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UROLOGICAL PRESENTATIONS TO A PEDIATRIC SURGERY
OUTPATIENT CLINIC: CHARACTERISTICS, DIAGNOSES, AND CLINICAL
DECISIONS
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Abstract

Aim: To evaluate the demographic characteristics, diagnostic patterns, presenting complaints, and
clinical decision-making processes of children presenting with urological complaints to a pediatric
surgery outpatient clinic. This retrospective study included 156 children who presented with urological
complaints. Patients with non-urological ICD-10 codes or whose families declined consent were
excluded. Data on age, sex, presenting complaints, ICD-10 diagnoses, laboratory investigations,
follow-up intervals, and final clinical decisions were analyzed. Statistical analyses included the Mann—
Whitney U test, Kruskal-Wallis test, chi-square and Fisher’'s exact tests, and multinomial logistic
regression. Analyses were performed using jamovi 2.7.32.0 statistics package. The study was
conducted in accordance with the Declaration of Helsinki, and informed consent was obtained from the
parents or legal guardians. Results of the 156 patients, 115 (73.7%) were male and 41 (26.3%) were
female. Median admission age was significantly lower in males (3 years, IQR 2-5) than in females (8
years, IQR 5-12) (p < 0.001). The most frequent diagnoses were N39.0 (36.5%), N39.9 (31.4%), and
R39.8 (14.7%). Presenting complaints differed significantly by sex (p < 0.001), mainly due to penile
and circumcision-related problems in boys. Dysuria occurred at similar rates in both sexes. Clinical
decisions showed no significant association with the initial ICD-10 diagnosis (p = 0.756). Multinomial
logistic regression indicated that laboratory investigations, rather than age or sex, were more strongly
associated with subsequent management decisions. Boys predominate among pediatric urological
presentations and present at a younger age than girls. Initial outpatient diagnoses are largely symptom-
based and non-specific. Clinical decisions appear to be guided more by investigation results and
individual clinical course than by the preliminary diagnostic code. Age- and sex-sensitive evaluation
strategies may improve the efficiency of outpatient pediatric urological care.
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INTRODUCTION and may influence both physical health and
Pediatric urology encompasses disorders psychosocial  development.  Common
of the urinary tract and genital organs from problems encountered in this age group
infancy through adolescence. These include urinary tract infections,
conditions range from urinary tract hypospadias, phimosis, and enuresis. Early
infections to congenital genital anomalies recognition and appropriate management
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of urinary tract infection are essential to
prevent complications such as
pyelonephritis (1). Urinary tract infections
may also occur frequently in children
without underlying bladder dysfunction (1-
3).

The literature consistently indicates that the
pattern of urological complaints in children
varies according to age and sex. Congenital
anomalies predominate in infancy and early

childhood, whereas infectious and
functional disorders become more
prominent during school age. The

epidemiological profile of adolescents may
further differ from that of younger children
(4). Functional conditions such as nocturnal
enuresis affect 15-20% of children around
the age of five and decline progressively
with advancing age.

Understanding the distribution of these
problems by age and sex is important
because it directly influences diagnostic
pathways and treatment strategies.
Epidemiological evaluations also contribute
to assessing disease burden and
comparing the cost-effectiveness of
different management approaches (5). In
addition, a systematic initial evaluation by
the physician facilitates appropriate
multidisciplinary involvement when
required (5). The epidemiology of pediatric
urological disorders is further shaped by
geographical and socioeconomic factors.
In the present study, we analyzed data from
children presenting to a pediatric surgery
outpatient clinic with urological complaints.
We aimed to characterize the demographic
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profile, identify the ICD-10 diagnoses
assigned at the first visit, and examine the
relationships between age, sex, presenting
complaints, and subsequent clinical
decisions. We examined age differences by
sex and the patterns of initial evaluation that
influence diagnostic and therapeutic
pathways.

METHODS

This retrospective study was conducted on
pediatric patients who presented to the
pediatric surgery outpatient clinic with
urological complaints. Medical records of all
children evaluated during the study period
were reviewed. Patients were included if
their primary ICD-10 diagnosis was
classified as urological. Exclusion criteria
were;

(1) an ICD-10 code that was not related to
the urinary or genital system and

(2) refusal of the family to provide informed
consent for the use of anonymized clinical
data.

The study was conducted in accordance
with the principles of the Declaration of
Helsinki. Written informed consent was
obtained from the parents or legal
guardians of all participating children prior
to data extraction and analysis. Ethically,
patient identities were anonymized. Ethical
approval numbered GOKAEK-
2414 2024.12.04_256 was obtained from
the University Hospital Non-Interventional
Clinical Research Ethics Committee.
Demographic data (age at admission and

sex), presenting complaints, ICD-10
diagnoses (primary and subsequent),
laboratory and imaging investigations

ordered, outpatient follow-up intervals, and
final clinical decisions (observation/normal,
follow-up, prescription, circumcision,
antireflux treatment, or surgical
recommendation) were extracted from the
electronic medical records. Continuous
variables were summarized as median and
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interquartile range (IQR). Categorical
variables were presented as frequencies
and percentages.

Comparisons of continuous variables
between two independent groups were
performed with the Mann—-Whitney U test.
Comparisons across more than two groups
were performed with the Kruskal-Wallis
test. Associations between categorical
variables were assessed with the chi-
square test or Fisher's exact test (with
Monte Carlo simulation when appropriate).
Multinomial logistic regression was used to
evaluate the independent effects of age,
sex, and laboratory testing on final clinical
decisions, with “normal/observation”
serving as the reference category. Model fit
was assessed by deviance, Akaike
information criterion (AIC), and McFadden’s
pseudo-R2. A two-sided p-value < 0.05 was
considered statistically significant.

All statistical analyses were performed
using the jamovi 2.7.32.0 package.
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RESULTS

A total of 156 children who presented to the
pediatric surgery outpatient clinic with
urological complaints were included in the
analysis. Of these, 115 (73.7%) were male
and 41 (26.3%) were female. The median
admission age was 3 years (interquartile
range [IQR]: 2-5) among males and 8 years
(IQR: 5-12) among females (Table 1).
Female patients were significantly older
than male patients (Mann—-Whitney U =
1064, p < 0.001).

The most frequent ICD-10 diagnoses were
N39.0 (urinary tract infection) and N39.9
(disorder of urinary system, unspecified).
N39.0 accounted for 40 (35%) of male and
17 (41%) of female diagnoses, while N39.9
accounted for 29 (25%) of male and 20
(49%) of female diagnoses. Other
diagnoses were distributed at low
frequencies across both sexes (Table 1).

Table 1. Demographic characteristics and ICD-10 diagnosis distribution by sex

Characteristic Male (N = 115) Female (N = 41)
Admission age, median (IQR) 3(2,5) 8 (5, 12)
Diagnosis, n (%)

D41.9 1(0.9) 0 (0)
F98.0 1(0.9) 2(4.9)
J22 1(0.9) 0 (0)
N13.3 1(0.9) 0 (0)
N35 2(1.7) 0 (0)
N39 3 (2.6) 0(0)
N39.0 40 (35) 17 (41)
N39.8 1(0.9) 0(0)
N39.9 29 (25) 20 (49)
N47 1(0.9) 0(0)
N48.1 1(0.9) 0 (0)
Q53 1(0.9) 0(0)
Q54 1(0.9) 0 (0)
Q64.9 1(0.9) 0 (0)
R31 1(0.9) 0 (0)
R32 0 (0) 1(2.4)
R39 5 (4.3) 0 (0)
R39.8 22 (19) 1(2.4)
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Z00.1 1(0.9) 0 (0)
F93.8 2 (1.7) 0 (0)
Data are presented as median (Q1, Q3) orn (%).
The official designations and clinical under symptomatic codes (particularly

explanations of the principal ICD-10 codes
encountered in the cohort are summarized
in Table 2. Most presentations clustered

R39.8 and related R-group codes) rather
than structural congenital anomalies (Q-
group codes)

Table 2. ICD-10 codes identified in the study and corresponding clinical explanations

ICD-10 | Official designation Clinical explanation

Code

Q64.9 Congenital malformation of urinary | Congenital urinary-tract anomalies that cannot be
system, unspecified further classified

R31 Hematuria, unspecified Macroscopic or microscopic blood in the urine

R32 Unspecified urinary incontinence Involuntary urine leakage

R33 Retention of urine Incomplete bladder emptying or inability to void

R39 Other symptoms and signs | Other specific lower-urinary-tract symptoms
involving the urinary system

R39.8 Other and unspecified symptoms | Urogenital findings not classifiable under the
and signs involving the urinary | preceding categories
system

Z00.1 Routine child health examination Routine pediatric health supervision performed in

the outpatient setting

F93.8 Other childhood emotional | Psychophysiological or emotional states that may

disorders accompany urological complaints (e.g., enuresis)

Statistical evaluation of the relationships
among sex, age, and diagnosis is
presented in Table 3. No significant
association was found between sex and
diagnostic category (x*> = 25.0, df =19, p =
0.162; Fisher's exact test p 0.085).

Admission age differed markedly by sex
(Mann—-Whitney U = 1064, p < 0.001) but
showed only a borderline, non-significant
trend across diagnostic groups (Kruskal—
Wallis x2 = 28.3, df =19, p = 0.078).

Table 3. Statistical comparisons of age and sex with clinical diagnoses

Variable Test Statistic | df | p- Clinical interpretation
value
Sex x diagnosis | Chi-square | 25.0 19 1 0.162 | No statistically significant association
distribution (x® between diagnostic groups and sex (p >
0.05)
Fisher’s — — | 0.085 | Distribution remains homogeneous after
exact test accounting for sparse cells (p > 0.05)
Admission age | Mann— 1064 — | <0.001 | Admission age differs highly significantly
Whitney U by sex (p < 0.001)
Kruskal— 28.3 19| 0.078 | Age distribution across diagnostic groups
Wallis (x?) shows a borderline trend but is not
significant (p > 0.05)

Total sample size N = 156.
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Median age was significantly higher in girls
than in boys (Mann-Whitney U = 1064, p <
0.001). Diagnostic profiles did not differ
significantly by sex (Fisher's exact p =
0.085). Age distribution across ICD-10
categories was likewise non-significant
(Kruskal-Wallis p = 0.078).

Presenting complaints stratified by sex are
shown in Table 4. Overall complaint
distribution differed highly significantly
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between sexes (Fisher's exact test, p <
0.001). External genitalia-related
complaints accounted for 47 (40.9%) of
male presentations and were absent
among females. Dysuria occurred at nearly
identical frequencies in both sexes (24.3%
of males, 24.4% of females). Systemic or
general complaints were substantially more

common among girls (41.5%).

4. Distribution of presenting complaints by sex

Presenting complaint Male n| Female n| Total n | Statistical analysis
(%) (%) (%)

Dysuria 28 (24.3) |10 (24.4) 38 (24.4)

Enuresis and related disorders 7 (6.1) 3(7.3) 10 (6.4)

Infection and urine changes 20 (17.4) | 8(19.5) 28 (17.9)

Penile and circumcision-related | 47 (40.9) | 0 (0.0) 47 (30.1) | Fisher’s exact test

complaints

Stenoses 8 (7.0) 2(4.9) 10 (6.4) p <0.001*

Congenital and structural anomalies | 3 (2.6) 1(2.4) 4 (2.6) (Monte Carlo

simulation)

Labial fusion (female-specific) 0 (0.0) 1(2.4) 1(0.6)

Other systemic/general complaints | 2 (1.7) 17 (41.5) 19 (12.2)

Total 115 41 (100.0) 156
(100.0) (100.0)

p < 0.05 indicates a highly statistically significant difference.

The temporal relationship  between
outpatient follow-up intervals and the
assignment of second (Diagnosis 2) and
third  (Diagnosis 3) diagnoses s
summarized in Table 5. Both Diagnosis 2
(x> = 391, df = 256, p < 0.001) and
Diagnosis 3 (x? = 356, df = 84, p < 0.001)
were strongly associated with follow-up

timing. Most patients required neither a
second (83.9%, n = 131) nor a third (87.1%,
n = 136) diagnostic code. Same-day
encounters predominantly retained the
original symptomatic codes, whereas
longer follow-up intervals occasionally
incorporated functional or chronic codes

(e.g., constipation-related K59).

Table 5. Matrix of second and third diagnoses according to outpatient follow-up interval

Follow-up Diagnosis 2 (n = 156) Diagnosis 3 (n =| Clinical tendency
interval 156)
Same-day No additional diagnosis: | No additional | Same-day visits largely
(SAME) 49 diagnosis: 63 Acute | remained limited to the
Acute symptomatic | clinical codes: 4 index symptom
codes: 18
Early (17-2 | No additional diagnosis: | No additional | New organic pathology
months) 11 diagnosis: 13 | rarely added at early review
Follow-up codes: 2
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Routine surveillance:
0
Intermediate—long | No additional diagnosis: | No additional | Longer intervals
(3 months—5 | 9 Chronic/functional | diagnosis: 10 | occasionally introduced
years) codes: 3 Chronic surveillance | functional bowel or
codes: 2 structural codes
No follow-up / did | No additional diagnosis: | No additional | Patients lost to follow-up
not return (NONE) | 55 diagnosis: 134 | rarely received tertiary
Isolated organic codes: 4 | Additional codes: 2 diagnoses
Statistical analysis | Pearson x* = 391, df = | Pearson x* = 356, df | Both secondary diagnostic
256, p < 0.001* =84, p <0.001* processes are highly
significantly related to timing
of clinic attendance

p < 0.05 denotes high statistical significance. Sparse zero cells were collapsed for tabular clarity.

A multinomial logistic regression model was
constructed to examine factors associated
with final clinical decisions (operation
recommendation, reflux treatment,
circumcision, follow-up, or prescription),
using “normal/observation” as the reference
category. Model-fit indices and omnibus
tests are shown in Table 6. The model

demonstrated moderate explanatory power
(McFadden pseudo-R? = 0.176, deviance =
467.00). Omnibus likelihood-ratio tests
indicated that sex (p = 0.344), admission
age (p = 0.137), and laboratory-test
category (p = 0.808) did not exert
statistically significant independent main
effects on final decisions.

Table 6. Multinomial logistic regression model fit and omnibus effects

Model-fit index Value | Independent variable (omnibus tests) | x> df | p-value
Deviance 467.00 | Sex 16.60 | 15 | 0.344
AlC 677.00 | Laboratory (simplified categories) 50.40 | 60 | 0.808
Pseudo-R? (McFadden) | 0.176 | Admission age 21.00 | 15 | 0.137

AIC: Akaike information criterion

Parameter estimates for selected contrasts
are presented in Table 7. Relative to
children managed expectantly, those who
underwent ultrasonography alone had
significantly higher odds of receiving an
operation recommendation (OR = 1.28, p <
0.001). Children who received combined
laboratory testing (ultrasonography plus

urine analysis) were substantially less likely
to be assigned to simple follow-up only (OR
= 0.09, 95% CI 0.01-0.55, p = 0.009).
Neither age nor sex independently
predicted operation, circumcision, follow-
up, or prescription decisions after
adjustment (p > 0.05 for all relevant
contrasts).

Table 7. Selected parameter estimates from the multinomial logistic regression model

(reference category: normal/observation)

Clinical decision Independent variable Odds ratio | 95% CI p-
value
Operation recommendation | Admission age 0.85 0.46-1.54 0.581
Sex (female vs male) <0.01 Sparse cells | <0.001
Laboratory (USG vs none) 1.28 1.28-1.28 <0.001
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Reflux treatment Admission age 1.43 0.62-3.28 0.405
Laboratory (urine vs none) <0.01 <0.01- <0.001
<0.01
Circumcision Admission age 0.85 0.53-1.35 0.494
Laboratory (combined vs none) | 0.93 0.06-15.46 | 0.960
Follow-up Admission age 0.94 0.79-1.12 0.479
Sex (female vs male) 1.01 0.17-5.84 0.994
Laboratory (combined vs none) | 0.09 0.01-0.55 0.009
Prescription Admission age 1.02 0.86-1.22 0.782
Sex (female vs male) 1.77 0.31-10.20 | 0.524
Laboratory (combined vs none) | 0.33 0.06-2.00 0.231

Finally, the relationship between principal
diagnostic categories and ultimate clinical
disposition is displayed in Table 8. The
three most frequent diagnoses—N39.0

65%). No statistically significant association
was observed between diagnostic group
and clinical decision (Fisher's exact p =
0.756). Decisions appeared to be driven

(36.5%), N39.9 (31.4%), and R39.8 more by individual clinical trajectory than by
(14.7%)—showed comparable rates of the specific ICD-10 label assigned at
active treatment recommendation (53— presentation.

Table 8. Clinical decisions according to principal diagnostic category

Diagnosis Total Follow- | Normal/control | Active Fisher’s
(ICD-10) patients | up n | n(%) treatment/recommendation* | exact p
n (%) (%) n (%)
N39.0 57 (36.5) | 16 4 (7.0) 37 (64.9)
(urinary-tract (28.1)
infection)
N39.9 49 (31.4) | 18 5(10.2) 26 (53.1)
(disorder of (36.7)
urinary
system)
R39.8 (other | 23 (14.7) | 7 (30.4) | 2 (8.7) 14 (60.9) 0.756
voiding
symptoms)
N39  (other | 3 (1.9) 2(66.7) | 1(33.3) 0 (0.0)
urinary
disorders)
Other 24 (15.4) | 9(37.5) [1(4.2) 14 (58.3)
urological
diagnoses™**
Total 156 52 13 (8.3) 91 (58.3)
(100) (33.3)

*Active treatment/recommendation includes operation recommendation, reflux treatment, circumcision, medical
therapy, pediatric psychiatry referral, and other specific recommendations. **Rare codes (patient count < 3) were

aggregated.

Overall, the clinical decision-making
process in this outpatient urological cohort

was only weakly related to demographic
variables or to the initial ICD-10 label and
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was more closely linked to the results of
targeted laboratory investigations and to
the longitudinal course of symptoms.

DISCUSSION

Our findings highlight important
demographic and clinical patterns in
children  presenting  with  urological

complaints to a pediatric surgery outpatient
clinic. Males constituted the clear majority
(73.7%), and they presented at a
significantly younger age than females
(median 3 years versus 8 years, p <0.001).
This age difference is consistent with the
literature, in which congenital anomalies
such as hypospadias and phimosis are
typically diagnosed in infancy and early
childhood among boys, whereas urinary
tract infections become more prominent in
girls during school age (3). Similar trends
have been reported in studies from our
country, where urinary tract infections are
more common in boys during infancy but
increase substantially in girls at school age.
The most frequently assigned ICD-10
codes were non-specific: N39.0 (urinary
tract infection), N39.9 (disorder of the
urinary system, unspecified), and R39.8
(other symptoms and signs involving the
urinary system). Together, these three
codes accounted for most primary
diagnoses. This pattern indicates that the
initial outpatient evaluation is largely
symptom-oriented rather than based on a
definitive structural diagnosis. Minor urinary
symptoms are known to occur frequently
even in otherwise healthy individuals (6). As
noted by Kyrklund and colleagues, such
symptoms are relatively uncommon in
carefully selected healthy children aged 4—
7 and 8-12 years, which may help
distinguish pathological from functional
complaints (6).

A highly significant difference was observed
in the distribution of presenting complaints
according to sex (p < 0.001). Penile and
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circumcision-related problems accounted
for  approximately 41% of male
presentations. In contrast, dysuria occurred
at nearly identical rates in both sexes
(approximately 24%). These findings align
with previous observations that anatomical
factors (such as a shorter urethra) increase
the risk of infection in girls, while local
genital problems predominate in boys (3).
Interestingly, the initial ICD-10 diagnosis
showed no  statistically  significant
association with the final clinical decision
(follow-up, observation, or active treatment
recommendation; p = 0.756). Multinomial
logistic regression further demonstrated
that age and sex did not independently
predict most clinical decisions once
laboratory investigations were considered.
Ordering ultrasonography or combined
laboratory tests was more strongly
associated with the subsequent
management pathway. This suggests that,
in the outpatient setting, the clinician’s
decision is driven more by the results of
targeted investigations and the individual
clinical course than by the preliminary
diagnostic code assigned at the first visit.
The literature emphasizes that recurrent
urinary tract infections may lead to bladder
dysfunction and that symptoms such as
urgency, daytime incontinence, and
enuresis require careful follow-up because
they may persist into adulthood (2,3,8).
Upper and lower urinary tract infections
have been reported to be more common in
girls across age groups, while incontinence
and enuresis tend to be more frequent in
younger children (2). Our data are
consistent with these patterns, although the
predominance of non-specific coding
limited more granular analysis of functional
disorders.

Taken together, the results support the
multidisciplinary nature of pediatric urology
and underline the value of a structured
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initial evaluation. Early genital examination
and screening for congenital anomalies
remain particularly relevant in young boys,
whereas infection prevention strategies and
assessment for bladder dysfunction are
more pertinent in school-age girls. In recent
years, technological advances have further
increased the importance of timely
diagnosis, as minimally invasive and
endourological techniques now allow earlier
intervention and may help prevent long-
term complications (9).

Limitations

The main limitation of the study is the
relatively modest sample size (n = 156),
which restricts the generalizability of the
findings. Because the data were obtained
from a single outpatient clinic, regional bias
cannot be excluded. The retrospective
design limits causal inference. In addition,

the text-based nature of presenting
complaints may have introduced
categorization inaccuracies. Future

prospective, multicenter studies with larger
cohorts would help validate these patterns
and allow more detailed analysis of
functional and structural subgroups.

CONCLUSION

This retrospective study demonstrated that
boys constitute most children presenting
with urological complaints to a pediatric
surgery outpatient clinic and that they
present at a significantly younger age than
girls. The most frequently assigned
diagnoses were non-specific codes (N39.0,
N39.9, and R39.8), reflecting a
predominantly symptom-based approach at
the first visit. Presenting complaints differed
markedly by sex, mainly because of penile
and circumcision-related problems in boys,
whereas clinical decisions were more
closely related to laboratory investigations
and individual clinical course than to the
initial diagnostic label.
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These findings reinforce the importance of
age- and sex-sensitive  evaluation
pathways. Larger multicenter studies are
needed to confirm the observed patterns

and to refine outpatient referral and
management strategies in  pediatric
urology.
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Xiilaso

isin megsadi: pediatrik cerrahiyye ambulatoriyasina uroloji sikayetlorle miiraciet eden usaglarin
demografik xtsusiyystlarini, diagnostik yanasmalarini, esas muracist sikayatlerini ve klinik gerarverma
proseslarini giymatlondirmak. Bu retrospektiv tadgiqata uroloji sikaystlarle muracist eden 156 usaq
daxil edilmisdir. Qeyri-uroloji ICD-10 kodlarn olan va ya ailsleri tedgiqatda istirak etmaya raziliq
vermayan pasiyentloer tadgiqatdan xaric edilmigdir. Yas, cins, muracist sikayatleri, ICD-10 diagnozlari,
laborator miayinalarin naticeleri, misahids intervallari ve yekun klinik gararlar barada malumatlar tahlil
edilmisdir. Statistik tehlillere Mann—Whitney U testi, Kruskal-Wallis testi, x? testi, Fisher-in daqiq testi
va multinomial logistik reqressiya daxil edilmisdir. Tahlillar jamovi 2.7.32.0 statistik program paketindan
istifade edilmakle aparilmisdir. Tadqigat Helsinki Bayannamasinin prinsiplarina uygun sakilde hayata
kecirilmis va valideynlarden va ya ganuni nUmayandalerden malumatlandiriimis raziliq alinmisdir. 156
pasiyentin 115-i (73,7%) oglan, 41-i (26,3%) qiz olmusdur. Muraciet zamani median yas oglanlarda (3
yas, IQR 2-5) qizlarla mugayisada (8 yas, IQR 5-12) shamiyysatli dereceds asagi olmusdur (p < 0,001).
©n ¢ox rast gelinen diagnozlar N39.0 (36,5%), N39.9 (31,4%) ve R39.8 (14,7%) olmugdur. Mlracisat
sikayatlori cinsa gora shamiyyatli deracada farqlanmisdir (p < 0,001); bu farq asasan oglanlarda penis
va sunnatls slagali problemlarle bagh olmusdur. Dizuriya her iki cinsds oxsar tezlikde musahida
edilmisdir. Klinik gerarlar ile ilkin ICD-10 diagnozu arasinda statistik cehatden shamiyyatli slage askar
edilmamisdir (p = 0,756). Multinomial logistik reqressiyanin naticeleri gostarmigdir ki, sonraki mualice
vo idaraetma qerarlari ilo yas va cinsden daha ¢ox laborator muayinalarin naticaleri alagalidir.
Pediatrik uroloji miracistler arasinda oglanlar Ustinlik tagkil edir ve onlar qizlarla mugayisede daha
erkan yasda miracist edirlor. ilkin ambulator diagnozlar ssassn simptomlara esaslanir ve spesifik
xarakter dagimir. Klinik gerarlarin ilkin diagnostik koddan daha c¢ox mduayinalerin naticaleri ve
pasiyentin fordi klinik gedisine asasan gabul edildiyi gortinir. Yas va cins xUsusiyyatlerini nazers alan
giymatlendirma strategiyalarinin tatbiqi ambulator pediatrik uroloji yardimin semaraliliyini artira biler.
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YPOJIOTMYECKUE OBPALLEHMA B AMBYJIATOPHYIO KIMWHWUKY OETCKOW XWPYPIUW:
XAPAKTEPUCTUKW, OUATHO3bl U KMIMHUYECKUE PELUEHUA
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Pe3ome

Llenb mnccnepoBaHna - oueHUTb Aemorpaduyeckme XxapakTepucTukX, OMarHoCcTuyeckme noaxodsbl,
OCHOBHble anobbl npu obpalleHnM U NpPoLECcChbl MPUHATUS KIMHUYECKUX PEeLUeHUn Yy OeTen,
obpawarowmxca B ambynatopHoe OTAeneHne AeTCKON XMpyprum ¢ yponorndeckumm xanobamu. B
JaHHOe peTpoCneKTMBHOE UcCcregoBaHMe ObinM  BKIOYeHbl 156 pgeTten, obpaTuBLUMXCA C
yponormyeckummn xanobamu. MNauneHTtbl ¢ Heyponormyeckumn kogamm ICD-10, a Takke naumeHThl,
poauTenn UNM 3akoHHbIE MpeaCcTaBUTENN, KOTOPbIX OTKasanucb OT yyYacTud, Oblniv UCKMOYEHbI M3
nccnenoBaHus. beinv npoaHanuMamMpoBaHbl AaHHbIE O BO3pacTe, nore, anobax npu obpalueHuu,
anarHosax no ICD-10, pesynbTatax nabopaTopHbIX WCCNeAOBaHWA, MHTepBanax HabnwogeHus u
OKOHYaTENbHbIX KITMHUYECKNX pelueHusix. CTaTtuctmyeckun aHanus Bknodan U-kputepun MaHHa—
YuUTHU, Kputepuii Kpackena—yonnuca, Kputepui X2, TOYHbIN KpuTepun duiiepa n MynbTUHOMUAIbHYHO
NOrUCTUYECKYIO perpeccuto. AHanm3 NpoBOAUICS C UCMOSb30BaHNEM CTATUCTMYECKOrO MPOrpaMMHOro
naketa jamovi eepcuu 2.7.32.0. ViccnepoBaHue 6bino npoBegeHO B COOTBETCTBUM C MPUHLMNAMM
XenbCUHKCKOW AeKknapauuu; OT poguTenen unu 3akoHHbIX npeactaButenert Obino nonyyYeHo
MHdOpMMpPOBaAHHOE cornacue.

N3 156 nauneHToB 115 (73,7%) 6binvn manbumkamu n 41 (26,3%) — nesoykamn. MeguaHHbIn Bo3pacT
npu obpaLLeHnmn Bbin 3HAYNTENBHO HUXKE Y Manb4yMKoB (3 roga, MexXKBapTUnbHbI AnanasoH [IQR] 2—
5 nert), 4yem y pesoyek (8 net, IQR 5-12 net) (p < 0,001). Hanbonee yacTo BCTpevaroLLMMUCH
anarHozamu 6binn N39.0 (36,5%), N39.9 (31,4%) n R39.8 (14,7%). Xanobbl npn obpalieHun
CTaTUCTMYECKM 3HAYMMO pasnuyanuicb B 3aBucumocty oT nona (p < 0,001), rmaBHbIM obBpaszom
BCrneacTene npobnem, CBA3aHHbIX C MOSIOBbIM YNEeHOM U obpe3aHueM Yy ManbumkoB. [Quaypus
BCTpeYanacb C OAMHAKOBOW 4acTOTOM y npeacTtaButenen obomx nonob. CTaTtMCTUYECKN 3HAYUMOWN
CBSAI3M MEeXAY KITMHMYECKUMM PELLUEHMSIMU U NepBOHaYarnbHbiM gnarHo3om no ICD-10 BbIABNEHO He
6bino (p = 0,756). MynbTMHOMManbHas norucTMYecKass perpeccus nokasana, 4YTo pesynbTaThbl
nabopaTtopHbiX uccnegoBaHun Obinv Gonee TeCHO CBA3aHbl C MOCNEAYHLUMU peLleHUs MU Mo
BEAEHUIO NaUUEHTOB, YEM BO3paCT UK NOJSI.

Cpeoun obpaweHuin geten ¢ ypororndyeckumn xanobamm npeobrnagatoT Manbuuky, MPUYEM OHM
obpaLlalTcs 3a MeaMLUMHCKON NOMOLLbIO B 6ornee paHHeM Bo3pacTe, Yem AeBo4ku. [epBoHavanbHble
ambynaTtopHble [uarHo3bl B 3HAYUTENBHOW CTEMEHM OCHOBLIBAOTCA Ha CUMNTOMax U UMET
Hecneumndgudeckmn xapaktep. [1o-BMAMMOMY, KIMHMYECKME pelleHus B Oonblien CcTeneHu
onpegendalTca pesynbTatamu OUArHOCTUYECKMX WCCREeAoBaHMM U nHAMBMAOYanbHbIM TeYEeHUEM
3aboneBaHusi, 4em npegBapuTeSibHbIM OWAarHOCTUYECKMM KogoM. WMcnonb3oBaHue cTpaTernin
obcnepoBaHua C y4€TOM BO3pacTa WM nofa MOXeT MOBbICUTb 3(PPEKTUBHOCTL ambynaTopHon
YPONOrn4eckomn nomoLLn SETAM.

Knroueenie cnoea: neduampusi; yponoausi; ambynamopHble nauyueHmsl; UHGEeKUUU MOYe8bI800SILUUX
nymed; NPUHSIMUEe KIUHUYECKUX pewweHUd.
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