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tomy. When infection is not present, surgery is often delayed until
acid-base, fluid, and electrolyte status is restored. Nevertheless, the
site of obstruction should be ascertained as soon as feasible. Elective
relief of obstruction is usually recommended in patients with urinary
retention, recurrent urinary tract infections, persistent pain, or progressive loss of renal function. Benign prostatic hypertrophy may
be treated medically with α-adrenergic blockers and 5α-reductase
inhibitors. Functional obstruction secondary to neurogenic bladder
may be decreased with the combination of frequent voiding and
cholinergic drugs.
PROGNOSIS
With relief of obstruction, the prognosis regarding return of renal
function depends largely on whether irreversible renal damage has
occurred. When obstruction is not relieved, the course will depend
mainly on whether the obstruction is complete or incomplete and
bilateral or unilateral, as well as whether or not urinary tract infection
is also present. Complete obstruction with infection can lead to total
destruction of the kidney within days. Partial return of glomerular
filtration rate may follow relief of complete obstruction of 1 and 2 weeks’
duration, but after 8 weeks of obstruction, recovery is unlikely. In the
absence of definitive evidence of irreversibility, every effort should be
made to decompress the obstruction in the hope of restoring renal
function at least partially. A renal radionuclide scan, performed after a
prolonged period of decompression, may be used to predict the reversibility of renal dysfunction.
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POSTOBSTRUCTIVE DIURESIS
Relief of bilateral, but not unilateral, complete obstruction commonly
results in polyuria, which may be massive. The urine is usually hypotonic and may contain large amounts of sodium chloride, potassium,
phosphate, and magnesium. The natriuresis is due in part to the normal
correction of extracellular volume expansion, the increase in natriuretic
factors accumulated during the period of renal failure, and depressed
salt and water reabsorption when urine flow is reestablished. The
retained urea is excreted with improved GFR, resulting in an osmotic
diuresis which increases the urine volume of electrolyte-free water. In
the majority of patients, this diuresis results in the appropriate excretion
of the excesses of retained salt and water. When extracellular volume
and composition return to normal, the diuresis usually abates spontaneously. Occasionally, iatrogenic expansion of extracellular volume is
responsible for, or sustains, the diuresis observed in the postobstructive period. Replacement with intravenous fluids in amounts less than
urinary losses usually prevents this complication. More aggressive fluid
management is required in the setting of hypovolemia, hypotension, or
disturbances in serum electrolyte concentrations.
The loss of electrolyte-free water with urea may result in hypernatremia. Serum and urine sodium and osmolal concentrations should guide
the use of appropriate intravenous replacement. Often replacement
with 0.45% saline is required. Relief of obstruction may be followed
by urinary salt and water losses severe enough to provoke profound
dehydration and vascular collapse. In these patients, decreased tubule
reabsorptive capacity is probably responsible for the marked diuresis.
Appropriate therapy in such patients includes intravenous administration of salt-containing solutions to replace sodium and volume deficits.
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