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Editorial
Editorial

e

A Importancia da Ciéncia na Infodemia de Desinformacéo Associada a COVID-19
The Importance of Science in the Misinformation Infodemic Associated with COVID-19

Vivemos, ha muitos meses, tempos dificeis e conturbados
associados a pandemia causada pelo virus SARS-CoV-2. Para
além das conhecidas consequéncias associadas a doenca, prin-
cipalmente em termos de saude publica, com grande nimero de
doentes e de mortes e das medidas extremas adoptadas para as
minimizar, a pandemia trouxe consigo outros “virus” que se pro-
pagam com igual facilidade e amplitude: “os rumores, 0s boatos,
as teorias da conspiracéo”, duma forma genérica, a desinfor-
magao.

Vérios autores se debrugaram sobre esta tematica, confir-
mando a sua disseminacao pelo mundo. Uma equipa multidis-
ciplinar foi rever e recolher “online” rumores e teorias da cons-
piracdo, entre Dezembro de 2019 e Novembro de 2020, em
fontes como o Google, Google Fact Check, Facebook, YouTube,
Twitter, websites de agéncias informativas, televisédo e jornais
online." Identificaram 637 casos em 52 paises, dos quais apenas
5% verdadeiros, 83% falsos, 10% enganadores e 2% exagera-
dos.

Num outro trabalho, foram identificados 2311 relatos de info-
demia relacionados com a COVID-19, 89% classificados como
rumores 7,8% teorias da conspiragéo e 3,5% estigmas, sendo o
termo infodemia definido como uma sobreabundancia de
informacéao, alguma correcta outra ndo, que torna dificil as pes-
soas avaliar a fiabilidade da informagéo.”

A proliferacdo da desinformacédo nos media pode ter conse-
quéncias desastrosas, pelo ndo cumprimento das medidas indi-
viduais e de saude publica recomendadas, nomeadamente a
vacinagdo.’ O secretério-geral da ONU Anténio Guterres decla-
rou a infodemia de desinformacao relacionada com a COVID-19
como um inimigo global,’ em termos semelhantes aos usados
pelo Diretor geral da OMS.

Num interessante artigo,” Sana Ali debrugou-se sobre o
“combate” a esta desinformagéo e considera essencial:

1. Envolver a comunidade num plano nacional de comunicag¢ao
derisco que inclua detalhes sobre todas as medidas de saude
publica prescritas.

2. Priorizar uma comunicagéo bidirecional que recolha o senti-
mento do publico de forma continua.

3. Envolver redes comunicacionais de saude publica baseadas
na comunidade, ou seja, organizagdes nao governamentais,
plataformas de informagé&o, sector empresarial, instituicoes
de educagéo, servicos de saude e outros.

4. Promover praticas de saude e higiene utilizando diferentes
plataformas de comunicagéo, consistentes com as recomen-
dacoes nacionais das autoridades de saude.

Nao obstante a importancia destas medidas, é essencial
destacar o papel fundamental da ciéncia, da “boa ciéncia” neste
combate. A boa ciéncia tem as suas metodologias e processos
bem estabelecidos, com equipas bem preparadas e eticamente
responsaveis. As pessoas da ciéncia sabem-no, mas é importan-
te que a populagao também tenha consciéncia disso. A profilaxia
da desinformacgao COVID-19 também pode ser conseguida pela
adopgéo de passos concretos que aumentem a confiangca na
ciéncia e nos cientistas, melhorando a literacia cientifica da popu-
lagdo, através de comunicagao de ciéncia e dos seus processos
de forma simples e do envolvimento do publico em eventos
cientfficos abertos.® Foi este objectivo que levou Patrice Harris,
Presidente da American Medical Association, num discurso inti-
tulado

“COVID-19: The importance of science in an era of distrust
and disinformation”, a dirigir-se directamente a populacdo Ame-
ricana:

“We live in a time when misinformation, falsehoods and out-
right lies spread like viruses online, through social media and
even—at times—in the media-at-large. We have witnessed a con-
cerning shift over the last several decades where policy decisions
seem to be driven by ideology and politics instead of facts and
evidence. The result is a growing mistrust in American institu-
tions... in science... and in the counsel of leading experts whose
lives are dedicated to the pursuit of evidence and reason.

In these challenging times, | am addressing the nation to make
an appeal for science in defeating this disease... to explain why
physicians and scientists rely on facts and evidence in carrying out
our duties... and to remind the public of its responsibility to help
turn the tide against COVID-19.”

A Acta Uroldgica, enquanto veiculo transmissor de ciéncia,
comunga e partilha estes valores e associa-se ao combate a
desinformacao através da publicagcao de artigos cientificos, de
acordo com as boas praticas internacionais estabelecidas.

Belmiro Parada
Editor-Chefe da Acta Uroldgica
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Results of Repeat Transurethral Resection of Bladder Tumor After Macroscopically

Complete Primary Resection

Resultado de Segunda Resseccéo Transuretral de Neoplasia Vesical Apos
Resseccao Primaria Macroscopicamente Completa

Miguel Eliseu*, Vera Marques, Hugo Antunes, Mario Lourenco, Edgar Tavares-da-Silva, Paulo Temido, Arnaldo Figueiredo

Abstract

Introduction: Non-muscle invasive (NMI) bladder cancers (BC)
account for 75% of BC cases, and most are initially diagnosed
and treated with transurethral resection of bladder tumor (TURB).
After primary TURB, a repeat resection (rTURB) should be carried
out in cases of incomplete resection; however, rTURB is recom-
mended by EAU guidelines in pT1 tumors even when the com-
pleteness of the original resection is believed by the surgeon, with
reported rates of residual tumor in up to 33%-55% and upstaging
in up to 25%. Since the quality of initial resection impacts in the
result of a rTURB, these rates are largely dependent on the
primary treatment and accurate prediction of completeness, with
aprobable high variability between surgeons and Centres.

Our objectives to determine whether rTURB after initial perceived
complete resection would frequently identify residual tumor and if
this procedure would improve outcomes in NMIBC patients.
Methods: Patients submitted to TURB from 2015 to 2017 were
analysed, identifying which underwent rTURB after initial resec-
tion without follow-up cystoscopy in between. Primary perception
of completeness, stage and grade were correlated with the even-
tual presence, stage and grade of residual tumor.

Results: We analyzed 546 TURB procedures; of these, 275
(50.4%) were for primary bladder cancer. pT1 lesions were found
in 85 (30.9%) of primary TURBs; 12 of these were selected for
rTURB due to incomplete resection. Of the remaining 73 macros-
copically completely resected primary pT1 tumors, 26 (30.6%)
underwent elective rTURB.

Repeat TURB after complete resection of primary pT1 tumors
yielded residual tumorin 11.5% of patients (n= 3). All patients with
residual tumor had primary pT1 high grade lesions; no upstaging
or upgrading was observed. Patients had similar recurrence rates
at 1-yearregardless of rTURB.

Discussion/Conclusion: Standard practice in primary TURB pro-
cedures varies across surgeons and centers and will reflect on
residual tumor rates. Indications for rTURB might not be suitable

Department of Urology and Renal Transplantation, Coimbra Hospital
and University Centre, Coimbra, Portugal

Servico de Urologia e Transplantagcdo Renal do Centro Hospitalar e
Universitario de Coimbra, Coimbra, Portugal

for all patients, and single Centre results should be taken in con-
sideration when selecting patients for rTURB.

Keywords: Neoplasm Recurrence, Local Reoperation; Urinary
Bladder Neoplasms/surgery

Resumo

Introducédo: O cancro da bexiga ndo musculo-invasivo corres-
ponde a 75% dos casos de cancro da bexiga, sendo que a maio-
ria sdo inicialmente diagnosticados e tratados com resseccao
transuretral (RTU). Depois de uma RTU primaria macroscopica-
mente incompleta, uma segunda resseccéo (reRTU),; no entanto,
a reRTU é recomendada pelas linhas de orientacdo da EAU
mesmo quando a resseccéo inicial 6 macroscopicamente com-
pleta, com taxas de neoplasia residual entre 33%-55% e upsta-
ging em até 25% dos casos. Dado que a qualidade da RTU
primdria tem impacto significativo no resultado anatomopatold-
gico de uma reRTU, estas taxas sdo largamente dependentes do
tratamento primario e da acuidade de determinacdo intraopera-
toria de ressec¢do macroscopicamente completa, com uma pro-
vavel variabilidade grande entre Centros e cirurgioes.

Os objectivos foram averiguar se a reRTU apds RTU priméria ma-
croscopicamente completa mostraria taxas de neoplasia residual
significativas e se a realizagcdo deste procedimento melhoraria 0s
resultados do tratamento do cancro da bexiga ndo musculo-inva-
sivo.

Meétodos: Doentes submetidos a RTU entre 2015 e 2017 foram
analisados, identificando quais realizaram reRTU planeada sem
controlo cistoscdpico entre as intervengdes. Foi realizada correla-
cdo da percepcéo de RTU primdria completa, estadio e grau com
apresenca, estadio e grau de neoplasia residual.

Resultados: Foram analisadas 546 RTUs; destas, 275 (50,4%)
foram por neoplasia primaria. Oitenta cinco doentes (30,9%) ti-
nham pT1; destes, 12 foram seleccionados para reRTU por res-
seccéo incompleta. Dos restantes 73 casos de pT1 primdrio com
resseccdo completa, 26 (30,6%) foram submetidos a reRTU.
AreRTU apds resseccdo completa de pT1 primario mostrou neo-
plasia residual em 11,5% dos doentes (n=3). Todos 0s doentes
com tumor residual tinham neoplasia primaria de alto grau, ndo se
verificou upstaging ou upgrading. A taxa de recorréncia ao 1°ano
foi semelhante nos doentes submetidos ou néo areRTU.

Vol. 37 No @ janeiro-abril; maio-julho 2020 7
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Discusséo / Conclusédo: Os padrées de técnica e profundidade
de RTU variam entre Centros e cirurgides, e vao invariavelmente
reflectir-se na taxa de neoplasia residual. A reRTU pode nao ser
benéfica para todos o0s casos, e dados de cada centro devem ser
considerados na seleccéo.

Palavras-Chave: Neoplasias da Bexiga Urinaria/cirurgia;
Recidiva Local de Neoplasia, Reoperacao

Introduction

Bladder cancer (BC) is the eleventh most common malignancy
worldwide (seventh in the male population).’ Non-muscle invasive
(NMI) BC accounts for 75% of BC cases,” and most are initially
diagnosed and treated with transurethral resection (TURB). After
primary TURB, depending on operative and histopathological
factors, a repeat resection (rTURB) may be performed to detect
and treat residual tumor, optimizing adjuvant treatments® and de-
creasing recurrence rates in some patients.*

Repeat TURB should clearly be carried out in cases where
primary resection was perceived as incomplete; however, when
the completeness of the original resection is believed by the
surgeon, opinions diverge as to whether rTURB would add value
as opposed to adjuvant intravesical treatment and follow-up as
indicated.® The decision in these cases is based largely on tumor
macro- and microscopical characteristics.

In patients undergoing rTURB, literature reports describe ra-
tes of microscopically detectable residual tumor in up to 33%-
-55% of primary pT1 tumors, with upstaging in up to 25% of
patients.”"” Since the quality of initial resection is directly reflected
in the result of a rTURB, these rates are largely dependent on the
primary treatment and accurate prediction of completeness, with
aprobable high variability between surgeons and Centres. "

TURB procedures carry significant morbidity and costs. Com-
plication rates, including prolonged hematuria, urinary tract in-
fection or bladder perforation, range from 8%-16% of cases, "
warranting unplanned hospital return and even readmission as
inpatient in 4.2% of patients."” This burden could be lessened if
unnecessary rTURBs were to be avoided.’ Better predicting
which patients bene?t from this procedure would optimize di-
sease and resource management.

Our objectives were to retrospective analysis of population
and tumor characteristics in patients undergoing rTURB after
initial perceived complete resection. To determine rates of residual
tumor in rTURB in different disease stages. To evaluate if sub-
mitting patients to this procedure improves outcomes in NMIBC.

Methods

We performed a cross-sectional analysis, reviewing the files of all
patients submitted to TURB in our Centre from January 2015 to
January 2017. All procedures were performed with similar surgical

ACTA Uroldgica Portuguesa

equipment. All pathology reports were done by the same team
and lab throughout the period studied.

To comply with the purpose of the study, we identified which
patients underwent rTURB after initial primary resection (direct
decision of rTURB after pathology report, without follow-up cys-
toscopy); only those who underwent rTURB after a perceived
complete resection were selected. Further stratification was con-
ducted according to tumor stage, tumor grade and associated
carcinoma in situ (CIS) in the primary specimen. Correlation of
these factors with presence, stage and grade of residual tumor
was evaluated. Recurrence rates at first cystoscopy and 1-year
follow-up were analyzed for all patients. Statistical analysis was
performed using SPSS 23@,

Results

We reviewed 546 TURB procedures performed in the defined
period. The average age of patients was 71.21 years (SD +/-
11.92 years); 86.1% were males. Most patients had a prior history
of smoking (74.4%); 1.2% of patients had a history of exposure to
occupationalrisk factors (paintindustry).

Review of tumor characteristics showed the presence of
single tumorin 65.8% of cases, between two and seven tumorsin
32.2% and eight or more tumors in 2%; tumor size was under 3
cm in 65.6% of cases, and over 3 cm in 34.4%; tumor morpho-
logy was more frequently papillary, occurring in 62.3% of cases;
sessile tumors were found in 31.5% and both morphologies were
simultaneously present in 6.2%. Associated or primary CIS was
present in 12.8% of cases. Table 1 describes relevant patient and
disease characteristics for the overall population.

Of all the TURB procedures, 275 (50.4%) were done as diag-
nosis and treatment for primary (non-recurrent) bladder cancer.
pT1 lesions were found in 85 (30.9%) of primary TURBs, 12 of
these (14.2%) being immediately elected for rTURB due to ma-
croscopically incomplete resection. No patients with completely
resected pTa of any tumor grade were selected for rTURB.

Of the 73 patients with primary pT1 tumors for which the
surgeon had perception of complete resection, 26 (30.6%) under-
went elective rTURB. This selection was not systematic or ran-
domized, and reflects the surgeon's choice for each case (Fig. 1).
Tumor characteristics of these last two groups are shown on Table
2; these show a higher number of tumors and tumor size in the
patients selected for rTURB, although not statistically significant.

Repeat TURB after complete resection of primary pT1 tumors
yielded residual tumor in 11.5% of patients (n= 3) (Table 3). Al
patients with residual tumor had initial primary pT1 high grade
lesions, and no upstaging or upgrading was observed: of the
three patients with residual tumor, one (3.8%) had persistent high
grade pT1and two (7.7 %) had persistent CIS (Table 4).

No residual tumor was found in rTURB specimens after
complete resection of low-grade pT1.
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Table 1 Overall characteristics of patients and tumors
subjected to TURB; frequencies represented in percentage of
valid results and absolute number of cases in brackets.

Frequenc
Overall patient / tumor characteristics ) e .
in % (n)

Female 13.9% (76)
Sex
Male 86.1% (470)
Primary 50.4% (275)
Number of episodes

Recurrent disease 49.6% (271)
Single 65.8% (359)
Number of tumors 2-7 lesions 32.2% (176)

8ormore 2.0% (11)
=3cm 65.6% (358)

Tumor size

>3cm 34.4% (188)
Papillary 62.3% (340)
Macroscopic characteristics Sessile 31.5% (172)

Both 6.2% (34)
pTO 19.2% (105)
pTa 36.1% (197)
pT1 26.6% (145)

Tumor stage

pT2 14.3% (78)

pTis (only) 3.3% (18)

pTx 0.5% (3)
Low grade 45.4% (199)

Tumor Grade

High grade 54.6% (239)

Exclusively 3.3% (18)

CIS

Associated 3.8% (21)
History of smoking (identified) 74.4% (406)

Occupational risk factor (identified) 1.2% (4)

Patients were counselled and offered adjuvant intravesical
treatment according to the standard of care. A total of 59 (69.4%)
patients with primary pT1 disease underwent induction with BCG
(weekly for 6 weeks); 25.9% (n=22) completed the first year of
BCG maintenance.

Follow-up was conducted throughout the first postoperative
year with cystoscopy every 3 months for all pT1 patients, as well
as evaluation of the upper tract with contrast-enhanced
computed tomography. Four patients (5.5%) out of the 73
completely resected primary pT1 BCs did not complete the first
year of follow-up (three non-cancer related deaths, one
abandoned; none having been submitted to rTURB). Among the
patients who completed the first year of follow-up, bladder
recurrence was detected in 5 of the 26 (19.2%) patients who

546 TURB
procedures

275 (50.4%)
primary BC

271 (49.6%)
non-primary

85 (30.9%)
pT1 disease

190 (69.1%)
other pT

73 (85.8%)
complete resection

12 (14.2%)
incomplete resection

26 patients (30.6%)
selected for rTURB

47 (69.4%)
not sel. for TURB

Figure 1: Selection process for analysis of primary, completely
(macroscopical perception) resected pT1 tumors in planned
TURB

underwent rTURBT and in 8 of the 43 (18.6%) patients who did
not(p=0.471).

Discussion / Conclusion

While managing NMIBC, residual tumor rates after primary TURB
were significantly lower in our Centre than generally described
(83%-55%), with persistent disease found in 11.5% of the cases.
If we exclude the two cases of persistent CIS (both previously
identified in association with pT1 disease) only 1 in 26 (3.8%)
patients with primary pT1 had persistent papillary tumor after
initial complete resection. While only about one-third of our
patients with primary pT1 disease underwent rTURB, the ones
who were selected for a second surgery presented more adverse
features when compared to the ones who did not undergo
rTURBT, making the possibility of a selection bias being the
reason for the findings very unlikely. In fact, it was the perceived
higher tumor risk that prompted the performance of the rTURBT in
each case.

Standard practice in performing a primary TURB procedure
varies across surgeons and Centers and it willinevitably impact on
residual tumor rates.' Recurrences in patients not submitted to
rTURB are strongly influenced by high residual tumor rates.>®
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Table 2 Tumor characteristics in primary pT1 tumors for which the surgeon had perception of complete resection.

Initial tumor characteristics in macroscopically

complete resection of primary pT1 tumors

Selected for
rTURB in % (n)

Not selected for
rTURB in % (n)

Single 19.2% (5) 53.2% (25)
Number of tumors 2-7 lesions 73.1% (19) 40.4% (19)
8 ormore 7.7% (2) 6.4% (3)
=3cm 26.9% (7) 42.6% (20)
Tumor size
>3cm 73.1% (19) 57.4% (27)
Papillary 61.5% (16) 59.6% (28)
Macroscopic characteristics Sessile 30.8% (8) 38.3% (18)
Both 7.7% (2) 21% (1)
Low grade 23.1% (6) 29.8% (14)
Tumor Grade
High grade 76.9% (20) 70.2% (33)
CIS Associated 15.4% (4) 12.8% (6)

Table 3 Tumor stage prevalence in analysis of rTURB specimens
after apparent complete resection of a primary pT1 tumor.

Histology of residual tumor (rTURB)

pTO 88.5% (23)
pTa none
pT1 3.8% (1)
pT2 none
pTis (only) 7.7% (2)

Table 4 Synthesis of the primary and re-resection pathology
results of the 3 positive cases for residual tumor

Summary of residual tumor cases

Primary R — rTURB
pT1 high grade pT1 high grade
pT1+CIS CIS
pT1+CIS CIS

The need to perform rTURB after initial macroscopically
incomplete resection of a pT1 tumor or pT1 histology with no de-
trusor muscle representation in the specimen is undisputable.**"
However, the assumption that all patients with primary pT1
disease should undergo rTURB merits more consideration.”*'*'®
Analysis of one of the largest cohorts of patients treated with BCG
suggests that rTURB may only benefit pT1G3 patients without
muscle in the primary specimen.

Several other factors could be considered when selecting
patients for different treatment modalities, namely multifocality,
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size and lymphovascular invasion. Substaging of pT1 disease is
a promising strategy, as it seems to be feasible and a significant
predictor of poor oncological outcomes in retrospective analy-
sis; studies have proposed different substaging classification
systems, either based on depth or extent of invasion,” " with
none proving to be definitively more accurate. Lack of orienta-
bility in pathology analysis is an important caveat of sub-
staging pT1 BC;'" two-layer resection or en bloc TURB could
provide additional pathological information to aid in patient
selection for planned rTURB,® possibly reducing the need for
repeat surgery.”

In conclusion, the indication for rTURB in all primary pT1
lesions might not be advisable in all cases, and single Centre
results should be evaluated and taken into account when selec-
ting patients for this procedure, to avoid unnecessary morbidity
and costs."
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Efeito da Circuncisao na Sexualidade Masculina
The Effect of Circumcision on Male Sexual Function

Mario Lourenco,*Jodo Carvalho, Edgar Tavares-Silva, Belmiro Parada, Arnaldo Figueiredo

Resumo

Introducédo: O efeito da circunciséo sobre a fun¢do sexual mas-
culina é controverso, podendo ter efeitos positivos ou negativos
em varios dominios da sexualidade (funcao erétil, ejaculacao, or-
gasmo, desejo).

O objetivo foi avaliar o efeito da circuncisdo na fungao sexual.
Métodos: Amostra composta por todos os doentes circuncisa-
dos pelo mesmo cirurgido (investigador principal) nos ultimos 26
meses, com idade inferior a 60 anos e com atividade sexual nos
30 dias prévios as entrevistas. Para avaliacdo da funcao sexual
pré e pos-circuncisao foram usados 0s questionarios Interna-
tional Index of Erectile Function-5 (IIEF-5) e o Brief Male Sexual
Function Inventory (BMSFI), sendo que os dados pré-circuncisdo
foram obtidos de forma retrospetiva. Foram ainda questionados o
motivo da circuncisdo, o tempo de laténcia intravaginal e o grau
de satisfacéo dos doentes com o procedimento.

Resultados: Amostra composta por 25 doentes, idade média de
36,3+10,3 anos (lim: 22-55), sendo a avaliagao realizada em mé-
dia 11,4+5,4 meses apods a cirurgia (lim: 5-26). Dos individuos
avaliados, 52.0% referiram melhoria da vida sexual, 44,0% nao
notaram diferenca e 4,0% referiram agravamento. Repetiriam a
cirurgia 92,0% dos individuos.

Nao existiram diferengas estatisticamente significativas entre os
resultados pré-circuncisao e poés-circuncisao em relagéo ao IELT
(p=0,608), satisfacdo sexual “subjetiva” (p=0,130), score total do
BMFSI (p=0.054) e score do lIEF-5 (p=0,351).

Ha uma correlacao entre os scores BMFSI pré-circuncisao e pos-
circunciséo e os scores lIEF-5 pré e pds-circunciséo, respetiva-
mente (p<0,001).

Discussédo e Conclusdo: A circuncisdo nao parece influenciar
negativamente a funcao sexual. A maioria dos doentes repetiria o
procedimento e refere melhorias na sua vida sexual apés a cirur-

gia.

Palavras-Chave: Circuncisdo Masculina; Disfungéo Eréctil;
Disfuncao Sexual Masculina; Ejaculagéo; Ejaculacao
Prematura;

Servigo de Urologia e Transplantagao Renal do Centro Hospitalar e
Universitario de Coimbra, Coimbra, Portugal

Department of Urology and Renal Transplantation, Coimbra Hospital and
University Centre, Coimbra, Portugal
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Abstract

Introduction: The effect of circumcision on male sexual function is
controversial and may have positive or negative effects on various
domains of sexuality (erectile function, ejaculation, orgasm, desire).
We aimed to assess the sexual function before circumcision and
after circumcision.

Methods: The sample was composed for all patients circumcised
by the same surgeon (principal investigator) in the last 26 months,
under the age of 60 and with recent sexual activity. For evaluation
of sexual function before and after circumcision we used the Inter-
national Index of Erectile Function-5 (lIEF-5) questionnaire (Portu-
guese validated version) and Brief Male Sexual Function Inventory
(BMSFI), (the pre-circumcision data was obtained retrospecti-
vely).

It was also questioned the reason for circumcision, the intrava-
ginal ejaculatory latency time (IELT) and the degree of satisfaction
with the procedure. The interviews were in person or by tele-
phone.

Results: The sample was composed for 25 patients with a mean
age of 36.3 = 10.3 years (lim: 22-55). The evaluation was per-
formed on a mean time of 11.4 + 5.4 months after the surgery (lim:
5-26). Of all patients, 52.0% reported an improved sex life, 44.0%
did not note any difference and 4.0% reported worse sex life. A
total 0f 92.0% of the patients would repeat the surgery.

There were no statistical significant differences between pre-
-circumcision and post-circumcision results concerning IELT
(p=0.608), sexual satisfaction (p=0.130), BMFSI total score
(p=0.054) and IlEF-5 score (p=0.351).

There was a correlation between BMFSI score (before and after
circumcision) and IIEF-5 score (before and after circumcision),
respectively (p<0.0017).

Conclusion: Circumcision does not seem to influence the sexual
function of patients. Most patients would repeat the procedure
and report improvements in their sex life after surgery.

Keywords: Circumcision, Male; Ejaculation; Erectile Dysfunction;
Male Sexual Dysfunction, Physiological; Premature Ejaculation

Introducao

A circuncisédo € um dos procedimentos cirlrgicos mais antigos e
comuns do Mundo, sendo realizada ha mais de 15 000 anos por
motivos médicos, culturais e religiosos."” Desde ha séculos que
este procedimento é controverso, sendo defendido por alguns



povos por motivos religiosos e de saude publica, enquanto outras
culturas o proibiram alegando tratar-se de uma mutilagcéo bar-
bara.>* Contudo, estima-se que atualmente 30% da populacéo
masculinamundial é circuncisada.’

A circunciséo esta associada a alguns beneficios de salde:
diminuicao da transmisséo heterossexual do VIH (virus da imuno-
deficiéncia humana), prevencao de infecbes urinarias, diminuicao
da infegéo por doengas sexualmente transmissiveis, diminuicéo
da incidéncia de cancro do pénis (se circuncisao realizada antes
da idade adulta), para além de uma melhoria global da higiene
peniana.’®

O efeito da circuncisdo na sexualidade é polémico e com-
plexo, uma vez que existem dados contraditérios na literatura
sobre as consequéncias desta cirurgia no dominio da sensibili-
dade peniana, da ejaculacdo prematura, da disfungéo orgasmica
ou da propria capacidade erétil.”” Ha cerca de 20 anos atras,
alguns autores especularam que a remogao do prepucio levaria
inevitavelmente a diminuigcéo de neurorreceptores e a uma reor-
ganizagao/atrofia dos circuitos neurais, 0 que provocaria um
défice de sensibilidade e consequente disfuncéo sexual.*® Outros
estudos mostraram um efeito negativo da circuncisdo em alguns
dominios sexuais, nomeadamente disfungdes orgasmicas,'
"% & menor tempo de
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maior incidéncia de ejaculacdo prematura
laténcia intravaginal (intravaginal ejaculatory latency time — |ELT)
No entanto, artigos de revisao e metanalises mais recentes apon-
tam para um beneficio (ou pelo menos para um efeito nao pre-
judicial) da circuncisdo na sexualidade, o que corrobora as
diretrizes da Academia Americana de Pediatria que, em 2012,
concluiu ndo existirem efeitos adversos significativos na sexuali-
dade, secundérios a circunciséo na infancia.””"

Apesar do efeito “ndo prejudicial” da circunciséo descrito na
literatura recente, realga-se que o prepucio tem um papel impor-
tante na sexualidade masculina e feminina, nomeadamente na
sensibilidade. As diferengas na sensibilidade e nas nocdes de
prazer séo distintas se a circuncisao for realizada na infancia (an-
tes de iniciar vida sexual) ou na idade adulta, pelo que qualquer
homem adulto proposto para circuncisao deve ser alertado para
possiveis alteracdes negativas na sensibilidade peniana, poden-
do ter sintomas de desconforto, dor e dorméncia.*

Este trabalho tem os seguintes objetivos: 1) Avaliar a fungédo
sexual pré e pds-circunciséo; 2) Avaliar a satisfagdo dos doentes
com o procedimento cirdrgico; 3) avaliar se os scores do Brief
Male Sexual Function Inventory (BMSFI) e do International Index
of Erectile Function-5 (IIEF-5) se correlacionam entre si.

Métodos
a) Critérios de inclusao

Doentes sujeitos a circunciséo pelo mesmo cirurgiao (primeiro
autor) nos Ultimos 3 anos, com menos de 60 anos e com ativi-
dade sexual no més prévio a entrevista.

Efeito da Circuncisao na Sexualidade Masculina @

b) Parametros avaliados e questionarios utilizados

A populagao foi avaliada em relacdo a idade, ao tempo médio
entre a cirurgia e a entrevista (meses) e a0 motivo da circunciséo.

A populagéo foi questionada sobre a avaliacdo subjetiva da
vida sexual apds a cirurgia (melhor, pior, sem diferenca) e sobre
“se repetiria a cirurgia” se voltasse atras no tempo (sim, n&o).
Foram ainda avaliados os [ELT pré e pds-circunciséo (pedidos em
minutos, numeros inteiros).

Finalmente foram aplicados os questionarios BMSFl e lIEF-5.

c) Recolhados dados

Entrevista telefonica ou presencial pelo investigador apds a
circunciséo. Os dados referentes ao periodo pré-circuncisao fo-
ram colhidos no mesmo momento de forma retrospetiva.

d) Andlise estatistica

O efeito da circuncisdo no IELT foi avaliado pelo teste de
Mann-Whitney. O efeito da circuncisdo no IIEF-5 e no BMSFI foi
avaliado pelo teste de Wilcoxon. A correlacdo entre o IIEF-5 e o
BMFSI foi avaliada pelo teste de correlacdo de Pearson. Andlise
estatisticacom SPSSv21.

Resultados
a) Caracterizagao Geral

Foram recolhidos dados de 25 doentes que cumpriam 0s
critérios de incluséo. A idade média da populagao foi de 36,3
+10,3 anos (lim: 22-55) e o tempo médio entre a circunciséo e a
entrevista foi de 11,4 + 5,4 meses (lim: 5-26). O principal motivo
para o doente ser sujeito a circuncisao foi a fimose (74,0%)
seguido da postite (26,0%).

b) Vida sexual apds circuncisao e gestao de expectativas

De forma a avaliar a percepcao subjetiva dos doentes sobre
o efeito da circunciséo na vida sexual, foi realizada a pergunta:
“como esta a sua vida sexual apds a cirurgia?”. Os resultados
estao objetivados na Fig. 1.

Relativamente as expectativas dos doentes sobre a cirurgia,
foirealizada a seguinte questao: “se pudesse voltar atras, repetiria
acirurgia?”. Os resultados estéo objetivados na Fig. 2.

c) Tempo de laténciaintravaginal

O IELT médio pré-circunciséo foi de 10,5 min, em compara-
¢ao com um [ELT pds-circuncisao de 10,7 min (p=0,608). A Fig. 3
mostra o nimero de doentes que referiram maior, menor ou igual
|IELT comacirurgia.

d) Funcéo erétil avaliada pelo IIEF-5
O IIEF-5 médio pré-circunciséo foi de 20,9, em comparacao

com um IIEF-5 médio pés-circunciséo de 21,6 (p=0,351).
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Figura 2 - “Repetiria a cirurgia?”

e) Funcao sexual avaliada pelo BMFSI

A avaliagéo global e parcelar pelo BMFSI esta objetivada na
Tabela 1, assim como a comparagéo dos resultados pré e pos-
-circuncisao.

f) Correlacéao entre os resultados do IIEF-5 e do BMFSI

A correlagdo entre os dois testes esté representada grafica-
mente na Fig. 4. Os testes apresentaram correlagéo entre si em
ambos os contextos pré e pds-circunciséo (p<0,001).

Tabela 1 - BMFSI total e scores parciais

- Score Total Desejo Sexual
Pré 6,2

. Melhor L Menos
= Pior = lgual
. lgual . Mais
4%
Figura 1 - Efeito da circuncisdo na “vida sexual” Figura 3 - Efeito da circuncisdo no tempo de laténcia intravaginal
Discussao de resultados
Neste trabalho, a maioria dos doentes referiu melhoria da “vida
sexual” (avaliada de forma global e subjetiva) com a circunciséo,
sendo que apenas 4% dos inquiridos referiu agravamento da
I sim mesma. Dos inquiridos, 92% responderam afirmativamente a
questéo sobre a possibilidade de repetir a cirurgia (0 que pode
" Nao estar relacionado com a vida sexual ou com a resolugdo da

patologia de base que levou ao tratamento). Num trabalho com
algumas semelhancgas realizado por Masood et al, 61% dos
homens referiram uma melhoria da “satisfacéo global” emrelagéo
avida sexual com a cirurgia, sendo que apenas 17 % referiram um
agravamento.™

De forma a objetivar a avaliacdo da sexualidade, foram
utilizados os questionarios IIEF-5 (direcionado a fungéo erétil) e o
BMFSI (avaliagdo global, com questdes no dominio do desejo
sexual, capacidade erétil, ejaculacao e consequéncias para o
bem-estar). Em relacao ao IIEF-5, nao existiram diferengas esta-
tisticamente significativas na avaliagéo pré e pds-circunciséo. Ja
no referido estudo de Masood et al, o valor do IlEF-5 pré-circun-
ciséo (IIEF-5=22,4) e pods-circuncisao (IIFE-5=21,1) ndo diferiu de
forma significativa.' Relativamente a avaliacéo pelo BMFSI, tam-
bém néo encontramos diferengas significativas no score total
(BMFSI pré-circuncisdo=37,3; BMFSI pds-circuncisdo=39,0).

E 5 S Avaliacao de Satistack
reccdes jaculacéo Problema atisfacao
7,4 2,9

27,3 10,4 10,6
Pds 39,0 6,4 10,6 7,7 11,2 3,2
Valor Maximo
44 8 12 8 12 4
do Score
P 0,54 0,288 0,581 0,046 0,071 0,13
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Figura 4 - Correlagéo entre o IIEF-5 e 0 BMFSI em contexto pré e pds-circuncisao

Nas avaliagbes dos varios dominios individuais, os resultados
foram semelhantes em todos, com excecao da avaliacdo da
ejaculacdo. Neste dominio especifico, os doentes apresentaram
um score superior apés circunciséo (BMFSI/Ejaculacdo=7,7 vs
8.0, p=0,046). Senkul et al utilizaram uma metodologia seme-
lhante, ndo tendo encontrado diferencas nos scores totais e
parciais do BMFSI antes e apds a circuncisdo, o que corrobora na
globalidade os nossos resultados.

A forma mais eficaz e sistematica de perceber o efeito da
circuncisdo na sexualidade é estudar o seu impacto em varios
dominios, nomeadamente na sensibilidade, no tempo de laténcia
intravaginal, na ejaculacdo prematura, na disfuncdo orgasmica,
na disfuncgao erétil e no desejo sexual.

Quanto a sensibilidade, o papel do prepucio é importante. O
prepucio € uma “dobra de pele” composta por um folheto externo
queratinizado e um folheto interno mucoide rico em nervos.
A relevancia destes nervos nas “sensagdes sexuais” tém sido
motivo de debate. Uma reviséao sistematica recente mostra que
€ pouco provavel que os corpusculos de Meissner (mecanor-
receptores sensitivos envolvidos na sensibilidade fina) presentes
no prepucio estejam envolvidos na resposta sexual, uma vez que
estes diminuem na idade adulta e mais sexualmente ativa. Essa
mesma revisao também mostra pouca relevancia das termina-
¢des nervosas livres no prepucio na resposta sexual, uma vez que
a sensibilidade tactil do pénis e da glande diminuem com a ativi-
dade sexual. Por fim, esta revisao defende que a remog¢éao do
prepucio pode levar a melhores e mais prazerosas sensagoes,
uma vez que os corpusculos da glande (apenas existentes na
glande e diferentes dos de Meissner) ficam mais expostos a
estimulagdo direta." Apesar desta teoria, um estudo coreano
mostrou que a satisfacdo com a masturbagéo diminui apds a
circuncisao.®

O efeito da circunciséo na ejaculagdo prematura é também
discutivel. A controvérsia é ainda maior, uma vez que a definicao
de ejaculagéo prematura é muito variavel, sendo na ultima atua-
lizacao da Diagnostic and Statistical Manual of Mental Disorders
5th Edition (DSM-V) definida como a ejaculagdo em menos de 1
minuto apds penetragdo, presente de forma constante nos
ultimos 6 meses e causadora de stress e mau-estar.” Tang et a/
objectivaram incidéncias de ejaculacao prematura de 50,9%
nos circuncisados, em comparagao com 28,9% nos n&o circun-
cisados." Um estudo de Richters et al também mostrou maior
incidéncia de ejaculacao prematura nos homens circuncisados
(26,0% vs 22,0%), embora sem significAncia estatistica.'* Varios
outros estudos ndo mostraram diferencas importantes na inci-
déncia de ejaculagédo prematura.’"™" Em sentido inverso, Gao
et al encontraram menor incidéncia de ejaculacéo prematura
em homens circuncisados.” A revisdo sistematica e metandlise
de Yang et al sobre este tema concluiu que a ejaculagao pre-
matura ndo é influenciada pela circuncisdo.” O IELT é um com-
ponente do diagndstico de ejaculagéo prematura e pode ser
avaliado de forma individual, na tentativa de comparar outco-
mes de forma mais objetiva. Neste trabalho, o IELT n&o se rela-
cionou com a circuncisao (10,5 vs 10,7 minutos, p=0,608).
Dados da literatura apontam para um aumento do IELT com a
circuncisdo. '

Em relacdo ao desejo sexual, 0 nosso trabalho ndo mostrou
influéncia da circuncisao (avaliado pelo BMFSI), o que esta de
acordo com a literatura internacional.”™ Curiosamente, o estudo
de Richters et al mostrou que 0s homens circuncisados eram
mais receptivos a praticas sexuais mais liberais (sexo anal, sexo
oral, masturbagéo pela parceira).'* Também em relagéo ao orgas-
mo, nao existe evidéncia robusta que mostre influéncia da cir-
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Em relacdo a disfungao erétil, um estudo inglés em 84
doentes nao encontrou diferengas na capacidade erétil antes e
apos a circunciséo.” Outro estudo em 1426 homens que tém
sexo com outros homens, ndo mostrou diferencas entre cir-
cuncisados e nédo circuncisados em relagéo a capacidade de
penetracéo (e de receber sexo anal), a dificuldade no uso do
preservativo e & libido.* Outro estudo alemao realizado em 2499
homens com recurso ao IIEF-6, também ndo encontrou diferen-
cas na funcéo erétil em relagdo a circunciséo.” Trabalhos de
revisdo nao mostram um efeito consistente da circuncisdo na
funcéo erétil.”'**

Neste trabalho houve uma correlagéo forte entre os resul-
tados do IlEF-5 e do BMFSI, o que pode ser Util em futuras pes-
quisas, uma vez que o lIEF-5 € mais rapido de aplicar e esta
validado para a populagéo portuguesa.

Este trabalho apresenta algumas limitagdes, nomeadamente
o numero reduzido de doentes e a recolha retrospetiva dos dados
pré-circuncisao. Outro viés importante é a patologia que levou a
circuncisao (neste trabalho todos os doentes tinham fimose ou
postite), sendo expectavel que um doente com fimose ou com
postite sinta melhorias na sua sexualidade apds circunciséo,
sendo dificil distinguir o que causou essa melhoria: a circuncisao
ou a resolucdo da doenca de base. Sdo necessarios estudos
em maior escala, prospetivos e incidentes em doentes adultos
saudaveis.

Conclusao

Amaioria dos homens repetiria a cirurgia. Do ponto vista subjetivo
existiu uma melhoraria geral da fungéo sexual com a circuncisao
(aferido pela resposta a questdo sobre o agravamento ou me-
lhoria da “vida sexual” com o procedimento. No entanto, néo
existiram diferengas significativas na funcao sexual pré e pos
circuncisao quando aferida por questionarios validados.
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Hematuria Microscopica Assintomatica: Qual a Melhor Forma de Abordagem?
Asymptomatic Microscopic Hematuria. What is the Best Approach?

Diana daRocha,' Fabia Martins®

Resumo

Introdugdo: A hematuria microscopica assintomatica (HMA) é
comumente encontrada de forma incidental nos Cuidados de
Saude Primarios (CSP). Aimportancia deste achado é secundaria
ao potencial risco subjacente de patologia clinicamente significa-
tiva, incluindo malignidade, urolitiase e doenca renal médica. En-
quanto a hematuria macroscépica é reconhecida como um sinal
que deve levar ao encaminhamento uroldgico para avaliagéo, a
investigagéo recomendada da hematuria microscopica e, em
particular, assintomatica é inconsistente entre as diretrizes dis-
poniveis.

O objetivo foi rever as principais diretrizes sobre a avaliagéo e
abordagem da HMA e disponibilizagdo de algoritmo de abor-
dagem

Métodos: Pesquisa bibliografica de artigos cientificos nas bases
de dados PubMed, UpToDate e Cochrane Library, publicados
nos ultimos 5 anos, utilizando a combinacéo dos termos MeSH
“Hematuria/diagnosis”, em inglés e portugués. Consulta das
guidelines da American Urological Association (AUA) e da
Associacao Portuguesa de Urologia.

Resultados: Obtidos 733 artigos da pesquisa. Foram selecio-
nados cinco artigos de revisdo, pela adequacao dos mesmos ao
objetivo principal. A revisao sistematica de 2020, que contempla
as guidelines mais recentes da AUA, mostra que a histéria cui-
dadosa e exame fisico sdo recomendados por todas as diretrizes
revisadas, permitindo identificar potenciais etiologias benignas
que, se confirmadas, podem evitar a necessidade de avaliagéo
adicional. Laboratorialmente, é recomendada, além da analise
sumaria de urina, a determinagéo da funcao renal na exclusédo de
patologia nefroldgica. Ha consenso pelas diretrizes de que a
cistoscopia deve ser realizada.

Relativamente a avaliagéo radioldgica, a diretriz mais atual ba-
seia-se na estratificagdo do risco de malignidade no pedido de
exames complementares.

Discussdo: As diretrizes atuais variam em relacdo a detalhes
importantes como a definicdo de HMA, o método ideal para
avaliagdo radioldgica e o papel da citologia urinéria. E importante
salientar que estas variacdes refletem a auséncia de evidéncias
de nivel | sobre 0 assunto.

Palavras-chave: Algoritmos; Doencas Urolégicas; Hematuria

1 - USF Progresso e Saude, ACES Baixo Mondego, Coimbra, Portugal
2 - UCSP Cantanhede, ACES Baixo Mondego, Coimbra, Portugal
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Abstract

Introduction: Asymptomatic microscopic hematuria (AMH) is
commonly found in Primary Health Care (PHC). The importance of
this finding is secondary to the potential underlying risk of clinically
significant pathology, including malignancy, urolithiasis and medi-
cal kidney disease.

While macroscopic hematuria is recognized as a sign that should
lead to urological referral for evaluation, the recommended inves-
tigation of microscopic and, in particular, asymptomatic hema-
turia is inconsistent among the available guidelines.

Our objective was to review the main guidelines on the assess-
ment and approach of AMH and to provide an approach algo-
rithm

Methods: Bibliographic search of scientific articles in the Pub-
Med, UpToDate and Cochrane Library databases, published in
the last 5 years, using the combination of MeSH terms “Hema-
turia / diagnosis”, in English and Portuguese. Consultation of the
guidelines of the American Urology Association (AUA) and the
Portuguese Urology Association.

Results: A total of 733 research articles were obtained. Five
review articles were selected, due to their adequacy to the main
objective. The 2020 systematic review, which includes the most
recent AUA guidelines, shows that careful history and physical
examination are recommended by all revised guidelines, allowing
to identify potential benign etiologies that, if confirmed, may avoid
the need to proceed with an assessment additional.

In addition to urinary sediment, the determination of renal function
is recommended in the exclusion of renal pathology. There is con-
sensus by the guidelines that cystoscopy should be performed.
Regarding radiological evaluation, the most current guideline is
based on stratifying the risk of malignancy when requesting
additional tests.

Discussion: Current guidelines differ on important details such as
the definition of AMH, the ideal method for radiological evaluation
and the role of urine cytology. It is important to note that these
variations reflect the absence of level | evidence on the subject.

Keywords: Algorithms,; Hematuria; Urologic Diseases

Introducéao

A hematuria esta entre os diagnésticos mais comumente encon-
trados em urologia (>20% das avaliacdes uroldgicas).” Apesar
da auséncia de recomendacdes para a sua pesquisa, milhdes de
utentes realizam o teste de urina com fita reagente e exames
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microscopicos como parte da pratica corrente nos cuidados de
satde primarios (CSP).?

Deste modo, a hematuria microscopica assintomatica (HMA)
€ encontrada de forma incidental, em cerca de 0,9% a 18% da
populagdo adulta.”

Na maioria das diretrizes, a HMA é definida pela presenga de
pelo menos trés eritrécitos por campo de alta poténcia no estudo
do sedimento urinario, devidamente colhido.

A importancia deste achado é secundaria ao potencial risco
subjacente de patologia clinicamente significativa, incluindo
malignidade (7% a 20% se risco elevado),’ urolitiase, infecao do
trato urinario, hiperplasia benigna da prostata, patologia gine-
coldgica e doenca renal médica.”

E importante salientar que, embora a malignidade
geniturinaria tenha sido diagnosticada em aproximadamente 3%
dos doentes avaliados para HMA, o risco de detetar uma
neoplasia subjacente é altamente dependente de fatores como
sexo, idade, histéria de tabagismo e grau de hematuria.'

Enquanto a hematuria macroscopica € reconhecida como
um sinal para a referenciagdo a consulta de urologia, a investiga-
¢éo recomendada da hematuria microscépica e, em particular,
assintomatica é inconsistente entre as diretrizes disponiveis.*®

Como tal, ha necessidade de recomendactes de diretrizes
atualizadas e baseadas em evidéncia para avaliacdo de hema-
tUria que limitem os riscos e custos desnecessarios associados a
sobreavaliagéo de doentes que apresentam baixo risco de malig-
nidade.'

Os objetivos foram rever as principais diretrizes sobre a
avaliagéo e abordagem da HMA, criando um algoritmo de abor-
dagem da HMA com base nas evidéncias mais recentes.

Métodos

Realizada uma pesquisa bibliografica de artigos cientificos, a 27
de janeiro de 2020, nas bases de dados PubMed, UpToDate e
Cochrane Library, publicados nos ultimos 5 anos, utilizando a
combinagéo dos termos MeSH “Hematuria/diagnosis”, eminglés
e portugués. Incluiram-se artigos de revisédo e normas de orien-
tagéo clinica.

Adicionalmente, foi realizada pesquisa livre na American
Urological Association (AUA) e na Associacéo Portuguesa de
Urologia (APU).

Apos realizagdo da pesquisa bibliografica, foram excluidos
artigos duplicados e iniciada a selecéo dos artigos, inicialmente
por titulo e depois pelos resumos com base na adequagéo dos
mesmos ao objetivo principal deste artigo. Excluidos artigos
referentes aidade pediatrica.

Resultados
Foram obtidos 733 artigos da pesquisa. Apds excluséo de artigos
duplicados e de artigos referentes a idade pediatrica, foram sele-

cionados cinco artigos de reviséo, pela adequag¢ao dos mesmos
ao objetivo principal.

Com base nestes, e tendo em conta a revisdo sistematica
mais atual (2020), que contempla as guidelines mais recentes da
AUA elaborou-se um algoritmo de abordagem da HMA no adulto
apos estratificagdo do risco individual de malignidade para neo-
plasia urotelial (Fig. 1).

O diagnostico de hematuria microscopica é definido pela
presenca de pelo menos trés eritrocitos por campo de alta
poténcia na avaliagdo microscopica do sedimento urinario numa
amostra de urina adequadamente colhida (Recomendagéo Forte;
Nivel de Evidéncia: Grau C).' De realcar que um resultado positivo
em tira-teste de urina (vestigios de sangue ou superior) permane-
ce insuficiente, dado basear-se na atividade da peroxidase, que
podera ser afetada por fatores como o uso de iodopovidona,
mioglobindria e desidratagdo.' Nestes casos deve proceder-se a
realizagéo de andlise sumaria de urina (SU) para confirmacao.
(Recomendacao forte; Nivel de evidéncia: Grau C).

Perante o diagndstico, a histdria clinica cuidadosa e o exame

fisico séo recomendados por todas as diretrizes revisadas, per-
mitindo identificar potenciais etiologias benignas que, uma vez
confirmadas, podem evitar a necessidade de avaliagdo adicio-
nal."
Na anamnese devem ser identificadas potenciais causas
benignas de HMA (e.g. menstruagéo, trauma pélvico, procedi-
mento uroldgico recente, exercicio fisico vigoroso), considerar
cuidadosamente os fatores de risco para malignidade do trato
urinario (Tabela 1), e ainda outros fatores que orientem o médico
para um diagndéstico especifico, nomeadamente para doenca
renal médica e causas geniturinarias ndo malignas de HMA.

O médico devera ainda avaliar a terapéutica habitual do
doente, de forma a identificar farmacos potencialmente nefroté-
xicos ou terapéutica antiplaquetaria/anticoagulante. De referir
que os médicos devem realizar a mesma avaliagdo em utentes
com HMA que cumprem terapéutica antiplaquetaria ou anti-
coagulante (Recomendacéo Forte; Nivel de evidéncia: Grau C).'

O exame fisico deve incluir a medigéo da pressao arterial,
exame geniturinario e exame rectal no homem.

Se identificacdo de potenciais causas geniturinarias nao
malignas de HMA, a SU devera ser repetida apds resolugao das
mesmas (apods cerca de 6 semanas). Se a HMA persistir ou a
etiologia n&o puder ser identificada, os médicos devem realizar
uma avaliago uroldgica baseadanorisco.'

Quando a hematuria é atribuida a uma infecéo do trato urina-
rio, os médicos devem obter uma SU apds o tratamento para
garantir a resolugéo da hematuria. (Recomendacao Forte; Nivel
de Evidéncia: Grau C)."

Laboratoriaimente, é recomendada, além da SU, a determi-
nacao da funcao renal (creatinina, ureia, taxa de filtragéo glo-
merular estimada e proteinuria) na exclusao de patologia nefro-
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HEMATURIA MICROSCOPICA ASSINTOMATICA (HMA)

(23 eritrocitos/campo na SU)

HISTORIA CLIiNICA

- Fatores de risco para malignidade trato urinario

- Potenciais etiologias (ex, infe¢cdo, menstruacéo, trauma pélvico, exercicio
fisico vigoroso ou procedimento urolégico recente)

Terapéutica habitual (nefrotoxicidade, anticoagulantes, antiplaquetarios) Identificacéo de etiologia provavel: SuU

instituir tratamento (apés 6 semanas)

EXAME FiSICO (TA, exame geniturinario, exame rectal no homem) >

l

Consulta de Nefrologia pummsmmy Controlo Analitico [TFG estimada

I Funcdo renal (creatinina, ureia, proteinuria)
se proteinuria de novo,

eritrocitos dismorficos, cilindros

celulares ou insuficiéncia renal Repetigao SU

Positiva

ESTRATIFICAGAO DO RISCO

v
r 3

Repeticdo SU

Positiva Repeticdo SU

. .
RISCO BAIXO RISCO INTERMEDIO RISCO ALTO negativa
(Quadro ) (Quadro ) (Quadro )
Decisao
compartilhada

Repete SU em 6 meses

I 10 Cistoscopia e Cistoscopia e
. i . Ecografia Renal Uro-TC
Cistoscopia e Ecografia Renal
Repeticdo SU | |
negativa
A Avaliagao Negati Avaliagao Positi indi
N Considerar SU < valiagdo Negativa valiacao Positiva > Tratamento conforme indicado
CEmTD (B 18 GEseS Se diagnostico urolégico nao maligno,
repetir AU apoés tratamento
Repeticdo SU Repeticao Repetica Repeticdo SU
. . epeticao i
negativa SU Positiva Tomada de decisdo compartilhada peti negativa
SU Positiva
S em relacéo a avaliacéo repetida <
vs observacio Suspende follow-up
Suspende follow-up i K
Considerar a imagem transversal
com urografia ou pielogramas retrégrados,
se nao realizados anteriormente
Reavaliacao
Se aparecimento hematuria macroscoépica, aumentar
e q P <
o grau de HMA ou sintomas urolégicos de novo

Figura 1 - Proposta de algoritmo de abordagem da HMA no adulto
SU -analise sumaria de urina; TA —tensao arterial; TFG — Taxa de filtrag&o glomerular; Uro-TC — urografia por tomografia computorizada
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FATORES DE RISCO

e Sexo masculino
e |dade (> 50 anos)
e Fumador atual ou ex-fumador

» Exposicdo ocupacional ou outra a quimicos/corantes (hidrocarbonetos aromaticos policiclicos ou aminas aromaticas +

e Abuso de analgésicos
e Grau de hematuria microscépica
* HMA persistente
e Historia de:
- Hematuria macroscépica
- Doenga ou alteragao uroldgica
- Sintomas de irritagdo miccional (urgéncia e frequéncia)
- Radiagéo pélvica
- Infec@o crénica do trato urinario

- Exposicao a agentes carcinogénicos conhecidos ou quimioterapia tal como agentes alquilantes (particularmente a ciclofosfamida)

- Presencade corpo estranho cronicamente
- Histéria familiar de neoplasia urotelial ou sindrome de Lynch.

Tabela 1. Fatores de risco comuns para neoplasia do trato urinario'”
* Limpa-chaminés, enfermeiros, empregado de mesa, trabalhadores no aluminio, navios ou 6leo/petréleo
+ Tabaco, corantes, trabalhadores do couro ou de impressoes, cabeleireiros

l6gica.’ Utentes com proteindria de novo, eritrécitos dismorficos,
cilindros celulares ou insuficiéncia renal devem ser referenciados
a consulta de nefrologia, contudo isso ndo exclui a necessidade
de avaliacéo urolégica baseada no risco para identificar patologia
urolégica coexistente.'

Apds esta a avaliagao inicial, 0 médico deve categorizar o
doente que apresente HMA em baixo, intermédio ou alto risco
para patologia maligna (Tabela 2). (Recomendacéao Forte; Nivel de
Evidéncia: Grau C).'

Se baixo risco, os médicos devem envolver os doentes na
tomada de decisdo compartilhada para decidir entre repetir a SU
em seis meses ou prosseguir com a cistoscopia e ultrassono-
grafia renal. (Recomendacao Moderada; Nivel de Evidéncia: Grau
C). A probabilidade de diagnosticar patologia maligna é baixa,
portanto devem ser discutidos e ponderados beneficios e poten-
ciais maleficios na investigacdo com cistoscopia e ecografia,
incluindo a detecao de falsos positivos. Doentes que inicialmente
optaram por repeticao de SU em 6 meses, e voltem a apresentar
HMA devem ser reclassificados como de risco intermédio ou alto,
pelo que deverao realizar cistoscopia e imagem do trato urina-
rio superior de acordo com as recomendacdes para essas cate-
gorias de risco. (Recomendagéo Forte; Nivel de Evidéncia: Grau
C).'

Se doente com HMA categorizado como de risco intermédio
para malignidade, é aconselhavel a realizagéo de cistoscopia e
ultrassonografia renal. (Recomendacao Forte; Nivel de Evidéncia:
Grau C), realgando que a cistoscopia apresenta uma sensibili-
dade de 98% na identificagéo de neoplasia vesical, contrariando

abaixa sensibilidade da imagem ecografica para tal. Emrelacdo a
escolha da imagem do trato urinério superior, a ecografia renal
tem sensibilidade e especificidade adequadas para tumores
corticais renais em comparagcado com urografia por tomografia
computorizada (Uro-TC), com menor custo e risco.'

Doentes com HMA categorizados como de alto risco para
malignidade, deverao realizar cistoscopia e Uro-TC. (Recomen-
dagéo Forte; Nivel de Evidéncia: Grau C).’

Doentes com HMA e histéria familiar de carcinoma de células
renais ou sindromes genéticas de tumores renais, deveréo reali-
zar exames de imagem do trato urinario superior, independente-
mente da categoria de risco.'

Quando a investigagéo da HMA se revela negativa, ponderar
SU dentro de 12 meses (Nivel de evidéncia: Grau C). Se esta
negativa devera ser suspensa avaliacdo adicional para HMA
(Nivel de evidéncia: Grau C), contudo € importante salientar que
as mudancas no estado clinico do doente, particularmente o
desenvolvimento de hematuria macroscopica, devem levar a
revisdo clinica.'

Discussao
As diretrizes atuais variam em relacdo a detalhes importantes
como a definicao de HMA e o método ideal para avaliagcao radio-
l6gica (Tabela 3), refletindo a auséncia de evidéncias robustas
sobre o assunto."

Contudo, podemos verificar que existe consenso pela maioria
das diretrizes que consideram inadequado o diagnéstico de HMA
com base exclusivamente no teste urinario com fita-reagente,
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Risco Baixo <1%

(o doente cumpre todos os critérios)

Risco Intermédio - 1% - 2%
(o doente cumpre um destes critérios)

Risco Alto > 10%
(o doente cumpre um destes critérios)

® Mulher< 50 anos; Homem<40 anos

® N&o-fumador ou fumador <10 UMA

® 3-10 Erit/campo numa amostra Unica de urina Il
® Auséncia fatores de risco para neoplasia urotelial

e Mulher 50-59 anos; Homem 40-59 anos

e Fumador 10-30 UMA

® 11-25 Erit/campo numa amostra Unica de urina Il

© Doente de baixo risco sem avaliagéo prévia com
3-10 Erit/campo na repetigéo de urina Il

© Mulher ou Homem > 60 anos

e Fumador r>30~UMA

® >25 Erit/campo numa amostra Unica de
Urina Il

® Histéria de hematuria macroscoépica

® Fatores de risco adicionais para neoplasia urotelial

Tabela 2. Sistema de estratificacdo do risco para neoplasia urotelial na presenca de HMA
(Adaptado de Barocas DA, et al. Microhematuria: AUA/SUFU Guideline. J Urol. 2020;204:778-86.)

Erit — eritrécitos; UMA - unidades mago ano

dada a existéncia de uma percentagem importante de falsos-
positivos. Deste modo, as diferentes organizagdes recomendam
a avaliagéo do sedimento urinério para diagnéstico de hematuria
microscopica. Em contrapartida, ndo s&o unanimes quanto a
necessidade de apenas uma amostra de urina para estabeleci-
mento do diagndstico. A revisao da literatura da diretriz da AUA
de 2012 e dados mais recentes apoiam a definicdo de hematuria
microscopica na avaliagdo microscopica de uma unica amostra
de urina, enfatizando a importancia de recomendar laboratérios
que relatam o grau de hematuria quantitativamente (eritrécitos/
/campo de maior ampliagéo).’

Apos estabelecimento do diagndstico e avaliagao cuidadosa
do doente, é fundamental a exclusdo de etiologias potencial-
mente benignas de HMA antes de prosseguir com a investigagéo
segundo o algoritmo.

Na avaliacdo da HMA, podemos verificar que as diretrizes
s&o consensuais relativamente ao papel da cistoscopia.” Deste
modo, e seguindo o protocolo de abordagem, quando se opta
pela realizagéo de cistoscopia o doente devera ser referenciado a

Recomendacéao Ano Referéncia

Tira-teste

American Urological Association

Definicdo de HMA

Resultado de
Urinaria sedimento urinario
Eritrécitos/campo
grande ampliacao

consulta hospitalar de urologia para a sua realizagéo, dado este
nao ser um exame da pratica corrente dos CSP.

Relativamente a avaliagéo radioldgica, ha varios anos que tem
vindo a ser discutida pelas diferentes entidades a importancia da
estratificacdo do risco para doenga neoplasica do trato urinario
na escolha do método de imagem mais apropriado. Algumas
diretrizes defendem que esta escolha deve ser determinada pelos
recursos disponiveis, vontade do doente e situacao clinica. Con-
tudo, uma avaliagcdo mais limitada podera ser suficiente em
doentes de baixo risco, evitando riscos desnecessarios para o
utente." E com base neste principio que foi elaborado este
protocolo de abordagem, permitindo a orientagéo pelo médico
de familia de uma parte das situagées.

Importa ainda reforgar que na suspeita de etiologia nefrolé-
gica o doente devera ser orientado a consulta da especialidade
respetiva, no entanto tal ndo exclui a necessidade de avaliacao
uroldgica baseadano risco.'

Apesar do nivel baixo de evidéncia das diferentes diretrizes,
a HMA representa uma valiosa oportunidade de para futuras

Componentes da avaliacao

Amostras de
urina com
resultado

positivo

Cistoscopia Método de imagem

preferido

Segundo categoria

S 2020 1 Inadequado >3 1 Todos os doentes X
guideline de risco
Associacéo Portuguesa 7 Inadequado >3 2/3 Consoante a citologia/  Ecografia renal
de Urologia risco malignidade  (ponderar Uro-TC)
Ca,"ad,ia” Urological Association 2008 2 Inadequado >2 2 Todos os doentes Ecografia renal
guideline
British Assoc.iatic.)n of Urological 2008 2 >1 heme N&o requerida 2/3 Nao especifica Né&o especifica
Surgeons guideline
Dutch Guideline on Hematuria 2010 2 Inadequado >3 2/3 Todos os doentes Ecografia renal

Tabela 3. Recomendagdes organizacionais para avaliagdo da HMA
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investigagdes, de forma a melhorar significativamente a aborda-
gem do doente com HMA.

Essas dreas incluem o uso de novos instrumentos automa-
tizados para SU, validagdo de grupos de risco, utilidade de bio-
marcadores urinarios e cistoscopia aprimorada para HMA, aper-
feicoamento de técnicas de imagem para reduzir a exposicao a
radiagéo e investigacao adicional da histéria natural de doentes
com HMA apés avaliagdo negativa.'

1-3,5

Conclusao

Devido a combinagao de uma prevaléncia relativamente alta de
HMA na populagado adulta com uma baixa prevaléncia de doenga
clinicamente significativa, este artigo visa apoiar a avaliagdo
e abordagem da HMA no adulto, fornecendo uma estratégia
baseada no risco individual de cada doente fundamentada na
evidéncia mais atual.

Os médicos responsaveis pela abordagem da HMA devem
ter em consideracao as variagdes nos recursos disponiveis e as
tolerancias, necessidades e preferéncias dos doentes, devendo
ser discutida a dicotomia risco-beneficio da abordagem proposta
previamente a decisao clinica.
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Caso Clinico
Case Report

Heminefrectomia e Istmectomia Videolaparoscopica para Tumor Renal no Rim em

Ferradura com Veia Cava Acessoria: Relato de Caso e Revisao da Literatura

Heminefrectomy and Videolaparoscopic Istmectomy for Renal Tumor in the Horseshoe
Kidney with Accessory Vena Cava: Case Report and Literature Review

Daniel Carvalho Ribeiro,! Abilio de Castro Almeida,! Pedro Fernandes Lessa,2 Pedro Ribeiro da Mota,’ Edson Augusto Prachia

Ribeiro, Soraya Prates Eleuterio?

Resumo

Paciente de 71 anos do sexo feminino diagnosticada com um
tumor de 10,0 cm em rim direito em ferradura. Estudos de ima-
gem pré-operatérios evidenciaram a presenca de um istmo renal
localizado em posicéo posterior a veia cava e anteriormente a
aorta, além da presenca de uma veia cava acessoria rudimentar a
esquerda. Foi realizada a heminefrectomia por via videolaparos-
copica e o estudo anatomopatoldgico da peca evidenciou a pre-
senca de um oncocitoma renal. Estudos de imagem pré-opera-
tério adequados sdo fundamentais no adequado tratamento
desses pacientes por videolaparoscopia, tornando a via minima-
mente invasiva uma alternativa segura para esses casos

Palavras-chave: Carcinoma de Células Renais; Laparoscopia;
Nefrectomia; Neoplasias do Rim/cirurgia; Rim Fundido

Abstract

A 71-year-old female patient was diagnosed with a 10.0 cm tumor
in a horseshoe right kidney. Preoperative imaging studies showed
the presence of a renal isthmus located posterior to the vena
cava, anterior to the aorta and the presence of an accessory vena
cava on the left. The nephrectomy was performed by video lapa-
roscopy and the anatomopathological study of the piece showed
the presence of a renal oncocytoma. Preoperative imaging study
is essential in the adequate treatment of these patients, making
the minimally invasive route a safe alternative for these cases.

Keywords: Fused Kidney; Kidney Neoplasms/surgery; Lapa-
roscopy; Nephrectomy; Carcinoma, Renal Cell

Introducéao

O rim em ferradura é certamente a mais comum de todas as
anomalias de fusdo renal. Consiste na presenca de duas massas
renais em cada lado da linha média, ligadas por parénquima ou
um istmo fibroso em seus respetivos polos, mais frequentemente
o inferior. Sua incidéncia na populagdo geral é cerca de 1-4 para

1 - Fundagao Cristiano Ferreira Varella - Hospital do Cancer de Muriag,
Campinas, Brasil
2 - Universidade Estadual de Campinas — UNICAMP, Campinas, Brasil
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1000 pessoas.'? Tal desordem pode ser acompanhada de outras
malformagdes do trato urinario como nefrolitiase, refluxo vesico-
-ureteral e estenose de juncéo uretero-piglica.' Foram reportados
em torno de 200 casos de tumores em rins em ferradura na
literaturamundial.**

A via laparoscopica no tratamento desses tumores tem a
vantagem de um poés-operatorio mais rapido, menos doloroso,
com menor morbidade e resultados oncoldgicos semelhantes a
técnica de nefrectomia convencional.” Entretanto, tumores em
rins em ferradura séo um desafio técnico extremo para serem
operados por via laparoscopica, mesmo em maos mais experien-
tes.

Nosso objetivo é apresentar o caso de um tratamento video-
laparoscopico de uma paciente obesa, com neoplasia renal em
rim em ferradura, presenca de veia cava acessoria a esquerda e
historia de 3 cirurgias abdominais prévias.

Caso Clinico

Paciente feminina de 71 anos portadora de hipertensao, diabetes
e obesidade com indice de massa corporal (IMC) de 44 kg/cm’ e
histéria pregressa de trés cirurgias abdominais prévias por via
convencional, submetida a tomografia de abdémen pélvis devido
a quadro de dor lombar a direita, evidenciando leséo sélida no rim
em ferradura a direita de 10,0x9,0x9,5 cm (Fig. 1).

Figura1-Tumor renal a direita
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Figura 2 - Veia Cava “principal” reparada

Tética cirurgica: Devido a posigéo anterior da veia cava
principal da paciente a direita para onde desembocavam as duas
veias renais, foi realizada sua dissec¢ao completa e reparo com
fita cardiaca (Fig. 2). Apds controle do pediculo renal direito, foi
realizado o clampeamento do istmo com o clamp de bulldog (Fig.
3), seguido da sua sec¢do com tesoura fria e sutura hemostatica
embarragrega.

No estudo anatomopatoldgico da peca foi identificado a pre-
sencga de um oncocitoma renal, com margens livres de neoplasia,
sem sinais de invasao local. A paciente recebeu alta no quinto dia
pos-operatério com boa diurese, sem drenos, mantendo acom-
panhamento ambulatorial em nosso servigo, sem sinais de reci-
diva de doenca e com funcgao renal preservada.

Discussao

O rim em ferradura € uma das alteracoes de fuséo renal em-
briolégica mais comuns descritas na literatura. Sua incidéncia
esta estimada em cerca de 0,25%°° da populacéo mundial. Mais
frequentemente sua fusédo se da pelos polos inferiores ou atra-
vés de um istmo fibroso com vascularizagdo propria. Normal-
mente a fusdo se da anteriormente a aorta e a veia cava, mas em
alguns casos pode se dar entre 0s dois vasos, Como Nno caso
apresentado, ou mais raramente atras de ambos.”® Podendo
estar associado ou ndo a outras malformagdes do trato genito-
-urinario.

A ocorréncia de neoplasia em rins em ferradura é rara e seu
tratamento eja por via laparoscépica ou por via convencional
extremamente desafiador, tanto pela posicao anatdomica andémala
do érgao, quanto pelo seu suprimento vascular ndo-ortodoxo.” E
fundamental o uso de exames de imagem pré-operatorios para
identificacdo da vascularizagéo renal, do posicionamento exato
do complexo renal e adequado planeamento cirlirgico.” Nesse
presente caso foi identificada a presenca de uma veia cava aces-
soéria a esquerda, anterior ao istmo do rim em ferradura, resquicio
embrioldgico do desenvolvimento fetal.

Além disso, a tomografia computadorizada nesse estudo
foi determinante ao mostrar uma formagdo expansiva de
10,0x9,0x9,5 cm em rim direito, poupando a porcao inferior onde

os rins se fundem e sem sinais de trombose na veia cava, que se
localizava anteriormente a lesdo. Sem identificar a presenca de
artérias ou veias renais supranumerarias.

Entre os tumores renais, os mais comuns a serem encon-
trados em rins em ferradura séo os carcinomas de células cla-
ras.”® Apds a retirada da peca por videolaparoscopia o estudo
anatomopatoldgico revelou o diagndstico de uma neoplasia
compativel com oncocitoma renal, sem sinais de invaséo vas-
cular ou perineural e margens livres de neoplasia. Neoplasia renal
pouco frequente e com poucos casos descritos na literatura do
seuachado emrins em ferradura.

Conclusao

Nosso caso mostrou a importancia da videolaparoscopia como
via de acesso e tratamento efetivo desses tumores renais pouco
frequentes em uma paciente obesa, com variantes anatdbmicas
de vascularizagdo e multiplas abordagens cirdrgicas abdominais
prévias. O adequado planejamento pré-operatério desses casos
com estudos de imagem detalhados se torna fundamental para
0 sucesso cirdrgico, tornando a via minimamente invasiva uma
excelente opcao para esses pacientes.

Responsabilidades Eticas

Conflitos de Interesse: Os autores declaram a inexisténcia de
conflitos de interesse narealizagéo do presente trabalho.

Fontes de Financiamento: N&o existiram fontes externas de
financiamento para a realizagéo deste artigo.

Confidencialidade dos Dados: Os autores declaram ter seguido
0s protocolos da sua instituicdo acerca da publicac&o dos dados
de doentes.

Consentimento: Consentimento do doente para publicagéo
obtido.

Proveniéncia e Revisdo por Pares: Ndo comissionado; revisao
externa por pares.

Ethical Disclosures

Conflicts of Interest: The authors have no conflicts of interest to
declare.

Vol. 37 N° @ janeiro-marco; abril-junho 2020 25



@ Heminefrectomia e Istmectomia Videolaparoscépica para Tumor Renal no Rim em Ferradura com Veia Cava Acessoria...

Financing Support: This work has not received any contribution,
grant or scholarship.

Confidentiality of Data: The authors declare that they have
followed the protocols of their work center on the publication of
data from patients.

Patient Consent: Consent for publication was obtained.
Provenance and Peer Review: Not commissioned; externally peer
reviewed.

*Autor Correspondente/Corresponding Author:

Daniel Carvalo Ribeiro

E-mail: carvalho_daniel@id.uff.br

Present adress: Av. Cristiano Ferreira Varella S/N, Muriaé, MG;
Brasil

Recebido/Received: 2020-10-05
Aceite/Accepted: 2021-09-10
Publicado / Published: 2022-01-25

© Author(s) (or theiremployer(s)) and Acta Urol Port 2021. Re-use
permitted under CC BY-NC. No commercial re-use.

© Autor (es) (ou seu (s) empregador (es)) e Acta Urol Port 2021.
Reutilizagdo permitida de acordo com CC BY-NC. Nenhuma
reutilizagdo comercial.

26 ACTA Urologica Portuguesa

Referéncias

Tuncel A, Erkan A, Sofikerim M, Arslan M, Kordan Y, Akin Y, Aslan Y.
Laparoscopic heminephrectomy for benign and malignant diseases
of the horseshoe kidney. Arch Ital Urol Androl. 2016;88:255-7. doi:
10.4081/aiua.2016.4.255.

Tkocz M, Kupajski M. Tumour in horseshoe kidney — different surgical
treatment shown in five example cases. Contemp Oncol. 2012;16:
254-7.doi: 10.5114/w0.2012.29295.

Shao Z, Tan S, Xiaohong Y, Hongjun L, Yongjun J, Jiangping G.
Laparoscopic nephron-sparing surgery for a tumor near the isthmus
of a horseshoe kidney with a complicated blood supply. J Int Med
Res. 2020;48:300060520926736.

Shinji O, Takashi K, Noguchi G, Noboru N, Kimio C, Hiroji U, Masahiro
Y, Kazuhide M. Renal cell carcinoma in a horseshoe kidney treated
with laparoscopic partial nephrectomy. Case Rep Oncol Med. 2018;
2018:7135180. doi: 10.1155/2018/7135180.

Xiaolong Q, Feng L, Qi Z, Dahong Z. Laparoscopic heminephrectomy
of a horseshoe kidney with giant renal cell carcinoma: A case report.
Oncol Lett. 2014;8:2040-2. doi: 10.3892/01.2014.2455.

Raman A, Kuusk T, Hyde ER, Berger LU, Bex A, Mumtaz F. Robotic-
assisted laparoscopic partial nephrectomy in a horseshoe kidney. A
case report and review of the literature. Urology. 2018;114:e3-€5. doi:
10.1016/j.urology.2017.12.003.



Caso Clinico
Clinical Case

=

Laparoscopic Vena Cava Thrombectomy and Radical Nephrectomy in a Malignant

Pheochromocytoma Case

Nefrectomia Radical com Trombectomia da Veia Cava Laparoscopica num Caso de

Feocromocitoma Maligno

Tito Palmela Leitédo,' Miguel Miranda,' Tiago Ribeiro de Oliveira,' Pedro Simées de Oliveira,' José Palma dos Reis,' Isabel

Fernandes,’ Luis Costa,’ Luis Mendes Pedro,” Tomé Lopes'

Abstract

Pheochromocytomas with vena cava thrombus are extremely
rare, with only a few cases reported in the literature. Radical
nephrectomy with adrenalectomy and inferior vena cava (IVC)
thrombectomy is the treatment of choice. However, it is a challen-
ging procedure and its surgical approach is yet to be standar-
dized. We present a case of a 49-year-old male incidentally diag-
nosed with a pheochromocytoma with aggressive local invasion
and a level 1 vena cava thrombus. A laparoscopic right radical
nephrectomy with right adrenalectomy, IVC thrombectomy and
cavorraphy. A detailed revision of the technique is performed and
compared with current strategies for pheochromocytoma optimal
treatment. Renal and adrenal masses with vena cava thrombus
are associated with high morbidity and mortality, particularly in the
case of pheochromocytoma. The management is complex but
minimally invasive surgery can be performed safely in the context
of an experienced multidisciplinary team.

Keywords: Laparoscopy; Nephrectomy; Pheochromocytoma;
Robotic Surgical Procedures; Thrombectomy; Vena Cava,
Inferior

Resumo

Os feocromocitomas com trombo na veia cava sdo entidades
extremamente raras, estando poucos casos descritos na
literatura. Apesar da nefrectomia radical com adrenalectomia/su-
prarrenalectomia e trombectomia da veia cava inferior (VCI) cor-
responder ao tratamento de escolha, esta é uma técnica cirdrgica
desafiante com uma abordagem ainda ndo padronizada. Apre-
senta-se um caso de um homem de 49 anos com diagnostico
incidental de um feocromocitoma localmente invasivo, com tro-
mbo na VCl nivel 1. Foi proposta uma nefrectomia radical direita

1 - Urology Department — Centro Hospitalar Lisboa Norte, Lisbon,
Portugal

2 - Vascular Surgery Department — Centro Hospitalar Lisboa Norte,
Lisbon, Portugal

3 - Medical Oncology Department — Centro Hospitalar Lisboa Norte,
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laparoscopica com adrenalectomia/suprarrenalectomia, tromb-
ectomia da VCl e cavorrafia. Neste artigo faz-se uma descricdo
detalhada da técnica cirdrgica e uma comparagdo com as estra-
tégias atualmente utilizadas no tratamento do feocromocitoma.
Tumores renais e suprarrenais/adrenais com trombo na veia cava
estdo associados a maior morbilidade e mortalidade, sobretudo
no caso do feocromocitoma. Apesar de complexa, a cirurgia mi-
nimamente invasiva é uma op¢do segura no contexto de uma
equipa experiente e multidisciplinar.

Palavras-chave: Feocromocitoma; Laparoscopia; Nefrectomia;
Procedimentos Cirtrgicos Robdticos; Trombectomia; Veia
Cava Inferior

Introduction
Renal tumors with vena cava invasion and/or venous tumor
thrombus are one of the most challenging conditions in urological
oncology. It is not an infrequent finding in renal cell carcinoma,
occurring in 4%-10% of cases, but it is extremely rare in adrenal
pheochromocytomas. Radical nephrectomy with adrenalectomy
and inferior vena cava (IVC) thrombectomy is the preferred treat-
ment modality, improving both survival and quality of life.' Recen-
tly, laparoscopic and robotic assisted approaches have proven to
be both oncologically safe and providing significant improve-
mentsin intra and post-operative surgical outcomes.*®

Our objective was to present a rare case of pheochromo-
cytoma with aggressive local invasion and describe the surgical
technique for tumor excision.

Case Report
Data was gathered by retrospective review of hospital clinical
records.

A 49-year-old male patient presented with lipotimia, attributed
to a diabetic ketoacidosis. Abdominal imaging showed an inci-
dental 10 cm renal mass with extension to the ipsilateral adrenal
gland, a level 1 vena cava thrombus and multiple enlarged para-
-cava, retro-cava and inter-aorto-cava lymph nodes (Fig. 1).

The patient underwent a right radical nephrectomy with
concomitant right adrenalectomy, with en bloc excision of the
right renal vein and a patch of IVC along with a level 1 thrombus. A
retroperitoneal lymph node dissection was also performed. The
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patient was positioned in left lateral decubitus position and a 4
port transperitoneal access was performed, using a 12 mm
paraumbilical trocar for a 3D telescope, one 12 mm and two 5 mm
working ports. A transperitoneal approach was used and pneu-
moperitoneum was created with a 10 mmHg pressure. The right
colon and the duodenum were mobilized along the Gerota’s fas-
cia plane. The vena cava was exposed and circumferentially
isolated above and below the renal veins. Inter-aorta-cava lymph
nodes were excised for safe vascular control. The right renal artery
was identified and ligated at its origin. Control of both the vena
cava, above and below the right renal vein, and the left renal vein
was obtained with a double throw vessel loop tensioned with
Weck Hem-o-lok non-absorbable polymer locking clips (Teleflex,
Wayne, PA, USA). Clamping was performed sequentially, firstly at

Figure 1 — CT scan Imaging — A) Coronal CT showing a 100x92x78mm
renal mass with extension to the adrenal gland (dashed arrow) and inferior
vena cava level 1 thrombus (asterisk). B) Axial CT showing a level 1
thrombus (asterisk) in the inferior vena cava (arrow).

the IVC below the renal veins, then the left renal vein and finally the
IVC above the renal veins. Care was taken to avoid excessive renal
vein and IVC manipulation. Cavotomy was performed and the
right renal vein was liberated with the tumor thrombus and a patch
of adjacent vena cava (Fig. 2).

The vena cava was closed with a running 4-0 PROLENE poly-
propylene (Ethicon, Somerville, NJ, USA) suture after appropriate
flushing with heparinized saline to remove blood clots and gas
bubbles (Fig. 3).

Sequential removal of the vessel loops revealed no leak in
the suture. The remaining tumour mass, which was intimately
adherent to the lateral and posterior vena cava wall, was carefully
excised. Operative time was 260 minutes, blood loss was 400 cc
(Fig. 4).

Figure 2 - Transperiotenal Laparoscopic approach — A) Vena cava and renal hilum control: suprarrenal vena cava (red arrow),
infrarrenal vena cava (blue arrow) and left renal vein (dashed blue arroow) and inter-aorta-cava lymph node dissection (white www
asterisk). B) Laparoscopic cavotomy and level 1 vena cava thrombus (white arrow).
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Figure 3 - Transperiotenal Laparoscopic approach - A) Cavorraphy with 4-0 polipropilene continuous suture. B) Flushing with

heparinized saline.

The patient remained stable throughout the procedure, des-
pite significant arterial tension variability. The postoperative period
was uneventful, the drain was removed at postoperative day 2
with vestigial drainage and the patient was discharged at day 4.
Pathology of the surgical specimen revealed a pT3 pN1 malignant
pheochromocytoma. At 7 months follow-up the patient is asymp-
tomatic, with normal tensional profile and no residual disease on
postoperative computed tomography (CT) scan, requiring no
adjuvant treatment at that time.

Discussion/Conclusion

Pheochromocytoma is a rare tumor with an annual incidence of 2
to 9 per million adults.* Laparoscopic adrenalectomy has been the
gold standard approach for the last few years.*® However, recent
data have shown potential advantages of robotic-assisted sur-
gery concerning obese patients and tumors larger than 5.5 cm.”

Figure 4 -
Laparoscopic right
nephrectomy and
adrenalectomy
with
thrombectomy
overview.

Nonetheless, open adrenalectomy is still a useful/valid approach,
particularly for large potentially malignant or malignant tumors
(>10 cm) and for those with organ infiltration.® IVC thrombosis in
these tumors may be caused by intravenous extension of the
tumor, direct invasion through the vessel wall or by an hypercoa-
gulable and inflammatory state associated with vessel injury.’
Nonetheless, intravenous extension is not a common feature in
endocrine tumors." Therefore, the available evidence of pheo-
chromocytoma excision with IVC thrombus is limited to a few case
reports and a consensus on the optimal surgical approach as not
yet been defined. Latest publications have shown a trend towards
open surgery, however laparoscopic adrenalectomy, either via
transperitoneal or retroperitoneal approach, have been succes-
sfully attempted.®"" ™

Renal and adrenal masses with vena cava thrombus are
associated with high morbidity and mortality, particularly in the
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case of pheochromocytoma. Therefore, aggressive surgical
resection is widely considered the treatment of choice for the
management of these patients.” Despite current evidence
showing no correlation between prognosis and thrombus level,”
thrombus site is an important marker for surgical technique and
approach.’ Savage and Gill first reported a laparoscopic renal
nephrectomy with renal vein tumor thrombus, using a gastroin-
testinal anastomosis stapler to isolate the distal renal and gonadal
veins from the IVC." This procedure, however, is not adequate for
level 2 thrombus or higher as it requires IVC clamping distally and
proximally.

Early control of the renal artery previous to venal rein mani-
pulation and kidney mobilization is a key step to minimize surgical
complications.'® Hand-assisted laparoscopy was initially used for
control of major vessels and kidney dissection.™

Postoperative embolic events, such as pulmonary thrombus
embolism, is also a concern in IVC thrombectomy. IVC filters are
not recommended on a standard basis as they can be associated
with tumor infiltration and increased surgical complexity.””* In our
case instead, we followed the “IVC-first kidney-last” approach,
developed by Chopra et al.” IVC dissection, with manipulation of
surrounding tissues rather than the vein itself, exposure of the
major vessels and early ligation before kidney mobilization redu-
ces the chance of embolism and major hemorrhage.

Intraoperative ultrasonography has proved useful for asses-
sing thrombus proximal extension, as in some cases preoperative
imaging underestimates thrombus size and adherence to IVC
wall.* In our case, laparoscopic ultrasound was not required due
to good definition of tumor limits in preoperative CT. Furthermore,
palpation of the IVC with the instruments showed it was fully
collapsible, suggesting no tumor thrombus presence above the
renal veins. However, it is recommended to have axial imaging
close to surgery to confirm thrombus extension.

Pheochromocytoma excision carries an additional increased
risk of intraoperative haemodynamic instability due to the release
of catecholamines. A recent meta-analysis showed that lapa-
roscopic excision of pheochromocytoma had a lower incidence of
intraoperative haemodynamic instability events and overall com-
plications when compared to open surgery.” The former findings
might be explained by magnified laparoscopic field which allows
for precise dissection and reduces unnecessary manipulation.
However, these results must be weighed against the fact that
tumor size might influence outcomes and that open surgery is
usually performed on bigger tumors.

Improvements in imaging, surgical techniques and intra-
operative monitoring enabled a decrease in perioperative mor-
tality.” However, despite growing experience on renal tumors with
venous thrombus and more advanced technology, such as lapa-
roscopic and robot-assisted surgery, radical nephrectomy with
IVC thrombectomy still remains a challenging procedure. There-
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fore, adequate patient selection, technique standardization and
multidisciplinary teams are of the foremost importance for mini-
mally invasive surgery to be performed safely.
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obtido consentimento dos participantes, mas os beneficios po-
tenciais da disponibilizagéo destes dados justificam os prejuizos
potenciais, umavez que...]”

Se os dados néo estiverem disponiveis, deve ser referido o
seguinte: “Disponibilizagdo dos dados: nédo estdo disponiveis
dados adicionais.”

Esta opcdo nédo se aplica a ensaios clinicos de farmacos ou
dispositivos médicos.

Pode ser solicitado aos autores que disponibilizem os dados
brutos em que basearam o seu artigo durante o processo de
revisao e até 10 anos apos a publicagao.

Submissao dos Trabalhos

A submissdo de um manuscrito implica que o trabalho descrito
nao tenha sido publicado previamente (excepto na forma de um
resumo ou como parte de uma palestra publicada ou de uma
tese académica), e que néo esta sendo considerado para publi-
cacao em outra revista, que o manuscrito foi aprovado por todos
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0s autores e, tacita ou explicitamente, pelas autoridades com-
petentes onde o trabalho foi realizado e que, se for aceite para
publicacéo, ndo sera publicada em outro lugar na mesma forma,
em inglés ou em qualquer outra lingua, incluindo electronica-
mente.

Todos os manuscritos devem ser acompanhados por uma
carta de apresentacdo. Deve ser dada garantia na carta de apre-
sentacao de que o0 manuscrito ndo esta sob consideracao simul-
tanea por qualquer outra revista. Na carta de apresentacéo, os
autores devem declarar seus potenciais conflitos de interesse e
fornecer uma declaragéo sobre a autoria.

Para verificar a originalidade, o artigo pode ser verificado pelo
servico de deteccao de originalidade.

As submissdes que ndo estejam em conformidade com estas
instru¢cdes podem ser devolvidas para reformulagao e reenvio.
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Submissao do Manuscrito
Submeta o seu manuscrito em:
https://www.actaurologicaportuguesa.com/

Contacto

Em caso de duvidas durante a submisséo, contacte:
Rogéria Sinigali
T: +351213243590-TM: +351914 161 581
apu@apurologia.pt

Preparacao do Manuscrito

USO DE PROGRAMA DE PROCESSAMENTO DE TEXTO

E importante que o arquivo seja guardado no formato nativo do

processador de texto usado. O texto deve estar no formato de

coluna unica. Mantenha o layout do texto o mais simples possivel.
Para evitar erros desnecessarios, aconselhamos o uso das

funcdes “verificagao ortografica” e “verificagéo gramatical” do seu

processador de texto.

Tipologia dos Artigos

A AUP aceita a seguinte tipologia:

a) Artigos originais reportando investigacao clinica ou basica;

b) Artigos de revisdo (incluindo sistematicas revisbes e meta-
-andlises);

c) Estudos de Caso/Casos Clinicos;

d) Imagensem Urologia;

e) Editoriais, que sao escritos a convite do Editor-Chefe e con-
sistem em comentarios sobre artigos publicados narevista ou
sobre temas de relevancia particular;

f) Cartas ao Editor, que consistem em pareceres concisos so-

bre artigos recentemente;
g) Perspectivas
h) Guidelines.
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Os autores devem indicar na carta de apresentagdo qual o
tipo de manuscrito que esta a ser submetido para publicacao.

NA PRIMEIRA PAGINA/PAGINA DE TiTULO:

I. Titulo

Titulo em portugués e inglés, conciso e descritivo, sem abre-
viaturas e ndo excedendo os 120 caracteres. O titulo pode incluir
um complemento de titulo com um maximo de 40 caracteres
(incluindo espagos).

Il. Autores e afiliacoes

Na linha da autoria, liste 0 Nome de todos os Autores (primeiro e
ultimo nome) e respectiva afiliacdo (departamento, instituicao,
cidade, pais).

I1l. Subsidio
Todos os subsidio(s) ou bolsa(s) que contribuiram para a reali-
zacao dotrabalho.

IV. Autor Correspondente

Indicar claramente quem vai lidar com a correspondéncia em
todas as fases de arbitragem e publicacdo, também pds-publi-
cagao.

Endereco postal e e-mail do Autor responsavel pela correspon-
déncia relativa ao manuscrito.

V. Resumo e Keywords

Um resumo conciso e factual é requerido. Um resumo é frequen-
temente apresentado separadamente do artigo, por isso deve ser
capaz de ficar sozinho.

Resumo escrito em portugués e inglés. Nenhuma informagéo
que nao conste no manuscrito pode ser mencionada no resumo.

O resumo nao pode remeter para o texto, ndo podendo con-
ter citagdes nem referencias a figuras.

No fim do resumo devem ser incluidas um maximo de 5 Key-
words em inglés utilizando a terminologia que consta no Medi-
cal Subject Headings (MeSH), http://www.nim.nih.gov/mesh/
MBrowser.html.

VI. Resumo Estruturado

Um resumo estruturado, com as etiquetas de seccédo apro-
priadas, deve fornecer o contexto e objectivo do estudo, pro-
cedimentos basicos (selecao dos sujeitos de estudo ou animais
de laboratério, métodos observacionais e analiticos), principais
resultados (significancia estatistica, se possivel) e principais con-
clusdes. Deve enfatizar aspectos novos e importantes do estudo
ou das observagdes. Secgdes: Introdugao, Métodos, Resultados
e Conclusdes.

VII. Os autores também incluirdo nesta pagina de titulo, sob a
designacéo “Consideracdes éticas” a declaragéo de “Protecgéao



de pessoas e animais”, Confidencialidade dos dados e con-
sentimento informado e Conflitos de interesse.

Prémios e Apresentacoes Prévias
Devem ser referidos os prémios e apresentagdes do estudo,
prévias a submissao do manuscrito.

Texto

Artigos Originais

Os artigos originais devem incluir as seguintes seccoes: Intro-
ducéo, Material e Métodos, Resultados, Discusséo e Concluséao,
Agradecimentos (se aplicavel), Referéncias, Tabelas e Figuras.

Os artigos originais nao devem exceder 4000 palavras, até 6
tabelas ou figuras e até 60 referéncias. Um resumo estruturado
com o maximo de 350 palavras.

ARTICLE STRUCTURE

Introduction

State the objectives of the work and provide an adequate back-
ground, avoiding a detailed literature survey or a summary of the
results.

Material and methods

Provide sufficient detail to allow the work to be reproduced. Me-
thods already published should be indicated by a reference: only
relevant modifications should be described.

Results
Results should be clear and concise.

Discussion

This should explore the significance of the results of the work, not
repeat them. A combined Results and Discussion section is often
appropriate. Avoid extensive citations and discussion of publi-
shed literature.

Conclusions

The main conclusions of the study may be presented in a short
Conclusions section, which may stand alone or form a subsection
of a Discussion or Results and Discussion section.

Artigos de Revisao
Os artigos de reviséo sao artigos abrangentes que sintetizam
ideias antigas e sugerem novas. Abrangem areas amplas.

Podem ser de ciéncia clinica, investigacéo ou basica. Embo-
ra geralmente por convite do Editor-Chefe, ocasionalmente acei-
tamos artigos de revisdo ndo solicitados sobre assuntos im-
portantes ou sobre avangos recentes. Antes de submeter uma
revisdo, pedimos que envie ao Editor-Chefe um breve esboco
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(ndo mais de 500 palavras) indicando a importancia e novidade
do assunto, e por que esta qualificado para escrevé-lo. Um con-
vite para submissao néo garante aceitagao.

Os artigos de revisdo ndo devem exceder 4000 palavras, até
6 tabelas ou figuras e até 100 referéncias. Um resumo néo
estruturado com o maximo de 350 palavras.

Revisoes Sistematicas e Meta-Analises

As revisdes sistematicas podem ou nao utilizar métodos estatis-
ticos (meta-andlises) para analisar e resumir os resultados dos
estudos incluidos.

As Revisdes Sistematicas podem ser apresentadas no forma-
to Introdugéo, Métodos, Resultados, Discussdo. O assunto deve
ser claramente definido. O objectivo de uma revisao sistematica
deve ser produzir uma conclusao baseada em evidéncias.

Nos Métodos devem fornecer umaindicacao clara da estraté-
gia de pesquisa da literatura, extrac¢do de dados, classificagao
das evidéncias e andlise. Deve ser seguida a normativa PRISMA
(http://www.prisma-statement.org/).

O texto nao devera exceder 4000 palavras, excluindo um re-
sumo estruturado (maximo de 350 palavras). Nao podera incluir
mais de 10 referéncias, e até 6 tabelas ou figuras.

Caso Clinico
O relato de Casos Clinicos deve incluir as seguintes secdes: Intro-
dugéo, Caso Clinico e Discusséo.

O texto nao podera exceder 2000 palavras, e nédo podera
exceder as 25 referéncias bibliograficas. Deve incluir um resumo
nao estruturado, que ndo exceda 150 palavras.

Deve ser seguida a normativa CARE (http://www.care-sta-
tement.org/).

Editoriais

Os Editoriais sdo da responsabilidade do grupo editorial ou
solicitados por convite do Editor-Chefe e constituirdo comenta-
rios sobre topicos actuais ou comentarios sobre artigos publi-
cados na revista. Nao devem exceder as 1200 palavras, um
maximo de 20 referéncias bibliograficas e podem conter uma
tabela e uma figura. Nao tém resumo.

Cartas ao Editor
As cartas ao Editor consistem em comentarios criticos sobre um
artigo publicado na revista ou uma nota curta sobre um deter-
minado topico ou caso clinico. Cartas ao Editor ndo devem exce-
der 600 palavras e 10 referéncias e pode conter uma figura ou
tabela. Nao tém resumo.

Imagens em Urologia

Esta secgéo destina-se a publicacdo de imagens clinicas, radio-
l6gicas, histoldgicas e cirlrgicas relacionadas a urologia, andro-
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Article
type
Max. 350 words;
Original structured (Introduction Upto6
Article and Objectives, Methods, Portuguese and
Results and Conclusion(s)) English
Portuguese and English
. Max. 350 words; Up to 6
Review
Article unstructured Portuguese Portuguese and
and English English
] : Up to 6
Sy;tematlc Mi)x.rt350 words,dstErucruLed Portuguese and
eview ortuguese and Englis English
Case Max. 150 words; unstructu- Up to 6 Portuguese
Report red Portuguese and English and English
Images in Up to 6 Portuguese
Urology oS and English
Editorial None None
Letter to None Up to 6 Portuguese
the Editor and English
el Up to 6 Portuguese
Perspec- None .
" and English
tives
Technical Max. 150 words; unstructu- Up to 6 Portuguese
Notes red Portuguese and English and English
Guidelines Max. 350 words; unstructu- Up to 6 Portuguese

red Portuguese and English

and English

Main

text structure

Introduction; Methods; Results;
Discussion; Conclusion(s);

Tables/

figures

References

Total
Acknowledgments, if any; 4000 to 6up Up to 60
References; and figure legends,
if any
Introduction; thematic
sections at the discretion of
the authors; Conclusion(s); Total up
Acknowledgments, if any; H000 to 6 Wi 100
References; and figure legends,
if any
PRISMA 4000  lotlup Up to 100
to 6
Introduction; Case report;
Discussion; Conclusion(s) (op- Total up
tional); References; and figure 200 to4 SRl
legends, if any
Unstructured 500 felCiy Upto b
to 4
Unstructured 1200 e Up to 15
to 3
Unstructured 600 Tottsl1up Up to 10
Unstructured 1200 VeI Up to 10
to4
Unstructured 2000 otalip Up to 15
to 4
Introduction; thematic sections
at the discretion of the authors; Total
Conclusion(s); Acknowledgments, 4000 06 P Up to 100

if any; References; and
figure legends, if any

logia, transplante renal, nefrologia e oncologia urolégica. O titulo
ndo deve ter mais de oito palavras. Os autores devem ser no
maximo quatro. As imagens devem ser de alta qualidade e valor
educativo. Sao permitidas até 4 figuras. As legendas devem ser
breves e informativas. Setas ou outros simbolos devem ser inclui-
dos conforme necessério para facilitar a compreensao das ima-
gens. O texto ndo deve exceder 500 palavras, até cinco referén-
cias, e deve incluir uma breve historia clinica e dados relevantes
do exame fisico, testes laboratoriais e progresséo clinica, con-
forme apropriado. Nao tém resumo.

Perspectiva

Este € o tipo de manuscrito é submetido a convite do Conselho
Editorial. Pode abranger uma ampla diversidade de temas cen-
trados na urologia, andrologia, transplante renal, nefrologia e
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oncologia uroldgica e saude: problemas actuais ou emergentes,
politicas de gestao e saude, histéria da medicina, problemas da
sociedade e epidemiologia, entre outros.

Um Autor que deseje propor um manuscrito nesta secao
devera enviar um resumo ao Editor-Chefe, incluindo o titulo e a
lista de autores para avaliagdo. O texto ndo deve exceder 1200
palavras, até 10 referéncias, e até 2 tabelas ou 2 figuras. Nao tém
resumo.

Notas Técnicas

Trabalho original relacionado com aspectos técnicos de tecn-
troduction; thematic sections at the discretion of the authors;
Conclusion(s); Acknowledgments, if any; References; and figure
legends, if anynologia de ponta ou relata experiéncia clinica inicial
ou de laboratério com uma forte énfase na tecnologia ou enge-



nharia. Este tipo de manuscrito ndo deve exceder 2000 palavras,
até 15 referéncias, séo permitidas quatro tabelas ou figuras. Re-
sumo né&o estruturado até 150 palavras.

Guidelines

Os guias de pratica clinica ndo devem exceder 4 000 palavras,
até 6 tabelas ou figuras e até 100 referéncias. Resumo até 350
palavras.

Referéncias

. CITAQAO NO TEXTO

Certifique-se de que todas as referéncias citadas no texto tam-
bém estéo presentes nalista de referéncias (e vice-versa).

As referéncias devem ser listadas usando algarismos arabes
pela ordem em que séo citados no texto.

As referéncias a comunicagbes pessoais € dados nao publi-
cados devem ser feitas diretamente no texto e ndo devem ser
numeradas. Citagdo de uma referéncia como “in press” implica
que o item tenha sido aceite para publicacdo. Os nomes das
revistas devem ser abreviados de acordo com o estilo da Medline.

As referéncias a artigos publicados em revistas devem incluir
0 nome do primeiro autor seguido dos nomes dos restantes
autores, o titulo do artigo, o nome da revista e o ano de publica-
¢ao, volume e paginas.

Certifique-se de que os dados fornecidos nas referéncias
estdo corretos. Ao copiar referéncias, tenha cuidado porque ja
podem conter erros.

A lista de referéncias deve ser adicionada como parte do
texto, nunca como uma nota de rodapé. Codigos especificos do
programa de gestao de referéncias nao sao permitidos.

Il. FORMATO

Uma descricdo detalhada dos formatos de diferentes tipos de
referéncia pode ser consultada n “Uniform Requirements for
Manuscripts Submitted to Biomedical Journals” (http://www.nlm.
nih.gov/bsd/uniform_requirements.html). Liste todos os autores
se houver seis ou menos. Et al deve ser adicionado se houver
mais de seis autores. Titulo do artigo, nome da revista, ano, volu-
me e paginas.

I1l. ESTILO DE REFERENCIA

Texto: Indicar as referéncias no texto por nimero (s) em expoen-
te. Os autores podem ser referidos, mas o nimero de referéncia
deve ser sempre dado.

Lista: Ordene as referéncias na lista pela ordem em que apare-
cemno texto

Exemplos:

Referéncia de artigo:

Bex A, Albiges L, Ljungberg B, Bensalah K, Dabestani S, Giles
RH, et al. Updated European Association of Urology Guidelines
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Regarding Adjuvant Therapy for Renal Cell Carcinoma. Eur Urol.

2017;71:719-22.

Referéncia de livro:

2. Ware JE, Kosinski M, Dewey JE. How to score version 2 of the
SF-36 Health Survey. Lincoln: Quality Metric Incorporated;
2000.

Referéncia de capitulo de livro:

3. Brooks JD. Anatomy of the lower urinary tract and male gen-
talia. In: Walsh PC, Retik AB, Vaughan ED, Wein AJ, editors.
Campbell’s Urology. 7th ed. Philadelphia: WB Saunders Com-
pany;1998.p.89-128.

Referéncia Web:

No minimo, o URL completo deve ser dado e a data em que o

documento foi consultado. Qualquer outra informagéo, se conhe-

cida (nomes de autor, datas, referéncia a uma publicagéo de
origem, etc.), também deve ser dada.

Notas de Rodapé

As notas de rodapé devem ser evitadas. Quando imprescindiveis,
devem ser numerados consecutivamente e aparecer ao pé da
pagina apropriada.

Agradecimentos (facultativo)

Devem vir apds o texto, e antes das referéncias, tendo como
objectivo agradecer a todos os que contribuiram para o estudo
mas que nao tém peso de autoria. Nesta seccédo é possivel
agradecer a todas as fontes de apoio, quer financeiro, quer tec-
nolégico ou de consultadoria, assim como contribuiges indivi-
duais.

Abreviaturas

N&o use abreviaturas ou acronimos no titulo e no resumo e limite o
seu uso. Abreviaturas ndo consagradas devem ser definidas na
primeira utilizagcao, por extenso, logo seguido pela abreviatura
entre parenteses. A menos que a sigla seja uma unidade padrao
de medigéo. Uso excessivo e desnecessario de acronimos e
abreviaturas deve ser evitado.

Unidades de Medida

Devem ser utilizadas as unidades Sistema Internacional de Uni-
dades. As medidas de comprimento, altura, peso e volume de-
vem ser expressas em unidades do sistema métrico (metro,
quilograma ou litro) ou seus multiplos decimais.

As temperaturas devem ser dadas em graus Celsius (°C) e a
pressao arterial em milimetros de mercurio (mm Hg) ou a hemo-
globina em g/dL. Todas as medigGes hematoldgicas ou bioqui-
micas seréo referidas no sistema métrico de acordo com o Siste-
ma Internacional de Unidades (SI).
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Nomes de Medicamentos

Identifique com precisao todos os medicamentos e produtos pelo
nome genérico. Nao € recomendavel a utilizagdo de nomes
comerciais de farmacos (marca registrada), mas quando a
utilizacao for imperativa, o nome do produto devera vir apds o
nome genérico, entre parénteses, em minuscula, seguido do
simbolo que caracteriza marca registada, em sobrescrito (®).
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Tabelas e Figuras

Tabelas/Figuras devem ser numerados na ordem em que sao
citadas no texto e assinaladas em numeracao arabe e com
identificacdo, Figura/Tabela.

Cada Figura e Tabela incluidas no trabalho tém de ser referi-
das no texto: Uma resposta imunitaria anormal pode estar na
origem dos sintomas da doenca (Fig. 2). Esta associa-se a outras
duas lesées (Tabela 1). Figura: Quando referida no texto € abre-
viada para Fig., enquanto Tabela nao ¢é abreviada. Nas legendas
ambas as palavras sao escritas por extenso.

Cada Tabela e Figura deve ser acompanhada da respectiva
legenda, sucinta e clara. As Legendas devem ser auto-explica-
tivas (sem necessidade de recorrer ao texto).

Em relagéo aos graficos deve ser explicito se a informacéo
inclui valores individuais, médias ou medianas, se ha represen-
tacdo do desvio padréo e intervalos de confiancga e o tamanho da
amostra(n).

As fotografias deveréo incluir identificadores (setas e asteris-
COS).

Poderéo ser publicadas fotografias a cores, desde que con-
sideradas essenciais.

Cada Tabela deve ser utilizada para mostrar resultados, apre-
sentando listas de dados individuais ou sumariando os mesmos,
ndo devendo no entanto constituir duplicacdo dos resultados
descritos no texto. Devem ser acompanhadas de um titulo curto
mas claro e elucidativo. As unidades de medida usadas devem
serindicadas (em paréntesis abaixo do nome que encabega cada
categoria de valores) e 0s nUmeros expressos devem ser reduzi-
dos as casas decimais com significado clinico.

Para as notas explicativas nas Tabelas devem ser utilizados o0s
seguintes simbolos e sequéncia: *, 1,1, &, ||, 1. **, 1, 1.

Se fotografias de doentes forem usadas, estes nao devem ser
identificaveis ou as fotografias devem ser acompanhadas de
autorizacao por escrito para usa-las.

As ilustragdes coloridas séo reproduzidas gratuitamente.

PRINCIPIOS GERAIS:
e Numere as ilustracdes de acordo com a sua sequéncia no
texto.
e Fornecaaslegendas das ilustracdes separadamente.
e Dimensione as ilustragdes proximas das dimensdes deseja-
das daverséo publicada.
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¢ Envie cadailustragcao em ficheiro separado.

A incluséo de figuras e/ou tabelas ja publicadas, implica a
autorizagao do detentor de copyright (autor ou editor).

A submissao deve ser feita separadamente do texto, confor-
me as instrugdes da plataforma.

Os ficheiros das figuras devem ser fornecidos em alta reso-
lugéo, 800dpi minimo para graficos e 300dpi minimo para foto-
grafias.

Apublicagéo deilustragbes a cores € gratuita.

Material grafico deve ser entregue em um dos seguintes
formatos:

JPEG (. Jpg)

Portable Document Format (. Pdf)

PowerPoint (.ppt)

TIFF (. Tif)

Excel

Permissdo para publicacdo: No caso de publicagcéo de tabe-
las de livros ou revistas os autores sdo responsaveis por obter
permissao, junto dos autores dos trabalhos de onde forem repro-
duzidos, para a referida publicagéo, e teréo de a apresentar na
submissao.

Ficheiros Multimedia

Os ficheiros multimedia devem ser enviados em ficheiro separado
com o manuscrito. O material multimedia deve seguir os padrdes
de qualidade de produgao para publicagdo sem a necessidade
de qualguer modificacao ou edigcéo. Os ficheiros aceitaveis séo:
formatos MPEG, AVl ou QuickTime.

Anexos/ Apéndices

Quando necessério, os anexos devem ser utilizados para
apresentar inquéritos longos ou detalhados, descricbes de
extensos calculos matematicos e / ou listas de itens. Devem ser
colocados depois da lista de referéncias, se necessario, com
legendas. Anexos longos, tais como algoritmos, pesquisas € pro-
tocolos, serédo publicados apenas online; o URL seréa fornecido no
artigo impresso onde o anexo € citado.

Se houver mais de um apéndice, eles devem ser identificados
como A, B, etc. As formulas e equacdes em apéndices devem ser
numeradas separadamente: Eq. (A.1), Eq. (A.2), etc.; Em apén-
dice posterior, a Eqg. (B.1) e assim por diante. Da mesma forma
paratabelas e figuras: Tabela A.1; FIG. A.1, etc.

Estilo
Acta Uroldgica Portuguesa segue AMA Manual Style (10% edi¢ao).
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Guide for Authors

Before you Begin

Language
The title (and abstract and key words if applicable) must be
submitted in both English and Portuguese.

Articles submitted to the Journal should be clearly written
preferably in English of a reasonable standard and/or in Portu-
guese (from Portugal).

Submissions that do not conform to these instructions may be
returned for reformulation and resubmission.

Copyright

All articles in this journal are Open Access and meet the require-
ments of funding bodies or academic institutions. Each article pu-
blished in the Journal is published under the Creative Commons
Attribution-NonCommercial-NoDerivatives 4.0 International Li-
cense (CC BY-NC-ND 4.0). Articles can be read, downloaded,
printed, and shared.

Submission of an article for publication implies the authors’
consent to publication under the applicable Creative Commons
license and the terms and conditions of the Publisher’s Licensing
Agreement.

It is the author’s responsibility to obtain permission to repro-
duceillustrations, tables, etc. from other publications.

Upon acceptance of an article, authors will be asked to com-
plete a ‘Journal Publishing Agreement’. An e-mail will be sent to
the corresponding author confirming receipt of the manuscript
together with a ‘dournal Publishing Agreement’ form or a link to
the online version of this agreement.

Authorrights: As an author you (or your employer or institution)
have certain rights to reuse your work.

The Journal reserves the right to use plagiarism detection
software on any submitted material.

Article Processing Charge (APC)
There is no Article Processing Charge (APC).

Self-Archiving

It is permitted to authors of Open Access articles to post the final,
published version of their article in Open Access repositories or on
other websites, in accordance with the Creative Commons licen-
se.

Ethical Considerations

If the work involves the use of animal or human subjects, the
author should ensure that the work described has been carried
out in accordance with The Code of Ethics of the World Medical
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Association (Declaration of Helsinki) for experiments involving hu-
mans http://www.wma.net/en/30publications/10policies/b3/-
index.html; EU Directive 2010/63/EU for animal experiments
http://ec.europa.eu/environment/chemicals/lab_animals/legis-
lation_en.htm;

Uniform Requirements for manuscripts submitted to Biomedi-
cal journals http://www.icmje.org. Authors should include a sta-
tement in the manuscript that informed consent was obtained for
experimentation with Human subjects. The privacy rights of hu-
man subjects must always be observed.

Publication of patient data and photographs must not enable
the institution or individuals involved to be identified unless ac-
companied by written permission for their use from the individuals
concerned.

For studies involving patients, a statement must be included
to the effect that the study was conducted in accordance with the
amended Declaration of Helsinki, that the local institutional review
board or independent ethics committee approved the protocol,
and that written informed consent was obtained from all patients.
The name of the committee, the name of the chairperson of the
committee (or the person who approved the protocol), the date of
approval and the approval number should follow this statement in
the Methods section. For multicentre studies, a list of the relevant
approvals may be provided in a separate document to be
published as supplementary material.

Privacy

The text, tables, figures, and supplementary data of submitted
manuscripts must not contain any details identifying patients or
study participants, including names, initials, date of birth, Social
Security numbers, dates, or medical record numbers, unless
written informed permission has been obtained from the patient,
guardian, or next of kin and copies provided to the Journal prior to
publication.

If photographs of patients are used, they must be accom-
panied by written permission for reproduction or must not enable
the patient to be identified. Identifying details should be omitted if
they are not essential, but patient data should never be altered or
falsified in an attempt to attain anonymity.

Informed Consent and Patient Details

Studies on patients or volunteers require ethics committee appro-
val and informed consent, which should be documented in the
paper. Appropriate consents, permissions and releases must be
obtained where an author wishes to include case details or other
personal information or images of patients and any other indi-
viduals. Written consents must be retained by the author and
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copies of the consents or evidence that such consents have been
obtained must be provided. Unless you have written permission
from the patient (or, where applicable, the next of kin), the personal
details of any patient included in any part of the article and in any
supplementary materials(including all illustrations and videos)
must be removed before submission.
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Permissions

All previously published and copyrighted material, including illus-
trations, diagrams and tables, must be accompanied by written
permission for reproduction from the copyright holders.

Conflict of Interest
A conflict of interest exists when professional judgement concer-
ning a primary interest may be influenced by a secondary interest
(such as financial gain). Financial relationships are easily identifia-
ble, but conflicts can also occur because of personal relationships
or rivalries, academic competition, or intellectual beliefs (exam-
ples of potential conflicts of interest include employment, con-
sultancies, stock ownership, honoraria, paid expert testimony,
patent applications/registrations, and grants or other funding). Al
authors must disclose any financial and personal relationships
with other people or organizations that could inappropriately in-
fluence (bias) their work.

All authors must disclose, in the cover letter, any actual or
potential conflict of interest.

If there are no conflicts of interest then please state this:
‘Conflicts of interest: none’.

Failure to disclose conflicts might lead to publication of a
correction or even to retraction.

Clinical Trial Results

AUP supports initiatives to improve reporting of clinical trials. This
includes prospective registration of clinical trials in suitable pub-
licly available databases. In line with ICMJE guidelines, AUP re-
quires registration of all clinical trials that are reported in manus-
cripts submitted to its journals.

The ICMJE uses the World Health Organization (WHO) defini-
tion of a clinical trial, which is “any research study that prospec-
tively assigns human participants or groups of humans to one or
more health-related interventions to evaluate the effects on health
outcomes”. This definition includes phase | to IV trials. The ICMJE
defines health-related interventions as “any intervention used to
modify a biomedical or health-related outcome” and health-rela-
ted outcomes as “any biomedical or health-related measures
obtained in patients or participants”.

Registration of Clinical Trials
Registration in a public trials registry is a condition for publication

of clinical trials in this journal in accordance with International
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Committee of Medical Journal Editors (ICMJE, http://www.-
icmje.org) recommendations. Trials must register at or before the
onset of patient enrolment. The clinical trial registration number
should be included at the end of the abstract of the article. A
clinical trial is defined as any research study that prospectively
assigns human participants or groups of humans to one or more
health-related interventions to evaluate the effects of health out-
comes. Health-related interventions include any intervention used
to modify a biomedical or health-related outcome (for example
drugs, surgical procedures, devices, behavioral treatments, die-
tary interventions, and process-of-care changes). Health outco-
mes include any biomedical or health-related measures obtained
in patients or participants, including pharmacokinetic measures
and adverse events. Purely observational studies (those in which
the assignment of the medical intervention is not at the discretion
of the investigator) will not require registration.

The trial registration number (TRN) and date of registration
should be included as the last line of the manuscript abstract.

Registration of Systematic Reviews

AUP supports the prospective registration of systematic reviews
and encourages authors to register their systematic reviews in a
suitable registry (such as PROSPERO). Authors who have registe-
red their systematic review should include the registration number
as the last line of the manuscript abstract.

Availability of Data

AUP strongly encourages that all datasets on which the conclu-
sions of the paper rely should be available to readers. We en-
courage authors to ensure that their datasets are either deposited
in publicly available repositories (where available and appropriate)
or presented in the main manuscript or additional supporting files,
in machine-readable format (such as spreadsheets rather than
PDFs) whenever possible. We require a data sharing statement at
the end of every research manuscript. For trials of drugs or devi-
ces the statement must state, at a minimum, that the relevant
anonymized patient level data are available on reasonable request
from the authors.

Options for formatting the statement are suggested here:

“Data sharing: patient level data [and/or] full dataset [and/or]
technical appendix [and/or] statistical code [and/or] available at
[/doi] [with open access/with these restrictions] [from the corres-
ponding author at ]. Participants gave informed consent for data
sharing [or ... consent was not obtained but the presented data
are anonymized and risk of identification is low ... or consent was
not obtained but the potential benefits of sharing these data
outweigh the potential harms because ...]"

If no such further data are available, please use this wording:
“Data sharing: no additional data available.”

This option is not available for trials of drugs or devices.



Authors may be required to provide the raw data for research
papers when they are under review and up to 10 years after publi-
cation.

Submission

Submission of an article implies that the work described has not
been published previously (except in the form of an abstract or as
part of a published lecture or academic thesis or as an electronic
preprint, that it is not under consideration for publication else-
where, that its publication is approved by all authors and tacitly or
explicitly by the responsible authorities where the work was
carried out, and that, if accepted, it will not be published else-
where in the same form, in English or in any other language,
including electronically.

All manuscripts must be accompanied by a cover letter.
Assurance should be given in the cover letter that the manuscript
is not under simultaneous consideration by any other publication.

In the cover letter, the authors should declare their potential
conflicts of interest and provide a statement on authorship.

To verify originality, your article may be checked by the origi-
nality detection service.

Submityour Article
Please submit your article via
https://www.actaurologicaportuguesa.com/

Contact

In case of problems with submission, please contact:
Rogéria Sinigali
T:+351213243590-TM: + 351914 161 581
apu@apurologia.pt

Manuscript Preparation
USE OF WORD PROCESSING SOFTWARE
[tisimportant that the file be saved in the native format of the word
processor used. The text should be in single-column format.

Keep the layout of the text as simple as possible.

To avoid unnecessary errors you are strongly advised to use
the ‘spell-check’ and ‘grammar-check’ functions of your word
processor.

Publication Types

AUP accepts the following publication types:

a) Original articles reporting clinical or basic research;

b) Review articles (including systematic reviews and meta-analy-
ses) of clinical or basic-science topics;

c) Clinical Case Studies/Case Reports;

d) ImagesinUrology;

e) Editorials, which are written at the invitation of the Editor and
consist of commentary on articles published in the journal or
on subjects of particular relevance;
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f) Letters to the Editor, which consist of concise opinions on
recently published articles;

g) Current Perspective

h) Guidelines. Please ensure that you select the appropriate arti-
cle type from the list of options when making your submission.

Authors should indicate in the cover letter which manuscript
type is being submitted for publication

TITLE PAGE INFORMATION

1. Title

The title should be given in both Portuguese and English and
should be concise, informative, contain no abbreviations and not
exceed 120 characters. The title may include a subtitle with a
maximum of 40 characters (including spaces).

Il. Author names and affiliations

Where the family name may be ambiguous (e.g., a double name),
please indicate this clearly. Present the authors’ affiliation addres-
ses (where the actual work was done) below the names. Indicate
all affiliations with a lower-case superscript letterimmediately after
the author’s name and in front of the appropriate address. Provide
the full postal address of each affiliation, including the country
name and, if available, the e-mail address of each author.

lll. Sponsors
All entities that sponsored the work should be listed.

IV. Corresponding author

Clearly indicate who will handle correspondence at all stages of
refereeing and publication, also post-publication. Ensure that
phone numbers (with country and area code) are provided in
addition to the e-mail address and the complete postal address.
Contact details must be kept up to date by the corresponding
author.

Present/permanent address. Ensure that the e-mail address
is given and that contact details are kept up to date by the
corresponding author.

Present/permanent address. If an author has moved since the
work described in the article was done, or was visiting at the time,
a ‘Present address’ (or ‘Permanent address’) may be indicated as
afootnote to that author’s name. The address at which the author
actually did the work must be retained as the main, affiliation
address. Superscript Arabic numerals are used for such foot-
notes.

V. Abstract and Keywords

A concise and factual abstract is required. An abstract is often
presented separately from the article, so it must be able to stand
alone. The abstract must be written in both Portuguese and Eng-
lish. It should not contain abbreviations, references, or footnotes.
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At the end of the abstract, a maximum of six keywords must
be included, using the terminology appearing in “Medical Sub-
ject Headings (MeSH)” (http://www.nlm.nih.gov/mesh/meshho-
me.html).
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VI. Structured Abstract
A structured abstract, by means of appropriate headings, should
provide the context or background for the research and should
state its purpose, basic procedures (selection of study subjects or
laboratory animals, observational and analytical methods), main
findings (giving specific effect sizes and their statistical signifi-
cance, if possible), and principal conclusions.

[t should emphasize new and important aspects of the study
or observations. The Introduction, Methods, Results and Con-
clusions will be followed.

VII. The authors will also include in this title page, under the
heading “Ethical disclosures” their statement on the Protection of
human and animal subjects, the Confidentiality of Data, and the
Right to privacy and informed consent.

The authors will mandatorily include one of the texts shown
below for each one of the sections, depending on the characte-
ristics of their article/research.

Protection of Human Subjects and

Animals in Research

Protection of human and animal subjects. The authors declare
that no experiments were performed on humans or animals for
this investigation.

or

Protection of human and animal subjects. The authors declare
that the procedures followed were in accordance with the regu-
lations of the responsible Clinical Research Ethics Committee and
in accordance with those of the World Medical Association and
the Helsinki Declaration.

Patients Data Protection

Confidentiality of Data. The authors declare that they have follo-
wed the protocols of their work center on the publication of patient
data and that all the patients included in the study have received
sufficient information and have given their informed consent in
writing to participate in that study.

or

Confidentiality of Data. The authors declare that no patient data
appears in this article.

Right to privacy and informed consent
Right to privacy and informed consent. The authors have
obtained the informed consent of the patients and/or subjects
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mentioned in the article. The author for correspondence is in
possession of this document.

or

Right to privacy and informed consent. The authors declare that
no patient data appears in this article

Text

Original Articles
Original articles are fully documented reports of original clinical or
basic research that must describe full sets of interesting, original
experiments in current research. Original articles should include
the following sections: Introduction, Materials and Methods,
Results, Discussion and Conclusions, Acknowledgements (if
applicable), References, Tables and Figures.

Original articles should not exceed 4000 words, excluding up
to 6 tables or figures and up to 60 references. Structured abstract
up to 350 words.

ARTICLE STRUCTURE

Introduction

State the objectives of the work and provide an adequate back-
ground, avoiding a detailed literature survey or a summary of the
results.

Material and methods

Provide sufficient detail to allow the work to be reproduced. Me-
thods already published should be indicated by a reference: only
relevant modifications should be described.

Results
Results should be clear and concise.

Discussion

This should explore the significance of the results of the work, not
repeat them. A combined Results and Discussion section is often
appropriate. Avoid extensive citations and discussion of publi-
shed literature.

Conclusions

The main conclusions of the study may be presented in a short
Conclusions section, which may stand alone or form a subsection
of a Discussion or Results and Discussion section.

Review Articles
Review Articles are comprehensive papers that synthesize older
ideas and suggest new ones. They cover broad areas.
They may be clinical, investigational, or basic science in nature.
Although usually commissioned, we do occasionally accept
unsolicited review articles onimportant and topical subjects with a
particular focus on recent advances. Before submitting a review,



we ask that you send the editors a brief outline (no more than 500
words) indicating the importance and novelty of the subject, and
why you are qualified to write it. An invitation to submit does not
guarantee acceptance.

Review articles should not exceed 4000 words, excluding up
to 6 tables or figures and up to 100 references. Unstructured
abstract up to 350 words.

Systematic Reviews / Meta-Analysis
Systematic Reviews can be presented in the Introduction, Me-
thods, Results, Discussion format. The subject must be clearly
defined. The objective of a systematic review should be to pro-
duce an evidence-based conclusion. The Methods should give a
clear indication of the literature search strategy, data extraction,
grading of evidence and analysis. We strongly encourage authors
to comply with the Preferred Reporting Items for Systematic
Reviews and Meta-Analyses (PRISMA) guidelines (http://www.-
prisma-statement.org/).

Systematic review articles should not exceed 4000 words,
excluding up to 6 tables or figures and up to 100 references.
Structured abstract up to 350 words.

Clinical Case Studies/Case Reports
Clinical Case Reports should include the following sections: In-
troduction, Clinical Case, and Discussion. Clinical case studies
should not exceed 2000 words, excluding up to 4 tables or figures
and up 25 references.

Authors should be no more than four.

We strongly encourage authors to comply with the CARE
guidelines (http:// www.care-statement.org/).

Unstructured abstract up to 180 words.

Editorials

Editorials are normally written at the invitation of the Editor and
consist of commentary on articles published in the journal or on
subjects of particular relevance. Editorials should not exceed
1200 words and 15 references and may include 2 table and 1
figure. Abstractis not required.

Letters to the Editor

Letter to the Editor should consist of critical comments on an
article published in the Journal or a short note on a particular topic
or clinical case. Letters to the Editor should not exceed 600 words
and 10 references and may contain one figure or table. Abstract is
not required.

Images in Urology

This section is intended for the publication of clinical, radiological,
histological, and surgical images related to urology, andrology,
kidney transplantation, nephrology and urologic oncology.
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Title should be no more than eight words. Authors should be
no more than four. Images should be of high quality and educa-
tional value. Up to four figures will be published. Captions should
be brief and informative. Arrows or other symbols should be
included as needed to facilitate understanding of the images.

The text should not exceed 500 words, up to five references,
and should include a short clinical history and relevant data from
the physical examination, laboratory tests, and clinical progres-
sion as appropriate. Abstract is not required.

Current Perspective

This is the type of manuscript that is submitted upon invitation by
the Editorial Board. This shorter review-type article covers current
urologic topics of clinical relevance: It may cover a broad diversity
of themes focusing on urology, andrology, kidney transplantation,
nephrology and urologic oncology and healthcare: current or
emergent problems, management and health policies, history of
medicine, society issues and epidemiology, among others. An
Author that wishes to propose a manuscript in this section is
requested to send an abstract to the Editor-in-Chief including the
tittle and Author list for evaluation. The text should not exceed
1200 words, up to 10 references, four tables or figures are allo-
wed. Abstractis not required.

Technical Notes
Original work relating to the technical aspects of a cutting edge
technology or reports the initial laboratory or clinical experience
with a strong technology or engineering emphasis.

This type of manuscript should not exceed 2000 words, up to
15 references, four tables or figures are allowed. Unstructured
abstract up to 150 words.

Guidelines
In general, published statements intended to guide clinical care
(e.g. guidelines, practice parameters, recommendations, con-
sensus statements and position papers) should describe:

e The clinical problem to be addressed,

e The mechanism by which the statement was generated,

e Areview of the evidence for the statement (if available),

e The statement on practice itself.

To minimize confusion and to enhance transparency, such
statements should begin with the following bulleted phrases,
followed by brief comments addressing each phrase:

What other guideline statements are available on this topic?

Why was this guideline developed?

How does this statement differ from existing guidelines?

Why does this statement differ from existing guidelines?

Guidelines should not exceed 4000 words, excluding up to 6
tables or figures and up to 100 references. Abstract up to 350
words.
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Main

text structure

Introduction; Methods; Results;
Discussion; Conclusion(s);

Tables/

figures

References

Total
Acknowledgments, if any; 4000 to 6up Up to 60
References; and figure legends,
if any
Introduction; thematic
sections at the discretion of
the authors; Conclusion(s); Total up
Acknowledgments, if any; H000 to 6 Wi 100
References; and figure legends,
if any
PRISMA 4000  lotlup Up to 100
to 6
Introduction; Case report;
Discussion; Conclusion(s) (op- Total up
tional); References; and figure 200 to4 SRl
legends, if any
Unstructured 500 felCiy Upto b
to 4
Unstructured 1200 e Up to 15
to 3
Unstructured 600 Tottsl1up Up to 10
Unstructured 1200 VeI Up to 10
to4
Unstructured 2000 otalip Up to 15
to 4
Introduction; thematic sections
at the discretion of the authors; Total
Conclusion(s); Acknowledgments, 4000 06 P Up to 100

if any; References; and
figure legends, if any

Article
type
Max. 350 words;
Original structured (Introduction Upto6
Article and Objectives, Methods, Portuguese and
Results and Conclusion(s)) English
Portuguese and English
. Max. 350 words; Up to 6
Review
Article unstructured Portuguese Portuguese and
and English English
] : Up to 6
Sy;tematlc Mi)x.rt350 words,dstErucruLed Portuguese and
eview ortuguese and Englis English
Case Max. 150 words; unstructu- Up to 6 Portuguese
Report red Portuguese and English and English
Images in Up to 6 Portuguese
Urology oS and English
Editorial None None
Letter to None Up to 6 Portuguese
the Editor and English
el Up to 6 Portuguese
Perspec- None .
" and English
tives
Technical Max. 150 words; unstructu- Up to 6 Portuguese
Notes red Portuguese and English and English
Guidelines Max. 350 words; unstructu- Up to 6 Portuguese
red Portuguese and English and English
References

I. CITATION IN TEXT

Please ensure that every reference cited in the text is also present
in the reference list (and vice versa). The references should be
listed using Arabic numerals in the order in which they are cited in
the text.

References to personal communications and unpublished
data should be made directly in the text and should not be num-
bered. Citation of areference as ‘in press’ implies that the item has
been accepted for publication. Journal names should be abbre-
viated according to Medline style.

References to articles published in journals should include the
first author’s name (surname and given name) followed by the
names of the remaining authors, the article title, the journal name,
and the publication year, volume, and pages.
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Increased discoverability of research and high quality peer
review are ensured by online links to the sources cited. Please
ensure that data provided in the references are correct.

Please note that incorrect surnames, journal/book titles,
publication year and pagination may prevent link creation. When
copying references, please be careful as they may already contain
errors.

The references list should be added as part of the regular text,
never as a footnote. Specific codes from referencemanagement
software are not acceptable.

1l. FORMAT.

A detailed description of the formats of different reference types
can be found in the “Uniform Requirements for Manuscripts
Submitted to Biomedical Journals” (http://www.nlm.nih.gov/-



bsd/uniform_requirements.html). Selected examples are given
below.

List all authors if there are six or fewer; et al. should be added if
there are more than six authors. Article title, journal name, year,
volume, and pages.

Reference Management Software: The use of EndNote is re-
commended to facilitate formatting of citations and reference lists.
The journal output style can be downloaded from http://end-
note.com/downloads/styles.

Ill. REFERENCE STYLE

Text: Indicate references by number(s) in superscript in line with

the text. The actual authors can be referred to, but the reference

number(s) must always be given.

List: Number the references in the list in the order in which they

appearin the text.

Examples:

Reference to a journal publication:

Bex A, Albiges L, Ljungberg B, Bensalah K, Dabestani S, Giles

RH, et al. Updated European Association of Urology Guidelines

Regarding Adjuvant Therapy for Renal Cell Carcinoma. Eur Urol.

2017;71:719-22.

Reference to a book:

2. Ware JE, Kosinski M, Dewey JE. How to score version 2 of the
SF-36 Health Survey (standard & acute forms. Lincoln: Quality
Metric Incorporated; 2000.

Reference to a book chapter:

3. Brooks JD. Anatomy of the lower urinary tract and male gen-
talia. In: Walsh PC, Retik AB, Vaughan ED, Wein AJ, editors.
Campbell’s Urology. 7th ed. Philadelphia: WB Saunders Com-
pany;1998.p. 89-128.

Web reference:

As aminimum, the full URL should be given and the date when the

reference was last accessed. Any further information, if known

(author names, dates, reference to a source publication, etc.),

should also be given.

Note: Shortened form for last page number. e.g., 51-9, and
that for more than 6 authors the first 6 should be listed followed by
‘et al.” For further details you are referred to ‘Uniform Require-
ments for Manuscripts submitted to Biomedical Journals’ (see
also http://www.nlm.nih.gov/bsd/uniform_requirements.html).

Footnotes

Footnotes should be avoided. When essential, they should be num-
bered consecutively and appear at the foot of the appropriate page.

Acknowledgements

Collate acknowledgements in a separate section at the end of the
article before the references and do not, therefore, include them
on the title page, as a footnote to the title or otherwise.

=

Acta Uroldgica Portuguesa

List here those individuals who provided help during the re-
search (e.g., providing language help, writing assistance or proof
reading the article, etc.).

Abbreviations
Abbreviations (with the exception of those clearly well-established
inthe field) should be explained when they are first used.

Define all abbreviations except those approved by the Inter-
national System of Units for length, mass, time, temperature,
amount of substance, etc. Do not create new abbreviations for
drugs, procedures, experimental groups, etc.

Abbreviations or acronyms should not be used in the title and
abstract, but only in the text and in a limited way. Abbreviations
should be defined at first use, in full, followed by the abbreviation in
parentheses. Excessive and unnecessary use of acronyms and
abbreviations should be avoided. (All this is checked by our copy
editors).

Units of Measurement
Follow internationally accepted rules and conventions: use the
international system of units (SI).

Temperatures should be given in degrees Celsius (°C) and
blood pressure in millimeters of mercury (mm Hg).

Drug Names

Use generic names of drugs (first letter: lowercase) whenever pos-
sible. Registered trade names (first letter: uppercase) should be
marked with the superscript registration symbol ® or ™ when
they are first mentioned.

Tables and lllustrations
Tables and figures must be numbered (e.g. Figure 1, Figure 2,
Table 1) and submitted as separate files.

Captions should be numbered using Arabic numerals in the
order in which they appear in the text (e.g., Table 1, Figure 1) and
must provide sufficient information to enable their interpretation
without consulting the text.

Ensure that each illustration and table has a caption. Supply
captions separately, not attached to the figure. A caption should
comprise a brief title (not on the figure itself) and a description of
the fillustration. Keep text in the illustrations themselves to a
minimum but explain all symbols and abbreviations used.

Colorillustrations are reproduced free of charge.

GENERAL POINTS:
e Make sure you use uniform lettering and sizing of your original
artwork.
e Embed the used fonts if the application provides that option.
e Aim to use the following fonts in your illustrations: Arial,
Courier, Times New Roman, Symbol, or use fonts that look
similar.
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e Number theillustrations according to their sequence in the text.

e Usealogical naming convention for your artwork files.

e Provide captionstoillustrations separately.

e Size the illustrations close to the desired dimensions of the
published version.

e Submiteachillustration as a separate file.
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FORMATS:

If your electronic artwork is created in a Microsoft Office applica-
tion (Word, PowerPoint, Excel) then please supply ‘asis’ in the na-
tive document format.

Regardless of the application used other than Microsoft Offi-
ce, when your electronic artwork is finalized, please ‘Save as’ or
convert the images to one of the following formats (note the
resolution requirements for line drawings, halftones, and line/half-
tone combinations given below):

EPS (or PDF): Vector drawings, embed all used fonts.

TIFF (or JPEG): Color or grayscale photographs (halftones),

keep to a minimum of 500 dpi.

TIFF (or JPEG): Bitmapped (pure black & white pixels) line

drawings, keep to aminimum of 1000 dpi.

TIFF (or JPEG): Combinations bitmapped line/half-tone (color

or grayscale), keep to a minimum of 500 dpi.

PLEASEDONOT:

e Supply files that are optimized for screen use (e.g., GIF, BMP,
PICT, WPG); these typically have a low number of pixels and
limited set of colors;

e Supply files that are too low in resolution;

e Submit graphics that are disproportionately large for the

content.

Tables

Please submit tables as editable text and not as images. Tables
can be placed either next to the relevant text in the article, or on
separate page(s) at the end. Number tables consecutively in ac-
cordance with their appearance in the text and place any table
notes below the table body. Be sparing in the use of tables and
ensure that the data presented in them do not duplicate results
described elsewhere in the article. Please avoid using vertical rules.

Multimedia Files

Multimedia files should be submitted in a separate file with the
original manuscript and with all subsequent submissions.
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Multimedia material must meet production quality standards
for publication without the need for any modification or editing.
Acceptable files are MPEG, AVI or QuickTime formats.

Appendices

If there is more than one appendix, they should be identified as A,
B, etc. Formulae and equations in appendices should be given
separate numbering: Eqg. (A.1), Eg. (A.2), etc.; in a subsequent
appendix, Eq. (B.1) and so on. Similarly for tables and figures:
Table A.1; Fig. A.1, etc.

Submission Checklist
The following list will be useful during the final checking of an
article prior to sending it to the journal for review.

ENSURE THAT THE FOLLOWING ITEMS ARE PRESENT:
One author has been designated as the corresponding author
with contact details:
e E-mailaddress
e Fullpostaladdress
¢ Allnecessary files have been uploaded, and contain:
e Keywords
e Allfigure captions
e Alltables (including title, description, footnotes)
e Further considerations
e Manuscript has been ‘spell-checked’” and ‘grammar-checked’
e References are in the correct format for this journal
e All references mentioned in the Reference list are cited in the
text, and vice versa
e Permission has been obtained for use of copyrighted material
from other sources (including the Internet)

Style and Usage

AUP follows the American Medical Association Manual of Style1
(10w ed) in matters of editorial style and usage. All accepted
manuscripts are subject to copyediting for conciseness, clarity,
grammar, spelling. The corresponding author will receive page
proofs to review before publication. If requests for changes are
made after the authors have returned corrected proofs. Care
should be exercised in this stage of review so as to avoid publi-
cation of errata or retractions.

Last revision April 2017



Politicas Editoriais

Objetivo e Ambito

A Acta Urologica Portuguesa (AUP) ¢ a revista cientifica da
Associacao Portuguesa de Urologia publica artigos em portu-
gués (de Portugal) e/ouinglés.

Trata-se de uma revista cientifica de acesso aberto, cientifica,
com o objectivo de publicar artigos de qualidade destacando as
Ultimas conquistas no campo da urologia, incluindo oncologia
urolégica, urologia pediatrica, andrologia, transplante renal e
nefrologia. O publico-alvo da revista sao urologistas, nefrologis-
tas, oncologistas, cirurgides, obstetras, pediatras, clinicos gerais,
investigadores mas também enfermeiros, farmacéuticos, psico-
logos, epidemiologistas e especialistas em cuidados de saude.

Razoes para publicacao com AUP:

e Rapidez: Oferece publicagéo rapida, mantendo uma rigorosa
reviso por pares;

e Qualidade: Comprometida com os mais altos padroes de re-
Vis&o por pares;

¢ Indexada no Repositorio Cientifico de Acesso Aberto em
Portugal (RCAAP);

e Indexadaem indexRMP:

e Acesso Livre - visibilidade maxima;

e Sem custos: sem quaisquer encargos de publicacao.

Liberdade Editorial

A AUP adopta a definicao de liberdade editorial do ICMJE des-
crita pela World Association of Medical Editors, que afirma que
o editor-chefe assume completa autoridade sobre o contetido
editorial da revista. A Associagdo Portuguesa de Urologia en-
quanto proprietaria da AUP néo interfere no processo de avalia-
¢ao eseleccao, programacao ou edicao de qualquer manuscrito,
tendo o Editor-Chefe total independéncia editorial.

Visao Geral

A submissdo de um manuscrito a AUP implica que todos os
autores leram e concordaram com o seu conteuddo e que o ma-
nuscrito esta em conformidade com as politicas da revista.

Os manuscritos submitidos para publicagéo devem ser pre-
parados de acordo com as Recommendations for the Conduct,
Reporting, Editing, and Publication of Scholarly Work in Medical
Journals do International Committee of Medical Journal Editors
(ICMJE), actualizadas em Dezembro 2016.

Este documento esta disponivel em: http://www.icmje.org/-
recommendations/.

A AUP segue as guidelines do Committee on Publication
Ethics (COPE). que fornece um férum para editores e editoras de
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revistas cientificas discutirem questées relacionadas com a inte-
gridade do trabalho submetido ou publicado nas suas revistas.

Averséao electrénica pode ser acedida em: https://www.acta-
urologicaportuguesa.com/

Orientacao para Apresentacao de Estudos
Os textos devem ser preparados de acordo com as orientagdes
do International Committee of Medical Journal Editors:

Recommendations for the Conduct, Reporting, Editing and
Publication of Scholarly Work in Medical Journals (ICMJE Recom-
mendations) disponiveis em http://www.icmje.org.

A AUP recomenda as linhas orientadoras para publicagéo da
EQUATOR network (http://www.equator-network.org). As listas
de verificacao estao disponiveis para varios desenhos de estudo,
incluindo:

e Randomized controlled trials (CONSORT)

e Systematic reviews and meta-analyses* (PRISMA) and proto-

cols (PRISMA-P)

e Observational studies (STROBE)

e Casereports (CARE)

e Qualitative research (COREQ)

e Diagnostic/prognostic studies (STARD)

e Economic evaluations (CHEERS)

e Pre-clinical animal studies (ARRIVE)
*Os autores de revisdes sistematicas também devem fornecer um link
para um ficheiro adicional da segao ‘métodos’, que reproduz todos os
detalhes da estratégia de pesquisa.

Os critérios de aceitagdo para todos os trabalhos séo a qua-
lidade e originalidade da investigacao e seu significado para os
leitores da AUP. Excepto onde indicado de outra forma, os ma-
nuscritos séo submetidos a peer review cego por dois revisores
anonimos. A aceitagéo ou rejeicao final cabe ao Editor-Chefe, que
sereserva o direito de recusar qualquer material para publicagéo.

Os manuscritos devem ser escritos em estilo claro, conciso,
directo, de modo que sejam inteligiveis para o leitor.

Quando as contribuicbes sao consideradas adequadas para
publicagdo com base em conteudo cientifico, o Editor-Chefe re-
serva-se o direito de modificar os textos para eliminar a ambigui-
dade e a repeticdo, e melhorar a comunicacao entre o autor e o
leitor. Se forem necessarias alteracdes extensivas, 0 manuscrito
sera devolvido ao autor parareviséo.

Os manuscritos que nao cumpram as instrugdes para autores
podem ser devolvidos para modificagdo antes de serem revistos.

Critérios de Autoria e Formulario de Autoria
Como referido nos Requirements ICMJE, a autoria requer uma
contribuicao substancial para o manuscrito, sendo necessario
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especificar, em carta de apresentagéo, o contributo de cada autor
para o trabalho.

Declaragao das contribui¢cdes individuais assinada por cada
autor (modelo http://download.thelancet.com/flatcontentas-
sets/authors/tl-author-signatures.pdf)

Todos aqueles designados como autores devem cumprir 0S
quatro critérios para autoria e todos aqueles que cumprem 0s
quatro critérios devem ser identificados como autores. Os cola-
boradores que ndo cumpram os quatro critérios para autoria mas
que tenham contribuido para o estudo ou manuscrito, deverao
ser reconhecidos na secgao de Agradecimentos, especificando o
seu contributo.

Cada manuscrito deve ter um “Autor Correspondente”. Po-
rém, todos os autores devem ter participado significativamente
no trabalho para tomar responsabilidade publica sobre o conteu-
do e o crédito da autoria.

O autor correspondente devera obter permisséo por escrito
de todos aqueles que forem mencionados nos agradecimentos.

Acta Urologica Portuguesa

AUTORES SAO AQUELES QUE:

1) Tém uma contribuicdo intelectual substancial, directa, no
desenho e elaboragéo do artigo,

2) Participam na analise e interpretagéo dos dados;

3) Participam na redaccéo do manuscrito, revisdo de versoes e
revisao critica do conteudo; aprovagéo da versao final;

4) Concordam que s&o responsaveis pela exactidao e integri-
dade de todo o trabalho.

Além de ser responsavel pelas partes do trabalho que tenha
feito, um autor deve ser capaz de identificar quais dos co-autores
foram responsaveis pelas outras partes especificas do trabalho.

A obtenc¢éo de financiamento, a recolha de dados ou a super-
visdo geral do grupo de trabalho, por si s6, nao justificam a au-
toria.

Qualquer alteragéo na autoria apds a submissdo deve ser
aprovada por escrito por todos os autores.

AlteracOes a autoria ou a ordem dos autores ndo sao aceites
apos aceitagdo do manuscrito.

Se um medical writer esteve envolvido na redacgéo do ma-
nuscrito, é necessaria uma declaracdo assinada pelo autor cor-
respondente com indicacao do nome e se houve o financiamento
dessa pessoa. Estainformacéo deve ser acrescentada na seccao
Agradecimentos.

Exigimos declaragdes assinadas pelo medical writer indican-
do que da permissao para ser nomeado na sec¢ao Agradeci-
mentos.

PAPEL DO AUTOR CORRESPONDENTE
O autor correspondente funcionara em nome de todos os co-
autores como o correspondente preferencial com a equipa
editorial durante o processo de submissao e revisao.

O autor correspondente em nome de todos os co-autores é
responsavel pela comunicagdo com a revista durante a sub-
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missao, peer review e processo de publicacdo. Também & res-
ponsavel por assegurar todos os requisitos administrativos da
revista (fornecimento de detalhes de autoria; aprovagéo da co-
missao de ética; formularios de conflitos de interesse; consen-
timento informado).

Consentimento dos Doentes

Os autores sao responsaveis por obter o consentimento infor-
mado relativamente a cada individuo presente em fotografias,
videos, descrigdes detalhadas ou em radiografias ou ecografias,
mesmo apos tentativa de ocultar a respectiva identidade.

Nomes, iniciais ou outras formas de identificacdo devem ser
removidos das fotografias ou outras imagens. Devem ser omi-
tidos dados pessoais, como profissado ou residéncia, excepto
quando sejam epidemiologicamente relevantes para o trabalho.
Os autores devem assegurar que néo apresentam dados que
permitam a identificagéo inequivoca ou, caso isso ndo seja pos-
sivel, devem obter o consentimento informado dos intervenien-
tes.

Estudos em doentes ou voluntarios precisam de aprovacao
da comisséo de ética e consentimento informado dos partici-
pantes.

Estes devem ser documentados no artigo.

As barras “Blackout” ou dispositivos similares nao anonimi-
zam doentes em imagens clinicas: é necessario o apropriado
consentimento.

Submissao e Publicacao Duplicadas

A AUP né&o aceita material previamente publicado em forma
impressa ou electronica ou manuscritos em consideracdo em
outrarevista.

A AUP endossa as politicas do ICMJE em relacdo a duplica-
¢éo de publicagdes (colocar link para http://www.icmje.org/re-
commendations/browse/publishing-and-editorial-issues/over-
lapping-publications.html.

Politica de Plagio

Seja intencional ou néo, o plagio é uma violagao grave. Definimos
plagio como reprodugao de outro trabalho com pelo menos 25%
de similaridade e sem citagédo. Se for encontrada evidéncia de
plagio antes / depois da aceitacdo ou apds a publicagcao do ar-
tigo, sera dada ao autor uma oportunidade de refutacdo. Se os
argumentos nao forem considerados satisfatorios, 0 manuscrito
seraretratado e o autor sancionado pela publicacao de trabalhos
por um periodo a ser determinado pelo Editor.

Publicacao Fast-Track

Um sistema fast-track esta disponivel para manuscritos urgentes
e importantes que atendam aos requisitos da AUP para revisao
rapida e publicacao.



Os autores podem solicitar a publicagao rapida através do
processo de submisséo de manuscritos, indicando claramente a
razao por que o seu manuscrito deve ser considerado para revi-
sdo acelerada e publicagdo. O Conselho Editorial decidira se o
manuscrito é adequado para publicacao rapida e comunicara sua
decisédo dentro de 48 horas. Se o Editor-Chefe achar o manus-
crito inadequado para publicacdo rapida, o manuscrito pode ser
proposto para o processo normal de revisdo, ou 0s autores
podem retirar a sua submisséo. A deciséo editorial sobre manus-
critos aceites para revisao rapida sera feita dentro de cinco dias
Uteis.

Se 0 manuscrito for aceite para publicacdo, a AUP tera como
objectivo publica-lo electronicamente em 16 dias.

Revisao por Pares

Todos os artigos de investigacéo, e a maioria das outras tipolo-
gias de artigos, publicadas na AUP passam por uma revisao por
pares. Os revisores sdo obrigados a respeitar a confidencialidade
do processo de reviséo pelos pares e ndo revelar detalhes de um
manuscrito ou sua revisdo, durante ou apds o processo de re-
visdo por pares. Se 0s revisores desejam envolver um colega no
processo de revisdo, devem primeiro obter permissao do Editor.

Os critérios de aceitagdo para todos os trabalhos sdo a
qualidade, clareza e originalidade da investigagéo e seu signifi-
cado para nossos leitores. Os manuscritos devem ser escritos
em um estilo claro, conciso, directo. O manuscrito ndo pode ter
sido publicado, no todo ou em parte, nem submetido para publi-
cacao emoutro lugar.

Todos 0s manuscritos enviados s&o inicialmente avaliados
pelo Editor-Chefe e podem ser rejeitados nesta fase, sem serem
enviados pararevisores. A aceitacao ou rejeigéo final recai sobre o
Editor-Chefe, que se reserva o direito de recusar qualquer mate-
rial para publicagéo.

A AUP segue uma rigorosa revisdo cega por pares. A AUP
enviara manuscritos para revisores externos seleccionados de
uma extensa base de dados.

Todos 0s manuscritos que ndo cumpram as instru¢des aos
autores podem ser rejeitados antes de serem revistos. A acei-
tagéo final € daresponsabilidade do Editor-Chefe.

As cartas ao Editor ou Editorais serao avaliadas pelo Conse-
lho Editorial, mas também poderao ser solicitadas revisées ex-
ternas.

Na avaliagdo, os manuscritos podem ser:

A) Aceite sem alteracdes

B) Aceite apds modificagbes sugeridas por revisores

C) Rejeitado

Apos arecepgéo do manuscrito, se estiver de acordo com as
instrugbes aos autores e cumprir a politica editorial, o Editor-
-Chefe envia 0 manuscrito para dois revisores. (ja referi atras a
questao dos dois revisores).
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Num prazo maximo de 30 dias,o revisor deve responder ao
Editor-Chefe indicando os seus comentarios sobre 0 manuscrito
sujeito a revisao e sugestao de aceitacéo, revisao ou rejeicdo do
trabalho. Num prazo de 10 dias, o Conselho Editorial tomara uma
decisdo que podera ser: aceitar 0 manuscrito sem modificagoes;
Enviar os comentérios dos revisores aos autores de acordo com o
estabelecido; rejeicao.

Quando alteragdes sao propostas os autores tém 30 dias
(periodo que pode ser estendido a pedido dos autores) para apre-
sentar uma nova versao revista do manuscrito, incorporando os
comentarios dos revisores e do conselho editorial.

Tém de responder a todas as perguntas e enviar também
uma versao revista do manuscrito, com as emendas inseridas
destacadas com uma cor diferente.

O Editor-Chefe tem 10 dias para tomar a decisdo sobre anova
versao: rejeitar ou aceitar a nova verséo, ou encaminha-la para
umanova apreciacao por um ou mais revisores.

Em caso de aceitacdo, em qualquer das fases anteriores, a
mesma sera comunicada ao Autor Correspondente.

Nos autores revisédo de prova n&o serao aceitas alteracdes
substantivas ao manuscrito. A incluséo dessas mudancas pode
motivar arejeicado do manuscrito por deciséo do Editor-Chefe.

Em todos os casos 0s pareceres dos revisores seréo integral-
mente comunicados aos autores no prazo de 6 a 8 semanas a
partir da data darecepcao do manuscrito.

Na fase de reviséo de provas tipogréaficas, alteragdes de fundo
aos artigos ndo serao aceites e poderdo implicar a sua rejeicéo
posterior por decisdo do Editor-Chefe.

Apesar de os editores e revisores desenvolverem esfor¢os
para assegurar a qualidade técnica e cientifica dos manuscritos, a
responsabilidade final do conteldo (nomeadamente o rigor e a
precisdo das observacdes, assim como as opinides expressas) €
da exclusiva responsabilidade dos autores.

Custos de Publicacao
Nao havera custos de publicagéo (ndo tem taxas de submissao
nem por publicacdo dasimagens a cores).

Provas Tipograficas
As provas tipograficas serao enviadas aos autores, contendo a
indicac&o do prazo de revisdo em funcao das necessidades de
publicagdo da AUP. A revisao deve ser aprovada pelo autor res-
ponsavel pela correspondéncia. Os Autores dispdem 48 horas
para a revisdo do texto e comunicagdo de quaisquer erros tipo-
graficos. Nesta fase, os Autores ndo podem fazer qualquer modi-
ficacdo de fundo ao artigo, para além das correcgdes de erros
tipogréaficos e/ou ortograficos de pequenos erros.

O nao respeito pelo prazo proposto desobriga a AUP de
aceitar a reviséo pelos autores, podendo a revisao ser efectuada
exclusivamente pelos servigos da AUP.
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Erratas

A AUP publica altera¢des, emendas ou retrac¢cdes a um artigo
anteriormente publicado, se, apods a publicacao, forem identifica-
dos erros ou omissdes que influenciem a interpretacao de dados
ou informacao. Alteractes posteriores a publicacdo assumiréo a
formade errata.

Acta Urologica Portuguesa

Retractacoes
Revisores e Editores assumem que os autores relatam trabalho
com base em observacdes honestas. No entanto, se houver
duvidas substanciais sobre a honestidade ou integridade do
trabalho, submetido ou publicado, o editor informara os autores
da sua preocupagao, procurara esclarecimento junto da insti-
tuicéo patrocinadora do autor e / ou instituicdo empregadora.
Consequentemente, se estes considerarem o artigo publica-
do como fraudulento, a AUP procedera a retractacao.
Se, este método de investigagao ndo obtiver uma conclusao
satisfatdria, o editor pode optar por conduzir a sua propria investi-
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gacéo, e pode optar por publicar uma nota de preocupagao
sobre a conduta ou integridade do trabalho.

Patrocinios
Os patrocinadores da revista sdo empresas da industria farma-
céutica ou outras que geram receitas através da publicidade.

A publicidade nao podera pbér em causa a independéncia
cientifica da revista nem influenciar as decisdes editoriais e tera de
estar de acordo com a legislacéo geral e especifica da area da
saude e do medicamento. Outras despesas s&o suportadas pela
Associacao Portuguesa de Urologia.

NOTA FINAL - para um mais completo esclarecimento sobre este
assunto aconselha-se a leitura das Recommendations for the
Conduct, Reporting, Editing and Publication of Scholarly Work in
Medical Journals do International Commitee of Medical Journal
Editors), disponivel em http://www.ICMJE.org.

Ultima revisdo: Maio 2017



Editorial Policies

Aims and Scope
The Acta Urologica Portuguesa (AUP) publishes articles in Portu-
guese (from Portugal) and/or English.

[t has been published continuously since 2001.

It is an open access scientific peer-reviewed medical journal
that aims to publish quality articles highlighting the latest achieve-
ments in the field of urology, including urologic oncology, pediatric
urology, andrology, kidney transplantation and nephrology. In
accordance with this goal, we publish timely, practical, and state-
of-the-art contributions on clinical research and experience in the
relevant field.

The audience is primarily urologists, andrologists, nephro-
logists, oncologists, surgeons, obstetricians, pediatricians, gene-
ral practitioners, medical researchers.

The AUP is signatory of the Recommendations for the Con-
duct, Reporting, Editing, and Publication of Scholarly Work in
Medical Journals, issued by the International Committee of
Medical Journal Editors (ICMJE Recommendations), and follows
the Committee on Publication Ethics (COPE) guidelines.

The online version can be accessed at https://www.actauro-
logicaportuguesa.com/

Reasons for Publishing with APU

e Speed: We offer fast publication while maintaining rigorous
peer review;

e Quality: We are committed to the highest standards of peer
review.

¢ Indexed in Repositorio Cientifico de Acesso Aberto em Portu-
gal (Scientific Open Access Repository of Portugal - RCAAP);

e Indexed in indexRMP;

e Open Access —maximum visibility: Meaning it is free to access
from anywhere in the world;

e No Costs: Any publication charges.

Editorial Freedom

APU adopts the World Association of Medical Editors’ definition of
editorial freedom, which holds that editors-in-chief have full
authority over the entire editorial content of their journal and the
timing of publication of that content. Journal owners should not
interfere in the evaluation, selection, scheduling, or editing of indi-
vidual articles either directly or by creating an environment that
strongly influences decisions. The Editor-inchief bases editorial
decisions on the validity of the work and its importance to the
journal’s readers, not on the commercial implications for the
journal, and is free to express critical but responsible views about
all aspects of medicine without fear of retribution, even if these
views conflict with the commercial goals of the publisher. The
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Editor-in-chief has the final say in decisions about which adver-
tisements or sponsored content, including supplements, the
journal will and will not carry, and has the final say in use of the
journal brand and in overall policy regarding commercial use of
journal content.

General Overview

Submission of a manuscript to the APU implies that all authors
have read and agreed to its content and that the manuscript
conforms to the journal’s policies.

Manuscripts submitted for publication should be prepared in
accordance with the “Recommendations for the Conduct, Re-
porting, Editing, and Publication of Scholarly Work in Medical
Journals” of the International Committee of Medical Journal
Editors (ICMJE), updated in December 2015. This document is
available at http://www.icmje.org/recommendations/.

The Journal supports COPE (the Committee on Publication
Ethics), which provides a forum for publishers and editors of
scientific journals to discuss issues relating to the integrity of the
work submitted to or published in their journals.

Standards of Reporting
The Journal advocates complete and transparent reporting of
biomedical and biological research. We strongly recommend that
authors adhere to the guidelines on data reporting established by
the Enhancing the QUAIlity and Transparency Of health Research
(EQUATOR) network (http://www.equatornetwork.org). Check-
lists are available for a number of study designs, including:
e Randomized controlled trials (CONSORT)
e Systematic reviews and meta-analyses* (PRISMA) and
protocols (PRISMA-P)
e Observational studies (STROBE)
e Casereports (CARE)
e Qualitative research (COREQ)
e Diagnostic/prognostic studies (STARD)
e Economic evaluations (CHEERS)
e Pre-clinical animal studies (ARRIVE)
e Clinical Practice Guidelines (AGREE)
e Qualityimprovement studies (SQUIRE)
e Study protocols (SPIRIT)
*Authors of systematic reviews should also provide a link to an additional
file from the ‘methods’ section, which reproduces all details of the search
strategy.
The acceptance criteria for all papers are the quality and
originality of the research and its significance to our readership.
Except where otherwise stated, manuscripts are singleblind
peer reviewed by two anonymous reviewers and the Editor. Final
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acceptance or rejection rests with the Editor, who reserves the
right to refuse any material for publication.

Manuscripts should be written in a clear, concise, direct style,
so that they are intelligible to the professional reader who is not a
specialist in the particular field. Where contributions are judged as
acceptable for publication on the basis of scientific content, the
Editor and the publisher reserve the right to modify typescripts to
eliminate ambiguity and repetition and improve communication
between author and reader. If extensive alterations are required,
the manuscript will be returned to the author for revision.

Manuscripts that do not comply with the instructions for
authors may be returned for modification before being reviewed.
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Authorship

To give appropriate credit to each author, the individual con-

tributions of authors should be specified in the manuscript.

The Journal defines an author as a person who has made
substantive intellectual contributions to a published study to take
public responsibility for it.

We recommend that the authors adhere to the authorship
criteria of the International Committee of Medical Journal Editors
(ICMJE). According to the ICMJE guidelines, to qualify as an
author one should have:

1) Substantial contributions to the conception or design of the
work; or the acquisition, analysis, or interpretation of data for
the work; AND

2) Drafting the work or revising it critically for important intellec-
tual content; AND

3) Final approval of the version to be published; AND

4) Agreement to be accountable for all aspects of the work in
ensuring that questions related to the accuracy or integrity of
any part of the work are appropriately investigated and resol-
ved.

Acquisition of funding, collection of data, or general supervi-
sion of the research group, alone, does not usually justify author-
ship.

Any person who does not meet all four of the listed criteria
does not qualify as an author and should not be designated as
such. The final author line up and order should be determined by
all authors before submission and may not be changed without a
written explanation and signed permission of all authors.

Each manuscript must have a corresponding author, who
assumes full responsibility for the integrity of the submission as a
whole, from inception to published article. The Journal reserves
the right to clarify each author’s role, based on information collec-
ted from authors in connection with their submission.

Acknowledgements: All contributors who do not meet the crite-
ria for authorship should be listed (with their written permission) in
an ‘Acknowledgements’ section with a description of their indi-
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vidual contributions. This requirement covers any editorial or
authorship contributions made on behalf of outside organizations,
persons, funding bodies, or persons hired by funding bodies.

Role of the Funding Source: All sources of funding should be
declared as an acknowledgment at the end of the text. At the end
of the Methods section, under a subheading “Role of the funding
source”, authors must describe the role of the study sponsor(s), if
any, in study design; in the collection, analysis, and interpretation
of data; in the writing of the report; and in the decision to submit
the paper for publication. If there is no Methods section, the role of
the funding source should be stated as an acknowledgment. If the
funding source(s) had no such involvement then this should be
stated.

Role of Medical Writer: When medical writers or editing servi-
ces were used, their activities should be acknowledged, along
with their source funding source. This information should be ad-
ded to the Acknowledgments section. We require signed state-
ments from any medical writers or editors declaring that they have
given permission to be named in the Acknowledgments section.

Patient and Other Consents
Appropriate written consents, permissions, and releases must be
obtained where you wish to include any case details, personal
information, and/or images of patients or other individuals in the
APU in order to comply with all applicable laws and regulations
concerning privacy and/or security of personal information. Stu-
dies on patients or volunteers need approval from an ethics com-
mittee and informed consent from participants. These should be
documented in your paper.

“Blackout” bars or similar devices do not anonymise patients
in clinicalimages: appropriate consent is needed.

Duplicate Submission and Publication

APU does not accept material previously published in printed or
electronic form or manuscripts under consideration by another
journal.

APU endorses the policies of the ICMJE in relation to over-
lapping publications (colocar link para http://www.icmje.org/re-
commendations/browse/publishing-and-editorial-issues/over-
lapping-publications.html.

Plagiarism Policy

Whether intentional or not, plagiarism is a serious violation. We
define plagiarism as reproduction of another work with at least
25% similarity and without citation. If evidence of plagiarism is
found before/after acceptance or after publication of the paper,
the author will be offered a chance for rebuttal. If the arguments
are not found to be satisfactory, the manuscript will be retracted
and the author sanctioned from publishing papers for a period to
be determined by the Editor.



Fast-Track Publication

A fast-track system is available for urgent and important manu-
scripts that meet the Journal’s requirements for rapid review and
publication.

Authors may apply for fast-track publication through the ma-
nuscript submission process, clearly indicating why their manu-
script should be considered for accelerated review and publi-
cation. The Editorial Board will decide whether the manuscript is
suitable for fast-track or regular publication and will communicate
their decision within 48 hours. If the Editor-in-Chief finds the
manuscript unsuitable for fast-track publication, the manuscript
may be proposed for the normal review process, or the authors
can withdraw their submission. An editorial decision on manu-
scripts accepted for fast-track review will be made within five
working days.

If the manuscript is accepted for publication, the Journal will
aim to publish it online within 16 days.

Peer Review

All research articles, and most other article types, published in the
APU undergo thorough peer review. Editor-in-Chief will treat all
manuscripts submitted in confidence. Reviewers are therefore re-
quired to respect the confidentiality of the peer review process
and not reveal any details of a manuscript or its review, during or
after the peer-review process, beyond the information released by
the APU. If reviewers wish to involve a colleague in the review
process they should first obtain permission from the Editor.

The acceptance criteria for all papers are the quality, clarity
and originality of the research and its significance to our reader-
ship. Manuscripts should be written in a clear, concise, direct sty-
le. The manuscript should not have been published, in whole or in
part, nor submitted for publication elsewhere.

All submitted manuscripts are initially reviewed by the Editor-
-in-Chief and can be rejected at this stage, without being sent to
reviewers. Final acceptance or rejection rests with the Editor-in-
-Chief, who reserves the right to refuse any material for publica-
tion.

APU follows a rigorous single-blind peer review. APU will send
manuscripts to outside reviewers selected from an extensive
database.

All manuscripts that do not comply with the instructions for
authors can be rejected before being reviewed by the scientific
advisors. Final acceptance is the responsibility of the Editor-in-
Chief.

Letters to the Editor or Editorials will be evaluated by the Edito-
rial Board, but also may be requested an external review.

In the evaluation, the articles can be:

a) Accepted without changes
b) Accepted after modifications suggested by scientific advisors
c) Rejected
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Upon receipt of the manuscript, the editor-in-chief sends it to
two reviewers if the manuscript is in accordance with the instruc-
tions to authors and meets the editorial policy.

Within 30 days, the reviewer should respond to the chief editor
indicating their comments on the manuscript subject to revision,
and suggestion regarding acceptance, revision or rejection of the
work. Within 10 days the Editorial Board will make a decision
which may be: accept the manuscript without modifications; sen-
ding reviewers’ comments to authors proceed in accordance with
the stated; rejection.

When changes are proposed Authors have 30 days (which
period may be extended at the request of the authors) to submit
a new revised version of the manuscript, incorporating the com-
ments of the reviewers and of the editorial board. Answering all the
questions and a revised version of the article, with the amend-
ments inserted highlighted with a different colour.

The editor-in-Chief has 10 days to make the decision on the
new version: reject or accept the new version, or refer it to a new
appreciation for one or more reviewers.

In case of acceptance, in any of the previous phases, the
same will be communicated to the Corresponding Author.

In the authors proof revision phase will not be accepted subs-
tantive changes to manuscript. The inclusion of these changes
can motivate the rejection of the manuscript by decision of the
Editor-in-Chief.

In all cases the opinions of the reviewers will be fully commu-
nicated to authors within 6-8 weeks from the date of receipt of the
manuscript.

Signatures
At the external peer review stage you will need to send signed
copies of the following statements:
e Authors’ contributions
e Conflicts ofinterest statements
e Acknowledgments — written consent of cited individual
e Personal communications — written consent of cited indivi-
dual
e Use of copyright-protected material — signed permission sta-
tements from author and publisher

After Submission

PROOF REVISION

The corresponding author will receive by email a PDF file of the
proof copy of their article, which should be corrected (if necessary)
and returned as quickly as possible, ideally within 48 hours.
Please use this proof only for checking the typesetting, editing,
completeness and correctness of the text, tables and figures.
Significant changes to the article as accepted for publication will
only be considered at this stage with permission from the Editor. It
is important to ensure that all corrections are returned in one
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communication; inclusion of any subsequent corrections cannot
be guaranteed. Proofreading is solely the responsibility of the
corresponding author.

Changes to proofs should be made using the Comment func-
tions in Adobe Reader only. Do not re-save the PDF in Adobe
Acrobat or other editing software.

The corresponding author will receive, at no cost, an offprint of
the published article in PDF form.
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Corrections
After publication, further changes can only be made in the form of
an erratum.

If an error is noted in a published article requiring publication of
a correction, the correction will appear as an erratum on a num-
bered page listed in the Table of Contents.

Retractions

The reviewers and the editors initially assume that authors are
reporting work based on honest observations. However, if subs-
tantial doubt arises about the honesty or integrity of work, either
submitted or published, the editor will inform the authors of the
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concern, seek clarification, and pursue the issue with the author’s
sponsoring body and/or employing authority.

Consequently, if the sponsoring body and/or employers find a
published paper to be fraudulent, the journal will print a retraction.
If, however, this method of investigation does not result in a
satisfactory conclusion, the editor may choose to conduct his or
her own investigation, and may choose to publish an expression
of concern about the aspects of the conduct or integrity of the
work. The validity of previous work by the author of a fraudulent
paper cannot be assumed. Editors may ask the author’s institu-
tion to assure them of the validity of earlier work published in their
journal or to retract it. If this is not done, editors may choose to
publish an announcement expressing concern that the validity of
previously published work is uncertain.

Final Note

For further clarification of the above matters authors should con-
sult the ICMJE Recommendations for the Conduct, Reporting,
Editing, and Publication of Scholarly Work in Medical Journals
available at http://www.icmje.org/recommendations/.
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