
Stones -penzsw Renal-Asymptomatic - No need for interiodeRFprevious stones, family Mx, DM, HTN, obesity, gout, low fluid intake anddiet, Malabsorption Castric bypass short bored syndromes
prom

staghorn calcul

frequentupper OTI, Medications crystalise in urine Cacyclovis,triametmences, Age (2050),Male 5-10mm DISWL

fathophysiology - supersaturation, crystallization, growth p ② URS+L Pretericstones5mm

->10 mm URS AL Medical Expulsive Therafy (METS

IfX -> severetainanragubic, Hematuria, NSW, feverchills& rigors (tyelonephritis), RecurrentUT1

>2cm PCNL

1>1cm fCNL

↓baplockersstaminsare
Thx
-> costovertebral angle tenderness

↑
BMI=Basic Metabolic Canel

ktsparing diuretics

glt Analgesia & Antibiotics

>Auritprequencysurgencyevocueructive xITTRTAerminaldripplingforstreamstance

-> URS +L

Invx-> Basic labs (B), kJT, Nematuriaalysisculture), Metabolic work(ca, unicacid, creatinine, area, Na, K, H205, Glucose *LitecofNifSGeLaserpnenmatc,IsWan
Imaging-> kOBX-ray (initial for follow up, for knowing radioappearance) ④ obesity 5MSS deformaties & Horseshoe kidna

US -> indications- ItsRadiation (fregnant, Pediatric, recurrentstones)④idon'tatfear ifthey're inUreter -> 5-10mm DURSA @ESWL1be findings-obstructive rotatingChydronephrosis), stonehybridis signal acoustic shadowings -excomm URSA1(P. or1.) PCNL indications ITI S Bleeding tendency

contrast CT- Gold standard Abdomen Selvis size, location, density, degree ofobstruction, Aydrometeris

>Indications- Single kidney, Severe NSV,AKI, leuko cytosis,Pending setsis(febrile,PHR,ABe) &
Andication.ISWCSP structural functional Renal dama

Intractable fain

I fregnancy a Thrombosis disorders @Hematuria Edema Derirenal hematoma

Management-> Acute -> symptomatic managent> Analgesia, Antiemetic, IV fluids, IV Antibiotics 73-4cm Cystolitho lataxy <- ③Morbid obesity CKD 5& Renal Plasma flow & AKI

↳ urgent active interventionsempression by Nephrostomy or Uretreic stents (55) > 4cm cystolithotomy <-↳ Indications ->A Single kidney & Bil obstruction 3 Severe NOV AKI[↑obstructive leukocytosis&Pending Setsis & Intractable fain Stacialscenarios

Chronic- According to location of Size

I=germanutra push to



Stones Urodynamic Studies
Evaluating fressure - flow relationship between bladder andurethra-functional anatomical abnormalities of lower UT (Urinary incontinence)

2Phases-> Filling (storage) I voiding
Riseth to
6.5-7.5 Filling -> 2catheter->0 Urethral (Intravesicale) & Rectal, Vaginal, stoma (Intra abdominall

Detrosal P=/V- IA (normal =40-60 mmHg)
-Kcitrate- prevention

- NaHCO3->IV-Rafid
Alkalinisation >Indications ->0 Differntiate between Detrusor overactivity & stress incontinence &Determine Neurological Abnormalities (typotonic bladder)

>5-) cafacity- 450-550m (Adults) (Age +2)*30 (children (is)

~ roiding volume & Contraction - DMA, should be Zero (no contraction), in Detrusor overactivity(uninhibited bladder)DNAte

③ Compliance- for detrusor muscle, P=4V-sP(same), DMP= 6amAzo-12-14(sig), Determined by troferities
Evenacquiries inman. ie coughest- Look for stress incontineet

viscoelastic

⑤ Bladder sensation-urge to urinate during filling -> 1sturge 100-some andurge 150-200m Max 350-550m

E >Dintactsensation &Hypersensitivity (sensory urgency) &Ayposensitive

DDX-cuteAbdomen.Biliancitatecholecystitis,
Acute Ascendicitis, ID, Diverticulitis voiding- Urine flowmetug-Iflow curve - continuous, single bell-shaped curve urine volume 200ml over 15-3e e

↳ &Qmax-20-25milsec(male) 25-30 milsec(female)↳ 30-60 (male)

Uster UT obstruction (Hydronephrosis), UTI (cystitis,fyelonephritis) > Detrosal voidingfressure -> DVP 20-40(female) Obstruction-MDVP Hypocontractile ->ADVD

>Indications ->O obstruction (BAH, Urethral overactivity, Urethral stricture)

②Weakdetrusor (Hypotonic bladder) &valsalva during voiding
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