusa Ha nOHOCUMOCM We
6ogam npegcmaBeHu no Bpeme Ha koHepeca. B
npeseHmauuama we CNogeAuM HawuA HavaneH
npakmuuecku onum ¢ BoBe>kgaHemo Ha 177Lu-
PSMA mepanuama B8 Boaz2apusa - kpumepuu 3a
nogbop Ha nauueHmMu, op2aHu3auuAa Ha npoueca
u nbpBu KAuHUYHU HabAlogeHuA.
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INITIAL CLINICAL EXPERIENCE
WITH 177LU-PSMA METABOLIC
RADIONUCLIDE THERAPY IN
METASTATIC CASTRATION-RESISTANT
PROSTATE CANCER (MCRPCQ) IN
BULGARIA.

V. Hadzhiyska, G. Gaydarov, P. Nikolova
CLINIC OF NUCLEAR MEDICINE, UNIVERSITY HOSPITAL ALEXANDROVSKA, MEDICAL UNIVERSITY

OF SOFIA
Metabolic radionuclide therapy with  prior treatment with novel antiandrogens and/or
Lutetium-177 prostate-specific membrane chemotherapy. Patients are followed according
antigen (177Lu-PSMA) is an established to a standardized protocol, including PSA

theranostic approach for metastatic castration-
resistant prostate cancer (MCRPC). 177Lu-
PSMA is a small-molecule ligand that binds
PSMA and delivers B-particle radiation to tumor
cells and their microenvironment. In 2026, the
Clinic of Nuclear Medicine at University Hospital
Alexandrovska began applying this theranostic
approach in Bulgaria. To date, we have treated 6
patients with confirmed PSMA-positive disease
on PET/CT, castration-resistant progression, and

monitoring, clinical assessment, and laboratory
toxicity screening between cycles. As treatment
and follow-up for part of the cohort are still ongoing
at the time of abstract submission, detailed results
on biochemical response and tolerability will be
presented at the congress. In this presentation
we will share our initial practical experience with
introducing 177Lu-PSMA therapy in Bulgaria -
patient selection criteria, workflow organization,
and early clinical observations.
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ANATHOCTUYHATA CTONHOCT
HA °*GA-PSMA PET/CT U MPMRI
B PAHHOTO OTKPUBAHE HA
NMPOCTATHUA KAPLUMHOM

B. MoToBckin?, An. KpbcraHos?, fe. [pamatukos’, Mn. Qumntpos?, UB. JlIunaHos?,
M. Hukonoga', I. Fangapos’, An. Bnaxosa3, B. Xagkuicka', Kp. AHeB?, M. leoprues?
1 KNMHWKA NO HYKNEAPHA MEOANLUMHA, YMBANT ANEKCAHOPOBCKA — COOUA, BbJITAPUA
2 KNIMHWKA MO YPONOTUA, YMBAN ANEKCAHAPOBCKA - COOUA, BbJITAPUA
3 KITMHNKA MO OBLLA N KNUMHWUYHA MATONOI A, YMBAIT ANEKCAHAPOBCKA - COOUA,
BbJITAPUA

BbBEAEHWE U LIEN:

Hacmosawomo npocnekmuBHo npoyuBaHe uma
3a UeA ga oueHu guaszHocmuuyHama edekmuB-
Hocm Ha ®8Ga-PSMA PET/CT u ga A conocmaBu ¢
masu Ha MyaAmunapamempuyHua AMP npu guae-
HocmuuupaHemo Ha nbpBuueH pak Ha npocma-
mama. [JJonbAHUMeAHa 3agava e ga ce ycmaHoBu
onmumManHa 2paHuyHa cmouHocm 3a Makcuman-
HUA cmaHgapmu3upaH npaz2 Ha HampynBaHe Ha
paguodapmaueBmuka (SUVmax), upes koAamo
MaAu2HeHUMe npouecu ga ce paszpaHuyaBam
ecpekmuBHo om gobpokauecmBeHume 3abonn-
BaHuA Ha npocmamama.

MATEPUAJIU N METOAN:

B pamkume Ha egHoueHMpoB npocnekmuBeH
aHanu3g, npoBegeH B nepuoga 2023—2025 2., ca
BkaloueHu 90 nauueHmu. Bcuuku Morke ca nognao-
»keHu Ha ®8Ga-PSMA PET/CT, mpMRI u nocaeg-
Bawa mpaHcnepuHeanHa buoncuAa Ha npocma-
mama (cucmemamuuHa, ¢ UAU 6e3 npuueaHa).
N3BopweHa e oueHka Ha uyBcmBumenHocmma,
cneuucduuyHocmma, kakmo u Ha noAoXKumea-
Hama (PPV) u ompuuameaHama npegukmuGBHa
cmouHocm (NPV) Ha gBama obpasHu memoga
— kakmo camMmocmoamenHo, maka u 8 kombuHa-
uuA. 3a usBe)kgaHe Ha HaU-mouHama 2paHuyvHa
cmouHocm 3a SUVmax e npunoXkeH aHanu3 Ha
ROC kpuBu, kamo e oueHeHO U KAUHUUHOMO 3Ha-
ueHue Ha Mo3u npae.

PE3YJITATU:

Mpu cpaBHeHuemo Ha ROC kpuBume ce yc-
maHoBABa, ue PET/CT npeBv3xokga cmamuc-
muuecku 3Hayumo mpMRI B8 guaezHocmukama Ha
3abonaBaHemo (naow, nog kpuBama [AUC]: 0.867
cnpamo 0.667; p < 0.001). EgHoBpemeHHOMO
npuaokeHue Ha PET u mpMRI Bogu go gpacmuu-

HO nogobpABaHe Ha HeezamuBHama npegukmuB-
Ha cmouHocm (NPV) go 96.30%, B cpaBHeHue ¢
egBa 69.57% npu camocmoAmMenHo u3non3BaHe
Ha mpMRI (p < 0.001). YyBcmBumeaHocmma npu
kombuHupaHua nogxog cowo ce noBuwaBa 3Ha-
yumenHo (97.62% cnpamo 66.67%, p < 0.001).
OmuemeHo e Aeko HamanABaHe Ha cneuuduu-
Hocmma (54.17% npu kombuHauus cnpAMO
66.67% npu mpMRI), HO ma3u pa3auka He goc-
muaa cmamucmuuecka 3Hauyumocm (p > 0.05).
Cnopeg npoBegeHua ROC aHaau3s, Hau-agek-
BamHama SUVmax epaHuyHa cmolUHocm 3a
gudepeHuupaHe Ha PCa om ONMX e 5.20 (AUC:
0.853; p < 0.001), kamo npu mo3u npaz uyBcm-
BumenHocmma e 72.62%, a cneuuduyHocmma
— 75.00%. B uscnegBaHama koxopma npunaza-
Hemo Ha ma3u cmouHocm e goBeno go pegyk-
uuAa Ha daswuBo-ompuuameAHume pesyamamu
c 25.00% u Ha darwuBo-norokumeaHUMe C
33.33%.

3AKJTIOMEHUE:

N3cnegBaHemo upes3 %8Ga-PSMA PET/CT ce
omauuaBa c¢ uskalouumenHo Bucoka guagHo-
CMmuYyHa MOYHOCM, HanbAHO cbnocmaBuma c
masu Ha mpMRI u e Hage>kgeH Memog 3a Hacou-
BaHe Ha npuuenHu Bbuoncuu B npu cenekmupaHa
2pyna om nauueHmu. NpocnekmuBHo Baaugupa-
Hama epaHu4YHa cmouHocm 3a SUVmax om 5.20
Mo>ke cowecmBeHO ga nognoMoO2HEe MeguUUH-
ckume cneuuanucmu npu uHmMepnpemauusma
Ha 2paHuUYHU U HeACHU cAydyau. Hewo noBeue,
kombuHupaHemo Ha PSMA PET ¢ mpMRI pasko
yBeauuaBa HezamuBHama npegukmuBHa cmou-
Hocm, koemo umMa 02poMeH noMmeHuuan ga cnec-
MU Ha nauueHMuUMe U3AUWHU npocmamHu buon-
cuu u cBop3aHume ¢ MAX YCAOXKHEHUS.
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DIAGNOSTIC VALUE OF °°GA-PSMA
PET/CT AND MPMRI IN THE EARLY
DETECTION OF PROSTATE CANCER

V. Yotovski?, Al. Krastanov?, Y. Gramatikov’, Pl. Dimitrov?, Iv. Lilyanov?,

P. Nikolova', G. Gaydarov’, Al. Vlahova®, V. Hadzhiyska', Kr. Yanev?, M. Georgiev®
1.CLINIC OF NUCLEAR MEDICINE, UNIVERSITY HOSPITAL ALEXANDROVSKA - SOFIA, BULGARIA
2.CLINIC OF UROLOGY, UNIVERSITY HOSPITAL ALEXANDROVSKA — SOFIA, BULGARIA
3.CLINIC OF GENERAL AND CLINICAL PATHOLOGY, UNIVERSITY HOSPITAL ALEXANDROVSKA -
SOFIA, BULGARIA

INTRODUCTION AND AIM

The present prospective study aims to evaluate
the diagnostic value of ®8Ga-PSMA PET/CT and
to compare it with that of multiparametric MRI
(mpMRI) in the diagnosis of primary prostate
cancer. An additional objective is to establish
an optimal maximum standardized uptake
value (SUVmax) cutoff to effectively differentiate

malignant processes from benign prostate
diseases.
MATERIALS AND METHODS

A single-center prospective analysis conducted
between 2023 and 2025 enrolled 90 patients. All
men underwent ®8Ga-PSMA PET/CT, mpMRlI,
and subsequent transperineal prostate biopsy
(systematic, with or without targeted). Sensitivity,
specificity, positive predictive value (PPV), and
negative predictive value (NPV) were evaluated for
both imaging modalities—both independently and
in combination. Receiver operating characteristic
(ROC) curve analysis was applied to derive the
most accurate SUVmax cutoff value, and the
clinical significance of this threshold was also
assessed.

RESULTS

Comparison of the ROC curves revealed
that PET/CT statistically outperformed mpMRI
in diagnosing the disease (area under the
curve [AUC]: 0.867 vs. 0.667; p < 0.001). The
simultaneous application of PET and mpMRI led

to a drastic improvement in the negative predictive
value (NPV) to 96.30%, compared to only 69.57%
when using mpMRI alone (p < 0.001). Sensitivity
was also significantly increased with the combined
approach (97.62% vs. 66.67%, p < 0.001). A slight
reduction in specificity was observed (54.17% for
the combination vs. 66.67% for mpMRI), but this
difference did not reach statistical significance (p
> 0.05). According to the conducted ROC analysis,
the most appropriate SUVmax cutoff value for
differentiating prostate cancer (PCa) from benign
prostatic hyperplasia (BPH) was 5.20 (AUC:
0.853; p < 0.001). At this threshold, sensitivity
was 72.62% and specificity was 75.00%. In the
studied cohort, the application of this value led to
a reduction in false-negative results by 25.00%
and false-positive results by 33.33%.

CONCLUSION

%8Ga-PSMA PET/CT imaging is characterized
by high diagnostic accuracy, fully comparable to
that of mpMRI, and serves as a reliable method
for guiding targeted biopsies in a selected group
of patients. The prospectively validated SUVmax
cutoff value of 5.20 can substantially assist medical
professionals in the interpretation of borderline and
ambiguous cases. Furthermore, combining PSMA
PET with mpMRI sharply increases the negative
predictive value, which holds immense potential
for sparing patients from unnecessary prostate
biopsies and their associated complications.
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CTATUCTUYHECKU AHAJIN3 HA
CbOTBETCTBUETO MEXAY
MYITUNAPAMETPUYHA MATHUTHO-
PESOHAHCHA TOMOIPA®UA, MRI/US
FUSION BUOINMCUA N OKOHYATEJTHATA
XUCTOMNATOJIOTMYHA HAXOAKA
CNEAQ PAOUKANTHA NMPOCTATEKTOMMUA

M. Bvros, C1. Cranumupos, An. Aumutpos, 1. Aparves, e. Muxanes, M. LLlepes
HALUMOHAJTHA OHKOJTIOTMYHA BOJTHULA OEBA MAPUA - BYPTAC

BbBEAEHUE:

KapuuHoMbm Ha npocmamHama >kae3a e
cpeg Halu-uecmume 3AokauecmBeHu 3abonABa-
HuA npu MovXkeme. lMpe3 nocaegHume 20guHU
MyAMunapamMempuyHama MagHUmHo-pPe30HaHC-
Ha momoepadua (mpMRI) u MRI/US fusion 6u-
oncusma ce Hanokuxa kamo Bogewu memogu
3a guasHocmuka u AokaauszupaHe Ha KAUHUUHO
3HayumuA npocmameH kapuuHom. OkoHuamen-
Hama oueHka Ha 3aboaABaHemo obaue ce no-
cmaBA upe3 xucmonamoAo2uyHOmMo u3caegBa-
He Ha onepamuBHuA npenapam caeg pagukanHa
npocmamekmomus.

LEJT:

Ha ce oueHu coomBemcmBuemo MexXkgy Ha-
xogkama om mpMRI, peayamamume om MRI/US
fusion Buoncusma u okoHYameAHama XucCmoAo-
2UyHa guasHo3a cAeg pobom-acucmupaHa pagu-
kanHa npocmamekmomus.

MATEPUAJIU U METO/AU:

MpoyuBaHemo BkalouBa 60 nauueHmu ¢ goka-
3aH kapuuHoM Ha npocmamHa »kKAe3a, hpemMuHa-
AU nocAegoBameAHO npe3 MyaAmunapamMmempuyHa
Ma2HUMHO-pe30oHaHcHa momozpadua, MRI/US
fusion 6uoncusa u pobom-acucmupaHa pagukan-
Ha hpocmamekmomus. AHaausupaHu ca PIRADS
oueHkama, AokaauzauuAma Ha cycnekmHume
A€3uu, pesyamamume om buoncuAma u okoHua-
meAHama XxucmonamoAo2uyHa Haxogka om one-
pauusma. lNMoAyyeHume gaHHU ca obpabomeHu
ype3 cmamucmuuecku aHaAu3 C UeA OnpegenfHe
Ha cmeneHma Ha coomBemcmBue meXkgy reueb-

HO-guagHOoCMuUYHUMe Memogu.
PE3YJITATU:

Mpu npubausumenHo 85% om nauueHmume
e ycmaHoBeHo covomBemcmBue mexkgy mpMRI
Haxogkama u okoHuyameAHama XucmoAO2UYHa
Aokaausauua Ha mymopa, gokamo npu okoao
15% ce HabalogaBam pasauuuA. ConocmaBkama
Mexkgy MRI/US fusion buoncuama u xucmono-
2uyHomMo uscaegBaHe caeg pagukanHa npocma-
mekmomusa nokasBa cbBnageHue Ha cmeneHma
Ha mymopHa gudepeHuuauua npu npubausu-
menHo 80% om cayuyaume. lNMpu okono 15% om
nauueHmume OkoHuyameAHama XucmoAo2usA YyC-
maHoBaBa no-Bucoka cmeneH Ha myMopHa ae-
pecuBHocm B cpaBHeHue ¢ bBuoncuuHama Haxog-
ka, a npu okono 5% ce HabalogaBa obpamHama
meHgeHuusa. KoMmbuHupaHomo npuAokeHue Ha
mpMRI u MRI/US fusion 6uoncus gemMoHcmpupa
Bucoka guazHocmuuHa moyHocm npu omkpuBa-
Hemo Ha KAUHUYHO 3HauumM npocmameH kapuu-
HOM.

3AKJIOYEHUE:

MonyueHume pesyamamu nokasBam Bucoka
cmeneH Ha cbomBemcmBue MeXkgy npegone-
pamuBHume guagHOCMu4YyHU Memogu u okoHua-
meAHama XucmonamoAo2uyHa gua2Ho3a. Kowm-
H6uHupaHomo npunoxkeHue Ha mpMRI u MRI/US
fusion 6uoncua nogobpsBa mouHocmma npu
oueHkama Ha npocmamHuA KapuuHOM U nogno-
Maea usbopa Ha Hau-nogxogAWOMO XUPYpP2UUHO
AeveHue. Bonpeku moBa okoHuameaHama xuc-
monoa2uA cAeg pagukanHa npocmamekmomus
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ocmaBa pedepeHmHUAM cmaHgapm 3a onpege-
AAIHE Ha cmagus u cmeneHma Ha 3aboaaBaHemo.

KJ1ro4oBuU Aymu:

kapuuHoM Ha npocmamHama >knesa, MyAmu-
napamMempuuHa MagHUMHO-PEe30HaHCHa MOMO-
epacdun, MRI/US fusion buoncus, PI-RADS, ISUP

Grade Group, pagukanHa npocmamekmomus,
XxucmonamoAaoausi.
A/QJPEC 3A KOPECIIOHQEHLUA:

e-mail: petarvatov@gmail.com,
0887598153

STATISTICAL ANALYSIS OF
THE CONCORDANCE BETWEEN
MULTIPARAMETRIC MAGNETIC

RESONANCE IMAGING, MRI/
US FUSION BIOPSY, AND FINAL
HISTOPATHOLOGICAL FINDINGS
AFTER ROBOT-ASSISTED RADICAL
PROSTATECTOMY

P. Vatov, St. Stanimirov, Al. Dimitrov, D. Dragiev, lv. Mihalev, M. Shterev
VIRGIN MARY UNIVERSITY HOSPITAL - BURGAS

INTRODUCTION:

Prostate cancer is one of the most
common malignancies in men. In recent years,
multiparametric magnetic resonance imaging
(mpMRI) and MRI/US fusion biopsy have become
leading methods for the diagnosis and localization
of clinically significant prostate cancer. However,
the definitive assessment of the disease is
established through histopathological examination
of the surgical specimen following robot-assisted
radical prostatectomy.

OBJECTIVE:

To evaluate the concordance between mpMRI
findings, MRI/US fusion biopsy results, and the
final histopathological diagnosis following robot-
assisted radical prostatectomy.

MATERIALS AND METHODS:

The study included 60 patients with
histologically confirmed prostate cancer who
sequentially underwent multiparametric magnetic
resonance imaging, MRI/US fusion biopsy, and
robot-assisted radical prostatectomy. The PI-

RADS score, localization of suspicious lesions,
biopsy results, and final histopathological findings
from the surgical specimens were analyzed. The
collected data were subjected to statistical analysis
to determine the degree of concordance between
the diagnostic and therapeutic modalities.

RESULTS:

Concordance between mpMRI findings and
the final histopathological tumor localization was
established in approximately 85% of patients,
whereas discrepancies were observed in
approximately 15% of cases. Comparison of MRI/
US fusion biopsy findings with the histopathological
examination ofthe radical prostatectomy specimens
demonstrated concordance in tumor grade in
approximately 80% of cases. In approximately 15%
of patients, the final histopathological examination
revealed a higher degree of tumor aggressiveness
compared with the biopsy findings, while the
opposite trend was observed in approximately 5%
of cases. The combined use of mpMRI and MRI/
US fusion biopsy demonstrated high diagnostic
accuracy in the detection of clinically significant
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prostate cancer.
CONCLUSION:

The results demonstrate a high degree of
concordance between preoperative diagnostic
methods and the final histopathological diagnosis.
The combined use of mpMRI and MRI/US fusion
biopsy improves the accuracy of prostate cancer
assessment and assists in selecting the most
appropriate surgical treatment. Nevertheless, final
histopathological examination following radical

prostatectomy remains the reference standard for
determining the stage and grade of the disease.

KEYWORDS:

prostate cancer, multiparametric magnetic
resonance imaging, MRI/US fusion biopsy, PI-
RADS, ISUP Grade Group, radical prostatectomy,
histopathology.

ADDRESS FOR CORRESPONDENCE:
e-mail: petarvatov@gmail.com,
0887598153

TPAHCNEPUHEAJIHA BUOINCUA
HA NMPOCTATHATA XXJNIE3A NMPU
NMAUMHETU C AMITYTUPAH PEKTYM.
KIMHUYHI CNTYYAMN.

C. Angpees, A. Cronues, H. Cmunos, H. Xanaues
KIMMHNKA MO YPONOTnNd, MN-MBP - COOUA

BbBEAEHUE

lMpes3 nocaAegHUME 20gUHU MpaHCNepPUHEeaAHU-
me Bbuoncuu Ha npocmamama ce HaroXkuxa npeg
me3u ¢ mpaHcpekmaneH gocmbn, molU kamo ca
cBop3aHu ¢ no-Hucok puck om caegonepamuBHu
uHdekuuu u no3BonsBam no-gobpo mapzemu-
paHe Ha mymopu, pa3nonoxkeHu B anukanHama
U npegHama vyacm Ha >kaesama. Cowo maka,
MmpaHcnepuHearHUAM gocmbn no3BoaABa  u3-
BopwBaHe Ha npocmamHa buoncuA Npu hauueH-
mu ¢ npegwecmBawa amnymauus Ha pekmyma.

UEN

NMpegcmaBame usnon3BaHama om Hac mex-
Huka 3a u3BopwBaHe Ha mpaHcnepuHeanHa
npocmamHa 6buoncus U cobmoBemHo XUCMOAO-
2uyHomo gokasBaHe Ha npocmameH kapuuHOM
npu hauueHmu cbc 3aBuweHu cmouHOoCMU Ha
npocmam-cneuuduuHua aHmuzeH (PSA) u cyc-
nekmHu Ae3uu onucaHu Npu MyAmunapamempu-
UeH AgpPeHO-MazHUMeH pe3oHaHc (MNAMP) npu
nauueHmu ¢ amnymupaH pekmym.

MATEPUAJIU U METOAQU

MpegcmaBame mpuma nauueHmu, npu koumo
6e usBovpweHa mpaHcnepuHeaAHa npocmamHa
buoncus nog mpaHcnepuHeaneH yampasBykoB
koHmpoa upe3 koHBekceH mpaHcglocep. Mauu-
eHmume ca 69-,70- u 74-20guwHU MbvXKe cobC
cmouHocmu Ha PSA cobomBemHo 12, 10 u 22

He/MA. Om npoBegeHu MnNAMP ce ycmaHoBuxa
Ae3uu coomBemnyo PIRADS — 5, PIRADS — 4 u
PIRADS — 5.

PE3YJITATU

Cneg usBopweHu 12-moukoBu npocmamHu
Huoncuu xucmonozuuHo ce gokasa ageHokapuu-
HomMm GGS 7 (3+4) npu nopBume gBama nauueHmu
u GGS 9 (5+4) npu mpemus. NocmonepamuBHu-
AM nepuog bewe a2nagok u He ce HabalogaBaxa
YCAOXKHEHUS.

ObCbXAAHE

MpocmamHama 6uoncuAa Nog mpaHcnepuHe-
aneH exogpadcku koHmpon e aamepHamuBeH
NOgxog Npu hauueHmu, npu koumo e HeBb3moXk-
HO BoBekgaHemo Ha mpaHcpekmaneH mpaH-
cglocep nopagu pasauuHu 3abonaBaHuA UAU UH-
mepBeHuuu B aHo-pekmanHama obaacm. Tosu
Memog npegocmaBa gobpa Buayaauszauus Ha
npocmama ¢ Bv3MO>KHOCM 3a CUu2ypHO Hacou-
BaHe Ha BuoncuuHama uzaa u no3BoaABa B3e-
MaHemo Ha kauecmBeHu npocmamHu buonmu B
ycnoBusma Ha cucmemHa buoncus.

KJIO40BU AYMU:
mpaHcnepuHeanHa 6uoncuA, npocmameH
kapuuHom, MNAMP, amnymupaH pekmym
A/1IPEC 3A KOPECITOHAEHLUA:

stamenandreev3@gmail.com
men.: +359 898 707 426
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TRANSPERINEAL PROSTATE
BIOPSY IN PATIENTS WITH AN
ABDOMINOPERINEAL RESECTION
OF THE RECTUM: CLINICAL CASE
REPORTS

S. Andreev, A. Stoychev, N. Smilov, N. Halachev
CLINIC OF UROLOGY, MEDICAL INSTITUTE OF THE MINISTRY OF INTERIOR — SOFIA

INTRODUCTION

In recent years, transperineal prostate biopsy
has become the preferred approach over the
transrectal technique due to its lower risk of
postoperative infectious complications and its
ability to provide improved targeting of tumors
located in the apical and anterior regions of the
prostate. Furthermore, the transperineal approach
enables prostate biopsy to be performed in
patients with a history of rectal amputation.

OBJECTIVE

We present our technique for performing
prostate biopsy and the  subsequent
histopathological confirmation of prostate cancer
in patients with elevated prostate-specific antigen
(PSA) levels and suspicious lesions identified on
multiparametric magnetic resonance imaging
(mpMRiI).

MATERIALS AND METHODS

We present three clinical cases in which
transperineal prostate biopsy was performed
under transperineal ultrasound guidance using a
convex probe. The patients were 69-, 70- and 74
years of age, with PSA levels of 12 ng/mL, 10 ng/
mL and 22 ng/ml respectively. Multiparametric
MRI revealed PI-RADS 5, PI-RADS 4 and PIRADS

5 lesions, respectively.
RESULTS

Following systematic 12-core prostate biopsy,
histopathological examination confirmed prostatic
adenocarcinoma with Gleason score 3+4=7 in
the first two patients and Gleason score 5+4=9
in the third one. The postoperative course was
uneventful, and no complications were observed.

DISCUSSION

Transperineal ultrasound-guided prostate
biopsy represents an alternative approach
in patients in whom insertion of a transrectal
ultrasound probe is not feasible due to various
anorectal diseases or previous surgical
interventions. This technique provides adequate
visualization of the prostate, allows accurate
guidance of the biopsy needle, and enables the
acquisition of high-quality prostate tissue cores
during systematic biopsy.

KEYWORDS

transperineal biopsy, prostate cancer, mpMRI,
abdominoperineal resection
ADDRESS FOR CORRESPONDENCE

Email: stamenandreev3@gmail.com
Tel.: +359 898 707 426
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BUOINMCUYEH MPOTOKOJ NMPU
NMPOBEXAAHE HA MPT/Y3 OIOXKDBH
BbUONCUA HA NALUUEHTU C PI-RADS 3
NE3NUN B MPOCTATHATA XKJIE3A

A. Cronues, C. AHgpees, H. Cmunos, H. Xanaues
KITMHWKA MO YPONOTIAa, MN-MBP- COOUA

BbBEAEHUE

PI-RADS 3 Ae3uume guasHOCMuuUuUpaHu ¢
MNMPT ce kaacuduuupam kamo Heonpegene-
HU UAU gByCMUCAEHU NO OmMHoweHuUe Ha pucka
3a Haauyue Ha npocmameH kapuuHom, koumo
moxke ga Bapupa mexkgy 11-34%. NMopagu masu
npuyuHa e Bce owe He gobpe usfAcHeHO kakoB
mpAbBa ga 6oge HBuoncuuHuAM npomokoA npu
nauueHmume Ha koumo we 6vge npoBegeHa
MPT/Y3 dlorkoH Buoncus.

UEN

Llen Ha npoyuBaHemo e ga ce npegcmaBam
HaAuyHUMe gaHHU om cBemoBHama Aumepamy-
pa 3a buoncuyHume npomokoAu npu nauueHmMu
c PI-RADS 3 aesuu, kakmo u ga ce npegcmaBu
U aHaAu3upa HawuAam buoncuueH npomokoA npu
nauueHmu ¢ makoB mun Ae3uu.

MATEPUAJIU U METOA4U

N3Bopwuxme AumepamypeH 063op 8 mexkgy-
HapOgHO Npu3Hamu HayuyHu 6as3u gaHHU no me-
Mama u aHaaudupaxme cobcmBeHa koxopma om
70 nauueHma ¢ gemekmupaHu om MyAmunapa-
mMempuuHa MPT PI-RADS 3 Aesuu u usBopweHa
mpaHcnepuHeanHa MPT/Y3 - HacoueHa buoncus
Ha npocmamHama >kAe3a no Haw ©buoncuueH
npomokoA. Cowuam BkalouBa 3-5 buonma om
mapzemHama Ae3us U cucmemHa buoncus c
6 Hbuonma om uncu- u koHmparamepanHuam
npocmameH A0b.

PE3YJITATU

Cnopeg Hsakonko ezonemu paHgomusupaHu
npoyuBaHuA, cucmemHama buoncua npu Moyke-
me ¢ gemekmupaHa PI-RADS 3 Ae3ua 6u Mozna
ga b6vbge nponycHama, ocobeHo npu Aunca Ha
onpegeneHu puckoBu cdpakmopu. Bonpeku moBa,
Bce owe HAMA eguHHU npenopbku 3a moBa om

kou 30HU Ha npocmamHama »kae3a mpabBa ga
ce Bzemam Buonmu c uen agekBamHo guazHo-
cmuuupaHe Ha eBeHmyaneH npocmameH kapuu-
HoM. lMpu aHaAu3a Ha Hawume nauueHmu ycma-
HoBuxme Hanuuue Ha kapuuHom B mapzemHama
Ae3uA npu 49 nauueHma / 70%/, a 8 Hag 35% om
MAX ce guasHocmuuupa hpocmameH KapuuHom
om koHmpanamepanHusm Aob kamo npu 5% ce
HabalogaBa npocmameH kapuuHOM C NO-20AAM
Gleason score om mo3u 8 mapzemHama Ae3us.
Mpu 57% ce ycmaHoBABa npocmameH kapuuHom
u 8 cucmemMHume Buonmu om uncuAramepanHu-
AmM Ao6. AHaau3upaxme gaHHUmMe 3a Bo3pacmma
Ha nauueHmume, cmoUHocmume Ha PSA, PSAD,
20AEMUHa Ha Ae3uAma u pasnoAoXkeHuemo u
kamo npegukmopu 3a HaAu4yeH kapuuHom u3BoH
mapzemHa Ae3uA.

3AKJIIOYEHUE

Bonpeku Haauuuemo Ha kAuHUUHU npoyuBa-
HUA N0 memama, Bce owe HAMa kamezopuuHu
gaHHU UAU npenopbku om EBponetckama aco-
uuauus no ypoaozusa 3a moBa gaau mpabBa uau
He mpAbBa ga ce npoBexkga cucmemHa buoncus
npu nauueHmu ¢ PI-RADS 3 Ae3uu u npu Haauvue
Ha kakBu dpakmopu ma Mmoxke ga 6oge nponycHa-
ma uau usBopuweHa. Cnopeg HawuAm onum, Npo-
Be>kgaHemo Ha mapeaemHa u cucmemHa buoncus
€ ymMecmHo nopagu Bce owe HeAcHUAM puck 3a
HaAu4yue Ha KAUHUYHO 3HauuM npocmameH kap-
UUHOM npu nauueHmMu ¢ makbB mun Ae3uu.

KJIDYOBU JYMU:

npocmameH kapuuHom, PI-RADS 3 aesuu,
npocmamHa 6buoncusn, buoncuueH npomokoa

A/[JPEC 3A KOPECITIOHAEHLUNA:

alexxanderrQ15@gmail.com
Ten.: +359 882 421 985
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BIOPSY PROTOCOL FOR MRI/
ULTRASOUND FUSION-GUIDED
BIOPSY IN PATIENTS WITH PI-RADS 3
PROSTATE LESIONS

A. Stoychey, S. Andreev, N. Smilov, N. Halachev
DEPARTMENT OF UROLOGY, MEDICAL INSTITUTE, MINISTRY OF INTERIOR

INTRODUCTION

PI-RADS 3 lesions detected on multiparametric
magnetic resonance imaging (mpMRI) are
classified as indeterminate or equivocal with
regard to the risk of prostate cancer, with the
reported prevalence of malignancy ranging from
11% to 34%. Consequently, the optimal biopsy
protocol for patients undergoing MRI/ultrasound
(MRI/US) fusion-guided prostate biopsy remains
insufficiently defined.

OBJECTIVE

The aim of this study was to review the
available evidence from the international literature
regarding biopsy protocols for patients with PlI-
RADS 3 lesions and to present and analyze our
institutional biopsy protocol for this specific
patient population.

MATERIALS AND METHODS

A comprehensive literature review was
conducted using internationally recognized
scientific databases. In addition, we analyzed
our own cohort of 70 patients with PI-RADS 3
lesions detected on multiparametric MRI who
underwent transperineal MRI/US fusion-guided
prostate biopsy according to our institutional
biopsy protocol. The protocol consisted of 3—5
targeted biopsy cores obtained from the MRI-
visible lesion, combined with a systematic biopsy
including six cores sampled from the ipsilateral
and contralateral prostate lobes.

RESULTS

According to several large randomized
studies, systematic biopsy may be omitted in
men with PI-RADS 3 lesions, particularly in the
absence of specific risk factors. However, there

are still no uniform recommendations regarding
the optimal anatomical locations from which
systematic biopsy cores should be obtained to
ensure accurate detection of prostate cancer. In
our cohort, prostate cancer was identified within
the targeted lesion in 49 of 70 patients (70%).
Furthermore, prostate cancer was detected in
the contralateral lobe in more than 35% of these
patients, while 5% harbored a tumor with a higher
Gleason score than that identified in the targeted
lesion. In addition, prostate cancer was detected
in the ipsilateral systematic biopsy cores in 57%
of patients. Patient age, serum prostate-specific
antigen (PSA), PSA density (PSAD), lesion size,
and lesion location were analyzed as potential
predictors of prostate cancer detected outside the
targeted lesion.

CONCLUSION

Despite the availability of several clinical studies
on this topic, there are still no definitive data or
recommendations from the European Association
of Urology (EAU) regarding whether systematic
biopsy should be routinely performed in patients
with PI-RADS 3 lesions, or under which clinical
circumstances it may be safely omitted. Based on
our experience, the combination of targeted and
systematic biopsy appears to be justified because
of the persistent uncertainty regarding the risk of
clinically significant prostate cancer in patients
with PI-RADS 3 lesions.

KEYWORDS:

prostate cancer, PI-RADS 3 lesions, prostate
biopsy, biopsy protocol
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KAJIKYJIATOP 3A MPEXUBAEMOCT
NP HEMETACTATUYEH KAPLUMHOM
HA NMPOCTATA BA3SUUPAH HA
U3KYCTBEH MHTEJIEKT

Nop. Joues?, Aur. Boxkos?, Aim. AmuntpeHko?, En. Monos?, Y. CnaBos®
'YMBAN,LUAPMUA MOAHHA UCYN*; 20MH KbM BAH;

BbBEAEHUE:

Pakom Ha npocmamama e mpemomo
Hau-yeCcmo guasHocmuuupaHo 3AokauecmBe-
Ho 3abonABaHe. ToBa e xemepozeHHO 3abons-
BaHe, kamo uecmomama Ha 3aboreBaemocm
Bapupa 3HauumenHo B pas3AuyHUME Yacmu Ha
cBema — om 6,3 go 83,4 cayuaa Ha 100 000
gywu. CmaHgapmusupaHume no Bv3pacm HuBa
Ha 3aboneBaemocm ca Hal-Bucoku B CeBep-
Ha EBpona u Hau-Hucku B KO>kHa u LleHmpanaHa
AsuAa. Moxkeme om adpukaHcku npousxog ca
no-npegpasnonoxkeHu koM pazBumuemo Ha 3a-
6onaBaHemo B cpaBHeHue ¢ npegcmaBumeaume
Ha gpyau emHuuecku gpynu.(1) OnpegeneHuemo
3a HememacmamuuyeH ageHokapuuHOM Ha
npocmamama €  XUCMOAO2UYHO  gokasaH
MaAuU2HEH MyMOpP Ha npocmamHama >kae3a C
XucmoaAozuyHa xapakmepucmuka Ha npou3xog
om >kAe3ucmuA enumeA Ha opezaHa, 6e3 gaHHu
3a pasnpocmpaHeHue koM pesuoHaAHU AUMHU
Bo3AU U ganeyHU opaaHu.

LEJI:

B masu npe3seHmauua we npegcmaBum kan-
kynamop 3a npexkuBaemocm npu pak Ha npoc-
mamama 6asupaH Ha puckoBu cdakmopu kamo:
Bo3pacm npu guasHOoCcmMuuupaHe, HUBO Ha
MCA, kauHUueH cmaguu, XUCMOAOSUYEH PE3YA-
mam(ISUP score u Gleason score), 6pol no3su-
muBHU Buonmamu cnpAamMo obwia 6pou.

MATEPUAJIU U METOAMN:

MpegcmaBa ce usnon3BaHemo Ha kankyna-
mop, koumo ce 6a3upa Ha uskycmBeH uHmenekm
3a oueHka Ha npe>kuBAaemMocmma npu Hememac-
mamuueH kapuuHoM Ha npocmama. lMpegcma-
BeHume gaHHU ca 3a nauueHmu, guagHoCMuuu-
paHu u/unu nekyBaHu 8 YMBAA ,Llapuua WNoaHHa
- MICYA" 3a nepuoga 2004 — 20242 — 101 nauu-
eHma.

PE3YJITATU:

lopeusno>keHume puckoBu dakmopu npu
nauueHmume B kauHukama 6axa obpabomeHu
¢ kankynamop Prostate Predict. CpegHu nokasa-
meAu Ha nauueHmume B8 koxopmama ca: Bo3-
pacm - 76 2.; HuBo Ha PSA 22.6 ng./ml.; KauHu-
yeH cmagul T2cNOMO; ISUP Grade — 2 6pou
Buonmamu — 12 u 6posa nonokumeaHu Buonma-
mu — 5. CpaBHeHume pe3yamamu 3a 10 — 2o-
guwHa npekuBaemocm nokasaxa guckpumuHa-
mopHa cmouHocm om 0.79.

ANCKYCUN:

Kankynamopume, 6asupaHu Ha uskycmBeH
uHmeAekm, kolumo usnoasBa gaHHU om Maw.ab-
HU npoyuyBaHuAa Mozam ga 6bgam us3noa3BaHu
3a noBuwaBaHe Ha uHdoOpMuUpaHoCcMMa Ha ha-
uueHmume 3a B3emaHe Ha peweHus 3a pesyA-
mamume om nogxoga, koumo 6uxa npegnoueau
NpuU HaAu4Uue Ha NpocmameH ageHokapuuHom. B
npe3eHmauuama ce npegcmaBa kankyaAamopbm
Prostate predict, 6a3upaH Ha gaHHU om nauueH-
mu, AekyBaHu B8 ObeguHeHomo KpancmBo.

KJ1ro4oBu Aymu:

npocmama, ageHokapuuHOM,
Mocm, kanyaamop, pakmopu
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AI-BASED SURVIVAL CALCULATOR FOR
NON-METASTATIC PROSTATE CANCER

Yor. Dochev', Ang. Bozhkov?, Dm. Dmitrenko?, El. Popov*, Ch. Slavov®
'"UNIVERSITY MULTIPROFILE HOSPITAL FOR ACTIVE TREATMENT ,TSARITSA YOANNA - ISUL
SOFIA, BULGARIA
2INSTITUTE OF MEDICAL SCIENCES, BULGARIAN ACADEMY OF SCIENCES

INTRODUCTION

Prostate cancer is the third most frequently
diagnosed malignancy worldwide. It is a
heterogeneous disease, with incidence rates
varying considerably across different regions,
ranging from 6.3 to 83.4 cases per 100,000 men.
Age-standardized incidence rates are highest
in Northern Europe and lowest in Southern and
Central Asia. Men of African ancestry are at a higher
risk of developing prostate cancer compared with
other ethnic groups.(1) Non-metastatic prostate
adenocarcinoma is defined as a histologically
confirmed malignant tumor arising from the
glandular epithelium of the prostate, without
evidence of regional lymph node involvement or
distant metastases.

OBJECTIVE

This presentation introduces an artificial
intelligence-based survival calculator for patients
with non-metastatic prostate cancer. The
calculator estimates survival based on established
prognostic factors, including age at diagnosis,
prostate-specific antigen (PSA) level, clinical
stage, histopathological findings (ISUP Grade
Group and Gleason score), and the ratio of positive
biopsy cores to the total number of biopsy cores
obtained.

MATERIALS AND METHODS

We present the application of an Al-based
survival calculator for predicting outcomes

in patients with non-metastatic prostate
adenocarcinoma. The analysis included data
from 101 patients diagnosed and/or treated at
the University Hospital ,, Tsaritsa Yoanna — ISUL*
between 2004 and 2024.

RESULTS

The patients. clinical and pathological risk
factors were analyzed using the Prostate Predict
calculator. The cohort.s mean characteristics
were as follows: age 76 years; PSA level 22.6 ng/
mL; clinical stage T2cNOMO; ISUP Grade Group
2; an average of 12 biopsy cores obtained, of
which 5 were positive for cancer. Comparison
of the predicted and observed 10-year survival

demonstrated a discrimination performance
(C-index) of 0.79.

DISCUSSION

Artificial intelligence-based prediction

tools that utilize data from large-scale clinical
studies can improve patient counseling and
support shared decision-making by providing
individualized estimates of treatment outcomes.
This presentation demonstrates the use of the
Prostate Predict calculator, which was developed
using data from patients treated in the United
Kingdom.

KEYWORDS:

prostate, adenocarcinoma, survival, calculator,
risk factors
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TAPTETHA U CUCTEMATUYHHA
BUONCUA HA NMPOCTATHATA XNE3A
NP NAUMUEHTU C JIE3UN
PI-RADS 3 105

M. XuHkoB, . Cemepaxunes, C. AHrenos, B. bonues, M. Kones, P. lepros,
M. MuHues, E. Muxannosa, . boes, M. leoprues

yBoA

MyAmunapamMempuyHuUAsm MagHUmeH pe-
3oHaHC (MpMRI) 3HauyumenHo nogobpu guae-
Hocmukama Ha kapuuHomMa Ha npocmamama,
kamo nos3BoasaBa npeuusHo AokaausupaHe Ha
CbMHUMeAHUMe Ae3uu u usBopwBaHe Ha MRI—
ynmpasBykoBo dlorkbH-HacoueHa buoncus. Bo-
npeku gokasaHume npegumcmBa Ha mapaem-
Hama 6uoncuAa 3a omkpuBaHe Ha kapuuHOM Ha
npocmamama, cucmemHama 6buoncus npogoA-
»kaBa pymuHHO ga ce usBopwBa no Bpeme Ha
cbwama npouegypa. HuasHocmuuHama cmou-
Hocm Ha cucmemHama 6uoncuAa cmaBa npeg-
Mem Ha guckycus.

LEN

[a ce oueHu guazHOCMuUYHamMa cmouHoCm Ha
cucmemHama buoncus 3a guagHocmuuupaHemo
Ha kapuuHOM Ha npocmamama npu nauueHmu,
nognoXkeHu Ha kombuHupaHa MRI—yampasBy-
koBo dhlorkbH-HacoueHa u cucmemHa buoncus,
kakmo u ga ce ycmaHoBu gaau cucmemMHama 6u-

oncuA omkpuBa kAUHUYHO 3HauuMu kapuuHoOMuU,
nponycHamu npu mapaemHomo npuueABaHe.

MATEPUANIN N METOAU

MpoBegeHo e pempocnekmuBHO npoyuBaHe
Ha 80 nauueHmMu ¢ xucmoaoauuHo gokasaH kap-
UUHOM Ha hpocmamama, npu koumo e usBopuweH
mpMRI, nocaegBan om MRI—yampasBykoBo
dlokoH-HacoueHa Buoncusa ¢ HaBusauuoHHama
cucmema BiopSee u exoegpadcka naamdop-
ma BK, kombuHupaHa cbc cucmemMHa buoncus.
HanpaBeHa 6ewe puzaugHa cdy3ua Ha obpasume.
MauueHmume ¢ ompuuameneH buoncuueH pe-
3yanmam He ca BkaloueHu B aHanuza. CpaBHeHu
ca XUCMOAO2UYHUME pesyAmamu om mapaem-
HUMe U cucmemMHume BUONCUYHU UUAUHGPU.

PE3YJNITATU

Mpu 33 nauueHmu (41,3%) guasgHo3ama e no-
cmaBeHa camo om mapaemHume 6HuoncuyHu
uuAauHgpu. Mpu 42 nauueHmu (52,5%) kapuuHom
e ycmaHoBeH kakmo B8 mapzemHume, maka u G
cucmemMHume uuAuHgpu. Mpu 30 om mAx camo
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€gUH UAU gBa cucmeMHu uuAuHgopa, B3emu B
HenocpegcmBeHa 6Auzocm go mapzemHama
Ae3us, ca buau nosumuBHu, koemo npegnonaza
Bbuoncus om cowuA mymopeH ¢dokyc. Mpu 12
om nauueHmume ca no3umuBHU mapzemHume
u cucmemHume BuONCUYHU UUAUHgPU ganey om
mapzemHua ¢okyc, kamo npu me3u nauueH-
mu 6axa ycmaHoBeHu cmouHocmu Ha PSA Hag
15ng/ml u/uau Haxogkama om mpMRI e PI-RADS
5. Mpu 5 nauuenmu (6,3%) kapuuHoMom € gu-
aszHOCmMuuupaH eguHcmMBeHO upe3 cucmemMHama
Bbuoncua. M1 B nemme cAyyaA XUCMOAOZUYHO €
ycmaHoBeH Gleason score 3+3 = 6 (ISUP Grade
Group 1).

OBCHbXKAAHE

B uscnegBaHama 2pyna ¢ puaugHa dy3ua Ha
obpazume MRI—ynmpa3BykoBo lo>kvH-Haco-
ueHama buoncus ugeHmuduuupa Bcuuku Bugumu
Ha MRI kapuuHomMu, koumo ca ISUP Grade Group
2 u noBeue. [lokazaHume kapuuHOMU camo om
cucmemHa buoncusa, 6e3 no3umuBHuU BuoncuyHu
UUAUHgPU Om mapesemHama 30Ha, He ca buau
BugumuHampMRI. MpunauueHmu cobccycnekmHa
om mpMRI e gocmamuobuHo uzBopwBaHemo camo
Ha mapaemHa u nepuAe3uoHHa buoncus.

Kno4yosu AyMmun

KapuuHoM Ha npocmamama; lo)koH 6u-
oncuA; cucmemHa buoncuA; MyamunapamMmempu-
UeH MacHUMEH pe3oHaHC Ha hpocmamHa »kaesa

TARGETED AND SYSTEMATIC
PROSTATE BIOPSY IN PATIENTS WITH
PROSTATE LESIONS PI-RADS 3-5

P. Hinkov, Y. Semerdzhiev, S. Angelov, V. Boychev, M. Kolev, R. Gergov,
M. Minchev, E. Mihaylova, P. Boev, M. Georgiev

INTRODUCTION

Multiparametric magnetic resonance imaging
(mpMRI) has significantly improved the diagnosis
of prostate cancer by enabling precise localisation
of suspicious lesions and the performance of
MRI—ultrasound fusion-guided biopsy. Despite
the proven advantages of targeted biopsy for
detecting prostate cancer, systematic biopsy
continues to be routinely performed during
the same procedure. The diagnostic value of
systematic biopsy remains a matter of ongoing
debate.

OBJECTIVE

To evaluate the diagnostic value of systematic
biopsy in the detection of prostate cancer in
patients undergoing combined MRI—ultrasound
fusion-guided targeted and systematic biopsy,
and to determine whether systematic biopsy
detects clinically significant prostate cancers
missed by targeted sampling.

MATERIALS AND METHODS

A retrospective study was conducted including
80 patients with histologically confirmed prostate
cancer who underwent mpMRI followed by

MRI—ultrasound fusion-guided biopsy using the
BiopSee navigation system and BK ultrasound
platform, combined with systematic biopsy.
Image registration was performed using rigid
fusion. Patients with negative biopsy results
were excluded from the study. Histopathological
findings from targeted and systematic biopsy
cores were compared.

RESULTS

In 33 patients (41.3%), the diagnosis was
established exclusively from the targeted biopsy
cores. In 42 patients (52.5%), prostate cancer
was detected in both the targeted and systematic
biopsy cores. Among these, 30 patients had only
one or two positive systematic cores obtained in
close proximity to the targeted lesion, suggesting
sampling of the same tumour focus. In the
remaining 12 patients, both targeted and distant
systematic cores were positive. These patients
had prostate-specific antigen (PSA) levels above
15 ng/mL and/or a PI-RADS 5 lesion on mpMRI. In
5 patients (6.3%), prostate cancer was diagnosed
exclusively by systematic biopsy. In all five cases,
histopathological examination determined a
Gleason score of 3 + 3 = 6 (ISUP Grade Group 1).
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DISCUSSION

In this cohort, using rigid image fusion, MRI—
ultrasound fusion-guided biopsy identified all MRI-
visible prostate cancers classified as ISUP Grade
Group 2 or higher. Prostate cancers detected
exclusively by systematic biopsy, without positive
cores from the targeted lesion, were not visible

on mpMRI. In patients with suspicious lesions
identified on mpMRlI, targeted biopsy combined
with perilesional sampling appears to be sufficient.

KEYWORDS
Prostate cancer; fusion biopsy; systematic

biopsy; multiparametric magnetic resonance
imaging of the prostate

3HAYEHUE HA CUCTEMHUTE
BUONMCUYHU UINWJTTUHOPW
OTNEPUOEPHATA 30HA B
CbBPEMEHHATA EPA HA MINTAMP
O0KDH BUOINCUA

E.Monos’, A. boxkos', /. foues', . AMnTpeHko', B. Bennukos', Y. CnaBos>
'YMBAJ,LULAPULA MOAHHA - NCYNT* KNTMHUKA MO YPOJTOTA
2bAH - OTOENEHWE ,MEOVNLIMHCKN HAYKWN”

BbBEAEHUE -

€guH om ocHoBHuUMe npomuBopeuuBu Bonpo-
cu npu u3BopwBaHemo Ha coBpemMeHHama map-
2emHa plo>koH buoncuna e poasma Ha B3emaHemo
Ha cucmemHu Buonmamu u3BoH MapzemHama
30Ha Ha MNAMP. Poaama Ha MnAMP/Y 3 dlokoH
BusyanHua koHmpoa npu usBopwBaHemo Ha bu-
oncuA Ha npocmama e nomBopgeHa B sonemu
npocnekmuBHU npoyuBaHusa'>3* | u noHacmos-
wemM e cmaHgapm B paHHama guasgHocmuka Ha
npocmameH kapuuHom. Bonpeku 3HauyumeaAHuA
Hanpegok, Bce owe cowecmByBam guckycuu u
HeAcHomu B8 onmumaaHuA npomokon 3a gobuBa-
He Ha Buonmamu. OmeaoBopom Ha me3u Bonpo-
cu e kalouoB nopagu Ba>kHocmma om paHHama
guasHocmuka Ha couuanHo-3HauuMo 3abonnBa-
He C haHgeMuueH xapakmep kamo kapuuHoma Ha
npocmamuyama >kae3a, kamo 3HauyumeAHo BHu-
mMaHue caegBa ga ce omgaBa u Ha cbomHowe-
Huemo ukoHomuuecka edhekmuBHocm/3gpaBeH
ecdekm Ha Bcako HoBoBoBegeHue®.

LLEN -

ga OUeHUM poAsma Ha cucmemHume buoncuu
B8 coBpemeHHama epa Ha MNAMP dloxkoH 6u-
oncuA Ha npocmamHyama »knesa

MATEPUAJ1 U METOAMU -

npoyuBaHemo e npoBegeHo npu 196 ¢ HaAu-
ueH MnNAMP ¢ mapzemHa 3oHa Pi-RADS > 3 3a

nepuoga 5.2021 - 12.2024. B Hawama 2pyna na-
uueHmu ca B3umaHu 6-8-10 cucmemHu Buonma-
ma u3BbH mapaemHama 30Ha, OCHOBHO om ne-
pudepHama 30Ha Ha hpocmamHama »kaesa, u B8
pegku cayuyau om cycnekmHu Ha Y3 30HuU, koumo
He ca onucaHu Ha MnAMP.

PE3YJITATU -

Mpu 13 nauueHmu (6,63 %) om 196 c HanuueH
MNAMP ¢ mapzemHna 3oHa Pi-RADS > 3 e Habalo-
gaBaH lNK camo B cucmemHume BuoncuyHu uu-
AUHgpU, 6e3 ga e omkpum makoB 8 npuueArHUMe
Buonmamu. B 11 (84,61 %) om me3u nauueHmu e
HabalogaBaH ISUP GG 1, gokamo npu 2 (15,4 %)
e HabalogaBaH ISUP GG 3. lNpu nponyckaHe Ha
cucmemMHume 6buonmamu B8 Hawama epyna 6u-
XxMe HabalogaBanu 6,63 % puck 3a nponyckaHe
Ha MK u 1,02 % puck om nponyckaHemo Ha kau-
HUuHO 3Hauum IK (ISUP GG = 2).

3HayumeAHo no-BaykHO e 3HaueHuemo Ha cuc-
memMHuUme Buonmamu 3a NpeuusHoOmMo cmagu-
paHe Ha K (ocobeHo B HacmonBawama epa Ha
dhokanHama mepanus) - npu 70 nauueHma (35,7
%) om 196 ¢ HaauueH MNAMP ¢ mapzemHa 30Ha
Pi-RADS > 3 e HabalogaBaH MK kakmo 68 map-
2emHume, maka u 8 cucmemHume HuoncuyHu
UuUAUHgpu, koemo B MHo20 cayuyau Bogu go no-
kauBaHe B no-Bucoka puckoBa zpyna no NCCN.

To3su dakm, 3aegHo ¢ HabalogaBaHama Buco-
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ka uecmoma Ha cT2c B Hawama 2pyna hauueH-
mu, obycaaBam Hy>kgama om u3BvpwBaHe Ha
cucmemHa buoncus.

KJ1ro40BuU Aymu:

npocmameH kapuuHOM, CUCMEMHU U map-
2emHu buonmamu, MnAMP
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THE SIGNIFICANCE OF SYSTEMATIC
BIOPSY CYLINDERS FROM THE
PERIPHERAL ZONE IN THE CURRENT
ERA OF MP-MRI FUSION BIOPSY

E. Popov', A. Bozhkov', Y. Dochev', D. Dmitrenko’, V. Velichkov', Ch. Slavov?
TUNIVERSITY HOSPITAL“TSARITZA YOANNA - ISUL,” DEPARTMENT OF UROLOGY
2 BULGARIAN ACADEMY OF SCIENCES (BAS) - DEPARTMENT OF MEDICAL SCIENCES

INTRODUCTION—

One of the main controversial issues in
performing modern targeted fusion biopsy is
the role of obtaining systemic biopsy samples
outside the targeted area on mpMRI. The role
of MRI/ultrasound fusion-guided visualization
during prostate biopsy has been confirmed in
large prospective studies '?**and is currently the
standard in the early diagnosis of prostate cancer.
Despite significant progress, there are still debates
and uncertainties regarding the optimal protocol
for obtaining biopsy specimens. Answering these
questions is crucial given the importance of early
diagnosis of a socially significant disease of
pandemic proportions such as prostate cancer;
significant attention should also be paid to the

cost-effectiveness/health-outcome ratio of any
new innovation °.

OBJECTIVE—

To evaluate the role of systematic biopsies in
the current era of MP-MRI-guided fusion biopsy
of the prostate

MATERIALS AND METHODS—

The study was conducted in 196 patients with
available MP-MRI showing a target zone with
Pi-RADS > 3 between May 2021 and December
2024. In our patient group, 6—8—10 systematic
biopsy specimens were obtained outside the
target zone, primarily from the peripheral zone of
the prostate, and in rare cases from ultrasound-
suspicious areas not identified on MRI.
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RESULTS—

In 13 patients (6.63%) out of 196 with available
mpMRI showing a target zone with Pi-RADS >
3, PC was observed only in the systemic biopsy
cylinders, with no PC detected in the targeted
biopsies. In 11 (84.61%) of these patients, ISUP
GG 1 was observed, while in 2 (15.4%), ISUP GG 3
was observed. If we were to exclude the systemic
biopsy specimens in our cohort, we would observe
a 6.63% risk of missing PC and a 1.02% risk of
missing clinically significant PC (ISUP GG > 2).

The importance of systemic biopsies for the
precise staging of PC is significantly greater
(especially in the emerging era of focal therapy)
- In 70 patients (35.7%) out of 196 with available
mpMRI showing a Pi-RADS > 3 target zone, PC
was observed in both the target and systemic
biopsy cylinders, which in many cases led to
reclassification into a higher-risk group according
to the NCCN guidelines.

This finding, together with the high frequency
of cT2c observed in our patient group, justifies the
need for a systemic biopsy.

KEYWORDS -

prostate cancer, targeted biopsy, systemic
biopsy, mpMRI
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Bb3MOHOCTU 1N OFPAHUYEHUA
HA 68GA-PSMA PET/CT 3A
NPEAOMNEPATUBHO CTAOUPAHE
CNPAMO XUCTOMATOJIOTMYHATA
HAXOAKA CNEA PAOUKAJTHA
NMPOCTATEKTOMMUA

. MarapguusH, P. Kones, T. laHes, M. Kupunos, M. Koces, . A6ywes, [I. Hukonos,
A. Cangynos, U. Xunes, C. MapuHos, W. Mananues, A1. Cyrapes
KNUHUKA 10 YPOJIOT A, YMBAN ,,CB. MAPUHA"EAL, BAPHA, BbJTTAPUA
MEOVMUMHCKW YHUBEPCUTET ,,MPO®. MAPACKEB CTOAHOB’, BAPHA, BbJITAPUA

BbBEAEHUE:

TouHomo cmagupaHe Ha paka Ha npocma-
mama e onpegeAdwo 3a NpeuusHomo mepa-
neBmuuyHoO naaHupaHe. Bonpeku ue 68Ga-PSMA
PET/CT ce Hanaza kamo Bogew, mMemog 3a MO-
nekynapHa obpasHa guasHocmuka, conocma-
BAaHemo Ha npegonepamuBHume My Haxogku c
okoHuameAHuUAs namoAo2u4YeH cmaguu cAeg pa-
gukanHa npocmamekmomuAa ocmaBa kpumuuHo
3a BanugupaHe Ha knuHuyHama My HageXkgHocm.

LEJT:

INa ce aHaausupam Bv3mo)kHocmume u
ogpaHuveHusma Ha 68Ga-PSMA PET/CT npu
cmagupaHemo Ha npocmameH kapuuHOM upes3
gupekmHo cpaBHeHue ¢ geduHUMuUBHUMe
XucmonamoAO2UYHU pe3yAamamu caeg pagukan-
Ha npocmamekmomus.

MATEPUAJIU U METOAN:

N3BopweH e pempocnekmuBeH aHaaus Ha 20
nauueHmu, npoBeau npegonepamuBeH 68Ga-
PSMA PET/CT u nocaegBawa pagukanHa npoc-
mamekmomuaA. ObpaszHume gaHHU OMHOCHO
ekcmpakancynapHa ekcmenaua (ECE), uHBasua 8
ceMeHHUmMe mexypuema (SVI) u aHzakupaHe Ha
AUMOHU Bb3au (LN) 6axa cucmemamuuHo cpaB-
HeHuU ¢ nocmonepamuBHama namoxucmoAo2uYHa
Bepudukauua Ha onepamuBHume npenapamul.

PE3YJITATU:

Memogom nokasa 100% cnheuuduuHocm u
60% uyBcmBumenHocm npu gemekuusma Ha
ECE. MNpu uHBas3ua B cemMeHHUmMe Mexypuema
(SVI) uyBcmBumeaHocmma u cneuuduyHocmma

6Aaxa coomBemHo 80% u 87%. AHzakupaHemo
Ha AumMdHuUmMe Bo3au 6e nomBbpgeHo npu Bcuu-
ku nauueHmMu ¢ XucmoAO2UYHO gokazaHu Memac-
ma3u. OkoHyameAHama namoXuCmOAO2UA CAeg
npocmamekmomusn obaue nokasa, ue PET/CT uma
cknoHHocm ga nogueHABa cayuyaume ¢ dokanHa
mMukpockoncka ekcmpakancyaapHa uHBasuA.

ObCbX/AHE:

ConocmaBkama ¢ namono2uyHume pesyama-
mu cneg pagukasnHa npocmamekmomusa gokasBa
Bucokama cneuuduuHocm Ha 68Ga-PSMA PET/
CT 3a nokanHo aBaHcupaa npouec. OcHoBHume
My oOepaHuuyeHuAa ocmaBam cBbp3aHu C npoc-
mpaHcmBeHama pesoalouua npu Mukpockoncko
ekcmpakancynapHo 3acAzaHe, koemo mpnab6Ba
ga ce omyuma npu moakyBaHe Ha caegonepa-
MuBHUA cmamyc u nbpBoHayaAHUA NAaH 3a pe-
3ekUUOHHUME 2paHuuu.

KJ1l0O40BU AYMU:

npocmameH kapuuHom, 68Ga-PSMA PET/CT,
pagukanHa npocmamekmomus, XucmonamoAo-
2us, npegonepamuBHO cmagupaHe.
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CAPABILITIES AND LIMITATIONS
OF 68GA-PSMA PET/CT
STAGING IN CORRELATION WITH
HISTOPATHOLOGICAL FINDINGS
AFTER RADICAL PROSTATECTOMY

I. Magardichyan, R. Kolev, T. Ganey, P. Kirilov, P. Kosev, P. Abushev, D. Nikolov,
I. Hinev, S. Marinov, Y. Papanchey, D. Sugarev
CLINIC OF UROLOGY, UNIVERSITY HOSPITAL “ST. MARINA" EAD, VARNA, BULGARIA

INTRODUCTION:

Accurate staging in prostate cancer is critical
for optimal therapeutic decision-making. Although
68Ga-PSMA PET/CT has become a prominent
molecular imaging modality, correlating imaging
findings with definitive pathological staging
after radical prostatectomy remains essential
to determine its true diagnostic reliability.
Objective: To analyze the capabilities and
limitations of 68Ga-PSMA PET/CT by directly
evaluating its diagnostic performance against
definitive histopathological results obtained after
radical prostatectomy.

MATERIALS AND METHODS:

A retrospective analysis of 20 patients who
underwent68Ga-PSMAPET/CT followed byradical
prostatectomywasconducted.lmagingparameters
for extracapsular extension (ECE), seminal
vesicle invasion (SVI), and regional lymph node
involvement (LN) were systematically compared
with postoperative surgical pathology reports.
Results: The imaging modality exhibited 100%
specificity and 60% sensitivity for detecting ECE.
For seminal vesicle invasion (SVI), sensitivity and
specificity were 80% and 87%, respectively.
Lymph node metastasis was accurately identified
across all pathologically confirmed positive cases.
Comparison with post-prostatectomy pathology

revealed a noticeable limitation in identifying
focal microscopic extracapsular spread despite
excellent specificity.

DISCUSSION:

Pathological correlation after radical
prostatectomy demonstrates high specificity for
68Ga-PSMA PET/CT in macroscopic locoregional
assessment. Its primary clinical limitation lies in
detecting microscopic extraprostatic extension, a
factor that must be factored in when interpreting
surgical margins and post-prostatectomy risk
stratification.

KEYWORDS:

prostate cancer, 68Ga-PSMA PET/CT, radical
prostatectomy, histopathology, preoperative
staging.
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AETEKUMA HA KITMHUYHO 3HAYUM
NMPOCTATEH KAPLUUVUHOM (CSPCA)
YPE3 TPAHCNEPUHEAJIHA MRI-TRUS
FUSION BUOTNCUA

M. Koces, T. FaHeB, P. Kones, M. Abywes, AI. Hukonos, . MarapguusH, . Kupunos,
A. Cangynos, U. Xunes, C. MapuHos, W. ManaHues, H. HenkoBga, A1. Cyrapes
KNMHWKA 1O YPONOTNA, YMBAJT,CB. MAPUHA” EAL], BAPHA, BbJTTAPAA
MEQANUNHCKWN YHUBEPCUTET ,[MPO®. NMAPACKEB CTOAHOB", BAPHA, EbJITTAPUA

BbBELEHUE:

MHmeepupaHemo Ha MyAmunapamempuyeH
MazHumeH pe3oHaHc (MpMRI) ¢ mpaHchepuHe-
anHo coHoegpadcko HacouBaHe B peanHo Bpeme
(MRI-TRUS Fusion) peBoalouuoHudupa coBpe-
MeHHama guasHocmuka Ha paka Ha npocma-
mama. TpaHchepuHeaAHUAM nogxog ocuzypnaBa
npeBv3xogeH gocmon go mpygHu 3a buoncupa-
He 30HU (BkalouumeAHO NpegHU U anukanHu cee-
MEHMU) U eAUMUHUpa pucka om mpaHcpekman-
HU UHEKUUO3HU YCAOXKHEHUA.

LIEJT:

[a ce aHaausupa guasHocmu4yHama edek-
muBHocm npu omkpuBaHe Ha KAUHUYHO 3HauYuMm
npocmameH kapuuHom (csPCa), obwama ycne-
Baemocm (CDR) u npocdurom Ha 6e3onacHocm
npu mpaHcnepuHearHa codmyepHo HacouBaHa
dlo>koH Buoncus.

MATEPUAJIN U METOAMN:

AHaAusupaHu ca 167 nocaegoBamenHuU hauu-
eHmu, npemMuHanu mpaHcnepuHeanHa MRI-TRUS
Fusion 6uoncus (nepuog 2025-2026 2.) c yxmpaa-
BykoBa cucmema Esaote MyLab™X9. MHgukauuu
3a npouegypama bAaxa cycnekmHu mapaemu no
PI-RADS (> 3) u/uau noBuweHu cepyMHuU HuBa Ha
PSA (3.28-29 ng/ml). NMpocmamHuam obem Bapu-
pawe om 30 go 180 cmb. Om mapaemupaHume
Ae3uu baxa Bzemu mexkgy 9 u 25 BuoncuuHu
cmoAbuema.

PE3YJITATU:

Mpu cpegHa Boapacm Ha koxopmama 68 2o-
guHU, obwama yecmoma Ha gemekuuna Ha kap-
uuHoM (CDR) gocmugHa 71%, a KAUHUYHO 3Ha-
yuM kapuuHom (ISUP grade group > 2) bewe
BaaugupaH npu 53% om u3scaegBaHume. Mauyu-
eHmume ¢ goka3aH MaAu2HeH npouec npegcma-
Buxa PSA cmouHocmu B uHmepBana om 4.74 go

29 ng/ml (cpewy om 3.28 go 13 ng/ml npu gobpo-
kauecmBeHa npocmamHa xunepnaasuf). Memo-
gom nokasa uskalouumenHa npocmpaHcmBeHa
pesontouusn, Buayanusupalku u guasHOCMUUU-
pauku Ae3uu ¢ pa3mepu om egBa 5-6 mm go 28
mm. XucmoaoauuyHama Bepudukauua obxBaHa
Gleason score 6-10. lNpouegypama npomeue C
HyAeBa yecmoma Ha UHPEKUUO3HU YCAOXKHEHUA,
Cencuc UAu caegonepamuBHa ocmpa pemeHuus
Ha ypuHama. PeeucmpupaHa 6e camo Aeka, ca-
MooegpaHuuaBawa ce ypempopazus (6%, n=8) u
npexogHa xemamypusa (1%, n=2).
OBCbXAAHE:

TpaHcnepuHeanHama MRI-TRUS Fusion 6u-
oncusa ¢ nnamdopmama MyLab™X9 npegocma-
BAa npeuusHa mapeemHa gemekuua Ha csPCa
npu wupok guana3oH om npocmamHu obemu u
pasMepu Ha Ae3uume. Bucokama uyBcmBumen-
Hocm 3a agpecuBHuU opMu, cbuemaHa ¢ npak-
muuecku HyAeB puck om uHdekuuu U pemeHuus,
kamezopuuHo A Harnaza kamo coBpemMeHeH guae-
HOCMuYeH cmaHgapm.

KJIO40BU AYMU:

npocmameH kapuuHOM, MmpaHcnepuHeanHa
6uoncusn, MRI-TRUS Fusion, mapaemHa buoncus,
KAUHUYHO 3HaUUM npocmameH KapuuHOM.
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DETECTION OF CLINICALLY
SIGNIFICANT PROSTATE CANCER
(CSPCA) VIA TRANSPERINEAL MRI-
TRUS FUSION BIOPSY

P. Kosev, T. Ganey, R. Kolev, P. Abushev, D. Nikolov, I. Magardichyan, P. Kirilov, A. Sandulov,
I. Hinev, S. Marinov, Y. Papanchev, N. Nenkova, D. Sugarev
CLINIC OF UROLOGY, UNIVERSITY HOSPITAL“ST. MARINA" EAD, VARNA, BULGARIA
MEDICAL UNIVERSITY “PROF. PARASKEV STOYANOV", VARNA, BULGARIA

INTRODUCTION:
The combination of multiparametric magnetic
resonance imaging (mpMRI) with real-time

transperineal ultrasound guidance (MRI-TRUS
Fusion) has redefined prostate cancer diagnostics.
The transperineal route provides unrestricted
access to anatomically challenging areas (such as
anterior and apical zones) while virtually eliminating
transrectal infectious risks.

OBJECTIVE:

To evaluate the cancer detection rate (CDR),
yield of clinically significant prostate cancer
(csPCa), and overall procedural safety of
transperineal MRI-TRUS fusion biopsy in clinical
practice.

MATERIALS AND METHODS:

A total of 167 consecutive patients who
underwent transperineal MRI-TRUS fusion
biopsy between 2025 and 2026 using the Esaote
MyLab™X9 platform were evaluated. Inclusion
criteria were suspicious lesions on mpMRI (PI-
RADS > 3) and/or elevated serum PSA levels
(range 3.28-29 ng/ml). Prostate gland volumes
ranged from 30 to 180 cc. Between 9 and 25
targeted biopsy cores were obtained per patient.

RESULTS:

In a cohort with a mean age of 68 years, the
overall CDR was 71%, with csPCa (ISUP grade
group > 2) identified in 53% of patients. Serum
PSA in malignancy ranged between 4.74 and 29
ng/ml (compared to 3.28-13 ng/ml in BPH cases).
The system exhibited high spatial accuracy,

successfully detecting lesions ranging from 5-6
mm up to 28 mm in diameter. Pathology confirmed
Gleason scores spanning from 6 to 10. The safety
profile was optimal, with no reported infections,
urosepsis, or acute urinary retention requiring
catheterization. Minor adverse events were limited
to transient urethrorrhagia (6%, n=8) and self-
limiting macroscopic hematuria (1%, n=2).
DISCUSSION:

Transperineal MRI-TRUS fusion biopsy using
the MyLab™X9 system provides robust detection
of csPCa across a wide spectrum of prostate
sizes and lesion dimensions. Its high diagnostic
precision paired with an exceptional safety
profile reaffirms the transperineal approach as
an essential gold standard in prostate cancer
pathway management.

KEYWORDS:

prostate cancer, transperineal biopsy, MRI-
TRUS fusion, targeted biopsy, clinically significant
prostate cancer.
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HALUUAT OMNMUT C PAHHOTO
Bb3CTAHOBABAHE HA YPUHAPHATA
KOHTUHEHTHOCT CJIEQ POBOT-
ACUCTUPAHA PAOUKAJIHA
NMPOCTATEKTOMUA

b. AtraHacos, A. BaHos, XK. AtaHacoB, B. [lyHeB
YMBAJ,CBETA MAPUHA" NMJIEBEH
MY - MJIEBEH

BbBEAEHUE

Pobom-acucmupaHama pagukaanHa npocma-
mekmomua ce ymBobpgu kamo npegnoyumaH
XUpypauuyeH Memog 3a AeueHue Ha Aokaausupa-
HuA kapuuHom Ha npocmamama, baazogapeHue
Ha Bucokama cu oHkonozuuHa edbekmuBHocm u
Bo3mMokHocmume 3a no-gobpo coxpaHABaHe Ha
dyHkuuoHanHUMe pesdyamamu. Hapeg ¢ oHkono-
2u4yHuUA koHmpoa, Bo3cmaHoBABaHemo Ha ypu-
HapHama koHmuHeHmMHocm npegcmaBaABa eguH
om Hau-B8akHume nokasameau 3a kauecmBomo
Ha >kuBom Ha nauueHmMume cAeg masu onepauus
(1). CaegonepamuBHama uHkoHMuUHeHuUUA MoXke
ga okake sHauumenHo BausaHue Bopxy dusuue-
ckomo, ncuxuyHomo u couuanHomo 6Haazono-
Ayyue Ha nauueHma, nopagu koemo paHHOmMo u
noAHO Bo3cmaHoBABaHe Ha koHmMuHeHuusma e
OCHOBHa uen Ha cbBpemeHHama xupypaua (2,3).

KJ1lo4oBU AyMU:

pobom-acucmupaHa pagukanHa npocmamek-
mMoMuS, ypuHapHa KoHMuHeHUus, pak Ha npoc-
mamama.

UEN

[a npegcmaBum onuma Ha Hawusa ueHmMbvp U
ga oueHuM paHHomo Bv3cmaHoBaBaHe Ha ypu-
HapHama KoHmuHeHuus caeg pobom-acucmupa-
Ha pagukaAHa npocmamekmomusa.

MATEPUAJIN U METOQU

N3BopweH e pempocnekmuBeH aHaAu3 Ha
51 nauueHma, nognoykeHu Ha pobom-acucmu-
paHa pagukanHa npocmamekmomua B8 nepuoga
01.09.2025 2. — 01.06.2026 e. NMauueHmume ca
pasgeneHu B gBe epynu cnopeg usnoA3BaHuA Xu-
pypauyeH nogxog: Hood mexHuka (26 nauueHma)
U MoguduuupaHa om Hac mexHuka 3a npegHa u

3agHa cmabuauzauuAa Ha ypempama (25 nauu-
eHma). KoHmuHeHuuAama e geduHupaHa kamo
AUNcCa Ha Heobxogumocm om u3noa3BaHe Ha
npeBpoaku (0 3a 24 yaca) u e oueHeHa Henocpeg-
cmBeHo caeg omcmpaHABaHe Ha ypempanHus
kamemvop, Ha 14-uA u Ha 30-uA caegonepamuBeH
geH.

PE3YJITATU

Mpu Hood mexHukama paHHama koHMuHeHm-
Hocm HenocpegcmBeHo caeg omcmpaHABaHe
Ha ypempaAHua kamemovp, Ha 14-uAa u Ha 30-
uA caegonepamuBeH geH ca cbomBemHo 36%,
46% u 72%. lMpu mMoguduuupaHama mexHuka
npoueHmume ca coomBemHo 57%, 69% u 83%,
koemo nokasBa Haauyue Ha cusHudukaHmHa
pasauka mexkgy gBeme mexHuku (OR=1,56, 95%
Cl=[1,19-2,78], P=0,009) N'pynama ¢ Hood mex-
Hukama noka3sa no-Bucoku obwu HuBa Ha no3u-
MUuBHU XupypauyHU 2paHuuu npu > pT3 mymopu
(OR=1,81, 95% CI=[1,18-2,77], P=0,006) 8 cpaB-
HeHue C 2pynama Cc moguduuupaHama mexHu-
ka. OcBeH moBa, gBeme 2pynu He nokazaxa
oueBugHu pasauku BvB Bpememo 3a onepauus
(WMD=10,41 MmuH, 95% Cl=[-2,82-23,65], P=0,12),
uHmpaonepamuBHama npozHo3Ha kpoBo3azyba
(WMD=-15,97 mL, 95% Cl=[-41,53-9,58], P=0,22)
U Cepuo3Hume caegonepamuBHU yCAOXKHEHUA
(OR=1,04, 95% CI=[0,50-2,13], P=0,10).

OBCbXMAAHE

MakcumanHomo 3ana3BaHe Ha nepuypempan-
HUMe U npegHume noggbpXkawu cmpykmypu
Mo>ke ga nognomMozgHe no-H6op3omo Bvb3cmaHo-
BaBaHe Ha koHmuHeHuuAma, 6e3 ga komnpome-
mupa oHkono2uyHama pagukaaHocm.

3AKJIOYEHUE
Pobom-acucmupaHama pagukanHa npocma-
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mekmomusa ocuaypaBa gobpu paHHU dyHkuuo-
HaAHU pesyamamu. B Hawama cepusa Hood mex-
Hukama nokasBa no-Hucka uecmoma Ha paHHO
Bo3cmaHoBABaHe Ha ypuHapHama koHmuHeHuuA
cnpAmMo MoguduuupaHua nogxog.
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EARLY RECOVERY OF URINARY
CONTINENCE FOLLOWING ROBOT-
ASSISTED RADICAL PROSTATECTOMY:
INITIAL EXPERIENCE FROM A SINGLE
CENTRE

B. Atanasov, A.Vanov, J. Atanasov, V. Dunev
DEPARTMENT OF UROLOGY, UNIVERSITY HOSPITAL ,ST. MARINA" PLEVEN, BULGARIA
MEDICAL UNIVERSITY - PLEVEN, BULGARIA

ABSTRACT

INTRODUCTION

Robot-assisted radical prostatectomy
(RARP) has become the standard surgical
treatment for localized prostate cancer,
offering excellent oncological outcomes while
improving postoperative functional recovery.
Among functional outcomes, early recovery of
urinary continence is one of the most important
determinants of postoperative quality of life.
Urinary incontinence remains a major concern
following radical prostatectomy, and various
reconstructive and anatomical preservation
techniques have been developed to accelerate
continence recovery without compromising
oncological safety.

KEYWORDS:

robot-assisted radical prostatectomy; urinary
continence; prostate cancer; functional outcomes.

OBJECTIVE

To evaluate the early recovery of urinary
continence following robot-assisted radical
prostatectomy and to compare the Hood
technique with our modified anterior and posterior
urethral stabilization technique.

MATERIALS AND METHODS

We retrospectively reviewed 51 consecutive
patients who underwent robot-assisted radical
prostatectomy between September 2025 and
June 2026. Patients were allocated into two groups
according to the surgical technique employed: the
Hood technique (n = 26) and our modified anterior
and posterior urethral stabilization technique
(n = 25). Urinary continence was defined as
complete pad-free status (0 pads/day) and was
assessed immediately after urethral catheter
removal, at postoperative day 14, and at
postoperative day 30.
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RESULTS

Patients undergoing the Hood technique
achieved continence rates of 36%, 46%, and
72% immediately after catheter removal, at
postoperative day 14, and at postoperative day
30, respectively. The corresponding continence
rates in the modified technique group were 57%,
69%, and 83%, demonstrating significantly faster
recovery of urinary continence (OR 1.56, 95% CI
1.19—2.78; P = 0.009). The Hood technique was
associated with a higher incidence of positive
surgical margins in patients with pathological
stage >pT3 disease (OR 1.81, 95% CI 1.18—2.77;
P = 0.006). No statistically significant differences
were observed between the groups regarding
operative time (WMD 10.41 min, 95% CI -2.82
to 23.65; P = 0.12), estimated blood loss (WMD
-15.97 mL, 95% CI -41.53 to 9.58; P = 0.22), or
major postoperative complications (OR 1.04, 95%
Cl 0.50—2.13; P = 0.10).

DISCUSSION

Preservation of the periurethral supporting
structures together with meticulous reconstruction
of the anterior and posterior urethral support may
facilitate earlier recovery of urinary continence
while maintaining oncological efficacy. Our findings
suggest that the modified stabilization technique
provides superior early functional outcomes
without increasing perioperative morbidity.

CONCLUSIONS
Robot-assisted radical prostatectomy provides

excellent early functional outcomes. In our initial
experience, the modified anterior and posterior
urethral stabilization technique resulted in
significantly earlier recovery of urinary continence
compared with the Hood technique, without
adversely affecting perioperative outcomes.
Further prospective studies with larger patient
cohorts and longer follow-up are warranted to
validate these findings.
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PAHHO OTCTPAHABAHE HA KATETDbPA
CJIEQ POBOT-ACUCTUPAHA
PAOAUKAJTHA NMPOCTATEKTOMMNUA:
PE3YNTATU OT NPOCMNEKTUBHO
ABYUHCTUTYUUNOHAJIHO
PAHAOMWU3UPAHO NMPOYYBAHE

H. Kones, *b. Atanacos, *B. [lyHes, *X. AtaHacos, *A. BaHoB, T. PawukoBcKn,
M. AvmuTpos, *b. NeHes, *C. Bennukos, [1. Kones
MEOVMUMHCKW YHUBEPCUTET - MNJ1IEBEH
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BbBEJEHUE:

PobomusupaHama pagukanHa npocmamek-
momua /PAPTI1/ce ymBopgu kamo Bogew. xupyp-
2uueH Memog npu AokaaudupaH pak Ha npocma-
mama, npegaazauku mMHo>kecmBo npegumcmBa
Nno OomHoweHue Ha cAegonepamuBHomo Bo3-
cmanoBaBane u kauecmBomo Ha >kuBom /1,2/.
Bonpeku moBa, cmaHgapmHama npogbAkumen-
HoCcm Ha ypempanHama kamemepusauuna (0buk-
HoBeHo 7-14 gHu) ocmaBa go 20AAMa CmMeneH He-
NPOMeHeHa U wupoko npuaazaHa/3,4,5/.

LEJI:

[a oueHuM pe3yamama om paHHO omcmpa-
HABaHe Ha kamemovpa (OK)3-4 geH caeg onepa-
uuAma, B8 cpaBHeHue CbC cCmaHgapmHOMoO My
omcmpaHaBaHe 7 gHu caeg PAPIT, no omHo-
weHue Ha koHMmuHeHmMHocm, yCcAOXKHEHUA U ka-
uecmBo Ha >kuBom.

Mamepuanu u memogu: B nepuoga om mapm
2026 2. go loau 2026 2. 52 nauueHmu, onepu-
paHu ¢ PAPI1 nopagu kauHuuHO AokaausupaH
kapuuHoM Ha npocmamama B gBa ueHmovp 3a
pobomusupaHa xupypeus, 6baxa npocnekmuBHo
paHgomMusupaHu B epyna 1 (OK Ha 3-4 caegone-
pamuBeH geH; n=25) u epyna 2 (OK Ha 7 caegone-
pamuBeH geH; n=27).

PE3YJITATU:

He ce HabalogaBawe cowecmBeHa pasauka
mMeXkgy 2pynume N0 OMHOWEHUE Ha u3xogHume
u nepuonepamuBHume nokasameau, kakmo u Ha
namoAo2uuyHume xapakmepucmuku.

Ocmpa 3agpbrkka Ha ypuHa € peeucmpupaHa
B eguH cayuyau (4%) — B epyna 1. B cowama 2py-
na e omuemeH cayyal Ha usmuyaHe Ha ypuHa om
aHacmomo3sama (4%). N B gBama cayuana ce Ha-
AOXKUAU kamemepusauuA go 7 caegonepamuBeH
geH. duckomdopmom B8 ypempama u 6oakama
npu udnucBaHe HAXa 3HAUUMEAHO NO-CUAHO U3-
paseHu B egpyna 2 (p=0,03). PaHHOomo omcmpa-
HABaHe Ha kamemvpa He bewe cBbp3aHo ¢ no-
BuweHa yecmoma Ha ycAoXKHeHuA. HuBomo Ha
paHHa koHmuHeHmHocm caeg cBansHe Ha ka-
memopa bewe egHakBo B gBeme 2pynu — 56%
u 55,5%. HuBomo Ha ygoBaemBopeHocm u ka-
yecmBomo Ha >kuBom 6axa kamezopuuHo no-Bu-
coku npu nhauueHmume ¢ paHHO omcmpaHABaHe
Ha kamemopa

OBCbXAAHE UUN3BOAUN:

OcHoBHUMe onaceHusA Ha ypoAO3ume CAeg pa-
gukanHa npocmamekmomusa ca cBobp3aHu C u3-
muuaHe Ha ypuHa om aHacmomo3ama, C NOMeH-
uuanHo meXkku nocaeguuu kamo cmpukmypa Ha
ypempama, 3agpo>kka Ha ypuHa, Hanaz2awu noB-
mopeH npueM B 6oaHUuUa uau noBmopHa onepa-
uuA U npogorkumeAaHocmma u meXkecmma Ha
cnegonepamuBHama ypuHapHa UHKOHMUHeHUuUA.
Bonpeku ue peguua npoyuBaHua nogkpenam
paHHomo omcmpaHABaHe Ha kamemvpa, MHO20
xupyp3u Bce owe ce konebasm gaau ga Bvo3npu-
emam masu npakmuka u ga npoMeHAM cmaH-
gapmHusa cu caegonepamuBeH npomokoa /6,7/.

Om Hawemo npoyuBaHe ycmanHoBuxme, ue
paHHOmMoO omcmpaHABaHe Ha kamemvpa HAMa
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ompuuamenHo Bb3gelucmBue Bopxy cnoHMaH-
HOMO ypUHUpaHe, YCAOXKHEHUAMA UAU PaHHOMO
Bo3cmaHoBaABaHe Ha koHMuUHeHUUAMa cAeg po-
6omusupaHa pagukanHa npocmamekmomus. Pe-
3yaAmamume Hu noka3Bam, ye npu BHUMamenHo
nogbpaHu nauueHmMu, Mo>ke ga boge 6e3onacHo
kamemopom ga ce omcmpaHu Ha 3-4 caegone-
pamuBeH geH.

HanyckaHemo Ha 6oaHuuama 6e3 kamemop
6u mMoa2no ga npegcmaBasBa 3Hauuma u Co-
wecmBeHa noAsa 3a nauueHmume u ga nogobpu
kauecmBomo um Ha »kuBom caeg PAPT1 /8/.

KJ1lo4oBU AyMU:

pobom-acumupaHa pagukanHa npocmamek-
MOMuUA, npocmameH KapuuHom, KOHMuHeHm-
Hocm, kamemovp, yCAOXKHEHUA
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EARLY CATHETER REMOVAL
AFTER ROBOT-ASSISTED RADICAL
PROSTATECTOMY: RESULTS OF A
PROSPECTIVE TWO-INSTITUTION
RANDOMIZED TRIAL

N. Koley, *B. Atanasov, *V. Duney, *J. Atanasov, *A. Vanov, T. Rashkovski,
P. Dimitrov, *B. Penev, *S. Velichkov, D. Kolev
MEDICAL UNIVERSITY - PLEVEN
*UNIVERSITY HOSPITAL “ST. MARINA”
UNIVERSITY HOSPITAL “DR. G. STRANSKI”

INTRODUCTION:

Robotic-assisted radical prostatectomy (RARP)
has become the leading surgical procedure
for localized prostate cancer, offering multiple
advantages in terms of postoperative recovery
and quality of life /1,2/. However, the standard
duration of urethral catheterization /usually 7-14
days/ remains largely unchanged and the most
widely used/3,4,5/.

OBJECTIVE:

To evaluate the outcome of early catheter
removal /EC/ 3-4 days after surgery, compared
with standard removal 7 days after RARP, in terms
of continence, complications and quality of life.

MATERIALS AND METHODS:

In the period from March 2026 to July 2026, 52
patients operated on with RARP due to clinically
localized prostate cancer in two robotic surgery
centers were prospectively randomized into group
1 (OC on postoperative day 3-4; n=25) and group
2 (OC on postoperative day 7; n=27).

RESULTS:

There was no significant difference between
the groups in terms of baseline and perioperative
parameters, as well as pathological characteristics.

Acute urinary retention was recorded in one
case (4%) — in group 1. In the same group, a
case of urine leakage from the anastomosis was
reported (4%). In both cases, catheterization was
required by the 7th postoperative day. Discomfort
in the urethra and pain on discharge were
significantly more pronounced in group 2 (p=0.03).
Early removal of the catheter was not associated

with an increased incidence of complications. The
level of early continence after catheter removal
was the same in both groups — 56% and 55.5%.
Satisfaction and quality of life were significantly
higher in patients with early catheter removal

DISCUSSION AND CONCLUSIONS:

The main concerns of urologists after radical
prostatectomy are related to urine leakage
from the anastomosis, with potentially serious
consequences such as urethral stricture, urinary
retention requiring readmission or reoperation,
and the duration and severity of postoperative
urinary incontinence. Although several studies
support early catheter removal, many surgeons
are still hesitant to adopt this practice and change
their standard postoperative protocol /6,7/.

From our study, we found that early catheter
removal did not negatively impact spontaneous
voiding, complications, or early recovery of
continence after robotic radical prostatectomy.
Our results suggest that in carefully selected
patients, it may be safe to remove the catheter on
postoperative day 3-4.

Leaving the hospital without a catheter could
represent a significant and substantial benefit
for patients and improve their quality of life after
RARP /8/.

KEYWORDS:

robot-assisted radical prostatectomy, prostate
carcinoma, continence, catheter, complications
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MYATUNAPAMETPUYHA MATHUTHO-
PESOHAHCHA OJUATHOCTUKA HA
KAPUMHOMA HA MUKOYHUNA MEXYP-
VI-RADS

E. MnxamnnoBa-XvHkoBa, M. HepeBcka, B. lpyaeBa, M. EHeBa,
H. CnaBkoBa, [1. AumutpoBa, B. BbnueBa
OTOENEHWME OBPA3HA OANATHOCTUKA, YMBAN ,,CBETA EKATEPUHA”
KATEJPA OBPA3HA OUMATHOCTUKA, MEONUMHCKW YHUBEPCUTET COOUA

BbBEAEHUE:

YpomenHume Ae3uu Ha nukouHusa mMexyp ca
yecma Haxogka B ypoaozuuHama npakmuka.
TouHama oueHka Ha MyckyaHama uHBasuA npu
kapuuHomMa Ha nukouyHuA Mexyp e om cobuwecm-
BeHO 3HaueHue 3a usbopa Ha onmumaneH me-
paneBmuueH nogxog. Myamunapamempuuyama
MagHUMHo-pe3oHacHa momoepacdua (MNMPT)
Ha nukouHuAa mMexyp e HoBoBvBegeHue B obpas-
Hama guaeHocmuka Ha ypomeAHUA KapuuHOM.
Cucmemama Vesical Imaging-Reporting and Data
System (VI-RADS) e paspabomeHa npe3 2018a.
C ueA oueHka Ha BeposmHocmma 3a uHBasuA Ha
cmeHama Ha nukouHusa mexyp. TA cb3gaBa oc-
HoBa 3a cmaHgapmusupaHe Ha npomokoAa 3a
MnMPT, aHaAnu3a Ha obpaszume u cmpykmypupa-
Hemo Ha 3akAloueHuemo om obpa3HoOmMo uscaeg-
BaHe.

LEJI:

Na ce npegcmaBu 0630p Ha cucmemama VI-
RADS, BkalouumeAHo HellHUMe OCHOBHU NPUHUU-
nu, mexHuuecku achekmu, guagHocmuuHa edek-
muBHocm, KAUHUYHO npuAoXkKeHue u HoBocmu.
MalocmpupaHu ca obpasHume xapakmepucmuku
Ha pasauyHume VI-RADS kamezopuu upes npeg-
cmaBumenHu KAUHUYHU cAyyvau.

MATEPUAJIU U METOAMN:

PasznegaHu ca coBpeMeHHU AumepamypHU
gaHHuU omHocHo VI-RADS, kpumepuume 3a oueH-

ka u guaeHocmuyuHa mouHocm. lNpegcmaBeHu ca
KAUHUYHU cAyvau, 6asupaHu Ha u3noA3BaHume
MPT cekBeHuuu, geMoHCMpupawu omgeAHUme
kamezopuu VI-RADS.

PE3YJITATU:

VI-RADS npegaaza cmaHgapmusupaH hogxog
3a oueHka Ha kapuuHoMa Ha nukouyHuA Mexyp u
onpegenaHe Ha BeposmHocmma 3a MyckyAHa UH-
BasuA. [JokaagBaHa e Bucoka uyBcmBumeaHocm
89% u cneuuduuHocm 89% 3a pasepaHuyaBaHe
Ha HemyckynHO-uHBa3uBeH om mMyckyAHO-uHBa-
3uBeH kapuuHoM npu u3non3BaHe Ha npaes VI-
RADS >3 [1]. NpegcmaBeHume KAUHUYHU CAyYau
unlocmpupam munuyHume obpasHu beaesdu Ha
omgenHume VI-RADS kameezopuu, cnpAmMO xa-
pakmepucmukume Ha mymopa u MexypHama
cmeHa 8 omgeaHume u3noa3BaHu MPT cekBeH-
uuu.

3AKJIOYEHUE:

VI-RADS e HagekgHa u BvanpousBoguma
MPT-6a3upaHa cucmema 3a oueHka u gokaag-
BaHe Ha mymMmopume Ha nukouHuAa Mexyp, koAamo
nogobpaBa mouHocmma Ha AokanHOMO cmagu-
paHe u yaecHABa komyHukauuama mexkgy peHm-
2EHOAO3U U YpOAO3U, nognomazawo mepaneB-
MUYHOMO NAAHUPaHE.

KJIO40BU AYMU:

kapuuHOM Ha nukouyHuA Mexyp, MagHUMHO-
pe3oHaHcHa momoezpadus, VI-RADS
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MULTIPARAMETRIC MAGNETIC
RESONANCE IMAGING OF BLADDER
CANCER: THE VI-RADS SCORING
SYSTEM

E. Mihaylova-Hinkova, M. Nedevska, V. Groudeva, M. Eneva,
N.Slavkova, D. Dimitrova, V. Valcheva
RADIOLOGY DEPARTMENT,,ST. EKATERINA” UNIVERSITY HOSPITAL
RADIOLOGY DEPARTMENT, MEDICAL UNIVERSITY SOFIA

INTRODUCTION:

Urothelial lesions of the urinary bladder are a
common finding in urological practice. Accurate
assessment of muscle invasion in bladder cancer
is essential for selecting the optimal therapeutic
strategy. Multiparametric magnetic resonance
imaging (mpMRI) of the urinary bladder has
emerged as an important imaging modality in the
evaluation of urothelial carcinoma. The Vesical
Imaging-Reporting and Data System (VI-RADS),
introduced in 2018, was developed to assess
the likelihood of muscle invasion. It provides a
standardized framework for image acquisition,
interpretation, and structured reporting.

AIM:

To provide an overview of the VI-RADS scoring
system, including its fundamental principles,
technical aspects, diagnostic accuracy,
clinical applications, and recent developments.
Representative clinical cases are included to
illustrate the imaging features of the different VI-
RADS categories.

MATERIALS AND METHODS:

A review of the contemporary literature on VI-
RADS was performed, focusing on the scoring
criteria and diagnostic accuracy. Representative
clinical cases demonstrating each VI-RADS
category are presented.

RESULTS:

VI-RADS provides a standardized approach to
the evaluation of bladder cancer and estimation
of the likelihood of muscle invasion. A pooled

sensitivity of 89% and specificity of 89% have
been reported for differentiating non-muscle-
invasive bladder cancer from muscle-invasive
bladder cancer using a VI-RADS threshold of >3
[1]. The presented clinical cases demonstrate the
characteristic imaging features of each VI-RADS
category, illustrating the difference between tumor
and bladder wall appearance.

CONCLUSION:

VI-RADS is a reliable and reproducible MRI-
based scoring and reporting system for bladder
tumors. It improves the accuracy of local staging,
facilitates communication between radiologists
and urologists, and supports clinical decision-
making and treatment planning.

KEY WORDS:

urinary bladder cancer, multiparametric MRI,
VI-RADS

1. Panebianco, V., et al., Multiparametric Magnetic
Resonance Imaging and Vesical Imaging-Reporting
and Data System (VI-RADS) for Bladder Cancer
Diagnosis and Staging: A Guide for Clinicians
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POBOT-ACUCTUPAHA YPOJIOTUYHA
XUPYPITUA B YMBAJ ,,KACMNENA“
- NbTAT AOTYK: PASBUATUE
HA MPOIrPAMATA N ONUT OT
NMPUBJINSUTEJTIHO 650 UHTEPBEHL W

. BbnkaHoB, >C. BbnkaHos, 'B. MaBnos, '[I. LiBeTkoB., 'C. NeHes., 'T. Xpucros,
'H. Hukonos, 'K. Konapos, '[. Auwnues, 'C. AtaHacos, '[]. KepuHoB, '[]. CraHueB,
U. PanueB 'A. baHues, 2M. [loiikoB
'KNNHUKA MO YPOJTOTUA, YMBAN ,KACIMENA” - MN1OBAOWVB
2KATEOPA MO, YPONOIMA N ObLLA MEOAVMUNHA®, MEOVULUMHCKWN YHUBEPCUTET - NMJIOBAWMB

BbBEJEHUE:

Pobom-acucmupaHama xupypaufA ce npuraza
npu oHKoAO2uuHU U pekoHCmMpykmuBHU ypoAO-
2uyHU uHmepBeHuuu. PazBumuemo Ha pobomu-
3upaHa npozpama BkalouBa yBenuuaBaHe Ha one-
pamuBHuA obem, paswupaBaHe Ha npouegypHUA
cnekmop u ycobBopuweHcmBaHe Ha ekunHama op-
2aHusauuna [1—3].

LEJI:

[a ce npegcmaBu pas3Bumuemo Ha npozpa-
Mama no pobom-acucmupaHa ypoAO2UUHa XUu-
pypaua B8 YMBAA ,Kacnenaa“, NaoBguB, om Bo-
Be>kgaHemo 1 go loau 2026 e.

MATEPUAJIU U METO/AN:

N3BopweH e pempocnekmuBeH onucameaeH
aHaAu3 Ha pobom-acucmupaHume ypOAO2UYHU
onepauuu, npoBegeHu C XupypauuHa cucmema
da Vinci X mexkgy gekemBpu 2020 2. u loau 2026
2. MHmepBeHuuume ca aHaAu3upaHu no Bug u
20guHa, kamo ca npocaegeHU guHamukama Ha
onepamuBHusa obem, nepuonepamuBHumMe noka-
3ameAu, pyHkuuoHaAHUMeE pe3yAamamu, uHmpa-
onepamuBHuUmMe ycAo>kHeHUA u Heobxogumocm-
ma om koHBepcuAa kom omBopeH gocmon.

PE3YJITATU:

3a nepuoga ca u3BbpweHu npubAu3UMEAHO
650 uHmepBeHuuu. Pobom-acucmupaHume
pagukanHu npocmamekmomuu ca 413,
napuuasHume Hedbpekmomuu—79cnocmeneHHO
npemuHaBaHe om cmaHgapmHa mexHuka kom
cenekmuBHO npuno)keHue Ha nogxog C HyneBa
ucxemMus, a pagukanHume Hecbpekmomuu — 104.
Ocmananume onepauuu BkalouBam pagukanHu

uucmekmomuu ¢ pasauuHu BugoBe ypuHapHa
gepuBauufA, nueaonAacmuku U ypemepHuU peu-
MnAaHmauuu. MoguwHuam obem Ha mpume oc-
HoBHU npouegypu HapacmBa om 21 npe3 2021
2. go 168 npe3 2025 2. C HampynBaHemo Ha
onum ce HabalogaBa nogobpnaBaHe Ha dyHkuuo-
HaAHUMEe u nepuonepamuBHume pe3yAmamu,
BkalouumenHo oegpaHuuyaBaHe Ha kpoBozazyba-
ma, HamMmanABaHe Ha 6onkama u cokpawaBaHe
Ha BoAHUYHUA npecmoU. MHmpaonepamuBHume
ycno>kHeHuUA ca oBaagABaHu npeumMyuwiecmBeHo
ype3 MUHUMaAHO UHBa3uBeH nogxog, kamo
npegxogHuam Aanapockoncku onum nognomaea
usbnaesBaHemo Ha koHBepcusa koM omBopeHa
Xupypaus.

OBCbXAAHE:

HabalogaBaHomo yBeauuaBaHe Ha onepa-
muBHuA obem u nocmeneHHomMo BvBeXkgaHe Ha
uHmMepBeHuuu ¢ HapacmBawa cAoXkKHOCm ompa-
3a6am pasBumuemo Ha UHCMUMYyUUOHaAHama
kpuBa Ha obyueHue [2,3]. PagukanHama uucmek-
momus, nueanonaacmukama u ypemepHama pe-
koHcmpykuua paswupaBam npuno>keHuemo Ha
pobomusupaHama naamdopma u3BvbH npoc-
mamHama u 6vbpeuHama xupypaus [4—6].

3AKJIIOYEHUE:

3a 6AuU30 wecm 20guHU npozpamMama ce
pa3BuBa om pagukanHa npocmamekmomusa u
Hedpekmomua go komnaekcHa pobom-acucmu-
paHa ypoAO2u4yHa XxupypeuA. HapacmBawusm
onepamuBeH obem, npouegypHomo pasHoobpa-
3ue u ekunHuAam onum cob3gaBam npegnocmaBku
3a ycmouyuBo pasBumue u no-wupok gocmobn
g0 MUHUMaAHO UHBa3uBHO AeueHue.
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KJI4Y0OBU AYMU:
pobom-acucmupaHa xupypausi; ypoAaoaus; da

Vinci; pagukanHa npocmamekmomua; hapuuanHa
HedpekmoMus; XupypauuHa npozpama.

ROBOT-ASSISTED UROLOGICAL
SURGERY AT UMHAT ,KASPELA" -
THE JOURNEY SO FAR: PROGRAMME
DEVELOPMENT AND EXPERIENCE
FROM APPROXIMATELY 650
PROCEDURES

'I. Valkanov, S. Valkanov, 'G. Hristov, 'V. Pavlov, 'S. Penev, 'D. Tsvetkov, 'N. Nikolov,
'K. Kolarov', 'D. Dishliev, 'S. Atanasov, 'D. Kerinov, 'D. Stanchev, 'I. Raychev,
'A. Banchev, ’M.Doykov
'DEPARTMENT OF UROLOGY, UNIVERSITY HOSPITAL “KASPELA” - PLOVDIV
’DEPARTMENT OF UROLOGY AND GENERAL MEDICINE, MEDICAL UNIVERSITY - PLOVDIV

INTRODUCTION:

Robot-assisted surgery is used for a broad
range of oncological and reconstructive urological
procedures. The development of a robotic surgery
programme involves increasing surgical volume,
expanding the spectrum of procedures and
improving team organisation [1—3].

AIM:

To present the development of the robot-assisted
urological surgery programme at UMHAT ,,Kaspela“,
Plovdiv, from its introduction to July 2026.

MATERIALS AND METHODS:

A retrospective descriptive analysis was
performed of robot-assisted urological procedures
carried out using the da Vinci X surgical system
between December 2020 and July 2026.
Procedures were analysed by type and year,
with assessment of changes in surgical volume,
perioperative parameters, functional outcomes,
intraoperative complications and the need for
conversion to open surgery.

RESULTS:

Approximately 650 procedures were performed
during the study period. These included
413 robot-assisted radical prostatectomies,
79 robot-assisted partial nephrectomies, with a
gradual transition from the standard technique

to the selective application of a zero-ischaemia
approach, and 104 robot-assisted radical
nephrectomies.The remaining procedures
comprised radical cystectomies with different
types of urinary diversion, pyeloplasties and
ureteral reimplantations. The annual volume of the
three principal procedures increased from 21 in
2021 to 168 in 2025. With increasing experience,
gradual improvements were observed in functional
and perioperative outcomes, including reduced
blood loss, decreased postoperative pain and
shorter hospital stay. Intraoperative complications
were managed predominantly using minimally
invasive techniques, while the team.s previous
laparoscopic experience contributed to avoiding
conversion to open surgery.

DISCUSSION:

The observed increase in surgical volume
and the gradual introduction of increasingly
complex procedures reflect the development
of the institutional learning curve [2,3].
Radical cystectomy, pyeloplasty and ureteral
reconstruction have expanded the application of
the robotic platform beyond prostate and renal
surgery [4—8].

CONCLUSION:

Over a period of nearly six years, the programme
evolved from radical prostatectomy and
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nephrectomy to comprehensive robot-assisted
urological surgery. Increasing surgical volume,
procedural diversity and accumulated team
experience provide a foundation for sustainable
programme development and broader access to
minimally invasive treatment.

KEYWORDS:
robot-assisted surgery; urology; da Vinci;
radical prostatectomy; partial nephrectomy;

surgical programme.
JINTEPATYPHA CITPABKA / REFERENCES

1. European Association of Urology. EAU Guidelines.
Edn. presented at the EAU Annual Congress
London 2026. Arnhem, The Netherlands: EAU
Guidelines Office; 2026.

2. Tokas T, Mavridis C, Bouchalakis A, Nakou
CM, Mamoulakis C. Learning curves in robotic
urological oncological surgery: has anything
changed during the last five years? Cancers (Basel).
2025;17(8):1334. doi:10.3390/cancers17081334.

3. XiaL, Sperling CD, Taylor BL, Talwar R, Chelluri

RR, Raman JD, et al. Associations between
hospital volume and outcomes of robot-assisted
radical prostatectomy. J Urol. 2020;203(5):926—
932. doi:10.1097/7U.0000000000000698.

4. Parekh DJ, Reis IM, Castle EP, Gonzalgo ML,
Woods ME, Svatek RS, et al. Robot-assisted
radical cystectomy versus open radical cystectomy
in patients with bladder cancer (RAZOR): an
open-label, randomised, phase 3, non-inferiority
trial.  Lancet.  2018;391(10139):2525-2536.
doi:10.1016/S0140-6736(18)30996-6.

5. Light A, Karthikeyan S, Maruthan S, Elhage O,
Danuser H, Dasgupta P. Peri-operative outcomes
and complications after laparoscopic versus
robot-assisted ~ dismembered pyeloplasty: a
systematic review and meta-analysis. BJU Int.
2018;122(2):181-194. doi:10.1111/bju.14170.

6. Kolontarev K, Kasyan G, Pushkar D. Robot-
assisted laparoscopic ureteral reconstruction: a
systematic review of literature. Cent European
J Urol. 2018;71(2):221-227.  doi:10.5173/
ceju.2018.1690.

PAHHA YPUHAPHA KOHTAUHEHTHOCT
CJIEQ POBOT-ACUCTUPAHA
PAOUKAJIHA MPOCTATEKTOMMUA:
OB30OP U NMPAKTUAYECKU OINAUT OT
bJ1IN30 500 CJIYYAA

'B. MaBnos., >C. BbnkaHos, 'I. BbnkaHos, '[1. LiBeTkos, 'C. MeHeB., 'T. Xpucros,
'H. Hukonos, 'K. Konapos, 4. Avwnues, 'C. AtaHacos, '[l. KepuHoB, ' . CraHueB,
"U. Panues 'A. baHues, ">M. loikoB
'KNMWHWKA NO YPONOTIua, YMBAN ,KACMENA” - NNOBAOVB
2KATEOPA MO, YPONOIMA N ObLLA MEOVMUNHA", MEOVULUWMHCKWN YHUBEPCUTET - MJIOBAWMB

BbBEAEHUE:

PanHHomo Bv3cmaHoBABaHe Ha ypuHapHama
koHMuUHeHMHOCM e eguH om ocHOBHumMe no-
kazamenu 3a dyHKuuoHanHUA ycnex cAeg po-
bom-acucmupaHa pagukanHa npocmamekmo-
muA (RARP). Hapeg ¢ oHkoAozuuHUA KoHMpOA u
cobxpaHABaHemo Ha epekmuaHama dyHkuusa, mo
okasBa cowecmBeHo BauAHue Bopxy kauecmBo-
mo Ha >kuBom u ygoBaemBopeHocmma Ha na-
uueHmume. PaszBumuemo Ha pobomusupaHama
xupypeausa goBege go ycoBopuweHcmBaHe Ha aHa-
MOMUYHO cbxpaHABawume u pekoHcmpykmuB-

HumMe mexHuku, HacoueHu koM yckopeHo yHk-
uuoHanHO Bv3cmaHoBABaHe 6e3 komnpomuc c
oHkonozuuHama pagukanHocm [1—3]. Bonpeku
3HauumeAHuA Hanpegok B pobomusupaHama
Xupypeaufa, He cowecmByBa yHuBepcanHa one-
pamuBHa mexHuka, koAmo camocmoAamenHo ga
2apaHmupa paHHomo Bv3cmaHoBaBaHe Ha KoH-
muHeHMHocmma, koemo Hanaza kombuHupaHo-
mo npuAo>keHue Ha HAKoAKO aHamoOMUUHO CbX-
paHABawu u pekoHcmpykmuBHu nogxoga [1—3].

LEJ:
[a ce aHaAu3upam xupypauyHume mexHuku u
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dhakmopume, onpegerAawiu paHHomo Bo3cmaHo-
BABaHe Ha ypuHapHama KOHMUHEeHmMHoOCm cAeg
RARP, 8 koHmekcma Ha coBpemMeHHUMEe HayuHU
gokazamencmBa u npakmuueckua XxupypauueH
onum, HampynaH npu 6au3o 500 cayuas.

MATEPUAJIU U METO/AN:

N3BopweH e 0630p Ha akmyaaHama Aume-
pamypa, BkalouBaw npenopvkume Ha EBponeU-
ckama acouuauufA no ypoAo2uA, cucmemMamuyHu
0630pu, MemaaHaAu3u u KAUHUYHU npoyuBaHus
[1—38]. AHaausupaHu ca u nybaukauuu, npegcma-
Bawu 6vasapckua onum B pobomusupaHama
ypoAoz2uuHa xupypeua [4—10]. AumepamypHu-
me gaHHU ca uHmepnpemupaHu 8 koHmekcma
Ha xupypauuyeH onum, npugobum npu 6auzo 500
cayvana 8 Hawama kauHuka.

PE3YJITATU:

AumepamypHume gaHHU nokasBam, ue paH-
Hama koHmuHeHmMHocm 3aBucu om koMnaekcHo-
MO NpuAO’keHUEe Ha aHaMOMUYHO CcobxpaHaBawu
u pekoHcmpykmuBHu mexHuku. MakcumanHomo
3anas3BaHe Ha MeMbpaHo3Hama ypempa, BoHwW-
HuA ypempaneH cdpuHkmep u wuukama Ha
nukouHus mexyp, gBycmpaHHama HepBocobxpa-
HABawa gucekuuAa npu nogxogAwo nogbpaHu
nauyueHmu u npeuusHama anukaAHa gucekuusa ca
cBop3aHu ¢ no-6vp3o dyHkuuoHanHo Bo3cma-
HoBABaHe [1—3]. 3HaueHue umam u 3agHama

pekoHcmpykuua no Rocco, npegHama cycheH-
3uA, momaAHama aHamomuuHa pekoHcmpyk-
uuA u Retzius-coxpaHABawusm gocmon [2—5].
HampynaHuam npakmuuecku onum e 8 coom-
BemcmBue ¢ AumepamypHUMe gaHHU OMHOCHO
poAAmMa Ha CcmaHgapmu3upaHuA XupypauueH
aA2opumbM, MUHUManHama mepmuyHa mpaB-
Ma, hogxogAawama ceAekuua Ha nauueHmume u
nocaegoBameAHOMO npuAo>KeHUE Ha Me3u mex-
Huku.

3AKJIOYEHUE:

PaHHama ypuHapHa KoHmMuHeHmHoOCm cAeg
RARP e peayanmam om npeuusHa aHamoMu4Ha
gucekuus, makcumanHo coxpaHaBaHe Ha cmpyk-
mypume, omeoBopHuU 3a KoHmuHeHuusma, u
ueAneHacouyeHa dyHkuuoHanHa pekoHcmpykuuA.
MocnegoBamenHOMO npunazaHe Ha cmadHgap-
mu3upaHa u uHguBugyaAu3upaHa XupypauyHa
cmpameaua nognomaza paHHomo gyHKuuoHan-
HO Bo3cmaHoBaBaHe npu 3ana3BaHe Ha oHkono-
2uyHama besonacHocm.

KJIlO40BU AYMU:

pobom-acucmupaHa pagukanHa npocma-
mekmomus; paHHa ypuHapHa koHmuHeHmHocm;
HepBocoxpaHABawa gucekuus; Retzius-coxpa-
HABaw gocmon; pekoHcmpykmuBHU mexHuku;
dyHKUUOHaAHU pedyamamul.

EARLY URINARY CONTINENCE
AFTER ROBOT-ASSISTED RADICAL
PROSTATECTOMY: A REVIEW AND

PRACTICAL EXPERIENCE FROM
NEARLY 500 CASES

V. Pavlov, '2S. Valkanov, 'l. Valkanov, 'G. Hristov, 'S. Penev, 'D.T svetkov,
N. Nikolov, 'K. Kolarov', 'D. Dishliev, 'S. Atanasov, 'D. Kerinov, 'D. Stanchev,
'l. Raychev, 'A. Banchev, "?M. Doykov
'DEPARTMENT OF UROLOGY, UNIVERSITY HOSPITAL “KASPELA” - PLOVDIV
’DEPARTMENT OF UROLOGY AND GENERAL MEDICINE, MEDICAL UNIVERSITY - PLOVDIV

INTRODUCTION:

Early recovery of urinary continence is one of
the main indicators of functional success after
robot-assisted radical prostatectomy (RARP).
Alongside oncological control and preservation

of erectile function, it has a substantial impact
on patients. quality of life and satisfaction. The
development of robotic surgery has led to the
refinement of anatomical preservation and
reconstructive techniques aimed at accelerating
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functional  recovery  without compromising
oncological radicality [1—3]. Despite the significant
advances in robotic surgery, no single universal
surgical technique can independently guarantee
early recovery of continence, which necessitates
the combined application of several anatomical
preservation and reconstructive approaches [1—3].

AIM:

To analyse the surgical techniques and factors
determining early recovery of urinary continence
after RARP in the context of current scientific
evidence and the practical surgical experience
accumulated from nearly 500 cases.

MATERIALS AND METHODS:

Areview of the current literature was performed,
including the recommendations of the European
Association of Urology, systematic reviews, meta-
analyses and clinical studies [1—3]. Publications
presenting the Bulgarian experience in robotic
urological surgery were also analysed [4—10]. The
literature data were interpreted in the context of
the surgical experience accumulated from nearly
500 cases performed at our institution.

RESULTS:

The available evidence indicates that early
continence depends on the combined application
of anatomical preservation and reconstructive
techniques. Maximum preservation of the
membranous urethra, external urethral sphincter
and Dbladder neck, bilateral nerve-sparing
dissection in appropriately selected patients, and
precise apical dissection are associated with faster
functional recovery [1—3]. Posterior reconstruction
according to Rocco, anterior suspension, total
anatomical reconstruction and the Retzius-sparing
approach also play an important role [2—5]. The
accumulated practical experience is consistent
with the literature regarding the importance of a
standardised surgical algorithm, minimal thermal
injury, appropriate patient selection and consistent
application of these techniques.

CONCLUSION:

Early urinary continence after RARP results
from precise anatomical dissection, maximum
preservation of continence-related structures and
targeted functional reconstruction. The consistent
application of a standardised yet individualised
surgical strategy supports early functional
recovery while maintaining oncological safety.

KEYWORDS:

robot-assisted radical prostatectomy; early
urinary continence; nerve-sparing dissection;
Retzius-sparing approach; reconstructive
techniques; functional outcomes.
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MOAUGULIUPAHA
YPETPOBE3UKAJIHA AHACTOMO3A
Mo BPEME HA POBOT-
ACUCTUPAHA TPAHCBE3UKAJIHA
NMPOCTATEKTOMUA: TEXHUKA U
PE3Y/ITATIU

. AHakneBcKkn, P. MapuHoB, B. Hukonos, J1. Cnacos, I. UBaHOB,
C. Xpuctodopos, A. Kupos, . MaHueB

BOJTHNLA ,CbPLE N MO3bK” - BYPTAC, YPOJIOTMYHA KITMHNKA

BOJTHNLA ,CbPUE N MO3bK"” - NMJIEBEH, YPOJTOTUYHA KITMHUNKA

BbBEAEHUE:

CumnmomMume Ha goAHume nukouyHu nomu-
wa npu mokeme (LUTS), npuuuHeHu om yeo-
AEMeHa npocmama, 3acAzam HebaazonpuamHo
MHO20 MbXke u BaowaBam kauecmBomo um Ha
»kuBom. Bonpeku agekBamHama Megukamen-
mo3Ha mepanusa, XupypauyHume uHmepBeHuuu
ce npenopbuBam npu Mbxke coc 3agpvrkka Ha
YPUHa, HapyweHa 6bobpeuHa dyHkuusa u guanama-
uuA Ha 2opHUMe nukoyHu nomuwia 68 peayamam
Ha obcmpykuua, noBmapAawu ce uHdekuuu Ha
nukoyHume nomuuwia, hoBmapAwa ce xemamy-
pus, conomcmBawu kamMbHU B8 hukouHuA Mexyp,
guBepmukyau u pecbpakmepHu cuMnMOomu.

CoBpemMeHHUME MUHUMaAHO UHBa3uBHU Xu-
pypauyHu Bo3MoXKHOCMU 3a AeUeHUEe Ha hauueH-
Mu CbC CUMNMOMU Ha goAHUME NUKOYHU NbmMu-
wa (LUTS) npu Mo>ke ¢ npocmamHa »kneza >80
ml BkalouBam xoAMuym AadepHa eHykaeauuna Ha
npocmamama (HoLEP), myauym AasepHa eHyk-
Aeauus Ha npocmama (ThuLEP) u nanapockoncka
(LSP) uau pobom acucmupaHa npocmamekmo-
muA (RASP).

B HacmoAwomo npoyuBaHe Hue umaxme 3a
uen ga nokakem 6esonacHocmma u edukac-
Hocmma Ha RASP ¢ moguduuupaHa ypempo-
Be3ukanHa aHacmomMoO3a npu NauueHmMu Ccobc
cuMnmomamuuHa OlNX u xupypeuuHu uHguka-
uuu.

MATEPUAJI UMETOA4UN:

Om mau 2020 2. go loHu 2026 2., RASP 6e
usBbpweHa npu 58 nauueHmMu, u3noAs3Bauku xu-

pypeuuHama cucmema da Vinci X u Xi. Pempo-
BeaukanHama aHacmomo3za ce u3Bopwu MexXk-
gy wuukama Ha nuko4yHuA Mexyp u ypempama,
usnoa3Bauku mexHukama Ha Van Velthoven.
Oemoepadcku, nepuonepamuBHuU u caegonepa-
muBHume peayamamu baxa peaucmpupaHu. Yc-
noxkHeHuAama 6saxa omuemeHu no knacudukauu-
Ama Ha Clavien Dindo.

PE3YJITATU:

CpegHama Bo3pacm Ha nauueHmume 6e 68
2oguHu. CpegHuam npegonepamuBeH obemom
Ha npocmamama 6e 130 cc. CpegHo onepamuB-
Homo Bpeme om 79 MUuHymu, npubAusumeanHama
kpvBozazyba om 200 mL (100- 300 mL), He ce
usBopuwuxa kpoBonpeauBaHua u koHBepcusa npu
Bcuuku nauueHmu. Mpu 19 nauueHma ce u3Bop-
wu u egHoakmoBo guBepmukyaekmomusa 3aegHO
¢ RASP. He ca pesucmpupaHu uHmpaonepamuB-
HU ycAoXkHeHuA. CaegonepamuBHU yCcAOXKHeHUA
ce ycmaHoBuxa npu cegeM nauueHma (12,0%),
noBeuemo om koumo no Clavien Dindo Il cmeneH.

3AKJIOYEHUE:

RASP ocueypnaBa gobpu pesyamamu no om-
HoweHue Ha obcmpykuuama u obaekuaBaHemo
Ha cumnmomume, kakmo u no-Huckama omHo-
cumenHa BepoamHocm 3a UTI cneg onepauus-
ma. TexHukama usanerkga H6esonacHa, AecHa 3a
HayuaBaHe, 3HauumenHo HamanABa uHmpaone-
pamuBHomo kbpBeHe B cpaBHeHUe ¢ mpaHcype-
mpaAHama pesekuua Ha npocmamama u Bpeme-
mo 3a paboma.
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MODIFIED URETHROVESICAL
ANASTOMOSIS DURING ROBOT-
ASSISTED TRANSVESICAL
PROSTATECTOMY: TECHNIQUE AND
RESULTS

D. Anakievski, R. Marinov, V. Nikolov, L. Spasov, G. lvanov,
S. Hristoforov, A. Kirov, P. Panchev
HEART AND BRAIN HOSPITAL - BURGAS, UROLOGY CLINIC
HEART AND BRAIN HOSPITAL - PLEVEN, UROLOGY CLINIC

INTRODUCTION:

Male lower urinary tract symptoms (LUTS)
caused by an enlarged prostate adversely affect
many men and impair their quality of life. However,
adequate medical therapy, surgical interventions
are recommended in men with urinary retention,
impaired renal function and dilatation of the upper
urinary tract as a result of obstruction, recurrent
urinary tract infection, recurrent hematuria,
concomitant bladder stones, diverticula and
refractory symptoms.

Current minimally invasive surgical options for
the treatment of patients with lower urinary tract
symptoms (LUTS) in men with prostates >80 ml
include holmium laser enucleation of the prostate
(HoLEP), thulium laser enucleation of the prostate
(ThuLEP), and laparoscopic (LSP) or robot-
assisted prostatectomy (RASP).

Inthis study, we aimed to demonstrate the safety
and efficacy of RASP with modified urethrovesical
anastomosis in patients with symptomatic BPH
and surgical indications.

MATERIAL AND METHODS:

From May 2020 to June 2026, RASP was
performed in 58 patients using the da Vinci X and Xi
surgical systems. The uretrovesical anastomosis

was performed between the bladder neck and
urethra using the Van Velthoven technique.
Demographic, perioperative, and post-operative
outcomes were recorded. Complications
were scored according to the Clavien Dindo
classification.

RESULTS:

The mean age of the patients was 68 years.
The mean preoperative prostate volume was 130
cc. The mean operative time was 79 minutes, the
estimated blood loss was 200 mL (100-300 mL),
no blood transfusions and no conversion were
performed in any patients. In 19 patients, a single-
stage diverticulectomy was performed together
with RASP. No intraoperative complications were
recorded. The following complications were found
in seven patients (12.0%), most of them Clavien
Dindo grade Il.

CONCLUSION:

RASP provides good results in terms of
obstruction and symptom relief, as well as a lower
relative probability of postoperative UTI. The
technique appears safe, easy to train, significantly
improves intraoperative bleeding compared
to transurethral resection of the prostate and
operating time.
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EPEKTUJIHA OUCOYHKLUMNA W
NWHKOHTUHEHLUWA HA YPUHATA CNEQ
PAAVUKAJIHA MPOCTATEKTOMUSA -
KAK oA T MPEOJOJIEEM?

. Kanues, E. Anapros, H. Kepunes, CB. MapuHos, U. KanueB
MBAN ,,CB. BOrOPOAWNLIA", ML, JIEM3BP MEL”

B Hacmoswusm goknaag paszanekgame gBe
om Hau-yecmo cpewaHume nocaegcmBuAa Ha
pagukanHama xupypauda Ha npocmamama npu
kapuuHoMm.

MpegcmaBame HawuAam onum, cpaBHeH CoC
coBpeMeHHUME MeHgEHUUU 3a AeYeHUEe Ha me3u
yecmo cpewlaHu CbCmoAHUS.

PasanegaHu ca pasauuHu acnekmu Ha Ae-
yeHUemMO npu coomBemHama cmeneH Ha me-
»kecm Ha cumMnmomamukama - npuAo>XeHuemo

Ha uMnAaHMuBHU mexHuku kamo MovXkku cAuHe2,
uskycmBeH ypuHapeH cuHkmep, NEHUAHU UM-
NAQHMU U gp.

MpegcmaBame u cayvau Ha gBouHa uMNAaH-
mauua npu nauueHmu. BoB Bpememo Ha 2oAA-
Mo pa3Bumue Ha pobomusupaHama xupypaus B
npocmamHama namoAo2uA € Heobxogumo ga ce
no3HaBam cnocobume 3a kopekuua Ha HEMUHY-

emMume nocaegcmuna om pagukanHocmma.

ERECTILE DYSFUNCTION AND URINE
INCONTINENCE AFTER RADICAL
PROSTATECTOMY - HOWTO
OVERCOME THEM?

I. Kalchev, E. Alargov, N. Kefilev, Sv. Marinoy, I. Kalchev
SV BOGORODITSA HOSPITAL, LAZER MED MEDICAL CENTERS

In this presentation we discuss two of the most
frequent consequences of the radical prostate
surgery for cancer.

We present our experience,compared to the
modern tendencies in treating this disorders.

We elaborate on the different aspects of treat-
ment as for the relevant degree of disorder symp-
toms - application of male sling, artificial urinary

sphyncter, penile implants etc.

We present cases of a double implantation in
patients.

In the time of a wide development of robotic
surgery in the prostate pathology it is necessary
to acknowledge the methods of correction for the
imminent consequences of radicality.
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PAHHO NOCTOINEPATUBHO
YCNNOXMHEHUE CJIEQ POBOT-
ACUCTUPAHA PAOUKAJIHA
NMPOCTATEKTOMMUA - KNINUHUYEH
CNYYAN

2C, BbnkaHoB, '. BbnkaHos, 'B. MaBnos, '[. LiBeTtkos, 'C. MNeHes,
'T. Xpucros, 'H. Hukonos, 'K. Konapos, '[i. Auwnues, 'C. AtaHacos, '[l. KepnHoB,
0. CraHues, 'U. Paitues 'A. baHueB, 2M. [loiikoB
'KNIMHWKA MO YPONOTUA, YMBAN ,KACMENA” - NNOBOVB
2KATEOPA NO,YPONOTMNA N OBLLA MEAVMUNHA®Y, MEAUUMHCKNA YHUBEPCUTET - MJIOBAWB

BbBEAEHUE:

Pobom-acucmupaHama pagukanHa npocma-
mekmomusa (RARP) e ymBobpgeH MUHUMAaAHO UH-
BasuBeH xupypauueH nogxog nhpu AokaausupaH
pak Ha npocmamama. B paHHuA caegonepamu-
BeH nepuog Mo2am ga Bv3HukHam yCcAO>XKHeHUA,
cBop3aHu ¢ ypempanHua kamemovp u Be3uko-
ypempanHama aHacmomo3sa. Obcmpykuusma Ha
kamemvpa u nocregBawuAam ypuHapeH Aulk us-
uckBam cBoeBpemeHHa guagHocmuka u uHguBu-
gyanusupaHo mepaneBmuuHo noBegeHue [1—3].

LEJT:

Oa npegcmaBum kAauHUYeH cAayyal om Hawa-
ma npakmuka Ha komnaekcHO paHHO nocmone-
pamuBHo ycaoXkHeHue cneg RARP, HezoBama
guasHocmuka u AeueHue.

MATEPUAJIU U METO/AU:

MpegcmaBame 67-2oguweH nauueHm c PSA
8,34 ng/mL u xucmoao2uyHo nomBopgeH age-
HokapuuHOM Ha npocmamama, Gleason score
3+4=7, guasHocmuuupaH upe3 MRI-TRUS dolo-
»KoH Bbuoncus. NMpu npegonepamuBHama MyAmu-
napamempuuHa MRI e ycmaHoBeHa PI-RADS 4
Aesus. Caeg cmaguuHa oueHka nauueHmom e on-
pegeneH kamo nogxogaw, 3a XUPYPa2UuyHO AeYeHue
u e usBopweHa RARP cbc cucmemama da Vinci.

PE3YJITATU:

lecm uvaca cneg onepauuAama e ycmaHoBe-
Ha Aunca Ha ypuHeH gpeHaxk BcaegcmBue Ha
ob6cmpykuusa Ha ypempanHua kamemobp. Onumom
3a nogMAHama My e HeycneweH, nopagu koemo
e nocmaBeH cynpanybuueH uucmocmomeH kame-
mop, nocaegBaH om ycnewHo BbBexkgaHe Ha ype-

mpaneH kamemop no Bogau. NMNauueHmom ocma-
Ba xemoguHamMuuHo cmabuneH, 6e3 cybekmuBHu
onnakBaHuAa. Ha uemBopmua caegonepamuBeH
geH e usBopweHa ypempouucmockonua, npu kosa-
mo Be3ukoypempanHama aHacmomo3a e OueHeHa
kamo uHmakmHa, 6e3 Bugumu gaHHU 3a ypuHapeH
Auuk. CynpanybuuHuam kamembp e omcmpaHeH
u e nocmaBeH mpunbmeH ypempaneH kamemop.
Ha geBemua cnegonepamuBeH geH, npu pa3Bu-
mue Ha cybuneycHa cumnmomamuka, koHmpoaHa
koHmpacmHo-ycuneHa KT ycmaHoBaBa ekcmpa-
Basauus Ha ypuHa om BesukoypempanHama aHa-
cmomo3a u napaBesukaneH xemamom. N3Bopuue-
Ha e pobom-acucmupaHa onepauuna ¢ eBakyauus
Ha xemamoma u peBusua Ha Be3ukoypempanHama
aHacmomo3sa ¢ oBaagABaHe Ha ypuHapHUA AUUK.

3AKJIIOYEHUE:

O6cmpykuuAama Ha ypempanHua kamemop,
napaBe3ukarHuAm xemamom u nocaegBauwuAm
ypuHapeH AuUk om Be3ukoypempanHama aHa-
cmomo3sa npegcmaBaaBam pagka, HO nomeH-
UuaAHO 3HauyumMa nocaregoBameaHoCcm om paHHU
ycAoXkHeHuA caeg RARP. JuHamMuyHomMo KAauHuu-
HO npocAegABaHe, paHHama obpasHa u eHgoc-
koncka guazHocmuka u uHguBugyanusupaHuAam
mepaneBmuueH nogxog ca kalouoBu 3a HaBpe-
MEeHHOMO pasno3HaBaHe Ha ycAoXKHeHuAma u
npemMuHaBaHemo kbM xupypeuuHa peBusua npu
HaAuuue Ha uHgukauuu.

KJ1040BU AYMU:

pak Ha npocmamama; pobom-acucmupaHa
pagukanHa npocmamekmomus; ypempaneH ka-
memop; napaBesukareH xemamowm; Besukoype-
mpanHa aHacMmomMo3a; ypuHapeH Aulk.
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EARLY POSTOPERATIVE
COMPLICATION AFTER ROBOT-
ASSISTED RADICAL PROSTATECTOMY
— A CASE REPORT

2§, Valkanov, 'Il. Valkanov, 'G. Hristov, 'V. Pavlov, 'S. Penev, 'D. Tsvetkov, 'N. Nikolov,
K. Kolarov, 'D. Dishliev, 'S. Atanasov, 'D. Kerinov, 'D. Stanchey, 'l. Raychev,
'A. Banchev, ?M. Doykov
'DEPARTMENT OF UROLOGY, UNIVERSITY HOSPITAL “KASPELA” - PLOVDIV
’DEPARTMENT OF UROLOGY AND GENERAL MEDICINE, MEDICAL UNIVERSITY - PLOVDIV

INTRODUCTION:

Robot-assisted radical prostatectomy
(RARP) is an established minimally invasive
surgical approach for localised prostate cancer.
Complications related to the urethral catheter and
vesicourethral anastomosis may occur during the
early postoperative period. Catheter obstruction
and subsequent urinary leakage require timely
diagnosis and an individualised therapeutic
approach [1—3].

AIM:

To present a clinical case from our practice
of a complex early postoperative complication
following RARP, including its diagnosis and
treatment.

MATERIALS AND METHODS:

We present a 67-year-old patient with a PSA
level of 8.34 ng/mL and histologically confirmed
prostate adenocarcinoma, Gleason score
3+4=7, diagnosed by MRI-TRUS fusion biopsy.
Preoperative multiparametric MRl demonstrated
a PI-RADS 4 lesion. Following clinical staging,
the patient was considered suitable for surgical
treatment and underwent RARP using the da Vinci
surgical system.

RESULTS:

Six hours after surgery, absence of urinary
drainage due to obstruction of the urethral
catheter was noted. An attempt to replace the
catheter was unsuccessful, and a suprapubic
cystostomy catheter was therefore inserted,
followed by successful guidewire-assisted
placement of a urethral catheter. The patient
remained haemodynamically stable without
subjective complaints. On postoperative day 4,
urethrocystoscopy was performed, demonstrating

an intact vesicourethral anastomosis without
visible evidence of urinary leakage. The suprapubic
catheter was removed and a three-way urethral
catheter was inserted. On postoperative day
9, following the development of symptoms
suggestive of subileus, contrast-enhanced CT
demonstrated urinary extravasation from the
vesicourethral anastomosis and a paravesical
haematoma. Robot-assisted surgery was
performed with evacuation of the haematoma
and revision of the vesicourethral anastomosis,
resulting in successful management of the urinary
leak.

CONCLUSION:

Urethral catheter obstruction, paravesical
haematoma and subsequent urinary leakage
from the vesicourethral anastomosis represent a
rare but potentially significant sequence of early
complications following RARP. Close clinical
monitoring, early imaging and endoscopic
assessment, and an individualised therapeutic
approach are essential for timely recognition of
complications and progression to surgical revision
when indicated.

KEYWORDS:
prostate cancer; robot-assisted radical
prostatectomy; urethral catheter; paravesical

haematoma; vesicourethral anastomosis; urinary
leak.

JINTEPATYPHA CITIPABKA / REFERENCES

1. Shahait M, Hockenberry M, Suzy NA, Kim J,
McWilliams K, Lee DI. Incidence and impact of
acute urinary retention after robot-assisted radical
prostatectomy. Prostate Int. 2020;8(3):121-124.
doi:10.1016/j.prnil.2020.03.001.

2. Strauss D, Cho E, Loecher M, Lee M, Eun



(42 POBOT-ACVICTUPAHW OTMEPAUNIN HA TIPOCTATA QO 22026 O VPOHET/URONETJ

D. Description of a novel

robotic early 3.

post-prostatectomy anastomotic repair
technique and institutional outcomes. Asian

J Urol. 2024;11(3):366-372.
ajur.2023.12.001.

doi:10.1016/.

Yossepowitch O, Baniel J. Persistent vesicourethral
anastomotic leak afterradical prostatectomy:anovel
endoscopic solution. J Urol. 2010;184(6):2452—
2455. doi:10.1016/j.juro.2010.08.014.



\ OMEPALIIV TPV 3ABOASIBAHIS HA
(VPOHET/ URONET Q 22026 QO 11k OUO-NIOAOBATA M OTAEAVTEAHATA CUCTEMA

)

PA3JIMYHU NOAXOAU 3A POBOT-
ACUCTUPAHA PE3EKLIUA HA
OCTATBYHA TYMOPHA MACA NP
NALVEHTU C PAK HA TECTUCUTE
CNEQ NPEAXOAHA XMUMUOTEPANUSA

B. Kassabov, A. Alexandrov, M. Nikolov, O. Kheyfets, M. Haydter, C. Hasenzagel,
DEPARTMENT OF UROLOGY, UNIVERSITY HOSPITAL, WIENER NEUSTADT, AUSTRIA

LEJT:

MNpegcmaBAmMe Hawus onum C npuAa2aHemo
Ha pasAuUYHU nogxogu 3a pobom-acucmupaHa
pe3ekuus Ha pe3ugyaaHa mymMopHa mMaca npu na-
uueHmu ¢ pak Ha mecmucume cAeg npegxogHa
Xumuomepanus.

METO/MU:

B moBa npoyuBaHe oueHuxme 7 nauueHmu,
npemobpneau onepauua Mmexkgy aBaycm 2024 2. u
anpun 2026 2. B8 YHuBepcumemckama 6oaHuua
BuHep Houwagm, ABcmpua. Obekm Ha npoyu-
BaHe 6HaAxa onepamuBHomo Bpeme u u3oAupa-
Homo Bpeme 3a paboma ¢ poboma, uHMpaone-
pamuBHama kpoBosazyba, Heobxogumocm om
uHmMpa- u nhocmonepamuBHa xemompaHcdy3ua,
cmamyc Ha pesekuuoHHUmMe gpaHuuu, kakmo u
nocmonepamuBHuU ycaoXkHeHua (kanacudukauus
no Clavien-Dindo).

PE3YJITATU:

CpegHama Bb3pacm bewe 35,4 2oguHu (28-
52), cpegHuam BMI 6ewe 24,4 kg/m2 (18,9-27,8).
Camo eguH nauueHm 6ewe ASA 3, ocmaHaaume
- ASA 2.

M3noa3Baxme wecmnopmoB mpaHchepu-
moHeaneH gocmbn cbc cucmemama DaVinci Xi.

LLlecm om nauueHmume 6Axa B8 cmpaHUJYHO No-
AoXkeHue, kamo npu eguH nauueHm usnoa3Baxme
supine nonoXkeHue ¢ TpeHgeneHbypz om 30 epa-
gyca.

CpegHomo onepamuBHo Bpeme 6Gewe 108
MUHYymMu, om koumo cpegHO 71 MuHymu KOH30A-
Ho Bpeme. HAamawe koHBepcusa kom omBopeHa
onepauus. CpegHama kpoBo3azyba 6bewe 50
MA U Npu HUKoU om nauueHmume He ce HaAoXku
caegonepamuBHo kpvBonpeauBaHe. MNpu Bcuuku
om nauueHmume ce HabalogaBaxa uucmu pesek-
UUOHHU 2paHuuu.

He 6axa HabalogaBaHu caegonepamuBHuU yc-
AOXKHeHusA. MauueHmume 6axa usnucaHu Ha 5-un
cnegonepamuBeH geH 6e3 ga uanumBam 3Hauu-
meAHa 6onka, koemo noka3Ba cmabuaHo Bo3-
cmaHoBABaHe.

3AKJIFOYEHUA:

Pobom-acucmupaHama pesekuua Ha pesu-
gyaneH mymMop npu hauueHmu ¢ mecmukyAapHu
mymMopu uduckBa komnaekceH nogxog u mMoXke
ga ce u3Bopwu ¢ MuHUMaAHa kpoBosazyba, yme-
peHa npogoAkumenHOCm Ha onepauuama u 6e3
3HaYUMEAHU UHMpa- u caegonepamuBHuU yCAOXK-
HEHuUS.
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DIFFERENT APPROACHES FOR
ROBOT-ASSISTED RESIDUAL TUMOR
MASS RESECTION BY PATIENTS
WITH TESTICULAR CANCER AFTER
PREVIOUS CHEMOTHERAPY

A. Alexandrov, B. Kassabov, M. Nikolov, O. Kheyfets, M. Haydter, C. Hasenzagel,
DEPARTMENT OF UROLOGY, UNIVERSITY HOSPITAL, WIENER NEUSTADT, AUSTRIA

OBJECTIVE:

We present our experience with the application
of different approaches of robot-assisted residual
tumor mass resection by patients with testicular
cancer after previous chemotherapy.

METHODS:

We evaluated 7 patients in this observational
study. The patients underwent surgery between
August 2024 and April University hospital Wiener
Neustadt, Austria. We primarily assessed surgery
and console duration, conversion rate, blood
loss, intraoperative transfusion, and resection
status. Secondary endpoints were postoperative
transfusions, intra-, and postoperative
complications.

RESULTS:
Median age was 35,4 years (28-52), the median

BMI was 24,4 kg/m2 (18,9-27,8). Only one patient
was ASA 3, the rest were ASA 2.

We used a six-port transperitoneal approach
with DaVinci Xi system. Six of the patients were
in flank position, by one patient we used supine
30-degree Trendelenburg position.

Mean surgery duration lasted 108 min, thereof
71 min console time on average. There was no
conversion to open surgery. The mean blood
loss was 50 ml and none of the patients required
postoperative blood transfusions. All resection
margins were tumor-free.

No postoperative complications were observed.
The patients were discharged on postoperative
day 5 without experiencing significant pain,
indicating a stable recovery.

CONCLUSIONS:

The robot-assisted residual tumor resection by
patients with testicular tumors requires a complex
approach and can be performed with minimal
blood loss, moderate surgery duration and without
significant intra- and postoperative complications.
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KIMHUWYHUN N OYHKUWUOHAJNTHNA
PE3YNTATU OT POBOT-ACUCTUPAHA
NMAPUUANTHA HEOPEKTOMMUA NPU
KOMMMNEKCHU BbBbPEYHU NE3UU C
BUCOK RENAL CKOP

M. Kupunos, T. MaHes, M. A6ywes, P. Kones, . Koces, [1. Hukonos,
U. MarapgunusH, A. Canaynos, U. XuHes, C. MapuHoB, 1. NanaHues, A. Cyrapes
KITMHUKA MO YPONOTI A, YMBAN ,,CB. MAPUHA” EALl, BAPHA, BbJITAPUA
MEONUNHCKW YHUBEPCUTET ,MPO®. MAPACKEB CTOAHOB®, BAPHA, BbJITAPUA

BbBEJEHUE:

XupypauuHomo noBegeHue npu 6Hobpeu-
HU mymMopu ¢ Bucoka aHamoMuuHa CAOXKHOCM
(Bucok RENAL HedpomempuueH ckop) mpa-
gUUUOHHO nocmaBa Bonpoca 3a spaHuuume Ha
HedpOH-CobXxpaHABawua nogxog cnpAMO pagu-
kanHama Hedpekmomua. EHgodumHusm pac-
me>k, 3HauumeAHuAm obem u HenocpegcmBeHa-
ma 6Auzocm go H6obpeuHua xuayc noBuwaBam
pucka om mexHuuecku 3ampygHeHuUs, NPOgoLA-
»KumeAHa UCXeMuA U NOAOXKUMEAHU XUpypauyHU
2paHuuu.

LEJI:

[a ce oueHAM onepamuBHama edukacHocm,
OoHkoAO2UYHUAM KOHMPOA U guHaMukama Ha cae-
gonepamuBHama 6vbpeuHa yHkuua npu nauu-
eHmu ¢ komnaekcHu 6vbpeuHu mymopu (Bucok
RENAL ckop), nognoxkeHu Ha pobom-acucmupa-
Ha napuuanHa Hedpekmomua (PATTH).

MATEPUAJIU U METOU:

MpoBegeH e aHanu3 Ha nauueHmu c Bucok
RENAL ckop, nekyBaHu upes PATH. NpocaegeHu
ca ocHoBHume nepuonepamuBHU nokaszameau:
Bpeme Ha monaa ucxemus (WIT), obwo onepa-
muBHo Bpeme, obem Ha uHmpaonepamuBHama
kpoBozazcyba, uecmoma Ha ycAoXkKHeHusma u
npogoakumeaHocm Ha 6oAHUYUHUA npecmol.
OueHeHu ca oHkono2uuHUME nokasameau (cma-
MyC Ha XupypauuHume gpaHuuu - PSM) u cdyHk-
UUOHaAHUAM pe3yamam upe3 npocaegABaHe Ha
ouakBaHama a2anomMepyaHa duampauus (eGFR).

PE3YJITATU:

Mpuno>keHuemo Ha PAIMH no3Boau nocmuaa-
Hemo Ha npeuusHa pesekuua u pekoHcmpykuus
gopu npu mymopu ¢ Bucoka cmeneH Ha CAOXK-
Hocm. PeaucmpupaHu 6saxa onmumu3upaHo u
6esonacHo Bpeme Ha monaa ucxemus (WIT),
ozpaHuyeHa uHmpaonepamuBHa kpoBozazyba u

Hucok npoueHm Ha caegonepamuBHU YCAOXKHE-
HuA B cpaBHeHue ¢ gaHHUmMe om kaacuueckama
omBopeHa xupypauA. NocmuzHam e HagexkgeH
oHkoAo2uueH KOHMPOA C MUHUMAaAEH NpPoueHmM
nonokumenHu pe3ekuuoHHu AuHuu (PSM). TMo
OmHoweHue Ha dyHkuuoHanHume nokazameau
ce omueme gbA20CPOYHO CbXxpaHAaBaHe Ha 2Ao-
MepyAHama dpuampauua (eGFR) u npeBeHuuA Ha
npozpecusma koM XxpoHuuHa H6obpeuHa Hegoc-
mambyHoCm.
OBCbXAAHE:

Pobom-acucmupaHama napuuanHa Hedpek-
momusa npu mymopu ¢ Bucok RENAL ckop e Ha-
NobAHO ocbuecmBuma, oHkoAO2UUHO pagukanHa u
dyHkuuoHanHO ecbekmuBHa npouegypa. Npeuus-
HUuAM KoHmMpoA Ha pobomu3upaHume uHCcMmpy-
MeHmMu u nogobpeHama BuldyaAusauua npeogo-
AABam aHamomuuyHume 6apuepu, npeBpowauku
PAIMNH BvoB Bogew u3bop 3a HedppOH-CoxpaHa-
Bawa xupypaua npu cenekmupaHu Bucoko-kom-
NAEKCHU Ae3uu.
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pobom-acucmupaHa hnapuuasnHa Hedpek-
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CLINICAL AND FUNCTIONAL
OUTCOMES OF ROBOT-ASSISTED
PARTIAL NEPHRECTOMY IN HIGHLY
COMPLEX RENAL LESIONSWITHA
HIGH RENAL SCORE

P. Kirilov, T. Ganev, P. Abushey, R. Kolev, P. Kosev, D. Nikolov,
I. Magardichyan, A. Sanduloy, I. Hinev, S. Marinov, Y. Papanchey, D. Sugarev
CLINIC OF UROLOGY, UNIVERSITY HOSPITAL,ST. MARINA" EAD, VARNA, BULGARIA
MEDICAL UNIVERSITY ,PROF. PARASKEV STOYANOV*, VARNA, BULGARIA

INTRODUCTION:

The surgical management of highly complex
renal tumors (characterized by a high RENAL
nephrometry score) presents an ongoing debate
regarding the feasibility of nephron-sparing
surgery versus radical nephrectomy. Marked
tumor size, endophytic growth, and proximity to
the renal hilum substantially elevate the risk of
technical challenges, prolonged ischemia, and
positive surgical margins.

OBJECTIVE:

To assess the operative efficacy, oncological
safety, and postoperative renal functional
preservation in patients undergoing robot-assisted
partial nephrectomy (RAPN) for highly complex
renal lesions (high RENAL score).

MATERIALS AND METHODS:

A clinical evaluation of patients presenting with
high-complexity renal masses who underwent
RAPN was conducted. Key perioperative
parameters were analyzed, including warm
ischemia time (WIT), total operative duration,
estimated blood loss, complication rates, and
hospital stay. Oncological adequacy (positive
surgical margin - PSM rate) and renal functional
preservation (measured via estimated glomerular
filtration rate - eGFR) were evaluated.

RESULTS:

The robotic approach facilitated precise
tumor excision and renorrhaphy even in cases
with elevated anatomical complexity. Favorable
perioperative metrics were observed, including

optimized warm ischemia times, reduced
intraoperative blood loss, and a low complication
rate compared to historical open surgery
standards. Excellent oncological outcomes were
achieved with minimal PSM rates. Functionally,
significant preservation of post-procedural eGFR
was documented, effectively minimizing the risk of
de novo chronic kidney disease.

DISCUSSION:

Robot-assisted partial nephrectomy  for
tumors with a high RENAL score is a feasible,
oncologically sound, and functionally beneficial
modality. Enhanced 3D visualization and wristed
instrumentation overcome complex anatomical
barriers, establishing RAPN as a safe and effective
nephron-sparing strategy in highly complex renal
masses.

KEYWORDS:

robot-assisted partial nephrectomy, renal
tumor, high RENAL score, nephron-sparing
surgery, warm ischemia time.
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POBOT-ACUCTUPAHA PAOUKAJTHA
HEQPEKTOMMA C NAPAKABAJIHA U
NWHTEPAOPTOKABAJIHA JINM®HA
OUCEKLMA MPU NALMEHTKA C
METACTATUYEH NANUAPEH
BbBPEYHOKJIETbYEH KAPLIUHOM -
KMVHUYEH CNYYAIA

. BbnkaHoB, >C. BbnkaHos, 'B. MaBnos, '[l. LiBeTkoB., 'C. NeHes., 'T. Xpucros,
'H. Hukonos, 'K. Konapos, '[. Auwnues, 'C. AtaHacos, '[]. KepuHoB,
'A. CraHues, 'U. Paiues 'A. baHues, '2M. loikoB
'KNNHUKA MO YPONIOT A, YMBAN ,KACIMENA” - MNOBAOVB
2KATEOPA NO,YPOJIOIMA N OBLLA MEOVMUWNHA", MEOAVWLUMHCKN YHUBEPCUTET - NMJIOBAWMB

BbBEAEHUE:

Pobom-acucmupaHama Aanapockoncka
HecbpekmomMua e MuHumanHo uHBasuBHa Bo3-
MO>KHOCM 3a AeuyeHue Ha BbbpeuHu mymopu —
om T1a—T2 Ae3uu, HENOGXOgAWU 3a YacmuyHa
Hedpekmomua, go no-crokHu u obemMmHu my-
MOpU, Koumo mpaguuuoHHO ce HacouBam kom
omBopeHa xupypeaua. PobomusupaHama naam-
dopma ocueypaBa no-gobpa Busyaausauus,
npeuusHocm Ha gBukeHuama u no-uH UHCMpPY-
MeHmaneH koHmpon 8 cpaBHeHue ¢ koHBeHuuo-
HanHama Aanapockonusa. C HampynBaHe Ha Xu-
pypauyeH onum pobom-acucmupaHusm nogxog
no3BoaABa usBopwBaHe Ha No-CAO>XKHU hpouegy-
pu, BkalouumeaHo napakaBanHa u uHmMepaopmo-
kaBaaHa numdHa gucekuua, kakmo u xupypeaua 8
6Au3zocm go 2onemume cogoBe [1—3].

LEJI:

Oa npegcmaBum kauHuueH cayvyal Ha nauu-
eHmka ¢ MemacmamuueH nanusapeH bvbpeu-
HokAaemoueH kapuuHom, AekyBaHa MuUHUMaAHO
uHBa3uBHo upe3 pobom-acucmupaHa pagukanHa
Hedpekmomua ¢ paswupeHa AumMmdHa gucekuus.

MATEPUAJIU U METO/AN:

NMpegcmaBame 63-2oguwHa nauueHmka, one-
pupaHa no noBog kapuuHoM Ha wumoBugHama
knesa. MNpu koHmponeH PET/CT ce ycmaHoBa-
Ba mymop Ha gecHua 6vbpek ¢ MemaboAumHo
akmuBHu napakaBanHu u uHmepaopmokaBanHu

AUM®HU Bb3Au, kakmo u eguHuuHa bearogpobHa
Memacmasa. M3BopweHa e pobom-acucmupaHa
pagukanHa Hedpekmomua ¢ napakaBaaHa u UH-
mepaopmokaBanHa AumdHa gucekuua.

PE3YJITATU:

Pobom-acucmupaHama Xxupypa2uyHa npo-
uegypa npomeue 2anagko uHmpaonepamuBHO u
cnegonepamuBHo, 6e3 3Hauuma kpoBosazyba u
6e3 cowecmBeHu omkaoHeHusa B AabopamopHu-
me nokasameau. Xucmoao2uyHomo uscregBaHe
nomBopgu nanunapeH 6obpeuHokaemoueH kap-
UUHOM ¢ pa3mepu 3,5 Y 4,5 cm, ¢ uHBasusa kowm
H6obpeuHomo AezeHuUe, nepupeHarHama MacmHa
movkaH u ¢ubposHama kancyra. OmcmpaHeHu
6Axa 06bwo yemupu peauoHanHU AUMMHU Bo3ena,
om Koumo mpu ¢ MemacmamuuHo aHzaXkupaHe
— gBa napakaBanHu u eguH uHmepaopmokaBa-
AeH. Cneg BbacmaHoBaBaHe Ha xpaHOCMUAaMEA-
HuA nacak, gobpa gBuszamenHa akmuBHocm u
Aunca Ha 6bonkoBa cumnmomamuka, Hanazawa
npogbAkumenHa MegukamMeHmo3Ha mepanus,
nauueHmkama bewe gexochumaaAu3upaHa u Ha-
coueHa koM oHkono2uuHO AeuebHO 3aBegeHue 3a
npogo/rkaBawo AeueHue. KoHmpoaeH PET/CT
cAeg gBa Mmeceua He ycmaHoBu gaHHU 3a Aoka-
AeH peuuguB uau memaboaumHo akmuBHa me-
macmamuuHa 6boaecm.

OBCbXAAHE:
Pobom-acucmupaHama pagukanHa Hedpek-
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momuA ¢ AumMdHa gucekuua couemaBa Bo3-
mMo>kHocmma 3a oHkonoz2uuHa pagukanHocm ¢
npegumcmBama Ha MuHuMaAHo uHBa3uBHusa goc-
mon. B cpaBHeHue ¢ koHBeHuuoHanHama Aana-
pockonua pobomu3aupaHama naamdopma Moxke
ga ocuzypu no-npeuusHa AumdHa gucekuus,
no-gobop koHmpoa 8 obracmma Ha 2onemume
cbgoBe u no-Bucoka mexHuuecka cueypHoCm
npu cAoXkHU cAydvau. lMpu BHumMameAHO cenek-
MupaHu hauueHmu mo3u nogxog MoXke ga boge
cBop3aH ¢ ozpaHuueHa kpoBosazyba, no-6op30

Bv3cmaHoBABaHe u gobop paHeH oHkoAo2uueH
koHmMpoA, npu omyumaHe Ha no-Bucokama ueHa
Ha pobomusupaHama xupypaus [1—3].

KJ1l040BU AYMU:

nanunapeH 6OvbpeuHokaembueH KapuuHOM;
pobom-acucmupaHa pagukanHa Hedpekmomus;
napakaBanHa AumdHa gucekuus; uHmepaopmo-
kaBanHa AumMdHa gucekuua; mMemacmamuueH
H6obpeuHoknemoueH kapuuHom.

ROBOT-ASSISTED RADICAL
NEPHRECTOMY WITH PARACAVAL
AND INTERAORTOCAVAL LYMPH
NODE DISSECTION IN A PATIENT WITH
METASTATIC PAPILLARY RENAL CELL
CARCINOMA - A CASE REPORT

'I. Valkanov, S. Valkanov, 'G. Hristov, 'V. Pavlov, 'S. Penev, 'D. Tsvetkov,
N. Nikolov, 'K. Kolarov', 'D. Dishliev, 'S. Atanasov, 'D. Kerinov, 'D. Stanchev,
'l. Raychev, 'A. Banchev, >’M. Doykov
'DEPARTMENT OF UROLOGY, UNIVERSITY HOSPITAL “KASPELA” - PLOVDIV
’DEPARTMENT OF UROLOGY AND GENERAL MEDICINE, MEDICAL UNIVERSITY - PLOVDIV

INTRODUCTION:

Robot-assisted laparoscopic nephrectomy is a
minimally invasive option for the treatment of renal
tumors, ranging from T1a—T2 lesions unsuitable
for partial nephrectomy to more complex and larger
tumors that would traditionally be considered
for open surgery. The robotic platform provides
improved visualization, enhanced dexterity and
more precise instrument control compared
with conventional laparoscopy. With increasing
surgical experience, the robot-assisted approach
allows the performance of complex procedures,
including paracaval and interaortocaval lymph
node dissection, as well as surgery in proximity to
major vessels [1—3].

AIM:

To present a clinical case of metastatic
papillary renal cell carcinoma treated minimally
invasively by robot-assisted radical nephrectomy
with extended lymph node dissection.

MATERIALS AND METHODS:

We report the case of a 63-year-old female
patient previously operated on for thyroid
carcinoma. During follow-up PET/CT, a right renal
tumor was detected, associated with metabolically
active paracaval and interaortocaval lymph nodes,
as well as a solitary pulmonary metastasis. Robot-
assisted radical nephrectomy with paracaval
and interaortocaval lymph node dissection was
performed.

RESULTS:

The robot-assisted surgical procedure was
uneventful intraoperatively and postoperatively,
without significant blood loss and without relevant
laboratory ~ abnormalities. Histopathological
examination confirmed papillary renal cell
carcinoma measuring 35 4 4.5 cm, with
invasion toward the renal pelvis, perirenal fat and
fibrous capsule. A total of four regional lymph
nodes were removed, three of which showed
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metastatic involvement - two paracaval and
one interaortocaval. After recovery of bowel
function, adequate mobilization and absence
of pain requiring prolonged analgesic therapy,
the patient was discharged and referred to an
oncology center for further treatment. Follow-
up PET/CT performed two months later showed
no evidence of local recurrence or metabolically
active metastatic disease.

DISCUSSION:

Robot-assisted radical nephrectomy with
lymph node dissection combines the potential
for oncological radicality with the advantages
of minimally invasive surgery. Compared with
conventional laparoscopy, the robotic platform
may provide more precise lymph node dissection,
improved control around major vessels and
greater technical confidence in complex cases.
In carefully selected patients, this approach may
be associated with limited blood loss, faster
postoperative recovery and good early oncological
control, while taking into account the higher cost
of robotic surgery [1—3].

KEYWORDS:
papillary renal cell carcinoma; robot-assisted
radical nephrectomy; paracaval lymph node

dissection; interaortocaval lymph node dissection;
metastatic renal cell carcinoma.
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MOAUOULIUPAH
TPAHCNEPUTOHEAJNEH (TPAHC-
PETPO) JOCTbMN 3A POBOT-
ACUCTUPAHA MAPUUANHA
HEOPEKTOMMUA NPU OOP3AJIHIA
N OOP3ONIATEPAJIHN BbBPEYHI
TYMOPMU

H. UseTtkoB', K. Kpbcres', K. U6paxumos’, H. Croanos', U. locnoauHos’, K. laBnpos’
'KNMHWKA MO YPONOTNA, YMBAN,,COOUAMEL", COOUA, BbJITAPUA

BbBEAEHUE:

[op3anHOMO u gop3oAameparHOMO Pa3nNoAo-
»keHue Ha 6vbbpeuHume mymopu uecmo HacouBa
koM pemponepumoHeareH gocmon, kolUmo ocu-
2ypaBa gupekmHa ekcno3uuus Ha 3agHama 6b-
BpeuHa noBbpxHocm. OzpaHuueHomo pabomHo
npocmpaHcmBo u Heobxogumocmma om cne-
uucpuueH onum obaue mMoz2am ga 3ampygHAM
wupokomo My npuAoxkeHue. Regmi u comp. on-
ucBam xubpugeH mpaHc-pempo nogxog, Coue-
maBaw, HauaanHa mpaHcnepumoHeanHa gucekuus
¢ nocaegBawa paboma om AamepanHa pempo-
nepumoHeanHa nepcnekmuBa (1).

LEJI:

Ja npegcmaBum mexHuueckume npuHUU-
nu u npuAokumocmma Ha MoguduuupaHua
mpaHc-pempo gocmovn npu pobom-acucmupaHa
napuuasHa Hecbpekmomus 3a gop3anHU U gop30-
AamepanHu 6obpeyHu mymopu.

MATEPUAJIU U METO/AN:

MpegcmaBeHu ca nogbpaHu onepamuBHu cAy-
yau om Hawama npakmuka. Ype3 Bugeomame-
puaau ce gemMoHcmpupam no3uuuoHUPaHemo
Ha nauueHma, HauyaAHama mpaHCNepPUMOHEaA-
Ha gucekuus, nocmaBaHemo Ha gonbAHUMEAEH
AamepaneH pobomusupaH nopm, npomMAHama
Ha no3uuuama Ha kamepama, MeguanHama pe-
mpakuua Ha 6vbpeka, xuayceH koHmpoa, my-
MOpHama pe3ekuuAa u peHopaduama.

PE3YJITATU:

B npegcmaBeHume cayyau nogxogobm ocuey-
pu gobpa BuayanusauuAa Ha gop3arHama 6vb-

peuHa noBbpxHocm u ygobeH pabomeH babA 3a
pesekuua u pekoHcmpykuus. bAxa 3anazeHu wu-
pokomo onepamuBHo npocmpaHcmBo u no3Ha-
mume aHamOMUYHU OpUEHMUPU Ha mpaHcne-
pumoHeanHUA gocmon, kamo egHoBpemMeHHO
ce nocmueHa ekcnosuuusa, 6auska go masu npu
pemponepumoHeaAHama Xupypaus.

ObCbX/AAHE:

MoguduuupaHuAam mpaHc-pempo gocmbn
npegcmaBaaBa npakmuuHa aamepHamuBa npu
ceAekmupaHu gop3aAHuU U gop3oAamepanHu my-
Mopu, ocobeHo 3a ekunu ¢ ycmaHoBeH mpaHcne-
pumoHeaAeH onum, HO ogpaHudeHa npakmuka 6
pemponepumoHearHama pobomu3supaHa xupyp-
2uA. TexHukama He 3amecmBa cmaHgapmHusa
pemponepumoHeaneH gocmon, a paswupABa
Bo3mMoXkHOCmume 3a uHguBugyanusupaH usbop
Ha onepamuBHa cmpameaus.

KJI040BU YMU:
pobom-acucmupaHa napuuanHa Hedpekmo-

MUf; gop3arHu 6bbpeuHu mymMmopu; mpaHcnepu-

MOoHeaneH goCmon; pemponepumoHeaneH goc-

MbN; MpaHc-pempo NOgxog.
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MODIFIED TRANSPERITONEAL
(TRANS-RETRO) APPROACH
FOR ROBOT-ASSISTED PARTIAL
NEPHRECTOMY OF POSTERIOR AND
POSTEROLATERAL RENAL TUMORS

N. Tzvetkov’, K. Krastev', K. Ibrahimov’, N. Stoyanov’, I. Gospodinov’, K. Davidoff’
'DEPARTMENT OF UROLOGY, UNIVERSITY HOSPITAL “SOFIAMED”, SOFIA, BULGARIA

INTRODUCTION:

Posterior and posterolateral renal tumors are
frequently approached retroperitoneally because
this route provides direct exposure of the posterior
renal surface. However, the limited working space
and the need for specific experience may restrict
its broader adoption. Regmi et al. described a
hybrid trans-retro approach combining initial
transperitoneal dissection with subsequent surgery
from a lateral retroperitoneal perspective (1).

OBJECTIVE:
To present the technical principles and
applicability of a modified trans-retro approach

during robot-assisted partial nephrectomy for
posterior and posterolateral renal tumors.

MATERIALS AND METHODS:
Selected operative cases from our clinical

practice are presented. Video footage
demonstrates patient positioning, initial
transperitoneal dissection, placement of an
additional lateral robotic port, camera-port

switching, medial renal retraction, hilar control,
tumor resection, and renorrhaphy.

RESULTS:

In the presented cases, the approach provided
good visualization of the posterior renal surface

and a favorable working angle for tumor excision
and reconstruction. The broad operative field and
familiaranatomicallandmarks ofthe transperitoneal
route were preserved, while exposure resembling
that of retroperitoneal surgery was achieved.

DISCUSSION:

The modified trans-retro approach represents
a practical alternative for selected posterior and
posterolateral renal tumors, particularly for surgical
teams with established transperitoneal experience
but limited exposure to retroperitoneal robotic
surgery. The technique should not be regarded
as a replacement for the standard retroperitoneal
approach, but as an additional option supporting
individualized selection of the operative strategy.

KEYWORDS:

robot-assisted partial nephrectomy; posterior
renal tumors; transperitoneal approach;
retroperitoneal approach; trans-retro approach.
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POBOT-ACUCTUPAHA
MMENONMJNIACTUKA NPU OBCTPYKLUUA
HA NMUENTOYPETEPAJIHNA CETMEHT:
CbBPEMEHHU PEKOHCTPYKTUBHW
TEXHUKU N KIINHUYHA
AEMOHCTPALNA

K. DaBupos', H. LUBetkoB', K. Kpbctes', K. U6paxumos’, H. CtoaHos', U. locnoanHos’
'KNMHUKA MO YPONOTNA, YMBAN,,COOUAMEL", COOUA, BbJITAPUA

BbBEJEHUE:

Pobom-acucmupaHama nueaonanacmuka e
ymBopgeH MUHUMaAHO uHBa3uBeH nogxog npu
obcmpykuua Ha nueAroypemepasHUA cesMeHm,
xapakmepusupauw, ce ¢ Bucoka ycneBaemocm u
Hucka nepuonepamuBHa 3aboneBaemocm. Po-
6omusupaHama naamdopma yaecHABa npeuus-
Hama gucekuus, uHMpakopnopaAHOMO WUeHe U
aganmupaHemo Ha pekoHcmpykuuama KoM uH-
guBugyanHama aHamomMuA Ha hauueHma (1).

LEJI:

[a 6bbgam npegcmaBeHu ocHoBHumMe pekoH-
cmpykmuBHU mexHuku npu pobom-acucmupa-
Ha nueaonAacmuka, nokaszaHusma 3a mAxXHOMO
npuAoykeHue u Bb3amokHocmma 3a egHOemManHo
AeyeHue Ha conomcmBawa 6vbpeuHa nAumuasa.

MATEPUAJIU U METOAN:

MNMpegcmaBeH e 0630p Ha NueAoH-pegyuupa-
wama nueanonaacmuka no Anderson—Hynes,
Y—V naacmukama u naacmukama no Scardino—
Prince. I36opbm Ha mexHuka e pasaaegaH cno-
peg xapakmepa u gbAkuHama Ha obcmpykuus-
ma, koHcpuaypauusama Ha 6bbpeyHOoMo AeseHue,
Bucokomo 3anaBHoO MACMO Ha ypemepa, HaAu-
yuemo Ha abepeHmMHuU cogoBe u NnpegxogHuU pe-
koHcmpykuuu. MNMpegcmaBeH e kauHuueH cayuau
Ha nauueHm ¢ obcmpykuus Ha nueaoypemepan-
HUA ceaMmeHmM U cbnomcmBawa HeppoAumuasa,
nognokeH Ha pobom-acucmupaHa nueAonAac-
muka no Anderson—Hynes u egHoemanHa nu-
€AOAUMOMOMUS.

PE3YJITATU:

Mpu npegcmaBeHus cayual obcmpykuua-
ma u 6vbpeuHama Aumuasa 6axa mpemupaHu
B egHa onepamuBHa cecuna. PobomusupaHama
naamdopMa ocusypu onmumanHa ekcno3uuus

Ha nueaoypemepanHua ceaMmeHm, ekcmpak-
uuA Ha koHkpemeHma u u3BopwBaHe Ha pekoH-
cmpykuuama 6e3 Heobxogumocm om omgeAHa
eHgockoncka uau nepkymanHa npouegypa. Ny6-
AukyBaHume cepuu nogkpenAam mexHuuyeckama
npuaoXkumocm Ha komMbuHupaHuA nogxog npu
cenekmupaHu nauueHmu (2).

OBCbX/AAHE:

Muenonnacmukama no Anderson—Hynes oc-
maBa Hau-yHuBepcanHama pekoHcmpykmuBHa
mexHuka, ocobeHo npu HaAauvue Ha abepeHMHU
cogoBe u uspaseHa gunamauua Ha GobpeuHoMo
Ae2eHue. OcmaHanume mexHUKu umam no-ozpa-
HUYEeHU U aHamomMuuyHo obycroBeHu nokasaHus.
Pobom-acucmupaHuam nogxog no3BoaABa uH-
guBugyanusupaHe Ha pekoHcmpykuuama u kom-
HBuHUPaHeMOo M C NUEAOAUMOMOMUSA NPU NOgXO-
gAwa cenekuua Ha nauueHmume.

KJ1lo4oBU AyMU:

obcmpykuua Ha nueaoypemepanHus cee-
MeHm; pobom-acucmupaHa nueronaacmuka; pe-
koHcmpykmuBHa ypoAo2us; NUEAOAUMOMOMUS.
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ROBOT-ASSISTED PYELOPLASTY
FOR URETEROPELVIC JUNCTION
OBSTRUCTION: CONTEMPORARY
RECONSTRUCTIVE TECHNIQUES AND A
CLINICAL DEMONSTRATION

K. Davidoff', N. Tzvetkov', K.Krastev', K.Ibrahimov', N.Stoyanov’, .Gospodinov'
'DEPARTMENT OF UROLOGY, UNIVERSITY HOSPITAL “SOFIAMED”, SOFIA, BULGARIA

INTRODUCTION:

Robot-assisted pyeloplasty is an established
minimally invasive approach for the treatment of
ureteropelvic junction obstruction, associated
with high success rates and low perioperative
morbidity. The robotic platform facilitates precise
dissection, intracorporeal suturing, and adaptation
of the reconstruction to the individual anatomy of
the patient (1).

AIM:

To present the main reconstructive techniques
used in robot-assisted pyeloplasty, their respective
indications, and the possibility of single-stage
treatment of concomitant renal stone disease.

MATERIALS AND METHODS:

An overview of Anderson—Hynes pyeloplasty
with renal pelvis reduction, Y—V plasty, and
Scardino—Prince flap pyeloplasty is presented.
The choice of technique is discussed according
to the nature and length of the obstruction, renal
pelvis configuration, high ureteral insertion, the
presence of aberrant vessels, and previous
reconstructive procedures. A clinical case of a
patient with ureteropelvic junction obstruction
and concomitant nephrolithiasis, treated with
robot-assisted Anderson—Hynes pyeloplasty and
pyelolithotomy, is presented.

RESULTS:

In the presented case, the obstruction and
renal stone disease were treated during a single
operative session. The robotic platform provided
adequate exposure of the ureteropelvic junction,

extraction of the calculus, and completion
of the reconstruction without the need for a
separate endoscopic or percutaneous procedure.
Published series support the technical feasibility
of the combined approach in selected patients (2).

DISCUSSION:

Anderson—Hynes pyeloplasty remains
the most versatile reconstructive technique,
particularly in the presence of aberrant vessels
and significant dilatation of the renal pelvis.
The remaining techniques have more limited,
anatomically determined indications. The robot-
assisted approach allows individualisation of
the reconstruction and its combination with
pyelolithotomy in appropriately selected patients.

KEYWORDS:

robot-assisted  pyeloplasty;  ureteropelvic
junction obstruction; reconstructive urology;
pyelolithotomy.
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JIAMAPOCKOICKA
PENUENIONJIACTUKA NPU
PELIUAVBHA CTEHO3A HA

NUENIOYPETEPAJIHUA CEFTMEHT CNE
NPEAXOAHA NANAPOCKOIMNCKA
NMUENONNACTUKA - KIIMHUYEH

CNYYAI

12C, BbnkaHoB, '. BbnkaHos, 'B. MaBnos., 1. LiBeTkos, 'C. MeHeB., 'T. Xpucros,
'H. Hukonos, 'K. Konapos, '[. Auwnues, 'C. AtaHacos, '[. KepuHoB,
. CraHues, 'U. Panues 'A. baHues, 2M. loikoB
'KNMNMHUKA MO YPOJTOTUA, YMBAN ,KACIMENA” - MN1OBAOWVB
2KATEOPA NO,YPONOIMA N ObLLA MEOVMUNHA®, MEOVULUMHCK YHUBEPCUTET - NJIOBAWMB

BbBEJEHUE:

Nanapockonckama u pobom-acucmupaHama
nuenonnacmuka ca ymBbpgeHu MUHUMAAHO UH-
Ba3uBHU Memogu 3a AeueHUe Ha cmeHo3a Ha Nu-
enoypemepanHuAa ceameHm. Bonpeku Bucokama
ycneBaemocm Ha nopBuuHama pekoHcmpykuus,
npu yacm om nauueHmume Mo>ke ga Hacmbonu pe-
uuguBHa obcmpykuun, usuckBawa eHgockoncko
uAu noBmopHo pekoHcmpykmuBHo AeueHue [1-4].

LEJT:

Oa npegcmaBum kauHuueH cayyau Ha peuu-
guBHa cmeHo3a Ha hueAoypemepanHUA ceaMeHm
cneg Aanapockoncka nuenonaacmuka, nekyBaHa
upes Aanapockoncka penuearonaacmuka.

MATEPUAJIU U METOAMN:

NMpegcmaBame 58-zoguwHa nauueHmka c
BpogeHa xugpoHedposa, guasHocmuuupaHa 9
Meceua no-paHo npu usAcHABaHe Ha debpuaHo
cocmosHue. bbbpeuHama dyHkuua e 3anazeHa,
kamo cmouHocmume Ha cepyMHuUA kpeamuHUuH
ocmaBam B pedepeHMHU 2paHuUuuU NPe3 ueAus
nepuog Ha npocaegABaHe. Caeg aHmubakmepu-
anHa nogeomoBka e usBopuweHa nanapockoncka
nueaonaacmuka. B paHHua cregonepamuBeH ne-
puog ce HabalogaBa obocmpAHe Ha ypouHdek-
uuA Bobnpeku ompuuamenHu npegonepamuBHu
ypokyamypu. Caeg omcmpaHABaHe Ha ypemep-
Hama eHgonpomesa Ha Bmopusa Meceu, Xugpo-
Hedpozama nepcucmupa. lNpu ypemepockonua

ce ycmaHoBaBa nocmonepamuBHa cmeHo3a Ha
nueAoypemepanHua ceaMmeHm, nopagu koemo ca
u3BopweHu AasepHa UHUU3UA U pecmeHmupa-
He. Caeg noBmopHO omcmpaHaBaHe Ha cmeHma
He ce omyuma cbwecmBeHa npomMsaHa B xugpo-
Hedposama. Creg aHmubuomuuHa mepanus u
noBmopHO cmeHmupaHe e u3BopweHa Aanapo-
ckoncka penuenonaacmuka.

PE3YJITATU:

MHmpaonepamuBHuUAsmM u paHHuam caegone-
pamuBeH nepuog npomuuyam 6e3 yCAOXKHEeHUA.
MauueHmkama e gexochumaausupaHa Ha uyem-
Bopmua caegonepamuBeH geH. YpemepHama
eHgonpomesa e omcmpaHeHa Ha Bmopusa meceu.
Mpu nocaegBawo exoepadcko npocregABaHe ce
ycmaHoBaBa peepec Ha xugpoHedpo3ama, npu
3anaseHa 6obpeuHa pyHkuuAa u HopMaAHU cmou-
HOCMU Ha cepyMHUA KpeamuHuH.

OBCbX/AAHE:

Aanapockonckama penuenonaacmuka e mex-
Huuecku npegu3BukamenHa npouegypa, ocobe-
HO caeg npegxogHa pekoHcmpykmuBHa xupyp-
2UA U HaAaudue Ha nepuypemepanHa ¢ubposa.
Bonpeku moBa ma npegcmaBaAaBa ocowecmBu-
Ma MUHUMaAHO uHBasuBHa aamepHamuBa npu
peuuguBHa obcmpykuua Ha nueroypemepanHus
ceameHm, kamo no3BoaAaBa 3anas3BaHe Ha npe-
gumcmBama Ha Aanapockonckus nogxog npu
BHUuMameneH nogbop Ha nauueHmMuUMe U Haauuue
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Ha onum B pekoHcmpykmuBHama ypoAosuuHa
xupypeaus [1-4].

KJI4Y0BU AYMU:

peuuguBHa UPJ ob6cmpykuuA; nocmonepa-

muBHa cmeHo3a Ha nueAoypemepanHus cee-
MeHmM; Aanapockoncka penueaonaacmuka; Mu-
HUMaAHO UHBa3uBHa xupypaus.

LAPAROSCOPIC REDO PYELOPLASTY
FOR RECURRENT URETEROPELVIC
JUNCTION STENOSIS AFTER PREVIOUS
LAPAROSCOPIC PYELOPLASTY -A
CASE REPORT

12§, Valkanov, 'l. Valkanov, 'V. Pavlov, 'S. Penev, 'G. Hristov, 'D. Tsvetkov,
N. Nikolov, 'K. Kolarov', 'D. Dishliev, 'S. Atanasov, 'D. Kerinov,
'D. Stanchev, 'l. Raychev, 'A. Banchev, '?M. Doykov
'DEPARTMENT OF UROLOGY, UNIVERSITY HOSPITAL “KASPELA” - PLOVDIV
’DEPARTMENT OF UROLOGY AND GENERAL MEDICINE, MEDICAL UNIVERSITY - PLOVDIV

INTRODUCTION:

Laparoscopic and robot-assisted pyeloplasty
are established minimally invasive techniques
for the treatment of ureteropelvic junction
obstruction. Despite the high success rate of
primary reconstruction, recurrent obstruction
may occur in selected cases and may require
endoscopic management or redo reconstructive
surgery [1—4].

AIM:

To present a clinical case of recurrent
ureteropelvic junction stenosis after laparoscopic
pyeloplasty, managed by Ilaparoscopic redo
pyeloplasty.

MATERIALS AND METHODS:

We report the case of a 58-year-old female
patient with congenital hydronephrosis diagnosed
9 months earlier during evaluation for a febrile
episode. Renal function was preserved, with
serum creatinine levels remaining within the
normal range throughout the follow-up period.
After antibacterial preparation, laparoscopic
pyeloplasty was performed. In the early
postoperative period, exacerbation of urinary tract
infection occurred despite negative preoperative
urine cultures. After removal of the ureteral stent in
the second postoperative month, hydronephrosis
persisted. Ureteroscopy revealed postoperative

stenosis of the ureteropelvic junction, and laser
incision with repeat stenting was performed.
After subsequent stent removal, no significant
improvement in hydronephrosis was observed.
Following antibiotic therapy and repeat stenting,
laparoscopic redo pyeloplasty was performed.

RESULTS:

The intraoperative and early postoperative
course was uneventful. The patient was discharged
on the fourth postoperative day. The ureteral stent
was removed in the second postoperative month.
Subsequent ultrasound follow-up demonstrated
regression of hydronephrosis, with preserved
renal function and normal serum creatinine levels.

DISCUSSION:

Laparoscopic redo pyeloplasty is a technically
demanding procedure, particularly after previous
reconstructive surgery and periureteral fibrosis.
Nevertheless, it represents a feasible minimally
invasive alternative for recurrent ureteropelvic
junction obstruction, preserving the advantages
of the laparoscopic approach when patients are
carefully selected and the procedure is performed

by surgeons experienced in reconstructive
urologic surgery [1—4].

KEYWORDS:

recurrent UPJ obstruction; postoperative

ureteropelvic junction stenosis; laparoscopic redo
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EN BLOC CNIPAMO THREE-LOBE HOLEP:
EAHOLEHTPOBO CPABHUTENIHO
NPOYUYBAHE C ®OKYC BbPXY
noaabPXAHETO HA HENMPEKbCHATA
OAUCEKLIMOHHA PABHUHA

'T. Xpucros, 2C. BbnkaHoB, 'U. BbnkaHos, 'B. Masnos., '[. LiBeTKoB,
'C. NeHes, 'H. Hukonos, 'K. Konapos, '[. Auwnues, 'C. AtaHacos, '[]. KepuHoB,
'A. CraHues, 'U. Painues 'A. baHues, '2M. lonikoB
'KNNHUKA MO YPONIOTNA, YMBAN ,KACIMENA” - MNOBAOWVB
2KATEOPA NO,YPOJIOIMA N OBLLA MEOVMUWNHA", MEOAVWLUMHCKN YHUBEPCUTET - MJIOBAWMB

BbBEAEHUE:

XoamueBama AasepHa eHykaeauus Ha npoc-
mamama (HoLEP) e ymBopgeH pa3mep-He3aBu-
CUM Memog 3a XUpypau4yHO AeueHue Ha gobpo-
kauecmBeHama npocmamHa obcmpykuua [1,2].
Cneg BoBerkgaHemo Ha nobpBoHauanHama mex-
Huka ¢ MexaHuuyHa mopcenauus [3] ca paspabo-
meHuU pasAuvHU Mogudukauuu, BkalouumenHo
en bloc eHykneauusma. CoBpemeHHUMe cpaB-
HUMeAHU npoyuBaHuAa nokazBam nomeHuuaAHU
npegumcmBa Ha en bloc nogxoga no omHowe-
Hue Ha onepamuBHama edpekmuBHocm, 6e3 ka-
me2opuyHO npeBo3xogcmBo NO OMHOWEHUE Ha
dyHkuuoHanHUMe pesyamamu [4,5]. MNMpexogHa-
ma ypuHapHa uHkoHmMuHeHuuA ocmaBa KAuHUYHO
3Hauum nokazamena 3a paHHomo Bb3cmaHoBaBa-
He cneg HOLEP [6].

LIEJT:

[a ce cpaBHAM nepuonepamuBHume u yHk-
UUOHanHUMe pe3yAamamu npu three-lobe u en
bloc HoLEP u ga ce oueHu nomeHuuanHOMO
3HaueHue Ha noggop>kaHemo Ha HenpekocHama
kancyaHa gucekuuoHHa paBHuHa 3a onepamuB-
Hama edekmuBHocm u paHHOMO cAegonepa-
muBHo Bo3cmaHoBABaHe.

MATEPUAJIU U METO/AU:

MpoBegeHo e pempocnekmuBHO egHOUEH-
mpoBo cpaBHumenHo npoyuBaHe Ha 70 nocae-
goBameAHu nauueHmu, nogaoXkeHu Ha HoLEP B
KauHukama no ypoaozusa Ha YMBAA ,Kacnena“,
MAoBguB, meXkgy AHyapu 2024 2. u gekemBpu
2025 2. Mpu 30 nauueHMu e npunokeHa kaacu-
uvecka three-lobe mexHuka, a npu 40 — en bloc
HoLEP. AHaau3upaHu ca gemoezpadckume xa-

pakmepucmuku, npocmamHuam obem, obwomo
onepamuBHo Bpeme, Bpememo u edbekmuBHocm-
ma Ha eHykaeauuama (g/min), usnoas3BaHama
Aa3epHa eHepauA, npomAHama B xemoanobuHa,
npogoAkumeAaHocmma Ha kamemepusauusama,
HOAHUYHUAM Npecmol U npexogHama ypuHap-
Ha uHkoHmuHeHuus. IPSS, QoL, Qmax u PVR ca
OueHeHuU npegonepamuBHO u Ha nopBuA, mpe-
musa u wecmuA caegonepamuBeH Meceu.

PE3YJITATU:

M3xogHume xapakmepucmuku Ha gBeme 2py-
nu ca conocmaBumu. MNpu en bloc mexHukama ce
HabalogaBa meHgeHuua koM no-kpamko Bpeme
3a eHykaeauus, no-Bucoka edekmuBHocm Ha
eHykneauuAama, no-Hucka usnoa3BaHa AasepHa
eHepausA, no-mManbk caegonepamuBeH cnag Ha
xemoaA0buHa, no-kpamka npogoakumeaHocm
Ha kamemepusauuama u no-kpamok BoaHuUueH
npecmou. /1 gBeme mexHuku Bogam go 3Hauumo
nogobpeHue Ha IPSS, QoL, Qmax u PVR 6e3 co-
wecmBeHu mexkgyepynoBu pasauvusa BoB dhyHk-
uuoHanHume pe3yamamu. Caeg en bloc HoLEP
ce ycmaHoBaBa meHgeHuuA koM no-Hucka uec-
moma Ha paHHama npexogHa ypuHapHa UHKOH-
MUHEHUUA.

3AKJIIOYEHUE:

Pesayamamume nogkpenam pasaaerkgaHemo
Ha en bloc HoLEP kamo eBoalouusa Ha xupyp-
2uyHama cmpameaud, a He eguHcmBeHo kamo
mexHuuecka Mmogudukauua. Noggopr>kaHemo Ha
HenpekbcHama kancyaHa gucekuuoHHa paBHuHa
MO)ke ga gonpuHece 3a ho-kpamka u no-edek-
muBHa eHykAeauuf, NO-HUCLK eHepaueH pasxog
u no-6op30o BoacmaHoBABaHe npu 3ana3BaHe Ha
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KJIO40BU AYMU:

HoLEP; en bloc; three-lobe; gobpokauecmBe-
Ha npocmamHa obcmpykuusa; edpekmuBHocm Ha
eHykneauuama; npexogHa ypuHapHa UHKOHMU-
HeHuuA.

e

ekBuBareHMmHU gbA20CPOUHU hyHKUUOHAAHU pe-
3ynmamu. HeobxogumMu ca no-2onemMu npocnek-
muBHuU npoyuBaHusa 3a nomBoprkgaBaHe Ha me3u
HabAlogeHus.

EN BLOC VERSUS THREE-LOBE HOLEP:
A SINGLE-CENTRE COMPARATIVE
STUDY FOCUSING ON THE
MAINTENANCE OF A CONTINUOUS
DISSECTION PLANE

1G. Hristov, 'S. Valkanov, 'l. Valkanov, 'V. Pavlov, 'S. Penev,
D, Tsvetkov, 'N. Nikolov, K. Kolarov', 'D. Dishliev, 'S. Atanasov, 'D. Kerinov,
'D. Stanchev, 'I. Raychev, 'A. Banchev, M. Doykov
'DEPARTMENT OF UROLOGY, UNIVERSITY HOSPITAL “KASPELA” - PLOVDIV
’DEPARTMENT OF UROLOGY AND GENERAL MEDICINE, MEDICAL UNIVERSITY - PLOVDIV

INTRODUCTION:

Holmium laser enucleation of the prostate
(HOLEP) is an established size-independent surgical
treatment for benign prostatic obstruction [1,2].
Following the introduction of the original technique
with mechanical morcellation [3], various technical
modifications have been developed, including
en bloc enucleation. Contemporary comparative
studies suggest potential advantages of the en bloc
approach in terms of operative efficiency, without
demonstrating conclusive superiority regarding
functional outcomes [4,5]. Transient urinary
incontinence remains a clinically relevant indicator
of early recovery after HoOLEP [6].

AIM:

To compare the perioperative and functional
outcomes of three-lobe and en bloc HoLEP and to
assess the potential significance of maintaining a
continuous capsular dissection plane for operative
efficiency and early postoperative recovery.

MATERIALS AND METHODS:

A retrospective single-centre comparative
study was conducted involving 70 consecutive
patients who underwent HoLEP at the Department
of Urology, Kaspela University Hospital, Plovdiv,
between January 2024 and December 2025. The

conventional three-lobe technique was performed
in 30 patients, whereas 40 patients underwent en
blocHoLEP.Demographic characteristics, prostate
volume, total operative time, enucleation time and
efficiency (g/min), laser energy used, change in
haemoglobin level, duration of catheterisation,
length of hospital stay and transient urinary
incontinence were analysed. IPSS, QoL, Qmax
and PVR were assessed preoperatively and at the
first, third and sixth postoperative months.

RESULTS:

Baseline characteristics were comparable
between the two groups. The en bloc technique
showed a trend towards shorter enucleation
time, higher enucleation efficiency, lower laser
energy use, a smaller postoperative decrease
in haemoglobin, shorter catheterisation and a
shorter hospital stay. Both techniques resulted
in significant improvements in IPSS, QoL, Qmax
and PVR, without substantial between-group
differences in functional outcomes. A trend
towards a lower incidence of early transient urinary
incontinence was observed after en bloc HoLEP.

CONCLUSION:

The findings support the consideration of en
bloc HOLEP as an evolution in surgical strategy
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rather than merely a technical modification.
Maintenance of a continuous capsular dissection
plane may contribute to shorter and more
efficient enucleation, lower energy use and
faster postoperative recovery while preserving
comparable functional outcomes up to the sixth
postoperative month. Larger prospective studies
are required to confirm these observations.

KEYWORDS:

HoLEP; en bloc; three-lobe; benign prostatic
obstruction; enucleation efficiency; transient
urinary incontinence.
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AJINYM CTEHT NPU MHOMECTBO
CTPUKTYPU HA YPETEPA U
YCNOXHEHUA: KNUHUYEH CNTYYAN.

An. Kpbcranos, B. Motoscku, E. Bakanosa, U. Mexkos, M. Munyues,
A. Tumes, MNn. Aumntpos, Kp. AHes, M. leoprues
YMBANT“AJTEKCAHOPOBCKA”, COOUA

YBO/:

CmeHo3ume Ha ypemepa npegcmaBaa-
Bam namono2uuyHO cmecHeHue Ha HezaoBuA
AYMeH, Hau-yecmo BcaegcmBue Ha peuugu-
Bupawu uHdekuuu, koHkpemMeHMu U eHgoypo-
AO2UYHU uHMepBeHuuu. Te mozam ga goBegam
go xugpoHedpo3a, peuuguBupawu uHdekuuu Ha
nukouHume nomuwia u yBperkgaHe Ha 6GobpeuHa-
ma ¢yHkuua. AAuyMm cmeHmbm npegcmaBanaBa
MUHUMaAHO UHBa3uBHa Bv3amokHocm 3a Bo3-
cmaHoBABaHe u noggbprkaHe Ha ypemepHama
NpPOXoguMocm npu ceAaekmupaHu nauueHmu c
komnaekcHu u peuuguBupawu cmpukmypu.

MATEPUAJIU U METO/AN:

MpegcmaBame kauHuueH cayuyal Ha 63-20-
guwHa nauueHmka ¢ aHamHe3a 3a AeBocmpaHHa
ypoAumuasa, npemopnsana gBe AazepHU Aumom-
puncuu u egHa ekcmpakopnopanHa Aumom-

puncus, kakmo u ¢ MHo2okpamHu nocmaBaHus
u ekecmpakuuu Ha DJ cmeHmoBe. MopBoHauanHo
ce ycmaHoBaBa npokcumanHO cmecmeHue Ha
AeBuAa ypemep, npubausumenHo Ha 5 cm cneg
nueAnoypemepanHuAa ceameHm. BnocaegcmBue,
cAeg peuuguBupawu uHdekuuu Ha nukouyHume
nomuwa, ce pa3BuBa u Bmopo gucmanHo cme-
CHeHue, pa3noAoXkeHO Ha okono 2 cm kpaHuaa-
HO OmM ypemepanHuA oCMuyM, C gbAXKUHaA npu-
6AusumenHo 4 cm. Mopagu Haauyuemo Ha gBe
cmeHo3u Ha AeBus ypemep u peuuguBupawama
obcmpykuua ca nocmaBeHu gBa Aauym cmeHma
C goAkuHa no 12 cm.

PE3YJITATU:

Cneg uHmepBeHuusma ce nocmuz2a Bo3-
cmaHoBABaHe Ha ypuHapHus nacak u obpa-
mHo pa3Bumue Ha XxugpoHedposama. Llecm
Meceua no-kKoCHO nauueHmkama nocmvbnBa no
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cnewHocm ¢ 6boakoBa cumnmomMamuka u peuu-
guB Ha xugpoHedposama. YcmaHoBaBa ce Mue-
pauuA u Ha gBama cmeHma — npokcumMaAHuam
koM 6o6peka, a gucmanHuam koM nukouHuA Me-
xyp. OBama AauymMm cmeHma ca ekcmpaxupaHu
u € nocmaBeH DJ cmeHm. KoM MOMeHMa nauu-
eHmkama e 6e3 gaHHU 3a xugpoHedpos3a u nog-
Aexku Ha akmuBHo npocaegABaHe.

3AKJTIOYEHUE:

AAauyM cmeHmom MoXke ga boge edpbekmuBHa
MUHUMaAHO uHBa3uBHa onuuA npu komnaekcHu
U peuuguBupawu cmeHo3u Ha ypemepa. Mue-
pauusma ocmaBa Ba>kHO nOmMeHUUaAHO YyCAOXK-
HeHue, koemo MoXke ga goBege go peuuguB Ha
obcmpykuuama u Heobxogumocm om noBmop-
Ha uHmepBeHuuA. MpegcmaBeHuam cayyal nog-
uepmaBa 3HaueHuemo Ha npaBuAHama ceaekuun
Ha nauueHmume u akmuBHOMO goLA20CPOYHO
npocaegnaBaHe.

ALLIUM STENT IN MULTIPLE URETERAL
STRICTURES AND ASSOCIATED
COMPLICATIONS: A CASE REPORT

Al. Krastanov, V. Yotovski, E. Bakalova, I. Penkov, M. Milushev,
A.Timev, Pl. Dimitrov, Kr. Yanev, M. Georgiev
UNIVERSITY HOSPITAL“ALEXANDROVSKA” SOFIA

INTRODUCTION:

Ureteral strictures represent pathological
narrowing of the ureteral lumen, most commonly
resulting from recurrent infections, urinary calculi,
and endourological interventions. They may
lead to hydronephrosis, recurrent urinary tract
infections, and deterioration of renal function. The
Allium stent represents a minimally invasive option
for restoring and maintaining ureteral patency in
selected patients with complex and recurrent
strictures.

MATERIALS AND METHODS:

We present the case of a 63-year-old female
patient with a history of left-sided urolithiasis
who underwent two laser lithotripsies and one
extracorporeal shock wave lithotripsy, as well as
multiple placements and removals of DJ stents.
Initially, a proximal narrowing of the left ureter
was identified approximately 5 cm distal to the
ureteropelvic junction. Subsequently, following
recurrent urinary tract infections, a second
distal narrowing developed approximately 2 cm
cranial to the ureteral orifice, with a length of
approximately 4 cm. Due to the presence of two

left ureteral strictures and recurrent obstruction,
two 12-cm Allium stents were placed.

RESULTS:

Following the intervention, urinary drainage
was restored and the hydronephrosis resolved.
Six months later, the patient was admitted
as an emergency due to pain and recurrent
hydronephrosis. Migration of both stents was
identified, with the proximal stent migrating toward
the kidney and the distal stent toward the urinary
bladder. Both Allium stents were removed and a
DJ stent was placed. At present, the patient has
no evidence of hydronephrosis and remains under
active follow-up.

CONCLUSION:

The Allium stent may represent an effective
minimally invasive option for complex and
recurrent ureteral strictures. However, migration
remains an important potential complication that
may lead to recurrent obstruction and the need
for repeat intervention. This case highlights the
importance of appropriate patient selection and
active long-term follow-up.
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NMPUNOEHUE HA MATHUTHNW
YPETEPAJIHA CTEHTOBE B
YPOJIOTNMYHATA NMPAKTUKA

K. Cupomaxos, E. AtaHacos, P. Mupuos. C. Augpees, U.A. Teoprues, M. Llanes, H. lumos
MBAJ1 BUTA, OTAENTEHUE MO YPONOTNA

BbBEAEHUE:

B epama Ha MuHumaaHo-uHBa3uBHama ypo-
Ao2uA u pasBumuemo Ha pempozpagHama UH-
mpapeHanHa xupypauAa Bce noBeue nauueHmMu
6uBam cmeHmupaHu. CmeHmoBeme C¢ MazHuU-
meH gucmaneH kpal, Mozam ga 6ogam cBaneHu
B ambynamopHu ycnaoBusa ¢ nokanHa aHecmesus
u npegomBpamaABam pucka om BompeboAHUYHU
uHdekuua. OcobeHo nogxogAwU ca nauueHmu-
me, koumo cucmemMHo npueMam aHmukoazyaH-
mu, 3aWomMO He ce Hanaza ga npemuHaBama Ha
3aMecmumeAHa mepanuf, koemo kpue puck 3a
3gpaBocAroBHOMO UM CbCmMoOAHUE.

HEJ:
Ha ce npegcmaBu onuma Ha omgeAeHUemo
no Yponozua koM MBAA BUTA ¢ npuao>keHuemo

Ha MagHUmMHuU cmeHmoBe B8 yponozuuHama npak-
muka.

MATEPUAJIU U METO/AU:

3a nepuoga ot 1.06.2025 pgo 1.6.2026
NOCTaBUXME MarHUTHKW CcTeHToBe Ha 11
nauMeHTM cneg  pasnuyHM  onepaTyMBHU
WHTEPBEHUUWN Ha ypeTepa 1 NUenoHa.

PE3YJITATU:

Mpu Bcuuku nauueHMu He ce omkpu Cob-
wecmBeHa pasauka BoB dpyHkuuoHanHOCMMa Ha
cmeHmoBeme U gudypuuyHume cMmyuweHus cBop-
3aHuU ¢ nocmaBAHemo um.

OBCbXAAHE:

MazHumHume cmeHmoBe ca gobpa anmep-
HamuBa Ha mpaguuuoHHume cmeHmoBe, kamo
umam cxogHu xapakmepucmuku. OcHoBHomMo
uMm npegumcmBo e necHama ekcmpakuua 68 am-
B6ynamopHu ycaoBua ¢ nokaaHa aHecmesus.

KJTO40BU AYMU:
MagHUmHuU cmeHmoBe

JINTEPATYPHA CITPABKA:

1. O’Kelly JA Haroon UM Rauf AJ, et al. Ureteric
stenting with magnetic retrieval: An alternative to
traditional methods. Ir J Med Sci 2020, 189(1):289—
293.

2. Kapoor A Akerman J Wong ECL, et al. Comparison
of amagnetic retrieval device vs. flexible cystoscopy
for removal of ureteral stents in renal transplant
patients: A randomized controlled trial. Can Urol
Assoc J 2020,;15(2):E97-E102.

3. Chalhoub M Kohaut J Vinit N, et al. Feasibility
and safety of magnetic-end double-J ureteral stent
insertion and removal in children. World J Urol
2020,39(5):1649-1655.

A/1IPEC 3A KOPECITOHAEHLNA:

A-p Kusko Crvpomaxos,

MBAJ1 BUTA, OtgeneHue no Yponorus,
Codousa 1407 yn. dunun KyTtes 10,

dr.siromahov(@yahoo.com,
0888513185
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IMPACT OF MAGNETIC URETERAL
STENTS IN UROLOGIC PRACTICE

Zh. Siromahoy, E. Atanasov, R. Mirchov, S. Andreevy, I.A. Georgiev, M. Tzanev, N. Dimov
HOSPITAL VITA, DEPARTMENT OF UROLOGY

INTRODUCTION:

In the era of minimally invasive urology and
the advancement of retrograde intrarenal surgery,
an increasing number of patients are undergoing
stent placement. Stents with a magnetic distal
end can be removed in an outpatient setting under
local anesthesia, thereby eliminating the risk of
hospital-acquired infections. They are particularly
suitable for patients on long-term anticoagulant
therapy, as there is no need to switch to a substitute
regimen—-a process that would otherwise pose
health risks.

AIM:

To present the experience of the Urology
Department at VITA Hospital regarding the use of
magnetic stents in urological practice.

MATERIALS AND METHODS:

During the period from June 1, 2025, to June
1, 2026, we placed magnetic stents in 11 patients
following various surgical interventions on the
ureter and renal pelvis.

RESULTS:

No significant difference was found among the
patients regarding stent functionality and dysuric
symptoms associated with their placement.

CONCLUSION:

Magnetic stents are a good alternative to

traditional stents, sharing similar characteristics.
Their main advantage is that they can be easily
removed in an outpatient setting under local
anesthesia.

KEYWORDS:
magnetic stents
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TPUTOAULWIEH ONMUT C MUHUMAIJIHO
MHBA3UBHA JIASEPHA
EHYKJUJTIEALUA HA MPOCTATATA
(MILEP)

A. Cemeppxues, . XuHkos, Ct. AHrenos, M. Kones, Bn. bonues
MBAJ1 JOBEPUE, COOUA

BbBEAEHUE:

NasepHama EHykaeauusa Ha lMpocmamama e
gokaszaH Memog 3a AeueHue Ha [Jobpokauecm-
BeHama lNpocmamHa Xunepnaasusa (OI1X). Kaa-
cudecku npu masu onepauua ce u3noA3Bam
UHCMPYMEHMU 3a mpaHcypempanHa Xupypaus
C 2oneMuHa Ha wadma 26-28Ch. Te3u uHCmMpy-
MeHmu ocuaypaBam gobpa Bugumocm u upuza-
uuAa. Yecmo wupuHama Ha pabomHuA enemMeHm
HagBuwaBa AnymeHa Ha ypempama. ToBa yBenu-
vaBa waHca 3a uHmpaonepamuBHa mpaBma Ha
ypempama u BoHwHuUA chuHkmep Ha ypempa-
ma. MHozo uecmo moBa moXke ga goBege go
noBuweHa yecmoma Ha caegonepamuBHama uH-
KoHmuHeHuuAa u cmpukmypume Ha ypempama.
Mpe3 nocaegHume 2oguHu B npakmukama ce Bo-
Begoxa UHCMpPyMeHmMU C 20AeMuHa Ha wadma
22Ch c uen ga ce Hamanu uUHMpaonepamuBHama
mpaBma Ha ypempama.

LEJTHA NTPOYYBAHETO:

Llen Ha HacmoAwomo npoyuBaHe e ga ce yc-
maHoBu gaAu HaMaAneHama wupuHa Ha UHCmpy-
MeHmume 3a mpaHcypempaAHa xupypaufa Bogu
go BaowaBaHe kauecmBomo Ha eHykaeauuama u
go HamanABaHe Ha caregonepamuBHUME yCAOXK-
HeHuA. HanpaBeH 6e u AumepamypeH 0630p Ha
memama.

MATEPUAJT U METOA4MU:

3a nepuoga M. OkmomBpu 2023 go (PeBpya-
pu 2026 B8 6oaHuua [JoBepue ca usBopuweHu 485
MuHumanHo MHBas3uBHuU Aa3epHu EHykaeauuu Ha
NMpocmamama ¢ gebeauHa Ha pabomHuA ene-
MeHm 22Ch. 3a eHepaueH usamouHuk e uanoA3BaH
Tyauym albop Aasep (TFL) coc cmolUHocmu Ha
eHepauama 48W 3a pesekuuna u 32W 3a koasyna-
uuAa. Kamo mexHuku Ha eHykaeauusa ca U3NOA3-
BaHu en-block, gBynobHa u mpunobHa mexHuka.
Mpocaeguxa ce npegonepamuBHUMe u caegone-
pamuBHume cmoUHocmu Ha IPSS, Qmax, PSA

u Hg. W3uucneHu 6axa cpegHume obemu Ha
npocmamama npegonepamuBHo exozpadcku
u cpegHuAa obem MopceaupaHa movkaH. Omue-
meHu 6axa Bpememo 3a mMopcenauus u CpegHo
Bpeme Ha ypempanHa kamemepusauua caegone-
pamuBHo. lNMpocaeguxa ce hauueHmume CbC CAe-
gonepamuBHa uHkoHMuHeHUUA U cmpukmypa Ha
ypempama cpegHo go 6 Meceua. HanpaBeH 6e
0630p Ha Aumepamypama om noCAegHUMe nem
20QgUHU.

PE3YJITATU:

Mpu 5 nauueHma e npunokeHa MpurobHa
mexHuka 3a eHykaeauus, npu 50 gBynobHa u npu
ocmaHaAnume en-block pesekuuna. CpegeH obem
Ha npocmamama u3JucAeH exozpadcku bewe
92,4+31,2cc, cpegeH obeMm MopceAupaHa mob-
kan 77,3+ 29,5cc. CpegHo onepamuBHo Bpeme
76,8+21,3MUH, cpegHo Bpeme 3a mMopcenauus
23,5+ 6,9MuH. Hg caegonepamuBHO e HamaAsAA
cpegHo ¢ 12mmol/lx 3,7. CmouHocmume Ha
IPSS ca 6uau cpegHo 24,4+3,7 npegonepamuB-
HO u 6,7+1,4 Ha wecmu Meceu caegonepamuBHo.
CmouHocmume Ha Qmax coomBemHo ca omue-
meHu 9,0+2,8 Ha 21,1+6,3ml/s. CpegHo Bpeme 3a
cnegonepamuBHa kamemepu3sauua bewe 2,1gHu
+0,4. CmouHocmume Ha PSA ca HamaneAu om
5,7+3,5 Ha 0,48+ 0,2ng/ml. De novo nosBuaa ce
cmpec ypuHapHa UHKOHMuHeHuuA e Habaloga-
BaHa npu 37nauueHma, kamo mpaulHa UHkoHmMu-
HEeHUUA umMa npu mpumMa nauueHma (go 2 npe-
Bpv3ku Ha geH). Cmpukmypu Ha ypempama ca
omuemeHu npu 52 nauueHma kamo noBeuemo ca
6unu ¢ puckoBu pakmopu npegonepamuBHo.

OBCbX/AAHE:

MILEP e cuaypeH u edekmuBeH memog 3a
onepamuBHo AeueHue Ha [OIMNX. OmuemeHu bsaxa
3HauumeAHO nogobpeHue Ha ypuHapHUMe cumn-
MOMU U YpOoguHamMuuyHuUme nokazamenu caego-
nepamuBHo. MNMpouegypama gaBa gobop npocua
Ha 6e3onacHocm nepuonepamuBHo.
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Om HanpaBeHua AumepamypeH o63op ce
omyuma MeHgeHUUA Ha HamaneHa yecmoma Ha
cnegonepamuBHume cmpykmypu Ha ypempama
npu MILEP B cpaBHeHue ¢ koHBeHuuoHanHama
AasepHa eHykaeauus B nepuogu Ha npocaegaBa-
He go egHa 2oguHa. Npu uscaegBaHe uecmoma-
ma Ha caegonepamuBHama UHKOHMUHEHUUA Ha
ypuHama € omuyemeHo cmamucmuyecku 3Hauu-
MO HamaAeHue Ha ypuHapHama UHKOHMUHeHUUA
B paHHuA canegonepamuBeH nepuog 6 cpaBHeHue

¢ koHBeHuuoHanHama eHykaeauuAa. Omuuma ce
Heobxogumocmma om npoBe>kgaHe Ha npocnek-
MuBHU paHgoMu3upaHu Npoy4BaHuA C NO- 20AAM
H6pou nauueHMu u no- npogoAKUMEAEH nepuog
Ha npocaegaBaHe 3a ga ce ycmaHoBu gaAu noco-
YeHUMe MeHgeHUUU uMam KAUHUYHO 3HauYeHue.

KJ1l0o40BU AyMUN:

AazepHa eHykaeauus Ha npocmamama, O61X,
XUpYp2uuHo AeueHue Ha [MX

THREE YEAR'S EXPERIENCE WITH
MINIMALLY INVASIVE LASER
ENUCLEATION OF THE PROSTATE
(MILEP)

Y. Semerdzhiev, P. Hinkov, St. Angelov, M. Kolev, VI. Boychev
MBAL DOVERIE, SOFIA

INTRODUCTION:

Laser Enucleation of the Prostate is a proven
method for the treatment of Benign Prostatic
Hyperplasia (BPH). Usually, in this operation we
are using surgical instruments with a shaft size
of 26-28Ch. These instruments provide good
visibility and irrigation. Often the width of the
working element exceeds the lumen of the urethra.
This increases the chance of trauma to the urethra
and the external urethral sphincter. Often this can
lead to an increased incidence of postoperative
incontinence and urethral strictures. In recent
years, instruments with a shaft size of 22Ch have
been introduced into practice in order to reduce
urethral trauma during surgery.

OBJECTIVE:

The aim of the present study is to determine
whether the reduced width of instruments for
transurethral surgery leads to a deterioration
in the quality of enucleation and a decrease in
postoperative complications. A literature review
was also conducted on the topic.

MATERIAL AND METHODS:
For the period October 2023- February 2026,
485 Minimally Invasive Laser Enucleations of the

Prostate with a working element thickness of 22Ch
were performed at Doverie Hospital. As an energy

source, a Thulium Fiber Laser (TFL) was used
with energy values of 48W for resection and 32W
for coagulation. En-block, two-lobe and three-
lobe techniques have been used as enucleation
techniques. Preoperative and postoperative IPSS,
Qmax, PSA, and Hg levels were monitored. Mean
preoperative ultrasound prostate volumes and
mean morcellated tissue volumes were calculated.
Morcellation time and mean postoperative urethral
catheterization time were reported. Patients with
postoperative incontinence and urethral stricture
were followed for an average of 6 months. A
review of the literature of the last five years have
been made.

RESULTS:

Three-lobe enucleation technique was applied
in 5 patients, two-lobe resection in 50 and en-
block resection in the rest. Mean volume of
the prostate calculated sonographically was
92.4+31.2cc, and mean volume of morcellated
tissue was 77.3+29.5cc. Average operating
time 76.8+21.3min, average morcellation time
23.5+6.9min. Postop Hb level decreased by an
average of 12mmol/l+ 3.7. IPSS values averaged
24.4+3.7 preoperatively and 6.7x1.4 at six
months postoperatively. The Qmax values were
respectively reported as 9.0+2.8 to 21.1+6.3ml/s.
Mean time for postoperative catheterization
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was 2.1 days +0.4. PSA values decreased from
5.7+3.5 to 0.48+0.2ng/ml. De novo stress urinary
incontinence was observed in 37 patients, with
permanent incontinence in three patients (up to 2
pads per day). Urethral strictures were reported
in 52 patients, most of whom had risk factors
preoperatively.

DISCUSSION:

MILEP is a safe and effective surgical
treatment of BPH. Significant improvement in
urinary symptoms and urodynamic parameters
postoperatively was reported. The procedure
gives a good safety profile perioperatively.

A literature review reported a trend toward
a reduced incidence of postoperative urethral
structures with MiLEP compared to conventional
laser enucleation at follow-up periods of up to one
year. In a study of the incidence of postoperative
urinary incontinence, a statistically significant
reduction in urinary incontinence was reported
in the early postoperative period compared with
conventional enucleation. The need to conduct
prospective randomized trials with a larger
number of patients and a longer follow-up period

is considered to determine whether the indicated
trends have clinical significance.

KEYWORDS:

laser enucleation of the prostate, BPH, surgical
treatment of BPH
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ASSOCIATION BETWEEN METABOLIC
SYNDROME AND NEPHROLITHIASIS
IN THE ADULT POPULATION OF THE

REPUBLIC OF NORTH MACEDONIA

I. Minev'?, J. Ivéev'?, D. Markovski'3, A. lzairi 2

1. City General Hospital “8th of September”, Skopje, North Macedonia
2. Faculty of Medical Sciences, Goce Delcev University, Stip,North Macedonia
3. Faculty of Medicine, Ss. Cyril and Methodius University, Skopje, North Macedonia

ABSTRACT

INTRODUCTION:

Nephrolithiasis is a common, recurrent, and
clinically relevant disease with a growing global
burden. According to the latest global estimates,
in 2021 there were around 106 million incident
cases of urolithiasis, with approximately two thirds
occurring in men; at the same time, European
urologicalguidelinestreatthediseaseasacondition
with significant morbidity and a clear need for
structured metabolic evaluation and recurrence

prevention. North Macedonia represents a setting
with a substantial cardiometabolic burden:
the resident population amounts to 1.836.713
inhabitants, and the available population profiles
show a high prevalence of hypertension and
obesity, while local studies register a prevalence
of metabolic syndrome of around 31,5% in a
sample of the working-age population.

In the international literature, there is already
a consistent relationship between metabolic
syndrome and nephrolithiasis. The systematic
review by Wong and collaborators showed a
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clear association between metabolic syndrome
and nephrolithiasis, and large population-based
and screening studies showed that risk increases
with the number of syndrome components.
Hypertension and central, that is, abdominal
obesity stand out in particular, as do possible sex-
based differences in the clinical expression of the
disease.

Nephrolithiasis and metabolic syndrome are
two common and interrelated noncommunicable
conditions whose coexistence is probably
mediated through insulin resistance, central
adiposity, hypertension, changes in urinary pH,
and impaired uric acid metabolism. Although the
relationship is well documented in the international
literature, the data for North Macedonia are limited.

OBJECTIVE:

To examine the association between metabolic
syndrome and nephrolithiasisin an adult population
in North Macedonia, with special attention to sex,
hypertension, and abdominal obesity.

MATERIALS AND METHODS:

This is a multicenter cross-sectional
observational study with data for 468 adult
participants from general medicine outpatient
clinics and preventive service points [lit.
“preventive  points”; contextual: screening/
prevention clinics] in Skopje, Tetovo, Bitola, and
Shtip. Metabolic syndrome was defined according
to the harmonized 2009 criteria, with Europid
cutoff values for waist circumference. Abdominal
obesity was defined as waist circumference >94
cm in men and >80 cm in women. Hypertension
was defined as arterial pressure >140/90 mmHg
and/or antihypertensive therapy. Nephrolithiasis
was defined by ultrasonographic findings and/or
non-contrast CT in accordance with contemporary
urological guidelines. uy-test, t-test, trend test,
and logistic regression were used.

RESULTS:

Of the 468 participants, 79 (16,9%) had
nephrolithiasis. Prevalence was higher in men than
in women (21,2% versus 11,9%), in hypertensive
than in non-hypertensive individuals (26,1% versus
10,9%), and in persons with abdominal obesity
than in persons without it (23,7% versus 10,7%).
Metabolic syndrome was present in 34,6% of
the total sample and in 57,0% of the participants
with nephrolithiasis. With increasing number of
metabolic syndrome components, the prevalence

of nephrolithiasis increased from 7,1% in persons
with 0—1 component to 37,0% in persons with
4—5 components.

CONCLUSION:

In this model cross-sectional study paper,
nephrolithiasis is strongly associated with
metabolic syndrome, especially with hypertension
and abdominal obesity. Men have a higher
overall prevalence of nephrolithiasis, but the
influence of abdominal obesity appears more
pronounced in women. These results suggest
that cardiometabolic screening should become an
integral part of the assessment of the patient with
nephrolithiasis, and vice versa.

KEYWORDS:

nephrolithiasis; metabolic syndrome; abdominal
obesity; hypertension; sex; North Macedonia
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KNMHWUYEH NoAaxXoA NPU NALVEHTW
C BOJIECT HA NMEVMPOHMU

D.3naranos ), . Amutperko @, A. Monos " E. Monos. ?, /. floues ?, Y. Cnasos "
1 KIMIMHNKA NO YPOJIOTMA, ACK, YMBAN , TOKYOA"
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PE3IOME

Boanecmma Ha [leupoHu (Induratio penis
plastica) e gobpokauecmBeHo 3abonnaBaHe, uspa-
3raBawo ce BB dpopmupaHe Ha hubpo3Hu naaku
B tunica albuginea Ha nonoBus uaeH, Bogewu go
CEepuo3HU cekcyanHu u ncuxonoauyecku npobae-
MU npu MoXka. [pe3 nocaegHume 2 — 3 20guHU
ce ombennsBa peaneH Hanpegok B kAauHu4YHUA
nogxog u AeuyeHuemo Ha moBa 3abonnaBaHe, 3a-
cAzawo om 0,3 go 20,3% om Muo>keme.

HEJ:

Na ce usBopwu pearHa oueHka OMHOCHO Cu-
2ypHocmma u epekmuBHocmma om xupypauu-
HOmMo AeueHue Ha Bboarecmma Ha lMelpoHu ¢ us-
non3BaHe Ha Aambo om BykanHa AuzaBuua.

MATEPUAJIUMETOA4N:

3a nocnegHume 10 2oguHu (2016-2026) ca gu-
asHocmuuupaHu, AekyBaHu u npocaegeHu 55 na-
uueHmu ¢ 6onecm Ha lMelpoHu Ha Bo3pacm om
25 go 67 2oguHu (53,3 2. cpegHa Bo3pacm).

KAuHUYHUAM nogxog B Hawemo u3caegBaHe
BknalouBa: 1/ AeueHue Ha ocmpama ¢asa Ha 6o-
necmma; 2/ KoHcepBamuBHo aeueHue npu mpau-
HO dpopmMupaHa naaka u uskpuBaBaHe Ha noroBuA
uneH; 3/ Xupypauuecko aeueHue npu 28 (51,8%)
C usnoAsBaHe Ha mpu xupypauuyecku memoga: a/
naukauua Ha kaBepHo3Hume mena — B 5 (17,8)
cAyyan; 6/ uHuususa Ha naakama u 3amecmBa-
He Ha gedekma c nambo om bykanHa AusaBuua
— npu 9 (32,1%) u B/ ekcuususa Ha naakama u
3amecmBaHemo U ¢ bykaneH epadhm — npu 14
(50,1%).

PE3YJITATU U OBCBbX/AHE

1. TMoaHO udnpaBAHe Ha neHuca e nocmuzHa-
mo B 21 (75%) cayuas;

2. YgoBaemBopeHocm om cmpaHa Ha hauu-
eHmume B 19 (67,8%) cayuas;

3. CkocaBaHe gomkuHama Ha noaoBuA uneH
— 2 (7,1%) cayuas;

4. Epekmuana Juchyrkuua — 3 (10,7%).

Omb6ennasaHu ca u 3 (10,7%) cayuas Ha paH-
Ha xemopazuAa B8 MAcMomo Ha kopnopanHus ge-
dhekm.

Xupypauueckomo AeueHue e npoBegeHo BvlB
dasza Ha cmabuaHocm — 6-12 mMeceua om nosi-
Bama Ha npobaema, kamo ce e npeMuHano npe3
Bv3npuemume om Hawume UHCMuUMyuuu npeg-
BapumenHu koHcepBamuBHU MEMOQU U AEUEHUE.

MoAyueHUuMe pe3yamamu om Hac ce gobAau-
»kaBam go me3u B peguua cBemoBHuU mMemaa-
HaAu3u. Hau-gobpu ca mesu npu uHUU3UA Ha
naakama u 3amecmBaHe Ha gedbekmume ¢ Aam-
60 om bykanHa auzaBuua, coomBemHo: 98,6%;
92%; (1,2,3).

CBobogHomo Aambo om 6bykanHa AusaBuua
npegaaza Hau-gobop HBanaHc Mexkgy usnpaBsaHe;
Bo3cmaHoBABaHe goakuHama Ha neHuca u 3a-
naszBaHe Ha EpekmuaHama dyHkuua (1,4,5).

nssogu:

Xupypauueckume mexHuku (UHUU3uUA U ekc-
uusus Ha dubposHama naaka) ¢ usanoa3BaHe Ha
bykanHa auzaBuua ca cuaypHu u edpekmuBHu B
cpaBHeHue ¢ u3noA3BaHemo Ha gpyau Mamepu-
aAnu 3a 3amecmBaHe Ha gedekmume,kakmo u
nocmuzaHe Ha Hau-zonAmMa ygoBaemBopeHocm
Oom cmpaHa Ha nauueHmume.

KJ1040BU AYMU:

bonecm Ha [MelUpoHu; kauHuuHO noBegeHue;
onepamuBHuU mexHuku;bykanHa auzaBuua
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CLINICAL APPROACH TO PATIENTS
WITH PEYRONIE’S DISEASE

D. Zlatanov ", D. Dmitrenko ?, A. Popov "), E. Popov ?, Y. Dochev ?, Ch. Slavov "
1. DEPARTMENT OF UROLOGY, ACC, TOKUDA UNIVERSITY HOSPITAL
2. DEPARTMENT OF UROLOGY, TSARITSA YOANNA-ISUL UNIVERSITY HOSPITAL

ABSTRACT

Peyronie.s disease (Induratio penis plastica) is
a benign condition characterized by the formation
of fibrous plaques in the tunica albuginea of the
penis, leading to serious sexual and psychological
problems in men. Over the past 2—3 vyears,
significant progress has been made in the clinical
management and treatment of this condition,
which affects 0.3 to 20.3% of men.

OBJECTIVE:

To conduct a comprehensive evaluation of
the safety and efficacy of surgical treatment for
Peyronie.s disease using a buccal mucosa flap.

MATERIALS AND METHODS:

Over the past 10 years (2016—2026), 55
patients with Peyronie.s disease, aged 25 to 67
years (mean age 53.3 years), were diagnosed,
treated, and followed up.

The clinical approach in our study included:
1/ Treatment of the acute phase of the disease;
2/ Conservative treatment for established plaque
and penile curvature; 3/ Surgical treatment in 28
(51.8%) patients using three surgical methods: a/
plication of the corpora cavernosa-in 5 (17.8%)
cases; b/ incision of the plaque and replacement
of the defect with a buccal mucosa flap-in 9
(82.1%) cases; and c/ excision of the plaque and
its replacement with a buccal graft-in 14 (50.1%)
cases.

RESULTS AND DISCUSSION

1. Complete penile straightening was achieved
in 21 (75%) cases;

2. Patient satisfaction was reported in 19
(67.8%) cases;

3. Shortening of the penis-2 (7.1%) cases;

4. Erectile dysfunction-3 (10.7%).

Three (10.7%) cases of early hemorrhage at the
site of the corporal defect were also noted.

Surgical treatment was performed during the
stable phase-6—12 months after the onset of the
problem-following the preliminary conservative
methods and treatment protocols adopted by our

institutions.

Our results are comparable to those reported
in a number of global meta-analyses. The best
outcomes were achieved with plaque incision and
defect repair using a buccal mucosa flap, with
rates of 98.6%, 92%, respectively (1,2,3).

A free buccal mucosa flap offers the best
balance between penile straightening, restoration
of penile length, and preservation of erectile
function (1,4,5).

CONCLUSIONS:

Surgical techniques (incision and excision
of the fibrous plaque) using buccal mucosa are
safe and effective compared to the use of other
materials for defect repair, and result in the highest
patient satisfaction.

KEYWORDS:

Peyronie.s disease; clinical presentation;
surgical techniques; buccal mucosa
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OPIrAH - CbXPAHABALLUU ONEPALUN
NP KAPUMHOM HA NEHUCA

Kp. Bacunes ", 1. foues ?, A1. 3natanos ", [. Amutpenko @, A. Boxxkos ?, A. NMonos ",
E. Monos ?, C1. Cranumupos ), Y. Cnasos "
1 KIMTMHWKA MO YPOJIOIUA, ACK, YMBAN , TOKYJA”
2 KITMHWKA MO YPONOTNA, YMBAN ,LLAPULIA MIOAHHA-NCY”
3 KNMNMHWKA 1O YPONOT A, YMBAN ,AEBA MAPWNA”

KapuuHoma Ha neHuca e pAgko oHkonoz2uu-
Ho 3aboanaBaHe, ombenaszBaHo npu 0,66-1,44
/ 100 000 moXke (1). OcHoBHama My Aokanusa-
uuA e B glans penis u npegcmaBanaBa cepuo3Ho
npegu3BukamencmBo, kakmo 3a nauueHmume,
maka u 3a Aekapume omHocHo u3bopa Ha mepa-
neBmuueH nogxog u ouakBaHama npozHo3a (2,3).

N3bopbm Ha xupypauueckama mexHuka u go
gHec e guckymabuaeH, npegBug gunemama 3a
pagukanHO AeueHue u cBop3aHume C He2o0 no-
cnegemBuA omHOCHO yHKUuuOHaAHUME U ecme-
muuecku usuckBaHuA.

LEJT:

Lleama Ha Hacmoswemo u3cAaegBaHe e ga
ce HanpaBu oueHka omHOCHO cuaypHocmma u
epekmuBHocmma om npuAo’keHuemo Ha op-
2aH-cobxpaHABawume onepauuu om egHa cmpa-
Ha, U om gpyaa, hoA3ama om u3noa3BaHe Ha
bykanHa AuzaBuua npu opopMAHe Ha Heo2AaHC
neHuc.

MATEPUAJIUMETOA4UN:

3a nepuog om 10 2oguHu (2017-2026) B8 mpu
uHcmumyuuu: YMBAA ,Tokyga“; YMBAA ,Ua-
puua WNoaHHa-UICYA“; YMBAA ,[deBa Mapua“ ca
guasHocmuuupaHu, AekyBaHu u npocaegeHu 13
nauueHmu c gokasaH KapuuHOM Ha neHuca Ha
Bo3pacm om 38 go 90 2oguHu (cpegHa Bv3pacm
63,4 2.).

Nokanausauuama Ha mymopa B 9 (69,2%) cay-
yanA e bua glans penis u B 4 (30,8%) B enaHca u
yacmuuHo B8 kopnopanHume meaa.

M3non3BaHume onepamuBHU mexHuku oc-
HoBHO ca mpu: 1/ AMnymauusa Ha neHuca — 2
(15,4%); 2/ YacmuuHa enaHcekmomusa ¢ pecop-
deucuHe — 3 (23,1%); 3/I'naHcekmomuAa — 8
(61,5%).

Mpu Bcuuku opzaHocbxpaHABawu onepauuu
— 11 (84,6%) e usnonsBaHo cBobogHo nambo om
bykanHa AuzaBuua 3a nokpuBaHe Ha gedekma
UAU Cb3gaBaHe Ha HeO2AaHC.

Kpumepuume 3a oueHka Ha noayyeHume pe-
3yanmamu ca cvobpaseHu ¢ obwo npuemume
npaBuaa Ha cBemoBHuUme ypoAO2UUHU U OHkOAO-
2UYHU acouuauuu.

PE3YJITATU U OBCHXXJAHE

PaHHuU ycao)kHeHUA om u3BvbpuweHume onepa-
uuu He ca ombenasaHu. TpalHume XucmoAo2uu-
HU pe3yamamu noka3Bam pasAuyHa cmeneH Ha
3nokauecmBeHocm: G1- 8 (61,5%) cayuan; G2 -
4 (30,8%); G3 -1 (7,7%) cayuas.

MoAyyeHUMe pesyamamu gemMoHcmpupam
egHa gobpa oHkonozuuHa npekuBaemocm —
84,6%. B nepuoga Ha npocaegAaBaHe ca houuHa-
AU 4 (30,8%) nauueHmu, kamo npu gBama e uma-
AO cbnbmcmBawa guasHo3a 3a KapuuHoMm Ha
npocmamHama >kAesa; eguH e pas3BuA MO3bueH
UHCYAM U eguH e bua Hag 90 2oguHU C npugpy-
»kaBawu 3abonnaBaHus.

Mo omHoweHue kpumepuume 3a goA20-
CpOYHOCM, NOAyYyeHUme pe3yamamu ca obHa-
gexkgaBawu:

1. KoHmpakmypa Ha mpaHcnaaHmama — 2

(15,4%).
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2. CmeHo3a Ha Meamyca - 2
(15,4).

3. UyBcmBumenHocm Ha HeozaaHca - 9
(69,2%).

4. NokanHu peuuguBu no pvba Ha npucagka-
ma - 1
(7,7%).

5. 3anasBaHeHaEpekmuaHamadyHkuua—10
(76,9%).

MoAyyeHUmMe om Hac pesdyamamu coomBem-
cmBam Ha noBeuemo om cBemoBHume 6asa
gaHHu (4,5,6).

Hue cme egHu om nopBume cmpaHu BvBe-
AU ynompebama Ha bykanHama AuzaBuua, kamo
3amecmumeneH Mamepuaa 3a nokpuBaHe Ha ge-
dhekma uau 3a bopmupaHe Ha HeozAaHc (2). by-
kanHama AueaBuua uma peguua npegumcmBa: 1/
MopdonozauuHo e no-6auska go ecmecmBeHama
noBopxHocm Ha 2aaHca; 2/ He Bogu go kepamu-
Hu3auuAa; 3/ 3anasBa BaakHa noBopxHocm; 4/
Nma no-gobpa enacmuyHocm u no-ecmecmBeH
uBAam Ha HeoanaHca (1,6).

n3sogu:

OpeaHocoxpaHABawume onepauuu npu kap-
UUHOM Ha neHuca ca ymBopgeH u HageXkgeH
nogxog npu BHumMameAHo nogbpaHu nauueHmu,
ko2zamo ueanma e ga ce npemaxHe mymMopa u Co-
weBpeMeHHO ga ce coxpaHu MmakcumanHo yHK-
uuAma u BoHwHuA Bug Ha neHuca. bykanHama
Au2aBuua e cepuo3Ha anmepHamuBa Ha gpyaume
usnon3BaHu mamepuanu 3a nokpuBaHe Ha gedpe-
kma u 3a opopMAHe Ha Heoz2AaHC.

7 |
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onepauuu; bykanHa AuzaBuua
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ORGAN-PRESERVING SURGERY
FOR PENILE CARCINOMA
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Penile carcinoma is a rare oncological disease,
occurring at a rate of 0.66—1.44 per 100,000
men (1). It primarily occurs in the glans penis and
poses a serious challenge for both patients and
physicians regarding the choice of therapeutic
approach and the expected prognosis (2,3).

The choice of surgical technique remains
controversial to this day, given the dilemma
between radical treatment and its associated
consequences regarding functional and aesthetic
requirements.

OBJECTIVE:

The objective of this study is to evaluate, on
the one hand, the safety and efficacy of organ-
preserving surgeries and, on the other hand, the
benefits of using buccal mucosa in reconstructing
the glans penis.

MATERIALS AND METHODS:

Over a 10-year period (2017—2026) at three
institutions: Tokuda University Hospital; Tsaritsa
Yoanna-ISUL  University Hospital; UMBAL
“Devi Maria,” 13 patients with confirmed penile
carcinoma, aged 38 to 90 years (mean age 63.4
years), were diagnosed, treated, and followed up.

The tumor was located on the glans penis in 9
(69.2%) cases and on the glans and partially in the
corpora cavernosa in 4 (30.8%) cases.

Three main surgical techniques were used:
1/ Penile amputation — 2 (15.4%); 2/ Partial
glansectomy with resurfacing — 3 (23.1%); 3/
Glansectomy — 8 (61.5%).

In all organ-preserving surgeries-11 (84.6%)-a
free flap of buccal mucosa was used to cover the
defect or create a neoglans.

The criteria for evaluating the results are
consistent with the generally accepted guidelines
of international urological and oncological
associations.

RESULTS AND DISCUSSION
No early complications from the surgeries were

reported. The final histological results showed
varying degrees of malignancy: G1-8 (61.5%)
cases; G2-4 (30.8%); G3-1 (7.7%) case.

The results demonstrate good oncological
survival-84.6%. During the follow-up period, 4
(80.8%) patients died; two had a concomitant
diagnosis of prostate cancer; one suffered a stroke;
and one was over 90 years old with comorbidities.

With regard to long-term outcomes, the results
are encouraging:

1. Graft contracture — 2 (15.4%).

2. Meatal stenosis - 2 (15.4).

3. Sensitivity of the neo-glans - 9(69.2%).

4. Local recurrences along the graft margin - 1

(7.7%).

5. Preservation of erectile function — 10
(76.9%).

Our results are consistent with most

international databases (4,5,6).

We are among the first countries to have
introduced the use of buccal mucosa as a
substitute material for covering the defect or for
forming a neoglans (2). The buccal mucosa has
a number of advantages: 1) Morphologically, it is
closer to the natural surface of the glans; 2) It does
not lead to keratinization; 3) It maintains a moist
surface; 4) It provides better elasticity and a more
natural color for the neoglans (1, 6).

CONCLUSIONS:

Organ-preserving surgery for penile carcinoma
is an established and reliable approach in carefully
selected patients, when the goal is to remove the
tumor while preserving as much as possible the
function and appearance of the penis. The buccal
mucosa is a viable alternative to other materials
used to cover the defect and reconstruct the
neoglans.

KEYWORDS:

Penile carcinoma; organ-preserving surgery;
buccal mucosa
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YPETPAJIHU YYX AU TEJIA
BCJIEACTBUE HA CEKCYAJIHA
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BbBEAEHUE:

TpaBmume Ha ypempama ca cpaBHumeAHo
pegku u yecmo ca caegcmBue Ha GumoBu u cek-
cyanHuU mpaBmu. Mopagu cBosma cneuuduka
me ca NOguUeHeHU U He gobpe npoyueHu. MNauueH-
mume Yecmo ce npe3eHmupam cbc 3akbCHeHue
nopagu 4yyBcmBo Ha cpam. B Boazapusa auncBa
Cepuo3Ho npoyuBaHe Ha me3u cAayvau kakmo u
nocaegcmBuAama om max.

HEJ:

[a ce aHaAu3upam gua2HOCMuUYHUAM Nhog-
X0g, AeveHuemo u kpamkocpouyHume pedyama-
MU NPU nauueHMu C ypempaAHu 4y>Kgu meaa,
BoBegeHu c uen cekcyanHa aBmocmumyaauua u
ga ce cpaBHAmM ¢ nybaukyBaHume gaHHu.

MATEPUAJIU U METOAMN:

PempocnekmuBeH aHanu3 Ha Bcuuku 16 na-
uueHmu, AekyBaHu B kauHukama no ypoaoaus Ha
YMBAACM ,MNupoe2oB” 3a egHa 2oguHa. Bo3pac-

mma 6e Mmexkgy 152. u 462., cpegHama 282. 75%
om nauueHmume 6saxa MoXke, 25% 0OsAxa »keHu.
25% om nauueHmume 6saxa nog 18z. Bo3pacm.
MexaHuaMom Ha mpaBmama bewe cBbp3aH c
mMacmypbauua- anaukauua Ha uy>kgu meaa u ma-
mepuu B ypempama. Bpememo go nocmonBaHe
Bapupa om 2 uaca go 1 eguH geH. Exoepacun be
usBopuweHa BobB Bcuuku cayuyau, peHmeaeH- npu
63%. NeueHuemo BbB Bcuuku cayuau be xupyp-
2uuHo- eHgockoncku npu 68%, a npu 32% om-
BopeHo. MauueHmume 6axa npocaegeHu B cpok
go 3 meceua.

PE3YJITATU:

BoB Bceku cayuau be peweH cnewHuAmM Mo-
MeHmM Ha pemeHuuA. 68% om nauueHmume 6axa
u3nucaHu cbC choHMaHHa Mukuusa u 6e3 Haauvue
Ha MUKUUOHHO- gu3ypuuHu onaAakBaHuAa. 11%
6Axa usnucaHu ¢ ypempaneH kamemop, 21%- ¢
uucmodukc. B kpaa Ha npocaegaBaHemo Bcuu-
ku nauueHmu ypuHupam cnoHmaHHo, 6e3 gaHHu



(

AHAPOAOTUS QO 272026 O VPOHET/URONET]

3a cmpukmypu Ha ypempama. o Bpeme Ha npo-
uegypume 6saxa eBakyupaHu: xumukanku, mep-
MOMEMpPU, MagHUMHU eAeMEeHMU U gopu MOH-
maxkHa nAHa.

ObCbX/AHE:

B Hawama cepua Bcuuku nauueHmu ca Aeky-
BaHu onepamuBHo B nopBume 12 uaca, koemo
cbomBemcmBa Ha npenopokume Ha AUA u EAU.
CpegHama Bob3pacm Ha nauueHmume coomBem-
cmBa Ha nybaukyBaHume meXkgyHapogHU cepuul.
BakHo e ga ce cnomeHe, ye cBoeBpemeHHama
ekcmpakuuAa Ha uy>kgume mena u npemaxBaHe-
mo Ha yBpekgawume dakmopu CUAHO Hama-
AABa paHHume ycAoXkHeHuUs kamo pemeHuuA Ha
ypuHama u nepdopauuda, a u npegomBpamsaBa
kovcHume nocaegcmBus.

3AKJIIOYEHUE:

Makap u pegku, mpaBmume BcaegcmBue Ha
Macmypbauusa npegcmaBaaBam cnewHu ypoAo-
2UYHU CbCmMoAHUA, u3uckBawu paHHO pa3nos-
HaBaHe u cBoeBpeMeHHO XUpyp2uuHO AeYeHUue.
MpegcmaBaHemo Ha cobcmBeH kauHUYeH onum
gonobABa ozpaHuuyeHuUmMe gaHHuU B Aumepamypa-
ma u noguepmaBa HeobxogumMocmma om UHgu-
BugyanusupaH nogxog npu Bceku nauueHm.

KJ1lo4oBU AymMu:

mpaBma, ypempa, Macmypbauus, pemeHuus,
Xxemamypus
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URETHRAL FOREIGN BODIES
FOLLOWING SEXUAL SELF-
STIMULATION: A ONE-YEAR CLINICAL
EXPERIENCE

N. Stankov, B. Mladenov, S. Georgiev, N. Naydenov, K. Yotov
UMHATEM “N.I.PIROGOV”

INTRODUCTION:

Urethral trauma is relatively uncommon and
is most frequently associated with domestic
or sexual injuries. Due to the intimate nature of
these conditions, they remain underreported and
insufficiently studied. Patients often present late
because of embarrassment. In Bulgaria, there are
currently no comprehensive studies evaluating
these cases and their clinical outcomes.

OBJECTIVE:

To analyze the diagnostic approach, treatment
strategies, and short-term outcomes of patients
presenting with urethral foreign bodies inserted
for sexual self-stimulation and to compare our
findings with the published literature.

MATERIALS AND METHODS:

A retrospective analysis was performed of 16
consecutive patients treated at the Department
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of Urology, University Hospital for Emergency
Medicine ,N. |. Pirogov®, over a one-year period.
Patients ranged in age from 15 to 46 years (mean
age: 28 years). Seventy-five percent of patients
were male and 25% were female; 25% were
younger than 18 years. In all cases, the mechanism
of injury involved self-insertion of foreign bodies
or substances into the urethra for masturbation.
The time from injury to hospital admission ranged
from 2 hours to 24 hours. Ultrasonography
was performed in all patients, while plain
radiography was obtained in 63% of cases. All
patients underwent surgical treatment, including
endoscopic removal in 68% and open surgery in
32% of cases. Follow-up was completed at three
months.

RESULTS:

Acute urinary retention was successfully
managed in all patients. Sixty-eight percent were
discharged with spontaneous voiding and without
lower urinary tract symptoms. Eleven percent
required urethral catheterization, whereas 21%
were discharged with suprapubic cystostomy.
At the end of follow-up period, all patients were
voided spontaneously, with no evidence of urethral
stricture. Extracted foreign bodies included pens,

thermometers, magnetic objects, and even
expanding polyurethane foam.
DISCUSSION:

All patients in our series underwent surgical
treatment within the first 12 hours after
presentation, in accordance with current AUA
and EAU guideline recommendations. The mean
patient age was consistent with previously
published international series. Prompt removal
of urethral foreign bodies and elimination of
the causative factors significantly reduce early
complications such as urinary retention and
urethral perforation, while also minimizing the risk
of long-term sequelae.

75 ]
CONCLUSION:

Although uncommon, urethral injuries resulting
from sexual self-stimulation represent urological
emergencies requiring early recognition and
prompt surgical management. Our single-center
experience contributes to the limited available
literature and highlights the importance of
an individualized approach to diagnosis and
treatment.

KEYWORDS:

rauma; urethra; masturbation; urinary retention;
hematuria
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THE EFFECT OF PENTOXIFYLLINE
ON THE IMPROVEMENT OF SEMEN
ANALYSIS PARAMETERS

D. Markovski’, J. Ivchev, I. MineV’, A. Izairi'
'DEPARTMENT OF UROLOGY, CITY GENERAL HOSPITAL «8TH SEPTEMBER», SKOPJE, NORTH
MACEDONIA

ABSTRACT

BACKGROUND

Male infertility represents a major global
public health problem and accounts for

approximately 40—50% of infertility cases
among couples. The most common semen
abnormalities include asthenozoospermia,
teratozoospermia, oligoasthenozoospermia, and
teratoasthenozoospermia, all of which significantly
reduce male reproductive potential. Pentoxifylline,
a methylxanthine derivative with vasodilatory,
hemorheological, and antioxidant properties,
improves microcirculation, increases intracellular
cyclic adenosine monophosphate (CAMP) levels
in spermatozoa, and enhances sperm motility and
functional capacity. In recent years, increasing
attention has been directed toward its potential
role as an adjuvant therapy for male infertility.

OBJECTIVE

To evaluate the effect of pentoxifylline therapy
on semen parameters in men with abnormal
semen analysis and to compare the therapeutic
outcomes with those observed in a control group
that did not receive pentoxifylline.

MATERIALS AND METHODS

This prospective comparative clinical study
included 40 men diagnosed with abnormal
semen parameters according to the World
Health Organization (WHO) criteria. Participants
were allocated into two equal groups of 20
patients each. The treatment group received
oral pentoxifylline for three months in addition
to standard therapy, whereas the control group
received standard conservative treatment without
pentoxifylline. Sperm concentration, progressive
motility, total motility, sperm morphology, vitality,
and the overall semen analysis classification were

evaluated before and after treatment. Statistical
analysis was performed using a significance level
of p < 0.05.

RESULTS

The improvement was significantly greater in
patients receiving pentoxifylline. The treatment
group demonstrated statistically significant
increases in progressive sperm motility, sperm
concentration, normal sperm morphology, and
vitality. Approximately 70% of patients treated
with pentoxifyline showed normalization or
marked improvement of previously diagnosed
abnormalities. In contrast, improvement was
observed in only 35% of patients in the control
group, predominantly as partial correction of
semen parameters, while considerably fewer
patients achieved normozoospermia. The
differences between the two groups were
statistically significant in favor of pentoxifylline
treatment (p < 0.05).

CONCLUSION

Pentoxifylline appears to be an effective
adjuvant therapy for improving semen quality
in men with abnormal semen parameters. lIts
administration significantly enhances sperm
motility, morphology, vitality, and concentration,
increasing the likelihood of conversion from
pathological semen patterns, to normozoospermia
compared with standard therapy alone. These
findings suggest that pentoxifylline may play an
important role in the conservative management
of male infertility and contribute to improved
reproductive potential in selected patients.

KEYWORDS:

Male infertility; Pentoxifylline;  Semen
analysis; Sperm motility; Sperm morphology;
Normozoospermia.
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KOIATO YBEJIMMEHUETO
MMA SHAYEHUE: HALLUAT
ornnuT C MMKPOXUPYPITNYHA
CYBUHIBUHAJTHA
BAPUKOLUEJIEKTOMMUA

A.UUBaHoB'?, M. Kagum'?, K. leHos’, b. Masun’, MN. AHTOHOB'?
'YMBAN,CB.TEOPTU” EALl- NNOBAOWB, KNMHUKA MO YPOJIOTNA
MEQNUMNHCKW YHUBEPCUTET- MJIOBAWMB, KATEQPA MO YPONOINA U OBLLA MEANLIMHA

BbBEAEHUE:

Bapukouenemo e Halu-uecmomo 3abonnABa-
HEe npu MbXe Cc uHpepmuAaumem, npu koemo
Xupypa2uyHomo AeuveHue Moxke ga goBege go
nogobpeHue Ha cemMeHHume nokasamenu (1).
MukpoxupypauuHama cybuHzBuHanHa Bapuko-
uenekmomua nosBonaABa npeuusHa ugeHmMudu-
kauusa Ha BeHo3HUmMe cbgoBe npu coxpaHABaHe
Ha mecmukyAapHama apmepus u AUM@HUME Cob-
goBe, koemo ce cBopaBa ¢ Hucka uecmoma Ha
peuuguBu u ycAoXkHeHUA (2).

LEJT:

Ha npegcmaBum Hawua onum ¢ Mukpoxupyp-
2uuHa cybuHaBuHanHa Bapukouenekmomua u ga
aHaAausupame KkAuHuuyHume, onepamuBHume u
chepMaAHume pesyamamu.

MATEPUAJIU U METOAMN:

N3BopweH b6e pempocnekmuBeH aHaAu3 Ha
63 nauueHmu ¢ kauHuuHO AeBocmpaHHO Bapu-
kouene, onepupaHu B8 nepuoga AHyapu 2022 —
deBpyapu 2024 2. B kauHuka no ypoaozua kom
YMBAA ,CB. Teopau“- TMaoBguB. CpegHama
Bo3pacm 6e 29,2 2oguHu (17—46). NHgukauuu-
me 3a onepauuna 6axa uHdepmuAaumem npu 46
nauueHmu (73,0%) u 6oaka npu 17 nauueHmu
(27,0%). Bapukouene | cmeneH 6e ycmaHoBeHo
npu 3 nauueHmu (4,8%), Il cmeneH npu 24 nauu-
eHmu (38,1%), a lll cmeneH — npu 36 nauueHMu
(57,1%). MauueHmume 6Axa npocaegaBaHu 3a
nepuog om 12 go 24 meceua.

PE3YJITATU:

NMpegonepamuBHama  koHueHmMpauuAa  Ha
cnepmamo3sougume 6e 20,5 mMaH./ml (0-75), a
cAaegonepamuBHo ce noBuwu go 35,2 MAH./ml (O-
88). MpoepecuBHama nogBurkHocm ce nogobpu
om 15,8% (0-45) go 23,7% (0-50), a HopmanHama
mMopdgonozua — om 4,4% (0-21) go 6,8% (0-30).
Bcuuku nogobpeHua B cnepmanHume nokaszame-
AU BAxa cmamucmuuecku 3Hauumu, p<0,001. Xu-
gpouene 6e ycmaHoBeHo npu 1 nauueHm (1,6%),
xemamom — npu 1 nauueHm (1,6%), uHdekuua Ha
onepamuBHama paHa — npu 2 nauueHmu (3,2%),
a uHmpaonepamuBHo HapywaBaHe Ha mecmu-
kyanapHama apmepuAa — npu 1 nauueHm (1,6%).
He 6axa pesaucmpupaHnu peuuguBu. Mpu Bcuuku
nauueHmu, onepupaHu no noBog 6onka, 6e om-
yemeHO nbAHO om3ByuaBaHe Ha cuMnmomamu-
kama caeg onepauuama.

OBCbX/AAHE:

Hawume pe3yamamu nokasBam, ue mMukpo-
XupypauuyHama cybuHaBuHanHa Bapukouenek-
momus e 6e3onaceH u epekmuBeH memog npu
nauueHmu ¢ kauHuuHo Bapukoueae, uHepmuAu-
mem uAu 6onka. M3non3BaHemo Ha yBeauueHue
nognomaza npeuusHama gucekuusa u moxke ga
gonpuHece 3a Huckama yecmoma Ha peuuguBu
U YCAOXKHEHuUA.

KJIYOBU YMU:
Bapukouene; MuoXKku uHepmuAumem; Mu-

kpoxupypeus; cybuHeBuHanHa Bapukouenekmo-
MUSf; cnepMogpama.
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WHEN MAGNIFICATION MATTERS: OUR
EXPERIENCE WITH MICROSURGICAL
SUBINGUINAL VARICOCELECTOMY

A. lvanov'?, M. Kadim'?, K. Genov', B. Gazi', P. Antonov'?
TUMBAL,ST. GEORGI" EAD- PLOVDIV, UROLOGY CLINIC
2MEDICAL UNIVERSITY - PLOVDIV, DEPARTMENT OF UROLOGY AND GENERAL MEDICINE

INTRODUCTION:

Varicocele is the most common condition in
infertile men in which surgical treatment may
lead to improvement in semen parameters (1).
Microsurgical subinguinal varicocelectomy allows
precise identification of the venous collaterals
while preserving the testicular artery and lymphatic
vessels, which is associated with low recurrence
and complication rates (2).

AIM:

To present our experience with microsurgical
subinguinal varicocelectomy and to analyze
clinical, operative, and semen outcomes.

MATERIALS AND METHODS:

A retrospective analysis was performed of 63
patients with clinical left-sided varicocele who
underwent surgery between January 2022 and
February 2024 at the Department of Urology, St.
George University Hospital, Plovdiv. The mean age
was 29.2 years (range: 17—46). The indications
for surgery were infertility in 46 patients (73.0%)
and pain in 17 patients (27.0%). Grade | varicocele
was diagnosed in 3 patients (4.8%), grade Il in
24 patients (38.1%) and grade Ill in 36 patients
(57.1%). Patients were followed for a period of 12
to 24 months.

RESULTS:

Preoperative sperm concentration was 20,5
million/ml (0-75) and increased postoperatively
to 35,2 million/ml (0-88). Progressive motility
improved from 15,8% (0-45) to 23,7% (0-50),
while normal morphology increased from 4,4%
(0-21) to 6,8% (0-30). All improvements in semen

parameters were statistically significant, p<0.001.
Hydrocele was observed in 1 patient (1.6%),
hematoma in 1 patient (1.6%), surgical wound
infection in 2 patients (3.2%), and intraoperative
testicular artery injury in 1 patient (1.6%). No
recurrences were recorded. Complete resolution
of symptoms was observed after surgery in all
patients operated on for pain.

DISCUSSION:

Our results demonstrate that microsurgical
subinguinal varicocelectomy is a safe and effective
method in patients with clinical varicocele,
infertility, or pain. The use of magnification
facilitates precise dissection and may contribute
to the low rate of recurrence and complications.

KEYWORDS:

varicocele; male infertility; microsurgery;
subinguinal varicocelectomy; semen analysis.
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NNANNAPOCKONCKO JIEYEHUE HA
PERSISTING PROCESSUS VAGINALIS

C. MeHwukay, M. Cunuyk, Mop. Togopos

BbBEAEHUE:

Mepcucmupawuam processus vaginalis (PPV)
e eMbpuonozuyHa aHomanus, koasmo e B8 ocHoBa-
ma Ha pa3Bumuemo Ha uHgupekmHa uH2BuHaAHa
XEPHUA U XUgpoueAe npu geua.

Nanapockonckama xupypauA npegnaza Bv3-
MO>KHOCM 3a egHOBpPEeMEHHO guaszHocmuuupaHe
U A€YEeHUe Ha hamoAo2uAma C MUHUMaAHa one-
pamuBHa mpaBma.

LEJT:

Oa ce npegcmaBam mexHukama u paHHuUme
KAUHUYHU pe3yAmamu om Aanapockonckomo Ae-
UeHue Ha hepcucmupauw, processus vaginalis.

MATEPUAJIU U METO/AN:

NMpegcmaBeH e onumbm om AeyeHuemo Ha
19 nauueHmu c PPV, onepupaHu upe3 MUHuU-
MaAHO uHBasuBeH ananapockoncku gocmon. MNpu
Bcuuku cayuau e uzBopweHa uHMpanepumMoHe-
anHa Bucoka Aauzamypa Ha processus vaginalis
nog BugeokoHmpoa, usnoa3Bauku eguHcmBeHo
0° ananapockoncka onmuka u uzaa Tuohy, 6e3
BoBerkgaHe Ha gonbAHUMeAHU Aanapockoncku
uHcmpymMeHmu. Aanapockonckusm gocmobn
no3BoaABa npeuusHa oueHka Ha BompewHus
UH2BuHaAeH NpbCMeEeH U guasHoCMuuupaHe Ha

koHmpanamepaneH PPV.
PE3YJITATU:

KoHmpanamepaneH nepcucmupaul processus
vaginalis 6bewe ycmaHoBeH npu 7 om 19 nauueh-
mu (36,8%) u kopuzupaH no Bpeme Ha cowama
onepamuBHa uHmepBeHuuA. Bcuuku onepauuu
6Aaxa 3aBopweHu Aanapockoncku, 6e3 koHBep-
cua koM omkpuma xupypausa. He baxa peauc-
mpupaHu 3Ha4YuMu UHMpaonepamuBHU UAU paH-
HU cAegonepamuBHU YCAOXKHEHUS.

CnaegonepamuBHuAM nepuog npomeue ¢ Mu-
HuManHa boaka, kpamvk 6oAHUYEH npecmol u
H6op30 BoacmaHoBaBaHe. MNpu npocaegABaHemo
He H6Axa ycmaHoBeHu peuuguBu uAu gpyau Cob-
wecmBeHu YyCAOXKHEHUA.

3AKJIOYEHUE:

NAanapockonckomo AeueHue Ha nhepcucmu-
paw, processus vaginalis e besonaceH, epekmu-
BeH u MuHUManHo uHBasuBeH Memog. Tou ocuay-
pABa omauuHa Busyanuzauua Ha uHeBuHaAHama
obaacm, no3BoaABa guazHoCMuUuUUpaHe u egHo-
BpeMeHHO AeueHue Ha koHmpanamepanHa namo-
Ao2usA U e cBobp3aH C OMAUYHU pPaHHU KAUHUYHU
pesyamamu, Hucka yecmoma Ha yCAOXKHeHUA U
Bucoka ycneBaemocm.
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NMbPBUYHO 3ATBAPAHE HA
EKCTPOOUA HA MNKOYHNA MEXYP
BbE3 TASOBA OCTEOTOMMUA -
KNMUHUYEH CNTYYAN

E. Atanacos, C. AHppeeB, M. LlaHes, U. A. leoprues, K. Cupomaxos, H. ilumos
OTAEJIEHME MO YPONOTWMA, MBAN ,BUTA", COOUA

BbBEAEHUE:

Ekcmpoduama Ha nukoyHuAa Mexyp e
egHa om Hau-pegkume BpogeHu aHoMaAuu
Ha ypo2eHUmaAHuA mpakm C yecmoma
npubauzumeaHo 1:30 000—50 000 »kuBopogeHu,
kamo coomHoweHuemo MexXkgy Momuema u
Momuuema e om 2:1 go 3:1 (1,2). B BoacapuAa
exke2ogHo ce npoBexkga onepamuBHO AeueHue
Ha 1—2 HoBopogeHu ¢ masu mMandopmMauus.
TpaguuuoHHO nopBuuHOomMo 3amBapAHe uyecmo
ce kombuHupa ¢ masoBa ocmeomomus, gokamo
pekoHcmpykuusma 6e3 ocmeomomusa ce npuaa-
2a 3HayumeAHo no-pAagko (3—75).

LEJT:

[Oa ce npegcmaBu kauHU4YeH cAydyau Ha yc-
newHo nopBuuHo 3amBapAHe Ha ekcmpodua Ha
nukouHus mMexyp 6e3 usBopwBaHe Ha masoBa
ocmeomomusA U ga ce obcobgam paHHume yHk-
uuoHaAHU pesyamamu B8 koHmekcma Ha coBpe-
MeHHUME AumepamypHU gaHHU.

NMPEACTABAHE HA CJ1YYAA:

Kacae ce 3a MomMue Ha 1-zoguwHa Bob3pacm
¢ ekecmpodusa-enucnagua komnaeke. [lememo e
POgEeHO C MpaHCNO3uuuA Ha 20AeMume apmepuu
U onepupaHo caeg pakgaHemo, koemo 3abaBu
paHHOMO onepamuBHO AeyeHue Ha YypOAO2Uu-
Hama Mandopmauua. M3Bopwu ce nopBuuHo
3amBapAHe Ha nukouyHUA Mexyp u npegHama
kopemMHa cmeHa 6e3 masoBa ocmeomomusa. H-
mepBeHuuama npomeue 6e3 uHMpaonepamuB-
HU ycnoXkHeHuA. CaegonepamuBHuAam nepuog
bewe a2nagok, ¢ nopBuyHo 3apacmBaHe Ha one-
pamuBHama paHa u cmabuaHocm Ha dukcauu-
AmMa Ha masoBua npbcmeH. [Jlememo ce gBuxku
camocmofAmenHo, usnpaBeHo u 6e3 gecdekm B
noxogkama. lNpu npocaegABaHemo He ce ycma-
HoBuxa paHHU YCAOXKHEHUA UAU Heobxogumocm
om noBmopHa xupypauuHa Hameca. Ha gememo
npegcmou Bmopu eman Ha XUpyp2uuHO Aeue-

Hue — pekoHcmpykuusa Ha MexypHama wuuka u
enucnagusama mexkgy 3 u 4-zoguwHa Bo3pacm.

PE3YJITAT:

XupypauuHama kopekuusa Ha ekcmpocdua Ha
nukouHua mexyp 6e3 mazoBa ocmeomomMuA eAu-
MUHUpa Heobxogumocmma om gonbAHUMEAHa
opmoneguyHa uHMepBeHuUA U NoOMeHUUaAHUMe
ycAoXkHeHuA, cBop3aHu ¢ HeA. CokpawaBa 3Ha-
yumenHo BompeboAHuuHUA nepuog. 3ana3Bam
ce HopmMmanHama Bepmukaausauua Ha gememo u
npaBuaHama noxogka.

3AKJIOYEHUE:

MopBuuHomo 3amBapAHe Ha ekcmpoduA Ha
nukouHusa mexyp 6e3 masoBa ocmeomomus e
CbC CbU3MeEpUMU pedyamamu kamo mexHuka-
ma ¢ u3BopwBaHe Ha makaBa, kamo ce usbsaz-
Bam Bb3morkHume caegonepamuBHU YCAOXKHe-
Hus u ce ckocaBa BompeboAHUUHUAM npecmodl.
MpegBug uskalouumeaHo Huckama uecmoma Ha
aHomMaAnuAama B boazapusa u ogpaHuyeHuUA Hauuo-
HaAeH onum, cnogeAaHemo Ha NOogobHU KAUHUU-
HU CAyyau uma 3HauyeHue 3a HampynBaHemo Ha
onum u obcokgaHemo Ha cbBpemeHHUMe meH-
geHuuu B neueHuemo.

JINTEPATYPA:
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4. Contemporary management of bladder exstrophy:
current concepts and outcomes. Journal of Pediatric
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5. Modern outcomes of complete primary repair
of bladder exstrophy with and without pelvic
osteotomy. Journal of Pediatric Urology. 2021.
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PRIMARY CLOSURE OF BLADDER
EXSTROPHY WITHOUT PELVIC
OSTEOTOMY - A CASE REPORT

E. Atanasov, S. Andreev, M. Tsaney, |. A. Georgiev, J. Siromahov, N. Dimov
DEPARTMENT OF UROLOGY, MBAL “VITA”, SOFIA, BULGARIA

INTRODUCTION:

Bladder exstrophy is one of the rarest
congenital anomalies of the genitourinary tract,
with an estimated incidence of approximately
1:30,000—50,000 live births and a male-to-
female ratio ranging from 2:1 to 3:1 (1,2). In
Bulgaria, surgical treatment of this malformation
is performed annually in approximately 1—2
newborns. Traditionally, primary closure is
frequently combined with pelvic osteotomy, while
reconstruction without osteotomy is performed
less commonly (3—5).

AIM:

To present a clinical case of a newborn with
bladder exstrophy managed by primary closure
without pelvic osteotomy and to discuss the
early postoperative outcomes and the role of this
approach in light of the current literature.

CASE PRESENTATION:

We present the case of a 1-year-old boy with
the exstrophy—epispadias complex. The child
was born with transposition of the great arteries
and underwent cardiac surgery shortly after
birth, which delayed early surgical management
of the urological anomaly. Primary closure of
the urinary bladder and anterior abdominal wall
was performed without pelvic osteotomy. The
procedure was completed without intraoperative
complications. The postoperative course was
uneventful, with primary wound healing and
stable pelvic ring fixation. The child achieved
independent ambulation, upright posture, and
normal gait without functional impairment. During
follow-up, no early complications or need for
additional surgical intervention were observed.
The patient is scheduled for the second stage of
surgical treatment — bladder neck and epispadias

reconstruction between the ages of 3 and 4 years.
RESULTS:

Primary repair of bladder exstrophy without
pelvic osteotomy eliminates the need for an
additional orthopedic procedure and avoids
potential complications associated with pelvic
osteotomy. It significantly reduces the duration
of hospitalization while preserving normal
verticalization and physiological gait development.

CONCLUSION:

Primary closure of bladder exstrophy without
pelvic osteotomy demonstrates comparable
outcomestotechniquesinvolving osteotomy, while
avoiding potential postoperative complications
and shortening hospital stay. Considering the
extremely low incidence of this anomaly in Bulgaria
and the limited national experience, reporting
such cases contributes to accumulation of clinical
experience and discussion of contemporary

approaches in the management of bladder
exstrophy.
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BbBbPEYHO-KAMEHHA BOJIECT NMPU
AELUA - EHOOCKONCKU METOAU
3A IEMEHUE. OJIEKCUBUJTHA
YPETEPOPEHOCKOICKA
NMNTOTPUNCUA

. MMHOBA, C.MEEB, T. MENOB, IN. AHIEJ10B, M. BJIATOEBA
YMBAJICM,3 H.M.MAPOTOB” - COOUA
KNMHWUKA 1O CNEWHA U AETCKA YPONOTMA

BbBEJEHUE:

B cBemoBeH mawab ce HabalogaBa yBenu-
yaBaHe bpos Ha geuama c 6vbpeuHo-kameHHa
6orecm (BKB), Hano)kuaa xochumanusauus Uu
nocaegBauwo eHgockoncko aneueHue om pasAuy-
Ho ecmecmBo. NMpoBegoxme pempochekmuBHO
koxopmHo npoyuBaHe, aHaausupauku gaHHume
3a xocnumaausdupaHu geua ¢ BKB B nepuoga
01.01.20222-18.08.20262 B8 omgeaeHuemo no
Yponozua npu geua. Cmamucmukama couu, ye
Ha mepumopusAma Ha omgeaeHuemo npe3 20222
ca xocnumaausupaHu egBa 15 makuBa geua,
npe3 2023-28, npea 2024-24, 2025-41, 2026 go
18.08- 19.

LEJI:

Lleanma Ha moBa npoyuBaHe e ga nomBopgu
uanu omxBopAu Xunomesama, ye CAyvaume Ha
geua c BKB B cBemoBeH acnekm ce yBeauuaBam
u Boazapua He npaBu uskaloueHue. B npoyuBa-
Hemo ce npegcmaBAm pasAuvyHU Memogu 3a
AeyeHue, mexHume uHgukauuu, npegumcmBa u
Hegocmambouu.

MATEPUAJIU U METOAMN:

MpoBegoxme pempocnekmuBHo koxopmHo
npoyuBaHe, obxBawawo obwo 98 geua ¢ BKB
u 6e3 aHamoOMUYHU aHOMaAuu cbcC cpegHa Bo3-
pacm 11.292 (0-172). M3BvpweHu ca obwo 168

Aa3epHU Aumompuncuu, om koumo 71 fURSL
Ha obwo 51 nauueHmu. 3a guaszHocmukama Ha
Bcuukume 98 geua Hawemo omgeAeHue ce Npu-
gop>ka koM ymBopgeHume memogu. Ha nopBo
mAcmo Bcaka guaeHocmuka 3anouBa ¢ yampas-
BykoBo uscnegBaHe-mo e AeCHO gOCMBNHO U HE
u3Aaza geuama Ha paguauus. Npu Hy>kga ce npo-
gbnkaBa ¢ peHmeeHoBa cHumka uau komnlomo-
peH momozpad. 3a npoBe>kgaHemo Ha camama
Aumompuncus cu cAy>kumM ¢ daekcubuneH ype-
mepopeHockon 7.5Fr u Holium(Ho:YAG) anazep.

PE3YJITATU:

MuHumanHO uHBa3uBHUmMe eHgoypoAO2UYHU
Memogu npegcmaBaAaBam ocHoBHuA nogxog,
npunazaH 8 omgeneHuemo. Hau-yuecmo u3noA3-
BaHomo e fURSL, caegBaHo om URSL u PNL.
Om@BopeHa ekcmpakuua Ha koHkpemeHmu ce u3-
BopwBa npu o2paHuueH 6pou nauueHmu.

OBbCbX/AAHE:

MonyueHume pe3yamamu nokas3Bam Ha-
pacmBaHe 6pos Ha xocnumaausupaHume geua
¢ BKB, nognoXkeHu Ha onepamuBHO AeueHue B
omgeneHuemo. HabalogaBaHama meHgeHuuA
coomBemcmBa Ha nybaukyBaHume MeXkgyHa-
POgHU gaHHU. M3noA3BaHemo Ha MUHuamiopusu-
paHuU uHcmpymMeHmu no3BoaABa epekmuBHomMo
u 6e3onacHo eHgockoncko AeueHue npu geua.
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KIDNEY STONE DISEASE IN CHILDREN-
ENDOSCOPIC TREATMENT.FURSL

G. MINOVA, S. PEEV, T. PELOV, P. ANGELOV, P. BLAGOEVA
UMHATEM N.I.PIROGOV,SOFIA,BULGARIA
DEPARTMENT OF EMERGENCY AND PEDIATRIC UROLOGY

ABSTRACT:

A global increase has been observed in the
number of children with urolithiasis requiring
hospitalizationandsubsequenttreatment,including
endoscopic or open surgical intervention. We
conducted a retrospective cohort study analyzing
data from pediatric patients hospitalized with
urolithiasis in the Department of Pediatric Urology
between 1January2022 and 18August2026. The
analysis showed that 15 children with urolithiasis
were hospitalized in the department in 2022,28
in 2023,24 in 2024,41 in 2025,and 19 between
1January and 18August2026.

OBJECTIVE:

This study aims to confirm or reject the
hypothesis that the global incidence of pediatric
urolithiasis is increasing and that Bulgaria is no
exception to this trend. The study also presents
the different treatment modalities,along with their
indications,advantages and limitations.

MATERIALS AND METHODS:

We conducted a retrospective cohort study
including 98 children with urolithiasis and no
anatomical abnormalities. The mean age was
11.29years(range:0-17). A total of 168 laser

lithotripsy procedures were performed, including
71 fURSL in 51 patients. All 98 children were
evaluated using established diagnostic methods.
Ultrasonography was the first-line Imaging
modality because it is readily available and does
not expose children to ionizing radiation. When
clinically indicated,further assessment included
plain radiography or computered tomography.
Lithotripsy was performed using a 7.5Fr flexible
ureterorenoscope and a holmium:YAG(Ho:YAG)
laser.

RESULTS:

Minimally invasive endourological procedures
represented the principal treatment approach in
our department. FURSL was the most frequently
performed procedure,followed by URSL and PNL.
Open stone extraction was required in only a
limited number of patients.

DISCUSSION:

The results demonstrated an increase in the
children with urolithiasis who were hospitalized and
underwent surgical treatment in our department.
This trend is consistent with published international
data.The use of miniaturized instruments enables
effective and safe endoscopic treatment in
pediatric patients.
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EMBPUOHANEH PABAOMUNOCAPKOM
HA MMKOYHUA MEXYP
B AETCKA Bb3PACT - KIMHUYEH
CNYYAN

M. LlaHes, E. AtaHacos, C. AHapeeB, U. A. Teoprues, XK. Cupomaxos
1. OTAEJTIEHME MO YPONOT WA, MBAN “BUTA", TP. COOUA

BbBEAEHUE:

Em6puoHanHuam pabgomuocapkom (ERMS)
Ha NUKOYHUA Mexyp npu geua e uskalouumenHo
pAgko 3abonABaHe, koemo B cBemoBeH mawab
ce cpewa npu npubauzumenaHo 1 Ha 6 000 000 go
1 Ha 10 000 000 geua 2oguwHo. [1] Npu MoMu-
yema mymMopume Ha nukoyHUA Mexyp yecmo ce
guasHocmuuupam KoCHO hopagu HecheuuduyHa
cumnmomamuka, koamo nopBoHauanHO uMumMU-
pa gobpokauecmBeHu ypOAO2UUYHU CHbCMOAHUA.
[2] Bacsea npegumHOo Manku geua Ha Bo3pacm
mexkgy 1 u 4 2oguHu. CpegHama Bo3pacm npu
guasHocmuuupaHe e okono 3 2oguHu. [1,3] Ha-
balogaBa ce AcHa npegpasnonoykeHocm koM
Mb>kkua noA. MoMuemama ce 3acAz2am MHO20
no-uecmo om Momuyemama, kamo B HAkou ko-
XOpMHU npoyuBaHuA Momuemama cbcmaBaa-
Bam Hag 80% om nauueHmume. [3,4]

LEJT:

LleaAma Ha HacmoAwama npe3eHmauus e ga
npegcmaBum pAgok cayuau Ha 3nokauecmBeHo
HoBoobpasyBaHue Ha nukouHuA Mexyp B gemcka
Bo3pacm, knuHuuHama kapmuHa, guagHocmuka-
ma u nocaegBawomo AeyeHue.

MATEPUAJIU U METO/4U:

MpegcmaBame kauHuueH caydal Ha 9-20-
QUWHO MOMUYe, Xochumaau3upaHo no noBog
npodysHa xemamypus. Caeg npoBegeHu nabo-
pamopHU u obpasHu uscregBaHuAa Bewe ycma-
HoBeHa uHmpaBe3ukanHa mymopHa dopmMauus.
N3BopweHa 6e guasHocmuuHa uucmockonus,
nocaegBaHa om mpaHcypempanHa pedekuua Ha
mymopa (TURBT). Pe3euupaHusm mamepuana
Bewe nognoXkeH Ha XucCMonamoAO2UYHO U3CAEQ-
BaHe.

PE3YJITATU:
Mpu uucmockonusama ce BusyaAusupa 2oAAMa

ekzodumHa mymopHa popmauyua, AeCHO kopBaA-
wa npu gonup. TpaHcypempaAHama pesekuuA

npomeue 6e3 UHMpa- u paHHU caegonepamuB-
HU ycAoXkHeHusa. XucmoAo2uyHomo u3cAegBa-
He ycmaHoBu embpuoHaneH pabgomuocapkom.
Cneg okoHuamenHama guaszHo3a nauueHmkama
Hbewe HacoueHa kbM MyAMUQUCUUNAUHAPEH OH-
konozuueH ekun 3a cmagupaHe U onpegenfHe Ha
nocaegBawomo AeuyeHue Coba2AacHO MexXkgyHa-
pogHume mepaneBmuuHu hpomokoau. [5]

3AKJIIOYEHUE:

To3u kauHuueH cayuyau noguepmaBa He-
obxogumocmma om noBuweHa oOHKOoAO2UYHA
BbgumenHocm B8 gemckama ypoaozua. Makap u
pegku, 3anokauecmBeHume azpecuBHU mymopu
Ha nukouyHuA Mexyp npu geua cbwecmByBam u
yecmo ce pas3BuBam caeg gbAave HBeszcumnmo-
MeH nepuog UAu ¢ nogBerkgawo HecheuuduyHU
cumnmomu. [2,4] Kamo ypoao3su, Hue mpabBa
3agonkumenHo ga BkalouBame mesu HeonaasmMu
B gudepeHuuanHO-guagHOCMUYHUA CU hA@H hpu
Bcaka xemamypusa. CBoeBpemeHHama obpas-
Ha guasHocmuka, npaBuAHOMO MyAMUMOgaAHO
AeYyeHue U CmMpPUKMHOMO gbA20CPOYHO NPOCAe-
gABaHe ca eguHcmBeHusm kalou koM npomsaAHa
Ha npozHo3ama u cnacABaHemo Ha gemckua Xku-
Bom. [5]

KJ1l040BU AyMU:

Xemamypus, embpuoHaneH pabgomuocap-
koM, mpaHcypempanHa pe3ekuus.

JINTEPATYPHA CITPABKA:

1. Sultan I, Qaddoumi I, Yaser S, et al. Bladder
and prostate rhabdomyosarcoma in children and
adolescents: A population-based and Single-
Institutional study. Journal of Pediatric Urology,
2021.

2. Rodeberg DA, Wharam MD, Lyden ER, et al.
Delayed diagnosis and implications in pediatric
lower urinary tract rhabdomyosarcoma. Pediatric
Blood & Cancer, 2019.

3. Arndt CAS, Stoner JA, Hawkins DS, et al.



( YPOHET/URONET O 22026 Q AETCKA YPOAOT S

85]

Vedicators of outcome for children with localized
bladder/prostate rhabdomyosarcoma: A report
from the Children's Oncology Group. Journal of
Clinical Oncology, 2018.
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EMBRYONAL RHABDOMYOSARCOMA
OF THE URINARY BLADDER
IN A PEDIATRIC PATIENT - CASE
REPORT"

M. Tsanev, E. Atanasov, S. Andreev, l. A. Georgiev, Z. Siromahov
DEPARTMENT OF UROLOGY, ,VITA” MULTIPROFILE HOSPITAL FOR ACTIVE TREATMENT, SOFIA,
BULGARIA

INTRODUCTION:

Embryonal rhabdomyosarcoma (ERMS) of the
urinary bladder in children is an extremely rare
disease, with a global incidence of approximately 1
in6,000,000t0 1in 10,000,000 children annually. [1]
In girls, bladder tumors are frequently diagnosed at
an advanced stage due to non-specific symptoms
that initially mimic benign urological conditions. [2]
The disease predominantly affects young children
between 1 and 4 years of age, with a median age
at diagnosis of around 3 years. [1,3] A clear male
predisposition is observed, as boys are affected
far more frequently than girls, accounting for over
80% of patients in some cohort studies. [3,4]

OBJECTIVE:

The objective of this presentation is to report
a rare case of a malignant bladder neoplasm in a
pediatric patient, outlining its clinical presentation,
diagnostic evaluation, and subsequent
management.

MATERIALS AND METHODS:

We present a clinical case of a 9-year-old
girl hospitalized due to macroscopic hematuria.
Following laboratory and imaging evaluations,
an intravesical tumor mass was identified. A
diagnostic cystoscopy was performed, followed
by a transurethral resection of the bladder tumor
(TURBT). The resected tissue specimen was
submitted for histopathological examination.

RESULTS:

Cystoscopy revealed a large, exophytic
tumor mass that bled easily upon contact. The
transurethral resection was completed without
intraoperative orearly postoperative complications.
Histopathological examination confirmed the
diagnosis of embryonal rhabdomyosarcoma.
Following the definitive diagnosis, the patient
was referred to a multidisciplinary oncology team
for staging and the formulation of a subsequent
treatment plan in accordance with international
therapeutic protocols. [5]

CONCLUSION:

This clinical case highlights the crucial need
for heightened oncological awareness in pediatric
urology. Although rare, aggressive malignant
bladder tumors do occur in children and often
develop after a prolonged asymptomatic period or
present with misleadingly non-specific symptoms.
[2,4] As urologists, we must strictly include these
neoplasms in the differential diagnosis of any
case of hematuria. Timely imaging diagnostics,
appropriate multimodal treatment, and rigorous
long-term follow-up remain the only key to altering
the prognosis and saving pediatric lives. [5]

KEYWORDS:

Hematuria, embryonal
transurethral resection.
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PEOMEPALLM NPU OELLA
C KPUNTOPXU3 DM -
WHTPAONEPTUBHA HAXOKA U
NOBEAEHUE

C. AHppees, E. AtanacoB, M. Llanes, U. A. Teoprues, XK. Cupomaxos
1. OTAEJIEHME MO YPOJIOTNA, MBAJT BUTA, COOUA

BbBE/JEHUE:

Kpunmopxuambm e egHa om Hau-yecmume
BpogeHu MaandopMauuu npu MoMuyemama, kamo
yecmoma My gocmuea go 1-4.6% om goHoce-
Hume MomueHua.(1,2,4) MNpu geua, npu koumo
mecmuca He e 3aBbpuun gecueHsyca cu go 12-
18 Mmeceua ce npenopvuBa onepamuBHO AeueHue
(1,2). NeueHuemo Ha geua ¢ kpunmopxu3oM ce
Hana2a nopagu yBeauueHuam puck om penpo-
gykmuBHu npobaemu npu makuBa nauueHmu u
noBuwaBaHemo Ha oHkoAO2UYHUAM UM NOMEH-
uuan. (1) Opxugonekcusama e npouegypa ¢ gobpa
ycneBaemocm, kamo Hau-uecmume yCAOXKHEHUA
ca HaAu4uemo Ha XunonAasuA Ha mecmuca, UH-
dekuuna uau pempaxupaHe Ha mecmuca. (3) Npu
Heycnex Ha uHmepBeHuyuAama ce npenopouBa pe-
onepauus go egHa 2oguHa caeg nopBama nopa-
gu nopagu 3ana3BaHe Ha Bo3cmaHoBumeAHuam
nomeHuuaA Ha mecmuca. (2)

HEJ:

Llenma Ha HacmoAwama npeseHmauuna e ga
npegcmaBumM pe3yamamume HuU npu peonepa-
uuume Ha geua ¢ kpunmopxusbM 3a nepuog om
gBe 20guHu.

MATEPUAJIU U METOA4UN:

Om meceu loHu 2024 go meceu toHu 2026 20-
guHa B omgeneHuemo no Yponaozaua kom MBAA

Buma peonepupaxme 12 geua onepupaHu no
noBog kpunmopxu3obm, B8 pa3auuHu reuebHu 3a-
BegeHusa B cmpanama. Mpu Bcuuku onepupaHu
geua uHemepBeHuuama 6ewe egHOCMpaHHa,
kamo cpegHama Bo3pacm Ha onepupaHume geua
Hbewe 6 20guHu, a obuuyaltHuam cpok mexkgy gBe-
me onepauuu - MeXkgy egHa u mpu 20guHuU.

PE3YJITATU:

Mpu Bcuuku geua gocmanom 6bewe uH2BuHa-
AeH, kamo npu eguHagecem om nauueHmume
ce u3Bopwu opxugonekcua ¢ gobpa no3uuus Ha
onepupaHuam mecmuc 8 ckpomyma, a npu egHo
om geuama ce u3Bopwu opxuekmomusa. [lpu
nem om onepupaHu nauueHmu ce ycmaHoBu Ha-
AUYUE Ha HOPMaAHU pa3Mepu Ha onepupaHuam
mecmuc, a Npu ocmaHaAume ce omkpu Xunonaa-
3uA. Npu nauueHma, npu koumo ce u3Bopwiu op-
xuekmomusa ce omkpu npegxogHO NO3UUUOHUPaH
abgMuHaAHO pasnoAoXKeH mecmuc C HeynewHa
npegxogHa opxugonekcuA, ¢ HaAuyue Ha CUAHO
pegyuupaHu pasMepu Ha mecmuca, NPOMeEHeHa
aHamomusA u HeBb3moxkHocm 3a MobuausupaHe
Ha mecmuca. Hau-yuecmama uHmpaonepamuGBHa
Haxogka e HegocmambuHO omnpenapupaHe Ha
xepHuanHuam cak u kpemacmepHume BaakHa,
kakmo u HeomBapaHemo Ha uH2BuHanHUAM ka-
HaAn. CpegHomo onepamuBHo Bpeme e 1 uac u 30
MUHymu, kamo He ce HabalogaBaxa caegonepa-
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mMuBHU yCAOXKHEHUS Npu onepupaHume geua.
OBCbX/AHE:

Opxugonekcuama e pymuHHa u Heobxoguma
uHmepBeHuua npu geua ¢ kpunmopxu3om. ToBa
e onepauuA ¢ gobpa ycneBaemocm cnasBauku
cpmukmHo emanume Ha uHmepBeHuuama. Om
kalouoBo 3HaueHue e paHHOmMoO u kbcHOMoO cae-
gonepamuBHO npocaegABaHe ¢ oaneg B3emaHe
Ha HaBpeMeHHU peweHuA npu Hy>kgama om noB-
MOPHO onepamuBHO AeveHue.

KJ1I040BU AYMU:
Pe onepauuu, Kpunmopxusbm, Xunonaasusa

-
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REDO SURGERY FOR
CRYPTORCHIDISM IN CHILDREN:
INTRAOPERATIVE FINDINGS AND

SURGICAL MANAGEMENT

S. Andreev, E. Atanasov, M. Tsanev, l. A. Georgiev, Zh. Siromakhov
DEPARTMENT OF UROLOGY, VITA HOSPITAL, SOFIA, BULGARIA

INTRODUCTION

Cryptorchidism is one of the most common
congenital anomalies in boys, with a reported
prevalence of 1—4.6% amongfull-term male infants.
(1,2,4) Surgical treatment is recommended when
spontaneous testicular descent has not occurred
by 12—18 months of age. (1,2). The rationale for
treatment is to reduce the risk of impaired fertility
and the increased risk of testicular malignancy
associated with an undescended testis.(1)

Orchiopexy is a well-established procedure
with a high success rate. However, complications
such as testicular hypoplasia, wound infection, and
testicular re-ascent may occur.(3) In cases of failed
primary orchiopexy, redo surgery is recommended
within one year in order to preserve the remaining
functional potential of the affected testis.(2)

OBJECTIVE

To present our experience and surgical
outcomes of redo orchiopexy in children treated
over a two-year period, with emphasis on
intraoperative findings and surgical management.

MATERIALS AND METHODS

Between June 2024 and June 2026, twelve
children underwent redo surgery for recurrent

cryptorchidism at the Department of Urology,
VITA Hospital, Sofia. All patients had previously
undergone unilateral orchiopexy in different
hospitals across Bulgaria.

The mean age at reoperation was 6 years. The
interval between the primary operation and redo
surgery ranged from one to three years.

RESULTS

An inguinal approach was used in all patients.
Successful redo orchiopexy with satisfactory
scrotal positioning of the testis was achieved in
11 patients, while one child required orchiectomy.

Five testes demonstrated normal size at surgery,
whereas varying degrees of testicular hypoplasia
were identified in the remaining patients. The
patient who underwent orchiectomy had previously
undergone unsuccessful orchiopexy for an intra-
abdominal testis. Intraoperatively, the testis was
found to be severely atrophic with distorted
anatomy, making safe mobilization impossible.

The most frequent intraoperative findings
included inadequate dissection of the hernia sac
and cremasteric fibers, as well as failure to open
the inguinal canal during the primary procedure.
The mean operative time was 90 minutes. No
postoperative complications were observed.
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DISCUSSION

Orchiopexy is a standard and essential
procedure in the management of cryptorchidism,
with excellent outcomes when all surgical steps are
meticulously performed. Careful early and long-
term postoperative follow-up is crucial for timely
identification of treatment failure and appropriate
planning of redo surgery when indicated.

KEYWORDS:

Redo orchiopexy, Cryptorchidism, Testicular
hypoplasia
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JIANNAPOCKONCKO OTCTPAHABAHE
HATUTAHTCKA NMPOCTA KUCTA HA
BbbbPEKA HA 4-TOAWULLUHO AETE

M. BNIATOEBA, I. MUHOBA, T. MEJ10B, IN. AHTEJ10B, C. NEEB
YMBANCM H. i. TMPOTOB” - COOWA
KNMUHWKA MO CMNEWHA U AETCKA YPONOT VA

BbBEAEHUE:

CoaumapHama uAu owe npocma kucma Ha
bvbpeka e uecma Haxogka npu Bv3pacmHume
uHguBugu u 3HauyumeAHo no-pAgka npu geua.
B HacmoAwuA kauHuueH cayyau npegcmaBame
2ueaHmcka npocma kucma Ha 6vbpek npu 4-20-
guUWHO geme, npemMaxHama u3noa3Bauku aana-
pockoncka mexHuka.

HEJ:

[a npegcmaBum pesayamama om kombuHupa-
Hemo Ha mpaHckymaHHa achupauuf, nocaegBa-
Ha om Aanapockoncko omcmpaHsaBaHe npu geme
¢ 2u2aHmcka npocma kucma Ha 6vbpeka

MATEPUAJIU U METO/AN:

Ha nopBuA eman om onepauuAama ce nocma-
Bu ypempaneH kamemvbp Ha nauueHma. lNocma-
Bu ce nopBuAa nopm npe3 nona 3a onmukama.
Mopagu 2oneMuHama Ha kucmama, koamo He
no3BoanABa ga ce co3gage Heobxogumama UH-
cydnrauusa , nopBoHauanHO ocHoBHama yacm om
meuyHocmma U ce achupupa mpaHckymaHHo. Ha
Bmopusa eman om onepauusama, caeg nocmags-
He Ha pabomHume nopmoBe, kucmama ce om-
npenapupa Aanapockoncku om 3aobukarawume
A mokaHu u ce ekcuusupa Ha 0.5cm om 6vbpeu-

HUA napeHxuM. MNpenapamom ce npemaxHa ce 8
uAAOCM Npe3 Manbk goNbAHUMEAEH Pa3pes.

PE3YJITATU:

Oememo ce gexocnumaausupa Ha 4emBop-
musa nocmonepamuBeH geH. [NNocmuaHam e om-
AUYEH pe3yamam no OomHoweHue npemaxBa-
Hemo Ha kucmama u 3ana3BaHe uenocmma Ha
nuenokanukcHama cucmema u gpeHaka Ha 6o-
bpeka. BoAkoBusm cuHgpPOM e 3HaYuUMeEAHO pe-
gyuupaH cnpamo omBopeHu onepauuu B cowus
obem. KoamemuuHuam pesyamam e noBeue om
3agoBoaumeneH, kamo gBa Mmeceua caeg onepa-
uuAma noumu He Audam uukampukcu.

OBbCbX/AAHE:

KombuHauusma om mpaHckymaHHa acnupa-
UuUA Ha yacm om meyHocmma, hocAaegBaHo om
nanapockonckomo omcmpaHaBaHe Ha 2uz2aHm-
cku npocmu kucmu e uygecHa anmepHamuBa Ha
omBopeHume kucmekmomuu. ToBa e 3Hauumen-
HO No-wagAw u cowo monkoBa edhekmuBeH me-
mog.

KJI40BU JYMU:

2u2aHmcka npocma kucma Ha 6vbpeka, nana-
pockoncka onepauus, 6vbpek
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LAPAROSCOPIC REMOVAL OF A GIANT
SIMPLE RENAL CYSTIN A 4-YEAR-OLD
CHILD

P. Blagoeva, G. Minova, T. Pelov, P. Angeloyv, S. Peev
UNIVERSITY HOSPITAL“N. I. PIROGOV”, SOFIA, BULGARIA
DEPARTMENT OF EMERGENCY AND PEDIATRIC UROLOGY

INTRODUCTION:

Simple renal cysts are common in adults, but
rare in the pediatric population. We present the
case of a 4-year-old child with a giant simple renal
cyst successfully managed using a laparoscopic
approach.

OBJECTIVE:

To present the outcome of combining percuta-
neous cyst aspiration with laparoscopic cyst exci-
sion in a child with a giant simple renal cyst.

MATERIALS AND METHODS:

A urethral catheter was inserted at the begin-
ning of the procedure. The first port for the laparo-
scope was placed through the umbilicus. Due to
the size of the cyst, which prevented the creation
of the necessary insufflation, the main amount of
the fluid was initially aspirated transcutaneously.
In the second stage of the operation, following the
placement of the working ports, the cyst was lap-
aroscopically dissected from the surrounding tis-
sues and excised approximately 0.5 cm from the

renal parenchyma. The specimen was removed
intact through a small auxiliary incision.

RESULTS:

The patient was discharged on the fourth
postoperative day. Complete cyst removal was
achieved while preserving the integrity of the
pelvicalyceal system and normal renal drainage.
Postoperative pain was significantly reduced
compared with conventional open surgery. The
cosmetic outcome was excellent, with minimal
visible scarring two months after surgery.

DISCUSSION:

The combination of percutaneous
decompression followed by laparoscopic excision
represents a safe, minimally invasive, and effective
alternative to open cystectomy for giant simple
renal cysts in children, offering reduced surgical
trauma, faster recovery, and superior cosmetic
results.

KEYWORDS:

giant simple renal cyst, laparoscopic surgery, kidney.
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ANCTAJIHA XUNTOCNMAAUNA - HALUUTE
PE3YNTATU OT XUPYPTUYHHOTO
NEYEHUE NO METOAUTETIP
N DUPLAY C U3NMOJISBBAHE HA
CYNPANMYBUYEH APEHAX

E. AtaHacos, C. AHpgpeeB, U. A. Teoprues, M. Llanes, K. Cupomaxos, H. ilumos
OTAENEHWE NO YPONOTUA, MBAN ,BUTA”, TP. COOUA

BbBEJEHUE:

Xunocnaguama ce cpewa npu npubausumen-
Ho 1 Ha 400—500 HoBopogeHu MoMuema, kamo
gucmanHume dopmu npegcmaBaaBam okoao
60—70% om Bcuuku cayvau [1,2]. XupypauuHo-
mo AeueHue ueAu BvacmaHoBABaHe Ha yHK-
UuoHanHO agekBamHa Heoypempa, aHamoMuu-
HO pa3nonokeH Meamyc u gobop koamemuueH
pesyamam [2]. HezaBucumo om uzbpaHama pe-
koHcmpykmuBHa mexHuka, agekBamHomo cae-
gonepamuBHO gpeHupaHe e BarkeH dakmop 3a
6eanpobremHOmMo 3a3gpaBABaHe u oespaHuyva-
BaHemo Ha ycAaoXkHeHuUAMa, kamo npe3 nocaeg-
HUMe 20guHU ce HampynBam gokaszameacmBa
B8 nogkpena Ha cynpanybuuyHuAa gpeHa)k npu
pekoHcmpykmuBHama xupypauA Ha Xunocha-
guama [3,4]. B Hawama npakmuka pymuHHO ce
usnonsBa cynpanybuueH gpeHak npu pekoH-
cmpykmuBHume onepauuu 3a xunocnagus.

LEJI:

[a ce oueHAM pesayamamume om xXupypauu-
HOMO A€UYeHUe Ha hauueHmMuU C gucmaaAHa Xunoc-
nagus, onepupaHu no memogume TIP u Duplay c
usnoa3BaHe Ha cynpanybuueH gpeHaxk, kamo ce
aHaAusupam caegonepamuBHume yCAOXKHeHUA U
KpalHuAam xupypauueH pesyamam.

MATEPUAJIU U METO/AU:

N3BbpweH e pempocnekmuBeH aHanu3 Ha 196
onepauuu npu gucmanHa xunocnagus, npoBe-
geHu B OmgeneHuemo no ypoaozua kom MBAA
BUTA. Mpu Bcuuku e uanoasBaH cynpanybuueH
gpeHa. lMpu nauueHMume C gucmaAHa Xu-
nocnagua usbopom meXkgy mexHukume TIP
(Snodgrass) u Duplay e onpegenaH cnopeg xapak-
mepucmukume Ha ypempaAHama naaka, Anokaa-
HumMe mokaHu u uHMpaonepamuBHama Haxogka.
Mpu 120 om cayyaume e u3noA3BaH Memogbm

TIP, a npu 76 — memogom Duplay. NMpu geuama
C wupoka ypempanHa naaka e npuaoXkeHa mex-
Hukama Duplay, a npu me3u ¢ no-mAcHa — TIP.
lNMpocaegeHu ca uecmomama Ha caegonepamuB-
HuUmMe ycAoXkKHeHus, Heobxogumocmma om noB-
MOPHU XupypauyHu uHmepBeHuuu u dyHKuuo-
HaAHUAM pe3yAmam.

PE3YJITATU:

Mpu nauueHMume € gucmaaHa XxunochaguA
mexHukama TIP e u3noa3BaHa B 120 cayuan, a
ocmaHaaume ca pekoHcmpyupaHu no Memoga
Ha Duplay. N npu gBama onepamuBHu nogxo-
ga, uzBopweHu ¢ usnoa3BaHe Ha cynpanybuueH
gpeHaxk, ca nocmugHamu OmAUYHU pyHKUUOHaA-
HU U ko3MemuuHu pe3yamamu. Yecmomama Ha
ypempokymaHHuUme ducmyAau e npubausumen-
Ho egHakBa — 8%, a cmeHo3ama Ha Meamyca e
okono 2%. He ce ycmaHoBABam KAUHUYHO 3Ha-
yuMu pasauyuA B yecmomama Ha yCAOXKHeHUA-
ma u kpauHusa xupypauueH ycnex mexkgy gB8eme
mexHUKU npu npuAazaHemo Ha cynpanybuueH
gpeHax.

3AKJIOYEHUE:

M3non3BaHemo Ha cynpanybuueH gpeHaxk
ocueypaBa gobpu peayamamu npu AeuyeHuemo
Ha gucmaaHume xunocnaguu, mobU kamo upes
Hezo ce usbazBam HanperkeHue B obracmma Ha
2AaHca, obunHa ypempanHa cekpeuus, nonagaHe
Ha ypuHa BcaegecmBue Ha cnasdmMu Ha nNUuKouHuA
MeXyp U AOkKaAHO UHdekmupaHe Ha naacmuka-
ma, He3aBucumMo gaau € npunoykeHa mexHukama
TIP uau Duplay. NoayueHume pesyamamu nokas-
Bam, ue npunazaHemo Ha cynpanybuueH gpeHaxk
e epekmuBeH u Hage>kgeH nogxog He3zaBucumo
om u3noa3BaHama pekoHcmpykmuBHa mexHuka.
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DISTAL HYPOSPADIAS - OUR RESULTS
OF SURGICAL TREATMENT USING
TIP AND DUPLAY TECHNIQUES WITH
SUPRAPUBIC URINARY DIVERSION

E. Atanasov, S. Andreey, l. A. Georgiev, M. Tsanev, Zh. Siromakhov, N. Dimov
DEPARTMENT OF UROLOGY, VITA HOSPITAL, SOFIA, BULGARIA

INTRODUCTION:

Hypospadias occurs in approximately 1 in
400—500 live male births, with distal forms
accounting for 60—70% of all cases [1,2]. The
primary goals of surgical repair are the creation of
a functionally adequate neourethra, anatomically
correct positioning of the urethral meatus, and
an optimal cosmetic outcome [2]. Regardless
of the reconstructive technique used, adequate
postoperative urinary diversion is an important
factor for uneventful healing and reducing
complications. In recent vyears, increasing
evidence has supported the use of suprapubic
urinary diversion in hypospadias reconstruction
[3,4]. In our department, suprapubic drainage is
routinely used following reconstructive surgery for
hypospadias.

OBJECTIVE:

To evaluate the outcomes of surgical treatment
in patients with distal hypospadias repaired using
the TIP and Duplay techniques with suprapubic
urinary diversion, focusing on postoperative
complications and overall surgical success.

MATERIALS AND METHODS:

A retrospective analysis was performed
on 196 distal hypospadias repairs carried out
at the Department of Urology, VITA Hospital.
Suprapubic urinary diversion was used in all
patients. The choice between the TIP (Snodgrass)
and Duplay techniques was based on urethral
plate characteristics, local tissue quality, and
intraoperative findings. The TIP technique was

performedin 120 patients and the Duplay technique
in 76 patients. Duplay repair was preferred in
children with a wide urethral plate, whereas TIP
was selected for those with a narrower urethral
plate. Postoperative complications, the need for
secondary surgical procedures, and functional
outcomes were evaluated.

RESULTS:

The TIP technique was used in 120 patients,
while the remaining patients underwent Duplay
repair. Excellent functional and cosmetic
outcomes were achieved with both techniques
when combined with suprapubic urinary diversion.
The incidence of urethrocutaneous fistula was
approximately 8% in both groups, while meatal
stenosis occurred in approximately 2% of
patients. No clinically significant differences were
observed between the two techniques regarding
postoperative complications or overall surgical
success when suprapubic urinary diversion was
employed.

CONCLUSION:

Suprapubic  urinary  diversion  provides
favorable outcomes in the surgical treatment of
distal hypospadias by minimizing tension at the
glans, reducing urethral secretions, preventing
urine leakage caused by bladder spasms, and
decreasing the risk of local infection of the
urethroplasty, regardless of whether the TIP or
Duplay technique is used. Our results suggest
that suprapubic urinary diversion is an effective
and reliable adjunct to distal hypospadias repair,
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POBOT ACUCTUPAHA NAPUUAJIHA
HEOPEKTOMMUA 3A JIEYHEHUE HA
BbbPEYHU TYMOPW: PE3SYNITATU U
YCNNOMHEHUA

. AHakneBcKku, P. MapuHoB, B. Hukonos, J1. Cnacos, I. UBaHOB,
C. Xpuctodopos, A. Kupos, . MaHueB

BOJTHNLUA ,CbPLE N MO3bK” - BYPTAC, YPOJIOTMYHA KITMHNKA

BOJTHNLA ,CbPUE N MO3bK"” - NMJIEBEH, YPOJTIOTUYHA KNTMHUNKA

BbBEAEHUE:

MapuuanHama Hecppekmomus e npegnoyuma-
HOMO AeueHue 3a HobpeuHu mymopu <7 cMm. Po-
6om acucmupaHama napuuanHa Hecppekmomus
€ MuHuUManHo uHBasuBeH memog, koumo ocuay-
pABa npegumcmBa npeg omBopeHama Xupyp-
2uA Ha 6obpeuHume mymopu. Tyk goknagBame
pempocnekmuBeH aHanu3 Ha pobomacucmupaHa
napuuanHu Hecdpekmomuu (RAPN), usBopweHu B
Hawume ueHmpoBe. Lleama Ha moBa npoyuBaHe
€ ga ce oueHAm pe3yamamume, yCAOKHeHUAmMa,
dyHkuuoHaaHUMe U oHKkoAO2UYHUME ecbekmu Ha
RAPN npu 606peuHu mymopu.

MATEPUAJIU U METOAMN:

N3BpbweH e pempocnekmuBeH aHaAu3 om
211 nauueHmu, nogrnoXkeHu Ha RAPN 3a nepu-
og om AHyapu 2020 2. go loau 2026 2. AHaau-
3upaHuU ca U3XOogHU gaHHU 3a hauueHmume, Xa-
pakmepucmuku Ha mymopa, uHmpaonepamuBHu
YCAOXKHEHUA, NamoAO2UYEeH MyMOpPEH aHaAu3
u caegonepamuBHU ycaoXkHeHusa Ha 30-uA geH.
Bcuuku nauueHmu ca 6Axa onepupaHu CbC cuc-
memu da Vinci Xi u X, upe3 mpaHchepumoHeaneH
gocmon.

PE3YJITATU:

M3xogHume cmouHocmu BkalouBam cpeg-
Ha Bo3pacm om 63 20guHU U cpegeH UHgekc Ha
meAecHa Mmaca om 28,1. MlumpaonepamuBHume
gaHHuU BkalouBam cpegHO XupypauuHo Bpeme om
68 MUHymu u cpegHo Bpeme Ha monAa UcCxXxemMus
om 16 muHymu. CpegHomo caegonepamuBHO
HUBo Ha kpeamuHuH e 1 mg/dL. CpegHuam pas-
Mep Ha mymopa e 41,9 mm, coc cpegeH PADUA
pe3yamam om 8 u cpegeH RENAL pe3yamam om
8. PeseuupaHume mymMopu ca npegumHo cTla
(53,5%), cT1b (39,8%), cT2a (3,8%), cT2b (2,8%).
Obwo 19,2% om nauueHmMume ca UMaAu Yyc-
noXkHeHusa Ha Clavien-Dindo, om koumo 63% ca
Clavien-Dindo I; 34,2%, Clavien—Dindo Il; 2,3%,
Clavien—Dindo lllb, 0,47 %, Clavien—Dindo 4a.

3AKJIIOYEHUE:

RAPN e edekmuBHa u 6esonacHa mexHuka
3a AeUeHue Ha COAUgHU BbbpeuHu Macu, geMoH-
cmpupawa Hucbk npoueHm Ha YCAOXKHEHUA U
agekBameH oHkonozuueH koHMpoA. BHuMamen-
HO nogbpaHume nauueHmMu mMoz2am ga ce nog-
Aokam Ha 6He3onacHa pesekuuAa Ha mymopa ¢
OMAUYHO 3ana3BaHe Ha HobpeuHama dpyHkuusa u
obewaBawu oHkoAO2UYHU pe3yamamu.
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ROBOTIC PARTIAL NEPHRECTOMY FOR
TREATING RENAL MASSES:
OUTCOMES AND COMPLICATIONS

D. Anakievski, R. Marinov, V. Nikolov, L. Spasov, G. lvanov,
S. Hristoforov, A. Kirov, P. Panchev
HEART AND BRAIN HOSPITAL - BURGAS, UROLOGY CLINIC
HEART AND BRAIN HOSPITAL - PLEVEN, UROLOGY CLINIC

INTRODUCTION:

Partial nephrectomy is the preferred treatment
for renal tumors <7 cm. Robot-assisted
laparoscopic approach is a minimally invasive
method that offers advantages for resecting
renal tumors. Here, we conducted a descriptive
retrospective analysis of the robotic partial
nephrectomies (RPNs) performed at our centers.
The aim of this study is to assess the outcomes,
complications, functional, and oncological effects
of RAPN for renal tumours.

MATERIALS AND METHODS:

A retrospective cohort of 211 patients who
consecutively underwent RPN between January
2020 and July 2026 was investigated. Baseline
patient data, tumor characteristics, intraoperative
variables, pathological tumor analysis, and
postoperative complications at 30 days were
analyzed. All patients underwent robotic surgery
with da Vinci Xi and X systems, via transperitoneal
access.

RESULTS:

Baseline values included a median age of 63
years and a median body mass index (BMI) of
28.1. Intraoperative variables comprised a median
surgical time of 68 min and a median warm
ischemia tim1e of 16 min. The mean postoperative
creatinine level was 1 mg/dL. The median tumor
size was 41.9 mm, with a median PADUA score
of 8 and a median RENAL score of 8. Resected
tumors were predominantly cT1a (53.5%), cT1b
(39.8%), cT2a (3.8%), cT2b (2.8%). A total of
19.2% of the patients experienced Clavien—Dindo
complications, of which 63% were Clavien—Dindo
I; 34.2%, Clavien—Dindo II; 2,3 %, Clavien—
Dindo llIb, 0,47 %, Clavien—Dindo 4a.

CONCLUSION:

RPN is an effective and safe technique for
treating solid renal masses, demonstrating a
low complication rate and adequate oncologic
control. Carefully selected patients can undergo
safe tumor resection with excellent preservation
of renal function and promising oncological
outcomes.
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POBOT-ACUCTUPAHA NAPLUUAJTHA
HEOPEKTOMUA C HYJIEBA UCXEMUA
- KIMHAYEH ONAT

'"W. BbnkaHos, 2C. BbnkaHos, 'B. MaBnos, 'A. LiBeTkos, 'C. NeHeB,
T. Xpucros, 'H. Hukonos, 'K. Konapos, '[l. Auwnues, 'C. ATaHacoB,
0. KepuHos, '[. CraHues, 'U. Painues 'A .baHueB, 2M. [loiikoB
'KNMNHUKA MO YPONIOT A, YMBAN ,KACIMENA” - MNOBAOWVB
2KATEOPA NO,YPOJIOIMA N OBLLA MEOVMUWNHA", MEOAVWLUMHCKN YHUBEPCUTET - NMJIOBAWMB

BbBEAEHUE:

BobpeuHoknemobuHuAm kapuuHomM e cpeg
Hau-uecmume YpPOAO2UYHU HeonAasduu, kamo
yecmomama Ha guasHocmuuupaHe Ha MaAku
6vbpeuHu mymopu HapacmBa ¢ wupokomo npu-
AOYKEHUe Ha cbBpemMeHHUMe obpasHu Memogu.
MapuuanHama Hedpekmomua e opzaHocouxpa-
HABaw, nogxog, npu koumo dyHkuuoHaAHUAM
peayamam 3aBucu om obema 3ana3eH HobpeueH
napeHxum, Bpememo Ha ucxemus, kauecmBomo
Ha pe3ekuuAama, xemocmasama u pekoHcmpyk-
uuAama [1—5]. TexHukama 6e3 kanamnupaHe Ha
6vbpeuHume cogoBe, uzBecmHa kamo ,HyAeBa
ucxemMusa“, ueau MakcuManHO cbxpaHfABaHe Ha
6vbpeuHama dyHkuus.

LEJT:

Na npegcmaBum Hawusa onum ¢ pobom-acuc-
mupaHa napuuanHa Hedpekmomusa, usBopuweHa
OCHOBHO upes mexHuka ¢ HyAeBa ucxemus.

MATEPUAJIU U METO/AN:

3a nepuoga AHyapu 2026 — loau 2026 mex-
Hukama e npuno>keHa npu 12 nauueHmu. [Mpe-
gonepamuBHo Bcuuku nauueHmu ca uscaegBaHu
¢ koHmpacmHo-ycuneHa komnlombpHa MOMO-
2paduAa 3a oueHka Ha cogoBama aHamomMusa Ha
6vbpeka u rnokaruzauuama Ha mymopa. bvbpeu-
Hama ¢yHKkuuA e oueHeHa upe3 cepyMeH kpea-
MUuUHUH npegonepamuBHo, npu usnucBaHemo u
Ha nopBua caegonepamuBeH meceu. Mpu eguH
nauueHm e u3noa3BaHa 3D pekoHcmpykuusa c
HachazBaHe Ha obpasa B peanHo Bpeme u cenek-
muBHo knamnupaHe Ha apmepuaseH kaoH. Mpu

ocmaHaAume nauueHmu uHmepBeHuuama e us-
BopweHa 6e3 knamnupaHe Ha HobpeuHume co-
goGe.

PE3YJITATU:

CpegHama kpoBosazyba e 370 ml, a cpegHo-
mo onepamuBHo Bpeme — 100 min. B caegonepa-
muBHUA Nnepuog He ca peaucmpupaHu YCAOXKHe-
HuUfA, HUMO Heobxogumocm om kpoBonpeauBaHe.
MauueHmume ca gexochumaau3upaHu om yem-
BopmuA go wecmusa caegonepamuBeH geH npu
camocmosamenHa mobuausauus, Bb3cmaHoBeH
upeBeH nacak U MuHUMaAHa Heobxogumocm om
nepopanHa aHanze3uA. BobpeuHama cdyHkuua ce
3anasBa cmabunHa, 6e3 KAUHUYHO 3HAUUMO No-
BuwaBaHe Ha cepyMHuUA kpeamuHUH go nopBus
cnegonepamuBeH meceu.

OBCbX/AAHE:

Pobom-acucmupaHama napuuanHa Hedpek-
momuA ¢ HyneBa ucxemua e mexHuuyecku npeg-
usBukameAHa, HO npunoXkuma cmpameauA npu
BHumamenHo nogbpaHu nauueHmu. TA usuckBa
npeuusHa npegonepamuBHa obpasHa oueHka,
no3HaBaHe Ha BvbpeuHama cbgoBa aHamomus
u gobpe cuHxpoHu3upaH onepamuBeH ekun. lMpu
nogxogAwa cenekuuAa mexHukama no3BoaaBa
op2aHocbxpaHABawo AeveHue ¢ BaazonpusmHU
paHHU dyHKUUOHAAHU U nepuonepamuBHuU pe-
3yAmamu.

KJIDYOBU YMU:
pobom-acucmupaHa napuuasHa Hedpekmo-

Mus; HyaeBa ucxemus; 6obpeuHa dpyHkuun; one-
pamuBHa mexHuka.
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ROBOT-ASSISTED PARTIAL
NEPHRECTOMY WITH ZERO ISCHEMIA
— CLINICAL EXPERIENCE

'I. Valkanov, %S. Valkanov, 'G. Hristov, 'V. Pavlov, 'S. Penev, 'D. Tsvetkov, 'N. Nikolov, 'K. Kolarov,
'D. Dishliev, 'S. Atanasov, 'D. Kerinov, 'D. Stanchev, 'l. Raychev, 'A. Banchev, M. Doykov
'DEPARTMENT OF UROLOGY, UNIVERSITY HOSPITAL “KASPELA” - PLOVDIV
’DEPARTMENT OF UROLOGY AND GENERAL MEDICINE, MEDICAL UNIVERSITY - PLOVDIV

INTRODUCTION:

Renal cell carcinoma is among the most
common urological malignancies, and the detection
rate of small renal tumors has increased with the
widespread use of modern imaging modalities.
Partial nephrectomy is a nephron-sparing approach
in which functional outcomes depend on the amount
of preserved renal parenchyma, ischemia time,
quality of tumor excision, hemostasis and renal
reconstruction [1—5]. The off-clamp technique,
known as “zero ischemia”, aims to maximize
preservation of renal function.

AIM:

To present our experience with robot-assisted
partial nephrectomy performed predominantly
using a zero-ischemia technique.

MATERIALS AND METHODS:

Between January 2026 and July 2026,
the technique was applied in 12 patients.
Preoperatively, all patients underwent contrast-
enhanced computed tomography to assess renal
vascular anatomy and tumor location. Renal
function was assessed using serum creatinine
preoperatively, at discharge and one month
after surgery. In one patient, three-dimensional
reconstruction with real-time image overlay and
selective arterial branch clamping was used. In
all other patients, the procedure was performed
without clamping of the renal vessels.

RESULTS:

The mean estimated blood loss was 370
ml, and the mean operative time was 100 min.
No postoperative complications or need for
blood transfusion were observed. Patients were
discharged between postoperative days 4 and
6, with independent mobilisation, restored bowel
function and minimal requirements for oral analgesia.
No clinically significant increase in serum creatinine
was observed at the one-month follow-up.

DISCUSSION:

Robot-assisted partial nephrectomy with zero
ischemia is a technically demanding but feasible
strategy in carefully selected patients. It requires
precise preoperative imaging, detailed knowledge
of renal vascular anatomy and a well-coordinated
surgical team. In appropriately selected cases,
the technique allows nephron-sparing treatment
with favorable early functional and perioperative
outcomes.

KEYWORDS:

robot-assisted partial nephrectomy;
ischemia; renal function; surgical technique.

JINTEPATYPHA CITIPABKA / REFERENCES

1. Volpe A, Blute ML, Ficarra V, Gill IS, Kutikov A,
Porpiglia F, Rogers C, Touijer KA, Van Poppel H,
Thompson RH. Renal ischemia and function after
partial nephrectomy: a collaborative review of the
literature. Eur Urol. 2015;68(1):61-74. doi:10.1016/j.
eururo.2015.01.025. PMID: 25703575.

2. Hung AJ, Tsai S, Gill IS. Does eliminating global
renal ischemia during partial nephrectomy improve
functionaloutcomes? CurrOpinUrol.2013;23(2):112—
117. doi:10.1097/MOU.0b013e32835d6b29. PMID:
23287461.

3. Klatte T, Ficarra V, Gratzke C, Kaouk J, Kutikov
A, Macchi V, et al. A literature review of renal
surgical anatomy and surgical strategies for partial
nephrectomy. Eur Urol. 2015;68(6):980-992.
doi:10.1016/j.eururo.2015.04.010. PMID: 25911061.

4. Desai MM, de Castro Abreu AL, Leslie S, Cai
J, Huang EY, Lewandowski PM, et al. Robotic
partial nephrectomy with superselective versus
main artery clamping: a retrospective comparison.
Eur Urol. 2014;66(4):713-719.  doi:10.1016/;.
eururo.2014.01.017. PMID: 24486306.

5. Hung AJ, Cai J, Simmons MN, Gill IS. “Trifecta”
in partial nephrectomy. J Urol. 2013;189(1):36-42.
doi:10.1016/j.juro.2012.09.042.

zZero



(YPOHET/URONET Q 2'2026 O ONEPALUN TPV TYMOPU HA BbBEPEKA 1 YPETEPA

)

HYBRID SURGICAL APPROACHES
IN THE TREATMENT OF URETERAL
CARCINOMA - OURTEN-YEAR
EXPERIENCE

J.lvchev'?, I. Minev'?, D. Markovski'3, A. Izairi'?
1. CITY GENERAL HOSPITAL ,8TH OF SEPTEMBER", SKOPJE, NORTH MACEDONIA
2. FACULTY OF MEDICAL SCIENCES, GOCE DELCEV UNIVERSITY, STIPNORTH MACEDONIA
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SUMMARY

INTRODUCTION:

Ureteral carcinomas are rare tumors,
accounting for about 1% of all other malignant
tumors of the urinary tract. Due to their aggressive
local infiltration and rapid hematogenous
dissemination, accompanied by a high mortality
rate of 20-30% and a short five-year survival
(10-15% in metastatic disease and 30-60% in
locally advanced tumors), malignant ureteral
tumors represent a constant challenge in modern
urological-surgical practice (1).

Pathohistologically, transitional cell carcinoma
is the most common with over 90%, and the
remaining 10% are squamous cell carcinoma (2).

The success of urological-surgical treatment
depends on: timely diagnosis, differentiation of
the cancer, stage of the disease, age and present
comorbidities of the patient.

Treatment consists of radical
nephroureterectomy, which includes radical
nephrectomy and ureterectomy with excision of the
intramural part of the ureter. Nowadays, classical
nephroureterectomy in developed countries is
increasingly being replaced by robot-assisted
surgery, laparoscopic methods or combined
urological-surgical methods such as: endoscopic
excision with laparoscopic nephroureterectomy
and endoscopic excision with open classical
nephroureterectomy (2,3). The choice of surgical
method depends primarily on the equipment of
the surgical institution, the training of the surgeon
and the health status of the patient.

MATERIAL AND METHODS:
The study includes an analysis of diagnostic

procedures, number of hospital days,
postoperative complications and survival time of

44 patients with urothelial carcinoma of the ureter,
operated with different surgical techniques at the
urology department of the City General Hospital
»8-mi Septemvri® in Skopje, in the last 10 years. In
this regard, 19 patients operated laparoscopically
or with combined surgical methods were analyzed
as a study group and 25 patients as a control
group, operated with open surgery. The data
obtained in the study were statistically processed
and presented as percentage, mean value,
p-value, tabular and graphical presentation.

OBJECTIVES:

-comparative analysis of the success of
treatment between patients operated on with open
surgery and patients operated on laparoscopically
or with combined surgical methods.

-comparative study of the results and types of
hybrid (combined) surgical techniques published
in recent years, in relation to the results of our
study.

-drawing a conclusion about the most adequate
hybrid surgical technique in the treatment of
transitional cell carcinoma of the ureter, according
to our experience so far.

RESULTS:

Out of a total of 44 patients operated on
for urothelial carcinoma of the ureter, in 25
(56.8%) an open surgical method was used -
nephroureterectomy with two surgical incisions
(lumbotomy and transvesical excision of the
intramural part of the ureter with a small Gibson
incision). In the last 5 years, in the remaining 19
(43.2%) patients the following surgical techniques
were used: in 5 patients or 11.36% laparoscopic
nephroureterectomy was performed, in 7 (15.9%)
combined endoscopic with open surgery and in 7
(15.9%) combined endoscopic with laparoscopic
method. The average hospital stay for patients
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operated on with open nephroureterectomy
is 9.3 days, for patients operated on only
laparoscopically 7.2 days, for patients operated
on with combined endoscopic and open
surgery 7.3 days, and for patients operated on
with combined endoscopic and laparoscopic
methods 6.6 days. Patients operated on with a
hybrid endoscopic-laparoscopic method, as well
as patients operated on laparoscopically only,
did not have any postoperative complications,
while patients operated on with an open surgical
technique showed complications in the form of
local postoperative infections in 16.5%.

DISCUSSION:

Ureteral neoplasms are rare malignant tumors
of the urinary organs with an annual incidence
of about 0.95 to 1.15/100,000 cases per year. In
previous studies, more than 90% are represented
by transitional cell carcinoma and about 8 to
10% by squamous cell carcinoma (1). The clinical
picture includes the following symptoms and
signs: painless hematuria in 75 to 90%, frequent
urination, hydronephrosis and lumbar pain due to
ureteral obstruction in 8 to 40% of patients (1).
Diagnosis is made on the basis of findings from
ultrasound examination, laboratory and cytological
analysis of urine, cystoscopy, CT-urography and
MR-urography. Very often, malignant neoplasms
of the ureters remain asymptomatic for a long
time, which is why patients are diagnosed in an
advanced stage of the disease.

Although rare, these tumors can often cause
rapid local invasion of surrounding organs and
metastasize to the liver, lungs, and bones, resulting
in a five-year survival rate of about 66%.

Treatment is surgical in most cases and
consists of nephroureterectomy, which also
includes the intramural part of the ureter, and only
very rarely, in the case of a bilateral tumor as in
Balkan nephropathy or a single kidney, surgery
may consist of transurethral endoscopic excision
of the tumor with a laser and preservation of the
kidney, with further treatment with Mitomycin 20
mg or BCG vaccine intravesically (4).

Nephroureterectomy with excision of the
intramural part (“cuff”) according to the surgical
method of performance can be in the form
of: open nephroureterectomy, robot-assisted,
laparoscopic or hybrid or combined (endoscopic-
laparoscopic and endoscopic with open method).
The decision on the type of surgical technique

is made based on the available technique and
instrumentation, the training of the urological
surgeons, the local finding and the general
condition of the patient. Minimally invasive surgical
methods such as laparoscopic and robot-assisted
nephroureterectomy have been shown in previous
studies to be significantly more effective in terms
of the occurrence of postoperative recurrences,
a small number of hospital days and a lower
percentage of postoperative complications
compared to open surgery (5).

In our practice, all methods of surgical
treatment of ureteral neoplasms have been
used in the last ten years, except for the robot-
assisted method. In addition, the high percentage
of patients in whom open nephroureterectomy
was used (56.8%) in the first five years was
partly due to the lack of laparoscopic equipment
and the diagnosis of patients in a later stage of
malignancy. The introduction of the laparoscopic
method in recent years has significantly reduced
the percentage of postoperative complications,
the average hospital stay from 6 to 7 days and
the five-year survival of about 78%. The hybrid
surgical method consisting of endoscopic
excision of the intramural part of the ureter (“cuff”)
in combination with open nephroureterectomy or
laparoscopic nephroureterectomy, in our practice
so far has proven to be a very effective way of
resolving locally invasive tumors, especially in the
distal or intramural part of the ureter.

CONCLUSION:

Robot-assisted nephroureterectomy, according
to newly published studies, is the first choice
of surgical method in the treatment of ureteral
carcinoma, with the lowest number of hospital
days (2.3 to 4.6) and the lowest percentage of
postoperative complications (18% in the first 60
postoperative days) (1). Laparoscopic approach
with 4 to 7 postoperative hospital days, in the
absence of equipmentforrobotic surgery, isthe first
alternative method. Hybrid surgical treatment in
combination of laparoscopic nephroureterectomy
with transurethral excision of the intramural part of
the ureter (“cuff”), in our practice so far has proven
to be the most adequate surgical method in the
treatment of urothelial carcinoma of the ureters.
The open surgical method and the combined
method of laparoscopic and open surgery have an
indication and a successful outcome in patients
with a contraindication for intra-abdominal CO2
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insufflation (chronic heart and lung patients), with
the presence of postoperative or post-infectious
intestinal adhesions or with the presence of local
malignant infiltration in surrounding organs and
tissues.

KEY WORDS:

urothelial carcinoma, nephroureterectomy,
laparoscopic nephrectomy, hybrid
nephroureterectomy
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MACTOTO HA XUPYPTMYHOTO
JIEYEHUE MPU METACTATUYEH
BbBPEYHOKJIETBbYEH KAPLIUHOM,
KAKBA TPAGBA OA E IUMOHATA
OUCEKL A

E. Qopocmes, b. MnapeHos, U. CtoeB
YMBAJICM ,H.U. MMPOTOB*, KITMHWKA MO YPOJNIOTUA

BbBEAEHUE

Hedpekmomuama e cmaHgapmHO Xuypeauu-
HO AeueHue npu HobpeuHoknemoueH kapuuHoM.
Poasma Ha aumHama gucekuusa He e gokasaHa
npu KAUHUYHO HeycmaHoBeHU y2oAeMeHU AUM-
HU Bov3aul. Kozamo aekyBame memamcmamu-
ueH 6vbpeueH kapuuHOM, npu npegcmMoAWO
npoBe)kgaHe Ha uMyHomepanua, peguua aBmo-
pu usmokBam 3HaueHuemo Ha gobpama AumdHa
gucekuusa npegxo)kgawa cucmemMHama mepa-
nuA, 3a no-gobpama npexkuBaemocm?2.

UEN

[a ce npoyuu XupypauyHOmo AeYeHue Ha Me-
macmamuuHua 6vbpeuHokaembueH kapuuHoOM
B8 Hawua ueHmop, npu kakBu nauueHmu e npo-
BegeHo, kakBu ca xupypauuHume yCAOXKHeHuA,
nocaegBawa mepanua u npexkuBaemocm.

MATEPUAJIU U METO4U

3a nepuog om 2 2oguHu 2024-2025 ca onepu-
paHu u npocAegeHu 8 nauueHma ¢ Memacmamu-
yeH 6vobpeuHokaemuueH kapuuHoMm — Hedpek-
MOMUA U wameAHa AuMdHa gucekuuAa Ha Ha
aopma u kaBa. PeaucmpupaHu 6axa ycAo>KHeHU-
AmMa, nocaegBawama mepanua u 6Axa npocae-
geHu 3a npexkuBAaemocm.

PE3YJITATU

Om Bcuuku npoBegeHu Hedpekmomuusa
nepuoga 6% 6Axa CoC CEpuO3HO aHzakupaHu
AUM®HU Bo3Au, 2 om max ¢ 6enogpobHU Mme-
macmasu. 6 MoXke u 2 »keHu, 2 ¢ 6enogpobHuU
Memacmasu. Bcuuku 6axa 8 gobpo obwo coc-
moAHuUe, cbxpaHeHa BvbpeuHa u uepHogpobHa
dyHkuua, Bo3pacm 42 go 63 20g. Xup. gocmon
— no LLeBpoH, ocmpaHeHu 6axa Bcuuku Bugu-
MU AUMDHU nakemu okono kaBa u aopma. lNpu
2mMa umawe u mymopeH mpom6, Bcuuku nog

HUBomo Ha guadpaemama. CpegHa kpoBosaay-
6a - 1050mA, kpvBonpeauBaHe ce HanoXku npu
Bcuuku naueHmu, npu egHa nauueHmka ce peau-
cmpupa Me3b4YeH UHCYAM, Npu gpye apmepuan-
Ha mpombo3a Ha gAcHa demopanHa apmepus,
goBena go amnymauus. bes nepuonepamuBHa
cMmopmHocm. Ha Bcuuku nauuenmu 6e 3anouHa-
ma uMyHomepanus, kamo 3a nepuog om 126m 7
om nauueHmume ca »KuBu cbc cmabuaHo 3abo-
AABaHe, npu eguH ce HanoXku peonepauus Ha gBe
HoBonoABuAu ce Mema 3ag AeBu uanuauHu cogoBe
8 Myckyanamypama.

ANCKYCUA

MomBoprkgaBame C HawuAa onum gaHHU-
me, ue npoBeXkgaHe Ha wameAHa u Bb3moXk-
HO HaU-pagukanHa no obem AumdHa gucekuus
npu MemacmamuHa 6oarecm ¢ “bulky” AumdHU
nakemu u nocaegBawa umyHomepanua gaBam
gobop waHc 3a npexkuBaemocm npu aBaHcupan
H6obpeueH pak, gopu npu Hanuuue Ha 6erogpob-
HU memacmasud. BaxkHo e ga ce ombenexku u
nogbopbm Ha 6oAHUMe — nauueHmu ¢ gobop
nepdopmMaHc cmamyc, Aunca Ha mexxku npu-
gpy>kaBawu 3aboaABaHusa, maaga Bo3pacm u
Bv3amorkHocm 3a npoBexkgaHe Ha nocaegBawa
mepanus.

3AKJIIOYEHUE

MakcumanHo Bb3morkHO pagukanHOMO Xu-
pPypauyHO AeueHue ¢ noAHa gucekuus Ha B.kaBa
u aopma npu npaBuaHo nogbpaHu nauueHmu u
nocaegBawa uMmyHomepanuAa gaBa waHc 3a no-
gobpeHa npexkuBaemocm u kauecmBo Ha >Ku-
Bom.

KJIO40BU AYMU:

H6obpeuHokremoueH kapuuHoM; AUMMHU Me-
macmasu; AumdHa gucekuua
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THE ROLE OF SURGICAL TREATMENT
IN METASTATIC RENAL CELL
CARCINOMA: WHAT SHOULD THE
LYMPH NODE DISSECTION BE?

E. Dorosiev, B. Mladenov, I. Stoev
N.I. PIROGOV UNIVERSITY HOSPITAL, DEPARTMENT OF UROLOGY

INTRODUCTION

Nephrectomy is the standard surgical treatment
for renal cell carcinoma. The role of lymph node
dissection has not been established in cases
where enlarged lymph nodes are not clinically
evidentN2. When treating metastatic renal cell
carcinoma, particularly where immunotherapy is
to be administered subsequently, a number of
authors emphasise the importance of thorough
lymph node dissection prior to systemic therapy
in order to improve survival®.

AIM

To investigate the surgical management of
metastatic renal cell carcinoma at our centre,
including the patient characteristics, surgical
complications, follow-up therapy and survival
rates.

MATERIALS AND METHODS

Over a two-year period (2024—2025), eight
patients with metastatic renal cell carcinoma
underwent surgery and were followed up —
nephrectomy and radical lymph node dissection
of the aorta and vena cava. Complications and
follow-up therapy were recorded, as well as sur-
vival rate.

DISCUSSION
Our experience confirms the findings that

performing a thorough and, as far as possible,
radicallymphnodedissectionin cases of metastatic
disease with “bulky” lymph node masses, followed
by immunotherapy, offers a good chance of
survival in advanced renal cell carcinoma, even
in the presence of lung metastasesb. It is also
important to note the selection of patients —
those with good performance status, no severe
comorbidities, a young age and the ability to
undergo subsequent therapy.

CONCLUSION

Maximally radical surgical treatment with
complete dissection of the superior vena cava
and aorta in appropriately selected patients,
followed by immunotherapy, offers the prospect
of improved survival and quality of life.

KEYWORDS:

renal cell carcinoma; lymph node metastases;
lymph node dissection
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PAADK CJTIYYAU HA OTPOMHA
NMCEBAOAHEBPU3MA HA BbBPEKA,
NMPUYUNHEHA OT CMOHTAHHA
PYNTYPA HA AHTUOMUONTUNINMOM

b. MnageHoB
YMBAJICM ,H.N. MNPOTOB, KITMHWKA MO YPONOT WA

yBOA

AHzauoOMuOAUNOMUME Ca OMHOCUMeAHO pegku
gobpokauecmBeHu mymMmopu Ha 6obpeka. Okono
25% om cayyaume Moz2am ga ce npegcmaBam
CbC choHMaHHa pynmypa Ha 6vbpeka u nocaeg-
Bawa xemopazua B8 pemponepumoHeymal. Xa-
pakmepusdupam ce ¢ 3 0CHOBHU XUCMOAO2UYUHU
komnoHeHmMa- 3peAu mMacmHu kaemku, 2aagku
MyckyaHu BaakHa u kpbBoHocHU cbgoBe. Onuca-
HU Ca eguUHUYHU CAyYau Ha opmMupaHe Ha nce-
BoaHeBpuamu B pesyamam Ha chOHmMaHHuU pyn-
Mypu Ha aH2UOMUOAUNOMUZ.

NPEACTABAHE HA CJZ1YYAA

MauueHmkama Ha 312. nocmbnu npu Hac ¢
onunBawa ce 2onrAMa mymopHa opmauus B AA-
Bama kopemHa nonoBuHa. 3anaseHo obwo coc-
mosaAHue. Qopmauusma ce odopmsa 3a okono 6
mec. INpu Aaunca Ha gpyau onaakBaHuA nauueHm-
kama pewuna, ye e 3abpemeHAna UAU, ye Hagga-
Ba Ha kunozpamu. Cnaeg kamo ce omxBopaam u
gBeme Bepcuu 6un HanpaBeH KAT Ha kopemHu
opeaHu, Ha koumo ce Buxkga sonAma mymopHa
dopmauus, koamo uma Bposka ¢ AeBusa Hobpek
u AUYHuUk, 6e3 ga e Bo3mMoXkHO ga ce onpegeAnu
om kol opaaH npou3xoxkga, umMa xapakmep Ha
cenmupaHa kucma, usnbAHeHa C MeYHO Cbgbp-
»kumo, cogeuku om XE, cogoprka kpoB. Hama
aHaMHeCmuyHU gaHHU 3a mpaBma Ha nauueHm-
kama, koumo ga ob6AacHAM egHa pynmypa Ha bo-
bpeka. CovobwaBa Hu, ye no UAAOMO Cu MAAO
uma MHo>kecmBo xemamomu, koumo ce nonBsa-
Bam u uzuesBam cnoHmaHHo. Koazyroepamama,
Buoxumuama u NKK ca 6ausku go Hopmama.

B pogHuAa u epag ce nyHkmupa kucmama,

kamo nomuua houmu apmepuaaHa Ha Bug kpoB.
CocmoAHuemo nouBa ga ce BaowaBa, cmaBa
XEeMHOgUHaMuuHO HecmabunHa u ce HacouBa
kom YMBAACM ,Mupoz2oB”. MNMpucmonu ce kom
cnewHeH KAT - aaBama peHaAHa apmepua NbAHU
02poMHa ,kucmosHa“ dopmauusa Ha AeBus Bo-
bpek ¢ usamepeH obem okono 2000MA. Mopagu
onaceHus, ye npu omBopeHama peBu3ua uma
BepoamHocm nceBgoaHeBpuamama ga ce cny-
ka, ce npegnpue mpaHchemMopanHo aHauozpdus
u BpemeHHo 3anywBaHe Ha a. peHaauc ¢ H6anoH
kamemop. C mpaHcabgomMuHaneH gocmbn ce
Hamepuxa gupekmHo a. u B. peHaauc, koumo
ce npekocHaxa. Hamepu ce ozpomHa nceBgoa-
HeBpuama B H6obpeka, om koAamo ce eBakyupa-
xa 2000MmA AcHa kpoB. Bobpekom, kolumo bewe
uzbymaH usuano 8 gacHama kopemHa nonoBuHa
3ae obuyalHmo cu MAcmMo, HanpaBu ce Hedpek-
MOMUA 3aegHO C myMopHama gopmMauus.

XUCTOJIOTNYEH PE3YJITAT:

AHzuomMuoAaunoM, kyxuHama Ha kucmama e
nokpuma ¢ enumea nogobeH Ha eHgomea, koemo
no3BonnaBa Ha kpoBma ga uupkyaupa B Hes 6e3
ga ce cobcupBa.

Cneg mexkka peaHumauusa nauueHmkama ce
usnuca u 6 mMec. caeg onepauuAma e gobpe ¢
HopMaAusupaHa koasynoegpama u MNKK.

3AKJIOYEHUE

AHIMOMMOIMMOMBT € MHOI0 KOBapeH 3apaau
YecTuUTe CMOHTaHHW PYNTypu, a B C/yyas CUTyauumATa
ce YCNOXHsABalle nopagu HaNMUMEeTO Ha eHaoTen,
KOMUTO Mpeyelle Ha ecTeCTBEHOTO KPbBOCHCMPBAHE,
¢ dopmmpaHe Ha nceBaoaHeBpM3ama. HaBpemeHHaTa
OMarHosa, aHrmorpadpCcKoTo U XMPYPruyHOTO leyeHune
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Ca OT K/1t04OBA BA*KHOCT 3a CNACABAHETO Ha KMBOTA Ha
naumeHTa.
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nceBgoaHeBpusma
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A RARE CASE OF A GIANT RENAL

PSEUDOANEURYSM CAUSED BY

SPONTANEOUS RUPTURE OF AN
ANGIOMYOLIPOMA

B. Mladenov
UMHATEM “N.l. PIROGOV” DEPARTMENT OF UROLOGY

INTRODUCTION

Angiomyolipomas are relatively rare benign
tumours of the kidney. Around 25 % of
cases may present with spontaneous renal
rupture and subsequent haemorrhage into the
retroperitoneumN2. They are characterised by three
main histological components: mature fat cells,
smooth muscle fibres and blood vessels. Isolated
cases of pseudoaneurysm formation as a result of
spontaneous ruptures of angiomyolipomas have
been reportedy

CASE PRESENTATION

A 31-year-old female patient presented to our
clinic with a large, palpable tumour mass in the
left side of her abdomen. Her general condition
was stable. The mass had developed over a
period of approximately six months. As she had
no other symptoms, the patient initially assumed
she was either pregnant or gaining weight. Once
both possibilities had been ruled out, a CT
scan of the abdominal organs was performed,
revealing a large tumour-like mass connected
to the left kidney and ovary; it was not possible
to determine which organ it originated from. It
appeared to be a septated cyst filled with fluid;
judging by the contrast enhancement, it contained
blood. There is no history of trauma in the patient
that would explain a renal rupture. She reports

having humerous haematomas all over her body,
which appear and disappear spontaneously. The
coagulogram, biochemistry and CBC are close to
normal.

In her home town, the cyst was punctured,
releasing blood that appeared almost arterial in
nature. Her condition began to deteriorate; she
became haemodynamically unstable and was
referred to the Pirogov University Hospital. An
emergency CT scan was performed — the left
renal artery was filling a huge .cystic. formation
in the left kidney with a measured volume of
approximately 2,000 ml. Due to concerns that
the pseudoaneurysm might rupture during open
exploration, transfemoral angiography was
performed, followed by temporary occlusion
of the renal artery using a balloon catheter. Via
transabdominal access, the renal artery and vein
were directly identified and ligated. A massive
pseudoaneurysm was found in the kidney, from
which 2,000 ml of bright red blood was drained.
Due to concerns that the pseudoaneurysm
might rupture during open surgery, transfemoral
angiography was performed and the renal artery
was temporarily occluded using a balloon catheter.
The renal artery and vein were directly identified
via transabdominal access and ligated. A massive
pseudoaneurysm was found in the kidney, from
which 2,000 ml of bright red blood was drained.
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The kidney, which had been completely displaced
into the right half of the abdomen, was returned
to its normal position, and a nephrectomy was
performed along with removal of the tumour mass.

Histological result: Angiomyolipoma; the cyst
cavity is lined with endothelium-like epithelium,
which allows blood to circulate within it without
clotting.

Following intensive resuscitation, the
patient was discharged and, six months after
the operation, is doing well with normalised
coagulation parameters and PKC.

CONCLUSION

Angiomyolipoma is a very insidious condition
due to frequent spontaneous ruptures; in this
case, the situation was further complicated by
the presence of endothelial cells, which impeded
natural blood clotting, leading to the formation of a
pseudoaneurysm. Timely diagnosis, angiographic

and surgical treatment are of crucial importance in

saving the patient.s life.
KEYWORDS:
angiomyolipoma,;

pseudoaneurysm
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OPTAHOCDBXPAHABALLO
NEYEHUE NP ANDY3EH
KCAHTOIPAHYJIOMATOS3EH
NMMUENTIOHEOPUT - KIIMHNYEH
CNYYAU

K. KaHeB, b. MnapeHoB
KITMHNKA MO YPONOTnA, YMBANCM ,H. N. MNPOTOB* COOUA

YBOA:

KcaHmozpaHyAoMamo3HUAmM nueAoHedppum
(KT'T1) npegcmaBaaBa pAgko XpoHUUHO Bb3nau-
menHo 3abonaBaHe Ha 6vbpeka, koemo Hau-uec-
mo ce cBop3Ba c¢ obcmpykuua Ha 2opHUME
nukoyHu Nnbomuwia u Haauyue Ha omauBoueH KoH-
kpemeHm. PagukanHama Hedbpekmomusa ocmaBa
OCHOBHUAM XupypauuyeH Memog Ha AedeHue, a
opaaHocbxpaHABawu onepauuu ca u3BopweHu
egBa npu okono 2% om nauueHmume.N2 Coanac-
Ho npenopvkume Ha EBponelckama acouuauus
no ypoaozusa (EAU), npu o6cmpykmuBHa uHdek-
uuA Ha 20pHUMe NUKOYHU nbmuwa nbpBoHauan-
Homo AeueHue BkalouBa cnewHa gekomnpecus
Ha omgeAumeAHama cucmema u aHmubuomuuHa
mepanuA, nocaegBaHu om okoHUYUameAHO Xupyp-

2UUHO AeYeHuUe.y
KJINHWUYEH CITYYAN:

MpegcmaBame 32-2oguwHa nauueHmka c 6oA-
ka B gAacHama noAcHa obaacm, memnepamypa
go 39,2°C, neBkouumosa u noBuweHu Bo3nanu-
meAHU nokaszameau, 6e3 kanuHu4YHO nogobpeHue
cneg ambynamopHo AeueHue ¢ AeBodaokcauuH u
mpuMemonpum/cyadamemokcason. Exozpad-
ckomo uscnegBaHe ycmaHoBu yBeAuueH geceH
6obpek ¢ kopanoBugeH koHkpemeHmM u MHOXke-
cmBo kucmosHu uameHeHusa. KT ypozpaduama
gemMoHcmpupa obpas, xapakmepeH 3a gudyseH
KI'M (,bear paw sign®), uspaseHu nepucdokarHu
Bo3naaumenHU NpomMeHu, 3anadeHo koHmpac-
mupaHe Ha 20pHUA U cpegHua BobpeueH noaloc,
AUNca Ha KoHmpacmupaHe Ha goAHUA noAloc u
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Aunca Ha nacayk Ha koHmpacmHomo BewecmBo
koM gecHuAa ypemep. B neBus 6obpek ce ycma-
HOBu HeobcmpykmuBeH koHkpemeHm npu 3ana-
3€eH YPUHEH gpeHaXk.

N3BopweHa 6e cnewHa nepkymanHa Hedpoc-
momuAa ¢ eBakyauuAa Ha obunHO koauuecmBo
2HoeH ekcygam, nocaegBaHa om uHmpaBeHo3Ha
aHmubuomuuHa mepanusa. Caeg oBragABaHe Ha
uHdekuuama bewe uszBopweHa pesekuua Ha go-
AHUA 6obpeueH noaloc ¢ ekecmpakuusa Ha kopano-
BugHuA koHkpemeHm u nocmaBsaHe Ha JJ-cmeHm.
XucmonaozuuHomo u3caegBaHe nomBopgu xpo-
HuueH gecmpykmuBeH Bo3naAumeneH Npouec,
coomBemcmBaw, Ha kcaHmozpaHyAOMamo3eH
nueAnoHedpum, nauueHmkama bewe ocmaBeHa
Ha ypoaHmucenmuyHa npocdusakmuka ¢ HUMpo-
kcoAauH 3a 2 mec. Ha koHmpoaHusa KT caeg wecm
Meceua B obracmma Ha omcmpaHeHama 3acea-
Hama yacm om H6vbpeka ce ycmaHoBu kucmuuHa
konekuus ¢ paamep 4cm, 6e3 kauHuka. Ha ocmMus
meceu konekuusma e ¢ pasmep 2cMm. 3a nepuog
om 2 20gUHU ca peaucmpupaHu 4 caydyana na K1,
kamo B8 ocmaHanume 3 e usBopuweHa Hedpek-
momus.

3AKJIOYEHUE:
Bonpeku ue pagukanHama Hedppekmomua

ocmaBa cmaHgapmHOMO XUPYP2UYHO AeyeHue
npu gudyseH kcaHmozpaHyAOMamo3eH NUeAo-
Hedbpum, npegcmaBeHuam caydau nokasBa, ue
npu agekBamHa gekomnpecus Ha nukouyHume
nomuwa, edpekmuBeH koHmpoa Ha uHdekuuama
u BHumameAHa oueHka Ha 3ana3eHusa 6obpeueH
napeHxum e Bvo3MO>KHO npuAazaHemo Ha opea-
HoCcobXpaHABaw, xupypauueH hogxog, kamo e Ba-
YKHO 3ace2Hamusam napeHxuM ga ce omcmpaHu
8 3gpaso.
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NEPHRON-SPARING MANAGEMENT OF
DIFFUSE XANTHOGRANULOMATOUS
PYELONEPHRITIS — A CASE REPORT

K. Kanev, B. Mladenov
DEPARTMENT OF UROLOGY, UNIVERSITY MULTI-PROFILE HOSPITAL FOR ACTIVE TREATMENT
AND EMERGENCY MEDICINE “N. I. PIROGOV” SOFIA, BULGARIA

INTRODUCTION:

Xanthogranulomatous pyelonephritis (XGP) is a
rare, severe chronic inflammatory disease of the
kidney, most commonly associated with urinary
tract obstruction and staghorn calculi. Radical ne-
phrectomy remained the standard surgical treat-
ment, while nephron-sparing surgery was per-
formed in only approximately 2% of patients.N2
Current European Association of Urology (EAU)
Guidelines recommend prompt urinary drainage
and antimicrobial therapy in obstructed urinary
tract infections before definitive surgical treat-
ment.y

CASE PRESENTATION:

A 32-year-old woman presented with right
flank pain, fever (39.2°C), leukocytosis and
elevated inflammatory markers despite outpatient
treatment with levofloxacin and trimethoprim/
sulfamethoxazole.  Ultrasound  demonstrated
an enlarged right kidney containing a staghorn
calculus and multiple cystic lesions. CT urography
showed diffuse XGP with the characteristic bear
paw sign, marked perinephric inflammatory
changes, preserved contrast excretion from the
upper and middle renal poles, absent contrast
excretion from the lower pole, and no contrast
passage into the right ureter. A non-obstructing
calculus was also identified in the left kidney with
preserved urinary drainage.

Emergency percutaneous nephrostomy
drained abundant purulent material and was fol-
lowed by intravenous antibiotic therapy. After
clinical improvement, the patient underwent low-

er-pole partial nephrectomy with extraction of the
staghorn calculus and double-J stent placement.
Histopathological examination confirmed chron-
ic inflammatory destruction consistent with XGP.
Patient was put on uroplrophylaxis with nitroxoline
for 2 months. Control CT after 6 months showed
asymptomatic cystic lesion in the region of the ex-
cised parenchyma 4cm, on the 8" month size was
2cm. For 2 years we registered 4 cases and in the
other 3 definitive treatment was nephrectomy..

CONCLUSION:

Although radical nephrectomy remains the
standard treatment for diffuse XGP, this case
demonstrates that an individualized surgical
approach may allow preservation of functional
renal tissue after adequate urinary drainage,
infection control and careful assessment of the
remaining renal parenchyma.

KEY WORDS:

Xanthogranulomatous Pyelonephritis; surgical
treatment
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160 OMNMEPALINN, 24 MECELIA -
CMR VERSIUS. MPEOOONIABAHE
HA ,,POBOT-CNEUNOUYHHUTE"
NMPOBJIEMU N KNIWUHUYHUA
PE3YJITATI.

WU. Kanues, Ct1. lmpapo, H. Ke¢punes, LiB. Jlazapos, I. leHos, T. Cratenos, B. ®ununos,
CB. MapuHoB, U. Kanues
MBAN ,,CB. BOrOPOANLIA”, ML, JIEM3BP MEL”

BbBEAEHUE

[Be zoguHu caeg BHegpaABaHemo Ha CMR
Versius pobomusupaHa cucmema 8 kauHuuHama
HU npakmuka, moxkem ga usBopwum 3agorbo-
UeH aHaau3 Ha npeguMmcmBama, Hegocmambouu-
me u kauHuyHUMe pe3yamamu om pabomama
Hu. C meueHue Ha Bpememo u Bceku HOB cayuau
NpPoMeHUXMe U hogobpuxme ocHoBHU acnekmu
kamo nocmaBaHemo Ha cucmemama B8 2omoB-
Hocm, mpoakapHuAm gocmbn U hoCMu2gHaxme
3HauumeAHo HamanABaHe Ha onepamuBHOMO
Bpeme go cBemoBHume HuBa.

MATEPUAJIU U METO4U

3a nepuog om gBe kaneHgapHuU 2oguHU BAxa
onepupaHu 160 nauueHma. OcHoBHUAM mMun one-
pauuu 6axa pagukanHa npocmamekmomus ¢ UAu
6e3 coxpaHaBaHe HepBHUMe cHonoBe, Hedpek-
momMuA u Hedpoypemepekmomua. Hamecama
ce u3Bbpwu coc cmaHgapmHo nocmaBaHe Ha 5

nopma u eguH acucmeHm.
PE3YJITATU U 3AKJTOYEHUE

Om Bcuuku nauueHmu 159 6axa onepupa-
HU nocpegcmBom CMR Versius. NMpu eguH na-
uueHm(pagukanHa Hedpekmomusa) ce Hanoku
koHBepcuAa koM omBopeHa xupypaus, nopagu
u3paseHu agxes3uu u npoegpecun Ha hpoueca koM
H6obpeuHuna xuayc.

MauueHmMume 6Axa usnucaHu Ha MeXxgy 4mu
u 7mMu nocmonepamuBeH geH, 6e3 paHHU UuAu
kbcHu nocmonepamuBHu ycnaoxkHeHuA. MNpu gBa
om cAayuyaume caeg PAPI ce HanoXku ygbaxkeH
H6oAHUYEH NpecmoU hopagu usmuyaHe Ha ypuHa
om gpeHa, koemo ce oBaaga koHcepBamuBHo.

OnepamuBHume uHmMepBeHuuu cbc cucme-
mama CMR gaBam HecpaBHumo ygobcmBo 3a
Xupypea u ekuna, KoHMpoA Ha pa3xogume, oHko-
Ao2uyeH koHmpoa u 6oAHUUEH npecmoll.
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160 OPERATIONS, 24 MONTHS - CMR
VERSIUS: OVERCOMING “ROBOT-
SPECIFIC”" PROBLEMS AND CLINICAL
RESULTS

I. Kalchev, St. Gidaro, N. Kefilev, Ts. Lazarov, P. Genov, T. Statelov, V. Filipov,
Sv. Marinoy, . Kalchev
ST. BOGORODITSA HOSPITAL, LASER MED MEDICAL CENTERS

INTRODUCTION

Two years after the introduction of the CMR
Versius robotic system into our clinical practice,
we are able to perform an in-depth analysis of the
advantages, disadvantages, and clinical outcomes
of our work. Over time and with each new case,
we have modified and improved key aspects,
such as system setup, trocar placement, and have
achieved a significant reduction in operative time,
bringing it in line with international standards.

MATERIALS AND METHODS

Over a period of two calendar years, 160
patients underwent surgery. The primary types
of procedures were radical prostatectomy (with
or without nerve-sparing), nephrectomy, and
nephroureterectomy. All interventions were
performed using a standard 5-port placement
with one assistant.

RESULTS AND CONCLUSION

Of all patients, 159 were operated on using
the CMR Versius system. In one patient (radical
nephrectomy), conversion to open surgery
was required due to extensive adhesions and
progression of the disease process toward the
renal hilum.

Patients were discharged between the
4th and 7th postoperative day, with no early
or late postoperative complications. In two
cases following RARP (robotic-assisted
radical prostatectomy), prolonged hospital
stay was required due to urine leakage from
the drain, which was managed conservatively.
Surgical interventions with the CMR system offer
unparalleled ergonomic comfort for the surgeon
and team, cost control, oncological control, and
favorable hospital stay durations.



(YPOHET/URONET QO 2'2026 O POBOT-ACUCTNPAHW OMNEPALNIN CbC CMR VERSIUS

109]

POBOTUSUPAHA MMUENONMJIACTUKA
MO ANDERSON-HYNES C
NMIATOOPMATA VERSIUS: OLLEHKA
HA ONMEPATUBHATA TEXHUKA U
PAHHUTE PE3YJITATU

P. Kones, /. Mananues, T. MaHes, M. Koces, M. A6yuwes, IN. Kupunos, [l. Hukonos,
U. MarappnusH, A. Cavgynos, C. MapuHos, U. XuHes, [1. Cyrapes
KITMHWKA MO YPONOTI WA, YMBAN ,,CB. MAPUHA” EALl, BAPHA, BbJITAPUA
MEONUNHCKW YHUBEPCUTET ,MPO®. MAPACKEB CTOAHOB®, BAPHA, BbJITAPUA

BbBEAEHUE:

Muenonanacmukama no Anderson-Hynes oc-
maBa HeHagMuHam 3AameH cmaHgapm npu Ae-
yeHue Ha obcmpykuuAa Ha nuenoypemepasHuA
ceameHm (PUJO) coc cmymeHa ypoguHamuka u
6vbpeuHa dyHkuusa. HaBAuzaHemo Ha MOgyAHU
pobomusupaHu naamdopmMmu om HoBo nokoae-
Hue kamo cucmemama Versius (CMR Surgical)
npegocmaBa 2oBkaBa, aHaMOMUUHO aganmupy-
ema aanmepHamuBa Ha kaacuueckume koH30AHU
cucmemMu, onmumusupaltku pabomHus npouec u
epaoHoMuAmMa B8 onepauuoHHama 3ana.

LEJT:

[a ce oueHAM onepamuBHama mexHuka, gu-
Hamukama Ha gokuHz Bpememo, uHmpaonepa-
muBHama 6e3onacHoCcm U paHHUME nocmone-
pamuBHU pe3yamamu Nnpu npuAo’keHuemo Ha
pobomusupaHama cucmema Versius 3a nueaon-
nacmuka no Anderson-Hynes.

MATEPUAJIU U METO/AU:

MpoBegeHo e pempocnekmuBHo npoyuBaHe
Bopxy nopBume 5 nocnegoBamenHu nauueHmu
(4 >keHu, 1 MoXk, cpegHa Bb3pacm 51.2 2oguHu)
C guasHOCmMuuupaHa cumnmomamuuHa Xugpo-
Hecpo3a, AekyBaHu upe3 mpaHchepumoHeanHa
pobomusupaHa nuenonaacmuka ¢ naamdopma-
ma Versius. N3non3BaHa 6e cmaHgapmHa KoH-
duzypauua om 4 HezaBucumu pobomusupaHu
pameHa u 1 acucmeHmcku nopm. lMpocaegeHu
baxa Bpememo 3a no3uuuoHupaHe u gokuHz Ha
MogyAume, yucmomo onepamuBHo Bpeme, He-
obxogumocmma om koHBepcuA, paHHume Yyc-
noxkHeHusa (knacudukauua Clavien-Dindo) u npo-
gb/AkumeaHOCmMmMa Ha xocnumaausauusama.

PE3YJITATU:

Bcuuku uHmepBeHuuu 6axa 3aBopweHu yc-
NewHo u3usano pobomusupaHo 6e3 uHmpaonepa-
MuBHU UHUUgEHMU UAU HeobxogumMocm om om-
BopeHa/nanapockoncka koHBepcuAa. CpegHomo
onepamuBHo Bpeme 6e 80 MUHYmMU, a cpegHOMO
Bpeme 3a gokuHz Ha He3zaBucumume MOBUAHU
MogyAu - 40 MuHymu. B paHHuUA caegonepamu-
BeH nepuog He ca HabalogaBaHu ycAOXKHeHuUs
Hag cmeneH 2 no Clavien-Dindo (CD < 2). lNpu
Bcuuku nauueHmu 6e no3uuuoHupaH JJ-cmeHm
¢ nanaHoBo omcmpaHABaHe go 40-ua nocmone-
pamuBeH geH. CpegHuAm H6oAHUYEH npecmoU He
HagBuwu 72 vaca.

OBCbX/AAHE:

MogyaHama apxumekmypa Ha Versius ocuey-
pABa Bucoka cBoboga Ha gBurkeHue u npeuuseH
weB npu pekoHcmpykuuama Ha nueroypemepan-
HuA ceameHm. Pe3yamamume gemoHcmpupam
bopsa kpuBa Ha ycBoABaHe Ha onepamuBHama
mexHuka, omauuHo Bpeme 3a gokuHa u onmuma-
AeH npodun Ha BesonacHocm, ymBoprkgaBauku
cucmemama kamo HagexkgHa aamepHamuBa G
coBpemMeHHama pekoHcmpykmuBHa ypoaozus.

KJIO40OBU YMU:

nuenonnacmuka, Anderson-Heynes, Versius,
pobomusupaHa XupypaudA, YpPOAO2usf, HauareH
onum.

A/L1IPEC 3A KOPECITOHAEHLUA:

g-p PocmucnaB PoceHoB KoneB,

YMBAA ,,CB8. Mapuna“ EAL]

KauHuka no Ypoaozaua

ByA. ,Xp. CMupHeHcku N21*

9010 BapHa, bBoazapun

TenedoH: +359/ 89 9330753

E-nowa: rostislavkolev@gmail.com
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ROBOTIC ANDERSON-HYNES
PYELOPLASTY USING THE VERSIUS
PLATFORM: EVALUATION OF
SURGICALTECHNIQUE AND EARLY
OUTCOMES

R. Kolev, Y. Papanchev, T. Ganey, P. Kosey, P. Abushey, P. Kirilov, D. Nikolov, I. Magardichyan, A.
Sandulov, S. Marinov, I. Hinev. D. Sugarev
CLINIC OF UROLOGY, UNIVERSITY HOSPITAL “ST. MARINA” EAD, VARNA, BULGARIA
MEDICAL UNIVERSITY “PROF. PARASKEV STOYANOV’, VARNA, BULGARIA

INTRODUCTION:

Anderson-Hynes pyeloplasty remains the gold
standard for the management of ureteropelvic
junction obstruction (UPJO) with compromised
renal drainage and function. The introduction of
next-generation modular robotic platforms, such
as the Versius system (CMR Surgical), offers an
adaptable and ergonomically versatile alternative
to conventional robotic systems, facilitating
modular integration into the operating theater.

OBJECTIVE:

To evaluate the surgical technique, docking
dynamics, intraoperative safety, and early
postoperative outcomes of robotic Anderson-
Hynes pyeloplasty performed with the Versius
system.

MATERIALS AND METHODS:

A retrospective analysis was conducted on the
first 5 consecutive patients (4 females, 1 male;
mean age 51.2 years) diagnosed with symptomatic
hydronephrosis who underwent transperitoneal
robotic pyeloplasty using the Versius platform. A
configuration of 4 robotic arms and 1 assistant
port was utilized in all cases. Evaluated metrics
included individual module docking duration, total
operative time, open/laparoscopic conversion
rates, early postoperative morbidity (Clavien-
Dindo classification), and length of hospital stay.

RESULTS:

All procedures were successfully completed
robotically without intraoperative complications

or conversions. The mean operative time was 80
minutes, with an average module docking time
of 40 minutes. No complications greater than
Grade 2 on the Clavien-Dindo scale (CD < 2) were
recorded during the early recovery period. Internal
urinary drainage via a JJ stent was achieved in
all cases, with stents successfully removed by
postoperative day 40. Hospital stay was < 72
hours in all patients.

DISCUSSION:

The modular architecture of the Versius platform
allows exceptional instrument maneuverability
and precise suturing during pyeloureteral
reconstruction. Our initial series demonstrates
an efficient learning curve, manageable docking
times, and an excellent early safety profile,
confirming the platform as a viable and effective
modality in reconstructive robotic urology.

KEYWORDS:

robotic pyeloplasty, Versius, Anderson-Hynes,
hydronephrosis, modular robotic system, learning
curve, urology.
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Dr. Rostislav Rosenov Kolev, MD
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HAYAJIEH ONMUT CPOBOTU3SUPAHATA
CUCTEMA CMR VERSIUS- OBOBLWEHUE
CJIEQA EAHOINOAULLUHA PABOTA

C. CraHumunpos, lN. BbroB, A. lumuTtpos, . Muxanes, . Aparves
KNUHWKA 1O YPOJTIOT A YMBAN ,AEBA MAPUA®, BYPTAC

I. PE3IOME.

1. BbBEJEHUE:

Cmpemekom koM MuHumManHO uHBa3uBHu
Memogu, cokpameH 6oAHUUeH npecmou u 6op30
Bo3cmaHoBABaHe Ha nauueHMumMe ymBopgu Aa-
napockonckama u pobomusupaHama xupypaus
kamo npegnouumaH nogxog npeg koHBeHuuo-
HanHama xupypeus. lNMpoyuBaHuAama nokasBam,
ye NpU XUPYpP2UUYHOMO AeYeHUe Ha OHKOAO2UYHU
3abonAaBaHuA MuHUMaAHO UHBa3uBHume memo-
gu He komnpomMemupam kauecmBomo Ha OHKO-
Aoz2uyHuA koHmpoa. CoweBpemMeHHO npegum-
cmBama noO OMHOWEHUEe Ha npeuusHocmma,
no-kpamkus 60AHUYEH npecmol, no-mankusa
Bpou caegonepamuBHU ycAoXkKHEHUA U no-Hop-
3omo Bb3cmaHoBABaHe Ha hauueHMume ca 3Ha-
yumenHu. ToBa npeBobpHa me3u Memogu B npeg-
noyumaH usbop, usmecmBauku omBopeHama
Xupypeaus.

2. 4UEJI:

Llenma e ga ce npegcmaBam pesyamamume
cneg nopBama 2oguHa onum ¢ pobomusupaHa-
ma cucmema CMR Versius.

3. MATEPUAJIN U METO/AU:

3a nepuoga om okmomBpu 20252. go loau
2026z2. B KauHukama no yponozua Ha YMBAA
~-eBa Mapusa” baxa usBbpweHu 96 pobomusu-
paHu onepamuBHuU uHmepBeHuuu 3a gobpoka-
uecmBeHu u 3nokauecmBeHu 3aboaaBaHus, kamo
ocHoBHa yacm om maAx 6axa 3nokauecmBeHume-
coomBemHo 15 npu gobpokauecmBeHu u 81 npu
3nokauecmBeHu 3abonaBaHus.

4. PE3YJITATU:

PaHHu ycaoXkHeHusA:-Mpu gBama om Hawu-
me nauueHmu ce Hanoku onepamuBHa peBu-
3uA-eguUHUAM nauueHm cAeg pagukaaHa npoc-
mamekmomua, nopagu ocmpa kpoBo3azybAa Ha

Bmopu nocm onepamuBeH geH. VI npu nauueHm
cneg pobomusupaHa ageHomekmomua no noBog
Ha [OMX- nopagu xemomamnoHaga cAeg pAsko
noBuwaBaHe Ha RR u kopBeHe,nocregBawo c
Aukugyk Ha ypuHa om nocaegBawiama gexucueH-
uuAa Ha cymympama Ha nuk.mexyp.llpu gBamama
nauueHmu bewe u3BopweHa xemompaHcdy3us.
PeBusuume 6axa uzBopweHu Aanapockoncku.

Mpu eguH om nauueHmume ce ycmaHoBu Au-
kugk Ha ypuHa caeg napuuanHa pesekuusa Ha
6vbpek, koemo Hanoxku nocmaBsaHe Ha cmeHm
U gonobAHUMEAEeH BoaHuueH npecmou. Mpu gpya
nauueHm HabalogaBaxme cynypupaHe Ha onepa-
muBHama paHa.

KocHu ycnoXkHeHus: He ce HabalogaBaxa 3Ha-
yumeAHU kocCHuU ycaoXkHeHusA. MocmuaHamume
pe3ayaAmamu npu 3AnokavyecmBeHume 3aboanBa-
HUA Ha npocmama u H6vbpek-no-zonAama uyacm
om obwuna 6pou u3BbpweHu onepamuBHU UH-
mepBeHuuu 6axa MHo20 gobpu. Omueme ce no-
gobpeHue noO omHoweHue Ha KoOHmMuHeHmMHocm
U epekmuaHa dyHkuua npu nauueHmume cAeg
pagukanHa npocmamekmomua B cpaBHeHue c
me3u caeg Aanapockoncka makaGa.

5. 3AKJIOYEHUE:
Om npoBegeHua aHaAu3 MoXke ga ce 3akalouu,
ye pobomusupaHama cucmema CMR Versius ce

npegcmaBa C MUHUMaAHU YCAOXKHEHUA, MoXke
ga ce usBopwu HezonacHo u edpukacHo.

KJIO40BU AYMU:

pobomusupaHa Xupypeaus,cucmema
Versius,MuHU uHBa3uBHuU mexHuku

A/ZJPEC 3A KOPECITIOHAEHLUA:

O-p C. CmaHumupoB

YMBAA ,,[JeBa Mapusa“ ep,Bypaac
Tel.0896303348
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INITIAL EXPERIENCE WITH THE
CMR VERSIUS ROBOTIC SYSTEM:
A SUMMARY AFTER ONE YEAR OF
WORKINGWITH IT

S. Stanimirov, P. Vatov, A. Dimitrov, I. Mihalev, D. Dragiev
DEPARTMENT OF UROLOGY, “DEVA MARIA” UNIVERSITY HOSPITAL, BURGAS

I. ABSTRACT.

1. INTRODUCTION:

The drive towards minimally invasive
techniques, minimal hospital stays, and fast patient
recovery has established laparoscopic and robot-
assisted surgery as the preferred approach over
conventional surgery. Studies have demonstrated
that, in the surgical treatment of oncological
diseases, minimally invasive techniques do not
compromise the quality of oncological control. At
the same time, the benefits regarding precision,
reduced hospital stays, fewer postoperative
complications, and faster patient recovery are
significant. This has made these techniques the
preferred choice, displacing open surgery.

2. OBJECTIVE:

The aim is to present the results after the first
year of experience with the CMR Versius robotic
system.

3. MATERIALS AND METHODS:

Between October 2025 and July 2026, 96
robotic surgical interventions for benign and
malignant conditions were performed at the
Department of Urology of “Deva Maria” University
Hospital; the majority of these were for malignant
diseases—specifically, 15 for benign and 81 for
malignant conditions.

4. RESULTS: EARLY COMPLICATIONS:

- Two of our patients required surgical revision:
one following radical prostatectomy due to acute
blood loss on the second postoperative day,
and another following robotic adenomectomy

for BPH due to clot retention (hemotamponade)
resulting from a sharp rise in blood pressure and
bleeding, which led to urinary leakage caused by
dehiscence of the bladder suture. Both patients
required blood transfusions. The revisions were
performed laparoscopically.

-Urine leakage was detected in one patient
following partial nephrectomy, necessitating stent
placement and an extended hospital stay.

-Suppuration of the surgical wound was
observed in one patient.

Late complications: no significant late
complications were observed. The outcomes
achieved in cases of prostate and renal
malignancies—which constituted the majority
of the total surgical procedures performed-
were very good. Patients who underwent
radical prostatectomy showed improvements
in continence and erectile function compared to
those who underwent the laparoscopic procedure.

5. CONCLUSION:

The analysis indicates that the CMR
Versius robotic system demonstrates minimal
complications and allows for safe and efficient
procedures.

KEYWORDS:

robotic surgery, CMR Versius system, minimally
invasive techniques

ADDRESS FOR CORRESPONDENCE:

Dr. S. Stanimirov

University Hospital “Deva Mariq” Burgas
Tel. 0896303348
drs.stanimirov@gmail.com
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KNUHUYEH CNTYYAN HA
POBOTU3SUPAHA MAPLUUAJIHA
PE3EKLUUA HA BbBPEK CJIEA
U3BDBPLUEHA OTBOPEHA TAKABA B
MUHANOTO HA CbLW A BbBPEK

C. CraHumnpos, lN. BbroB, A. ilumuTtpos, . Muxanes, . Aparves
KNUHWKA 1O YPOJTOT A YMBAN ,AEBA MAPUA®, BYPTAC

PE3IOME:

1.BbBEJEHUE:

YacmuuHa pobomusupaHa Hedpekmomus
Bce no-uecmo ce u3BopwBa 3a uzbpaHu 6v6-
peyHuU Macu, mou kamo e gokasaHo, ue ocuay-
pABa cxogHU OHKOAO2UYHU pe3yAamamu C mesu
Ha omBopeHama yacmuuyHa Hedpekmomua.Co-
weBpemeHHo mA Hu gaBa Bcuuku npegumcmBa
Ha pobomusupaHama npeg omBopeHa Xupyp-
2uA-nNpeuus3Hocm, MuHU UHBa3uBHocm, 6Hbp30
Bo3amaHoBraBaHe, ckbceH ©GoAHUUEH npecmol,
HamanABaHe Ha nocm onepamuBHuUMe ycAoXKHe-
HUSA.

2.4EN:

Oa npegcmaBum kauHuueH cayuval Ha pobo-
mu3upaHa yacmuuHa Hedpekmomua no noBog
Ha kapuuHom Ha 6vbpeka. Cayuaam npegcma-
BAABa uHMepec nopagu npegxogHama omBope-
Ha XupypauuyHa HamMmeca Ha mo3u 6vbpek B mMu-
HaAoOmo.

3.MATEPUAJIU U METO/AN:

Kocae ce 3a »keHa Ha 64e. ¢ ycmaHoBeHa Ty
dopmauusa ¢ guamemop 30MM.Ha AAB HGobpek,

pasnonoxkeHa kpaHuanHo. N3BvpweHa npegxog-
Ha yacmuuHa Hedpekmomuna Ha couwuna 6vbpek
npegu 13 2oguHu no noBog Ha kapuuHoM Ha Hb-
bpeka.BMI 36,7.

N3Bopwu ce off clamping pobomusupaHa
napuuanHa pesekuua Ha 6vbpeka,kamo ce us-
noAn3Ba cmaHgapmeH mpaHC hepumoHeaneH
gocmon. N3noa3Baxa ce 3 pobomusupaHu poue
u gBa acucmeHmcku nopma. Yucmo onepamuB-
HO Bpeme- 90MuH. KpvoBosazyba 100mA. He ce
HabalogaBaxa paHHU U KoCHU yCAOXKHEHUS.

4.3AKJIOYEHUE:

MpegcmaBeHuam KAuHUYeH CAyyal oHazAegA-
Ba Bo3amorkHocmume Ha pobomusupaHama cuc-
mema B no-koMnauuupaHu caydad.

KJIO40OBU YMU:

kapuuHoMm Ha 6vbpek,napuuanHa pesek-
uua,pobomusupaHa xupypaus

A[JPEC 3A KOPECIIOHQEHLUA:
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Tel.0896303348

drs.stanimirov@gmail.com




(114

POBOT-ACNCTVPAHU OINMEPALINN CbC CMR VERSIUS Q 2°2026 O VPOHET/UI?ONET]

CLINICAL CASE OF ROBOTIC PARTIAL
NEPHRECTOMY AFTER PREVIOUS
OPEN PARTIAL NEPHRECTOMY ON THE
SAME KIDNEY

S. Stanimirov, P. Vatov, A. Dimitrov, I. Mihalev, D. Dragiev
DEPARTMENT OF UROLOGY, “DEVA MARIA” UNIVERSITY HOSPITAL, BURGAS

ABSTRACT:

1. INTRODUCTION:

Robotic partial nephrectomy is increasingly
being performed for selected renal masses, as it
has been shown to yield oncological outcomes
comparable to those of open partial nephrectomy.
At the same time, it offers all the advantages of
robotic surgery over open surgery—precision,
minimally invasive nature, rapid recovery, shorter
hospital stays, and a reduction in postoperative
complications.

2. OBJECTIVE:

To present a clinical case of robotic partial
nephrectomy for renal carcinoma. The case is of
interest due to a prior open surgical procedure
performed on the same kidney.

3. MATERIALS AND METHODS:
The patient is a 64-year-old woman with

a confirmed 30 mm tumor mass located in
the cranial aspect of the left kidney. She had

previously undergone a partial nephrectomy on
the same kidney 13 years ago for renal carcinoma.
BMI: 36.7.

An off-clamp robotic partial nephrectomy
was performed using a standard transperitoneal
approach. Three robotic arms and two assistant
ports were utilized. The pure operative time was
90 minutes, and blood loss was 100 ml. No early
or late complications were observed.

4. CONCLUSION:

The presented clinical case illustrates the
capabilities of the robotic system in complex
cases.

KEYWORDS:

renal carcinoma, partial nephrectomy, robotic
surgery
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POBOT-ACUCTUPAHA NAPLUUAJTHA
HEOPEKTOMUA NMPUT2A
BbBbPEYHOKJIETDBDYEH KAPLULMUHOM C
BUCOKA AHATOMUYHA CNTOKHOCT

. Muxanes, C. Crannmupos, l. Bbros, A. AumuTtpos, 1. iparnes
KNUHWKA 1O YPOJTOT A YMBAN ,AEBA MAPUA®, BYPTAC

PE3IOME:

BbBEAEHUE:

MapuuanHama Hedbpekmomusa npegcmaBanaBa
3AameH cmaHgapm npu Xupyp2u4yHOMmMo AeyeHue
Ha 6bbpeuHu mymopu B cmagul T1, mol kamo
ocuaypsaBa oHkoAO2UYHU pe3yAmamu, cbnocma-
Bumu ¢ mesu Ha pagukanHama Hedpekmomus,
NpuU 3Ha4YUMeAHO no-gobpo 3anaz3BaHe Ha HvO-
peyHama dyHkuuda. Npu hauueHMu ¢ no-2oAemMu
U aHamOMUUHO CAOXKHU mymopu u3BopuwBaHe-
Mo Ha HedpoH-cobxpaHABawa xupypaus ocma-
Ba 3HauyumenHo mexHuyecko npegusBukamen-
cmBo. PazBumuemo u ycoBopweHcmBaHemo Ha
pobom-acucmupaHume Xupyp2uyHu cucmemu
3Ha4YumeAHo paswupuxa Bo3morkHocmume 3a
6e3onacHO U ycnewHo NnpuAoXkeHue Ha opza-
HocobxpaHABawu uHMepBeHuUUU gopu Npu CAyYyau
¢ noBuweHa aHamoMuyHa croXkHoCm.

HEJ:

[a ce npegcmaBu kanuHuueH cayyau Ha u3Bop-
weHa pobom-acucmupaHa napuuanHa Hedpek-
MOMUA NPU hauueHmM C 20AAM U aHamOMUYHO
cnokeH 6HGobpeueH mymop, ¢ akueHm Bopxy
mexHuueckume acnekmu Ha uHmepBeHuusma u
caegonepamuBHU pe3yamamu.

MATEPUAJIU U METO/AU:

MpegcmaBa ce kauHuueH caydyal Ha hauueHm
c 6bobpeueH mymop ¢ pasmep 86 mm, Aokaausu-
paH B goAHuA noaloc Ha geceH 6vbpek. Mpegone-
pamuBHama oueHka upe3 koHmpacmHo-ycuAeHa
komnlomovpHa momoezpaduAa ycmaHoBABa aHa-
MOMUYHO CAOXKHa mymopHa popMauuA ¢ aHza-

»kKupaHe Ha 6vbpeuHus cuHyc. AHamomMuyHama
CAOXKHOCM € oueHeHa upe3 HepoMempuyHU-
me ckaanu RENAL u PADUA. C oz2aeg Haanuvuemo
Ha MHo)kecmBo npugpy>kaBawu 3aboaAaBaHus,
BkalouumenHo xpoHUUHO 6obpeuHo 3abonnBaHe,
u Heobxogumocmma om MakcumanHo 3anasBaHe
Ha H6obpeuHama dyHkuua, caeg obcorkgaHe Ha
cayyaa B MyamugucuunAuHapeH ekun e B3emo
peweHue 3a us3BopwBaHe Ha pobom-acucmupa-
Ha napuuanHa Heppekmomua.

PE3YJITATU:

Pobom-acucmupaHama napuuanHa Hedpek-
momus bewe usBopuweHa ycnewHo 6e3 uHmpa-
onepamuBHu ycaoXkHeHuA. MNMocmueHama 6ewe
NbAHa ekcuu3us Ha mymopa C ompuuameAnHu
XupypauuHu pesekuuoHHu AuHuu (RO). Caegone-
pamuBHUAM nepuog NpomMeue NPOAOH2UPaHO.
PaHHU nocmonepamuBHu YyCAOXKHEHUA - HAAUYUE
Ha Aukugyk, koumo ce oBaaga koHcepBamuBHo.
XucmoaozuuHomo u3caegBaHe nomBopgu gua-
2Ho3ama bvobpeuHoknemoueH kapuuHom. Mauu-
eHmom bewe usnucaH 8 gobpo obwo cocmosn-
Hue.

KJI40BU JYMU:

Pobom-acucmupaHa napuuanHa Hedpekmo-
mMuf; bobpeuHo knemoueH kapuuHom, T2a, no-
BuweHa aHamoMuUYHa cAoXKHOCM.
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ROBOT-ASSISTED PARTIAL
NEPHRECTOMY FOR AT2A RENAL
CELL CARCINOMA WITH HIGH
ANATOMICAL COMPLEXITY

I. Mihaley, S. Stanimirov, P.Vatov, A. Dimitrov, D. Dragiev
DEPARTMENT OF UROLOGY, ,DEVA MARIA” UNIVERSITY HOSPITAL, BURGAS

INTRODUCTION:

Partial nephrectomy is considered the gold
standard for the surgical management of T1 renal
tumors, as it provides oncological outcomes
comparable to those of radical nephrectomy while
offering superior preservation of renal function.
In patients with larger and anatomically complex
renal tumors, nephron-sparing surgery remains a
significant technical challenge. The development
and refinement of robot-assisted surgical systems
have considerably expanded the indications for
organ-preserving surgery, enabling safe and
effective treatment even in highly complex cases.

OBJECTIVE:

To present a clinical case of robot-assisted
partial nephrectomy performed in a patient
with a large, anatomically complex renal tumor,
highlighting the technical aspects of the procedure
and the postoperative outcomes.

MATERIALS AND METHODS:

We present the case of a patient with an 86-
mm renal mass located in the lower pole of the
right kidney. Preoperative contrast-enhanced
computed tomography demonstrated a highly
complex renal tumor involving the renal sinus.
Tumor complexity was assessed using the
RENAL Nephrometry Score and the PADUA

classification. Considering the patient.s multiple
comorbidities, including chronic kidney disease,
and the need to preserve renal function to the
greatest extent possible, the case was discussed
by a multidisciplinary team, and robot-assisted
partial nephrectomy was selected as the preferred
surgical approach.

RESULTS:

Robot-assisted partial nephrectomy was
successfully completed without intraoperative
complications. Complete tumor excision with
negative surgical margins (RO resection) was
achieved. The postoperative course was
prolonged due to an early urinary leak, which
was successfully managed conservatively.
Histopathological examination confirmed the
diagnosis of renal cell carcinoma. The patient was
discharged in good general condition.

KEYWORDS:

Robot-assisted partial nephrectomy; Renal cell
carcinoma; T2a; High anatomical complexity.
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BHEAPABAHE HA POBOTU3NPAHATA
CUCTEMA VERSIUS B YPOJIOTUYHATA
NMPAKTUKA: OLUEHKA HA KPUBATA
HA OBYHEHUE N TPOOUJIA HA
BE3ONMACHOCT NPE3 MbPBATA
rOANHA 3A PAAUKAJTHA
NMPOCTATEKTOMUA

A. AnmuTtpos, C. Cranumumpos, . Bbros, M. Lllepes, U. Muxanes, 1. Aparnes, C. Xagxn
YMBAJT,0EBA MAPUA”, BYPTAC, KMTMHWKA MO YPOJIOTWA

PE3IOME

BbBEAEHUE

HaBAuzaHemo Ha MogyAHU pobomusupaHu
naamaopmu kamo Versius (CMR Surgical) npe-
gocmaBa HoBu Bv3morkHocmu 3a 2vBkaBocm u
epa2oHomMuA B MuHUManHo uHBasuBHama ypoAo-
a2uA [1]. BHegpaBaHemo Ha HOBa cucmema u3uc-
kBa cucmemamuuHa oueHka Ha kpuBama Ha oby-
yeHue U cuzypHocmma 3a nauueHmume [2].

UEN

Ha ce aHaanusupam nopBoHauarHUMe KAuHUY-
HU pe3yamamu u kpuBama Ha obyueHue npe3
nopBama 2oguHa om npuAa2aHemo Ha cucmema-
ma Versius B yponoauuHama npakmuka.

MATEPUAJIU U METOA4U

MpoBegeHo e pempocnekmuBHO npoyuBaHe
Bopxy nopBume 47 nocaegoBamenHu hauueHmu,
npemopneAu  pobom-acucmupaHa pagukanHa
npocmamekmomusA 3a hepuoga om egHa 20guHa
B8 KauHukama no yponozua kom YMBAA ,[OeBa
Mapusa“ ep. Bypeac. lNpocaegeHu ca Bpememo
3a gokuHe, onepamuBHomo Bpeme, uHMpa- u no-
cmonepamuBHume ycaoxXkHeHus, kpbBosazyba-
ma u 6oAHUYHUAM npecmodl.

PE3YJITATU

HabalogaBa ce cmamucmuuecku 3Hauumo
HamanABaHe Ha cpegHomo Bpeme 3a gokuHe om
18.5 min npu nopBume 10 cayuasa go 6.2 min npu
nocaegHume 15 (p < 0.05). CpegHomo onepamuB-
HO BpemMe HamanABa coomBemHo om 205 MuUH.
Ha 145 MmuH. CpegHama kpoBo3azyba e 270 MA,

a cpegHusm 6oAHUYeH npecmou — 6 gHu. Yec-
momama Ha nocmonepamuBHume ycAoXKHeHuUA
no Clavien-Dindo (cmeneH > 1l) e 4,26%. Moayue-
Hume onepamuBHu BpemeHa u HuBa Ha ycAoXK-
HeHuA ca HanbAHO cpaBHumu ¢ nybaukyBaHume
B8 Aumepamypama gaHHU 3a HayanHa kpuBa Ha
obyueHue c Versius u ymBopgeHu pobomusupa-
HU cucmemu [2, 3].

ObCbX/AHE

Pesyanmamume nomBoprkgaBam, ue Mogya-
Hama apxumekmypa Ha Versius no3BoaABa naaB-
Ha aganmauuA Ha ekuna u 6op30 gocmuezaHe Ha
naamo B kpuBama Ha obyueHue. BeaonacHocm-
ma u knuHuuyHama edekmuBHocm npu yponozauu-
HU npouegypu coomBemcmBam Ha cBemoBHume
cmaHgapmu [1, 3].

3AKJIOYEHUE

BHegpAaBaHemo Ha Versius B ypoaosusma e
B6esonacHo u BvoanpousBogumo, ocueypABawo
gobpu KAUHUYHU pe3yamamu owe npe3 nopBa-
ma 2oguHa om ynompebama.

KJIO40BU AYMU:

pobomusupaHa xupypeaus, pagukanHa npoc-
mamekmomus, kpuBa Ha obyueHue

JINTEPATYPHA CITPABKA:

1. Thomas B, et al. Initial surgical experience with
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2. Patel VR, et al. Learning curves in robot-assisted
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3. Collins JW, et al. Introduction of new robotic
platforms in wurological surgery: safety and
feasibility. BJU Int. 2022.
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IMPLEMENTATION OF THE
VERSIUS ROBOTICSYSTEM IN THE
UROLOGICAL PRACTICE: ASSESSMENT
OF THE LEARNING CURVE AND
SAFETY PROFILE IN THE FIRST
YEAR OF PERFORMING RADICAL
PROSTATECTOMY

A. Dimitrov, S. Stanimirov, P. Vatov, M. Shterey, I. Mihalev, D. Dragiev, S. Hadji
UNIVERSITY HOSPITAL ,DEVA MARIA", BURGAS, CLINIC OF UROLOGY

ABSTRACT

INTRODUCTION

The introduction of modular robotic platforms
such as Versius (CMR Surgical) offers new
opportunities for flexibility and ergonomics in
minimally invasive urology [1]. Implementing a
new system requires a systematic evaluation of
the learning curve and patient safety [2].

OBJECTIVE

To analyze the initial clinical outcomes and the
learning curve during the first year of implementing
the Versius system in urological practice.

MATERIALS AND METHODS

A retrospective study was conducted on the
first 47 consecutive patients who underwent
robot-assisted radical prostatectomy over a
one-year period in the Clinic of urology at the
University hospital “Deva Maria”- Burgas. Docking
time, operative time, intra- and postoperative
complications, blood loss, and length of hospital
stay were evaluated.

RESULTS

A statistically significant reduction in mean
docking time was observed, decreasing from 18.5
min in the first 10 cases to 6.2 min in the last 15
cases (p < 0.05). Mean operative time decreased
accordingly from 205 min to 145 min. Mean blood
loss was 270 ml, and the average hospital stay was

6 days. The rate of postoperative complications
(Clavien-Dindo grade > Il) was 4.26%. The
operative times and complication rates obtained
are fully comparable to data published in the
literature for the initial learning curve with Versius
and established robotic systems [2, 3].

DISCUSSION

Theresults confirmthat the modular architecture
of Versius allows for a smooth team adaptation
and rapid attainment of a plateau in the learning
curve. Safety and clinical efficacy in urological
procedures align with global standards [1, 3].

CONCLUSION

The implementation of Versius in urological
practice is safe and reproducible, providing good
clinical outcomes within the first year of use.

KEY WORDS:

robotic surgery, radical prostatectomy, learning
curve

REFERENCES

1. Thomas B, et al. Initial surgical experience with
the Versius Robotic System. J Robot Surg. 2021.

2. Patel VR, et al. Learning curves in robot-assisted
urologic surgery. Eur Urol. 2020.

3. Collins JW, et al. Introduction of new robotic
platforms in urological surgery: safety and
feasibility. BJU Int. 2022.



(YPOHET/URONET QO 2'2026 O POBOT-ACUCTNPAHW OMNEPALNIN CbC CMR VERSIUS

119]

POBOT-ACUCTUPAHA XUPYPIUA
B YPOJIOTUATA CbC CUCTEMATA
VERSIUS: HALWWUNAT KIMHUAYEH ONAT

A.UBaHoOB'2, M. Kagum'?, K. leHos’, b. Mlasn’, 1. AHTOHOB'2
'YMBAN,CB.TEOPTU” EALl- NNOBAOWB, KNNMHUKA MO YPOJIOTNA
MEQNUMNHCKW YHUBEPCUTET- MJTOBAWMB, KATEQPA MO YPONOINA U OBLLA MEANLIMHA

BbBEAEHUE:

Pobom-acucmupaHama xupypausa 3aema Bce
no-BakHo mMAcmo B couBpemMmeHHama ypoaoaus,
kamo cbuemaBa npegumcmBama Ha MUHUMaAHO
uHBa3uBHua gocmbn ¢ nogobpeHa Busyanusa-
uuAa, cmabuaHocm Ha gBuykeHuama u no-Buco-
ka onepamuBHa npeuusHocm (1,2). Bonpeku ue
cucmemMama da Vinci ocmaBa Bogewa u Hau-wu-
poko usnoasBaHa pobomusupaHa naamdopma,
HaBAu3aHemo Ha HoBu cucmemu co3gaBa Bo3-
Mo>kKHOCM 3a no-wupok gocmon go pobom-acu-
cmupaHa xupypeaua u 3a pas3Bumue Ha koHky-
PEHMHU MEXHOAO2UYHU peweHua (3). Versius e
MoOgyAHa pobomusupaHa cucmema, Yuemo npu-
AOXKeHUe B pa3AuUHU XUPYypeuyHU CheuuanHo-
cmu nokasBa gobvop npocua Ha BesonacHocm u
Bo3morkHocm 3a uHmMeepupaHe B8 exkegHeBHama
kauHuuHa npakmuka (4,5).

HEJ:

Ha npegcmaBum HawuAa KAUHUYEH onum CbC
cucmemama Versius B8 yporo2uuHama xupypaus.

MATEPUAJIU U METO/AN:

N3BopweH e pempocnekmuBeH aHaAu3d Ha
pobom-acucmupaHume YpPOAO2UYHU Onepauuu,
npoBegeHu coc cucmemama Versius 8 KaAuHu-
kama no yponozusa kom YMBAA ,,CB8. Neopau” —
MAoBguB 3a nepuoga AHyapu 2025 2. — loHu 2026
2. AHanugupaHu 6axa Bugbm Ha onepamuBHume
uHmepBeHuuu, Heobxogumocmma om koHBep-

CuA, yecmomama Ha 3HauumMume YCAOXKHEeHUsA
no Clavien-Dindo u npogbakumeaHocmma Ha
H6oAHUYHUA NnpecmoU.

PE3YJITATU:

N3BvpweHu 6axa obwo 74 pobom-acucmu-
paHu onepauuu: 67 pagukaaHu npocmamekmo-
Muu, 3 napuuanHu Hepekmomuu, 3 pagukanHu
Hedpekmomuu u 1 ekcuusua Ha 6obpeuHa kuc-
ma. Mpu 3 nauueHmu ce HanoXku koHBepcua kom
omBopeHa xupypauda. OmuemeHu b6Axa 2 ycAoXk-
HeHuAa Clavien-Dindo > lll. CpegHuam 6oAHUYEH
npecmou bewe 6 (4—17) gHu.

ObCbXAAHE:

Hawuam kauHuuyeH onum nokasBa, ue Versius
e besonacHa u edhekmuBHa pobom-acucmupaHa
naamdopma B8 yponozuama. Cucmemama nos-
BoanBa u3BopwBaHemo Ha pasAuyHU No obem u
CAOXKHOCM ypPOAO2UYHU Onepauuu u npegcma-
BAABa peanHa anmepHamuBa Ha ymBbpgeHume
pobomusupaHu cucmemu. HampynBaHemo Ha
no-2oAAM Bpol cAyyau U NO-gbA20CPOYHOMO
npocaegaBaHe we no3Boaam no-mouHa oueHka
Ha KAUHUYHUME, Op2aHuU3auUOHHUME U UKOHOMU-
veckume peayamamu.

KJT40BU JYMU:
pobom-acucmupaHa xupypaus; Versius; ypo-

AO2US; MUHUMaAHO UHBa3uBHa xupypaus; pobo-
mu3upaHu cucmemu.
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ROBOT-ASSISTED UROLOGICAL
SURGERY WITH VERSIUS SYSTEM: OUR
CLINICAL EXPERIENCE

A. lvanov'?, M. Kadim'?, K. Genov’, B. Gazi', P. Antonov'2
TUMBAL,ST. GEORGI" EAD- PLOVDIV, UROLOGY CLINIC
2MEDICAL UNIVERSITY - PLOVDIV, DEPARTMENT OF UROLOGY AND GENERAL MEDICINE

INTRODUCTION:

Robot-assisted surgery has become
increasingly important in contemporary urology,
combining the advantages of minimally invasive
access with improved visualization, motion
stability, and greater operative precision (1,2).
Although the da Vinci system remains the leading
and most widely used robotic platform, the
introduction of new systems creates opportunities
for broader access to robot-assisted surgery and
the development of competitive technological
solutions (3). Versius is a modular robotic system
whose application across different surgical
specialties has demonstrated a favorable safety
profile and potential for integration into everyday
clinical practice (4,5).

AIM:

To present our clinical experience with the
Versius system in urological surgery.

MATERIALS AND METHODS:

A retrospective analysis was performed of
robot-assisted urological procedures carried
out with the Versius system at the Department
of Urology, University Hospital “St. George” —
Plovdiv, between January 2025 and June 2026. The
type of surgical procedures, need for conversion,
rate of significant Clavien-Dindo complications,
and length of hospital stay were analyzed.

RESULTS:

A total of 74 robot-assisted procedures were
performed: 67 radical prostatectomies, 3 partial
nephrectomies, 3 radical nephrectomies, and 1
renal cyst excision. Conversion to open surgery
was required in 3 patients. Two Clavien-Dindo
grade > Il complications were recorded. The
mean hospital stay was 6 (4—17) days.

DISCUSSION:
Our clinical experience demonstrates that

Versius is a safe and effective robot-assisted
platform for use in urology. The system allows the

performance of urological procedures of varying
extent and complexity and represents a realistic
alternative to established robotic systems. Further
case accumulation and longer follow-up will
allow a more accurate assessment of clinical,
organizational, and economic outcomes.

KEYWORDS:

robot-assisted surgery; Versius; urology;
minimally invasive surgery; robotic systems.
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POBOT-ACUCTUPAHA PAOUKAJIHA
NMPOCTATEKTOMUA CbC CUCTEMATA
VERSIUS: NEPUONEPATUBHN,
OHKONOIM4YH N OYHKUUNOHAJTHUA
PE3YNTATU OT MBbPBOHAYAJIHNA HU
onnTt

A.UBaHoB'?, M. Kagum'?, K. leHos’, b. Masun’, M. AHTOHOB'?
'YMBAN,CB.TEOPTU” EALl- NNOBAWMB, KNNMHUKA MO YPOJIOTNA
MEQNUNHCKW YHUBEPCUTET- MJTOBAWMB, KATEQPA MO YPONOINA U OBLLA MEANLIMHA

BbBEAEHUE:

PagukanHama npocmamekmomua € ocHoBeH
AeuebeH Memog npu hauueHmMu ¢ AokaAu3upaH
pak Ha npocmamama u ouakBaHa npogoAKuMen-
Hocm Ha »kuBoma Hag 10 2oguHu. Pobom-acu-
cmupaHuAm nogxog uma 3a UeA ga cbuemae
oHkono2uuHama pagukanHocm Cc  no-6op30
dyHkuuoHanHO Bv3cmaHoBABaHe, ocobeHo no
OmHoweHue Ha koHmuHeHuusma u epekmua-
Hama ¢yHkuusa (1). Cucmemama Versius e HoBa
pobomusupaHa naamdopMa ¢ HapacmBawo
npunokeHue B ypoao2uuHama xupypaus, HO ny6-
AukyBaHume gaHHuU 3a pagukaaHa npocmamek-
momus Bce owe ca o2paHuueHuU (2).

HEJ:

HOa npegcmaBum nopBoHayaaHUA HU onum C
pobom-acucmupaHa pagukanHa npocmamekmo-
MuA cbc cucmemama Versius, ¢ akueHm Bopxy
nepuonepamuBHume, oHkonoz2uyHume u yHK-
UUOHaAAHUME pe3yAmamu.

MATEPUAJIU U METOAMU:

3anepuoga Ha npoyuBaHemo Haxa uzBopuwieHu
67 pobom-acucmupaHu pagukanHu npocmamek-
MOMUU CbC cucmemama Versius. Hacmoawuam
pempocnekmuBeH aHanu3 BkalouBa 25 nauueH-
Mu C MUHUMaAHO npocaegABaHe om 12 meceua.
Uemupuma nauueHmu omnagHaxa om npocAe-
gABaHe nopagu Hucok koMmnaaubHc. AHaau3upa-
Hu 6axa onepamuBHo Bpeme, koH30AHO Bpeme,
6oAHUYeH npecmol, ycaokHeHuAa no Clavien-
Dindo, koHBepcuu, namoaozauuyeH cmaguu, ISUP
Grade Group, PSA npocaegABaHe, koHmuHeHuuA
u epekmuaHa ¢yHkuuAa. BuoxumMuuHuAM peuu-

guB bewe geduHupaH kamo PSA >0,2 ng/ml, no-
mBopgeH ¢ nocaegBawo uscregBane (3).

PE3YJITATU:

CpegHama Bov3pacm bewe 67,3 (53—75) 20-
guHu, a cpegHuAam npegonepamuBeH PSA 12,9
(8,5—35,8) ng/ml. CpegHomo onepamuBHo Bpe-
Me bewe 330,2 (201—498) MUHymMu, KOH30AHOMO
Bpeme 279,6 (171—423) MuHymu, HOAHUYHUAM
npecmou 7,2 (4—15) gHu, a kamemepu3sauun-
ma 8,2 (7—19) gHu. NMNocmonepamuBHuam ISUP
Grade Group bewe 1 npu 7 nauueHmu (28%),
2 npu 9 (36%), 3 npu 8 (32%) u 4 npu 1 (4%).
Mamoao2uuHuam cmagul bewe pT2 npu 22 na-
uueHmu (88%) u pT3b npu 3 nauueHmu (12%).
BuoxumuueH peuuguB bGewe omuemeH npu 2
nauueHmu (8%). CouuanHa KoHmMuUHeHuuA, ge-
duHupaHa kamo 0—1 npeBpv3ka gHeBHO, Bewe
nocmuaHama npu 14 nauueHmu (56%) Ha 1 me-
ceu, 19 (76%) Ha 3 meceua u 23 (92%) Ha 12 me-
ceua. EpekmuarHa dyHkuua npu 12-meceuHomo
npocaegaBaHe Bewe HanuuHa npu 17 nauueHmMu
(68%). YcnorkHeHue Clavien-Dindo | bewe peau-
cmpupaHo npu 1 nauueHm (4%) u npegcmabasa-
Bawe ypuHapeH Aulkugyk, oBaagaH ¢ ygbakeHa
kamemepu3sauuna. KoHBepcua koM omBopeHa xu-
pypeusa 6ewe usBopweHa npu 1 nauueHm (4%).
He 6axa HabalogaBaHu ycnaoxkHeHusa Clavien-
Dindo 2lll uau peonepauuu.

ObCbXAAHE:

MopBoHauanHUAM HU onum nokas3Ba, ue po-
bom-acucmupaHama pagukanHa npocmamek-
momMuA cobc cucmemama Versius e npuArokuma
u 6esonacHa, ¢ npuemAuBu nepuonepamuBHu
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pesayaAmamu u gobpo Bv3cmaHoBABaHe Ha KoH-
muHeHuuAma. Heobxogumo € no-gbA20CPOUHO
npocaegaBaHe u paswupABaHe Ha cepuAama 3a
Nno-moyHa oueHka Ha oHkOoAO2UUYHUME pe3yAma-
mu.

KJIO40BU AYMU:

pobom-acucmupaHa pagukanHa npocmamek-
momus; Versius; pak Ha npocmamama; koHmu-
HEeHUUSA; YCAOXKHEHUS.

VERSIUS ROBOT-ASSISTED RADICAL
PROSTATECTOMY: PERIOPERATIVE,
ONCOLOGICAL, AND FUNCTIONAL

OUTCOMES FROM OURINITIAL
EXPERIENCE

A.lvanov'? M. Kadim'?, K. GenoVv', B. Gazi’, P. Antonov'?
'UMBAL,ST. GEORGI” EAD- PLOVDIV, UROLOGY CLINIC
2MEDICAL UNIVERSITY - PLOVDIV, DEPARTMENT OF UROLOGY AND GENERAL MEDICINE

INTRODUCTION:

Radical prostatectomy is a standard treatment
option for patients with localized prostate cancer
and a life expectancy of more than 10 years.
The robot-assisted approach aims to combine
oncological radicality with faster functional
recovery, particularly regarding continence and
erectile function (1). The Versius system is a new
robotic platform with increasing application in
urological surgery, but published data on radical
prostatectomy remain limited (2).

AIM:

To present our initial experience with Versius
robot-assisted radical prostatectomy, focusing
on perioperative, oncological, and functional
outcomes.

MATERIALS AND METHODS:

During the study period, 67 Versius robot-
assisted radical prostatectomies were performed.
The present retrospective analysis included 25
patients with a minimum follow-up of 12 months.
Four patients were lost to follow-up because of
poor compliance. Operative time, console time,
hospital stay, Clavien-Dindo complications,
conversions, pathological stage, ISUP Grade
Group, PSA follow-up, continence, and erectile
function were analyzed. Biochemical recurrence
was defined as PSA >0.2 ng/ml confirmed by a
subsequent measurement (3).

RESULTS:

Mean age was 67.3 (53—75) years, and mean
preoperative PSA was 12.9 (3.5—35.8) ng/
ml. Mean operative time was 330.2 (201—498)
minutes, console time was 279.6 (171—423)
minutes, hospital stay was 7.2 (4—15) days,
and catheterization time was 8.2 (7—19) days.
Postoperative ISUP Grade Group was 1 in 7
patients (28%), 2 in 9 (36%), 3 in 8 (32%), and 4 in
1 (4%). Pathological stage was pT2 in 22 patients
(88%) and pT3b in 3 patients (12%). Biochemical
recurrence was observed in 2 patients (8%).
Social continence, defined as 0—1 pad per day,
was achieved in 14 patients (56%) at 1 month, 19
(76%) at 3 months, and 23 (92%) at 12 months.
Erectile function at 12-month follow-up was
present in 17 patients (68%). One Clavien-Dindo
grade | complication was registered in 1 patient
(4%), consisting of urinary leakage managed with
prolonged catheterization. Conversion to open
surgery was performed in 1 patient (4%). No
Clavien-Dindo >lll complications or reoperations
were observed.

DISCUSSION:

Our initial experience suggests that Versius
robot-assisted radical prostatectomy is feasible
and safe, with acceptable perioperative results
and good continence recovery. Longer follow-up
and a larger patient cohort are needed for a more
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reliable assessment of oncological outcomes.
KEYWORDS:

robot-assisted radical prostatectomy; Versius;
prostate cancer; continence; complications.
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NBYCTPAHEH CUHXPOHEH YPOTEJEH
KAPLUVMHOM HA BbBPEYHOTO
NIEFTEHYE: ABYETANEH MUHUMAJIHO
WHBA3UBEH XUBPUOEH N OPTAH-
CbXPAHABALL MOAXOM

H. Xanaues, [1. 3apranu, I My3sukagxuesa, H. Cmunos
KINMHWNKA T10 YPONOT A, MN-MBP - COOUA

BbBE/JEHUE

CuHxpoHHUAM gBycmpaHeH ypomeneH kap-
UUHOM Ha 20pHuA ypuHapeH mpakm (UTUC) ce
cpewa uskalouumenHo pagko. AeueHuemo My
npegcmaBaAaBa mepaneBmuuHo npegu3Buka-
mencmBo, moU kamo usuckBa 6anaHcupaHe
MeXkgy pagukanHo oHkoAo2uvHO omcmpaHABaHe
Ha BucokopuckoBume Ae3uu u MakCuMaAHO CbXx-
paHeHue Ha 6obpeuHama dpyHkuusa 3a uzbnazBaHe
Ha mpauHa guaausHa 3aBucumocm.

KJINHUYEH CITYHYAU

MpegcmaBame nauueHm ¢ makpockoncka xe-
Mamypusa U gaHHU om obpasHume uscaegBaHus
3a gBycmpaHHu mymMopHU dopmMauuu 8 nuero-
kanukcHume cucmemu. BgacHo e ycmaHoBeHa
o2paHuyeHa Ae3us ¢ pa3mep 1.5 cMm, pasnonoxke-
Ha B 2opHa yawka Ha BbbpeuHomo AezeHue. Bas-
Bo — nokanHo aBaHcupana ne3us ¢ pasmep okono
3.0 cm B nuenoHa. MNpegcmaBame usnoa3BaHuA
OM Hac guagHocmuueH u mepaneBmuuyeH Nogxog
u u 20 cpaBHABame ¢ ymBopgeHume kbM MOMEH-
ma ypOAO2UYHU an2opummu Ha noBegeHue.

MATEPUAJT U METOA4AU

Haxogkume 6Axa guagHocmuuupaHu C KoH-
mpacmuo KT u AMP uscaegBaHe u nomBopgeHu
ypemepockoncku. Nopagu pasauvHuA pasmep Ha
Ae3uume u Heobxogumocmma om 3anasBaHe Ha
H6obpeueH napeHxum Bewe npunokeH gByema-
neH MuHuUManHo uHBa3uBeH nogxog, BkalouBawi:

e [1aAcHa cmpaHa (opezaH-coxpaHaBawa one-
pauus) -paekcubunHa ypemepopeHockonus
C NbAHa Aa3epHa abnauus Ha 1.5-caHmume-
mpoBua mymop.

e \ABa cmpaHa (pagukanHa onepauus) - po-
bomusupaHa xubpugHa Hedpoypemepek-
momusa - Aanapockoncka mobuausauusa u
omcmpaHaBaHe Ha 6vbpeka, ¢ nocaeg-
Baw, pobomusupaH eman 3a gucekuusa Ha
gucmanHuA ypemep u pesekuuAa Ha nukou-
HO-MEeXypHUA MaHWOH C XxepMemuueH weB
Ha mMexypa.

PE3YJITATU

OnepamuBHume npouegypu u Bo3cmaHoBu-
MeAHUA nepuog npemuHaxa 6e3 ycAoXKHeHus.
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M3nucBaHemo 6e ocvuwecmBeHo Ha nopBu che-
gonepamuBeH geH caeg eHgockonckama u Ha
5-mu caegonepamuBeH geH caeg pobomusupa-
Hama onepauuA. MamoxucmoAo2uyHuAM aHa-
AU3 nomBopgu ypomeaeH kapuuHom om gBeme
cmpaHu. NpocaegAaBaHemo nokasBa cobxpaHeHa
bvbpeuHa dyHkuua u Aunca Ha paHeH peuuguB
npu nocaegBawume obpas3Hu u eHgockoncku
KoHmMpoAu.

3AKJIOYEHUE

KombuHupaHemo Ha ope2aHocbuXxpaHaBawa
AasepHa abaauus 3a no-mankama Ae3us U Mu-
HumMaAnHo uHBasuBHama Hedpoypemepekmomus
3a no-2oneMua mymop e ecpekmuBeH, cuzgypeH u

cbBpeMeHeH Memog 3a AeueHue Ha gBycmpaHeH
UTUC. ToBa ocueypABa oHkoAozuuHa pagukan-
HOCM Oom cmpaHama Ha Nno-20AeMUA mymMop u
coweBpemMeHHo npegna3Ba nauueHma om mep-
MuHanHa BobpeuHa HegocmamobuHocm.

KJ1l040BU AYMU:

gBycmpaHeH ypomeneH kapuuHOM Ha 20pHUA
ypuHapeH mpakm, 6obpek-coxpaHABawa one-
pauus, AazepHa abrauusa, pobom-acucmupaHa
Hedpoypemepekmomua

A/[JPEC 3A KOPECITOHAEHLUNA:

halachevn@gmail.com
men. +359 888 123 020

BILATERAL SYNCHRONOUS
UROTHELIAL CARCINOMA OF
THE RENAL PELVIS: ATWO-STAGE
MINIMALLY INVASIVE HYBRID AND
ORGAN-SPARING APPROACH

N. Halachev, D. Zargani, G. Muzikadzhieva, N. Smilov
CLINIC OF UROLOGY, MEDICAL INSTITUTE OF THE MINISTRY OF INTERIOR - SOFIA

INTRODUCTION

Synchronous bilateral upper tract urothelial
carcinoma (UTUC) is extremely rare. Its
management presents a clinical challenge,

requiring a delicate balance between radical
oncological resection of high-risk lesions and
maximal preservation of renal function to avoid
permanent dialysis dependence.

CASE REPORT

We present a patient with gross hematuria and
bilateral renal pelvis mass lesions identified on
imaging studies. On the right side, a localized 1.5
cm lesion was found in the upper calyx of the renal
pelvis. On the left side, a locally advanced lesion
measuring approximately 3.0 cm was identified in
the renal pelvis. We describe our diagnostic and
therapeutic approach and compare it with current
standard urological guidelines.

MATERIALS AND METHODS

The findings described above were diagnosed
using contrast-enhanced CT and MRI scans and

subsequently confirmed via ureteroscopy. Due to
the discrepancy in lesion size and the necessity to
preserve renal parenchyma, a two-stage minimally
invasive strategy was employed:
¢ Right side (Organ-sparing surgery):
Flexible ureterorenoscopy with complete
laser ablation of the 1.5 cm tumor.
e Left side (Radical surgery): Robot-assisted
hybrid nephroureterectomy. We performed
a laparoscopic mobilization and excision of
the kidney, followed by a robotic stage for
dissection of the distal ureter and bladder
cuff resection with primary watertight bladder
closure.

RESULTS

Both surgical procedures and the postoperative
recovery periods were uneventful. The patient was
discharged on postoperative day 1 following the
endoscopic procedure and on postoperative day
5 following the robotic surgery. Histopathological
evaluation confirmed urothelial carcinoma
bilaterally. Follow-up demonstrates preserved



(YPOHET/URONET QO 2'2026 O POBOT-ACUCTNPAHW OMNEPALNIN CbC CMR VERSIUS

125]

renal function and no evidence of early recurrence
on subsequent imaging and endoscopic
surveillance.

CONCLUSION

Combining organ-sparing laser ablation for
the smaller lesion with minimally invasive radical
nephroureterectomy forthelargertumorrepresents
an effective, safe, and modern approach to
managing bilateral UTUC. This strategy provides
oncological efficacy for the larger tumor while

successfully shielding the patient from end-stage
renal disease.

KEYWORDS:

Upper tract urothelial carcinoma, Kidney-
sparing surgery, Laser ablation, Robot-assisted
nephroureterectomy

ADDRESS FOR CORRESPONDENCE:

halachevn@gmail.com

Tel.: +359 888 123020
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MYJATUNMAPAMETPUYHA
MATHUTHO-PE3SOHAHCHA
ANATHOCTUKA HA KAPUMHOMA HA
NMAKOYHUA MEXYP- VI-RADS

E. MnxamnnoBa-XvHkoBa, M. HepeBcka, B. lpyaeBa, M. EHeBa, H. CnaBkoBa,
A. Aumutposa, B. BbnuesBa
OTOENEHWME OBPA3HA ANATHOCTUKA, YMBAN ,,CBETA EKATEPUHA”
KATEJPA OBPA3HA OMATHOCTUKA, MEONUMHCKW YHUBEPCUTET COOUA

BbBE/JEHUE:

YpomenHume Ae3uu Ha nukouHuA Mexyp ca
vuecma Haxogka B ypoaozuuHama npakmuka.
TouHama oueHka Ha mMyckyaHama uHBasuA npu
kapuuHoMa Ha nukouyHuA Mexyp e om cobuwecm-
BeHo 3HaueHue 3a uzbopa Ha onmuManeH me-
paneBmuueH nogxog. Myamunapamempuuama
MagHUMHo-pe3oHacHa momoepacdua (MNMPT)
Ha nukouyHuAa mMexyp e HoBoBvBegeHue B obpas-
Hama guasHocmuka Ha ypoOmeAHUA KapuuHOM.
Cucmemama Vesical Imaging-Reporting and Data
System (VI-RADS) e pazpabomeHa npe3 2018e.
C ueAn oueHka Ha BeposmHocmma 3a uHBa3unA Ha
cmeHama Ha nukouyHus mMexyp. TA cb3gaBa oc-
HoBa 3a cmaHgapmusupaHe Ha npomokoAa 3a
MnNMPT, aHaAu3a Ha obpasume u cmpykmypupa-
Hemo Ha 3akAloueHuemo om obpa3Homo uscaeg-
BaHe.

HEJ:

Ha ce npegcmaBu ob63op Ha cucmemama VI-
RADS, BkalouumenHo HeuHume oCcHOBHU NPUHUU-
nu, mexHuuecku achekmu, guagHocmuuHa edek-
muBHocm, KAuHUYHO npuno>keHue u HoBocmu.
MalocmpupaHu ca obpasHume xapakmepucmuku
Ha pasAauyHume VI-RADS kamezopuu upes npeg-
cmaBumenHu KAUHUYHU CAyvau.

MATEPUAJIU U METO/AU:

PasanegaHu ca cbBpemMeHHU AumepamypHuU
gaHHU omHocHo VI-RADS, kpumepuume 3a OueH-

ka u guagHocmuuHa mouHocm. NpegcmaBeHu ca
KAUHUUHU cAyyau, 6asupaHu Ha u3noA3BaHume
MPT cekBeHuuu, geMoHCMpupawu omgeAHUme
kameezopuu VI-RADS.

PE3YJITATU:

VI-RADS npegnaza cmaHgapmu3upaH nogxog
3a oueHka Ha kapuuHomMa Ha nukouHuAa Mexyp u
onpegenaHe Ha BepoAamHocmma 3a MyckyAHa UH-
Basus. [JokaagBaHa e Bucoka uyBcmBumeaHocm
89% u cneuuduuHocm 89% 3a paszpaHuuaBaHe
Ha HeMyckynHO-uHBa3uBeH om MyckyaHO-uHBa-
3uBeH kapuuHoM npu u3noa3BaHe Ha npaz VI-
RADS >3 [1]. NpegcmaBeHume KAUHUYHU CAyYyau
unbocmpupam munuyHume obpasHu benesdu Ha
omgenHume VI-RADS kameesopuu, chpAmMoO xa-
pakmepucmukume Ha mymMopa u MexypHama
cmeHa 8 omgeaHume u3non3BaHu MPT cekBeH-
uuu.

3AKJIIOYEHUE:

VI-RADS e HageXkgHa u BvbanpousBoguma
MPT-6asupaHa cucmema 3a oueHka u goknag-
BaHe Ha myMopume Ha nukouHuAa Mexyp, koAamo
nogobpaBa mouyHocmma Ha AokaaAHOMO cmagu-
paHe u yaecHABa komyHukauuama mexkgy peHm-
2EHOAO3U U YpOAO3U, nognomazawo mepaneB-
MUYHOMO NAGHUpPaHe.

KJ1040BU AYMU:

kapuuHOM Ha nukouyHuAa Mexyp,
HO-pe3oHaHcHa momozpadusn, VI-RADS

MasHuUMm-
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MULTIPARAMETRIC MAGNETIC
RESONANCE IMAGING OF BLADDER
CANCER: THE VI-RADS SCORING
SYSTEM

E. Mihaylova-Hinkova, M. Nedevska, V. Groudeva, M. Eneva, N.Slavkova,
D. Dimitrova, V. Valcheva
RADIOLOGY DEPARTMENT,,ST. EKATERINA” UNIVERSITY HOSPITAL
RADIOLOGY DEPARTMENT, MEDICAL UNIVERSITY SOFIA

INTRODUCTION:

Urothelial lesions of the urinary bladder are a
common finding in urological practice. Accurate
assessment of muscle invasion in bladder cancer
is essential for selecting the optimal therapeutic
strategy. Multiparametric magnetic resonance
imaging (mpMRI) of the urinary bladder has
emerged as an important imaging modality in the
evaluation of urothelial carcinoma. The Vesical
Imaging-Reporting and Data System (VI-RADS),
introduced in 2018, was developed to assess
the likelihood of muscle invasion. It provides a
standardized framework for image acquisition,
interpretation, and structured reporting.

AIM:

To provide an overview of the VI-RADS scoring
system, including its fundamental principles,
technical aspects, diagnostic accuracy,
clinical applications, and recent developments.
Representative clinical cases are included to
illustrate the imaging features of the different VI-
RADS categories.

MATERIALS AND METHODS:

A review of the contemporary literature on VI-
RADS was performed, focusing on the scoring
criteria and diagnostic accuracy. Representative
clinical cases demonstrating each VI-RADS
category are presented.

RESULTS:

VI-RADS provides a standardized approach to
the evaluation of bladder cancer and estimation

of the likelihood of muscle invasion. A pooled
sensitivity of 89% and specificity of 89% have
been reported for differentiating non-muscle-
invasive bladder cancer from muscle-invasive
bladder cancer using a VI-RADS threshold of >3
[1]- The presented clinical cases demonstrate the
characteristic imaging features of each VI-RADS
category, illustrating the difference between tumor
and bladder wall appearance.

CONCLUSION:

VI-RADS is a reliable and reproducible MRI-
based scoring and reporting system for bladder
tumors. It improves the accuracy of local staging,
facilitates communication between radiologists
and urologists, and supports clinical decision-
making and treatment planning.

KEY WORDS:

urinary bladder cancer, multiparametric MRI,
VI-RADS

1. Panebianco, V., et al., Multiparametric Magnetic
Resonance Imaging and Vesical Imaging-Reporting
and Data System (VI-RADS) for Bladder Cancer
Diagnosis and Staging: A Guide for Clinicians
from the American College of Radiology VI-RADS
Steering Committee. Eur Urol, 2026. 89(6): p. 487-
499. https://doi.org/10.1016/j.eururo.2025.10.010

ADDRESS FOR CORRESPONDENCE:

EB2eHua MuxaunoBa-XunkoBa
evgeniya.mihaylova@yahoo.com
+359886822211
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OCHOBHW NMPENOPBKU N MPABUJIA
3A YCINEXA U KAYHECTBOTO HA
MUBOT NP OPTOTOINNYHO
SAMECTEHV NAUMEHTU CJIEL
PAOUKAJIHA ULUCTEKTOMUA

A. 4. Wnwkos, [. Wnwkos, [1. Ewpedos
YMBAN ,NNOBAMB’", NNOBAVB

BescnopHo opmomonuyHomo 3amecmBa-
He cneg pagukoanHa uucmekmomua no noBog
MyckyanHouHBazuBeH kapuuHOM Ha nukouHuA
Mexyp e Hal — gobpama Bb3morkHocm 3a go-
6po kauecmBo Ha >kuBom caegonepamuBHo. 3a
nepuoga om 1998 2og. go 2026 20g. cMe u3Bop-
weAu 1000 opmomonuyHu 3amecmBaHusa, om
koumo 201 Ha >keHu. Hag 80% om onepupaHu-
me BOAHU ca npocAegeHU Hag 8 20guHu, kamo
omyumame npexkuBaemocm om Hag 25 20guHu.
OnepupaHume 6oAHU ca Ha Bb3pacm om 29 go

76 2oguHu. MN3BobpweHu ca Bcuuku BugoBe op-
momonuyHu 3amecmBaHuA, koemo Hu no3BoAu
ga cpaBHum omgeAHumMe onepamuBHU MmexHuku.
He3aBucumo gaau onepauuama e u3BopuweHa
omBopeHo uAu pobomusupaHo, gobpume pe-
3yAmamu ca moezaBa, koezamo ce cnas3Bam HsA-
kou ocHoBHuU npaBuaa Ha mo3u Bug onepamuBHa
uHmepBeHuuu. CMAamame, uye 2onemMusm 6Bpou
opmomonuyHu 3amecmBaHusd, HU gaBa npaBo ga
cnogeAuM ocHoBHU npaBuAa u npenopoku 3a yc-
nexa Ha mo3u Bug onepamuBHa mexHuka.

KEY RECOMMENDATIONS AND
GUIDELINES FOR SUCCESS AND
QUALITY OF LIFE IN PATIENTS
UNDERGOING ORTHOTOPIC BLADDER
SUBSTITUTION FOLLOWING RADICAL
CYSTECTOMY

D. D. Shishkov, D. Shishkov, D. Eshrefov
UNIVERSITY MULTIPROFILE HOSPITAL FOR ACTIVE TREATMENT (UMHAT) ,PLOVDIV* PLOVDIV

Undoubtedly, orthotopic bladder substitution
following radical cystectomy for muscle-invasive
bladder cancer offers the best opportunity for
a good postoperative quality of life. Between
1998 and 2026, we performed 1,000 orthotopic
substitutions, 201 of which were in women. More
than 80% of the operated patients have been
followed up for over 8 years, with survival times
exceeding 25 years recorded. The patients who
underwent surgery ranged in age from 29 to 76

years. All types of orthotopic replacements were
performed, enabling us to compare the various
surgical techniques. Regardless of whether the
procedure is performed via an open approach or
robotically, good outcomes depend on adherence
to certain fundamental principles of this type
of surgery. We believe that the large number of
orthotopic replacements performed justifies
sharing key guidelines and recommendations for
the success of this surgical technique.
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HEOAZIOBAHTHATA XUMWUOTEPANNUSA
KATO MOArOTOBKA 3A PAOUKAJTHA
LLUCTEKTOMUA UNU NAPLIMATTHA
PE3EKLUA

A. 4. Wnwkos, A. Wnwkos, [1. Ewpedos
YMBAN ,NNOBAMB’", NNOBAVB

MyckyaHo-uHBa3uBHuUAM kapuuHoM Ha nukou-
Hua mexyp (MUKIM) e agpecuBHo 3abonABaHe
cbC 3HauumeAeH puck om peuuguB caeg ca-
MocmosAameAHO u3BopuweHa pagukanHa uucmek-
momMuA U AumMdHa gucekuuAa Ha masoBume
AUMHU Bb3Au. Mpu nauueHMu, nogxogAwu 3a
A€UYEHUE C uucnAamuH, e gokasaHo, ue NpuAo-
»keHuemo Ha HeoagloBaHmHa xumuomepanua
Ha 6aszama Ha uucnaamuH, nocaegBaHo om pa-
gukanHa uucmekmomus, nogobpaBa obwama
npexkuBaemocm (Or1) u ce e ymBopguao kamo
cmaHgapm B AeueHuemo. Bonpeku moBa, npu
npubauzumenHo 40—50% om nauueHmume Bce
nak HacmonBa peuuguB Ha 3abonAaBaHemo chaeg
neveHue. OcBeH moBa 3HayumeAHa uyacm om
nauueHmume ¢ MWKIM He ca nogxogAwu 3a

AeUYeHue c uucnAamuH, koemo npegcmaBanABa
npegu3BukamencmBo B kauHuuHama npakmuka.
lMpe3 nocregHUME 20guHU ce npoy4yBam pasAuu-
HU cmpameauu 3a nogobpaBaHe Ha u3xoga om
AeveHuemo upe3 BkalouBaHe Ha uHXUbBumMopu Ha
UMyHHUmMe koHmpoAHU mouku 8 mepaneBmuu-
HuA nogxog. OuepmaBam ce gBa ocHOBHU nog-
X0ga 3a AeueHue: HeoagloBaHmHa xumuomepa-
nua ¢ agloBaHmHa umMyHOomepanusa, aganmupaHa
cnpAMO pucka, u yHuBepcanHa nepuonepamuBHa
mepanuA, 6asupaHa Ha umyHomepanus. B Ha-
cmoAwuA 0b630p pasanekgame HawuAam onum,
HanuuHume gokasamencmBa, npegusBukamen-
cmBama u 6bogewume Hacoku npu nepuonepa-
MuBHOMO AeueHue Ha MyCckyAHO-UHBa3uBeH ypo-
meAeH KapuuHOM.

NEOADJUVANT CHEMOTHERAPY
AS PREPARATION FOR RADICAL
CYSTECTOMY OR PARTIAL RESECTION

D. D. Shishkov, D. Shishkov, D. Eshrefov
UNIVERSITY MULTIPROFILE HOSPITAL FOR ACTIVE TREATMENT (UMHAT) ,PLOVDIV* PLOVDIV

Muscle-invasive bladder cancer (MIBC) is
an aggressive disease with a significant risk of
recurrence following radical cystectomy and
pelvic lymph node dissection performed as a
standalone procedure. In patients eligible for
cisplatin-based treatment, the administration
of cisplatin-based neoadjuvant chemotherapy
followed by radical cystectomy has been shown
to improve overall survival (OS) and has become
the standard of care. However, approximately
40—50% of patients still experience disease
recurrence following treatment. Furthermore, a
significant proportion of patients with muscle-
invasive urothelial carcinoma (MIUC) are ineligible

for cisplatin-based treatment, posing a challenge in
clinical practice. In recent years, various strategies
have been investigated to improve treatment
outcomes by incorporating immune checkpoint
inhibitors into the therapeutic approach. Two main
treatment approaches are emerging: risk-adapted
neoadjuvant chemotherapy followed by adjuvant
immunotherapy, and universal perioperative
immunotherapy-based therapy. In this review,
we discuss our experience, available evidence,
challenges, and future directions regarding
the perioperative treatment of muscle-invasive
urothelial carcinoma.
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POBOTU3NPAHA
KOJINOCAKPONEKCUA C DUKCUPAHE
HA MPEXXATA YPE3 LLEB BMECTO
METAJIHN OUKCATOPU

C. MeHwukay, M. Cunuyk, Mop. Togopos

BbBEJEHUE:

PobomusupaHama cakpokoanonekcus e 3ha-
MeH cmaHgapm NpuU XUpPyp2uyHOMO AeYEeHUE Ha
anukaneH npoAanc Ha masoBume opzaHu. Qukcu-
paHemo Ha Mpexkama koM npegHama HagAv>kKHa
Bpvska Ha cakpyma mpaguuuoHHO ce u3BopwBa
C MemaAHU dukcamopu UAU upe3d XupypauuyeH
weB. PobomusupaHama xupypaus no3BoanaBa
npeuusHo nocmaBaHe Ha weBoBe, koemo MmoXke
ga eAuMuHupa Heobxogumocmma om u3noA3Ba-
He Ha MemaAHuU ukcamopu U NOMEHUUaAHO ga
HamaAu cBop3aHume ¢ mAxX yCAOXKHEHUS.

LEJT:

[a ce oueHu BesonacHocmma, mexHuyecka-
ma NPUAOKUMOCM U paHHUME KAUHUYHU pPe3yA-
mamu npu pobomusupaHa koanocakponekcus ¢
dukcupaHe Ha mpexkama koM cakpyma upes He-
paszpagum weB Bmecmo memanHu pukcamopu.

MATEPUAJIU U METO/AN:

MpoBegeH e npocnekmuBeH aHaAu3 Ha 18 no-
cnegoBamenHu nauueHmku ¢ anukaneH npoaanc,
onepupaHu B8 nepuoga om 17 meceua. lNpu Bcuu-
ku nauueHmku e usBovpweHa pobomusupaHa
koanocakponekcusa, kamo mperkama e pukcupa-
Ha koM npegHama HagAab)kHa Bpv3ka Ha cakpy-
Ma C HepaszpaguM xupypauueH weB 6e3 uanos-

BaHe Ha MemanHu dukcamopu. NpocaegeHu ca
uHMpaonepamuBHUMe pesyamamu, caegonepa-
muBHomo Bo3cmaHoBABaHe u yecmomama Ha
peuuguBume.

PE3YJITATU:

Bcuuku onepauuu ca 3aBvopuweHu pobomuasu-
paHo 6e3 koHBepcua koM omBopeHa xupypaus.
He ca HabalogaBaHu uHmpaonepamuBHuU ycAoXk-
HeHuA, cBop3aHu ¢ mexHukama Ha pukcauus. Mo
Bpeme Ha npocaegAaBaHemo He e pesucmpupaH
peuuguB Ha npoAanca npu HUMO egHa om 18-me
nauueHmku. KAUHUYHUME pe3yamamu geMOH-
cmpupam HageXgHa ¢dukcauua Ha Mpexkama u
H6aazonpuameH canegonepamuBeH xog.

3AKJIIOYEHUE:

PobomusupaHama koanocakponekcus ¢ du-
kcupaHe Ha Mperkama upes3 Hepasz2paguM Xu-
pypeuveH weB npegcmaBanaBa 6GeszonacHa u
edpekmuBHa anmepHamuBa Ha u3noA3BaHemo
Ha MemanHu dukcamopu. MopBoHayarHUAM HU
onum nokasBa OmAUYHU paHHU aHaMOMUYHU pe-
3yAmamu u Aunca Ha peuuguBu npu npocaegaBa-
He go 17 Meceua.

HeobxogumMu ca no-2o0AemMu cepuu u no-npo-
gobrkumenHo npocaegaBaHe 3a nomBoprkgaBa-
He Ha gbA2ocpouHuam edekm
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KOPEKUMA HA BESUKOBATMHAJIHA
OUCTYNA CJNIEA XUCTEPEKTOMMUA -
BI/I,[IEOFIPE3EHTALI,I/IFI

C. MeHwukay, M. Cunuyk, Mop. Togopos

BbBEJEHUE:

BesukoBazuHanHama ducmyna e pAgko, HO
mexkko ycAoXkHeHue cAeg xucmepekmomus,
koemo Bogu go nocmosAHHa ypuHapHa UHKOHMU-
HeHUUA U 3HayumeAHO HapywaBa kauecmBomo
Ha >kuBom Ha nauueHmkume. Xupyp2uyHOmMo
AeveHue npegcmaBaaBa npegusBukamencmBo
u usuckBa npeuusHo naaHupaHe u cna3BaHe Ha
ymBopgeHume pekoHcmpykmuBHU npuHUUNU.

HEJ:

Ha ce npegcmaBam ocHoBHUME emanu u mex-
Huyeckume ocobeHocmu npu xupypauyHama ko-

pekuua Ha BesukoBacuHanHa pucmyaa caeg Xuc-
mepekmomus upe3d BugeonpeseHmauusi.

MATEPUAJIU UMETO4QN:
[eMoHCMpupaH e cmaHgapmu3aupaH pobo-

musupaH Nogxog C gucekuus u omgeArHe Ha
nukouHua Mexyp om Baazaauwemo, ekcuusus

Ha ducmyaHuA mpakm, MHO20CAOUHO Bogo-
HenponyckAuBo 3amBapAHe Ha gedekmume Ha
nukoyHuA Mexyp u Brazaauwemo u usnoasBaHe
Ha Aambo om camama Be3ukanHa cmeHa. Cne-
uuanHo BHumaHue e omgeneHo Ha pabomama B
pasgeAAHemMoO Ha AuHuume Ha weBoBeme u ocu-
2ypABaHemo Ha agekBameH caegonepamuBeH
gpeHa)k Ha nukoyHuA Mexyp.

3AKJIKOYEHUE:

YcnewHama xupypeaudHa kopekuuAa Ha Besu-
koBazuHanHama ducmyaa 3aBucu om BHuma-
meAHama npegonepamuBHa oueHka, npaBuaHua
uzbop Ha onepamuBeH gocmobn U cMpukmHoOmMo
cnasBaHe Ha pekoHcmpykmuBHume npuHuuNnu.
MpegcmaBeHama mexHuka e edpekmuBeH u 6e3-
onaceH Memog 3a AeveHue, KoUmo MUHUMU3U-
pa pucka om peuuguB u gonpuHaca 3a gobpu
dyHKuuoHaAHU pe3yamamu u Bo3cmaHoBaBaHe
kauecmBomo Ha >»kuBom Ha nauueHmkume.
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MULTIMODAL SURGICAL
APPROACH IN THE TREATMENT
OF UROGYNECOLOGICAL AND

URODIGESTIVE FISTULAS

A. lzairi'3, J. Ivcev'3, I. Minev'3, D. Markovski?3, T. Stoilkovska'
1. FACULTY OF MEDICAL SCIENCES, GOCE DELCEV UNIVERSITY, STIP, REPUBLIC OF NORTH
MACEDONIA
2. MEDICAL FACULTY, SAINT CYRIL AND METHODIUS UNIVERSITY, SKOPJE
3. CITY GENERAL HOSPITAL 8TH OF SEPTEMBER SKOPJE, REPUBLIC OF NORTH MACEDONIA

INTRODUCTION

Urinary  tract fistulas are  abnormal
communications between the urinary tract and
adjacent organs, most commonly caused by
iatrogenic injury, malignancy, obstetric trauma, or
radiotherapy. Urogynecological and urodigestive
fistulas are the most clinically significant types.
Although both conservative and surgical treatment
options exist, surgical reconstruction remains
the mainstay of management, with the choice of
approach depending on fistula characteristics and
patient-related factors.

OBJECTIVES

e To evaluate the etiology and diagnostic work-
up of urogynecological and urodigestive
fistulas.

e To assess and compare conservative
and surgical treatment modalities in order

todetermine the optimal management
strategy.
e To analyze postoperative outcomes,

complications, and recurrence rates following
fistula repair.

e To identify preventive measures for reducing
the incidence of urogynecological and
urodigestive fistulas.

MATERIALS AND METHODS

The study was conducted at the Department
of Urology and the Department of General
and Digestive Surgery, City General Hospital
“8th September” — Skopje and included 50
patients with urogynecological and urodigestive
fistulas treated between January 2019 and the
present. All patients underwent standardized
clinical, laboratory, and imaging evaluation,

including ultrasonography, cystoscopy, magnetic
resonance fistulography, and gastrointestinal
evaluation when indicated. Data were analyzed
using quantitative and comparative methods and
presented using descriptive statistics.

RESULTS
The study included 50 patients with
urogynecological and urodigestive fistulas.

Vesicovaginal fistulas were the most common (n
= 26; 52.0%), followed by vesicorectal (n = 14;
28.0%) and vesicovaginorectal fistulas (n = 10;
20.0%). The main etiological factors were previous
hysterectomy in vesicovaginal fistulas (53.8%) and
malignant diseases, particularly rectal carcinoma,
in vesicorectal and vesicovaginorectal fistulas.

The most commonly used surgical approaches
were transvesical repair for vesicovaginal fistulas,
transperitoneal repair for vesicorectal fistulas,
and transabdominal transperitoneal repair for
vesicovaginorectal fistulas. Successful outcomes
were achieved in 80.0% of vesicovaginal fistulas
treated with the transvesical approach, 83.3% of
vesicorectalfistulastreated withthe transperitoneal
approach, while in vesicovaginorectal fistulas
successful treatment was achieved in 40.0%
of patients, with mortality recorded in 60.0% of
cases.

CONCLUSION

In our study, vesicovaginal fistulas were the
most common type of urogynecological and
urodigestive fistulas, followed by vesicorectal and
vesicovaginorectal fistulas. The main etiological
factors were previous pelvic surgery, particularly
hysterectomy, and malignant diseases. Successful
treatment requires an individualized surgical
approach based on fistula type, localization,
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and complexity. Transvesical repair showed
favorable outcomes in vesicovaginal fistulas, while
transabdominal approaches provided good results 6.
in complex vesicorectal and vesicovaginorectal

sealant in operative Medicine, Gynaecology &
Obstetrics, Urology).

6 Gruner JS, Sehon JK, Johnson LW. Diagnosis and
management of enterovesical fistulae in patients

Biancardi L, Annoscia S, Lozzi C. The use of fibrin
sealant in the treatment of urinary bladder fistulae.
In: Shelag G, Redl H, editors. Vol 3. Springer
Verlag Heidelberg; 1986. pp. 141-142. (Fibrin

fistulas. with Crohn’s disease. Am Surg 2002;68:714-9.
REFERENCES: 7. 7. Najjar SF, Jamal MK, Savas JF, et al. The
1.Urlesberger H, Henning K. Transperitoneal and spectrum of_ colovesical fistula and -diagnostic
vaginal closure of vesicovaginal fistulae with g g aﬁdgm.ﬁg zu;g.ﬂ%iil)4§fl§8:6\lf7f2 11' AL
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YPAXYCEH KAPLVMHOM NMPU MJIAOA
EHA: AUATHOCTUYEH NOAXOA,
N XUPYPTMYHO NOBEAEHUE -
NPEACTABAHE HA KNMHUYEH
CNYYAN

H. Xanaues', B. Xapkuiicka®, [. 3aprann’, I. Mysukagunesa', A. Ctoiiues’, C. AHapeeB',
. lpamaTtukos?, . Nangapos? H. CMunos’
'KNMNMHWKA MO YPONOIMA, MU-MBP - COOUA
2KATE,EI'PA MO HYKNEAPHA MEOVLUWHA, YMBAN ,ANEKCAHOPOBCKA” - COOUA

BbBEJEHUE:

KapuuHoMbm u3xoXkgaw, om ypaxycHusa OcC-
mamvk e pAgko oHkonozuuHO 3aboanaBaHe, koe-
mo obukHoBeHo ce npegcmaBa B HanpegHaa
cmaguu u nocmaBsa 3HayumeAHU guagHOCMUYHU
u mepaneBmuuHu npegusBukameacmBa.

LEJT:

Ha ce npegcmaBu guazHOCMuUYHUAM npouec
U XupypauyHomo noBegeHue npu MAaga nauu-
eHmka ¢ AokanHo aBaHcupaH ypaxyceH kapuu-
HoM, kakmo u ga ce oueHAmM nocmonepamuBHu-
me pe3yamamu.

METOA4MN:

MpegcmaBeH e kauHuueH cayuyau Ha 35-20-
guwHa >keHa ¢ peuuguBupaw, uucmum, xema-
mypusa u nepcucmupawa 6akmepuypus. lMpo-
BegeHu ca exoepaduna, AMP u PET-CT, koumo
nokazBam mymopHa dopmauua B kynona Ha
nukouHUA Mexyp CbC CbMHUMEAHO aHzaykupaHe
Ha moHkoupeBHa bpumka u namonozuuHo yBeAau-
yueHU AUMOHU Bob3Au. Xucmoao2uuyHo e gokasaH
naockokaemoueH kapuuHoM. N3BopuweHa e nap-
uuanHa yucmekmomua ¢ ekcuusua Ha ypaxyca u
nona, g8ycmpaHHa paswupeHa AuMdpHa gucek-
uuA.

PE3YJITATU:

XucmonaozuuHomo uscaegBaHe nokasBa nao-
ckokaemoueH ypaxyceH kapuuHOM C UHUA-
mpauua 8 cmeHama Ha nukouyHus Mexyp U ne-
pu-ypaxycHama mobkaH, uyucmu pe3ekuuoHHU
AUHUU U AUNca Ha Memacmasu B omcmpaHeHu-

me AuMdHU Bo3au. MNauueHmkama e pedepupa-
Ha koM KAuHuka no MeguuuHcka oHkonozuA 3a
agloBaHmHa xumuomepanuAa nopagu gaHHume
3a nokanHo aBaHcupaHe Ha 3abonaBaHemo. KoH-
mMpoAHUMeE udcaegBaHuA Ha mpemuA Meceu, nNo-
cmonepamuBHo (uucmockonua, AMP u PET-CT)
nokasBam Aunca Ha nokaneH peuuguB, Aunca Ha
npegonepamuBHo omkpumume AumMdpHU Bo3au
UAU gaHHU 3a guceMuHauus.

3AKJIOYEHUE:

MpegcmaBeHuam  cAyuyal  gemMoHcmpupa
cnokHocmma Ha noBegeHuemo npu ypaxycHus
kapuuHoM u noguepmaBa 3HauyeHuemo Ha npa-
BuAHama u kpumuuyHa uHmepnpemauua Ha ob-
pasHume uscnaegBaHua npu B3emaHemo Ha me-
paneBmuuHu peweHuA. NMNoAyyeHume pesyamamu
noguepmaBam 3HaueHUemo Ha Xupypa2uuyHOmo
AEUEHUE U homeHuuana 3a baazonpuAameH u3xog
gOopU NpU HaAUYUEMOo Ha HayaAHU gaHHU 3a aBaH-
cupaA oHkonozuueH npouec. Auncama Ha peaneH
MemacmamuueH cybcmpam npu no3umuBHu
gaHHU om obpasHume uscAaegBaHuA nogckasBa
Hy>kgama om gonbAHUMEAHU paspabomku no
OMHOWEHUE Ha NPO2HOCMUYHOMO 3HA4YeHue Ha
obpasHume Haxogku npu ypaxycHume mymMopu.

KJI40BU AYMU:

ypaxyceH kapuuHom, AMP, PET-CT, napuuan-
Ha uucmekmomua, AuMHa gucekuua

AZJPEC 3A KOPECIIOHAEHLYUA:

halachevn@gmail.com
Ten. +359888 123020
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URACHAL CARCINOMA IN AYOUNG
FEMALE: DIAGNOSTIC APPROACH AND
SURGICAL MANAGEMENT -

A CASE REPORT

N. Halachev', V. Hadzhiyska®, D. Zargani', G. Muzikadzhieva’, A. Stoychev’, S. Andreev’,
Y. Gramatikov?, G. Gaydarov?, N. Smilov’
' CLINIC OF UROLOGY, MEDICAL INSTITUTE OF THE MINISTRY OF INTERIOR — SOFIA
2 DEPARTMENT OF NUCLEAR MEDICINE, UNIVERSITY HOSPITAL ,ALEXANDROVSKA" — SOFIA

INTRODUCTION

Carcinoma arising from the urachal remnant
is a rare malignancy that typically presents at an
advanced stage, posing significant diagnostic and
therapeutic challenges.

OBJECTIVE

To present the diagnostic workflow and
surgical management of a young female patient
with locally advanced urachal carcinoma, as well
as to evaluate the postoperative outcomes.

METHODS

We report a clinical case of a 35-year-old female
presenting with recurrent cystitis, hematuria, and
persistent bacteriuria. Ultrasound, MRI, and PET-
CT were performed, revealing a mass in the dome
of the urinary bladder with suspected involvement
of a small bowel loop and pathologically
enlarged lymph nodes. Histopathology confirmed
squamous cell carcinoma. The patient underwent
partial cystectomy with en bloc excision of the
urachus and umbilicus, along with bilateral
extended pelvic lymph node dissection.

RESULTS

Histopathological = examination  confirmed
squamous cell urachal carcinoma infiltrating the
bladder wall and peri-urachal tissue, with negative
resection margins and no metastases in the

excised lymph nodes. Due to features of locally
advanced disease, the patient was referred to
the Department of Medical Oncology for adjuvant
chemotherapy. Follow-up evaluations at 3 months
postoperatively (cystoscopy, MRI, and PET-CT)
showed no evidence of local recurrence, resolution
of the preoperatively identified lymph nodes, and
no signs of systemic dissemination.

CONCLUSION

This case demonstrates the complexity of
managing urachal carcinoma and underscores the
importance of proper and critical interpretation
of imaging findings when making therapeutic
decisions. The outcomes highlight the pivotal role
of surgical treatment and the potential for favorable
results, even when initial findings suggest an
advanced oncologic process. The absence
of true metastatic disease despite suspicious
preoperative imaging points to the need for further
research regarding the prognostic significance of
imaging findings in urachal tumors.

KEYWORDS:

urachal carcinoma, MRI, PET-CT, partial
cystectomy, lymph node dissection
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Tel.: +359 888 123020
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PASPABOTBAHE HA
CTAHOAPTU3UNPAH BbIMPOCHUK 3A
NMOHOCMMOCT HA AMBYJIATOPHATA
ONEKCUBUNTHA UNCTOCKOMUA NPU

NMPOCJIEAABAHE HA MALUMUEHTW
C MYCKYJIHO-HEMUHBA3WVBEH
KAPUMHOM HA MUKOYHUNA MEXYP

B. Benuukos’, A. Boxkos’, /. loues’, E. Monos’
1- YMBAJT,LUAPVILIA MOAHHA - UCY/T*

BbBELQEHUE U LEJTN

AmbynamopHama daekcubuaHa uucmocko-
nuAa (baYLIC) ce Boanpuema kamo cmaHgapm
B8 npocnegABaHemoO Ha nauueHmMu C Myckya-
HO-HeuHBa3uBeH kapuuHOM Ha NukouHUA Mexyp
(MHWPTTM) [1]. MHozokpamHume uucmockonuu
MoO2am ga umam ompuuamenHo Bo3geucmBue
Bopxy koMnaalbvHCca Ha nauueHma nopagu cBop-
3aHume ¢ npouegypama guckomdopm, emMouuo-
HaneH cmpec u puHaHcoB pasxog [2, 3]. OuakBa-
HuAmMa Ha nauueHma, kakmo u pasaukama mexkgy
ouakBaHusa u peaneH guckomcpopm ocmaBam He-
gocmambuHo u3cAegBaHu [4]. Lleama Hu e pas-
pabomBaHemo Ha cmpykmypupaH BonpocHuk,
oueHABaw, noHocumMocmma, ©6e3nokolcmBomo
u ouakBaHa, pecnekmuBHo usnumaHa 6onkama
npu dAYLC, kakmo u »keanaHuemo Ha nauueHma
3a npugoprkaHe kbM mo3u mun npocaegABaHe.

MATEPUAJT U METOA4AN

N3cnegBaxme 39 nauueHmu (23 moxke; 16
»KeHu), npocaegAaHu upe3 ambyramopHa haYLIC
no noBog Ha MHUPIIM 3a nepuoga om AHyapu
go anpua 2026 2. lNpegu u caeg npouegypama
nauueHmume nonvbABam BbnpocHUK, cogobpXkawl,
10-moukoBu BusyanHu aHanoz20B8u ckanu. Mop-
BuuHume kpauHu mouku oueHABam pasaukama
MeXkgy ouakBaHama u peanHama 6oaka. Bmo-
puuHume BkalouBam obwa noHocumocm koM
U npuemAuBocm Ha npouegypama u aHaAu3 Ha
kauHUYHU ¢bakmopu, cBop3aHu ¢ noBuweH guc-
komdopm.

PE3YJITATU

N3cnegBaHemo BkalouBa 39 nauuenmu. Cpeg-
Hama ouakBaHa 6oaka npegu uucmockonuama
e 6 mouku, gokamo cpegHama peaAHO u3nu-
maHa e 2, noka3Bawo 3HauumeAeH cnag cnps-
Mo ouakBaHusma Ha nauueHmume. CpegHama
npegnpouegypHa mpeBo>kHocm e 5 mouku u e
npaBonponopuuoHanHa Ha ouyakBaHama 6onka.
MauueHmume geMoHcmpupam gobpa npuemau-
Bocm Ha Memoga npu gbA20CPOYHO NPOCAEgA-
BaHe — 10 mouku. Bcuuku nauueHmu gokaag-
Bam >kenaHue ga npogoakam gobA20CPOUYHOMO
cu npocaegABaHe ambynamopHo, upes pAYLIC.

3AKJIOYEHUE

MauueHnmume, npocaegABaHu nopagu MHNP-
MM, gemoHcmpupam gobpa noHocumocm koM
dAYUC, koamo ce acouuupa ¢ no-Hucku HUBa Ha
bonkama om ouakBaHume. HoBopaspabomeHu-
AmM BonpocHuk obekmuBusupa onucaHume meH-
geHuuu upes gupekmHo penopmyBaHu om nauu-
eHmume pesyamamu.

KJ1l040BU AYMU:

MHUPIM, daekcubuaHa uucmockonus; us-
»kKuBaBaHe Ha nauueHmume; 6Hoaka; BusayanHa
aHanoz208a ckana;
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DEVELOPMENT OF A STANDARDIZED
QUESTIONNAIRE ONTHE
TOLERABILITY OF OUTPATIENT
FLEXIBLE CYSTOSCOPY IN THE
FOLLOW-UP OF PATIENTS WITH NON-
MUSCLE-INVASIVE BLADDER CANCER

V. Velitchkov?, A. Bozhkov', Y. Dochev', E. Popov'’
1-UH,TSARITSA YOANNA-ISUL"

INTRODUCTION AND OBJECTIVES

Office-based flexible cystoscopy is considered
a standard for follow-up in patients with non-
muscle-invasive bladder cancer (NMIBC) [1].
However, repeated cystoscopic examinations may
negatively impact patient.s compliance because
of procedure-related discomfort, anxiety and
financial cost [2, 3]. Patient expectations and the
discrepancy between expected and experienced
discomfort remain insufficiently explored [4].

Our aim was to develop a structured patient
experience questionnaire and evaluate expected
and experienced pain, anxiety, overall tolerability
and patient acceptance of outpatient flexible
cystoscopy in patients undergoing surveillance
for NMIBC.

MATERIALS AND METHODS

We studied 39 patients (23 males; 16 females)
undergoing regular outpatient flexible cystoscopy
for NMIBC surveillance. Patients were recruited
from January to April 2026. Patients completed the

newly developed patient experience questionnaire,
which included several 10-point Visual Analogue
Scales (VAS). The primary endpoint was the
difference between expected and experienced
pain. Secondary endpoints included overall
patient tolerance, procedure acceptance and
identification of clinical factors associated with
increased discomfort.

RESULTS

Thirty-nine patients were included in the study.
Median expected pain score before cystoscopy
was 6, whereas median experienced pain after
the procedure was 2, demonstrating a reduction
compared with patient expectations. Median
pre-procedural anxiety was 5 and positively
correlated with expected pain. A median score
of 10 points indicated high patient acceptance of
repeated surveillance. All of our patients reported
willingness to undergo future flexible cystoscopic
examinations under the same outpatient
conditions.
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CONCLUSIONS

Outpatient flexible cystoscopy is well tolerated
by patients undergoing NMIBC surveillance and is
generally associated with less pain than patients
anticipate. The newly developed questionnaire
provides an objective assessment of these patient-
reported outcomes.

KEYWORDS:

NMIBC; flexible cystoscopy; patient-reported
outcomes; patient experience; pain; visual
analogue scale; surveillance.
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NNATNNAPOCKOICKA EKCLUU3UNA HA
YPAXYC - KIMHUYEH CNTYYAN

b.Jlazapos, Bn. CaBueHkKo, X. Axmen
MBAJ1,CBETA AHHA - BAPHA" KITMHNKA MO YPONOT 4,

BbBE/JEHUE:

MepcucmupawuAam ypaxyc € pAgko cpewa-
HO BpogeHo 3abonnaBaHe Ha nukouHusa Mexyp (1).
O6ukHoBeHo ce omkpuBa ckopo caeg parkgaHe-
mo, HO ca Bb3moyKu U No-KbCHU KAUHUYHU npeg-
cmaBAaHusa (2).

LEJT:

OnucBame pAgok cayuval Ha nepcucmupawl
ypaxyc npu 18-zoguweH maagexk. OnepamuBHo-
mo AeueHue bewe u3BopweHo no ekcmapenu-
MmoHeaneH Aanapockoncku nom.

NMPEACTABAHE HA CJZ1YYAA:

18-2oguweH MaageXk nocewaBawe MHO20-
kpamHo yponozuuHa ambyaamopuA ¢ kombuHa-
uuAma om uucmum u 2HoeBugHa cekpeuua om
nona — onAakBaHusma 3a 3anoyHaAu om npo-
Aremma Ha 2026 kamo npegu moBa Hukoza He e
umMan Hukoza nogobHu cumnmomu. AHmMubuo-
MUYHOMO AeUeHUe No ypokyamypa Hocewe Bpe-
MeHHO nogobpeHue. M3Bopwu ce uucmockonus
u ce ycmaHoBu nepcucmupauw ypaxyc Ha kyno-

A2 Ha mexypa kamo BoBegeHuAam ypemepaneH
kamemvop npe3 nona ce nokasBawe B mexypa.
HanpaBeHuam komnlomopeH momozpad no-
mBopgu guasHo3ama. B3e ce peweHue 3a ekc-
mpanepumoHeanHa Aanapockoncka ekcuusus.
Mpu HelHomo u3BopwBaHe ce obvpHa ocobeHo
BHumMaHue Ha nocmaBaHemo Ha nopmoBeme —
mpoakapbm Ha Hasson ce nocmaBu upe3 Bep-
mukaneH cpe3 N0 cpeguHHama AUHUA Nog Nona;
BgAacHo kayganHo ce nocmaBuxa gBa nopma (10
u 5 Mm) u BaaBo owe eguH (10 mm). OmBopu ce
Mexypa okoAo ypaxyca u nocaegHuAam ce ekc-
uusupa. MNo-Hamamvk ekcuusuama Ha ypaxyca
npogoAXKu kpaHuanHO kamo okoAo nbna ce npe-
MuHa koM omBopeHa onepauua — 32 NOCAEegHU-
me HAKOAKO caHmumempa go nona.

OBCbX/AAHE:

OnepamuBHa ekcuusua Ha ypaxyca e BakHa
3apagu Bv3morkHama nofBa B Hez2o Ha ageHo-
kapuuHoM. B Aumepamypama mpaguuuOHHO
ce onucBa omBopeHama mexHuka Ha ekcuusus,
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koAamo e ekcmpanepumoHeanHa. Cowo maka
Beue e HaBAA3Aa u Aanapockonckama ekcuusua.
Taka HanpuMmep Turial et al (3) onucBam cepua om
27 geua ¢ Ananapockoncku mpaHcnepumoHeaAeH
gocmbn kamo npobareMbm npu mpaHchepumo-
HeaAHUAM nogxog e puckom om BvBerkgaHemo
Ha 6bakmepuu u/uau mymopHuU knemku 8 nepumo-
HeanHama KyxuHa. 3amoBa Hue npeghouemoxme
ekcmpanepumoHeaneH ananapockoncku gocmon,
npu koemo obaue omnpenapupaHemo Ha kpau-
Hume HAkoAko caHmumempa go nona bewe u3-
kalouumenHo mpygHo. NMopagu moBa owe npu
nocmaBaHemo Ha mpoakapa Ha Hasson uHUU3uU-
AMa 3a He2o ce HanpaBeHa BepmukanHo. Mop-
Bo omnpenapupaxme ypaxyca omkom mMexypa u
B cpegHama My uvacm. KpauHama yacm omkom
nona 6ewe omnpenapupaHa upe3 paswupABaHe
Ha gocmovna 3a mpoakapa Ha Hasson. OmBaps-
Hemo Ha nepumoHeyma B kpaAa Ha onepauuAama
Bewe MUHUMaAnHO u AecHo ce 3amBopu.

n3Boj:

Nanapockonckama ekcuusuAa Ha ypaxyca e
Bv3morkHa, HO mexHuuecku Heneka 3a u3noAHe-
Hue nopagu cpacmBaHusma koM nepumaHeyma
B8 obracmma Ha nona. B masu obaacm onepa-
uuAama mMoXke ga ce goBopwu kamo omBopeHa,
koemo mpa6Ba ga ce omueme npu nocmaBaHe-
mo Ha nopmoBeme.

KJIO40BU AYMU:

BpogeHuU aHOMaAuu Ha nukoueH Mexyp, age-
HokapuuHOM Ha ypaxyc
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LAPAROSCOPIC EXCISION OF
URACHUS - A CLINICAL CASE

B. Lazarov, VI. Savchenko, H. Ahmed
MHAT “SVETA ANNA-VARNA” CLINIC OF UROLOGY,

INTRODUCTION:

Persistent urachus is a rare congenital disorder
of the urinary bladder (1). It is usually detected
soon after birth, but later clinical presentations are
also possible (2) .

OBJECTIVE:

We describe a rare case of persistent urachus
in an 18-year-old male. Surgical treatment was
performed via an extraperitoneal laparoscopic
approach.

CASE PRESENTATION:

an 18-year-old man repeatedly visited a
urological outpatient clinic with the combination

of cystitis and purulent discharge from the
umbilicus — the complaints began in the spring
of 2026, he had never had any symptoms before.
Antibiotic treatment according to the urine culture
brought temporary improvement. Cystoscopy was
performed and a persistent urachus was found
on the dome of the bladder. Ureteral catheter
introduced through the umbilicus was visible in
the bladder. The computed tomography scan
confirmed the diagnosis. A decision was made
for extraperitoneal laparoscopic excision. During
the operation, special attention was paid to the
placement of the ports — the Hasson trocar was
placed through a vertical incision along the midline
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below the umbilicus; two ports (10 and 5 mm) were
placed caudally on the right and one more (10 mm)
on the left . The bladder was opened around the
urachus and the latter was excised. The excision
of the urachus continued cranially and around the
umbilicus an open operation was performed - for
the last few centimeters.

DISCUSSION:

Surgical excision of the urachus is important
because of the possible occurrence of
adenocarcinoma in it. The literature traditionally
describes the open operation, which is
extraperitoneal. Laparoscopic excision has
also been introduced. For example, Turial et
al (3) described a series of 27 children with
laparoscopic transperitoneal access, the problem
with the transperitoneal approach being the risk
of introducing bacteria and/or tumor cells into
the peritoneal cavity. Therefore, we preferred an
extraperitoneal laparoscopic access, in which,
however, the dissection of the last few centimeters
to the umbilicus was extremely difficult. Therefore,
when placing the Hasson trocar, the incision for
it was made vertically. First, we dissected the
urachus from the bladder side and in its middle
part. The end part to the umbilicus was dissected
by widening the access for the Hasson trocar.
The opening of the peritoneum at the end of the
operation was minimal and easily closed.

CONCLUSION:

Laparoscopic excision of the urachus is
possible, but technically difficult due to adhesions

to the peritoneum in the umbilical region. In this
area, the operation can be completed as an open
one, which must be taken into account when
placing the ports.

KEY WORDS:

congenital bladder anomalies, adenocarcinoma
of urachus
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WHUUWAEHTHO AUATHOCTULUWPAH
NNEMOMUNOM HA MMKOYHUA MEXYP,
NEKYBAH YPE3 TPAHCYPETPAJIHA
HO:YAG JIA3EPHA PE3EKLUA:
KNUHWUYEH CNTYYAU U IUTEPATYPEH
OBb30P
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BbBEAEHUE:

NAetomMuoMbm Ha nukouHusa mMexyp e pAgobk
gobpokauecmBeH Me3eHXUMEH mMyMop, Npo-
usxoXkgaw, om zaagkomMmyckyaHume kaemku Ha
MexypHama cmeHa. Tou npegcmaBaaBa npu-
6AusumenHo 0.43—0.5% om Bcuuku mymopu Ha
NukouHusa Mexyp u Mo>ke KAuHUYHO U 06pasHo ga
umumupa 3aokauecmBeHu BpemeHOkAembuHU
HeonAasuu (1,2).

HEJ:

Ja npegcmaBum cayuyal Ha UHUUGEHMHO
guasHoCcmMuuupaH AeUOMUOM Ha NUKOYHUA Me-
Xyp, AekyBaH ycnewHo uype3 mpaHcypempanHa
Ho:YAG nasepHa pe3sekuuAa u ga obcogum guae-
HOCMUYHO-MepaneBmuyHUA NOgX0g.

MATEPUAJIU U METO/N:

MpegcmaBame 46-zoguwHa >keHa C  UH-
uugeHmMHo ycmaHoBeHa uHmpaBesukanHa
dopmauua npu npodusakmuueH eauHekono-
2uueH npeaneg. N3BopweHu ca exozpaduAa, koH-
mpacmHo-ycuaeHa komnlomopHa momozpadusn,
guasgHOCMuuYHa uucmockonua, mpaHcypempan-
Ha Ho:YAG aasepHa pesekuus u nocaegBawo
XUCMOAOZUYHO U UMYHOXUCMOXUMUUYHO U3CAEQ-
BaHe.

PE3YJITATU:

O6pa3Hume u3caegBaHua nokazBam gobpe
omepaHuyeHa uHmpaBesukanHa Ae3uA c pas-
Mep okono 3 cm, pasnonoXkeHa no npegHama
cmeHa Ha nukouHus Mexyp, 6e3 xugpoHedpoaa.
Llucmockoncku ce ycmaHoBABa 2ragka cybmy-

kosHa copmauua ¢ uHmakmua AuzaBuua. Aesu-
Ama e peseuupaHa U3UANO MpPaHCypempanHo c
Ho:YAG nasep. CaegonepamuBHOmMo npomuyaHe
e 2nagko, kamemopbm e omcmpaHeH Ha nbpBus
cnegonepamuBeH geH, a nauueHmkama e gexoc-
numaausupaHa 6e3 onaakBaHusa. Xucmoao2uuHo
ce HabalogaBam cHonuema om BpemeHoBugHu
knemku 6e3 amunus, Hekpo3a uAu MumomuyHa
akmuBHocm. KMMyHOXuCcmoxumMuyHUAM NPOMUA
nokasBa gudysHa nozumuBHocm 3a enagkomyc-
kyneH akmuH, HezamuBHocm 3a S100 u Hucok
npoaudepamuBeH uHgeke Ki-67 nog 5%, koemo
nomBoprkgaBa guacHo3ama AeUOMUOM.

ObCbXAAHE:

AeloMuoMbm Ha NUKOYHUA MexXyp e guagHoC-
muuHo npegu3BukamencmBo nopagu cxogcmBo
Cc gpyau gobpokauecmBeHu u 3AokauecmBeHu
BpemeHoknemouHuU Ae3uu, BkalouumenHo aAelo-
Muocapkom (2—4). ObpasHama guasHocmuka
nognomaza Aokaausauuama, HO gecpuHumuBHa-
ma guazHo3a u3uckBa MopdoAO2UUHaA U UMYHO-
xucmoxumMuuHa Bepudukauua. B gudepeHuu-
anHama guagHo3a cAaegBa ga ce umam npegBug
owe wBaHoM, BvanarumeneH mMuodubpobaac-
meH mymMop u pegku Me3eHXuMHU mymMmopu kamo
nepuBackyaapeH enumenuougeH kanemoueH my-
mop — PEComa (6). NMoAaHama mpaHcypempaaHa
pe3ekuuAa e guazHocmuuHa u AeyebHa npu nog-
bpaHu eHgoBe3ukanHu uau cybmykosHu Ae3uu
(4,5). Ho:YAG nazepom no3BoaaBa npeuusHa
pe3ekuua ¢ gobop nepuonepamuBeH kKoHMPOA.
CnegonepamuBHomo uucmockoncko npocaega-
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BaHe e nogxogAwoO 3a oueHka Ha AokanHuUA pe-
3yamam u uskalouBaHe Ha peuuguB.

KJ1ro4oBuU Aymu:

AeloMUOM Ha nukouHus Mexyp; gobpoka-
yecmBeH Me3eHxuMeH mymop; BpemeHokaemo-
ueH mymop; Ho:YAG Aazep; uMyHOXUCMOXUMUA
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LITERATURE REVIEW
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INTRODUCTION:

Leiomyoma of the urinary bladder is a rare
benign mesenchymal tumor arising from smooth
muscle cells of the bladder wall. It accounts for
approximately 0.43—0.5% of all bladder tumors
and may clinically or radiologically mimic malignant
spindle cell neoplasms (1,2).

AIM:

To present a case of incidentally detected
urinary bladder leiomyoma successfully treated
by transurethral Ho:YAG laser resection and
to discuss the diagnostic and therapeutic
considerations.

MATERIALS AND METHODS:

We report the case of a 46-year-old woman
referred for urological evaluation after an
incidental bladder mass was detected during
routine gynecological examination. The diagnostic
work-up included ultrasonography, contrast-
enhanced computed tomography, diagnostic
cystoscopy, transurethral Ho:YAG laser
resection, and subsequent histopathological and
immunohistochemical assessment.

RESULTS:

Imaging demonstrated a  well-defined
intravesical lesion measuring approximately 3
cm, located on the anterior bladder wall, without
hydronephrosis. Cystoscopy revealed a smooth
submucosal mass with intact overlying urothelium.
Complete transurethral resection was performed
using a Ho:YAG laser. The postoperative course
was uneventful; the urethral catheter was removed
on the first postoperative day, and the patient
was discharged without complaints. Histological
examination showed intersecting fascicles
of bland spindle cells without nuclear atypia,
necrosis, or mitotic activity. Immunohistochemistry
demonstrated diffuse smooth muscle actin
positivity, S100 negativity, and a Ki-67 proliferative
index below 5%, confirming urinary bladder
leiomyoma.

DISCUSSION:

Bladder leiomyoma represents a diagnostic
challenge because its appearance may overlap
with other benign and malignant spindle cell
lesions, particularly leiomyosarcoma (2—
4). Imaging is useful for determining tumor
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size, location, and secondary changes, but
definitive diagnosis requires histopathological
and immunohistochemical confirmation. The
differential diagnosis should also include
schwannoma, inflammatory  myofibroblastic
tumor, and rare mesenchymal tumors such as
perivascular epithelioid cell tumor (PEComa) (6).
The absence of atypia, necrosis, mitotic activity,
and the low Ki-67 index support benign behavior.
Complete transurethral resection may be both
diagnostic and curative in selected endovesical or
submucosal lesions (4,5). The Ho:YAG laser allows
precise resection with favorable perioperative
control. Postoperative cystoscopic follow-up is

appropriate to assess local outcome and exclude
recurrence.

KEYWORDS:

bladder leiomyoma;
tumor; spindle cell
immunohistochemistry
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