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Background: The leukotriene D4 receptors have been detected in human 
bladder detrusor myocytes, and they can play the role of interstitial cystitis 
etiology. Aim: Our study aims to explain the role of mast cells histologically and 
immunohistochemically in the pathogenesis and the effectiveness of montelukast 
that leukotriene D4 receptor antagonist in the treatment of interstitial cystitis. 
Subjects and Methods: Twenty-four Wistar albino adult female rats were used. 
Group 1 (n = 8): control (sham) group, Group 2 (n = 8): interstitial cystitis group, 
and Group 3 (n = 8): treatment group. Groups 2 and 3 rats were administered 
75 mg/kg cyclophosphamide four times every three days intraperitoneally. The rats 
in the treatment group were started on montelukast sodium as 10 mg/kg, 1 × 1/
day per orally after the last administration of cyclophosphamide and were given 
for 14 days. Mast cells in the bladder tissues were examined histologically, and the 
presence of IL-6, 8, VEGF, and TNF alpha was examined immunohistochemically. 
Results: Thin transitional epithelium, loose connective tissue, weak smooth 
muscle bundles, and signs of chronic inflammation were observed in the interstitial 
cystitis group. Regenerated transitional epithelium, intact basement membrane, 
compact lamina propia, thick smooth muscle bundles, and rare inflammatory cells 
were observed after the treatment with the montelukast. Mast cells were decreased 
in bladder tissue after treatment. IL-6, IL-8, VEGF, and TNF alpha levels were 
significantly decreased after treatment. Conclusions: We found that inflammatory 
mediators were significantly reduced after treatment with montelukast in the 
interstitial cystitis group. Montelukast can be used as an effective drug in the 
treatment of interstitial cystitis.
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chronic pelvic pain (>six months) and the feeling of 
pressure or discomfort about the urinary bladder (with 
persistent urgency to void or frequency). Normal 
cystoscopy findings and histopathological findings as 
Hunner lesions, glomerulations, intrafascicular fibrosis, 
inflammatory infiltrates, granulation tissue, and detrusor 
mastocytosis are the other diagnostic findings.[3]

Original Article

IntroductIon

Interstitial cystitis (IC) is a chronic disease of the 
bladder that presents with the symptoms of severe 

urinary urgency, frequency, nocturia, and suprapubic or 
perineal pain.[1] This disease is commonly confused with 
urinary tract infections, as the symptoms are similar. 
It is five times more common in males than females. 
The prevalence rate of IC is 2.7–5.6% in females.[2] 
The most frequently used criteria in diagnosing IC are 
those determined by the European Society for the Study 
of IC/PBS (ESSIC) and the American Urological 
Association (AUA). These diagnostic criteria are 
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It is a common disease, but there are not enough studies 
about the etiology and treatment in the literature. 
Therefore, its etiology is still unclear. Researchers believe 
that inflammation plays a central role in the pathogenesis 
of IC. The presence of leukotriene (LT) receptors on 
detrusor muscle cells and increased urinary LTD4 levels 
in IC suggest pro‑inflammatory mediators role in IC.[4] 
Leukotrienes play an important role in the activation of 
mast cells. There is an increased concentration of mast 
cells around the detrusor muscle.[5] These mast cells 
release LTD4, a pro‑inflammatory mediator that causes 
spasmogenic effects. It is produced from phospholipids 
found in the perinuclear membrane.

Different pharmacologic treatments have been used 
to treat this condition with limited success. Oral 
tricyclic antidepressants, pentosan, and intravesical 
administration of dimethyl sulfoxide, heparin, and 
bacillus Calmette-Guerin have been tried in the 
treatment.[2] Montelukast is a drug that blocks LTD4 
receptors and is frequently used to treat allergic rhinitis 
and asthma in clinical practice.[6] In previous studies, the 
presence of LTD4 receptors has been detected in human 
bladder detrusor myocytes.[7] It has been shown that it 
has an anti‑inflammatory effect by inhibiting leukotriene 
receptors in the bladder.[8] Therefore, it can be predicted 
that montelukast can be used to treat IC.

There is only one study in the literature on the effects 
of montelukast on bladder cells with IC, and the 
evaluation method in this study is limited. Our study 
aims to explain the role of mast cells histologically 
and immunohistochemically in the pathogenesis and 
the effectiveness of montelukast that leukotriene D4 
receptor antagonist in the treatment of interstitial cystitis. 
Furthermore, as a result of our research, we would like 
to explain the usability of montelukast in IC.

MAterIAls And Methods

Twenty-four Wistar albino adult female rats were 
used. All rats were followed up at an average room 
temperature of 23°C, in a 12-h dark-light cycle, and on 
an ad libitum diet. Rats were divided into three groups: 
Group 1 (n = 8): control (sham) group, Group 2 (n = 8): 
interstitial cystitis group, and Group 3 (n = 8): 
treatment group. Groups 2 and 3 rats were administered 
75 mg/kg cyclophosphamide four times every three days 
intraperitoneally. The control group rats were injected with 
a similar volume of physiological saline (SF-0,9%NaCl) 
intraperitoneally. The rats in the treatment group 
were started on montelukast sodium as 10 mg/kg, 
1 × 1/day per orally after the last administration of 
cyclophosphamide and were given for 14 days. The form 
to be used was prepared from the commercially available 

4 mg sachets (Airfi × 4 mg sachet, Mentis). At the end 
of the treatment, the bladder was excised by laparotomy 
by applying intraperitoneal ketamine/xylazine anesthesia 
in all groups of rats. Bladder samples were fixed in 10% 
formalin. The procedures used and the care of animals 
were approved by the Institutional Animal Care and 
Use Committee (IACUC) in ***** University (approval 
number: *****).

Hematoxylin–Eosin staining and May 
Grunwald‑Giemsa staining method
Sections taken from the experimental groups were kept 
in an oven at 60°C for 60 minutes, and then they were 
removed from xylol for 3 × 5 minutes and cleared 
of paraffin. Afterward, slides were passed through 
decreasing series of alcohol and washed in running 
water and then stained with Harris Hematoxylin and 
Eosin. May Grunwald-Giemsa stain was applied to 
evaluate mast cells. The slides were kept in Eosin for 
2 minutes, passed through a series of increasing grades 
of alcohol, taken into xylene, and closed with Entellan.

Immunohistochemical staining method
Staining was done in Sequenza Immunostaining 
Center Shandon/ThermoScientific device. Sections 
of 3 µm thickness were taken from rat bladder tissue 
paraffin blocks on slides. Sections were applied with 
a 1/10 diluted CitratBuffer (PH: 6) (AP-9003-999 
ThermoScientific) PT Module (A80400012 LabVision) to 
unmask the antigen. In the IHC Stainer, the slides were 
attached to the rack slots together with the cover plate. It 
was washed with PBS. Protein was blocked with solution  
(TA‐125‐PBQ ThermoFisherScientific) for 10 minutes 
and incubated for 2 h with IL-6 antibodies (orb539985 
Biorbyt) 1/100), IL-8 antibodies (orb229133 Biorbyt) 
1/50), TNF alpha antibodies (orb11495 Biorbyt) 1/100), 
and VEGF antibodies (orb191500 Biorbyt) 1/50). 
Washing was done with PBS. Staining was performed 
with DAB Chromogen (TA‑125‑HAThermoScientific) to 
identify positive cells.

Immunohistochemical and mast cell count 
evaluation
One hundred cells were counted to calculate 
percentages of IL-6, IL-8, VEGF, and TNF alpha 
positive cells in randomly selected high‑power fields. 
Immunohistochemistry sections were evaluated for the 
presence or absence of cytoplasmic staining. In the 
evaluation of mast cells, mast cells in mm2 were counted 
in the preparations prepared in May Grunwald-Giemsa 
stain.

Statistical analyses
All results were expressed as means ± standard 
deviation (SD). Significant values in the groups were 
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assessed with one-way ANOVA. IHC staining results 
in groups were evaluated with the Kruskall–Wallis 
and Tamhane’s post hoc test using SPSS software 
version 22 (SPSS Inc., Chicago, IL, USA). P <0,05 was 
considered significant.

results
Histopathological evaluation
Group 1: Smooth stratified transitional epithelium, intact 
basement membrane, compact lamina propia, and thick 
smooth muscle bundles [Figure 1a]. Mast cells were 
counted as 1–2 per mm2.

Group 2: Thin transitional epithelium, loose connective 
tissue, weak smooth muscle bundles, and signs of 
chronic inflammation were observed [Figure 1b]. Mast 
cells were counted as 6–8 per mm2 [Figure 2a]

Group 3: Regenerated transitional epithelium, intact 
basement membrane, compact lamina propia, thick 
smooth muscle bundles, and rare inflammatory 
cells [Figure 1c]. Mast cells were counted as 
3–4 per mm2 [Figure 2b].

Immunohistochemical evaluation
Group 1: Staining rates with IL-6 and IL-8 varied 
between 0 and 25%. TNF alpha and Vascular Endothelial 
Growth Factor (VEGF) stained moderately at a 25–
50% [Figure 3].

Group 2: 75–100% intense staining pattern was observed 
with IL-6, IL-8, TNF alpha, and VEGF stain [Figure 4].

Group 3: IL-6 and IL-8, and TNF alpha were 
slightly stained at 0–25%. Vascular Endothelial 
Growth Factor (VEGF) stained moderately at a 25–
50% [Figure 5].

We found an increase in IL-6, IL-8, TNF alpha, 
and VEGF levels in the patient group by the 
immunohistochemical analysis compared to the control 
and treatment groups. After treatment with ML, a 
statistically significant decrease was found in IL‑6, IL‑8, 
TNF alpha, and VEGF levels (P = 0,000, P = 0,000, 
P = 0,000, P = 0,003) [Figure 6]. While six–eight mast 
cells were detected in the interstitial cystitis group, a 
decrease was observed in the number of these cells with 
treatment, and they were counted as 1–4. However, no 
statistical correlation was found between the groups in 
this decrease (P = 0,054).

Figure 1: Hematoxylin and Eosin staining of the bladder mucosa: A—control group, B—ISC group, and C—ISC‑ML group. Smooth stratified 
transitional epithelium, intact basement membrane, compact lamina propia, and thick smooth muscle bundles in bladder tissue of control group (a). Thin 
transitional epithelium, loose connective tissue, weak smooth muscle bundles, and signs of chronic inflammation were observed in bladder tissue of ISC 
group (b). Regenerated transitional epithelium, intact basement membrane, compact lamina propia, thick smooth muscle bundles, and rare inflammatory 
cells in bladder tissue of ISC + ML treatment group (c).(ISC: interstitial cystitis, ISC‑ML: interstitial cystitis and treatment with montelukast sodium)

cba

Figure 2: May Grunwald-Giemsa staining of the bladder mucosa: A—ISC 
group and B—ISC-ML group.Mast cells were counted as 6–8 per mm2 
in ISC group (a) Mast cells were counted as 3–4 per mm2 in ISC + ML 
treatment (b) (ISC: interstitial cystitis, ISC‑ML: interstitial cystitis and 
treatment with montelukast sodium)

ba

Figure 3: Immunohistochemical staining results of control group rats: 
A—staining with IL-6, B—staining with IL-8, C—staining with TNF 
alpha, and D—staining with VEGF. Staining rates with IL-6(a) and IL-8 
varied between 0 and 25% (b) and TNF alpha and Vascular Endothelial 
Growth Factor (VEGF) stained moderately at a 25–50% (c and d) (IL: 
interleukin, TNF: tumor necrosis factor, VEGF: Vascular Endothelial 
Growth Factor)
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dIscussIon

Interstitial cystitis is a chronic disease characterized by 
bladder and pelvic pain, urinary urgency, and frequency. 
It is always easily confused with urinary tract infections. 
It is a disorder about the sensory dysregulation of 
the bladder. As a result, perceived pain in the organ 
and a feeling of increased urgency and/or frequency 
develop.[1] There are multiple theories relating to the 
etiology of the IC. It is thought that various causes such 
as infection, overactivation of mast cells, overproduction 
of leukotrienes, changes in urothelial permeability, 
and autoimmunity play a role in the etiology of this 
disease.[9] In the literature, it has been reported that 
mast cell numbers have increased in many studies.[5] In 
interstitial cystitis, partial or completely degranulated 
mast cells can be diagnosed in the lamina propia, 
submucosa, and bladder muscle. Fall et al.[10] reported 
that 20 mast cells/mm2 in the bladder muscle have 88% 
specificity and 95% diagnostic specificity for IC. Mast 
cells are more consistently increased in classic IC with 
Hunner’s ulcers.[11] In non-ulcer IC, bladder mast cells 
show large standard deviations due to heterogeneous 
study groups and methodological differences. Although 
the reason for the increase in mast cells in IC is 
unknown, cytokines such as growth factor (NGF) 
and stem cell factor (SCF) produced by damaged 
urothelial cells are known mast cell stimulators.[5] 
Pro‑inflammatory, vasoactive, and nociceptive molecules 
released from mast cells are thought to be responsible for 
neuropathic pain and sensory neuronal hyperreactivity 
seen in IC.[12] While six–eight mast cells were detected 
in the interstitial cystitis group, a significant decrease 

was observed in the number of these cells with 
treatment, and they were counted as 1–4. However, no 
statistical correlation was found between the groups in 
this decrease.

Mast cells perform their functions through vasoactive and 
pro‑inflammatory mediators previously synthesized and 
stored in granules or synthesized de novo.[5,13] Histamine, 
serotonin, TNF, kinins, and proteases are preformed 
molecules stored in secretory granules. Vascular 
endothelial growth factor (VEGF), leukotrienes (LT), 
platelet-activated factor (PAF), prostaglandins, different 
types of interleukin (IL), nitric oxide (NO), and 
tumor necrosis factor (TNF) are synthesized de novo. 
Therefore, it is an indicator of these amines and cytokines 
released into the environment without degranulation in 
mast cells. The presence of these mediators is another 
indication that mast cells are active.[14] IL-6–8, tumor 
necrosis factor alpha (TNFα), and VEGF are potent 
inflammatory cytokines. Inflammatory mediators 
activate corresponding receptors on cells in the bladder 
to stimulate different molecular signaling pathways. IL-6 
is secreted by inflammatory cells such as macrophages 
and mast cells. It has been shown that serum and urinary 
IL-6 levels are high in IC patients, and their levels are 
associated with symptom severity.[15] In previous studies 
in the literature, it has been reported that IL-6 positive 
mast cells are found in the mucosa and detrusor muscle 
in the IC.[16] In another study, it has been shown that 
IL‑8 does correlate positively with mast cell infiltration 

Figure 4: Immunohistochemical staining results of ISC group rats: 
A—staining with IL-6, B—staining with IL-8, C—staining with TNF 
alpha, and D—staining with VEGF 75–100% intense staining pattern 
was observed with IL-6, IL-8, TNF alpha, and VEGF stain (a-d) (ISC: 
interstitial cystitis, IL: interleukin, TNF: tumor necrosis factor, VEGF: 
Vascular Endothelial Growth Factor)

dc

ba

Figure 5: Immunohistochemical staining results of treatment group 
rats: A—staining with IL-6, B—staining with IL-8, C—staining with 
TNF alpha, and D—staining with VEGF. IL-6 and IL-8, and TNF alpha 
were slightly stained at 0–25% (a-c), and Vascular Endothelial Growth 
Factor (VEGF) stained moderately at a 25–50% (d) (ISC: interstitial 
cystitis, IL: interleukin, TNF: tumor necrosis factor, VEGF: Vascular 
Endothelial Growth Factor)
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into the bladder wall.[17] IL-8, which has chemotactic 
properties, increases the inflammatory response through 
neutrophil, eosinophil, and T lymphocyte migration. 
Although it has been shown that IL-8 levels can be a 
highly sensitive biomarker for the diagnosis of IC, 
a significant correlation was found with the clinical 
features of the disease.[18] In the previous studies, 
urinary IL-6 and IL-8 levels in IC have been found at 
different levels, the relationship of this increase with 
the presence and severity of the disease in IC has not 
been fully demonstrated.[17] In our study, we found a 
significant increase in IL‑6/8 in the patient group in the 
immunohistochemical analysis compared to the control 
and treatment groups.

TNF alpha is an inflammatory molecule and decreased 
wound healing in chronic doses.[19] TNFα is released 
from activated macrophages. It causes an increase in free 
oxygen radicals and the expression of adhesion factors in 
the vascular endothelium. At the same time, it provides 
an inflammatory response by acting as a chemotactic 
agent for monocyte and polymorph-nucleated 
leukocytes.[20] TNF alpha is a major component of the 
soluble factors released by mast cells that mediate the 
urothelial response. In cell culture studies, it has been 
shown that inflammation in uroepithelial cells induced by 
mast cells is suppressed by TNF alpha blockers.[21] Batler 

et al.[21] suggested that TNFα acts in synergy with other 
inflammatory mediators to elicit urothelial responses 
to mast cells. Another cell culture study showed that 
mast cells and TNFα contributed to apoptosis in 
interstitial cystitis.[22] They found that administration of 
a monoclonal antibody of TNFα significantly decreased 
the mast cell in the lamina propria, stabilized the bladder 
permeability barrier, reported that anti-TNF can be used 
to treat the bladder permeability barrier, and reported 
that anti-TNF could be used to treat IC. In our study, we 
found a significant increase in TNF alpha levels in the 
patient group. We can suggest that TNF alpha plays a 
role in ulcerative lesions and inflammation in IC.

Angiogenesis is an important factor in chronic 
inflammatory diseases. VEGF, an angiogenic cytokine, 
has been reported to increase the severity of the disease 
in colitis, asthma, and some cancers.[23] VEGF is 
expressed in healthy bladder tissue, urothelial, lamina 
propria, and intramural ganglion cells of the bladder 
wall. It is also a mediator secreted by stimulated mast 
cells. In the immunohistochemical analysis, a significant 
increase in VEGF was observed in our patient group 
compared to the other groups. VEGF expression is 
increased in these areas during inflammation.[24] Kiuchi 
et al.[24] showed an increase in VEGF expression and 
an association with the degree of pelvic pain in bladder 

Figure 6: Statistical analysis graph of immunohistochemical staining results. Immunohistochemical analysis results: It was observed that IL-6, IL-8, 
TNF alpha, and VEGF levels were significantly decreased in the treatment group
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biopsies from patients with IC. Angiogenic factors, such 
as VEGF, are associated with and contribute to various 
neurological conditions. It is thought that VEGF may 
modulate visceral hypersensitivity through neuronal 
cells and epithelial cells in the inflammatory bladder.[24]

Leukotrienes are a group of bioactive lipids that 
emerge from arachidonic acid metabolism.[4] Cysteinyl 
leukotrienes LTC4, LTD4, and LTE4 are known as the 
slow-acting agents of anaphylaxis and play an important 
role in inflammation. LTA4 is a common step in all 
leukotriene synthesis and is metabolized to produce 
LTC4. It is converted to LTD4 in the extracellular 
space in LTC4.[25] It has been shown that the frequency 
of symptoms and complaints of pain are reduced 
with montelukast treatment in IC, which is known 
to have a role in the pathophysiology of mast cells. 
Therefore, it has been found to be a potential treatment 
alternative.[5] Despite clinical and basic research on 
interstitial cystitis, a health problem with an increasing 
incidence, an effective standard treatment has not yet 
been determined. In the literature, the presence of 
LTD4 receptors in human detrusor myocytes has been 
demonstrated in a study.[7] LTD4 is a pro‑inflammatory 
mediator produced from mast cells in the detrusor 
muscles and causes a spasmogenic effect on the bladder. 
And it is responsible for the symptoms and pain in IC.[7] 
Montelukast, which is widely used in the treatment 
of allergies, blocks LTD4 receptors, and it has been 
shown in previous studies to have an anti‑inflammatory 
effect through this pathway.[6,8,26] We thought that ML 
could play an active role in treating IC by reducing 
inflammatory mediators. After ML treatment, it was 
observed that the thinned transitional epithelium 
regenerated, the basement membrane became intact, 
and the weakened smooth muscles became thickened. 
Furthermore, it was determined that the inflammatory 
cells in the tissue decreased. In addition, we found a 
statistically significant decrease in IL‑6, IL‑8, TNF 
alpha, VEGF, and mast cell levels in the ML treatment 
group. With these findings, we think that ML treatment 
may play an important role in treating interstitial 
cystitis.

conclusIons

In conclusion, we have determined the active role of 
mast cells in inflammation in IC. With these findings, 
we suggest that IL-6, IL-8, VEGF, and TNF alpha 
have an important role in the etiopathogenesis of IC. 
And we found that these inflammatory mediators were 
significantly reduced after treatment with montelukast 
in the IC group. According to these results, montelukast 
can be used as an effective drug in the treatment of IC.

Financial support and sponsorship
Nil.

Conflicts of interest
There are no conflicts of interest.

references
1. Marcu I, Campian IE, Tu FF. Interstitial cystitis/bladder pain 

syndrome. Semin Reprod Med 2018;36:123-35.
2. Riccioni G, Di Ilio C, Conti P, Theoharides TC, 

Nicolantonio D’Orazio N. Advances in therapy with 
antileukotriene drugs. Ann Clin Lab Sci 2004;34:379-87.

3. Van de Merwe JP, Nordling J, Bouchelouche P, Bouchelouche K, 
Cervigni M, Daha LK, et al. Diagnostic criteria, classification, 
and nomenclature for painful bladder syndrome/interstitial 
cystitis: An ESSIC proposal. Eur Urol 2008;53:60-7.

4. Grover S, Srivastava A, Lee R, Tewari AK, Te AE. Role of 
inflammation in bladder function and interstitial cystitis. Ther 
Adv Urol 2011;3:19-33.

5. Akiyama Y, Maeda D, Morikawa T, Niimi A, Nomiya A, 
Yamada Y, et al. Digital quantitative analysis of mast 
cell infiltration in interstitial cystitis. Neurourol Urodyn 
2018;37:650-7.

6. Package insert. Singulair (montelukast). Whitehouse Station, NJ: 
Merck Sharp and Dohme Corp; 2010.

7. Bouchelouche K, Horn T, Nordling J, Larsen S, Hald T. 
The action of cysteinyl-leukotrienes on intracellular 
calcium mobilization in human detrusor myocytes. BJU Int 
2001;87:690-6.

8. Theoharides TC, Cochrane DE. Critical role of mast cells 
in inflammatory diseases and the effect of acute stress. 
J Neuroimmunol 2004;146:1‑12. doı: 10.1016/j.jneuroim. 
2003.10.041.

9. Bouchelouche K, Nordling J, Hald T, Bouchelouche P. The 
cysteinyl leukotriene D4 receptor antagonist montelukast for the 
treatment of interstitial cystitis. J Urol 2001;166:1734-7.

10. Fall M, Johansson SL, Aldenborg F. Chronic interstitial cystitis: 
A heterogeneous syndrome. J Urol 1987;137:35-8.

11. Sant GR. Etiology, pathogenesis, and diagnosis of ınterstitial 
cystitis. Rev Urol 2002;4:9-15.

12. Roppolo JR, Tai C, Booth AM, Buffington CAT, de Groat WC, 
Birder LA. Bladder A afferent nerve activity in normal cats and 
cats with feline interstitial cystitis. J Urol 2005;173:1011-5.

13. Galli SJ, Kalesnikoff J, Grimbaldeston MA, Piliponsky AM, 
Williams CMM, Tsai M. Mast cells as “tunable” effector and 
immunoregulatory cells: Recent advances. Annu Rev Immunol 
2005;23:749-86.

14. Kops SK, Theoharides TC, Cronin CT, Kashgarian MG, 
Askenase PW. Ultrastructural characteristics of rat peritoneal 
mast cells undergoing differential release of serotonin 
without histamine and without degranulation. Cell Tissue Res 
1990;262:415-24.

15. Li W, Yang F, Zhan H, Liu B, Cai J, Luo Y, et al. Houttuynia 
cordata extract ameliorates bladder damage and improves bladder 
symptoms via anti‑inflammatory effect in rats with interstitial 
cystitis. ECAM 2020. doı: 10.1155/2020/9026901.

16. Peeker R, Enerback L, Fall M, Aldenborg F. Recruitment, 
distribution and phenotypes of mast cells in interstitial cystitis. 
J Urol 2000;163:1009-15.

17. Erickson DR, Tomaszewski JE, Kunselman AR, Stetter CM, 
Peters KM, Rovner ES, et al. Urine markers do not predict 
biopsy findings or presence of bladder ulcers in interstitial 

D
ow

nloaded from
 http://journals.lw

w
.com

/njcp by B
hD

M
f5eP

H
K

av1zE
oum

1tQ
fN

4a+
kJLhE

Z
gbsIH

o4X
M

i0hC
yw

C
X

1A
W

nY
Q

p/IlQ
rH

D
3i3D

0O
dR

yi7T
vS

F
l4C

f3V
C

4/O
A

V
pD

D
a8K

K
G

K
V

0Y
m

y+
78=

 on 10/23/2023



Günizi, et al.: Montelukast ın the treatment of ınterstitial cystitis

403Nigerian Journal of Clinical Practice ¦ Volume 26 ¦ Issue 4 ¦ April 2023

cystitis/painful bladder syndrome. J Urol 2008;179:1850-6.
18. Davis NF, Brady CM, Creagh T. Interstitial cystitis/painful 

bladder syndrome: Epidemiology, pathophysiology and 
evidence-based treatment options. Eur J Obstet Gynecol 
2014;175:30-7.

19. Frank J, Born K, Barker JH, Marzi I. In vivo effect of tumor 
necrosis factor alpha on wound angiogenesis and epithelialization. 
Eur J Trauma 2003;29:208-19.

20. Ke QS, Kuo HC. Pathophysiology of interstitial cystitis/bladder 
pain syndrome. Tzu Chi Med 2015;27:139-44.

21. Batler RA, Sengupta S, Forrestal SG, Schaeffer AJ, Klumpp DJ. 
Mast cell activation triggers a urothelial inflammatory response 
mediated by tumor necrosis factor-alpha. J Urol 2002;168:819-25.

22. Chen MC, Mudge CS, Klumpp DJ. Urothelial lesion formation 
is mediated by TNFR1 during neurogenic cystitis. Am J Physiol 
Renal Physiol 2006;291:F741-9.

23. Chidlow JH Jr, Shukla D, Grisham MB, Kevil CG. Pathogenic 
angiogenesis in IBD and experimental colitis: New ideas and 
therapeutic avenues. Am J Physiol Gastrointest Liver Physiol 
2007;293:G5-18.

24. Kiuchi H, Tsujimura A, Takao T, Yamamoto K, Nakayama J, 
Miyagawa Y, et al. Increased vascular endothelial growth factor 
expression in patients with bladder pain syndrome/interstitial 
cystitis: İts association with pain severity and glomerulations. 
BJU Int 2009;104:826-31.

25. Richter B, Hesse U, Hansen AB, Horn T, Mortensen SO, 
Nordling J. Bladder pain syndrome/interstitial cystitis in a 
Danish population: A study using the 2008 criteria of the 
European Society for the Study of Interstitial Cystitis. BJU Int 
2010;105:660-7.

26. Clinical Pharmacology Online. Available from: http://www.
clinicalpharmacology-ip.com.cuhsl.creighton.edu/default.
aspx. [Last accessed on 2011 Jun 01].

D
ow

nloaded from
 http://journals.lw

w
.com

/njcp by B
hD

M
f5eP

H
K

av1zE
oum

1tQ
fN

4a+
kJLhE

Z
gbsIH

o4X
M

i0hC
yw

C
X

1A
W

nY
Q

p/IlQ
rH

D
3i3D

0O
dR

yi7T
vS

F
l4C

f3V
C

4/O
A

V
pD

D
a8K

K
G

K
V

0Y
m

y+
78=

 on 10/23/2023


