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Abs t r act

Metabolic encephalopathy as  a par t of
‘transurethral s yndrome’ is  an immediate
complication following transurethral resection of
pros tate. I t occurs  dur ing or  few hour s  after  the
surgery. (1) However , delayed manifes tation of
this  complication is  rare. I t is  also pos s ible that
pretreatment with diuretics  can exaggerate this
problem by predispos ing the patient to
electrolyte abnormalities . Here we present a
repor t of such a patient who manifes ted with
neurological complications  s ix  days  after  the
pros tate surgery.

Cas e R epor t

S eventy four  year  old male was  operated for
pros tate enlargement. He was  a known case of
hyper tens ion and ischemic hear t disease and
was  on regular  treatment with nifedipine,
atenolol, indapamide, nitrates , nicorandil and
low dose aspir in. T ransurethral pros tatic
resection was  done and bladder  wash was  given
us ing 6 liter s  of glycine. Pos t-operative cour se
was  uneventful and patient was  discharged four
days  later  in a s table condition on pre-ex is ting
treatment, antibiotics  (cefix ime) and doxazocin.

T wo days  later  patient was  brought with 7-8
hour s  his tory of increas ing drows ines s ,
uneas ines s , ches t discomfor t, hiccups  and
vomiting. He had tachycardia (hear t rate of 104
per  minute), blood pres sure of 150/90 mmHg,
and normal ches t s igns . He was drowsy, had no
focal neurological deficit and had bilateral

extensor  plantar s . His  drows ines s  increased over
the next 4-  5 hour s , from being aler t to
responding s luggishly to verbal commands . He
had a generalized tonic convuls ion, with up
rolling of eyeballs  and incontinence. His
abdomen gradually dis tended with only s luggish
per is tals is  being audible.

His  initial inves tigations  revealed serum sodium
of 130 meq/lit, potas s ium of 2.9 meq/lit,
chlor ides  of 92 meq/lit, calcium of 7.8 mg/dl,
magnes ium of 1.4 mg/dl, and phosphorus  of 2.5
mg/dl. His  renal and hepatic parameter s ,
hemoglobin, clotting profile and CT  scan were
normal. T here was neutrophilic leucocytos is
(WBC count of 12,400 per  cubic mm).
Electrocardiogram showed generalized T  wave
inver s ion.

He was s tar ted on replacement therapy with
potas s ium dr ip. T hough calcium replacement
could have fur ther  dropped the potass ium
levels , decis ion was taken to replace the
depleted levels  of calcium with 10 ml of calcium
gluconate intravenous ly for  the fir s t day.
Phenytoin was  s tar ted for  preventing fur ther
convuls ions  and antibiotics  for  preventing
infections . He was kept nil by mouth with
continuous  aspiration of gas tr ic contents .

Repeated electrolyte examinations  were
performed. T hough potas s ium levels  returned to
normal, hyponatremia manifes ted on the second
day after  admis s ion (129 meq/lit).
Cor respondingly, abdominal dis tens ion
decreased and per is tals is  reappeared. However ,
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drows iness  pers is ted with the patient only
opening his  eyes  voluntar ily and not being able
to move his  limbs . S ince intravenous  hyper tonic
saline was not available, sodium replacement
was  done orally with 8 hour ly Ryle tube feeds  of
4 gm of table salt in 50 ml dis til led water .
S odium levels  returned to normal in the next
two days  to 135 meq/lit. Cor respondingly,
patient’s  aler tnes s  improved and power  in the
limbs  returned to normal. Oral potas s ium and
table salt supplementation was  continued.
S ubsequent electrolyte examinations  were
normal except on the s ix th day, when his
potas s ium dropped to 2.9 meq/lit. T hat time, he
developed atr ial fibr il lation with ventr icular  rate
of 140 per  minute. Normal s inus  rhythm was
res tored with intravenous  adenos ine. For  the
next 12 days  in the hospital, patient had normal
electrolyte levels . Oral supplementation of
electrolytes  was  tapered and omitted. Fur ther
s tay in the hospital was  complicated by
development of deep vein thrombos is , which
was  appropr iately treated. T he patient was
discharged asymptomatic on the eighteenth day
after  admis s ion.

Dis cus s ion

T his  case highlights  two impor tant points .
T hough metabolic complications  are not
uncommon after  transurethral pros tatic
resection, delayed manifes tation of this
complication is  rare. T his  repor t sugges ts  that it
can occur  even after  s ix  days  of the surgery.
Manifes tation of this  complication depends  on
the type of the ir r igation fluid used, exper ience
of the surgeon (number  of venous  channels
opened), duration of surgery and per ipheral
venous  pressure. Use of glycine as  ir r igating
fluid has  vas tly reduced the incidence of this
complication. However , increased ammonia
levels  following metabolism of glycine and high
levels  of glycine per  se can give r ise to
neurological complications .

More impor tantly, there is  a s trong poss ibility
that pre-operative treatment with diuretic
(indapamide) may have contr ibuted to this
complication in this  patient. T hough, the
incidence of hypokalemia with indapamide
treatment is  very low, mild hypokalemia and
poss ibly hypomagnesemia is  pos s ible with long-
term treatment.(2) S ince there is  already a
propens ity for  metabolic changes  dur ing

pros tate surgery, pre-ex is ting electrolyte
abnormalities  can fur ther  complicate the
surgery. Hence, the treating phys ician and
surgeon should make a conscious  effor t to elicit
his tory of diuretic treatment pr ior  to pros tate
surgery. Hyper tens ion being a common ailment
in the age group being operated for  pros tate
enlargement, many of these patients  may be on
diuretics . We s trongly recommend that these
patients  should have es timation of electrolytes
as  a par t of their  pre-operative examination.
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R eview er 's  Comment s :

I t is  a well documented fact that hyper tens ive
patients  on diuretics  are more prone to
developing acute manifes tations  of T UR
syndrome due to pre-ex is ting subclinical
electrolyte abnormalities . T he use of 1.5%
Glycine as  ir r igant solution has  reduced the
complications  related to hypotonicity of ir r igating
fluids  (s ter ile water ), but complications  relating
to volume load as  well as  biochemical alterations
(hyperammonemia) continue to be matter  of
concern. T he occur rence of clinical and
metabolic alterations  after  a recent T URP has
prompted the author s  to presume this  to be
case of delayed T UR syndrome. T achycardia and
neutrophiic leukocytos is  are pointers  towards
seps is , which by itself could cause metabolic
encephalopathy and be respons ible for  the
patient's  condition. Recent T URP and diuretic
therapy may be only additional factor s
complicating the clinical picture. However , as  the
author s  s tate, patients  on diuretic therapy pre-
operatively should be closely monitored in the
per ioperative per iod, clinically and
biochemically, to minimize the r isk of ear ly or
delayed manifes tations  of a potentially life-
threatening clinical entity.


