D1SaNSyls

The Thai Journal of UROLOGY

ISSN 0858-6071 UA 28 1duUA 1 Dnu1gu 2550 Vol. 28 No. 1 June 2007

dwussuauu
Extraperitoneal Robotic Assisted Laparoscopic Radical Prostatectomy:
The New Approach for Early Prostate Cancer.
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Extraperitoneal Robotic Assisted Laparoscopic

Radical Prostatectomy:
The New Approach for Early Prostate Cancer.

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

Abstract

Introduction: Robotic Assisted Laparoscopic Radical Prostatectomy (RALRP) for treatment of
localized prostate cancer has been shown to provide the best surgical outcomes in terms of potency and
continence. Most RALRP has been done using transperitoneal approach at the expense of higher risk of
small bowel injury, ileus and steep trendelenburg position during the procedure. With the use of extraperitoneal
approach, those potential complications can be reduced. The program of Extraperitoneal Robotic Assisted
Laparoscopic Radical Prostatectomy (EP-RALRP) was started at the Siriraj Hospital. Early result of the

author’s experience was evaluated.

Objective: To evaluate the feasibility of Extraperitoneal Robotic Assisted Laparoscopic Radical
Prostatectomy (EP-RALRP) done at Siriraj Hospital.

Materials and methods: 6 patients with localized prostate cancer were undergone Extraperitoneal
Robotic Assisted Laparoscopic Radical Prostatectomy (EP-RALRP). Perioperative data was evaluated and

reported.

Results: Of 6 patients, 5 patients were undergone EP-RALRP with nerve sparing technique. There
was no conversion to RALRP or Laparoscopic Radical Prostatectomy. Mean operative time was 135
minutes. The average blood loss was 450 mls. Mean catheterization time and hospital stay were 6.8 days

and 5.4 days, respectively. There was no complication in all patients.

Conclusion: Our early experience has shown that EP-RALRP is feasible and safe. The operation
should be encouraged among robotic surgeons as the patients can gain benefit from lower risk of intra-

abdominal organ injury and lesser degree of trendelenburg position.

Keywords: radical prostatectomy, prostate cancer, robotic prostatectomy, impotency

Division of Urology, Department of Surgery, Faculty of Medicine Siriraj Hospital, Mahidol University, Bangkok 10700, Thailand.



Introduction

Robotic Assisted Laparoscopic Radical Prosta-
tectomy (RALRP) has been accepted as one of the
standard treatment in clinically localized prostate
Srinualnad S firstly[3,4,5]

reported cases reviews of transperitoneal Robotic

cancer for years[1,2].

Assisted Laparoscopic Radical Prostatectomy in
Thailand. Reviewing the world literatures, the author
has found that most RALRP have been done using
transperitoneal approach[1,2,6-14]. However, trans-
peritoneal approach has some down side effects
including: risk of bowel injury; more ileus; difficult to
gain access in patients with previous abdominal
surgery; difficult to ventilate and cardiovascular
unstable during the prolong deep trendelenburg
position. To overcome these obstacles the author
developed technique of Extraperitoneal Robotic
Assisted Laparoscopic Radical Prostatectomy (EP-
RALRP). Early experience of 6 cases of EP-RALRP

has been analyzed and reported here.

Material and Method

Six patients with localized prostate cancer were
undergone Extraperitoneal Robotic Assisted Laparo-
scopic Radical Prostatectomy (EP-RALRP) at the
department 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. Patients’ data was collected and evalu-
ated.

Operative technique is described here:

Extraperitoneal Robotic Assisted Laparoscopic
Radical Prostatectomy (EP-RALRP) is usually per-
formed with the patient under general anesthesia.
Patients are placed in a dorsal supine position with
10-15° head down tilt (not 45° head down like in

transperitoneal approach).

I 28 1awdi 1 fgueu 2550

The extra-peritoneal space has been developed
as describe in the author’s previous publication[15].
Once the retzius space has been dilated, the trocars

are inserted as shown in the Fig. 1.

®

l O 7 mm Robotic Port
X .O ® 12
mm
o o
® x 5 mm

Fig.1 Ports Placement

The anterior surface of the prostate and the
endopelvic fascia are exposed and the fatty tissue
overlying these structures is gently swept away. Often,
a superficial branch of the deep dorsal vein complex
runs along the anterior aspect of the prostate and
divides at the bladder neck into two branches. This
vein is fulgurated with bipolar forceps and divided.
Then, the endopelvic fascia is incised on both sides
exposing the fibers of the levator-ani muscle.

The bladder neck can be identified after the
removal of all of the prevesicular fatty tissue. It over-
laps the prostate in the shape of a triangle. The
dissection starts at a 12 o’clock position at the tip of
this triangle. Palpation with the forceps can help to
identify the border between the mobile bladder neck
and the solid prostate in difficult cases. The incision
of the bladder neck is enlarged from the 10 to the
2 o’clock position, and the urethra is developed. The
urethra is incised and the deflated balloon-catheter
is pulled up into the retropubic space by the
assistant under continuous tension. The dissection
is now continued in the lateral direction, in the plane

between bladder neck and prostate.
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Once, the bladder neck is completely dissected.
Care is taken to carry down the dissection in the
correct plane between the prostate and the bladder
neck in order to avoid any intraprostatic penetration.
This pitfall may occur in the case of a penetration
directed too caudally. The bladder neck is first com-
pletely divided between the 5-7 o’clock position, this
is then extended bilaterally by blunt and sharp dis-
section. After this step, the anatomical landmarks of
the ampullae and the seminal vesicles are visualized.

After complete dissection of the bladder neck,
the prostate is elevated anteriorly by the assistant.
The seminal vesicles are easily identified and com-
pletely dissected. However, the tips of the seminal
vesicles can be left in place in order to avoid
damage to the neurovascular bundles which run in
close proximity to them. After dissection of the seminal
vesicles, the assistant holds the right ampulla and
the right seminal vesicle, the surgeon the left
ampulla and the left seminal vesicle in a craniolateral
direction. With this maneuvre, a “window” is deve-
loped which reaches from the dorsal aspect of the
prostate to the prostatic pedicles. Between these
structures, the posterior layer of Denonvillier's fascia
is incised and the prerectal fatty tissue visualized.
The posterior dissection is continued as far as
possible towards the apex of the prostate.

(If nerve sparing EP-RALRP is performed, the
lateral prostatic fascia is incised at the antero-lateral
surface of the prostate gland prior to the posterior
dissection. During the posterior dissection care must
be taken not to injury the neuron-vascular bundles
by avoid using heat of any kind and stay in the
middle with medial to lateral dissection. Using this
principle the neurovascular bundles should be easily
retracted from the prostate gland and urethra
distally.)

Puboprostatic ligaments are divided sharply.

After this step, the urethra and the dorsal vein

UROLOGY

complex can be easily visualized at the level of the
prostatic apex. The prostate is now retracted cau-
dally by the assistant for good access to the Santorini
plexus. The Santorini plexus is ligated with 0 Vicryl
by selective passage of the needle underneath the
plexus from right to left.

The urethra is sharply divided at the apex.
Coagulation of the urethral stump is to be avoided in
order to prevent damage to the external striated
sphincter. In case of minor bleeding in this area, the
CO,-pressure can be increased temporarily to
16-18 mmHG.

For creation of the urethra-vesical anastomo-
sis, the author uses interrupted suture with 2-0 vicryl
UR-6 needles. The posterior layer is completed first
and the catheter was inserted into the bladder. The
anterior layer is then completed.

The water-tightness of the anastomosis is
finally checked by filing the bladder with 200 ml
sterile water. At the end of the procedure, a Jackson
drainage catheter is placed into the retropubic space.

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 anasto-
mosis.

Peri-operative data, operative results, clinical

outcomes and complication were analyzed.

Results

Of 6 patients undergone RALRP, 5 patients
were undergone EP-RALRP with nerve sparing
procedure.

The mean age of patients were 62.4+7.2 years.
Mean PSA was 29.11 ng/ml. The average operative
time was 135+34 minutes. Average blood loss was
4504193 ml There was no transfusion in any pa-
tients. Mean catheterization time was 6.8+0.4 days
Mean hospital stay was 5.4+2.2 days. All data was
shown in Table 1.



Table 1 Shows mean (min-max) values of PSA, IPSS,
SHIM, OR time, Blood loss, Catheter time,
Hospital stay in all patients.

EP-RALRP (N=6)

Age (years) 62.4 (50-69)
PSA (ng/ml) 29.1 (4.3-146)
IPSS 12 (1-26)
SHIM 17.5 (10-24)
OR time (minutes) 135 (104-199)
Blood Loss(ml) 450 (300-750)
Catheter time (day) 6.8 (6-7)
Post operation stay(day) 5.4 (3-7)

There was no major complication in all pa-

tients

Discussion

Extraperitoneal Robotic Assisted Laparoscopic
Radical Prostatectomy (EP-RALRP) was firstly
reported in 2006[16]. EP-RALRP is comparable to the
value of conventional Robotic Assisted Laparoscopic
Radical Prostatectomy (RALRP). Patients undergone
EP-RALRP can gain benefit of minimally invasive
surgery, less ileus, fast recovery, less operative time
and better incontinence rate[16-24]. There are some
drawbacks of Extraperitoneal approach including,
tension at the urethrovesical anastomosis, higher

incidence of lymphocele, less working space, and
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more leakage of the anastomotic site[25-27]. How-
ever, in the author’s experience in extraperitoneal
Laparoscopic Radical Prostatectomy these drawbacks
are not much seen and easy to manage[15,28].

In the present study the author reports 6 cases
of EP-RALRP. The operation is safe and feasible.
There was no major complication in the patients.
The operation takes not longer than conventional
RALRP. With the benefit of avoiding transperitoneal
route, the patients can gain benefit of less ileus,
reduce risk of bowel injury and faster recovery. The
EP-RALRP operation is more suitable in elderly
patients, whereby, steep trendelenburg position is to
avoid.

As described above, EP-RALRP should be
encouraged, however in patients with previous
extraperitoneal surgeries, such as laparoscopic
hernia repair, open distal ureterolithotomy, open
ureteral reimplantation, open cystolithotomy and
kidney transplantation, the extraperitoneal space is
difficult to gain access to, therefore, conventional

RALRP is more beneficial in such cases.

Conclusion

In the present study, Extraperitoneal Robotic
Assisted Laparoscopic Radical Prostatectomy is
feasible. The operation should be encouraged among
robotic surgeons as more benefit to the patients are

seen.
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Nocturia and Efficacy of Desmopressin for Treatment of Polyuric Nocturia

Lojanapiwat B, M.D.*, Jitpraphai S, M.D.*

Abstract

Objective: To investigate incidence of polyuric nocturia in nocturia patient and efiicacy, the effect on

quality of life, safety of Desmopressin in treatment of polyuric nocturia.

Patients and Methods: Total 34 patients who were verified nocturia which 15 patients were diag-
nosed polyuric nocturia were recruited .Average age was 67.87 year (range 60-80 years) Desmopressin
(0.1 mg) was given to the patients who was diagnosed polyuric nocturia for 4 weeks. After 2, 4 weeks
these people were collected symptom by frequency/volume chart and quality of life by King’s Health

Questionnaire, General Health questionnaire and blood for electrolyte.

Results: Fifteen patients of 34 patients were diagnosed polyuric nocturia (44%). On the average,
frequency of nocturnal void decreased from 2.73+0.34 to 1.6+0.64 at 2 wks and 1.68+0.43 at 4 wks
(p=0.002) and nocturnal void volume decreased from 437.39+157. 14 ml to 255.74+136. 18 ml at 2 wks and
251.87+127. 97 ml at 4 wks (p=0.001). The scores of KHQ questionnaire and General Health questionnaire
were improved after 4 weeks of Desmopressin. Most adverse events were mild. Serum sodium were >130
mmol/l in 14 patients but one <130 mmol/L at 2 wk follow up. No significant symptom of hyponatremia

was shown.

Conclusion: Polyuric nocturia is major cause of nocturia. Oral Desmopressin is effective and well

tolerated in treatment of polyuric nocturia patients.

Keywords: Nocturia, Desmopressin, Polyuric Nocturia

* Division Urology, Department of Surgery, Faculty of Medicine Chiang Mai University, Chiang Mai
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Introduction

Nocturia was defined as waking at night to
pass urine more than 1 time per night[1]. Nocturia is
a common complaint of urologic patients but under-
diagnosis of this disease is demonstrated. Nocturia
can cause by overactive bladder, polyuria or both.
In fact, patients should receive the correct diagnosis
for improvement of sleep disturbance, well being and
quality of life. In the past; nocturia is a major pro-
blem of men and a common prevalence in advance
age[2]. But it would neglect because many other
problems seem more necessary than nocturia. Today,
nocturia is not a little problem because many elderly
people disturbed from this problem more over and
over[2,3]. Physicians did not solve this problem and
were not concerned about this common symptom.
In elderly people, circadian pattern of urine flow is
paralled by rhythms of renal plasma flow and glome-
rular filtrate rate until around age of 60. Greater pro-
portion of urine at night time become evident [2,4,5].
Several studies, elderly people produce urine greater
than 33% of all urine volume per day because they
decrease antidiuretic hormone (ADH) or vasopressin
that can cause polyuric nocturia.

To this point, we think nocturia will improve if
we can reduce urine at night time. Desmopressin
hormone (Synthetic analogue of vasopressin) should
improve the nocturia symptom that cause by poly-

uria.

Patients and Methods

Thirty four from 58 patients [male 20 patients,
female 14 patients; age 60-80 years] with lower
urinary tract symptom were diagnosed nocturia and
15 patients [male 9 patients, female 6 patients] were
diagnosed polyuric nocturia, this group of patients
were collected to take Desmopressin. Between
October 2006-February 2007, polyuric patients who

had been treated with Desmopressin were included.
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Patients age >18 yrs were eligible for study if they
had nocturia (>1 time void per night) unrelated to
diabetes insipid us or excessive/ abnormal fluid
intake. Exclusion criteria included DM, CHF with sign
of volume overload, previous diagnosis of abnormal
ADH, take diuretics at bed time, sleep apnea syn-
drome and patient in nephrosis status.

All polyuric patients took 0.1 mg of Desmo-
pressin at bedtime. During the study; From 1 hour
before bedtime to 8 hours after taking medication,
patients were advised to drink only if thirsty and
avoid tea, coffee, Cola, alcohol and other liquids with
a diuretic effect at night. Patients kept a diary with
frequency volume chart to record bedtime and time
of rising, time of nocturnal voids, nocturnal urine
volume, daily fluid intake and frequency of nocturia.
After 2 weeks and 4 weeks of treatment, patients
came back to return frequency/volume chart. Patients
also answered the questionnaire [KHQ and General
Health] that we gave to them before treatment and
4 weeks after received Desmopressin. At the Last
week, they were asked for his/her general health
symptom and symptoms after taking Desmopressin.

Safety assessment at 2 weeks and 4 weeks,
serum sodium levels, vital signs were monitered
through-out the study and adverse effect were

recorded at OPD Uroclinic.

Study end points

The primary efficacy end point was frequency
of nocturnal void and mean of nocturnal void volume
per day after treatment compared with baseline be-
fore treatment. Secondary endpoint was also assessed
effect on quality of life. Safety was evaluated from
laboratory data with emphasis on serum sodium and
reported adverse events. At last, we can assess the
proportion of patients who improve from the treat-
ment.

The primary object were tested using Wilcoxon
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rank some test, Results were presented using

P values. Questionnaire analysis was based on
frequency counts of individual questions. Serum
sodium was also calculated with Wilcoxon rank some
test. The incidence of polyuric nocturia and nocturia

was proportion of population in this study.
Results

In population of the studied, we could demon-

strate the proportion of polyuric nocturia and noc-

Table 1 Result of Desmopressin Treatment.
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turia. The number is 15 out of 34 patients (44%).
Average age was 67.87 year (60-80 years). Then we
gave polyuric nocturia patients with Desmopressin
to measure outcome.

From statistical analysis of frequency/volume
chart, the mean frequency of nocturnal void, volume
of nocturnal void were decreased as shown in Table
1 and graph 1, 2

Both frequency and nocturnal void volume were

significantly improved.

Parameter Baseline 2 wks after Rx 4 wks after Rx P value proportion % improved
frequency 272 + 034 1.60 + 0.64 1.68 + 043 p=0.002 13/15 87
Nocturnal void 437.39 + 15714 255.74 + 136.18 251.87 + 12797 p=0.001 14/15 93

volume

Graph 1 frequency parameter after Desmopressin treatment
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Graph 2 Nocturnal void volume after Desmopressin treatment
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Quality of life

The two exploratory questions by KHQ ques-
tionnaire and General Health questionnaire revealed
difference in quality of life score that reached statis-

tical significance. (Table 2 and Graph 3)

Adverse effects

Two patients complained of dizziness and head-
ache after Desmopressin administration. No serious
side effects occurred. The mean serum sodium level
decreased during treatment [Table 3 and Graph 4].
The decrease level was pronounced after 2 weeks of
treatment. One patient had serum sodium below than

130 mmol/L, but he had no symptoms. Although

Table 2 Effect of Desmopressin in quality of life

people in this study had lower serum than baseline
in the first 2 week statistically (p=0.001) but in 4
weeks, the mean serum sodium was not statistically
changed. No symptoms of hyponatremia were
revealed. There were mild non-specific symptoms such

as headache and dizziness.

Discussion

Nocturia influences general health and quality
of life. One consequence of nocturia is sleep dete-
rioration that increases day time sleepiness, loss of
energy[6]. Nocturia people were also prone to diffe-
rent somatic symptoms such as muscle clamps in

calves, leg tinglings[7]. It was also found that noc-

parameter pretreatment postreatment P value
KHQ score 43.73 + 4.65 33.87 + 6.40 p=0.001
General Health score 7047 + 467 61.47 + 422 p=0.001

11
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Graph 3
80 -
60
40
20 ~
O I I I I
KHQ KHQRx QoL QoLRx

KHQ = KHQscore pretreatment, KHQ Rx = KHQscore posttreatment

QoL = General Health score pretreatment, QoLRx = General Health score post treatment

Table 3 Serum sodium (mmol/L)

case baseline 2 wks after treatment 4 wks after treatment
1 143 140 140
2 139 128 130
3 145 139 141
4 138 133 134
5 141 137 137
6 145 138 138
7 143 135 136
8 145 138 138
9 141 134 135
10 139 134 134
11 141 137 137
12 143 139 140
13 140 137 138
14 141 137 139
15 143 136 136
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Graph 4 Serum sodium parameter after Desmopressin treatment.
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turia was the most common symptom among
patients with isolated systolic hypertension[8] and
influenced irregular heart beats, DM, stroke. As men-
tioned earlier,[9-11] nocturia effects on well-being and
quality of life were noted. Therfore, we have exam-
ined such patients to determine the alternative treat-
ment on nocturia,which is not simply limited to
antimuscarinic or anticholinergic drug[12].

There were 3 main pathophysiologic catego-
ries for nocturia[13]: nocturnal polyuria (in which a
relatively higher proportion of urine is produced and
voided during night time compared with day time),
low bladder capacity (caused by obstruction, DI or
cystitis) and mixed nocturia (combination of noctur-
nal polyuria and low bladder capacity), however the
major of mechanism in nocturia is polyuric nocturia
and mixed type.

In this study; we collected data of patients aged
60-80 years. The results of nocturia and polyuric
nocturia in population are as same as the previous
report[14]. Decreasing polyuria at night time will
improve their nocturia and quality of life. A factor
resulting in polyuric state is decrease in ADH (Anti-

diuretic Hormone) or Vasopressin. Taking Desmo-

pressin will improve this symptom. There was a rela-
tionship between ADH and elderly: in old age; ADH
is decreased and sensitivities of kidney with ADH
are decreased that influence in decreasing the con-
centration of urine[15]. Desmopressin (Minirin) which
is a synthetic analogue of vasopressin should im-
prove polyuric noturia people. In Sweden, UK, the
Nether-lands,.Denmark and USA. Desmopressin has
been used in tritration dose for 3 weeks which are
different from this study. Results of Oral Desmopressin
is an effective and well-tolerated treatment for pa-
tients with nocturia[16,17]. The studies confirm the
efficacy of antidiuretic effect of Desmopressin that
results in higher clinical response, which decrease in
the number of nightly voids and decrease in void
volume. The results of exploratory questionnaire also
indicated an improvement in quality of life.

This study was based on safety consideration.
We used low dose of Desmopressin because Thai
people were different from foreign people in body
weight and BMI. The dose for Thai people should
further investigate in the future. Hyponatremia is only
serious potential adverse effect associated with the

use of Desmopressin in nocturia[18,19]. In this study,

13



only one patient had serum sodium value <130 mmol/
L indicative of clinically relevant hyponatremia (at 2
weeks after treatment). But in 4 weeks, he returned
to normal serum sodium and no change in serum
sodium was statistically significant. All patients had
no symptoms of hyponatremia. They had mild symp-
toms such as headache and dizziness. We note that
treatment of Desmopressin is safe.

The impact of Nocturia on quality of life is

being recognized[19]. In this study, The scores from

T 28 wauil 1 Aguiu 2550

KHQ questionnaire and General Heallth quality of life
scores were improved after treatment. These results
may prove to determinine the effects on this treat-

ment.

Conclusion
Polyuric nocturia is main cause of Nocturia.
Oral Desmopressin is effective and well tolerated

treatment for polyuric nocturia.
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Gracilis Muscle Flap for

Treatment of Rectourinary Fistula and
Urethrocutaneous Fistula.

.

Vorapot Choonhaklai M.D.*

Abstract

Introduction and Objective: Rectourinary fistula is uncommon and urethrocutaneous fistula from
urethral cancer is rare. Several procedures have been described for management of these fistulas. The aim
of this study was to present the experience with gracilis muscle flap in the treatment of lower urinary tract

fistula.

Material and Method: A retrospective chart review of 5 male patients (age 23-58 years) who
underwent the operation using gracilis muscle flap for treatment urinary fistula during January 1997-
January 2007. One patient with urethrocutaneous fistula was from urethral cancer, two patients with
rectourethral fistula were from pelvic fracture. Two patients with rectovesical fistula, were from perirectal
abscess and pelvic fracture. The latter four patients with rectourinary fistula, all had colostomy and
suprapubic cystostomy before definite treatment, two patients had previous failed attempts to repair the

fistula and one patient had fecal incontinence from anal sphincter injury.

Result: One patient with urethrocutaneous fistula from urethral cancer underwent total pelvic ex-
enteration and closure perineal defect with gracilis myocutaneous flap and the patient died 1 year after the
operation. Four patients with rectourinary fistula underwent transperineal repair fistula with gracilis muscle
flap interposition. One patient with concomitant complete urethral stricture was repaired using preputial
skin flap urethroplasty and one patient with anal incontinence had anal sphincter repaired and using
gracilis muscle to create an encirclement of the anus. All four patients had successful closure of urinary
fistula and all diverting colostomy were closed later. The patient with anal incontinence had good fecal

control.

Conclusion: This result suggests that gracilis muscle flap is useful and effective treatment for

rectourinary fistula and closure perineal defect.

* Division of Urology, Department of surgery, Rajavithi Hospital.
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n1siG Gracilis Muscle Flap Tun1suinAn$nun Rectourinary Fistula na:
Urethrocutaneous Fistula.
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mqﬂiz 90 Rectourinary fistula LWae urethrocutaneous fistula Wuaneinwulg bives wazn1sshsnil
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muscle flap Iﬂmﬂu@'ﬂw urethrocutaneous fistula anNzi5eviadl 1z 1 97, Lfluﬁjﬂw rectourethral fistula
NNITTANLBINTIUAN 2 918 LLazLﬂuQﬂw rectovesical fistula 91N perirectal abscess 1 518 LAZIINNTZQN
BINIIUVN 1 918 ﬁjﬂ’mﬁﬁ rectourinary fistula Vlﬂiw«’«)z\lﬁ%’um’imﬁﬂﬁ’l colostomy Was suprapubic cys-
tostomy 3udd ffthe 2 9 wneldsunisindauily fistula sneuuslt usa uazfifioe 1 918 findauile
ygannsmindnmailindugaanselals

Wan15ANE: {138 urethrocutaneous fistula nuziSariall  1MelFFun19WIsR total pelvic exentera-
tion wazla perineal defect Iaald gracilis myocutaneous flap el "aEInvdandin 1 T §ile rectourinary
fistula 8n 4 318 Idauily fistula Tawld gracilis muscle flap U3z wka “15anae uar wrsandiale
colostomy ¢ Taedligfilas 1 510 @ifiviel]  Mzfusawse leuilalaevieinde preputial skin flap urethroplasty

wazHeffl anal incontinence 1#W"6 repaired anal sphincter wazl# gracilis muscle WN30U anus

U nmsEnenilu A9lTLAUIN gracilis muscle flap vTu flap AflUslamilun1588uA 12 rectourinary
fistula wazaiedn perineal defect 2R valé
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Rectourinary fistula 1flunnasiiwulslsivos W90
UBNIINN1IE Congenital anomaly W&2 N19LAA
rectourinary fistula 813LAnaNNN5LESULIALEURN
aURAmg, AMzNInL URade, nmrunndauainnis
28U 9, 82159289 rectum, NziSensewnell 1z Bl
wziastangnvnn wiuigufiuualiinaswy recto-
urethral fistula l@andu 1iosarneranuifuniiy
Lmin*‘ﬁ'aumnmﬁnmmL%dﬁiaugn'wmnﬁ] LU NINGR
radical prostatectomy, N13A8ILL nIaN19N brachy-
therapy UN19LNA urethrocutaneous fistula 21N
wuiSeviall  zaznulfdauann wazns3nsn complex
lower urinary tract fistula fananflifidaeunndau
Tofivauienfifivses un1salunwefiazuaniinas
$nun33Tadd A WSunsld gracilis muscle flap 3
1 well vascularized tissue ﬁﬁmﬂﬁﬂﬂﬁ”’m:w’mg
fistula 163 way 1u13079e1d gracilis myocutaneous
flap u1Da perineal defect Milviays 16 e iiaee

Ul welse umsainssnm complex rectourinary fis-

T 28 wauil 1 Aguiu 2550

Humsfnsfounds dousifounnsIan w.e. 2540
folaunnaian wa. 2550 Tugithenie 5 918 8y
52n39 23-58 T A7 lower urinary tract fistula e
lsumassnenleald gracilis muscle flap lapdgihe
1 579 Iy urethrocutaneous fistula nNziSevinll 1z
wazl#$unavi suprapubic cystostomy ey §ihe
wifuseitviel] s waslEsunmspeede
1 muluszee §hedn 4 31 DU rectourinary fis-
tula wazl#5UNN5¥N suprapubic cystostomy wayin
colostomy snfauanlseneunadu Taefiile 2 3o
{lu rectovesical fistula M g nalfianszgn
godansuin 1 518 uazdn 1 579 § wngan peri-
rectal abscess WALLALYINKIAAWA L2 rectovesical fis-
tula KUY transabdominal 317 2 ASeuslsl 15
§Uhe8n 2 518 U rectourethral fistula i WAEIN
nIEQNEILBINIIUAN Iﬂﬂ@ﬂm 1 979 § long complete
posterior urethral stricture 394U rectourethral fis-

tula WaLABKNFAAWTA 12 fistula KAUNY perineum 73

tula WA urethrocutaneous fistula anuzi5eviadl 1y AUld gracilis muscle flap Mud 1 asouslal “15e
Taeld gracilis muscle flap #wdn 1 578 & anal incontinence 39U rectourethral
a1 1 u avipyaveviLiy
i’lﬂﬁ E)”IE! #1nw09 Fistula "IL‘VIQ NMSSNENNaURTN 115501
1. 58 I  Rectovesical Perirectal abscess - SPC + colostomy - Abdominoperineal approach
fistula - Transabdominal repair + gracilis muscle flap
RVF 2 A
2 32 3 Urethrocutaneous Urethral cancer - SPC - Total pelvic exenteration with
fistula total pubectomy with gracilis
myocutaneous flap
3 24 1 Rectourethral fistula Pelvic fracture - SPC + colostomy - Transperineal approach +
+ posterior urethral - Transperineal repair gracilis muscle flap
stricture RUF with gracilis - partial pubectomy with
muscle flap preputial skin flap
urethroplasty
4 23 1 Rectourethral fistula Pelvic fracture - SPC + colostomy - Transperineal approach +
+ anal incontinence gracilis muscle flap
- repaired anal sphincter
5. 331 Rectovesical fistula  Pelvic fracture - SPC + colostomy - Transperineal approach +

gracilis muscle flap

* RVF = Rectovesical fistula, RUF = Rectourethral fistula, SPC = Suprapubic cystostomy
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(3+4) M3Ane IFS wuldwaduuinduau 12 578 910 69 518 ey 17.39% laslusses Stage T2 91u7u
62 518 Twatduuan 10 518 Aaudlu 16.12% uae stage T3 91U 7 518 walduuan 2 518 Andu 28.57% lag
imﬁ”’\mumﬁaﬁﬂmm sensitivity=80%, 95% CIl=49%-94% Specificity=93%, 95% CIl=83%-97% Accuracy
91.3%, 95% Cl=82.3%, 95.9% luN3AnsUINTNaauad (False negative) 2 518 Aadu 3.51%

U msAnsnsdeaduiileluseniemsrdanz Sesiangnvanntuafetnuinlduss Tombdaannluudaes

A A ' & A & & v & o & & ' Y
nIaalan) UNVERRHEY BNTHER (@Alan AaTRulaNLISY = 0.56%) fetunsindulilaluszrinenisHisn
5013J65ﬁLﬂuﬁﬁaoﬁmﬂﬁﬂu@’ﬂmﬁLﬁﬁ’um‘sv\hﬁﬂuzL%\wiaugﬂwmmmu ‘pIn&nslaLNIUNNtaInTINdatagTiag

1w ImdReA asylainen, MATHIAaEAT A3, ALISUNIEAT ASASTIINEILIA

25



unun
LﬁmanﬁiaugnwmﬂLﬂutﬁaaanﬁwﬁlﬁﬂaﬂumﬂ
Ju wwmemanedusiy 2 sesfpsly wigawdnuas
gll guifinmsniuazdnsnismezonziSerongnran
sedusgividamduaziufiagenduaguoulanas fuan
wazfigiifinnzal snirludszannsienduagTunaulan
aziusen giAnisal slungudszannsiiendeluniy
awsnld nivuendmludszmaludiBy auswsiuia
ANLNINNTINAUBLNINUNITI1.2]
miuludszinalnelsauziSedangnuaniiu
TsnnzSefinumnidududy 5 2eeiszma a0 G
299l59NeNUaA3T T WA, 2547 uas w.A. 2548 15A
nzi5ssnngnusnnwusnniiududy 2[3] ilavanlsa
uzL%wiaugn‘wmnLﬂﬂ‘iﬂﬁﬁmiﬁﬂLﬁﬂiﬂ“ﬁ’] LareINIg
134'LmnshomnTiﬂﬁiaugnwmnﬁiiumam\rﬁ’ﬂwuﬁaﬁu
mM3acldsunmsifdady vie ¢ piniulsafdeiainng
ATRseNgnvIINMaVTinUAMUANNRRUNARRTY
Tusfindefinsifladulsaus Sesongnuanntios (el
mmLﬂuﬁamwzﬁ@’ﬂwagmnLﬁmLLﬁilsilﬁ%’Uﬂﬂimiaa
Atlagy) Tuﬂagﬁuﬁmimamﬁam (Prostatic Specific
Antigen: PSA) Samdenndu Yszneufudssannsd
A3 Amsfianiutnn 15 8nsesia anwdseand
ForhTsin1sduny LLazﬁﬁaﬁﬂTiﬂmL%oﬁiaugnwmn
Winsntu wazfunmswulsaluszasdiu nieszasiiss
Tinszawluadensdu4]
m3snelugiheszassuiitslinszaeluietua:
AU (Localized Prostate Cancer) fan13wisaLasas
anyiNINBanyNe (Radical prostatectomy) Faduns
Snuuvanasgunasiiuiivensuiuinlan nsHnda
Lmﬁiaugﬂwmﬂaaﬂwuﬂ (Radical prostatectomy) Tu
ﬁaqﬁuﬁﬁdmimﬁmmmﬂﬂLLatmiD\i’]ﬁ'ﬂIﬂﬂmi bN
n&a9 Fanswdalaenis ‘D9ndpsiing 3 35 Apn1IWIdnR
WNTUNNLDIYIDY (Laparoscopic Radical Prostatectomy:
LRP) msmﬁmmumoﬁawﬁwiaLﬁaq’daoﬁm Taglaivd
Tuzaein (Endoscopic Extraperitoneal Radical Pros-
tatectomy: EERPE) wazn3kdaleald Robotic As-
sist Laparoscopic Radical Prostatectomy[5-10]
nmafnuddeluadsdfitaguss sdifionsia ey
uazBudufods: “ninwuaraudszlemizesnisiide

T 28 anil 1 fquisu 2550

Wumstssnthasidoydevisslanlivinlugesies (En-
doscopic Extraperitoneal Radical Prostatectomy:
EERPE) Tuwd?ay Surgical outcome fansfnuniie
Tom flaciiflavenminannisidasiumetosmtiise
\eygeviiaslaslaiinlugesiies (Endoscopic Extra-
peritoneal Radical Prostatectomy: EERPE) lagnns
‘Wuilausion uumewiedl  1zfiseusevasdan
gnuanuviail TMraTlusznimsidanauiiay

fnafunsziwnzd Mzduvied!  1nzSendinisii
Intra operative Frozen Section (IFS) WarfinvINwuI1
finswmieraadinsenazyimssnulasnssndasenifia
Tu wilvdsifiaifiumsanlann indeagusaiilosentu
fihelaeiilifingg a seueveiell  1azide

JnLAuly

35n1sm

FAne 3 lulsanenuadsisns Tasvinsdnelu
@’ﬂmﬁlﬁ%’umﬁﬁaﬁfﬂLﬂuLﬁﬂaanﬁiBNanuwnizﬂzlsi
N3z31LEBNUBNABNYNYININ (Localized Prostate Can-
cer) Lazli1suN13snNENMmIBNTHIAANIUN T DINTINGD
\oytoiislanlaivinlugeeies (Endoscopic Extra-
peritoneal Radical Prostatectomy: EERPE) fiatilu
UszmnsfidnuAdelastssannsiiacldsunmssndaduile
1% (MAYRIN
fikdinLerengnranean) wnsaduiilouazsenaly

V3 ulaesadengniunzasviol

FEWIWNIHIFALIUNIN Intraoperative Frozen Section:
IFS fauflasfimafunszinned]  nedaduviedl e
ofimsmeunawuilifidseninieny uddwans
avnsuidonuindideseninieagiionaclisunisda
Fuilosanfisudaniy uwaziadunsfudunanis
HRFeinInse auwatuduiiesudnads

sunaulay U

1. Andengilan Localized Prostate Cancer

2. W1fm EERPE WLaxn IFS: Intraoperative Fro-
zen Section fU3ianu usuviadl  1rdurue 3 6 9
LAY 12 WA wazuim wasnsswicl e
1z (Bladder neck) a3l

3. waBuiilaldwuililavenniieny vinisidn

wasvintl

' <
ADIUL 39



Vol. 28 No. 1 June 2007

4. waduilawuhdillasenimasagasyinnsrndin

¥ @
=1

FulpuTauiuiia wasyinnsnsasaau 59
manfarunwgswmihsedoytasielasladi
Tuzaeiing (Endoscopic Extraperitoneal Radical Pros-

tatectomy: EERPE) 1#38m5v09 Stolzenburg’s tech-
nique[11]

aanlsTunisAuanu
Chi-square Wag Fisher’s test wiUdayaanmue
usiazyana uazld Student-t-test Auiulosld SPSS

Program

wanisnmnasv

@ muhgieilisunisidedulseen
sengnrannIrezliinzatsasnuansiangnyain (Local-
ized Prostate Cancer) Lazlinsun13snEA8n1INI6a
Hunstesntideidoysasinlaslidinlutesiio
(Endoscopic Extraperitoneal Radical Prostatectomy:
EERPE) 1fusuiu 69 18 Lﬁauﬁamunajumml,“m
WU ayj"‘[un@;ummﬁmﬁaw%a low risk 5 318
Ay 7% mmt&mizﬁumww%a intermediate risk
43 8 Aeiu 62% LLazmjuﬁﬁmmL"‘m L2138 high
risk 21 518 Aadu 30% mﬁﬁnmwmﬂumjuﬁﬁmm
VB9 9 %38 high risk Lﬂunf\juﬁﬁwa Intraoperative Fro-
zen Section; IFS Twaiduyuan (positive) PtV A

A15799 1

Characteristics

No. cases 69
Median age (range, years) 65 (42-79)
Preoperative PSA (ng/ml) 11.44 (1.35-34)
Mean gleason 7 (3+4)
Risk group (%)

low 5 (7%)

moderate 43 (62%)

high 21 (30%)
Positive surgical margins (PSM) (%)

Overall 17.39%

pT2 16.12%

pT3 28.59%
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Aaiiu 7 518 33.33%

aduunsuasiBuanindnsue  Pathology
Stage laguyifu pT2 91w 62 518 Andu 89.86%
T#wa IFS positive 10 918 Aoy 16.12% uaz pT3
U 7 578 Andu 10.14% ¥ IFS positive 2 318
A 28.57% Fan3197 1

Tu 12 578iwun IFS positive uldsunissiaiia
Tushundaiieaiu war veududiotauniwaszifu
negative WU 10 318 Tu pT2 Faviniiesasaden
watiu negative 1 2 518 oy pT3 (Hadnuiianat
AdLilu positive Bt

miﬁﬂmmﬁ accuracy, specificity, sensitivity,
Positive Predictive Volume (PPV), Negative Predic-
tive volume (NPV) AB 91.3%, 93%, 80%, 66% WAL
96% ANEIL F9lunTeN 2

Tusuuionue 57 18 wohina IFS ey
e negative udLilatian permanence NENAY
wudwaldu positive 2 918 (False Negative) AnLiu
3.51%

ﬁ’]‘ﬂ\‘lﬁ 2
Permanent IFS
Positive Negative

Fresh IFS

Positive 8 4

Negative 2 55
Accuracy (%) 91.3%
Sensitivity (%) 80%
Specificity (%) 93%
Positive predictive value (%) 66%
Negative predictive value (%) 96%

JIAsiwan1IsANYN

MNM3ANE U Mini-review 2006 wudgiAnisal
ADINI3LAA positive surgical margins: PSMs dinasiia
I qm“luu’%wm apical prostate U3za0l 64% 28937UU
positive surgical margin ‘Ifly’\muﬂ wazlunsAnen
NNWUTIWSIN apex Huusuiid positive surgical
margin ¥nfl o dsfunsfnunidereaniuadeiiss
\88NANET Intraoperative Frozen Section: IFS Tu



ALY apex WaY bladder neck[12]
nsdanihlunsrnen Endoscopic Extraperi-
toneal Laparoscopic Radical Prostatectomy: EERPE
dudissarnindudsnsndadiselne nsudiesing
uazlsewenads s dasuiimainsn s iy
2 9 iaidunisdnendelant in positive surgical
margin tJun1susuenivylse “nBnmaasmIkIfaLas
Assouenldinnisngaa IFS Sufuselaminiols

INNANIIANHIWUINNIIUIU positive surgical
margin 12 518 (1 7.39%)1@8‘5’)&! Lﬁaf\f’nmnmu patho-
logy stage wulilu pT2 91u2u 10 518 Aedu 16.12%
War pT3 91U 2 578 Acdu 2857% ilafnun
Wisufleunai liannsfnenasetfuns@nenauiin
suagluinuriieessuls

INNIIANEITBY  Stolzenburg[13] Tu 700 518
f1YNN15W1GR Extraperitoneal LRP %3455%1319 2001-
2004 Wuind positive surgical margin Tu pT2 10.8%,
pT3 31.2% Toasud positive surgical margin WHu
19.8%

Montsouris group[14] #57887u 1,000 578 1L
Sunswndn ‘pendeeiiedfidinludesioewde LRP wu
lagsnd positive surgical margin 19.2% 1Hu pT2
15.5%, pT3 31%

Heilbron clinic[15] nM3@inslasnmsixlan 1in
positive surgical margin 500 518 LAA 19.5% WHu pT2
7.4%, pT3 31.8%

Tag ;Uiam \NA positive surgical margin 21N
n5KNGA EERPE Andlu 7-16% Tu pT2 uay 28-62%
Tu pT3 aslupsedi 3

anmsfnenii lgeBsniiiafisusunsfinenzes

T 28 anil 1 fquisu 2550

\wdmuIlenn i positive surgical margin bailé
wanseiu fotiunawsin EERPE owdfasidunisinga
wuuTval msudsemalneuaslsaneunafsny KW
msidaiaineglunasinnsgruduiivessuld

Tuduau 57 918 fiwan991 intraoperative fro-
zen section 1{u negative WUAN 2 978 ﬁLﬁaﬁiau per-
manent uiwawiiu positive Anfiu 351% faiunis
flazanlan \Ain false negative A uIUTNaLTU
positive AaLu 051% u asl¥iuIndavin1IWIse
EERPE Wavm33a IFS 97174 200 578 399=anland
\in false negative 16 1 51

MNWA Positive predictive value 66% Hadl L
dpudnesidnfufudoya u yuimaih ks Tuns
W16 EERPE tuldsslomition . adldifiuineinnis
NDIFIBAUAIFIBMAITEIBINNNT DINRBINFAN
Wigane msunada uladidaiasenaannaande s

WU 2 978 finudwa IFS positive wazlFsy
nafainudIsy positive agﬁuLﬂuizﬂ: pT3 uazly
nnsadainlddniiasenasil® u urethra
wazld 1WNTaRNGRsD urethrovesical anastomosis Lt

suwansfnuyn

N3 Intraoperative Frozen Section TN15616A
TsanziSesangnuundiuisnis ‘aendee Endoscopic
extraperitoneal laparoscopic radical prostatectomy:
EERPE tulsiuusihlivinluynsefiinga usoreasd
Uselomiluuensdl wiu Tugthengs high risk vislu
38719 T39WUTE tumor volume FIUIUNIN W3RN
AsRFIEANEIBR " WU MRl wusunisiioeen
DEUIINL apex

GI‘]i‘]\‘l“?i 3
Reference Surgical approach PSM rate (%)
overall pT2 pT3
Stolzenburg 700 EERPE 198 10.8 312
Montsouris 1000 LRP 19.2 155 31.0
Heilbronn 500 LRP 195 7.4 31.8
Our study 69 EERPE 17.39 16.12 28.57
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Outcomes of Transrectal Ultrasound-

Guided Biopsy of Prostate using
Chulalongkorn Regimen

.

Chonlachart Sittiwicheanwong M.D.*
Kriangsak Prasopsanti M.D.*

Supoj Ratchanon M.D.*

Julin Opanuraks M.D.*

Kavirach Tantiwongse M.D.*
Chanathi Bunyaratavej M.D.*

Abstract

This study was designed to assess the complications of transrectal ultrasound-guided (TRUS)
biopsy of prostate using Chulalongkorn Regimen. 225 men with suspicion of prostate cancer were under-
went 239 TRUS biopsies of prostate between January 2006 and January 2007. All patients received
ciprofloxacin 500-1,000 mg or ofloxacin 200 mg, one to three hours before procedures and continuation
for 5 days after biopsy. The overall complication rate was 7.5% (infectious complication 2.9%, persistent
hematuria 2.1%, urinary retention 1.7%, and hematospermia 0.8%). There was no mortality in this study.

Ciprofloxacin and ofloxacin are the effective prophylactic antibiotics for TRUS biopsy of prostate.

* Division of Urology, Department of Surgery, Faculty of Medicine, Chulalongkorn University, Bangkok, Thailand
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Ay v;mulﬁ%’um ciprofloxacin %138 ofloxacin SUUseMuAaUMYHRANTS 1-3 T2l wassulsemusaidiag
uUATL 5 Tu wunmzunsndeudadu 7.5% wieiu nncfiade 29% {1 ztuden 21% nasdl 1y
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vinnnsiviiuunwsnanslunydasunndglainevitedy
TunsifladulsanziSeangnmann Taswaunsndoud
"AAD AmznIfade Sewnnd wI0andaIINg
ﬁmL%ﬂaa‘l,ﬁimﬂm{[ﬁmﬁﬁuﬁaﬁwdauﬁﬁﬁmmsﬂ]
flagtufelianuannvaisraesila Laznsuimsesiu
qaﬁwﬁﬁmﬂ*ﬁagmn[&m Uawll w.a. 2548 wuaw
Aapr asalaine) madndaean as Aucumnee a3
JRIAINIAININENRE SedauLINIenIsATRB UL
sengnvannrunenan el lumiseubindu
Tlusuvuiieniu
nnus: VA

LDI189IUAIZUNINFOUTEIN1IATIRTULED
ADNGNUUINKHIUNIINNMTNUN ANUUINITBINUIY
AapA aselsiner madmdasa 0f aucunwnea 6§
JRNRINTOINYNINEAY

N1SAIUNTSIVY

Q"ifi’fﬂ\l@iﬁnwﬁagamnwmuﬁﬂwﬂao@'ﬂwﬁm
'%’um'smw%uLf‘Iﬂsiaugnwmnmumowmwﬂfn s
NNTIAN WA, 2549 TINNTIAN W.A. 2550 T1l59NEILA
maensnl Ieediasnnaudesufifnuuuimiezes
ipAapAn asylainen medmdauan 03 Ay
wwneA a3 Rasnsaivnineds dosaluil

Fovied

1, o”am:L%@ﬁiaugnwmnmnm{[ﬁﬁqmwmo
N7137UN (Abnormal digital rectal exam)

2. 36U PSA (Prostate specific antigen) _9iiiu
4.0 ng/ml

QREICEETpE

1. Witesudsemusufdusungs fluoro-
quinolone (8nt3u norfloxacin) 12U ciprofloxacin 500-
1,000 mg 138 ofloxacin 200 mg Apuy 1-3 ks
wasutssnudaiilaeiuas 2 1Ia1 AuATY 5 U

2. Qﬂwﬁﬁmmt"‘ﬂmam‘sﬁmﬁa S
pfigumue 1dsusnagfidhuniu sfnidedeagn
wnaniou wisl e il 17y enaldenufdous

T 28 wauil 1 Aguiu 2550

UIUIY

3. frheiiulsnauniemisialainig visldsy
nsuNsnileaTunsifins (prosthetic implants) 1% ampi-
cillin 2 gm was gentamicin 80 mg &AL “UiRDAAN
viadhndanile 30 uifineurh uarsuUsemu amoxy-
cilln 1.5 gm Wn 6 Falaw nadlwiennga penicillin T4
vancomycin 1 gm 2atdnt “uldand uwnun3lk ampi-
cillin[4]

4. 9ERzRIBANERn viTopnann1Tudedizes
LlA9A (antipletlet or anticoagulants) nauviaLTing
7

5. laigipalianszune w3 udemnsminneu
YMANONT9[4.5]

nsasasuliadengnuannufialasunnd
Yszdrlu uarennsfunndvesmiiadasan asuls
W MmAdndase as Auzuwned1 @5 9R1aINTal
NN FY Avipnen 'a‘)"m”'iﬂuﬂag‘[uvhuaumumﬁw
st MHe3asnsianduanud ,¥ (BK Medical Model
2101, 7.5 MHz probe) BAHIUNINMTVIN (MaBAY
fntl 2% lidocaine gel) L‘ﬁai:q@i’%mm faguiiadin
spring-loaded biopsy gun (BARD Magnum™) T
UALUD3 18 G (Biopsy needle BARD Magnum™)
I 6-14 FLVUY AT IATIINWNEFING

ol 52 “winons gheyneuldsudeyaiisiy
waunsndeufioraiintu uasnsUfiiau wmdiase
AeriaNTNNanTIIN N3 Inen luTudl 7 ndevininonis
widdon1sthenan 9 1 ueadin vseaniAen
Wl medwn dwgensnduden o wiedld W
%umwmtwmﬁﬁﬁmqmﬁuﬁuﬁ

nnzl,lmn”}j’auﬁquuﬁa (Major complication) I

° m’;:n’nﬁm%a (Infectious complication) g
Uszneudie midaderesszuumadull 1y e
1 Wuie >10° CFU/mI neld
waneil gaumndsene >38°%

fowatwizialudl

o Azl MzUuldenn nunede N9l sy
LAUIULAY 24 T2l ViSadiaen1snITSnEaLgLIRIU
Tuwuziiu

o AMeRINsTdUlREn uBie N1l
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FIUANNTIAN WA, 2549 TaNNTIAN WA, 2550 &
wLmiumsmawuLuamauanwmnmumamﬁwﬁﬂﬁ
Tiawmmmgmmmm 252 578 UHURAMNLUININTDY
w4 225 318 Andlu 89.3% Hunsnsraduils 239
ass ﬁﬁﬂmﬁmqm'ﬁﬂ 68 U mqﬁaaﬁ A 42 1 ogann
i 1N FatedTunsnsae W 90.4% arainsen
320U PSA _9ifiu 4.0 ng/ml (15797 1)

ﬁjﬂ’mnn@ulﬁ%’um ciprofloxacin %38 ofloxacin
200 mg NAUNVANNTT wumazumnﬁau’lu@’ﬂw
18 18 Ay 75% (1397 2) wunmedadalu
filhe 7 9 Aedu 29% ynAudennisld snnends
Wman1s 1-4 U uazldusuindneii lssweuia
ﬁgﬂﬁaansnﬂmﬂlﬁ%’umm’ma}aﬁwﬁmL°i'h|, “URpAd nAU
Ay usvsaenldf [Wanasnelu 48 $alue THnausu

A15199 1 ﬁaﬂaﬁfumimwﬁmﬁam’awgnwmnﬁmww
N271511N

d1ied Procedures (%)

PSA >4.0 ng/ml

Abnormal digital rectal exam

5)
3)

4)
1 (0.4)

Focal atypical

216 (90.4)
8 (7.
3 (1.
High grade PIN* 1 (0.

Inadequate tissue
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wndneliiu 7 Ju lfiftesela ed3a wan1s
wzdn wodeludl Meiy 6 9 dude Ecoli
5918 L'fluL%E) Enterobacter spp. 1 918 WUL%aTuLﬁaﬂ
Wy 3 518 fiuido Ecoli fioam uazwuideiade
81 ciprofloxacin V!ﬂﬂ’]iLW’]tL‘%a g 1 9w AfAu
Viavsianisfiode Aedulsawanae wasl ' e u
§  MzApwhvinons (m131ed 3)

nzdl Mzduideauare Addeadu T¥nns

$n¥IAINeIN1T deldnad an1svaeluasnnelu

2 Yah uamil mzldesn daelesunstl
w il Euu 1 Ua Mevasoen e U
wrsatl  eldUng

a 4

F1500

flaqiiufinsianzifeamen PSA iiens23dnnsos
yuziSerangnvannanniy Sefimsnsiaduidasengn
NI TN Fumaludasle] naunsndeu
fnwuutiadu watmsnﬁauﬁ\m;mm (Minor complica-

A1599 2 MLUNINTEUTEINIIATIVHULTBADNGNYININ
WIUNWNIITVUN

aMzunsndiou #1128 (%)

Amzhnda 7 (2.9)
i 1mzdulden 5 (2.1)
I 1elisen 4 (1.7)
8)

Mz Aldendu 2 (0.

7 239 (100)

5% 18 (7.5)

* Prostatic intraepithelial neoplasia

fr’l"l‘a"]\‘lVI 3 WANMIUNIE mafuﬂ 1ICUNs ?umamﬂaawﬂwmma mmﬂamﬁmmmimﬂwmuamamnwmnmuwwmﬁwun

ﬁjﬂ’:ﬂi’lﬂﬁ Urine culture Blood culture Patient’s risk
1 Enterobacter spp. no growth none
2 E.coli no growth retain Foley, DM
3 E.coli E.coli none
4 E.coli no growth none
5 no growth E.coli none
6 E.coli E.coli none
7 E.coli no growth none
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tion) wuld 73.3% wlnaAenzll 1zfuiden
'auwaumnﬁauﬁquma (Major complication) vy
Aannziadia[7] Wadiwurosldun Ecoli Enterobacter,
Proteus uaz Klebsiella “2uifn Anaerobic wul#iing
111 Bacteroides, Peptococcus WAy Peptostrepto-
coccus nﬁ[ﬁmﬁ”mqa%wLﬁai’laoﬁ’umiﬁmﬁamﬁ
qmﬁfmangmgaﬁwﬁu[ﬂ

Ciprofloxacin Lﬂuﬂﬂumﬂ;m fluoroquinolone aan
andzuuefislunguunsuauldd Taoduds enzyme
DNA Gyrase 289uuaiii3s engnandaldfiudsudsemu
Wiouos sesivenluianiiee 9 amasiudsenu
(peak serum level) 1-3 F1lug uazavagluidonlfiuiu
LLE\]::WU’J"WEJ’Wﬁﬂ’J’]NL"EJ'Nﬁu”\‘]Iu‘f] zuaviiiaifiadas

anvuNn[1.2] ForhanlEaeiun1sfndaannnisnsia

v @
a

BullladaNgNUAINHIUNIINNTHINBIIIL
inean1sAns wohihefiufiinuuuimie
Pp9vtaE Anshaide 2.9% anmaiannsionae
Wasuiunan13fns usalsemai 4 ciprofloxacin
Tumsilosfiumsdade wunzfndedoud 15-29%
@397 4) FeRFadilndiAeeiu Tasnis@nezes
Cormio wazAnz[2] 1% ciprofloxacin 500 mg $usenu
FrafuTunaurinonis  wazsudsemusanaerin
ARON138n 7 U 5NAUNT AR NINIEnnauna

T 28 wauil 1 Aguiu 2550

Wnan1s wunshadetoni AfB 1.5% Kapoor uaz
Anz[6] 19 ciprofloxacin 500 mg FUUsTMURBUYN
#NONT 30-120 WAl FANAUNIT AWRWNNINRUN WU
AmeAnge 26% Wammack uazAME[8] W ciproflo-
xacin 500 mg Suyszmuidiaziiu 1 Tunaumm
#RONNT warsudsemusiandeyinvinan19dn 4 U uas
Ll udromnasmin nunmshiads 2.9% 9nmM3fnm
Fretiu Tadefieaansninisindsds szaziaansld
p1dugadn uazms wdmmnvitinneuyiinanis

Q’ﬂmﬁﬁmmL""mﬁiamatﬁmL%ﬂ‘lﬂ?iﬁﬁﬂﬁﬁﬂﬁ
Lﬁmmazﬁm"ﬁmﬁuﬁuLf‘immmﬁﬁwma:ﬁmﬁa wlna)
q ;ﬂmwuﬁdLm‘lsjﬁn'nzl,”"mﬁan'ﬁﬁﬂLf?amﬁau anLiu
fhe 1 518 dulsawmau uazl e auil e
Aouriants wamawazdelull  1zuazluden wy
E.coli watz Enterobacter spp. %dLﬂuLﬁaﬁwu\lﬁﬁaﬂ
mafinanadnodiu waswudigeiiasien ciprofloxacin
mawzide axdunmzidenomenadutlasefiviliae
MIpaTaIRNT Tusuare1ainisldengs 4" gene-
ration fluoroquinolone LU levofloxacin LN ciproflo-
xacin ¥138 ofloxacin. Griffith WarAMY [9] 31891UNT
14 levofloxacin Tun1silasiunishaie wusnsns
Aadaufies 027% (AN3T 4)

a3 4 S5 1sAndiaidia[Feng fluoroquinolone flovunisinidiarouvinisasietiudasongniunad e Irmin

Study report (Year) Number Antibiotic regimen Cleaning Rate of infectious
of patients enema complication (%)
Kapoor[6] et al (1998) 227 ciprofloxacin 500 mg, 30-120 min yes 2.6
before biopsy
229 Placebo yes 52
Wammack]8] et al (2001) 1,051 ciprofloxacin 500 mg twice daily no 2.9
before and
4 days after biopsy
Cormio[2] et al (2002) 66 ciprofloxacin 500 mg on evening yes 15
before and 7 days after biopsy
Griffith[9] et al (2002) 377 levofloxacin 500 mg, 30-60 min no 0.27

before biopsy
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Randomized Prospective Study Peripros-
tatic Local Anesthesia During Transrectal
Ultrasound Guided Prostate Biopsy at

N Siriraj Hospital.

Theerayuth Somwung M.D.*, Sitiporn Srinualnad M.D.*

Abstract

Purpose: To prospectively evaluate efficacy of periprostatic Lidocaine injection as anesthesia during

transrectal ultrasound-guided prostate biopsy compared to the conventional method.

Methods: A prospective study in 100 patients underwent TRUS-guided prostate biopsy was con-
ducted. Patients were randomized into 2 groups: group 1 (56 patients), who received 10 ml of 1%
Lidocaine at periprostatic region; group 2 (44 patients), control patients, who did not have any anesthesia.

After the procedure, pain score was assessed using a visual analog pain scale 0-5.

Results: Both groups were not significant difference at, age, number to rebiopsy, PSA level, patho-
logical finding and complication rate. There was a significant difference in pain score between the two

groups (group 1 = 2.41, group 2 = 3.02 (p=0.006).

Conclusions: Periprostatic local anesthesia (bilateral periseminal infiltrations) significantly decreases
pain associated with TRUS-guided prostate biopsy, we recommend this procedure be routinely offered to

patients undergoing TRUS-guided prostate biopsy.

* Division of Urology, Department of Surgery, Siriraj Hospital, Mahidol University, Bangkok, Thailand.
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Transrectal ultrasound -guided prostate biopsy
is the procedure of choice for diagnosis prostate
cancer, however many urologists do not provide any
analgesia for biopsy and patients feel suffer and pain
due to biopsy[1]. Many analgesic techniques did
decrease pain from biopsy; periprostatic nerve blocks
with local anesthesia in the intervention, easily, mini-
mize morbidity. Although there have been several
researches for periprostatic nerve block with local
anesthesia but small size data and several researches
has not been studied in Asia, which different at race
and tradition. Several studies significant demonstrate
to reduce pain when local anesthesia block at bilate-
ral periseminal vesicles and apex was used. Our aim
was to study in Thailand, randomizing to compare
local periprostatic nerve block (only bilateral peri-
seminal vesicles) without apex injection (the con-

ventional procedure) to without local nerve block.

Materials and methods:

One hundred consecutive men suspicious of
the prostate cancer were enrolled. All patients were
provided of informed consents. We studied at Siriraj
Hospital during 1 January 2007 - 31 November 2007.

Primary outcome studies relative pain score
between injection of 1% Lidocaine and non-injection
of 1% Lidocaine at TRUS -guided prostate biopsy
using visual analog scale (VAS).

Secondary outcome studies: complication of
TRUS -guided prostate biopsy such as hematuria,
acute urinary retention, and post TRUS-guided pros-
tate biopsy sepsis; pathological finding and interven-
tion for prostate cancer.

e Inclusion criteria

1. Abnormal DRE. And/or
2. PSA >4 ng/ml
e Exclusion criteria
1. Active UTI such as acute prostatitis

2. Active anal and rectal condition hemor-

swm%/
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rhoids, anal fissure

3. Drug allergy Lidocaine, antibiotic

4. Users of drug effecting coagulation, stop
aspirin when taking 7 day

All patients received

Arcoxia 120 mg oral preoperation,

Ciprofloxacin 500 mg 1x2 oral and Metronida-
zole 400 mg 1x3 oral 1-day preoperation and follow
postoperation 6 day, Gentamicin 80 mg im,

SSE. Preoperation

Patients were randomized by coil into injected
1% Lidocaine and not injected 1% Lidocaine.

Group 1 (periprostatic local anesthesia) local
anesthesia was performed with 1% Lidocaine with-
out epinephrine through a 22-gauge spinal needle
guide, 5 ml into each side, injected at 2 periprostatic,
An ‘ultrasonographic wheal’ was created at only
bilateral periseminal vesicles at figure 1.

TRUS-guide, using automatic 18 -G needle and
TRUS using the 7 MHz

Group 2 (conventional biopsy), prostate biopsy
without 1% Lidocaine injected.

All biopsies were performed in the Urological
Division by one of authors. 20 cores (10 cores at left,
10 cores at right) biopsy was performed with 18-G
needle.

Pain was evaluated by visual analolog scale

post biopsy, grading scale from 0-5 at figure. 2.

Statistical analysis
Statistical analysis was evaluated [Independent

t-test, with 95% of confidence interval (p <0.05)].

Result

Total 100 men were enrolled in the study,
56 men randomized into group 1 and 44 men into
group 2.

The two groups were similar with respect to

age, PSA, pathological finding, complication. (Table 1)
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A posterior view of the bladder

Figure 1 Periseminal vesicles injection at arrow. The 2 injections point at 1% Lidocaine 5 mi.
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Figure 2 Visual analog scale from 0-5.

Table 1 Mean and standard deviation of the groups according to age.

Group 1 Group 2 P value
Patient (s) 56 44
Age (yr) 67.11 + 7.04 67.66 + 10.25 0.75
Mean + SD 12.26 + 25.04 11.32 + 15.86 0.82
PSA (ng/ml)
Mean + SD 10 / 17.90% 12 / 27.30% 0.25

Adenocarcinoma of prostate (n/%)
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Table 2 Number of patients that presented complications when compared in two groups.

L Group 1 Group 2 Total
Complication (N/%)
(N=56) (N=44) (N=100)
Hematuria 2/357% 5/ 11.36% 7/ 7%
Prostatitis - 1/227% 1/1%
AUR 1"/ 1.78% - 1/1%
Orchitis 1/ 1.78% - 1/1%
Syncope 1*1.78% - 1/1%
All complication 5/892% 6/ 13.63% 11/11%
* One patient had combined AUR and acute epididymo-orchitis.
20
20
Interven
% |:| non-inject
(@]
0 [ ] Injection
1 2 3 4 5
Pain

Figure 3 Distribution of patients according to pain score of 20-core biopsy in 56 patients who received periprostatic

xylocain and 46 patients control group, pain was used the VAS from 0-5.

It was shown that the mean pain score was
2.41 in-group 1. A greater difference was seen in-
group 2 (mean 3.02). (in table 3)

The pain level was significantly lower in-group
1 than in-group 2. The pain level significantly
increased while performing at conventional biopsy in
the control group, but to lesser extent in patients
receiving periprostatic local (bilateral periseminal

vesicles anesthesia).

The statistically significant differences were
found in the VAS for the biopsy procedure (p < 0.01)
between the two groups.

All patients were diagnosed as having carci-
noma of prostate by pathological finding. Total carci-
nomas of prostate were adenoma carcinoma type.
Further management after were diagnosed carcinoma

of prostate, at table 4.

39
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Table 3 Pain differences between group who received 10 ml of 1% Lidocaine and who did not received 10 ml of

1% Lidocaine.

Group 1 (N=56)

Group 2 (N=44)

Pain t p-value
Mean SD Mean SD
Pain score 241 1.02 3.02 1.07 291 0.004
** P <001

Table 4 The further procedure after pathological

finding were carcinoma of prostate.

Procedure Patients (n)
RALRP 10
ELRP 7

ADT 4
Surgical castration 1

RALRP - Robotic assist laparoscopic radical prostatectomy
ELRP - Extra peritoneum laparoscopic radical prostatectomy
ADT - Androgen deprivation therapy

Discussion

We prospectively evaluate the efficacy of local
periprostatic anesthesia to reduce pain during
Transrectal ultrasound -guided prostate biopsy. At
conventional Transrectal ultrasound -guided prostate
biopsy, several studies show significant pain during
procedure. Collins et al[2] and Clement et al[3] have
shown significant discomfort and pain, reported by
65% and 90% of patients, respectively. Irani et al[4]
reported that 19% of patients would not agree to
undergo a repeat biopsy without some form of anes-
thesia.

Crundwell et al[5] reported that 26 (24%) of
108 patients complained of moderate or severe pain
during the procedure, and 20 (19%) patients had
maintained the symptoms for a week. Peyromaure et
al[6] reported that only 51 (18.6%) patients submit-

ted to prostate biopsy with 10 cores that related no

pain or discomfort. An alternative choice for reduce
pain during Transrectal ultrasound-guided prostate
biopsy such as local anesthesia at periprostatic cap-
sule transrectum, local by xylocain jelly are reported|[7].
Several studies had interested at local anesthesia by
xylocain injected periprostatic capsule for reduce pain.
M.tobias machado et al[8] reported that 40 rando-
mized patients divided into 2-Groups: Group-1 peri-
prostatic local anesthesia by 2.5 ml of 1% Lidocaine
injected at bilateral periseminal vesicle and bilateral
apical region, group-2 conventional biopsy. Result
had significantly shown to reduced pain, p<0.01. Issac
Kaver et al[9], Jeffey et al[10] and Lori Hergan et
al[11] have shown that periprostatic block with local
anesthesia can reduce pain using prostate biopsy.
Knowledge in prostatic innervations used for local
anesthesia, most of ventral afferent innervation is
commanded by T12-L2[12] and sacral center S2-4
Autonomic fiber of pelvic plexus reaches the pros-
tate through their anterior branch, contribu-ting to 2
neurovascular bundles 2-3 cm. distal to junction of
the bladder and prostate. Cavernous nerve arises
between prostatic capsule and endopelvic fascia outer
Denonvilliers’fascia, with localized in lateral neurovas-
cular groove. Capsular nerve emerges mainly of
2 segments: the first is localized on anterior aspect
of seminal vesicle and transversally cross the gland
in caudal direction; the second arises in posteriolateral
edge directing to posterior aspect and apex poste-
rior aspect and apex.

Several studies had recommended routinely use

of periprostatic block with local anesthesia for
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Transrectal ultrasound - guided prostate biopsy, but
it had controversied at site of local anesthesia such
as (bilateral periseminal vesicle and apex), concen-
tration of Lidocaine.

Our study had question for study?

1. Minimal trial studied in Asia, outcome may
be different from Europe and America due to race,
tradition, pain tolerance

2. Is periprostatic block by local anesthesia
with only bilateral periseminal vesicle possible to
improve pain tolerance?

Our study shows only bilateral periseminal
vesicle (not injected at apex) local anesthesia block
effectively to reduce pain during Transrectal ultra-
sound-guided prostate biopsy. Systematic biopsy
procedure should include a minimal 8-13 cores.[13]
Our study of 20 cores biopsy is effective for finding
prostate cancer but may be increasing pain discom-
fort during procedure, infection and other complica-

tion post biopsy, but it shows, only bilateral perise-

Urogenital structures

A%
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minal vesicles local anesthesia to be effective to
reduce pain. Post biopsy urosepsis has been found
only one case (1%). In the present study only one
case (control group) without 1% Lidocaine injection
did admitted due to clinical SIRS after biopsy on
day three, receiving antibiotic intravenous during
admitting. Other complication was not significantly
different between both groups. Doses of Lidocaine
injection are controversied for local anesthesia peripro-
static block; our study with injection of 1% Lidocaine,
5 ml each side are effective for reduce pain (maxi-

mum dose 4.5 mg/kg).

Conclusion

Bilateral periseminal vesicles as local anesthe-
sia being significant to reduce pain at Transrectal
ultrasound -guided prostate biopsy, do not increase
complication. It is recommended for routine usage in
Transrectal ultrasound-guided prostate biopsy,

especially those with numerous cores biopsy.

Spinal cord (CNS)

Nerve branches

Bladder

Rectum

Figure 4 The pelvic plexus provides visceral branches that innervate the bladder, ureter, seminal vesicles, prostate,

and rectum.
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The Attitude of Penile paraffinoma

Patients at Sappasitthiprasong Hospital,
Ubon Ratchathani Province.

N

Chonlachart Sittiwicheanwong M.D.*
Sombun Leungwattanakij M.D.**
Apichat Kongkanand M.D.*

Kavirach Tantiwongse M.D.*

Tri Hanprasertpong M.D.***

Abstract
Purpose: To identify the attitude of men who augmented their penis with foreign material at

Sappasitthiprasong hospital, Ubon Ratchathani province.

Methods: From June to October 2006, men who had penile paraffinoma were asked to answer the
questionnaire. The questionnaire was designed by Dr.Sombun Leungwattanakij to assess the motivation,

method of penile injection, expectation, satisfaction after injection and the reason for surgical correction.

Results: 33 men completed the questionnaire. Most of them are young adult and low socioeco-
nomic. The procedures were recommended and injected by their acquaintances for penile augmentation.
They wished to improve erectile function. 3 months after injection most of them were satisfied but the they
have suffered from various side effects. Most of them wanted to correct their penis due to fear to turn

malignancy, chronic inflammation, sexual intercourse problem, loss of sensation.

Conclusion: Cause of penile paraffinoma is the wrong attitude about their sexual images. Most of
them felt a sense of inferiority of penile size and wanted to augment it for more mannish. Increased public

awareness is needed for prevention this problem.

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

** Division of Urology, Department of Surgery, Ramathibodi Hospital and Medical School, Mahidol University, Bangkok,
Thailand.

** Dijvision of Urology, Department of Surgery, Sappasitthiprasong Hospital, Ubon Ratchathani Province, Thailand.
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Experience of Oral Testosterone Replacement Therapy in “PADAM” Patients
at Men’s Health Clinic, Sappasitthiprasong Fort Hospital, Ubonratchathani

Bunchong Seubsang M.D.*

Abstract

Purpose: To share experience of oral testosterone replacement therapy and evaluated its efficacy

and safety in “padam” patients.

Materials and methods: A total of 20 “padam” patients were treated with oral testosterone
undecanoate does between 80 to 160 mg in 3 months interval. Mean age, Comorbidity diseases, “Padam”
symptoms, Severity of “padam”, Severity of ED, Laboratory check up and Free testosterone level in blood

were evaluated.

Results: Mean age of patients was 60 year-old. Comorbidity were hypertension 30%, hyperlipidemia
25% and diabetis mellitus 15%. “Padam” symptoms were decrease sexual intercourse 15%, decrease
erection 15%, decrease well-being 15% and weakness 10%. AMS score and IIEF score improved signifi-
cantly difference (p<0.05). Laboratory check up pre-and post-treatment were not differed. Low free test-

osterone level in blood was 67% improved with significantly difference (p<0.05).

Discussion: | found that after oral testosterone undecanoate replacement therapy abount 3 months

interval, 50% of ‘padam’ patients were improved.
Conclusion: Oral testosterone therapy was efficacy and safety.

Keywords: 1. Oral testosterone undecanoate replacement therapy (TRT)
2. “Padam” (partial androgen deficiency in aging male)

3. “ED” (erectile dysfunction)

* Urologist, Family Medicine Sappasithiprasong Fort Hospital, Ubonratchathani.
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Introduction

Female menopause has been known for cen-
turies, but “Padam” has recently been discovered
(table 1). “Padam” is defined as gradually decrease

of testosterone level with advancing age.

Table 1 “Padam” different from Female menopause

Menopause “Padam”
Age (yrs) 45 - 55 40 up
Sex Estrogen stop  Testosterone

Hormone change immidiately diminish gradually

Sypmtom of “padam’ include lethargy, de-
pression, irrtability, mood swings, hot flushes, insom-
nia, decreased libido, weakness, loss bone mass and
lean body mass, and sexual dysfunction. This condi-
tion is the primary indication for testosterone re-
placement therapy. In this study | evaluated efficacy
and safety of oral testosterone undecanoate in treat-

ment of “padam” patients.

Materials and methods

A total of 20 “padam” patients (free testoste-

&)
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rone level <6.5 ng/dl) in men’s health clinic, Sappasi-
tthiprasong fort hospital, Ubonratchathani were treated
with oral testosterone undecanoate does between
80 to 160 mg for 3 months interval from January to
March, 2005. The author evaluted patients (pre-and
post-treatment) by: Mean age, Comorbidity diseases,
“Padam” symptoms, Severity of “padam” (AMS
score), Severity of ED (IIEF score). Laboratory check
up (CBC, LIPID PROFILE, LFT, PSA) and Free testo-

sterone level in blood.

Statistic
Data of patients were evaluted by T - Test and
ANOVA, p <0.05 was chosen as the limit for statisti-

cal significance.

Results

Mean age of patients was 60 year - old (range
42-74 year-old)

COMORBIDITY DISEASE: In 20 “padam” pa-
tients had hypertention 6 in 20 (30%), hyperlipidemia
5in 20 (25%), diabetes mellitus 3 in 20 (15%), gout
2 in 20 (10%), other disease 2 in 20 (10%) and
healthy 2 in 20 (10%) (table II)

Table 2 Comorbidity Diseases

Healthy

10

Other Disease

10

Gout | |

10

Disease |

Diabetes Mellitus

15

Hyperlipidemia

25

Hypertension

30

10 15 20 25 30 35

O Comorbidity Diseases
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“PADAM” SYPMTOMS: In 20 “padam” patients

had decrease sexual intercourse 3 in 20 (15%), de-

: moderate padam symptoms 5 in 20 (25%)
(AMS score 37-49)

. severe padam symptoms 2 in 20 (10%)
(AMS score >50)

: mean = 34

crease erection 3 in 20 (15%), decrease libido 2 in
20 (10%), weakness 2 in 20 (10%), mood swings
2 in 20 (10%), insomnia 2 in 20 (10%) and other
symptoms 3 in 20 (15%) (table IIl) After treament “Padam” symptoms were signi-
ficantly improved (p<0.05)[2,3].
AMS score (table 1V)

- PRE -TRT lIEF score (Table V)

: mild padam symptoms 8 in 20 (40%) - PRE - TRT

(AMS score 27-36)

: moderate padam symptoms 9 in 20 (45%)
(AMS score 37-49)

. severe padam symptoms 3 in 20 (15%)
(AMS score >50)

: mild ED symptoms 4 in 20 (20%)
(IEF score 17-25)

: moderate ED symptoms 10 in 20 (50%)
(IIEF score 8-16)

: severe ED symptoms 6 in 20 (30%)

: mean = 40 (IlEF score 1-7)
- POST - TRT . mean = 13
: mild padam symptoms 13 in 20 (65%) - POST - TRT

(AMS score 27-36) : mild ED symptoms 8 in 20 (40%)

(IlEF score 17-25)

Table 3 “PADAM” Symtoms

55'\0 5
Depr®
\usnes ity 5
vot (it
cre .
0! Spfa\“ 5
10
e N B
Disease 4 \N'\“gs | | | | 10
MoO N
wes 10
\Ned | | | |
(case Lo ] | | | | "
c
ve peind | 15
VS IS N AN N I A
Dec \onN |1 5
oase B [ T T T T 1
Ded 4se [15
1erCO I I I I I I I
A\ f f f f 1 1
sex® '
Dedeas 0 2 4 6 8 10 12 14 16

| [] “Padam” Symtoms |
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Table 4
AMS Score
70 65
60
50 45
40
40
30 25
O PRE-TRT
20 15
10 ] POST-TRT
10
0 1
Mild (27-36) Moderate (37-45) Severe (>50)
Table 5
Life Score
60
50 50
50
40
40
30
30
20
20 O PRE-TRT
10 @ POST-TRT
10
0 ]
Mild (17-21) Moderate (8-16) Severe (1-7)
Table 6 Laboratory Check Up
LAB PRE-TRT POST-TRT
NORMAL (%) ABNORMAL (%) NORMAL (%) ABNORMAL (%)
CBC 100 - 100 -
LIPID PROFILE 56 44 56 44
LFT 72 28 72 28
PSA 100 - 100 -

53
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moderate ED symptoms 10 in 20 (50%)
(IIEF score 8-16)
severe ED symptoms 2 in 20 (10%)
(IIEF score 1-7)
mean = 17
After treatment IIEF score were significantly
improved (p<0.05)[4].
Laboratory check up pre - and post - trt were
not differed[1,2,3.4].

FREE TESTOSTERONE LEVEL (Table VII)
- PRE-TRT
normal 7 in 20 (33%)
abnormal 13 in 10 (67%)
mean = 6.0 ng/dl

T 28 wauil 1 Aguiu 2550

- POST-TRT
normal 13 in 20 (67%)
abnormal 7 in 10 (33%)
mean = 8.3 ng/dl
Free testosterone level was significantly in-

creased to physiologic range (p<0.05)[2,3.4].

Discussion and Conclusion

From this study, it was proved that oral test-
osterone undecanoate improved AMS score, IIEF
score and Free testosterone level significantly,
(p <0.05). Laboratory check up (CBC, LIPID PRO-
FILE, LFT, PSA) were not affected by this drug. No
patients discontinued treatment due to adverse reac-
tion. In the present study testosterone undecanoate

was efficacy and safety in “Padam” patients.

Table 7 Free Testerone Level

80

70 67

67

60

50

40

w
[y}

w
[y}

30

[J Normal

20
10

I Abnormal

PRE-TRT
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1 Mzannswla warmawizdeanteuds Tunsuiensfianizindge sepsis NMENAINTIHNIAA
Percutaneous nephrolithotomy (PCNL)

dieuazisnnsdnm: Qﬂaﬁmﬁ%ﬂmiﬁmﬁamiﬂ”'ms'i%’ﬂﬁawm 51 578 azldsuns wasaell 1o
MNIzwizl]l  11e (midstream urine culture) 1 Mzannele (pelvic urine culture) LLaZANABUNA (stone
culture) wazMEnAIRFRILIESUNTIEN “9inme1n1S Systemic Inflammatory Response Syndrome (SIRS)

HadWS: 91NMIWeRIMIIzdell  Mzannszgd] Mewude 27.5% mawazideil  12zan
nalanuide 255% uarnswzideanfeuiinuis 58.8% nawdaiia SIRS 13 318 Aadu 25% wud
mamwzdeanieuiafianwls Jd APD 85% mawzdeannselafianasimn: 2 AFD 89% AL E92D4
m3tha SIRS nMItudazasmamizidedl  Mzannszmnztl 1y mawzdedl  mrannsla uas
anfoutindu 4299, 6577, 7.857 AWEWY UaTWLUIIMIINZERIINI AaunasiinN NTuSag iy
Wynw DRlunsviuiensiinn1ig SIRS

i fatiudvadtiudl  Mzannwlauazfauill ez iEasnsluserinen1vinIin PCNL
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i 1 Fre9sTUY 157150 pUsznalne Tusfinns
Snwilaladuavindu open stone surgery F9iia5sng
17 139N anatrophic nephrolithotomy, pyelolitho-
tomy, focal nephrolithotomy LHugiu uaflagunns
%’nmﬁm%ﬁﬁana’ngnLmuﬁﬁqﬁ%‘ percutaneous neph-
rolithotomy wazifufifianuninarslulseweuianaiy
wiszavUssina dafaainsinenfialagaeds percuta-
neous nephrolithotomy @8 WHAKIFAALAN UIALNA
WNAATIDE @’ﬁwﬁn%’nmﬁaagjkawmma % nsandy
Tvheul#ig Geudinisrndadediies ddefnans
Yszmsifiaifisuiunissnenéeds open stone surgery
usfiorinnzunIndeuannarisinsiiail nmzunan
Foudl 1FyreIn13Yn percutaneous nephrolithotomy
Ao sepsis WUlE 0.25%-1.5%[1] N1Y sepsis T
ﬁjﬂwﬁaoﬁﬂ%’nmﬁamuﬁu Ve ldenelunnsne
wmmamﬁu warpauLIsIui dtouddialsd uaz
ﬁ\‘iLLﬁwamiLW%L‘%aﬂ 17¢ (midstream urine culture)
i 'omwvgnswﬁaumﬁmz\ls\iwuL%E]Lwi@ﬂwmﬁwﬁﬁ
Ton thanne sepsis 16 Msfnu3deiiseiiasnsdnen
mawzdaansunivau ldud mamwizdeaniouta
(stone culture), n’lil,W’ltL%aﬁ 1z NNTLe (pel-
vic urine culture) Wisnisuiumswizdedl  1mrain
Nzl 11y (bladder urine culture) LATAIN
“NWUSIBINTTIAANTIE Systemic Inflammatory Res-
ponse Syndrome (SIRS) MuVaINIIHIAR percuta-

neous nephrolithotomy

N1SAITUNSIVY

vfﬁﬂaﬂ'ﬁL%’ﬁ%'umsmﬁmﬁ'ﬂmﬁm%% percutaneous
nephrolithotomy #1l59ne1u18371%534 FIueTui
1 NINYIAN W.A. 2548 T 31 AUAN W.A. 2549 91U
51 318

Inclusion criteria Ag

1. Qﬂ'gﬂLWﬁmw%amjoﬁLil”ﬁ%’umsv\hﬁm PCNL
Tulsonenunasad douddudl 1 nangan wa. 2548
fiv 31 duAx w.A. 2549

2. 911 20-70 1
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3. 2103 1.5-5 cm

4. \Juihitlaiesdnadien (unilateral obstruction)

Exclusion criteria A

1. Qﬂ?ﬂﬁlﬁ%’ﬂﬂ’]ﬂ' DJ stent ¥38 urethral
catheter

2. pjjﬂwﬁflmmmm

3. ﬁjﬂqﬂﬁﬁmiﬁﬂmumaﬂmunwim (serum
creatinine >1.4 mg/dl)

4. ifiheiidldneurdn

5. Q’ﬂmﬁﬁﬁm%mﬁman unseiwizd  1e
TN

Qﬂ’m‘ﬁL‘ﬁﬁ’%’ﬂﬂﬁ’iﬁ\i’lﬁﬂﬁzlﬁ%JUﬂ’l‘m‘i’J’w)LW’]::L%E]

a

1 mzannsznnztl 19zlaeds midstream urine
culture (MUC) naur1da)ne Swamnzide liwuide
Fordaldvufivnnuamnzidetudagineacldsunsde
antibiotics M1N sensitivity spadaneusdnattion
2 U NBUNIYIHIGR

FuABUNIHIGA

o angn avulaunnsl viezemels wazda anti-
biotics 1fu Ceftriazone 1 g M30ANN sensitivity 289
1eNdu

Woann1swazisall  1azannsziwazil

NIAR

e cystoscopy winl ' "8 ureteral catheter No.
6 uazifivil  1rarnnsala wwzdelaonis aspira-
tion/irrigation 8 normal saline solution aﬂnﬁuT'

18 U Foley catheter

o {avituBuUATLANBYN percutaneous access
a9 N calyx Mdaen3ldudn T guide wire

e PUBNILTIAIY metal telescoping dilators
uieTUIA 30 Fr wddl * Amplatz sheath

o 1 'n&a9 nephroscope iiavila ﬁwzgnﬁﬂﬁ
WANEIE ultrasonic lithoclast 1ABfiIpaNNNE9E
normal saline solution 4 ﬂ%\‘l QﬂﬂﬁuﬁdUﬂLﬁuw\iLLﬁ’J
'mww:vfa[z]

o Mewdal $a un1sEea T " nephrostomy tube
Ay

wasdadilaennaeasldsuniaiia sinany

systemic inflammatory response syndrome (SIRS) Tag
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1. temperature >38°C %138 <36°C

2. heart rate >100/min

3. respiratory rate >20/min

4. wbc >12,000/uL %38 <4,000/uL

Qﬂm'ﬁ'ﬁmq: SIRS nniﬂﬂatlﬁ%'unﬁi YA
wnzd@alunszu 1iaa (hemoculture) uazlunsdiiia
hypotension (SBP <90 mmHg *38 DBP <60 mmHg)
22 1f5un1939ad8918 septic shock 5au68

mawzdedl  Mzannsmgd el e
nnsala wazn1snzdeaniouia usay specimen
azlgsun1smns@ely media sialudl

1. chocolate agar

2. blood agar

3. Mac Conkey agar

4. Thioglycolate broath agar

dan 4 lunsdnudniy dynne ddde Chi-

Square test [#lUsunsn SPSS version 12.0 Tunns
Wuazdiassidaya

AT 1 doyaiugiuveviiley

£ S
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wan1sdvy

ftheiidnunsideionan 51 1o uadugioe
WALNE 30 918 (58.8%) LWANIEDY 21 518 (41.2%) B1E)
Wiy 506 T (22-707) Wuialadnen 27 51w (52.9%)
fhlaguting 24 318 (47.1%) 1 serum creatinine LaAe
1.1 mg/dl nav IVP qny hydronephrosis 44 918
(86.3%) L3ifin1y hydronephrosis 7 318 (13.7%) 211
finfy 2.65 wufiwns s lunskndanis 117.25
w1l (30-290 wndl) nRIRIFALBUlSINENLRREY 5.86
T (4-8 Fu) dow aolumaed 1

Hansnzdedl  Mzannstagll  Mewude
14 319 (27.5%), wazidell  1mzannaglanuide
13 918 (255%) uaziwizideaniouiimude 21 9
(58.8%) HIANTWT 2 LLatLqugﬁﬁ 1

Boftwy winaidu £ coli uammnﬁﬂ’aﬁm@u
Enterobacter, Pseudomonas aeruginosa, Klebsiella
pneumoniae, Proteus mirabilis sy fem3ef 3 uay
WHUQR7 2

WUETBIwI 9 18 (17.6%) fHanswziEe
wufliiotundeniunuaiie 3 specimens Taglusuiu

Range Mean Median
age 22-70 50.67 51
stone size (cm) 1.5-5 2.65 25
serum creatinine (mg/dl) 0.7-14 1.1 0.8
operative time (min) 30-290 117.25 110
length of stay 4-8 5.84 6

Sex:
Male
Female
Side:
Right
Left
Hydronephrosis:
Yes
No

30 (58.8%)
21 (41.2%)

27 (52.9%)
24 (47.1%)

44 (86.3%)
7 (13.7%)




0%
75 95 § ilrs T 28 wanil 1 fiquisu 2550
2 |

ANSWN 2 wamawIzidell  Mevnnssiwzt 17, 1/ ’I’th‘?’mﬁ??ﬂ\lﬂ UazNIWILITDINTDUT

bladder urine culture pelvic urine culture stone culture
positive 14 (27.5%) 13 (25.5%) 21 (568.8%)
negative 37 (72.5%) 38 (74.5%) 30 (41.2%)
total 51 51 51

[@ negative
[0 positive

bladder urine pelvic urine stone culture
culture culture

WNUDET 1 wWhsuieunanmswizideluusas specimens

a139h 3 ideiinuluusas specimens

Bladder urine culture Pelvic urine culture Stone culture
E. coli 7 6 10
Enterobacter spp. 2 2 1
Group B Streptococcus 2 1 1
Staphylococcus 1 1 3
Pseudomonas aeruginosa 1 1 1
Acinetobacter baumannii 0 1 1
Klebsiella pneumoniae 1 0 1
Enterococcus faecalis 0 1 1
Proteus mirabilis 0 0 2
total 14 13 21
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100% ~
90% -
80% -
70% T
60% T
50% 7
40%
30%
20%
10%

W Proteus mirabilis
[ Enterococcus faecalis

H Klebsiella pneumoniae

[ Acinetobacter baumannii
M Pseudomonas aeruginosa
O Staphylococus

U Group B Streptococus

O Enterrobacter spp.

HE. coli

I I
Pelvic urine

culture

0%  Bladder urine Stone

culture

culture

UHUDAN 2 wWasuiieuBeninuluusas specimens

[

18 8 318 (15.7%)
mﬁmwuﬁﬁjﬂm 13 978 filinn1e SIRS Aalflu 25.5%

Adudardapeiiunun nasns

uazlugie 13 508 # 2 99 fifiny septic shock
walaifig e 80 WATWAN1IWIZLEe hemoculture Tu
Q’ﬂwﬁv’a 13 378 filainuide

Wawssufisuwanisinizideann specimens
finge AuMsiAaN1IE SIRS WunIIzdeaniou
fin i sensitivity ”aﬁ JARD 85% MWL 89N
naziwnzdl  Meildn sensitivity a1l @ A 62% w3y
A1 specificity wunMazEeannselagien speci-
ficity 9 @ Ao 89% Junsiwnzidanniauiiafien
specificity #in qmﬁa 74% LLREN1T LW’]:L"?‘{BQ’mﬁy’\‘J 3 speci-
mens JAN “WAUSTUMIANTE SIRS peiviitle ALY
"9 89 (p value <0.05) Tasmstuidaanfeutifiana
Vasluniaifinnie SIRS wndl A Apdl relative risk
7.857 m3tudeannizinizdl  1zflanu “eeluns
\inne SIRS taedl A Al relative risk 4.299 @9
aTfl 4

Jv1sni

Tumssnd@ percutaneous nephrolithotomy A
wnsndeuiinuldvsnsasainnist “sidenfon1sinaide
madull 1 %amﬁmmaquLLNL'fJum‘sﬁmL‘f?aiu
nIcll L8DA Lﬂuwﬂﬁﬁmm%‘?m\lﬁ Rao P.N. uavAuz[4]
Tsvhmadnemuimawodeuueilidelull 1y (bac-
teriuria/pyuria) NAUNTHIAALALBUAVDINTIVINWIARGA I
38 percutaneous nephrolithotomy dautiiutladal ey
fnldAan1sindslunszu 1dam (bacteremia/endo-
toxemia) idvandnn NNl Iasundtalulasindalsiia
nsgasuluszuumaiiull e TashlAaniz
hydronephrosis LA stasis 849 urine AN

nal¥iiAa colonization TaILB IUALLINLVTS
AONNIYARU LLa:nﬁv‘hﬁmnnﬁv\hﬁm:ﬁﬂﬁtﬁaL°i'h”'
N3z 1aanld5.6] Tunsifiudl

urine culture AdaARavlédie  WITALAL IATIILAL

13<LUY midstream

NIUKALFIBUNTTHGR Lwiﬁﬁal,“ﬂﬁamnl,ﬁu‘l,s\ign"i%
w%ﬂumtﬂﬁ’aﬁqmﬁutﬂutmu complete obstruction W&

AN 4 NIIVUIBNIILAANTIE SIRS 9INNTLWIELED specimen #9g

% sensitivity % specificity p value RR (95%Cl)
bladder urine culture 62% 84% 0.01 4.299 (1.664-10.748)
pelvic urine culture 69% 89% < 0.001 6.577 (2.431-17.794)
stone culture 85% 74% < 0.001 7.857 (1.938-31.851)
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msaTealitsuandenisiadafiuiase Mariappan
waz Loong[7] lé@nuadelugineiiiuialuisle uas
#0112 obstruction WUIINIIATIA midstream urine
culture yiusnsAngeludunisiimiladenisgasiu
sninsumnzdeil  mrannslauazanis s
TunsAnuadeditlugieiiduilula uas ulnaj
(86%) An1sgadiunaiiuil 1z (hydronephrosis) Wa
ANIANHIWLIINITATIT midstream urine culture &
sensitivity In&lAsefuniamizidaell  mrannswle

LAAINIINITENZETDINNGD LA NUINISENIZ 09N

1% a

fouthiwesidud positive 3 0 (58.8%) Farneu
"Ja";’ﬂﬁauwﬁ'}ﬁ[SJO] WUENIW 14-77% UBNAINiNTS
Fudeannismnzideesiautihdo ‘ssionmstade
ATNNIVIRIHNIGA ”andﬂnWiﬁuL%aaﬂnﬂﬂiLWW:L%a
i mrannle waz andhnEwnzdedl  1azen
172 (RR 7.857, 6,577, 4.299)

n15uAVl

nIziwei
Mzannselamz e ideiand
AMNIUNTE (specificity) yﬂumiﬁﬂmﬂmu:ﬁmﬁa
\iasanifiun1snsraannusiinudisl colonization Taanse
wifidoy“sRonaifiv  azenaldusinatiseiasan
UNA%S 18 ureteral catheter anaazlsi wsal Hu
Aoudalgvi i ldle urine Tusumiszasnsislafiuiueu
Tunsdl aspiration lulgipnasiaesin irrigation e nor-
mal saline solution vi’ﬂﬁl,%agmﬁamam skt e
nMaanclaedniils access Uafianidaiionn
i umanzdsanieuthideddefiauly (sen-
sitivity) _9 wafidial “sAannsnsiadeudneteen daein

T 28 wauil 1 Aguiu 2550

Koutiaan&ede normal saline solution 4 A%9 Way
inmfuifeuiiwiue udedenhllnnzde uaz
n3wna Mendendayin vl 1wnsalHeufdusd
asiudeilesiunsinidadounisvisnsals

aiiwu 'ﬁuIWQJLﬂuﬂéjN enterobacteriaceae lag
E.coli fiudiafinuriosd qﬂTumiquxvﬁamnﬁo LAY
39 oandeviuranIsnzdni] 'nﬂuﬁﬁﬂaﬂﬁm%amo

fuil 1z 1w gram positive wullu utlae

o—

g7 8 518 (15.7%) ANAMIIWNZLEHDINTY 3 LAY
JuleLheiu

su

ezl Mzainnszwazdl e
Tuwazanusnmwizan lunisviunenisiinnie urosep-
sis WWouSsuifisufunismisdell  1mzarnnela
wazanfouiln A vl Mzannelauasiou
flawzdasings Wshmanswzdariuisnmste
Bandandn LazINLNUNIIWABUENUATuE SN

NSAALTDNNATUNIBRAINITHIAA

nAANSsUUs:NIA

POTOUAM AU 33700 JUNIAUAINT dmitiil
wAlANTUNNS 9 UTIINeN ArunrtiBnT Buiinuuni
WEIIAKBIHIAAARENTINYLS  ware191Idumun
Aaensngls lsaweunaszii ﬁlﬁuaummiuazﬁ

gelienddeil uSaganlylifmed
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Pyridium After Cystoscope

.

Thitikorn Hotimavorakul M.D.*

Kavirach Tantiwongse M.D.**

Abstract

Objective: To evaluate the influence of pyridium as an analgesia after cystoscopy.

Material & methods: We performed an experimental study to see the analgesic effects in patients
undergoing rigid and flexible cystoscope. A total of 104 patients [52 men & 52 women] were entered into
the study. Rigid cystoscope was performed on 26 men and 26 women. The other was done by flexible
cystoscope. 13 patients of every group got pyridium [100 mg] 6 tabs by 1 tab 3 times per day after
cystoscope. A 10-point score (1-least to 10-most painful) was used to measure pain perception. We
recorded pain scores after cystoscope suddenly then telephone to ask them about pain scores in the

evening of post cystoscope day 0, 1 and 2.

Result: In men with rigid cystoscope that took pyridium pain perception was significantly decreased
in post cystoscope day 0 and 1. Men with flexible cystoscope pain perception was significantly decreased
in post cystoscope day 0 when took pyridium. No significant difference was noted in the pain score of

women with rigid and flexible cystoscope that took pyridium or not.

Conclusion: surgeon can use pyridium for relieve pain after cystscope in men.

* 4" year residence

** Division of urology, Department of Surgery, King Chulalongkorn Memorial Hospital, Bangkok, Thailand.
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n1sSuus:n1ug Pyridium 1aonas ‘avndavnioiaud  19:

Introduction

Rigid cystoscope dunilsluieIaefiafiuuns
dapnssnmaiull  ldlunisnsragieusndu
Yazdn fhe wulvad “niuthaousldsunmania
finanensAnsneeinanensiiuliadenad Tu
4 WNAWARITIEA 20 ETnseuuuiaal 'mevie
1 medaufnzyinisnsae 358 lenadaslasuanudes
aduwIvae[1-3] 998U flexible cystoscope 3
uunudi rigid cystoscope[4-6] tavani§utiaenin
aem‘l'sﬁmu@ﬂ'mé’aﬁmwi“nLa“mmwﬁamsm'mﬁv’o
rigid WAy flexible cystoscope WI1EANITNADNUAY
8Nt maolfiaqviaﬂ 1Y ﬁoﬁuﬁﬁé’ﬁaﬁwmsﬁnm
U5z “nEn e pyridium TUNSaRBINNTEULIANEY

cystoscope

Material & Methods

#e5Un19M599 cystoscope Fapdiptied micro-
scopic hematuria wazdangninndi 20 Tauly arw
Supanlun9i1398 exclusion criteria A wiien pyridium
< & o a
Mns3s lsasu lsale lsaldan lsmuininu 1sa

gAns wnanu1dsna w.u.*

NS AURAIVY W.U.**

o “undsiin1s Jhensulssmugiufitiavionueu
vy vsenduiudsean fihedildsumaivinansdug
W6 1Y Nsenevial  11g M15e1 18 DJ stent
oon Wusiu uaziihefliflnsdnwifnse

HUmduIu 104 918 Tisusadanlidnginnig

o

B experimental study lagiaiu 8 nay (WWund

1)
mjuﬁ 1 Q"‘ﬁwmﬁ rigid cystoscope

=Sp. D

nauil 2 el rigid cystoscope
9 U
wazléisuen pyridium
naud @"’ﬁ’lﬂﬁ‘[‘ﬁ flexible cystoscope
naud @"’ﬁ’lﬂﬁ‘[‘ﬁ flexible cystoscope
wazldisuen pyridium
nawdl 5 gty rigid cystoscope
(] Y]
QNN 6 [WEN I‘ﬁ rigid cystoscope
wazldisuen pyridium
nawi 7 thﬁ\im"ﬁ flexible cystoscope
nani 8 Hvdien 14 flexible cystoscope

uazlé§usn pyridium

* uwngyseIun 4

“* MILARLAT ﬁl?’EIT‘JTJWE/’I MATTIAALAT AT AUSUNNLA

a3 YIavnIainm Inenar
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Rigid cystoscope

Flexible cystoscope

1. Control 2. Pyridium

3. Control

|
4. Pyridium

Female

Rigid cystoscope

Flexible cystoscope

5. Control

| |
6. Pyridium ) ( 7. Control

|
8. Pyridium

Lmugﬁﬁ1 U AN DOIUARENGHN

HihenAULBUY lithotomy Aa £91AUALIN
perineum @18 povidone-iodine solution 1" 2.0%
lidocaine gel 10 ml Mwviadl  13e 58 10 Wil wiald
penile clamp 5813 10 unfl “wiufzne uazn 2.0% |
idocaine gel 58ULaN8 cystoscope faul Wviedl 1y
Aapunndniaud  Mzdufriningie

Tungudl 2, 4, 6 uaz 8 azli3y pyridium [100
mg] 1 a3 11 ¥RIE S SN 6 Lia Bu
FUYTEMUNAY cystoscope

wnnddasnssamaiull 1 instudin pain
score Tufifi cystoscope + 53 (0-lsit§u, 10-15usn

va

i 3] navnuugidelnsdwilyain pain score

U

Hilan Tumpuifurasuiiinisnsan 1 Ju uay 2 Su
YAINIINTIR

nan1sANE7 LA ilaeld unpaired t test
Taefianuuansneasiide dunw ALle p value <0.05

Results
Qﬂaﬁﬂy’awm 104 578 (§118 52 318 G
52 578) udaznguiduiu 13 518
mqma\‘l@’ﬂwiutwia:mjuﬁﬁwmm%ﬂuLﬁﬂuﬁ’u
Tfianuuandefune 83 (m19197i1)
Waw3suifiey Pain scores maon@:uﬁ 1 uay 2
wmwmnﬁg’uﬁ' 2 ﬁi"'mi'majuﬁ 1 Tusuiviniansaa was
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1 JUNAIN1INT0ENNTY AN 06 (p value =
0.000 waz 0.017 ANady Lawdl 95% confidence in-
terval of the difference = 2.151-3.388, 0.122-1.109
AINAIPU) WA 2 Jundan1Insa lauandeiuagnel
o 1@y B (p value = 0.199) (A13197 2)

Pain scores maanq’w‘i‘i 4 ﬁﬂndﬂm\ju'ﬁ 3 Tusuiivia
nIATIeREeilE 1A §R (p value = 0.046 laadl

95% confidence interval of the difference = 0.011-

/ UROLOGY

%)

Uity AN A (p value = 0.055 LAz 0.096
ANNRIAL)

wiunguil 5 uaz 6 Liwudfianuuanseri
289 pain scores BEWHUY AN DA

2 Nau qﬂﬁ’]ﬂ\la\iwui’]ﬁﬂ?’mLtﬂﬂﬁi’]\‘lﬁ'u"ﬂﬂo pain
scores AHNANY AN DALEURU

Laifidwaulawien pyridium wiafiennisthedes

1.220) Taelu 1 Ju uaz 2 Jundomansaliuansne  Juuse
aeil 1 4 avAuadgey (1) vevusazngy
group ¢ M N A \ade
1 36 84 56.31
2 35 82 54.00
3 40 82 64.46
4 25 86 67.77
5 39 73 56.15
6 30 77 53.00
7 36 76 57.92
8 34 77 5492
M13NA 2 4 AvAuRAEpain scoresluusias i
group stat day O day 1 day 2
1 8.38 4.31 1.15 0.38
2 8.62 1.54* 0.54* 0.15
3 4.00 2.38 0.92 0.46
4 3.92 177 0.46 0.15
5 2.46 0.77 0.15 0.00
6 254 0.62 0.08 0.00
7 2.85 1.31 0.62 0.15
8 277 0.92 0.54 0.15
** pain scores n@juﬁ 2 si:’mdwnzg'uﬁ 1 peafitly AL (p<0.05)
** pain scores NGNT 4 ANINGNN 3 BENaRY Ay (p<0.05)



Discussion

Pyridium (phenazopyridine hydrochloride) vHu
guAUInanaINIIIEAEAaslusEUUMaAul el
\inanmsfiaige giifig s mavivinansseg
sz iy 100-200 mg 3 A%/ Was
91113 contraindication @® @'ﬂ’)ﬁlﬁuﬁm pyridium %39
fhlsala omstrodesdigunssléiun hemolytic ane-
mia, hepatotoxicity[7] wi3inludszinaaindniay
pnlannsldend Wudndesaneinisiaduedons
wtudsemalnedasunndniaiul  nedeldlunig
7379 3 tampon test ta3TadH U-V uaz V-V fistula[8]
uazlun193deiinsfinaunaluscey Sudsldwueins
laifigdse 9@

N1961979 rigid cystoscope ﬁwﬁﬂ”aoiﬁaﬁa 9
1 wa3avflonnuriall  11rUSI8 membranous part
wssvied]  Mzaaaiufinisvingy idasuminadu
31 mrlisuinseiasifansuiadunazdne uiure
1 My MiFiiaanududandenisnie

NN3M379 flexible cystoscope a2 1WTaRASDLL
mudnsuznieiniavesiedl  1elEFeri ity
\indulu rigid cystoscope anas uAn 314 flexible cys-
toscope Tulseinalndobiifufiunsnasiiosann

1A 90 uazdpsnsnsguasnuiiazibunsaundn
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NN IIFBIUT painscore Tunguienda

ee

= a

snadiAntipaninguitieeey uasedunsangvnde

<

D =S

fviail 1z “uuazasaninmesgze vilHiAan1saaen
one vpeafeyvindl  Mrliendn uas pain scores Tu
Nihewdengudilé pyridium fladléaaninnguaiuau
sotiulungugihevds pyridium Selallgusslomiaiau
LtﬁiTunziuﬁﬁﬂaﬂmﬁﬁnﬂiT%ﬂﬁ pyridium a=anN3LauLe
fananld MadnUsuna 1sedideneiAnanaEulae
ML vuSumuriszaviel]  Mefiinuauwa
Isigmiinlitseugmilaseilad Feidazinsdnun
saaoluseiuisadsaly

agelsfinunisAneilidesiiadsldladingg
WUy pyridium Ausnuftindug 1wy NSAIDs,
paracetamal LazaNuIUUsEENT UNIANESIRT U
tieeiuly dsfufiduasyimidudeiiaslusdunddn
WIuUse “nBnwpadsn pyridium Lﬁa‘[ﬁ‘lﬁﬁmﬂaﬁ
sysaifindu

Conclusion
mnmsﬁﬂmﬁﬁﬁ'«i’ﬂLLuzﬁﬂdWLmeﬁﬁaﬂnﬁuma
Wutl 19 1w13091881 pyridium  INBUIIINIAIN

@ Y W [ @
Wuthaliiudlemendanisnaia cystoscope 16
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The Effect of Short Term Finasteride

Therapy on Blood Loss with Transure-
thral Resection of the Prostate (TURP)

.

Sorawis Chalalai M.D., Worapot Chunhaklai M.D.

Objectives: To study effect of short-term preoperative treatment with finasteride, compared with
non finasteride treatment, may reduce the blood loss on the patients with transurethral resection of the
prostate (TURP).

Methods: This two group comparative randomized control trial, single -center, 6-month pilot study
was designed to study the effect of at least 1 month preoperative treatment with finasteride (5 mg daily)
on blood loss during surgery in 36 men who required TURP. The surgical blood loss was measured by

preoperative and postoperative CBC and irrigating fluid for hemoglobin detection.

Results: Finasteride could not reduce blood loss in small prostate gland (resection weight <20 g) but
in the large prostate gland (resection weights greater than 20 g) finasteride could reduce blood loss on
patients with transurethral resection of the prostate. (mean 324 and 547 ml for finasteride short-term

treatment versus control group).

Conclusions: Preoperative treatment with finasteride could not reduce blood loss in TURP, but in

the large prostate gland could reduce blood loss.

Keyword: finasteride, blood loss, TURP

Division of Urology, Department of Surgery, Rajavithi Hospital, Bangkok, Thailand.
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wagovnshiien finasteride s:o: “Urianis _ryl “gidenvnn1sHNAR
fiaugnnuINAdgnaavuinunionad  12:

S3f vBalaey w.u.
oSwoU YrunAdTY W.u.

UNAREo

Inguse 9R: Hunsfnswaresnsiien finasteride szoe ?’uﬂ'aumsﬁﬁshﬁmiaugnwmnﬁaﬂﬂﬁmv\hu
nwviall  1e (TURP) Lﬂ%EJ‘ULﬁﬂuﬁﬂﬂ@;mﬁlﬂlﬁ%ﬂﬂ’uﬁlaﬁgﬁ)ﬁ’j’] finasteride ﬁminamms”zyt“mﬁam‘(um‘s
W GRLS

38nns: JunsfnsuunnSeudioy ssngusnagouuy Wluiihasesgnmsnnlafdinsunssnenlulse
wennasdifua 6 weu wau 36 1 Tasudeiheeanidu 2 ngu Aenguitlien finasteride 5 mg
Fuazifiafunaattesvilafeutsunsisings wasnguiilalasud 1 senguaFeuisuysun
3, " sldaavasnaiidadengnvrandiendasinuneyiedl 1z (TURP) Tapnnsianziden (CBC) nau
uazndshiEauaz o ildannsirsaluasemysnandoai “ely

nan1sAnE: LufianuuandeluEeszessuniandic sl (blood loss) NMIVIEARFDNINANN
Tunguil prostate gland fzwadn Wwiindwileiise <20 g) waluihefisangnusnniaunalng (hwnin
Fuilafisnaan >20 g) N3l finasteride AauvhiFRaNzEIBaANIIL BIdDALH (mean 327 mi Tungai
Tisueuaz 547ml Tungaitlailéisuen)

5u: n3len finasteride atvlipsnilafouraunmavhda TURP ligisannis wt silsaainmah

9

Heia lusangnvsnnzunainus lunsdifidsengnuanniisunalnainsldeeniivsslemidwanns i “videald

w13mAaenTsNgls e, Tsone1a1w3a, npommwaniuas



Introduction

mMaIrdasaNgnraNlasns ‘pandesnunIeYie
il 17z (TURP) ﬂﬂfmﬁa\n“mﬁiam's:LLmn’i”iaw?'i Aty
1fwn n15. swden (blood loss), 1
msﬁmhs‘fﬂLf‘ia\‘mnmiqmﬁumaoﬁamﬁam (postopera-

elinannas

tive clot retention)[1,2] LLa:ﬂ’]’Jxﬁ’]"i‘@'NLﬁﬁ’Nﬂ’m (fluid
absorption)[3,4] #1 Finasteride Lfluf;l’mi\ju 5 alpha-
reductase inhibitor finanldsnusengnuannlalag
iz lufufansuieu testosterone 1y dihydrotesto-
sterone fisinugnynn5,6] i v pty Fansasaiivle
PadABNgNNINTIEIBaAN ] Melipaniduuwdu
(acute urinary retention), aAPAIINITYNIAAFDN
anviun (TURP)[7] Toeludniu weN9N{} Finasteride
fetmdudsnnzidansenlugineseugnyannla (spon-
taneous hematuria)[8-10] Iﬂﬂﬂ’lﬁ)ﬂﬂﬂﬂﬂﬂﬂ%{ﬁuﬁg\‘)
NTEUIUMS 391 “wiion (Angiogenesis)[11,12] Fonu
mnmiwmaﬁuﬁiaugnwmnwg (rat)[13]. 17 (dog)[14]
uaraywd (human)[15] uazpnfisefinatioany3uno
LﬁamﬁiﬂLgﬂosiasJQnWNWﬂ (prostatic blood flow) Lag
AAAMNNUILUUDDIL “ULABA (microvascular densi-
ty)[16] ﬁ\hJLﬁmﬁia@nwmnﬁoLﬂuwammnmsamaomm
vascular endothelial growth factors[17-19]

ol n1slwen finasteride ewiwiasiaNgn
1% (TURP) 8t
Hoemilafiau 91939xdI8an microvascular density Tu

naNlasns avndavHiunIviadl

prostatic tissue Wazanvziinativaniyminig wl s
W@anaNMIvWfnAaNgnyiain (TURP) T¥daumalé

Objectives

Lﬁaﬁnmgwammmﬂﬁm finasteride zay U
Giami”EyLdEJLﬁﬂﬂﬁ)’mﬂ’ﬁ‘ﬁﬂmﬁﬂﬁim\lgﬂm\l’m‘[ﬁﬂmﬁ LN
nasvRuNevintl  1e (TURP) m"’omn@’ﬂw\lﬁ%’um
atvtpenilafiau

Research design
WWun1sAnsuuy two group comparative

randomized controlled trial, pilot study

T 28 wauil 1 Aguiu 2550

wusngunisAnsfiu senguAonguildsuen
finasteride LL@ZﬂéjNﬁlﬂlﬁ%’um

Uszmnaia aongudetiiosldsunisnide
ANNNIATFIULABINY

factors siee fiThelasudulunussanmi
2p9l3A

wamu‘ié’ﬂlﬁ%’umiaqﬁﬁmnﬂm:nﬁunﬁ
2585550Vl SINE U anaUYIINTITY

Inclusion criteria
1, L'fluﬁﬂ'mﬁL‘ﬁw%’uﬂ']‘s'%’nm’(ul.l,wunﬁaﬂnﬁu
glaimenlsowenuasyii
2. Wufiheildsunsifdaduindunzdengn
nunla (BPH)
3. AN NN (DRE) wu&iaugﬂ‘wmrﬂm
4. Cystoscopy wuﬁmatqméfummmmww:
il 1% (bladder outlet obstruction)
5. ﬁﬁaﬂ\‘r’ﬁumsﬁﬂv\hﬁmﬁiaugmwmn (indication
for TURP) léfur
- Refractory urinary retention
- Renal Insufficiency
- Bladder Stone
- Persistent gross hematuria
- Recurrent UTI

- Medical Failure

Exclusion criteria:

1. \Junzi5esiangnriann (prostate cancer)

2. \gvnNAnaNgnyann (Previous invasive
procedures on the prostate).

3. ulsadasviaiinizidanaandie (Coagula-
tion disorder)

4. fnmshodslusruumaiuil 1y (Urinary
tract infection)

5. ﬁi‘mmomqsmsuﬁL"'wﬁiamﬁﬁ']mﬁm L
CHF, uncontrol HT, acute Ml

6. Hb <10 gm% or Hct <30%
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Material and Methods

Population and sampling

Population:

- fihensunssnnilsewsunas s itumun
AasnIsunaaull e

- Lﬂu@'ﬂ’mﬁtﬁﬂﬁmu Inclusion-Exclusion Cri-
teria

- Lﬂuﬁﬂaﬂumﬁuﬁ 1 fUsBU WA, 2549 fiv
uil 28 NNAUS W.A. 2550

Sampling:

- mmﬁannﬁjuﬁmmoLﬂulﬂmumiﬁnmu;uu
WisuifiBuluy 8 compare two group randomized
study ngtheiinsumsdnulugaenaiifimua Tas
wuisifiledu asnguAenguiiléisuen finasteride aeing
TponiloReunewiidauazngai lailésuen

- sample size RMNMMIAUIUYILTNIU 36 318
wdaidunguay 18 518

Sample size determination:

N ={z, - * 1z, fB}Z [P;(1-Py) +P,(1-Py)]
P, -P,
P, = 0.5 expected proportion in the control group

P, = 0.3 expected proportion in the intervention
Z.- ¥,=1.96 (p=0.05)
Z,-g =0.84 (porn 80 %)

N ={7.84 ¥ [0.5(1-0.5) + 0.3(1-0.3)]
05-03

= {7.84} [0.25 + 0.21]
0.2

=3.60

0.2

= 18 case

Observation and Measurement
- Dependent Variable: blood loss
- Independent Variable: TURP
- Factor: Irrigative fluid volume
Operative time

Prostate volume

/ UROLOGY .

Pressure and high of fluid column

Surgical technique

Intervention

Preoperative:

Prostate volume:

- 1ABNITAIAAZIUINNNITATITNNNINTAIN
(DRE) wazn159i cystoscopy Lfialssifiun1ie blad-
der outlet obstruction

Patient preparation:

- Tﬁvgﬂammﬁ'}LLa::mmiwﬁoLﬁﬂoﬁudauﬁwméfﬂ

- AURWYNMIRUNAUNBUNIINIAR

- T A9t (V fluid) i uhsnse

Laboratory:

- CBC,

- BS, BUN, Cr, Electrolyte,

- PT, PTT, INR

- EKG, Chest-x-ray

- w3NARAlY MYUYieN6in (Packed Red Cell)
pENIYae 2 unit

- ¥hnsenziden (CBC) Tudnaudniaamnsn
il ifudoyaiugiu

Intra-operative:
- Anesthesia: spinal anesthesia

- Antibiotic drug prophylactic: ceftriaxone

- Position: lithotomy

- mMakdRlEISHNsalaeNg BendaeniuneYia
il 1z (TURP) %atﬂumimﬁmmummgm (standard
procedure)

- dunassusduasiioindnaul 59 un1sEnea

- penfusiuau 1suvone (irrigating fluid)
14 1 Tun3wndn

Postoperative:

- Evaluate blood loss

- m’mfaﬁ’mﬁnéuﬁmmGiaugrmu’m(prostate
tissue) fiaanyN



- A ludeswounile (15-20 mi) luasaam
Ahemoglobin B lUALIUMNAY blood volume loss

- YMN9RIEATIaEen (CBC) ey iuKIAR
wilviuiinwSouiisuganuuansienes Het uaz Hb
wﬁavhﬁmLwimnr;fjﬂaﬂL“'mﬁamm:mﬁﬂmnmwﬂLf’lu
e lviRaanaunuliansiufinasnidn

- check blood transfusion

- a1 19 Wi 1y (Foley catheter) LazhAv
traction 15 131Au 24 F7luewSonss 18 normal saline
irigation lUaunsziisl fangm, u w uldl e
(Foley catheter) THiasialudnuseanas 2-3 u a0
20N

- Ysziduienauen el

Y

i elehdeaunnavingutiule

q <

- dadthennT9g (follow-up) WipufeNa

13NN

[

Fuila (pathology) nelu 2 “Unwindeiihendutiu

Statistical Analysis
- sample T-test (P <0.05)

Result

- ai"lmuﬁjﬂ'mﬁogu 36 9 LLﬁoLﬂunﬁjuﬁlﬁ%’u
21 finasteride 98WUBY 1 LADUNBUNIIVINWIANTIUIU
18 318 uaznguit Lailfisuenduau 18 e

- ongad 65 (58-70) U Tunguiiléisusuaz 66
(55-69) T Tungailailéisuen

- YSanauResdi “sluannevienga TURP Tu
nguilasugade 280 mi uazlunguiilallédsueneds
298 ml

T 28 wauil 1 Aguiu 2550

1925 g uazTunguiilalésueniads 202 g

- il lumsiidalungudldsusaie
64.37 wil uazTunguilailisuenede 74 unil

- Usmandead “siehiminduiilefigaeenun
Tunguilléisuenade 14.6 mig uazTungailailisuen
aRe 15.6 mi/g

- Lﬂuv;iﬂuﬂﬁﬁﬁzymﬁ Telinan 25 578, §

Y

aMizfadaniaul  11e (Recurrent UTI) 3 918,

¥

drlunsziwnetl  11e 2 918, Auswdenisiifau

6 918

Discussion
nwamMmMasaswLIn lifianuuaneuiEsay
1/3311u blood loss, weight of resection, duration of
resection, blood loss/resection weight Tuﬂﬁjumﬁ%ﬂ
21 finasteride agstiny 1 WHoUNAUNNIVIIWIAA TURP
wazlunguitlaléisuen TaedievhanduannSeudioy
winudnlaifiiy @nne G (no statistic significant,
P >0.05) uswuinlugiuiidengnninniauinlng
viaduiilafidaeanunannnd 20 g (4 3 Tumjumﬁ
Suen uaz 5 3w Tungailafléisue fialafuiionn
N1 20 g) wuwsunandesii “slyainnsviEndinly
nguiili5uen finasteride waznguitlailéinade 324 mi
waz 527 ml iathanduwiun Adwuive @ni
iR (P <0.05) foriumslen finasteride raun v
Afin TURP 81992 8150aAn1s  ay ~“sidealungail
sengnuannfisunalnaius bitaelunsdiidangnuann
fauadnvsetuiiafisneantdoundn 20 g wAkilagan
ﬂEﬂ:Nﬂit‘ﬁ’m‘jﬁﬁ’m’]ﬁﬂiﬂﬂuﬂ%"\‘lﬁﬂ'\‘lﬁaEJLﬁuﬂ’j’]‘ﬁ%t U
163 n13l%en finasteride naun13vinEda TURP e

a5ei 1w avgilaeillisuen finasteride peiviipe 1 Lﬁaun'aun'liﬁmhﬁmmzn@hﬁ?#lﬁf’yﬂ7

Parameter Finasteride (n=18) Non finasteride (n=18) P-value
Age (year) 65 (58-70) 66 (55-69) 0.231
Blood loss (ml) 280 (100-550) 298 (120-770) 0.188
Weight of resection (g) 19.25 (10-40) 20.2 (12-50) 0.192
Duration of resection (min) 64.37 (30-105) 74 (45-120) 0.153
Blood loss/resection weight (ml/g) 14.6 (6.6-28.3) 15.6 (7.2-29.4) 0.195
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Conclusion

M3len finasteride aenvtine 1 LAsunauns
WWdia TURP lal awnsagieannis a sidensin
msvhindald uslunsdiidengnminniizunalnanie
Fuilafigaeanuannnit 20 g. M3liene1aazauan
m3 w oiealalisnduld Fefosinsdneia

lsiflanzunsndau uazwaduiile (Pathology) liwu  insialy
NzLSesBNgNYINN
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