
            

     

President’s Message 
Dear esteemed colleagues,

This will be the final issue of UAK Newsletter, 
wherein I will be addressing you as the 
President of our esteemed society. It gives 
me satisfaction having served the society 
for nearly 13 years in the officeunder the 
capacity of various office bearers.

The society has changed, the attitude of the newer generation of 
members/officers have changed even more. The Constitution 
of the society is the Holy Bible for us and no one amongst us 
shall break the rules. The General Body is the apex body which 
makes decision within the purview of the Constitution. The 
Executive Committee functions under the mandate of the GB. 
This fundamental dictum seems to be forgotten by many. Many 
members or even office bearers neither attend the meetings 
nor read the recorded minutes promptly; but later raise their 
voice in very high decibels, vehemently opposing these decisions 
when implemented. Everyone wants freedom these days. It 
may be worthwhile remembering that any society without rules 
and boundaries would be just a mob and can never progress. 
Shouting may be an art for a few, but this will fetch nothing but 

vent out ones frustration. Remember, to be inside the frame 
of law would give the maximum degree of freedom for one to 
improve.

The Tutelage, UAK PG Academic Program conducted by Dr 
M Nazar at Alappuzha was very well organised with 44 post 
graduate students availing the knowledge sharing by the senior 
faculty. The Academic program of UAK has always been well 
received and the PG program conducted at Kottayam in Jan 2017 
had an attendance of 50 PG students. However the program at 
Thiruvananthapuram last year witnessed poor attendance due 
to the apathy shown by some institutions against one of the 
academic sponsor. I feel that all personal grudges should not be 
above academics.

The two tasks immediately ahead of us namely UAKON 2018 
and USICON 2020 are being meticulously planned by the 
organisers entrusted with these jobs. It is the responsibility of 
every member to support these ventures by lending a hand or 
two.
I am sure that the society will achieve more heights with newer 
figures serving the society in the forthcoming year.

With hearty wishes to all

Krishna Moorthy
President, UAK
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Message from  
Hon.Secretary 

 Greetings from kochi 

Kerala is still recovering from devastating 
floods, nature’s fury was seen in Wayanad 
where we had SZUSICON 2018 in Vythiri. 
Inspite of all the hardships Organising team 
led by Dr Hamza Thayyil sir and Dr Poulose 
Chally sir did a commendable job and gave a 
memorable conference for the delegates who 

could participate. I congratulate them on behalf of UAK.  

Following that UAK PG academic programme TUTELAGE 
2018 was conducted by Dr Nazar M sir and his team. It was 

well attended by post graduates and I am sure they would have  
benefitted a lot from that programme.

Constitutional amendments of UAK were successfully registered 
with Registrar office in Kozhikode, thus streamlining the office 
work of UAK. 

The preparation for annual conference UAKON 2018 In 
Thrissur is in full swing. Organising team led by Dr Darwin sir and 
Dr Venuchandran are doing their best to give us a grand show. 
All the abstracts will be send to reviewers and final programme 
will be charted out. I welcome all the members to this annual 
conference..

Yours in staying united
Vijay Radhakrisnan 
Secretary, UAK. 



UAK P.G. TEACHING 
PROGRAMME



The UAK PG Teaching programme2018 was 
conducted at Hotel RAMADA Alappuzha by the Dept. 
ofUrology on 30-09-2018. The programme started 
@ 8.45 am &finished   by 4.45 pm.44 PG s from 
different parts of the   State & outside participated 
the training   programme. 15 most eminent senior 
faculties   from prestigious institutions lead the 
discussions . Different case scenarios were presented 
and management options discussed in detail.
In between there was a quiz competition for PGs 
in which PGs from MCH Kottayam & GTDMC 
Alappuzha shared the first prize.

I take this opportunity to thank everybody who 
participated in TUTELAGE 2018 and made it a 
grand success. My special and sincere thanks to the 
president and secretary UAK , for having given an 

opportunity to conduct your prestigious programme. 
I remember the special interest taken by the secretary, 
in contacting Pgs and faculties personally.

My sincere thanks and gratitude to all the faculties 
participated in this event, especially Prof (Dr.) Appu 
Thomas,   Prof (Dr.) Laxman Prabhu,   Prof (Dr.) 
Felix Shelton Cardoza,   Prof (Dr.) Suresh Bhat,   Prof 
(Dr.) Sanjay Bhat,    Prof (Dr.) Shyam K Ramesh , Prof 
(Dr.) KM Dineshan ,   Prof (Dr.) Krishnamoorthy , Dr. 
Fredrick Paul, Dr. KV Vinod, Dr. Vijay Radhakrishnan

Regards,
Dr. M NAZAR
Prof and HOD (Organizing Secretary)
Department of Urology
GTDMCH , Alappuzha. 

















Primary Urachal Adenocarcinoma:  
A brief revisit....

Dr. T.P. Rajeev, Professor, K S Hegde Medical Academy, Mangalore

The urachus is the embryologic remnant of the 
allantois and provides ligamentous support from 
the dome of the bladder to the umbilicus. Though 
this tubular structure diminishes with advancing 
age, it persists in a small proportion of adults as an 
epithelium-lined lumen and occasionally gives rise 
to benign conditions like cysts, inflammatory and 
infectious processes and very rarely malignancies 
like aggressive urachal adenocarcinomas. There is a 
relative paucity of bladder wall muscle at the point of 
attachment of the urachus, predisposing to diverticula 
formation. Urachal carcinoma is an uncommon entity 
and typically manifests as a tumour at the dome of the 
bladder, and very rarely in urachus alone without any 
bladder manifestations1.

It is an extremely rare but a highly malignant entity 
representing 0.01% of all adult cancers, 0.5%-2.0% 
of all bladder malignancies, and 20%-40% of primary 
bladder adenocarcinomas. The mean survival for 
a locally advanced or metastatic disease is between 
12 and 24 months, and the 5-year survival rate is 
only 43%. Late symptom presentation, propensity 
for early local invasion, and distal metastasis are 3 
characteristics of urachal cancer that lead to its poor 
prognosis2.

The criteria for a diagnosis of urachal carcinoma are 
somewhat controversial but most investigators agree 
with those set forth by Sheldon et al3. These include 
(a) tumor in the dome of the bladder; (b) absence of 
cystitis cystica and cystitis glandularis; (c) predominant 
invasion of the muscularis or deeper tissues with a 
sharp demarcation between the tumor and surface 
bladder urothelium which is free of glandular or 
polypoid proliferation; (d) presence of urachal 
remnants within the tumor; (e) extension of tumor 
into the bladder wall with involvement of the space of 

Retzius, anterior abdominal wall or umbilicus, and (f) 
no evidence of a primary neoplasm elsewhere.

Clinical presentation 
Men are affected slightly more often than women, 
mostly in the 5th decade of life but the disease 
can occur in also in other age groups. Urachal 
adenocarcinomas in children are exceedingly rare. 
A mucinous carcinoma of the urachus was reported 
more recently in an adolescent girl4.
Most patients with urachal adenocarcinoma present 
with microscopic or gross hematuria. Occasionally, it 
may manifest with abdominal pain, dysuria, mucinuria 
and pyuria. Other less frequent clinical presentations 
include pollakisuria, urinary tract infection, umbilical 
discharge (e.g., blood, urine, and mucus), vaginal 
discharge, and nonspecific symptoms (nausea, 
vomiting, diarrhoea, weight loss, or fever). As it may 
originate at any site between the umbilicus and the 
dome of the bladder, it may present with different 
clinical manifestations, including an abdominal mass.

Diagnosis
Accurate diagnosis of urachal carcinoma is facilitated 
by a high degree of clinical suspicion and imaging 
correlation. Ultrasonography most frequently shows 
a supravesical, inhomogeneous and irregular mass in 
the midline. Mucin-producing cancers often contain 
calcification that can be detected by computed 
tomography/magnetic resonance imaging or 
ultrasonography. Calcification at the bladder dome/ 
midline is therefore considered to be pathognomic.  
Additionally, CT and magnetic resonance imaging 
might provide information about the local extension 
and lymph node or distant metastasis.

Urinary cytology has no significant value in the 
detection of urachal adenocarcinoma. This is most 



with colorectal adenocarcinoma, carcinoembryonic 
antigen(CEA) and carbohydrate antigen 19-9 (CA-19) 
as well as cancer antigen 125 (CA125) serum levels 
have been detected to be increased in some cases.
Cystoscopy is the most important diagnostic tool 
for urachal carcinoma. It is useful in specifying the 
localization of the tumor in the dome or anterior wall. 
A lesion at dome of bladder is the hallmark finding in 
cystoscopy.

The most commonly encountered histopathology 
pattern in urachal carcinoma is the mucinous/colloid 
type followed by the ADC type not otherwise 
specified. Other rare patterns include the signet ring 
cell type, clear cell type, hepatoid type and mixed 
patterns. The panel of immunohistochemical stains 
included are CK7, CK20, 34BE12, CDX-2 and beta 
catenin5.

Three different staging systems of urachal cancer have 
been proposed, although they are yet to be validated: 
Sheldon, Mayo, and Ontario staging systems. Sheldon 
et al proposed a staging system involving localization 
of the tumor. It classifies early stage urachal cancer as 
localized in the urachal mucosa, whereas late stage 
cancer involves the extraurachal structures: pT1—no 

invasion beyond the urachal mucosa; pT2—invasion 
confined to the urachus; pT3—local extension to the 
(A) bladder, (B) abdominal wall, and (C) viscera other 
than the bladder, and pT4—metastasis to (A) regional 
lymph nodes and (B) distant sites. A more simplified 
system has been proposed by Ashley et al from Mayo 
clinic6, as follows  
Stage I Tumor confined to the urachus and/or bladder
Stage II Tumor extending beyond the muscular layer 
of urachus and/or the bladder

Stage III Tumor infiltrating the regional lymph nodes
Stage IV Tumor infiltrating non-regional lymph nodes 
or other distant sites.

Treatment
The recommended treatment for non metastatic 
Urachal carcinoma is surgery. This mandates a formal 
excision of the entire urachus, including a partial or 
radical cystectomy, depending on the extent of bladder 
involvement. Because these lesions often involve only 
the dome of the bladder, a partial cystectomy may 
be sufficient and has been demonstrated to provide 
equal oncologic efficacy7.
As positive surgical margin is one of the most significant 
risk factors in Urachal carcinomas, en bloc resection 
with complete removal of urachal remnant is essential 

(Image 1a, 1b): CT scan of a 66-year-old woman with hematuria and pyuria showing an enhancing mass lesion  
on the wall of the urinary bladder with loss of fat plane and associated soft tissue stranding. Cystoscopy biopsy  

of the lesion confirms an adenocarcinoma from the dome of urinary bladder.



for prolonged survival. This is performed by removing 
the urachus en bloc with the dome of the bladder 
inferiorly and the umbilicus superiorly. In addition, 
wide peritoneal wings are taken to ensure adequate 
margins. An extended pelvic lymphadenectomy 
is performed for adequate staging. However, the 
prognostic effect of lymphadenectomy as an integral 
part of radical or partial cystectomy is controversial.
Multiple series on feasibility of laparoscopic and 
robotic partial cystectomy, have shown to shorten  
the hospital  stay with sound oncological outcome 
and minimal complications.

In metastatic cases cisplatin-based combination 
therapies (methotrexate, vinblastine, doxorubicin,and 
cisplatin or gemcitabine- cisplatin) are the first-line 
chemotherapies as in urothelial carcinomas of the 
bladder. Chemotherapies applied in colon cancer 
such as 5-fluorouracil (FU) can also be considered. 
Currently, systemic treatment of cancer is shifting 
from empirical, cytotoxic therapies toward rationale-
based targeted therapies and are being used on trial 
basis even in urachal carcinomas.
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There was no reported evidence that a persistent 
urachal remnant in childhood was the cause of later 
cancer development (Ashley et al, 2007). Galati 
and colleagues (2008) reported 23 children with 
urachal remnants, of which 10 underwent excision 
because of symptomatic problems. In their treatment 
protocol, asymptomatic remnants are managed with 
physical and sonographic examination. They found 
that spontaneous resolution with nonoperative 
management is likely with remnants in patients 
younger than 6 months
Urachal adenocarcinomas in children are exceedingly 
rare (Rankin et al, 1993). A retrospective review 
of medical records from the Mayo Clinic from the 
period 1951-2005 identified no malignancies among 
urachal remnants in children (Ashley et al, 2007). A 
mucinous carcinoma of the urachus was reported 
more recently; the lesion was managed by complete 
surgical excision (Gupta et al, 2014).

OBITUARY

UAK deeply mourns the untimely loss of one of its 
young and budding member,  

Dr Priyank Bijalwan.  
His smiling face shall remain in our fond memories 

for a long time to come.



UAK ACADEMIC AND AWARD SCHEDULE 

(As per UAK Handbook) 

 

Event/Award Deadline for submission 
DR.P.A.ABRAHAM MEMBER TRAVEL 
FELLOWSHIP 

31st July 

DR.P.SUBRAMONIAM P.G. TRAVEL 
FELLOWSHIP 

31st July 

KOMARANCHATH PRIZE 31st July 
REVIEW PAPER AWARD 31st July and results published by 30th 

Aug 
SCIENTIFIC PAPERS FOR CONFERENCE 30th June and acceptance result by 31st 

July 
SUBMISSION OF FINAL POSTERS 15TH Aug 
 

 

UAK ACTIVITIES REQUIRING OPEN INVITATIONS 

1. Annual Conference 
2. Midterm Conference 
3. UAK PG academic program 
4. Orators , Guest Lecturers 
5. Conveners, Moderators, Chairpersons for various sessions 
6. Quiz Master 
7. Topic for Review Paper 
8. Institution of Endowed Prizes/ Sessions of UAK 


