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Editors’ corner

by Sven Loffeler and Karol Axcrona

So the guards have changed once more.
The ball hat was firmly placed in the
finish court for the last two years has
been passed on to Norway.

We were contacted in August by the
Norwegian Urological Association and
asked whether we would like to take
the responsibility of being editors of the
NUF Bulletin. And, of course, we could
not resist this offer...

We met Sirpa and Pekka in Oslo at the
beginning of September — a meeting or-
chestrated by Alexander Schultz, the
secretary general of NUF- to learn more
about the tasks and responsibilities of
the editors of the NUF bulletin. Appar-
ently, it’s all been great fun for them,
but reading between the lines and hav-
ing a good look at their faces we could
certainly discern a slight degree of relief
that the torch finally had been passed
on and that the burden of putting to-
gether the bulletin no longer was theirs.
They have done a brilliant job and we
all owe them a great deal for their ef-
forts during the past two years. We cer-
tainly feel that the shoes they left be-
hind for us are rather large, in fact too
large by several sizes.

Since we suppose that not many Nor-
dic urologists know the new editors of
this bulletin in contrast to the former
very well known Sirpa and Pekka, we
would like to introduce ourselves: Sven
Loffeler has done most of his urolog-
ic and surgical education in the city of
Tensberg and is currently working as
consultant there; Karol Axcrona has
done most of his education at Oslo Uni-
versity Hospital and is working as con-
sultant there.

Taking over a show, which has been
run so smoothly, implies that there
is no great need to introduce major
changes. For the moment we feel con-
tent to stick to the guns put in place by
Pekka and Sirpa and their predeces-
sors. The main language of the bulletin
will remain English, although articles
in any of the Scandinavian languag-

es will be published. We have included
an article in Norwegian in this edition
with the report from the Norwegian
Spring meeting in Kristiansand earlier
this year. Furthermore, Karol Axcro-
na and Trygve Talseth report from the
SIU meeting in Marrakech and Henri-
ette Veiby Holm gives us an interesting
summary of her stay at the department
of urology in Lund, where she had
spent a week on a NUF grant.

The next NUF meeting is fast ap-
proaching and we therefore felt the
time was right to give the Finnish hosts
the opportunity to introduce us to Tam-
pere, where the meeting will be held at
the end of August next year. This article
is both a nice appetizer for those who
have already decided on participating
as well as a motivator for those who are
still sitting on the side-lines.

Also the readers of the bulletin will
certainly be pleased to hear that we
have convinced Alexander Schultz —af-
ter some minor arm-twisting- to share
with us his experiences from Haiti
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where he was deployed with the Nor-
wegian Red Cross after the earth quake
disaster which hit the country in Jan-
uary 2010. On his request we have
moved the article from the Urologists-
who-save-the-world section to the Per-
sonal Interest section. His article makes
fascinating and inspiring reading.

We hope everyone will find our first
edition of the bulletin interesting read-
ing. We are grateful for every input and
criticism and we certainly hope that our
future invitations to write for the NUF
bulletin we are going to direct to differ-
ent members of NUF will be met with
open arms and unwavering enthusiasm.

Please, feel free to contact us with any
question regarding the NUF Bulletin.
We are very thankful for any contribu-
tion — might it be a text, relevant pho-
tography, suggestions for articles or
other changes that might improve the
bulletin!

Our e-mail addresses are:
Sven Loffeler sven.loffeler@siv.no and
Karol Axcrona: axcrona@online.no
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President’s corner

by Kimmo Taari

Dear colleagues,
NUEF-Bulletinen

I'have a great pleasure to introduce and
welcome the new editors for NUF-Bul-
letinen. Sven Loffeler and Karol Axc-
rona are young colleagues from Nor-
way and I wish them good luck for the
next years. We need new ideas how to
develop our Journal and the whole As-
sociation. I will also give warm thanks
to Sirpa and Pekka who worked as edi-
tors for the past three years. They made
a great job and we are truly thankful

to them. And what marvellous photos
we got from Pekka’s safaris to the wild
nature in the Northern Finland. I still
think that the hardest work is to get ar-
ticles from our members. It is impor-
tant to write congress reports, debates,
opinions etc. Maybe the best way is to
contact personally the colleague who is
planning to visit a certain meeting.

Home pages

We want your help in updating the
home pages (www.scaur.org). The
member lists of the collaborating
groups and the links to the groups are
partly outdated. I hope that the chair-
person or secretary of each group will
contact our webmaster Jorgen Bjerg-
gaard (jb@skejby.net) and update the
information.

NUF Congress 2011

The next NUF Congress is coming in
August 2011. The organising commit-
tee in Tampere has been quite busy in
planning the program. The main top-
ics are prostate cancer, invasive bladder
cancer and lower urinary tract function-
al disorders. The actual dates and dead-
lines are now available via our website.
Important deadline for abstract sub-
missions is 15" April 2011. Several col-
laboration groups have made a deci-
sion to arrange courses or workshops
during the congress: urothelial cancer
group, lower urinary tract dysfunction
and reconstructive groups. I hope that
also SPCG and laparoscopy groups will
be active. These workshops are a high-
ly valuable and practical way to update
your knowledge about a special topic.

I encourage the collaboration groups to
arrange these courses and to contact the
Tampere organising committee.

NUF travel grant

Do not forget the NUF travel grant. A
grant of 10.000 NOK (about 1235 Eu-
ros) is available for an urologist or a
resident in urology who wants to visit a
urological department at another Nor-
dic country. The only condition for the
grant is that the visit should last at least
one week and a report for the NUF-Bul-
letin is made afterwards. Applications
should be addressed to the general sec-
retary of NUF, Alexander Schultz (alex-
ander.schultz@rikshospitalet.no).

This is a once in a lifetime opportunity
to learn something new and at the same
time make social contacts with other
Nordic colleagues.

With best wishes to all Scandinavian
urologists and all friends of NUF.

November 2010
Kimmo Taari




Urologisk Varmate, NUF, Juni 2010
— arrangert i Kristiansand

av Hans Thorwild Thomassen, Seksjonsoverlege, Kristiansand

Urologisk varmete arrangeres hvert 2.
ar i Norge. Ved siden av kirurgisk hest-
mote er dette den sterste samling for
urologer i Norge.

Motet samlet 85 deltakere, flesteparten
urologer ved sykehusavdelinger, men
privatpraktiserende urologer var ogsa
godt representert og sto for forelesnin-
gene om “mannens overgangsalder”.
Utstyrsleveranderer og farmasi innen
urologi var invitert, og deres bidrag var
viktig for gjennomferingen av motet.

Adm. direkter ved Serlandet sykehus,
Jan Roger Olsen onsket velkommen og
gav en kort oversikt over de ulike loka-
lisasjoner for somatiske avdelinger pa
Serlandet. Det er somatiske avdelinger
ved sykehusene i Flekkefjord, Arendal
og Kristiansand. 4 urologer er ansatt i
Kristiansand og 3 i Arendal. I Flekke-
fjord er det kun urologisk poliklinikk
som dekkes av urologer fra Kristian-
sand. Urologiutdanningen ved Serlan-
det sykehus HF ble i september 2009
—som ferst i landet — sertifisert i EBU
(European Board of Urology). Under-
visning og utdanning av urologer i Eu-
ropa og Norge ble ogsa belyst i en egen
sesjon med blant annet forelesning av
President i European Bord of Urology
(EBU), Marianne Brehmer. Hun gjorde
rede for utdanningsprogram i EBU og
Ole Tysland gjorde rede for hvilke kon-
sekvenser omleggingen har fatt for uro-
logisk seksjon i Kristiansand.

En rekke aktuelle tema var satt opp,
og det var satt av tid til flere paneldis-
kusjoner.

Funksjonell urologi

Forste tema som ble belyst var ulike ut-
fordringer innen funksjonell urologi. En
engasjert Trygve Talseth innledet med

a uttrykke en generell bekymring pga.
synkende interesse for funksjonsfor-
styrrelser i de nedre urinveier. For mye

Publikumet folger spent med.

fokus er satt pa operativ behandling av
prostatakreft og for lite fokus pa den
medisinske rehabiliteringen av urinlek-
kasje og impotens. Andreas Mattiasson,
professor i urologi ved Universitetet i
Lund, gav en detaljert og nyttig gjen-
nomgang av regulering og styring av
de nedre urinveier.

Peter Stroberg, urolog i Jonkoping,
fulgte opp med en forelesning under tit-
telen “Prostata og kreften er borte! Men
til hvilken pris?”

Han innledet med & minne om at det
ma behandles ca. 20 menn for a spare 1
mann fra a de av prostatakreft. NNT=
20 (Numbers Needed to Treat). Dessu-
ten vil ca. halvparten av disse 19 som er
"unedvendig” behandlet f& vedvaren-
de ereksjonsproblem og 2-3 stykker far
vedvarende problem med urinlekka-
sje. Stroberg, som selv opererer mange
pasienter i aret, hadde som hovedbud-
skap: ” Om vi skal operere, méa vi kunne
handtere alle de bivirkninger som ram-
mer pasientene. Han presenterte et de-
taljert opplegg som brukes i Jonkoping
der blant annet alle som skal gjennom
radikal prostatektomi far preoperativ
samtale med operater og standardisert
gjennomgang med uroterapeut og sexo-

Prof. Tilmann Loch refererer om sine
erfaringer med brakyterapi ved urolo-
gisk avdeling i Flensburg, Tyskland.
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log. Postoperativt far pasienten tilbud
om en seksual-medisinsk rehabilitering
som ble belyst i detalj.

I paneldebatten som fulgte ble det
mye fokus pa manglende registrering
og oppfolging av pasienter som er radi-
kalt behandlet for prostatakreft. Spesielt
ble det trukket frem mangel pa kapasi-
tet nar det gjelder kirurgisk behandling
av urininkontinens. Lave budsjett for
denne behandlingen ved Rikshospitalet
har fort til lang ventetid.

I ettertid (referentens tilfoyelse) ble
det i august nummeret av The Lancet
ved Jonas Hugosson fra Géteborg lagt
frem tall som viser en NNT pa 12. Ar-
tikkelen gir interessante perspektiv pa
screening og viktige kommentarer til
handtering av lav risiko pasienter.

Arnhild Fredriksen, uroterapeut ved
Oslo Universitetssykehus, gav en glim-
rende forelesning av oppfelging av pa-
sienter etter radikal behandling. Hun
viste pa en overbevisende mate hvor-
dan det er mulig & fa til en tett og god
oppfelging. Nekkelord her var apenhet
og i sterst mulig grad a trekke ektefelle/
samboer med i samtalene.

Alternativ til radikal
prostatektomi

Det siste aret har det veert mye fokus pa
overbehandling av lavrisiko prostatak-
reft, blant annet dokumentert ved Eivor
Hernes mfl. sin artikkel i BJU tidligere i
ar. Vi onsket derfor a sette mer fokus pa
denne pasientgruppen ved a se pa lav-
dose brakyterapi som et alternativ til
radikal prostatektomi og ekstern strale-
behandling. Norge er det eneste landet
i Nord-Europa som ikke tilbyr lavdose
brakyterapi, men flere pasienter har fatt
behandlingen i utlandet, men ma dekke
utgiftene selv.

Det har veert noe fokus pa manglende
tilbud for denne behandlingen i Norge,
og det foreligger en dom fra Oslo Tin-
grett 11.oktober 2006 som viste en ty-
delig uenighet blant sentrale onkologer
og urologer i Norge om denne behand-
lingen. En pasient som ikke fikk dek-
ket utgifter til behandling med lavdose
brakyterapi saksgkte staten, men tapte i
tingretten. René van Helvoirt, straleon-
kolog ved Senter for Kreftbehandling i
Kristiansand, var sakkyndig og mente
at lavdose brakyterapi for enkelte pasi-

-

Ogsi "de private” folger noye med. Morten Andersen og Raymond Mortensen.

enter absolutt burde veere et tilbud. Til-
budet eksisterer fortsatt ikke i Norge,

men miljeet i Kristiansand jobber med a
fa etablert behandlingen i Kristiansand.

Wolfgang Lilleby og Nils Kristian
Raabe ved Radiumhospitalet har be-
handlet pasienter med intermedizer og
hoyrisiko prostatacancer med heydose
rate brakyterapi i flere ar. Wolfgang Lil-
leby var derfor satt opp som foreleser
for & gjore rede for status for bakytera-
piiNorge. Han matte dessverre melde
avbud, men René van Helvoirt presen-
terte hans forelesning og forklarte prin-
sippene ved hoydoserate og lavdosera-
te brakyterapi.

Ved brakyterapi plasseres radioaktive
kilder i prostata. Dette gir mulighet for
a gi hoyere dose til prostata og mindre
straling til omkringliggende vev. Bra-
kyterapi er generelt lite egnet til store
prostatakjertler (> 60 gram) og til per-
soner med betydelig vannlatingspro-
blem pa forhand (IPSS > 15). Ved hoy-
dose rate behandling plasseres 12 — 18
hule stélnaler transperinealt i prosta-
takjertelen og gjennom disse innferes
en stralekilde som sa fjernes. Behand-
lingen gis oftest i kombinasjon med ek-
stern stralebehandling til intermedizer
og heyrisikopasienter.

Lavdose rate brakyterapi brukes ved
lavrisiko prostatacancer, og med denne
behandlingen plasseres 80 — 120 radio-
aktive seeds permanent transperinealt i
prostatakjertelen.

Professor Tillmann Loch, Flensburg,
var invitert for a gjore rede for lavdose
rate brakyterapi. Behandlingen star sen-
tralt i behandlingen av lavrisiko prosta-
takreft i USA og Europa, og Tillmann
Loch understreket betydningen av a
ha dette behandlingstilbudet som et al-
ternativ til operasjon, ekstern stralebe-
handling og active surveillance.

For pasienter med god ereksjonsevne
og lite vannlatingsplager er lavdose rate
brakyterapi spesielt godt egnet. Dersom
pasienten har vannlatingsbesveer pa
forhand er ofte operasjon foretrukket.

8 Urologisk Varmgte
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Professor Loch understreket at be-
handlingen gjores som dagkirurgisk
prosedyre og at pasientene kan veere i
jobb igjen etter et par dager. Videre ble
det lagt fram dokumentasjon pa gode
langtidsrestultater .

I paneldiskusjonen som fulgte var det
flere som stottet synet pa at lavdose rate
brakyterapi ber veere et tilbud til enkel-
te pasienter med lavrisiko prostatakreft.
Flere tok ogsa opp at aktiv overvakning
(active surveillance) er for lite benyttet.

Kvalitetsregistre i norsk urologi
Enkelte faggrupper har lykkes med a
etablere gode kvalitetsregistre i kirurgi.
Colorektal cancer-registeret og Norsk
brystkreftregister er gode eksempler.
Erik Skaaheim Haug ledet en egen se-
sjon om temaet, og diskusjonen viste
at det nok er langt frem for urologene
har et nasjonalt prostatakreft-regis-
ter som dekker parametre pa niva med
de 2 overnevnte registre. Likevel gjo-
res det ved flere sykehus et omfatten-
de registreringsarbeid. Lars Magne Eri
ved OUU viste hvordan de for 2004 har
gjort en systemisk registrering av pa-
sienter behandlet med radikal prosta-
tektomi. Han viste hvor omfattende et
register blir hvis de skal gjeres gode re-
gistreringer av forhold omkring inkon-
tinens og erektil dysfunksjon.

Rolf Wahlquist gjorde rede for status for
NUCG (Norsk Urologisk Cancer Gruppe)
som har veert lite aktive de siste arene.

Ole Tysland, Gregor Reid og Tomas Urnes pi
bitturen i skjeergdrden rundt Kristiansand

Helsedirektoratet har for 2009 for for-
ste gang na gitt tilskudd for drift av
de onkologiske fag-gruppene. Dette
sammen med at onkologisk og urolo-
gisk avdeling ved OUS vil prove & gjen-
reise NUCG med et hap om at arbeidet
med kvalitetsregistre fortsatt ikke bare
blir veerende pa hvert enkelt sykehus.
Som kjent er det ogsa andre prosesser
for Oslo-sykehusene som krever tid og
krefter i disse tider.

Infeksjoner i urologien

I det daglige liv er infeksjoner for uro-
logene ofte fokusert omkring god dre-
nasje av nyrer og urinbleere. Det var
derfor sveert interessant & hoyre Pro-
fessor Gregor Reid, University of On-
tario, forelese om betydning av ”bak-
teriell balanse”. Han minnet oss om at
det er flere bakterier i kroppen enn hu-
mane celler og at flere sykdommer kan
ha sin forklaring pa mangel av balanse
mellom ulike typer bakterier og at til-
skudd av probiotika kan vise seg a ha
en forebyggende effekt pa bade nyre-
stein, urinveisinfeksjon og bleerekreft.
Mye forskning gjenstar enna, og Gunn
Iren Meling gjorde rede for et pagéende
prosjekt der kvinner med gjentatte urin-
veisinfeksjoner ble behandlet med pro-
biotika.

Testosteron terapi
Sesjonen om “mannes overgangsalder”
og hormonsubstitusjon ble sveaert godt

mottatt og det ble gitt en grundig gjen-
nomgang av avtalespesialistene i uro-
logi : Morten Andersen, Raymond Mor-
tensen og Knut Henning Klem.

Det ble poengtert at frykten for utvik-
ling av prostata kreft eller progresjon av
sykdommen er overdrevet for pasienter
som far testosteron substitusjon. Tall fra
11 placebokontrollerte studier ble lagt
fram og disse viser at det ikke er fle-
re pasienter i behandlingsgruppen som
utvikler prostatakreft enn i en kontroll
gruppe. 1 av 200 menn under 60 ar vil
utvikle symptomer péd lavt testosteron
med symptomer som; Impotens, ned-
satt libido, tretthet, kraftnedsettelse og
darlig nattesgvn. Ulike administrasjons-
mater for testosteron og kontroll opp-
legg i behandlingen ble omtalt.

Malet er symptom lindring og testos-
teron niva i normal verdi.

Knut Henning Klem avsluttet sesjo-
nen med en sveert detaljert og praktisk
gjennomgang av ulike pasient grup-
per fra egen praksis. Han viste at sub-
stitusjon med testosteron i noen tilfeller
kunne unngas og at andre medika-
menter burde brukes i sterre grad (Clo-
mifene, Enclomifene, HCG, FSH og
Letrozol). Det ble videre gitt en oppda-
tering pa Metabolsk Syndrom som ar-
sak til hypogonadisme. Et skende prob-
lem er ogsd bruk av anabole steroider
og i USA er det over 2 mill. brukere og
avhengighet og bivirkninger av denne
bruken er ogsa godt kjent i Norge.

NUF - Bulletinen - 2/2010
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Orionprisen 2010

Orionprisen 2010 ble i ar tildelt Sven
Loffeler og Alexander Schultz. Prisen
ble utdelt av Ernst Hoff i Orionpharma
og i begrunnelsen for tildelingen heter
det: ”Sven Loffeler tildeles Orion-prisen
for sitt prosjekt med anvendelse av MR
hos menn med prostatakreft”.

” Alexander Schultz tildeles Orion- pri-
sen for gjennom en arrekke & ha vist
stor innsats bade gjennom forskning
og praktisk arbeide. I de siste arene har
han, uten tvil, vert en foregangsmann
i det urologiske miljoet i Norge nar det
gjelder urininkontinens.

Begge prisvinnerene holdt hvert sitt
foredrag og Alexander Schultz presen-
terte:

“Myelomeningocele en nevro-urolo-
gisk utfordring”. Ulike operasjonstek-
nikker ble gjennomgétt og det ble ty-

delig poengtert at bedret livskvalitet
oppnas ved a fa pasienten kontinent.
Sentrale poeng er: En god reservoar-
funksjon, suffisient sfinkter, enkel tom-
ming og event opr. med urinavledning.
Sven Loffeler gav i sin forelesning
rede for prostatasenteret i Vestfold.
Det ble poengtert betydningen av en
tverrfaglig tilneerming i valg av be-
handling ved prostatakreft. Han kom
som tidligere forelesere inn pa underbe-
handlingen av intermedizer og heyrisi-
ko pasienter og henviste ogsa til artik-
kel av Eivor Hernes i BJU som viser en
overbehandling av lavrisiko pasienter.
Videre ble Active Surveilance som et al-
ternativ til lavrisiko pasienter diskutert.

Krutthuset
Fredag kveld var det fest middag pa
Krutthuset i Kristiansand havn. Krutt-

huset er en av de fa gjenvaerende byg-
ninger etter festningsanleggene som ble
etablert i 1686 etter at Danmark/Norge
fikk felles marine fra 1628.

Det ble servert variert sjgmat og Rab-
bersvigen jazz sorget for topp stem-
ning. PJystein Aanestad pt. Stockholm,
fedt i Kristiansand fortalte morsomme
historier fra distriktet, og Knut Henning
Klem trakk de store linjene om urologi-
en, livet ,havet, og de viktige men ofte
sa vanskelige urologiske reflekser.

Pa vegne av norsk urologisk forening
takket Stein @verby for arrangementet
og vi venter spent pa hvem vi skal sen-
de stafett pinnen videre til for Urolo-
gisk Varmete 2012.

Pi vegne av arrangerene Kristian-
sand, Hans Thorwild Thomassen
Seksjonsoverlege.
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Clextiv benandling
mer enn 20 ar

Zoladex reduserer S-testosteronnivaet effektivt i lopet av tre uker'

Zoladex’

goserelin

C Zoladex «AstraZeneca» ATC-nr.: LO2A EO3

GnRH-agonist

IMPLANTAT: Hver engangssproyte inneh.. Goserelin.acet. aeqv. goserelin. 3,6 mg, lactid./glycolid.
copolymer ad 18 mg. Indikasjoner: Prustatacancer i avansert stadium hvor kirurgisk kastras jon

handling med legemidler som reduserer benmassen, f.eks. antikonvulsiva og kortikoider, familier
osteoporose, darlig ernzering, f.eks.anoreksi). Da reduksjon i bentetthet antakelig er mer skadelig

er ugnsket eller ikke kan gj | jon med ved adjuvant
av pre- og perimenopausale kvinner med reseptorpositiv cancer mammae ndr cytostatika er
uegnet. Avansert cancer mammae hos pre- og perimenopausale pasienter, egnet for hormonell

for disse pasi bar med goserelin vurderes pa individuell basis og bare igang-
settes dersom fordelene med behandlingen oppveier riskoen. Ytterligere tiltak bor vurderes for &
forhindre tap av b Bor ing: | starten av go: kan enkelte

behandling. Symptomatisk behandling av endometriose. Forbehandling ved endometr

Forbehandling til in-vitro fertilisering for & kunne hemme endogen hormonpévirkning. Anbefahng
Bor kun brukes under kontroll av urolog, onkolog eller gynekolog. Dosering og administrasjons-
mate. Voksne: Ett 3,6 mg goserelinimplantat subkutant i fremre abdominalvegg hver 28. dag.
Endometriose: Vied endometriose avsluttes behandlingen etter 6 maneder, da det ikke finnes

for lengre ioder. Gjentatte kurer skal ikke gis p& grunn av risiko
for tap av b Det er vist at hor ing (daglig dose @strogen og progresteron) har
redusert tap av 0g vasomotoriske hos kvinner som far goserelin mot
endometriose. F ing for gis med 28 dagers mellom-

21

rom Inngrepet utfres innen 2 uker etter tilfarsel av det andre implantatet. Forbehandling til in

:S& snart endogen hor & ing er oppnédd ved hjelp av Zoladex®, gjennom-
fores stimulering av egglesning og uthenting av egg i samsvar med normale rutiner. Nedsatt
nyre- og leverfunksjon: Dosejustering er ikke nadvendig hos pasienter med nedsatt nyre- eller
leverfunksjon. Eldre: Dosejustering er ikke nodvendig hos eldre pasienter. Barn: Goserelin er
ikke indisert for bruk til barn. For korrekt administrering av Zoladex-sproyten, se brukerveiled-
ningen som felger pakningen. Kontraindikasjoner: Kjent alvorlig nverfmsnmhet ovsrfor virkes-
toffet eller noen av innholdsstoffene. Graviditet og amming.

kvinner fa av varierende varighet og intensitet. Vaginalbledning oppstar vanl\g—
vis den forste méneden etter oppstart av 1. Slike skyldes
ostrogenbortfall og forventes a stanse spontant. Dersom bledningen fortsetter, ma arsaken un-
dersokes. Det mangler Kliniske effektdata for behandling av godartede gynekologiske tilstander
med goserelin 3,6 mg i mer enn 6 maneder. Bruk av goserelin kan forérsake en forhoyet tonus i
livmorhalsen og forsiktighet ber utvises ved dilatasjon av denne.Nér goserelin 3,6 mg administreres
som del av et behandlingsopplegg for in vitro-fertilisering, skal dette bare skje under overvaking
av en spesialist innenfor omradet. Som for andre GnRH-agonister har det vart rapportert ovarielt
hyperstimuleringssyndrom (OHSS) nar Zoladex® 3,6 mg har blitt gitt i kombinasjon med gonado-
tropiner. Stimuleringssyklus ber overvakes naye for & identifisere de pasientene som risikerer &
utvikle OHSS. Ved slik risiko ber humant koriongonadotropin (hCG) ikke gis. Ved in vitro-fertilisering
ber Zoladex® 3,6 mg brukes med forsiktighet hos pasienter med polycystisk ovariesyndrom da en
okt tendens til follikkeldannelse kan foreligge. Fertile kvinner skal bruke ikke-hormonelle preven-
i hele ioden med goserelin, og helt til menstruasjonen er tilbake etter
avsluttet behandling. Behandling med goserelin kan fore til positive utslag pa dopingtester. Inter—
aksjon med andre legemidler og andre former for interaksjon: Ingen kjente il

Vanlige (kvinner): Artralgi. Mindre vanlige (menn): Artralgi. Sykdommerl nyre og urinveier:
Mindre vanlige (menn): Ureterobstruksjon. Lidelser i og br

mer: Svart vanlige (menn): Erektil dysfunksjon. Svaert vanlige (kvinner): Vulvovaginal terrhet.
Endring i bryststorrelse. Vanlige (menn): Gynekomasti. Mindre vanlige (menn): @mhet i brystene.

Sjeldne (kwnner) Ovar\ecysler Uk/ent frekvens (kvinner): Bortfallsbladning. Generelle lidelser
og pa Sveert vanlige (kvinner): Reaksjoner pa injeksjons-

stedet (f.eks. redhet, smerte, hevelse, . Vanlige (menn): il pé injeksjons-

stedet (f.eks. radhet, smerte, hevelse, blodutredning). Undersakelser: Vanlige (menn & kvinner):
Tap av benmasse.

1. En reduksjon i glukosetoleransen er sett hos menn som far GnRH-agonister. Dette kan vise seg som diabetes eller
redusert glykemisk kontroll hos dem som har diabetes mellitus fra for. 2. Dette er farmakologiske effekier som sjelden
krever seponering av behandiingen. 3. Dette Kan arte seg som hypotensjon eller hypertensjon, og er av og til observert
hos pasienter som far goserelin. Endringene er vanliguis forbigaende og oppharer enten under behandiingen eller etter
avsluttet goserelinbehandling. 4. Disse er generelt milde, og forsvinner som oftest uten at behandlingen seponeres

5. | begynnelsen av behandiingen kan pasienter med prostatacancer oppleve okte forbigéende skieletismerter som
héndteres utira 6. Observert i en studie av GnRH-agonister som ble brukt i benand-
ling av prostatakreft. Det viser seg at risikoen aker nar behandlingen blir brukt i kombinasjon med antiandrogen.

Erfaring etter markedsforing: Det er rapportert et antall tilfeller av endring i antall blodlegemer,
forstyrret leverfunksjon, lungeemboli og interstitiell lungebetennelse i forbindelse med bruk av
goserelin. | tillegg er det rapportert falgende bivirkninger hos kvinner som behandles for godartede
gynekologiske tilstander: Akﬂe endring i kroppsbeharing, torr hud, vektokning, ekning i serum-

Goserelin 3,6 mg er ikke indisert for bruk til barn fordi sikkerhet og effekl av behandlingen ikke
er Kjent for denne pasientgruppen. Pasienter med kjent depresjon og pasienter med hyper-
tensjon skal overvakes naye. Humersvingninger, inkludert depresjon er rapportert. Menn: Hos
pasienter spesielt utsatt for & utvikle ureterobstruksjon eller paraplegi ber bruk av goserelin
vurderes noye, og pasientene folges naye opp den forste maneden av behandiingen. Det bor
vurderes bruk av et anti-androgen (f.eks. cyproteronacetat 300 mg daglig i 3 dager for og 3 uker
etter behandlingsstart med goserelin) ved start av GnRH-analog behandlingen, da dette er rap-
portert & forebygge mulige skader av initial ekning i serumtestosteron. Oppstar det paraplegi
eller nedsettes nyrefunksjon som folge av uksjon, ber spesifikk av disse

Bruk av GnRH-agonister kan fordrsake reduksjon av benmasse.
Forelopige data tyder pa at bruk av bisfosfonater i kombinasjon med en GnRH agonist kan
minske reduksjonen av bentetthet hos menn. Spesiell forsiktighet er ngdvendig i forhold til pa-
sienter med ytterligere risikofaktorer for osteoporose (f.eks. ved kronisk alkoholmisbruk, reykere,
pasienter pa langtidsbehandling med antikonvulsiva eller kortikoider og ved familieer osteoporo-
se). En reduksjon i glukosetoleransen er sett hos menn som fér GnRH-agonister. Dette kan vise
seg som diabetes eller redusert glykemisk kontroll hos dem som har diabetes mellitus fra for. Det
ber derfor overveies & overvake Kvinner: Bry jon. Redusert bentett-
het: Bruk av GnRH-agonister kan forérsake reduksjon av benmasse. Etter to ars behandling av
tidlig brystkreft var gjennomsnittlig tap av benmasse 6,2 % og 11,5 % i henholdsvis larhals og

0g amming: Graviditet: Goserelin skal ikke brukes ved graviditet fordi bruk av GnRH-
agonister er forbundet med en teoretisk risiko for abort og fosterskader. Fertile kvinner bar under-
sokes noye for behandling iverksettes for & utelukke graviditet. Ikke-hormonell antikonsepsjon
bor anvendes inntil menstruasjonen kommer tilbake (se ogsé advarsel vedrorende tid til men-
struasjon i pkt.4.4). Graviditet skal utelukkes for goserelin 3,6 mg implantat brukes ved fertili-
tetsbehandling. Nar goserelin brukes ved denne indikasjonen er det ingen Kiiniske holdepunkter
for en sannsynlig sammenheng mellom goserelin og senere skader pa fosterutvikling, graviditet
eller nyfadte. Amming: Det er ukjent hvor mye av goserelinacetat som gar over i morsmelk. Det
er ikke klarlagt om barn som ammes kan skades. Goserelinacetat skal ikke brukes under am-
ming. Pavirkning av evnen til & kjore bil og bruke maskiner: Legemidlet antas normalt ikke &
pavirke evnen til & kjore bil eller betjene maskiner. Bivirkninger: De vanligst rapporterte bivirk-
ningene av goserelin er: nedsatt libido, erektil hetetokter, f

torrhet i skjeden, endringer i bryststorrelse, reaksjoner p injeksjonsstedet (mdhet smerte, he-
velse, blodutredelser). Forekomst av bivirkninger er rangert etter felgende frekvensinndeling: Sveert
vanlige =1/10, vanlige >1/100, <1/10, mindre vanlige =1/1000, <1/100), sjeldne >1/10.000,
<1/1000 og sveert sjeldne <1/10.000, ukjent (frekvens kan ikke estimeres fra tilgjengelige data).
Bivirkninger av goserelin 3,6 mg presenteres ved hjelp av MedDRA organklassesystem:

og ifi svulster (inkludert cyster og polypper): Svert sjeldne

cholestrin, ovarialt 1l (ved samtidig bruk av gonadotropiner), vaginitt,
utflod, nervesitet, svnforstyrrelser, lrenhet perifert odem, myalgi, kramper i underben, kvalme,
oppkast, diaré, magep! , endringer i ie. | starten kan pasienter med
brystkreft oppleve en midlertidig ekning i symptomer (f.eks. tumorsmerte) som handteres utifra
symptombildet. | sjeldne tilfeller har kvinner med metastaserende brystkreft utviklet hyperkalsemi.
Dersom symptomer pé hyperkalsemi oppstér (f.eks. torste) mé pasienten undersgkes for eventuelt
& utelukke hyperkalsemi. | sjeldne tilfelle kan behandling med GnRH-agonister fore til menopause.
Hos noen kvinner vil menstruasjonen ikke komme tilbake etter avsluttet behandling. Hvorvidt dette
er en effekt av behandling med goserelin, eller et uttrykk for kvinnenes gynekologiske tilstand er
ikke kjent. Overdosering: Det er begrenset erfaring med overdosering hos mennesker. | de tilfeller
hvor Zoladex® utilsiktet er blitt gitt for tidlig i forhold til neste dose eller i for hoy dose, har ingen
Kinisk relevante bivirkninger vaert observert. Dyreforsok tyder pa at hayere doser ikke har noen
annen effekt enn den tilsiktede terapeutiske effekt pé konsemras]cnene av kjennshormoner og pé
kjennsorganer. Eventuelle utslag av overdosering behandles inger og priser:
(pr 10 09. 2010) 1 stk. (ferdigfylt sprayte) kr 1372,60. 3 stk. (ferd\gfyh spmyte) kr 4047,70.

bruk: Pr i avansert stadium hvor kirurgisk kastrasjon
er uonsket eHer ikke kan gjennomfares. Avansert cancer mammae hos pre- og perimenopausale
pasienter, egnet for hormonell behandling. Symptomatisk behandling av endometriose. Forbe-
handling ved endometriereseksjon. Refusjonskode: ICPC X76 Ondartet svulst bryst (K) X99 En-

(menn & kvinner): Tumor i hypofysen. Ukjent (kvinner): D av uterine fil hos
kvinner som har dette. Forstyrrelser i immunsystemet: Mindre vanlige (menn & kvinner): Over-

lumbalcolumna. Tap av benmasse er vist & vaere delvis reversibelt ved ett & etter
avsluttet behandling. Begrensede data viser en forbedring pé 3,4 % og 6,4 % i henholdsvis l&rhals
og lumbalcolumna sammenlignet med baseline. Forelgpige data tyder pa at bruk av goserelin i
kombinasjon med tamoksifen ved brystkreft kan minske reduksjonen av bentetthet. Godartede

Jf mot legemidler. Sjeldne (menn & kvinner): Anafylaktisk reaksjon. Endokrine
sykdommer. Svaert sjeldne (menn & kvinner): Bladning i hypofysen. Stoffskifte- og ernarings-
betingede sykdommer: Vanlige (menn): Nedsatt glukosetoleranse." Mindre vanlige (kvinner):
Hyperkalsemi. Psykiatriske sykdommer: Sveert vanlige (menn & kvinner): Nedsatt libido? Vanlige

indikasjoner: Tap av benmasse: Bruk av GnRH-agonister kan forarsake reduksjon av
med omtrent 1 % per maned i en 6 maneders behandlingsperiode. For hver 10 % reduksjon i
benmasse gker risikoen for brudd med ca 2-3 ganger. Tilgjengelige data tyder pa at noe remine-
ralisering kan forventes etter endt terapi hos en stor del av pasientene. Hormonell tilleggsmedi-
kasjon (daglig dosering av @strogen og progesteron) har vist seg & kunne minske reduksjonen av
benmasse og vasomotoriske symptomer hos kvinner som behandles med goserelin for endome-
triose. Det foreligger ikke dokumentasjon for bruk til pasienter med etablert osteoporose eller
pasienter med risikofaktorer for osteoporose (f.eks. kronisk alkoholmisbruk, raykere, langtidsbe-

1. Fernandez del Moral P, Dijkman GA, Debruyne FMJ et al. Urology 1996;48:894-900.

(kvinner): t inkludert depresjon. Svert sjeldne (menn & kvinner): Psykose. Ukjent
frekvens (menn): Humersvinginger, inkludert depresjon. Nevrologiske sykdommer: Vanlige
(menn & kvinner): Parestesi. Vanlige (menn): Trykk pa ryggmargsnerven. Vanlige (kvinner):
Hodepine. Hjerte- og karsykdommer: Svzert vanlige (menn & kvinner): Hetetokter? Vanlige
(menn & kvinner): Endret blodtrykk * Vanlige (menn): Hjertesvikt® Hud- og under-
hudssykdommer: Svart vanlige (menn & kvinner): Hyperhidrose?
Vanlige (menn & kvinner): Utslett® Sykdommer i muskler,
bindevev og skjelett: Vanlige (menn): Skjelettsmerter.

dometriose Y77 Ondartet svulst prostata ICD C50 Ondartet svulst i bryst C61 Ondartet svulst i
blaerehalskjertel N80 Endometriose. Vilkar ICPC X76 og Y77, 1CD C50 og C61: Behandlingen skal
veere instituert i sykehus, sykehuspoliklinikk eller av spesialist i vedkommende disiplin

Basert pa godkjent preparatomtale 18.06.2010.
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Lund University Hospital in January

by Henriette Veiby Holm, Resident inUrology, Rikshospitalet, Oslo

A travel grant is available for a urolo-
gist or a resident in urology who wants
to visit a urological department in an-
other Nordic country. I therefore had
the opportunity to go on a study visit
to the Department of Urology at Lund
University Hospital in January 2009.

The city of Lund has a long history as a
centre for learning and Lund University
is one of northern Europe’s most pres-
tigious universities and one of Scandi-
navia’s largest institutions for educa-
tion and research. The Department of
Urology in Lund has, inter alia, a long

Annika Forsberg, Henriette Veiby Holm,

association with innovations in recon-
structive urology. Since January 2010
Lund University Hospital has been

a part of Skanes University Hospital
and most of the urological activity has
moved to Malmo.

I am a resident at the Department of
Urology at Oslo University Hospital,
Rikshospitalet, and have a special inter-
est in reconstructive urology. I am in-
volved with the follow up of patients
with continent cutaneous urinary diver-
sion at our department and I therefore
had a great interest in visiting Lund

Thomas Davidsson during surgery.

and seeing the Lundiana-pouch be-
ing performed “live by the innovators”.
The visit was arranged thanks to Pro-
fessor Hans Hedlunds and Alexander
Schultz’s close connection to Lund and
with Professor Wiking Mansson. I was
very well taken care of during my stay
in Lund.

At the time of my visit there were about
20 consultant urologists at the depart-
ment, divided into smaller groups spe-
cializing in different fields. Dr. Fiona
Burkhard from Bern was also visiting
the same week. Wiking Méansson had
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arranged an interesting program and

I took part in several different types of
operations including cystoprostature-
threctomy and Lundiana-pouch, cysto-
prostatectomy and Bricker conduit,
RALP, nefrectomy for a huge kidney tu-
mor, ureterolithotripsi and other endo-
scopic operations. In between the busy
program we enjoyed a cup of coffee or
two with a wonderful view over Ore-
sund from the ward (“21’an”) at the 12t
floor and anecdotes from Hans Hed-
lunds time in Lund.

Otherwise I participated in the dai-

ly and weekly routines of the ward, in-
cluding radiology meetings, pathology
meetings, daily rounds at the ward and
the Thursday conference with an inter-
esting lecture by Professor Anders Mat-
tiasson. I also visited the urodynamic
lab which had a high activity and was
very professionally and efficiently run
with modern equipment and nice staff.
I got a very good impression of the

whole department.

Thomas Davidsson, Annika Forsberg, Wiking Mdnsson after surgery.

One evening Fiona Burkhard and I
were invited to an excellent restaurant,
called Godset, by Wiking Mansson and
his wife, Asa Méansson, together with
colleague Rafn Hilmarsson from Lund.
We had a very nice evening with mar-
vellous food and conversation.

Henriette Veiby Holm, Rafn Hilmarsson, Asa Mainsson, Fiona Burkhard, Wiking

Miinsson at restaurant Godset.

I highly recommend colleagues to ap-
ply for the NUF travel grant because it
can be a once in a life-time opportunity
to learn something new and at the same
time make social contacts with other
Nordic colleagues. I would especially
like to thank NUF and Wiking Mansson
for a very nice, interesting and reward-
ing visit.

-

NUF - Bulletinen - 2/2010

Lund University Hospital in January 2009 13



With the Red Cross in Haiti

by Alexander Schultz, Consultant, Rikshospitalet, Oslo

At 16.53, Tuesday January 12 2010
Haiti was struck by a catastrophe. An
earthquake with a strength of 7,0 on the
Richter scale, with an epicentre 25 km
west of Port-au-Prince, hit this poor and
disorganized country with a devastat-
ing effect.

In the capital tens of thousands of
buildings disintegrated, killing or bur-
ying those inside. Big governmen-
tal buildings, including the presiden-
tial Palace and the National Assembly,
schools, office-buildings, hospitals, jails
and shopping-malls collapsed. In the
poor residential areas in the outskirts
of P-au-P, the houses fell on top of each
other in the steep hillsides killing both
those inside and those trying to escape
into the narrow streets.

An estimated 230.000 people were
killed, and 300.000 injured. More than 1
million were left without a place to live,
and of these a huge number had lost
their spouses, children or parents.

While most damage was registered
in the capital, other cities like Laogane,
Jacmel and Petit Goave, and many vil-
lages were equally destroyed.

A factor that added to the magnitude
of the disaster in this poor and corrupt
country was the destruction of the al-
ready weak infrastructure: communica-
tion systems, port and transport facili-
ties, electrical plants etc.

In contrast to similar recent catastro-
phes, the earthquake in Bam in Iran in
December 2003, the Tsunami that hit
Aceh in Indonesia in December 2004
and the earthquake in Kashmir in Oc-
tober 2005, in Haiti there were no well
organized police forces or troops that
could be dispatched from unharmed
parts of the country to restore order and
stop looting and violence.

As soon as the news of the earthquake,
and a realization of the magnitude of
the destruction, reached the rest of the

world, national and international aid
agencies started to prepare for dis-
patching aid teams and supplies.

The Norwegian Red Cross, NOR-
CROSS, has developed an ERU (Emer-
gency Response Unit) consisting of all
necessary equipment for establishing a
complete field hospital. The core of the
ERU is NORHOSP, prepacked plywood
boxes with all equipment and supplies,
registered and marked, ready for load-
ing into a fright plane.

The components can be put togeth-
er in different combinations. Either to
have a full functioning surgical field
hospital with emergency room, OT,
ICU, wards and all necessary support
for running the unit without being a
burden to an already strained society,
or as parts of such a unit. Often in col-
laboration with other Red Cross Socie-
ties which will bring in other parts of a
hospital or necessary equipment.

NORCROSS has lists of personnel
who are potentially ready to go on mis-
sions on short notice as well. Tech-
nicians, nurses and doctors who are
trained back home, in how to establish
and run the ERU hospital. And who,
for a great number, also have extensive
practice from missions in disaster areas.

This setup has been used in a number
of emergencies, lastly in the three above
mentioned catastrophes.

When NORCROSS gets the news of a
major catastrophe, like the one in Hai-
ti, a preloaded inquiry is distribut-
ed on SMS to all relevant personnel, to
sort out who is ready to go immediate-
ly, and who will be available in a short
time. Usually the first team and equip-
ment are ready to leave for the field
within 24-48 hours.

I got the text message asking for avail-
ability in the morning 13. January, but
unfortunately had to report back that
I'was unable to leave straight away,
but would be ready to go in two weeks
time.
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The author on his way
through the staff camp.

On January 23rd I was asked to go
on the 26th since another surgeon was
needed to replace one of the two who
had been deployed first, because that
one would take over as team leader.

I'went via New York to Santo Domin-
go, and then with a truck to Port-au
Prince.

Leaving the comparatively rich and
well organized Dominican Republic the
contrast when crossing the border into
the much poorer Haiti was remarkable.
The cars were mostly old and battered,
the road in bad shape, and increasing-
ly reduced by the earthquake as we ap-
proached the capital. And getting closer
to P-au-P the destruction became more
and more visible: disintegrated and
collapsed houses, crushed cars, clus-
ters of primitive tents made of some

wooden sticks and a couple of blankets
and shawls. The truck worked its way
through the slow traffic in P-au-P which
was jammed as the roads were only
partly usable where passages had been
cleared past the rubble of fallen hous-
es and wrecked cars. People with dirty
clothes and tired eyes were walking the
street or were digging aimlessly in the
wreckage of their homes.

The field hospital had been established
in the yard in front of the church which
lay in connection to the university hos-
pital. The church itself was partly de-
stroyed, partly insecure. A big part

of the hospital had also fallen in, and
much of the remains were regarded as
unsafe in case of further aftershocks.
Anyway, no patients would accept to
be placed inside any of the buildings, as
some had collapsed during a strong af-

The OT was established in a tent. Two tables made it possible for the two teams to operate simultaneously.
The floor was the tiled churchyard. Probably the most beautiful and hygienic floor in an ICRC field OT ever.
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tershock a couple of days after the main
earthquake. So the whole campus of the
hospital was filled with wards in tents
and hundreds of patients sleeping un-
der the open sky on broken beds taken
from the hospital buildings or primitive
mattresses. The hospital, as it worked,
was a mixture of a number of differ-
ent wards established by a variety of
agencies, an emergency area with some
American medical teams, and OT units
run by MSF, a couple of American or-
ganisations and the Norwegian-Canadi-

an Red Cross team.

While MSF and the Americans used
a couple of only partly destroyed OTs
in the hospital, our unit was well es-
tablished in big tents with all neces-
sary facilities (generator, autoclaves,
etc). And with our quarters (also tents
for 4-6 persons) just beside the church-
yard we were able to work throughout
the evening, and night when necessary.
While almost all other expats came in
the morning and were transported back
to “safe” quarters late afternoon.

T il

A guillotine below knee

amputation put in a POP.
Not the optimal solution.

The only inconvenience was the col-
lapsed nursing school just opposite,
with the corpses of some 50 students
and teachers inside, which gave a bad
smell from time to time, until the bod-
ies were finally brought out after some
weeks.

Patients would be examined in the
emergency area and sent further on for
treatment to the surgical units when
necessary. After operation and follow
up in the ICU they were brought to the
wards, if it was possible to find a bed,
or back to a bed or mattress under the
trees. Thanks to our very clever Cana-
dian head nurse, Veronique, in the ICU,
we mostly were able to find back to our
patients for follow up and further sur-

gery.

This girl was buried alive when the house col-
lapsed. She was found after 2 days, thanks to
the family’s dog, with which she used to play.
The dog barked and pulled the rescue workers
to the right place to search.
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When arriving in a disaster area like
this two weeks after the incident, the
first wave of serious injuries has been
either seen and operated or never been
taken care of at all. (In Kashmir, where
the access to the numerous remote plac-
es was difficult, the choppers brought in
new cases from villages, never reached
before, more than 3 weeks after the
earthquake).

But there was still a huge number of
patients in need of further surgery, and
as the hospitals had collapsed and most
of the Haitian doctors were killed, in-
jured or looking after their families, the
need for ordinary emergency treatment
was as acute as in any big city with pa-
tients brought in for all sorts of acute
surgical and obstetrical conditions.

Whatever happens, the women go on
delivering and there will always be a
need for a number of caesareans in any
disaster situation.

There is sometimes a discussion to
what degree the ERU should serve the
“ordinary” community, and not just the
disaster related cases. To me it is evi-
dent that those in need of a caesarean,
an appendectomy or a lap for a stab-in-
jury, have an equally legitimate right to
treatment, when the local health facili-
ties are destroyed.

One group of patients who were espe-
cially distressing, were those who had

Endless lines of women wating in the hot sun for the great-
er part of the day to collect their ration of flour or rice.

gotten a bad amputation of an arm or

a leg. Seemingly a lot of hasty and not
well planned amputations had been
performed by the many doctors arriv-
ing just after the earthquake. Guillotine
amputations are rarely indicated, and
it is a saddening experience to reampu-
tate an arm or a leg where the bone is
peeping out and the skin and muscles
have retracted. And even worse, when
the amputation has been performed
below the knee, but with too short a
stump, it is usually not possible to pre-
serve a functional length by reamputa-
tion.

Another steady stream of patients
consisted of those with big, mostly in-
fected, soft tissue injuries needing fur-
ther debridement, and subsequently
skin grafting. Many fractures had only
been given a wooden splint or a plas-
tercast without reduction or treatment
of soft tissue injuries. We soon ran out
of supplies with external fixation, but
the Americans had brought a lot of box-
es with such equipment, and we paid
them daily visits to say hello and fill
our pockets.

External fixation is a nice solution,
giving good access to the soft tissue in-
juries when they need further surgery.
And putting it in is much like playing
with tecno (well, isn’t a lot of orthopae-
dic surgery like that??)

On the other hand, to our surprise,
neither the Americans nor MSF had
brought dermatomes, and thus we had
to take over many cases from them for
skin grafting.

So, inside the hospital, although the
situation was much characterized by
the high number of patients, (and their
families or what was left of them) lying
around in the open on broken beds and
mattresses, the activity in the OT and
ICU was busy, but nevertheless system-
atic and orderly, and the working and
living conditions were good.

In contrast, the world outside the
fences was completely different. The
number of buildings which had col-
lapsed, and of people killed and injured
was unbelievable, the magnitude of the
disaster too big to be fully grasped. And
what differed from most similar situa-
tions, was the lack of domestic support
and infrastructure. With the capital and
main cities of an already corrupt, poor
and badly run nation in ruins, there
was nowhere to look for help inside the
country. In spite of international aid
gradually building up, there was an
enormous lack of food and sheltering.

What made the strongest impression
was going through the streets filled
with heaps of garbage and seeing the
thousands of improvised shelters put
up in every open space. The “tents”
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Closest neighbour to the OT was the
collapsed nursing school with some
50 dead students and teachers.

made of a few wooden sticks covered
with old blankets and pieces of cloth.
In such shelters people lived with small
children, close upon each other. The
sanitation, at best, consisted of an open
ditch. When heavy rain set in, it all be-
came a horrible mess. The situation was
probably worst for the many wom-

en who had lost their husbands and
homes. With no one to protect them,
many became the victims of violence
and rape.

It was difficult to imagine how these
people should be able to rebuild a city
out of the ruins.

In spite of this, the city gradually
came to life with merchants selling all
sorts of goods and children playing in
the rubble. And, suddenly, in the mid-
dle of the misery a truck would pull up
with a brass-band on the plane and eve-
ryone would start singing and danc-
ing! To the Haitians music and rhythm
seems always to be close.

Another picture is strong in the mind:
On my way out of town to go back

home, I passed the endless, kilometres
long, queues of women, waiting pa-
tiently in the burning sun to have their
ration of flour or rice from the UN.

I wonder if they are still turning up
each morning. While writing these lines
the news reports tell about an epidemic
of cholera, about the hurricane Thomas
playing havoc with the primitive camps,
and about large sums of money prom-
ised from different countries for recon-
struction which never materialized. The

Haitians have a long way to go, just to
get back to the society they were.

The rest of us can go back to our com-
fortable lives in our part of the world.

To be able to participate in a surgical
ERU-team like the one in Haiti is an op-
portunity and a privilege which real-
ly gives you a special experience. Have
you tried it once, you will be ready for
the next similar challenge. Which-and
this is the only certainty- will be differ-
ent from the others.

One of the better refugee camps.
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Welcome to the 28th Congress of
the Scandinavian Association of
Urology and Urological Nurses

—in Tampere, Finland, 24-27 August 2011.

by Teuvo Tammela — Chairman of the Organizing Committee

It is my pleasure to welcome all Nor-
dic colleagues and urological nurses

to NUF meeting in Tampere in August
2011 when it is still summer in Finland.
I'would like to give you some informa-
tion on the city of Tampere where I am
working and living. It is a city of educa-
tion, science, culture, business and also
still that of industry.

Tranquil, Thrilling Tampere
Tampere is a modern, Nordic city with
a population of 210 000. It is the most
desired hometown for Finns due to its
perfect size and its beautiful, central lo-
cation in Mid-Finland. In Tampere, you
can find all the big-city services you
need, but enjoy the easy-going, small-
town atmosphere.

Old town hall

Tampere is known for its blue lakes and
green parks as well as its lively city life
with versatile cultural events.

A high-tech student town

A quarter of Tampere’s inhabitants are
students. There are two universities and
a large polytechnic. High-level research
and education as well as cooperation
between companies, research institutes
and the universities have developed
strong, modern industry in the region.
Key areas of business are health and
biotechnology, mobile communication,
digital business, intelligent machines

as well as nanotechnology and energy
technology.

Living close to pure nature
Tampere is ideal for the nature-lovers.
The city is located on a narrow strip of
land between two vast lakes. Moreo-
ver, there are some 200 smaller lakes, all
within the city limits.

Lakes provide recreation for the inhab-
itants and visitors. During the summer,
people enjoy swimming in the fresh,
clear, cool water as well as sailing, fish-
ing and canoeing.

In the winter, the lakes freeze over. It
is common for Finns to enjoy snow and
ice by skiing, skating, ice-fishing and
walking on the frozen lakes or in the
harmony of the near-by forests.

In Tampere, the many contrasts relat-
ed with the Finnish way of life are well
portrayed. For many, a sauna evening
will be a good chance to experience this.
The original sauna tradition provides
a relaxing and calming bathing event.
It refreshes and renews the body and
soul especially when combined with a
plunge in the fresh lake water.

Factories turned into centers for
culture and free-time

The City of Tampere was founded 230
years ago on the banks of the Tam-
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merkoski rapids, which have ever since
provided water power for the inhabit-
ants and industry.

Precious old textile mills have been
preserved in the downtown area even
though the traditional industry isn’t
there anymore. Today, these red-brick
buildings have been turned into mov-
ie theatres, museums, restaurants, shop-
ping malls, offices and pubs.

The city center is nicely compact. All
shops and restaurants are within a con-
venient walking distance of each other.

Hotels in the city center

Almost all hotels in Tampere are within
a short walking distance of both the city
centre and the congress centre. You can

thus plan your own schedule independ-
ently.

Direct flights to Tampere
The most flexible way of travelling to
Tampere is flying into the Tampere-
Pirkkala International Airport. It is only
20 minutes from the city centre.
SAS/Bluel has regular flights directly
to Tampere through Stockholm, Sweden.
AirBaltic flies directly to Tampere from
Riga, Latvia. Both Stockholm and Riga
are big hubs.
Ryanair offers direct flights to Tampere
from Oslo (Rygge), London (Stansted),

Milan (Bergamo), Edinburgh, Frankfurt-
Hahn, Bremen, Kaunas and Malaga at
very competitive rates.

Flying through Helsinki

Over 20 international airlines offer regu-
lar flights to Helsinki. There are over 130
direct flights daily from over 30 Europe-
an cities to Helsinki.

Finnair has approximately 4 daily con-
necting flights from Helsinki to Tam-
pere.

Instead of a connecting flight, you can
choose to take a bus or a train from Hel-
sinki to Tampere. You can buy your bus
and train tickets onboard.

Buses from Helsinki Airport to Tam-
pere leave every hour. The travel time
is 2 hours. Fast Pendolino trains of-
fer a very convenient means of trans-
portation, taking passengers from the
Tikkurila station to Tampere in just 1h
10 minutes.

Tammerkoski rapids

Travelling by sea

Finland is also easily reached by sea
from Stockholm, Travemiinde, Rostock,
Gdansk, Tallinn and St. Petersburg. Fer-
ry services from Sweden and Germany

are provided on luxurious liners with
first-class restaurants. There are good
bus connections to Tampere direct from
the ferry terminals.

I am sure we will have both scientifical-
ly and socially successful NUF meeting.

Looking forward to seeing you in
Tampere next August

Teuvo Tammela, Chairman of the
Organizing Committee
http:/lwww.confedent.filnuf2011

Tampere




Société Internationale d’Urologie
(SIU) held this years World

N Meeting in Marrakech

— in Morocco from the 13th-16th Oct. with

the theme “Lower Urinary Tract Dysfunction’.
by Karol Axcrona, Radiumhospitalet, og Trygve Talseth, Rikshospitalet, Oslo universitetssykehus

The SIU President Prof. dr. med.
Joachim Thiiroff from the Johannes
Gutenberg University in Germany
opened the congress and asked every-
body welcome. He pronounced the SIU
World Meeting from now on would be
held every year.

Interestingly, he told the audience that
SIU is the only surgical society that has
written into its statutes that “The Socie-
ty’s mission is to enable urologists in all
nations, through international coopera-
tion in education and research, to apply
the highest standards of urological care
to their patients. The SIU strives to posi-
tion itself as a major international plat-
form for sustainable urological educa-
tion and collaborative humanitarian
activities aimed at improving urologi-
cal care” as is also stated on the socie-
ties internet home page.

One of the three goals of the society is
“to foster cooperation between urolo-
gists from all parts of the world despite
differences in material conditions, pro-
fessional concerns and political views”.

Of the broad specter of the scientif-

ic program several lectures were inter-
esting. Professor Ruud Bosch from the
University of Utrecht in Holland gave a
very interesting speech on Treatment of
patients with overactive bladder (OAB)
in female patients who are treatment
resistant to ordinary pharmacological
treatment and with a scientific evalua-
tion as follows:

1. Botulinum Toxin injections in the uri-
nary bladder (Level 1b evidence)

2. Post Tibial Nerve Stimulation (PTNS)
(Level 1b evidence)

3. Sacral Nerve Stimulation (SNS) (Lev-
el 2b evidence)

4. Detrusor myectomy (Level 4 evidence)

5. Enterocystoplasty (Level 4 evidence)

6. Pelvic Organ Prolaps Surgery (POP)
(Level 4 evidence)

The general comments on the differ-
ent treatment approaches Prof. xx men-
tioned amongst others that the higher
grade of medical evidence to detrusor
myectomy, enterocystoplasty and pel-
vic organ prolaps surgery were that
studies on those were performed before
the year 2000, at a time were prospec-
tive clinical trials were not that often
seen. Some studies had shown that Bot-
ulinum Toxin treatment was a cost ef-
fective treatment especially when com-
pared to Sacral Nerve Stimulation.

Patients treated with SNS had an im-
provement in urodynamics in ap-
proximately 50% of the cases, symp-
toms were improved in 50-60% of the
patients, and 15% became dry. Older
studies on detrusor myectomy showed
improvement of symptoms in 66%,
whereas about 50% of the patients be-
came dry. Patients treated with entero-
cystoplasty had an improvement of
symptoms in up to 70%, and up to 66%
of patients treated with that modality
became dry. POP surgery led to relieve
of symptoms in approximately 60%,
whereas about 50% of the patients be-
came dry.

Regarding men with OAB the task was
easier: It was pointed out that Bleivas et
al had published an article in Journal of
Urology in 2009 showing that only 5%
of men with OAB had an idiopatic over-
active bladder. Thus it was recommend-
ed to rule out outflow obstruction first.

Dr. Mulu Muleta from Addis Ababa
Fistula Hospital in Ethiopia gave a very
nice lecture on vesico-vaginal fistulas
(VVE). These fistulas are usually the re-
sult of an obstetric complication. The
prevalence has been estimated as two to
three million women worldwide, with
an incidence of 5-10 fistulas per 1000
deliveries. Affection of a women in the
third world often has a disastrous im-

pact on the women affected but also on
the whole family. Women with VVFs
tend to isolate themselves socially, and
the situation often leads to a divorce be-
cause of a husband with little under-
standing for the wife’s situation.

Surgical repair of the fistulas is often
successful, however, depending on the
severity of the initial fistula. The suc-
cess rate of reconstructive surgery in
the uncomplicated cases is as high as
90%. The average success repair rate is
70-90%. The successful first attempt is
often very important since the 2" repair
rate drops to 50-60%, whereas the third
attempt rends success rates of <40%.

It was pointed out that not only the sur-
gical repair was important for the wom-
en but also a psycho-social program
had been shown to be important for the
re-integration for the affected wom-

en into society. Several places had im-
planted a program for these women in-
cluding an education program.

Incidence of post prostatectomy incon-
tinence (PPI) is rising acutely during
the last years, as a direct consequence
of rising radical prostatectomy num-
bers. Dr. Vincent Delmas from France
gave a speech on how radical prostatec-
tomy techniques might help preserving
sphincter function. To make a long con-
clusion short he mentioned at the end
that we still do not know very much
about factors in operative techniques

to preserve continence. An erasing
numbers of publications seem to show
that post prostatectomy continence is
achieved faster in patients operated
with robotic surgery. Incidence of PPI is
however similar in patients operated in
patients with open compared to robot
assisted radical prostatectomy.
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HEXVIX

HEXAMINOLEVULINATE

www.hexvix.com

Break the cycle of
bladder cancer

Follow up

Follow up

cystoscopy cystoscopy

PRESCRIBING INFORMATION HEXVIX
(hexaminolevulinate)

Please refer to full national Summary of Product
Characteristics (SPC) before prescribing. Indications

and approvals may vary in different countries. Further
information available on request.

Hexvix 85 mg, powder and solvent for solution for
intravesical use.

PRESENTATION Pack of one 10ml glass vial containing
85mg of hexaminolevulinate as 100mg hexaminolevulinate
hydrochloride as a powder and one 50ml polypropylene
vial containing solvent. After reconstitution in 50ml of
solvent, 1ml of the solution contains 1.7mg hexaminole-
vulinate which corresponds to a 8mmol/l solution of
hexaminolevulinate.

INDICATIONS This medicinal product is for diagnostic use
only. Detection of bladder cancer, such as carcinoma in
situ, in patients with known bladder cancer or high
suspicion of bladder cancer, based on e.g. screening
cystoscopy or positive urine cytology. Blue light
fluorescence cystoscopy should be used as an adjunct

to standard white light cystoscopy, as a guide for taking
biopsies.

DOSAGE AND METHOD OF ADMINISTRATION Hexvix
cystoscopy should only be performed by health care
professionals trained specifically in Hexvix cystoscopy.
The bladder should bedrained before the instillation. Adults
(including the elderly): 50ml of 8mmol/l reconstituted
solution is instilled into the bladder through a catheter. The
patient should retain the fluid for approximately 60 minutes.
Following evacuation of the bladder, the cystoscopic
examination in blue light should start within approximately
60 minutes. Patients should be examined with both white
and blue light to obtain a map of all lesions in the bladder.

Biopsies of all mapped lesions should normally be taken
under white light. Only CE marked cystoscopic equipment
should be used, equipped with necessary filters to allow
both standard white light cystoscopy and blue light
(wavelength 380—-450nm) fluorescence cystoscopy.
Children and adolescents:There is no experience of
treating patients below the age of 18 years.
CONTRAINDICATIONS Hypersensitivity to the active
substance or to any of the excipients of the solvent.
Porphyria. Women of child-bearing potential.

WARNINGS AND PRECAUTIONS Repeated use of
Hexvix as part of follow-up in patients with bladder cancer
has not been studied. Hexaminolevulinate should not be
used in patients at high risk of bladder inflammation, e.g.
after BCG therapy, or in moderate to severe leucocyturia.
Widespread inflammation of the bladder should be

excluded by cystoscopy before the product is administered.

Inflammation may lead to increased porphyrin build up and
increased risk of local toxicity upon illumination, and false
fluorescence. If a wide-spread inflammation in the bladder
becomes evident during white light inspection, the blue
light inspection should be avoided. There is an increased
risk of false fluorescence in the resection area in patients
who recently have undergone surgical procedures of the
bladder.

INTERACTIONS No specific interaction studies have been
performed with hexaminolevulinate.

PREGNANCY AND LACTATION No clinical data on
exposed pregnancies are available. Reproductive toxicity
studies in animals have not been performed.
UNDESIRABLE EFFECTS Most of the reported adverse
reactions were transient and mild or moderate in intensity.
The most frequently reported adverse reactions were
bladder spasm, reported by 3.8% of the patients, bladder
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pain, reported by 3.3% of the patients and dysuria,
reported by 2.7% of the patients. Other commonly
reported adverse reactions are: headache, nausea,
vomiting, constipation, urinary retention, haematuria,
pollakuria and pyrexia. Uncommonly reported adverse
reactions are cystitis, sepsis, urinary tract infection,
insomnia, urethral pain, incontinence, white blood cell
count increase, bilirubin and hepatic enzyme increase,
post-procedural pain, anaemia, gout and rash. The
adverse reactions that were observed were expected,
based on previous experience with

standard cystoscopy and transurethral resection of the
bladder (TURB) procedures.

OVERDOSE No case of overdose has been reported.

No adverse events have been reported with prolonged
instillation times exceeding 180 minutes (3 times the
recommended instillation time), in one case 343 minutes.
No adverse events have been reported in the dose-finding
studies using twice the recommended concentration of
hexaminolevulinate. There is no experience of higher light
intensity than recommended or prolonged light exposure.
INSTRUCTIONS FOR USE AND HANDLING Hexami-
nolevulinate may cause sensitisation by skin contact. The
product should be reconstituted under aseptic conditions
using sterile equipment.
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