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STONE DISEASE

L ong-Term Outcome of Endopyelotomy for the Treatment of Ureter opelvic Junction Obstruction:
How L ong Should Patients be Followed Up?

Doo CK, Hong B, Park T, Park HK

Department of Urology, University of Ulsan College of Medicine, Asan Medical Center, Seoul, Korea

J Endourol. 2007; 21: 158-61

Purpose: To eva uate the long-term success rate of endopyelotomy for the treatment of ureteropelvic junction
(UPJ) obstruction.

Patients and Methods: Between January 1995 and December 2003, 85 endopyel otomies (10 percutaneous, 75
retrograde) were performed in 77 patientswith amean age of 35.2 +/- 13.9 years. The mean number of procedures
per patient was 1.14, with 69 patients undergoing a single procedure. Endopyel otomies were performed using
either acold knife (N = 26), Ho:YAG laser (N = 47), or hook electrode (N = 12). Treatment success was defined
as symptomatic relief with radiographic resolution or stabilization of renal function, asjudged by an excretory
urogram or diuretic renogram. Kaplan-Meier analysiswas used to determine thelong-term probability of success.
Results: With amedian follow-up of 37.3 months (range 3-98 months), the overall success rate was 67.5%, and
the median timeto failure was 7.7 months (range 1-50 months). Kaplan-Meier estimates of successwere 87.8%
at 6 months, 76.9% at 12 months, 72.2% at 18 months, 68.7% at 24 months, 64.8% at 36 months, and 61.6% at
60 months. The success rate was not significantly affected by the etiology, surgical approach, or incisiona
method. Similarly, the degree of preoperative hydronephrosis or renal function did not affect the success rate.
Conclusions: The success rate of endopyelotomy decreases as the follow-up increases. Although most failures
were detected within 1 year of the procedure, it appears that follow-up of at least 36 months is required for
patients who have undergone endopyel otomy for UPJ obstruction.

Editorial Comment

Thisstudy lacks standardization in surgical technique. Asthe cutting modality and size and duration of stenting
varied, it is difficult to make recommendations regarding best surgical practices. Yet this study does address a
guestion that has eluded us to date. How long should endopyel otomies be followed?

Whilethe median timeto failurewas 8 months, only 7% of patientsfailed beyond 2 years. This suggests
that one could focus postoperative imaging during the period when failure ismost likely to occur. However, the
authors do not report the presentation of the 7% of patientswho failed beyond 2 years—were they symptomatic
or silent obstruction? Answering this question is critical if one wishes to eliminate radiographic follow-up at 2
years postoperative.

The authors report that the degree of hydronephrosis and preoperative renal function did not predict
success with endopyelotomy. Indeed, the authors report a 60% success rate in kidneys with less than 25%
function. Thisisin sharp contrast to the body of evidence that supports the use of these two variablesin patient
selection for endopyel otomy.

Dr. Manoj Monga

Professor, Department of Urology
University of Minnesota

Edina, Minnesota, USA
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Impact of Shockwave Coupling on Efficacy of Extracor poreal Shockwave Lithotripsy
Weiland D, Lee C, Ugarte R, Monga M

Department of Urologic Surgery, University of Minnesota, Minneapolis, Minnesota, USA
JEndourol. 2007; 21: 137-40

Purpose: To evaluate the impact of a slow gated treatment rate on the efficacy of extracorporeal shockwave
lithotripsy (SWL).

Patients and M ethods: From August 1990 to July 2002, 40,462 SWL procedures were performed using the slow
frequency electrocardiography (ECG)-gated lithotripter (82.5%) and fast frequency ECG-ungated (17.5%) modes
for the Medstone STS lithotripter. Treatment characteristics, including the mode of SWL, location and size of
the stone, re-treatment status, auxiliary proceduresrequired, perioperative complications, and treatment outcomes,
were recorded. The stone-free rate was reported by the treating physician on the basis of the finding of no
residual stone fragments on a plain radiographic image.

Results: The treatment rate for the Slow mode was a mean of 79.6 shocks/min, while the rate for the fast mode
was 120/min. Thetotal procedure time was 47.0 minutes for the slow mode and 40.6 minutes for the fast. The
overall stone-free rate was higher for slow (66.9%) than fast (63.6%) procedures (P < 0.001). The stone-free
rate for 1- to 10-mm stones was higher for the slow procedures (75.7%) than the fast procedures (70.7%; P <
0.001). Upper-ureteral stones responded better to slow treatment in terms of stone-freerate (79.5% v 72.6%; P
< 0.001), re-treatment rate (6.5% v 8.0%, P = 0.05), auxiliary-procedure rate (6.1% v 8.9%; P = 0.01), and
efficiency quotient (71 and 62). There was no significant difference in complication rates overall between slow
and fast treatment. Conclusions: With aminimal increase in procedure time, greater efficacy can be obtained
for the treatment of radiopaque stones with a slower shock-delivery rate. In particular, upper-ureteral calculi
and calculi <10 mm benefit from a slower treatment rate.

Editorial Comment

Treating at a gated setting has been demonstrated to decrease the risk of cardiac dysrhythmias from 20% to
0.3% (Reference 15 in the article). In vitro and clinical trials have demonstrated that stone fragmentation and
stone-free rates are superior with aslower (60 shocks/min) versus faster (120 shocks/min). This study suggests
that a practical approach to slower treatments is to revert back to gating shockwave to the cardiac rhythm —
thereby improving stone-free rates while preventing cardiac morbidity. Stones greater than 3 cm in size and
distal ureteral stones did not benefit from a slower treatment protocol — as such, these stones are better suited
for an endoscopic procedure.

Dr. Manoj Monga

Professor, Department of Urology
University of Minnesota

Edina, Minnesota, USA

ENDOUROLOGY & LAPAROSCOPY

Reoper ative L apar oscopic Pyeloplasty in Children: Comparison with Open Surgery

Piaggio LA, Noh PH, Gonzalez R.

Department of Surgery, Division of Urology, A. I. duPont Hospital for Children, Wilmington, Delaware, and
Department of Urology, Thomas Jefferson University, Philadelphia, Pennsylvania

JUrol. 2007; 177: 1878-82
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Purpose: We assessed the feasibility of pediatric redo laparoscopic pyeloplasty in comparison to redo open
pyeloplasty for safety, efficacy, operative time, blood loss, postoperative analgesic requirements, length of
hospitalization, complications, need for readmission and subsequent procedures.

Materialsand Methods: We performed aretrospective chart review of consecutive patients undergoing reoperative
pyeloplasty between June 2003 and July 2006.

Results: A total of 10 patients (11 redo pyeloplasties) were divided into 2 groups, ie those undergoing redo open
(4) and laparoscopic (6) pyel oplasty. Groupswere similar in age, sex, weight, laterality, and number and type of
prior interventionsto repair ureteropel vic junction obstruction. Surgical timefor redo laparoscopic pyel oplasty
was longer than for redo open pyeloplasty (290 vs 203 minutes, p <0.05). Success rate was the same in both
groups (80%). The redo laparoscopic pyeloplasty group had a shorter hospital stay (mean 2.5 vs 4.6 days, p
<0.05), decreased use of parenteral narcotics (0.2 vs 5 mg/kg, p <0.01), and a trend toward decreased oral
narcotics (0.2 vs 2.1 mg/kg, p = 0.09) and fewer complications (0 vs 4, p <0.05).

Conclusions: We confirm the feasibility of redo laparoscopic pyeloplasty in the pediatric population. In
experienced hands pediatric redo laparoscopic pyel oplasty can be performed safely with a success rate similar
to that of open surgery, and it may provide afaster recovery with decreased narcotic regquirements and morbidity.
Further studies are needed to better define the role of laparoscopic pyeloplasty for secondary ureteropelvic
junction obstruction in the pediatric population.

Editorial Comment

Historically, laparoscopy in pediatric urology wasvery controversial. It raised several questionsabout feasibility,
safety and outcome. Time demonstrated that even in complex cases such as, the redo pyeloplasties, the
laparoscopi ¢ approach maybe performed offering faster recovery time, decreased hospitalization and morbidity,
aswell as, less use of narcotics compared to the open approach.

Dr. Fernando J. Kim

Chief of Urology, Denver Health Med Cir
Assistant Professor, Univ Colorado Health Sci Ctr
Denver, Colorado, USA

L apar oscopic Extraperitoneal Radical Prostatectomy in Complex Surgical Cases

Rodriguez AR, Kapoor R, Pow-Sang JM

Department of Interdisciplinary Oncology, Division of Genitourinary Oncology, H. Lee Moffitt Cancer Center
and Research Ingtitute, University of South Florida, Tampa, Florida

JUrol. 2007 May;177(5):1765-70

Purpose: Patientswith ahigh body massindex, previous pelvic surgery or large prostate size are not considered
ideal candidatesfor radical prostatectomy. We assessed the impact of body massindex, previous pelvic surgery
and prostate weight on perioperative and pathol ogical outcomesin patientstreated exclusively with laparoscopic
extraperitoneal radical prostatectomy.

Materials and Methods: From January 2004 to May 2005, 300 patients underwent |aparoscopic extraperitoneal
radical prostatectomy. Patients were divided into groups, including body mass index groups 1 (25 kg/m(2) or
less), 2 (25.1to 30), 3 (30.1to 36) and 4 (greater than 36); prostate weight groups 1 (20 gm or less), 2 (20.1 to
40), 3(40.1to 60) and 4 (morethan 60); and prior surgery groups 1 (no previous pelvic or prostatic surgery) and
2 (previous pelvic or prostatic surgery).
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Results: Logistic regression demonstrated that body massindex, large prostate size and previous pelvic surgery
did not affect margin status. The Kruskal-Wallis test was performed to analyze if body mass index, large
prostate size and previous pelvic surgery had an effect on perioperative variables. Only prostate weight correlated
with adelay in Foley catheter removal (3 days, p = 0.0005). The Wilcoxon rank sum test showed that patients
with a higher body mass index had a dlightly prolonged hospital stay (16 hours, p = 0.02). Patients with a
prostate of more than 40 gm had dightly increased blood loss (56 cc, p = 0.03), which did not affect the
transfusion rate.

Conclusions: Laparoscopic extraperitoneal radical prostatectomy can be performed in complex surgical cases
without increased perioperative morbidity. Obese patients and those with alarge prostate who prefer surgery as
atreatment option for localized prostate cancer may benefit from the advantagesthat | aparoscopi ¢ extraperitoneal
radical prostatectomy offers.

Editorial Comment

The new era of minimally invasive surgery demonstrates the feasibility of laparoscopic retropubic radical
prostatectomy in patients with high body massindex, previous pelvic surgery or large prostate size. In general
surgery laparoscopic procedures are highly encouraged for patientsthat are more complex dueto better outcomes
compared to open surgery. In urology, we are still taken “baby steps’ demonstrating slowly the advances in
minimally invasive surgery. The authors should be congratul ated for the elegant manuscript demonstrating the
feasibility and good outcome of laparoscopic surgery in complex surgical patients.

Dr. Fernando J. Kim

Chief of Urology, Denver Health Med Ctr
Assistant Professor, Univ Colorado Health Sci Ctr
Denver, Colorado, USA

IMAGING

Diagnostic Yield of 58 Consecutive | maging-Guided Biopsies of Solid Renal M asses. Should We
Biopsy All That Are Indeterminate?

Beland MD, Mayo-Smith WW, Dupuy DE, Cronan JJ, DelL ellis RA

Department of Radiology, Diagnostic Imaging, Rhode Island Hospital, Providence, RI, USA

AJR Am J Roentgenol. 2007; 188: 792-7

Objective: The purpose of our study was to report the diagnostic yield of 58 consecutive imaging-guided
biopsies of solid renal masses.

Materialsand Methods: We retrospectively reviewed all percutaneous renal biopsies of solid masses performed
at our institution over 83 consecutive monthsfrom May 1998 to March 2005 through aquery of our radiol ogy
department procedure database. Fifty-five CT and three sonographic biopsieswere performed at our institution
during this time. A solid renal mass was documented prior to biopsy by contrast-enhanced CT (n = 48),
gadolinium-enhanced MRI (n = 6), or sonography (solid noncystic masses, n = 4). The average maximal
mass diameter was 3.1 cm (range, 1.0-11.0 cm). Forty-seven (81%) of the 58 biopsies were performed
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immediately before percutaneous ablation. Forty-four (76%) of the biopsies were performed using a coaxial
technique with side-cutting automated biopsy needles (16-20 gauge), and 14 (24%) were fineneedl e aspirations
with a Franseen needle (20 gauge) using a tandem technique. In 19 cases, immunohistochemistry or
histochemistry (Hale colloidal iron stain) was used to establish or confirm the diagnosis. Medical records and
radiology and pathology reports were reviewed for all patients.

Results: An adequate sampl e size was obtained in 55 (95%) of 58 renal masses and led to adefinitive diagnosis
in 52 (90%) of the 58. Renal cell carcinoma accounted for 36 (69%) of 52 diagnostic biopsies. The diagnosis of
abenignlesionwasmadein 14 (27%) of 52 biopsies. Lymphoma (1/58) and metastatic disease (1/58) accounted
for the remaining two diagnostic biopsies. Three biopsy samples obtained inadequate sample volumes, and an
additional three sampleswere thought to have adequate sample volume but were not diagnostic. A single false-
negative biopsy result wasidentified after growth was seen on follow-up imaging and subsequent nephrectomy
revealed renal cell carcinoma.

Conclusion: Imaging-guided biopsy of asolid enhancing renal masswasdiagnosticin 52 (90%) of 58 consecutive
biopsies. The diagnosis of abenign lesion was made in 27% of diagnostic biopsies. Because of the advancesin
biopsy and histology techniques, the role of imaging-guided biopsy should be reconsidered.

Editorial Comment

Nowadays percutaneous renal mass biopsy isindicated more frequently due to several reasons. a) increased
incidental detection of malignant and benign renal masses; b) improvement on cytologic and
immunohistochemistry techniques and c) the increasing role of percutaneous renal ablation. The overall
sensitivity of biopsy for diagnosisfor malignancy is high ranging from 80%-92%. Classically renal biopsy is
indicated in patients with renal mass and primary extrarenal tumor (to exclude or confirm metastases); to
confirm the radiologic findings of an unresectable renal cancer; in patients with pulmonary or cardiac
comorbidity and in patients with possible primary manifestation of lymphomain the kidneys (1). Emerging
indications for renal biopsy are: presence of multiple/bilateral solid renal masses without history of cancer;
prior to renal mass ablation and in patients with small (< 3 cm) solid, hyperattenuating, homogeneously
enhancing renal mass. These small lesions are indistinct and may be oncocitoma, angiomyolipoma without
macroscopic fat (5% of AMLS) or morerarely apapillary renal cell carcinoma. Aswe know, modern diagnostic
imaging techniques, allowsthe correct diagnosis of the majority of renal mass. Thereis no prospective study
showing the incidence of incidentally detected benign renal mass among the lesions presumably considered
renal cancer. Recent studies, however, done in patients who underwent radical nephrectomy or imaging-
guided tumor ablation presumably for renal cell carcinoma detected 12.8% to 37% of benign renal lesions.
The authors of this study, found benignity in 27% of 58 small solid renal lesions. It would be interesting to
know, how many of theselesionswere part of that small group of hyperattenuating, homogeneously enhancing
renal mass.

As pointed out by the authors one important limitation of this study isthat 81% of their biopsies were
performed before percutaneous ablation. As we know the ideal evaluation of the biopsy specimens is made by
histologic ,cytologic and immunohistochemistry evaluation. Biopsy specimens analyzed as frozen sections and
hematoxylin-eosin staining, usualy done prior ablation, is rapid but usually incomplete. For this reason, to
establish a definitive diagnosis immunohistochemical staining was necessary, in 17 (89%) of 19 nondiagnostic
samplesusing hematoxylin-eosin staining. Thisisvery important information of thispublication. Biopsy results
are crucia in some situations where the urologist has to decide whether the lesion should be removed or
clinicaly followed. We agree with the authors conclusion that there isadefinite role for imaging-guided biopsy
of small solid renal masses before intervention, particularly those hyperattenuating and homogeneous. In our
opinion when surgery is contemplated, and biopsy is not performed, enucleation or partial nephrectomy should
be the primary indication in this small group of lesions.
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Reference
1. Silverman SG, Gan YU, Mortele KJ, Tuncali K, Cibas ES. Renal Mass Biopsy in the New Millennium: An Important
Diagnostic Procedure. RSNA Categorical Coursein Diagnostic Radiology:Genioutinary Radiology. 2006; 219-36.

Dr. Adilson Prando

Chief, Department of Radiology
Vera Cruz Hospital

Campinas, S&o Paulo, Brazil

Diagnosisof Prostate Cancer in Patientswith an Elevated Prostate-SpecificAntigen Level: Role
of Endorectal MRI and MR Spectroscopic I maging

Costouros NG, Coakley FV, Westphalen AC, Qayyum A, Yeh BM, Joe BN, Kurhanewicz J

Department of Radiology, University of California, San Francisco, San Francisco, CA, USA

AJR Am J Roentgenol. 2007; 188: 812-6

Objective: The objective of our study wasto determine the accuracy of endorectal MRI and MR spectroscopic
imaging (MRSI) inthe diagnosis of prostate cancer in patients with an elevated serum prostate-specific antigen
(PSA) level.

Materialsand Methods: Weretrospectively identified 40 patients with an elevated serum PSA level and without
a histologic diagnosis of prostate cancer who underwent endorectal MRI and MRSI at our institution. On the
basis of MRI findings alone and then combined MRI and MRS findings, a single experienced observer rated
the presence or absence of prostate cancer in each side of the prostate on a 5-point scale (1 = definitely absent,
5=definitely present). Areas under the receiver operating characteristic (ROC) curve were calculated using the
hemiprostate asthe unit of analysis. The presence or absence of cancer on subsequent endorectal sonographically
guided sextant biopsy was used as the standard of reference.

Results: Biopsy revealed no cancer in 24 patients, bilateral cancer in 11, and unilateral cancer in five. The areas
under the ROC curve for the diagnosis of prostate cancer by hemigland was 0.70 for MRI alone and 0.63 for
combined MRI and MRS (no significant difference, p = 0.32).

Conclusion: Endorectal MRI and MRS are reasonably accurate for the diagnosis of prostate cancer in patients
with an elevated serum PSA level, but the remaining limitations suggest that MRI and MRSI should be used as
a supplement rather than a replacement for biopsy using the current technology and diagnostic criteria.

Editorial Comment

Theauthors present aretrospective study to determineif conventional and 3D-spectroscopic endorectal magnetic
resonance imaging (3D-MRSI) techniques are accurate for the diagnosis of prostate cancer in patients with an
elevated PSA. They had a63% accuracy using conventional MRI and 3D-MRSI. Previous study on this subject
has demonstrated an accuracy ranging from 67% to 79% (1). Oneimportant limitation of thisstudy isrelated to
the fact that the cancer was determined to be present or absent in each hemiprostate on the basis of the presence
or absence of an ipsilateral positive biopsy result, on a subsequent endorectal sonographically guided biopsy.
These biopsies were performed within 2 years of MRl and MRSI. In other words, the standard sextant
sonographically guided biopsy was performed without the knowledge of the results obtained with the MRI and
3D-MRSI and was considered the standard of reference. In our institution the abnormal areas(areaswith abnormal
voxels), seen on 3D-MRS] are projected on the film containing the conventional axial T2 sequence, and external
and internal prostate landmarks obtained from these images are used during transrectal ultrasound examination
to adequate biopsy the areas containing the suspicious voxels. As we have aready pointed out this process has
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limitation sinceisnot an easy task, but allows an accuracy of 67% in patientswith grade 4 (possible cancer) and
accuracy of 79% in patients presenting at least one voxel grade 5 (cancer is definite present).

Although the author’s conclusion isthat addition of MRS| to MRI alone does not significantly improve
the diagnostic accuracy for prostate cancer detection they also concluded that MRI and MRSI might still serve
as a useful supplement to endorectal sonographically guided biopsy on an individual basis. A repeat biopsy
could target regions that show an abnormality on MRI and MRSI to help improve the diagnostic yield of
endorectal sonographically guided biopsy, as we have previously shown.

Reference

1. Prando A, Kurhanewicz J, Borges AP, Oliveira EM Jr, Figueiredo E: Prostatic biopsy directed with endorectal MR
spectroscopic imaging findings in patients with elevated prostate specific antigen levels and prior negative biopsy
findings: early experience. Radiology. 2005; 236: 903-10.

Dr. Adilson Prando

Chief, Department of Radiology
Hospital Vera Cruz

Campinas, Sio Paulo, Brazl

UROGENITAL TRAUMA

Nonoper ative Management Outcomes of Isolated Urinary Extravasation Following Renal
L acerations Due To External Trauma

Alsikafi NF, McAninch JW, Elliott SP, GarciaM

Department of Urology, Mount Snai Medical Center and University of Chicago Medical Center, Chicago, IL,
USA

JUrol. 2006; 176 (6 Pt 1): 2494-7

Purpose: Urinary extravasation is a common finding in grade 4 and 5 renal injuries. To date there has been
little written about the natural course of urinary extravasation following renal trauma. We reviewed data on
the outcomes of urinary extravasation in the traumatized kidney when managed nonoperatively.

Materials and Methods: A retrospective review of the prospectively entered urological trauma database from
San Francisco General Hospital was performed from 1979 to 2005. All patients with urinary extravasation
after sustaining traumatic injury to the kidney as seen on computerized tomography wereincluded in analysis.
Results: A total of 61 patients with urinary extravasation were identified. Of these patients 27 (44%) were
treated operatively (26 of 27 underwent immediate and 1 of 27 underwent delayed open surgery). All (100%)
operatively treated patients underwent renal exploration and repair at primary surgical management of
associated abdominal and/or vascular injuries. Open surgical exploration resulted in nephrectomy in 5 of 27
(19%) patients. Of the 34 (56%) patients treated nonoperatively only 3 (9%) had persistent, nonprogressing
urinary extravasation by computerized tomography 3 to 7 days after injury. All 3 (100%) of these patients
underwent uncomplicated endoscopic ureteral stent placement followed by complete resolution of urinary
extravasation.

Conclusions; Nonoperative management of urinary extravasation in patients sustaining traumatic injury to the
kidney without associated abdominal or vascular injury is safe and results in resolution in more than 90%. In
patients with persistent urinary leakage endoscopic ureteral stent placement may be needed and is successful.
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Editorial Comment

This article by Alsikafi et al., reports on the experience from San Francisco General Hospital over a 26-year
period. Thisarticlefurther illustratesthat the paradigm of blunt renal traumamanagement istypically conservative
and expectant. American Association for the Surgery of Traumagrade 1V injurieswith extravasation of contrast
are merely relative indications for renal exploration. The only absolute indications for renal exploration are
grade V injuries that are life threatening due to massive bleeding. All other types of kidney trauma have a
relative indication. Further points illustrated are that the treatment algorithm of nonoperative management of
urinary extravasation is bed rest till the urine clears, serial hematocrits, followed by repeat CT a couple of days
after initial injury. Extravasation that is stable or worse (i.e. an expanding urinoma) warrants ureteral stenting
for 4 to 6 weeks. Extravasation that improves on subsequent imaging should be followed. Overall, 90% of
grade IV renal injuries without major associated vascular or abdominal injuries are managed successfully
without intervention.

Dr. Seven B. Brandes

Associate Professor, Division of Urologic Surgery
Washington University in S. Louis

S. Louis, Missouri, USA

Delayed Diagnosis of Traumatic Ureteral Injuries

Kunkle DA, Kansas BT, Pathak A, Goldberg AJ, Mydlo JH

Departments of Urology and Surgery, Temple University Hospital, Philadel phia, PA, USA
JUrol. 2006 Dec; 176(6 Pt 1): 2503-7

Purpose: We review our experience with traumatic ureteral injuries missed at exploration. We also conduct
meta-analysis to define factors contributing to missed injury, comparing outcomes of early vs late diagnosis.
Materials and Methods. Our genitourinary trauma database was retrospectively reviewed from 1995 through
2004. A total of 40 ureteral injuries were identified including 5 with delayed diagnosis. Previously published
seriesof ureteral traumawerethen analyzed for injurieswith delayed diagnosis, with data extracted and collated
for meta-analysis.

Results: A total of 40 patientswith traumatic ureteral injurieswasidentified, all of whom underwent |aparotomy.
Five (12.5%) injurieswere discovered at amean of 6.0 +/- 3.0 days after |aparotomy. The number of associated
injuriesfor early and delayed diagnosiswas 3.2 and 2.6 (p = 0.25), respectively. Mean hospital stay was19.2vs
36.6 days (p = 0.18) for those with immediate vs delayed diagnosis, respectively. Only 2 of 5 (40%) patients
achieved satisfactory resultsduring initial hospitalization. Literature review revealed 48 missed ureteral injuries,
representing 11.1% of al patients with ureteral injuries who underwent |aparotomy. Rates of nephrectomy for
early and late diagnosis were 2.4% and 18.4% (p = 0.0001). Mortality related to traumatic injuries occurred in
6.1% with early diagnosis and 13.2% with missed injuries (p = 0.089).

Conclusions: Despite preoperative studies and intrapperative inspection, ureteral injury may remain undiagnosed
until after laparotomy. We report intraoperative exploration to have a sensitivity of 88.9% across multiple
seriesfor traumatic ureteral injuries. Delayed diagnosisof ureteral injuries produces an association with prolonged
hospital stay, and meta-analysis revedls a statistically significant increase in the rate of nephrectomy when
ureteral injury is missed at exploration.
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Editorial Comment
Kunkle et a. report on their experience with missed ureteral injuries at abusy inner city trauma center. Thisis
awell written and comprehensive paper on delayed diagnosis. Tables 3 and 4 are nice metanal yses demonstrating
that roughly 11% of ureteral injuries are missed at |aparotomy, resulting in an overall nephrectomy rate of 18%
and death at 13%. Even in the busiest of trauma centers, external ureteral injuries arerare, typically with fewer
then 10 injuries seen per year. In the literature, there are only afew series with a sizable experience, and they
are all retrospective, cover long study periods (10-40 years), and are mostly treated by heterogeneous groups of
physicians. Most external ureteral injuries occur from gunshot wounds. Missile path even in proximity to the
ureter can cause significant delayed tissue destruction. Such injuries can be difficult to identify initially and
often present in a delayed fashion. Penetrating ureteral injuries are almost always associated with multiple
intra-abdominal organ injuries (such as, small bowel, colon, liver and iliac vessels. Associated injuries are
often more obvious and overshadow the ureteral injury. Ureteral injuries from blunt trauma are equally rare.
They usually occur in children during rapid deceleration, causing excessive hyperextension and disruption at
the ureteropel vic junction. Such patientsare usually poly-traumatized and have associated multiple organinjuries
(mostly liver, spleen and skeletal system).

In the acute trauma setting, therefore, the diagnosis of ureteral injury can be difficult. When the ureteral
injury ismissed and not diagnosed till late or the primary repair fails, the complication rateincreases considerably,
including renal loss and even death.

Dr. Seven B. Brandes

Associate Professor, Division of Urologic Surgery
Washington University in S. Louis

. Louis, Missouri, USA

PATHOLOGY

AreThereMorphologic Correlatesof Prostate Cancer Associated with TM PRSS2-ERG M olecular
Abnormalities?

SW Fine, A Gopalan, M Leversha, SK Tickoo, HA Al-Ahmadie, S Olgac, W Gerad, VE Reuter

Memorial Soan Kettering Cancer Center, New York, NY, USA

Mod Pathol. 2007; 20 (suppl 2): 146A

Background: Recent studies have shown that TMPRSS2-ERG fusion is common in prostate cancer, varying
from 30-70% of casesin published series. The molecular abnormalities include formation of afusion gene, in
amajority of cases dueto deletion of aregion on chromosome 21. While the histologic features of thesetumors
have not been elucidated, it has been suggested that these molecular genetic events may be associated with
distinct morphologic characteristics, such as cribriform architecture and the presence of blue mucin.

Design: Blinded histologic review was conducted on 67 cases comprising two tissue microarrays (TMA) on
which fluorescent in situ hybridization (FISH) had previously been performed to delineate molecular abnor-
malities.

Results: By FISH, 37/67 cases showed molecular abnormalities, including 21 deletions, 5 translocations, and
11 caseswith other abnormalities. The other 30 cases were negative on FISH analysis. 8/37 (16.7%) caseswith
and 9/30 (30%) cases without molecular abnormalities showed cribriform glands or glomerulations. Intralumi-
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nal blue mucin was present in 15/37 (40.5%) cases with and 11/30 (36.7%) cases without genetic events. Overall,
19/30 (63.3%) cases without FISH abnormalities showed no specific morphologic features. Cribriform glands/
glomerulations were present in 8/17 cases with molecular changes and 9/17 FISH negative cases.

Conclusions: In this analysis, we observe that TMPRSS2-ERG-related abnormalities do not correlate with spe-
cific tumor histology. Similarly, cribriform architecture is seen equally in cases with and without these genetic
events. Thesefindings suggest alack of association between FI SH-detected mol ecular changes and these morpho-
logic findings. Further studiesin larger cohorts of tissue are in progress to confirm these observations.

Editorial Comment

The paper by Fine SW et a. from the Memoria Hospital (New York) isat odds with the paper by MosqueraMJ
et a. from the Brigham and Women’'s Hospital (Boston). Fine SW et a. observed that TMPRSS2-ERG
abnormalities did not correlate with any specific or peculiar feature of prostate adenocarcinoma. One of the
reasons for the discrepancy between the two papers may be related to the sophisticated techniques used in
cancer molecular cytogenetic analysis.

So far, the TMPRSS2-ERG fusion is detected by molecular cytogenetic analysis available only in
research laboratories. Future efforts will be directed at characterizing the expressed protein products of this
gene fusion which may be detected by immunchistochemistry. This latter technique is available to all routine
laboratories of pathology.

Dr. Athanase Billis

Full-Professor of Pathology

Sate University of Campinas, Unicamp
Campinas, S8o Paulo, Brazl

Morphological Featuresof TMPRSS2: ERG Fusion Prostate Cancer

JM Mosguera, S Perner, F Demichelis, MD Hoffer, KD Mertz, P Paris, J

Simko, C Callins, T Bismar, MA Rubin.

Brigham and Women's Hospital, Boston, MA; Harvard Medical School, Boston, MA; University of Ulm, Ulm,
Germany; SRA Division Bioinformatics Group, Povo, Trento, Italy; University of California, San Francisco,
CA; McGill University, Montreal, QC, Canada; MIT and Harvard Medical School, Cambridge, MA; Dana
Farber Harvard Comprehensive Cancer Center, Boston, MA, USA

Mod Pathol. 2007; 20 (suppl 2): 165A

Background: TMPRSS2:ETS fusion prostate cancers (PCA) comprise 40-50% of the PSA screened hospital
based PCA examined to date making it the most common genetic rearrangement in human cancer. The most
common variant involves TMPRSS2 and ERG. Emerging data from our group and others suggests that
TMPRSS2:ERG PCA isassociated with higher tumor stage and PCA specific death. The goal of this study was
to determine if this common somatic alteration is associated with a morphol ogic phenotype.

Design: We assessed 253 PCA cases for TMPRSS2:ERG fusion status using FISH. Tumors were assessed for
presence or absence of 8 morphologic features. The reviewers were blinded to the fusion status. Statistical
analysiswas performed to look for significant associ ations between morphologic features and TMPRSS2:ERG
fusion status.
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Results: Five morphologic features were associated with TMPRSS2:ERG PCA: blue-tinged mucin (85% of
cases, h = 23/27), cribriform growth pattern (68%, n = 50/74), macronucleoli (78%, n = 39/50), intraductal
tumor spread (88%, n = 38/43), and signet-ring cell-like features (82%, n = 9/11) all with p-values< 0.05. Only
24% (n = 30/125) of tumors without any of these features displayed the TMPRSS2:ERG fusion. In contrast,
55% (n = 38/69) of cases with one feature (RR = 3.88), 86% (n = 38/44) of cases with two features (RR =
20.06), and 93% (n = 14/15) of caseswith three or more features (RR = 44.33) werefusion positive (p < 0.001).
Conclusions; Thisisthefirst study to our knowledge that demonstrates a significant link between a molecular
ateration in PCA and distinct phenotypic features. The strength of thesefindingsissimilar to BRCA-1/2 breast
cancers and HNPCC colon cancer. The biologic effect of TMPRSS2:ERG overexpression may drive pathways
that favor these common morphol ogic featuresthat pathol ogists observe on adaily basis. These features should
also be helpful in diagnosing TMPRSS2:ERG fusion PCA which may have both prognostic and therapeutic
implications. Validation studies are underway.

Editorial Comment

A central aim in cancer research is to identify altered genes that play a causal role in cancer development.
Possible rearrangements are of two general types. In the first, the promoter and/or enhancer elements of one
gene are aberrantly juxtaposed to a proto-oncogene, thus causing altered expression of an oncogenic protein. In
the second, the rearrangement fuses two genes, resulting in the production of a fusion protein that may have a
new or atered activity. In 2005, Tomlins SA et al. (1) identified recurrent genefusions of the region of TMPRSS2
to ERG or ETV 1 in prostate cancer tissues. These fusions may have important implications for understanding
prostate cancer tumorigenesis and developing novel diagnostics and targeted therapeutics.

TMPRSS2 (21qg22.2) is aprostate-specific gene that is present in normal and neoplastic prostate tissue
andisstrongly induced by androgen in androgen-sensitive prostate cell lines. ERG (21922.3) and ETV 1 (7p21.2)
are genesthat encode ETSfamily transcription factors. TMPRSS2:ERG fusion is more frequent and occurs due
to adeletion of aregion on chromosome 21. TMPRSS2:ETS fusion prostate cancers comprise 40-50% of the
PSA screened hospital based prostate carcinoma examined to date, making it the most common genetic
rearrangement in human cancer. Emerging data suggest that TM PRSS2:ERG prostate cancer is associated with
higher tumor stage and prostate specific death. Therefore, this fusion may be a marker for aggressive prostate
cancer.

The aim of the study by Mosquera JM et a. was to find morphological features of TMPRSS2:ERG
fusion prostate cancer that may indicate more aggressive tumors. The authors found that tumors with blue-
tinged mucin, cribriform growth pattern, macronucleoli, intraductal spread and signet-ring cell-like features
werefrequently associated with the fusion. When 3 or more features were combined, 93% of the cases presented
TMPRSS2:ERG fusion.
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INVESTIGATIVE UROLOGY

Urethral Replacement Using Epider mal Cell-Seeded Tubular Acellular Bladder Collagen Matrix
FuQ, Deng CL, Liuw, Cao YL

Department of Urology, Shanghai 6th People’'s Hospital, Shanghai Jiaotong University, Shanghai, China
BJU Int. 2007; 99: 1162-5

Objectives: To investigate the feasibility of replacing urinary epithelium cells with foreskin epidermal cellsto
reconstruct engineered anterior urethrawith an acellular collagen matrix.

Materials and Methods: Acellular collagen matrices were generated from allogeneic rabbit bladder submucosa.
In nine rabbits, autologous foreskin epidermal cells were isolated, expanded in vitro, and labelled with 5-
bromo2'-deoxy-uridine (BrdU) before seeding onto a tubular acellular collagen matrix (1.5 x 1 cm). In male
rabbits, a urethral mucosal defect was created, and urethroplasty performed with a tubular acellular collagen
matrix seeded with epidermal cells (nine rabbits) or with a matrix with no cell seeding (nine rabbits; control
group). Urethrography was done at 1, 2 and 6 months after grafting. The urethral grafts were harvested and
analysed grossly and histologically.

Results: In the contral group, gross views and urethrography revealed stricture of repaired defects at the different
sampletimes. Intheexperimental group, awide urethral calibrewas maintained with no sign of strictures. Histology
in the control group showed a single layer of epitheium cells with disorganized muscle fibre bundles in the
submucosa layer at 1 month after grafting, and atransitional cell layer surrounded by disorganized muscle fibre
bundlesat 2 and at 6 months. Grafts seeded with epidermal cellsformed a single-layer structure by 1 month, and
a 2 and 6 monthsthere were several layers of epidermal cellswith abundant vesselsin the submucosa. Therewas
an evident margin between graft epidermal cells and host epithelium at 6 months. The implanted cells expressed
keratin, shown by staining with anti-pancytokeratins. Immunofluorescence for BrdU confirmed the presence of
implanted epidermal cells at 1 month after grafting; there were fewer positive cells at the implantation site at 2
months. At 6 months, there were several layers of epidermal cellswith no signs of BrdU staining.

Conclusions: Urethral reconstruction was better with an acellular collagen matrix seeded with epidermal cells
than with the acellular collagen matrix alone. Foreskin epidermal cells seem adequate in replacing urethral
epithelium cells for urethral reconstruction.

Editorial Comment

It has been demonstrated that tissue engineering techniques are useful for urethral reconstruction and acellular
collagen matrices derived from donor bladder submucosa have been used both experimentally and clinically
for onlay urethral replacement with good success (1). Other material s have been a so used with varied successful
results, both for urethral and bladder replacement (2,3).

Inthe present study, the authors examined thefeasibility of using an epidermal cell-seeded or -unseeded
scaffold for tubularized urethral replacement in arabbit model. It was found that the acellular collagen matrix
had astructure of loose collagen with no nucleoli, and proposed that it might beimportant for avoiding rejection.
Histological analysis shown that the mucosal membrane of the graft is thin, and strictures were formed in the
unseeded group, with many disorganized muscle fiber bundles around the urethral lumen. On the other hand,
the study demonstrated that seeded implants had a thin epidermal cell layer at 1month, with normal multiple
layers of epidermal cells at 2 and 6 months. Repeated urethrograms demonstrated that a wide urethral caliber
was maintained with no sign of strictures.

The authors must be commended for such well-designed experimental work, which provides more
evidence in anima models that acellular matrix might be suitable for urethral repair. Nevertheless, it is still
uncertain whether larger defects can be corrected with such a matrix.
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Although promised, tissue engineered for urethral substitution remains arguable, since buccal mucosa
is easy to obtain and the buccal defect heals well. Also, the buccal mucosal grafts are tough, resilient, easy to
harvest, and leave no scar asdemonstrated recently (4,5). Also, these homol ogous grafts appear to be an optimal
substitute even for anterior and posterior long urethral strictures in repeated urethroplasty (5).
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The Penile Suspensory Ligament: Abnor malities and Repair
Li CY, Agrawa V, Minhas S, Raph DJ

S Peter’'s Hospital and Institute of Urology, London, UK

BJU Int. 2007; 99: 117-20

Objective: To assess men presenting with abnormalities of the penile suspensory ligament (PSL) and itscorrection.
Patients and Methods: In al, 35 men presenting with abnormalities of the PSL that were subsequently repaired
were included in this series. The causes included; sexual trauma (15 men), congenital absence of the PSL/
congenital penile curvature (14), and two each with venogenic erectile dysfunction, Peyronie’s disease and
penile dysmorphic disorder. The diagnosis was made clinically by the presence of a palpable gap between the
symphysis pubis and the penis, together with medical history and examination of penile torsion or instability.
Thesurgical repair used nonabsorbabl e sutures placed between the symphysis pubis and the tuni caal buginea of
the penis.

Results: A ‘good’ surgical outcome was defined as correction of the penile deformity or instability and achieving
normal sexual function. There was a good surgical outcome in 91% of men as defined, and 86% of the men
were happy with the outcome. There were no significant complications, but three men needed a repeat PSL
repair.

Conclusion: Men with abnormalities of the PSL can present with a variety of clinical symptoms, but when
correctly diagnosed the repair is a simple technique with a successful cosmetic and functional outcome.

Editorial Comment

Thisis awelcome original contribution dealing with a neglected and poor recognized urological pathology.
Anatomistsand urologistswell recognized that penile suspensory ligament (PSL) isimportant becauseit supports
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and maintains the erect penis in an upright position during sexual intercourse, and its defect would cause
significant deformations hindering normal erections and intercourse (1). Since 1979, patients with defectsin
the suspensory ligament were recognized in the urological literature (2), including congenital etiology.
Nevertheless, the authors of the present paper, in the best of my knowledge, described systematicaly by the
first time the clinical history, physical findings and treatment of suspensory ligament abnormalities.

Here, | would like to highlight some points described by the authors in the article. The PSL has
susceptibility to traumafollowing sexual intercourse, particularly with forced downwards pressure, leading to
penileinstability, deformity and avariable degree of erectile dysfunction (ED). Penile pain wasthe predominant
symptom in 11 of the 15 patients who presented after sexual trauma, and ED was the presenting symptomin 13
of the 35 men. Other symptomswere penileinstability and deformity. Concerning diagnosis, the authors showed
that it is made clinically, characterized by the presence of a palpable gap between symphysis pubis and the
penis. Nevertheless, thisis not aways present, and in this series only 15 of the 35 men had this sign; thus, the
authors emphasize that a supportive history such as peniletraumaor evidence of penile deformity/instability on
examination also helps in formulating the diagnosis. The surgical technique for treating PSL abnormalities
presented here is simple and offers good results.

The authors pointed out that a fractured penisis one of the differential diagnoses to PSL trauma since
the mechanism of injury isusually similar in both conditions and both can present with the patient complaining
of hearing a“snap” . Nevertheless, the authors teach us that men with afractured penis usually have significant
swelling and immediate detumescence; whereas men with PSL rupture usually do not have these signs.

The final message of the authors from the present series is that abnormality of the PSL is a subtle
diagnosis and men with thisinjury could present with a variety of symptoms and a variable degree of ED.

I recommend this paper for al urologistsinvolved with andrology and reconstructive surgery.
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RECONSTRUCTIVE UROLOGY

Fournier’'s Gangrene: A Review of 43 Reconstructive Cases

Ferreira PC, Reis JC, Amarante JM, SilvaAC, Pinho CJ, OliveiralC, da SilvaPN

Department of Plastic, Reconstructive, and Aesthetic Surgery, Hospital de Sao Joao, Porto Medical School,
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Plast Reconstr Surg. 2007 Jan;119(1):175-84

Background: Fournier’'s gangrene is a rare and potentially fatal infectious disease characterized by necrotic
fasciitis of the perineum and abdominal wall, along with the scrotum and penisin men and the vulvain women.
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Fournier’'s gangrene is atrue surgical emergency. Skin loss can be very incapacitating and difficult to repair.
Methods: The authors reviewed retrospectively the clinical records of a series of 43 patients with Fournier’s
gangrene between the years 1985 and 2003 who, after initial treatment by the Departments of Urology and
Surgery, were referred to the Department of Plastic Surgery for reconstruction. The following parameterswere
evaluated: age, gender, interval between onset of symptoms and diagnosis, clinical symptoms, lesion site,
results of bacteriologic cultures, cause and predisposing factors, treatment and reconstructive procedures, length
of hospital stay, and outcome.

Results: The mean patient age was 56.6 years. Fifteen patients (34.9 percent) had diabetes mellitus. The cause
of Fournier’'s gangrene was found in 32 patients (74.4 percent). The most common presentation was scrotal
swelling, and scrotal involvement was found in 40 cases (93.0 percent). All of the patients underwent surgical
debridement, and several reconstruction techniqueswere used. The mean length of hospital stay was 73.6 days.
Two patients died.

Conclusions: Management of this infectious entity should be aggressive. Several techniques that are used to
reconstruct thelost tissue have shown good results. The superomedial thigh skin flap has provento beareliable
method of resurfacing large scrotal defects. Reconstructive surgery makes the return to a normal socia life
possible in many cases.

Editorial Comment:

This long-term retrospective study underlines the importance of Fournier’s gangrene, which is arare but very
lethal emergency that should be diagnosed early and treated aggressively. Thearticle updatestheclinical picture
with the required knowledge to efficiently handle these cases.

Thereisno predicting age, but predisposing factors such as diabetes, col orectal disordersand/or acohol
abuse in addition to hypertension, obesity and cigarette consumption are frequently seen in the constellation
with Fournier’s gangrene. The authors found a predominant involvement of the scrotum with scrotal swelling
or scrotal lesionsin more than 90% of male cases. Surprisingly, however, Fournier’s gangrene was also seen in
21% of females (1).

After hemodynamic stabilization, an aggressive surgical debridement is a must with corresponding
infusion therapy. Frequently the repeated debridement is necessary before a reconstruction can be planned. In
80% of the cases, the cause of the gangrene was polymicrobic with Escherichia coli, Staphylococcus aureus
and Pseudomonas aeruginosa being the predominantly found microbial. In addition, the increasing role of
methicilin resistant S. aureus (MRSA) in genitoperineal infection needs to be stressed (2).

Most of the time an orchiectomy or penectomy was not necessary. In the author’s opinion, the
superomedial skin flap was the most reliable method of reconstruction in large scrotal defects after formation
of healthy granulation tissue. Fasciocutaneous or muscul ocutaneous flaps were performed only in special cases.
For functional, physiological and psychological reasons, the reconstruction of the scrotum is essential and may
require a multi-modal approach instead of split- and full-thickness skin grafts, which can be used only in
minimal lesions.

With the regimen outlined in this paper, only one out of the 43 patients died due to multiple organ
failure. Others have reported a mortality rate up to 67% (1) whereas a decreased mortality rate of 22.8% was
achieved by using the Fournier’s Severity Index (3).

From this and other reports it can be concluded that the earliest possible diagnosis and aggressive
therapy, repeated surgical debridement, and combined aggressive broad-spectrum antibiotic coverage keeping
in mind theincreasing role of MRSA decrease morbidity and mortality of Fournier’sgangrene. Thereconstructive
surgical approach helps to restore physiological function of external genitalia and thus a return to a normal
social life.
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Complications of Porcine Small I ntestine Submucosa Gr aft for Peyronie’'s Disease
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Purpose: We report outcomes and complications of the use of porcine small intestine submucosafor correcting
penile curvature due to Peyronie's disease.

Materials and Methods: A retrospective study was performed in patients with severe penile curvature (greater
than 60 degrees) requiring surgical correction for sexual function. Preoperatively al patients underwent
evaluation, including history, physical and penile duplex ultrasound. Of these patients 19 underwent tunical
grafting with 1-layer Surgisis small intestine submucosa. Postoperatively patients were evaluated with clinic
visits and telephone interviews to assess results.

Results: A total of 19 patients 46 to 69 years old (mean age 54) were treated with tunical incision or excision
and grafting with small intestine submucosa between March 2002 and July 2005. Average followup was 15
months (range 3 to 43). Patientsreported |ess penile pain with intercourse after surgery. Therewas no difference
in Sexua Health Inventory for Men scores. Preoperatively 12 men (63%) had erectile dysfunction, defined as
Sexual Health Inventory for Men less than 21, while 10 (53%) reported postoperative erectile dysfunction.
Seven of the 19 patients (37%) had recurrent penile curvature (greater than 10 degrees) and 5 (26%) had
recurrent Peyroni€’s disease plague. Our complication rate was 37%, including hematoma at the graft sitein 5
cases (26%), graft infection in 1 (5%) and Peyroni€’s disease recurrence requiring plication in 1 (5%).
Conclusions: Small intestine submucosa carries potential for grafting applications becauseit is easy to use and
readily available. Our experience resulted in a 37% complication rate, which exceeds those previously reported
with saphenous vein graft repair.

Editorial Comment

The surgical management of penile deformations due to Peyroni€’'s Disease with various types of graftsis still
under discussion. Autologous tissue used for corporeal reconstruction include tunica vaginalis, fascia lata,
fascia temporalis, rectus sheath, and venous patches, reports on heterologous tissue include cadaveric fascia
and xenogenic tissue such as porcine small intestine submucosa (SIS, Stratasys®), dermal porcine collagen
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(Permacoll®) (1), and bovine pericardium graft (2). Dueto either limited avail ability or immunogenic problems
bioabsorbable artificial materials such as tissue sealant coated collagen fleece (Tachaosil®) (3) have been tested
lately (4,5).

In the current report, the authors present a retrospective study dealing with complications in the
application of small intestine submucosa (SIS). The treatment of 19 patients with afollow-up of 15 monthsis
currently the largest study concerning xenogenic material in penilereconstruction. The use of SISwas successful
inarecent report in 11 of 12 treated patients (6). The same author reported about straightening of the penisand
reconstruction of tunica albuginea defects due to excised plaques with penile prosthesis implantation in
conjunction with SIS (7). Contrary to this report, the authorsin this paper reported a complication rate of 37%
mainly due to hematoma, infection or disease recurrence.

Do we have a new standard for penile reconstructive surgery now with off the shelve bioartificia
material such assmall intestine submucosaavailable? Nineteen sel ected patients clearly cannot be representative
for all patients with Peyroni€'s disease necessitating surgery. We need larger series with randomization, direct
comparison of various materias, standardizationsin thetiming of surgery, selection of patients, surgical technique,
postoperative management, and evaluation of the outcome. In addition, with acomplication ratein morethan a
third of the patientsin this study and an improvement in sexual function of merely 10 % (whichisin 2 patients)
thereis ample room for better materials, advancementsin surgical technique, and further studies.
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UROLOGICAL ONCOLOGY

Hydronephrosisas a Prognostic Marker in Bladder Cancer in a Cystectomy-Only Series
Bartsch GC, Kuefer R, Gschwend JE, de Petriconi R, Hautmann RE, Volkmer BG
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Eur Urol. 2007; 51: 690-7; discussion 697-8

Objectives: Hydronephrosisin patientswith bladder cancer is caused by tumour at the ureteral orifice, secondary
ureteral tumours, intramural or extravesical tumour infiltration, or compression of the ureter. This study
investigated the prognostic impact of hydronephrosisin bladder cancer.

Methods: A series of 788 patients were treated with radical cystectomy with curative intent for transitional cell
carcinoma of the bladder without neoadjuvant/adjuvant radi otherapy/chemotherapy between January 1986 and
September 2003. All patients had a compl ete follow-up until death or until the study’s end date. Survival rates
were calculated using the Kaplan-Meier method. A multivariate analysis with a Cox regresson model was
performed with respect to potential influencing factors.

Results: A total of 108 patients (13.7%) had unilateral and 25 patients (3.2%) had bilateral hydronephrosis. The
rate of organ-confined tumours was significantly higher in patients without hydronephrosis (67.9% vs. 37.6%;
p<0.001). Forty-three (32.3%) of the 133 hydronephrotic patients had a tumour involving the uretera orifice.
In this group the rate of organ-confined tumours was significantly higher than in the other patients with
hydronephrosis (53.5% vs. 30.0%; p=0.009). In the multivariate analysis, preoperative hydronephrosis was
determined as an independent prognostic marker for recurrence-free survival besidesthe pT classification and
lymph node status (p=0.0015). The etiology of hydronephrosis did not affect the tumour-specific survival.
Conclusions: Hydronephrosis at the time of diagnosis of bladder cancer is associated with a high probability of
advanced tumours. It is an independent prognostic factor for recurrence-free survival.

Editorial Comment

The question if patients with concomitant hydronephrosis and bladder cancer have inferior prognosis is a
matter of debate since long. Here, the authors stratify their patients into two cohorts, hydronephrosis without
tumor at the ureteral orifice versus no hydronephrosis or hydronephrosis with tumor at the ureteral orifice. This
gtratification increases significantly the prognostic impact of hydronephrosis. According to their results, a
patient with hydronephrosis without tumor at the orifice has a 70% risk of having non-organ confined disease
and a40% risk of lymph node metastases, in contrast to patientswith visible tumor at the orifice having risks at
41.7% and 19.4%, respectively. This trandates into different tumor-specific survival rates.

Thus, hydronephrosis without visible tumor at the orifice is a very ominous prognostic factor.

Dr. Andreas Bohle
Professor of Urology

HELIOS Agnes Karll Hospital
Bad Schwartau, Germany

Advanced Age IsAssociated With Poorer Bladder Cancer-Specific Survival in Patients Treated
With Radical Cystectomy

Nielsen ME, Shariat SF, Karakiewicz PI, Lotan Y, Rogers CG, Amiel GE, Bastian PJ, Vazina A, Gupta A,
Lerner SP, Sagalowsky Al, Schoenberg MP, Palapattu GS; Bladder Cancer Research Consortium (BCRC)
The James Buchanan Brady Urological Institute, The Johns Hopkins Hospital, Baltimore, Maryland, USA
Eur Urol. 2007; 51: 699-706; discussion 706-8
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Objective: Bladder cancer (BCa) isadisease of older persons, the incidence of which is expected to increase as
the population ages. There is controversy, however, regarding the outcomes of radical cystectomy (RC), the
gold standard treatment of high-risk BCa, in patients of advanced chronological age. The aim of our study was
to assess the impact of patient age on pathological characteristics and recurrence-free and disease-specific
survival following RC.

Methods: The records of 888 consecutive patients who underwent RC for transitional cell carcinoma (TCC)
werereviewed. Age at RC was analyzed both as a continuous (yr) and categorical (< or =60 yr old, n=240; 60.1-
70 yr old, n=331; 70.1-80 yr old, n=266; >80 yr old, n=51) variable. Logistic regression and survival analyses
were performed.

Results: Higher age at RC, analyzed as a continuous or categorical variable, was associated with extravesical
disease and pathological upstaging (all p<0.02). Older patients were less likely to receive postoperative
chemotherapy (< or =60 yr: 32% vs. >80 yr: 14%, p=0.008). In both pre- and postoperative multivariate models,
higher age at RC as a categorical variable was associated with BCa-specific survival (p<0.05). Patients >80 yr
old had a significantly greater risk of disease recurrence than patients aged < or =60 yr (p<0.05).

Conclusion: Grester patient age at the time of RC for BCais independently associated with adverse outcomes.
Better understanding of factors associated with postoperative outcomesin thisgrowing segment of the population
is necessary. Prospective corroboration and further refinement of similar analyses in other large datasets is
needed.

Editorial Comment

This manuscript gives the results of 888 patients from 4 large centersin the USA and Canada on bladder cancer
in the elderly. Some figures may recall the aggressivity of bladder cancer in general e.g. 48% had non-organ
confined disease, 42% had pathological upstaging.

Higher age was associated to worse prognostic factors such as risk of extravesical disease and pathological
upstaging. In spite of more advanced disease, older patients were significantly less likely to receive adjuvant
chemotherapy. The comment of M. Brausi to this paper is also advocated reading asit dissects the present bias
in patient selection. In summary, this paper confers mainly well-known factsto urologists, still it isworthwhile
reading asit may remind you not to wait too long to proceed with radical therapy astime may not play in favor
of your elderly patients.

Dr. Andreas Bohle
Professor of Urology
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NEUROUROLOGY & FEMALE UROLOGY

Comparison of Diagnostic Criteriafor Female Bladder Outlet Obstruction
Akikwala TV, Fleischman N, Nitti VW
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Purpose: There is no universally accepted definition of bladder outlet obstruction in women. We compared 5
contemporary urodynamic definitions and determined how well they correl ated with each other and with clinical
suspicion of bladder outlet obstruction.

Materialsand Methods: A total of 154 women who underwent videourodynamicswere prospectively evaluated.
Clinical obstruction was suspected when history, physical examination, symptoms and basic testing before
urodynamics raised the suspicion. Women were classified as having obstruction based on 5 contemporary
definitions, including 3 pressure flow cutoff point criteria, videourodynamic criteria and the Blaivas-Groutz
nomogram. The McNemar Test was used to compare each definition to the others and to suspicion of clinical
obstruction.

Results: Of the women 91 were evaluable, including 26 (29%) with obstruction by videourodynamic criteria,
28 (31%) with obstruction by 1998 cut point criteria, 18 (20%) with obstruction by 2000 cut point criteria, 13
(14%) with abstruction by 2004 cut point criteriaand 38 (42%) with obstruction by the Blaivas-Groutz nomogram.
Videourodynamic and 1998 cut point criteria were not significantly different from each other (78.9%
concordance) and each agreed with the clinically obstructed category in the comparison. Compared to the other
criteria, the Blaivas-Groutz nomogram overestimated obstruction, while 2004 cut point criteria tended to
underestimate it.

Conclusions: Each urodynamic definition of female bladder outlet obstruction has merit. Videourodynamic
criteriaand 1998 cut point criteria have the highest concordance. The Blaivas-Groutz nomogram overestimates
obstruction compared to the other criteria. Therefore, it should not be used as the sole or standard definition of
obstruction in women.

Editorial Comment

Theauthors prospectively reviewed acohort of women who had clinical suspicion of bladder outlet obstruction.
The patients underwent a full evaluation including fluoroscopic urodynamic studies. The data obtained was
applied to five definitions for female bladder outlet obstruction. The application results were then compared to
each other and then to the clinical situation at hand.

Thisisan excellent study waswell planned and very illustrative of the difficulty in diagnosing bladder
outlet obstruction in women in an absolute manner. The authors point out the challenge in diagnosing bladder
outlet obstruction in females who have a current neurologic diagnosis or who do not generate a detrusor
contraction during their urodynamic study. In addition, the results and discussion highlight the importance of
combining clinical suspicion, physical examination, urodynamic evaluation as well as radiographic imaging
during the diagnostic process. In our practice, though weincorporate multiple variables similar to thisarticlein
the evaluation of female bladder outlet obstruction, we do rely to a pronounced degree on the radiographic
imaging during the patient’s micturitional cycle. Thisisdefinitely areference article for the urologic surgeon,
especialy thoseinvolved in tertiary evaluations in female urology.

Dr. Steven P. Petrou

Associate Professor of Urology

Chief of Surgery, . Luke's Hospital

Associate Dean, Mayo School of Graduate Medical Education
Jacksonville, Florida, USA
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Female Sexual and Hormonal Satus in Patients with Bronchial Asthma: Relationship with
Respiratory Function Tests and Psychological and Somatic Status

Basar MM, Ekici A, Bulcun E, Tuglu D, Ekici MS, Batisam E

Department of Urology, University of Kirikkale Faculty of Medicine, Kirikkale, Turkey

Urology. 2007 Mar;69(3):421-5

Objectives: To assessthe rel ationship among the sexual, hormonal, physical, and psychol ogical status of women
with bronchia asthma (BA) compared with that of healthy volunteers.

Methods: Thirty-eight women with BA were enrolled in the study. The patients were asked to complete the
Female Sexual Function Index, General Health Questionnaire, and Medical Outcomes Study Short Form 36-
item Health Survey (SF-36). Using the answers on the SF-36, the mental and physical component summary
scores were calculated. A total of 20 healthy women were enrolled in the study as the control group. The same
guestionnaires were given to this group aswell. Statistical analysis was performed using the Mann-Whitney U
test and Pearson correlation tests.

Results: At the end of the study, statistically significant differences were observed for all questionnaire scores
(P <0.05). The most common female sexual dysfunction was diminished arousal (n = 30, 78.9%) in women
with BA. Inthe correlation analysis, the total Female Sexual Function Index score had astatistically significant
and positive correlation with the mental component summary score (r = 0.503, P = 0.001) and a negative
correlation with the General Health Questionnaire score (r = -0.380, P = 0.020).

Conclusions: The results of our study have shown that BA, as a chronic medical condition, can be a cause of
female sexual dysfunction with mental and psychiatric mechanisms.

Editorial Comment

The authors reviewed the association of bronchial asthma (BA) upon female sexud function and dysfunction.
The study cohort consisted of 38 married, pre-menopausal women with a diagnosis of bronchial asthma and a
control group of 20 healthy women who were also married and pre-menopausal. According to the American
Thoracic Society, patients with bronchia asthmadid suffer from symptoms of shortness of breath, wheezing and
coughing. Patientswere excluded if they were older than 50 yearsold or if their husbandshad asexual dysfunction.
The questionnaire forms utilized did encompass quality of life, psychological status aswell as sexua status. The
female sexual function index included the categories of arousal, desire, orgasm, lubrication, pain and satisfaction.
Theauthorsfound that the most common sexual problem associated with bronchial asthmawas diminished arousal.
They do note that though the initiation of sexual activity in women with bronchia asthmawas difficult, if arousal
and interest could be achieved then successful intercourse could be completed.

Thetopic of female sexual dysfunctionisvery popular in both thelay press aswell aswith professional
study. This study excellently explores the effect of chronic disease upon awoman’'s sexual being. The authors
do note that a positive mood and well being were the most important parameters controlling sexual activity in
women. Inview that there have been findings of differencein qualitative and quantitative differencein visualy
evoked sexual arousal between pre-menopausal and menopausal without bronchial asthmait would beinteresting
to seeif thiswas mirrored in the population with bronchial asthma (1). In addition, in view that al the patients
in this study were married, it would be of both scientific interest and great social commentary to seeif a study
cohort of unmarried women were more easily aroused than ones who were married when exposed to visual
erotic stimuli and the areas of the brain affected (2).
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Inflammation of the Testisand Epidididymisin an Otherwise Healthy Child: Isit aTrueBacterial
Urinary Tract Infection?
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Purpose: The exact etiology of acute gonadal inflammation (EO) in children is unknown. Bacterial infection
and underlying urological abnormalities are thought to be the main causes, and hence antibiotic treatment and
further invasive urinary tract imaging studies are usually recommended. The purpose of this study wasto assess
the role of bacterial infection in pediatric acute EO.

Materials and Methods: We retrospectively searched our electronic medical archive for children under the age
of 18 years with the diagnosis of acute EO between 1997 and 2002. Patients' charts were retrieved and re-
viewed for clinical and laboratory data.

Results: During 1997-2002, 193 patients with acute EO were treated. There were two subgroups according to
the results of urinary cultures: 182 children (94.3%) had negative urine cultures and 11 (5.7%) had positive
cultures. In the negative culture group, the mean age was 9.8 + 3.2 years (0.5-17). Medical history for urologi-
cal disease was negative in al patients. Presenting symptom was scrotal pain in 165 (90.7%), and only three
patients (1.6%) had accompanying urinary symptoms. Physical examination was normal besides tender gonad.
Urinalysiswas completely normal in 169 (92.9%) patients. Scrotal Doppler ultrasound (US) demonstrated non-
specific inflammatory process in 146 patients (80%), in nine (5%) torsion of the appendix testis was docu-
mented and in 27 (14.8%) scrotal USwas normal. Follow up was availablein 40% all of whom had an unevent-
ful recovery with normal physical examination. In the positive culture group of 11 patients, the mean age was
11 + 6.7 years (3 monthsto 16 years), and eight patients (73%) had aknown congenital urological abnormality.
Presenting symptom was pain in five (45.4%) and pain with swelling in six (55.6%). Accompanying dysuria,
frequency and urgency occurred in eight (72.7%) patients. Urinalysiswas abnormal in 10 (90.9%). US demon-
strated increased blood flow to the gonad in 10 (90.9%).

Conclusions: Negative history for urological disease, absence of urinary symptomsand normal urinalysis make
the diagnosis of bacterial EO unlikely. In this setting, once testicul ar torsion was excluded, thereisno justifica-
tion for antimicrobial treatment or further imaging of the urinary tract.
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Editorial Comment

This manuscript looks at patients under 18 years of age, between 1997 and 2002. They presented with the
diagnosis of inflammation of the testis and epididymis. Charts were reviewed from children under the age of 18
from 1997 to 2002 and 193 patients were evaluated. They were divided into two groups, positive cultures and
negative cultures. Hundred and eighty-two patients had negative cultures with a mean age of 9.8. The most
common symptom in the culture negative group was scrotal pain and only 3 patients in this group had any
urinary symptoms. Nearly 93% of these children had normal urinalysis with the other 13 children having
scattered red cells or white cells. None was positive for protein, nitrites or leukocyte esterase. 80% of these
culture-negative patients had ultrasounds of the scrotum with 9 patients having torsion of the appendix testis
and follow up in 40% of the patients showed anormal physical exam. Eleven patientsin the second group had
positive urine cultures with a median age of 11 years. Five patients presented with pain and 6 with testicular
swelling. The urinalysis was positive including red cells, white cells, protein nitrites and leukocyte esterasein
10 of the 11 patients with cultures being positive in all 11.

Theauthorsrightly point out that only aminority of patients have positive urine cultureswhen epididymo-
orchitis is suspected and question whether antibiotics should be included as part of the treatment of patients
whose urinalyses are negative.

The conclusion wasthat patientswith anon-bacteria epididymo-orchitisareusually pre-pubertal children
without positive history for urologic disease. Their presentation is without urinary symptoms yet there is no
justification for antibiotic therapy or urinary tract imaging. They did caution that non-verba children and
infants might need to be excluded.

A few decades ago, urology textbooks suggested that epididymo-orchitis was due to urologic
abnormalities such as ectopic ureters and that the entire urinary tract needed to be imaged. It is becoming more
and more clear that the majority of epididymo-orchitisis not bacterial in origin and probably has a significant
viral component. Somekh et al. (1) had a nice manuscript suggesting that a viral etiology may often be the
cause. It is recognized that anti-inflammatory medications should be the main stay of treatment rather than
antibiotics in epididymo-orchitisin kids.
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Ureteroscopy In Children: IsTherea Need for Ureteral Dilation and Postoper ative Stenting?
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Introduction: Ureteroscopic stone manipulation and extraction isthe standard of carefor distal stonediseasein
the adult population. Recently, with refinements in instrumentation, these standards have been applied in pedi-
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atrics. Here, weinvestigate therole of ureteral dilation and the need for postoperative stenting after ureteroscopy.
Materials and Methods: Twenty-nine children (21 male, eight female) with amean age of 11.0 (2.5-17.5) years
underwent 34 ureteroscopic procedures (21 right, 13 left) to address ureteral stonesin 27 (23 distal, 3 mid and
1 proximal), surveillance of the upper tract in six and aretained stent in one. Active ureteral dilation was not
required in any of these patients. A Wolff 4.5-F or 6.5-F tapered semi-rigid ureteroscope was passed alongside
a previously placed guidewire to access the upper collecting system. Proximal ureteral surveillance was per-
formed after completion of the procedure; all but two patients had a diagnostic ureterogram. Four patients had
preoperative placement of a JJ stent. Postoperative stents were placed in six patients, two had stents placed
preoperatively for infection associated with either autonomic dysreflexiaor stoneimpaction, two for extravasa-
tion or perforation, one for edema and one for subsequent ESWL.

Results: Mean follow up after ureteroscopy was 16.2 (0.3-48) months. Of the 27 procedures for stone disease,
15 (55%) stones required laser litholipaxy and 12 (45%) were managed with stone basket extraction. The
overall re-treatment rate for stone disease was 4%. Diagnostic ureteroscopy was normal in six procedures.
None of the procedures managed without a post-ureteroscopy stent required subsequent intervention.
Conclusion: Ureteroscopy is a safe, effective method to manage uretera stones. Refinements in instrumenta-
tion allow its application to the pediatric popul ation. Ureteroscopy including laser lithotripsy can be performed
without ureteral dilation or postoperative stenting.

Editorial Comment

Thisarticlereviewsafour-year consecutive series of ureteroscopies performed in children under the age of 18.
Thirty-four ureteroscopic procedures were performed, 27 for renal stones, 6 for upper tract surveillance and 1
to remove aretained ureteral stent. All procedures were done under general anesthesia utilizing a guide wire,
followed by a 4.5F or 6.5F tapered semi-rigid ureteroscope without the use of ureteral dilatation or a sheath.
Twelve patients had stone basket extraction, while the remaining stone patients required Holmium: YAG laser
and/or electrohydraulic litholapaxy with a retreatment rate of only 4%. Seventy-nine percent of the patients
were managed as outpatients. Twenty-one percent were inpatients due to pre-operative pain or infections or a
planned secondary procedure. The 23 (79%) patients who were managed as outpatients did not have a ureteral
stent after the procedure. Two complications occurred. One was a small amount of extravasation from the
perforation of thetip of astone basket. The second had perforation migration and then impacted distal ureteral
stone. The authors conclude that ureteroscopy in children is safe without ureteral dilatation and postoperative
stenting.

Technology continues to bring improvements to pediatric urologic stone management. It has alowed
for ureteral surgery that previously was not thought possible. This study shows a very low complication rate
and alow stent usage rate demonstrating that with the refinementsin the technology ureteral stone disease can
be treated very similarly in children asis currently done for adult patients.

Dr. Brent W. Snow
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