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1(a). Define biochemical recurrence after radical prostatectomy and after radiation

therapy for carcinoma prostate.

Solution:

Biochemical recurrence refers to an increase in prostate-specific antigen (PSA) levels after

treatment for prostate cancer, indicating potential recurrence of cancer. The definition differs

slightly between patients who have undergone radical prostatectomy and those who have

received radiation therapy.

Step 1: After Radical Prostatectomy:

Biochemical recurrence after radical prostatectomy is typically defined by a PSA level of

greater than 0.2 ng/mL with a confirmatory rise in subsequent measurements. This rise

suggests the presence of residual cancer cells that were not removed during the surgery.

Step 2: After Radiation Therapy:

After radiation therapy, biochemical recurrence is generally defined as a rise in PSA levels

above the nadir (lowest point) after treatment. The Phoenix definition, which is commonly

used, considers a PSA rise of 2 ng/mL above the nadir as indicative of recurrence.

Quick Tip

In both cases, rising PSA levels should prompt further evaluation, including imaging

and possible biopsy, to assess the extent of recurrence.

(b). Discuss management of biochemical recurrence.

Solution:
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Step 1: Monitoring:

After detecting biochemical recurrence, the first step is to monitor the patient closely. This

includes regular PSA testing to assess the rate of increase and any changes in PSA doubling

time, which can provide insight into the aggressiveness of the recurrence.

Step 2: Imaging:

In cases of rising PSA, imaging studies such as MRI, CT scans, or PET scans (especially

with prostate-specific membrane antigen (PSMA) PET) are used to detect the site of

recurrence, whether local, regional, or distant.

Step 3: Treatment Options:

The treatment of biochemical recurrence may involve: 1. Salvage Radiation Therapy: For

patients with localized recurrence, especially those who had a previous radical prostatectomy.

2. Androgen Deprivation Therapy (ADT): Often used in combination with radiation or as

a monotherapy to reduce testosterone levels, which drive prostate cancer growth.

3. Chemotherapy or Immunotherapy: For patients with advanced or metastatic

recurrence.

4. Prostatectomy or Local Ablation: In some cases, if the recurrence is localized, surgical

resection or cryotherapy can be considered.

Step 4: Considerations:

The choice of treatment depends on factors such as the patient’s overall health, the PSA

doubling time, the location of recurrence, and prior treatments. A multidisciplinary approach

involving urologists, oncologists, and radiologists is often needed.

Quick Tip

Early intervention is crucial in managing biochemical recurrence effectively, especially

with salvage therapies like radiation and ADT to prevent further disease progression.

2(a). Explain the steroid hormone synthesis beginning with cholesterol to

mineralocorticoid and glucocorticoid.

Solution:
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The synthesis of steroid hormones begins with cholesterol, which is the precursor for all

steroid hormones. This process primarily occurs in the adrenal glands, gonads, and the

placenta.

Step 1: Conversion of Cholesterol to Pregnenolone:

Cholesterol, which is derived from dietary sources or synthesized in the liver, is first

converted into pregnenolone in the mitochondria. This is the rate-limiting step in steroid

hormone biosynthesis and is catalyzed by the enzyme CYP11A1 (side-chain cleavage

enzyme).

Step 2: Pregnenolone to Progesterone:

Pregnenolone is converted into progesterone by the enzyme 3-hydroxysteroid dehydrogenase

(3-HSD). Progesterone is a precursor for both mineralocorticoids and glucocorticoids.

Step 3: Glucocorticoid Synthesis (Cortisol):

From progesterone, the next steps occur primarily in the zona fasciculata of the adrenal

cortex. The enzyme CYP17A1 converts progesterone to 17-hydroxyprogesterone, which is

further converted to 11-deoxycortisol by 21-hydroxylase. Finally, 11-deoxycortisol is

converted into cortisol (a glucocorticoid) by 11-hydroxylase.

Step 4: Mineralocorticoid Synthesis (Aldosterone):

In the zona glomerulosa of the adrenal cortex, progesterone is first converted into

11-deoxycorticosterone (DOC), which is then converted to aldosterone by the enzyme

21-hydroxylase. Aldosterone is a mineralocorticoid that regulates sodium and water balance.

Quick Tip

The synthesis of cortisol and aldosterone from cholesterol involves multiple enzymatic

steps, with different enzymes catalyzing distinct reactions in the adrenal cortex.

(b). Discuss evaluation and management of Cushing’s syndrome.

Solution:

Step 1: Clinical Features of Cushing’s Syndrome:

Cushing’s syndrome is characterized by excess cortisol in the body. Common clinical

3



features include central obesity, moon face, buffalo hump, purple striae, hypertension,

osteoporosis, muscle weakness, and easy bruising. Psychiatric symptoms such as depression,

anxiety, and cognitive changes may also occur.

Step 2: Diagnostic Evaluation:

To confirm the diagnosis of Cushing’s syndrome, several tests are performed:

- 24-hour urinary free cortisol test: Elevated levels of cortisol in the urine are indicative of

Cushing’s syndrome.

- Late-night salivary cortisol test: High levels of cortisol at night, when it should normally

be low, suggest the presence of the syndrome.

- Dexamethasone suppression test: In patients with Cushing’s syndrome, dexamethasone

(a synthetic glucocorticoid) fails to suppress cortisol production.

Step 3: Determining the Source of Excess Cortisol:

Once Cushing’s syndrome is diagnosed, the next step is determining the cause:

- ACTH-dependent: This includes Cushing’s disease (pituitary adenoma) and ectopic

ACTH production, often by small cell lung cancer.

- ACTH-independent: This includes adrenal tumours or adrenal hyperplasia that produce

excess cortisol without stimulation by ACTH.

Imaging studies such as MRI of the pituitary gland and CT scans of the adrenal glands can

help identify the source of excess cortisol.

Step 4: Treatment of Cushing’s Syndrome:

The treatment depends on the underlying cause: - Surgical treatment: Removal of the

pituitary adenoma in Cushing’s disease, or resection of adrenal tumours.

- Medical treatment: In cases where surgery is not possible or there is a delay in surgery,

medications like ketoconazole, mitotane, or metyrapone can be used to inhibit cortisol

production.

- Radiation therapy: If the tumour is inaccessible by surgery, radiation may be considered.

Step 5: Post-treatment Management:

After treatment, patients need close follow-up to monitor cortisol levels, assess for potential

recurrence of the tumour, and manage any complications such as adrenal insufficiency (in

cases where bilateral adrenalectomy is performed).
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Quick Tip

Early diagnosis and treatment of Cushing’s syndrome are critical to prevent complica-

tions such as cardiovascular disease, osteoporosis, and infection.

3(a). Management of bleeding during and after TUR-P.

Solution:

Step 1: Preoperative Management:

To minimize bleeding during and after transurethral resection of the prostate (TUR-P),

careful preoperative management is essential:

- Anticoagulation management: Anticoagulants should be stopped before the procedure,

and alternative measures such as heparin bridging therapy may be considered.

- Preoperative hydration: Proper hydration reduces the risk of bleeding by maintaining

blood pressure and circulation.

- Cauterization and laser use: Using electrocautery or lasers during the TUR-P procedure

helps to minimize bleeding by coagulating blood vessels.

Step 2: Intraoperative Management:

Intraoperative management aims to control bleeding during the procedure:

- Cautery and Bipolar TUR-P: The use of bipolar energy helps reduce the risk of bleeding,

especially for patients on anticoagulation.

- Continuous irrigation: Normal saline or glycine irrigation is used during the procedure to

keep the surgical site clear and prevent clot formation.

Step 3: Postoperative Management:

After TUR-P, managing bleeding includes:

- Bladder irrigation: Continuous bladder irrigation with normal saline to flush out blood

clots.

- Hemostasis agents: In case of excessive bleeding, topical hemostatic agents or local

cauterization may be applied to stop bleeding.

- Monitoring and transfusion: Close monitoring of hemoglobin levels is essential, and

blood transfusions may be required in cases of significant blood loss.
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Quick Tip

Ensuring proper hemostasis during TUR-P is critical, and using modern techniques such

as bipolar resection and laser treatment can significantly reduce the risk of postoperative

bleeding.

(b). Describe LASER treatments in BPH.

Solution:

Step 1: Introduction to LASER Treatment:

Laser therapy is a minimally invasive treatment option for benign prostatic hyperplasia

(BPH) that uses focused light to remove or vaporize prostate tissue. LASER therapy is used

for patients who do not respond to medications or prefer a less invasive option than surgery.

Step 2: Types of LASER Treatments:

1. Holmium Laser Enucleation of the Prostate (HoLEP): This is one of the most effective

laser techniques, where the prostate tissue is enucleated using a holmium laser and then

removed with a morcellator.

2. Greenlight Laser Vaporization (PVP): This method uses a high-powered laser to

vaporize prostate tissue, shrinking the prostate and improving urinary flow.

3. Diode Laser Vaporization: Similar to Greenlight, it uses a diode laser to vaporize tissue

but may be associated with less bleeding.

Step 3: Indications for LASER Therapy:

- Enlarged prostate causing urinary retention.

- Refractory to medical management.

- Patients who are poor candidates for invasive surgery due to comorbid conditions.

Step 4: Advantages of LASER Therapy:

- Minimal bleeding: LASER treatment minimizes bleeding, making it ideal for patients on

anticoagulants or with clotting disorders.

- Faster recovery: Most patients experience a shorter hospital stay and faster recovery

compared to traditional surgery.

- Improved urinary symptoms: LASER therapy effectively improves urinary symptoms
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such as frequency, urgency, and nocturia.

Step 5: Complications of LASER Therapy:

- Bladder neck contracture: A narrowing at the bladder outlet, which may require further

intervention.

- Urinary incontinence: Temporary or permanent incontinence may occur in some cases.

- Erectile dysfunction: There is a small risk of sexual dysfunction, particularly with more

invasive laser techniques like HoLEP.

Quick Tip

Laser treatments in BPH are effective for reducing prostate volume and improving

symptoms, with minimal bleeding and quicker recovery times compared to traditional

surgery.

4(a). Describe dynamic renal imaging with 99mTc- MAG 3/EC and 99mTc DTPA.

Solution:

Step 1: Overview of Dynamic Renal Imaging:

Dynamic renal imaging is a nuclear medicine procedure used to evaluate renal function,

especially in cases of urinary tract obstruction or dysfunction. It involves the injection of

radiopharmaceuticals, which are then tracked using gamma cameras to observe the kidneys’

ability to filter and excrete substances.

Step 2: 99mTc-MAG3:

99mTc-MAG3 (Mercaptoacetyltriglycine) is a commonly used radiopharmaceutical for

dynamic renal imaging. It is a technetium-labeled compound that is primarily excreted by

the kidneys. MAG3 is particularly useful for assessing renal function, including glomerular

filtration rate (GFR), renal blood flow, and the presence of obstruction or renal scarring. It is

preferred in cases of renal impairment due to its high extraction efficiency.

Step 3: 99mTc-EC:

99mTc-EC (Ethylenediamine-cysteine) is another radiopharmaceutical used in dynamic

renal imaging. It is similar to MAG3 but has a different chemical composition and clearance
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pattern. EC is excreted by the kidneys and is used to assess renal function, including the

evaluation of obstructive uropathy and renal perfusion. It is commonly used in patients with

poor renal function because of its higher renal uptake.

Step 4: 99mTc-DTPA:

99mTc-DTPA (Diethylene-triamine-pentaacetic acid) is another radiopharmaceutical used

for renal imaging. It is filtered by the glomerulus and is used to evaluate glomerular filtration

rate (GFR), assess renal perfusion, and identify functional renal abnormalities. DTPA has a

longer half-life than MAG3 and is commonly used in diagnostic procedures for chronic renal

diseases.

Step 5: Procedure and Interpretation:

During the procedure, the radiopharmaceutical is injected intravenously, and dynamic

images of the kidneys are taken over time to assess the uptake and excretion of the

radiotracer. The results are analyzed to determine renal function, assess for obstruction, and

evaluate the response to treatment.

Quick Tip

Dynamic renal imaging with radiopharmaceuticals like 99mTc-MAG3, 99mTc-EC, and

99mTc-DTPA provides essential functional data that helps in diagnosing renal obstruc-

tions, assessing GFR, and evaluating renal perfusion.

(b). Write about other reconstructive procedures involving ureteropelvic junction (Non

Anderson-Hynes).

Solution:

Step 1: Overview of Ureteropelvic Junction (UPJ) Obstruction:

Ureteropelvic junction (UPJ) obstruction is a common cause of hydronephrosis, which

occurs due to a blockage at the junction where the renal pelvis meets the ureter. This

obstruction can be congenital or acquired and results in impaired renal drainage, leading to

renal damage if untreated.

Step 2: Non-Anderson-Hynes Procedures:
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The Anderson-Hynes pyeloplasty is the most widely used surgical procedure for UPJ

obstruction. However, non-Anderson-Hynes approaches can also be used for reconstructive

purposes, especially in specific clinical scenarios.

Step 3: Pyelotomy and Ureterostomy:

In cases where the Anderson-Hynes pyeloplasty is not suitable, a pyelotomy (incision of the

renal pelvis) can be performed, followed by ureterostomy (opening of the ureter). This

procedure can allow for the relief of the obstruction by directly creating an opening in the

obstructed area.

Step 4: Ureteral Reimplantation:

For some patients with UPJ obstruction, particularly those with a long segment of

obstruction or associated reflux, ureteral reimplantation may be performed. This involves

reimplanting the ureter into the renal pelvis or bladder to bypass the obstruction and

re-establish proper drainage.

Step 5: Laparoscopic or Robotic-Assisted Surgery:

Advances in minimally invasive surgery, such as laparoscopic or robotic-assisted

pyeloplasty, have become viable alternatives to traditional open surgery. These procedures

involve smaller incisions and faster recovery times, while still effectively managing the UPJ

obstruction.

Step 6: Percutaneous Nephrostomy and Endopyelotomy:

For some patients, a percutaneous nephrostomy may be placed for drainage, followed by

endopyelotomy, which involves a minimally invasive incision of the obstructed area to allow

for proper urine flow. This option is suitable for certain cases with complex or recurrent

obstructions.

Quick Tip

Minimally invasive approaches, such as laparoscopic or robotic-assisted surgery, offer

reduced recovery times and better cosmetic outcomes in the management of UPJ ob-

struction.

5(a). Describe anastomotic techniques of vasovasostomy.
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Solution:

Vasovasostomy is a surgical procedure used to restore fertility by reconnecting the vas

deferens after a vasectomy. There are several anastomotic techniques used in vasovasostomy,

each chosen based on the surgeon’s experience and the patient’s anatomy.

Step 1: End-to-End Anastomosis:

In this technique, the two ends of the vas deferens are directly connected. This is the most

common technique and involves aligning the lumen of both ends to ensure a patent and

functional anastomosis. This technique is typically used when there is no tension at the site.

Step 2: End-to-Side Anastomosis:

In cases where there is a significant length discrepancy between the vas deferens ends, an

end-to-side anastomosis may be used. This involves connecting the cut end of one vas

deferens to the side of the other, allowing for a more stable connection and reducing tension.

Step 3: Side-to-Side Anastomosis:

This technique is used when both ends of the vas deferens have been damaged. It involves

creating a side-to-side connection between the two ends of the vas deferens, ensuring a

functional path for sperm to travel.

Step 4: Microvasovasostomy:

In microvasovasostomy, a microscope or magnification is used to facilitate precise suturing

of the vas deferens. This technique improves the success rate by allowing for more accurate

alignment and tension-free anastomosis.

Quick Tip

Microvasovasostomy has a higher success rate compared to traditional techniques due

to the precision of suturing and better alignment of the vas deferens.

(b). Discuss lymphatic drainage of bilateral testes.

Solution:

Step 1: Introduction:

The testes have a unique lymphatic drainage system that plays an important role in filtering
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lymph fluid and preventing infection. The drainage system consists of various lymph nodes

and vessels, which are essential for maintaining the health of the testes.

Step 2: Lymphatic Drainage Pathway:

1. Testicular Lymphatic Vessels: The lymphatic vessels of the testes follow the same

pathway as the testicular arteries. They originate in the testicular parenchyma and ascend

alongside the spermatic cord. 2. Para-Aortic Lymph Nodes: The primary lymphatic

drainage from the testes drains into the para-aortic lymph nodes, located around the aorta

and inferior vena cava, near the renal arteries. 3. Iliac Lymph Nodes: Some of the lymph

from the testes may also drain into the iliac lymph nodes, particularly from the lower aspects

of the testes.

Step 3: Bilateral Drainage:

- The lymphatic drainage of both testes is independent, but both follow similar pathways,

with drainage from the left testis being directed to the left para-aortic nodes and the right

testis to the right para-aortic nodes. - The lymphatic system of the testes also communicates

with the abdominal and pelvic lymphatics, which play a role in draining the surrounding

structures.

Step 4: Clinical Relevance:

Disruptions in lymphatic drainage, such as from infection or malignancy (e.g., testicular

cancer), can result in swelling of the inguinal or para-aortic lymph nodes. This may lead to

complications such as lymphedema or metastasis, requiring medical attention and

intervention.

Quick Tip

Testicular lymphatic drainage is important for the management of testicular infections

and malignancies, and understanding its pathway is essential for diagnosing metastatic

spread.

6. Discuss management strategies for non-muscle invasive bladder cancer after

primary TURBT.
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Solution:

Non-muscle invasive bladder cancer (NMIBC) is confined to the mucosal and submucosal

layers of the bladder and is commonly diagnosed after primary transurethral resection of

bladder tumour (TURBT). Management strategies after TURBT aim to prevent recurrence,

progression, and improve survival.

Step 1: Risk Stratification:

The first step in managing NMIBC is risk stratification. Based on the pathology of the

tumour, such as tumour grade, stage, size, number, and presence of associated carcinoma in

situ (CIS), patients can be classified into low, intermediate, or high risk. This classification

helps guide the treatment approach and follow-up schedule.

Step 2: Intravesical Therapy:

The mainstay of treatment for NMIBC is intravesical therapy. This involves the instillation

of therapeutic agents directly into the bladder: - Intravesical Bacillus Calmette-Guerin

(BCG): BCG is the most effective treatment for high-risk NMIBC and reduces recurrence

and progression. It is typically given after TURBT for patients with high-risk features such

as high-grade tumours, multiple tumours, or CIS. - Intravesical Chemotherapy:

Chemotherapy agents such as mitomycin C or gemcitabine are used for intermediate-risk

NMIBC or as adjuvant therapy after TURBT for patients with low-grade tumours.

Step 3: Surveillance:

Post-TURBT, surveillance is crucial to monitor for tumour recurrence. Cystoscopy is the

primary method for surveillance and is usually performed at 3-month intervals during the

first 2 years, followed by every 6 months for the next 3 years. Regular urine cytology is also

useful, particularly for detecting recurrence of high-grade tumours.

Step 4: Re-TURBT:

In some cases, particularly if there are incomplete resections or suspicion of muscle-invasive

disease, a second TURBT is performed. Re-TURBT aims to ensure complete removal of the

tumour and re-assess staging. It is particularly indicated for high-risk patients.

Step 5: Management of Recurrence or Progression:

In the case of recurrence or progression, treatment options may include: - Re-treatment

with Intravesical Therapy: A repeat course of intravesical therapy with BCG or

chemotherapy may be indicated for recurrent or persistent tumours. - Cystectomy: In cases
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where the tumour progresses to muscle-invasive disease, radical cystectomy may be

required. This is typically reserved for patients with high-risk disease that does not respond

to intravesical therapies.

Quick Tip

Prompt initiation of intravesical therapy, especially with BCG for high-risk NMIBC,

and regular surveillance are key to preventing recurrence and progression after TURBT.

7(a). Discuss in brief about non-transplant modalities for renal replacement therapy.

Solution:

Renal replacement therapy (RRT) is used for patients with end-stage renal disease (ESRD) to

replace the function of the kidneys. Non-transplant modalities for renal replacement therapy

include:

Step 1: Hemodialysis (HD):

Hemodialysis is the most common form of non-transplant renal replacement therapy. Blood

is removed from the body, filtered through a dialysis machine, and then returned to the body.

This helps remove waste, excess fluids, and electrolytes from the blood. Hemodialysis is

typically performed three times a week in a dialysis unit or at home, depending on the

patient’s needs.

Step 2: Peritoneal Dialysis (PD):

In peritoneal dialysis, a catheter is placed into the abdominal cavity, and a special dialysis

fluid is introduced. Waste and excess fluids are removed by diffusion across the peritoneal

membrane, which acts as a natural filter. PD can be performed at home and provides greater

flexibility for patients.

Step 3: Continuous Renal Replacement Therapy (CRRT):

CRRT is a dialysis modality used in critically ill patients with acute kidney injury (AKI) who

are unstable for intermittent hemodialysis. It is a slower, continuous process that can be

performed 24 hours a day in an intensive care setting.

Step 4: Plasmapheresis:
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Plasmapheresis involves the removal of plasma from the blood to remove harmful substances

such as antibodies, toxins, or inflammatory mediators. It is used in certain conditions like

autoimmune diseases, nephrotic syndrome, or in the management of nephritis.

Quick Tip

Choosing the appropriate non-transplant modality for renal replacement therapy de-

pends on the patient’s clinical condition, availability of resources, and the patient’s

preference.

(b). What are the modalities to have a good long-term access for renal replacement

therapies?

Solution:

Long-term access is essential for patients on dialysis, as it enables repeated treatments with

minimal complications. The following modalities are commonly used for establishing good

long-term access for renal replacement therapies:

Step 1: Arteriovenous Fistula (AVF):

An AVF is the gold standard for long-term hemodialysis access. It is created by surgically

connecting an artery to a vein, usually in the forearm, which allows for a high-flow,

low-resistance pathway for dialysis. AVFs have the lowest risk of complications and are

associated with the longest survival times.

Step 2: Arteriovenous Graft (AVG):

If the patient’s veins are unsuitable for an AVF, an AVG may be used. An AVG is a synthetic

tube that connects an artery to a vein, providing access for hemodialysis. AVGs are often

used in patients with small or damaged veins but have a higher risk of infection and clotting

compared to AVFs.

Step 3: Central Venous Catheter (CVC):

CVCs are used for short-term or emergency dialysis access. A catheter is inserted into a

large vein, typically in the neck, chest, or groin, for direct access to the bloodstream. CVCs

are generally used as temporary access but are associated with a higher risk of infections and
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complications.

Step 4: Peritoneal Dialysis Catheter (PD Catheter):

For peritoneal dialysis, a catheter is surgically placed in the abdominal cavity. The catheter

allows the introduction and removal of dialysis fluid, facilitating waste and fluid removal. PD

catheters provide good long-term access and offer patients flexibility to perform dialysis at

home.

Quick Tip

AVF is the preferred option for long-term hemodialysis access due to its lower com-

plication rates, but early referral to a nephrologist is important for creating adequate

access.

8. Discuss indications and techniques of augmentation cystoplasty.

Solution:

Augmentation cystoplasty is a surgical procedure used to enlarge the bladder capacity,

especially in cases of bladder dysfunction or reduced bladder capacity. It is commonly

performed for conditions such as neurogenic bladder, bladder fibrosis, and congenital

bladder anomalies.

Step 1: Indications for Augmentation Cystoplasty:

- Neurogenic Bladder: In patients with spinal cord injury or other neurological conditions

causing impaired bladder function, augmentation cystoplasty can improve storage capacity

and reduce the need for frequent catheterization.

- Bladder Outlet Obstruction: Patients with bladder outlet obstruction (e.g., secondary to

prostate enlargement, urethral stricture) may require bladder augmentation if they have

reduced bladder capacity.

- Congenital Abnormalities: Conditions such as bladder exstrophy or posterior urethral

valves, which result in a small bladder capacity, may be treated with augmentation

cystoplasty to restore normal function.

- Refractory Interstitial Cystitis: Augmentation cystoplasty is considered when
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conservative treatments fail to manage severe cases of interstitial cystitis.

- Bladder Cancer: After partial cystectomy, augmentation cystoplasty can be performed to

restore bladder function and increase capacity if needed.

Step 2: Techniques of Augmentation Cystoplasty:

- Ileocystoplasty: The most common technique, where a segment of the ileum is used to

augment the bladder. The segment of ileum is isolated, and its lumen is connected to the

bladder. This method offers good tissue compliance and allows for substantial bladder

enlargement.

- Cecocystoplasty: In this technique, a segment of the cecum is used for bladder

augmentation. It is less commonly performed but may be considered in certain cases when a

large segment of bowel is required.

- Colon Cystoplasty: A portion of the colon may be used for bladder augmentation,

particularly when large augmentation is necessary. The colon provides a large, compliant

segment but has a higher risk of complications like mucus production and infection.

- Other Techniques: Various techniques can be adapted depending on the patient’s anatomy

and the extent of augmentation required, such as the use of stomach or small intestine for

bladder enlargement.

Step 3: Postoperative Considerations:

Postoperatively, patients need careful monitoring for complications such as infection,

bleeding, or metabolic imbalances (electrolyte disturbances, particularly if bowel is used).

Additionally, patients may require intermittent catheterization, and long-term follow-up is

necessary to monitor for complications like stone formation or urinary tract infections

(UTIs).

Quick Tip

Augmentation cystoplasty can significantly improve bladder function, but it is associ-

ated with potential risks, including infection, metabolic complications, and long-term

need for catheterization.

9. Describe urological and vascular complications in renal transplantation.
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Solution:

Renal transplantation is a complex procedure that can be associated with a variety of

complications, both urological and vascular. These complications can affect the graft

function and the overall outcome of the transplant.

Step 1: Urological Complications:

1. Urinary Leaks: One of the most common urological complications is urine leakage from

the renal transplant anastomosis. It may result from technical failure or tissue ischemia

during surgery. Management may require drainage or reoperation.

2. Obstruction: Ureteric obstruction can occur due to kinking or fibrosis of the ureter,

which can lead to hydronephrosis and impaired graft function. This may require surgical

revision or stent placement.

3. Urinary Tract Infections (UTIs): Post-transplant patients are at increased risk of UTIs

due to immunosuppressive therapy. These infections can cause graft dysfunction and may

require antibiotic therapy.

4. Hemorrhage: Bleeding at the anastomotic site may occur due to a variety of factors, such

as anticoagulation therapy or vascular injury during surgery. Hemorrhage may require

surgical intervention or hemostatic agents.

5. Fistula Formation: Rarely, an arteriovenous fistula may form between the renal artery

and vein, leading to a steal syndrome that affects graft function and causes symptoms like

limb ischemia.

Step 2: Vascular Complications:

1. Renal Artery Stenosis: Stenosis of the renal artery can lead to hypertension and graft

dysfunction. This condition may be managed by angioplasty or stenting.

2. Renal Vein Thrombosis: This is a serious complication that can lead to graft failure. It

can be caused by surgical trauma, dehydration, or thrombophilia. Immediate anticoagulation

therapy is critical for management.

3. Graft Artery Thrombosis: Acute thrombosis of the renal artery, typically occurring

within the first few days after transplant, may lead to sudden graft loss. Surgical

revascularization may be required in some cases.

4. Arteriovenous Fistulas: Fistulas between the renal artery and vein can cause poor

perfusion to the kidney, resulting in graft dysfunction. These may require surgical repair.

17



5. Atherosclerosis: Chronic rejection or long-term use of immunosuppressive drugs can

lead to accelerated atherosclerosis, which may affect the vascular supply to the transplant

kidney, requiring ongoing monitoring and management.

Quick Tip

Vigilant monitoring of urological and vascular complications is essential post-transplant

to ensure graft function and minimize complications. Early detection and management

can significantly improve long-term outcomes.

10(a). Clinical features of acute prostatitis and prostatic abscess.

Solution:

Step 1: Acute Prostatitis:

Acute prostatitis is an infection of the prostate gland, typically caused by bacteria. The

clinical features include:

- Fever and Chills: A common presentation due to systemic infection. Fever is typically

high and associated with chills.

- Perineal Pain: Pain in the perineal area, often described as aching or discomfort. This pain

may radiate to the lower abdomen or lower back.

- Urinary Symptoms: These may include dysuria, frequency, urgency, and a feeling of

incomplete voiding. Hematuria may also be present in severe cases.

- General Malaise and Fatigue: Patients often feel unwell, with fatigue, lethargy, and a

general sense of being ill.

- Painful Ejaculation: This can occur as a result of inflammation and swelling of the

prostate gland.

Step 2: Prostatic Abscess:

Prostatic abscess is a localized collection of pus in the prostate, which can arise from acute

prostatitis. The clinical features of a prostatic abscess include:

- Severe Perineal or Rectal Pain: Patients often complain of more intense, localized pain in

the perineal or rectal region.
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- Fever and Sepsis: Similar to acute prostatitis, fever is present, but in prostatic abscess, it is

often associated with more severe systemic symptoms, such as tachycardia and hypotension.

- Difficulty Urinating: Symptoms like obstructive voiding, retention, and dysuria are

common. The bladder may feel full, and there may be difficulty emptying it completely.

- Tenderness on Rectal Exam: On digital rectal examination (DRE), there is often marked

tenderness in the prostate, and in severe cases, a fluctuant mass may be palpable.

Quick Tip

In acute prostatitis, fever, perineal pain, and urinary symptoms are key features, while a

prostatic abscess is often associated with more severe pain and systemic infection.

(b). Management of acute prostatitis and prostatic abscess.

Solution:

Step 1: Management of Acute Prostatitis:

The primary goal in treating acute prostatitis is to control the infection and alleviate

symptoms. The management includes:

- Antibiotic Therapy: Empiric broad-spectrum antibiotics (e.g., ciprofloxacin,

trimethoprim-sulfamethoxazole) should be initiated to cover likely pathogens, including

Gram-negative bacteria like E. coli. Antibiotics should be continued for 4-6 weeks,

depending on the severity.

- Pain Management: Analgesics such as acetaminophen or NSAIDs can help relieve pain

and fever.

- Supportive Care: Hydration and bed rest are important to assist the body’s recovery.

Additionally, a short course of alpha-blockers may help relieve urinary symptoms.

- Hospitalization: Severe cases with high fever, dehydration, or sepsis may require

hospitalization for IV antibiotics and supportive care.

Step 2: Management of Prostatic Abscess:

Prostatic abscesses often require more aggressive treatment, including:

- Antibiotics: Broad-spectrum IV antibiotics are started, and once cultures are available, the
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treatment is adjusted based on susceptibility.

- Drainage: Percutaneous or transrectal drainage is often necessary for larger abscesses to

remove pus and alleviate symptoms. In some cases, surgical drainage may be required.

- Post-Drainage Care: After drainage, the patient may require continued antibiotics and

close follow-up to monitor for recurrence.

- Monitoring for Complications: Sepsis, hemorrhage, and urinary retention are potential

complications. Monitoring for these, especially in the initial post-drainage period, is

essential.

Quick Tip

Prompt initiation of antibiotics and drainage (if necessary) are critical in managing acute

prostatitis and prostatic abscess, to prevent complications like sepsis.
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