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Abstract

Introduction: Despite the significant technological advances in
recent years, numerous challenges still face the field of reconstructive
urology. One of the main issues is the lack of universal graft material.

Aim: The present study aims to conduct a retrospective analysis of
the functional results following the use of free mucosal graft harvested from
the oral cavity.

Material and methods: For a period of twenty years (2000-2021) a
total of 521 cases of reconstructive surgery with the use of oral mucosa were
performed. They are divided into 5 main groups, based on the organ involved:

I. Urethroplasty in urethral strictures — 427 (82%)

II. Urethroplasty in complicated (crippled) hypospadias - 70 (13.4%)
[II. Ureteroplasty in ureteral stricture - 1 (0.2%)

IV. Substitute corporoplasty for Peyronie's disease - 15 (2.8%)

V. Organ - preserving operations in carcinoma of the penis — 8 (1.5%)
Results: Depending on the source of the substitute material harvested:
1. Buccal mucosa (BMG) - 368 (70.6%)

2. Lingual mucosa (LMG) - 135 (25.9%)

3. Lower lip mucosa- 18 (3.5%)

No major complications resulting from graft harvesting were observed.
The main type of operations were:
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e one-act operative techniques 460 (88.3%)
e two-act operations 38 (7.3%)
e operations on the penis 23 (4.3%)
Functional results were reported according to the type of operation.
In the largest group — urethroplasty, a success rate of 84.29% was achieved.

Conclusion: Currently, reconstructive surgery of the urinary tract
and penis using free oral mucosa graft is the most widely used surgical
technique in modern urology. This operative technique requires strict patient
selection and substantial professional experience.

Keywords: oral mucosa graft (BMG, LMG), urethroplasty, ureteroplasty,
corporoplasty, organ-sparing operations for penile cancer

Despite the significant technological advances in recent years,
numerous challenges still remain in the field of reconstructive urology. One
of the main issues is the lack of universal graft material. Reconstructive
surgeries involving the male urethra (the majority of cases), ureter, and
penis require the development of easily accessible and adaptive graft
material. In the last 20-25 years, free tissue grafts from oral mucosa have
been established as such %3 * 3 6 Buccal mucosa has become the gold
standard for reconstructive urethroplasty ” ®. An increasing number of
urological centers around the world are adopting this approach, which is
facilitated by regular specialized sessions at European and World Forums,
as well as annual independent congresses on this topic. Many retrospective,
extended, long-term analyses and articles on the topic appearing in specia-
lized literature support the effectiveness of this method * '® ' 12 Qur
experience in this field spans over 25 years, allowing us to draw reliable
scientific and practical conclusions '3 1415 16.17. 18

In this article, we present a retrospective study of the use of oral
mucosa as graft material in reconstructive urology.

Material and methods.

For a period of twenty years (2000-2021) a total of 521 cases of
reconstructive surgery with the use of oral mucosa were performed.

They are divided into 5 main groups, based on the organ involved:
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L. Urethroplasty in urethral strictures — 427(82%).

II. Urethroplasty in complicated (crippled) hypospadias - 70 (13.4%).
III. Ureteroplasty in ureteral stricture - 1 (0.2%).

IV. Substitute corporoplasty for Peyronie's disease -15 (2.8%).

V. Organ - preserving operations in penile cancer — 8 (1.5%).

Depending on the source of the graft material:
L. Buccal mucosa (BMG) - 368 (70.6%).

II. Lingual mucosa (LMG) - 135 (25.9%)

III. Mucosa of the lower lip - 18 (3.5%).

The specific technique of sourcing each graft is described in the respective
chapters. (Fig 9, Fig 10)

According to the type of operative technique, the cases can be divided into:
I. One-stage techniques - 460 (88.3%).

1. Urethroplasty in urethral strictures.

1.1. Onlay augmentation techniques.

1.1.1. Dorsal onlay technique - 262 (59.9%). (Fig 1)

1.1.2. Ventral onlay technique - 58 (12.6%).(Fig 2)

1.1.3. Combined onlay-inlay technique - 8 (1.7%).

1.2. Augmentation-anastomotic urethroplasty - 97 (21.1%). (Fig 4)

1.3. One-stage operations in crippled hypospadias - 38 (8.3%). (Fig 3)

II. Two-stage operative techniques - 38 (7.3%).

1. Local fixation of the graft - 12 (31.5%)

2. Perineal fixation of the graft - 7 (18.4%).(Fig 5)

3. Two-stage operations in crippled hypospadias - 16 (42.1%).

III. Operations involving other localizations - 4.6%
1. Ureteroplasty - 1 (0.3%). (Fig 8)
2. Replacement corporoplasty - 15 (2.8%). (Fig 6)
3. Organ-sparing operations for penile cancer - 8 (1.5.5). (Fig 8)
The following methods were used in the retrospective analysis:

1. Diagnostic methods.
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Along with the generally accepted methods, anamnesis, physical
examination, interventional ultrasound, specialized imaging, and examination
methods were used: retrograde and voiding cystourethrography; cavernoso-
graphy; CT- urography; MRI; uroflowmetry.

2. Surgical methods - the basic operating techniqu s used are described and
illustrated briefly:

2.1. Surgical techniques for urethral strictures.

2.1.1. Ventral onlay urethroplasty. (Fig 2)

2.1.2. Dorsal onlay urethroplasty. (Fig 1)

- graft preparation (Fig 9, Fig 10)

- urethroplasty

2.1.3. Augmentation-anastomotic urethroplasty. (Fig 4)

2.2. Combined urethroplasty in crippled hypospadias (Fig 3)

2.3. Reconstructive operations in cases of absent part of the urethra. (Fig 5)
2.4. Reconstructive surgery for Peyronie's disease (Fig 6)

(replacement corporoplasty)

2.5. Organ - preserving operations in localized penile cancer (Fig 7)

2.6. Reconstructive operations for ureteral stricture. (Fig 8)

3. Methods for evaluation of therapeutic results:

3.1. Methods for assessing the patency of the urethra (ureter) and the degree
of urine flow:

3.1.1. Uroflowmetry.

3.1.2. Retrograde and voiding cystourethrography.

3.1.3. CT urography.

3.1.4. MRI

3.2. Methods for assessing erectile function after reconstructive surgery of
the male urethra and penis.

We used a modified questionnaire ' for erectile function after recon-
structive surgery, as well as some physical tests - papaverine test; Morales
test; Doppler of blood vessels.
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Dorsal onlay urethroplasty

Fig 1.1 — Schematic drawing of dorsal onlay urethroplasty A. Liberation of the bulbar
urethra, its” rotation and dorsal longitudinal incision of the stricture until reaching healthy
tissue, fixation of the graft on the ventral surface of corpora cavernosa B. Fixation of the

graft along the incised strictured segment and reconstitution of the normal anatomical

position of corpus spongiosum

Fig 1.2 — Intraoperative images of ventral onlay urethroplasty A.Liberation of the bulbar
urethra, its" rotation and dorsal longitudinal incision of the stricture until reaching healthy
tissue. B fixation of the graft on the ventral surface of corpora cavernosa C. Fixation of the
graft along the incised strictured segment and reconstitution of the normal anatomical
position of corpus spongiosum

297



Ventral onlay urethroplasty

Fig 2.1 — Schematic drawing of ventral onlay urethroplasty A.Ventral longitudinal incision
of the stricture until reaching healthy tissue. B. Ventral fixation of oral mucosa graft
C. Second layer of the urethroplasty from corpus spongiosum

Fig 2.2 — Intraoperative images of ventral onlay urethroplasty A.Transperineal approach to
the stricture. B. Ventral longitudinal incision of the stricture until reaching healthy tissue
and assessment of the length of the needed graft. C. Ventral fixation of oral mucosa graft —
initial sutures in the proximal and dorsal ends of the graft. D. Ventral fixation of oral
mucosa graft — fixation with interrupted sutures along the circumference of the graft E.
Second layer of the urethroplasty from corpus spongiosum
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Combined urethroplasty

Fig 3 — Intraoperative images of combined urethroplasty A. Initial incision and preparation
of the urethral plate in case of crippled hypospadia B.Harvesting of graft of retroauricular
skin C. grafts on completion D. incision of the urethral plate —type Snodgrass
(TIP, “Snodgraft” with inlay retroauricular skin graft)

E.Onlay fixation of BMG F. Complete reconstruction

Anastomotic-augmentation urethroplasty

Fig 4.1 — Schematic drawing of augmentation urethroplasty A. Complete transection of the
urethra in the strictured segment with eventual excision of obliterated part of the urethra
and spatulating of theproximal and distal ends, followed by fixation of the graft on the
ventral surface of corpora cavernosa B. Completion of the urethroplasty with both
anastomotic and augmentation suture lines
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Fig 4.2 — Intraoperative images of ventral onlay urethroplasty A. Complete transection of
the urethra in the strictured segment with eventual excision of obliterated part of the urethra
and spatulating of theproximal and distal ends B. fixation of the graft on the ventral surface

of corpora cavernosa C. Completion of the urethroplasty with both anastomotic and
augmentation suture lines

Reconstructive surgery in long missing part of the urethra

Fig 5.1 — preoperative urethrography in case of missing part of the urethra A. Antegrade
cystography through previously fixed cystostomy tube, delineating the proximal end of the
defect B.Simultaneous retrograde urethrography, delineating distal end of the defect and its

overall lenght
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Fig 5.2 — First stage of the urethroplasty in case of missing part of the urethra A.Previously
fixed cystotomy tube B.transperineal approach to the defect yperpara C. fixation of the
graft along the axis of the missing segment of the urethra D. Graft appearance after 6
months with good vascularization

Fig 5.3 — Second stage of the urethroplasty in case of missing part of the urethra A. mobilization
of the BMG B.Formation of a perineal based flap C.reconstruciton of the missing part of the
urethra through tubularization of the flap

Fig 5.4 — Urethrography in case of missing part of the urethra 6 months after second stage
— full patency of the reconstructed segment
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Reconstructive surgery in Peyronie's disease

Fig 6.1 — Schematic drawing of plaque excision and corporoplasty with oral mucosa
in Peyronie's disease A.Degloving of the penis in incision of Buck's fascia B. Dissection
of dorsal neuro-vascular bundle of the penis C.excision of the plaque and covering
of the defect with BMG

Fig 6.2 — intraoperative images of reconstructive surgery in Induration penis plastica
A.degloving of the penis and artificial erection for assessment of the plaque and curvature
degree B. Dissection of dorsal neuro-vascular bundle of the penis and excision
of the plaque C. covering of the defect in tunica albuginea with BMG
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Organ preserving surgery in penile cancer/melanoma

Fig 7 — Organ preserving surgery in penile cancer A. penile cancer near sulcus glandis
penis B. Glansectomy along Buck's fascia C.formation of neo-glans from the tips of
corpora cavernosa D. Covering of the defect with BMG

Ureteroplasty

Fig 8 — Ureteroplasty in case of recurrent ureteral stricture — A. preoperative US and B.
CT-KUB of hydronephrosis in a case of recurrent iatrogenic ureteral stricture C. Onlay
fixation of BMG along DJ-stent protection in the strictured area D. postoperative CT-KUB
one month after DJ extraction with absence of hydronephrosis

Oral mucosa graft harvesting

Fig 9 — Buccal mucosa graft harvesting — A. Schematic drawing B. Intraoperative marking
of the graft. C Excision of the graft. D. Restoration of the graft site
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Fig 10. Lingual mucosa graft harvesting — A. Intraoperative marking and excision
of the graft onto dorso-lateral surface of the tongue B. Restoration of the graft site

Operative technique

The Kilner-Doughty or other type of mouth retractor is used or stay
sutures; three of which are placed along the edge of the mouth to stretch the
oral mucosaThe Stensen duct is mandatory to be identified in proximity of
the second molar Solution, containing local anesthetic (Lidocain, Bipuvacain)
and Adrenaline 1/20.000, is injected at the donor site to achieve hemostasis
and hydro-dissection. The dissection plane of the graft is between the mucosa
and the muscle. The donor site is closed with running 5-0 resorbable sutures.

Results and discussion.

Figure 11 shows the age distribution of patients with urethral strictures:
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Fig 11 — Incidence rate of strictures based on age
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Fig 12 — demonstrates the etiologic distribution:
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Fig 12 — Incidence rate based on etiology

In reconstructive operations on the male urethra, the recovery of
patency was noted in 84.29%. Recurrence was found in 10%, with only
4.6% requiring re-urethroplasty. According to the erectile function que-
stionnaire, there was an improvement of 9.4% compared to the question-
naire prior to surgery.

The age distribution in our patients varies widely (from 14 to 88
years). The majority was in the range between 30 and 60 years of age. This
is largely due to the fact that some of the most common etiological factors
(inflammatory and traumatic) mainly involve this age group 2.

The obtained results show that age is not a significant factor in
influencing the harvesting of the graft material and its revascularization
after urethroplasty. About 40% of cases are of idiopathic etiology *!'. The
widespread use of endoscopic operations and procedures in urology is one
of the most common causes of iatrogenic trauma to the urethra. It is now
known that urethral strictures are found in 300 per 100,000 men and are a
significant challenge in urological pathology **. Their treatment is one of the
main issues faced. Excision of the stricture with subsequent urethro-
anastomosis gives the best long-term results - over 90% 3. However, the
application of this approach is limited to short strictures located mainly in
the bulbar urethra. That is why the introduction of urethroplasty with the
oral mucosa flap is considered revolutionary. In 1996, Barbagli, G. outlined
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the technique of dorsal "onlay" urethroplasty with a free graft of buccal
mucosa, and since then this approach has been adopted in many countries
around the world 2*. The use of different modifications of this technique
(dorsal inlay, dorso-lateral onlay, ventral onlay) is a matter of preference for
the surgical team * '**%. The success of augmentation anterior urethroplasty
in the long-term ranges from 73 to 90% " & 2. A comparative analysis
between onlay and inlay techniques shows almost identical results in long-
term outcomes - 88% vs. 86.4% 27.

Augmentation anastomotic urethroplasty is mostly used in the bulbar
and posterior urethra * 2,

The morphometric evaluation of the free buccal mucosa graft shows
a high degree of vascularization - 4.9%. Maximal excision of stricture
tissues, well into the healthy tissue, is an important factor for the success of
urethroplasty 2°.

Currently, oral mucosa is typically harvested from the cheek, the
tongue, and the lower lip *°. Buccal mucosa has been the main donor site for
years, due to the ease of access and possibility of harvesting a wider graft’.
Despite these advantages, BMG is associated with a series of inconve-
niences and discomfort for the patients: perioral numbness, difficulty with
opening of the mouth, oral cavity dryness, etc ®.

Using the tongue as a donor site — lingual mucosa graft (LMG) was
first been proposed in 2006%'. Subsequently, this technique has gained
popularity and has further been developed and perfected.

In the recent years (2006-2017) there have been over 20 publications
in the English literature regarding LMG> '% 1 1732 The usual technique of
graft harvesting is from the lateral and ventrolateral side of the tongue,
between the papillae on the dorsal and sublingual mucosa. This approach
allows harvesting longer grafts — over 7 centimeters''. Using LMG for ante-
rior urethroplasty shows highly positive functional results, with very few
complications and patient inconvenience. This is supported by our
observations'” 32, Additionally, using LMG allows tabularization for a wider
urethral lumen. In this technique the graft is sutured horizontally, forming a
wide luminal diameter and outstanding functional results — 91.6% effecti-
veness'®. Results of reconstructive urethroplasty with LMG are comparable
to those with buccal grafting in addition to the smaller risk of complications
associated with the procedure?®.
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Other substantial challenges in reconstructive urology are the long
and complicated urethral strictures, as well as the treatment of recurrence **
35, Even in these cases, oral mucosa grafting is associated with a high
success rate — over 81%2. In most cases, such complicated strictures are
reconstructed in two stages®, with the second stage being after six to nine
months.

In high-degree strictures and especially when part of the urethra is
missing, following combined trauma, we developed and introduced a two-
stage surgical technique utilizing buccal mucosa'®. Our results in the
treatment of seven patients give us reason to regard this approach as an
alternative in this serious pathology.

Few studies demonstrate the results of the so-called Redo-urethro-
plasty in recurring strictures. Even here, the use of oral mucosa is a pre-
ferred technique, mainly with a buccal graft'?.

An important aspect in male urethral reconstructive surgery is
vascular, nerve, and muscle sparing, which is associated with better
functional results and fewer complications °.

Ureteroplasty.

Using oral mucosa as graft material in reconstructive surgery of the
ureter has been gaining popularity’” 3* because of the high risk of
complications associated with using an intestinal segment or auto
transplantation.

Acquired ureteral strictures are relatively rare and usually due to:

1 complications of ureterorenoscopy (1%);

2 impacted ureteric stone (5-24%);

3 radiotherapy for an adjacent neoplasm (2.3%) **-

Other, more rare causes are trauma, retroperitoneal fibrosis, endo-
metriosis.

Treatment of ureteral strictures is a serious challenge in reconst-
ructive urology. Long and proximal strictures, as well as those involving the
mid-third of the ureter, are especially challenging. The use of endoscopic
methods is on the decline because of the unsatisfactory results and the
necessity of follow-up surgeries and procedures®’. Using buccal or lingual
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mucosa is emerging as an alternative for ureteroplasty. In this study we put
forward a personal observation in a patient with a mid-third ureteric stric-
ture, resulting from several endoscopic procedures for an impacted stone.
We used a 7 centimeter segment of lingual mucosa, grafted with the “onlay”
technique. One year later results show no evidence of hydronephrosis.

Literature review regarding this approach demonstrates high success
rates for ureteroplasty with oral mucosal graft and low rates of complica-
tions with both types of surgery — open or laparoscopic. Unfortunately, there
are only 72 cases reported in the accessible literature, and more reports and
later results have yet to be published.

Corporoplasty with buccal mucosal graft.

Another serious challenge in urologic practice is the presence of
abnormal curvature of the penis (Peyronie’s disease).

Peyronie’s disease (PD) is an acquired condition, characterized by
fibrosis of the tunica albuginea and leads to abnormal penile curvature with
erectile dysfunction (ED) as a result.

PD affects 3.2 to 13% of men, and it is seen in men ranging from 50
to 60 years old*!:*2,

Predisposing etiological factors are diabetes mellitus, previous
prostatectomy, hyperlipidemia, arterial hypertension, and tobacco smoking.
Nevertheless, this disease’s pathophysiology still is not completely clear.
Recently it is thought that penile microtrauma plays a central role, causing
fibroblastic proliferation and abnormal collagen deposition in the tunica
albuginea®. PD’s course is biphasic: acute and chronic, and is characterized
by pain and inflammatory elements, after which permanent curvature of the
penis develops. Surgical therapy is indicated in cases with difficult or
impossible penetration during intercourse and is subdivided into three
categories based on the angle of deviation**:

1. shortening of the opposite side of the penis (plication technique);

2. straightening by plaque excision and grafting of the defect with
suitable material

3. penile implant placement
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The second category includes multiple options for grafting material
after plaque excision:

1. derma®
venous graft*
cadaveric or animal pericardium*’

synthetic materials*’

50

2.

3.

4. dura mater*
5.

6. intestinal submucosa
7.

tissue-engineered graft’!.

Over time, all these techniques could not establish themselves as
methods of choice, and the results are variable. Buccal mucosa as a graft
material was first proposed in 20052, This approach has been developed
and there are currently publications on using lingual mucosa for the same
purposes®® 34,

In our analysis, substitution corporoplasty in PD has been carried out
in 15 (2.8%) patients. For all of them, the following have been assessed:
1. IIEF

2. curvature angle measurement with follow-up for 9 to 18 months.

Regarding the first index, 86% of cases have achieved satisfactory
coitus, and, in 72%, penis straightening has been observed'*.

Oral mucosal tissue with its elasticity and autology is an optimal
alternative to the many proposed options for graft material in PD treatment
— with highly positive cosmetic and functional effects.

Organ-sparing surgery for carcinoma of the penis.

Carcinoma of the penis is a rare neoplasm affecting around 1% of

the male population in the USA* and up to 10% in developing countries®®.

Despite this, traditional treatment methods — partial or total pene-
ctomy — impose a serious and dramatic effect on the quality of life and
psychological condition of patients.
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In some cases, there is a feasible alternative to total or partial
penectomy, which still effectively eliminates the tumor and preserves the
sexual function with a maximal cosmetic effect®’.

Most tumors involve the glans penis and preputium, which allows
for such type of surgery. Despite this, patients should be carefully selected,
taking into account the anatomical specifics — during cavernous body

resection the borders have to be clear of tumor invasion>®,

Tumor excision and glansectomy are part of the organ-sparing
techniques for carcinoma of the penis. The problem of what grafting mate-
rial is to be used arises. Most often this is a skin graft — the “split-thickness”
approach®- ¢,

Buccal mucosa as a substitute material is seldom used in urologic
practice and dermatological surgery®!. We have carried out 8 (1.5%) such
procedures with very good functional and oncologic results®?. In one patient
with malignant melanoma, 18 months after surgery, generalization of the
disease was found. In this particular case, organ-sparing surgery was performed
despite inguinal nodal invasion, due to the patient’s exclusive demand®'.

Conclusion:

Oral mucosa has recently been proven to be superior as a graft
material in reconstructive urology. Its advantages are

1. high accessibility and ease of harvest

2. low rate of infection

3. compatibility with the permanent contact with urine
4. thick epithelium and thin lamina propria

5. early revascularization and tissue adhesion.

Reconstructive surgery using free oral mucosal graft demands strict
patient selection, possession of more operative techniques, and specialized
professional experience. Oral mucosa as grafting material is the most widely
used approach in modern urology because of the positive results of its
application.
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[Tpod. n-p Yasnap CJIABOB, M/], akanemuk on BAH

JINTTABULA OT YCTHATA KYXUHA KATO IINTACTUYEH
MATEPHAJI B PEKOHCTPYKTUBHATA YPOJIOI'UA

AOcTpakT

YBoza.

B"I)HpeKI/I rOJIEMHUAT TCXHOJIOTUYCH HAIIPEABK B MCAUIIMHATA, OCTABAT
CEpHO3HH NPEAU3BUKATENICTBA TPEl PEKOHCTPYKTUBHATA XUPYPTHS B YpOJIO-
TMYHaTa MpakThKa. Jluncara Ha yHUBEpCAlIeH IUTaCTHYEH MaTephai Mpu 3a-
MECTBAIL[UTE OIEPAllMK HAa YPO-TEHUTAJIHATA CHCTEMa TPU MbXa € €UH OT
OCHOBHHUTE ITPOOJIEMH.

en.

HGJ'ITa Ha HacToslmara CTyaus € Ja C€ HallpaBU PETPOCIICKTHBCH
daHaJIu3 Ha (I)YHKLII/IOHaJ'IHI/ITe pe3yiaTatu OT H3NOJI3BAHCTO Ha CBO60,Z[HI/I
JIMTaBUYHU J1JaM0a OT YCTHATa KyXuHa.

Marepuaj 4 METOAM.
3a nepuox ot 20 rogunu (2000-2021) ca npocnenenn 521 nanuen-
TH, NIPU KOUTO € M3BBPLIEHA PEKOHCTPYKTHMBHA 3aMecTBallla OMEpalus ¢
W3M0JI3BaHEe Ha CBOOOJHW JIMTaBUYHHU J1amM0a OT ycTHaTa KyxwHa. Te ca
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pasmpenienieHd B 5 OCHOBHHU TPYIH, CIIOPEJ OpraHa BbpXY KOWTO € U3Bbp-
[IeHa PEKOHCTPYKTHBHATA omepanus: 1/ Yperpomiactuka mpu CTPUKTYPH
Ha yperparta — 427 (82%); 2/ YpeTpoIutacTUKK MpU 0CaKaTeHa XUIIOCTIAANs
— 70 (13.4%); 3/ Ypereporutactuka npu cTpuktypu Ha yperepa — 1 (0.2%);
4/ 3amectuTenHa Koproporuiactika mnpu Oonecrra Ha [leliponn — 15 (2.8%);
5/ OpranchxpaHsBaIy Oepaluy npu KapuuHoMm Ha nenuca — 8 (1.5%).

Pe3yararn.
Karo 3amecruteneH (miactuueH) marepuan OT 30HATa Ha yCTHaTa
KyXMHa ca U3I0JI3BaHU TPU MecTa:

1. bykanna nurasuna (BMGQG) - 368 (70.6%)
2. Jlunrsanna nuraBuna (LMG) - 135 (25.9%)
3. JluraBuua OT JI0JIHATa YCTHA - 18 (3.5%)

He ca or0enszaHu 1O-CEpPUO3HU YCIOKHEHHUS OT JIOOMBAaHETO Ha
rpadra.
OcHOBeH BU/I OTiepanuy ca OMiIn: €IHOAKTHH ONEPATUBHU TEXHUKH
460 (88.3%), cnensanu ot AByakTHUTE onepaiun — 38 (7.3%) u onepanuu
BBPXY NosioBus ujieH — 23 (4.3%).

QyHKIMOHAHUTE PE3YNITaTU ca OTYETEHH CIIOpPE] BUJA HA Olepa-
1UATa, KaTo B Hal-rojsiMaTa rpyna — ypeTpoIulaCTUKUTE € MOCTUTHAT ycIeX
B 84.29%

3akj0ueHne.

[lonacrosimemM pEKOHCTPYKTMBHATa XHUPYPIUs BBbPXY NHKOYHHUTE
IBTHIIA W TTOJIOBUS YICH MPH MbXa C U3MOJI3BaHEe Ha CBOOOJHHU jaMba OT
JIMTaBHUIIaTa HA yCTHaTa KYXI/IHa € Haf/'I-?.aCT’bHCHaTa OHCpaTI/IBHa TCXHHKA B
MoJiepHaTa ypoJjorus. To3u BUJI JEHHOCT M3MCKBAa CTPUKTEH MOJ00p Ha
MAIMUEHTUTE U CEPHO3EH MPO(ECHOHATICH OITUT.

KarouoBu aymm. nuraBumia or yctHata kyxuHa (BMG, LMG), yperpo-

IUIACTUKA, YPETEePOIUIACTUKA, KOPIOPOIUIACTHKA, OPraHChXpaHsABaIIU OIle-
paruu ipu Ca Ha reHuca.
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