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prevented DGF and reduced the incidence of TRAS. 
What is surprising then is its high incidence in the live 
donor population. Since all live donor allografts require 
back-table perfusion using some type of cannula which 
can cause intimal damage and perhaps result in TRAS. 
In comparison, the perfusion cannula in deceased donor 
recovery procedure is at quite a distance from the renal 
arteries.

An interesting issue not often discussed in the literature 
was raised in this paper about ischemia from TRAS. 
We feel that this is the crux of the matter – the greater 
the stenosis, greater the hypoperfusion, symptoms, 
graft dysfunction, and outcome. It is surprising that no 
downstream complications of allograft ischemia resulting 
from TRAS have been reported; we are preparing a report 
of a case of distal ureteric stenosis from significant TRAS 
that required treatment. We would like to suggest that 
graft dysfunction should be considered mandatory for the 
diagnosis of significant TRAS. 
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Authors’ reply

Sir,
We appreciate the reader’s[1] interest in our article on 
Transplant Renal Artery Stenosis (TRAS).[2] As the reader has 
rightly pointed out, with an increasing number of patients 
being detected to have TRAS, there is a growing need for 
standardization of the definition of significant TRAS.

We would like to reply to the reader’s remarks in the 
following lines.

1. 	 Conclusion is disappointing: Based on the observations in 
our study, we had concluded that the decision regarding 
intervention was largely based on clinical assessment. 
The flow chart in Figure 6 indicates that even though 
22 of 25 patients were symptomatic, seven of them did 
not undergo angiogram, as they were clinically stable, 
with their blood pressure well under control with 
drugs. Only those patients, who also had a refractory 
hypertension apart from being symptomatic, were 
subjected for angiogram. Also, not all those who had an 
angiogram in this symptomatic group needed subsequent 
intervention.

2. 	 Patients with high PSV alone should not be labeled as 
TRAS: With an increasing availability of Doppler and 
Magnetic resonance angiography, more patients are 
being diagnosed to have TRAS. Ferreiros et al. (Ref 
no: 4) have broadly classified TRAS as symptomatic 
and asymptomatic varieties. Most of such patients who 
have an isolated high PSV have been labeled as the 
asymptomatic subtype and do not require any further 
treatment.

3. 	 Authors do not provide data on the reason for a low 
incidence of TRAS in deceased donors: Majority of 
patients (94%) in our study have received kidneys from 
live related donors. The relatively higher incidence of 
TRAS in live donor group may also partly be due to the 
higher percentage of live related transplants. Of the 543 
patients, only 32 were from deceased donors. Moreover, 
as the reader has pointed out, the mean cold ischemia 
time was also relatively shorter, as most of the kidneys 
were harvested in our own center. 

4. 	 To stress that graft dysfunction is mandatory for the 
diagnosis of significant TRAS: Most authors have 
considered TRAS to be significant or not, based on the 
radiological criteria (Ref no: 12-16). While it is difficult 
to stress on the fact that graft dysfunction is mandatory 
to make a diagnosis of significant TRAS, it would not be 
inappropriate, if we could argue that graft dysfunction 
is mandatory for deciding on the need for subsequent 
intervention. Figure 9 in our article would suggest that 
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Fast-track urology training 
without a Masters in General 
Surgery

Sir,
I read with interest the manuscript by Panda et al. on 
whether a preliminary degree in general surgery is 

Technical steps of open 
radical cystectomy and 
orthotopic neobladder 
to achieve the goals of 
"minimally invasive surgery"?

Sir,
The article by Madhani,[1] excellently demonstrates 
the modified technique of open radical cystectomy and 
orthotopic neobladder. The study is sufficiently powered 
(n=36) to demonstrate the feasibility of the modifications.

The authors in the present study have compared the modified 
technique with historical controls who have undergone the 
standard laparoscopic and robotic radical cystectomy and 
orthotropic neobladder. It is impossible to conclude that the 
present modification makes the surgical outcome superior 

to that of historical controls because the two subsets of 
patients are different cohorts, with regard to the centers, 
surgeon, patient characters, comorbidities, bladder cancer 
characters, etc. 

Although described as the extraperitoneal technique, most 
of the steps are transperitoneal viz., excision of the urachus 
along with the cystectomy specimen, the whole process 
of bowel isolation and all the bowel anastomosis. The 
Pfannensteil incision shown in the article essentially implies 
only a horizontal replacement of a long midline incision of 
the same length.

Even ‘conceptually’ it is hard to imagine that the modification 
in the present study offers the advantages of minimally 
invasive surgeries. In order to clearly demonstrate the 
advantages of the present technique it is prudent to compare 
with the cases with standard vertical midline incision and 
transperitoneal approach from the author’s institution.
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the mean increase in the creatinine clearance following 
intervention was as high as 24.21 ml/min (P = 0.000), 
justifying the need for intervention in this subgroup of 
patients who have an associated allograft dysfunction.
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