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si pentru admitere la publicare in volum tiparit
care se bazeaza pe:

A. Nota de constatare si confirmare a indiciilor de plagiat prin fisa suspiciunii inclusa

in decizie.
Fisa suspiciunii de plagiat / Sheet of plagiarism’s suspicion
Opera suspicionata (OS) Opera autentica (OA)
Suspicious work Authentic work

OS | SINESCU, loanel. Litiaza aparatului urinal. In: SINESCU, |. ed. Urologie clinica. Bucuresti :
Editura Medicala AMALTEA. 1998. p.141-161.

OA | SPIRNAK, J.P. and RESNICK, M.I. Urinary stones. In: TANAGHO, E.A. and McANINCH,
J.W. eds. Smith’s General urology. 13th edition, Norwalk, California: Appleton & Lange.
1992. p.271-298.

Incidenta minima a suspiciunii / Minimum incidence of suspicion

p. 141: 34s - p.142:03s p.271: 22s - p.271:29d
p.142: Tabel 11-2 p.275: Table 16-1
p.153: 26s — p.153:40s p.290: 30d - p.290:45d

Fisa intocmita pentru includerea suspiciunii in Indexul Operelor Plagiate in Romania de la
Sheet drawn up for including the suspicion in the Index of Plagiarized Works in Romania at
www.plagiate.ro

Nota: Prin ,p.72:00" se intelege paragraful care se termina la finele pag.72. Notatia ,p.00:00” semnifica pana la ultima
pagina a capitolului curent, in Tntregime de la punctul initial al preluarii.

Note: By ,p.72:00” one understands the text ending with the end of the page 72. By ,p.00:00” one understands the
taking over from the initial point till the last page of the current chapter, entirely.

B. Fisa de argumentare a calificarii de plagiat alaturata, fisa care la randul sau este
parte a deciziei.

Echipa Indexului Operelor Plagiate in Romania
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Fisa de argumentare a calificarii

Nr. Descrierea situatiei care este incadraté drept plagiat Se
crt. confirmd
1. Preluarea identica a unor pasaje (piese de creatie de tip text) dintr-o opera autenticé publicata, fara precizarea intinderii si mentionarea v
provenientei si insusirea acestora intr-o lucrare ulterioara celei autentice.
2. Preluarea a unor pasaje (piese de creatie de tip text) dintr-o opera autentica publicata, care sunt rezumate ale unor opere anterioare operei
autentice, fara precizarea intinderii si mentionarea provenientei si insusirea acestora intr-o lucrare ulterioara celei autentice.
3. Preluarea identica a unor figuri (piese de creatie de tip grafic) dintr-o opera autentica publicata, fara mentionarea provenientei si insusirea
acestora intr-o lucrare ulterioara celei autentice.
4. Preluarea identica a unor tabele (piese de creatie de tip structura de informatie) dintr-o opera autentica publicata, fara mentionarea prove-
nientei si insusirea acestora intr-o lucrare ulterioara celei autentice.
5. Republicarea unei opere anterioare publicate, prin includerea unui nou autor sau de noi autori fara contributie explicita in lista de autori
6. Republicarea unei opere anterioare publicate, prin excluderea unui autor sau a unor autori din lista inifjala de autori.
7. Preluarea identica de pasaje (piese de creatie) dintr-o opera autentica publicata, fara precizarea intinderii si mentionarea provenientei, fara
nici o interventie personala care sa justifice exemplificarea sau critica prin aportul creator al autorului care preia $i insusirea acestora intr-o v
lucrare ulterioara celei autentice.
8. Preluarea identica de figuri sau reprezentari grafice (piese de creatie de tip grafic) dintr-o opera autentica publicata, fara mentionarea

provenientei, fara nici o interventie care sa justifice exemplificarea sau critica prin aportul creator al autorului care preia si insusirea acestora
intr-o lucrare ulterioara celei autentice.

9. Preluarea identica de tabele (piese de creatje de tip structura de informatie) dintr-o opera autentica publicata, fara mentionarea provenientei,
fara nici o interventje care sa justifice exemplificarea sau critica prin aportul creator al autorului care preia si insusirea acestora intr-o lucrare v
ulterioard celei autentice.

10. Preluarea identica a unor fragmente de demonstratie sau de deducere a unor relatjii matematice care nu se justifica in regasirea unei relatji
matematice finale necesare aplicarii efective dintr-o opera autentica publicata, fara mentionarea provenientei, fara nici o interventie care sa
justifice exemplificarea sau critica prin aportul creator al autorului care preia si insusirea acestora intr-o lucrare ulterioara celei autentice.

1. Preluarea identica a textului (piese de creatie de tip text) unei lucrari publicate anterior sau simultan, cu acelasi titlu sau cu titlu similar, de un
acelasi autor / un acelasi grup de autori in publicatii sau edituri diferite.

12. Preluarea identica de pasaje (piese de creatje de tip text) ale unui cuvant inainte sau ale unei prefete care se refera la doua opere, diferite,
publicate in doud momente diferite de timp.

Nota:

a) Prin ,provenientd” se intelege informatia din care se pot identifica cel putin numele autorului / autorilor, titlul operei, anul aparitiei.

b) Plagiatul este definit prin textul legii'.

. --.plagiatul — expunerea intr-o opera scrisd sau o comunicare orald, inclusiv in format electronic, a unor texte, idei, demonstratii, date, ipoteze,
teorii, rezultate ori metode stiintifice extrase din opere scrise, inclusiv in format electronic, ale altor autori, fard a mentiona acest lucru i fard a
face trimitere la operele originale...".

Tehnic, plagiatul are la baza conceptul de piesa de creatie care?:

,-.-este un element de comunicare prezentat in forma scrisa, ca text, imagine sau combinat, care poseda un subiect, 0 organizare sau o
constructie logicd si de argumentare care presupune niste premise, un rationament si o concluzie. Piesa de creatie presupune in mod necesar
o formé de exprimare specifica unei persoane. Piesa de creafie se poate asocia cu intreaga operd autentica sau cu o parte a acesteia...”

cu care se poate face identificarea operei plagiate sau suspicionate de plagiat3:

,-.-0 operd de creatie se gaseste in pozitia de opera plagiatd sau opera suspicionata de plagiat in raport cu o alta opera considerata autenticd

daca:

i) Cele doua opere trateaza acelasi subiect sau subiecte inrudite.

ii) Opera autentica a fost facutd publica anterior operei suspicionate.

i) Cele doud opere contin piese de creatie identificabile comune care poseda, fiecare in parte, un subiect si o forma de prezentare bine
definita.

iv) Pentru piesele de creatie comune, adicd prezente in opera autenticd si in opera suspicionatd, nu existd o menfionare explicitd a
provenientei. Mentionarea provenientei se face printr-o citare care permite identificarea piesei de creatie preluate din opera autentica.

v) Simpla mentionare a titlului unei opere autentice intr-un capitol de bibliografie sau similar acestuia féra delimitarea intinderii preludrii
nu este de naturd sa evite punerea in discutie a suspiciunii de plagiat.

vi) Piesele de creatie preluate din opera autenticd se utilizeaza la constructii realizate prin juxtapunere fard ca acestea sé fie tratate de
autorul operei suspicionate prin pozitia sa explicita.

Vi) In opera suspicionata se identifica un fir sau mai multe fire logice de argumentare i tratare care leagd aceleasi premise cu aceleasi
concluzii ca in opera autentica...”

1 Legea nr. 206/2004 privind buna conduité in cercetarea stiintifica, dezvoltarea tehnologica si inovare, publicaté in Monitorul Oficial al Roméniei, Partea I, nr. 505
din 4 iunie 2004

2|SOC, D. Ghid de actiune impotriva plagiatului: buna-conduité, prevenire, combatere. Cluj-Napoca: Ecou Transilvan, 2012.

31SOC, D. Prevenitor de plagiat. Cluj-Napoca: Ecou Transilvan, 2014.
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Urinary Stones

i

J. Patrick Spimak, MD, & Martin |. Resnick, MD

L

Archenlogic studics show that tract stone
disease was an affliction of humans carlier than 4800
e (Shatiock, 1905). Ancient Greek and Roman physi-
crans recorded the symptoms and treatment of urologic
stone disease, but little attention was directed to local-
ization of the stone or to the cause of its formation.
For a complete review of the historical aspects of
urinary stone disease, mhﬁ:ﬂm{lm

In the 20th century, advances in technology and
micrascopic techniques have led 10 a better under-
standing of the structural charactenistics of calculi,
their chemical composition, and the various compo-
nents of urine. Many theories have been proposed
1o explain the cause and of urologic

development
calculi, but none have been able to answer fully the
questions concerning stone formation. In all probabil-
ity, stone disease will be found to result from the
interaction of multiple factors, many of which are
as yet unknown.

DIAGNOSTIC EVALUATION

Medical History

A personal as well as a family history should be
obtained for all patients. A history of inflammatory
bowel disease, recurrent urinary tract infection, pro-
hnpdmufigumbﬂmm._uw

renal tubular acidosis or cystinuria, should be sought.
Calcium oxalate stone disease is inherited in a multi-
factorial manner, and hypercalciuria has been shown
to be inherited as an autosomal dominant trait. The
presence of other endocrine or metabolic disorders
should aiso be considered.

A complete list of all medications taken should
be obtained. Acetazolamide, useful in the treatment
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Table 16-1. Sione density as retated o degres of radiopaciy

Dansity Radiopacity
Calcium phasphais 20 Very opague
Galolum oxalale 10.8 Opacue
MBQrES I BT 4.1 Modaralely oDsgUS

phasphalé

Cysting P a7 Shghity Dpaque
ric moid 14 Honopagque
Xanthing [ A Nonopagque

acute ureteral colic, the plain film of the abdomen
often shows a paralytic ilcus that may obscure existing
calculi. Plain-film tomograms may belp to identify
a stone otherwise obscured by overlying gas or feces.

It is pot uncommeon to see perirenal or periureteral
extravasation of contrast medium in patients with ob-
structing ureteral calculi. The extravasation is be-
lieved to originate from a forniceal tear and is associ-
ated with the increased pressure caused by the ob-
structing stones. In the absence of infection, the
condition is self-limiting and does not require further
therapy. If infection is suspected, antibiolic therapy
should be instituted.

3. Retrograde urography-Retrograde urograms
are rarely needed to diagnose a stone; however, they
are indicated when the diagnosis is suspect or the
patient is allergic to contrast medium (Fig 16-4)

4. Ultrasonography-In patients in whom it 1s
not possible to obtain an intravenous urogram, ultra-
sonic evaluation of the kadneys may aid in the diagno-
sis of renal stones. In pregnant women with flank
pain in whom it is desirable to limit radiation exposure
or in anuric patients or patients with chronic renal

Figure 16-3. Ureteral stone. “Nephrogram™ caused by
ACute wreteral obstruction. Marked density of renal pa-
ranchyma with mogderate hydronephrosis. Arow points
0 nonopague {uric acid) stone

Figure 16-4. Retrograde urogram oblained in pabent wih
kidney that did not visualize on infravenous urogram. Ar-
row poinis to a poorly calcified sione n [he rmad ureder

failure, the presence of hydronephrosis and acoustic
shadowing may be diagnostic.

5. CTscanning—CT scanning is seldom indicated
as the first diagnostic study for the evaluation of a
patient with a suspected urinary calculus. However,
in cases where the presence of a nonopaque stone
or & urinary tract tumor is being considered, CT scans
have proved diagnostic.

Although a radiolucent stone cannot be detected
on the plain film alone, the diagnosis should be sus-
pected when hydronephrosis and a radiolucent filling
defect are found on sonograms or urograms (Fig
16-5). A CT scan may help 1o differentiate a stone
from a blood clot or tumer.

6. Magnetic resonance imaging (MRI}-MRI is
an excellent technique for the visualization of the
componenis of the urinary system, but unlike CT,
it cannot be used 1o visualize stones. lts use in patients
with urolithiasis is therefore limted.

CALCIUM STONES

Calcium-containing stones can occur as calcium
phosphate or calcium oxalate or, more commonly,
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dures can be performed under local anesthesia. Recov-
ery time is shortened, and the patient can usually
return to full activity in & short period of time.

include the occasional need for ne-
phrostomy drainage for up to several weeks and the
possibility of bleeding secondary to percutaneous
stone manipulation. These are new techniques, and
long-term effects are still uncertain, as is the success
rate compared with that of more conventional surgical
methods.

The criteria for percutaneous stone removal are
identical 1w those for open procedures for stone re-
moval. Patients should have complete laboratory stud-
ies, and all stones should be identified and located
preoperatively. Antimicrobial drugs should be used
1o treal urinary tract infections before stone manipu-
lation.

The cornerstone of manipulative pro-
cedures is the accurate intrarenal placement of a percu-
tancous nephrosiomy tube and the establishment of
@ nephrostomy tube tract of adequate caliber to accom-
modate the nephroscope. Intrarenal access may be
achieved by either the antegrade or retrograde tech-
nique. Immediate dilation of the nephrostomy tract
and delayed dilation of the tract over a 1- to 2-week
period have both been successfully employed, but
the former technique is used most often,

The methods of stone removal are varied, and the
choice is based on the experience of the surgeon
and the needs of the patient. Stones can be grasped
or flushed out under flvoroscopic control or under
direct vision using a nephroscope. Stone baskets or
specially designed forceps may be employed. Large
stones may be fragmented using either an ultrasonic,
laser, or electrohydraulic lithotrite under direct vision.

Before ESWL was widely available, percutancous
stone removal was the treatmemt of choice for nearly
all surgical stones. Complications and long-term mor-
bidity have been minimal with this technigue.

EXTRACORPOREAL SHOCK WAVE
LITHOTRIPSY (ESWL)
(See Chapter 17)

Extracorporeal shock-wave lithotripsy permits re-
moval of renal stones without direct surgical interven-
tion (Chaussy, 1981; Chaussy. Brendel, and Schmidt,
1980). The patient is given an epidural local or general
anesthetic and lowered into a tank of distilled water
at the botiom of which is placed the shock wave
electrode used to produce the shock waves that frag-
ment the renal stone. The shock waves produced by
the electrode are focused and directed at the stone
by a 2-dimensional radi ic scanning system and
are keyed to follow the R wave of the patient's ECG.
The average patient receives 10001500 shock wave
pulses. After about 200 pulses, the stone begins 1o
fragment. Small particles are passed in the urine over

.

the next several days. Newer lithotriptors have elimi-
nated the need for a water bath, can be used withou;
anesthesia, utilize ultrasound to localize the stone,
and generate shock waves by a variety of mechanisms,

In studies performed on dogs, the shock waves
caused no tissue except to the lungs, but
the dosage was 50 u than that used op
humans. The shock waves §d not damage bone tissue,
because of the large i®matrix of bone.

This technique is being successfully used to treat
nearly all renal calculi. Side effects are minimal. Early
reports suggesting hypertension as a possible side
effect have not been substantiated. Contraindications
to the procedure include uninary tract obstruction and
active urinary tract infection. Staghorn calculi may
be managed using a combination of percutaneous and
ESWL techniques. However, multiple procedures
may be required. Patients with associated infundibular

ESWL therapy. It has also been recognized that cal-
cium oxalate monohydrate and cystine stones do not
fragment well with this technique.

TREATMENT OF URETERAL
STONES

Ureteral stones originate in the renal collecting sys-
e and pass into the ureter, where they frequently
become lodged and cause of ureteral colic
(Fig 16-12). mnghtmdlm“m“mmlwd
with equal frequency. Management
size and location of the stone, age p:ﬁuu
presence or absence of urinary tract infection, anat-
omy of the urinary tract, and degree of symptoms,
Treatment may be expectant, manipulative, or surgi-

Studies have shown that 31-93% of ureteral stones

E

and pass spontaneously. Expectant management con-
sists nfhydﬂhmmuthhmdmufmdgﬂm
Patients are instructed 1o strain all urine and to save




