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Aims and Scope

Grand Journal of Urology (Grand J Urol) is an open
access, peer-reviewed journal publishing original scientific
articles in the field of urology. It aims to issue scientific
publications on Andrology (Male Sexual Disfunction,
Infertility), Endourology, Female Urology, Functional
Urology, General Urology, Genitourinary Radiology, History
of Urology, Laparoscopic and Robotic Surgery, Minimally
Invasive Urology, Neurourology, New Technology and
Techniques, Pediatric Urology, Reconstructive Urology,
Renal Transplantation, Urolithiasis, and Urological Oncology.
It is published electronically three times a year (January, May,
September), and the language of publication is English.

The target audience of the journal includes, urology
specialists, residents in urology and other specialists who
are interested in the field of urology. The journal aims to
publish original scientific articles, clinical research, reviews,
case reports, clinical images, editorial comments, and
letters to the editor that are prepared in accordance with the
ethical guidelines. Mini reviews, clinical updates, surgical
techniques, and a guideline of guidelines that are in the scope
of the journal are considered for publication and/or invited by
the editor. All manuscripts must be submitted via the online
submission system at www.grandjournalofurology.com. The
journal guidelines, technical information, and the required
forms are available on the journal’s web page.

Only articles that have not been published elsewhere or
are not reviewed for publication may be submitted. Grand
J Urol does not accept multiple submission and duplicate
submission even though the previous one was published
in a different language. The journal’s publication policy is
based on independent and unbiased double-blinded peer-
reviewed principles. Following the online article submission,
the journal’s fast publishing process is an important policy,
with our members of the Advisory Board and referees, peer-
reviews are conducted to the highest standards and feedbacks
are provided in the shortest time possible. The journal
reserves the right to request any research material related to
the article.

Mission

The mission of the Grand J Urol (GJU) is to distribute
urological medical data to the World as well as create a
supportive and vibrant scientific platform to connect and
explore ideas by publishing articles related to all fields of
urology. The GJU aims to address current urological issues
at both national and international levels, start debates, and
exert an influence on decision-makers all over the world by
integrating science in everyday life.

The Grand Journal of Urology encourages and enables
academicians, researchers, and specialists to publish their
valuable research in urology branch.

Basic Publication Rules

The primary aim of the journal is to publish original
articles with high scientific and ethical quality and serve as
a good example of medical publications in the World.

The Grand Journal of Urology’s editorial policy
(evaluation and publication processes) is shaped according
to the guidelines of international organizations such as the
International Council of Medical Journal Editors (ICMJE),
the World Association of Medical Editors (WAME),
the Council of Science Editors (CSE), the Committee
on Publication Ethics (COPE), the US National Library
of Medicine (NLM), the World Medical Association
(WMA), the US Office of Research Integrity (ORI), the
European Association of Science Editors (EASE), and the
International Society of Managing and Technical Editors
(ISMTE), and National Information Standards Organization
(NISO). The journal also is in conformity with the Principles
of Transparency and Best Practice in Scholarly Publishing
(https://doaj.org/apply/transparency/).

Disclaimer

The statements or views in the articles published in
the Grand Journal of Urology reflect the opinions of the
author(s), not the opinions of the Journal, Editor-in-
Chief, Editors, Editorial Board, Advisory Board, and/or
publisher. The Editors, Editorial Board, Advisory Board,
and publisher do not accept any responsibility or liability
for the before-mentioned materials.

Publication Fee

The Grand Journal of Urology is a self-supporting
journal and is not owned by any institution/organization.
It does not get any financial support from any institution/
organization. The journal’s functioning is carried out by the
voluntary efforts of editors and referees. Potential advertisers
should contact the Editorial Office. Advertisement images
are published only upon the Editor-in-Chief’s approval.

Submission, processing, and publication are free,
and authors are not charged in any way. All published
articles are available online in PDF and HTML format
and can be downloaded free of charge from www.
grandjournalofurology.com.

Copyright

The Grand Journal of Urology holds the international
copyright of all the content published in the journal. Article

authors are not paid for their articles in any way.

Abstracting Indexing

“Grand Journal of
indexed/abstracted

The contents of the
Urology” is currently

by EBSCOhost, J-Gate, Scilit,  ResearchGate,

Crossref, Ulakbim TR Index and Google Scholar.

www.grandjournalofurology.com



Author Instructions

Submission of an article indicates that the related
work has not been published before, is not intended to
be published elsewhere, and has been approved by all
co-authors and responsible authorities at the institution
where the study was carried. If any claim is made, the
publisher will not be held legally responsible.

Manuscript Submission

Articles should be prepared following the guidelines
of ICMJE- Recommendations for the Conduct,
Reporting, Editing, and Publication of Scholarly Work in
Medical Journals (updated December 2019- http:/www.

icmje.org/icmje-recommendations). Authors should
prepare papers by following CONSORT guidelines

(http://www.consort-statement.org) for randomized
research studies, STROBE guidelines (http:/www.
strobe-statement.org) for original observational research
studies, STARD guidelines (http://www.stard-statement.
org) for studies on diagnostic accuracy, PRISMA
guidelines for systematic reviews and meta-analysis
(http://www.prisma-statement.org), ARRIVE guides
for experimental animal studies (http://www.nc3rs.org.
uk/arrive) and TREND directives for non-randomized

public behavior (http://www.cdc.gov/trendstatement).

Manuscript Preparation

Manuscripts submitted to the journal will initially go
through a technical evaluation process by the Editorial
Assistant to confirm that the article has been prepared
and submitted by the journal’s guidelines. Manuscripts
that do not comply with the journal’s guidelines will be
returned to the sending author with technical correction
requests. The corresponding author should review the
following checklist before sending the article to our
journal to avoid additional article evaluation problems.

1. Title Page

- Turkish (if the article is sent from Turkey) and
English title of the article.

- Turkish (if the article is sent from Turkey) and
English short title of the article, not exceeding 50
characters.

- Authors’ names, institutions and ORCID IDs.

- Name, institution, e-mail, mobile phone and address
of the corresponding author.

2. Main Text

- Manuscript must be written and sent on the
Microsoft Word program.

- 12 font size, Times New Roman should be used in
the text.

- Line breaks must be double spaced type.

- At least 2.5 cm margins must be left on all sides of
each page.

- If there is, figure should be sent separately, it should
not be in the main text.

- If there is, table should be in the main text.

- All references, tables and figures should be cited in
the main text and numbered according to the order they
appear in the main text.

- Abbreviations should be defined when first mentioned
and then used consistently.

- Abbreviations should not be used in the title.
Abbreviations can be used if they occur three or more times
in the abstract, but must be re-introduced in the main text.

- Footnotes can be used to provide additional
information, which may include a quotation of a reference
in the reference list. It should not consist of just one
reference and never include bibliographic details of a
reference. It should also not contain any figures or tables.

- When referring to a drug, product, hardware, or
software program, product information, including the
name of the product, the manufacturer of the product, and
the city of the company (including the state in the USA)
and country, should be specified in parentheses.

- The limitations of the original articles should be
declared in the Discussion section before the conclusion
paragraph.

- There should be no information that could indicate
a person or organization to ensure a blind assessment
process.

- Tables and figures should be numbered with
parentheses in the text.

The main text should contain the following sections
in order:

Abstract

Original articles and review articles should be a
maximum of 300 words and structured (Objective,
Methods, Results, Conclusion). Case reports should
have a maximum of 200 words and be unstructured. If
the article is sent from Turkey, Turkish abstract should
be sent (Amag, Geregler ve Yontemler, Bulgular, Sonug).

Keywords

4 to 6 keywords, can be used for indexing purposes
should be provided. Keywords should be selected from
Medical Subject Headings (MeSH) databases prepared
by the National Library of Medicine (NLM).

What is Medical Subject Headings (MeSH)? http://
www.nlm.nih.gov/mesh/MBrowser.html is a wide range
of medical-biological terms list used for the classification
of articles in main international article search directories
and databases, aimed to standardize medical-biological
terminology and updated continuously, from which
keywords of English articles can be chosen.

Grand Journal of Urology



Author Instructions

Manuscript

Original Article: It is the most crucial article type
since it provides new data based on original research.
The main text should be structured with the subtitles
of Introduction, Materials and Methods, Results,
Discussion, and Conclusion.

Statistical analysis is often required to support the
results. It should be done according to international
statistical reporting standards. Information on statistical
analysis should be given under a separate subtitle under
the Material and Methods section, and the statistical
methods applied during the process should be specified.

Editorial Comment: It aims to present a brief critical
comment on the research article published in the journal
by experts or highly reputable reviewers. The authors
are selected and invited by the journal to provide such
comments. It does not include abstract, keyword, table,
figure, image, and other media elements.

Review Article: Reviews prepared by authors with
excellent knowledge in a particular field and a high
scientific background are welcomed. The journal can
also invite these authors. Reviews should describe,
discuss, and evaluate the current knowledge level of
one subject in clinical practice and guide prospective
studies. The main text should be structured with the
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Abstract

Objective: Radical cystoprostatectomy is the most important treatment option in local control and standard surgical treatment in muscle-invasive bladder
cancer, and also has serious complications that occur during the postoperative period. We have aimed to evaluate postoperative bowel complications with
peritoneal closure-assisted ileal conduit extraperitonealization technique.

Materials and Methods: The data of 98 patients who underwent radical cystectomy and ileal conduit urinary diversion with the diagnosis of non-metastatic
bladder cancer between 2015 and 2023 were retrospectively screened. The groups of patients who underwent extra-peritonealization of the ileal conduit with
radical cystectomy and traditional radical cystectomy were evaluated comparatively in terms of perioperative outcomes and postoperative complications.
Results: Forty-five patients who underwent cystectomy with ileal conduit extraperitonealization technique and 53 patients who underwent ileal loop diversion
with traditional cystectomy were evaluated comparatively. There was no statistically significant difference between the two groups in terms of demographic
characteristics and duration of surgery. In the group that underwent cystectomy with extraperitonealization of the ileal conduit technique, the return of the
normal gas pattern and the dwell time of the nasocracymic tube were statistically significantly shorter than the group that did not (p=0.017, p=0.023). The
average length of hospital stay was 7.2 days in the extra-peritonealization group and 14.1 days in the group that did not undergo extraperitonealization, and this
period was significantly shorter in the extraperitonealized group (p=0.013). There were no complications requiring reoperation in the extraperitonealized group.
Conclusion: Inradical cystectomy and ileal loop cutaneous urinary diversion, extraperitonizing the ileal segment reduces postoperative intestinal complications.
Keywords: bladder cancer, cystectomy, ileal loop, extraperitonealization

Ozet

Amag: Radikal sistektomi ve iiriner diversiyon kas invaziv mesane kanseri i¢in standart tedavi ve ayni zamanda ciddi komplikasyon potansiyeli olan major
cerrahidir. Peritoneal kapama yardimli ileal loop ekstraperitonealizasyon teknigi ile yapilan cerrahi sonrasi barsak komplikasyonlarinin degerlendirilmesi
amaglanmigtir.

Gerecler ve Yontemler: 2015- 2023 yillar1 arasinda metastatik olmayan mesane kanseri tanisi ile radikal sistektomi ve ileal loop tiriner diversiyon operasyonu
yapilan 98 hastanin demografik ve perioperatif verileri retrospektif olarak incelendi. Radikal sistektomi ile es seansh Ileal loop ekstraperitonealizasyon
yapilan ve geleneksel radikal sistektomi yapilan hasta gruplari, perioperatif sonuglar ve komplikasyonlar agisindan karsilastirmali degerlendirildi.

Bulgular: leal loop ekstraperitonealizasyon teknigi ile sistektomi yapilan toplam 45 hasta ve geleneksel sistektomi yapilan 53 hasta karsilastirildi. Demografik
ozellikler ve ameliyat siireleri acisindan, iki grup arasinda istatistiksel anlamli farklilik gériilmedi. Tleal loop ekstraperitonealizasyon teknigi ile sistektomi
uygulanan grupta, normal gaz paterninin geri doniisii ve nazogastrik tiipiin kalis siiresi geleneksel sistektomi yapilan gruba gore istatistiksel anlamli kisaydi
(p=0.017, p=0.023). Ekstraperitonealizasyon yapilan grubun ortalama hastanede yatis siiresi 7,2 giin, yapilmayan grupta ise 14,1 giin olarak saptandi ve
ekstraperitonealizasyon yapilan grupta bu siire istatistiksel anlamli kisaydi (p=0,013). Ekstraperitonealizasyon yapilan grupta tekrar operasyon gerektirecek
bir komplikasyon goriilmedi.

Sonug: Radikal sistektomi ve ileal loop kutandz diversiyonda, ileal segmentin ekstraperitonize edilmesi, postoperatif barsakla ilgili komplikasyonlari
azaltmaya yardimci olur.

Anahtar kelimeler: mesane kanseri, sistektomi, ileal loop, ekstraperitonealizasyon

ORCID ID: B. Eren 0000-0002-1585-2578
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Introduction

Radical cystoprostatectomy is the most important treatment
option in local control and standard surgical treatment of
muscle-invasive bladder cancer [1]. In addition, radical
cystoprostatectomy and urinary diversion have serious
complications that occur during the postoperative period [2-4].
Intestinal complications including bowel obstruction is associated
with serious mortality rates, and requires reoperation. Intestinal
obstruction that may require reoperation can be seen during the
early or late postoperative period [1,3].

Ten percent of the patients with urinary diversion performed
using the ileal loop or gastric segment suffer from postoperative
bowel obstruction that requires reoperation [5]. Mechanical ileus
requiring reexploration has been reported at an incidence rate of
10.5 percent [6]. Studies have been conducted to improve early
return of bowel functions with resultant decrease in bowel-related
complications [7]. In a Cochrane review, the effect of prokinetic
agents on intestinal complications was investigated. According
to the results of the study, some drugs shortened bowel passage
time by accelerating intestinal motility and also reduced the
length of hospital stay [8]. Reyblat et al. investigated patients who
developed neurogenic bladder after spinal cord injury and therefore
underwent extraperitoneal augmentation enterocystoplasty.
Compared to intraperitoneal surgery, bowel-related complications
had been less frequently seen in the patient group in which
extraperitoneal technique was applied [9].

Herein, we aimed to comparatively evaluate bowel
complications after radical cystectomy performed using
traditional cystectomy vs peritoneal closure-assisted ileal
conduit extraperitonealization technique.

Materials and Methods

Afyonkarahisar University of Health Sciences Clinical
Research Ethics Committee has approved the conduction of
this study with registration # 2023/153. The data of 98 patients
who underwent radical cystoprostatectomy and ileal loop

Table 1. Demographic features

urinary diversion surgery with the diagnosis of non-metastatic
muscle-invasive bladder cancer between 2015 and 2023 were
retrospectively analyzed. Patients were allocated to ileal conduit
extraperitonealization (n=45) and traditional cystectomy and
ileal loop diversion (n=53) groups. Groups were compared
in terms of age, tumor characteristics, American Society of
Anesthesiologists (ASA) score, body mass index (BMI).
Patients with a history of abdominal surgery, radiotherapy with
the indication of pelvic organ cancer, and inflammatory bowel
disease were excluded from the study.

In our study, the duration of surgery, the amount of blood
loss, blood transfusion rates and postoperative complications
were evaluated. Postoperative surgical complications and
adverse events of both groups were defined using the Clavien-
Dindo complication classification.

Surgical Technique

The peritoneal layer was incised up to the level of the
common iliac artery before the dissection of lymph nodes.
After the distal cutaneous and proximal ureteral anastomoses
of the ileal loop segment were performed, the peritoneal layer
was closed over and sutured to the ileal segment to achieve
extraperitonealization.

Statistical Analysis

Data analysis was performed using IBM SPSS Statistics ver.
25 (IBM Corporation, Armonk, NY, US) software package. The
normality of the distribution of continuous variables and the
assumption of homogeneity of variances were examined using
the Shapiro-Wilk test and Levene’s test, respectively. Descriptive
statistics were presented as mean =+ standard deviation or median
(minimum-maximum) for continuous variables, and as the
number of cases and percent values for categorical variables.
Following goodness-of-fit tests, the statistical significance of
intergroup differences in terms of continuous variables that
did and did not comply with parametric test assumptions were
evaluated by chi-square and Student’s t-test vs Mann-Whitney
U test, respectively.

Characteristics Ileal loop extraperitonealized group Group without extraperitonealization P value
N 45 53
Age (Mean) 64,6+5,9 65,4+4,1 0,760
Gender

Female (%) 9 (20%) 11 (20,7%)

Male (%) 36 (80%) 42 (79,3%)
BMI (kg/m?) 24,6+3,6 25,2428 0,166
Average ASA score 23 2,6 0,276
Preoperative pathological
tumor stage
T1 12 15
T2 33 38
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Table 2. Perioperative outcomes

Variables Ileal loop extraperitonealized Group without P value
group (n=45) extraperitonealization (n=53)
Operation duration 216 £25,2 223+18,9 0,183
Calculated blood loss 290+146,7 314+123,9 0,426
Complication 4 16
Clavien-Dindo
Classification
1 3 (surgical site infection) 4 (surgical site infection)
2 1 (paralytic ileus) 7 (ileus)
3 5 (mechanical obstruction and
reoperation)
Bowel-related
complications
Time to normal diet 4.2+0,9 8.742.1 0,010
(days)
Nasogastric tube removal 1340.7 52416 0,023
(days)
Time to normal stool
+ +
discharge (days) 2,641 6,5+2,5 0,017
Length of hospital stay 72415 14,1423 0,013
(days)
Results Discussion
Patients = who  had  undergone ileal conduit Radical cystoprostatectomy has serious postoperative
extraperitonealization technique (n:45) or traditional morbidity rates ranging between 20 and 64% [10-13]. Prolonged

cystectomy and ileal loop diversion (n:53) were compared.
Detailed demographic data of both groups are available in
Table 1. Age, gender, BMI, ASA score or tumor characteristics
were statistically comparable between both groups.

Both cohorts were statistically similar in terms of operation
times. (216 minutes for extraperitonealization vs. 223 minutes
for non-extraperitonealization group) (Table 2). Estimated
blood loss and transfusion rates were similar between both
cohorts. Postoperative bowel-related complications were
observed in 7 patients in the traditional cystectomy group,
and 5 patients in the group that underwent reoperation due
to mechanical ileus. Extraperitonealization was associated
with paralytic ileus in only one patient, and no complications
requiring reoperation were observed. In the ileal conduit
extraperitonealization group, the transition to normal diet was
earlier than in the traditional cystectomy group. Along with
gas and fecal discharge, the time to normal bowel motility was
also shorter in the non-extraperitonealization group (2.6 vs. 6.5
days, p=0.017). No delay in transition to oral diet or abdominal
pain was observed in the group of patients who underwent
extraperitonealization. The dwell time of nasogastric tube
was significantly shorter in the extraperitonealization group
(p=0.023), and the average length of hospital stay for the
extraperitonealized group was 7.2 days, significantly shorter
than the non-extraperitonealization group.
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ileus and mechanical ileus, which are among the problematic
postoperative and treatment resistant bowel complications seen
in 20-30% of patients, [14,15]. Studies have been carried out by
general surgeons to reduce the morbidity rates that develop as a
result of intestinal complications.

In the metanalysis of postoperative ileus, Noble et al.,
demonstrated that gum chewing had reduced the duration of
postoperative ileus [7]. Traut et al. found that prokinetic agents
reduced rates of prolonged ileus and thus the length of hospital
stay [8].

An extraperitoneal technique was described by Reyblat et
al., to reduce bowel-related complications during augmentation
enterocytoplasty and this technique has been shown to facilitate
early postoperative recovery [9]. The results of this study
suggested that postoperative intestinal obstruction rates could
be reduced by restructuring the pelvic floor. After removal of
the bladder during radical cystectomy, a cavity is formed in
the pelvis. The sigmoid colon and omentum cannot adequately
fill this gap. In the empty space formed in the pelvis, the small
intestine segments are compressed and cause obstruction.
Preservation of the peritoneal structure can prevent the segments
of the small intestine from being pinched in this area, reducing
the likelihood of mechanical ileus requiring re-exploratory
abdominal surgery.

Mandhani et al. reported shorter hospital stays, earlier
recovery, and fewer bowel-related complications in a series of
radical cystectomies performed using the technique involving

www.grandjournalofurology.com
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extraperitonealization of the orthotopic neobladder [16].

Dong So Park et al. described a technique in which the
neobladder is extraperitonealized during radical cystectomy
and orthotopic diversion. They also found that bowel-related
complications were reduced using this peritoneal membrane
preservation technique. They suggested that this technique is a
feasible approach in selected patients and significantly reduces
bowel-related complications [17].

Unlike the studies in the literature, our study investigated
the effect of extraperitonealization of the ileal conduit on
complication rates in patients undergoing cystoprostatectomy
and ileal conduit urinary diversion. When the results of our study
were examined, it was determined that the improvement in early
bowel function was faster in radical cystectomies performed by
extraperitonealizing the ileal loop segment compared to patients
who did not undergo extraperitonealization. Refraining from the
complication of mechanical ileus in the group of patients with
extraperitonealized ileal loop conveys critical importance in
terms of avoiding the indication of reoperation due to mechanical
bowel obstruction.

Conclusion

Although radical cystectomy and urinary diversion are the
most important treatment options in non-metastatic muscle-
invasive bladder cancer, it carries the potential risk for serious
postoperative bowel complications. Postoperative bowel
complications are reduced in patients in whom the ileal segment
is extraperitonized simultaneously with radical cystectomy and
ileal loop cutaneous urinary diversion.
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Abstract

Objective: The aim of this study is to compare two patient groups diagnosed with Fournier’s Gangrene (FG) and treated with negative pressure wound therapy
(NPWT) and conventional wound dressing (CWD) methods.

Materials and Methods: 64 patients with FG, who were followed up and treated at the Urology clinic of University Hospital between January 2011 and July
2020, were included in the study. Patients were divided into two groups: While group 1 received CWD treatment, group 2 received NPWT. Demographic
characteristics, etiology, length of stay, number of debridements, additional surgeries, Fournier Gangrene Severity Index (FGSI) scores, analgesic needs, area
of necrosis and amount of involvement of the patients were retrospectively analyzed.

Results: 37 patients in Group 1 and 27 patients in Group 2 were included in the study. All patients were male. The mean hospital stay was 17.9 + 1.8 days in
Group 1, while it was 12.7 + 1.1 days in Group 2 (p:0.91). The mean debridement numbers in Group 1 and Group 2 were 7.1 + 0.8 and 3.7 + 0.3, respectively
(p:0.004). The mean number of daily analgesic use in Group 1 and Group 2 was 2.4 + 0.12 and 1.44 + 0.08, respectively (p<0.001). The mean area of necrosis
was 124 + 11.3 cm? and 147 + 18.1 cm?, respectively (p:0.614). In Group 1 and Group 2, 4 and 2 patients died, respectively (p:1.00).

Conclusion: NPWT reduced the treatment burden of this disease by reducing the number of debridements and analgesic use. However, NPWT did not reduce
the length of hospital stay.

Keywords: debridements, Fournier’s gangrene, negative pressure wound therapy, analgesics, FGSI

Ozet

Amag: Bu ¢aligmanin amaci, Fournier Gangreni (FG) tanisi alan ve negatif basingli yara tedavisi (NBYT) ile konvansiyonel pansuman yontemleri (KPY) ile
tedavi edilen iki hasta grubunukarsilastirmaktir.

Geregler ve Yéntemler: Ocak 2011-Temmuz 2020 tarihleri arasinda Universite Hastanesi Uroloji kliniginde takip ve tedavi edilen Fournier Gangreni tanili 64
hasta ¢alismaya dahil edildi. Hastalar iki gruba ayrildi: Grup 1’e KYP tedavisi uygulanirken, Grup 2’ye NBY T uygulandi. Hastalarin demografik ozellikleri,
etiyolojisi, yatis stiresi, debridman sayilari, ek ameliyat say1s1, Fournier Gangreni Siddet indeksi (FGSI) skorlar1, analjezik ihtiyaci, nekroz alani ve tutulum
miktar retrospektif olarak incelendi.

Bulgular: Grup 1°de 37, Grup 2’de ise 27 hasta ¢alismaya dahil edildi. Hastalarin tamami erkekti. Ortalama hastanede kalig siiresi Grup 1’de 17,9 + 1,8
gun iken Grup 2’de 12,7 + 1,1 giindii (p:0,91). Grup 1 ve Grup 2’deki ortalama debridman sayilari sirastyla 7,1 + 0,8 ve 3,7 £ 0,3 idi (p:0,004). Grup 1 ve
Grup 2’de ortalama giinliik analjezik kullanim say1st sirastyla 2,4 + 0,12 ve 1,44 + 0,08 idi (p<0,001). Ortalama nekroz alani sirastyla 124 £ 11,3 cm? ve 147 +
18,1 cm? idi (p:0,614). Grup 1 ve Grup 2’de sirastyla 4 ve 2 hasta 6ldi (p:1.00).

Sonug: NBYT debridman sayisini ve analjezik kullanimini azaltarak bu hastaligin tedavi yiikiinii azaltti. Ancak NBYT hastanede kalis siiresini kisaltmadi.

Anahtar kelimeler: debridman, Fournier gangreni, negatif basingli yara tedavisi, analjezikler, FGSI

ORCID ID: M. Daggiilli 0000-0002-7855-0032

© Copyright 2024 by GJU. E2E Comparison of negative pressure wound therapy and conventional dressing of Fournier’s gangrene by Mehmet Aktas is licensed under a Creative Commons Attribution-
NonCommercial 4.0 International License which permits unrestricted non-commercial re-use, distribution, and reproduction in any medium, provided the original work is properly cited.

40 www.grandjournalofurology.com


https://www.grandjournalofurology.com/
mailto:drmaktas24@gmail.com
https://creativecommons.org/licenses/by-nc/4.0/
https://creativecommons.org/licenses/by-nc/4.0/
https://creativecommons.org/licenses/by-nc/4.0/
https://orcid.org/0000-0002-5467-3476

Aktas M, Daggiilli M. Comparative Treatment of Fournier’s Gangrene

Figure 3. Vacuum device placement after

Figure 1. Scrotal swelling, necrosis and

erythema in a patient with Fournier’s debridements surgery
Gangrene
Introduction Early debridement of necrotic and dead tissue is a critical
step in controlling the infection. Debridement of all dead tissues
Fournier’s gangrene (FG) was described in 1883 by the in the first operation is considered the most important factor in
French venerologist Jean Alfred Fournier. In his series with 5 the patient’s survival [8]. Extensive debridement and ventilation
patients, he defined this disease as idiopathic fulminant gangrene of living tissues by opening windows are recommended.
involving the scrotum and penis [1]. FG usually begins with Close monitoring of the wound and repeated debridements are
perianal or perineal pain. Scrotal swelling, local erythema of necessary to control infection [9].
the skin and pain are the common symptoms. Also, hyperemia, While FG can also be treated with classical dressing, vacuum-
pruritus, fever, nonspecific abdominal pain are other common assisted closure (VAC) therapy has become popular in recent
symptoms. Cellulitis-like lesions in the early period complexify years [10]. VAC method accelerates wound healing by reducing
the diagnosis of the disease and cause it to be missed. edema and increasing blood flow. VAC system increases
FG mostly develops in patients with comorbidities; however, angiogenesis and improves tissue nutrition and formation. The
it can also occur in patients without comorbidities. Hypertension, main mechanism of the device is that VAC system drains dirty
obesity (BMI>30 kg/m2), congestive heart failure, tobacco liquid and stagnant debris [6].
use, immunosuppressive conditions (such as acquired immun In this study, the effect of VAC therapy for the treatment of
deficiency syndrome [AIDS]), peripheral vascular diseases and FG and the factors affecting this disease tried to be shown.
alcoholism have been found to be associated with an increased
risk in FG [2]. Diseases and risk factors in the etiology for FG help Materials and Methods
inoculation of microorganisms by damaging the immune system.
Polymicrobial agents, as in many necrotizing soft tissue infections, Ethical approval for this study was obtained from Dicle
cause FG. Microorganisms normally found in the perineum and University Medical Faculty Ethics Committee (Approval
genital area cause infection after a suitable environment is created. Number: 318, date: 03.09.2020). 64 FG patients who were
The cornerstones of FG treatment are immediate debridement of followed up and treated between January 2011 and July 2020 in
all necrotic tissues, initiation of broad-spectrum antibiotics, and the Urology clinic of the University Hospital were included in
patient stabilization with hemodynamic resuscitation [3]. FG is the study. CWD was applied to 37 patients in Group 1 and NPWT
accepted as one of the urological emergencies because the rate of was applied to 27 patients in Group 2. Informed consent was
spread of facial necrosis can be 2-3 cm/hour. In addition, the fact taken from all patients. All patients included in the study were
that up to 21% of patients present with hypotension and septic male. FG was diagnosed with pain, edema, purulent discharge,
shock increase the importance of patient stabilization before necrosis and crepitation on palpation in physical examination
emergency surgery [4]. after anamnesis was taken from the patient (Figure 1) (scrotal
Broad-spectrum antibiotherapy should be started empirically swelling, necrosis and erythema in a patient with FG). As soon
as soon as FG is diagnosed, and then revised according to culture as diagnosis was made, fluid resuscitation and antibiotherapy
results [5]. Initial antibiotherapy should target common bacteria were started. The patient was then taken to emergency operation;
such as staphylococcus and streptococcal species, gram-negative and the first debridement was performed, which was performed
bacteria, clostridium, bacteroides and pseudomonas [6]. In to necrotic tissues until vital and normal bleeding tissues were
patients with a history of fungal infection or inimmunosuppressed seen (Figure 2) (vital tissues after surgical debridement).
patients, antifungals such as amphotericin B or fluoroguinolones Depending on the vitality, the testicles were either preserved
should be added to the treatment, considering fungal infection or orchiectomy was performed. Foley catheter was inserted
as the causative agent [7]. However, due to poorvascularization to all patients. In patients with penile or urethra involvement,
in fascial tissues, surgical intervention is key for an effective urinary diversion was performed by inserting a cystostomy
antibiotic therapy. catheter. A colostomy was performed in patients in whom the

anal sphincter was involved or stool contamination could occur
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Table 1. Number of patients and comorbidities by groups

Characteristics Total Group 1 Group 2 P value
Number of patients 64 37 27
Age 52+2.1 535126 50.2+34 434
Diabetes mellitus 23 (35.9%) 13 (35.1%) 10 (37%) .876
Cardiac problems 7 (10.9%) 4 (10.8%) 3(11.1%) 1.00
Malignity 10 (15.6%) 3(8.1%) 7 (25.9%) .81
Chronic obstructive pulmonary disease 3 (4.7%) 2 (5.4%) 1 (3.7%) 1.00
Infection after surgery 4 (6.3%) 1 (2.7%) 3(11.1%) .302
Chronic kidney disease 5 (7.8%) 2 (5.4%) 3(11.1%) .642
Wegener Granulomatosis 1 (1.6%) 1 (2.7%) 0 1.00
Paraplegia 1 (1.6%) 1 (2.7%) 0 1.00
Table 2. Distribution of patients by etiology
Origin Total (n=64) Group 1 (n=37) Group 2 (n=27) P value
Urogenital 37 (57.8%) 21 (56.8%) 16 (59.3%) .841
Anorectal 16 (25%) 7 (18.9%) 9 (33.3%) .188
Skin infection 4 (6.3%) 3 (8.7%) 1 (3.7%) .632
Idiopathic 7 (10.9%) 6 (16.2%) 1 (3.7%) 223

in the debrided area. A fecal management set was applied to the
patients who did not undergo colostomy procedure, and who
were thought to have stool contamination. In Group 1, mesh
dressing prepared with rifamycin SV (sodium salt hydrate); and
nitrofurazone pomade was applied 2 or 3 times per day. Epidural
anesthesia or narcotic analgesics were used during the dressing.
Before starting the dressing, the wound site was washed with
hydrogen peroxide and isotonic. Debridement was performed
in the operating room under spinal anesthesia, once every 2
or 3 days, depending on the degree of necrosis. Debridement
was performed more frequently in cases where the degree of
necrosis increased. In Group 2, the VAC device was applied in a
sealed way after the first debridements. The pressure value was
brought to the subatmospheric mean value of 100-125 mmHg
(Figure 3) (vacuum device placement after surgery). The VAC
system was renewed in the operating room every 2 or 3 days.
Tissues were irrigated with rifamycin SV (sodium salt hydrate)
before the VAC device was mounted. All VAC device changes
were performed in the operating room under spinal anesthesia.
Debridements were performed until viable granulation tissue
was seen in both group. The wound site was closed primarily
in patients with the wound lips reaching each other. In case of
extensive tissue loss after aggressive debridement, the plastic
surgery department was consulted for free flap transportation.
Patients who were planned for reconstruction were transferred
to the plastic surgery department. All patient’s age and
comorbidities, etiologies by origin, additional surgeries such as
orchiectomy, penectomy, colostomy and cystostomy, mortality
status, length of hospital stay, number of debridements, average
analgesic use, Fournier’s Gangrene Severity Index (FGSI)
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scores, area of necrosis involved, and amount of necrosis areas
in cm?were recorded.

Statistical Analysis

In the comparison of two independent groups, t test was
used to see if the results were in a normal distribution and Mann
Whitney U test was used to find out if it did not. Chi-square
or fisher’s exact tests were used for the analysis of qualitative
data. Quantitative data was expressed as mean + std values in
the tables. Categorical data were written as n (frequency) and
percentages (%). The data was analyzed at 95% confidence level
and the P value was considered significant when it was less then
0.05.

Results

All patients included in the study were male and their mean
age was 53.5+ 2.6 ingroup 1 and 50.2 + 3.4 in group 2 (p>0.05).
Diabetes mellitus was the most common comorbid disease in
both groups (Table 1).

FG is basically divided into 3 groups according to its
etiology. The group of patients whose etiology cannot be found
is called idiopathic. In our study, in group 1, 21 (56.8%) patients
had urogenital origin, 7 (18.8%) patients had anorectal origin, 3
(8.7%) patients had skin infection and 6 (16.2%) patients were
idiopathic. In group 2, 16 (59.3%) patients had urogenital origin,
9 (33.3%) patients had anorectal origin, 1 (3.7%) patient had
skin infection and 1 (3.7%) patient was idiopathic. There was
no statistical difference between the groups according to their
etiology (p>0.05) (Table 2).
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Table 3. Patient characteristics and additional surgeries

Characteristics Total Group 1 Group 2 P value
Number of patients 64 37 27

Mean hospitalization 15.7+1.2 179+18 127+1.1 91
Mean debridements number 5.7+05 7.1+0.8 3.7+0.3 .004
Mean daily analgesic use 2+0.1 24+0.12 1.44 +£0.08 <.001
Area of necrosis(cm?) 134+ 10 124 +11.3 147 +18.1 .614
Number of orchiectomy 16 (25%) 8 (21.6%) 8 (29.6%) 465
Number of colostomy 9 (14.1%) 4 (10.8%) 5 (18.5%) 475
Number of cystostomy 2 (3.1%) 0 2 (7.4%) 174
Number of penectomy 1 (1.6%) 1 (2.7%) 0 1
Type of wound closure

Primary 30 (51.7%) 14 (42.4%) 16 (64%)

Reconstructive 28 (48.3%) 19 (57.6%) 9 (36%) 103
FGSI 43+04 46+05 3.8+0.6 227
Mortality 6 (9.4%) 4 (10.8%) 2 (7.4%) 1

Table 4. Distribution according to the areas of necrosis involved

Area of necrosis involved Group 1 (n=37) Group 2 (n=27) P value
Scrotum 37 (100%) 27 (100%) 1.00
Inguinal 17 (45.9%) 13 (48.1%) .862
Perineum 20 (54.1%) 13 (48.1%) .641
Abdomen 3(8.1%) 4 (14.8%) 443

Penis 2 (5.4%) 4 (14.8%) 231

Thigh 2 (5.4%) 5 (18.5%) 122

Table 5. Mortality and FGSI scores

Variables Survivor (n=58) Nonsurvivor (n=6) P value
FGSI (mean + SD) 3.4+03 125+1 <0.001

The mean hospital stay was 17.9 + 1.8 and 12.7 + 1.1 days,
for group 1 and group 2, respectively (p:0.91). The mean
debridement numbers were 7.1 + 0.8 and 3.7 + 0.3, respectively
(p:0.004). The mean number of daily analgesic use was 2.4 +
0.12 and 1.44 + 0.08, respectively (p<0.001). The mean area of
necrosis was 124 + 11.3 cm?and 147 + 18.1 cm?, respectively
(p:0.614). In group 1, orchiectomy was performed on 8
patients, 3 patients bilaterally and 5 patients unilaterally. In
Group 2, a total of 8 patients underwent unilateral orchiectomy
(p: 0.465). In addition, colostomy was performed on 4 patients
in group 1, penectomy on 1 patient, colostomy on 5 patients in
group 2, and cystostomy on 2 patients (p> 0.05). The wounds
of 14 patients in group 1 and 16 patients in group 2 were
closed primarily. The wounds of 19 patients from group 1 and
9 patients from group 2 were closed after reconstruction by the
plastic surgery department (p:0.103). The mean FGSI scores
in group 1 and 2 were 4.6 £ 0.5 and 3.8 £ 0.6, respectively

43

(p:0.227). Ingroup 1 and 2, 4 and 2 patients died, respectively
(p:1.00) (Table 3).

All patients included in the study had scrotal involvement.
Inguinal region involvement was 17 (45.9%) and 13 (48.1%)
in group 1 and 2, respectively (p:0.862). Perineal involvement
was 20 (54.1%) and 13 (48.1%) in group 1 and 2, respectively
(p:0.641). Abdominal spread was 3 (8.1%) and 4 (14.8%) in
group 1 and 2, respectively (p:0.443). Penile involvement was
2 (5.4%) and 4 (14.8%) in group 1 and 2, respectively. In group
1 and 2, spread to the thigh region was 2 (5.4%) and 5 (18.5%),
respectively (Table 4).

A total of 6 patients who participated in the study are
deceased. The mean FGSI score of the surviving patients, whom
we mentioned in Table 5 as survivor, was 3.4 + 0.3. The mean
FGSI score of the patients who deceased, whom we defined as
non-survivors, was 12.5 £ 1. A statistical difference was found
between them (p<0.001) (Table 5).
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Discussion

Despite all advances and early interventions in the medical
world, FG is still a disease with high mortality. FG mortality rates
range from 3% to 45%. In Eke et al.’s 1726 disease series, this
rate was found to be 16%. In our study, this rate was found to be
9.3%. Severe sepsis, coagulopathy, acute renal failure, diabetic
ketoacidosis, and multiple organ failure were the causes of death.
Less than 14 of FG cases are currently considered idiopathic.
The most common causes are known as gastrointestinal tract
with 30-50%, genitourinary tract with 20-40% and cutaneous
causes with 20% [11]. In our study, urogenital causes were
57.8%, anorectal causes 25% and cutaneous causes 6.3% in
etiology. The rate of idiopathic patients was 10.9%. In our study,
the majority of patients with urogenital causes was due to the
fact that we are a urology clinic.

NPWT was described by Argenta and Morykwas in 1997 [8].
Then it was used for the first time in FG treatment by Weinfeld
et al [12]. This technique transforms an open wound into a
temporarily closed and controllable environment. In laboratory
and clinical studies, it has been shown that the use of a VAC
device increases blood flow and creates a suitable environment
for wound healing [13]. There are different opinions about
whether NPWT shortens the hospitalization time in patients
with FG. In their study, Assenza et al., reported that NPWT
treatment shortens the hospitalization time and leads to an early
reconstructive surgery [14]. In a study by Czymek et al., it was
found that NPWT prolongs the length of stay compared to the
CWD method [15]. However, in the study of Yanaral et al., no
difference was found between CWD and NPWT applied groups
in terms of hospitalization length [16].

In our study, there was a decrease in the number of
debridements and daily average analgesic use in NPWT applied
group compared to CWD group. With a decrease in the use of
analgesics, the number of complications associated with the
use of these drugs also decreased. The scarcity of analgesic use
indicates that patients comfort has increased and their pain has
also decreased. In addition, this comfort causes NPWT to be
preferred not only by patients but also by physicians. As the
number of debridements decreases, the physician spends less
time and the patients complain less about pain. These factors are
some of the reasons why most physicians prefer NPWT. In a study
conducted by Ozturk et al., it was shown that 92% of physicians
prefer NPWT in the treatment and management of FG [17]. Itis
seen that the high mortality rate has decreased with improvement
in health services, better definition of the treatment algorithm of
the disease and technological advances. In our study, mortality
rates were 10.8% with 4 patients and 7.4% with 2 patients in
CWD group and NPWT group, respectively. The total number
of patients, who deceased, is 6 and this rate is 9.4%. Considering
that FG disease progresses with high mortality, our result was
lower than the literature [18]. We attribute this to the fact that
our hospital is centrally located therefore easily accessible, and
that we work with a serious team approach, which does not
delay the urgent surgery of these patients.

Urinary and fecal diversion are essential in the management
of FG disease. For FG, which often involves the scrotum and
perineum, contamination of the wound with urine or feces will
delay wound healing. Urethral catheterization and cystostomy
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catheter are among the options for urinary diversion. Although it
has been stated by a small number of researchers that cystostomy
can be applied to all patients, and urethral catheterization is often
sufficient [19]. In Ghnnam’s series of 74 patients published in
2008, all patients except one with urethral injury received a
urethral catheter and it was sufficient for urinary diversion [20].
In our series of 64 patients, a single cystostomy catheter was
applied to 2 patients, which is compatible with the literature.
Although cystostomy catheter application is a minimally
invasive procedure, it is still a surgical procedure that may have
complications. In our opinion, a cystostomy catheter is not
required for all patients; a cystostomy catheter is required only
in cases of necrosis involving the penis and urethra. The issue
of fecal diversion is controversial in the treatment management
of FG. Some researchers recommend routine fecal diversion
to reduce wound contamination and speed healing [21].
Diversion colostomy is recommended in cases of anal sphincter
involvement, in order to eliminate fecal incontinence and fecal
contamination risk of the wound. In the study conducted by Chen
et al., it was shown that primary diversion colostomy reduces
the risk of mortality compared to secondary colostomy [22].
However, this issue raises doubts because it is not correlated with
the place where the disease first reached. In a retrospective study
by Korkut et al., the mortality rate was 7% in the group that did
not require a stoma, while it was 38% in the group that required
a stoma [23]. In another study by Kizilay et al., the necessity of
peroperative colostomy was reported as a risk factor that increases
mortality in multivariate analysis. In this research article, it is
stated that colostomy application is a result rather than a cause
in showing mortality, and that this alone is an important factor
showing the prevalence and severity of the disease [24]. As an
alternative to diversion colostomy, a fecal management system
has been described. This method protects the wound from fecal
contamination, such as a colostomy [25]. In the study conducted
by Estrada et al., it was stated that the fecal management system
is an effective method for fecal diversion and is an alternative
to colostomy [26]. With this device, stoma-related complications
are eliminated, it also provides better psychological recovery for
the patient and is more economical. Fecal management system
contraindications; rectal neoplasm, penetrating rectal injuries and
fistulas. In our study, protective colostomy was performed on a
total of 9 patients, 4 patients in CWD group and 5 patients in
NPWT group. Fecal management system was applied to patients
with extensive perineal involvement. Acolostomy was performed
in 2 of the 6 patients who deceased.

Although it is stated that the blood supply of the testicles
originates fromthe retroperitoneumand therefore will be preserved
in FG, it is a known fact that it goes to necrosis, especially in late
cases. In a study by Morua et al., orchiectomy was performed in
18% of patients [27]. In our study, orchiectomy was performed
on a total of 16 patients (25%), 3 of whom were bilateral. In our
study, we attribute this high rate to the higher rate of urogenital
causes in etiology. Bilateral orchiectomy and penectomy were
performed on a patient diagnosed with prostate cancer in CWD
group. Thisisthe only patient for whom we performed penectomy.
Unfortunately, this patient died on the first postoperative day.

FGSI scoring system was developed in 1995 by Laor et al.
In this scoring, when the cut-off value is taken as 9, it is stated
that the mortality probability is 75% for the values above it, and
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probability of survival is 78% for the values below 9 [28]. In
a study by Corcoran et al., a statistically significant difference
was found between the average FGSI score of the living and the
average FGSI score of the deceased as 5.3 and 10.9, respectively
[29]. In a recent study by Kutsal et al., it was shown that NPWT
causes significant decrease in 1st week’s FGSI mean score.
But mortality assessment wasn’t evaluated in their study [30].
We evaluated FGSI scores during the first day of patients’
hospitalization. In our study, the higher score in FGSI was
correlated with the increased risk of mortality.

Another important issue concerning with NPWT is cost.
The seemingly expensive VAC device is at par with the CWD
method as it reduces the number of debridements and the need
for analgesics. It has been stated by some researchers in the
literature that NPWT is not more expensive yet even cheaper
than CWD method [31].

The shortcomings of our study are that it is retrospective, and
that no cost analysis was performed. Despite all its advantages,
NPWT should not be used in all cases such as malignant tissues,
exposed vessels, nerves, organs and anastomoses, untreated
osteomyelitis, non-enteric or unexplained fistulas. In addition,
it should not be used in cases with high bleeding risk and in
cases where infective tissues are not fully debrided [32]. It is
imperative to treat the right patient with the right indication to
avoid unnecessary complications.

Conclusion

FG, which was a feared disease in the past, has become a
manageable disease with the advances in medicine today. Early
diagnosis of the disease, immediate surgical intervention and
initiation of broad-spectrum antibiotics are critical. NPWT, which
has started to be used relatively recently in FG, is becoming an
integral part of the treatment as it both increases patientcomfort
and facilitates the work of physicians and healthcare team. NPWT
appears to be safe and effective in many ways. NPWT reduces the
number of debridements and analgesic use, but does not reduce
the length of hospital stay. Prospective, randomized studies with
larger groups are needed for a better understanding of NPWT.
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Abstract

Objective: To identify crucial factors influencing surgical success, specifically focusing on the role of differential renal function (DRF), in children with
ureteropelvic junction obstruction (UPJO) and glomerular filtration rates (GFR) at or below 15 ml/min.

Materials and Methods: Pyeloplasty results of 45 pediatric patients whose GFRs at or below 15 ml/min were analyzed retrospectively. Patients’ demographic
characteristics, anteroposterior diameters (APDs) of their renal pelvises, renal parenchymal thickness (PT), preoperative and postoperative DRFs and GFRs
were recorded. The effects of the renal pelvis APD/PT ratio, the ratio between renal pelvis APD, and ultrasonographically measured preoperative length of the
long axis of the kidney (LAK), and preoperative DRF values on the procedural success rates were evaluated.

Results: Twenty-nine patients met the inclusion criteria. The mean age of the patients was 48.79 (5-180) months. The mean preoperative GFR (13.44+1.52 ml/
min) and DRF (28.69%+9.32) values increased up to 23.354+10.52 ml/min and 35.71%=15.04 at postoperative 6th- and 24.35+10.8 ml/min and up to 35.27%+14.57
at postoperative 12th-months, respectively (p<0.001, p<0.001). A preoperative DRF greater than 18 % was identified as a factor affecting procedural success
of the surgery (p=0.006).

Conclusion: Contrary to what has been advocated in other studies, pyeloplasty should be preferred in patients with decreased renal functions having a GFR of
15 ml/min or lower, and DRF below cut-off value of 18 percent.

Keywords: pyeloplasty, ureteropelvic junction obstruction, poor renal function, differential renal function

Ozet

Amag: Ureteropelvik bileske obstriiksiyonu (UPJO) olan ve glomeriiler filtrasyon hizlart (GFR) 15 ml/dakika veya altinda olan gocuklarda, ozellikle
diferansiyel bobrek fonksiyonunun (DRF) roliine odaklanarak, cerrahi basariy1 etkileyen 6nemli faktorleri belirlemek.

Gerecler ve Yontemler: GFR 15 ml/dk altinda piyeloplasti uygulanan 45 gocuk hasta retrospektif olarak incelendi. Hastalarin demografik 6zellikleri, renal
pelvis on-arka ¢ap1 (APD), renal parankim kalinlig1 (PT), preoperatif ve postoperatif DRF ve GFR’leri kaydedildi. Renal pelvis APD/PT orani, renal pelvis
APD/US (ultrason bobrek uzun aksi) orani ve preoperatif DRF diizeylerinin islemin basarisi izerindeki etkileri degerlendirildi.

Bulgular: Yirmi dokuz hasta dahil edilme kriterlerini karsiladi. Ortalama yas 48.79 ay (5-180 ay) idi. Ortalama GFR ve DRF degerleri ameliyat oncesi donemde
13.44+1.52 ml/dk ve %28.69+9.32 iken ameliyat sonrasi 6. ayda sirasiyla 23.35+10.52 ml/dk ve %35.71+15.04’e ve ameliyat sonrasi 12. ayda 24.35+10.8 ml/dk
ve %35.27+14.57’ye yiikseldi (p<0.001, p<0.001).

Sonug: Ameliyat oncesi DRF’nin 18’den biiyiik olmasi ameliyat basarisini etkileyen bir faktor olarak belirlendi (p=0.006).

Anahtar kelimeler: piyeloplasti, iireteropelvik bileske darligs, diisiik renal fonksiyon, diferansiyel bobrek fonksiyonu
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Introduction

Ureteropelvic junction obstruction (UPJO) is a common
condition resulting in hydronephrosis in adult and pediatric
patients [1]. UPJO may cause urinary tract infections and pain
and to lead to a decline in renal functions. In the presence of
critically reduced renal function, use of particularly the
Anderson-Hynes pyeloplasty technique, is recommended as the
optimal treatment approach [2—4].

The progression of hydronephrosis in cases with delayed
diagnosis can lead to degeneration of the renal parenchyma.
While the optimal treatment approach for patients with
reduced renal function (10%-25%) is still a matter of debate,
nephrectomy may be recommended if adequate improvement
in renal functions with alternative treatmen methods can not be
achieved [5,6].

The magnitude of postoperative improvement in differential
renal function (DRF) is strictly correlated with the baseline
DREF, renal cortical thickness, anteroposterior diameter (APD)
of the renal pelvis, pelvis-to-cortex ratio, and calyx-to-
parenchyma ratio [7]. The present study evaluates the outcomes
of pyeloplasty and the factors [renal pelvis APD, parenchymal
thickness (PT), APD/PT, DRF] affecting surgical outcomes in
patients with a preoperative GFR of <15 ml/min.

Material and Methods

Study Participants

The study was approved by the Local Ethics Committee of
Gaziantep University (decision date and number: 2023/04). The
data of 45 pediatric patients who underwent pyeloplasty between
2015 and 2022 due to a GFR of <15 ml/min on technetium-99m
diethylenetriaminepentaacetic acid (Tc99m DTPA) scintigraphy,
secondary to UPJO, were retrospectively reviewed. The patients
whose one-year follow-up data were available were included
in the study. Patients who had undergone endopyelotomy,
pyeloplasty, renal surgery, nephrostomy, double-J stenting (DJ)
and those with secondary UPJO, vesicoureteral reflux, posterior
urethral valve, chronic renal failure, and bilateral UPJO were
excluded from the study.

Pyeloplasty procedures were decided upon based on the joint
decision of a Pediatric Urologist and a Pediatric Nephrologist.
The study included patients with a GFR of <15 ml/min on
follow-up as detected by Tc99m DTPA, more than 10% loss of
DRF (DRF<40%) as seen on Tc99m DMSA, hydronephrosis
with an APD of over 30 mm as identified by US, and signs of
obstruction with a peak clearance time (t1/2) lasting more than
20 min on Tc99m DTPA. Open pyeloplasty procedures were
performed by a single surgeon (Dr. HS) using the Anderson-
Hynes pyeloplasty technique as appropriate for patients meeting
all inclusion criteria. All patients received a DJ stent and drainage
catheter perioperatively. The drainage catheter was removed two
days later, and DJ stent at postoperative one month.

Outcomes and Follow-up

The patients’ age, laterality of UPJO, renal pelvis
APD, renal parenchymal thickness, and preoperative and
postoperative DRFs, and GFRs were recorded. In addition,
the patients were followed up with DMSA, DTPA, and US
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examinations performed at 6th and 12th months, and the effects
of preoperatively estimated ratios between the anteroposterior
diameter of the renal pelvis, and parenchymal thickness of the
kidney (PT), and between the APD of the renal pelvis and the
length of the long axis of the kidney, and DRF on outcomes
were analyzed. The grade of hydronephrosis was determined
using the staging system developed by the Society of Fetal
Urology (SFU).

The success of the pyeloplasty procedure was defined
as a t 2 less than 20 min after pyeloplasty, a regression in
hydronephrosis even if t /2 was not less than 20 min, and a lack
of change or increase in DRF.

Statistical Analysis

A Shapiro-Wilks test was used to examine whether ornot the data
were normally distributed. Continuous variables with and without
normal distribution were analyzed using a paired samples t-test,
and Wilcoxon test, respectively. Analysis of variance (ANOVA)
or Friedman test was used to analyze repeated measurements,
depending on the fitness of the variables to normal distribution.
The relationship between categorical variables was analyzed
with a chi-square test and Fisher’s Exact test, where appropriate,
depending on the fitness of the variables to a normal distribution.
Spearman rank correlation coefficients were used to assess the
relation between numerical variables with non-normal distribution.
A receiver operating characteristic (ROC) curve analysis was used
to identify the cut-off points for numerical variables. IBM SPSS
Statistics for Windows software (Version 22.0. Armonk, NY: IBM
Corp.) was used for the statistical analysis, and a p-value of less
than 0.05 was considered statistically significant.

Results

Among 45 pediatric patients, the data of 29 patients with
accessible records and who met the study inclusion criteria
were included in the analysis. Patients with a history of DJ stent
placement and nephrostomy (n:12), VUR (n:1), and missing
6th- and 12th-month follow-up data were excluded from the
study. The mean age of the patients was 48.79 (5—180) months.
The study population consisted of 16 (55.17%) male, and 13
(44.83%) female patients. The UPJO was located on the left side
in 17 (58.6%) and on the right side in 12 (41.37%) patients. While
13 (44.8%) patients had experienced a urinary tract infection at
least once in their life. Urinary tract infections were detected in
8 (42.1%) male and in 5 (38.4%) female patients. Three out of
five patients (27.25%) with a failed pyeloplasty had urinary tract
infection more than once. Preoperatively, 19 (66%) patients had
grade 3, and 10 (34%) had grade 4 hydronephrosis (Table 1).

The mean DRF values of the patients were 28.69%+9.32
(11-47) in the preoperative period, 35.71%+15.04 (5-55) at
the postoperative 6th and 35.27%+14.57 at postoperative 12th-
months (p=0.014, p=0.012, respectively). A significant increase
was noted in the postoperative DRF values compared to their
preoperative values (p=0.004) (Table 2). During the one-year
postoperative period, a decline in DRF values was experienced
by five (17.24%), and an increase by 22 patients (75.86%), while
DREF values did not change in two (6.8%) patients.

Similarly, the mean GFR was 13.44+1.52 ml/min in the
preoperative period and increased up to 23.35+£10.52 ml/min at
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postoperative 6th and up to 24.35+10.8 ml/min at postoperative
12th-months (p=0.05 and p<0.001, respectively), while any
significant difference was not detected between postoperative
6th and 12th months in terms of GFR values (p=0.974).
Furthermore, the mean preoperative renal parenchymal thickness
(PT) was 4.86+0.23 mm and increased up to 7.66+£0.33 mm
at postoperative 6th and up to 10+0.34 mm at postoperative
12th months (p<0.001, p<0.001, respectively) There was also
significant difference between postoperative 6th and 12th
months in terms of PT values (p=0.008) (Table 2).
Preopertively 19 (65.51%) patients had grade 3, and 10
(35.49%) patients had grade 4 hydronephrosis. In addition, the
degree of hydronephrosis decreased at the 6th and 12th-month
control visits performed after pyeloplasty (p<0.001) (Table 2).
All patients in the failed pyeloplasty group were asymptomatic
and required no additional intervention throughout the follow-up.
In the analysis of the factors affecting the success of the
pyeloplasty procedures, the cut-off value for the renal pelvis
APD/PT ratio was calculated as 5.5 with a sensitivity of 8§7.5%
and a specificity of 80%, and the cut-off value for the ratio
between APD of the renal pelvis and the length of the long axis
of the kidney ratio was calculated as 0.37 with a sensitivity of
79.2% and a specificity of 80%. The ratio of renal pelvis APD/
PT and the ratio between anteroposterior diameter of the renal
pelvis, and the length of the long axis of the kidney had no effect
on the procedural success of the surgery performed (p=0.2,
p=0.22). Preoperative DRF was identified as a factor affecting
the success of the procedure, with a ROC curve analysis
revealing a cut-off value of 18% with a sensitivity of 95.8% and
a specificity of 20% (p=0.006) (Figure 1) (Table 3).

Discussion

Pyeloplasty is an elective treatment for patients with UPJO, and
the best outcomes are achieved with the Anderson-Hynes technique
with reported success rates as high as 90-95% [8,9]. In the present
study, a relatively lower surgical success rate (82.7%) was noted,
which was attributed to the fact that patients with decreased renal
function had also undergone this surgical procedure.

Table 1. Demografic data of the patients

Mean age (month) (min- max) 48.79 (5-180)
Gender (n, %) male 16 (55.17)

female 13 (44.8)
Laterality (n, %) right 12 (41.37)

left 17 (58.6)

Urinary tract infections, (n, %) 13 (44.8)
Success rate (n, %) 24/29 (82.75)
Hydronephrosis degree (n, %)

grade 3 19 (66)

grade 4 10 (34)

min: minimum; max: maximum; n: number of the patients

Figure 1. ROC curve of risk factors

Table 2. Preoperative and postoperative data about renal functions

Preoperative Postoperative 6. month Postoperative 12. month P

GFR + SD (ml/min) 13.44+1.52 23.35+10.52 24.35+10.8 <0.001
DRF + SD (%) 28.69+9.32 35.71£15.04 35.27+14.57 0.004
Parenchymal thickness + 4.86+0.23 7.66+0.33 10 £0.34 <0.001
SD (mm)
Renal Pelvis AP diameter + | 37.13£7.79 14.74+6.75 13.89+1.28 <0.001
SD (mm)

HN Grade 1 0 1 14
Grade 2 0 13 10
Grade 3 19 15 5 <0.001
Grade 4 10 0 0

GFR: glomeruler filtration rate; mm: milimeter; SD: standart deviation; DRF: differantial renal function; AP: anteroposterior;

HN: hydronephrosis
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Table 3. ROC curve parameters of risk factors

Risk factor AUC (95%) Cut off value P Sensitivity (%) Specifity (%)
DFR 0.9 (0.71-1) 18 0.006 91.7 80
Renal pelvis AP/PT ratio 0.4. (0.19-0.6) 4,52 0.52 50 60
AP/US length ratio 0.39 (0.12-0.65 0,4 0.45 54.2 40

AUC: area under roc curve; AP: anterio-posterior diameter; PT: parenchymal thickness; DRF: differantial renal function;

US: ultrasonography

Although nephrectomy is the preferred approach in adult
patients with a GFR lower than 15 ml/min, pyeloplasty was
preferred as an organ-sparing surgery in pediatric patients with
poor renal function [10,11]. Addressing this issue, the present
study examines the treatment outcomes of pediatric patients
with a GFR of <15 ml/min and the factors affecting the surgical
success rates.

The use of US in conjunction with DTPA is considered to
be the optimal diagnostic approach for the patients with UPJO.
In their study, Karnak et al. reported lack of any relationship
between the grade of preoperative hydronephrosis and renal
function and that DRF may have been preserved despite the
presence of a high grade hydronephrosis [12]. In addition,
various studies have reported an up to 81% improvement in
hydronephrosis in the early post-pyeloplasty period ranging
between 3-6 months [13]. However, no relationship has
been reported between the resolution of hydronephrosis and
improvement in renal functions [13—15]. The present study also
noted significant resolution in hydronephrosis (p<0.001).

Chipde et al. divided their patients into three groups to
evaluate the factors affecting the success of pyeloplasty as those
with <5% or >5%, improvement in DRF and >5%. deterioration
in DRF. The authors compared the renal pelvis APD, PT, and
pelvis-to-cortex ratios of the groups. They found PT to be
significantly higher and the pelvis-to-cortex ratio to be lower in
the patients with more than 5% improvement DRF compared to
the other groups. In contrast, no significant difference was noted
between the other two groups in terms of these parameters. APD
and PT were thus identified as two factors affecting the success
of pyeloplasty [16]. In a study of patients aged 0—1 years with
UPJO accompanied by grade 3—4 hydronephrosis, Jiang et al.
observed no significant difference between the preoperative
and postoperative PT and APD values but noted a significant
improvement in DRF [17]. The present study evaluating the
effects of renal pelvis APD and the renal pelvis APD-to-PT ratio
on treatment success could not detect any significant effect of
these parameters on the success of pyeloplasty.

There is a lack of consensus regarding the impact of baseline
DREF in patients with a UPJO accompanied by a decrease in
renal functions on surgical success rates [13]. In studies that
used a DRF of 10-30% as an indication of reduced kidney
function, more remarkable postoperative improvement was
achieved as the baseline DRF increased [8,13,18]. In the present
study, when a GFR of less than 15 ml/min on DTPA was used
as a reference, improvement in postoperative DRF values was
noted. A cut- off value for DRF to predict the surgical success
has not been cited in the literature. A cut-off value of 18% for
DRF was determined so as to evaluate the factors effcetive on
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postoperative improvement in GFR. The present study differs
from other studies cited in the literature in that it proposed a cut-
off value based on the success rate of the treatment rather than
specifying a cut-off value at the beginning of the study.

Although nephrectomy is recommended in some publications
for patients with a differential renal function of less than 10%,
Aziz et al. reported an increase in DRF after pyeloplasty in
patients with a baseline DRF of less than 10%, and they advised
against nephrectomy in such patients [6]. Nishi et al. advocated
pyeloplasty as an effective therapy in patients with a DRF greater
than 20% and suggested that as an organ-sparing treatment
method pyeloplasty should be preferred over nephrectomy [19].
The authors also reported nephrectomy to be an option in patients
with decreased DRF accompanied by hypertension [20]. In the
present study, we observed increases in the GFR and DRF values
of patients with a baseline GFR of less than 15 ml/min and noted
an improvement in the renal functions of 24 (82.75%) patients.
Although the results of our study suggest a cut-off value for those
with worsened DRFs, pyeloplasty should be prioritized in those
with a DRF greater than 18.

The main limitations of the present study are small number
of research patients, retrospective design of the study, and the
inadequacy of available data on renal functions more than one
year after surgery.

Conclusion

A significant improvement in GFR and DRF was observed
on diuretic scintigraphy obtained after pyeloplasty in patients
with a GFR of less than 15 ml/min. The parameters identified
as factors affecting surgical success rates in previous studies,
including preoperative PT, renal pelvis APD, and renal pelvis
APD/PT ratio, had no effect on the procedural success rates in
the current study. Contrary to the reports of the previous studies,
a threshold of 18 for DRF was determined for patients with a
GFR of < 15 ml/min demonstrating decreased renal function.
Therefore, as an organ-sparing procedure, pyeloplasty should
be preferred in this group of patients. The results of the present
study should be supported by prospective studies with longer
follow-up periods performed on greater number of patients.

Ethics Committee Approval: Ethics committee approval was
received for this study from the ethics committee of Gaziantep
University (decision date: 18.01.2023 and no: 2023/04) and was
performed following the ethical standards as laid down in the
1964 Declaration of Helsinki and its later amendments.
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the patients.
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Abstract

Objective: Our aim was to determine the effects of periprostatic nerve block and intrarectal local anesthesia techniques applied during the prostate biopsy and
accompanied by transrectal ultrasonography on the erectile function.

Materials and Methods: A total of 86 patients who underwent prostate biopsy between January 2020 and September 2021 were included in the study as two
study groups. Forty patients (Group-1) received 10 mL intrarectal lidocaine gel 2%, and 46 patients (Group-2) underwent periprostatic nerve block with 10 ml
lidocaine HCL 1%. We recorded demographic data (age, height, weight), PSA values before the biopsy procedure, prostate volumes, visual analogue scores
(VAS), and post-procedure complications. Erectile function and changes over time was investigated with IIEF-5 questionnaire at the time of biopsy and 1, 3
and 6 months after the biopsy. Significance was set at p<0.05.

Results: The mean age was 61.08+6.05 years, and mean BMI, biopsy duration were 27.35+3.7 kg/cm2, 11.8442.32 minutes respectively. PSA values, prostate
volumes, and mean IPSS were 8.19+3.82 ng/ml, 56.8+23.8 cc, and 10.5+4.28, respectively, without any significant differences between the groups. No difference
was found between two groups when mean IIEF-5 scores over time were compared with changes in erectile function (p=0.907). In-group comparisons of
changes over time also yielded insignificant results in both groups (Group-1: ¥2(4)=2.22, p=0.529, Group-2: 2(4)=6.61, p=0.086).

Conclusion: Periprostatic nerve block does not affect erectile function negatively six months after the biopsy. Its initial negative effect on erectile function in
the first month is temporary. Therefore, we concluded that periprostatic nerve block can be safely used during transrectal ultrasound-guided prostate biopsy
in terms of erectile function.

Keywords: periprostatic nerve block, intrarectal local anesthesia, prostate, biopsy, erectile function

Ozet

Amag: Transrektal ultrasonografi esliginde yapilan prostat biyopsisi sirasinda uygulanan periprostatik sinir blogu ve intrarektal lokal anestezi tekniklerinin,
erektil fonksiyonlar iizerine etkilerini degerlendirmektir.

Geregler ve Yontemler: Ocak 2020 ile Eyliil 2021 tarihleri arasinda prostat biyopsisi uygulanan toplam 86 hasta, iki ¢aliyma grubu olarak ¢aligmaya dahil
edildi. Kirk hastaya (Grup-1) 10 mL lidokain jel %2 intrarektal olarak uygulandi, 46 hastaya (Grup-2) 10 ml lidokain HCL %l ile periprostatik sinir blogu
yapildi. Demografik veriler (yas, boy, kilo), biyopsi dncesi PSA degerleri, prostat hacimleri, gorsel analog skorlar (VAS) ve biyopsi sonras1 komplikasyonlar
kaydedildi. Erektil fonksiyon ve erektil fonksiyonun zaman igerisindeki degisimi, biyopsi aninda ve biyopsiden 1, 3 ve 6 ay sonra IIEF-5 anketi ile arastirild1.
Anlamlilik diizeyi p<0.05 olarak belirlendi.

Bulgular: Ortalama yas 61.08+6.05 y1l, ortalama BMI, biyopsi siiresi sirastyla 27.35+3.7 kg/cm?2, 11.84+2.32 dakikaydi. PSA degerleri, prostat hacimleri ve
ortalama IPSS sirastyla 8.19+3.82 ng/ml, 56.8+23.8 cc ve 10.5+4.28 idi ve gruplar arasinda anlamli farklilik bulunmadu. Iki grup arasinda zamanla ortalama
IIEF-5 puanlari karsilastirildiginda erektil fonksiyondaki degisikliklerde fark bulunmadi (p=0.907). Zamanla erektil fonksiyondaki degisikliklerin grup
icinde karsilastirmalarinda, her iki grupta da anlamsiz sonuglar elde edildi (Grup-1: y2(4)=2.22, p=0.529, Grup-2: ¥2(4)=6.61, p=0.086).

Sonug: Periprostatik sinir blogu, biyopsiden alt1 ay sonraki erektil fonksiyonu olumsuz etkilememektedir. ilk aydaki erektil fonksiyondaki olumsuz
etkisi gecicidir. Dolayisiyla, transrektal ultrason esliginde prostat biyopsisi sirasinda periprostatik sinir blogun erektil fonksiyonlar agisindan giivenle
kullanilabilecegini diisiinmekteyiz.

Anahtar kelimeler: periprostatik sinir blogu, intrarectal local anestezi, prostat, biyopsi, erektil fonksiyon
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Introduction

Transrectal ultrasonography-guided (TRUSG) prostate
biopsy is frequently performed in outpatient settings due to its
ease, lack of need for hospitalization, and low rate of severe
complications. However, recent studies and clinical experience
have shown that patients experience discomfort and pain during
the procedure, contrary to earlier beliefs that the procedure was
painless without local anesthesia [1]. Periprostatic nerve block
(PPNB) was first described by Soloway and Obek in 2000 [2],
and since then has become a widely agreed method for pain
relief during TRUSG prostate biopsy.

PPNB has currently been recommended as the standard
anesthesia technique for TRUSG prostate biopsy by American
Urological Association (AUA) and the European Association
of Urology (EAU) [3,4]. However, other techniques including
intrarectal local anesthesia (IRLA) with lidocaine gel,
intravenous sedation and general anesthesia may also be
employed, depending on patient preference, medical history,
and the clinical decision of the physician.

Although TRUSG prostate biopsy is generally considered
safe, it may lead to complications such as bleeding, infection,
urinary retention, pain and lower urinary tract symptoms.
Moreover, it has been claimed that it may impair erectile function
[5-8]. Various studies have demonstrated that the effect on
erectile function is short-lived and transient. In fact, our previous
study indicated impairment of erectile function up to six months
after biopsy [9]. Another study with a follow up period of three
months suggested that the effect on erectile function might be
related to inflammation caused by the biopsy procedure itself
[10]. However, it is not clear whether the impairment of erectile
function is due to the anesthesia technique used during the
biopsy or the inflammation caused by the biopsy procedure.

Herein, we aimed to compare the IRLA and PPNB, two
anesthetic methods administered for prostate biopsy, on erectile
function following the procedure.

Materials and Methods

This study was performed in Ankara City Hospital Urology
Clinic after obtaining approval of Ankara City Hospital No. 1
Ethics Committee on 03.10.2019, with the reference number
E1/026/2019, and Turkish Medicines and Medical Devices
Agency on 16.01.2020, with the reference number 66175679-
514.05.01-E.12529.

The study included 114 patients who underwent TRUSG
prostate biopsy due to suspected prostate cancer (PCa) in the
Urology Clinic of Ankara City Hospital between January 2020
and September 2021. Twenty-eight patients were excluded due
to urethral catheterization for urinary retention after biopsy,
undergoing genitourinary procedures within six months of
biopsy or inability to contact with during the follow up period or
unwillingness to continue participating in the study.

This clinical trial was planned as a randomized, controlled,
prospective, observational study. The patients were randomized
into two groups with the sealed envelope method: Group 1
(n=40) received 10 mL intrarectal lidocaine gel 2%, and Group 2
(n=46) was injected with 5 mL lidocaine HCI 2% (10 ml in total)
to each side along the vascular nerve bundles, posterolateral to
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the prostate. The duration of PPNB was recorded, and prostate
biopsy was performed 10 minutes after the block.

We also noted PSA levels, International Prostate Symptom
Score (IPSS) scores, body mass index (BMI), concomitant
systemic disorders related to erectile dysfunction (ED), and
medications that could potentially affect erectile function.
Transrectal ultrasonography and prostate biopsy were performed
by the same Urology specialist using a Hitachi® EUB-400
ultrasonography device, a 7.5 MHz biplane transrectal probe
(Hitachi, Tokyo, Japan), and an 18G 25 cm biopsy needle
(Geotek®, Geotek Medical, Ankara, Turkey). All patients
received antibiotic prophylaxis (ciprofloxacin 1x500 mg)
starting the day before the biopsy and continuing for five
days after the biopsy. The ellipsoid formula was employed to
calculate the prostate volumes, 12 core prostate biopsies were
obtained from the patients, and they were observed for early
complications for two hours after the biopsy.

Pain and discomfort levels were determined with visual
analogue scale (VAS) at six different time points: during local
anesthesia procedure (VAS 1), during insertion and movement
of the USG probe in the rectum (VAS 2), during biopsy needle
penetration into the prostate and biopsy (VAS 3), 30 minutes
after biopsy (VAS 4), 2 hours after biopsy (VAS 5), and the first
day following the biopsy (VAS 6).

The 5-item International Index of Erectile Function (IIEF-5)
questionnaire was employed on the day of the prostate biopsy
to determine the baseline erectile functions of the patients. The
ITEF-5 consists of five questions that evaluate erectile function,
each scored between 1 and 5. The total IIEF-5 score ranges
from 5 to 25 points, with interpretations as follows: 5-7 points
indicate “severe” erectile dysfunction (ED), 8-11 points indicate
“moderate” ED, 12-16 points indicate “mild-moderate” ED, 17-
21 points indicate “mild” ED, and 22-25 points indicate “no ED”.

During the follow-up period, IIEF-5 scores were documented
during the outpatient clinic visits at months 1, 3, and 6, after the
prostate biopsy. If the patients did not present at the outpatient
clinic within the specified timeframes, we made effort to contact
them using their provided contact information.

Histopathological reports of the prostate biopsy were recorded
carefully. We also documented any complications within 15 days
of the biopsy (early complications) and the ones that appeared
during the 6-month follow-up period (late complications).

Statistical Analysis

We performed the statistical analysis with Statistical Package
for Social Sciences (SPSS) Version 20.0 (SPSS Inc., Chicago,
IL, USA). The confidence interval was determined as 95% for
all analyses.

Kolmogorov-Smirnov test was used to determine normality
of distribution of quantitative data. It was observed that the
quantitative data, with the exception of age, did not conform
to a normal distribution. Consequently, we compared two study
groups with Student’s t-test for age, and with Mann-Whitney U
test for other quantitative data.

We used Friedman test to determine the significance of
changes in IIEF-5 scores before and after prostate biopsy since
the data did not follow a normal distribution. Chi-square test
was employed to analyze qualitative variables. P<0.05 was
considered as statistically significant in all analyses.

www.grandjournalofurology.com
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Table 1. Baseline clinical characteristics of groups

Variables Group 1 (n=40) Group 2 (n=46) P value
Age (years) 59.85+6.68 (60.5) 62.15+5.29 (62) 0.078
BMI (kg/cm?2) 27.744.3 (26.4) 27.02+3.1 (26.3) 0.775
Biopsy time (minutes) 11.75+1.82 (12) 11.914+2.7 (12) 0.947
PSA (ng/ml) 7.79+3.27 (6.55) 8.56+4.26 (7.55) 0.544
Prostate volume (ml) 57.4+21.9 (55.5) 56.4+25.6 (48) 0.530
IPSS 10.4+3.85 (10.5) 10.6+4.67 (9.5) 0.771

BMI: body mass index; PSA: prostate specific antigen; Data presented as mean =+ standard deviation with median values in parenthesis

Table 2. Comparison of VAS results between groups

VAS Scores Group 1 (n=40) Group 2 (n=46) P value
VAS-1 1.05+£0.99 (1) 2.9+£1.37 (3) 0.000*
VAS-2 2.6£1.06 (2) 3+1.56 (3) 0.223
VAS-3 4.5£1.45 (4) 1.54+1.19 (1) 0.000*
VAS-4 2.47£1.2 (2.5) 1.2440.92 (1) 0.000*
VAS-5 1.78+£0.97 (2) 1.17£0.88 (1) 0.002*
VAS-6 1.2+0.79 (1) 0.85+0.87 (1) 0.030*

VAS: visual analogue scale; * Statistical Significant for Mann Whitney U Test; Data presented as mean + standard deviation with

median values in parenthesis

Table 3. IIEF-5 averages and comparisons of groups over time

Time of IIEF-5 Group-1 (n=40) Group-2 (n=46) P value*
Biopsy day 214£3.97 (22) 20.84+4.32 (22) 0.909
1st Month 20.1+4.65 (21) 20.2+5.06 (22) 0.838
3rd Month 20.05+5.36 (22.5) 21.04+4.75 (23) 0.511
6th Month 20.57+4.86 (22) 20.93+5.14 (23) 0.637

P value** 0.529 0.086

IIEF-5: 5-item international sexual function index; Data presented as mean + standard deviation with median values in parenthesis;
* Comparison of averages between groups at the time with Mann Whitney U Test; **Comparison of changes within group over time

with Friedman Test

Results

The mean age of 86 patients who participated in and
completed the follow-up period was 61.08+£6.05 years. The
mean BMI was 27.35+3.7 kg/cm?. The mean biopsy time was
11.8442.32 minutes. The mean PSA, prostate volume, and
IPSS of the patients were 8.2+3.82 ng/ml, 56.8423.8 cc, and
10.54+4.28, respectively.

Two study groups were similar for mean age, BMI, biopsy
time, number of cores, PSA value, prostate volumes, and IPSS
(Table 1). Two groups were also similar for prevalence of
comorbidities such as hypertension and diabetes mellitus, which
are associated with ED (pHT=0.26, pDM=0.27).

The mean VAS-1 score were significantly smaller in Group 1,
however VAS-2 scores were not significantly different when two
groups were compared (p=0.223). VAS 3, VAS-4, VAS-5 and VAS-
6 scores were significantly higher in the IRLA group (Table 2).
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Baseline IIEF-5 scores, on the day of prostate biopsy, were not
significantly different in two study groups (p=0.909) indicating
no difference between two groups for erectile functions. Two
groups were compared for any change in erectile function after
the biopsy procedure. The mean IIEF-5 scores 1 month after the
biopsy were smaller than the mean score on the day of biopsy
and 6 months after biopsy in both groups (Table 3), however,
the differences were not statistically significant in either group
(Group-1: ¢*(4)=2.22, p=0.529, Group-2: ¥*(4)=6.61, p=0.086).

The mean IIEF-5 scores changed over time in both groups,
however it was determined that the changes in IIEF-5 scores did
not cause significant differences between two groups (Figure 1).

A total of four patients experienced complications which
were classified as grade 2 or lower according to the Clavien-
Dindo complication classification system. Two groups were
similar early and late complication rates (p=0.595 for both).

After histopathological results, the rate of the patients with

www.grandjournalofurology.com


https://www.grandjournalofurology.com/

Ozercan AY, Giizel O, Coser S, Tatlic1 K, Atan A, Tuncel A. Erectile Effect of Periprostatic Nerve Block

Figure 1. Graphic of I[IEF-5 Changes Over Time

Gleason 3+3 prostate adenocarcinoma to the patients with
benign prostatic hyperplasia was determined as 29.03% and
27.8% in groups 1 and 2, respectively (p>0.05).

Discussion

Prostate biopsy is the primary method to obtain a
histopathological diagnosis in case of suspected PCa.
Although mostly considered safe, it is together with potential
complications. ED is a rare complication of prostate biopsy
besides more frequent ones including bleeding, infection and
difficult urination [3,4]. ED has been defined as failure to have an
adequate penile tumescence for a satisfactory sexual performance
and/or inability to maintain it throughout the sexual intercourse
[11]. It may have neurogenic, psychogenic, vasculogenic,
anatomical, hormonal, or drug-related causes [12]. According to
Zisman et al. [5] ED resulting from prostate biopsy may arise
due to direct damage to neurovascular structures or may be due
to secondary trauma, for example neural compression resulting
from hematoma or edema. We hypothesized that possible nerve
injury and inflammation due to periprostatic nerve block could
disturb erectile function. Therefore, we planned this study to
investigate whether the anesthesia method had any effect on
erectile function in the patients who had TRUSG prostate biopsy.

The risk of ED after prostate biopsy is usually low, but the
procedure may lead to temporary or, in rare cases, permanent
ED. In our study published in 2008 [9] that included 97 patients
who underwent TRUSG prostate biopsy with periprostatic
nerve block, the mean IIEF-5 score was 19.1 before the biopsy,
it decreased to 17.1 after one month and to 16.8 after 6 months,
supporting our hypothesis. That study also demonstrated
decreased sexual function in the female partners of the
patients within a 6-month period after biopsy. In another study,
Kamali et al. [13] excluded patients who underwent radical
prostatectomy for malignancy and those who had hormone
therapy and radiotherapy after biopsy, and similarly reported a
significant decrease in IIEF-5 scores 1, 3, and 6 months after
biopsy compared to the pre-biopsy scores, however interestingly
prostate biopsies were performed under general anesthesia in
that study. Klein et al. [8] followed up the patients for three

56

months and compared erectile functions in the ones who had and
did not have PPNB. The authors indicated that the number of
cores, age or local anesthesia did not have any long-term effects
on erectile function. That study reported a significant difference
in the mean baseline IIEF-5 scores between the groups that had
and did not have PPNB. The authors observed lower baseline
IIEF-5 scores in the patients who did not have PPNB, and
IIEF-5 scores decreased more in this group. In another study,
Sénmez et al., [14] aimed to minimize pain without affecting
erectile function negatively during transrectal prostate biopsy,
and they demonstrated that the group that had PPNB had lower
mean VAS scores both during and after the procedure compared
to the IRLA group. Additionally, when examining changes in
erectile function over a one-month period, the authors observed
decreased IIEF-5 scores in the IRLA group, however scores
increased in the PPNB group although the difference was not
statistically insignificant. In 2006, Stravodimos et al. [15]
included 62 patients who had either IRLA or PPNB into their
study. The study compared the IIEF scores between two groups
at the time of information for the need of a prostate biopsy, during
the prostate biopsy, and 10 and 20 days after the biopsy. In that
study, although the number of patients with ED increased 10
days after the biopsy, it was reported that ED recovered within 20
days after biopsy. The authors also reported that the variations in
the numbers of patients with ED paralleled each other between
two anesthesia methods. A meta-analysis by Mehta et al. [16]
evaluated erectile functions after prostate biopsy and the pre-
biopsy IIEF-5 score was regarded as the baseline value. That
meta-analysis reviewed three studies which compared baseline
IIEF-5 scores with the scores two weeks later, 22 studies which
compared baseline scores with the ones 4 weeks later, 18 studies
which compared baseline scores with the ones three months
later, and 10 studies which compared baseline scores with the
ones six months later. The authors concluded that there was a
significant impairment in erectile functions within 4 weeks after
the biopsy, however comparison with the results of the 3rd and
6th months revealed that the impairment was temporary. In the
current study, we compared sexually active patients at the time
and after transrectal prostate biopsy based on the anesthesia
method applied. In our study, the patients who were on the
medications that could affect erectile function were excluded,
and we observed a similar distribution of comorbidities that
could affect erectile function in two study groups. We also
compared the anesthesia methods for pain perception at six time
points using VAS. We found significantly lower VAS scores
during and after the biopsy in the group that underwent PPNB.
On the biopsy day, IIEF-5 scores were similar between two
study groups in our study. During the 1-month follow-up period,
we noted similar declines in erectile function in both groups. We
observed an increase in IIEF-5 scores compared to the 1st month
scores in both groups 6 months after biopsy.

It cannot be denied that the suspicion of prostate cancer itself
may have a significantly effect on sexual function. Stravodimos
et al. [15] demonstrated that some patients who did not have ED
developed it after they were informed about the need for biopsy.
Helfant et al. [17] studied 85 patients and found that those with a
positive prostate biopsy for cancer experienced a greater loss of
sexual function compared to the ones without cancer. Although
the higher mean age in the group with prostate cancer poses a
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limitation to that study, it was argued that the impairment of
sexual function observed in the cancer group following the
biopsy, using the same method, was attributed to psychogenic
factors. In our study, two study groups included similar numbers
of patients with biopsy-proven prostate cancer (Gleason Score
6). Furthermore, a possible reason for the increase in IIEF-5
scores 3 and 6 months after biopsy compared to baseline scores
in the PPNB group may be attributed to the benign result of
the prostate biopsy. However, the lack of pre- and post-biopsy
assessments to determine the overall psychogenic profile and
the level of anxiety is a limiting factor in our study.

Small number of patients included in our study is also
considered as a limitation. Furthermore, the efficacy of IRLA,
which is applied based on the absorption capacity of the rectal
mucosa and has shown to exert comparable pain-relieving
effects to PPNB in some studies [18], continues to be a subject
of debate. We believe that the novelty of our study design
constitutes its primary strength.

Conclusion

Our data clearly demonstrated that PPNB (Periprostatic Nerve
Block) offers a significant advantage over IRLA (Intrarectal
Local Anesthesia) in alleviating pain during prostate biopsy
procedures. Furthermore, our results indicate that any negative
effect on erectile function resulting from the periprostatic nerve
block is temporary, and erectile function returns to the pre-
biopsy levels within 3 months. It is critical to note that initial
ED is temporary. Consequently, we concluded that PPNB may
be safely used in transrectal ultrasound-guided prostate biopsy
procedures.
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Abstract

Self-inflicted foreign bodies in the urinary bladder are very rarely reported. Insertion of a wide variety of objects into bladder due to autoerotic
stimulation, psychiatric disturbances, and senility etc. have been reported in the medical literature. This case report discusses an exceptional
incident where a young male patient self-inserted a ball-point pen into his urinary bladder via the urethra. Notably, the pen negotiated
the curvatures of the urethra without causing significant lower urinary tract injury. The report underscores the challenges and successful

endoscopic removal of the pen, marking the first documented instance of such an extraction in a male patient.

Keywords: pen, foreign body, bladder, endoscopic extraction
Ozet

Idrar kesesine kendi kendine yabanci cisim sokulmasi ¢ok nadir olarak bildirilmistir. Otoerotik stimiilasyon, psikiyatrik rahatsizliklar ve
yaslilik gibi nedenlerle mesaneye ¢ok gesitli cisimlerin sokulmasi tibbi literatiirde bildirilmistir. Bu vaka raporunda, geng bir erkek hastanin
liretra yoluyla idrar kesesine tiikenmez kalemi kendi kendine soktugu istisnai bir olay tartisgtlmaktadir. Ozellikle, kalem iiretranin egriliklerini
Onemli bir alt liriner sistem yaralanmasina neden olmadan agmistir. Rapor, erkek bir hastada bu tiir bir ¢ikarma isleminin belgelenmis ilk
Ornegini isaret ederek, kalemin endoskopik olarak ¢ikarilmasinin zorluklarini ve basarisini vurgulamaktadir.

Anahtar kelimeler: kalem, yabanci cisim, mesane, endoskopik ekstraksiyon
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Figure 1. X-ray of the pelvis depicting the metal portion of a
linear foreign body within the bladder region

Figure 2. CT-KUB confirming the presence of the foreign
body in the bladder without any signs of bladder perforation

Introduction

The presence of self-inflicted foreign bodies in the urinary
bladder is an uncommon phenomenon, with objects typically
small in size and associated with factors like sexual gratification,
psychiatric disorders, or advanced age [1]. In literature, there
have been reports of long foreign bodies such as pens, pencils,
telephone cable, beading awl and thermometer that have been
found in the bladder [2-7]. This case presents the unique instance
of a self-inserted ball-point pen in a male patient’s bladder,
successfully removed through endoscopic methods using a
nephroscope cystoscopy.

Case

A 34-year-old migrant laborer experienced dysuria, terminal
hematuria, and suprapubic pain following self-insertion of a
ball-point pen into the urinary bladder during masturbation.
Radiological examinations confirmed the intravesical location of
the pen [Figure 1,2]. Under regional anesthesia, we performed
cystoscopy with a 20 F 30-degree telescope which revealed intact
anterior and posterior urethra, with minor mucosal injuries in the
posterior urethra. The freely moving pen in the bladder and its
impingement on the bladder wall were noted [Figure 3]. Initial
cystoscopic extraction attempts to grab its freely dangling distal
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Figure 3. Cystoscopic observation displaying both ends of the
foreign body within the bladder (A, B); Successful extraction
of the pen through endoscopy using a nephroscope and tri-
prongs grasper (C, D)

Figure 4. Armamentarium used for the extraction; 22 F rigid
nephroscope and tri-prongs grasper, alongside the successfully
removed foreign body

Figure 5. Extracted pen from the bladder measuring 13 cm in
length

www.grandjournalofurology.com


https://www.grandjournalofurology.com/

Grand J Urol 2024;4(2):59-62

end with a conventional cold-cup grasper failed due to the wide
diameter of the pen. A three- prong grasper was delivered through
the work channel of a 22 F rigid nephroscope introduced through
urethra and the pen was extracted successfully highlighting the
need for adaptive techniques in endoscopic procedures [Figure
4,5]. Despite the challenges such as the sharp tip, wide diameter
and slippery surface of the pen, the three-prong grasper enabled
successful extraction without significant mucosal injuries. The
procedure was completed in less than 40 minutes, emphasizing
the importance of precise maneuvering in overcoming such
challenges.

Discussion

The insertion of foreign bodies into the urinary bladder,
termed as “self-inflicted urethral foreign body insertion,” is a
rare but documented phenomenon. While successful extraction
of foreign bodies from the female urinary bladder has been
documented [6], extracting them from the male urinary bladder
presents distinct anatomical and technical challenges [4,5].
Previous reports have described cases of bladder perforation,
migration of foreign bodies into the abdominal cavity, and
the need for open surgical interventions in these patients [7-
10]. Therefore, the successful endoscopic extraction presented
in this case adds valuable insights to the existing body of
literature and reinforces the feasibility of minimally invasive
approaches in managing such cases. The successful transurethral
removal of a pen from inside the male urinary bladder using
endoscopic methods marks a significant milestone in urological
practice. This case underscores the importance of employing
adaptive techniques and specialized equipment, such as rigid
nephroscopes and three-prong graspers, in addressing unique
challenges posed by long and rigid foreign bodies. The ability
to negotiate through the urethral curvatures and extract the
pen without causing significant mucosal injuries highlights
the expertise and skill required in endourological procedures.
Nevertheless, urologists should be prepared to switch to open
surgical procedures if endoscopic extraction is unsuccessful, in
the absence of appropriate endoscopic equipment or they have
insufficient surgical expertise in endoscopic techniques [11,12].

Conclusion

In conclusion, the successful endoscopic extraction of a
ball-point pen from inside the male urinary bladder highlights
the efficacy of minimally invasive approaches in managing
complex cases of self-inflicted foreign bodies. This case
demonstrates that long foreign objects can be effectively
removed endoscopically, provided that appropriate endoscopic
instruments, and equipment are readily available.

Ethics Committee Approval: N/ A.

Informed Consent: An informed consent was obtained from
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Publication: The results of the study were not published in full
or in part in form of abstracts.
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Abstract

Cat scratch disease (CSD) is a self-limiting infectious disease that develops after a cat bite or scratch, caused by the Gram-negative bacillus Bartonella henselae.
The disease is generally characterized by fever and regional granulomatous lymphadenopathy, but in 5-10% of cases it can occur as a systemic disease and
lead to various diseases. A 31 year old healthy woman applied to the internal medicine clinic with right side pain. He was referred to the urology clinic after
the urinary system USG revealed a 4x3cm cystic mass in the right kidney. There was no finding in the patient’s history other than a cat bite 3 months ago.
Radiological evaluations showed RCC suspicion in the right kidney with the classification of Bosniak type 3 cyst. Upon being reported as a medical condition,
the patient underwent laparoscopic partial nephrectomy. Multiple abscesses in the liver and spleen, and microabscesses in both kidneys, accompanied by
systemic inflammatory symptoms, have previously been reported in systemic CSD. However, as far as we know, this is the first case of Bartonella henselae in
the literature showing isolated single kidney involvement of this size without showing systemic inflammatory symptoms.

Keywords: Bartonella henselae, cat scratch disease, renal abscess, partial nephrectomy

Ozet

Kedi tirmig1 hastaligi (KTH), Gram-negatif basil Bartonella henselae’nin neden oldugu, bir kedi 1sirig1 veya tirmigi sonrasinda gelisen, kendi kendini
sinirlayan bulagici bir hastaliktir. Hastalik genel olarak ates ve bolgesel graniilomatoz lenfadenopati ile karakterize olmakla birlikte %5-10 oraninda sistemik
bir hastalik olarak ortaya ¢ikip ¢esitli hastaliklara yol agabilmektedir. 31 yasinda saglikli kadin hasta, sag yan agrisi sikayetiyle dahiliye poliklinigine
basvurdu. Uriner sistem USG’sinde sag bobrekte 4x3 cm’lik kistik kitle saptanmasi iizerine iiroloji klinigine yonlendirildi. Hastanin 6zgegmisinde 3 ay 6nceki
kedi 1sir1g1 diginda bulgu yoktu. Radyolojik degerlendirmelerde sag bobrekte Bosniak tip 3 kist siniflamasi ile renal hiicreli karsinom (RHK) siiphesi oldugu
goriildi. Saglik durumunun bildirilmesi iizerine hastaya laparoskopik parsiyel nefrektomi uygulandi. Sistemik KTH’de sistemik inflamatuar semptomlarin
eslik ettigi karaciger ve dalakta goklu apseler ve her iki bobrekte mikroabseler daha 6nce bildirilmisti. Ancak bildigimiz kadariyla bu vaka literatiirde sistemik
inflamatuar semptomlar gostermeden bu biiyiikliikte izole bobrek tutulumu gosteren ilk Bartonella henselae vakasidir.

Anahtar kelimeler: Bartonella henselae, kedi tirmig1 hastaligi, bobrek apsesi, parsiyel nefrektomi
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Figure 1. Abdominal MRI shows a 47x37 mm mass in the
middle pole of the left kidney and several lymphadenopathies in
the paracaval region, the largest of which is 15x10 mm in size

Introduction

Cat scratch disease (CSD) is a self-limiting infectious disease
that develops after a cat bite or scratch, caused by the Gram-
negative bacillus Bartonella henselae [1]. It is seen in children,
young adults, patients with compromised immune systems, and
rarely in the elderly [2]. The disease is generally characterized
by fever and regional granulomatous lymphadenopathy, but
it can occur as a systemic disease in 5-10% of cases and lead
to various diseases [3]. In systemic CSD, all systemic organs,
especially the liver and spleen, can be affected along with long-
term fever [4].

There is no gold standard method for the diagnosis of the
disecase. However, diagnostic criteria have been proposed by
Margileth as follows: history of contact with cats; negative
Mantoux, interferon gamma releasing assay tests, or serologies
for other agents that may cause abscesses; B. henselae observed
by positive polymerase chain reaction (PCR) test and imaging
in spleen and liver lesions; enzyme immunoassay (EIA) or
immunofluorescence (IFA) positive with a 4-fold increase in
titer between the acute phase and convalescence or a single titer
>1:64; Histopathological examination showing granulomatous
inflammation suggestive of systemic CSD. The presence of at
least 3 of these 5 criteria confirms systemic CSD [5].

Because cat scratch disease is often a self-limiting disease,
initiation of antibiotic therapy is controversial. However, in
prolonged cases of the disease and systemic cat scratch disease,
single or combination antibiotic agents such as gentamicin,
trimethoprim/sulfamethoxazole, rifampicin, ciprofloxacin,
azithromycin tetracycline are used [3]. It has also been reported that
surgical treatment is required for abscesses of internal organs [6].

In this case report, we aimed to emphasize the importance of
detailed patient history and a multidisciplinary approach in the
diagnosis and treatment of patients despite advanced imaging
methods in patients with suspected renal cancer.
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Figure 2. In the histopathological evaluation of the lesion,
there were star-shaped necrotizing granuloma structures with
neutrophils in the middle (forming microabscess formation),
but no neoplastic formation was observed. No staining was
observed with Ehrlich-Ziehl-Neelsen applied histochemically
A: Star-shaped granuloma structures are observed (arrows)
(H&E x40), B: Granuloma structures surrounded by epithelioid
histiocytes (long arrows) with necrosis (asterisk) and
neutrophils (short arrows) in the middle are observed at higher
magnification (H&E x400)

Case

A previously healthy 31-year-old Turkish woman applied
to the internal medicine clinic with right side pain. The patient
was referred to the urology clinic after a urinary system USG
revealed a 4x3cm cystic mass in the right kidney. The patient
was admitted to the urology service and laboratory tests and
radiological imaging methods were requested. The patient had
no active complaints other than nonspecific, dull, intermittent,
and not very severe right side pain that had been present for
approximately 2 months. The physical examination was normal.
No abnormalities were observed in hemogram and blood
biochemistry. The patient had a history of being bitten by a
cat approximately 3 months ago. Apart from this, there was no
history of trauma, chronic disease or regular use of medication
in his family history. Urinalysis revealed leukocyte count as 118
and erythrocyte count as 20.

The mass was evaluated using contrast-enhanced cross-
sectional imaging methods. In the magnetic resonance imaging
(MRI) sections taken, a mass lesion image of 47x37 mm in
size, exophytic extension, with a cystic component in the center,
restricting diffusion, containing heterogeneous contrast in the
postcontrast series, and extending towards the lower pole of the
kidney was observed in the middle zone of the right kidney (Bosniak
type 3) (Figure 1). Several lymph nodes, the largest of which was
15x10 mm in size, were observed in the paracaval distance in
the medial neighborhood of the right kidney. No pathology was
detected in any other intra-abdominal organs on MRI.

According to the results of the evaluations, we planned a
laparoscopic partial nephrectomy for the patient. Under general
anesthesia, in the right lumbar position, the mass was incised
and excised all around, including some intact kidney tissue. The
removed pathology material was sent to histology (Figure 2). In
the postoperative period, blood values and vital signs remained
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normal and no surgery-related complications developed. The
transurethral catheter was removed on postoperative day 1, and
the drain in the lodge was removed on day 2.

In the histopathological evaluation of the lesion, star-shaped
necrotizing granuloma structures containing neutrophils in the
center and causing microabscess formation were observed.
However, no signs of neoplastic formation were detected. No
positive result was obtained on Ehrlich-Ziehl-Neelsen staining,
so systemic CSD was first considered.

Based on the pathology results, the patient was evaluated
for Cat Scratch disease. It was determined that his cat had
bitten him 3 months before he was admitted to the hospital.
Considering that the patient might have cat-scratch disease, an
infectious diseases clinic consultation was requested to exclude
other diseases that could cause granulomatous abscess in the
kidney. In the laboratory tests of the evaluations made by the
infectious diseases clinic, CRP-13.25 mg/l and sedim-40 mm/h
were observed, and other laboratory tests were within normal
reference ranges. The purified protein derivative test (PPD) and
PCR test were evaluated as negative and no additional treatment
recommendations were made.

A diagnosis of systemic CSD was made based on the fact
that other causes of abscess were negative, the pathology result
including the features of CSD, and the cat contact history met 3
of the criteria recommended by Margileth.

Discussion

With the widespread use of imaging methods, the frequency
of detection of renal masses has increased. Kidney masses
can be seen as malignant or benign. Approximately 85-90%
of malignant renal masses are renal cell carcinoma (RCC) [7].
RCC accounts for 2-3% of all malignant diseases in adults
[8]. Surgery is the only curative treatment option for localized
RCC [9]. There are some studies in the literature reporting that
cystic renal mass pathology results are associated with infective
pathologies. There are studies reporting that renal involvement
of parasitic infections such as hydatid cyst may be confused
with RCC and that treatment is planned with a preliminary
diagnosis of RCC [10]. Again, some authors have reported that
laparoscopic surgery can be applied in rare infectious cystic
masses [11].

Radiological imaging of our patient was reported as
Bosniak type 3 cyst. Bosniak type 3 renal cysts have a 50%
malignant potential and are recommended to be managed just
like RCC [9]. In this study, we performed laparoscopic partial
nephrectomy in accordance with the European Association of
Urology (EAU) guidelines on the patient who we thought had
malignant potential and was reported as Bosniac type 3 cyst
in imaging methods. No neoplastic formation was observed in
the histological evaluation of the partial nephrectomy material
sent. Systemic cat scratch disease was primarily considered
due to necrosis and suppuration observed in the granuloma
structures observed. Diagnosis was confirmed according to
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Margileth criteria. When performing the etiological evaluation
of masses detected in the kidney, it should be kept in mind that
even if there is radiological suspicion of malignancy, infectious
factors may be confused with the picture, as seen in our case.
While taking the patient’s anamnesis, it is necessary to include
the history that may create an infectious predisposition within
the scope of evaluation. In case of a positive infectious history,
a multidisciplinary approach and joint evaluation with the
infectious disease clinic will be important in clarifying the
case.

Conclusions

According to our literature knowledge, our case is the first
case of cat scratch disease in which a mass was presented in
the kidney and a partial nephrectomy was performed. While
evaluating renal masses, considering infectious etiologies,
although rare, in the differential diagnosis will contribute to the
management process of the patient.

Ethics Committee Approval: N/ A.

Informed Consent: An informed consent was obtained from
the patient.

Publication: The results of the study were not published in full
or in part in form of abstracts.

Peer-review: Externally peer-reviewed.

Authorship Contributions: Any contribution was not made by
any individual not listed as an author. Concept — B.K., S.0.D.,
T.Y.; Design — B.K., S.0.D., T.Y.; Supervision — B.K., S.0.D.,
T.Y.; Resources — B.K., S.0.D., T.Y.; Materials — BK., S.0.D.,
T.Y.; Data Collection and/or Processing — E.S.,Y.H.; Analysis
and/or Interpretation — E.S.,Y.H.; Literature Search — B.K.,
S.0.D., T.Y.; Writing Manuscript — B.K., S.0.D., T.Y.; Critical
Review — E.S.,)Y.H.

Conflict of Interest: The author declares that there was no
conflict of interest.

Financial Disclosure: The authors have declared that they did
not receive any financial support for the realization of this study.

References
[1] Anderson BE, Neuman MA. Bartonella spp. as emerging
human pathogens. Clin Microbiol Rev. 1997;10(2):203-19
https://doi.org/10.1128/CMR.10.2.203

[2] Dharnidharka VR, Harmon WE. Management of pediatric
postrenal transplantation infections. Semin Nephrol.
2001;21(5):521-31.
https://doi.org/10.1053/snep.2001.24947

[3] Chang CC, Lee CJ, Ou LS, Wang CJ, Huang YC.
Disseminated cat-scratch disease: case report and review of
the literature. Paediatr Int Child Health. 2016;36(3):232-4.
https://doi.org/10.1179/2046905515Y.0000000005

www.grandjournalofurology.com


https://www.grandjournalofurology.com/

Kozubaev B, Demirdégen SO, Aksakalli T, Budak A, Hilal Y, Sener E, Yapanoglu T. Cat Scratch Disease Isolated Kidney Involvement

(4]

(3]

(6]

(7]

Florin TA, Zaoutis TE, Zaoutis LB. Beyond cat scratch
disease: widening spectrum of Bartonella henselae
infection. Pediatrics. 2008;121(5):e1413-25.
https://doi.org/10.1542/peds.2007-1897

Margileth AM. Recent Advances in Diagnosis and
Treatment of Cat Scratch Disease. Curr Infect Dis Rep.
2000;2(2):141-6.
https://doi.org/10.1007/s11908-000-0026-8

Liao HM, Huang FY, Chi H, Wang NL, Chen BF. Systemic
cat scratch disease. J Formos Med Assoc. 2006;105(8):674-9.
https://doi.org/10.1016/S0929-6646(09)60168-6

Ljungberg B, Campbell SC, Choi HY, Jacqmin D, Lee JE,
Weikert S, et al. The epidemiology of renal cell carcinoma.
Eur Urol. 2011;60(4):615-21.
https://doi.org/10.1016/j.eururo.2011.06.049

66

(8]

[]

[10]

[11]

Rini BI, Campbell SC, Escudier B. Renal cell carcinoma.
Lancet. 2009;373(9669):1119-32.
https://doi.org/10.1016/S0140-6736(09)60229-4

Borje Ljungberg, Laurence Albiges, Yasmin Abu-Ghanem,
Jens Bedke, Umberto Capitanio, Saeed Dabestani, et
al. European Association of Urology Guidelines on
Renal Cell Carcinoma: The 2022 Update. Eur Urol.
2022;82(4):399-410.
https://doi.org/10.1016/j.eururo.2022.03.006

Gadelkareem RA, FElgady AA, Abd-Elshafy SK, Imam H,
Abolella HA. Isolated Renal Hydatid Cyst Misdiagnosed
and Operated as a Cystic Renal Tumor. Med Princ Pract.
2018;27(3):297-300.

https://doi.org/10.1159/000488878

Aggarwal S, Bansal A. Laparoscopic management of renal

hydatid cyst. JSLS. 2014;18(2):361-6.
https://doi.org/10.4293/108680813X13753907291396

www.grandjournalofurology.com


https://www.grandjournalofurology.com/

Case Report — Pediatric Urology

Grand J Urol 2024;4(2):67-9
DOI: 10.5505/GJU.2024.74046

Importance of Genital Examination: The Case of Overlooked Testicular Torsion
Genital Muayenenin Onemi: Gdzden Kagan Testis Torsiyonu Olgusu

Kenan Yal¢in @, Engin Kéliik¢ii ®, Fatih Firat ®

Department of Urology, Tokat Gaziosmanpasa University Faculty of Medicine, Tokat, Tiirkiye

Cite as: Yal¢in K, Koliikeii E, Firat F. Importance of genital examination: The case of overlooked testicular torsion. Grand J Urol 2024;4(2):67-9
Submission date: 28 February 2024 Acceptance date: 04 May 2024 Online first: 09 May 2024 Publication date: 20 May 2024

Corresponding Author: Kenan Yal¢in / Tokat Gaziosmanpasa University Faculty of Medicine, Department of Urology, Tokat, Tiirkiye / krsyalcin@yahoo.com
ORCID ID: 0000-0003-3560-5862

Abstract

Testicular torsion is one of the most important patologies among the genitourinary emergencies. Orchiectomy may be necessary in delayed cases.
Our 2-year-old patient was hospitalized in an external center for 3 days due to abdominal and groin pain, nausea and vomiting. After discharge,
he was brought to our clinic because of swelling and redness of the left scrotum which was noticed by his family. Abdominal examination was
unremarkable except tenderness in the groin, swelling and hyperemia of the left scrotum, and painful and edematous left testicle on palpation.
Pulsating color filling and blood flow were not observed during color Doppler US of the testicle. The patient was taken to emergency surgery with
a preliminary diagnosis of the torsion of the left testicle. The patient underwent left orchiectomy because of intraoperative detection of a black
necrotized testicle due to referral to our urology clinic after a delay of more than 72 hours following the onset of the incident.

For a male patient applying with a stomach ache, testicular torsion should be considered as differential diagnosis and a complete physical
examination, including the genital area, should be performed.

Keywords: testicular torsion, abdominal examination, child
Ozet

Testis torsiyonu genitoiiriner aciller arasinda en énemli patolojilerden biridir. Gecikmis olgularda orsiektomi gerekli olabilir. iki yasindaki
olgumuz karin ve kasik agrisi, bulanti ve kusma nedeniyle 3 giin dis merkezde yatarak tedavi gérmiis. Taburcu olduktan sonra ailesi tarafindan
fark edilen sol skrotumda sislik ve kizariklik nedeniyle klinigimize getirildi. Karin muayenesinde kasiklarda hassasiyet, sol skrotumda sislik
ve hiperemi ve palpasyonda agrili ve 6demli sol testis disinda 6zellik yoktu. Testisin renkli Doppler US’sinde pulsasyonlu renkli dolum ve kan
akimi gozlenmedi. Hasta sol testis torsiyonu 6n tanisi ile acil ameliyata alindi. Olayin baslangicindan 72 saatten fazla bir siire gectikten sonra
iiroloji klinigimize sevk edilmesi nedeniyle intraoperatif olarak siyah nekrotize testis tespit edilmesi nedeniyle hastaya sol orsiektomi uygulandi.
Karin agrisi ile basvuran bir erkek hastada ayirici tani olarak testis torsiyonu diisiiniilmeli ve genital bolge de dahil olmak {izere tam bir fizik
muayene yapilmalidir.

Anahtar kelimeler: testis torsiyonu, karin muayenesi, ¢cocuk
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Figure 1. Intraoperative view of testicular torsion

Introduction

Stomach ache does not usually require surgical intervention,
and it may be felt secondary to disorders associated with extra-
abdominal organs [1,2]. Testicular torsion is an emergency
situation that causes severe scrotal pain [1]. Torsion of the
spermatic cord is a rare disease often seen in adolescent males.
It is seen in 1/4000 of the male population under the age of 25,
but this rate is estimated to be below the actual frequency of
testicular torsion. While sudden scrotal pain concludes classical
clinical manifestations of the spermatic cord torsion, pain may
be less severe and the set up may be slower in some of the
children. In addition to scrotal pain, increase in scrotal volume,
scrotal rash, pain in the lower quadrant of the abdomen, nausea
and vomiting may accompany the clinical picture [3].

In this study we present a 2-year-old case with abdominal
pain that was treated as an inpatient at an external center but
after his discharge his parents noticed swelling and rash of the
left scrotum. Then he was operated with preliminary diagnosis
of testicular torsion and his severely impaired testis was removed.
Presentation of this case conveys importance in that it emphasizes
the significance of a full physical examination including the
genital area in patients manifesting with stomach ache.

Case

The patient treated as an inpatient at an external center with a
stomach ache, nausea and vomiting 3 days before his application
to our clinic was brought to our clinic upon his parents’ noticed
swelling and rash in the left scrotum. Abdominal examination
of this 2-year-old male patient with no history of trauma was
unremarkable except for mild tenderness felt on the groin. His
left scrotum was swollen and hyperemic and the left testicle was
painful and edematous on palpation. Emergency color Doppler
ultrasonography revealed absence of left testicular blood flow.
Then the patient was urgently operated. A black necrotized
testicular tissue was detected during the surgical procedure
(Figure 1) and the patient underwent orchiectomy upon more
than 72 hours after the incident (Figure 2). Intact right testicle
wasm fixated to the scrotum. Images were used in the case report
after signed permission from the patient’s family was obtained.
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Figure 2. Torsioned testicle with orchiectomy

Discussion

Historically, hemiscrotal or testicle pain have been the most
common symptom of testicular torsion. However in our study,
testicular torsion emerging with a stomach ache without scrotal
pain is remarkable in a way that it looks alike some of the intra-
abdominal diseases such as appendicitis, gastroenteritis, peritonit
but can be distinguished from them based on examination findings
of genital area and scrotal color Doppler US. Since these patients
are frequently evaluated by the doctors who have little knowledge
about the specific symptoms of the testicular torsion, and rarely
examine external genitalia often delaying the diagnosis.

Although etiology of the stomach ache in men with testicular
torsion has still not known well, the probable causes of stomach
ache in cases with testicular torsion can be listed as follows:
(a) Anterior aspect of the scrotum are innervated by branches
coming from L1, and posterior aspect by nerves stemming from
S2 and S3. Besides that, the testicle is innerved by branches
derived from spinal segments of T10 and T11 and the testicular
pain can spread to abdominal organs commonly innervated
by nerves coming from adjacent segments of the spine; (b)
Intact, healthy testicles have a rich neural network, however
probably some congenital testicular abnormalities in patients
with testicular torsion may induce stomach ache; (c) The twisted
spermatic cord evokes peritoneal response, and pushes it upward
provoking stomach ache; (d) Stretched cremaster muscle pulls
and stimulates the peritoneum [4].

Many researchers have focused on atypical clinical
manifestations of the testicular torsion in children and adolescents.
Anderson et al. [5] stated that 134 of 597 patients applied with
a stomach ache that preceded and sometimes felt more severely
than scrotal pain, and 29 of these patients applied only with
stomach ache. While Mellick et al. [6] reported a 6-year- old
boy who applied with an isolated stomach ache, Pogorelic¢ et al.
[4] stated in their study that 17 of the 84 patients with testicular
torsion applied with a stomach ache, Mikeld et al. [7] stated
that 7 of the 100 patients with testicular torsion suffered from
stomach ache. Gaither et al. [8] found out that 16 patients applied
only with a stomach ache after analyzing malpractice cases of
testicular torsion among court appeals from 1985 to 2015. Our
case underwent inpatient treatment due to stomach ache, nausea
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and vomiting persisting for 3 days and the diagnosis of testicular
torsion is delayed.

The diagnosis of testicular torsion can be priorly done with
physical examination. The examination of the external genitalia
can mostly reveal the presebce of scrotal swelling and erythema,
testicles sensitive to palpation and loss of cremasteric reflex.
Santos et al. [9] suggested compulsary genital examination of
the boys presenting with stomach ache.

Color Doppler US is routinely used to assess testicular
blood flow. Indeed, color Doppler US can properly, and non-
invasively demonstrate arterial blood flow and venous drainage
in the center of the testicle. Mellick et al. [6] stated that color
Doppler US is a reliable method to validate the diagnosis of
testicular torsion.

Testicular torsion can cause severe testicular ischemia.
When testicular torsion occurred, priorly venous blood flow is
blocked, then testicular and epidydimal edema become manifest.
If this blockage is not eliminated on time, the existing swelling
continues to grow impairing blood flow to the testicular arteries.
Fabiani et al. [10] believed that the time lapsed between the
onset of symptoms and exploratory surgery represented the
only prognostic factor for testicular viability. Testicular viability
is negatively correlated with ischemia time. It is believed that
the best time frame for successful testicular recovery is a time
interval of less than 6 hours between the incident and surgical
intervention [6]. If the torsion is managed within 6, 6-12 or
12-24 hours after onset of symptoms, 90-100%, 20-50%, and
only 10% of the affected testicles can be saved, respectively.
[4,6,7,11]. In our study the ischemia time was over 72 hours.
When we compared the duration of ischemia with the published
reports mentioned above, our results were consistent with the
previous literature findings.

Conclusion

In a male patient applying with a stomach ache, testicular
torsion should be considered as differential diagnosis and a
complete physical examination, including the genital area,
should be performed. A simple genital examination may provide
early diagnosis, treatment and prevent organ loss.
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