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Urology Final Edited Collected PPs:

Prostate:

Q1. Diagnosis of prostate cancer is confirmed by:
a. MRI.
b. CT scan with |V contrast.
c. TRUS (Transrectal ultrasound)
d. Urine cytology.
e. Core needle biopsy.
Ans: E

Q2. Hashem is a 70 years old, retired policeman. He had long-standing _B_Pl—l_ He
was presented to JUH urology clinic with severe Rt testicular pain for 3 days.
Scrotal US showed enlarged Rt testicular and epididymis size. On physical,
he has a high-grade fever Rt side scrotal swelling, redness, hotness and
te_j_emess best management?

a. Percutaneous drainage DQX Ep\f\—"é}ﬁw\.‘:‘"s —>TX: /DDX

b. Surgical excision and drainage

c. Observation cin 4

. L ot Tofsion I :
d. Discharge on pain-killers W“(D n
e. Admission for IV antibiotics - Cradued
Ans: E / - RPH — obstrudion —> As:e«é:y uTt

Q3. Which of the following is a uro-selective a adrenergic blockers:
a. none
b. terazosin . _
| B < choracing ronscieciver [

C. DovaOS|n - Prazosin

. . - Phenoxybenzamine CPheyacwmvchoud
d. sildenafi e ]
e. tamsulosin
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AnS: E l/ . ala subtype (selective).
- Tamsulos

. Alf uzosin
+ Localized in the prostate and bladder neck. Results in fewer systemic
(p articulal Iy rdiovas la) ide effe: (ts




Q4. Psa normal, RDE no nodules, repeated psa= same number, what to do?
a. Observe yearly - T
b. TURP

c. Transrectal U/S /{/o (\G_C' [)/ﬂjS

d. CT or pelvis and Abdomen Multiparametric
e. MRI+ Biopsy Covitnue Screevis .
Ans: A

Q5.0ne of these isn’t used in the treatment of BPH:
a. Alpha 1 blockers
b. Phosphodiesterase 5 inhibitor
c. Lifestyle modification
d. TURP

e. Radical prostatectomy ———= _Co/ P(o yla;‘e C o ce?”
Ans: E

4

Q6. 50-year-old patient, PSA was 12 ng/ml, no hard nodules on DRE, PSA was
repeated after 6 weeks with the same result, most appropriate next step:
a. KUB .
. ')_7 RI—')B\D% .
b. Multiparametric MRI A‘aofq-hm'. 5\9&4 — Refedd /szh\\j‘ —> M ?

c. CT without contrast .
d. CT cystoscopy > Novwaf -, Resume

Ans: B N Screening
Yamtess
Rematita

Q7. Which of the following is not a routine test in diagnosing benign prostatic
hyperplasia ?
a. Transrectal ultrasound '/U“fé )

. . : ] t/—') Roulﬂ‘"e . . Y
2 Bll’gg?/:'ae;tlilsetﬁz:z;na\tly——)C Mot foudine, Used w Cose of A/eu‘“"d:"s’ﬁ'mh." - D‘a"ﬂV‘s'té
d. Cystoscopy '/C Mok Youtne, but used wien Paimless Hematurio) — O{aamsﬁc

Value
e. Urine cytology —s pe diaj{lasﬁc Value

Ans: E /




Q8. A 62-year-old male presents with complaints of difficulty urinating and a
weak stream. On digital rectal examination (DRE), a nodular mass is
detected. His prostate-specific antigen (PSA) level is found to be 6 na/mL.
Urine analysis shows no evidence of bacteria or infection. What is the most
appropriate next step ?

a. Prescribe alpha-blockers to alleviate urinary symptoms .
b. Perform a prostatectomy to remove the nodular mass .
c. Prescribe antibiotics and follow up £

d. Perfor/gwded biopsy of the nodular mass d
Ans: D

— Q9. Not a risk factor of prostate cancer? a'::h‘.’t':é’t"u‘:::%‘;fe""’“a‘e°a"°‘*”5"“'ya" e Pttt

. The basal cell 1 poenbimBOA, wh precursors for PCA , Prostatic
e basal cell layer is absent in whereas i i i i
itis present in normal glands, BPH giands, and intraepithelial neoplasia (PIN) and

the precursor lesions of PCA. If the diagnosis atypical small acinar proliferation
of PCA is in question, high molecular- weight (ASAP)
keratin immunohistochemical staining is e s .
Ans . B P H useful, as it preferentially stains basal cells. * Risk is higher with (ASAP)
. .

ébsAence of staining is thus consistent with - High grade PIN is almost similar to

« If still undetermined further stains AMACR PCA cytologically , except for the
EPCA can help in diagnosis. presence of a basal cell layer.

Q10. Patient with metastatic prostate cancer, best thing to do’?

Most prostatic carcinomas are initially androgen-
dependent, and the vast majority of men with metastatic
prostate cancer respond initially to various forms of

« Ans: Start him on anti- androgen therapy (hormonal). . =ndrsendeprivation

‘\‘CMe'MD
© Localized —= V% Aicw{ @Maéasflag-'zf’ci

(oﬁ*u}cde; /
Q11. Prostate blood supply:

?0\1 l'\a;( Y] e""DTUK?

Ans: inferior vesical../

Q12. Patient of LUTS and signs of BPH, stable with no deterioration of renal
function, MANS? —

e | ’4\«,\”&_{

Ans: Start him on alpha-blocker/ 4{[
due Lo
Q13. Patient with BPH with deteriorating renal function, MANS? — d'\_()f

Ans: TURP. / ‘YLew,,/
'dV\'W [‘L‘ oW



: = Biopsy

When there is an abnormal DRE and/or elevated PSA levels.
Biopsy is done with the guidance of TRUS.

Traditionally 6 biopsies are taken from the peripheral zone.
New evidence showed that taking 10 or more biopsies , more
laterally would increase the detection rate by 20 %.

Most biopsy templates today include medial and lateral
s_ampling o¥ the apex, midgland, and base on the right and left
sides.(12 cores)

Procedure is done under local anasthesia , with the use of
prophylactic antibiotics.

Complications include :Infection and sepsis, Hematospermia,
hematochezia, and hematuria.

Transperineal biopsy.

saturation biopsy. . 20 or more coy/\
DRE, best thing to do? —

I ED o == =T

e o

ety
S ot

* Rauabtation (consir)

Q14. Patient with hard prostate on

Ans: TRUS biopsy/

Q15. Purpose of digital rectal exam for men with LUTS —

Ans: looking for prostate nodularity. v

Q16. BPH with elevated creatinine, chronic urine retention, to ER multiple times:

Ans: do TURP. e

Q17. Not part of IPSS (international prostate symptom score):

Ans: incontinence/
Z_Pp\ 3)#

History/ Examination

and IPSS
M Table 1 i v v
The Ameri Urological A iati Index (AUASI) for BPH Suggestive sugg::“we i
and the Disease Specific Quality of Life Question of LUTS LUTS M B ke
secondary nvestigation
AUA BPH Symptom Index: t0 BPO secendary o
Not at all Less than Less than About half More than Almost
1timein 5 half thetime | half the time | always L] v
B Mild/ not Moderatel

1. Over the past month, how often have you had a 0 1 2 3 4 5 bothersome Severe

sensation of not emptying your bladder completely LUTS LUTS

after you finished urinating? Options:
2. Over the past month, how often have you had to 0 | 2 3 4 5

urinate again less than 2 hours after you ‘ + Alpha Blockers

finished urinating? Ad o M A « 5ARI if enlarged prostate (> 40 mL)
3. Over the past month, how often have you found 0 i1 7 3 4 5 Consider Imaging to * PDESI

you stopped and started again several times watchful L::s‘yle asgsesgs = Meciom | * Antimuscarinics for storage

when you urinated? waiting vice prostate size lanagement symptoms

« Beta-3 Agonist for storage

4_Over the past month, how often have you found it 0 1 2 B 1 5 S pncanti sy

difficult to postpone urination? v « Combination therapy
5. Over the past month, how often have you had a 0 1 2 3 4 5 * Supplements (consider)

weak urinary stream? Surgical
6. Over the past month, how often have you had to 0 1 2 3 4 5 Treatment

push or strain to begin urination? v v

None 1 time 2 times. 3 times 4 times 5 or more
times Prostate Prostate >80

7. Over the past month, how many times did you 0 1 2 3 4 8 30-80 mL. mL I

most typically get up to urinate from the time

you went to bed at night until the time you got up

in the morning? v
The Disease Specific Quality of Life Question: o mnc“;n Sexusfunction v
The International Prostate Symptom Score (IPSS) uses the same 7 questions as the AUA Symptom Index (presented above), peeseivation desired: preservation not desired: « HOLEP
with the addition of the following Disease Specific Quality of Life Question (bother score) scored on a scale from O to 6 points (delighted « TURP * ThuLEP
to terrible): «PUL «PVP * BPEP
M If you were to spend the rest of your life with your urinary condition just the way it is now, how would you feel about that? * Water Ablative Therapy « Aquablation * Open prostatectomy

« Aquablation (consider) + HoLEP! ThuLEP/ BPEP (consider)

Used with permission from the American Urological Association Education and Research, Inc. Copyright 2003,
Formulary/Source: Ref 2

+ PAE (consider)

« MISP (consider)




Q18.From which zone does BPH originate ?
a. Periurethral
b. Central
c. Transitional
d. Peripheral
Ans: A+C 222 (| think C only)" ¢

Q19. Concerning chronic urinary retention all of the following are true except :

Ans: Kidney function is always normal z/

Q20. What is PSA( prostate specific antigen) specific for?
a. prostate CA
b. prostatitis
c. BPH
d. none of the above

AnsiD DA 35 Prostake - SPecihie

Q21. All of the following are classical symptoms of BPH except:
a. Frequency

Prostate specific Antigen (PSA)

Other causes for PSA elevation:
+ BPH

b. Urgency
C. nocturia
d. dysuria
e. weak stream flow Symptoms of BPH can relate to either :
. . Symptoms 1-the obstructive component of the prostate .
Ans: D |S not |n AUASI 2-2ry response of the bladder to the outlet resistance.

Obstructive symptoms :

Hesitancy, decreased force and caliber of stream,
sensation of incomplete bladder emptying, double
voiding, straining to urinate, and postvoid dribbling

It’s either :

Mechanical obstruction
( Dynamic obstruction Clucie Lowe)

Irritative symptoms :

Urgency, frequency, and nocturia
¥ Debrusel ﬂp(’ﬂ-ﬂh}




Q22. .Ureteral obstruction: except?
a. it may cause hematuria
b. may result in increased BUN and renal damage
c. itis commonly due to a ureteric calculus
d. usually relieved by open surgical procedure
e. it is commonly associated with infection behind level of obstruction
Ans:

Q23. Drug that proved to prevent urinary retention in BPH is:
a. finastraide 5- a-reductase Inhibitors

+ They are used to prevent BPH progression rather than acute symptom

b_ Tamsu treatment

+ 6 months therapy is required to see the maximum effects on prostate
size (20 % reduction) and symptomatic improvement
Ans : A + There are 2 forms (isoenzymes) of 5-a-reductase:
— Type I: extraprostatic: in liver and skin
— Type II: prostatic

Q24. One is not an indication for prostatectomy: ey e
. . I/ Contraindications to simple prostatectomy include a small fibrous
gland, the presence of significant prostate cancer, and previous
a - Ove rﬂ OW Incontl nence pelvic surgery that may obliterate access to the prostate gland.
I 1 > INDICATIONS FOR SIMPLE PROSTATECTOMY
b. Residual urine >100cc SRR SO
. / e :
C - U re m I a significant symptoms fra :)m bladder outlet obstruction not respon- l
l/ sive to medical therapy; (4) recurrent gross hematuria of prostatic @Mpbe \
H 5 hoph lo; hai of the kidne;
d . H yd ro n e p h rOS I S hladder(se)c::(;arypl )‘p:))stiuccc)hslr%lcu )nl aid (6) gladl:!:r :aslcu)I: k
.é,exl Yoo

econdary to obstruction.

Sm\plc prostatectomy should be considered whm the obstructive

e. FIOW meter <gcc\min issue is estimated to weigh more than 75 g, If sizable bladder

Ans: ? grz , o ‘\q

Q25. BPH will have all except?
a. Poor stream
b. Dripping
c. Frequency
d. Hesitancy
e. Loin pain ,

Ans: E /



Q26. Prostate cancer bone metastasis is: aL N\Og’Q \ KL
a. Osteoblastic BN OS{'}S O
b. Osteolytic o€ %C, C
c. Osteonecrosis Ve L 4+
Ans: A e \ Ye € Q
. N
Hematuria: o nder AL
c
NS {‘\&L

VARRZE "X
Q1. Patients presenting with gross hematuria in the absence of recent
trauma or concurrent
infection who are on anticoagulation medications should be evaluated with:
a. CT urogram, with cystoscopy only if symptomatic.[X ('—55*05“’73 s awvsh ah'da‘
b. Assessment of anticoagulation status, and evaluation only if
supratherapeutic.)X \We sfill need Lo vute out with 2l Worku?
c. No evaluation is necessary. X
d. Urinalysis, urine cytology, and cystoscopy only.[’ £ val wkes |owey {¥acd owl
e. Urine cytology, cystoscopy, and CT urogram.

Ans: E :/
X
(l_\,. 4}9% /q‘x&

GUIDELINE STATEMENT 4

Clinicians should perform the same evaluation of patients with microhematuria who are taking antiplatelet Flexible cystoscopy

agents or anticoagulants (regardless of the type or level of therapy) as patients not on these agents. (Strong

Recommendation; Evidence Level: Grade C)

In addition to the investigations listed above, all patients with macroscopic haematuria

should undergo a flexible cystoscopy.

Q2. S5 years old M, heavy smoker, with intermittent painless gross
ha ria, the most likely

diagnosis is: *

a. Prostatic obstruction.

b. Tuberculous epididymo-orchitis.

c. Bladder carcinoma.

d . CyStItIS . = Gross painless hematuria in a patient above the age of 35 should be considered
as cancer until proven otherwise —

e. Bladder St ne. = 85% of patients with bladder cancer and 40% of patients with renal cell
. carcinoma present with gross hematuria.
Ans: C

= The American Urological association states that any patient above the age of 35
with hematuria should undergo cystoscopy.



Q3. Terminal hematuria ( blood after you end urination)

a. Bladder calculi

b. Kidney stones

c. Urethral strictures

d. Prostate or bladder neck inflammation
Ans: D

Q4. All present with hematuria except:

a. Prostate Cak com cause Hewmaiw: e
b. Bladder instability (geney , {vequenty, yrect

c.Stones A
d.Hemorrhagic cystitis X

After taking the patient profile:
Important symptoms:
1- Irritative symptoms: Frequency, urgency and dyuria (suggestive of a UTI or bladder cancer)

2- the presence of blood clots indicates that the pathology is in the urinary tracts rather than from
the renal parenchyma

3- risk factors for mali y : weight loss, i king, family history and exposure to
alanine paints.

4-relationship to voiding :

Initial hematuria related to urethral cause

Terminal : prostate or bladder neck , bladder stone
Total : bladder and above

8- painful or painless

uvil, yud o hewedtty' 0 )

Ans: B (bladder instability = neurogenic, overactivity ...) L/

Q5. Most common cause of hematuria in patients aged 50 and above:

Ans: BladderCa

Q6. Hematuria vs hemoglobinuria:
Ans: Erythrocytes on microscope /



Q7. Presentation of intermittent, painless gross hematuria
a. Bladder Injury

b. Uretheral Injury

c. Bladder Cancer

d. Uretera!?one
Ans: C

Q8. a patient complains of red urine, on U/A he had a large number of
RBCs, he is medically free and bla bla bla, which of the following
management options is incorrect:

a. Don’t do cystoscopy if he’s on anticoagulantﬂ A]W"‘}
b. Do urine cytology.

c. Do urine cystoscopy even if his CT results were normal ? (sth like that)
d. No nefyﬁr cystoscopy if his cytology results were negative.

Ans: A

awwjs Cyshoscef/

Flexible cystoscopy
GUIDELINE STATEMENT 4

Clinicians should perform the same evaluation of patients with microhematuria who are taking antiplatelet - = . ’ ’ . - = s
r anticoagulants (regardless of the type or level of therapy) as patients not on these agents. (Strong In addition to the investigations listed above, all patients with macroscopic haematuria

agents
Recommendation; Evidence Level: Grade C) should undergo a flexible cystoscopy.

Q9. A 63-year-old male presented with painless gross hematuria for 3

months duration. He describes having urinary frequency and urgency but

no dysuria. Urine analysis revealed no bacteria with >3 RBCs per HPF.

Which of the following is wrong regarding the management of this patient:

a.CT urography should be ordered

b.Cystoscopy should be performed even if the cytology is negative

c.Give antibiotics and follow up after 2 weeks (N, evidenee of wleckion)
d.Order urine cytology

Ans: C ,/



Microhematuria Evaluation Algorithm

Nor-maignant o

Non-malignant o gyreclogc
Rlepaat urindyss positive of T ¢ ayreccioge sowrce rdedout | | source >
) |
$ ! ps
Intermediate Risk
DR High Risk
Low Risk Any of the following: Aoy oF e falourkos
Alldtb_dolcuhg: Wamen age 50-53; Men age 40-53 yrs Wamen and men agez & s
Wamen age < 50; Men age <40 yrs 10-30 Pack-yeas smaking e g
Neves smokes or < 10 pack-years 11-25 RBCHPF an ane UA < 5 RECAPEon oo UA
3-10 RBUHPF on ane UA Oneor mare additiona risk factars for Hisoryof h ¥
Na additianal risk factors for umthekal cancer’ NY "“_ e"a".'a
e o Sangarth ow s, o pr mlnﬁllu,a’mﬁ;?'ﬂ:odpl;:an
Na priar enisodes of MH* evauation and 3-25 RBC/HPF an eat UA
repeat UA i
Shared
deasion-making o
Repeat Urinalysis within 6
1 months OR Cystoscopy and Renal Q"mﬁm‘ Cystoscopy and CT Urogram®
Ultrasound® '
[n—epea windysis | Evalustion perrmed |
regate

1. Man risk lactors for wotheld cances are thase in the AUA risk stratilication systemn (age, mafe sex, jng, degree of hematuna and msuuy ol gross hematurial Additansd
nsk factos for urothebsl carcinama include but &re nat nmud 10 irmtative lower winary trad vading gymp history af ¢y harmed farndy his-
1o ol hehidd ¢ ar Lynch Synd a expo 1o b chemicas or aromalic amines, hislosy d cranic ndvdﬂ\g foresgn bady in the umny tract

2.1l medical renal dissase s w!pe:wd ik pholagic evduation, but pursue risk-based urologeal evduation

3. Patients may be low-risk at frst presentation with micrah but may anly be consdered intermediate- or hgh-risk if found 10 have persstent microhematuna

4 There are non-malig ad gynecdoqic sources of hematuria hat do not require reatment and’or may @nfound the dagnoss of MH. Clinidans can wnsder catheterized unne
peamen in wamen vath vagnal atroghy or peivic organ prolapse . Clinicans must usr.- carelul ‘, and patien! engag 110 decide her 10 pursie MH evauation in the
setting of chranc maditions that do not require such i the ! logi & nonohsw:!mg smnesov an

5. Clinician may perlam crass-seciond imaging vath uragraply o retrograde pyelog ns i hematur persiats alter negaty

6. MR Urogram ar Nan-conrast imagng plus retrograde pyelog " indications to CT Urog:

© 2020 Amesican Wralagical Associaton | Al ights Reserved.
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Q1. Occlusion or injury to a segmental renal artery will cause:
a. Renal atrophy. — c\nfow:¢ focess
b. No pathologic conditionsb(
c. An effect that depends on the availability of collaterals(
d. Opening of collateral circulation{
e. Segmental renal infarction.
Ans: E ,/

GU Trauma

Q2. The best treatment for intraperitoneal bladder injury is:

H *
a. Wait and see. Bladder trauma - treatment
b . La pa I'Otomy and repa|r * Surgical repair (two-layer vesicorraphy)
. . * Penetrating injury.
C. S u pra pu blC d ra In. * Blunt intraperitoneal injury.
. . * Blunt extrapqritgne_al injury wi_th internal
d . U reth ral Cath ete r|Zat|on . osteosynthetic f.le'atlon of Pelwc frfacture. »
* (large) latrogenic internal intraperitoneal injury.
H H * Intra-operative recognized injury.
e. Bllate ral neph rOStomIeS . Ifn case of b)laddﬁr gclecgc;nvolvement, bony |
t(s) in t A itant t
Ans:B i ek concororereal:

Q3. male kicked on left loin blunt renal trauma, CT shows contusion 2cm

without extravasation of urine, your next step is £ X
. . Renal trauma - Grading system

a. admit and observe vitals . GRADE 1. con N
hematoma:Ngrl.ag:llg?ig;non-ex ancing sibeapsiiar
b. Urgent Iaparotomy Renal trauma - indications for i gozﬁcglzag%ﬂ%f%’?22:'&5;;'&3??3&?%%?:%’2;&ion,
C. Discharge exp'oration . extmvasatién.or ical laceration > 1 cm without urinary

. o * GRADE 4: Laceration: through corticomedullary
* hemodynamic instability. junction into collecting system Or Vascular: segmental
d . Abx « exploration for associated injuries renal artery or vein injury with contained hematoma,
. or vessel thrombosis.
Ans: A
.

* expanding or pulsatile peri-renal hematoma + GRADE 5: Laceration: shattered kidney. Or Vascular:

identified during laparotomy. renal pedicle avulsion
. . . « grade 5 vascular injury.

As per AAST guidelines Non-Operative E =

Mahagement 1S reoon_ﬁmenclled_forlall stable #Alnterventional radiology is indicated in patients with

patlent ( Grade |-|V)Wlth no indication for active bleeding from renal injury but without other

exploration. This pt is Grade | and stable indications for immediate abdominal operation.

Q4. Extraperitoneal bladder injury, what to do?
a. Surgery to repair

b. Urgent laparotomy

* Conservative treatment (urinary catheter)
C. Cath * Postoperative recognized extraperitoneal
Ans: C perforation.

* Blunt extraperitoneal perforation.

* latrogenic internal extraperitoneal
perforation.

* Small internal intraperitoneal perforation in
absence of ileus and peritonitis. Placement of
an intraperitoneal drain is optional.

3¢
Bladder trauma - treatment



Q5. A patient presented to the ER department due to history of blunt
trauma to his right flank. The patient has mild hematuria, fever is 36.8, BP
125/78, Pulse 90. Upon examination, ecchymosis in the flank was noted.
Upon further evaluation the patient was found to have grade 2 renal trauma
Which of the following is indicated for this patient ?
a.Admission and surgical exploration of the injured kidney
b.Admission and plan for renal reconstruction
c.Admission and plan for nephrectomy

d.Admission and apply conservative management (L ,Ce'{
Ans: D / ’OAQ
&0
e\/ﬁ

Qw/

Q6. patient came after an RTA, with kidney laceration and urine
extravasation, he was stable, what is the most appropriate next step
a.Exploration and repair

b.Radial nephrectomy

c.Another invasive procedure involving resecting sth.

d. Conservative management.
(' ' 0MS

¥
Ans: D Glagc 'I\/ _bejoéle\/‘
6l

enal trauma - imaging

Q7. Study of choice for kidney trauma
Ans: triphasic CT of abdomen and pel

Study of choice:

+ CT-scan with IV contrast with delayed
phase /

. 2"

Urethral Trauma Bladder trauma Ureteral injuries

lassified as extraperitoneal,

* Retrograde urethrography is the gold standard
for evaluating urethral injury and urethral
catheterisation should be avoided until the
urethra is imaged.

* Inan unstable patient, however, an attempt can
be made to pass a urethral catheter (gently, by
someone with urological experience). If this is not
possible, a suprapubic catheter is inserted and a
retrograde urethrogram is performed later.

Study of choice:
72 Delayed phase of CTscan (with IV contrast)
¥+ Retrograde ureterogram




Q8. Which radiotracer is ideally suited for imaging renal scaring?

a. 99mTc-MAG3

b. 99mTc-DTPAX

c.99mtc-sulfer colloid{( | e, SPleen)
d. 67 a-citrate x

e. 9mTc-DMSA

Ans: E

Q9. Treatment of choice of one small stricture in bulbar urethra:

Urethral Trauma

A. Optical urethrotomy
b. Meatal dilatation

C. Urethroplasty

Ans: A

in penetrating wounds.
* Blunt trauma should be treated in the acute
y suprapubic c
catheterization.

management is used applied 3 to 6 months.

* Anterior urethral injuries are treated by primary
urethral repair only if associated with penile fracture or

y or urethral

« After the patient has recovered from any associated
injuries, and the urethral injury has stabilized, delayed

+ Short and flimsy stric(ure_s are _managed by optical

y or urethral
require urethral reconstruction.

Q10..Superficial kidney laceration:
a. grade |

b. grade |l

c. grade lll

Ans: B

Denser strictures

* K
Renal trauma - Grading system

* GRADE 1: Contusion or non-expanding subcapsular
hematoma. No laceration

* GRADE 2: Non-expanding peri-renal hematoma,
Cortical laceration < 1 cm deep without extravasation.

* GRADE 3: Cortical laceration > 1 cm without urinary
extravasation.

* GRADE 4: Laceration: through corticomedullary
junction into collecting system Or Vascular: segmental
renal artery or vein injury with contained hematoma,
or vessel thrombosis.

* GRADE 5: Laceration: shattered kidney. Or Vascular:
renal pedicle avulsion

Q11. Shattered kidney, according to WHO this is classified as a renal injury:

a. Grade |
b. Grade Il
c. Grade lll
d. Grade IV
e. Grade V

Ans: E ./

Q12. A patient presented with intraperitoneal bladder injury , management

iS :
a. Correct the injury ( surgery)
b. Observation

Bladder trauma - treatment ’

« Surgical repair (two-layer vesicorraphy)
* Penetrating injury.

* Blunt intraperitoneal injury.

A

v

c. Indwelling catheterizationAns:

* Blunt extraperitoneal injury with internal

osteosynthetic fixation of pelvic fracture.

« (large) latrogenic internal intraperitoneal injury.

* Intra-operative recognized injury.
 In case of bladder neck involvement, bony

fragment(s) in the bladder, concomitant rectal

injury and/or bladder wall entrapment. o



Infertility

Q1.The commonest treatable cause of male infertility is:
a. Varicocele. Varicocele
b. Obstructed verumontanum.

* Varicocele is defined as dilated and incompetent

H veins within the pampiniform plexus of spermatic
c. Testicular atrophy. oy
d. Testicular tuberculosis. « Varicocele has been described as the most
common surgically correctable cause of male
e. Vasectomy_ subfertility.
* This is a disease that develops during puberty
Ans: A when both endocrine and exocrine function of

the testicle dramatically increases, along with
testicular blood flow.

Q2. 30 years old man with azoospermia, normal LH and FSH. He is most

likely suffering from: Endocrine profile in infertile men

o i 2o e

b . TeSt I C u I a r a bSe n Ce . Primary testis failure low high high N1

C . O bstru Ct i Ve i nfe rti I ity. Hypogonadotropic hypogonadism low low low N1

d. Post mumps testicular atrophy. S I
Androgen resistance high high high N1

e. Testicular neoplasia.

Ans:C —

Q3.0ne of these conditions is a reversible cause of male infertility:
a. varicocele
b.congenital loss of vas deferens

Ans: A /



Q4. A 30-year-old male has been experiencing infertility issues. After
consulting with a physician, it is discovered that he has been using
exogenous testosterone for muscle enhancement for the past two years.
What'’s the pathophysiology behind his infertility?

a.Suppression of pituitary FSH and LH release

b.Inhibition of GnRH release

c.Increased sperm production beyond the normal range

d.Increased conversion of testosterone to estrogen

e.Exogey testosterone causes formation of antisperm antibodies
Ans: A

Q5. Not a risk factor for male infertility?
Ans: Race. .~

Q6. Infertility? -
Ans: Failure to conceive in 1 year of unprotected sexual intercourse.

Q7.Most volume of semen is from:
Ans: Seminal vesicles .~

Q8. 2 month old child was presented to your clinic with unilateral inguinal
testis, nothing was

abnormal other than this, what to do ?

a. Orchidectomy

b. Conservative management with orchidopexy at 2 years old

c. Orchidopexy before the age of 18 months

d. Neoadjvunat hormonal therapy with orchidopexy before 12 months

e. Observatio

Ans: C Orchidopexy

* Early orchidopexy may improve
spermatogenesis later in life.

* Studies of undescended testis show that
significant decreases in spermatogonial
numbers occur between birth and 2 years of
age.

* Orchidopexy has been recommended within 2
years of age to potentially prevent this germ
cell degeneration.



Q9. A man presents with azospermia (count of 5 million/ml). In addition to
measuring testosterone, which of the following is the routine initial
investigation:

a. Prolactin only

b. FSH only

c. FSH, LH& prolactin

d. FSH and thyroid

Ans: C

Q10. Male with azospermia ..high FSH LH and low testosterone, the next
step: -

a. extraction from testis s Qf '\‘W”*"’/y
b. testicular U/S furure
c. MRI head

Ans: B /

Q11.Most common cause of primary infertility:

a. Mumps orchitis Idiopathic
1 1+ * It has been estimated that nearly half of male
b - BaCte rla ' orCh ItIS infertility has no readily identifiable cause.
. * The etiology of male infertility is likely
multifactorial, encompassing genetic, endocrine,
C " U n d esce n d ed teStI CI e and environmental factors.
. g . . * In addition, modifiable lifestyle characteristics
d . |d |Opath IC h pogonad ISM may make a significant contribution to the
disease.
. « The effects of physical activity, obesity, alcohol
AnS . D and tobacco use, psychological stress, and cell

phone usage on male infertility are under study.

Q12.Mumps orchitis all except:

a. Rare before puberty

b.Usually unilateral

c. Never lead to atrophy of testis.

d. Can be' bilateral

Ans: C / Orchitis

* Inflammation of testis tissue is most commonly
due to bacterial infection, termed epididymo-
orchitis. Viral infections also occur in the testis in
the form of mumps orchitis.

* Orchitis is observed in approximately 30% of
postpubertal males who develop mumps
parotitis.

» Testis atrophy is a significant and frequent result
of viral orchitis but is less common with bacterial
infections.



Scrotal Pathologies

HOW TO APPROACH THE PATIENT ?

Testicular torsion should be diagnosed clinically

shouid have  high ndex of suspi der to identiy a5 quicklyas possile
Ahistory + physical exam > warrants immediate surgical exploration without delay for any additional diagnostic tests. *
Ifhistory and exam feading to an uncear diagnosis tudes o allow for nd gery

A

Q1. Most accurate way to rule out testicular torsion:

a. surgical exploration

b. Dopp|er u/s Ca({’\louah i¥s Qe,(_é goﬂea\\ﬂfS Wswt 4he \MDSJ' a.ccu(a}e)

Ans: AV

Q2.The best age to do orchidopexy for undescended Testis is:

a. 3- 4years.

b. Immediately after birth.
C. 6-7 years.

d. No need to do
e. 6-12 month

urgery.

Orchidopexy ;é A.onéf'( T ‘38 A
* Early orchidopexy may improve ’( v‘o‘(‘s J
spermatogenesis later in life. % \‘\L A“A W
* Studies of undescended testis show that l“'ce (*‘ D

significant decreases in spermatogonial
numbers occur between birth and 2 years of
age.

* Orchidopexy has been recommended within 2
years of age to potentially prevent this germ
cell degeneration.

Ans: E

Q3. Factors important to the testis to descend intrauterine are all the

following except:

a. Omphalocele. An abdowma] defect N

b. Normal growth of the baby. ( o)onerwal growih associgded wivh wvmc\'&sm\
c. Preserved of normal abdominal pressure of the baby.

d. Gubernaculum. s s oo 5

e. The pr??nce of testosterone. ( Twteciont Loc 4rovs-abdommned Jescent)

Ans: A

“What is gubernaculum ?

varicoce!

\

History Physical

> Dull aching pain /(may be examination
painless)

» Swelling

> Heaviness of the scrotum

» Worsening symptoms with
standing and Valsalva
maneuvers

> -ve transillumination

> Soft band on palpating the
upper pole of the affected
scrotum (bag of worms)

Investigations

Q4. Wrong about varicocele:
a. More on left side.

b. Can cause pain in the affected side.

c. Abnormal dilatation of pampiniform plexus veins.

Treatment

-Laparoscopic/open
varicocelectomy
-percutaneous embolization

Ultrasound: dilated >2mm
hypoechoic pampiniform vessels
-doppler us for grading

d. Can cause subfertilty. S S
and motility, and abnorma pain
e. Grade 3 always must be treated by surgery L.

(oligoasthenoteratospermia

Ans: E [/

¥ Whakever bne avade IS, Mlo SuYery WSS coung

‘\Y\ARCQ}E’A—

1: Palpable only with Valsalva
2: Palpable on standing without Valsalva

3: Visible through the scrotum skin



Q5. Testicular torsion all true except:
a. History of abdominal pain
b. Doppler US is needed to diagnosis.

Ans: B

Q6.Choose the correct answer regarding the drainage of testicular veins

a. Left gonadal vein into left renal vein then IVC, while the right gonadal
vein goes directly to IVC.

b. Both to IVC.

c.Right gonadal vein into left renal vein then IVC, while the left gonadal vein

goes d”‘ectly to IVC Left ovary/testis = left gonadal vein — left renal
vein — [VC.
d Common |I|aC vein. Right ovary/testis = right gonadal vein = IVC.
. Because the left testicular vein enters the left
Ans: A

renal vein at a 90° angle, How is less laminar

on left than on right — left venous pressure
> right venous pressure — varicocele more
sqmmon on the left.

Q7.0ne of these combinations is incorrect
a.cryptorchidism -- orchidopexy
b.Varicocele — ligation Q\A‘
c.Spermatocele — spermatocelectomy | £ '\V\t\.‘\fa}fcl
d. Hydrocele — Orchiectomy -
-< 18 years for pediatric surgery
Ans: D l/ +->18 years: 15 line is observation
» Hydrocelectomy
* Aspiration and sclerotherapy

Treatment

Age:

Q8. The testicles drain into :
a.Paraaortic lymph nodes
b.Popliteal lymph nodes
c.Periumbilical lymph nodes

Lymphatic drainage Ovaries/testes/fundus of uterus — para-aortic
d.Internal iliac lymph nodes lymph nodes. _
. Body of uterus/cervix/superior part of bladder
eEXternaI |I|aC Iym ph nOde — external iliac nodes.

Prostate/cervix/corpus cavernosum/proximal
AnS: A l/ vagina/inferior part of bladder = internal iliac
nodes.
Distal vagina/vulva/scrotum/distal anus
- superficial inguinal nodes.

Clitoris/glans penis = deep inguinal nodes.



Q9.During a surgical procedure to ligate a varicocele, which nerve is at risk
of injury due to its proximity to the surgical site?

a.Femoral nerve Anatomy: Testes
b I I |O| ng u | n al nerve | Blood supply and venous drainage of testes:

HH . ->Testicular artery [on each side], branch of abdominal aorta [L2].
C- EXte rnal I I |aC nerve { Il.  Venous drainage = Pampiniform plexus = Testicular vein, right side drains into

Inferior Vena Cava, while left side drains into left Renal Vein.

d.lliohypogastric nerve
e.Pudendal nerve
Ans: B

Inferior Vena Cava. Left Renal Vein.

Nerve supply:

| Testes = Sympathetic fibers around Testicular Artery [Vasomotor/sensory]
I Scrotum -> Same sympathetic fibers to testes. In addition to ilicinguinal nerve[L1] and
genital branch of genitofemoral nerve [which also supplies cremasteric muscle].

Q10.Which of the following conditions and treatments are mismatched?

a.Hydrocele — hydrocelectomy

b.Varicocele — testicular vein ligation o
c.Testicular torsion — manual detorsion(’ Qeserved only when oR Wacceeeble)
d.Undescended testis — orchidopexy

Ans: C

Q11. A patient presented to ER with testicular torsion , your management
is:

a. Doppler U/S

b. Surgical exploration

c. Pelvis CT to visualize testis

d. Conservative management

Ans:B 7

Q12." When testicular torsion is suspected, which of the following should be

done

a. wait 24 hour and then explore the symptomatic side only P(

b. wait 24 hour and then explore the symptomatic and asymptomatic side /X

c. immediate exploration of the symptomatic side onlyl contrakeraf eNWd""ze“éfm
d. immediate exploration of the symptomatic side and asymptomatic side g, juveoryiey
e. No surgical exploration should be done until torsion is confirmed by

the ywore ‘(ﬂf’”
Woait = Mere dam49c

doppler US
Ans: D /X Twe s tesfiele



Q13.Testicular artery:

a. from aorta above superior mesenteric artery

b. from aorta under renal artery

Ans: B c/

Q14. Epididymitis all true except: :
a. There is usually no pain
b. Hyperemia of scrotum

Ans: A —

Q15. Wrong about Spermatocele:

a. Retention cyst that contain sperm

b. Usually occur in children pZ_
Ans: B¢~

) Hyltocele Usuall)
N cwildrev

|
Click t6 vau e

majority of patients aged 20 to 39 years

The condition is referred to as acute epididymo-orchitis
if concurrent inflammation of the testis is present

In sexually active men:

by sexually transmitted organisms including:

1. Chlamydia trachomatis
2. Neisseria gonorrhoeae
3. Mycoplasma genitalium.

Spermatocele:

In older men :
causative organisms are often enteric pathogens,
and epididymitis may be
associated with :

1. bladder outlet obstruction
2. recent instrumentation of the urinary tract

1. A benign cystic accumulation of sperms often multiple

2. Usually located on the upper pole (superior & posteriorly)

3. Arising from the epididymis, efferent ductules or rete testis

4. Usually asymptomatic

occuys

Q16.30yr old male pt present with hard unilateral testicular mass most

likely?

a. Seminoma
b hydrocele.&
c. Varicocele W
Ans: A

Q17. One is not found in testicular torsion?

a. Elevate testis

b. Vomiting

c. High fever

d. Onset is very sudden.
e. Age from 10.yr-puberty
Ans: C

Testicular torsion

Epididymo-orchitis

Most frequently between ages 10-30 (peak 13-
15 years of age).

Rarely occurs before puberty. Occurs in
sexually-active males

Hemiscrotum

Sudden

Sudden or gradual

Radiates to groin, flank or epigastrium

Associated with nausea

Not associated with nausea

Wakes patient from sleep

Less severe pain

Hx of minor trauma to testis, or previous
episodes (torsion-detorsion)

Hx of urethritis, STC, urinary infection (LUTS),
prolonged or recent catheterization

Patient is writhing, trying to find comfortable
position

Testis is swollen, tender, high-riding, spermatic
cord torsion is palpable

Epididymis 1s swollen, tender and painful

Absent cremasteric reflex. Not relieved by
elevating scrotum

Relieved by elevating scrotum




Q18
Ans

Q19
Ans

Q20
Ans

Q21
Ans

Q22
Ans

Q23
Ans

Q24
Ans

Q25
Ans

Q26
Ans

.Hematocele located in:
: tunica vagainalis

Hematococele:

(0 Q_Q\e .(/00

+ Accumulation of blood in the space between the parietal and visceral tunica vaginalis

.Child with ruptured testis what to do?
: Orchiectomy.

. Child has ruptured testis. What to do?

: Orchiectomy . /

. fore skin in zipper:

. bone Cutter / 4. Various hand tools can be used to cut the center, sliding portion of the zipper. Cutting the median bar will
destroy the central locking portion of the zipper mechanism and help separate the two interlocking strips. This

may require using significant hand tools such as a small hacksaw, scissors, bone cutter, or wire cutters.[17][18]

. Main blood supply of the testis is?
: Internal spermatic artery. /

. Not present in the spermatic cord???
277?27/

. If you suspect testicular torsion:
: exploration.

. Vas and epididymis are derived from —
: Wolffian duct

. Cremasteric muscle is supplied by :
: genital branch of genitofemoral. /

Kidney embryology Pronephros—week 4 of development; then
degenerates.

Mesonephros—week 4 of development;
functions as interim kidney for Ist trimester;
persists in the male genital system as Wolffian
duct, forming ductus deferens and epididymis.

Metanephros—permanent; first appears in week
5 of development; nephrogenesis is normally

completed by week 36 of gestation.



Bladder Cancer

Q1. The mc histologic bladder ca cell type is:
a. small cell
b. urothelial
c. adenosarcoma

O Almost all bladder cancers are epithelial in origin:

More than 90% are transitional cell carci (urothelial carci M
d Ielomyosa rCOma » 5% of bladder cancers are squamous cell carcinomas
" » 2% are adenocarcinomas.

» Non-urothelial primary bladder tumors are rare;

e . Sq uamou (SCC, carcinosarcoma, primary lymphoma, sarcoma)
Ans: B

Q2. Which of the following is not a high-risk factor in urothelial cancer in

microscopic hematuria: Epidemiology

a. Age younger than 40 years.

b. Previous urologic surgery. -

C. UTI +  Higher incidence in whites than in African Americans

d - Sm0k| ng . . :_:;:;:T::g;:;n:::;;t::l;Tales' bladder cancer is the second most prevalent

e. History of pelvic radiation.

Ans: A /

+ Risk Factors

« Smoking; 50% of cases: 3-fold increased risk relative to non-smokers (aromatic amines,

arsenic, polyaromatic hydrocarbons (PAHs), aldehydes)

+ Aromatic amines exposure: In rubber, plastic, dyes, paint, metal and leather industries

/ -
Q3. What important information is gained from pelvic bimanual examination
that cannot be obtained from radiologic evaluation?

a. Invasion of bladder cancer into perivesical fat/{_

b. Presence of bladder calculi. @

c. Presence of bladder mass™®

d. Mobility/fixation of pelvic organs.

e. Presence of associated pathologic lesion in female adnexal structureg:

Ans: D »/



Q4. Most common presentation in CIS (carcinoma in situ):
a. line painless gross hematuria

b. irritative symptoms ) o‘P Qa(): llay
Ans:B 7 5 GyoSS \—\C\Na'l:\”"& N4 \/la,UW'a‘Yt o Vi

*x = — - (ess oot W cI1S

=

Q5.Patient presented with muscle-invasive transitional cell carcinoma of
bladder , the Most appropriate management is : —=>"\2

a. TU RBT Management: Muscle-invasive (> T2): %‘ Pathological Staging (TNM classiﬁcation}wm -
b. Radical cystectomy

+ Radical Cystectomy + Ta:noninvasive (papilary) exophytic lesions b )
C C h e m Oth e ra +  Males: Radical cystoprostatectomy with pelvic lymph node dissection : n A A
- py + Femal r pelvi n of uterus, fallopian tubes, ovaries, bladder, urethra and segment of
. fat
=gy
gy
Bozzv

Ans: B

« Cutaneous continent reservoir (e.g., Indiana pouch)

« Orthotoplc neobladder

[¢ (regimens include MVAC , vinblastine, cisplatin) or

gemcitabine  cisplatin)

Q6.Papillary transitional cell Bladder CA, didn’t invade muscle, what is Th)e
management

a. simple cystectomy/<_ ’7’\'7, T ——

b. radical cystectomy 0 o i e e e A
c. systemic chemotharpyX

d. follow up after 4-6 weeks cystoscopy

e. no follow upe<
Ans: D /

Q7. In areas where Schistosomiasis is endemic, the most common type of
bladder cancer is:

a. TCC K Histological subtype

b. SCC

. adeno‘cycinomex M, i

A . B Persistent inflammation due to long-term indwelling Foley's or bladder stones.
ns . In underdeveloped countries, with ma h bium (Bilharzia) bladder infection”Egypt"

Prognosis for bilharzial better than for non bilharzial.

* Adenocarinoma

Glandular phenotype (Urachal and non-urachal adenocarcinoma)
bladder exstrophy

remnant of urachal

long histery of cystitis

cystoplasty.



Q8.treatment for carcinoma in situ of bladder ca?

A. Radical cystectomy

B. Partial Cystectomy.

C. Intravescival chemotherapy ey e RO I PO
D. IV chemotherapy.

Ans:C _~

Q9. Treatment of bladder adenocarcinoma:
Ans: CySteCtomy +  Treatment of non-urothelial carcinomas (squamous, a denocarc inoma) is mainly surgical.

Management: Muscle-invasive (= T2):

Q10. T2NOMO bladder CA: + Radcal ysectomy

* Males: Radical cystoprostatectomy with pelvic lymph node dissection

Ans : rad ical Cyste Cto my * Females: Anterior pelvic exentration of uterus, fallopian tubes, ovaries, bladder, urethra and segment of

anterior vaginal wall.
* After radical cystectomy, urinary diversion is needed. This can be achieved via:
* lleal conduits
« Cutaneous continent reservoir (e.g., Indiana pouch)
« Orthotopic neobladder

* Neoadjuvant Chemotherapy (regimens include MVAC (methotrexate, vinblastine, doxorubicin, cisplatin) or

gemcitabine + cisplatin)

Q11. The most common risk factor in transitional cell carcinoma of bladder:
Ans:Smoking

Risk Factors

« Smoking; 50% of cases: 3-fold increased risk relative to non-smokers (aromatic amines,

arsenic, polyaromatic hydrocarbons (PAHs), aldehydes)

+ Aromatic amines exposure: In rubber, plastic, dyes, paint, metal and leather industries



Testicular Tumors

Q1. The most common testicular tumor in infants and children is:

a. Choriocarcinoma Nonseminoma Germ Cell Tumors

b. Teratocarcinoma yolk sac tumor

C. YOIk sac tumor * Infantile type of embryonal cell carcinoma.
. * Endodermal sinus tumor.

d. Embryonal Ce” carcinoma » adenocarcinoma of the infantile testis.

: * Orchioblastoma.
e. Semlnoma ¢ The most common testicular tumor of infants and
Ans . C children. =™

* When seen in adults, it usually occurs in mixed
histologic types (40%) and possibly is responsible for
AFP production in these tumors.

* Embryoid bodies, a common finding in yolk sac tumors

Q2. Which of the following germ cell tumors is most likely to spread

hematogenously?
a. Choriocarcinoma. Embryonal Yolk sac [eratoma Choriocarcinoma
b . S em in oma. 2535 [nfants and children 253 2040
Sccrctes AFPand fhCG - Secrctes AFPand fhCG— Does notsecrete AFPnor——— Always seeretes [hCG and
c. Immature teratoma. p4CG never secrtes AFP
) Hematogeneous spread Hematogeneous spread,
d. Emb ryon al carcinoma. especially 0 lungs and livr,
. . . No LN involvement (the only
e. Teratoma with malignant transformation. e
. Poor responseto CTX and Mot common tumor in WORSTPROGNOSIS
Ans: A RTX infants and children

Q3. Old man with testicular mass would have what kind of Tumor?
a. Seminoma

b. Lymphoma — M /e 14 o\d > 66

Ans:B . —

4 Revne0e’ Cevaviomie is

The Woest cowmwoll Gevw el Tuwmo?’
e —



Q4.Surgical maneuver: modified retroperitoneal lymph node dissection or
something like that (can't remember the stem appropriately) preserves
fertility because it spares
a. seminal vesicles

b. artery lymphatic tissues are removed en bloc, the lumbar vessels are ligated, and the
C. nerve
d.postganglionic SYMPATHETIC fibers

e.parasympathetic

Ans: D TREATMENT

+ SEMINOMA:
« surveillance

* radiotherapy
* chemotherapy.

The aim of NS-RPLND is to preserve the LSN, superior hypogastric plexus, and
postganglionic fibres by identifying and preserving the nerves during dissection. The

sympathetic nerves are carefully identified.

* NON-SEMINOMA:

Q5.0ne is false concerning teratoma: 7 T,
i * Retroperitoneal lymph node dissection ( ).
A. A-fetoprotein & 8-fICG may be normal B e =

B. Radiosensitive

C. Manipulation of scrotal skin may disseminate tumor to inguinal L.N
D. Open surgery may required for staging

Ans: B

H 1 . Except for Tis confirmed by biopsy and T4, the extent of the primary tumor is
Q6 b O nen Ot u Sed In teStICU I ar tu mor: classified by radical orchiectomy, so a pathologic stage is assigned.
a. Chest x-ray X

b. Needle biopsy. megi

c. Pelvic CT i et

d. Testis US O~ * Chest raographs (posteroanteriorand aera) Vs
AnS: B / + Computed tomography (CT scan) of the abdomen and

pelvis.

* PET/Ctscan.

Q7.0ne of these Germ Cell Tumors has usually metastasized by time of
presentation

a. Choriocarcinoma

b. Embryonal Tumor

c. Immature Teratoma

Ans:A |/~

€.
Qecawse W Mot o%(e,ssw



Q8.Choriocarcinoma metastasizes through?

Embryonal Yolk sac [eratoma Choriocarcinoma
a.Peritoneal Seeding 1545 Infnts and children 254 240
Sccretes AFPand fACG— Secretes AFPand fhCG - Does motsecrete AFPnor—— Always secretes HCG and
b_Hematogenous spread G never el AFP
i Hematogeneous spread Hematogeneous spread,
c.Lymphatic spread especilly 0 ngsand ive,
. . . . . No LN involvement (the only
d.Direct invasion into adjacent organs )
Poor response to CTX and~ Most common tumor in WORST PROGNOSIS
Ans: B RTX infants and children

Q9. Most common type of testicular cancer?
Ans: mixed (mostl S|
(most) % Men Dbo —> Lywm
(Z_ % Mewt > 30 —> Seminema
woverall Mie Teshioulwv fuwov 1y gemw\avwﬂL

ot

AW\\DOS‘\S

Q10. Most common testicular tumor in adults is? 7
Ans: Seminoma. 7\

-

Q11. Most aggressive germ tumor:
Ans: choriocarcinoma



Stones

**The lecture slides alone aren’t sufficient for understanding this
topic. Please review the topic from the URO Dossier as well.

Q1. . A ureteric stone complicated by pyelonephritis is best treated by: *

a. Open surgical removal of the stone. e
b. Ureteroscopy and Pneumatic lithotripsy. ey ok oo ot
c. Analgesia.

d. ESWL (extracorporeal shockwave lithotripsy).

e . Antl b I Otl C a n d kl d n ey d eCO m p reSS I On & > 5mm: 1) JJ or nephrostomy (if patient is unwell or in cases of obstructive pyelonephritis)
2) definitive therapy:
Ans:E V7 S

and no need for anesthesia

Q2. woman with one kidney and a 9 cm size of stone in mid of ureter what
should you do
a. Insertion of j as soon as possible with ureteroscope or laser e

Fever
b . E SWL -upper 1/3: ESWL > flexible ureteroscopy with laser > lithotripsy (pneumatic lithotripsy is most - P‘“ie‘_" hasvl kidney
favorable because it is safest) - impaired kidney

C . An ti b i Oti C - middle 1/3: - rigid ureteroscopy + 7 function

- lower 1/3: ESWL> ureteroscopy. No need for JJ - in cases of bilateral

- stones
A ns A » SIS UVerHeplirostomy (i patient is unwell or in cases of obstructive pyelonephritis)
) 2) definitive therapy: - pain is refractory to

simple analgesia

H G2e and locakion £ovee WS Lo wse T S

UTI
- patient’s job requires
#ureteric stones <Smm with no JJ indications: give patient medical expulsive therapy and wait for 1-2 removal (airline pilot)
weeks. If the stone doesn’t pass then perform definitive therapy (see below)

Q3. Which one of the following predisposes most commonly to renal
stones:

a. Race

b. Genetics

c. Hormonal

d. None of the above

e. A+C

Ans: B



Oxalate Stones

o Is the most common type of urinary fract stones.

-It may due to :

Q4. Most common renal & uretral stones are :

a. UrIC aCId Stones Rare, autosomal recessive disorder of metabolism

b. Ca++ oxalate stones  Enferic Oxaluria

C StrUVite StoneS Most common, chronic diarrhea and fat malabsorption
. . o Dietary Oxaluria

d. Cysteine stones ( M/c in cwildven

e. Indinavir stones

Ans: B

o Hepatic Oxaluria

Q5.A patient presented to ER with obstructive pyelonephritis, a CT without
contrast was done and revealed : 7mm ureteral stone &hydronephrosis,
what to do ?

When is nephrostomy more favorable than JJ?

d. neph I’OStomy tu be In cases of obstructive pyelonephritis and
when patient is really unwell. Advantages of

b . u rgent UretrOSCO py nephrostomy include: irrigation. fast insertion

c DOU ble _ J insertion and no need for anesthesia

d. Medical expulsion therapy

& > Smm: 1) JJ or nephrostomy (if patient is unwell or in cases of obstructive pyelonephritis)

An S. A 2) definitive therapy:

Q6. The management of renal stone (2.7cm ) is

a P C N L Renal stone :
. = Any renal stone should be managed because they may cause UTI, sepsis

or abscess. — high mortality rate “30%"

b_ DOUble — J & ESWL = Stne <55 e — cossraton

Stone 0.5-1 cm — ESWL(extracorporeal shock wave lithotripsy )
e Fragments do not cause obstruction

C. ESWL alone = Stone 1-2cm — ESWL+DJ

e DJis used because if the 1-2 cm stone is destroyed, its fragments
will dislodge in the ureter, so the DJ is used to dilate the ureter

d . O b Se rvati 0 n and prevent obstruction

= Stone >2 cm — PCNL ( percutaneous nephrostolithotomy ).
n S . e Sandwich technique
o PCNL— ESWL— PCNL

m Ifin lower calyces
e >1.5—- PCNL

Q7.Which type of stones is not visible onKUB:
a.uric acid ( Redtolucent )

b.cystine

c.calcium phosphate

Ans: AV~
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¢ Hematuria
° Urgency

o Recurrent UTI
o Poor flow

o Hesitancy

Q8. What is the most specific thing that will be found in uric acid stones

a. acidic urine pH

b. alkaline urine pH 9 |
. . ov g\l ¥es

c. high blood uric acid){. Nugbe— in 3"“’} 04, wot g?ec_\l’rc @

d. low blood uric acid

Ans: A /

Q9.Ureteral obstruction: except?( repeated q | know)

a. it may cause hematuria

b. may result in increased BUN and renal damage

c. it is commonly due to a ureteric calculus

d. usually relieved by open surgical procedure

e. it is commonly associated with infection behind level of obstruction

Ans:D _~ Qedev to Hvev Q

Q10.Most sensitive Dx test of renal stones o KUBx-ray:(inifial imaging for follow up and to know if its
. radiolucent or opaque)
a . u n'en ha nced Sp| ral CT o Radio-opaque: calcium containing(Ca oxalate, Ca phosphate)
b .enn ha n Ced S | ral Cm = = Relatively Radiolucent: struvite and cysteine
p | m G g | n g S -I- U d | e S Completely radiolucent: uric acid * KuBx-ray: (inifialima
c. KUB X
Ans: A / > Non contrast CT scan:

gold standard for diagnosis

Q11. Right flank colicky pain that radiate to external genitalia has:
a. Ureteric colic

b. Appendicitis Ureteral Stones
c.Diverticulitis

d. Gallbladder stone

o Sudden onset of severe colicky flank pain.

o[Pain radiates to groin, testicles or labia majorf

Ans: A — .

o Hematuria (microscopic or gross)
o N/V, pallor, sweating

Bladder Stone ’

Kidney Stones
o Asymptomatic (and incidentally found on KUB X-ray, bladder
ulfrasound or cystoscopy)
o Suprapubic or perineal pain o Asymptomatic

° Flank pain, non radiating
o Hematuria (microscopic or occasionally macroscopic)
o Recurrent UTI

o Malaise, weakness, loss of appetite, N/V



Q12.The mechanism by which citrate prevent stone formation is:
a. Decrease Ca excretion

b. Decrease oxalate excretion

c. Complexes to P04

d. Complexes to Ca

e. Complexes to oxalate

Ans: D /

Q13. All are modalities for stones treatment except:
a. U\S waves

b. X-radiation

c. Laser

d. Microwaves

e. Electrohydrolic

Answer: B ,,/

Q14. A 45-year-old female presents to the emergency department with

severe flank pain and hematuria. Imaging reveals a 2 cm kidney stone

lodged at the upper ureteropelvic junction . Which of the following treatment
modalities would NOT be appropriate for this patient's condition ?

a.Double J-stent placementv”

b.Percutaneous nephrolithotomy (PCNL)‘/

C.E>.<tracorporeal shock wave Iithotripsy. (ESWL)V > Lot M 1 U cetkeY g_kowes
d.Rigid ureteroscopy and stone extracton———"—"—

e.Flexible ureteroscopy and stone extraction

Ans:D (Yot (s Sute) SV

= Any renal stone should be managed because they may cause UTI, sepsis

] ‘ or abscess. — high mortality rate “30%”
U'(el—l ) | i Cfl-ovle &/ m  Stone <0.5 cm — observation

- upper 1/3: ESWL > flexible ureteroscopy with laser > lithotripsy (pneumatic lithotripsy is most = Stone 0.5-1 cm — ESWL(extracorporeal shock wave lithotripsy )

favorable because it is safest) e Fragments do not cause obstruction

- middle 1/3: - rigid wetcroscopy + J7 = Stone 1-2cm — ESWL+DJ

- ST e T N SEH (U e DJis used because if the 1-2 cm stone is destroyed, its fragments

will dislodge in the ureter, so the DJ is used to dilate the ureter
and prevent obstruction
m Stone >2 cm — PCNL ( percutaneous nephrostolithotomy ).
m Staghorn stones
e Sandwich technique
o PCNL— ESWL— PCNL
m [fin lower calyces
e >15—- PCNL



Q15.All of these are correct when it comes to treating a 1 cm distal ureteric
stone except

a.PCNL

b.ESWL

c.Rigid ureteroscope with pneumatic Lithotripsy

d.Cystolitholapaxy

e.Laprascopic sth.

Ans: A or E lele wilise 1) 7))

Q16.Diagnostic study for stones: /
Ans: non enhanced helical CT scan

Q17.Most common stone composition? —
Ans: Calcium oxalate. /\AQ"A‘["‘DV] e l

Q18. Treatment of a stone in the renal pelvicalyceal system measuring 3
cmis:

Ans: PONL. Menyiowne L

Q19. Not indication of extracorporeal lithotripsy —

Ans: renal stone larger than 2 cm“/_g Aﬂ\a.\.'w'ny SL — Cjﬁ\’l ev

Q20. Abnormality mostly seen in uric acid stones:

Ans: Aciduria v~ )\kev\l:\\w'\/l f_CL



Kidney Transplant

Q1. Kidney transplant survival rates are poorest for which donor

categories? S /
a. Parents. S
b. Expanded criteria deceased donors. A le"L:Ibpg

C. Slb|lngS N children, other relatives :

d. Standard criteria deceased donors. e/

\_ Living unrelated:
‘\{pouses, friends”
~—

e. Spouse

ans:B /% Lwing Decessed dowm

Kidneys from brain-dead donors with a 1.7 times relative risk of graft
failure. These include any donor > age 60 or > age 50 with a history of

hypertension, CVA death or creatinine >1.5mg/dL.
. ) nc‘l’cl yperisrsion, ¢
* cf q Cea scé > EY (] * Due toimbalance between the supply of brain-dead deceased donors and
cf - -
. the growing demand for kidneys.

* a number of donor organs with extended criteria that convey about a 10%
worse overall graft survival have been incorporated into the donor pool.

Q2. Not cause of chronic renal transplant rejection:
a. candida albican
b. Recurrent acute rejections

c S mal I |m mune tra uma Chronic Allograft Dysfunction: Why Do Grafts Fail?
) . Chronic low-grade immune injury.
d . PerS|Stent HTN Long-standing hypertension.
. . Recurrentdisease (diabetic nephropathyor glomerulo-nephritis).
e. PerSIStent Comorbldlty (DM RN ’) * Repeated episodes of acute rejection.
Ans: A * Donordisease.

Calcineurin inhibitor nephrotoxicity.

Q3.About renal transplant hyperacute rejection .. true
a. caused by preformed antibodies

b. happens during 3-5 days Hyperacute rejection
¢. we can predict it by measuring something * Mediated by preformed antibodies which
Ans: A CNO& Sure D) recognize HLA antigens in donor organ.

* Usually these are formed as a consequence of
pregnancy, blood transfusion, autoimmune
disease prior organ transplantation.

A - ‘é.f\t(e A 9 k a:ba“'* * Fibrinoid necrosis leads to immediate graft loss
"ot as * Delayed form may occur several days following
- Q&f&‘a“ {;y\AE. ) blk" he é‘ laved transplantation.
Deled
" * Treatment: Plasmapheresis and pulse steroids
1 Ca\ Ye OYQA:C‘I'?A w‘\-\ll CAmake may be used.
. YNB :
puk vt V) Mesdt

C—’



Q4. One of these is NOT an absolute contraindication to renal

transplantation: Candidate evaluation (Recipient)
a. Past transplant with graft failure. o

. Absolute contraindications are:
b.Life expectancy <2 years. + Active malignancy.
C. NeuropsyChiatriC i"neSS. * Active or ch.ronic untrea.ted infection.

. . * Severe cardiovascular disease.
. AV |  Neuropsychiatric illness.

d.Active malignancy
Ans . A « life expectancy of <3 years probably should be

maintained on dialysis.

Q5. Which of the following is not an absolute contraindication for renal
transplantation ?

a.Expected life expectancy less than 10 years

b.Active malignancy

c.Parkinson’s disease ) ) L
d.Persistent substance abuse ( evewhd'y .e\,eod Candidate evaluation (Recipient)
e.Refractory congestive heart failure ™ Absolute contraindications are:

Ans: A I/ * Active malignancy.

* Active or chronic untreated infection.

* Severe cardiovascular disease.
* Neuropsychiatric illness.

* life expectancy of <3 years probably should be
maintained on dialysis.



Peds Urology

Q1. Which radiotracer is ideally suited for imaging renal scaring?

a. 9mTc-MAG3

b- gngC'DTPA e DMSA scan to detect and monitor associated renal cortical scarring
c.99mtc-sulfer colloid (* \wveX’)

d. 67 a-citrate

e. 99mTc-DMSA

Ans: E

Q2. Factors important to the testis to descend intrauterine are all the
following except: ( repeated | know)

a. Omphalocele. This includes:
1) abnormal testis

b. Normal growth of the baby. 2 gubernacuum .
3) endocrine abnormalities (low level of androgens [hCG], (LH), calcitonin

gene—related peptide)

c. Preserved of normal abdominal pressure of the baby. . e s sodomina! pressure ranbelly syndrome,
d. GUbernaculum gastroschisis).

e. The preI?nce of testosterone.

Ans: A

Q3.Pregnant lady, U/S showed that fetus has bilateral hydronephrosis.
Diagnosis?
Ans: Posterior urethral valve 4/

Q4.Which of the following is not indication for surgery in VUR
a. Non compliant to medications —= Recuvewh sife eton

b. Recurrent infections despite appropriate prophylactic abx 7]
c. Father preference cuz he dont want his baby to take abx (Q(ef*e“‘e doesu

d. H|gh grade hydronephrosis Surgical Management OVC{(.‘&e 9“'-&8“?‘85\
An s : C « (ureteroneocystostomy ureteroplasty) or subureteral injection

« Ifitis not possible to keep the urine sterile and reflux persists

« If acute pyelonephritis recurs despite a strict medical regimen and
chronic suppressive antimicrobial therapy.

+ Ifincreased renal damage is demonstrated by serial excretory
urograms or nuclear scan.

* High grade reflux (grade IV or V - not an absolute indication)



Q5. In patient with primary nocturnal enuresis, the MOA of Minirin
(Desmopressin): ¥ Decreased ADH at nigut

a. Relaxation of bladder at night liotogical fockors caunwy Woctuwnal Emerts
b. Increases bladder capacity ¥ So we giwe ADH avalogue bo Hreserve ADH level

c. Decreases urine output
* Primary: never been dry for more than a 6-month period
A n s : C / I-ezselcgn'::;\;;‘;eremergence of bed wetting after a period of being dry for at

¢ Imipramine—a tricyclic antidepressant with
anticholinergic,antispasmodic properties.

* » DDAVP or desmopressin (synthetic analogue of ADH) given intranasally
in ADH or orally

(ADH) secretion; abnormal _decrease
urine production (nocturnal polyuria)

« Psychological factors
« UTI (1% of cases)

Q6. a 16-Year-Old MALE, LUTS, the most important test to do ??
a. Urine Analysis

b. uroflowmetry

Ans:A -~

Q7.0ne is not caused by vesicourethral reflux:

a. Cortical scaring
b. Dilated ureter Kidney and bladder ultrasound grading

N

c. Dilated pelvicalyceal system

* Grade | — reflux into non-dilated ureter

d . U rothel |a| neoplasm . * Grade Il — reflux into the renal pelvis and calyces without dilatation
« Grade |ll — mild/moderate dilatation of the ureter, renal pelvis and
AnS . D calyces with minimal blunting of the fornices

* Grade IV — dilation of the renal pelvis and calyces with moderate
ureteral tortuosity

* Grade V - gross dilatation of the ureter, pelvis and calyces; ureteral
tortuosity; loss of papillary impressions

Q8. One of these is not a complication of cryptorchidism:
a. Impotence

b.Testicular tumor
. . * Relative risk of cancer is 40-fold higher in the undescended testis.
c.Testicular torsion Most are seminomas; carcinoma in situ represents a small
. . percentage (~2%).
d'lngl'”nal hernia * Reduced fertility
elnfertlllty * Increased risk of testicular torsion

Ans: A * Increased risk of direct inguinal hernias



Incontinence and Urodynamics
{ ¢ *Reviewing this topic from other resources is advised ( AMBOSS..etc)
Wk

e , : : .
\,“: Q1. The most likely cause of continuous incontinence:

Cs e a. Detrusor hyperreﬂeXIa  Conservative management. of
ec ot i i « Combination of mechani « Mayh f the clinical o
E'* \’: b : N o n CO m pl Ia nt b I ad d e r o:;lljllra‘z(;oSL(J)I e fe::lur::easg\teo s e Treat the most bothersome
\J . . symptom first, e.g.,
—— c. Enterovesical fistula. antimuscarinics for UL, 171
d. Vesicovaginal fistula. . EEEEETEAEE D
S) . . . function (due to previous « Urinary leakage occurs at all ard external Gatheters 9l
4 e \ . M . S p h | n Cte rl C | n CO m pete n Ce Total surgery, nerve damage, fimes, with no associated )
6 */ o@ incontinence metastasis) or abnormal preceding symptoms or * Long-term rT1anagement:
.\.‘\C Ans : D anatomy (fistula between specific trigger activity. :;:#;’[;wg'cal (g, fistula

urinary tract and skin)

w\eonE -
S Agsocighed bW G RN

+ Conservative management of
o

Q2. Overactive bladder applies to:

a. over flow urinary incontinence |
b. urinary retention = oo mm— E—
c. urgency s N —
d. Frequency I ey
e. stress incontinence ~ Overactive bladder

Ans: C B m——

urge incontinence, urinary frequency,
and nocturia

* Associated with involuntary contractions
of the detrusor muscle

Q3. Patient with neurogenic bladder (overactive) which of the following is
not part of his workup

a. Serum creatinine

b. Urine culture

c. Urine analysis

d. Cystoscopy

e. U/S for tract from ureter and post void volume

Ans:D ./

_ eke
¥ <Ystoscsl) ot alovt o Wbl et

euQ uwnles s Hc\“a‘h A,

Basic Evaluation of Ul

* History: Type, Frequency, Severity, Bladder diary

* Physical examination, especially Genitourinary and Neurological
* Bladder stress test

* Postvoid residual

* Urinalysis, urine culture if indicated

* BUN, creatinine, fasting glucose



Q4.What of the following in not a risk factor for stress ing

a. increased age
b. vaginal delivery
c. recurrent UTI
d.cough

Ans: C

Q5.About coordination: pontine micturition center needs contact with what
for coordination between external sphincter during voiding and UB

contractions?

a. frontal lobe\( cet crous , Volikkory inlibition)

b. basal ganglia
c. sympathetic X C_Qécﬂage )

d. onuf's center
Ans: D \/

Q6. One will not cause total incontinence:

a.Prostatic hypertrophy

b. Ectopic ureter

c. External sphincter damage
d. Spina bifida

e. Spinal cord lesion

Ans: A

Q7. Patient with long standing outflow obstruction may present with?

LRetendto —')Wélflow

A. Stream incontinence
B. Normal continence

C. Overflow incontinence
D. True incontinence
Ans: C

Overflow
incontinence
(overflow
bladder) {(zJ10

« Impaired (weak) detrusor

contractility due to:I'!!
Neurogenic bladder in
multiple sclerosis
Neuropathy and polyuria in
diabetes mellitus
Spinal cord injury

Medication adverse effects

« Bladder outlet obstruction

(e.g., BPH)

« Both mechanisms can lead to

incomplete bladder emptying
— bladder overfilling —
chronically distended bladder
with 1 bladder pressure —
dribbling of urine (leak) when
intravesical pressure > outlet
resistance

« Frequent, involuntary

intermittent/continuous
dribbling of urine in the
absence of an urge to urinate

 Occurs only when the

bladder is full

« Often occurs with changes in

position

« Postvoid residual urine

volume (seen on ultrasound
or with catherization)

o Short term management

includes:
Intermittent catheterization:
for scheduled bladder
emptying
Alpha-1 antagonists: for
outlet obstruction in men
Muscarinic agonists: for
detrusor underactivity [

* Long-term management

includes treatment of the
urinary obstruction

* See also “Treatment of urinary

retention.”



Q8.Involuntary continuous leak of urine with a full urinary bladder

a.Urge Incontinence

b.Stress Incontinence

c.Overflow Incontinence

d.Vesicovaginal fistula 1ove Dladle
L yove afull wive

Ans: either ¢ or d lgle Gline ( T47s frobebly & cuz Youk wedt  Cate ,i‘)(.\,(ul

Q9.regarding Neurogenic bladder, one of these is incorrect
a. We use Anticholinergic to treat flaccid bladder.
b.Bladder training is used to treat both spastic and flaccid bladder.

Ans:A /7 prdicveteic —>x of oveladive bldde?

Q10. A patient presents with the complaint of frequent, involuntary
intermittent dribbling of urine in the absence of an urge to urinate. Which of
the following findings is expected while examining the patient ? \) ¢Ww eshve

a.Leakage of urine while coughing od me{mow
b.Detrusor areflexia l
c.Palpable bladder . R ot embion
d.Renal tenderness \ /

Ans: C /

Q11. Which of the following statements describes the role of voiding and
retention in bladder health ?

a.Retaining urine promotes bladder distention and strengthens bladder
muscles

b.Voiding exacerbates bladder dysfunction and urinary incontinence
c.Retaining urine reduces the risk of urinary tract infections

d.Voiding helps maintain bladder health and prevents urinary stasis

D i tyre M‘-» \ogicad answev.



Q12.Classical symptom of neurogenic bladder:

Ans: frequency/urgency

Q13: Not a risk factor of stress incontinence —

Ans:Recurrent UTI. /

Q14. Easy case about stress incontinence (Cough , sneeze

Overview of urinary incontinence BI“Iis]

Underlying mechanism

o Urethral hypermobility in
women (bladder outlet
incompetence) secondary to:

Poor pelvic support caused
by pelvic postmenopausal
estrogen loss

Connective tissue
disorders

Childbirth (i.e., damage to
the pelvic floor muscle
levator ani and/or the
S$2-54 nerve roots)

« Intrinsic sphincter deficiency,
caused by:

Aging
Obesity

Pelvic trauma

Stress urinary
incontinence

Prostate surgery (in men)

Increase in intraabdominal
pressure (e.g., from laughing,
sneezing, coughing,
exercising) — 1 pressure
within the bladder — bladder
pressure > urethral sphincter
resistance to urinary flow

« Inflammatory conditions (e.g.,
UTI) or neurogenic
disorders — sphincter
dysfunction, detrusor
overactivity, or overactive
bladder ‘=/— premature
contractions of the detrusor
muscle and initiation of a
normal micturition reflex

Clinical features

o Positive urinary stress test:

urinary leakage during
activities that increase
intraabdominal pressure (e.g.,
coughing, Valsalva maneuver)

« Strong, sense of sudden

urgency, followed by
involuntary leakage

Treatment

Trial of conservative

management of Ul for
6-8 weeks [9]

Consider a Vaginal pessary.

In refractory or severe
incontinence: I
Anti-incontinence surgery

See “Treatment of SUI" for
additional information.

Conservative management of

Ul

Pharmacological treatment for

Uul
Antimuscarinics (e.g.,
oxybutynin)
> Beta-3 agonists (e.g.,
mirabegron)
Interventional procedures

See “Treatment of UUI” for
additional information.




Total
incontinence

Overflow
incontinence
(overflow
bladder) 00!

Neurogenic
lower urinary
tract

dysfunction 131
[14]15]

+ Combination of mechanisms
of SUI and UUI

Complete loss of sphincter
function (due to previous
surgery, nerve damage,
metastasis) or abnormal
anatomy (fistula between
urinary tract and skin)

Impaired (weak) detrusor

contractility due to:1'!]
Neurogenic bladder in
multiple sclerosis

> Neuropathy and polyuria in

diabetes mellitus

Spinal cord injury

Medication adverse effects

Bladder outlet obstruction
(e.g., BPH)

Both mechanisms can lead to
incomplete bladder emptying
— bladder overfilling —

chronically distended bladder

with 1 bladder pressure —
dribbling of urine (leak) when
intravesical pressure > outlet
resistance

Suprasacral spinal cord lesion

(e.g., multiple sclerosis) —
detrusor-sphincter
dyssynergia with
simultaneous contractions of
the detrusor muscle and
involuntary activation of the
urethral sphincter

Sacral or infrasacral lesion
(e.g., conus medullaris
syndrome) — detrusor
underactivity with normal or
reduced urethral sphincter
tone

Suprapontine lesion (e.g.,
Parkinson disease) —
disrupted inhibition of the
pontine micturition center —
involuntary detrusor
contractions

« May have any of the clinical

features above

Urinary leakage occurs at all
times, with no associated
preceding symptoms or
specific trigger activity.

Frequent, involuntary
intermittent/continuous
dribbling of urine in the
absence of an urge to urinate

Occurs only when the
bladder is full

Often occurs with changes in
position

Postvoid residual urine
volume (seen on ultrasound
or with catherization)

o Urinary retention and/or UUI

o Urinary retention and
overflow incontinence

« Urinary incontinence without
urinary retention

Conservative. management. of
Ul

Treat the most bothersome
symptom first, e.g.,
antimuscarinics for UUL. BI7IEl

Short-term management: pads
and external catheters {=] ]
Long-term management:
usually surgical (e.g., fistula
repair) [

Short term management
includes:
Intermittent catheterization:
for scheduled bladder
emptying
> Alpha-1 antagonists: for
outlet obstruction in men
> Muscarinic agonists: for
detrusor underactivity (12
Long-term management
includes treatment of the
urinary obstruction
See also “Treatment of urinary
retention.”

Voiding dysfunction
> alpha blockers

Intermittent self-

catheterization
Storage dysfunction

Pelvic floor physical therapy

Bladder training

Antimuscarinic agents
Further management of
NLUTD may include minimally
invasive (e.g., botulinum
injections) or surgical
treatments (e.g.,

sphincterotomy) depending on
the underlying condition.

See also “Management of
urinary.incontinence” and
“Treatment of urinary
retention.”




Urinary Tract Infections ( UTI )

“ Whenever in doubt, E.Coli is the answer “

Q1. What does Fr mean in Foley's:  catheter Sizes: French Catheter Sizing

i * internal urinary catheters, including Foley catheters and intermittent catheters, are size a
a. Circumference * 3
b.Circumference / 3

measurement of the external diameter of the catheter tube.

The French size of a catheter is determined by a simple multiplication of 3 (diameters in millimeters

. * multiplied by 3 = the French size). For example, if a catheter has a diameter of 4.7 millimeters, then the
C. Dlameter 3 French (Fr) size is 14.
d.Diameter / 3
Ans: C

Q2.The most common cause of UTI in children is :
a. Streptococcus
:. I?tg[:c):iylococcus g C o\ 16, MIc W UTTES
d. Proteus , klebsiella ( pore commen
Ans:C ~ v cvoldven bub
f.Co\v g were)

Q3.Which of the following cause xanthogranulomatous pyelonephritis?
a. E.coli

b. MIRBALIS

c. klebsela

d. Pseudomonas

Ans: A /

Q4.The presence of bacteriuria without pyuria is
a. colonization
b.Infection

Ans: A q/



Q5. false about pyelonephritis:
A. Cause perinephric access
B. Dysuria is rare

C. Loin pain

D. May cause stones

Ans:B  ((Tt%s o UTL and Awsuria is Mie SymPLow)

Q6.COLONY how many bacteria per high power field (100000/ml):

Q7.Most common cause of cloudy urine:
a. bacterial cystitis
b. hyperphosphatemia

c. proteinuria . l_ Le.(g ) C_Z)QUHS
- - o put fHoc
Ans: B according to? (Z_j ¥ )\[0 de - e C,\owij L ive.

Q8.Which of the following is the most likely cause of nosocomial UTI?
a. Catheterization**

b. Surgery

c. Diabetes

Ans: A



Q9.Which of the following modalities is the preferred to reveal the anatomic
features of

Urogenital TB:

a. Ultrasound

b.CT

c. IVU

d. Retrograde pyelogram

ot 4oo-

s Dossiey  Lops

e. MRI /
Ans: c googles says it's the gold standard.

Q10. Most common cause of cloudy urine —
Ans: Bacterial cystitis(?) N

Q11. Acute pyelonephritis
Ans: fever, chills, loin pain |/

Q12. Not urease-producing bacteria?
Ans: E. coli. o Qs eudoovas, Proteus

Q12. Indication for admission of chronic retention:
Ans: UTI, post obstructive diuresis. ‘/

Q13. Easy question about prostatitis what to do?
Ans: |V abx?? ) ofal gt evough  buf net  sure.
T o) umless Ot is Toxte

Q14.Most common presentation for UTI:
Ans: painful urination /



Renal Tumors

Q1.14-In the treatment of renal cancers, in contrast to radical nephrectomy,
partial nephrectomy has which of the following advantages ?

a.Reduced risk of infection

b.Decreased postoperative pain

c.Nephron preserving

d.Faster reco'fry time
Ans: C

Q2. common site of upper urinary tract urothelial cancer is:
a. Renal pelvis &calyces
b' PUJ = About 5% to 10% of all kidney tumors.
C. Upper ureter = Also known as urothelial carcinomas.

= Under the microscope, looks like bladder cancer cells and act very much like bladder cancer.

d M |d u rete r = Linked to cigarette smoking and occupational exposures to certain cancer-causing chemicals.

e . Lower u ret r = The signs and symptoms of transitional cell carcinoma are typically the same as with the signs
A A and symptoms of kidney cancer - blood in the urine and, sometimes, back pain.
ns:
.

= Treated by surgically removing the entire kidney and the ureter, as well as the section of the

bladder where the ureter is attached. Chemotherapy and radiotherapy are often used in addition

to surgery, depending on how much cancer is found.

Q3.. The best method to evaluate real mass is:
a. CT with contrast

b. CT without contrast

c. KUB

d. IVU
Ans: A / Pex AUA 3wde\’m€£



Q4. The best treatment option for 10 cm Bosniak IV renal cyst is:
a. Partial nephrectomy vs. radical nephrectomy.
b. Chemotherapy. i i Mgt AL

« Ha

. . ' \ s No
c. Aspiration "

F « Thin wall

. Renal cyst « Few septa
a I O e ra py RN « Fine calcificati
. . - 4 No
[ . Typell enhancemen t  follow-up Low
e. Observation 4 e
. . jomor
i hyperattenuati
) nCT
Ans . A | ‘ « Intrarenal cyst > 3 cm
.
Type IIF Follow-up | verylowto
(q  Minimally thickened wall Enhancement
» 1) « Many thin septa not
\ ) 7 « Coarse calcifications measurable
| é ) « Irregular and thick wall and septa )
ypaill @ Coarse calcifications Enhancement High
7z
Surgery
| Typelv % * Iy achined softlesbons Enhancement Very high

Q5. RCC (adenocarcinome) true about it:
a. It is Radiosensitive

Risk Factors

. . Environmental Genetic
b . ASSOCIated Wlth VH L Synd rome = Modifiable Risk Factors = Von Hippel-Lindau syndrome
. > Smoking (1 2X) Bilateral RCC + Cerebellar hemangioblastoma
c. Usually comes with flank mass » Obesty

> Hypertension (1.4-2 fold risk) = Hereditary papillary renal carcinoma

A . B Multiple bilateral renal tumors with a papillary
ns L] = Others

histologic appearance.
> Renal failure and dialysis (>30X)

» Exposure to asbestos, solvents &

cadmium.

> In general, RCC is resistant for the radiotherapy & chemotherapy.

» The analgesic phenacitin.

> low socio-economic status

Q6. Case of female with kidney urothelial carcinoma what is the treatment:
a. Partial nephrectomy
b. Nephrectomy sparing some nephrons. |

¢ . Radical nephrectomy with bladder cuff | ESEEG—GEG—_———-

= Under the microscope, looks like bladder cancer cells and act very much like bladder cancer.

.
Ans ] C? = Linked to cigarette smoking and occupational exposures to certain cancer-causing chemicals.

= The signs and symptoms of transitional cell carcinoma are typically the same as with the signs

and symptoms of kidney cancer - blood in the urine and, sometimes, back pain.

= Treated by surgically removing the entire kidney and the ureter, as well as the section of the
bladder where the ureter is attached. Chemotherapy and radiotherapy are often used in addition

to surgery, depending on how much cancer is found.

Q7. a patient was found to have a 3 cm soft tissue parenchymal mass,
asymptomatic, what is the correct answer

a.Follow up with CT annually.

b.Partial nephrectomy (nephron preserving) —

Ans:aorb
.



Q8. RCC is associated with:
Ans: Von Hippel Lindau /

Q9. What is the best investigation to rule out renal tumors?
Ans: CT with contrast. /

Q10. Wrong about renal tumors? —
Ans: You can always differentiate bet‘vyen benign
and malignant tumors with CT scan.

Histological Types

. Clear Cell RCC:
= The most common type (80%).
= Under a microscope: appear very pale or clear.

. Papillary RCC “ chromophilic”:
= The second most common type (10% to 15%).

Q1 1 . MOSt Common type Of RCC’? = little finger-like projections (called papillae).

. Chromophobe RCC:
= The third most common type (5%).

Ans : Clear Ce” Ca rCi noma .‘/ = Also pale, but are much larger than clear cell RCC.

. Collecting Duct RCC:
= The rarest type of RCC.
= The major characteristic is forming irregular tubes.

. About 5% of renal cancers are unclassified because their appearance does not fit into any
of the other categories.

Q12. Most common bladder cancer histology? (cus 4) su (s e 48 )
Ans: Transitional cell carcinoma. /

Q13.Renal cell carcinoma following surgical removal, the most Important

prognostic factor: .
. N
Ans: pulmonary mets > /I/\/c Gite of Meks s Lu']



The irritative voiding complaints of BPH result
From:

the 2ry response of the bladder to the increased outlet
resistance mmpincrease pressure inside UB
detrusor & muscle hypertrophy and
hyperplasia ande & collagen deposition

I ntro to U ro ( Fi rst 3 Le CS) o= M isc " Trabculations Sculation Diverticluation

Pincrease residual urine and chronic retention.
Q1. What are the typical symptoms associated with bladder diverticulum ? '/
a.Hematuria and flank pain

b.Dysuria and urinary frequency

c.Urinary retention and suprapubic discomfort (irritative symptoms)
d.Incontinence and urethral discharge

Ans: C 1/

Q2-In the context of urinary symptoms, what is meant by the term

"hesitancy ?"

a.Involuntary leakage of urine

b.Pain or discomfort during urination

c.Difficulty initiating urination . ] )
o , * Hesitancy: delay and defficulty in

d.Frequent urination at night initiating urination.

Ans: C

Q3.What is the physiology of ejaculation vs. erection?

a.Both are under sympathetic control

b.Both are under parasympathetic control

c.Erection is under sympathetic control, while ejaculation is under
parasympathetic control

d.Erection is under parasympathetic control, while ejaculation is under
sympathetic control

Ans: D /



Q4.All of these are consistent with a psychogenic cause of erectile
dysfunction except
a.Sudden Onset

Psychogenic Vs Organic

Characteristic Predominantly Predominantly
b You ng psychogenic ED organic ED
N I . t Onset Acute Gradual
C' Orma morn I ng erec |On Circumstances Situational Global
H H H H Course Intermittent Constant
d.Erection to a visual stimuli e e o
e Grad ual ons and COﬂtInUOUS Nocturnal/early morning Normal Inconsistent
' ' Psychosexual problems Long history Secondary to ED
Ans: E Partner problems At onset Secondary to ED
Anxiety/fear Primary Secondary to ED

ED: erectile dysfunction

Q5. All of following associated with erectile dysfunction of psychological
cause except:
a. Sudden onset
b. Young age

Psychogenic Vs Organic

. . . Characteristic Predominantly Predominantly
C. EreCtIOH n nlg ht psychogenic ED organic ED
Onset Acute Gradual
d . Presence Of Orgasm Circumstances Situational Global
H H Course Intermittent Constant
e' Varlety In Symptoms Noncoital erection Rigid Poor
Ans: e not SU re Nocturnal/early morning Normali Inconsistent
47 Psychosexual problems Long history Secondary to ED
. Partner problems At onset Secondary to ED
Anxiety/fear Primary{ Secondary to ED

% 6’% ]e g“’s ?sac'h ED: erectile dysfunction
assoctated uAth 03 s Qunetiona ! oY90s M\

Q6. During a rigid erection, one of the following is not correct:
a. corporal pressure increase (to several 100mm of mercury)
b. sinusoidal relaxation

c. Dilation of arteries and arterioles.

d. subtunical venous compression reducing venous outflow
e. Relaxation of ischio-cavernosus muscles

Ans: E / [IiESE term description




Q7. With which of the following diseases is priapism most commonly
associated?

a. Sickle cell anemia.
b. Leukemia.

C. organic depression.
d. Parkinson disease.
e. Peyronie disease.
Ans:A

Penile Erection: Innervation Mechanism of erection

* The
ai

ronomic (symj
par: an

ensory

Q8. Wong about physiology of erection:

a. Penis is supplied by sympathetic and parasympathetic
b. Sympathetic is for ejaculation and parasympathetic for erection

c. NO by nitric oxide synthase from L-Arginine decrease Ca+ leading to
muscle

relaxation + increase blood flowPDES

d. cGMP produced from PDES inhibitor lead to end of erection

Ans: D

Q9. The most common cause of erectile dysfunction is :
a. Psychological

b. DM

c. Vascular

d. Neurological

Ans: A K f')(?. ?.{Oba(\)\j \/ﬂgcu (4({

Q10.0rganic coz of erectile dysfunction true except:
a. sudden onset

b. DM_ _ Psychogenic Vs Organic

c. peripheral vascular disease

d. inability to sustained ?tion in? e g RN,
. . Onset Acute Gradual

Ans' A mOSt Ilkely Circumstances Situational Global

Course Intermittent Constant
Noncoital erection Rigid Poor
Nocturnal/early morning Normal Inconsistent
Psychosexual problems Long history Secondary to ED
Partner problems At onset Secondary to ED
Anxiety/fear Primary| Secondary to ED

ED: erectile dysfunction



Q11.Concerning chronic urinary retention all of the following are true except
Ans: Kidney function is always normal e

Q12.Flaccid penis pain is mostly due to

a. urethral and bladder mﬂammatlon » Flaccid penis: The differential includes

b. lower ureteric stone paraphimosis, ulcerative penile lesions (e.g.,
. . k cancer or herpes), or referred pain from
C. priapism cystitis/prostatitis.

d.peyronie diseaseX

. » Rigid penis: Peyronie disease or priapism.
Ans:  (not sure)

Q13.The kidney is embryologically from
a. endoderm

b. intermediate mesoderm

c. urachus

d. uroginital sinus

Ans: B /

Q14. Which of the following is not part of the normal aging process in
males?

a. Prolonged latency period

b. Decreased refractory ...?

C. Decreased tactile sensation

d. Complete erectile dysfunction

Ans: D ,/

Q15. Ectopic kidney, what happens to adrenals: (I don’t think it include)
a. Same original position in the superior retroperitoneum

b. along with the renal artery

c. over the pole of the ectopic kidney

d. absent

Ans: A /



Q16.Kidney weight:
a. 1200gm

b. 600gm

c. 300gm

d. 150gm

e. 50gm /
Ans: D (81-160)

Q17.Acute tubular necrosis diuretic phase, most dangerous

a. hypernatremia

b. hyponatremia nt

c. hypomagnesemia ‘()9 G (/"gf@
d. hypokalemia -

e. hyperkalemia

Ans:D 7

Q18.Most common cause of Chronic testicular pain (orchalgia) is (s s3~x)
a. distal ureter stone

b. hydrocele

Ans: both cause it

Q19.Most common source of RENIN is?
a. Kidney
b. Liver

c. Lung
Ans: A /



Q20.Female with HTN of 2 years duration. treated with diuretics, BP 150\90
..Na 135 ..K 2.7 .. Cr 0.8 ..she has:

a. essential HTN

b. hyper aldosteronemia

c. syndromes ...
Ans: AorB 7?77?77

Q21. One is false about priapism:
Pathophysiology: | 1171
a' Glans nOt aﬁeCted « Inadequate venous outflow from the corpus cavernosum as a result of:
b. Corpus cavernosum not affected —-—-"
C. Corpus Sponglosu rn not aﬁected  Decreased venous outflow — increased intracavernosal pressure — decreased arterial inflow — penile ischemia
D. Acute emergency
Ans: B

Thrombosis and/or compression of the penile, prostatic, and/or pelvic veins

Q22.Narrowest part of ureter:

A. Pelviureteic junction

b. uretrovesical junction

c. Where it passes the pelvic brim

d where it passes the ischial spine
Ans: B /

p Ot Mevlorin€ &

Silicone Long-term, up to 12 weeks
biocompatible with the urethral mucosa

Q25.For long term cathetarization we use:
a. Silicon catheter ~ pfot \mlertan® Jus
b. dacron Het clulibiceha___ e I

smooth coat on the catheter that is

C ru b be r biocompatible with human tissue

.;‘~" Silicone elastomer coated latex Long-term, up to 12 weeks
An s - A r 4 (silicone bonding to outer and inner
- o surfaces) has the biocompatible properties
of silicone with the flexibility of latex

Hydrogel coated silicone Long-term, up to 12 weeks

Q24.Mcc of hemospermia?
Ans:?7?7?7? HEMATOSPERMIA

» Presence of blood in the ejaculate.

» Usually, it is due to nonspecific inflammation
of the prostate or seminal vesicles and
usually resolves spontaneously.

« It can be associated with ejaculation after a
long duration of sexual abstinence.

« If blood is persistent beyond several weeks,
the urologist should consider an evaluation
to exclude genitourinary tuberculosis or
cancer.
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1. The most common histologic type of RCC?
A. Clear cell carcinoma

B. Papillary Ke“a_l T\LMO(S

C. Chromophobic
Answer: A

2. Not affecting fertility: F \ \ \
Testicular torsion \V\ ¢
Undescended testis
Trauma

Epididymal cyst

oo wp

Answer: D

3. 56 years old patient present with hematuria, no bacterial growth in culture, which is
wrong?
A. Give antibiotics for 2 weeks and then repeat the test 'l_\emdu/g&
B. Do cystoscopy even if urine cytology was negative
C. Do cystoscopy even if CT was Normal

Answer: A

4. False about physiology of sperms:
A. Sympathetic innervation for ejection, parasympathetic for ejaculation
B. NO (nitrous oxide) increases cGMP and cause relaxation of muscles

Answer: A { V&U \(‘l ‘\i\(j

5. All are presentations of testicular cancer except:

Acute pain

Scrotal swelling ¢
Erectile dysfunction ,r x u*a'( Taw ol
Scrotal heaveness e

Symptoms related to metastasis

moow»

Answer: C

6. Mismatched

Hydrocele- hydrocelectomy Q\) \ !
Varicocele -ligation %Qﬂ\\o&‘\ Scl D\A\ (1‘5&\2) D@Qﬁ
Sprematocele- spermatocelectomy

Epididymo orchitis- incision and drainage

Testicular torsion-immediate surgical exploration

moow>

Answer: D




7. 6mm stone complicated by pyelonephritis, next step?

Antibiotic and double J insertion \) T\
ESWL
Open surgery —
Ureteroscopy with pneumatic lithotripsy
Ureteroscopy with laser lithotripsy

moow>

Answer: A

l?
8. The most common Renal stones?

Uric acid stones 6\%1\@(7

Calcium oxalate
Cystine
Calcium phosphate

oo wp

Answer: B

9. The most common treatable cause of infertility? )Y\r& fu‘\(j
A. Varicocele -

10. One of the following is an absolute contraindication for renal transplant:
A. Life expectancy <10 years g
B. Neuropsychiatric illness VM\SP\M&
C. Mild cardiovascular disease
D. Treated malignancy

Answer: B

11. Which of the following is not used in routine screening for BPH?
A. Ultrasound and postvoidal residual volume
B. Urine analysis ?)QO\
C. Urine culture
D. Multi-planer MRI

Answer: D

12. Patient presented with LUTSﬂevioust diagnosed with BP tate volume is 60cc ,

PVR= 70ml, normal creatinine levels", how do you manage this patient?
~— “A. Alpha blocker —

B. 5-alpha reductase inhibitor < 9
C. TURBT - TSQ\’\

Answer: Avs B

13. Mismatched:
A. Bladder injury- cystography ] [zype




B. Urethral injury- retrograde urethrography

C. Renal injury - Triphasic CT scan
D. Scrotal injury- CT scan a,ev\ T/MAM@

—

Answer: D
14. Which one of the following is a definition of PSA density? é«“ﬁ (ﬁ"\&’(
A. Ratio of free/total PSA ‘—W\ Qo
B. Ratio total/free PSA \NefR
C. Rate of change of serum PSA over the time.
D. The ratio of PSA to gland volume.

Qg\{\;\6
15. Testicular artery origin: AM’ID\’A B OQ

A. From abdominal aorta below level of renal artery.

Answer: D

16. A patient complains from continuous incontenence that occures in all positions, what is
the most likely diagnosis?
A. Enterovesical fistula ; cQ\_MV\l[C.
: e [\
B. Vesicovaginal fistula

C. Stress incontinence
D. Urge incontinence

Answer: B

17. A patient presents with hematuria and the CT scan shows 4 cm renal pelvic mass, urine
cytology showed high grade urothelial carcinoma, what is the best modality of treatment?
A. Partial nephrectomy 29

B. Radical nephrectomy l n dﬁ
C. Excision of the tumor with preservation of the kidney Q\Q\\Aﬂ

D. Radical nephrectomy with bladder cuff

Answer: D




