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[Abstract] Objective To investigate risk factors for residual lesions after initial transurethral

resection of bladder tumors (TURBT) and risk factors for tumor recurrence after second TURBT in patients
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with non-muscle-invasive bladder cancer (NMIBC) in order to provide reference for clinical management.
Methods A case-control study design was adopted to include 120 NMIBC patients who underwent initial
TURBT and then second surgery within 2~8 weeks in our department from January 2017 to January 2025.
Based on the presence of residual lesions after the initial TURBT or not, the patients were divided into a
residual lesion group (n=34) and a non-residual lesion group (n=86). Chi-square test and multivariate logistic
regression analysis were performed to identify potential risk factors for residual lesions following the initial
TURBT. Univariate and multivariate Cox regression models were used to analyze potential risk factors for
tumor recurrence after the second TURBT. Results The residual lesion rate after initial TURBT was
28.33%. Chi-square test analysis revealed that tumor stage T1 (Chi-square=5.756, P=0.016) and broad
tumor base (Chi-square=4. 331, P=0.037) were factors influencing residual lesions after initial TURBT.
Multivariate logistic regression analysis identified tumor stage T1(OR=3. 047,95%CI: 1. 128~8. 226, P=0. 028)
as an independent risk factor for residual lesions after initial TURBT. The tumor recurrence rate after second
TURBT was 17.5%. Multivariate Cox regression analysis identified tumor stage T1 (OR=4.258, 95%CI:
1.248~14. 532, P=0.021), intravesical chemotherapy instillation after second TURBT (OR=3. 539, 95%CI:
1.284~9. 752, P=0. 015), history of urinary system tumors (OR=3. 002, 95%ClI: 1. 145~7. 873, P=0. 025) and
high platelet-to-lymphocyte (PLR) ratio (OR=2. 798, 95%CI: 1. 115~7. 023, P=0.028) as independent risk
factors for tumor recurrence after second TURBT. Conclusion Tumor stage T1 and broad tumor base are
risk factors for residual lesions after initial TURBT, while tumor stage T1, intravesical chemotherapy
instillation after second TURBT, history of urinary system tumors and high PLR ratio are risk factors for tumor
recurrence after second TURBT. Comprehensive analysis on above 4 indicators can effectively assess the risk
of tumor recurrence in NMIBC patients following second TURBT, and timely early medical intervention is
beneficial for improving patient outcomes.
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Table 1 Baseline characteristics of 120 NMIBC patients undergoing second TURBT [number (%), M(P,;,P,;) ]

Variables residual lesion group(n=86) non-residual lesion group(n=34) XZ/Z P value
Tumor grade <0. 001 >0.999
Low 12(14.0) 5(14.7)
High 74(86.0) 29(85.3)
Tumor stage 5.756 0.016
Ta 35(40.7) 6(17.6)
T1 51(59.3) 28(82.4)
Tumor diameter 0. 349 0.555
<3 cm 58(67.4) 21(61.8)
>3 cm 28(32.6) 13(38.2)
Number of tumors 0.021 0. 886
Single tumor 29(33.7) 11(32.4)
Multiple tumors 57(66.3) 23(67.6)
Tumor base 4.331 0.037
Narrow base 35(40.7) 7(20.6)
Wide base 51(59.3) 27(79.4)
Metabolic syndrome 1.477 0.224
No 40(46.5) 20(58.8)
Yes 46(53.5) 14(41.2)
History of smoking 0.268 0. 605
No 50(58.1) 18(52.9)
Yes 36(41.9) 16(47.1)
History of urinary system tumors 2. 109 0. 146
No 75(87.2) 26(76.5)
Yes 11(12.8) 8(23.5)
Gender 0. 099 0.753
Female 20(23.3) 7(20.6)
Male 66(76.7) 27(79.4)
Age(years) 69(59,76) 68.5(58,75) -0.472 0. 637
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Table 2 Multivariate logistic regression analysis of tumor
residual after the first TURBT

Variables B SE Wald P OR 95% CI

1.114 0.507 4.832 0.028 3.047 1.128~8.226

Tumor stage

0.915 0.487 3.538 0.060 2.497 0.962~6.480

Tumor base

AR BURRE N 61. 9% , K5 53 8 90. 9%, R/n£S
B A N AT 38 — R YR S5 b e 2 &k B T i
JI(E 1),

1.0
0.8
Tumor stage

>0.6 —— Chemotherapy drugs
g — History of urinary system tu-
=S mors
2 PLR Ratio
2 0.4 Joint indicator
(%] —— Reference

02 |

0 0.2 0.4 0.6 0.8 1.0
1-specificity
E1l ZSHEETN_RBYIAREMES LXK ROC
Lot

Figure1 ROC curve analysis of multi-parameter
combined prediction of tumor recurrence

after second TURBT
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Table 3 Univariate and multivariate Cox regression analyses of tumor recurrence after second TURBT

Univariate cox analysis

Multivariate cox analysis

Variables
HR 95% CI P B SE Wald HR 95% CI P

High tumor grade 1.241 0.288~5. 338 0.772

Tumor stage T1(vs Ta) 4.211 1.238~14. 321 0. 021 1.449 0.626 5.352 4.258 1.228~14.532 0.021
Maximum tumor diameter >3 cm 0.958 0.386~2.377 0.926

Multiple tumors 1.386 0.536~3. 582 0.501

Wide basal tumor 2.423 0. 814~7.212 0.112

Chemotherapy drugs were administered 5 576 3109 774 0.013  1.264 0.517 5.970 3.539 1.284~9.752  0.015
after second TURBT (vs BCG)

History of smoking 0.954 0.404~2. 251 0.915

History of urinary system tumors 2.391 0.926~6. 176 0.072 1.099 0.492 4.994 3.002 1.145~7.873 0. 025
Male 0.912 0. 334~2. 496 0. 858

Metabolic syndrome 0.715 0.301~1. 698 0. 447

Residual lesions after the first TURBT 1.214 0.470~3. 132 0. 689

Age(years) 0.985 0.944~1.029 0.499

PLR Ratio 3.186 1.308~7. 762 0.011 1.029 0.469 4.805 2.798 1.115~7.023 0. 028
LMR Ratio 0.312 0.083~1. 166 0. 083

NLR Ratio 2.024 0. 896~4. 575 0. 090

SII Ratio 1.452 0.787~2. 681 0.233




1928 Wi A5 22 R R 27241, 2025, 47(16)

http ://aammt. tmmu. edu. cn

TWREY), T R AT R B FIROR . BRI ST
$& UK TURBT JE i kh 5% B9 10 f 6 TR 35 60 35 o v
G IR Z R TEABEG AT —
AAAESE T IR TR B s BRI R . B
RT3, T1 8 3% v 35, 449% 1778 k158 5, i Ta 39
B — I 14. 63%. 3% Al g2 N B 5 2 4
4 IR ELAT B i A 4R 28 P ARG IR | e A5 AR DI BRI
X LA AY) S 9 Bk kb 4L 40, DT 386 T 1 5% B8 A KRS
BEAh, e B T8 25 FRAE A AT BESZ M FAR R . FRATTAY
WF5E K& PR, 5 LI e J 3 v 34. 62% fE e kb ik i
17 JC 56 3 JEC g 5 3 vk — EL BN 16. 67% . FE LI
i S BRI A A KA RO R AT B L 1o 3
BT A4 Aot 51 2 R S PR S SR T o
3.2 MEoH REH#EZSMBILE LN LA

FRml =k b3 R JG I 98 & o9 4k R

R R IR W] B 2 BRI 2 K A5y
SBE TR R OIS AT S 5 O 3R R
LU S5 s 42 s PR 25, 6 B R IR
JE BEVT 6 Y B — R E X e
FEHA, IR (%) 7R A Il IgE B B RN R 22 R AR IR
HL ) AR J5 Mg 52 & i fa s TR 26 o AR5 itF — 25 5
IR o3 A T AR R RS TR SRR A A, T A i
I 55 Ta AR R VIR IS 52 & 55300k 22. 78% il
7.32% , T1 IR ARES T Ta 90 25 5 76 F AR5 5% B L
ANFERE 3 BB BR gk T REFE R 5 4k g Ak KO SRR
Ko BUAN, T A MR 20 M i 5 L AT B R A 4 4 e
T3P AN T BE ARG R, AR
W25 07 T, A RS R, SRR 2 R
FEVERY NMIBC S H e, BCG FLARE v ml i sk S &
JRURS: A1 329% . IR VDR J5 R A B E T VR T 1Y
BT R ST S YA T P B A . R AT R —
Ty 2 95 4= 43 R AT PR R AR , IR B YIRS R i T R
AT AT A 1 55 Th1 280 G J 1o 27 14 40 it 2
T 20 LR 5 SR 8455 4B A 5 1, DI TEL50 9 3 Bk ok v
(1) 96 200 B, FLOs S I B DL Re S T 40 B RN E A2 B 4
o AT K7 B Y Xk B T A 1 R 4 T R A
SRR . HEHMARRITREEM L, R RS
CIRTE S0 3 A=l A X i e R E = S St
)52, NMIBC S8 5 A7 WA PR 22 495 Ji g sl i 2 IR i IR
J e Jes 52 % W ST B B TR R L X — &5 5 5 MASSARI
A IR b IR DR e b R S B BCGIRYT R
Ji5 Je e 8 A2 2 XL P A8 348 v — 30, HL Pl 8 i PR A 6 B
10 PR 2R 45 o9 50 ] R B2 KB A AE e B Sk | 3X
AP it 2 A T 0 A 280 B 00 e X 30 PR 2R R MUK

BN KRR R, A F 50T A PR 22 Gt g s 4
I NMIBC 83 L VIR J5 52 % KUK 1) BAR AL 4T
ARFE R EIRA R TR e %
s A B9 ST
3.3 PLR AL M =R B dn KRG b 7 5% F )
A

AW FEAEBRAE T AR R JE AL L85 42t PLR b
L (R PR T AR bR/ I TURBT R i858 ) 2 5
WL IR I I 2 R DI E R br . BETECE
ABEFE R I A B GO AR AR AR o K 1 R
H 5 £ 4 & H )5 U {8 (albuminto fibrinogenratio, AFR)
SE M 38 br 5 IR S MR 2 kR B UTA G
PLR FUAB A IfiL/INHR 55 9k O 48 6 %) LB, VR R GEPE R
SEBR Y , B WEHLAAAR fi g Tl B0 56 1 3% BR L B2, PLR
VU B T o 300 AR AL /IR G T A 5 9k 2 4 0
PRI o A BF ST & B PLR LS £ o &
K HERBYIR DY L PLR L5 MRg 25 U1 AR OC (14 )5
PRI 32 A PR T T = — 5 T I /N R R T I A8 I
A K [ (vascular endothelial growth factor, VEGF) f1
e A A R DR 7B R i A o s e
AT B 9eE ke BR K 52 5 g — T K L 40 T A
YRR R PR B TR VR P L U L A e
R A5 0 L BE 1 T 40 o e e 140 2% 3 4 s L BILAA 1Y
B W IR DI RE R AT, J0 1A RO R B % 7 114 b ogg
A0, TR BOMR 5 A, SR, TR AR 2R
JE Y AR ZS AR, PLR HUAE AR AS [R]85 ) v] REAF
TERRZE S ARBR SR PLR FLAE HE L By
VIARTT8 45 5 B X TURBT AR 45 (14 LUAE, 38 2o 7] —
SR AN R B A 4 Ao L, R 6% T o b S AL AR A
it ged B DR B AR 5 AN RPRZS T 9 s A28 f it 72, DA
A RACHERR A4 22 Sl ke 1 25 0 JR 22 ROC It 40
R R BT, A PLR FUARL HG 9 70 30T 45 A 156 5 L0 17
AUCAH N 0. 813 , kSR R BAT R4 A I 1 FE

AR FEAFAE LA T JR BRPE : OASH T by B v [l it
PEI3 AT, AR AS 1t B B U7 I ) A B 3508 53 v A 2 il PR 3R
AT REABL A, [ I A HE B AT DXl A AR 22 5, ARk
T2 2 O T RFEA R — P IE 458 . @PLR
VAL LU Y I 18] 25 52 K B 7R AN [ 88 A AN W) ARE ]
REAFTE 22 57 , BEAS IE— 20 0 T H At e 52 2 114 10
BEHY oK ok i it 22 v BA S S0 25 18 1)

25 B RTIR  ARBE T e R L UI R 1Y 120 44
NMIBC (& #EA7 70 A, & BB X TURBT J& i b 5% B
#6028, 33% , B IR TURBT A J5 i 43 T1 397 . i 988
T R R AL AR B A GRS TR 2 R IR i



http : //aammt. tmmu. edu. cn Bl 2222 155 R mi 4R, 2025,47(16)

1929

RAEN1T. 50% , — YIRS IPIE 730 T . ki
VIR JG AT 25 W HETE AR 72 4t IbJgd s Al PLR EL{E
FoE M 2 R ek & . EIRIKRiSY T, o B
IR AE I R ER 1 S5 AT A DU O S s T T, B AR
R g 2 % IAURS: | DT e AR TR

28

MR ASUTA VR P UIAAEAER 45 28

Sk -

(1]

(2]

[3]

(4]

[5]

(6]

(7]

(8]

9]

FLAIG T W, SPIESS P E, AGARWAL N, et al. Bladder
cancer, version 3.2020, NCCN clinical practice guidelines in
oncology[J]. J Natl Compr Canc Netw, 2020, 18(3) : 329-
354. DOI: 10.6004/jncen.2020.0011.

DYRSKJ@T L, HANSEL D E, EFSTATHIOU J A, et al.
Bladder cancer[J]. Nat Rev Dis Primers, 2023, 9: 58. DOI:
10.1038/541572-023-00468-9.

OSMAN Y, ELAWDY M, TAHA D E, et al. Bladder
perforation as a complication of transurethral resection of
bladder tumors: the predictors, management, and its impact
in a series of 1570 at a tertiary urology institute [J]. Int Urol
Nephrol, 2023, 55(9) : 2161-2167. DOIL: 10.1007/s11255-
023-03638-6.

LIU S H, FENG C C, TAN L Y, et al. Single-cell dissection
of multifocal bladder cancer reveals malignant and immune
cells variation between primary and recurrent tumor lesions
[J]. Commun Biol, 2024, 7 (1) : 1659. DOI: 10.1038/
$42003-024-07343-7.

BABJUK M, BOHLE A, BURGER M, et al. EAU guidelines
on non-muscle-invasive urothelial carcinoma of the bladder:
update 2016 [J]. Eur Urol, 2017, 71(3) : 447-461. DOI:
10.1016/j.eururo.2016.05.041.

CHANG S S, BOORJIAN S A, CHOU R, et al. Diagnosis
and treatment of non-muscle invasive bladder cancer: AUA/
SUO guideline[ J]. J Urol, 2016, 196(4): 1021-1029. DOI:
10.1016/}.juro.2016.06.049.

LICHTBROUN B, SRIVASTAVA A, GHODOUSSIPOUR S.
A restaging transurethral resection of bladder tumor is always
necessary for high-grade T1 non-muscle-invasive bladder
cancer [ J]. Eur Urol Focus, 2023, 9(4) : 557-558. DOI:
10.1016/j.euf.2023.05.010.

ISHII K, YOKOYAMA Y, NISHIDA Y, et al. Characteristics
of primary and repeated recurrent retroperitoneal liposarcoma:
outcomes after aggressive surgeries at a single institution [ J].
Jpn J Clin Oncol, 2020, 50(12): 1412-1418. DOI: 10.1093/
jjco/hyaal26.

GRAVESTOCKP, COULTHARDN, VEERATTERAPILLAYR,
et al. Systematic review and meta-analysis of narrow band
imaging for non-muscle-invasive bladder cancer [J]. Int J

Urol, 2021, 28(12): 1212-1217. DOIL: 10.1111/iju.14671.

[10] AR A2 IROMRE 2 22, E S R I B . ARLZ

AP D — i D e SR T ). AR AR R SR

(11]

[12]

[13]

[14]

[15]

[16]

[17]

[18]

% &, 2017, 38 (8) : 561-563. DOI: 10.3760/cma. j.
issn.1000-6702.2017.08.001.

Urology Branch of Chinese Medical Association, China
Bladder
secondary electroresection of non-muscular invasive bladder
cancer [ J]. Chin J Urol, 2017, 38 (8) : 561-563. DOI:
10.3760/cma.j.issn.1000-6702.2017. 08.001.

BABJUK M, BURGER M, CAPOUN O, et al. European

association of urology guidelines on non-muscle-invasive

Cancer Alliance. China expert consensus on

bladder cancer (Ta, T1, and carcinoma in situ) [J]. Eur
Urol, 2022, 81 (1) : 75-94. DOI: 10.1016/j. eururo. 2021.
08.010.

Guigui A, Basile G,

significance of residual tumor at restaging transurethral

Zattoni F, et al. Prognostic
bladder resection in high-risk non-muscle-invasive bladder
cancer [J]. World J Urol, 2024, 42 (1) : 480. DOI:
10.1007/s00345-024-05192-x.

CONTIERI R, LUGHEZZANI G, BUFFI N M, et al. Could
we safely avoid a second resection in selected patients with
T1 non-muscle-invasive bladder cancer preliminary results
of cost-effectiveness study from HUmanitas new indications
for ReTUR (HuNIRe) multicenter prospective trial [J].
Front Oncol, 2022, 12: 879399. DOI:. 10.3389/
fone.2022.879399.

B % 22 RIE TR BURE A 1Y J5LH 73 B K By 16 5w
[J] BUAC BR 27 5 fa e F 5 W 1 2 55, 2019, 3(7) -
112-113.

DUAN L J. Cause analysis and prevention strategy of
urethral stricture caused by transurethral surgery [J]. Mod
Med Health Res, 2019, 3(7): 112-113.

DEL GIUDICE F, VESTRI A, FEGATELLI D A, et al. VI-
RADS followed by Photodynamic Transurethral Resection of
Bladder White-Light
Conventional Second-resection: the ‘CUT-less’
Randomised Trial Protocol [J]. BJU Int, 2025, 135(2) :
346-354. DOI: 10.1111/bju.16531.

SIS, phaE, BRoR, A5 e AR UZ R VB bR R
VIS e eg 5 A e — R M DR S5 52 K AR DG G 6 PR 3R 43 #r
LI LMW PR s PR AP 2 ik, 2023, 38(12) : 898-904, 909.
DOI: 10.13201/j.issn.1001-1420.2023.12.002.

DOU P, ZHONG X, CHEN R, et al. Analysis of risk factors

associated with tumor residue after first resection and

Non-Muscle-Invasive Cancer vs

and

recurrence after repeat transurethral resection for high risk
non-muscle-invasive bladder cancer[]J]. J Clin Urol, 2023,
38(12) : 898-904, 909. DOI: 10.13201/j.issn. 1001-1420.
2023.12.002.

DIAOM X, LI'Y, GAO Z H, et al. Comparison of prognosis
after transurethral resection of bladder tumor between
solitary and multiple bladder cancers [I]. Medicine, 2024,
103(44): e40314. DOI: 10.1097/MD.0000000000040314.
KAWAI T, MATSUYAMA H, KOBAYASHI K, et al.

Photodynamic diagnosis-assisted transurethral resection of



1930

Bl 242 K22 41, 2025,47(16)

http ://aammt. tmmu. edu. cn

[19]

[20]

[21]

[22]

[23]

[24]

[25]

[26]

[27]

bladder tumor for high-risk non-muscle invasive bladder
cancer improves intravesical recurrence-free survival
(BRIGHT study) [J]. Int J Urol, 2024, 31(8): 906-912.
DOI: 10.1111/iju.15483.

LIN L D, GUO X T, MA Y C, et al. Does repeat
transurethral resection of bladder tumor influence the
diagnosis and prognosis of T1 bladder cancer A systematic
review and meta-analysis [J]. Eur J Surg Oncol, 2023, 49
(1):29-38. DOIL: 10.1016/j.j50.2022.06.005.
NALLABOTHULA A K, MUDUNURIH V V, NALUMARU
A S, et al. Predicting the lymphovascular invasion in
carcinoma bladder at transurethral resection [J]. Cureus,
2024, 16(6): 62595. DOI: 10.7759/cureus.62595.
FEAAML , PRERAE, PREIRE, 45 . JEUZ R B e i
DRI PR T SC R e Ied 52 % R S Bz R 38 3 i [0 ). A R R
K2, 2022, 56(1) : 42-45.

CHENG B S, CHEN J H, CHEN J H, et al. The
significance of repeated transurethral resection for non-
muscle invasive bladder cancer and analysis of risk factors
in recurrence of non-muscle invasive bladder cancer[J]. ]
Fujian Med Univ, 2022, 56(1): 42-45.

REGNIER S, CALIFANO G, ELALOUF V, e al.
Restaging transurethral resection in ta high-grade nonmuscle
invasive bladder cancer: a systematic review[]]. Curr Opin
Urol, 2022, 32 (1) 54-60. DOI: 10.1097/MOU.
0000000000000949.

JEONG S H, HAN J H, JEONG C W, et al. Clinical
determinants of recurrence in pTa bladder cancer following
transurethral resection of bladder tumor [J]. BMC Cancer,
2022, 22(1): 631. DOI: 10.1186/512885-022-09733-8.
Wit , i, e R IR ARWUZ IR T T 5% D i
TRTT PR SO ASCSE R R ], B R
#2, 2018, 53 (12) : 1932-1937. DOI: 10.19405/j. cnki.
issn1000-1492.2018.12.025.

CHEN W, YANG C, LIANG C Z. Significance of repeated
transurethral resection of bladder tumor and analysis of
related risk factors [J]. Acta Univ Med Anhui, 2018, 53
(12) : 1932-1937. DOI: 10.19405/j. cnki. issn1000-1492.
2018.12.025.

JANJI B, CHOUAIB S. The promise of targeting hypoxia to
improve cancer immunotherapy: mirage or reality [J]. Front
Immunol, 2022, 13: 880810. DOI: 10.3389/fimmu.
2022.880810.

MALMSTROM P U, SYLVESTER R J, CRAWFORD D E,
et al. An individual patient data meta-analysis of the long-
term outcome of randomised studies comparing intravesical
mitomycin G versus Bacillus Calmette-Guérin for non-
muscle-invasive bladder cancer [J]. Eur Urol, 2009, 56
(2): 247-256. DOI: 10.1016/j.eururo.2009.04.038.
LIATSOS G D, MARIOLIS I, HADZIYANNIS E, et al.
Review of BCG immunotherapy for bladder cancer[J]. Clin
Microbiol Rev, 2025, 38 (1) : e0019423. DOI: 10.1128/

[28]

[29]

[30]

[31]

[32]

[33]

[34]

[35]

cmr.00194-23.

ANTONELLI A C, BINYAMIN A, HOHL T M, et al.
Bacterial immunotherapy for cancer induces CD4-dependent
tumor-specific immunity through tumor-intrinsic interferon-vy
signaling [J]. Proc Natl Acad Sci USA, 2020, 117 (31) :
18627-18637. DOI: 10.1073/pnas.2004421117.

Massari M, O'Malley P, Benidir T, et al. Efficacy of BCG
bladder
nephroureterectomy for upper tract urothelial carcinoma|[]J].
Urol Oncol, 2024, 42 (9) : 287-289. DOIL: 10.1016/j.
urolonc.2024.05.007

DING L, DENG X B, WANG K, et al. Preoperative

systemic inflammatory markers as a significant prognostic

for non-muscle invasive cancer  following

factor after TURBT in patients with non-muscle-invasive
bladder cancer [J]. J Inflamm Res, 2023, 16: 283-296.
DOI: 10.2147/JIR.S393511.
ZHUTY, CHENZY, ZHANG B C, et al. Prognostic value
of platelet to lymphocyte ratio in patients with cervical
cancer: an updated systematic review and meta-analysis[J].
World J Surg Oncol, 2025, 23 (1) : 187. DOI: 10.1186/
$12957-025-03838-7.
Y, WO, EEW L MRS R A0 AR A R
B wy LB T e [1]). B2 25k, 2020, 26(4) : 695-
699.DO0I: 10.3969/j.issn.1006-2084.2020.04.014.
DONGCN, ZHAT W P, WANG X Y. Research progress in
mechanism of platelet-mediated tumor cell growth and
metastasis [ J]. Med Recapitul, 2020, 26 (4) : 695-699.
DOI: 10.3969/j.issn.1006-2084.2020.04.014.
TALMAC M A, CIFTPINAR T, OZDEMIR M S, et al. Can
the combination of magnetic resonance imaging, neutrophil-
to-lymphocyte ratio and platelet-to-lymphocyte ratio predict
the mass origin in ovarian masses [ J]. Sisli Etfal Hastan T&#
305; p Bul, 2023, 57 (3) : 326-331. DOI: 10.14744/
SEMB.2023.47529.
WU H M, WANG Y Z, DENG M, et al. Preoperative
inflammatory markers and tumor markers in predicting
lymphatic metastasis and postoperative complications in
colorectal cancer: a retrospective study [J]. BMC Surg,
2025, 25(1): 71. DOI: 10.1186/s12893-025-02795-y.
EilFE, B, BREl, & s IUZ R R s
RAWRETER YT IS 2 A i PR B AR AL s S5 e [ .
fi 2 42 2 K A% 2 i, 2025, 47(9) @ 959-968. DOI: 10.
16016/j.2097-0927.202501061.
WANG H T,LUO W M, CHEN J, et al. Development and
validation of clinical prediction model for post-treatment
recurrence in high-risk non-muscle invasive bladder cancer
after BCG intravesical instillation [J]. J Army Med Univ,
2025, 47 (9) : 959-968. DOI: 10.16016/j. 2097-0927.
202501061.

(W17 :2025-06-04; £ 13 :2025-07-13)

(st = #)



