
170 © 2018 Indian Journal of Urology | Published by Wolters Kluwer - Medknow

Round up

Vesicovaginal fistula (VVF) severely restricts 
the quality of life, while hysterectomy is one of 
the most common causes of VVF formation. The 
optimal time duration for repair is not well defined 

but most urologists would wait for 2–3 months before 
repair. As a result, the patient’s life remains miserable 
during this waiting period. Giusti et al. reported 
their experience of successfully treating 16 women 
with posthysterectomy VVF with transperitoneal 
extravesical laparoscopic approach (100% success).[1] 
Instead of tissue interposition between the sutured 
urinary bladder and vagina, they report the use of 
commercially available absorbable fibrin sealant 
patch to save operative time. All the VVFs were 
secondary to abdominal radical hysterectomy and 
the fistula had supratrigonal location. The mean time 
between hysterectomy and VVF correction was 9 days 
(range 4–17). Their data support early repair in simple 
posthysterectomy VVFs. Similar results were also 
reported by Xiong et al. involving 18 women including 
some with complex fistulas.[2]

5-alpha reductase inhibitors (5ARIs) are widely used for 
the treatment of benign prostate enlargement (BPE).[3] 
This drug was also evaluated as a chemopreventive 
agent for cancer prostate.[4,5] However, a study 
showed that its use was associated with higher risk 
of detection of high-grade cancer prostate.[6-8] In a 
population-based study involving a cohort of 214,272 
men over a 19-year observation period, Wallner 
et al. compared the risk of mortality among men 
treated for BPE with 5ARI to those men treated with 
alpha-blockers alone in community practice settings.[9] 
With 543,523 person-years of follow-up reported, 
the authors recorded 35,266 deaths during the study 
period, of which 18.9% were 5ARI users, while 20.4% 
were on alpha-blockers alone. After adjusting for 
age, medication initiation year, race, region, prior 
alpha-blocker intake history, Charlson score, and 
comorbidities, the authors found that 5ARI use was 
not associated with an increased risk of mortality when 
compared to alpha-blocker use (adjusted hazard ratio: 
0.64, 95% confidence interval: 0.62, 0.66). This study 
reassures that the use of 5ARI is safe.

Patients with muscle-invasive bladder cancer 
are often treated by radical cystectomy. The two 
common methods for urinary diversion include ileal 
conduit and orthotopic neobladder. Apart from the 
other morbidities associated with these procedures, 
urinary tract infections (UTIs) are one of the most 

common problems encountered in the postoperative period. 
Mano et al. compared the incidence rate of UTIs and 
associated pathogens between patients receiving either 
ileal conduit or orthotopic neobladder urinary diversion 
following radical cystectomy.[10] The authors reviewed the 
records of 179 patients treated between 2006 and 2011 and 
collected data regarding postoperative UTI. The authors 
also identified the preoperative predictors for developing 
UTI using the Cox regression analysis. During the study 
duration, 130 patients underwent ileal conduit, while 49 
had orthotopic neobladder. Within the first 3–3 months, 
29% patients with neobladder developed UTI as compared 
to 8% patients with ileal conduit (P = 0.001). The rates of 
UTI did not differ in subsequent follow-up. Diversion type 
was not significantly associated with the occurrence of UTI 
on the multivariate analysis after adjusting for age, Charlson 
comorbidity index score, and presence of diabetes mellitus.

Extracorporeal shock wave lithotripsy (SWL) is an important 
treatment modality for managing pediatric renal stones. Onal 
et al.[11] and Dogan et al.[12] in 2013 and 2015, respectively, 
proposed nomograms for predicting the success rate of 
SWL in individuals <18 years of age. These nomograms 
predict the successful outcome based on parameters such 
as age, stone size, history of stone treatment, gender, stone 
location, and stone number. Yanaral et al., in a retrospective 
analysis, analyzed the data of 219 children aged <18 years.[13] 
The mean age of the study population was 82.7 months. 
The authors found that both Onal et al. and Dogan et al. 
nomograms were independent predictors of stone-free rate 
following SWL in children. Although both the nomograms 
predicted the outcomes of SWL, the authors felt that there 
were limitations in both the nomograms and a better 
nomogram was needed. They suggested that addition of 
parameters such as stone density, renal abnormalities, 
degree of obstruction, and setting of lithotripters can further 
improve the predictive power of these nomograms.

Sacral neuromodulation (SNM) using an implanted device is 
one of the treatment options for management of conditions 
such as overactive bladder. Traditionally, magnetic 
resonance imaging (MRI) is contraindicated in individuals 
with devices, especially if the device is implanted near the 
area of imaging. Patients with InterStimTM II device can 
only undergo 1.5 Tesla head MRI using a radiofrequency 
transmit-receive head coil, while MRI for other body parts 
is not recommended by the manufacturer. The problems 
include heating of the device during MRI, shock-like 
stimulation, permanent damage to device, change in 
device settings, and implant movement.[14] Due to these 
concerns, radiologists usually refuse to perform MRI on such 
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individuals. The literature documenting the safety of MRI 
in individuals with SNM device is scarce. Guzman-Negron 
et al. prospectively evaluated the safety of performing 1.5 
Tesla MRI of the lumbosacral spine in 11 participants.[15] 
They reported no significant adverse events in patients 
and the therapeutic efficacy of SNM remained unchanged 
1 month after imaging.

Urethral stricture recurrence is not uncommon after 
urethroplasty and is often managed by urethral dilatation 
(UD), direct vision internal urethrotomy (DVIU), or repeat 
urethroplasty. Sukumar et al. share their experience of 
treating 53 men who developed stricture recurrence after 
bulbar urethroplasty and were managed by either UD or 
DVIU.[16] They compared the outcomes between UD and 
DVIU. Furthermore, they evaluated the results based on 
the type of initial urethroplasty (excision and primary 
anastomosis [EPA] versus substitution urethroplasty). At 
a median follow-up of 5 months, the success after UD was 
only 10% as compared to the success rate of 49% with 
DVIU (P < 0.001). The results after DVIU were better in 
men who had undergone substitution urethroplasty (53%) as 
compared to men who had undergone EPA (13%; P = 0.005). 
The authors speculate that this observation could be because 
of the different mechanisms of recurrence for EPA (ischemic) 
versus substitution urethroplasty (nonischemic).
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