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Outcome of Robotic Assisted Laparoscopic
Radical Prostatectomy after 112 Consecu-
tive Cases.

Sittiporn Srinualnad M.D., MSc (London), FRCS (Glasgow)

π‘æπ∏åμâπ©∫—∫

Abstract
Introduction: Robotic Assisted Laparoscopic Radical Prostatectomy (RALRP) has been shown to

provide the best surgical outcomes in terms of potency and continence, following surgical treatment for
early prostate cancer. So far, there was no report in functional outcome in Thailand.

Objective: To evaluate functional outcome of Robotic Assisted Laparoscopic Radical Prostatectomy
done at the authorûs institute.

Materials and methods: 112 patients with localized prostate cancer were undergone Robotic
Assisted Laparoscopic Radical Prostatectomy by the author, using either transperitoneal approach or
extraperitoneal approach. Functional and pathological outcome were evaluated.

Results: All of 112 cases were successfully undergone RALRP. Mean operative time was 166
minutes. The average blood loss was 488 mls. Mean catheterization time and hospital stay were 8.7 days
and 7.3 days, respectively. At 12 months after surgery, full control (Pad Free) of continence was found in
88.3% of patients; and successful sexual intercourse was reported by 87.5% in patients with Sexual
Health Inventory for Men (SHIM) score of more than 19 prior to having undergone the surgery.

Conclusion: In the authorûs experience, RALRP provides  good functional outcomes. The operation
should be encouraged among urologists, as the patients can gain benefit from good quality of life and
oncological control.

Key words: radical prostatectomy, prostate cancer, robotic prostatectomy, impotency, incontinence

Division of Urology, Department of Surgery, Faculty of Medicine Siriraj Hospital, Mahidol University, Bangkok
10700,  Thailand.
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Introduction
In Thailand, Robotic Prostatectomy was firstly

reported in 2007 by the author[1-3]. With the use of
new technology, robotic prostatectomy is compa-
rable to the value of conventional laparoscopic
radical prostatectomy[4]. Patients undergone robotic
prostatectomy can gain benefit of minimally invasive
surgery.  The recent developed surgical techniques
provide a good oncological control with excellent
functional outcomes[5-10]. With experience surgeons,
complication rate was considerably low[11]. So far,
there was no report on functional outcome in
Thailand. This present study aims to analyze func-
tional outcome in the patients with early prostate
cancer undergone Robotic Prostatectomy.

Material and Method
112 patients with localized prostate cancer were

undergone Robotic Assisted Laparoscopic Radical
Prostatectomy (RALRP) by the author at the depart-
ment of surgery, Faculty of Medicine Siriraj Hospital.
All patients were histological proven as having
adenocarcinoma of the prostate from biopsy. All
patients were given an informed consent for the
procedure. Patientsû data was collected and evalua-
ted.  Operative techniques were reported previously
by the author[12-14].

Cystography is performed on post-operative
day 7 and a urethral catheter is removed if there is
no leak of contrast media from urethro-vesicle anas-
tomosis.

Peri-operative data, operative results, and func-
tional outcomes were analyzed. On 1, 3, 6, 9 and 12
months after surgery, functional outcomes were evalu-
ated by questionnaires asking about incontinence
(number of pad used per day) and Sexual Health
Inventory for Men (SHIM) score.

Results
Of 112 patients undergone RALRP, 76 patients

were undergone RALRP with extraperitoneal
approach.

The mean age of patients was 66.6+7.6 years.
Mean PSA was 18.7 ng/ml. The average operative
time was 166.3+83.5 minutes. Average blood loss
was 488.8+393 ml.  Transfusion rate was 13.4%. Mean
catheterization time was 8.7+3.9 days Mean hospital
stay was 7.3+2.6 days. All data was shown in table 1.

Pathological outcome reported positive surgi-
cal margin rate of 25.4% and 68.9%, in pT2 and pT3
respectively, as shown in table 2.

Total continence (Pad Free) was reported at
16%, 36.5%, 64.4% and 88.3% on 1st, 3rd, 6th, and
12th months after surgery respectively, as shown in

Minimum Maximum Mean Std.Deviation
Age 50 82 66.59 7.65
PSA 1.78 300 18.69 34.30
IPSS 0 26 12.36 5.83
SHIM 0 25 14.78 7.60
P weight 15 160 43.59 21.09
Operative time (min) 72 720 166.33 83.53
Intra operative blood loss 50 2,500 488.83 393.39
Tot.days of cath insertion 5 23 8.70 3.91
Hospital stay 3 17 7.30 2.59

Table 1 Dermographic Data
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table 3. There was no different in  incontinence rate,
whether or not nerve sparing procedure was carried
out.

Of 31 patients with sexually active prior to the
operation (SHIM Scores >20), 22 patients, had
undergone nerve sparing procedure, of which 16 had
bilateral nerve sparing. Erection with successful sexual
intercourse was reported at 18.8%, 50%, 77.8% and
87.5% on 3rd, 6th, 9th and 12th months after surgery
respectively, as shown in table 4.

Complication was found in 12 cases (10.7%),
2 patients had experience major complication
including 1 pulmonary emboli, and 1 pelvic collection
with sepsis. All complication is reported in table 5.

Discussion
In the present study the author reports 112

cases of RALRP. The operation is safe and feasible.
There were 2 major complications in the patients.
Transfusion rate was much reduced as compare to
early experience by the author[12-14]. Functional
outcomes have been shown to be well accepted by
the patients. However, the result in this study is
inferior than the large cohort study of Menon et al.
In their study, median duration of incontinence was
4 weeks; 0.8% of patients had total incontinence at
12 months. The intercourse rate was 93% in men
with no preoperative erectile dysfunction[15]. This is
probably due to either the author in this studyûs early
experience in the robotic technology or difference in
the method of outcome measurement between the 2
studies. However, to gain a better functional out-
come one needs to gain experience of more than
150 cases of robotic prostatectomy[16].

In the present study, positive surgical margin
rate was 25.4%, which is lower than the authorûs
experience in previous reports[12-14]. This is probably
due to much better experience in recognizing the
tissue plan without tactile sensation using the new
approach of the robotic surgery. Oncological outcome
is affected by the experience of robotic prostatectomy.
Positive surgical margin rate can be reduced after
approximately 30 cases of robotic prostatectomy[17].

Conclusion
Robotic Prostatectomy is safe and feasible.

Patients with early prostate cancer can gain benefit
from minimally invasive surgery with high chance of

Staging Number of Case % of Positive Margin

pT2 67 25.37%
pT3 45 68.89%

Table 2 Pathological outcomes

Table 3    Continence outcome

Duration Post
Operation (months)

Total
Continence Rate

1
3
6
12

  16%
36.5%
64.4%
88.3%

Table 4 Potency outcome

Duration after Surgery
(months)

Full Erection with Sexual
Intercourse Rate

3
6
9
12

18.75%
  50%
77.8%
87.5%
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informed consent „π‚√ßæ¬“∫“≈√“™«‘∂’ √–À«à“ß‡¡…“¬π 2551-°√°Ø“§¡ 2551 ·∫àßºŸâªÉ«¬‚¥¬„™â«‘∏’°“√ ÿà¡‡ªìπ 2
°≈ÿà¡Ê≈– 60 §π §◊Õ °≈ÿà¡„™â Penile clamp ·≈–°≈ÿà¡„™â Grip μ‘¥º¡ ¡“ª√–¬ÿ°μå„™â ‚¥¬‡ª√’¬∫‡∑’¬∫ª√– ‘∑∏‘¿“æ∑—Èß¥â“π
§«“¡·√ß¢Õß°“√∫’∫«—μ∂ÿ, §«“¡ “¡“√∂„π°“√‡°Á∫°—°¬“™“, §«“¡√Ÿâ ÷°¢ÕßºŸâªÉ«¬ ¥â“π°“√√–ß—∫§«“¡√Ÿâ ÷°·≈–§«“¡æ÷ß
æÕ„® ‚¥¬„™â VAS 100 mm „π°“√«—¥§«“¡ª«¥¢ÕßºŸâªÉ«¬∑—Èß 2 °≈ÿà¡ μ≈Õ¥®π¿“«–·∑√°´âÕπ∑’Ëμ“¡¡“ °“√«‘‡§√“–Àå
∑“ß ∂‘μ‘„™â Independent-Samples T-test, Mann-Whitney U-test ·≈– Chi-square test

º≈°“√»÷°…“ ºŸâªÉ«¬ 60 §π„π·μà≈–°≈ÿà¡ æ∫¢âÕ¡Ÿ≈æ◊Èπ∞“π¢Õß∑—Èß 2 °≈ÿà¡ ‰¡à·μ°μà“ß°—πÕ¬à“ß¡’π—¬ ”§—≠∑“ß ∂‘μ‘
 ”À√—∫§«“¡ª«¥¢ÕßºŸâªÉ«¬∑—Èß¢≥–„™âÕÿª°√≥åÀπ’∫‡æ◊ËÕ‡°Á∫°—°¬“™“ ·≈–§«“¡ª«¥¢≥– àÕß°≈âÕß¢Õß∑—Èß 2 °≈ÿà¡‰¡àæ∫«à“¡’
§«“¡·μ°μà“ß°—πÕ¬à“ß¡’π—¬ ”§—≠  à«π§«“¡ “¡“√∂„π°“√‡°Á∫°—°¬“™“·≈–¿“æ√«¡§«“¡æ÷ßæÕ„®‰¡àæ∫«à“μà“ß°—π
Õ¬à“ß¡’π—¬ ”§—≠∑“ß ∂‘μ‘„π∑—Èß 2 °≈ÿà¡ ·≈–‰¡àæ∫¿“«–·∑√°´âÕπ‡°‘¥¢÷Èπ°—∫ºŸâªÉ«¬∑—Èß 2 °≈ÿà¡

 √ÿª °“√π” Grip μ‘¥º¡ ¡“ª√–¬ÿ°μå„™â ¡’ª√– ‘∑∏‘¿“æ ‡∑’¬∫‡§’¬ß°—∫ Penile clamp ·≈–‰¡à¡’¿“«–·∑√°´âÕπ
‡°‘¥¢÷Èπμ“¡¡“·°àºŸâªÉ«¬™“¬ ∑’Ë¡“√—∫°“√μ√«® àÕß°≈âÕß∑“ß‡¥‘πªí  “«– à«π≈à“ß ®÷ß “¡“√∂π” Grip μ‘¥º¡∑’Ëª√–¬ÿ°μå
¢÷Èπ¡“„™â·∑π Penile clamp ‰¥â„π√“§“∑’Ëª√–À¬—¥°«à“¡“°

Àπà«¬»—≈¬»“ μ√å¬Ÿ‚√ ‚√ßæ¬“∫“≈√“™«‘∂’

°“√»÷°…“π”√àÕß‡°’Ë¬«°—∫°“√ª√–¬ÿ°μå„™â Grip
μ‘¥º¡ ·∑π∑’Ë Penile clamp „π°√–∫«π°“√
√–ß—∫§«“¡√Ÿâ ÷°‡©æ“–∑’Ë°àÕπ àÕß°≈âÕß∑“ß‡¥‘π
ªí  “«– à«π≈à“ß„πºŸâ™“¬

‡Õ°™—¬  ‘π‚ ¿≥¿“æ æ.∫.,  ¡‡°’¬√μ‘ æÿà¡‰æ»“≈™—¬ æ.∫.,
¥π—¬æ—π∏å Õ—§√ °ÿ≈ æ.∫., «‘‚√®πå ®‘μμå·®âß æ.∫.,
«√æ®πå ™ÿ≥À§≈â“¬ æ.∫.,  ¡ ÿ¢ °âÕß°‘®°”∏√ æ.∫.,
≥—∞æß»å «ß»å«—≤π“‡ ∂’¬√ æ.∫.
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Preliminary study for Application of Grip instead of Penile
clamp in local anesthesia before cystoscopy in men.

Akachai Sinsophonphap M.D., Somkiat Pumpaisanchai M.D.,
Danaiphand Akarasakul M.D., Viroj Chittchang M.D.,
Vorapot Choonhaklai M.D., Somsook Kongkitkumthon M.D.,
Nattapong Vongwattanastian M.D.

Abstract
Objective: Penile clamp is medical equipment used to prevent leakage of lidocaine gel from urethra

before cystoscopy in men. The purpose of this study is to determine the effectiveness of using Grip
instead of penile clamp.

Materials and Methods:  During April to July, 2008. One hundred and twenty men who were
indicated for cystoscopy  and accepted the informed consents in Rajavithi Hospital were enrolled in this
study and randomly divided into 2 groups; 60 each. In the first group penile clamp were used while in the
second group, Grip were used. For comparing between Grip and penile clamp, what we concerned were
compression power, capability to prevent lidocaine gel leakage, loss of urethra sensation, patients satisfaction
and compli-cations of both groups. Visual analogue scale (VAS 100mm) were used to compare pain in
both groups. Statistical significance determined using the Independent-Samples T-test, Mann-Whitney
U-test and Chi-square test.

Results: Sixty patients were included in each group. The demographic characteristics of the patients
did not significantly differ between groups. There were no statistically significant between groups in
compres-sion power, capability to prevent lidocaine gel leakage, loss of urethra sensation and patients
satisfaction. In addition, complication did not appear in both groups.

Conclusions: In instilling local anesthesia before cystoscopy in men, we can use the application of
Grip instead of penile clamp at markly reduced cost.

Keywords: Grip, Penile clamp, Cystoscopy, Local anesthesia, 2% lidocaine jelly, Pain.

Division of Urology, Department of Surgery, Rajavithi Hospital, Bangkok, Thailand.
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∫∑π”
Penile clamp ‡ªìπ‡§√◊ËÕß¡◊Õ∑“ß°“√·æ∑¬å ´÷Ëßπ”¡“

„™â„π°√–∫«π°“√√–ß—∫§«“¡√Ÿâ ÷°‡©æ“–∑’Ë °àÕπ°“√ àÕß°≈âÕß
∑“ß‡¥‘πªí  “«– à«π≈à“ß„πºŸâ™“¬ ´÷Ëßªí®®ÿ∫—π®–„™â 2%
lidocaine jelly 10 ml „ à‡¢â“‰ª∑“ß∑àÕªí  “«–[1,3] ·≈–
π” Penile clamp ¡“Àπ’∫‰«â∑’Ë penis ‡æ◊ËÕ‰¡à„Àâ¬“™“√—Ë«‰À≈
ÕÕ°¡“¥â“ππÕ° ·≈–∑”„ÀâºŸâªÉ«¬‰¥â√—∫°“√√–ß—∫§«“¡√Ÿâ ÷°
‡©æ“–∑’Ë ́ ÷Ëß‡ªìπ°“√√–ß—∫§«“¡ª«¥«‘∏’Àπ÷Ëß∑’Ëπ”¡“„™â°àÕπ°“√
 àÕß°≈âÕß∑“ß‡¥‘πªí  “«–„πºŸâ™“¬ ‚¥¬®–∑”„Àâ°“√ àÕß°≈âÕß
§√—Èßπ—Èπ‡ªìπ‰ª¥â«¬§«“¡√“∫√◊Ëπ ºŸâªÉ«¬‰¡à‡°‘¥§«“¡‡§√’¬¥·≈–
§«“¡‡®Á∫ª«¥®πÕ“®π”¡“ ÷́Ëß°“√≈â¡‡À≈«„π°“√ àÕß°≈âÕß
°“√ª√–‡¡‘π§«“¡ª«¥‡ªìπ ‘Ëß ”§—≠„π°√–∫«π°“√π’È‡æ◊ËÕ
®–„Àâ‡°‘¥ª√–‚¬™πå°—∫ºŸâªÉ«¬ Ÿß ÿ¥ °“√ª√–‡¡‘π§«“¡ª«¥
¡’Õ¬Ÿà¥â«¬°—πÀ≈“¬«‘∏’ ´÷Ëß«‘∏’∑’Ëπ”¡“„™â°—π¡“° §◊Õ °“√«—¥
§«“¡ª«¥‚¥¬„™â‡§√◊ËÕß¡◊Õª√–°Õ∫°“√«—¥¥â«¬«‘∏’ (Visual
analogue scales: VAS 100 mm)[2]

ªí®®ÿ∫—π‚√ßæ¬“∫“≈√“™«‘∂’ ‰¥â¡’ Penile clamp ‰«â„™â
Õ¬Ÿà‡ªìπª√–®” ·μà∑“ß‚√ßæ¬“∫“≈ª√– ∫°—∫ªí≠À“‡§√◊ËÕß¡◊Õ
™”√ÿ¥ ·≈– Ÿ≠À“¬ ª√–°Õ∫°—∫ Penile clamp ¡’ (√“§“μàÕ
Àπà«¬ Õ—π≈–ª√–¡“≥ 3,000-4,000 ∫“∑[5] Àπà«¬ß“π
»—≈¬»“ μ√å¬Ÿ‚√ ®÷ß‰¥â§‘¥∑’Ë®–π” Grip μ‘¥º¡ (√“§“μàÕÀπà«¬
Õ—π≈–ª√–¡“≥ 60 ∫“∑) ¡“ª√–¬ÿ°μå„™â·∑π Penile clamp
„π°√–∫«π°“√√–ß—∫§«“¡√Ÿâ ÷°‡©æ“–∑’Ë °àÕπ àÕß°≈âÕß∑“ß
‡¥‘πªí  “«– à«π≈à“ß„πºŸâ™“¬

°“√«‘®—¬π’È‡æ◊ËÕ»÷°…“‡ª√’¬∫‡∑’¬∫¥Ÿº≈¢Õßª√– ‘∑∏‘¿“æ
∑—Èß¥â“π§«“¡·√ß¢Õß°“√∫’∫«—μ∂ÿ, §«“¡ “¡“√∂„π°“√‡°Á∫
°—°¬“™“, §«“¡√Ÿâ ÷°¢ÕßºŸâªÉ«¬ ‚¥¬‡©æ“–¥â“π°“√√–ß—∫§«“¡
√Ÿâ ÷°·≈–§«“¡æ÷ßæÕ„® ·≈–º≈·∑√° ấÕπ∑’Ë®–μ“¡¡“
√–À«à“ß‡§√◊ËÕß¡◊Õ∑—Èß 2 ™π‘¥ ÷́Ëß°“√π” Grip μ‘¥º¡¡“
ª√–¬ÿ°μå„™âπà“®–¡’ª√– ‘∑∏‘¿“æ‡∑’¬∫‡§’¬ß°—∫ Penile clamp
·≈–‰¡à¡’¿“«–·∑√°´âÕπ‡°‘¥¢÷Èπμ“¡¡“·°àºŸâªÉ«¬™“¬∑’Ë¡“√—∫
°“√μ√«® àÕß°≈âÕß∑“ß‡¥‘πªí  “«– à«π≈à“ß

°≈ÿà¡»÷°…“·≈–«‘∏’¥”‡π‘π°“√»÷°…“
»÷°…“·∫∫ Randomized controlled trial study „π

ºŸâªÉ«¬™“¬∑—ÈßÀ¡¥ 120 √“¬ ∑’Ë¡“√—∫°“√√—°…“∑’ËÀπà«¬ß“π
»—≈¬»“ μ√å¬Ÿ‚√‚√ßæ¬“∫“≈√“™«‘∂’ „π™à«ß ‡¡…“¬π 2551-
°√°Ø“§¡ æ.». 2551 ‚¥¬ºŸâªÉ«¬∑—ÈßÀ¡¥¡’¢âÕ∫àß™’È ”À√—∫
°“√ àÕß°≈âÕß∑“ß‡¥‘πªí  “«– à«π≈à“ß, conscious ·≈–Õ“¬ÿ

18 ªï¢÷Èπ‰ª  ”À√—∫‡°≥±å°”Àπ¥§—¥ÕÕ°®“°°“√»÷°…“
ª√–°Õ∫¥â«¬ unconscious, Stricture urethra, Paraplegia,
Diabetic mellitus, Symptoms & sign of coagulopathy,
Allergy to lidocaine, Language problem ·≈–ºŸâªÉ«¬∑’Ë
‰¡à “¡“√∂¢÷Èπ∑à“ lithotomy ¢≥– àÕß°≈âÕß‰¥â

·∫àß°≈ÿà¡°“√»÷°…“ÕÕ°‡ªìπ 2 °≈ÿà¡Ê≈– 60 √“¬ °≈ÿà¡
∑’Ë 1 „™â Penile clamp (¥—ß√Ÿª∑’Ë 1) ·≈–°≈ÿà¡∑’Ë 2 „™â Grip
μ‘¥º¡¡“ª√–¬ÿ°μå„™â (¥—ß√Ÿª∑’Ë 2-5) ́ ÷Ëßπ”Õÿª°√≥å∑—Èß 2 ™π‘¥
¡“∑¥ Õ∫·√ß∫’∫«—μ∂ÿæ∫«à“ Penile clamp=1023.18 N/mé
·≈– Grip=983.16 N/mé ‚¥¬ºŸâªÉ«¬∑—ÈßÀ¡¥¬Õ¡√—∫
Informed consent °àÕπ°“√ àÕß°≈âÕß∑“ß‡¥‘πªí  “«– à«π
≈à“ß À≈—ß®“°π—Èπ„™â 2% lidocaine jelly 10 ml „ à∑“ß
urethra[1] ·≈–π”Õÿª°√≥å¡“Àπ’∫∑’Ë penis («—¥ pain score
‚¥¬„™â VAS 100 mm) ·≈–«—¥ª√‘¡“≥¢Õß¬“™“∑’Ë‰À≈ÕÕ°
¡“∑“ßª≈“¬ meatus of penis „™â√–¬–‡«≈“„π°“√Àπ’∫

√Ÿª∑’Ë 1  Penile clamp

√Ÿª∑’Ë 2 Grip μ‘¥º¡ °àÕπª√–¬ÿ°μå ¢π“¥ 3.5 cm x8.5 cm
x3 cm (°«â“ßx¬“«x Ÿß)
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Õÿª°√≥å 5 π“∑’[1,3] À≈—ß®“°π—Èππ”Õÿª°√≥åÕÕ° («—¥ pain
score ‚¥¬„™â VAS 100 mm) ·≈–Cystoscopy by ex-
periment physician (within 10 minute) («—¥ pain score
‚¥¬„™â VAS 100 mm) ·≈– («—¥√–¥—∫§«“¡æ÷ßæÕ„® ‚¥¬„™â
Likert scale 5 √–¥—∫) ·≈– ”√«®¿“«–·∑√°´âÕπ∑’Ë‡°‘¥¢÷Èπ

[VAS 100 mm  “¡“√∂®—¥√–¥—∫§«“¡ª«¥ μ“¡
¡“μ√∞“π¢Õß WHO[4] ¥—ßπ’È (0-39) ‰¡à„™â¬“, (40-69) „™â
weak opioid, NSAIDs, paracetamol ·≈– (70-100) „™â
strong opioid]

°“√«‘‡§√“–Àå¢âÕ¡Ÿ≈·≈– ∂‘μ‘ „™â‚ª√·°√¡ Program
SPSS version 11.5  ”À√—∫¢âÕ¡Ÿ≈∑—Ë«‰ª «‘‡§√“–Àå¥â«¬ ∂‘μ‘
‡™‘ßæ√√≥“ · ¥ß®”π«π§à“√âÕ¬≈– §à“‡©≈’Ë¬·≈– à«π
‡∫’Ë¬ß‡∫π¡“μ√∞“π  ”À√—∫ ∂‘μ‘‡™‘ß«‘‡§√“–Àå ´÷Ëß¢âÕ¡Ÿ≈·∫∫
continuous variables (normal distribution) «‘‡§√“–Àå
‚¥¬ Independent samples t-test, ¢âÕ¡Ÿ≈·∫∫ continu-
ous variables (non-normal distribution) «‘‡§√“–Àå‚¥¬

Mann-Whitney U-test ·≈– ¢âÕ¡Ÿ≈·∫∫ categorical vari-
ables «‘‡§√“–Àå‚¥¬ Chi-square test ‚¥¬§à“ p-value <0.05
· ¥ß«à“¡’π—¬ ”§—≠∑“ß ∂‘μ‘

º≈°“√«‘®—¬
ºŸâªÉ«¬ 120 §π √«¡Õ¬Ÿà„π°“√»÷°…“ √–À«à“ß‡¡…“¬π

2551-°√°Æ“§¡ 2551 ‚¥¬·∫àß‡ªìπ 2 °≈ÿà¡Ê≈– 60 §π
°≈ÿà¡·√°„™â Penile clamp ·≈–°≈ÿà¡ Õß„™â Grip μ‘¥º¡
¡“ª√–¬ÿ°μå„™â ºŸâªÉ«¬∑—ÈßÀ¡¥‰¥â»÷°…“§√∫‡ √Á® ¡∫Ÿ√≥å ®“°
μ“√“ß 1 · ¥ß¢âÕ¡Ÿ≈æ◊Èπ∞“π¢Õß∑—Èß Õß°≈ÿà¡ Õ“¬ÿ‡©≈’Ë¬¢Õß
ºŸâªÉ«¬∑—Èß Õß°≈ÿà¡‡∑à“°—∫ 59.58 ªï (√–À«à“ß 16-89 ªï) ‚¥¬
°≈ÿà¡∑’Ë„™â Penile clamp Õ“¬ÿ‡©≈’Ë¬‡∑à“°—∫ 60.12 ªï (√–À«à“ß
22-87 ªï) ·≈–°≈ÿà¡∑’Ë„™â Grip μ‘¥º¡ ¡“ª√–¬ÿ°μå„™â Õ“¬ÿ
‡©≈’Ë¬‡∑à“°—∫ 59.05 ªï (√–À«à“ß 16-89 ªï) ´÷Ëß‰¡à¡’§«“¡
·μ°μà“ß°—πÕ¬à“ß¡’π—¬ ”§—≠∑“ß ∂‘μ‘ μ“√“ß 2 · ¥ß§«“¡
√Ÿâ ÷°ª«¥¢ÕßºŸâªÉ«¬ ‚¥¬„™â visual analogue pain scores

√Ÿª∑’Ë 5  Grip μ‘¥º¡ À≈—ßª√–¬ÿ°μå (¥â“π≈à“ß)√Ÿª∑’Ë 4  Grip μ‘¥º¡ À≈—ßª√–¬ÿ°μå (¥â“π∫π)

√Ÿª∑’Ë 3 Grip μ‘¥º¡ À≈—ßª√–¬ÿ°μå ‚¥¬„™â°“√μ—¥·≈–‡®’¬«— ¥ÿ„Àâ‡√’¬∫ ∑¥ Õ∫‚¥¬„Àâæ¬“∫“≈ 2 §π „™âπ‘È«¡◊Õ≈Ÿ∫ ∫√‘‡«≥∑’ËμâÕß°“√
„Àâ‡√’¬∫ ‚¥¬‰¡à„Àâ¡’°“√ –¥ÿ¥ (¥â“π¢â“ß)
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„π°“√«—¥§«“¡ª«¥ ´÷Ëß “¡“√∂ª√–‡¡‘πº≈∑’Ë™à«ß‡«≈“μà“ßÊ
¥—ßπ’È

ë §«“¡√Ÿâ ÷°ª«¥¢≥–„™âÕÿª°√≥å (standard or grip)
Àπ’∫ ‚¥¬‡©≈’Ë¬‡∑à“°—∫ 4.87 ¡¡. (√–À«à“ß 0-28 ¡¡.) ·≈–
‡∑à“°—∫ 3.52 ¡¡. (√–À«à“ß 0-27 ¡¡.) μ“¡≈”¥—∫

ë §«“¡√Ÿâ ÷°ª«¥À≈—ßπ”Õÿª°√≥å (standard or grip)
Àπ’∫ÕÕ°®“°ºŸâªÉ«¬ ‚¥¬‡©≈’Ë¬‡∑à“°—∫ 0.32 ¡¡. (√–À«à“ß
0-10 ¡¡.) ·≈–‡∑à“°—∫ 0.53 ¡¡. (√–À«à“ß 0-9 ¡¡.) μ“¡
≈”¥—∫

ë §«“¡√Ÿâ ÷°ª«¥¢≥–∑” cystoscopy (standard or
grip) ‚¥¬‡©≈’Ë¬‡∑à“°—∫ 20.73 ¡¡. (√–À«à“ß 0-47 ¡¡.) ·≈–
‡∑à“°—∫ 22.28 ¡¡. (√–À«à“ß 0-46 ¡¡.) μ“¡≈”¥—∫

´÷Ëß§«“¡√Ÿâ ÷°ª«¥‚¥¬„™âÕÿª°√≥å∑—Èß 2 ™π‘¥ „π∑—Èß 3
™à«ß‡«≈“ ‰¡à¡’§«“¡·μ°μà“ß°—πÕ¬à“ß¡’π—¬ ”§—≠∑“ß ∂‘μ‘
(p=0.35, p=0.71, ·≈– p=0.59 μ“¡≈”¥—∫) ¥—ßμ“√“ß∑’Ë 2
 ”À√—∫§«“¡ “¡“√∂„π°“√‡°Á∫°—°¬“™“ °≈ÿà¡∑’Ë„™â Penile
clamp ·≈–°≈ÿà¡∑’Ë„™â Grip μ‘¥º¡ ¡“ª√–¬ÿ°μå„™â ¡’ª√‘¡“≥
¬“™“‰À≈ÕÕ°¡“‚¥¬‡©≈’Ë¬‡∑à“°—∫ 0.76 ¡‘≈≈‘≈‘μ√ (√–À«à“ß
0.4-1.2 ¡‘≈≈‘≈‘μ√) ·≈–‡∑à“°—∫ 0.84 ¡‘≈≈‘≈‘μ√ (√–À«à“ß 0.4-
1.4 ¡‘≈≈‘≈‘μ√) μ“¡≈”¥—∫ ´÷Ëß‰¡à¡’§«“¡·μ°μà“ß °—πÕ¬à“ß¡’
π—¬ ”§—≠∑“ß ∂‘μ‘ (p=0.09) ¥—ßμ“√“ß∑’Ë 3  ”À√—∫°“√«—¥
√–¥—∫§«“¡æ÷ßæÕ„®¢ÕßºŸâªÉ«¬π—Èπ∑—Èß 2 °≈ÿà¡ ‰¡à¡’§«“¡·μ°
μà“ß°—πÕ¬à“ß¡’π—¬ ”§—≠∑“ß ∂‘μ‘ (p=0.49) ·≈–®“°°“√»÷°…“
«‘®—¬∑—Èß 2 °≈ÿà¡‰¡àæ∫«à“¡’¿“«–·∑√°´âÕπ‡°‘¥¢÷Èπ

Characteristics Penile clamp (n=60) Grip (n=60) p-value ( τ )
Age (years) 60.12 (14.90) 59.05 (17.05) 0.72
Weight (Kg) 63.45 (6.70) 64.60 (8.54) 0.41
Tall (cm) 166.20 (4.77) 167.05 (5.43) 0.36
BMI (Kg/m2) 22.97 (2.20) 23.10 (2.50) 0.75

μ“√“ß∑’Ë 1 · ¥ß≈—°…≥–∑“ßª√–™“°√»÷°…“

Values are mean (SD); Statistics τ = Independent-Samples T test
BMI = body mass index

Visual Analogue Pain Scores Penile clamp (n=60) Grip (n=60) p-value (     ψ     )
VAS (mm) ¢≥–„™âÕÿª°√≥åÀπ’∫

Mean (SD) 4.87 (7.77) 3.52 (6.60) 0.35
     (Range) (0-28) (0-27)
VAS (mm) À≈—ßÀπ’∫Õÿª°√≥å
     Mean (SD) 0.32 (1.48) 0.53 (1.94) (0-9)
     (Range) (0-10) (0-9)
VAS (mm) ¢≥– cystoscopy
     Mean (SD) 20.73 (14.95) 22.28 (14.09) 0.59
     (Range) (0-47) (0-46)

μ“√“ß∑’Ë 2    · ¥ß§«“¡√Ÿâ ÷°ª«¥¢ÕßºŸâªÉ«¬‚¥¬„™â VAS 100 mm «—¥√–¥—∫§«“¡ª«¥∑’Ë™à«ß‡«≈“μà“ßÊ

Statistics ψ  = Mann-Whitney U test
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«‘®“√≥å
°“√ àÕß°≈âÕß∑“ß‡¥‘πªí  “«– à«π≈à“ß„πºŸâ™“¬ ‡ªìπ

«‘∏’°“√∑’Ë ”§—≠„π°√–∫«π°“√«‘π‘®©—¬ºŸâªÉ«¬∑’Ë¡“æ∫·æ∑¬å
„πÀπà«¬ß“π»—≈¬»“ μ√å¬Ÿ‚√ ´÷Ëß°àÕπ∑’Ë®– àÕß°≈âÕß∑“ß‡¥‘π
ªí  “«– à«π≈à“ß„πºŸâ™“¬ ∂â“ “¡“√∂„™â«‘∏’√–ß—∫§«“¡ª«¥
‡©æ“–∑’Ë„Àâ ‰¥âº≈¥’ ®–π”¡“ ÷́Ëß°“√ àÕß°≈âÕß§√—Èßπ—Èπ‡ªìπ‰ª
¥â«¬§«“¡√“∫√◊Ëπ ‚¥¬‰¡à∑”„Àâ‡°‘¥§«“¡≈â¡‡À≈«¢≥–«‘π‘®©—¬
´÷Ëß Penile clamp ‡ªìπ‡§√◊ËÕß¡◊Õ∑’Ë ”§—≠„π°√–∫«π°“√π’È

°“√»÷°…“§√—Èßπ’È‡ªìπ°“√»÷°…“¢Õß°“√„™âÕÿª°√≥å„À¡à
·∑π∑’Ë‡§√◊ËÕß¡◊Õ Penile clamp ¡“μ√∞“π ´÷Ëß„™â«— ¥ÿ∑’ËÀ“
‰¥âßà“¬ ·≈–√“§“‰¡à·æß ‚¥¬¥—¥·ª≈ß¡“®“° Grip μ‘¥º¡
®“°·π«§‘¥¢ÕßÀπà«¬»—≈¬»“ μ√å¬Ÿ‚√ ‚√ßæ¬“∫“≈√“™«‘∂’
®“°°“√»÷°…“æ∫«à“ ª√– ‘∑∏‘¿“æ„π°“√‡°Á∫°—°¬“™“ ́ ÷Ëß‡ªìπ
ªí®®—¬ ”§—≠¥â“π°“√√–ß—∫§«“¡ª«¥ ‚¥¬∂â“‡°Á∫°—°¬“™“‰¥â
‰¡à¥’ Õ“®π”¡“´÷Ëß§«“¡ª«¥¢≥– àÕß°≈âÕß‰¥â¡“°¢÷Èππ—Èπ æ∫
«à“®“°∑—Èß°≈ÿà¡∑’Ë„™â‡§√◊ËÕß¡◊Õ¡“μ√∞“π ·≈–°≈ÿà¡∑’Ë„™â Grip μ‘¥
º¡¡“ª√–¬ÿ°μå„™â ‰¡àæ∫§«“¡·μ°μà“ß πÕ°®“°π’È ®“°°“√
«—¥√–¥—∫§–·ππ§«“¡ª«¥ ‚¥¬„™â Visual analogue scales
(VAS 100 mm)[2] ‡ªìπ¡“μ√∞“π æ∫«à“ §«“¡ª«¥∑’Ë‡°‘¥
®“°·√ß∫’∫¢ÕßÕÿª°√≥å ·≈–§«“¡ª«¥®“°°“√ àÕß°≈âÕß∑“ß
‡¥‘πªí  “«– à«π≈à“ß¢Õß∑—Èß 2 °≈ÿà¡π—Èπ‰¥âº≈‰¡à·μ°μà“ß°—π
Õ’°∑—Èß¿“æ√«¡¢Õß°“√»÷°…“¥â“π§«“¡æ÷ßæÕ„® ¢ÕßºŸâªÉ«¬∑—Èß
2 °≈ÿà¡ ‰¡àæ∫§«“¡·μ°μà“ß ·≈– ”À√—∫‡√◊ËÕß¿“«–·∑√° ấÕπ
∑’Ë‡°‘¥¢÷Èπ®“°°“√„™â‡§√◊ËÕß¡◊Õ ∑—Èß 2 °≈ÿà¡ °Á‰¡àæ∫„π°“√»÷°…“
§√—Èßπ’È

®“°°“√»÷°…“‡√◊ËÕß√“§“¢Õß‡§√◊ËÕß¡◊Õ∑—Èß 2 °≈ÿà¡æ∫«à“
Penile clamp ¡’√“§“μàÕ 1 Õ—πª√–¡“≥ 3,000-4,000 ∫“∑[5]

 à«π Grip μ‘¥º¡¡“ª√–¬ÿ°μå„™â ¡’√“§“μàÕ 1 Õ—π ª√–¡“≥
60 ∫“∑ ́ ÷Ëß√“§“∑’Ëμà“ß°—π¡“°π’È ®–‡ªìπ°“√ª√–À¬—¥§à“„™â®à“¬
‰¥â‡ªìπÕ¬à“ß¡“° ‚¥¬∑’Ëº≈≈—æ∏åπ—Èπ‰¡à·μ°μà“ß°—π„π°“√π”
Grip μ‘¥º¡¡“ª√–¬ÿ°μå„™â·∑π∑’Ë Penile clamp

„π°“√»÷°…“π’È¬—ß¡’¢âÕ®”°—¥∫“ßª√–°“√ §◊Õ√–¬–‡«≈“
°“√»÷°…“¬—ßπâÕ¬ ́ ÷ËßÕ“®μâÕß»÷°…“¥Ÿ„π‡√◊ËÕß§«“¡∑π∑“π¢Õß
Õÿª°√≥å„À¡à«à“ “¡“√∂ ®–„™â ‰¥â√–¬–‡«≈“π“π‡∑à“„¥ ‚¥¬∑’Ë
Õÿª°√≥å¬—ß‰¡à‡°‘¥°“√™”√ÿ¥ ´÷Ëß®“°°“√»÷°…“π’È„π√–¬–‡«≈“
4 ‡¥◊Õπ¬—ß‰¡àæ∫°“√™”√ÿ¥‡°‘¥¢÷Èπ

 √ÿª
°“√π” Grip μ‘¥º¡ ¡“ª√–¬ÿ°μå„™â ¡’ª√– ‘∑∏‘¿“æ

‡∑’¬∫‡§’¬ß°—∫ Penile clamp ·≈–‰¡à¡’¿“«–·∑√°´âÕπ ‡°‘¥
¢÷Èπμ“¡¡“·°àºŸâªÉ«¬™“¬∑’Ë¡“√—∫°“√μ√«® àÕß°≈âÕß∑“ß‡¥‘π
ªí  “«– à«π≈à“ß

®÷ß “¡“√∂π” Grip μ‘¥º¡∑’Ëª√–¬ÿ°μå¢÷Èπ¡“„™â·∑π
Penile clamp ‰¥â„π√“§“∑’Ëª√–À¬—¥°«à“¡“°
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ºŸâª√–æ—π∏å·≈–∑’¡ß“π¢Õ¢Õ∫§ÿ≥
- §ÿ≥»“π‘μ Õ—ß°‘π—π∑πå ºŸâª√–¥‘…∞å§‘¥§âπ‡§√◊ËÕß¡◊Õ
- §ÿ≥ª√–¿“æ√  Õ√—¡¬å
- ∑’¡ß“π‡æ◊ËÕπ·æ∑¬å, æ¬“∫“≈ ·≈–‡®â“Àπâ“∑’Ë

ÀâÕßºà“μ—¥¢ÕßÀπà«¬ß“π»—≈¬»“ μ√å¬Ÿ‚√ ‚√ßæ¬“∫“≈√“™«‘∂’
∑ÿ°∑à“π

- §≥–°√√¡°“√®√‘¬∏√√¡°“√«‘®—¬ ‚√ßæ¬“∫“≈
√“™«‘∂’

μ“√“ß∑’Ë 3 · ¥ß§«“¡ “¡“√∂„π°“√‡°Á∫°—°¬“™“, §«“¡æ÷ßæÕ„® ·≈–¿“«–·∑√°´âÕπ

Penile clamp (n=60) Grip (n=60) p-value
leakage 0.76 (0.26) 0.84 (0.28) ( τ τ τ τ τ )0.09
Likert scale
3 3 (5.0%) 3 (5.0%)
4 22 (36.7%) 16 (26.7%) (χ2)0.49
5 35 (58.3%) 41 (68.3%)
complication 0 0 -

Values are mean (SD) or n (%); Statistics τ = Independent-Samples T test, χ2 = Chi-square test
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Informed decision and knowledge about
prostate-specific antigen (PSA) test for pros-
tate cancer screening in Thai Male.

Piya Innachit M.D., Julin Opanuraks M.D.,
Kriangsak Prasopsanti M.D.

π‘æπ∏åμâπ©∫—∫

Abstract
Objective: To assess menûs informed decision and knowledge of the PSA test for prostate cancer

screening in Thai male.

Subjects and Methods: We use the constructed questionnaire evaluate 80 Thai males, aged 35-78
years who had a reported PSA  tests and attended urological outpatient unit of King Chulalongkorn
Memorial hospital, we exclude subject had a prior diagnosis of prostate cancer or had ever undergone
prostate biopsy before. Men who received a PSA test for reasons other than screening were excluded.

Results: Overall 73.75% didnût understand why the test was being done, 43.75% understand that
çPSA test is screening toolé. Only 16% were informed about potential of false positive and false negative
of PSA , and 8.75% were informed about further management (transrectal biopsy) if the result of PSA test
is abnormal, 6.25% understand the drawback of PSA test such as unnecessary biopsy. Four men aged
under 45 years without prostate cancer risk had PSA test in their check up program.

Conclusion: Informed decision and knowledge about PSA such as benefit and harms, the limitations
of PSA testing, the consequence of a positive test result had been deficient in Thai male. Informed and
shared decision should become the promoting issue in public health.

Division of Urology, Department of Surgery, Faculty of Medicine, Chulalongkorn University, Bangkok, Thailand



«“√ “√      ¬Ÿ‚√14 ªï∑’Ë 30 ‡≈à¡∑’Ë 1  ¡‘∂ÿπ“¬π 2552

Introduction
Screening for prostate cancer with prostate-

specific antigen (PSA) remains a controversial topic.
Because randomized controlled trials have not yet
demonstrated whether regular PSA testing reduced
prostate cancer mortality[1-3]. Mass screening with
PSA could identify asymptomatic men with clinically
insignificant tumor and lead them to treatments
that carry a risk of harm. False positive and false
negative of PSA are possible and lead men to
unnecessary biopsy and may induce persistent
psychological distress about an elevated PSA. Other
risks include the side effects of common treatments
for prostate cancer (e.g., impotence and urinary
leakage from surgery or radiation therapy) particu-
larly if insignificant tumor was found[4].

Recommendation from worldwide organization
supports informing men about the known risks and
benefits of PSA testing and helps men make an
informed decision about PSA testing[5,6] concerns
have been raised regarding the inadequate information
given to men prior to having a test. We hypothesized
that men do not know the facts needed to provide
informed for prostate cancer screening with PSA.
Then we explored the knowledge and understanding
about PSA testing in Thai male who had ever been
test PSA for prostate cancer screening.

Methods and sample
We determine the key facts men ought to know

about PSA testing, and construct the questionnaire
to assess the knowledge and understanding.

The important key facts are that 1) PSA is
screening test 2) false-positive PSA test results can
occur, 3) false-negative PSA test results can oc-
cur.4) PSA test may lead to unnecessary biopsy,
psychological distress.

80 Thai males who have had a reported PSA
tests and attended to out-patient urological unit of
King Chulalongkorn Memorial hospital participate to
the study. The age distribution was shown in table 1.
Four men aged under 45 years without prostate can-
cer risk had PSA test included in their check up
program. The study excludes the men who have PSA
test by indication of suspected prostate cancer, a
prior diagnosis of prostate cancer or previously
underwent prostate biopsy.

Table 1 Age distribution

Subjects Numbers Percent
<45 years 4 5
45-55 7 8.75
56-65 25 31.25
66-75 38 47.5
>75 years 6 7.5

Result
By question çWhat was the main reason you

had this PSA test?é, a minority (12.5%) active sought
to find out their own PSA, 67.5% were requested by
their physician and 20% included in their check up
program (Table 2). In total, 59/80 (73.75%) of men
stated that they did not understand why the test
was being done, 43.75% understand that çPSA is
screening tool (not diagnostic tool)é. Only 16% was
informed about potential of false positive and false
negative of PSA, and 8.75% was informed about
further transrectal biopsy if the result of PSA test is
abnormal, 6.25% understood the drawback of PSA
test such as unnecessary biopsy (table 3).
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Discussion
Despite professional recommendations to

promote informed consent or çinformed decision
makingé for screening, knowledge about prostate
cancer and screening is low[2,3]. Men often have an
inadequate knowledge about PSA screening and are
not aware of the testûs limitations with regard to
false-positive and false-negative results. The
majority of patients could not identify the benefit
and harms of the test.

Changes in prostate cancer screening owing
to the widespread use of PSA testing have reduced
the proportion of patients with advanced prostate
cancer. PSA testing can lead to the detection of
early prostate cancer and inconclusive evidence that
early detection improves health outcomes and
reduce mortality rate[1]. Because the long natural
history of prostate cancer may occur when screen-
ing test detects small tumor that would otherwise

remain clinically insignificant until the patient dies
from other causes. Overtreatment appears to be
harmful when aggressive treatment of the tumors
can cause morbidity and mortality[4,8,9].

PSA test have some limitation, because it is
organ specific and not disease specific. There is an
overlap in the serum PSA levels among men with
cancer and those with benign disease. Thus, elevated
serum PSA levels may reflect alterations within the
prostate secondary to tissue architectural changes
such as cancer, inflammation, benign prostatic
hyperplasia (BPH) or prostate gland manipulation.
High PSA is indicated for prostate biopsy, mens would
be advised by clinician to underwent transrectal
prostate biopsy if theirs PSA is elevated. Although
up to 30% of men presenting with an elevated PSA
may be diagnosed of prostate cancer following this
procedure, as many as 75% to 80% are not found
to have cancer. This may lead the patients to take

Reason of PSA Testing
Actively sought to find out their own PSA. 10 12.5%
Requested by his physician. 54 67.5%
By check up program. 16   20%

Table 2 The reason of PSA test.

Informed Decision and Knowledge Numbers Percent
Understand why the test was being done. 21/80 26.25
Understand that çPSA test is screening toolé (not diagnostic tool). 35/80 43.75
Informed a potential of false positive and false negative of PSA. 17/80 21.25
Informed about further management (transrectal biopsy) if the result 7/80 8.75
of PSA test is abnormal.
Understand the drawback of PSA test *. 5/80 6.25

Table 3 The informed decision and knowledge of subjects

* such as unnecessary biopsy, psychological distress
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risks of complication such as septicemia, hematuria,
bleeding per rectum and urinary tract infection from
the procedure[7].

In some instances the biopsy needle may fail
to sample representative areas, thus failing to detect
present cancer. The reassurance from a negative
biopsy finding may not be entirely justified because
up to 20% of these patients have been found to
have cancer on repeat biopsy[7,8]. To this end, appli-
cation of PSA derivatives such as PSA density, PSA
velocity, age-adjusted values, and, more recently,
molecular derivatives have attempted to improve the
performance of PSA to decrease unnecessary
biopsy and miss diagnosed cancer.

We concern how to advise clinicians and
patients on key points a man should understand
before having a PSA test. The patients should be
educated the advantages and disadvantage of PSA
test.

Some clinicians may be unclear how to inform
their patients proficiently. It is also possible that men
were never informed of having the test, but some

men may forget or may not understand the informa-
tion that they had been given by the clinicians.

There has been general agreement that young
men without prostate cancer risk (i.e., those under
45 years of age) and elderly men (those over 75
years of age) should not be screened because it
may lead to a improper outcome, check up program
usually include PSA test in the package this may
cause improper screening in young and elderly who
would not get a benefit from screening. PSA screen-
ing may not gain benefit from many. First, with the
healthcare system can cause economically strain.
Second, the overtreatment in the elderly men may
cause morbidity and mortality. Third, for patient who
choose watchful waiting after diagnosis of prostate
cancer may cause psychological distress.

This study is intended to increase the aware-
ness of clinicians who deal with this group of
population. Informed decision should become an
important issue in public health, further research
should be undertaken to identify how to help men
fully informed decisions about PSA testing.
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Febrile urinary tract infection after trans-
rectal ultrasound-guided prostate biopsy.
Siriraj hospital experience.

Chamnanpai S M.D.*,Taweemonkongsap T M.D.*,
Jueakeaw S M.D.** , Chanapai N M.D.**, Nualyong C M.D.*,
Srinualnad S M.D.*, Leewansangtong S M.D.*,
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π‘æπ∏åμâπ©∫—∫

Abstract
Objective: To prospectively evaluate risk factors of febrile UTI after transrectal ultrasound-guided

prostate biopsy at Siriraj hospital and determine complications after procedure.

Material and Method: Between January and December 2008, 809 suspected prostate cancer
patients underwent transrectal ultrasound-guided prostate biopsy at Siriraj hospital. Underlying diseases,
residual urine, demographic data, antibiotic prophylaxis, biopsy technique, patientûs preparation and
complications after procedure were recorded.

Results: Five hundred and eighty six of 809 patients (72%) had post procedure complication.
Complications were hematuria 523 (64%), hematospermia 21 (2.5%), hematochezia 160 (19.8%), fever
116 (14.3%), acute urinary retention 6 (0.7%). All bleeding complications were self limited. There was no
mortality rate. In fever group, 17 of 116 patients required admission for urosepsis treatment. Comparison
between non urosepsis and sepsis group post procedure, there was no statistically significant different in

*Division of Urology, department of surgery, faculty of medicine Siriraj hospital.
**Ambulatory urological investigation unit, department of surgery, faculty of medicine Siriraj hospital.
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mean age (67+8 years vs. 64+9 years, p=0.3), median residual urine (36 cc. vs. 30 cc, p=0.567), diabetic
mellitus (102(12%)  vs. 3(17.6%), p=0.962), hypertension (284(35%) vs. 6(35%), p=0.47). Foley catheter
indwelling time (14(2%) vs.0, p=0.534), mean number of prostate core biopsy (12+3. vs.14+3.7, p=0.880),
mean times of prostate biopsy (1.2+0.5 vs. 1.1+0.3, p=0.518). Positive culture of organism was found in 6
of 17(35%) and only E.coli was identified. Fluoroquinolone resistant E.coli was reported 4 in 6 patients. All
urosepsis patients were uneventful treated with parenteral antibiotics.

Conclusions: According to our study, most of the patients had complication after procedure which
were not severe and self limited. Urosepsis was the most serious complication, although in standardized
process. Furthermore, there were no significant risk factors to influence in the complication.

Keyword: Urosepsis, transrectal ultrasound-guided prostate biopsy.
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Background
Prostate cancer is the most prevalent cancer

in men worldwide and a leading cause of cancer
death[1]. The prostate specific antigen (PSA) test
and the digital rectal examination (DRE) are used as
primary screening tools in the early detection of
prostate cancer. These screening techniques aim to
reduce disease-specific morbidity and mortality by
identifying prostate cancer more frequently and
earlier and thus hopefully leading to early treatment
regimes that may be more effective when applied to
prostate-confined cancer[2,3].

Transrectal ultrasonography of the prostate
(TRUS), first described by Wantanabe et al[4] is the
gold standard for diagnosis of prostate cancer[5].
Concurrent with improved biopsy techniques, the use
of PSA screening increased the number of men
undergoing early prostate cancer screening and
prostate biopsy, with estimates as high as 800,000
biopsies annually in the United States alone[6].
Hematospermia or hematuria, commonly seen post
biopsy, are of minimal clinical importance but can
be caused for significant concern on the part of the
patient if not discussed at the time of biopsy; 9.8%
to 50.4% of men experience some blood in their
ejaculate[7-8], Rectal bleeding is typically minor.
Recent studies show that 2% of patients will go on
to develop a febrile urinary tract infection, bacter-
emia, or acute prostatitis and require hospitalization
for intravenous antibiotics[9-11] and tend to be life-
threatening condition.

TRUS guided prostate biopsy was introduced
at Siriraj institute in 1998. We found many uroseptic
patients after prostate biopsy, even though carried
out under standard antibiotic prophylaxis. To our
knowledge, there was few studies in risk factor of
this febrile UTI[8,12-13]. Thus we review our six years
(2002-2007) experience of transrectal ultrasound-

guided prostate biopsy to evaluated urosepsis after
procedure.  Furthermore, we prospectively evaluate
risk factors of urosepsis after transrectal ultrasound-
guided prostate biopsy at Siriraj hospital in 2008
and to determine complications after procedure

Materials and Method
Between January and December 2008, 809

suspected prostate cancer patients underwent
transrectal ultrasound-guided prostate biopsy at Siriraj
hospital. The criteria for prostatic biopsy were high
PSA level and abnormal digital rectal examination.
The history of significant coagulopathy, painful
anorectal conditions, severe immunosuppression, and
acute prostatitis were screened for exclusion criteria.

All patients received antibiotic prophylaxis, oral
fluoroquinolone in 739 (92%), oral cepharosporin in
70 (8%), plus oral metronidazole in 429 (55%). On
the operative day patient received intravenous cepha-
rosporin in 391 (49%) or intramuscular gentamicin
in154 (19%).Bowel preparation by unison enema at
a day before procedure was done in 556 cases (70%).

Underlying diseases, residual urine, demographic
data, antibiotic prophylaxis, biopsy technique,
patients preparation and complications after proce-
dure were recorded by the depth phone interview
accordingly within 7 day after procedure by
co-researcher nurses or by doctor on follow up date
(day 14). The criteria of urosepsis was clinical sepsis
(fever, lower urinary tract symptom, malaise, sign of
inadequate tissue perfusion) caused by urinary tract
infection[14-15].

All data were collected and statistical analysis
was done. Comparison between non urosepsis and
urosepsis post procedure group was analyed by
t-test for quantitative data and Chi-square test for
qualitative data.
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Results
The mean age was 66.9+8.8 year; median PSA

was 8.9(0.3-14395) ng/ml; Mean number of core
biopsy was 14.98+3.9 cores; mean time of biopsy
was 1.2+0.5, and cancer detection was 35%.

There were complications in 586 of 809(72%).
Complications were hematuria 523(64%), hematos-
permia 21(2.5%), hematochezia 160(19.8%), fever
116(14.3%), acute urinary retention 6(0.7%). All
bleeding complications were self limited. Regarding
febrile group, 104 of 116(90%) patients developed
fever in post procedure day 0-2. Ninety-nine of 116
patients resolved within 24-48 hours by oral

Pts MUC H/C LOS tienam fluoroquinolone amikin cephalosporins
1 E.coli -ve E.coli -ve 11 + - + +
2 E.coli -ve E.coli -ve 6 + - + +
3 E.coli +ve E.coli +ve 8 + - + -
4 E.coli -ve E.coli -ve 12 + + + +
5 E.coli -ve E.coli -ve 14 + + + +
6 E.coli -ve E.coli -ve 4 + - + +

Table 2 Data of urosepsis after procedure in 2008.

MUC: midurine stream culture, H/C: hemoculture, LOS: length of hospital stay
+ : positive sensitivity, - : negative sensitivity, pts: patient number

medications. Only 17 of 116 patients required admis-
sion for urosepsis treatment. Eleven of 17 patients
were admitted at Siriraj hospital.Another 6 patients
were admitted  others hospital. Possible risk factors
were shown in table 1. We found no statistical
significance in all risk factors.

In urosepsis group, negative culture of organ-
ism were found 8 of 17 (47%). Positive culture of
organism was found in 6 of 17 (35%) and only E.coli
were identified.  Fluoroquinolone resistant E.coli was
reported 4 in 6 patients. Three of 17 (18%) were
missing data of organism. Mean length of hospital
stay was 6+4.2 days (table 2)

Possible risk factor Non urosepsis urosepsis P value
Age (n=809) 67+8 64+9 0.3
Residual urine (n=793) 36 [0,400] 30 [0,210] 0.567
Hypertension (n=290) 284 (35%) 6 (35%) 0.962
Diabetic mellitus (n=105) 102 (12.8%) 3 (17.6%) 0.47
Bowel preparation by unison enema (n=567) 556 (70%) 11 (64%) 0.624
Foley catheter indwelling (n=14) 14 (2%) 0 (0%) 0.534
Number of prostate core biopsy (n=794) 12+3.9 14+3.7 0.880
Times of prostate biopsy (n=794) 1 (1-5) 1 (1-2) 0.518

Table 1 Data of possible associated factor after procedure.
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Discussion
The most common complication after proce-

dure in this study was bleeding complications that
typically of minor severity and self limited, similar to
the other studies[8-9,13,16].

Febrile group after procedure was found in
116(14.3%) and most of them resolved within 1-2
days. Urosepsis after transrectal ultrasound-guided
prostate biopsy was documented in 17 (2%) and
only E.coli was found in 6 culture positive patients.
Fluoroquinolone resistant E.coli was reported in 4
patients. Culture negative was found in 8 patients
and may resulted from antibiotic prophylaxis. Similar
result was found in 36 urosepsis after transrectal
ultrasound-guided prostate biopsy reviewed at Siriraj
hospital (2002-2007), Positive culture of organism
was found in 19 of 36 (52%), E.coli was found in 18
patients and Klebsiella was found in1 patient. In E.coli
positive culture, Fluoroquinolone resistant E.coli
was also reported in 12 of 18 patients. Another 17
patients were negative microbacterial culture 14 (38%),
and 3 patients (8%) were not evaluable due to
missing data.

Many studies reported decrease of infectious
complication from 44% to 1-2% after antibiotic
prophylaxis[14,17]. Because incidence of urosepsis
was low, these might represent the effective of
prophylaxis antibiotic in our series. E. coli remained
the common pathogen in febrile UTI after transrectal
ultrasound-guided prostate biopsy in this study.
However fluoroquinolone resistant E. coli was
reported in this circumstance, appropriate antibiotic
should be given[14,18-19]. Since 2007, we initially
treated urosepsis post procedure by imipenem. We
found no mortality rate from urosepsis post proce-
dure. We suggested high board spectrum antibiotic

such as imipenem may take advantage in this golden
period.

Present of urethral catheter was reported as
risk factor for infectious complication after proce-
dure[12,15]. However we found indwelling catheter
was not risk factor for febrile UTI after procedure
(p=0.534). However the sample size in this study
may be too small to show any clinical significance.

Residual urine and diabetic mellitus may pro-
mote microbacterial growth[15]. In our study these
were not correlated with febrile UTI after procedure.

Number of cores biopsy was investigated and
no correlation with febrile UTI after procedure was
found similar to other studies[8,18-19].

Regarding patients preparation aspect, there
was report about the use of laxative drug to reduce
the incidence of infectious complication after proce-
dure[13] but we found insignificant correlation
between them.

In this study, there was no mortality rate in
febrile UTI after transrectal ultrasound-guided
prostate biopsy, the depth-interview post procedure
raised the benefits by giving self-awareness and early
complication management to the participants.
Furthermore, the extension of data collection period
is suggested for future study.

Conclusions
Urosepsis post procedure was the major

concerned complication, although under standardized
process. No significant risk factor was found influ-
encing in the complication. E.coli was still the most
common pathogen in febrile UTI patients after
transrectal ultrasound-guided prostate biopsy. The
other complications were typically minor severity and
self limited.
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°“√»÷°…“ª√– ‘∑∏‘¿“æ¢Õß°“√„ à “√ capsaicin
„π°√–‡æ“–ªí  “«–„π°≈ÿà¡Õ“°“√ª«¥Õÿâß‡™‘ß°√“π
‡√◊ÈÕ√—ß·≈–¿“«–ª«¥°√–‡æ“–ªí  “«–

 ÿ¢ÿ¡“≈  ÿ«√√≥§” æ.∫., ∫√√≥ ‘∑∏‘Ï ‰™¬ª√– ‘∑∏‘Ï æ.∫.,
 ÿ™“¬  ÿπ∑√“¿“ æ.∫.

π‘æπ∏åμâπ©∫—∫

∫∑§—¥¬àÕ
«—μ∂ÿª√– ß§å: ‡æ◊ËÕ»÷°…“ª√– ‘∑∏‘¿“æ¢Õß capsaicin „π°“√√—°…“Õ“°“√ª«¥·≈–°“√∫√√‡∑“Õ“°“√ªí  “«–∫àÕ¬

¢Õß°≈ÿà¡Õ“°“√ª«¥Õÿâß‡™‘ß°√“π‡√◊ÈÕ√—ß·≈–¿“«–ª«¥°√–‡æ“–ªí  “«–

«—μ∂ÿ·≈–«‘∏’°“√: ºŸâªÉ«¬∑’Ë‰¥â√—∫°“√«‘π‘®©—¬«à“‡ªìπ°≈ÿà¡Õ“°“√ª«¥Õÿâß‡™‘ß°√“π‡√◊ÈÕ√—ß·≈–¿“«–ª«¥°√–‡æ“–ªí  “«–
(chronic pelvic pain syndrome and painful bladder syndrome) ∑’Ë√—∫°“√√—°…“∑’Ë‚√ßæ¬“∫“≈»‘√‘√“™ ®”π«π
19 §π μ—Èß·μà°√°Æ“§¡ 2550-¡°√“§¡ 2552 ‰¥â√—∫°“√√—°…“‚¥¬„ à “√ capsaicin 1 mM/L „π 30% ethanol 100 cc
„π°√–‡æ“–ªí  “«– (intravesical capsaicin instillation) ¿“¬„μâ°“√„™â¬“™“‡©æ“–∑’Ë Local (Intravesical Xylocaine)
À√◊Õ¿“¬„μâ°“√∫√‘À“√¬“™“‡©æ“–∑’Ë‡¢â“‡ âπª√– “∑‰¢ —πÀ≈—ß (spinal block) ·≈–ª√–‡¡‘πÕ“°“√ª«¥ (pain score)
·≈–∫—π∑÷°§«“¡∂’Ë¢Õß°“√ªí  “«–°àÕπ„ à “√ capsaicin ‡ª√’¬∫‡∑’¬∫°—∫À≈—ß„ à “√ capsaicin  2  —ª¥“Àå, 1, 2 ·≈–
3 ‡¥◊Õπμ“¡≈”¥—∫ °“√»÷°…“‡ªìπ·∫∫ prospective experimental study

º≈°“√»÷°…“: ºŸâªÉ«¬∑—ÈßÀ¡¥ 19 §π ‡ªìπ‡æ»À≠‘ß®”π«π 12 §π ‡æ»™“¬ 7 §π Õ“¬ÿ‡©≈’Ë¬ 47 ªï ¡’√–¬–‡«≈“°“√
¥”‡π‘π‚√§‡©≈’Ë¬ 3.5 ªï ¡’‚√§ª√–®”μ—«‡ªìπ‡∫“À«“π 11% (2/19) §«“¡¥—π‚≈À‘μ Ÿß 11% (2/19) ª√–«—μ‘μ‘¥‡™◊ÈÕ∑“ß‡¥‘π
ªí  “«– 21%(4/19) ª√–«—μ‘ºà“μ—¥∫√‘‡«≥Õÿâß‡™‘ß°√“π 26%(5/19) ª√–«—μ‘°“√√—°…“¥â«¬¬“ 78%(15/19) ª√–«—μ‘√—°…“
‚¥¬°“√„ à “√ capsaicin 21%(4/19) §–·ππ°“√ª«¥‚¥¬‡©≈’Ë¬ (Average pain score) 7.5+1.7 (median+SD) ªí  “«–
‡«≈“°≈“ß«—π‡©≈’Ë¬ 10+3.8 §√—Èß ªí  “«–‡«≈“°≈“ß§◊π‡©≈’Ë¬ 4.5+2.9 §√—Èß º≈°“√»÷°…“‡ª√’¬∫‡∑’¬∫ pain score °àÕπ
·≈–À≈—ß„ à “√ capsaicin æ∫«à“Õ“°“√ª«¥ (pain score) ≈¥≈ß®“° 7.5+1.7 °àÕπ„ à “√ capsaicin ‡ªìπ 5+2.3,
2.5+2.4, 3+2.9, 3+2.6 À≈—ß„ à “√ capsaicin ∑’Ë 2  —ª¥“Àå 1, 2 ·≈– 3 ‡¥◊Õπμ“¡≈”¥—∫ ¡’§«“¡·μ°μà“ßÕ¬à“ß¡’π—¬
 ”§—≠∑“ß ∂‘μ‘ (p<0.01) ·≈–§«“¡∂’Ë„π°“√ªí  “«–∑—Èß‡«≈“°≈“ß«—π·≈–°≈“ß§◊π≈¥≈ßÕ¬à“ß¡’π—¬ ”§—≠∑“ß ∂‘μ‘ ¬°‡«âπ
™à«ß 2  —ª¥“Àå·√°À≈—ß„ à “√ capsaicin ‡π◊ËÕß®“°¡’Õ“°“√√–§“¬‡§◊Õß°√–‡æ“–ªí  “«–´÷Ëß‡ªìπº≈®“° “√ capsaicin

 √ÿª: °“√„ à “√ capsaicin „π°√–‡æ“–ªí  “«– “¡“√∂≈¥Õ“°“√ª«¥„π°≈ÿà¡Õ“°“√ª«¥Õÿâß‡™‘ß°√“π‡√◊ÈÕ√—ß·≈–
¿“«–ª«¥°√–‡æ“–ªí  “«–‰¥âÕ¬à“ß¡’π—¬ ”§—≠∑“ß ∂‘μ‘ (p-value<0.01) ·≈– “¡“√∂≈¥Õ“°“√ªí  “«–∫àÕ¬‰¥â

 “¢“«‘™“»—≈¬»“ μ√å¬Ÿ‚√«‘∑¬“ ¿“§«‘™“»—≈¬»“ μ√å §≥–·æ∑¬»“ μ√å»‘√‘√“™æ¬“∫“≈
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Efficacy of intravesical capsaicin in chronic pelvic pain
syndrome and painful bladder syndrome.

Suwankhan S. M.D., Chaiyaprasithi B. M.D.,
Soontrapa S. M.D.

Abstract
Purpose: To study efficacy of intravesical capsaicin in chronic pelvic pain syndrome and painful

bladder syndrome.

Materials and Methods: This study was prospective experimental study. All 19 patients in outpatient
clinic were diagnosed chronic pelvic pain syndrome or painful bladder syndrome. We recorded from July
2007 to January 2009 at Siriraj Hospital. These patients were performed intravesical capsaicin instillation
with 1 mM/L in 30% ethanol in normal saline 100 cc under spinal block or local intravesical 2% Xylocaine
instillation.  Pain score, daytime urination, nighttime urination were recorded before and after procedure 2
weeks, 1, 2 and 3 months.

Results: In 19 patients, there were 12 female (68.2 %) and 7 male (36.8 %) mean age was 47 years.
Average duration of disease was 3.5 years. Average pain score (median+SD) was 7.5+1.7 (median+SD) and
Daytime urination was 10+3.8 times and Nighttime urination was 4.5+2.9 times.  A significant decrease in
pain score was found from 7.5+1.7 pretreatment to 5+2.3, 2.5+2.4, 3+2.9, 3+2.6  at  2 weeks 1, 2 and 3
months  after treatment (p-value<0.01). The frequency of urination was significant decrease both daytime
and nighttime urination except first 2 weeks after intravesical capsaicin instillation because there was
irritative symptoms from side effect of capsaicin.

Conclusions: Intravesical capsaicin instillation was provided good results and safe for chronic pelvic
pain syndrome and painful bladder syndrome. There was significant decrease pain score and frequency of
urination. But side effect of capsaicin was found in first 2 weeks due to irritative symptoms.

Key words: Chronic pelvic pain syndrome, Painful bladder syndrome, Pain score, Capsaicin

Division of Urology, Department of Surgery, Siriraj Hospital, Mahidol University, Bangkok, Thailand.
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Chronic pelvic pain syndrome and Painful blad-
der syndrome were syndrome of pain and some pa-
tients have frequency of urination. In out patient clinic
of urologic division was found incidence of these
disease 5-11[1]%. And there was some patients came
to other clinics such as Gynecology, Medicine,
Psychiatry and General practitioner. Pain with or
without frequency of urination were common symp-
toms to complaint with us. These symptoms were
bothering them and poor quality of life. There was
multifactorial factors that caused the symptoms. So,
there were many treatments such as medication (pain
killer, muscle relaxant, antibiotic, anticholinergic,
antihistamine, β-blocker), Intravesical therapy (DMSO,
Resiniferatoxin, Anti histamine, Silver nitrate, doxoru-
bicin, Botulinum toxin, Capsaicin), Neuromodurator
and finally Bladder augmentation.

Capsaicin, a substance that is extracted from
chili, the action passes to vallinoid receptor type I in
bladder and controls C-fiber as neurotoxin. Lazzeri
M, et al[2] reported the clinical benefitial effect of
capsaicin in patients. Pain is decreased by capsaicin
treatment. Stimulation of C-fiber by Vallinoid recep-
tor and mediators is one of those mechanisms of
pain sensation. Capsaicin is one substance that
reduces pain. In Thailand, Capsaicin is extracted from
Capsicum fructescens by Siriraj Hospital, Mahidol
university. Capsaicin 1 mM/L in 30% ethanol 100 cc
is prepared with sterile technique. de Seze, et al[3]
studied by intravesical capsaicin instillation in 200
patientsûs bladders. He found that all patients were
safe and there were no cellular changes.

In this study, we want to study that intravesical
capsaicin instillation can reduce pain and decrease
frequency of urination in chronic pelvic pain
syndrome and painful bladder syndrome.

Objective
To study efficacy of intravesical  capsaicin

instillation in chronic pelvic pain syndrome and painful
bladder syndrome. Primary outcome was pain score
and secondary outcome was frequency of urination.

Materials and Methods
This research was approved by the ethics

committee of Siriraj hospital, Mahidol University and
all patients signed to the  consents before treatment.
The study design was prospective experimental study.
We collected data between July 2007 to January
2009. The patients who were diagnosed chronic pelvic
pain syndrome or painful bladder syndrome would
follow inclusion criterias: symptoms more than 6
months, age over 18 years, urination by themselves
and  commitment to follow up for 3 months. All of
patients signed the consent form before treatment.
For the exclusion criterias: the patients had pathologic
disease that can explain the symptoms eg. bladder
tumor, vesical calculi, UTI, contracted bladder,
neuropathic bladder, bladder outlet obstruction, post
radiation effect.

We studied 19 patients; 12 women and 7 men
with chronic pelvic pain syndrome and painful bladder
syndrome. All patients were performed history taking
and physical examination especially genitalia and
digital rectal examination. The woman had gynecolo-
gical check up. Pain score and voiding chart was
recorded before treatment. Pain score was 0 to 10.
Average pain score, worst pain score and least pain
score were recorded before treatment. Voiding chart
was recorded. Further proper investigations were
checked such as urine analysis, urine culture, PSA
level for men (age >50 years old), cystoscopy,
cystometry, uroflowmetry, residual urine before treat-
ment. The patientsûs data was collected and perso-
nalised.

Procedure: Foley catheter 16 Fr. was indwelled.
Capsaicin 1 mM/L in 30% ethanol in normal saline
100 cc was filled into bladder for 30 minutes and
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then normal saline was irrigated. Capsaicin
instillation was done under spinal block or under
local (intravesical 2% Xylocaine solution 30 cc for 30
minutes, Fentanyl 1 ml i.v., Arcoxia 120 mg oral for
30 minutes before capsaicin instillation). Catheter was
removed immediately after capsaicin instillation in
patients with local anesthesia but the patients with
regional anesthesia was removed next day after
capsaicin instillation under spinal block. Pain score,

daytime urination, nighttime urination was recorded
2 weeks, 1, 2 and 3 months after capsaicin instilla-
tion.

Statistics analysis
Pain score was shift to the right distribution

curve. So nonparametric statistic was used to
compare the different outcomes. (Friedman test and
Wilcoxonûs Signed-Rank test)

N (%) Median+SD (Min, Max)
Sex

Men 7 (36.8)
Women 12 (63.2)

Age (Year) 47.0+13.8 (25,73)
Underlying disease

Diabetes millitus 2 (10.5)
Hypertension 2 (10.5)

History of UTI 4 (21.1)
History of Pelvic surgery 8 (42.1)
Duration of disease 3.5+3.3 (0.5,10)
Previous treatment

Medication 15 (78.9)
Intravesical capsaicin instillation 4 (21.1)

Area of pain
Pelvic pain 11 (57.9)
Scrotal pain 2 (10.5)
Urethral pain 6 (31.6)

Pain score
Worst pain score 8+1.6
Least pain score 5.5+1.7
Average pain score 7.5+1.7

Anesthesia
Local (Intravesical Xylocaine ) 8 (42.1)
Spinal block 11 (57.9)

Results
Primary data of all patients were following.
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We studied 12 women (63.2%) and 7 men
(36.8%). Mean age was 47 years old. Underlying
disease was diabetes mellitus and hypertension 11%
(2/19). History of UTI 21% (4/19), pelvic surgery  42%
(8/19), coffee consumption 16% (3/19).  All patients
did not have history of trauma, radiation therapy,

alcohol drinking and smoking. Most of them had
pelvic pain 57.9% (11/19), urethral pain 31.6% (6/19)
and scrotal pain 10.5% (2/19). Average pain score
was 7.5+1.7 (Median+SD) and daytime urination was
10+3.8 and nighttime urination was 4.5+2.9. Pain score
showed in figure 1.

Figure 1  Dot plot and Box plot of Average pain score, Worst pain score, Least pain score
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Pain score was decreased from 7.5+1.7 (Median
+SD) before intravesical capsaicin to 5+2.3, 2.5+2.4,
3+2.9, 3+2.6 at 2 weeks, 1, 2 and 3 months after
intravesical capsaicin instillation. Itûs significant
decreased pain score comparing before and after by
Friedman test and Wilcoxonûs Signed Rank test
(p-value<0.01) as table 1 and figure 2.

Daytime urination was decreased from 10+3.8
(Median+SD) times before intravesical capsaicin in-
stillation to  7.5+2.6, 4.5+2.4, 4.5+2.8, 4.5+2.8  times
at 2 weeks 1, 2  and 3 months after intravesical
capsaicin instillation as table 2 and figure 3. The
significant decreased daytime urination was found
at 1, 2 and 3 months after intravesical capsaicin

Table 1 Pain score pre and post intravesical capsaicin instillation

# Friedman test
* before intravesical capsaicin instillation
**after intravesical capsaicin instillation

Pain score Median+SD Median Mean Min, Max p-value#

Pre* intravesical Capsaicin 7.5+1.7 7.5 7.5 0.5,10
post** 2 weeks 5.0+2.3 5.0 4.1 0,7.5 <0.01
post 1 month 2.5+2.4 2.5 3.2 0,10 <0.01
post 2 month 3.0+2.9 3.0 3.7 0,10 <0.01
post 3 month 3.0+2.6 3.0 3.5 0,10 <0.01

Figure 2   Box plot of pain score after intravesical capsaicin instillation
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Table 2 Daytime urination pre and post intravesical capsaicin instillation

* before intravesical capsaicin instillation
**after intravesical capsaicin instillation

Daytime urination Median+SD Median Mean Min, Max

Pre* Capsaicin 10+3.8 10 8.3 3.5, 20
Post** 2 weeks 7.5+2.6 7.5 7.3 4.5, 10
Post 1 month 4.5+2.4 4.5 6.0 3.0, 10
Post 2 month 4.5+2.8 4.5 6.0 2.5, 10
Post 3 month 4.5+2.8 4.5 6.0 2.5, 10

Figure 3  Box plot daytime urination of intravesical capsaicin instillation

instillation (p- value <0.01)  by Friedman test and
Wilcoxonûs Signed Rank test except first 2 weeks
due to bladder irritation from capsaicin as table 4.

Nighttime urination was decreased from 4.5+2.9

(Median+SD)   times before intravesical capsaicin
instillation to 3.5+2.2, 2.5+2.3, 2.5+2.3, 2.5+2.3 times
at 2 weeks 1, 2 and 3 months after intravesical
capsaicin instillation as table 3 and figure 4. The
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significant decreased nighttime urination was found
at 1, 2 and 3 months after intravesical capsaicin
instillation (p- value <0.01) by Friedman test and
Wilcoxonûs Signed Rank test except first 2 weeks
due to bladder irritation from capsaicin as figure 4.

Complication
Irritative symptoms due to capsaicin were

detected in first 2 weeks. We treated them symptoma-
tically with medications (pain killer, anti-spasmodic
drug).  2 patients had retained Foley catheter due to

Table 3 Nighttime urination pre and post intravesical capsaicin instillation

Nighttime urination Median+SD Median Mean Min, Max

Pre* Capsaicin 4.5+2.9 4.5 4.7 0,10
Post** 2 weeks 3.5+2.2 3.5 3.4 0,7.5
Post 1 month 2.5+2.3 2.5 2.9 0,10
Post 2 month 2.5+2.3 2.5 3.0 0,10
Post 3 month 2.5+2.3 2.5 2.9 0,10

Figure 4  Nighttime urination pre and post intravesical capsaicin instillation



«“√ “√      ¬Ÿ‚√32 ªï∑’Ë 30 ‡≈à¡∑’Ë 1  ¡‘∂ÿπ“¬π 2552

severe pain and the catheter could be removed in 2
weeks and had normal voiding.

Conclusion
Intravesical capsaicin instillation provided good

results and safe for chronic pelvic pain syndrome

p-value#
Post 2 wks Post 1 mo Post 2 mo Post 3 mo

Pain score < 0.01 < 0.01 < 0.01 < 0.01
Daytime urination 0.301 < 0.01 < 0.01 < 0.01
Nighttime urination 0.035 < 0.01 < 0.01 < 0.01

Table 4 The comparison between pre and post intravesical capsaicin instillation at 2 weeks, 1, 2 and 3 months
(p-value)

# Wilcoxonûs signed-rank test

and painful bladder syndrome.  There was signifi-
cant decrease pain score and frequency of urination.
But side effect of capsaicin was found in first 2
weeks due to irritative symptoms could betreated
symptomatically.
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‰ª√…≥’¬å≈ß∑–‡∫’¬π‰ª¬—ß
√».πæ. ‘∑∏‘æ√ »√’π«≈π—¥
μ÷° ¬“¡‘π∑√å ™—Èπ 12 Àπà«¬»—≈¬»“ μ√å∑“ß‡¥‘πªí  “«–
¿“§«‘™“»—≈¬»“ μ√å §≥–·æ∑¬»“ μ√å»‘√‘√“™æ¬“∫“≈
∫“ß°Õ°πâÕ¬ °√ÿß‡∑æ 10700

ºŸâ‡¢’¬π∫∑§«“¡§«√¡’μâπ©∫—∫ ”√Õß‰«â°—∫μ—«‡Õß¥â«¬ ‡π◊ËÕß®“°‡Õ° “√∫∑§«“¡Õ“®¡’‚Õ°“ À“¬√–À«à“ß∑“ß‰¥â

«“√ “√      ¬Ÿ‚√ ªï∑’Ë 29 ‡≈à¡∑’Ë 1  ¡‘∂ÿπ“¬π 2551



The Thai Journal of    UROLOGY 35Vol. 30 No. 1  June 2009



ªï∑’Ë 30 ‡≈à¡∑’Ë 1  ¡‘∂ÿπ“¬π 2552


