BOLUM 14.1

GENITOURINER CERRAHI VE ANESTEZI

GiRiS

Urolojik cerrahi icin anestezi, diger tiim cerrahi
boliimlerde oldugu gibi benzersiz ayirt edici fark-
lilar icerir. Bu nedenle iirolojik cerrahi i¢in anes-
tezi, ozellikli egitim ve deneyim gerektirir. Urolo-
jik ameliyatlar yaygin olarak yapilmakta ve yash
nifusun artmasi nedeni ile vakalarda artmstir.
Yasl popiilasyonda ek hastaliklar nedeni ile pero-
peratif komplikasyon riskide artmistir. Bu ytizden
ameliyat sirasinda uygun anesteziyi saglamak i¢in
kapsamli bir anlayis ve yaklasim gereklidir. Cogu
tirolojik ameliyat, minimal invaziv teknik veya
sistoskop ile dar ve sinirli bir alanda gergeklestiri-
lir. Bu nedenle anestezistler, cerrahi i¢in en uygun
anestezinin saglamanin yani sira hastanin yasi, ek
hastaliklari, fonksiyonel durumlari, ameliyat sii-

resi, kan kaybi, cerrahi operasyonun kapsamu gibi
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cok cesiti faktorleri goz oniinde bulundurmalidir.
Urolojik cerrahide komplikasyon riskini azalt-
mak i¢in diger cerrahi branslarda oldugu gibi tek-
nolojik gelismelerin de yardimu ile rejyonel anes-
tezi teknikleri 6n plana ¢ikmistir. Bir¢ok iirolojik
girisim i¢in sadece noroaksiyel blokaj uygulamasi
yeterli olabilir. Bu ayni zamanda komplikasyon
riskinin azalmasina neden olur. Genel anestezi
ile yapilmasi gereken ameliyatlarda, anestezinin
idamesi i¢in ve post operatif donem agr1 kontro-
li igin epidural anestezi kullanilabilir. Bu sayede
intraoperatif komplikasyon orani azaltilabilir ve
hasta konforu arttirilabilir ayrica hastane kalis
stiresi kisaltilabilir. Urolojik operasyonlar sira-
sinda kullanilan cerrahi tekniklere bagli olarak
bir¢ok farkli komplikasyonlar gelisebilir. Posto-
peratif komplikasyonlarla iligkili ¢esitli faktorler

preoperatif olarak degistirilebilir. Ornegin ameli-
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r1 gibi komorbid hastaliklar eslik edebilir ve bu
sebeplerden dolay1 operasyon geciren hastalarin
morbidite ve mortalite risklerinde artis olabilir.
Bu hastalarda hemodinamik agidan preoperatif
donemde optimal hale getirmek 6nem arz et-
mektedir. Peroperatif déonem hidrasyona dikkat
edilmeli hasta oligoiirik kalmamasina 6zen gos-
terilmelidir. Stv1 elktrolit replasmanlarinin iyi yo-
netilmesi gerekir. Operasyon esnasinda arteriyel
monitorizasyon ve santral venéz basing monito-
rizasyonu yapilmasi Onerili (38). Kronik bobrek
yetmezligi hastalarinda, metabolik asidoz, hi-
pokalsemi, hiperpotasemi, hiperfosfatemi gibi
elektrolit bozukluklar1 ve metabolik bozukluklar
olabilir. Peroperatif donemde periyodik kan gazi
analizlerinin yapilmasi tedavi ve replasmanini
erken donemde yapilmasina olanak saglayabilir.
Bobrek fonksiyon bozukluklar olan hasta gurup-
larinda mayi tedavisinde potasyum igermeyen
normal salin kullanilir. Fakat yapilan ¢alisma-
larda normal salin, ringer laktat ile karsilastiril-
diginda hiperkloremik metabolik asidozu daha
fazla arttirdig1 gorillmiistiir (39).

KAYNAKLAR

1. Mills E, Eyawo O, Lockhart I, Kelly S, Wu P, Ebbert JO.
Smoking cessation reduces postoperative complicati-
ons: a systematic review and meta-analysis. Am ] Med.
2011;124:144-54.

2. Thomsen T, Villebro N, Mgller AM. Interventions for
preoperative smoking cessation. Cochrane Database
Syst Rev. 2014;27:CD002294.

3. Muifoz M, Acheson AG, Auerbach M, Besser M, Habler
O, Kehlet H, et al. International consensus statement on
the perioperative management of anaemia and ironde-
ficiency. Anaesthes2017;72:233-47

4. Malhotra V, Sudheendra V, O’'Hara J, Diwan S. Anesthe-
sia and the renal and genitourinary systems. In: Miller
RD, ed. Miller’s Anesthesia, 7th ed. Philadelphia: Chur-
chill Livingstone; 2010. p. 2105-2134. 440

5. Stafford-Smith M, Shaw A, George R, Muir H. The renal
system and anesthesia for urologic surgery. In: Barash
PG, Cullen BE, Stoelting RK, Cahalan MK, Stock MC,
editors. Clinical Anesthesia. 6th ed. Lippincott Williams
& Wilkins; 2009.

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

Genitolriner Cerrahi ve Anestezi QW\

Anesthesia for genitourinary surgery. In: Butterworth
JE, Mackey DC, Wasnick JD, editors. Morgan Mikhail’s
Clinical Anesthesia. 5th ed. New York: McGraw-Hill;
2013. p. 671-690.

Warner MA, Warner DO, Harper CM, Schroeder DR,
Maxson PM. Lower extremity neuropathies associated
with lithotomy positions. Anesthesiology 2000; 93 (4):
938-42.

Cybulski PA, Joo H, Honey R]. Ureteroscopy: anesthetic
considerations. Urol Clin North Am. 2004;31:43-7.
Cockeroft JO, Berry CB, McGrath JS, Daugherty MO.
Anesthesia for major urologic surgery. Anesthesiol Clin.
2015;33:165-72.

Zimmer A, Greul F, Meibner W. Pain management in
urology. Urologe A. 2013;52:585-95.

De Oliveira GS, Castro-Alves L], Nader A, Kendall MC,
McCarthy RJ. Transversus abdominis plane block to
ameliorate postoperative pain outcomes after laparos-
copic surgery: a meta-analysis of randomized control-
led trials. Anesth Analg. 2014;118:454-63.

Aniskevich S, Taner CB, Perry DK, Robards CB, Porter
SB, Thomas CS, et al. Ultrasound-guided transversus
abdominis plane blocks for patients undergoing lapa-
roscopic hand-assisted nephrectomy: a randomized,
placebo-controlled trial. Local Reg Anesth. 2014;7:11-6.
Amling CL. Diagnosis and management of superficial
bladder cancer. Curr Probl Cancer. 2001;25:219-78.
Dorotta I, Basali A, Ritchey M, O’Hara JF Jr, Sprung J.
Transurethral resection syndrome after bladder perfo-
ration. Anesth Analg 2003; 97 (5): 1536-8.

Park HP. Irrigation fluids used for transurethral rese-
ction of the prostate: a double-edged sword. Korean |
Anesthesiol. 2019;72:87-8.

Aidan M O’Donnell, Irwin TH Foo. Anaesthesia for
transurethral resection of the prostate. Contin Educ
Anaesth. Crit Care Pain 2009; 9 (3): 92-96.

Hong JY, Yang SC, Ahn S, Kil HK. Preoperative comor-
bidities and relationship of comorbidities with postope-
rative complications in patients undergoing transureth-
ral prostate resection. ] Urol 2011; 185 (4): 1374-8.
Demirel I, Ozer AB, Bayar M, Erhan OL. TURP syndro-
me and severe hyponatremia under general anesthesia.
BM]J Case Rep. 2012;2012:bcr-2012-006899.

Shin HJ, Lee H, Na HS. The effect of a mixture of 2. 7%
sorbitol-0. 54% mannitol solution on blood coagulati-
on: an in vitro, observational healthy volunteer study
using rotational thromboelastometry (ROTEM) Korean
] Anesthesiol. 2019;72:143-9.

Barletta JP, Fanous MM, Hamed LM. Temporary blind-
ness in the TUR syndrome. ] Neuroophthalmol 1994;
14 (1): 6-8.

Hahn RG. The transurethral resection syndrome. Acta
Anaesthesiol Scand 1991; 35 (7): 557-67.



(399 Anestezide Hasta Takibi

22.

23.

24.

25.

26.

27.

28.

29.

30.

Taylor E, Miller J, Chi T, Stoller ML. Complications
associated with percutaneous nephrolithotomy. Transl
Androl Urol. 2012;1:223-8.

Malik I, Wadhwa R. Percutaneous nephrolithotomy:
current clinical opinions and anesthesiologists perspe-
ctive. Anesthesiol Res Pract. 2016;2016:9036872.

HuH, Qin B, He D, Lu Y, Zhao Z, ZhangJ, et al. Regional
versus general anesthesia for percutaneous nephrolit-
hotomy: a meta-analysis. PLoS One. 2015;10:¢0126587.
Shir Y, Frank SM, Brendler CB, Raja SN. Postoperative
morbidity is similar in patients anesthetized with epi-
dural and general anesthesia for radical prostatectomy.
Urology. 1994; 44 (2): 232-6.

Wauethrich PY, Hsu Schmitz SE Kessler TM, et al. Po-
tential influence of the anesthetic technique used du-
ring open radical prostatectomy on prostate cancer-re-
lated outcome: a retrospective study. Anesthesiology
2010; 113 (3): 570-6.

Baltayian S. A brief review: anesthesia for robotic pros-
tatectomy. J Robot Surg. 2008;2:59.

Lee JR. Anesthetic considerations for robotic surgery.
Korean ] Anesthesiol. 2014;66:3-11.

Kim WH, Hahm TS, Kim JA, Sim WS, Choi DH, Lee
EK, et al. Prolonged inspiratory time produces bet-
ter gas exchange in patients undergoing laparoscopic
surgery: a randomised trial. Acta Anaesthesiol Scand.
2013;57:613-22.

Mullett CE, Viale JP, Sagnard PE, et al. Pulmonary CO2
elimination during surgical procedures using intra. or
extraperitoneal CO2 insufflation. Anesth Analg. 1993;
76: 622-6.

31.

32.

33.

34.

35.

36.

37.

38.

39.

Gainsburg DM. Anesthetic concerns for robotic-assis-
ted laparoscopic radical prostatectomy. Minerva Anes-
tesiol 2012; 78 (5): 596-604.

Ozyuvaci E, Altan A, Karadeniz T, Topsakal M, Besisik
A, Yucel M. General anesthesia versus epidural and ge-
neral anesthesia in radical cystectomy. Urol Int. 2005;
74 (1): 62-7.

Sui W, Onyeji IC, Matulay JT, James MB, Theofanides
MC, Wenske S, et al. Perioperative blood transfusion
in radical cystectomy: analysis of the National Surgi-
cal Quality Improvement Program database. Int ] Urol.
2016;23:745-50.

Van der Aa F, Joniau S, Van Den Branden M, Van Pop-
pel H. Metabolic changes after urinary diversion. Adv
Urol. 2011;2011:764325.

Chapman E, Pichel AC. Anesthesia for nephrectomy.
BJA Education. 2016;16:98-101.

Anesthesia for patients with kidney disease. In: But-
terworth JE, Mackey DC, Wasnick JD, editors. Morgan
>Mikhail’s Clinical Anesthesia. 5th ed. 2013 p. 653-669.
Friedrich JO, Adhikari N, Herridge MS, Beyene J. Me-
ta-analysis: low-dose dopamine increases urine output
but does not prevent renal dysfunction or death. Ann
Intern Med. 2005; 142 (7): 510-24.

Wagener G, Brentjens TE. Anesthetic concerns in pa-
tients presenting with renal failure. Anesthesiol Clin.
2010; 28 (1): 39-54.

O’Malley CM, Frumento RJ, Hardy MA, et al. A ran-
domized, double-blind comparison of lactated Ringer’s
solution and 0. 9% NaCl during renal transplantation.
Anesth Analg 2005; 100 (5): 1518-24.



