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SPONTAN REZOLUSYON

CE—

F DUsUk evre (1-3)

r Asemptomatik tani




BASVURU

|drar yolu enfeksiyonu

* %30-50 VUR

Antenatal hidronefroz

* %16 VUR




GENETIK

Kardes reflusu
e %27 VUR

Ebeveyn-C
* %35 VUR




CINSIYET

» |YE: Kiz > erkek

» Frkek daha yuksek evre VUR

» Frkek spontan rezolUsyon fazla




Alt Uriner sistem disfonksiyonu

» AUSD hastalarn %40-60 VUR

» VUR hastalarn %340nde AUSD

» Skarlasma riski daha fazla

» Tedaviye AUSD’'ndan basla
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» Ultrasonografi

x and Ureteropelvic Junction

» VCUG

pinoit™, Guy Bogaert®, Piet Hoebeke®, Rien Nijman®,

B/er Liniversity, Istanbul Turiey: * De partment of Urolagy. Ghent University Hospiral Ghent, Belgium: * Department
% Leuven, Belgiun: *University of Groningen. Universiy Medical Center Groningen, Department of Lralogy, Graningen,
of Pediarric Urolagy, Sisers of Charity Hospita, Linz, Austria

Abstract

» DMSA

Article history

Although the imaging techniques used for diagnosing vesicoureteral reflux
Accepted March 30, 2016 (VUR)and ureteropelvic junction obstructian (UPJO) are well determined, there i a need

to decrease the numbers of unnecessary imaging and radiation exposure as most of the
Assodate Editor: target population is children. Newer imaging techniques are promising and could be
eventually used for follow up in the near future.

James Ca sjective Ta review the contemporary literature regarding the imaging techniques
used for VUR and UPIO.
Keywords Eviden We conducted 3 nonsystematic review of the literature. A com-
Imaging pn.m.rulw.lzd.arm Z‘TisT"“’T‘“ chrough P':Jth.du;éaILsal:u between 1980 (where
’ maternal ulrasouns was first populaized) an focusing on the last decade.
- > Vesicoureteral reflux i hesis Conventional US cannot replace voiding cystouret hrography in the
O O Ureteropelvic junction ummmn ur VUR. Contrast l'rmanu'd vuld\r\; sonography and direct radionudide
obstruction cystography suggest acceptable detection rates of VUR wih sensiity of 71-100%
Children andspedficity of 67-100%. Renal US and diuretic radioisotape renography with choiceof

technetiumd9m mercaptoc
detection of UPJO.

u Despite the concerns about the invasiveness and radiation exposure of
conventional voiding cystourethrography, it is still the gold standard technique in the
detection of VUR and is superior to the other aptions in depiction of anatomical details
US and mercaptocetyliriglycine scintigraphy are also the gold standards and will
(unu'nul' to be s0 in iagnosis of URJO.

New imaging modalities such as contrast enhanced voiding sonog-
raphy and direct radicaruclide cysivgraphy are procising in the defaction of Vesiconr
eteral reflux. Major effort in literature is given to decrease the radiation dose of the
available imaging techniques.
© 2016 European Assaciation of Urology. Published by Elsevier BV, All rights reserved

etyltriglycine are invahable imaging modalities for the

' These authors contributed equally.

* Carresponding auther. Division of Pediatric Urolgy, Department of Urology. Istanbul Medeniyet
University. Dokior Erkin Caddesi 34722, Kadikoy. lstanbul, Turkey. Tel +80 505 6454005

Fax: 490 216 5664000.

E-mail address: selukilayBgmailc

(M5 Silay).

» P|C Sistografi

d uE2016.03015
9/ 2016 European Association of Urology. Published by Elsevier B.V. All rights reserved.

1. Silay MS et al, Eur Urol Focus 2016




USG (konvansiyonel)

Ureter dilatasyonu

» VUR fespit edilemez!
Renal pelvis ve kaliksler

» [ndirek bilgiler elde edilebilir
Mesane duvari

» DMSA bozuk, %66 US normal!

Anatomi (dupleks sistem,
Ureterosel vs.)




USG (konvansiyonel
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Figure 2. Initial renal and bladder ultrasound (RBUS) strat-
Figure 1. Patients with both renal and bladder ultrasound ified by grade of vesicoureteral reflux (VUR).
(RBUS) and voiding cystourethrogram (VCUG). VUR, ves-

icoureteral reflux.

1. Massanyi EZ et al, Urology, 2013




Voiding Sistouretrografi (VCUG)

» VUR fanisinda altin standart!

» Anatomik yapilar detayli
(PUV, spinning top Uretra, cama agaci vs.)

» Transuretral/suprapubik

» Dolum ve iseme fazlari

» Dezavantgjradyasyon!




DMSA
(DiMercaptoSuccinicAcid scan)

» Bobrek hasarinda altin standart!

» mM-TCc99-DMSA iv enjeksiyon

» Anft, posterior ve oblik goruntUler

» Atesli enf sonrasi 6 ay

» Skar tani ve takibi




Radyonuklid sistografi

VUR tanisinda alternatif

Transuretral Tc99m
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Radyasyon daha az ® @ .' @

Mesane ve Uretra anatomisi l

Direk veya indirek uygulanabilir

post void
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Voiding sonourografi

» Kateter veya suprapubik

Dr Haid 26.09.2014 09:18:27 17.11.2015
BHS - Linz Kinderurologie
M. 0,05€1 a
MIF: 0,05
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» SonoVue (sulfur hexafluoride) . .
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» Kisi bagimli, teknik olarak zor -«
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» Kizlarda takip icin onerilir!




PIC Cystography

(positioning irrgation of contrast)




Ozel klinik durumlar (EAU)

Prenatal hidronefroz

Kardes reflusU

®» Dogum sonrasi 1. hafta US

» Klinik yoksa USG ile takip

» HN ve VUR arasinda iliski yok!

VCUG dnerilen durumilar;

Bilateral yUksek derece HN
HN ve duplex sistem
Ureterosel

Ureter dilatasyonu

Anormal mesane bulgular

VUR riski artmis

Aile bilgilendiriimeli

USG onerilebilir.

USGde patoloji varsa veya
semptomatikse VCUG?

Tuvalet egitimi sonrasi tarama

1. EAU/ESPU guidelines 2016




Ozel klinik durumlar (EAU)

Atesli IYE ile basvuru AUSD eslik eden VUR
» (-2 yas arasi atesli IYE = VCUG » AUSD varsa iYE ve skar riski fazla
» Top-down: Once DMSA = Once AUSD tedavi ef!
» DMSA (-): VCUG cekme » (Uroflow-PMR, gerekirse Urodinami
» >%50 gereksiz VCUG engelliyor » VideoUrodinami

1. EAU/ESPU guidelines 2016
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~ AVRUPA COCUK
OROLOJISI KILAVUZLARI

Guidelines on

Paediatric
Urology

S eal
a2 '. Ez uuuuuu
o L e urelegy
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Eurcpean Society for Peediatric Urodogy © European Association of Urclogy 2005

< \I 1. EAU/ESPU guidelines 2016




AMAC

» Bdbrek fonksiyonlari » Hayat kalitesi

Y ane 7

. EAU/ESPU guidelines 2016




TEDAVI-EAU KILAVUZLARI

» Konservatif (CAP)

» Endoskopik tedavi (STING)

» Cerrahi (acik, lap, robot)

1. EAU/ESPU guidelines 2016

A ¥

Table 8: Management and follow-up according to different risk groups

patients with normal
kidneys with low-
grade refiux

in infants

given, parents should
be informed about
risk of infaction

Risk Groups | Presentation Initial treatment ‘Comment Follow-up
High Symptomatic male Initial traatment is Greater possibility of | More aggrassive
or famale patiants ahways for LUTD with | earlier intervention faollow-up for UT1
after toilet-training CAP; intervention and LUTD; full
with high-grade may be considered in re-evaluation after 8
refiux, (grades IV-V), cases of BT infactions months
abnomal kidneys and | or persistent reflux
LUTD
High Symptomatic male Intervention should be [ Opan surgery has Post-operative VCUG
or female patiants considerad better results than on indication only;
after toilet-training endoscopic surgery follow-up of kidnay
with high-grade raflux status wntil after
{gradias IV-V), abnormal puberty
kidneys and no LUTD
Moderate Symptomatic male or [ CAP is the initial Spontanecus Follow-up for UTIY
famale patients before | treatment. resolution is higher in | hydronephrosis; full
toilst-training. with Intervention may be | males re-gvaluation after
high-grade reflux and | considerad in casas 12-24 maonths
abnomal kidneys of BT infections or
persistant raflux
Moderate Asymptomatic CAP is the initial Follow-up for UTI
patients (FNH or treatment. hydronephrosis; full
=ibling) with high- Intarvention may be re-gvaluation after
grade refiue and considerad incases 12-24 months
abnomal kidneys of BT, infections or
persistant raflux
Moderate Symptomatic male or | Initial treatment is In case of persistent | Follow-up for UTl and
famale patients after | ahways for LUTD with | LUTD, despita LUTD, kidnay status;
toilet-training, with CaR urotherapy, full re-gvaluation after
high-grade refiux and [ Intsrvention may be | intervention should be | successful urotherapy
normal kidneys with | considersd incases | considersd. The
LUTD of BT infections or cheice of intervention
persistent raflux is controversial
Moderate Symptomatic male Choice of troatment Follow-up for UTI,
or female patients is confroversial. LUTD, and kidney
after toilet-training Endoscopic treatment status wntil after
with low-grade refiux, | may be an option. puberty
abnomal kidnays LUTD treatmant
with or without LUTD | should be given if
ngedad
Moderate All symptomatic Initial treatment is Follow-up for UT! and
patients with normal | always for LUTD with LUTD
Kidneys, with low- or without CAP
grade refiue, with
LUTD
Low All symptomatic Mo treatment or CAP | If no freatment is Follow-up for UTI
patients with normal given, parents should
kidneys, with low- be informed about
grade refiue, with no risk of infaction
LUTD
Low All asymptomatic Mo treatment or CAP | If no freatment is Follow-up for UTI

BT = broakthrough; CAP = continuous antibiotic prophylaxis; LUTD

PNH = prenatal diagnosed hydronsphrosis.

= lower urinary tract dysfunction;
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KONSERVATIF TEDAVI

AUSD tedavisi

\




DEVAMLI ANTIBIYOTIK PROFILAKSISI (CAP)

» Her hastaya CAP gerekmez

» Tedavisuresig (tuvalet egitimi)

» R|IVUR calismasi;
» CAP IYE skligini %50 azaltir!

» Skar gelisimini engellemez!

» AUSD olanlarda CAP mutlakal




ENDOSKOPIK TEDAVI

Teflon (PTFE)

Collagen/chondrocytes

Polydimethylsiloxane

Polyacrilamid

Dexirano

Polyacrylate/Polyalcohol copolymer




ENDOSKOPIK TEDAVI

» SubUreteral enjeksiyon

® HIT (hydrodystension injection technique)

Site 1
» Double HIT




ENDOSKOPIK TEDAVI




ENDOSKOPIK TEDAVI BASARISI

» Fvre |- |l %/8

» Fvre lll;

» [Fvre |

» Fvre V:

Duplike sistem: %50
1. Elder et al J Urol 2006 NOrojen mesane: %45-62




ENJEKSIYON KAC KEZ YAPALIM?2

CERRAH HASTA
TERCIHi TERCIHI

ACIK CERRAHI ILE BASARI: %95




KOMPLIKASYONLAR

PartikUl migrasyonu

Obstruksiyon

Hematuri

Idrar yolu enfenksiyonu

Biyodegradasyon



http://www.google.com.tr/url?sa=i&rct=j&q=car+accident+funny&source=images&cd=&cad=rja&docid=u7qVb3qdqqP_6M&tbnid=qsRD4f9g3pPJ1M:&ved=0CAUQjRw&url=http://www.ebaumsworld.com/pictures/view/139051/&ei=4qpDUYnKE8rEPM6tgNgM&bvm=bv.43828540,d.ZGU&psig=AFQjCNEnUpo0TwlITCi63XStNmMpTF6OuA&ust=1363475516250382

CERRAHI TEDAVI

» EKSTRAVEZIKAL

» [NTRAVEZIKAL

M (cross-trigonal)

» |ich-Gregoir

» Politano Lead-better




COHEN-CROSS TRIGONAL REIMPLANTASYON




LICH-GREGOIR




LICH-GREGOIR

ACIK LAP/ROB

1. Silay MS et al J Endourol 2015

OTIK
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TEDAVI-EAU KILAVUZLARI

Table &: Managaement and follow-up according to different risk groups

Rizk Groups

Presantation

Initial treatmeant

Commient

Follow-up

High

Symptomatic male

or famale patiants
aftar toilet-training
with high-grada

reflux (grades V-V,
abnomial kidneys and
LUTD

Initial treatment is
ahways for LUTD with
CAP; intervention
miay be considarad in
cases of BT infactions
or parsistent reflux

Graater possibility of
aarier imteryantion

More aggrassive
follow-up for UTI
and LUTD; full
re-avaluation after 8
months

High

Symptomatic male
or femak patianis
aftar toilot-training
with high-grade rafiux
{grade IV-V), abnormal

kid nays and no LUTD

Interwantion should ba
considerad

Opan surgery has
better resulis than
andoscopic surgary

Post-ocperative VCLIG
on indication only;
follow-up of kidmoy
status wntil after

puberty

Evre 4-5,
semptomatik,

tuvalet egitimi sonrasi,
anormal bobrekler ve
+ AUSD

Lazww All symiptomatic Mo traatment or A H no treatmant is Follow—uap for LTI
pationts with eorrmszl given, pErants showld
kidinoy s, with kowr- b imformmed ab-ourt
grade refluce, with o risk of imfaction
LD

Laoww All asymptomatic Mo treatrment or CTaF I no reatmant is Follow —up for LTI
patianits with mormmeal in infants givan, cEraents showld
kidiney s with howw- be informed alksouwt
grade refluoc risk of imfaction

27T = breakthwouwghy, (CAP = comfinuous anbibéodic prophpaas, LUTD = fower urmnary fract dyvsfunchon;

PhH = pranaial disgrmasasd fyparonsohnosis,

Evre 1,2
asemptomatik,
Normal bobrekler
AUSD yok
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SONUC

mm | YOs altl konservatif

= Tekrarlayan IYE girisim dUsOndlmeli

Tedavide risk siniflamasi

Tedavi karari refl derecesine

mm Qore degdil hastaya gorelll

mm Cerrahi basar yUksek
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