
Vita brevis, ars longus…
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Dear friends,
Although I can think of many things in daily clinical 
practice that are disappointing, I strongly believe that 
a new era has risen for residents in urology. I am not 
referring to the advantages of our specialty per se - 
which is continuously evolving, driven by 
(bio)technology - but to the education offered to 
residents. The most important advantage, in my 
opinion, is that we are all members of a great family, 
the European Association of Urology with its strong 
dedication to education. The most renowned 
examples are the EUREP clinical courses, annual 
publication of guidelines, grants for short-term visits, 
clinical visits or research in centers of excellence 
around Europe and discounted membership to 
European Urology are just a few examples. 

Lately, a new website was launched: www.urosource.
com. If you haven’t taken advantage of it yet, I can 
strongly recommend it! It is really great. A website 

with all the information a resident may need. First of 
all, there are webcasts from the last EAU congress in 
Berlin, plenary and subplenary sessions as well as all 
ESU courses, which are on the web for the first time. I 
already have a suggestion for Stina Eriksson, our 
ESRU chairman, to ask whether the lectures from the 
ESRU day can be posted on urosource next year, for 
those who won’t be able to come in Milan. Videos 
from the EAU video library are on the website as well. 
Updated guidelines, key articles regarding all aspects 
of urology and conference reports are all presented. 
The only problem for a resident will be lack of time to 
evaluate all data!

Nowadays there are a lot of opportunities for a 
European resident, irrespective of his country of 
origin.  However, it looks as though we, as residents, 
are reluctant to exchange opinions and participate in 
projects that concern our education and our future. 
Last year, ESRU ran a project with a questionnaire to 
evaluate residencies across Europe. It is disappointing 
that only 25% of more than 2000 European residents 
have filled in the questionnaire. All the more 
disappointing was that in this internet era we live in, 
only a small minority of residents completed the 
questionnaire through the internet. Apparently we 
prefer inactivity, abstinence from dialogue about our 
present situation. We prefer  inner monologue over a 
broad extrovert communication. Especially when, 
looking at the data, 70% of residents are satisfied 
with residency. Thus the other 30% are not. I believe 
we must try to ameliorate things for them. And we 
can try it on a personal level, on a national level 
through our national committees of residents, but 
also on a European level, through ESRU. The first 
thing we need to do is realize how large the problem 
really is, and the data from this questionnaire may 
help us here. Then we have to try to solve the 
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Dear residents and colleagues,

What can I tell you about being a resident in the 
Netherlands? 
The Netherlands has a population of 16.75 million 
inhabitants. 131 urological departments and 23 
training sites are in operation. There are 356 
urologists (1 urologist per 47,000 inhabitants) and 124 
residents (1 resident per approx. 3 urologists).

The BIG Act
In the Netherlands the number of applications to 
study medicine greatly exceeds the number of 
available places. Therefore a numerus fixus (a lottery) 
decides who is allowed to start studying at one of the 
8 medicine faculties in the Netherlands, although 

Dr. Ivar Bleumer
Nijmegen (NL)

higher grades at high school do give an applicant 
some advantage. The lucky ones follow a 4-year 
theoretical programme succeeded by 2 years of 
internship. Each of the 8 medical schools differs 
slightly in their implementation of the rotations 
during the 2-3 years of clinical clerkship and the 
exams of these rotations. Nevertheless, once a 
student has met the requirements of his/her medical 
school, he/she will be registered as physician in the 
Netherlands. The Individual Health Care Professions 
Act, or in Dutch the BIG Act, regulates the provision of 
care by health care professionals. Only registered 
individuals may use the legally protected title. The 
register enables the expertise of the registered 
practitioners to be recognised by all. Besides 
physicians, the BIG-register includes pharmacists, 
physiotherapists, health care psychologists, 
psychotherapists, dentists, midwives and nurses.

How to become a resident
Roughly one third of the Dutch physicians continues 
his/her study to become a medical specialist, one 
third specialises as general practitioner and one third 
chooses social medicine.
The application for the residency programme in 
urology consists of three phases. If your application 
has been rejected (irrespective of the phase) you can 
apply once more in the next year. If an applicant is 
again rejected there is no possibility to become a 
urologist in the Netherlands. The first phase consists 
of a written application accompanied by three letters 
of recommendation. The second phase is an annual 
national selection in Utrecht by a panel of urologists 
on behalf of the “Nederlandse Vereniging voor 
Urologie” (Dutch Urological Association (DUA); www.
nvu.nl). Once selected by this central panel, 
application at one of the eight university centres for a 
definitive training spot follows. The chances of being 
selected are increased if the applicant has related 
experience, either by working as a resident not in 
training or by performing research (PhD) prior to 
application.
Then a training period of six years starts. Everyone 
starts a basic surgical training with a two-year stint of 
general surgery. The programme of the first 2 years is 
the same for everybody following a surgical career 
path, be it general surgery, orthopedics, urology et 
cetera. For most of us, this period is spent in a non-
academic training centre in which surgery training 
mainly consists of laparoscopic cholecystectomies, 
(inguinal) hernia corrections, varicosis treatment 
(stripping), etc.

Specialisation: urology
The urology part of the residency consists of four 
years and is divided into an academic and a non-
academic part (mostly two years each). The daily 
practice of the residents is the outpatient clinic, small 
procedures (circumcisions, vasectomies, prostate 
biopsies) and surgery. The degree of supervision 
depends on the training year. The 4 years of urology 
training are supported by 8 days of theoretical 
courses (2 each year) in which all aspects of urology 
are discussed in a frontal-lecture type of approach. 
These courses are organised by the “urologisch 
onderwijs instituut”, UOI, which is a part of the DUA. 
Since all Dutch residents have a 4-year programme, 
everyone will follow all 8 days, albeit in a different 
order. At the end of each year, an exam covering the 
subjects discussed during that year is held. 
Furthermore, each training year has specific practical 
courses, ie ultrasound, laparoscopy, anatomy of the 

Resident in the Netherlands - when life is a lottery 
European tour of residencies

EUT residents corner: your podium to get interactive!
problem by exchanging ideas in order to find 
solutions that work elsewhere, or by finding inspiring 
new ideas. EUT may become our podium. Let’s make 
it interactive. Send your opinions by e-mail; about 
your residency, news from residents in your country, 
critical remarks about seminars, congresses, the ESRU 
day, ESU courses, ideas, anything you think may 
interest other residents. Try to become involved in 
changing our professional micro and macro-
environment, enhance the exchange of ideas all 
around Europe for the ultimate goal: better education. 
The future is based on collaboration, exchange of 
ideas, the bridges we build between us. Let us be 
part of it, all together.

Regarding this issue of EUT a case report of bilateral 
hydatid cyst is presented. It was one of the cases 
discussed during this year’s nightmare session at the 
ESRU day. We also learn about residency in the 
Netherlands from the very interesting article by Ivar. 
Starting a residency in urology may look difficult, but 
once you have finished the future looks prosperous 
due to the restrictions in the number of urologists, 
which is different from other countries. For example 
in my country it is easy to start your residency but 
when you finish, unemployment is waiting there for 
you! Traditionally, pharmaceutical companies play a 
major role in education by sponsoring our 
participation in different congresses. What if they 
stop? You can find out in the article from Francesco 
and Paolo, NCOs from Italy. In the same article we 
learn more about the projects for Italian residents that 
are on the way. Finally, the EBU quiz is there as well 
as two new quizzes to test our knowledge: a photo 
quiz and a guidelines quiz. Regarding the photo quiz 
we are looking forward to receiving your photos with 
urological cases and relevant multiple choice 
questions!

EUREP is coming in September. But first, happy 
vacation to all of you.

See you in beautiful Prague, Andreas

retroperitoneum, to name a few. These courses are 
grouped according to training year.

During any residency, it is mandatory to present at 
least one abstract at a congress or publish a paper in 
a peer-reviewed medical journal. The final exam is 
the written part of the FEBU-certification; there are, 
however, no repercussions for failing anymore.

    Test your knowledge!
The EBU offers you the possibility to test your knowledge by answering three MCQs.
For this issue, June 2007, the questions are:

1. 	 The use of 3 months of androgen deprivation prior to radical prostatectomy will:
a.	 Increase the number of cured patients.
b.	 Decrease the risk of failure after 3 years of follow up.
c.	 Increase the risk of PSA relapse 3 months postoperativity.
d.	 Decrease the number of patients with positive surgical margins.

2. 	 Distal ureteral calculi may be treated by:
a.	 ESWL
b.	 Loop extraction
c.	 Ureterorenoscopy
d.	 All of the above

3. 	 Erectile dysfunction due to diabetes mellitus in mainly caused by:
a.	 Psychogenic.
b.	 Venous leakage.
c.	 Penile neuropathy.
d.	 Hormonal disorders.

To view the answers please go to:
www.ebu.com / Examinations / Study MaterialThe Netherlands’ 12 provinces

Flag of the 

Netherlands

Continued on page 5 
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Programme changes
Currently, several changes take place in the residency 
programmes in The Netherlands. The most important 
change for every new resident (general practitioners 
in training as well as medical specialists in training) is 
the implementation of seven key competencies needed 
for medical education and practice. The framework is 
based on the seven core CanMEDS Roles:
•	 Medical Expert, 
•	 Communicator, 
•	 Collaborator, 
•	 Manager, 
•	 Health Advocate, 
•	 Scholar and 
•	 Professional. 
It is the responsibility of each resident to show his 
capability as a medical expert for each of these 
competencies at the end of the six years of training. 
This is done using a portfolio.

Further subspecialisation
A global discussion, which is also taking place in The 
Netherlands, concerns the ongoing sub-specialisation 
of urologists into paediatric urology, oncology, 
andrology, laparoscopy and functional urology. At the 
moment all residents are trained to be general 
urologists, practising as such. The question is whether 

future urologists will treat all patients and perform all 
types of surgery. So how should future urologists be 
trained? There are fellowships for paediatric urology, 
laparoscopy and oncology. These fellowships start 
after six years of general training and last 1 or 2 years. 
It is likely that in the near future every resident will 
choose a sub-specialisation in the sixth year. Only a 
few, probably academic young urologists, will 
subsequently continue with a fellowship. 
Consequently, only certified urologists in certified 
centres will most likely treat larger oncologic surgery/
laparoscopy cases and specific patient populations.

Young urologists represented
The “Jonge Urologen Commissie” (Young Urologists 
Committee; JUC) represents the Dutch residents. The 
JUC consists of 8 representatives, one from each of the 
8 Dutch training clusters. The chairman is the direct 
voice of all residents as he/she takes place in the 
board of the DUA. Furthermore, members of the JUC 
take place in a variety of committees of the DUA and 
UOI. Two members will also function as the National 
Communication Officers (NCO’s) within the European 
Society of Residents in Urology (ESRU; www.esru.net).
At the moment the prospect for young urologists is 
good, thanks to the strict selection procedure for 
residents, a Dutch population that is getting older and 
the reality that more and more urologists prefer to work 
a 4-day week instead of 5 days. The future looks bright.

Authors group: A. Bouzouita, M. Sfaxi, H. Ayed,
M.R. Ben Slama, M. Chebil

Introduction
Hydatid disease or echinococcosis is a benign 
parasitic infestation of sheep (the intermediate host) 
and dog (the definitive host) that is transmissible to 
humans (the accidental host). Infections are common 
around the Mediterranean Sea, in Australia and South 
America. Most infections are acquired in childhood 
and remain silent for years before the enlarging cysts 
cause symptoms. The viscera affected most often are 
the liver and the lungs. Renal involvement constitutes 
approximately 4% of all cases. Surgery remains the 
mainstay of treating renal hydatid cysts. We present 
the case of a young man with bilateral hydatid cysts 
of the kidney. The rarity of this case is the unusual 
bilateral location.

Case report
We report a case of a 25-year-old man, living in a 
rural area, who was totally asymptomatic and had no 
history of urinary tract infection, hematuria or 
hydatiduria. We discovered accidentally, with 
ultrasound, a 12 cm long, encapsulated multivesicular 
cyst in the right kidney with echogenic debris and a 9 
cm multivesicular cyst on the left side (Fig 1). Physical 
examination revealed a palpable lumbar mass, mobile 
and painless in both flanks. No calcification was 
present in plain abdominal radiography. Computerized 
tomography (CT) confirmed the ultrasound finding in 
the two kidneys and showed non enhanced thick-wall, 
fluid-filled spherical cysts and enhancement of the 

rest of the kidney indicating preservation of renal 
function (Fig 2 and Fig 3). No cysts were noted 
elsewhere. The chest X-ray was normal.

Laboratory results revealed neither anaemia nor 
eosinophilia. Serum creatinine was normal. 
Echinococcus antibody titers were negative. Urine 
culture was negative with no leucocyturia. The 
diagnosis of hydatic cyst of the kidney was strongly 
suspected; a decision was made to operate the 
patient and to begin in the right kidney first. The 
patient did not receive any medication preoperatively. 
We performed a right lumbar approach. We found an 
acrid yellow cyst located in the upper part of the 
kidney. The area was protected with sponges soaked 
in hydrogen peroxide. Firstly we punctured and 
aspirated the content of the cyst to reduce the internal 
pressure and then we filled the cyst with hydrogen 
peroxide for 7 minutes to sterilize the fluid and 
daughter vesicles. Afterwards a cystectomy was 
performed, followed by evacuation of the content with 
a spoon and then pericystectomy (Figs. 4 and 5). No 
open calyx or fistula was noted. The two valves of 
residual cavity were brought closer together by means 
of three U-stitches. A catheter was left in for four 
days. The left kidney was operated on 6 weeks later. 
No postoperative complication was noted. 
Histopathological examination confirmed the 
diagnosis. 

Discussion  
Hydatid disease is endemic in sheep and cattle-
rearing parts of the world. Both sexes are at risk. The 
kidney is the commonest site of infection in the 
genitourinary tract. Renal hydatidosis is more 
frequent on the left side and in the pole, more than in 
the middle part of the kidney (80%). 
It presents as a unilateral and isolated cyst in 85% of 
cases, multifocal in 15% and bilateral in 6 %. It can 
be associated with extra-renal location in 44%.
Most people with hydatid cysts are asymptomatic, 
especially in the lengthy early stages and because the 
cyst develops in the retroperitoneal region. The 
clinical aspects may differ and may be heterogeneous, 
non specific and depending on the size, the situation 
and the stage of the cyst. The most common 
presentation is essentially flank pain (80%) and 
palpable mass (40 to 75%). Hydatiduria is the only 
pathognomonic symptom of renal echinococcosis, 
present in about 10% to 25% of cases. It results from 

rupture of the cyst into the collecting system.
Findings at imaging studies are frequently suggestive 
of hydatid disease but inconclusive. Useful imaging 
investigations are plain abdominal radiography, 
ultrasound and CT. There is no place for intravenous 
pyelography at the moment. 
Plain abdominal radiography can show some 
calcifications disposed as peripheral eggshell 
calcification in 30-40% of cases. They are not specific 
because they may occur in many other conditions, 
such as renal cancer, renal abscess, tuberculosis or 
xanthogranulomatous pyelonephritis.
Ultrasound has a high sensitivity in hydatid disease 
(80%). It shows an encapsulated multivesicular cyst 
with echogenic debris (daughter vesicles). The 
presence of parallel stripes, which are caused by 
contact between cyst and pericyst of the host, may 
indicate hydatid disease. The Ultrasound Classification 
of Gharbi, established in May 1981, is currently in use 
in Tunisia. It is used for every location of hydatid 
disease (liver, kidney…). 
CT is useful in the differential diagnosis from tumours. 
It reveals unilocular thick-walled or multilocular cysts 
with well-defined, non-enhanced walls. Detection of 
daughter vesicles is characteristic of renal hydatidosis. 
CT reveals the location of the cyst, especially when 
they are multiple, determines the relationship with 
neighbouring organs and evaluates renal function. 
This information is important if conservative treatment 
is to be used. 
There are no specific laboratory findings of renal 
hydatid disease. Eosinophilia is non-specific and is 
present in 20% to 50% of cases. Echinococcus 
antibody titers (Western blot, ELISA) are positive in 
40% to 60% of cases, essentially when the cyst 
ruptures into cavities. 
Surgery remains the mainstay of treating renal 
hydatid cyst. Percutaneous needle puncture or 
drainage is contraindicated due to the complications: 
anaphylaxis and dissemination. However some 
authors reported short series without complications. 
More follow-up and more studies are necessary to 
validate this method. Medical treatment 
(mebendazole and albendazole) is not curative. The 
usual indication is recurrence and a patient who 
cannot be operated on. The presence of scolices, 
hoolets or fragments of hydatid membrane in the 
aspirated fluid establishes the diagnosis.   
Surgical options include simple cystectomy, 
pericystectomy, partial nephrectomy and sometimes 

total nephrectomy in case of renal tissue damage by 
pressure from the cyst. Use of scolecidal agents such 
as hypertonic saline solution or hydrogen peroxide 
before resecting the cyst is recommended to prevent 
the dissemination of the disease into the 
retroperitoneum. Communication with the collecting 
system must be searched and sutured.
In endemic areas, prevention is primarily 
accomplished through education of people. Ranchers 
should be educated not to feed their dogs scraps from 
butchered animals. Prolonged washing of vegetables 
and hands can limit the ingestion of parasite. 

Conclusion
Awareness of the various manifestations of the 
disease is essential for a correct diagnosis but 
symptoms may be vague or unspecific. Therefore, a 
high degree of suspicion of hydatid disease must be 
maintained if the patient has been living, visiting or 
travelling in an endemic area. Ultrasound is frequently 
suggestive of hydatid disease. Surgery, especially 
nephron-sparing surgery, remains the mainstay of 
treating renal hydatid cyst. Prevention is very 
important particularly in rural areas.

Bilateral hydatid cyst of the kidney
Interesting case report of a rare infection
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Fig. 1: Ultrasound showing multivesicular cyst in the two 

kidneys.

Fig. 2 and 3: CT showing non enhanced thick-wall, fluid-filled spherical cyst and enhancement by the rest of the kidney.

Fig. 4: Aspect of the cyst after evacuation of the content. 

Residual cavity.

Fig. 5: Daughter vesicles.

	    A case of ...?

The answer to this photo quiz will be published in the Residents Corner column in the next EUT issue.

Continued from page 4
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