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ABOUT US

Journal of Urological Surgery is the official open access scientific
publication organ of the Society of Urological Surgery. Journal
of Urologic Surgery is being published in Istanbul, Turkiye. It is
a double peer-reviewed journal published quarterly in March,
June, September and December.

Journal of Urological Surgery is indexed in Web of Science-
Emerging Sources Citation Index (ESCI), DOAJ, EBSCO, CINAHL,
Research Bib-Academic Resource Index, Root Indexing,
TUBITAK/ULAKBIM  Turkish Medical Database, TurkMedline,
Turkiye Citation Index.

The target audience of the journal includes physicians working in
the fields of urology and all other health professionals who are
interested in these topics.

The editorial processes of the journal are shaped in accordance
with the guidelines of the international organizations such as the
International Council of Medical Journal Editors (ICMJE) (http://
www.icmje.org) and the Committee on Publication Ethics (COPE)
(http://publicationethics.org).

All manuscripts should be submitted through the journal’s web
page at www.jurolsurgery.org. Instructions for authors, technical
information, and other necessary forms can be accessed over
this web page. Authors are responsible for all content of the
manuscripts.

Our mission is to provide practical, timely, and relevant clinical
and basic science information to physicians and researchers
practicing the urology worldwide. Topics of Journal of Urological
Surgery include;

Pediatric urology,
Urooncology,
Andrology,
Functional urology,
Endourology,
Transplantation,
Reconstructive surgery,
Urologic pathology,
Urologic radiology,
Basic science,
General urology.
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Special features include rapid communication of important
timely issues, surgeon’ workshops, interesting case reports,
surgical techniques, clinical and basic science review articles,
guest editorials, letters to the editor, book reviews, and historical
articles in urology.

Open Access Policy

This journal provides immediate open access to its content on
the principle that making research freely available to the public
supports a greater global exchange of knowledge.

Open Access Policy is based on rules of Budapest Open Access
Initiative (BOAI). http://www.budapestopenaccessinitiative.org/
By “open access” to [peer-reviewed research literature], we mean
its free availability on the public internet, permitting any users to
read, download, copy, distribute, print, search, or link to the full
texts of these articles, crawl them for indexing, pass them as data
to software, or use them for any other lawful purpose, without
financial, legal, or technical barriers other than those inseparable
from gaining access to the internet itself. The only constraint on
reproduction and distribution, and the only role for copyright in
this domain, should be to give authors control over the integrity of
their work and the right to be properly acknowledged and cited.

Address for Correspondence

Taner Divrik

Ege City Hospital, Clinic of Urologic Surgery, izmir, Turkiye
E-mail: t.divrik@gmail.com

Issuing Body

Galenos Yayievi Tic. Ltd. Sti.

Molla Giirani Mah. Kacamak Sok. No: 21, 34093,
Findikzade, Istanbul, Turkiye

Phone: +90 212 62199 25

Fax : +9021262199 27

E-mail : info@galenos.com.tr

Instructions to Authors

Introductions for authors are published in the journal and on the
web page http://jurolsurgery.org

Material Disclaimer

The author(s) is (are) responsible from the articles published in

the The Journal of Urological Surgery. The editor, editorial board
and publisher do not accept any responsibility for the articles.
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Journal of Urological Surgery is the official publication of Society of Urological
Surgery. The publication languages of the journal are English and Turkish.

Journal of Urological Surgery does not charge any fee for article submission
or processing. Also manuscript writers are not paid by any means for their
manuscripts.

The journal should be abbreviated as “J Urol Surg” when referenced.

The Journal of Urological Surgery accepts invited review articles, research
articles, brief reports, case reports, letters to the editor, and images that
are relevant to the scope of urology, on the condition that they have not
been previously published elsewhere. Basic science manuscripts, such as
randomized, cohort, cross-sectional, and case control studies, are given
preference. All manuscripts are subject to editorial revision to ensure they
conform to the style adopted by the journal. There is a single blind kind of
reviewing system.

The Editorial Policies and General Guidelines for manuscript preparation
specified below are based on “Recommendations for the Conduct, Reporting,
Editing, and Publication of Scholarly Work in Medical Journals (ICMJE
Recommendations)” by the International Committee of Medical Journal
Editors (2013, archived at http://www.icmje.org/).

Editorial Process

Following receiving of each manuscript, a checklist is completed by the
Editorial Assistant. The Editorial Assistant checks that each manuscript
contains all required components and adheres to the author guidelines, after
which time it will be forwarded to the Editor in Chief. Following the Editor in
Chief's evaluation, each manuscript is forwarded to the Associate Editor, who
in turn assigns reviewers. Generally, all manuscripts will be reviewed by at
least three reviewers selected by the Associate Editor, based on their relevant
expertise. Assaciate editor could be assigned as a reviewer along with the
reviewers. After the reviewing process, all manuscripts are evaluated in the
Editorial Board Meeting.

The Journal of Urological Surgery’s editor and Editorial Board members
are active researchers. It is possible that they would desire to submit their
manuscript to the Journal of Urological Surgery. This may be creating a
conflict of interest. These manuscripts will not be evaluated by the submitting
editor(s). The review process will be managed and decisions made by editor-
in-chief who will act independently. In some situation, this process will be
overseen by an outside independent expert in reviewing submissions from
editors.

Preparation of Manuscript

Manuscripts should be prepared according to ICMJE guidelines (http://www.
icmje.org/).

A-IV

Original manuscripts require a structured abstract. Label each section of the
structured abstract with the appropriate subheading (Objective, Materials and
Methods, Results, and Conclusion). Case reports require short unstructured
abstracts. Letters to the editor do not require an abstract. Research or project
support should be acknowledged as a footnote on the title page.

Technical and other assistance should be provided on the title page.

Title Page

Title: The title should provide important information regarding the
manuscript’s content.

The title page should include the authors’ names, degrees, and institutional/
professional affiliations, a short title, abbreviations, keywords, financial
disclosure statement, and conflict of interest statement. If a manuscript
includes authors from more than one institution, each author’s name should
be followed by a superscript number that corresponds to their institution,
which is listed separately. Please provide contact information for the
corresponding author, including name, e-mail address, and telephone and fax
numbers.

Running Head: The running head should not be more than 40 characters,
including spaces, and should be located at the bottom of the title page.

Word Count: A word count for the manuscript, excluding abstract,
acknowledgments, figure and table legends, and references, should be
provided not exceed 3000 words. The word count for an abstract should be
not exceed 250 words.

Conflict of Interest Statement: To prevent potential conflicts of interest
from being overlooked, this statement must be included in each manuscript.
In case there are conflicts of interest, every author should complete the
ICMJE general declaration form, which can be obtained at: http://www.
icmje.org/coi_disclosure.pdf

Abstract and Keywords: The second page should include an abstract
that does not exceed 250 words. For manuscripts sent by authors in Turkiye,
a title and abstract in Turkish are also required. As most readers read the
abstract first, it is critically important. Moreover, as various electronic
databases integrate only abstracts into their index, important findings should
be presented in the abstract.

Turkish abstract texts should be written in accordance with the Turkish
Dictionary and Writing Guide of the Turkish Language Association.

Abstract

Objective: The abstract should state the objective (the purpose of the study
and hypothesis) and summarize the rationale for the study.

Materials and Methods: Important methods should be written
respectively.
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Results: Important findings and results should be provided here.

Conclusion: The study’s new and important findings should be highlighted
and interpreted.

Other types of manuscripts, such as case reports, reviews and others will be
published according to uniform requirements. Provide at least 3 keywords
below the abstract to assist indexers. Use terms from the Index Medicus
Medical Subject Headings List (for randomized studies a CONSORT abstract
should be provided (http://www.consort-statement.org).

After keywords in original research articles there must be a paragraph
defining “What is known on the subject and what does the study add”.

Original Research

Abstract length: Not to exceed 250 words. “What is known on the subject
and what dos the study add” not exceed 100 words.

Article length: Not to exceed 3000 words.
Original researches should have the following sections:

Introduction: The introduction should include an overview of the relevant
literature presented in summary form (one page), and whatever remains
interesting, unique, problematic, relevant, or unknown about the topic must
be specified. The introduction should conclude with the rationale for the
study, its design, and its objective(s).

Materials and Methods: Clearly describe the selection of observational
or experimental participants, such as patients, laboratory animals, and
controls, including inclusion and exclusion criteria and a description of the
source population. Identify the methods and procedures in sufficient detail
to allow other researchers to reproduce your results. Provide references to
established methods (including statistical methods), provide references to
brief modified methods, and provide the rationale for using them and an
evaluation of their limitations. Identify all drugs and chemicals used, including
generic names, doses, and routes of administration. The section should
include only information that was available at the time the plan or protocol
for the study was devised on STROBE (http://www.strobe-statement.org/).

Statistics: Describe the statistical methods used in enough detail to enable
a knowledgeable reader with access to the original data to verify the reported
results. Statistically important data should be given in the text, tables and
figures. Provide details about randomization, describe treatment complications,
provide the number of observations, and specify all computer programs used.

Results: Present your results in logical sequence in the text, tables, and
figures. Do not present all the data provided in the tables and/or figures in
the text; emphasize and/or summarize only important findings, results, and
observations in the text. For clinical studies provide the number of samples,
cases, and controls included in the study. Discrepancies between the
planned number and obtained number of participants should be explained.

A-V

Comparisons, and statistically important values (i.e. p value and confidence
interval) should be provided.

Discussion: This section should include a discussion of the data. New
and important findings/results, and the conclusions they lead to should
be emphasized. Link the conclusions with the goals of the study, but avoid
unqualified statements and conclusions not completely supported by the
data. Do not repeat the findings/results in detail; important findings/results
should be compared with those of similar studies in the literature, along with
a summarization. In other words, similarities or differences in the obtained
findings/results with those previously reported should be discussed.

Study Limitations: Limitations of the study should be detailed. In addition,
an evaluation of the implications of the obtained findings/results for future
research should be outlined.

Conclusion: The conclusion of the study should be highlighted.

References

Cite references in the text, tables, and figures with numbers in parentheses.
Number references consecutively according to the order in which they first
appear in the text. Journal titles should be abbreviated according to the style
used in Index Medicus (consult List of Journals Indexed in Index Medicus).
Include among the references any paper accepted, but not yet published,
designating the journal and followed by, in press. Authors are solely
responsible for the accuracy of all references.

Examples of References:

1. List All Authors

Ghoneim IA, Miocinovic R, Stephenson AJ, Garcia JA, Gong MC, Campbell
SC, Hansel DE, Fergany AF Neoadjuvant systemic therapy or early
cystectomy? Singlecenter analysis of outcomes after therapy for patients
with clinically localized micropapillary urothelial carcinoma of the bladder.
Urology 2011,77:867-870.

2. Organization as Author

Yaycioglu O, Eskicorapci S, Karabulut E, Soyupak B, Gogus C, Divrik T, Turkeri
L, Yazici S, Ozen H; Society of Urooncology Study Group for Kidney Cancer
Prognosis. A preoperative prognostic model predicting recurrence-free
survival for patients with kidney cancer. Jpn J Clin Oncol 2013;43:63-68.

3. Complete Book

Wein AJ, Kavoussi LR, Novick AC, Partin AW, Peters CA. Campbell-Walsh
Urology, 10th ed. Philadelphia, Elsevier&Saunders, 2012.

4. Chapter in Book

Pearle MS, Lotan Y Urinary lithiasis: etiology, epidemiology, and pathogenesis.

In: Wein AJ, Kavoussi LR, Novick AC, Partin AW, Peters CA. Campbell-Walsh
Urology, 10th ed. Philadelphia, Elsevier&Saunders, 2012, pp 1257-1323.
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5. Abstract

Nguyen CT, Fu AZ, Gilligan TD, Kattan MW, Wells BJ, Klein EA. Decision
analysis model for clinical stage | nonseminomatous germ cell testicular
cancer. J Urol 2008;179:495a (abstract).

6. Letter to the Editor

Lingeman JE. Holmium laser enucleation of the prostate-If not now, when? J
Urol 2011;186:1762-1763.

1. Supplement

Fine MS, Smith KM, Shrivastava D, Cook ME, Shukla AR. Posterior Urethral
Valve Treatments and Outcomes in Children Receiving Kidney Transplants. J
Urol 2011;185(Suppl):2491-2496.

Case Reports
Abstract length: Not to exceed 100 words.
Article length: Not to exceed 1000 words.

Case Reports can include maximum 1 figure and 1 table or 2 figures or 2
tables.

Case reports should be structured as follows:
Abstract: An unstructured abstract that summarizes the case.
Introduction: A brief introduction (recommended length: 1-2 paragraphs).

Case Presentation: This section describes the case in detail, including
the initial diagnosis and outcome.

Discussion: This section should include a brief review of the relevant
literature and how the presented case furthers our understanding to the
disease process.

Review Articles
Abstract length: Not to exceed 250 words.
Article length: Not to exceed 4000 words.

Review articles should not include more than 100 references. Reviews
should include a conclusion, in which a new hypothesis or study about the
subject may be posited. Do not publish methods for literature search or
level of evidence. Authors who will prepare review articles should already
have published research articles on the relevant subject. There should be a
maximum of two authors for review articles.

Images in Urological Surgery
Article length: Not to exceed 500 words.

Authors can submit for consideration an illustration and photos that is
interesting, instructive, and visually attractive, along with a few lines of
explanatory text and references. Images in Urology can include no more than

A-VI

500 words of text, 5 references, and 3 figure or table. No abstract, discussion
or conclusion are required but please include a brief title.

Urological Pathology
Article length: Not to exceed 500 words.

Urological pathology can include no more than 500 words of text, 5 references,
and 3 figure or table. No abstract, discussion or conclusion are required but
please include a brief title.

Letters to the Editor
Article length: Not to exceed 500 words.

Letters can include no more than 500 words of text, 5-10 references, and 1
figure or table. No abstract is required, but please include a brief title.

How I do?
Unstructured abstract: Not to exceed 50 words.
Article length: Not to exceed 1500 word.

Urologic Survey
Article length: Not to exceed 250 words.
Tables, Graphics, Figures, and Images

Tables: Supply each table on a separate file. Number tables according to
the order in which they appear in the text, and supply a brief caption for
each. Give each column a short or abbreviated heading. Write explanatory
statistical measures of variation, such as standard deviation or standard error
of mean. Be sure that each table is cited in the text.

Figures: Figures should be professionally drawn and/or photographed.
Authors should number figures according to the order in which they appear in
the text. Figures include graphs, charts, photographs, and illustrations. Each
figure should be accompanied by a legend that does not exceed 50 words.
Use abbreviations only if they have been introduced in the text. Authors are
also required to provide the level of magnification for histological slides.
Explain the internal scale and identify the staining method used. Figures
should be submitted as separate files, not in the text file. High-resolution
image files are not preferred for initial submission as the file sizes may be too
large. The total file size of the PDF for peer review should not exceed 5 MB.

Authorship

Each author should have participated sufficiently in the work to assume
public responsibility for the content. Any portion of a manuscript that is
critical to its main conclusions must be the responsibility of at least 1 author.
Contributor’'s Statement

All submissions should contain a contributor's statement page. Each
manuscript should contain substantial contributions to idea and design,
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acquisition of data, or analysis and interpretation of findings. All persons
designated as an author should qualify for authorship, and all those that
qualify should be listed. Each author should have participated sufficiently in
the work to take responsibility for appropriate portions of the text.

Acknowledgments

Acknowledge support received from individuals, organizations, grants,
corporations, and any other source. For work involving a biomedical product
or potential product partially or wholly supported by corporate funding, a note
stating, “This study was financially supported (in part) with funds provided
by (company name) to (authors’ initials)”, must be included. Grant support, if
received, needs to be stated and the specific granting institutions’ names and
grant numbers provided when applicable.

Authors are expected to disclose on the title page any commercial or other
associations that might pose a conflict of interest in connection with the
submitted manuscript. All funding sources that supported the work and
the institutional and/or corporate affiliations of the authors should be
acknowledged on the title page.

Ethics

\When reporting experiments conducted with humans indicate that the procedures
were in accordance with ethical standards set forth by the committee that
oversees human experimentation. Approval of research protocols by the relevant
ethics committee, in accordance with international agreements (Helsinki
Declaration of 1975, revised 2013 available at http://www.wma.net/e/policy/
b3.htm, “Guide for the Care and use of Laboratory Animals” www.nap.edu/
catalog/5140.html/), is required for all experimental, clinical, and drug studies.
Studies performed on human require ethics committee certificate including
approval number. It also should be indicated in the “Materials and Methods”
section. Patient names, initials, and hospital identification numbers should
not be used. Manuscripts reporting the results of experimental investigations
conducted with humans must state that the study protocol received institutional
review board approval and that the participants provided informed consent.

Non-compliance with scientific accuracy is not in accord with scientific
ethics.
Plagiarism: To re-publish whole or in part the contents of another author’s

publication as one’s own without providing a reference. Fabrication: To
publish data and findings/results that do not exist.

Duplication: Use of data from another publication, which includes re-
publishing a manuscript in different languages.

Salamisation: To create more than one publication by dividing the results
of a study preternaturally.

We disapproval upon such unethical practices as plagiarism, fabrication,
duplication, and salamisation, as well as efforts to influence the
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review process with such practices as gifting authorship, inappropriate
acknowledgements, and references. Additionally, authors must respect
participant right to privacy.

On the other hand, short abstracts published in congress books that do not
exceed 400 waords and present data of preliminary research, and those that
are presented in an electronic environment are not accepted pre-published
work. Authors in such situation must declare this status on the first page of
the manuscript and in the cover letter. (The COPE flowchart is available at:
http://publicationethics.org).

We use iThenticate to screen all submissions for plagiarism before
publication.

Conditions of Publication

All authors are required to affirm the following statements before their
manuscript is considered:

1. The manuscript is being submitted only to The Journal of Urological Surgery

2. The manuscript will not be submitted elsewhere while under consideration
by The Journal of Urological Surgery

3. The manuscript has not been published elsewhere, and should it be
published in the Journal of Urological Surgery it will not be published
elsewhere without the permission of the editors (these restrictions do not
apply to abstracts or to press reports for presentations at scientific meetings)

4. All authors are responsible for the manuscript's content

5. All authors participated in the study concept and design, analysis and
interpretation of the data, drafting or revising of the manuscript, and have
approved the manuscript as submitted. In addition, all authors are required
to disclose any professional affiliation, financial agreement, or other
involvement with any company whose product figures prominently in the
submitted manuscript.

Authors of accepted manuscripts will receive electronic page proofs and are
responsible for proofreading and checking the entire article within two days.
Failure to return the proof in two days will delay publication. If the authors
cannot be reached by email or telephone within two weeks, the manuscript
will be rejected and will not be published in the journal.

Copyright

At the time of submission all authors will receive instructions for
submitting an online copyright form. No manuscript will be considered for
review until all authors have completed their copyright form. Please note,
it is our practice not to accept copyright forms via fax, e-mail, or postal
service unless there is a problem with the online author accounts that
cannot be resolved. Every effort should be made to use the online copyright
system. Corresponding authors can log in to the submission system at any
time to check the status of any co-author’s copyright form. All accepted
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manuscripts become the permanent property of the Journal of Urological
Surgery and may not be published elsewhere in whole or in part without
written permission.

If article content is copied or downloaded for non-commercial research and
education purposes, a link to the appropriate citation [authors, journal, article
title, volume, issue, page numbers, digital object identifier (DOI)] and the link
to the definitive published version should be maintained. Copyright notices
and disclaimers must not be deleted.

Note: We cannot accept any copyright that has been altered, revised,
amended, or otherwise changed. Our original copyright form must be used
asis.

Copyright Transfer Form
Abbreviations and Symbols

Use only standard abbreviations. Avoid abbreviations in the title and abstract.
The full term for an abbreviation should precede its first use in the text,
unless it is a standard abbreviation. All acronyms used in the text should
be expanded at first mention, followed by the abbreviation in parentheses;
thereafter the acronym only should appear in the text. Acronyms may be used
in the abstract if they occur 3 or more times therein, but must be reintroduced
in the body of the text. Generally, abbreviations should be limited to
those defined in the AMA Manual of Style, current edition. A list of each
abbreviation (and the corresponding full term) used in the manuscript must
be provided on the title page.

Online Article Submission Process

The Journal of Urological Surgery uses submission software powered by
Online Article Submission articles the website for submissions to the Journal
of Urological Surgery is http://submitjurolsurgery.org. This system is quick
and convenient, both for authors and reviewers.

The Review Process

Each manuscript submitted to the Journal of Urological Surgery is subject to
an initial review by the editorial office in order to determine if it is aligned
with the journal’s aims and scope, and complies with essential requirements.

A-VIII

Manuscripts sent for peer review will be assigned to one of the journal’s
associate editors that has expertise relevant to the manuscript's content.
All manuscripts are single-blind peer reviewed. All accepted manuscripts
are sent to a statistical and English language editor before publishing. Once
papers have been reviewed, the reviewers’ comments are sent to the Editor,
who will then make a preliminary decision on the paper. At this stage, based
on the feedback from reviewers, manuscripts can be accepted, rejected, or
revisions can be recommended. Following initial peer-review, articles judged
waorthy of further consideration often require revision. Revised manuscripts
generally must be received within 3 months of the date of the initial decision.
Extensions must be requested from the Associate Editor at least 2 weeks
before the 3-month revision deadline expires; the Journal of Urological
Surgery will reject manuscripts that are not received within the 3-month
revision deadline. Manuscripts with extensive revision recommendations
will be sent for further review (usually by the same reviewers) upon their
re-submission. When a manuscript is finally accepted for publication, the
Technical Editor undertakes a final edit and a marked-up copy will be e-mailed
to the corresponding author for review and to make any final adjustments.

English Language Editing
All manuscripts are professionally edited by an English language editor prior
to publication.

Subscription Information

Address: Angora Cad. 2007 Sokak Vadikent 90 sit. No: 41
Beysukent/ANKARA

Telephone: +30 312 236 18 55

Fax: +90 312 236 27 69

Online Submission: submitjurolsurgery.org
Web page: jurolsurgery.org

E-mail: info@jurolsurgery.org
Correspondence

All correspondence should be directed to the journal’s editorial.
Editor-in-chief: Prof. Dr. Taner Divrik
Ege City Hospital, Clinic of Urologic Surgery, izmir, Turkiye
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Marmara Post-prostatektomi Idrar Kagirma Semptom Skoru Olusturulmasi ve Validasyonu
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2Marmara University Faculty of Medicine, Department of Urology, Istanbul, Turkiye
3Umraniye Training and Research Hospital, Clinic of Urology, istanbul, Turkiye
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What’s known on the subject? and What does the study add?

Incontinence developing after post-prostatectomy is a very disturbing problem. There are many questionnaires for evaluating incontinence
in the field of urology. There is however no dedicated form which evaluates incontinence that develops particularly after prostatectomy. The
present study explores a valid and reliable questionnaire in analysis of post-prostatectomy incontinence.

Abstract T

Objective: This study aims to validate the “Marmara post-prostatectomy incontinence symptom score (M-PPISS)" designed for the assessment of
post-prostatectomy incontinence (PPI).

Materials and Methods: The questionnaire consists of 3 sections including 8 questions (4 questions examining the type and degree of PPI, 3
questions examining the effect of PPl on quality of life (QolL) and 1 question examining bladder emptying) and an analogue scale to assess the
impact of PPl on the QoL. The questionnaire was completed by 106 patients, who underwent radical prostatectomy (RP) in our clinic between 2007
and 2015, at the end of the first week, first month and at 3-month intervals up to one year after RP.

Results: The mean score of 106 patients at the end of the first week after the operation was 6.57 (minimum: 0, maximum: 24). The internal
consistency coefficient measured for our questionnaire was found to be higher (Cronbach's alpha: 0.887). When an item was deleted, Cronbach'’s
alpha was not lower than 0.85 for any value. According to the 27% rule, p value was calculated as 0.0001. In the numerical evaluation of total score
and the analogue scale considering QoL (satisfaction and dissatisfaction); patients with a total score of 0-4 were accepted as “satisfied with QoL",
while patients with a total score of >5 were included in the dissatisfied group (cut-off value: 5).

Conclusion: The M-PPISS was found to be a reliable and valid instrument in the evaluation of urinary incontinence after RP.

Keywords: Prostatectomy, incontinence, questionnaire, validation

0z
Amac: Calismamizda prostatektomi sonrasi idrar kagirma (PSIK) degerlendirilmesi icin olusturdugumuz "Marmara post-prostatektomi idrar kacirma
semptom skoru (M-PPIKSS)" validasyonu amaglandi.

Gerec ve Yontem: Sorgulama formu 3 bdliimden olusmakta ve idrar kacirma seklini ve miktarini sorgulayan 4 soru, idrar kagirmanin yasam kalitesi
lizerine olan etkilerini sorgulayan 3 soru ve mesane bosaltimini sorgulayan 1 soru olmak iizere toplam 8 soru bulunmaktadir. Bu sorgulama formu
klinigimizde 2007-2015 yillari arasinda radikal prostatektomi (RP) operasyonu uygulanan hastalardan 106 tanesine operasyon sonrasi 1. hafta, 1. ay
ve 3 aylik kontrolleri sirasinda dolduruldu ve sonuglari sorgulama formunun validasyonu agisindan degerlendirildi.

Bulgular: Ameliyat sonrasi 1. haftada toplam 106 hastanin ortalama skorlari 6,57 (minimum: 0, maksimum: 24) olarak bulundu. Sorgulama formu

icin hesaplanan ic tutarlilk katsayisi yiiksek tespit edildi (Cronbach's alfa: 0,887). Oge silindiginde Cronbach's alfanin hicbir deger icin 0,85'in
altina diismedigi izlendi. %27 kuralina gore ise p degeri 0,0001 olarak hesaplandi. Toplam skor ile analog skala arasinda yasam kalitesi diistiniilerek
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(memnuniyet ve memnuniyetsizlik) yapilan sayisal degerlendirmede ise, toplam skoru 0-4 araliginda olanlar yasam kalitesi icin memnun olarak kabul
edilirken, toplam skoru >5 olanlar ise memnun olmayanlar grubuna dahil edildi (esik degeri: 5).

Sonug: M-PPIKSS, RP sonras idrar kacirma degerlendirilmesinde gecerli ve giivenilir bir arac oldugu saptand.

Anahtar Kelimeler: Prostatektomi, idrar kagirma, sorgulama formu, validasyon

Introduction

Incontinence, which develops after surgical interventions for
prostatic diseases such as prostate cancer (PC) and benign
prostatic hyperplasia, is a disturbing problem and affects a
significant group of patients with varying intensity (1). Radical
prostatectomy (RP) remains the most common treatment
option for the treatment of localized PC (2). However, in spite
of the advances in the techniques and technology, post-RP
incontinence affects 4 to 50% of patients mildly and 0 to 15.4%
of patients severely (3,4,5).

Besides routine urological evaluation for post-RP incontinence,
using a questionnaire can be helpful for the assessment of the
nature and quantity of the incontinence and its effect on the
quality of life (QoL). There are a number of questionnaires for
evaluating incontinence in the field of urology. Those forms
are important for the purpose of standardizing the information
received from the patients and eliminating subjectivity and,
such questionnaires are recommended to be used in daily
practice (6). There are 4 questionnaires, which are validated,
investigating incontinence and impotence after RP (7,8,9,10).
However, the need for a brief and dedicated questionnaire
still exists for the evaluation of incontinence developing
particularly after RP.

In this study, we aimed to introduce and validate the "Marmara
post-prostatectomy incontinence symptom score (M-PPISS)"
form for the evaluation of post-prostatectomy incontinence.

Materials and Methods

The M-PPISS questionnaire consists of 3 sections with a total of
8 questions (Annex 1). In the first section, there are 4 questions
regarding the type and severity of incontinence where five
different answers can be given from (0) never to permanently/
frequently (4). In the second section, there are 3 questions,
questioning the effects of incontinence on the QoL, where four
different answers can be given from (0) never to very much (3).
And in the last section, there is 1 question questioning bladder
emptying, where four different answers can be given from (0) (I
urinate comfortably) to 3 (I cannot urinate at all).

Total scores vary between 0 and 28. Furthermore, there is an
analog scale which helps to evaluate the overall QoL related to
micturition status at the end of the questionnaire. Such analog
scale is in the range | am happy (0) - | feel miserable (6).

2

For the validation of the questionnaire, a total of 106 patients,
who underwent RP operation in our clinic between 2007 and
2015, completed the M-PPISS at the 1st week, 1st month and 3
months controls after the RP.

Statistical Analysis

Validity and reliability analyses were performed using SPSS 17.0
software. A p value of less than 0.05 was considered statistically
significant.

Results

The average age of the 106 patients, who completed the M-PPISS
questionnaire, was 63.9+6.4 years. The average M-PPISS scores
of the patients are presented in Table 1, where continuous
decreases were observed with longer follow-up periods (Table 1).

After test-retest analysis carried out by means of comparing
1st week, 15t month and 3 monthly M-PPISS during follow-up,
where significant differences were observed in the answers
given by the patients to each question, in total score and in
averages (p<0.05).

The internal consistency coefficient calculated for the
questionnaire was high (Cronbach's alpha: 0.887) and when
an element was deleted for each question within the M-PPISS
questionnaire, Cronbach’s alpha value did not drop below 0.85
for any value (Table 2).

The correlation analysis of the M-PPISS total score and analog
scale is given in Table 3, where the "27% rule" applied for the
M-PPISS questionnaire form has been found to be significant at
an advanced level (p=0.0001).

A total score between 0 and 4 was considered satisfactory with
regard to Qol, while a total score of =5 was interpreted as
unsatisfied (threshold: 5) (Figure 1). Numerical evaluation was
performed between total score and analog scale (satisfaction
and dissatisfaction) and the sensitivity was calculated as 91.1
and specificity as 85.2.

Discussion

Although the international literature describes questionnaires
and specific scales for incontinent patients, instruments
specific for post-RP incontinence are scarce. The M-PPISS
shows excellent internal consistency and reliability.
Furthermore, the test-retest correlation, which is another
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measurement of reliability, has also been found to be high.
The threshold value we offer for the total score is 5 and as
evident in the receiver operating characteristic curve, beyond
such threshold is the value with highest sensitivity (91%) and
specificity (85%).
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Figure 1. The receiver operating characteristic analysis formed between total
score and analog scale, considering the quality of life

Table 1. Average scores of the patients in Marmara post-
prostatectomy incontinence symptom score

n Average Standard error
1st week 106 6.57 0.60
1st month 106 5.44 0.63
3rd month 104 4.12 0.56
6th month 103 3.75 0.53
9th month 97 3.38 0.54
12th month 91 2.89 0.54

Table 2. Cronbach’s alpha value when an element was deleted
for each question within the Marmara post-prostatectomy
incontinence symptom score questionnaire (n=106)

Cronbach’s alpha value when an element

Question number was deleted

1 0.875
0.874
0.857
0.873
0.861
0.862
0.877
0.894

0 N oY oW N

Incontinence is a significant QoL issue after RP and post-
prostatectomy incontinence has been reported at various levels
and rates (3,4,5). With the advancing techniques for preservation
of the neurovascular bundle, provision the length of the
remaining urethra at a maximum level and creation of vesico-
uretral anastomoses, post-RP urine control rates are maintained
at a higher level (11). The first detailed study on the influence
of post-RP problems was carried out by Fowler et al. (12) in
1995 using "Medicare database” and 89% of the patients stated
that they would prefer surgery to other treatment options as it
provided better cancer control in spite of post-RP incontinence
and impotence complaints. Fortunately, the urinary control
increases as the time advances after the operation. In a study
carried out by Lepor and Kaci (13), in a two-year post-RP
follow-up, 71%, 87%, 92% and 98.5% of patients achieved
continence, which was defined as the use of no pad or a single
protective pad in a 24-hour period, in 3rd, 6th, 12th and 24th
months, respectively.

Post-RP incontinence is known to affect the QoL significantly
(14). There are questionnaires assessing the complaints of
incontinence and analyzing the effect of incontinence on
the QoL. The subjective data received from the patient will be
standardized from clinical and practical points of view using
these questionnaires (6). For this purpose, The International
Continence Society (ICS) recommends many questionnaires
aimed at assessing male incontinence. The most important one
among those is the ICSmaleSF questionnaire, which questions
urinary symptoms and their influence on QoL in benign
prostate hyperplasia (15). However, that form has been used in
patients suffering from incontinence due to benign lesions of
the prostate, and does not cover incontinence in patients who
underwent RP for PC.

The validated forms, which have been used frequently for the
assessment of post-RP incontinence, are summarized in Table 4
(16). The University of California-Los Angeles Prostate Cancer
Index (UCLA-PCI) contains 20 questions related to post-RP
incontinence, impotence and intestinal problems of patients
(7). The Expanded Prostate Index Composite (EPIC) is a long
and comprehensive questionnaire consisting of 50 questions

Table 3. The Marmara post-prostatectomy incontinence
symptom score total score and correlation of the analog scale

Correlation coefficient r p

1st week 0.72 p=0.0001
1st month 0.82 p=0.0001
3rd month 0.70 p=0.0001
6th month 0.87 p=0.0001
9th month 0.79 p=0.0001
12th month 0.78 p=0.0001
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Table 4. The most frequently employed post-radical
prostatectomy questionnaires

1. The UCLA Prostate Cancer Index (PCI):
The questionnaire consisting of 20 questions specific to prostate.

2. The Expanded Prostate Cancer Index-Composite:

Extended version of the UCLA PCl questionnaire including 30
additional questions regarding prostate cancer treatment.

3. The European Organization for Research and Treatment of Cancer
Core Quality of Life Questionnaire with its prostate cancer-specific
module:

25 additional questions specific to prostate regarding incontinence,
sexual life and intestinal functioning, questioning the cancer
treatment-related quality of life.

4. The Functional Assessment of Cancer Therapy-Prostate:

The questionnaire consisting of 38 questions particularly aimed at
assessing the quality of life of males with metastatic disorder, of
which 26 are general, 12 are specific to the disease.

UCLA: The University of California-Los Angeles

asking incontinence, impotence and intestinal problems in
patients who underwent RP, radiotherapy or brachytherapy
for PC (8). This form was shortened as EPIC 26 and EPIC-CP
and, re-validations were performed (17,18). UCLA-PCI and
EPIC have been shown to be valuable and correlated with
each other with regard to their questioning of incontinence
and impotence as for QoL (19). The European Organization
for Research and Treatment of Cancer Core Quality of Life
Questionnaire with its PC-specific module (EORTC QLQ-C30-
PR25) has 25 additional prostate-specific questions related
to incontinence, sexual life and intestinal functioning,
questioning cancer treatment-related QoL (9). And the
Functional Assessment of Cancer Therapy-Prostate (FACT-P)
consists of 38 questions particularly aimed at assessing QoL
of males with metastatic disorder, of which 26 are general,
12 are specific to the disease (10). These questionnaires do
not specifically question incontinence, but assess negative
post-prostatectomy effects in general while the M-PPISS
questionnaire specifically questions incontinence and
analyses its effect on the QoL of the patient. The M-PPISS
is a short and dedicated questionnaire for the evaluation
of incontinence after RP with an internal consistency and
reliability.

Study Limitations

In the study design, test-retest validity and reliability assessed
by 1st week, 1st month and every 3 months forms. However,
the patient's symptoms might relieve after RP and the patient's
score may change according to convalescence. Performing test-
retest reliability in a stable health condition rather than the
patient population is lacking.

4

Conclusion

The M-PPISS was found to be a reliable and valid instrument in
the evaluation of urinary incontinence after RP. The M-PPISS is
specifically questioning incontinence and its effect on the QoL
and is a brief and easy-to-administer questionnaire for post-RP
incontinence.
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Ek 1: M-PPIKSS sorgulama formu

1. Bir glinde kag ara bezi degistiriyorsunuz?

| Hic (0)

| (1) | (2) |3)

4 ve daha cok

2. Kullandiginiz pet biiyiikliigii nedir?

(0)

(1)

(2)

(3)

(4)

Pet kullanmiyorum

Kiictik pet (Avug ici buyiklaginde)
Cocuk bezi

Buylik hasta bezi

Prezervatif sonda kullaniyorum

3. Degistirdiginiz pet ne kadar 1slaniyor?

(0)

(1)

(2)

(3)

(4)

Hic islanmiyor

Cok az islaklik oluyor
Yarisindan azi 1slaniyor
Yarisindan fazlasi islaniyor
Tiimiyle sirilsiklam oluyor

4. Ne zaman idrar kagiriyorsunuz?

(0)

(1)

(2)

(3)

(4)

5. idrar kagirmaniz giinliik islerinizi ne derecede etkiliyor?

(0)

(1)

(2)

(3)

Hicbir zaman

Ayaga kalkarken, yuriirken
Giilmekle, tkinmakla, 6kstirmekle
En ufak bir hareketle

Stirekli

Hic etkilemiyor, glnliik islerimi yapabiliyorum

Az miktarda etkiliyor, glinliik islerimi cogunlukla yapabiliyorum

Orta derecede etkiliyor, glinlik islerimin bazilarini yapabiliyorum

Ciddi derecede etkiliyor, glinliik islerimin cogunu yapamiyorum

6. idrar kagirmaniz arkadaslarinizla olan iliskileriniz ne derecede etkiliyor?

(0)

(1)

(2)

(3)

Hic etkilemiyor, iliskilerimde degisiklik yok
Az miktarda etkiliyor

Orta derecede etkiliyor

Ciddi derecede etkiliyor
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7. idrar kagirmaniz psikolojik durmunuzu etkiliyor mu?

(0) | Hig etkilemiyor

(1) | Az miktarda etkiliyor, hafif derecede sinirli ve gergin olmaktayim

(2) | Orta derecede etkiliyor ve gergin oluyorum

(3) | Ciddi derecede sinirli ve gergin oluyorum

8. idrarinizi nasil yapiyorsunuz?

(0) | Rahat idrar yapmaktayim

(1) | idrar yapmada biraz zorlaniyorum

(2) | lidrar yaparken cok zorlaniyorum ve kesik kesik idrar yapryorum

(3) | Hig idrar yapamiyorum

Toplam Skor :
Hayatinizin bundan sonraki | pjytiy Memnun . Bazen iyi Cogunlukla
boliimiinde idrar durumunuz lyi P o Mutsuz Berbat
olurum olurum bazen kotii kotii
aynen devam ederse nasil
hissederdiniz ? 0 1 2 3 4 5 6
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Utility of Voiding Dysfunction Symptom Score in Diagnosis and
Treatment of Enuresis Nocturna

Endrezis Nokturnanin Tani ve Tedavisinde Iseme Bozukluklart Semptom Skorunun Etkinligi

Yiléren Tanidir, Cagri Akin Sekerci, Tuncay Top, Farhad Talibzade, Ahmet Sahan, Tarik Emre Sener, Tufan Tarcan, Ferruh Simsek,
Cem Akbal

Marmara University Faculty of Medicine, Department of Urology, [stanbul, Turkiye

What’s known on the subject? and What does the study add?

Urotherapy, alarm therapy and medications are options to treat monosymptomatic enuresis nocturna. However, there is no specific
tool to identify which children might benefit from each individual treatment. Voiding dysfunction symptom score (VDSS) can identify
monosymptomatic and non-monosymptomatic enuresis nocturna, where specific individual treatments like anticholinergics can be offered.
Interestingly, current study also elucidate another role for VDSS in differentiating treatment success in monosymptomatic enuresis nocturna.

A bt a C T

Objective: The aim of this study was to determine the effectiveness of the voiding dysfunction symptom score (VDSS) in evaluation of children
with nocturnal enuresis.

Materials and Methods: Four hundred children with nocturnal enuresis were included in the study. They were evaluated with VDSS, physical
examination, urinalysis and 2-day voiding diary. All children with nocturnal enuresis symptoms were treated with desmopressin and/or urotherapy.
However, children with overactive bladder symptoms were also treated with anticholinergics. Treatment success and change in VDSS were compared
and assessed between different treatment methods.

Results: Two hundred forty-five children (61.25%) were male and 155 (38.75%) were female. The mean age was 7.6+3.0 years (range: 5-18). The
mean VDSS was 9.2+6.3. 35% of children with nocturnal enuresis had concomitant daytime symptoms. 126 children (31.5%) had a VDSS of nine
or above and majority of these children were treated with anticholinergic therapy. VDSS questionnaire could not help determine treatment success
in children with non-monosymptomatic nocturnal enuresis. However, children treated with urotherapy and desmopressine showed significant
difference in VDSSs according to their treatment response.

Conclusion: VDSS has shown to decrease after treatment in children with mono-symptomatic nocturnal enuresis. The treatment strategies should
be checked and modified if VDSS does not decrease after proper therapy as this would increase the success of treatment.

Keywords: Symptom score, voiding dysfunction, urotherapy, enuresis nocturna, desmopressin

0z
Amag: Eniirezis nokturnasi olan cocuklarin degerlendiriimesinde iseme bozukluklari semptom skorunun (iBSS) etkinliginin arastiriimasidir.

Gereg ve Yontem: Eniirezis nokturna nedeniyle basvuran 400 cocuk calismaya dahil edildi. Cocuklarin hepsi fizik inceleme, IBSS, idrar analizi ve
iseme giinligii ile degerlendirildi. inceleme sonrasi eniirezis nokturnasi olan cocuklar iiroterapi ve/veya desmopressin ile tedavi edilirken eslik eden
asin aktif mesanesi olanlar ise antikolinerjikler ile tedavi edildi. Uygulanan tedavilerin basarisi ve IBSS degerleri arasindaki iliski karsilastirildi.
Bulgular: Calismaya katilan cocuklarin iki yiz kirk besi erkek (%61,25), yiiz elli besi kiz (%8,75) ve ortalama yaslari 7,6+3,0 (aralik: 5-18) olarak
saptandi. Ortalama iBSS skoru 9,2+6,3 olarak saptandi. Cocuklarin %35'inde eniirezis nokturnaya eslik eden giindiiz semptomlari vardi. IBSS degeri
dokuz ve iizeri olan yiiz yirmi alti cocuk (%031,5) antikolinerjik ilaclar ile tedavi edildi. IBSS monosemptomatik olmayan eniirezis nokturnasi olan
cocuklarda tedavi basarisinin ayirt edilmesinde anlamli bir fark gostermedi. Ancak tiroterapi ve desmopressin ile tedavi edilen ¢ocuklarda tedavi
yanitina gore IBSS degerlerinde anlamli fark saptandi.

Sonuc: Calismamizda monosemptomatik eniirezis nokturnasi olan cocuklarin tedavi sonrasi iBSS degerinin diistiigii gosterildi. Uygun tedavi sonrasi
iBSS degerinde diizelme olmayan cocuklarin tedavisinin gézden gecirilmesi tedavi basarisini artirabilir.

Anahtar Kelimeler: Semptom skoru, iseme bozuklugu, troterapi, enlirezis nokturna, desmopressin
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Introduction

Lower urinary tract symptoms constitute one of the major
health issues encountered in childhood, and account for 20%
of cases presenting to pediatric urology outpatient clinics (1).
The rate of children who have completed toilet training by
ages 2, 2.5 and 3 years are 25%, 85% and 98%, respectively (2).
Voiding dysfunction occurs when a neurologically normal child
exhibits abnormal bladder emptying due to mislearned toileting
habits during toilet training. This occurs due to overactivity or
inadequate relaxation of the pelvic floor muscles, which are
striated muscles and are under voluntary control.

Enuresis nocturna is defined as nocturnal incontinence in
neurologically normal children at appropriate age to remain
dry (3). Fifteen percent of children with nocturnal enuresis
have daytime symptoms (4); combined (day and night) wetting
has been reported in 3.3% of 7-year-olds (5) and in 4% of
children aged 5-12 years (6). Enuresis nocturna is the second
most frequently encountered chronic problem in childhood
(7). This condition reportedly occurs in 15%, 10% and 5% of
pediatric patients aged 5, 7 and 10 years, respectively, and
spontaneous remission generally takes place around 15 years
of age (8).

Apart from the psychological effects on children and their
parents, inability to gain voiding control by required ages (i.e.
day care or school age) and/or the persistence of pathological
voiding habits causes frequent recurrent urinary tract infections
(UTls) (3). The voiding dysfunction symptom score (VDSS) is a
validated, non-invasive method for assessing children who
present with nocturnal enuresis (9). The aim of this study was
to evaluate this diagnostic tool in two ways: (1) as a method
of detecting lower urinary tract dysfunction (LUTD) in patients
with nocturnal enuresis; and (2) as a means of guiding therapy
and improving treatment outcomes.

Materials and Methods

A total of 400 children aged between 5 and 18 years, who
presented with the complaint of nocturnal bed-wetting
between November 2012 and January 2015, were included
in the study. Data from the patient medical records were
evaluated retrospectively. A standard evaluation included
detailed urological history regarding the status of voiding
habits, daytime and nocturnal symptoms, urinary incontinence,
holding maneuvers, constipation and medications taken, a
2-day voiding diary, urinalysis results, and validated VDSS
questionnaire (see details below) (9). Patients with recurrent
UTI, vesicoureteral reflux, neurogenic bladder and dysfunctional
voiding that require biofeedback and/or a-blocker therapy were
excluded from the study.

Patients with monosymptomatic nocturnal bed-wetting
received urotherapy as a first-line treatment. Urotherapy
involves motivation of the children and families with
educational materials, self assessment with voiding diary,
restriction of fluid intake, the last void before sleep, and waking
for night time void. Children refractive to urotherapy either
received desmopressin and/or enuretic alarm therapy. Children
with concomitant daytime symptoms due to overactive bladder
(OAB) also received oxybutynin as a first-line treatment.

Diagnosis and Treatment of Overactive Bladder: Patients
who met the following three criteria were classified as suffering
from OAB and were selected as the study group: (1) sudden,
imperative urinary urgency with or without urge incontinence;
(2) need for holding maneuvers; (3) a minimum of seven small-
volume urinations per day. Findings supporting the diagnosis
of OAB were normal or low bladder capacity and a post-void
residual urine volume of <20 mL (10). Each patient completed
a 2-day bladder diary with entries as per the International
Children's Continence Society recommendations (10). Patients
with OAB were treated with oxybutynin (0.1-0.3 mg/kg) for
minimum 6 months.

Definition of Treatment Success: Treatment success is
defined as absolute dryness throughout the night time within a
consecutive 3-month period.

Voiding  Dysfunction Symptom Score: The VDSS
questionnaire, which was validated by Akbal et al. (9) in
2005, generates scores between 0 and 35. The instrument
consists of 13 questions that focus on daytime and nighttime
symptoms, voiding and bowel habits, and quality of life

7. Does your child have urinary No imes| 1-2 times/day | 3 or more
OI OVER ACTIVE BLADDER I incontinence (pecing while not on /day times/day
the toilet) during the day?
+DYSFUNCTIONAL VOIDING ° ! 3 5
D «BOO 2. If Yes to Question 2 Afew drops | Only underwear wet[ Outer clothing layers wet
+VOIDING POSTPONEMENT 1 3 l 5
+UNDERACTIVE BLADDER
3. _JfDoes your child have urinary No 1-2 3-5 6-7
incontinence (peeing while not on nights/week | nights/week | nights/week
the toilet) during the night?
0 1 3 5
4. Jif Yes to Question 4 Underwear or pajamas wet Bed wet
1 2
WMY child goes to toilet to pee ... Less than 7 times/day 7 or more times/day
0 1
| g
6.0 My child has to strain to pee.
No Yes
0 3
7§ My child experiences pain when No Yes
shhe pees.
— 0 1
8- My child pees interm ittently when No Yes
on the toilet. ) £
~—
5. | My child has to go to revisit the No Yes
toilet to pee soon after s/he pees.
0 2
N
10. BMy child has to run to the toilet No Yes
when sfhe feels the need to pee.
1
|~ °
71, YViy child can hold hisfner pee by No Yes
erossing hisfher legs, squatting, or
doing the “pee dance.” ) 2
o~
12. My child wets hisjher clothes No Yes
before rea
) 2
~—
13." [My child does not pass stool every No Yes
day,
0 2
QUALITY OF LIFE
If your child experiences any of the .
symptomsfissues mentioned above, does Not at all Sometimes Seriously affects
this affect his/her family life or social life?
) 1 5

Figure 1. Voiding dysfunction symptom score (9)
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(Figure 1). Specifically, questions 1 and 2 inquire about
daytime incontinence and questions 3 and 4 about nocturnal
enuresis. Four questions (5, 10, 11, and 12) gather data on
filling-phase symptoms and five questions (6-9 and 13) gather
data on voiding symptoms. Question 14 is about quality of life
(9). According to the research by Akbal et al. (9), scores above
8.5 have 90% sensitivity and specificity for detecting voiding
dysfunction, and results are unaffected by gender differences.
This instrument has been widely used for clinical assessment
of LUTD and has also been applied in research studies (11,12).
Similar tools have also been reported to be used to assess
children with lower urinary tract symptoms (13). The VDSS
was administered to each child and to his/her parents at initial
clinical evaluation in pre-treatment period and repeated
thereafter in post-treatment period. Pre- and post-treatment
VDSS were compared for determining treatment success and
failure.

Statistical Analysis

Data were analyzed using the Statistical Package for the Social
Sciences (SPSS) Software v. 20.0 (SPSS Inc, Chicago, IL). The
variables were examined for the normality of their distribution
using the Kolmogorov-Smirnov and Shapiro-Wilk tests. The
student's t-test and chi-squared (Fisher's exact test) test were
used to assess statistical significance for continuous and
categorical variables, respectively. Mean and standard deviation
were used to describe continuous variables, frequency, and
percentages to depict categorical data. Paired sample t-test was
used to assess differences between pre- and post-treatment
VDSS of children. Independent sample t-test and paired sample
t-test were used to assess the difference in VDSSs between and
within the treatment success and failure groups in pre- and
post-treatment periods, respectively. An alpha level of 0.05 was
defined as statistically significant for all the tests.

Results

Of the 400 children, 245 (61.3%) were boys and 155 (38.8%)
were girls. The mean age was 7.6+3.0 years (range: 5-18). The
mean VDSS was 9.2+6.3 (range: 2-26). 260 patients (65%) had
monosymptomatic enuresis, while 140 (35%) had daytime
symptoms. The mean follow-up period was 9 months (range:
3-12 months).

One hundred and twenty-six children (31.5%) were found to
have a VDSS of nine and above, which suggested a problem of
voiding dysfunction. Of these 126 children, 69 (54.8%) showed
symptomatic improvement after appropriate treatment with
oxybutynin alone (n=33), desmopressine alone (n=18), urotherapy
alone (n=12) and a combination of these three (n=6) (Table 1).

Two hundred and seventy four children (68.5%) were found to
have a VDSS of eight and below. None of these children were
treated with oxybutynin. Of these 270 children, 173 (63.1%)
showed symptomatic improvement after appropriate treatment
with desmopressine alone (n=76), urotherapy alone (n=82) and
a combination of these two (n=15) (Table 2).

Detailed Analysis of VDSS Results: Of all questions, these
three were most frequently answered as "Yes"; “My child goes to
toilet to pee less than 7 times/day" (n=100), “My child wets his/
her clothes before reaching the toilet" (n=118), “My child has to
run to the toilet when she/he feels the need to pee" (n=174).
The mean score of patients responsive to treatment (n=69) and
refractive to treatment (n=57) were found to be 15.8+6.44
and 17.83+6.7, respectively (p=0.8). Among all patients treated
with desmopressine, the mean score of children responsive to
treatment and refractive to treatment were found to be 3.4+3.2
and 8.2+2.5, respectively (p=0.001). VDSS questionnaire could
not help us in determining treatment success in children with
non-monosymptomatic nocturnal enuresis. However, children
treated with urotherapy and desmopressine showed significant
difference in VDSS according to their treatment response.

Table 1. Children with voiding dysfunction symptom score 9 and above

Treatment success  Oxybutynin Desmopressine Urotherapy Combination Total

n, (%) n, (%) n, (%) n, (%) n, (%)
Yes 33 (26.2) 18 (14.3) 12 (9.5) 6 (4.8) 69 (54.8)
No 14 (11.1) 11 (8.7) 30 (23.8) 2 (1.6) 57 (45.2)
Total 47 (37.3) 29 (23.0) 42 (33.3) 8 (6.3) 126 (100.0)
Table 2. Children with voiding dysfunction symptom score eight under
Treatment success Desmopressine Urotherapy Combination Total

n, (%) n, (%) n, (%) n, (%)

Yes 76 (27.7) 82 (29.9) 15 (5.5) 173 (63.1)
No 17 (6.2) 71 (25.9) 13 (4.7) 101 (36.9)
Total 93 (33.9) 153 (55.8) 28 (10.2) 274 (100.0)
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Results for treatment success relative to VDSS are summarized
in Tables 3, 4.

Discussion

Enuresis nocturna is predominant pathology in male patients
(14,15). Present study involved a male predominant cohort (61%
male vs. 39% female). 36% of patients had urgency, 28% had
urge incontinence and 23% had frequency symptoms. Similarly,
in the literature, there are studies showing that 17.8% of
children with nocturnal euresis have urgency, incontinence and
frequency (16). There are many studies on the behavioral therapy
for nocturnal enuresis with different results. Sixty percent of
children with nocturnal enuresis had complete remission with
behavioral therapy in a follow-up of 3 years, also it has been
suggested that behavioral therapy might be as successful as
desmopressin and alarm therapy but patient compliance is
mandatory (17). In another study of 23 patients where 83% of
children had severe enuresis symptoms, 70% had reduction in
symptoms and 22% had complete resolution with behavioral
therapy (18). In their study including 74 patients, Mark and
Frank (19) reported that 16 patients had complete resolution,
43 had improvement in symptoms and 15 had no change in
symptoms with a 4-week behavioral therapy. In our study, 42
patients with a VDSS above 9 were treated with behavioral
therapy only and 12 (28%) had improvement in symptoms. In
153 patients with a VDSS below 9 and treated with behavioral
therapy, 82 (53%) had improvement in symptoms. Response to
each treatment was defined as >50% reduction in symptoms
based on VDSS results.

This difference between these 2 groups was due to the
polysymptomatic nature of these children and was due to
additional
modified form of vasopressin, is one of the pharmacological

voiding symptoms. Desmopressin, chemically
treatment options for enuresis nocturna. Desmopressin is a
more potent antidiuretic than vasopressin with no vasopressor
effect. Its efficacy in enuresis nocturna is due to decrease in
nocturnal urine output (20). In published studies, the success
rate of desmopressin changes between 60% and 70% (21). The
major problem with desmopressin use is the high recurrence
rates after cessation of treatment (22). In a published study with
114 monosymptomatic children with nocturnal enuresis with a
mean age 9.8 years, 21 (18%) patients had complete resolution
and 29 (25%) had partial resolution of nocturnal symptoms
(23). Lottmann et al. (24) reported that with a 1-week treatment
with desmopressin, 77.8% of 744 children aged 5 years and
older had positive results and 50% relapsed after cessation
of treatment. In the current study, among 93 patients with a
VDSS below 9, 76 (82%) had positive response to treatment. In
patients with a VDSS above 9, 18 (62%) of 29 patients treated
with desmopressin, 33 (70%) of 47 treated with oxybutynin
had improvement in symptoms. These results can show us that
treatment success with desmopressin is low in patients with
voiding dysfunction diagnosed by VDSS questionnaire and that
oxybutynin should be considered in such cases.

Study Limitations

Our study has some limitations. This is a retrospective study and
there is not any data on long-term results.

Table 3. Treatment modalities according to voiding dysfunction symptom score 9

. L . Treatment success p
Treatment modality Voiding dysfunction —
Yes n, (%) No n, (%) Significance
. =9 18 (19.1) 11 (39.2)
Desmopressine 0.0417
<9 76 (80.9) 17 (60.7)
>9 12 (12.7) 30 (29.7)
Urotherapy 0.005
<9 82 (87.2) 71 (70.2)
Fisher's exact test
Table 4. Treatment success according to voiding dysfunction symptom score
VDSS score Standard VDSS score Standard
Treatment n (before treatment) deviation (after treatment) deviation P
Desmopressine 122 9.23 3.09 2.96 3.72 0.001
Oxybutynin 47 14.27 5.78 5.54 3.23 0.003
Combination 36 14.41 4.18 3.58 3.08 0.223
Urotherapy 195 5.46 5.31 3.88 3.18 0.005
Total 400 8.87 3.87 3.41 3.89 0.001

Student t-test, VDSS: Voiding dysfunction symptom score

n
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What’s known on the subject? and What does the study add?

Public education about organ donation and transplantation and a positive attitude on this issue are very important to increase the number
of organ donations.

Abstract T

Objective: To measure the knowledge level about organ and tissue donation and to determine the attitudes and behaviors of patients admitted to
our hospital as well as healthcare professionals working in our hospital.

Materials and Methods: A questionnaire designed to document knowledge attitude and behavior in the domain of organ transplantation and
donation was prepared by the researchers. This survey was conducted among 298 participants including patients who were admitted to the urology
clinic in our hospital between March 2015 and June their relatives as well as healthcare professionals working in our hospital.

Results: 90.3% of the participants did not donate any organ previously. Only 50% of respondents knew that brain death and vegetative state were
different concepts. 69.1% the participants had knowledge about organ donation.

Conclusion: Public education about organ donation and transplantation and a positive attitude on this issue are very important to increase the
number of organ donations.

Keywords: Organ donation, organ transplantation, brain death

0z
Amac: Hastanemize basvuran hastalarin ve calisan saglk personelinin organ-doku bagisi konusundaki bilgi diizeylerini 6lgmek, tutum ve
davranislarini belirlemektir.

Gerec ve Yontem: Arastirmacilar tarafindan organ-doku bagsi ile ilgili anket hazirlandi. Bu anket {iroloji servisine Mart 2015-Haziran 2015 tarihleri
arasinda yatarak tedavi géren hasta ve hasta yakinlari ile hastanemizde ¢alisan hemsire ve doktorlardan olusan 298 katimei tarafindan dolduruldu.
Bulgular: Katilimcilarin %90,3'i daha 6nce organ bagisi yapmamustir. Bitkisel hayat ile beyin 6limiiniin farkli kavramlar oldugunu katilimcilarin
sadece yarisinin bildigi bulunmustur. Katihmeilarin sadece %69,1'inin organ-doku bagisi konusunda bilgisi oldugu ortaya konmustur.

Sonug: Organ bagisi ve nakli konusunda toplumun egitimi ve bu konuda olumlu tutum icinde bulunmalari organ bagisi sayisinin artmasinda cok
onemlidir.

Anahtar Kelimeler: Organ bagisi, organ nakli, beyin 8limi
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Introduction

Transplantation is a procedure whereby an intact tissue or organ
is transferred from a live donor or a dead person in place of an
organ that proves to be dysfunctional in the body (1). Organ
donation is the procedure in which a person allows on free will
while he is alive and thus certifies that his tissues and organs
be used for the treatment of other patients after he is medically
dead (2).

Currently, many vital organs such as heart, lung, liver, kidney,
pancreas, small intestine, bone marrow, blood, skin and cornea
can be transplanted (3).

Transplantation is an effective medical approach with well-
known long-term results. Similar to other parts of the world,
the most important barrier for transplantation in Turkiye is the
scarcity of organs. This scarcity results from lack of information
and awareness on organ-tissue donation and transplantation
within the society (4,5). Studies show that attitude towards
organ donation is affected by education level, socio-economic
status, age and gender (6). There are some studies indicating
that ethnic origin and religious assumptions also affect social
attitude and awareness (7). In order to increase organ donations,
it is necessary to eliminate lack of information and negative
attitudes within the society on this subject and overcome social
obstacles to this end (4,5). The aim of this study was to measure
the knowledge level on organ-tissue donation and identify the
attitudes and behaviors of not only the patients admitted to
our hospital but also the healthcare professionals working in
our hospital.

Materials and Methods

Our study was a descriptive study conducted between March
2015 and June 2015 with a total of 298 participants including
patients admitted to the urology clinic of izmir Tepecik
Training and Research Hospital for inpatient treatment, the
relatives of such patients and the healthcare professionals
working in the hospital. Our hospital provides services to
patients from various educational backgrounds, age groups,
cultural and socio-economic levels and ethnic origin from
any part of izmir. A survey form which was prepared by the
researchers and takes 15 minutes to complete was employed
to collect data. The survey is composed of questions that
concerns socio-demographic aspects (6 questions) and
measures attitudes, behaviors and knowledge levels on
organ-tissue donation (7 questions). As a result of this
survey, participants were grouped depending on their level of
knowledge about organ donation, and the factors affecting
the level of knowledge about organ donation were evaluated.
This study is a descriptive study.

14

Statistical Analysis

Windows SPSS 17 software was used for statistical evaluation.
Factors affecting the knowledge level of participants about
transplantation were evaluated using Pearson's and Spearman's
correlation coefficients. A p value less than 0.05 was considered
statistically significant. Informed consent was received from
every patient. The study was conducted in line with the
Declaration of Helsinki.

Results

While 90.3% of the participants did not donate any organ
previously, 9.7% of them donated organs. It was found out
that 68.8% of the participants were married, 24.8% of them
were single and 6.4% of them were divorced. 24.2% of the
participants were physicians, 15.4% were nurses and 60.4%
were from other professional groups (Table 1). Only 69.1% of
the participants had knowledge about organ donation. 30.9%
of the participants did not have any previous knowledge on
organ donation.

It was found out that 28.5% of the participants were aged
between 20 and 30 years, 27.9% between 30 and 40, 15.4%
between 40 and 50, and 28.2% of participants aged over 50
years. It was shown that the knowledge level on organ donation
increased gradually with the increasing age of participants.
Given the education level of the participants, almost half of
them were university graduates while one fourth of them were
high school graduates, a few of them were primary school
graduates and only a limited number of them were illiterate.
As the education level increased, knowledge level about
organ donation increased accordingly (Graphic 1). When we
grouped the participants by their place of birth, participants
from the Aegean Region proved to have more knowledge on
transplantation while this rate decreased as one moved towards
the Eastern Anatolian Region (Graphic 2).
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Graphic 1. Evaluation of organ donation by education level
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As for the question "Are vegetative state and brain death the
same?”, 49.3% of the participants answered “no" while 31.2%
of them answered "yes". 19.5% of the participants stated they
had no idea about the question. As for the question “If brain
death took place, would you donate the organs of your child
or relatives?”, almost half of the participants answered "yes"
while the other half answered “I would hesitate”. Determinant
factors for the knowledge level on transplantation among
participants were young age, a high level of education,
being a healthcare professional and being from the Aegean,
Marmara and Mediterranean Regions. The group that had

Table 1. Statistical comparison of both groups

knowledge on organ donation were composed of participants
from the younger population (p=0.01). The level of education
and organ donation were positively correlated (p=0.001).
The level of knowledge on organ donation was higher in the
group composed of the participants who were healthcare
professionals (p=0.001). The knowledge level on organ
donation gradually decreased as one moved from Aegean
Region towards the Eastern Anatolian Region in terms of the
place of birth (p=0.001) (Table 1).

48% of those who had knowledge on organ donation obtained
this knowledge from health institutions while 37.4% received

Knowledgeable on organ

Not knowledgeable on organ

donation (n=205) donation (n=93) p
Marital status 0.29
Married (%) 150 (73.1) 55 (59.1)
Single (%) 44 (21.4) 30 (32.2)
Divorced (%) 11 (5.3) 7 (7.5)
Age group 0.001
20-30 (%) 73 (35.6) 12 (12.9)
31-40 (%) 72 (35.1) 2(12.9)
41-50 (%) 20 (9.7) 26 (27.9)
51 and older (%) 40 (19.5) 44 (47.3)
Education 0.001
Illiterate (%) 1(0.4) 9 (9.6)
Primary school (%) 10 (4) 20 (21.5)
Secondary school (%) 10 (4) 14 (15)
High school (%) 57 (27.8) 20 (21.5)
University (%) 127 (61.9) 30 (32.2)
Profession 0.001
Nurse (%) 44 (21.4) 2 (2.1)
Physician (%) 71 (34.6) 1(1)
Other (%) 90 (43.9) 90 (96.7)
Gender 0.078
Female (%) 96 (46.8) 43 (46.2)
Male (%) 109 (53.2) 50 (53.8)
Place of birth 0.001
Aegean Region (%) 79 (38.5) 22 (23.6)
Marmara Region (%) 16 (7.8) 6 (6.4)
Central Anatolia (%) 10 (4.8) 8 (8.6)
Black Sea Region (%) 13 (6.3) 7 (7.5)
Mediterranean Region (%) 50 (24.3) 10 (10.7)
Eastern Anatolian Region (%) 10 (4.8) 11 (11.8)
Southeastern Anatolia Region (%) 27 (13.1) 34 (36.5)
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information from newspapers and 14.6% from other sources
(radio, television, Internet).

Discussion

Just like any place in the world, scarcity of organ donation is one
of the most significant barriers for transplantation in Turkiye.
In 2010, total number of brain deaths in Turkiye amounted to
1,036 while the number of donors was 246. The number of
patients in the waiting lists for kidney, heart, liver, pancreas and
lung transplantation exceeds 60,000 and nearly 7,000-8,000
patients are annually added to this list. Thousands of people
lost their lives due to lack of a sufficient number of donors
while waiting for organs. The number of transplantations from
cadavers was only 743 in 2010 (7). In this study, only 9.7% of
the participants considered donating organs previously while
almost half of them considered donating the organs of their
deceased relatives. Different rates were obtained in studies
conducted with different groups. Rates of those who consider
donating their organs vary between 30% and 70% in various
studies (8,9,10,11,12). It is necessary to identify which factors
have affected the thoughts of those who are indecisive and do
not accept organ donation and to plan studies relevant to this
factor.

It was found out that 69.1% of the participants in our study
had knowledge about organ donation. It was seen that the
participants who had knowledge on the subject obtained their
knowledge mainly from health institutions and newspapers
and occasionally from media such as radio, television and the
Internet. Given the fact that most of the participants are from
professional groups such as nurses and physicians, it was seen
that the rate of the participants who had sufficient knowledge
and were educated on the subject was not at the desired level
yet. It was found out through many studies conducted with
different student groups that university students did not have
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sufficient knowledge about organ donation and transplantation
and that most of the relevant knowledge was obtained from
mass media such as television, the internet, newspapers and
magazines (13,14,15).

Awareness of organ donation may be associated with the level
of education and socio-economic status. It was seen through
many studies that individuals who graduated from university
and higher-level institutions and had a high level of income
displayed a more positive attitude towards organ donation
(16,17,18). Similarly, it was observed in this study that the
participants who were university graduates had a higher level
of knowledge about organ donation.

Geographical characteristics constitute an important factor
shaping the family structure of a person, his attitude towards
health and diseases and his cultural characteristics. A study
found out that participants from the Aegean Region had a
more positive attitude while participants from the Southeastern
Anatolian Region had a rather negative approach (19). In this
study, the participants from the Aegean Region had more
knowledge about transplantation while this rate decreased as
one went towards the Eastern Anatolian Region.

In terms of conveying knowledge to the society concerning
organ donation and transplantation, the easiest way of having
access to larger groups is the media. If some videos concerning
organ donation and transplantation are broadcast on TV, which
is the most effective tool for informing and mobilizing the
society, awareness on this subject may be raised. The Ministry
of Health should prepare instructional programs for broadcast
on TV channels and such programs should be broadcast on a
continuous basis. Interviews in newspapers and magazines with
the patients who have been waiting for organs and to whom
organs have been transplanted may raise awareness within
the society. The use of social networks over the Internet has
become a common means of communication in our country as
it is the case around the world. Websites such as Facebook and
Twitter have millions of users in all parts of the world. Social
networks have become the easiest, most economic and direct
way of informing people and communicating with them on
organ donation and transplantation as they allow for direct
and instant sharing. The use of a single motto in the campaigns
organized in cooperation with the press and visual media and
on the internet may raise social awareness on the subject (19).

Study Limitations

As this study was limited to the patients admitted to our hospital
and the healthcare professionals working in our hospital,
conclusions can only be generalized to this group. No question
was included in the survey as to why the participants did not
want to donate their organs. Running a survey with a larger
group of patients may ensure better results in further studies.
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What’s known on the subject? and What does the study add?

We assume that using a multiplex polymerase chain reaction test, enabling results in a rapid and reliable way and performing the procedure
with only one swap sample from the patient, provides the clinician with a big advantage as to identifying the pathogens within the
ethiology of urethritis, which is a common sexually transmitted disease in males.

A b tra C T

Objective: The purpose of this study was to evaluate the results of multiplex polymerase chain reaction (PCR) test applied to identify the pathogens
in male patients who attended our urology clinic with a pre-diagnosis of urethritis related with sexual intercourse.

Materials and Methods: In this study, we included a total of 91 male patients, who sought medical advice in our clinic between August 2015
and October 2016 due to complaints of urethral discharge, dysuria and urethral itching, having a visible urethral discharge during the physical
examination or a positive leukocyte esterase test (Combur-Test®-Roche) in the first urine sample. In the urethral swab samples of these patients,
urethritis pathogens were searched with a multiplex PCR test. The multiplex PCR kit, which is able to identify nine pathogens and produced
by PathoFinder® (Holland), was used in the process. The pathogens that could be detected by the kit were Chlamydia trachomatis, Neisseria
gonorrhoeae, Mycoplasma hominis, Mycoplasma genitalium, Ureaplasma urealyticum, Gardnerella vaginalis, Trichomonas vaginalis, Treponema
pallidum, and Candida albicans.

Results: The average age of the subjects was 35.1 (19-57) years. Sixty one out of 91 patients (67%) were found to have a pathogen in the urethral
swab sample. In 45 patients (49.4%), only one pathogen, in 12 (13.1%) - two different pathogens and in 4 (4.3%) patients, 3 different pathogens
were detected. The pathogens found were as follows: Ureaplasma urealyticum in 22 patients (27.1%), Gardnerella vaginalis in 15 (18.6%), Neisseria
gonorrhoeae in 13 (16.1%), Mycoplasma genitalium (10 patients; 12.3%), Mycoplasma hominis (8 patients; 9.9%), Chlamydia trachomatis (8
patients; 9.9%), Trichomonas vaginalis (3 patients; 3.8%), and Candida albicans (2 patients; 2.4%). None of the patients were identified with
Treponema pallidum. None of the pathogens were identified in 30 patients (32.9%) whose samples were examined by PCR method.

Conclusion: Sexually transmitted pathogens that are quite difficult to identify and that cause urethritis are possibly defined with only one swab
sample in a short time using multiplex PCR method providing new possibilities and scopes for the diagnosis.

Keywords: Polymerase chain reaction, urethritis, mycoplasma, ureaplasma, Gardnerella vaginalis, sexual transmitted disease

Oz T
Amac: Bu calismanin amaci; cinsel iligkiye bagli tretrit 6n tanisi ile klinigimize basvuran erkek hastalarda, patojenin tespiti icin uygulanan multipleks
polimeraz zincir reaksiyon (PCR) testinin sonuclarinin degerlendirilmesidir.

Gere¢ ve Yontem: Klinigimize Agustos 2015-Ekim 2016 tarihleri arasinda cinsel iliski sonrasi iiretral akinti, disiiri, lretral kasinti sikayetleri ile
basvuran, fizik muayenesinde goriniir tretral akintisi olan veya ilk idrar 6rneginde I6kosit esteraz testi (Combur-Test®-Roche) pozitif olan 91 erkek
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hasta calismaya dahil edildi. Bu hastalarin tiretral swap &rneginde multipleks PCR testi ile Gretrit patojenleri arastirildi. Bu amacla PathoFinder®
(Hollanda) firmasinin 9 patojeni tespit eden multipleks PCR kiti kullanildi. Kitin saptadi§i etkenler; Chlamydia trachomatis, Neisseria gonorrhoeae,
Mycoplasma hominis, Mycoplasma genitalium, Ureaplasma urealyticum, Gardnerella vaginalis, Trichomonas vaginalis, Treponema pallidum ve
Candida albicans'ti.

Bulgular: inceleme yapilan 91 hastanin ortalama yasi 35,1 idi (19-57). Doksan bir hastanin 61'inde (%67) iiretral siiriintii 6rnegdinde patojen
saptandi. Bunlardan 45 (%49,4) hastada tek patojen, 12'sinde (%13,1) 2 farkli patojen ve 4'linde (%4,3) ise 3 farkli patojen saptandi. Hastalarda
saptanan patojenler sirasiyla, 22'si (%27,1) Ureaplasma urealyticum, 15'i (%18,6) Gardnerella vaginalis, 13'U (%16,1) Neisseria gonorrhoeae, 10'u
(%12,3) Mycoplasma genitalium, 8'i (%9,9) Mycoplasma hominis, 8'i (%9,9) Chlamydia trachomatis, 2'si (%2,4) Candida albicans ve 3'li (%3,8) de
Trichomonas vaginalis'ti. Hastalarin hicbirinde Treponema pallidum tespit edilmedi. Ornek alinan hastalarin 30'unda (%32,9) PCR yéntemi ile hicbir
patojen saptanmadi.

Sonuc: Multipleks PCR ydntemi ile, saptanmasi oldukgca zor olan cinsel yolla gegen ve {retrit nedeni patojenlerin tek bir lretral siiriintii 6rnegiyle,

kisa siirede saptanir hale gelmesi, taniya yeni olanaklar ve firsatlar sagladigr gorilmektedir.
Anahtar Kelimeler: Polimeraz zincir reaksiyonu, Uretrit, mikoplazma, tireaplasma, Gardnerella vaginalis, cinsel yolla bulasan hastaliklar

Introduction

Sexually transmitted diseases (STDs) are significant cause of
morbidity in sexually active individuals and still remain to be a
major medical, social and economic burden all over the world.
Urethritis, characterized by dysuria and urethral discharge, is the
most common clinical picture and, globally annual incidence
is estimated to be ~150 million cases (1). As a part of STDs,
urethritis is widely classified as non-gonococcal urethritis (NGU)
and gonococcal (2). STDs are highly varied and often involve
more than one pathogen (3). The growing burden of STDs and
ever-increasing costs have created a need for rapid and reliable
laboratory techniques in order to detect the cause pathogens.
There are continuing researches investigating methods that
may detect more than one pathogen simultaneously in a single
clinical patient. Polymerase chain reaction (PCR) assay has
been found to be highly sensitive method detecting these STD
pathogens (4). A multiplex assay has an additional advantage in
screening since it involves simultaneous detection of multiple
pathogens (5). The purpose of this study was to evaluate the
results of multiplex PCR (MPCR) test performed to identify
the pathogens in patients having complaints such as urethral
discharge and dysuria after sexual intercourse.

Materials and Methods

We included 91 male patients who were admitted to our clinic
between August 2015 and October 2016 due to complaints of
urethral discharge, dysuria, and urethral itching, having a visible
urethral discharge during the physical examination and those
with a positive leukocyte esterase test (Combur-Test®-Roche)
in the first urine sample studied on urethritis pathogens using
MPCR. The study was approved by Medical Park Hospital Ethics
Committee (approval number: 189). Written informed consent
was obtained from all patients before MPCR test and the study
was performed in accordance with the principles of the Helsinki
Declaration. To identify the pathogens in the swab samples, a
MPCR kit which is able to identify nine pathogens and produced

by PathoFinder® (Holland) was used. The pathogens that could
be detected by the kit were Chlamydia trachomatis, Neisseria
gonorrhoeae, Mycoplasma hominis, Mycoplasma genitalium,
Ureaplasma urealyticum, Gardnerella vaginalis, Trichomonas
vaginalis, Treponema pallidum and Candida albicans. The first
nucleic acids (DNA and RNA) were extracted in accordance
with the kit protocol. Afterwards, amplification, detection and
data analysis processes were carried out using Rotor-Gene
Real Time PCR System® (Qiagen, Germany) in compliance with
the manufacturer's instructions. The results were examined
retrospectively.

Results

The average age of the patients was 35.1 (19-57) years. A total
of 81 pathogens were identified in the urethral swab samples of
61 out of 91 patients (67%). Only one pathogen in 45 samples
(49.4%), two different pathogens in 12 (13.1%), and 3 different
pathogens in 4 (4.3%) samples were detected. The pathogens
found were respectively as follows: Ureaplasma urealyticum
in 22 patients (27.1%), Gardnerella vaginalis in 15 (18.6%),
Neisseria gonorrhoeae in 13 (16.1%), Mycoplasma genitalium
in 10 patients (12.3%), Mycoplasma hominis in 8 (9.9%),
Chlamydia trachomatis in 8 (9.9%), Trichomonas vaginalis in
3 patients (3.8%) and Candida albicans in 2 (2.4%) (Figure 1).
None of the patients were identified with Treponema pallidum.
No pathogen was detected in 30 patients (32.9%) whose samples
were examined using the PCR method.

Discussion

Urethritis or inflammation of the urethra is a multifactorial
condition which is sexually acquired in the majority cases. It is
characterized by discharge, dysuria and/or urethral discomfort
but may also be asymptomatic. The diagnosis of urethritis is
confirmed by demonstrating an excess of polymorphonuclear
leukocytes (PMNLs) in the anterior urethra. This is generally
assessed by using a urethral swab. Urethritis is defined as
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gonococcal when Neisseria gonorrhoeae is detected and as
NGU when it is not detected. There exist many uncertainties
in the event of NGU. Especially in cases having a low-grade
inflammation, there are significant intra- and inter-observer
mistakes in applying and reading the urethral slides and
also in counting the PMNL (6). In many men with urethritis,
a known pathogen is not detected (7). The high sensitivity
levels of nucleic acid amplification tests like PCR enable the
use of less invasive sampling, use of initial flow urine samples
or swabs taken by one's own, which are not suitable for less
sensitive tests like culture and antigen tests (8). MPCR, uses the
advantage of the amplification of various target series under
one single reaction condition set of more than one primer
sets (9). Samples taken from patients having STDs (including
symptomatic and asymptomatic cases) may frequently contain
more than one pathogens (10). Therefore, in order to detect
low levels of multiple (nine different) pathogens in one
analysis, tests like MPCR having sufficient sensitivity and high
specificity, have a significant potential in diagnosing STDs
rapidly and reliably. MPCR also does not exhibit cross reaction
with other relevant target species or many other common
urogenital organisms.

Today, for patients diagnosed with urethritis, starting an
antibiotic treatment is recommended before the results of
culture tests (2). The results of culture tests take 3-7 days. During
this period, it is within the bounds of possibility that the patient
could contaminate others through new sexual intercourses.
However, only the PCR method allows obtaining a result in less
than 24 hours. This gives rise to the thought that it allows starting
the correct treatment without delay. Identifying the pathogen
in the early period will also make the sexual partner available
for a correct treatment. Thus, the control of the infection will
be easier. Here comes the cost as a significant issue. The cost of
a PCR kit to the hospital is 280 TL (77$). Though this appears
to be a high amount for a single test, being able to identify 9
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Figure 1. The disturbution of urethritis pathogens
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different pathogens in one single sample shows that the test
could be considered in terms of cost and profit. Apart from this,
in resistive cases in which the patient has not recovered after
empirical antibiotic treatment, or in urethritis cases where the
pathogen cannot be identified through conventional methods,
MPCR analysis could be considered.

Neisseria are gram-negative cocci that require nutritional
supplement to be cultured in laboratory environment and
their reproduction in culture is not easy. It is estimated that
gonococcal urethritis accounts for approximately 5-20% of cases
(11). 10% of males infected by gonorrhoeae are asymptomatic
(12). Chlamydia trachomatis is generally defined as a required
intracellular pathogen in the literature and it is responsible
for 30-40% of NGU (13). PCR analysis has a high sensitivity
and specificity in the diagnosis of Neisseria gonorrhoeae and
Chlamydia trachomatis.

Studies of the role of ureaplasma in the pathogenesis of
urethritis have revealed inconsistent results. Ureaplasms can be
isolated from culture in 30-400% of asymptomatic males (14). In
the literature, the prevalence of Ureaplasma urealyticum has
been reported to be between 5% and 26% (2). Ureaplasma and
Mycoplasma species, due to having no cell walls, are required
intracellular parasites (15). Among the 9 pathogens detected by
MPCR assay within this study, the most frequently identified
ones are Ureaplasma and Mycoplasma hominis and genitalium
(with a rate of 46.9 % within all urethritis pathogens) which
indicates that intracellular parasitery infections occur much
more frequently in the ethiopathogenesis of urethritis. It is
rather difficult to isolate and identify these pathogens using
conventional methods (16). MPCR assay is remarkably efficient
in terms of making these pathogens detectable.

Thereisalack of evidence for sexual transmission of genitourinary
Candida infection. Transmission of Candida infection between
partners in heterosexual intercourse is seen and genital Candida
albicans isolates were alleged to transmit sexually in the studies
where genotypes were used (17). However in the literature
there is a limited number of publications about incidence of
Candida infection in urethritis ethiology. In a study carried out
by Obisesan et al., (18) the incidence of candida species in males
was found to be 4.9% (18). In our study, however, the incidence
of candida species was 2.4%.

There is increasing evidence that bacteria associated with
bacterial vaginosis may cause NGU (19). However, there is no
enough data on the association between Gardnerella vaginalis,
and NGU in males. In a study including 80 heterosexual males and
79 controls carried out by Iser et al. (20), based on the microscobic
criteria, the prevalence of Gardnerella vaginalis was found to
be 14% (20) among heterosexual men with non-gonococcal
urethral symptoms. In our study, the prevalence of Gardnerella
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vaginalis was found to be 18.6%. Gardnerella vaginalis can
be seen as commensal organisms in the genitourinary system.
Since MPCR kits have been used in this study, a quantitative
assessment could not be done for Gardnerella vaginalis as a
microbial load. This could pose a handicap as to false positive
result for such bacteria as Gardnerella vaginalis that can be
commensal. With the method of quantitative PCR, we assume
that the position of Gardnerella vaginalis in urethritis will be
much more clearly understood.

In the literature, it has been reported that the pathogen
associated with urethritis could not be identified in 20-30% of
males (21). In a recent study by Wetmore et al. (7), the rate
of patients in whom the pathogen could not be identified and
who were considered as having idiopathic urethritis was 45.8%
among all patients with urethritis. Whereas in our study, the
rate of patients, so called idiopatic urethritis group in whom no
pathogen could be detected, was found as 32.9%. The condition
of idiopathic urethritis may not have an infectious etiology, or
different from the ones infected by traditional STD pathogens,
but this condition might result from unidentified infection
agents in circulation in subgroups of population.

As explained before, identification of most pathogens causing
STDs is not easy using routine microbiological diagnose methods.
However, PCR assay is useful for identification of microorganisms
that are difficult to cultivate and those grow slowly (22).
In MPCR, more than one target sequence can be amplified
by including more than one pair of primers in the reaction.
MPCR has the potential of producing considerable savings in
time and effort in the laboratory without compromising test
utility. Furthermore, when the amount of the clinical sample
is limited, multiplexing allows more targets to be analysed by
using a single aliquot of sample material (23). When compared
to uniplex PCR test, MPCR test has a general sensitivity of 96%
and a specificity of 100% (24).

Conclusion

Identifying pathogens causing sexually transmitted infections
and urethritis in males and, are quite difficult to detect with
one urethral swab sample in a short time using MPCR method
shows that this method can provide new possibilities for the
diagnosis.
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Management of Rectourethral Fistula following a Gunshot Injury
with Gracilis Flap: A Case Report

Atesli Silah Yaralanmasi Sonrasi Gelisen Rektotiretral Fistaltn Grasilis Flep ile Onarimi:
Olgu Sunumu
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Abstract T

Rectourethral fistulas are uncommon and can be classified as congenital or acquired. We present a case of rectourethral fistula following a shotgun
injury and describe a surgical method of closing poorly healing defects between the urethra and rectum by means of a muscular flap of the
gracilis muscle (GM). A 20-year-old man underwent laparotomy and colostomy for gunshot trauma. In postoperative first week, the patient began
complaining of urine coming from the rectum. Retrograde urethrography revealed a fistulous opening connecting the prostatic urethra and the
rectum. The transperineal approach with a GM flap interposition is currently the most commonly used method and one of the effective procedures
for treating complex fistulae. Morbidity after a GM flap interposition is known to be low. GM transposition is a useful and effective method for the
treatment of rectourethral fistula.

Keywords: Gunshot injury, rectourethral fistula, gracilis flap

YA
Rektouretral fistiiller nadiren goriilmektedir ve konjenital veya edinilmis olarak siniflandirilabilir. Biz, atesli silah yaralanmasi sonrasi gelisen
rektotiretral fistlillli olguyu ve zor iyilesen Uretra ve rektum arasindaki defekt icin grasilis flep kullanilarak yapilan cerrahi teknigi sunmaktayiz. Yirmi
yasinda erkek hastaya atesli silah yaralanmasi sonrasi laparotomi ve kolostomi acilmasi uygulanmisti. Postoperatif ilk haftada, hasta makattan idrar
geldigini tarifledi. Bunun lizerine ¢ekilen retrograd tiretrografide prostatik tretra ve rektum arasinda fistil oldugu gosterildi. Hastaya transperineal
yaklasimla grasilis flep interpozisyonu kullanilarak rektoiiretral fistlil onarimi uyguland. Grasilis kas flep interpozisyonuyla transperineal yaklasim
halen en cok kullanilan yéntemdir ve kompleks fistiillerin tedavisinde tercih edilen prosediirlerden biridir. Grasilis kas flep interpozisyonu sonrasi
morbidite az goriliir. Bu yontem rektotiretral fistiilli olgularin tedavisinde kullanilabilir ve etkili bir ydontemdir.

Anahtar Kelimeler: Atesli silah yaralanmasi, rektoiiretral fistiil, grasilis flep

Introduction We present a case of rectourethral fistula following a gunshot

injury treated by the use of gracilis musculocutaneous flap.
Rectourethral fistulas (RUFs) are uncommon and can be classified

as congenital or acquired. Acquired RUFs are the result of surgical
complications, pelvic irradiation or ablative treatments, trauma,
chronic infection, or malignancy (1). Spontaneous closure of
such fistulas is rare and reconstructive procedures are usually
performed. Many surgical approaches have been described:
transabdominal, abdominoperineal, transperineal, transanal,
transsphincteric (i.e., York-Mason), and transsacral (2).

Case Presentation

A 20-year-old man underwent laparotomy and colostomy
for gunshot trauma. In the postoperative first week, the
patient began complaining of urine coming from the rectum
after Foley catheter was removed. The patient was followed
up with suprapubic cystostomy catheter for three months.
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Retrograde urethrography (RUG) revealed a fistulous opening
connecting the prostatic urethra to the rectum and computed
tomography showed a fistula tract. A urethroscopy was done to
demonstrate the fistula and at prostatic urethra a 3 cm fistulous
communication with the rectum. The bladder was grossly
normal. As definitive treatment for the fistula we performed
rectourethral fistula repair with gracilis flap (Figure 1). He had
an indwelling urethral catheter for 2 weeks. After catheter
removal, he voided well. Post-operative RUG revealed well-
healed prostatic urethral anastomosis. Colostomy was closed
after surgery.

Technique

The gracilis is a superficial muscle on the medial side of the
thigh. The technique of gracilis muscle (GM) transposition for
repairing rectourethral fistula has been previously reported (3).
The patient is placed in the modified lithotomy position with the
thigh abducted. The skin incision is made right along with the
inner part of the thigh. GM always located over proximal 10 cm
of a line between pubic tubercle and the medial upper surface
of the tibia. GM is mobilized and released from its insertion that
near the tibial plateau. By protecting dominant vessels which can
alone nourish entire muscle, segmental arteries are cauterized.
In the process the main neurovascular bundle, 8-10 cm below
the pubic tubercle, is described and preserved. A subcutaneous
tunnel is then made towards the perineum. By protecting of the
little muscle cuff, an island flap is released from the proximal
part of muscle origin. So the pedicle of the muscle is saved from
shearing and stretching. The flap rotate into a subcutaneous
tunnel towards to perineum without kinking. The incision are
closed with suction drain. A perineal A-shaped skin incision was
applied between the anus and scrotum and is deepened in the
space between the urethra and the rectum for the correction
of the fistula. The remainder of the urethra not involved in the
fistula is identified and protected by the help of a large urinary

Figure 1. Transposition of gracilis muscle
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bladder catheter. The dissection is made to divide the fistula
tract and reach cephalad to non-inflamed tissue. Primarily
the rectal defect is closed in two layers then urethral defect is
closed with interrupted absorbable sutures over the indwelling
catheter. The GM is moved to the area between the rectum and
the urethra by the subcutaneous tunnel between the perineum
and thigh is done through the perineal side (Figure 2). Four to
six polydioxane sutures are applied at the apex of the incision
to hold the muscle in place. Before skin closure, a small suction
drain is placed in the perineal wound.

Discussion

RUF is seen rarely and has varied etiologic factors: including
iatrogenic, neoplasticor traumatic. Traumatic RUFs are frequently
observable in wartime injuries (4) and continue with extensive
urethral injury that leads to extensive stricture. Traumatic RUF
can cause forcing matters in surgical reconstruction. As this
condition is very rare, no single procedure has been proven most
effective and become the technique of choice (4).

Diagnosis is based on history, physical examination, and
radiologic tests. Symptoms may include fecaluria, pneumaturia,
hematuria, urinary tract infection, nausea, vomiting, and fever.
Digital rectal examination often permits palpation of the fistula
tract along the anterior rectal wall. Voiding cystourethrography
or RUG usually provide a definitive diagnosis of RUF. Cystoscopy
and sigmoidoscopy visualize the fistula tract and provide a
mechanism for biopsy. Biopsies should be done if there is
concern for malignancy.

In general, conservative management can be attempted by using
fecal diversion and/or urinary diversion (ie, urethral catheter
and/or suprapubic catheter) for small (<2 cm), nonirradiated
RUFs in patients who do not have sepsis. However, most RUFs
do not respond to conservative treatment and require surgical
repair (5).

Many surgical approaches have been described: transabdominal,
abdominoperineal, transperineal, transanal, transsphincteric,
and transsacral (2). The transperineal approach with a GM flap
interposition is recently the most commonly applied method

Figure 2. Postoperative magnetic resonance and gracilis muscle
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and the efficient procedures for treating complex fistulae. The
GM has been applied as a rotation flap or for different purposes
without a significant effect on lower limb strength and range
of motion. Ryan et al. (3) described the use of the gracilis
transposition for the treatment of rectourethral fistula in 1979.
By depending on three cases which lasted over a period of 15
years and had a 100% success rate, Nyam and Pemberton (6)
reported that GM transposition had better success rate than did
other types of repair of rectourethral fistula. The largest series
of 53 rectovaginal fistulas and RUFs with GM interposition
was suggested by Wexner et al. (7) and the overall initial 70%
success rate was obtained then the final success rate of seven
repeated GM transpositions was 87%.

Due to fact that it supplies good exposure of the rectum,
urethra and the neck of the bladder, urethral pathologies can be
operated on at the same time through the transperineal route
thereby allowing distal urethral mobilization associated in this
method (8). However, morbidity of a GM flap interposition is
known to be rare, urethral stricture and urinary incontinence
can appear as complications.

GM transposition is a useful and effective method for the
treatment of rectourethral fistula causing by gunshot. This
procedure is associated with low morbidity and high success.
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Abstract T

Secondary metastatic lesions of the testicles are very rare and they originate mainly from prostate adenocarcinoma. They are generally diagnosed
incidentally, however, they very rarely manifest as a palpable testicular mass. In this paper, we present, a case of paratesticular metastasis from high-
grade prostate cancer clinically mimicking pyo-/hemato-/hydrocele. A 75-year-old man, who had been followed up elsewhere for a huge hydrocele
based on scrotal Doppler ultrasonography and scrotal magnetic resonance imaging reporting no suspicion for malignancy, but a pyo-/hemato-/
hydrocele was determined to have testicular metastasis originating from prostate adenocarcinoma.

Keywords: Hydrocele, testis, neoplasm metastasis, prostate, adenocarcinoma

0z T
Testisin metastatik lezyonlari oldukc¢a nadirdir ve cogunlukla prostat kanserinden kdken almaktadirlar. Genellikle rastlantisal olarak tani alirlar;
ancak ¢ok nadir testiste palpe edilebilen kitle ile belirti verirler. Bu olgu bildirisinde klinik olarak pyo-/hemato-/hidrosel olarak izlenen olguda
yiiksek dereceli prostat kanseri metastazi bildirilmektedir. Yetmis bes yasindaki hasta yapilan skrotal Doppler ultrasonografi ve manyetik rezonans
goriintiileme incelemeleri ile pyo-/hemato-/hidrosel tanisi ile izlenmekte iken hidroselin yliksek dereceli prostat kanserinin paratestikiiler metastazina
bagh oldugu tespit edilmistir.

Anahtar Kelimeler: Hidrosel, testis, metastaz, prostat, adenokanser

Introduction

Being a very rare situation with the incidence of 3.3% in all
testicular tumors, testicular metastases originate mainly (up to
42-60%) from prostate adenocarcinoma and they are generally
diagnosed incidentally with surgical castration for prostate
cancer (1,2).

However, it very rarely manifests with a palpable testicular
mass in men admitted to urology clinics for lower urinary tract
symptoms or predetermined high prostate specific antigen
(PSA) values (1,3). Likewise, paratesticular metastases also have
been reported to be mainly originating from prostate cancer
and, with lesser frequency, from gastrointestinal malignancies

(4)-

In this paper, we present a patient with huge hydrocele clinically
mimicking pyo-/hemato-/hydrocele who was determined
to have a malignant hydrocele secondary to paratesticular
metastasis originating from prostate adenocarcinoma.

Case Presentation

A75-year-old man wasreferred to our urology clinics for prostate
biopsy because of his high and recently significantly increased
PSA levels. His past medical history was uneventful other than
transurethral resection of the prostate and synchronous ileus
operation with appendectomy. He had been previously followed
elsewhere with PSA levels which were 0.57 ng/mL in August
2007, 1.40 ng/mL in January 2010, 4.31 ng/mL in August 2014
and 15.34 ng/mLin April 2015. His physical examination revealed
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bilaterally firm and nodular prostate with digital examination
and huge firm hydrocele not permitting evaluation of the left
testicle, and minimally atrophic right testicle. The patient has
been elsewhere prescribed antibiotics for pyo-/hemo-/hydrocele
after clinical evaluation with scrotal Doppler ultrasonography,
scrotal magnetic resonance imaging (MRI) and biochemical
studies including a.-FP, B-hCG and lactate dehydrogenase (LDH).
Scrotal ultrasonography performed for scrotal pain nine months
ago revealed that the left testicle was atrophic without any solid
or cystic lesion within the scrotum. However, a recent scrotal
ultrasonography performed for enlarged left scrotum suggested
5x7 cm wide pyo-/hemo-/hydrocele which included echogenic
particles and was surrounded by thin rim of tissue having poor
blood flow with Doppler examination. The left atrophic testicle
was deviated to inferomedial aspect of the cystic lesion. Scrotal
MRI revealed an atrophic left testicle measuring 24x24x10 mm
in size with a 48x60x81 mm minimally heterogeneous contrast-
enhanced lesion with medially large cystic cavity fulfilling the
left hemiscrotum suggesting an infected epididymal cyst or
intrascrotal abscess-related lesion (Figure 1). His biochemical
studies including a-FP, 3-hCG and LDH were within the normal
limits.

Though not confirmed radiologically, the left hydrocele was
suspected of being malignant hydrocele. Therefore, radical
inguinal orchiectomy together with 12-core transrectal
ultrasound-guided prostate biopsy was performed. Macroscopic
examination of the radical orchiectomy revealed a cystic wide
cavity with tumoral mass inferiorly deviating to the atrophic
testicle (Figure 2).

Histopathological examination of the prostate biopsy specimens
revealed Gleason pattern 5+4 prostate adenocarcinoma
in all biopsy cores. Histopathological examination of the
radical orchiectomy specimens demonstrated metastatic
adenocarcinoma of the prostate showing reactivity with PSA
and keratin without any positive reactivity with calretinin,
CD117, CD30, vimentin, inhibin, octamer-binding transcription

Figure 1. Magnetic resonance imaging coronal section views of scrotum
showing 48x60x81 mm minimally heterogeneous contrast enhanced lesion
with medially large cystic cavity fulfilling the left hemiscrotum suggesting
infected epididymal cyst or intrascrotal abscess related lesion (on the left
side) T1 weighted image; (on the right side) T2 weighted image

factor 3/4 or placental-like alkaline phosphatase (Figure 3).
Thereafter, the patient was clinically staged as T2cNOM1c¢ with
thoraco-abdominal computed tomography (CT) and whole body
bone scan. CT showed minimally increased ascites and suspicious
omental thickening suggesting peritoneal carcinomatosis. The
patient underwent an ultrasound-guided needle aspiration of
ascites which was found to contain malignant epithelial cells.

Then, right scrotal orchiectomy was performed to provide
surgical castration for metastatic prostate cancer and the
patient was referred to the medical oncology department

Figure 2. Macroscopic view of inguinal left orchiectomy specimen: a cystic
wide cavity with tumoral mass (designated with #) inferiorly deviating
atrophic testicle (designated with *) more inferiorly

Figure 3. Histological view of neoplastic cells showing diffuse and high level
of prostate-specific antigen positivity (magnification x200)
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for earlier chemotherapy. The patient gave written informed
consent for publication of the clinical and surgical images.

Discussion

Testicular and paratesticular metastases have been shown
to originate mainly from prostate adenocarcinoma (1,2,4).
In addition, they are generally diagnosed incidentally during
surgical castration for prostate cancer. Very rarely, they manifest
with a palpable testicular mass and these cases are usually
solitary, unilateral tumors simulating primary neoplasms (1,3).
Our case was interesting in that recently developed, firm huge
hydrocele simulating pyo-/hemato-/hydrocele, radiologically
raised clinical suspicion of malignant hydrocele resulting from
primary testicular neoplasm or paratesticular primary neoplasms
in the setting of atrophic testis. Therefore, we performed left
inguinal radical orchiectomy. Histopathological examination
revealed metastasis from poorly differentiated prostate cancer.
Our case was with unilateral metastasis as generally encountered
in such cases (1). However, in the literature, bilateral testicular
metastases originating from prostate adenocarcinoma have
also been reported (5,6). These metastases, either as incidental
or palpable mass, may be synchronous or metachronous in
accordance with timing related to the diagnosis of the primary
tumor (1,2,3,5,6,7,8,9,10).

In this case presentation, once again it is confirmed that clinical
suspicion and thorough physical examination is a must in
the management of the condition. Although rare, in case of
suspicious hydrocele formations, any testicular or paratesticular
metastases should be ruled out in the follow-up of prostate
cancer patients.
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Spontaneous Vesicouterine Fistula: A Case Report
Spontan Vezikodterin Fistil: Olgu Sunumu
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Abstract T

Vesicouterine fistulae (VUFs) are the least common type of urogenital fistulae and they are usually associated with lower segment caesarean section.
The classic triad of VUF has been defined as urinary incontinence, amenorrhea, and cyclic hematuria. In the literature, spontaneous VUF without a
history of previous surgery or radiotherapy has not been reported before. In this report, we present a female patient who presented with continuous
urinary incontinence and was diagnosed with VUF. The patient was managed with cystectomy and hysterectomy and ileal conduit diversion. To our
knowledge, this is the only reported case of spontaneous VUF.

Keywords: Cystectomy, hysterectomy, urinary incontinence, urogenital fistula, vesicouterine fistula

0z
VezikoUterin fistiil (VUF) Girogenital fistillerin en az karsilagilanidir ve genellikle alt segment sezaryen ile iliskilidir. VUF klasik triadi Grriner inkontinans,
amenore ve siklik hematiiri olarak tanimlanmstir. Literatiirde gecmisinde cerrahi ya da radyoterapi 6ykisi olmayan spontan VUF daha énce rapor
edilmemistir. Bu yazida, tarafimiza siirekli idrar kagirma ile basvuran ve VUF saptanan bir kadin hasta sunuldu. Hasta sistektomi, histerektomi ve ileal
konduit ile tedavi edildi. Bildigimiz kadariyla, bu spontan VUF bildirilmis tek olgudur.

Anahtar Kelimeler: Sistektomi, histerektomi, tiriner inkontinans, tirogenital fistiil, vezikotiterin fistil

in the management of VUF, definitive treatment is appropriate
surgery (3,4).

Introduction

Vesicouterine fistula (VUF) is an abnormal connection between
the bladder and the uterus and it is the least common fistula
among urogenital fistulae with an incidence of 2-4% (1). It has

Spontaneous VUF without a history of previous surgery or
radiotherapy has not been reported before. We present a female

been reported that VUFs were generally seen after obstetric
operations and 83% of the VUFs were observed after caesarean
section (2).

The classic triad of VUF is amenorrhea, cyclic hematuria
(menouria) and discrete leakage of urine from the vagina (1).
Observation of methylene blue at os cervix which is given during
cystoscopy or with a urethral catheter or detecting opaque
passage to the bladder or uterus during either hysterography
or cystography are the main diagnostic methods used for
detecting VUF. Although conservative treatment methods such
as observation, fulguration or hormonal therapy can be used

patient who was admitted with the complaints of continuous
urinary incontinence and was diagnosed with VUF. The patient
was managed with cystectomy and hysterectomy and ileal
conduit diversion. To our knowledge, this is the only reported
case of spontaneous VUF.

Case Presentation

A 49-year-old female patient admitted to our department
with the complaint of continuous urinary incontinence that
started one month ago. During vaginal examination, continuous
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leakage of urine from the vagina was detected and there was
no cystocele or rectocele. Ultrasonography showed bilateral
renal dilatation; the bladder was empty and the bladder wall
thickness was increased. Her medical history revealed that
she had diabetes mellitus for 5 years and she went through
menopause 4 vyears ago. Her obstetric history included 3
normal spontaneous vaginal deliveries without any prolonged
or difficult labour. Her physical examination showed a diabetic
ulcer of the left foot. Laboratory examinations were as follows:
creatinine: 2.01 mg/dL, K: 6.1 mmol/L, and Hb: 7.7 g/dL. The
patient was hospitalized after placement of a urethral catheter.

Gynecological examination and transvaginal ultrasonography
were performed and the adnexa and uterus were found to be
normal without any pathology. Endocrinology consultation was
requested for her HbA1c level being 9.5% and insulin treatment
was started. Then, the patient underwent cystoscopy which
showed that right (Figure 1a) and left (Figure 1b) ureteral
orifices were lateralized and widened that the cystoscope was
negotiated easily into the orifice. Under general anesthesia,
the bladder capacity was found to be 50 cc. A 0.5 cm fistula
with edematous and hyperemic mucosal borders was observed
between the posterior wall of the bladder and dome of the
bladder (Figure 1c). Simultaneous cystography showed the
passage of iodine solution to uterine cavity (Figure 1d). Biopsies
with transurethral resection were taken from hyperemic areas
around the fistula. Bilateral hydronephrosis was detected
during retrograde urography (Figure 1e), therefore, bilateral
nephrostomies were inserted. Pathological examination of the
biopsy specimens showed chronic inflammation and necrosis.
Purified protein derivative skin test, acidoresistant bacilli
microscopy and urine culture for tuberculosis were negative.

Treatment options were explained to the patient. Since she
had a low bladder capacity, diabetes mellitus and renal failure,
cystectomy, total abdominal hysterectomy and bilateral
salpingo-oophorectomy and ileal conduit diversion were
performed. Final pathological examination of the cystectomy
and fistula track specimen showed chronic inflammation. Final
pathological examination of the total abdominal hysterectomy
and bilateral salpingo-oophorectomy showed chronic
cervicitis with squamous metaplasia. During the operation and
postoperative period, no complications were observed. After the
procedure, the patient's creatinine level decreased to 1.27 mg/
dL on the postoperative 1st week.

Discussion

Vesicouterine fistulae are the least common type of
urogynecological fistulae. Caesarean section is the most
common cause of these fistulae. Foreign bodies such as
intrauterine devices, uterine rupture, placental anomalies,

30

uterine artery embolization, traumatic bladder cauterization,
pelvic surgery, pelvic cancer, brachytherapy, pelvic external
irradiation, and infectious and inflammatory diseases are
the etiological factors that can cause VUF (3). In the present
case, none of the above mentioned etiological factors were
present. The only concomitant disease during her admission
was diabetes mellitus, nephropathy, and contracted bladder
probably related to diabetes. To our knowledge, this is the
only reported case of VUF without any etiological factors and
occurring spontaneously.

Cystography or hysterosalpingography can be considered
as the gold standard in the diagnosis of VUF. Computed
tomography can provide important information about the
topography of the fistula tract. Magnetic resonance imaging
(MRI) is a non-invasive method that produces detailed
anatomical images without the use of contrast media causing
allergic reactions or nephrotoxicity. MRI is able to identify
the exact location and anatomy of the fistula and the
presence of endometriosis within the bladder. In addition to
these, transvaginal ultrasonography can also be used in the
diagnosis of VUF (4). In our case, we performed cystography
during cystoscopic examination under general anesthesia. This
examination also enabled us to evaluate the bladder capacity
and upper urinary tract dilatation.

Various kinds of approaches have been proposed for the
treatment of VUF. Spontaneous closure of VUF with conservative
approach has been reported (5). Surgical approach depends on
the patient's desire for fertility as well as other surgical factors.
If the patient does not desire to have further children, closure

Figure 1. a, b) Right and left ureteral orifices lateralized and widened that
a cystoscope was negotiated easily into the orifice, ¢) Fistula tract with
edematous and hyperemic mucosal borders between posterior wall and
bladder dome, d) Simultaneous cystography showed the passage of iodine
solution to uterine cavity, ) Decreased bladder capacity and bilateral
hydronephrosis was detected during cystography and retrograde urography
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of the bladder site of the fistula tract can be performed with
hysterectomy. If fertility is a major concern, uterine-sparing
approaches are implemented. Laparoscopic and robotic surgery
can also be used in VUF repair (4). Uterus-preserving approaches
were not considered in our case because our patient was in
menopausal age.

Cystectomy is widely used for invasive bladder cancer,
however, patients with debilitating non-malignant bladder
diseases, in whom conservative or minimally invasive
treatment options have failed, may also undergo various
forms of cystectomy and urinary diversion (6). There are
mainly three alternatives for urinary diversion: abdominal
and urethral diversions with either continent or incontinent
forms and rectosigmoid diversions. Although augmentation
cystoplasty and continent urethral diversions are preferred for
the quality of life in these patients, there are contraindications
for these complex forms of diversions such as debilitating
neurologic and psychiatric illnesses, limited life expectancy
and impaired liver or renal function (7). Augmentation
surgery or continent diversion was not considered because
our patient had nephropathy. Therefore, total abdominal
hysterectomy and bilateral salpingo-oophorectomy and ileal
conduit diversion were performed after taking the patient's
informed consent. After the procedure, renal function
recovered and hydronephrosis was resolved in both kidneys.
Pathological examination revealed chronic inflammation in
the bladder and vesicouterine fistula track which ruled out
any malignancy or an etiology which was not diagnosed
preoperatively.

Although an etiological factor exists in most of the cases, VUF can
be found in women with urinary incontinence and continuous
urinary leakage per vagina, as well as other urogenital fistulae.
Treatment options are based on the closure of the fistula
tract, however, the optimal surgical method should be decided
individually for each patient.
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A st aC T

A 31-year-old man was presented to our emergency room in a distressed state with a heavy metallic ring 4 cm wide and 0.6 cm thick placed at the
root of the penis for attempting masturbation. The ring was placed approximately 6 hours previously and the patient had tried several maneuvers
using different tools to remove it. The patient suffered proximal penile strangulation with painful priapism. Under general anesthesia, multiple
punctures to the glans penis and circumcision scar were made in order to aspirate entrapped blood and edema. After minimal regression of distal
penile edema, we tried to cut the ring with metal cutters that orthopedicians use, but it was not successful. With a quite amount of lubricant,
surgery string to keep the distal penis compressed, and the application of steady force to the ring, we were able to remove the metallic ring.
The operation time was 2 hours without any complications. At 36 hours after the operation, the penis looked quite normal and the patient was
discharged after 48 hours. The urethral catheter was removed at the first week after the operation. At the end of 12 months, there were no findings
of urethral stricture and erectile dysfunction.

Keywords: Emergency, metalic ring, penile strangulation

0z
Otuz bir yasinda erkek acil servise penis proksimalinde 4 cm uzunluk 0,6 cm kalinlikta metal halkaya bagh peniste sisme ile basvurdu. Metal halka
6 saat dnce mastiirbasyon amaciyla hasta tarafindan yerlestirilmis olup degisik aletlerle denemesine ragmen gelisen sislige bagl cikarilamamis.
Hastanin fizik muayenesinde metal halkaya bagli ciddi diizeyde penis distalinde sismeye sekonder agrili priapizm mevcuttu. Bu bulgularla hastaya
genel anestezi altinda glans penis ve siinnet insizyon hattina cok kez igne ile delikler acildi. Mantiel kompresyon ile beraber sislik ve 6demin dereceli
olarak azaldigr gozlenince halkayr kaydirarak ¢ikarmaya karar verdik. Cerrahi monofilament bir iplik ile halkanin distaline helikal bicimde kompresyon
uygulandi; halka altina kayganlastirici jel sikilmasi sonrasi stirekli bir giic ile halka distale dogru cekildi ve metal halka bu sayede cikarildi. Operasyon
sonrasi 1. haftada hastanin foleyi ¢ekildi. Operasyon sonrasi 1. yilda Gretra darh@i veya erektil disfonksiyona ait bir bulgu saptanmadi.

Anahtar Kelimeler: Acil, metalik halka, penil strangiilasyon

Introduction In this report we present our experience in managing penile

strangulation by a hard metallic ring.
Penile strangulation by an encircling metallic object is an

emergency in urologic practice. Enforcement of foreign metallic
or nonmetallic objects around the penis is used by adults as
sexual gratification and is also seen in children as a childish
play (1). In children, these objects are usually nonmetallic, while
in adults metallic objects are used for having longer sexual
intercourse (1,2).

Case Presentation

A 31-year-old man presented to our emergency room in a
distressed state with a heavy metal ring 4 cm wide and 0.6
cm thick around the base of the penis. The ring was placed
approximately 6 hours previously and the patient had tried
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several maneuvers with different tools to remove it in this time
period. He had applied this encircling automotive industry ring
around his penis for the first time in order to masturbate and
he had no urinary complaints at the time of admission. Upon
physical examination, the ring was noticed around the base of
his penis and he had proximal penile strangulation with painful
priapism (Figure 1).

We did ureteral catheterization to prevent any possible
intraoperative urethral damage. Under general anesthesia,
multiple punctures to the glans penis and circumcision scar
were made in order to aspirate entrapped blood. After minimal
regression of distal penile edema, we tried to cut the ring with
metal cutters that orthopedicians use, but it was not successful.
With further manual decompression of the glans penis, edema
was gradually decreased, and we decided to pull out the
ring over the glans penis (Figure 2). With a quite amount of
lubricant, surgery string to keep the distal penis compressed,

’

Figure 1. Metal ring around the penile base

Figure 2. After reduction of edema and pulling out the ring during operation

and the application of steady force to the ring, we were able to
remove the metal ring.

At 36 hours after the operation, the penis looked quite normal
and the patient was discharged after 48 hours. The urethral
catheter was removed at the first week after the operation. In
the first month after the procedure, the patient did not report
any voiding difficulties or erectile dysfunction. The patient was
informed about the possible urethral stricture and the need
for follow-up visits. At the end of 12 months, there were no
findings of urethral stricture (Figure 3).

Discussion

Foreign bodies around the penis causing strangulation present
as a urologic emergency. Many different foreign bodies and
therapeutic options have been reported (3,4). Donate Moreno
et al. (5) reported a case of a steel ring at the medial part of the
penis that was placed for 16 hours, causing necrosis involving a
small area and hypoesthesia of the glans penis. Our patient had
no complaint of hypoesthesia, but he had serious penile pain
and edema. Donate Moreno et al. (5) were able to cut the steel
with a strong cutting tool. We also tried to cut the metal ring
with metal cutters that are used by orthopedicians, but we did
not succeed because we could not get enough space to apply
cutters' jaws along the ring. With these cutter tools, the surgeon
must be very careful as there is a great risk of damage to the
penile skin and vessels.

Joshi et al. (3) recommended applying lubricant underneath the
ring and distal penile skin to make slippery after reducing the
venous priapism, and then applying steady persistent forward
force to dislodge the ring off the penis. Talib et al. (6) reported
that they performed penile aspiration with 4 needles which
were introduced from the glans penis. Then they also performed

Figure 3. Removed metallic ring, string compressing distal penile edema
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multiple needle pricks to the skin to relieve skin edema and using
the lubricants they were able to remove the ring. However, in
our case, this was impossible at the beginning because there
was a prominent amount of subcutaneous penile edema. So
we used surgical string to compress the distal penis to make it
elongated and narrow as Browning and Reed (7) described.

Some authors reported degloving of the distal penis to the level
of cavernous tissue before foreign body could be removed (4,8).
Wasadikar (4) reported a patient who had the ring for a month.
Penile degloving and subsequent skin grafting from the medial
side of the right thigh was applied in this case and the result
was excellent according to the author. In our case, there was no
need to deglove the distal penis.

Santucci et al. (9) reported removal of a metal iron and
steel items incarcerating the penis with a heavy-duty air-
driven grinder provided by the fire department. They also
recommended cooling the metal item with ice to prevent tissue
heating, protecting the patient from sparks, and protecting
the penis from the cutting blade (9). Kyei et al. (10) reported
a case in which they used an electrical circular grinder to cut
a ring around the penis. Unfortunately, their cooling was non-
effective, and thus this resulted in circumferential denudation
of penile skin, a urethro-cutaneous fistula at the penoscrotal
junction, and a mid-bulbar urethral stricture. The patient
underwent later surgeries including urethroplasty. We had
already called the hospital atelier for a motor cutting tool, and
while they were getting the tools, we succeeded in removing
the ring without non-medical aids. Sometimes, Santucci's and
Kyei's approach may be an option to an unsuccessful medical
procedure, but we must keep in mind the complications of
unexpected thermal effects.

Joshi et al. (3) reported urethral stricture in two of three patients
who were treated with end-to-end urethroplasty procedures at
a later period following emergency procedures. Patients must be
informed about the risk of ischaemic urethral stricture at a later
date and follow-up visits must be scheduled.

Penile strangulation by a metallic ring is an unusual urologic
emergency and unusual therapeutic approaches and tools may
be needed to remove such an object.
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EDITORIAL COMMENT A TT—

In mammals, the bladder acts as a water-proof reservoir to be emptied at a time of convenience. Urinary flow is driven by a
combination of both gravity and bladder pressure. Urination physiology has not been clearly described yet. Urination may be simply
described mathematically. In this study, the authors want to elucidate the hydrodynamics of urination in 5 different animals by
using high-speed videography and flow-rate measurement. They found that all mammals above 3 kg in weight empty their bladders
over nearly constant duration of 21+13s. This finding can be explained with larger animals have longer urethras and thus, higher
gravitational force and higher flow speed. Smaller mammals are challenged during urination by high viscous and capillary forces
that limit their urine to single drops. Their findings reveal that the urethra is a flow-enhancing device and this study may help to
diagnose urinary problems in human as well as hydrodynamic system. Pressures are effective on bladder emptying. This equality can
be described as Pyjagder + Pgravity = Pinertia + Pyiscosity + Peapillary formulation. According to this research, the urethra is critical to
the bladder's ability to empty quickly, moreover the modeling of the bladder and urethra can be useful especially for neobladder
operations. Additional mathematical techniques as well as accurate urethral measurements are needed to increase correspondence
with experiments in the future.

Fehmi Narter, MD
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EDITORIAL COMMENT

Pheromones are chemical signals that have evolved for communication with other members of the same species. We do not know yet
if humans have pheromones. Over the last 45 years, some scientists have claimed that a number of molecules are human pheromones,
but these claims have little scientific validity. The first chemical identification of a pheromone, the silk moth's female sex pheromone
(bombykol), achieved by the German chemist Adolf Butenandt and after this finding, four steroid molecules have been described as
human pheromones: androstenone, androstenol, androstadienone and estratetraenol. The possibility of human pheromones has been
downplayed in part because in the past, it has been assumed erroneously that we have a poor sense of smell. Humans have a “main
olfactory system” but they do not have a functional vomeronasal organ (or “second nose"; Jacobson's organ, is an auxiliary olfactory
sense organ that is found in many animals. It lies close to the vomer and nasal bones).

In the near future, researches will be focused on identification and synthesis of these bioactive molecule(s), followed by bioassay
techniques, again. Especially, comparison of secretions from adult and pre-pubertal humans may highlight potential molecules
involved in sexual behaviour. Further search will benefit from the techniques developed by olfactory researchers including those who
have worked on the steroids previously.

Fehmi Narter, MD
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EDITORIAL COM IV N T

In this well conducted randomized, controlled trial the authors have examined the necessity of treatment in case of asymptomatic
bacteriuria (AB) beyond 2 months post-transplant in kidney transplant recipients without stents. No significant difference was
observed in the development of either acute pyelonephritis, which is the primary end point (7.5% vs. 8.4% respectively), or in a
variety of secondary end points in the treatment and control arm. Main conclusion of the study is possibly not to offer treatment for
AB in kidney transplant recipients after the stents were removed. However, there are some points that need to be mentioned. Almost
half of the patients in the treatment arm were incompliant to treatment and the sample size was lower due to an assumption error
as acknowledged by the authors also. During follow-up, an average of 18 urine cultures was obtained from each patient and 39%
of patients have experienced at least one AB attack. In the light of this information, one can easily assume that screening cultures
can be unnecessary in the follow-up of a kidney transplant recipient since the number of acute pyelonephritis attacks is lower than
expected and one third of the acute pyelonephritis attacks were not preceded by AB. Of interest 33% of untreated AB attacks were
spontaneously cleared. However Klebsiella pneumonia showed difficult clearance rates either with or without treatment (42% vs.
249). The study provides some evidence for not treating AB in kidney transplant recipients without stents, however, clinicians still
need to be very cautious when interpreting this type of data.

Yarkin Kamil Yakupoglu, MD
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EDITORIAL COMMENT A T——

In case of end stage kidney disease, living donation by expanding the donor pool might give a chance for pre-emptive kidney
transplantation, which is defined as having a kidney transplant before initiation of chronic dialysis. In this guideline, Descartes
Working Group conducted a systematic review of the literature which included observational data of 29 studies, mainly coming
from single center or regional registries, performed after 1990 providing data on aspects of pre-emptive living donation. They found
that around half of studies showed improvements in patient and graft survival or reductions in the risk of acute rejection. However,
relating to pre-transplant glomerular filtration rate no differences were found between the graft and patient survivals. In the light of
the data, the group recommends pre-emptive transplantation where possible, with the timing designed to avoid dialysis in patients
who have kidney disease that is indefinitely irreversible and clearly progressive. There is also a selection bias. The characteristics of
population who receive a pre-emptive kidney transplantation is very different from those receiving a transplant on the waiting list
in the mentioned studies, which is well recognized by the authors.

Yarkin Kamil Yakupoglu, MD
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Re: Predictive Factors for Sperm Recovery After Varicocelectomy
in Men with Nonobstructive Azoospermia
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EDITORIAL COMMENT

There is a growing body of data in the literature that patients with nonobstructive azoospermia (NOA) may benefit from varicocele
repair in terms of sperm recovery at testicular sperm extraction or presence of sperm in the ejaculate. In this study, sperm recovery
was confirmed in 20 out of 83 men with NOA (24%) within 12 months after varicocelectomy, including 10 of 27 patients 37%
with maturation arrest (MA) and 9 of 13 (69%) with hypospermatogenesis. Similarly, in a meta-analysis by Weedin et al. (1), men
with hypospermatogenesis with favorable testicular histopathology on testis biopsy done at the time of varicocele repair had the
best chances of having motile sperm in the ejaculate compared to Sertoli-cell only syndrome or MA. As expected, the more tubules
with mature sperm the better the chances will be of sperm recovery after varicocele repair. Furthermore, it should be noted that
a significant proportion of men with NOA can be found to have cryptozoospermia on extended sperm preparations rather than
azoospermia prior to surgical sperm retrieval (2). Therefore, the length of follow-up before varicocele surgery (the authors reported
post-operative sperm analysis with 3-month intervals for 1 year) is also very important data for azoospermia definition.

Taking it a step further, Shiraishi et al. performed genome-wide mRNA expression analysis in patients with MA to determine which
genes were differentially up or down regulated in those who responded to varicocelectomy. However, in this study, transcriptome
analysis was performed after varicocelectomy and only in patients with MA. ldentifying mutations or differential expression in
specific genes using blood transcriptome or whole exome sequencing may help us determine who would benefit from varicocele
repair.
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EDITORIAL COMMENT A T——

This study evaluated 72 studies to answer the question how varicocele repair (VR) impacts pregnancy rates and live birth rates in
infertile couples undergoing assisted reproduction wherein the male partner has oligospermia or azoospermia and 7 studies were
found to be eligible for inclusion. The meta-analysis showed that VR improved live birth rates and pregnancy rates in oligospermic and
combined oligospermic and azoospermic groups. Live birth rates were higher for patients undergoing intra uterine insemination after
VR. Sperm recovery rates were higher in persistently azoospermic men after VR. According to this meta-analysis, in couples with male
factor infertility-oligozospermia or nonobstructive azoospermia and presence of a varicocele, VR may result in improved pregnancy
rates and live birth rates. VR may also increase sperm retrieval rates in men with nonobstructive azoospermia with varicocele.
However, in almost half of the patients with nonobstructive azoospermia the etiology is still unclear and there is tremendous effort
in male reproductive genetics to explain underlying genetic problems. Therefore, before considering VR, genetic evaluation including
peripheral karyotype and Y chromosome microdeletion analysis should be performed.

Emre Bakircioglu, MD

©Copyright 2017 by the Association of Urological Surgery / Journal of Urological Surgery published by Galenos Publishing House.

40



UROLOGIC SURVEY .

Urooncology
Doi: 10.4274/jus.2017.04.007

Re: Prognostic Significance of Digital Rectal Examination and
Prostate Specific Antigen in the Prostate, Lung, Colorectal and
Ovarian (PLCO) Cancer Screening Arm

Halpern JAT, Shoag JET, Mittal S7, Oromendia C2, Ballman KV2, Hershman DL3, Wright JD3, Shih YT4, Nguyen PL5, Hu JC1

TNew York Presbyterian/Weill Cornell Medicine, Clinic of Urology, New York, USA

2Weill Cornell Medlicine, Clinic of Healthcare Policy and Research, New York, USA

3Columbia University College of Physicians and Surgeons, Herbert Irving Comprehensive Cancer Center, New York, USA
4The University of Texas MD Anderson Cancer Center, Department of Health Services Research, Houston, USA

5Harvard Medical School, Dana-Farber/Brigham and Women's Cancer Center, Clinic of Radiation Oncology, Boston, USA

J Urol 2017;197:363-368. doi: 10.1016/j.juro.2016.08.092.

EDITORIAL COM IV N T

The Prostate, Lung, Colorectal and Ovarian (PLCO) Cancer Screening Trial is a large population-based randomized trial designed
and sponsored by the National Cancer Institute to determine the effects of screening on cancer-related mortality and secondary
endpoints in men and women aged 55 to 74 years. The prostate component of the PLCO trial was undertaken to determine whether
there is a reduction in prostate cancer mortality with screening using serum prostate-specific antigen (PSA) testing and digital
rectal examination (DRE). The absence of benefit of population-based screening influenced the subsequent U.S. Preventive Services
Task Force (USPSTF) recommendation against routine PSA screening. The USPSTF did not address DRE. Therefore, the authors have
evaluated the prognostic value of abnormal DRE and PSA following the widespread use of PSA testing. They assessed the association
of suspicious DRE and abnormal PSA with the detection of clinically significant prostate cancer, prostate cancer mortality and
overall mortality. The data showed that suspicious DRE and abnormal PSA were significantly associated with clinically significant
prostate cancer. There was only moderate agreement between PSA and DRM in each screening encounter. The authors emphasized
the continued role of DRE and PSA and need for additional research to optimize screening protocols.

Ozgiir Yaycioglu, MD
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Injection: Who is Really at Risk?
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EDITORIAL COMMENT

The prevalence of overactive bladder (OAB) in the general population is nearly 16% and it increases with age. In non-responders
who are managed with oral therapies, there is a need for the intradetrusor injections of onabotulinumtoxinA (Botox). Adverse
effects, including the potential risk of urinary retention requiring catheterization are among the greatest concerns for OAB patients
considering Botox injections. The efficacy of Botox (100 U) in the treatment of refractory OAB has been proven in several clinical
trials, however, the risk factors for the occurrence of urinary retention after Botox injections are still not well recognized. Studies
do not describe the factors for the prediction of urine retention after Botox (100 U) injections in patients with refractory OAB. As
the dose of Botox increases, urinary retention risk increases, but recurrent injections decreases the risk. In this study, the risk factors
for urinary retention was observed in 208 women who were treated with 100 IU Botox injections for refractory OAB. The study
revealed the risk factors for urinary retention as 3 or more vaginal deliveries and advanced age. No need for clean intermittent self-
catheterization (CISC) was seen for more than 12 weeks. The minimum duration of CISC was 20 days and a maximum of 83 days with
a mean of 45.5 days. No potential risk factors for the duration of CISC were observed. Although all patients should be warned before
receiving Botox injections about the potential risk of urine retention, elderly women and multiparous women are at an increased risk.

ilker Sen, MD
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Re: Nocturia Improvement with Surgical Correction of Sleep Apnea
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EDITORIAL COMMENT

As a common lower urinary tract symptom (LUTS), nocturia also reduces the quality of life (Qol) and is associated with sleep
disruption and daytime fatigue. In an epidemiological study, the prevalence of nocturia was 49% in men and 55% in women.
Nocturia has usually been managed as an isolated symptom, with therapy based on LUTS, including alpha blockers and anticholinergic
drugs. Recent research suggests, however, that the etiology of nocturia differs from that of other LUTSs, and that nocturia should
be evaluated as a separate condition, as well as a component of a systemic disease, such as obstructive sleep apnea (0SA) syndrome.
Increased atrial natriuretic peptide secretion, increased urinary production, and increased alpha sympathetic nervous activity in
patients with OSA can also be responsible for LUTS, especially nocturia. In this study, the authors speculated that correction of
OSA would be expected to reduce the severity of nocturia. Of 256 patients diagnosed with OSA, 66 patients planned to undergo
uvulopalatopharyngoplasty surgery for correction of OSA were included in this study. The number of nocturia episodes was evaluated
by the International Prostate Symptom Score (IPSS). As a result, overall voiding and storage parameters including nocturia were
improved after OSA correction surgery and the nocturia episodes were significantly decreased from 1.8+1.1 to 0.8+1.2 (p<0.001).
Total mean IPSS was decreased from 9.3+6.9 to 5.9+5.9 (p<0.001). The authors concluded that OSA correction surgery improved
LUTS, Qol, and nocturia episodes. Patients with nocturia should be questioned about signs and symptoms of snoring and apnea and
referred for surgical correction if indicated.

Metin Onaran, MD
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EDITORIAL C O IV E N T

The Bosniak classification was first published in 1986 and it was a grading system to evaluate cystic renal lesions as benign or
probably malign. Cystic renal lesions were categorized into four groups according to computed tomography (CT) findings. Then, a
fifth category called 2F was introduced to evaluate indeterminate cystic lesions. In 2004, Israel et al. (1) published a study on the use
of magnetic resonance imaging (MRI) in evaluating cystic renal lesions. They concluded that MRI had some advantages over CT due to
high contrast resolution and it had ability to define internal structures of cystic lesions but it had a risk for overestimation of cystic
renal lesions. A few cases have been reported in which MRI changed the management of the patients. Kim et al. (2) described some
lesions classified as Il or lI-F on CT, however, later, they were confirmed to be category IV on MRI and were proven to be malignant
pathologically. In this retrospective study, the authors aimed to compare the ability of MRI and CT to differentiate malignant from
benign cystic renal lesions based on the Bosniak classification. A total of 37 patients with 42 cystic lesions were included in this
study and all the lesions were scanned both by CT and MRI during a 6-month follow-up. All CT and MRI images were reviewed
by two abdominal radiologists working independently. They were blinded to clinical and pathological information and outcomes.
First, both readers evaluated the first modality performed for that patient, CT or MRI, and two months later, the other modality.
In 25 of 42 cystic renal lesions, the Bosniak category was the same on both CT and MRI. In 2 lesions, CT category was higher than
MRI category because MRI did not show calcifications in those lesions. In the remaining 15 lesions, MRI category was higher than
CT. The management of the lesion was changed in 7 of those 15 lesions. Since the Bosniak classification was described in 1986,
CT findings have been accepted reliable technique to manage cystic renal lesions. This study showed that MRI was better to show
internal structures in complex cystic renal lesions. In that series, the classification of 3 lesions was determined as Il or IV while they
were classified as lower grade according to the CT findings, however, no malignancy was found in these masses. The interobserver
agreement of MRI and CT was excellent. The authors concluded that when CT and MRI were compared for the Bosniak classification
to evaluate cystic renal masses, MRI lead to change in Bosniak category and to manage the lesions in significant proportion of the
patients. MRI has superior contrast and soft tissue resolution compared to CT. This study has some limitations and further studies are
needed to evaluate the use of MRI in the evaluations of complex renal cystic lesions.
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Multilocular Cystic Renal Neoplasm of Low Malignant Potential:
Alterations in the 2016 Renal Tumor Classification of World

Health Organization

Diisiik Malignite Potansiyelli Multilokiler Kistik Renal Neoplazi: Dinya Saglik Orgttiniin
2016 Renal Timor Siniflandirmasindaki Degisiklikler

Deniz Filinte!, ilker Tinay2
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Introduction

Multilocular cystic renal neoplasm of low malignant potential
(MCRN-LMP) is a rare cystic tumor of the kidney with an
excellent outcome and is composed of multiple cysts separated
by thick septa covered with clear cells (1,2). It was defined as
"a tumour composed entirely of numerous cysts, the septa of
which contain small groups of clear cells indistinguishable from
grade 1 clear cell carcinoma” by Eble et al. (3), in the 2004
World Health Organization (WHO) histological classification of
tumours of the kidney.

MCRN-LMP has been classified as a neoplasm with an
intrinsically cystic growth pattern, and no, or at most little,
malignant potential by Eble and Bonsib (4). They have suggested
the following 3 criteria to be associated with this low-grade
malignant potential; 1- an expansile mass surrounded by a
fibrous wall, 2- the interior of the tumor entirely composed of
cysts and septa with no expansile solid nodules, and 3- the septa
containing aggregates of epithelial cells with clear cytoplasm

(4).

The largest published series of MCRN-LMP by Li et al. (5)
included 76 subjects. 66 patients were followed up for
median of 52 months. No recurrence was observed. A patient
died due to rectal cancer, but no metastasis or recurrence
of renal tumor was detected (5). Nassir et al. (6) has defined
MCRN-LMP as a cystic lesion with neoplastic clear cells,

an uncommon subtype of conventional clear cell renal cell
carcinoma (ccRCC), and as having a benign clinical course.
Murad et al. (7) has reported their ten-year experience of 6
cases of MCRN-LMP that were followed for a minimum of 2
years. Neither recurrence nor metastasis was observed. They
have concluded that the tumor was a low-grade variant of
renal cell carcinoma (7).

In 2016, WHO published a new classification of renal tumors as
new data were collected (8). Due to its excellent prognosis from
multiple publications (1,9,10), these tumors are now termed as
"MCRN-LMP" (11).

A 70-year-old male presented to the Urology Department of
Medical Faculty of Marmara University with the complaints
involving lower urinary system. Magnetic resonance imaging
demonstrated a solid mass of 58 mm on the lower pole of the
left kidney and a multilocular cyst of 20 mm about 40 mm
away from it. Left partial nephrectomy was performed. On
pathological examination the partial nephrectomy material
measured 60x60x50 mm. A yellow-gray solid tumor with well
defined borders and of 5 cm in diameter was present in the
nephrectomy material. Asecond material measuring 25x15x15
mm from the kidney was examined and a multilocular
cyst with a diameter of 15 mm was observed. The tissue
specimens were fixed in 10% buffered formaldehyde solution
and embedded in paraffin. Tissue sections were stained with
haematoxylin and eosin. Grade 2 cells with clear cytoplasm

Correspondence: Deniz Filinte MD, Marmara University Faculty of Medicine, Department of Pathology, istanbul, Turkiye

Phone: +90 506 531 29 21 E-mail: filinte@yahoo.com
Received: 10.01.2017 Accepted: 15.02.2017

Cite this article as: Filinte D, Tinay I. Multilocular Cystic Renal Neoplasm of Low Malignant Potential; Alterations in the 2016 Renal Tumor Classification of

World Health Organization. J Urol Surg 2017;4:45-47.

©Copyright 2017 by the Association of Urological Surgery / Journal of Urological Surgery published by Galenos Publishing House.

45



Journal of Urological Surgery,
2017;4:45-47

Filinte and Tinay
Multilocular Cystic Renal Neoplasm of Low Malignant Potential

were observed in the solid tumor. Immunohistochemically,
the cells demonstrated positive staining for CD10 and
vimentin. The cystic lesion was composed of multiple cysts
separated by thin septa and the inner surface of the cysts
was lined by cells with clear cytoplasm. There were a few cell
clusters in the septa (Figure 1, 2). These cells were grade 1 and
demonstrated positive staining for cytokeratin 7, PAX-8 and
epithelial membrane antigen but negative staining for CD10
(Figure 3, 4). The solid mass was diagnosed as ccRCC and the
cystic lesion as the multilocular cystic renal neoplasm of low
malignant potential.

Suzigan et al. (11) has proposed that MCRN-LMP should be
renamed and reclassified to draw attention to its benign nature.
They have suggested the term "multilocular cystic renal cell
neoplasm of low malignant potential” for this lesion in 2006.
They have believed that this new terminology might help the
urologists approach the patients conservatively (11).

Figure 1. Multiple cysts separated by thin septa (haematoxylin and eosin,
x20)

Figure 2. Cysts are lined by clear cells. Cell clusters in septa are seen
(haematoxylin and eosin, x40)
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Figure 3. Tumor cells are positive for PAX-8 (immunohistochemistry, x200)
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Figure 4. Immunoreactivity for cytokeratin 7 (immunohistochemistry, x200)

The International Society of Uropathology, has separated ccRCC
from MCRN-LMP, according to the current data, and clearly
defined MCRN-LMP as a least aggressive neoplasm with no
recurrence and no metastatic potential after surgical treatment
(12).

The terminology has changed and so called "multilocular cystic
renal cell carcinoma" is currently named as multilocular cystic
renal neoplasm of low malignant potential in the International
Society of Urological Pathology Vancouver Classification of
Renal Neoplasia and the 2016 World Health Organization
Classification of Tumors of the Urinary System and Male Genital
Organs (13).
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