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UROPATIE DILATATIVE: incidenza

Introduction

Prenatal diagnosis of urinary tract (UT) dilation occurs in
1-2% of all pregnancies. Based on an estimated birth rate
in the United States of 4 million per year [1], approximately
40--80,000 children are diagnosed annually with this con-
dition. The prenatal sonographic identification of UT dila-

n Pedatoe

il Dt would benefit from postnatal imaging. Evaluating every
child with prenatal UT dilation results in the expenditure of

Cnsteston o rora oo ¥ significant healthcare resources and could cost over $90

wrinary ract diaticn NTD classficatian million annually (1-3 prenatal US scans at $500; antibiotics

at $25; 1-3 postnatal US scans at $400; 1 VCUG at 51200 per
child). This does not factor in the cost associated with
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UROPATIE DILATATIVE: cause

Table 1 Etiology of urinary tract dilation detected on
antenatal ultrasound.

Transient/physiologic 50-7
Ureteropelvic junction obstruction 10-30
Vesicoureteral reflux 10-40
Ureterovesical junction

Posterior urethral valves 1-5
Ureterocele, ectopic ureter, Uncommon
duplex system, urethral atresia,
Prune belly syndrome, polycystic
kidney diseases, | cysts

Adapted from Nguyen et al. 2010 [16].

The Society for Fetal Urology consensus statement on the evaluation and management of antenatal hydronephrosis
Nguyen, Hiep T. et al. Journal of Pediatric Urology, Volume 6, Issue 3, 212 - 231

International lournal of Anadomy and Resesrch,
Ind / Anot Res 2018, Yol 6/4.2)-589)- 10. SN 23214287
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AHUMAN CADAVERICSTUDY ON INCIDENCE AND MORPHOLOGY
OF ANATOMICAL VARIATIONS OF KIDNEY AND URETER WITH
EMPHASIS ON ITS EMBRYOLOGICAL, GENETIC AND CLINICAL
SIGNIFICANCE

Shweta B Shambharkar *', Shabana Borate *, Suresh Gangane ',

Congenital anomalies of kidney and urinary tract
(CAKUT) are commaon findings on fetal
ultrasound [1]. It is common in children and
represent approximately 30% of all prenatally
diagnosed malformations [2]. CAKUT play a
major role in morbidity and mortality. It accounts
for approximately 3.3 to 11.1% incidence in
general population and about 50% of all
congenital abnormalities [3]. It occurs at a
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Cosa fare?

uropathies. of prenatal detection is to iden-

tify pathology prier—to the development of complications
such as urinary tract infection (UTI), urinary stone forma-
tion, and renal dysfunction. In the majority of the cases,
the prenatal finding of UT dilation is transient or physiologic
and has no clinical significance. In other cases, it represents
obstructive conditions such as posterior urethral valves
(PUV) that have significant morbidities and even mortalities
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EXposLre, Alternatwely, not evaluating any child with pre-
natal UT dilation could avoid these initial costs but might

delay the diagnosisof significant uropathies such as PUV

and consequently, incur higher long-term health and
financial costs.

child). This does not factor in the‘assnciated with

travel, time_off from work for the parents, unnecessa
parenr.al chlldhmd@ d

£XPOSUre.
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Classification of pediatric urinary tract dilation:
the new language

JemneS. Chaw'? « Jeffrey 1 Kowing” - Swsan J. Back” + Wiep 1. Nawven*+
Andrew Phelps’ - Kasse Dharge’

ultrasound (US) examinations [1]. The presence and descrip-
tion of fetal urinary tract dilation are variably conveved to
those carng for the newborn. This lack of optimal communi-
cation is multifactonial: fetal health care professionals might
not know which pediatricians and specialists ultimately as-
sume care of the baby, postnatal providers might not have
access to the reports or images from prenatal US examination,
and imaging specialists’ terminology to describe the urinary
tract varies considerably.

)
——
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A single grading system that can be used across the

prenatal and postnatal time period to describe UT dilation

=== Would be beneficial to promoteCommunicationbetween
different specialists. In the majority of the cases, oral

images are often not available. Developing a common
grading system_would allow for information transfer
without mf interpretation by different
providers. Additionally, by having a consistent grading

providers. Additionally, by having a consistent grading

memm)  system utilized in both the prenatal and postnatal evalu-
ation, more rigarouscnuld be per-
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classification of prenatal and postnatal

urinary tract dilation (UTD classification

system)

Hiep T, Nguyen “'* Carol B, Benson ", Bryann Bromley *,
Jeffrey B, Campbell °*, Jeanne Chow *, Beverly Coleman ™",
Christopher Cooper “', Jude Crino*, Kassa Darge *,

C.D, Anthony Herndon **, Anthory 0. Odibo °,

Michaet J.G. Somers ", Deborah R. Stein

* dowricen Colpe of Pedology (ACRY, Redoe, W, 250

¥ dowries natinge of LNDyosund in Medicine (AU, Courf, MO, U2
Amenioan S0ty of Aedatric Neshvosagy (A5N1, The Woudlaes, TX, US4

# Sockety for Fetol Orofeqy 57U, Lstioe, 90, 454

* Sockety for Moternad Feol Medhcine MM, Nostawton, D.C, 054

" Sachety for Pyietsk Groiogy SRUL. By, M, 454

¥ ooy for Pedharic Rodlalogy GPRL Restan, WA, LS4

" Society of Aodatopists o (iasoced (30, Pestan, KA, 054

02/02/2020



02/02/2020

Recommendations

Recommendation #1: terminology

ness or prominence, and pelvic fullness). The papel
recommends the consistent use of the terr{_"UT dilation.’

SFU1 Table 2 US parameters included in the Uriresy Tract Distien Classification System.
5 parametess Mezusemertfindings  Note
Arteror-Postenor Resal |mmy) Vexured on transverss image at the
Pelvic Diameter (APFPD) maimel danster of ntraresal pelvs
Calyceal ditation (el (mejor catycss) Yes/No
SFU2 Peripheral iminor calycey)  Yes/No
o Pareschymal thickness Normak/ Abromal Subjective asessmant
Parerchymal sppezrance Normat/ Abrormal Evaluate echogendcity, corticomeduliary
diferentiation, and for ozl gsts
Urster Normal / Abzermal Distion of urster is considered shrommal:
SFU3 howewer, tansient vissal2ation of the
------- w=ter 5 considered normal posteatally
Bladder Normal/brormal Evsluate wal thidness, for the presnce
of wreterocele, and for 2 diated
SFU4 ~ pasteror wrethrz

Recommendation #2: consultation and communication of
informatien

f prenatal findings to physicians taking

care ot thieTnfant postnatally is essential for clinical care as
well as for future outcomes research. The sonographic

images should be included with the final US report. The
panel recommends that when it is feasible, the parents of
fetuses with prenatal UT dilation and/or the eventual pri-
mary care provider should be provided with the actual US
images. When this is not practical, the panel recommends




Recommendation #
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: classification system

The panel concluded that the following sonographic fea-
tures are important factors in characterizing the severity of
the UT dilation (Table 2). The ideal technique for APRPD
measurement is based on images of the kidney obtained
with the fetus or the child in an anterior-posterior plane.

Table 2 US parameters included in the Urirery Tract Disticn Classification System.

LE parameters Measrerertifindings  Note
Artenor-Posteror Resal |mem) Veasured on transverss maze at the
Pelic Diameter (APFFD) maxmel damster of ntraresal selvs
Calycsal diation Central (mojec calyces)  Yes/No
Perigheral iminor alyces  Yes/No
Parerchymal thicknas Normat/ bromal Subjective asessmant
Parerctymal appezrance Normat/ Abrormal Evaluate echogerdity,
diferertation, and for conticali osts
Urster Narmat /2brormal Diation of urster s considered abrommal
howeser, tamsient visd 2ation of the
wster 5 considered normal posteatally
Bladder Normt/ sbromal Evzluate wall thidness, fur the resence

of weterocele, and for 3 dated
pasterior urethrz

Table 3 Normal values for Urinary Tract Dilation Classifi-
cation System.

practice gmdelmes for cbstetrical irmgng mdude evalua-

tion of Utofma:onk;‘e’s and btﬂd?ﬂ n:: k?d Wﬂl'eg Ultrasound findings ~ Time at presentation
component of a ete survey [11]. idneys an
bladder can be reliably seen on US by the end of the first L:zkz iiks :’::;a:t)a{
trimester [12]. The incidence of detecting UT dilation
Anteror-Posterior <4mm <Imm  <10mm
Renal Pelvis
Diameter (APRPD)
Calyceal dilation
Central No No No
Peripheral No No No
Parenchymal Normal ~ Normal  Normal
thickness
Parenchymal Normal ~ Normal  Normal
appearance
Ureter (s) Normal ~ Normal  Normal
Bladder Normal ~ Normal  Normal
Unexplained No No NA
oligohydramnios
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Figure 4 Ultrasound appearance §

Figure 3 Urinary Tract Dilation (UTD) Risk Stratification -
Prenatal Presentation for UTD A1 (low risk) and UTD A2-3
(increased risk). Mote: Classification is based on the presence
of the most concerning feature. For example, a fetus with an
anterior-posterior renal pelvis diameter (ARPRD) within the
UTD A1 range but with peripheral calyceal dilation would be
classified as UTD A2-3 (as illustrated in Fiz. 5C and D).

A and B: Fetal kidneys at 19 weeks gestabon. A: Imaging in the transverse plane
demonstrates an anterior-posterior renal pelvis diameter (APRPD} measuring less than 7 mm, which is within the UTD A1 range for

ths gestational age. B: Imaging in the sagitial plane demonstrates normal appearng parendvyma and no penipherat calyceal

ditation. Cand D: Fetal kadneys at 37 weeks gestation. (- Imaging the transverse plane demonstrates an APRPD measuring less than

10 mm, which 1 withn the UTD A1 range for this gestational age. D: Imaging in the sagittal demonstrates nomal appearing pa-

renchyma and no peripheral cafyceal diation. In each case, the bladder is normal, and the ureters are not visualized fpot

Tlustrated).
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POSTNATAL PRESENTATION
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postnatal US is important. Ufto 48 h after birth)there is a
tendency to underestimate the severmy of hydronephross,

in part because of dehydration [41,42]. It is generally rec-
ommended that the first postnatal US be delayed for at
least 48 h after birth, except for cases of oligohydramnics,

Figure 6 Urinary Tract Dilation (UTD) Rk Stratification — Postnatal Presentation for UTD P1 (low risk), UTD P2 (ntermedate
risk), and UTD P3 (high risk). Note: Stratification & based on the most conceming ultrasound finding. For example, if the anterior-
posterior renal petvis diameter (APRPD) & in the UTD P1 range, but there is penipheral calyceal dilation, the dassification is UTD P2
Similarly, the presence of parenchymal abnormalities denotes UTD P3 classification, regardless of APRPD measurement.
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Figure 7 Apuearan:e postratal ukrasound. Az Imaging in the transverse plane demonsirates an antenor-postencs
rend pelvs Gameter (RPD) 10 1 <15 mm. B: imagng in the gtial plzne demonsirates central but no perpheral calyceal
diation. Tee renal parenchyma & otherwise nomal. The bladder is normal {nct shown ), and the ureters are not isualized, Another
example of UTD P1 on postnatal US. (- imaging in the transverse plane demonsirates an APRPD < %0 mm. D: However, imaging in the
sagittal plane demonstrates ceniral calyceal dibtion.

Figwe 8 Appearanced gh postnatal ultrasound. A: imaging n the transverse plane demonstrates an antenar-posterior
renal pelvis diameter (APRPD) >15 mm. B: Imaging in the sagittal plane demonstrates peripheral calyceal dlation but normat renal
parerchymal thickness and appearance. In addition, there are no bladder abnormatibes inot shown). Ancther example of UTD P2
on postnatal US. C: Imagrg in the transverse plane demonstrates 2n APRPD <10 mm. D: However, imaging in the sagittal plane
cemonstrates peripheral and central calyceal clation.

02/02/2020
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Figuore 9 Appearancd of) postnatal ultrascend. A: Imaging n the transverse piane demonstrates an antenor-posterior
renal pelvis dameter {APRPDT >15 mm with perpheral calyceal dilation. B: Imaging in the sagittal plane demonstrates paren-
chymal thinning and cysts (armow). C: Imaging of the bladdar demonstrates increased wall thickness.

Recommendation #4: proposed management scheme

Based on the suggested UTD classification system’s risk
stratification, the panel proposed
scheme. For UTD A1 diagnosed before

weeks, a follow-
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Significance of third trimester ultrasound
in detecting congenital abnormalities of
kidney and urinary tract —a prospective
study

o)

M. Arora . A. Prasad ", R. Kudshreshtha ©, A. Baijal “

Conclusion

All cases of antenatal hydronephrosis should be followed up
with a repeat scan in the third trimester.

If RPD is more than 10 mm in the third trimester ultra-
sound scan, then the possibility of CAKUT postnatally is
85%. The third trimester scan is more reflective of postnatal
outcome.

Fod it Neghool
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TORIGINAL ARTICLE

Should prenatal hydronephrosis that resolves before birth
be followed postnatally? Analysis and comparison to persistent
prenatal hydronephrosis

Results
Pawich L. Soarbecongh - Flicaberh Forram -
Deuglen W. Storm

A total of 165 patients were evaluated. Of these, 72 children
(44 %) were found to have RPH while 93 (57 %) were found
to have PPH. As shown in Table |, the maternal ages were
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Antenatal diagnosis of renal pelvis dilation
First p | ultra d b day 2 and day 7 *
e Second US examination st
¥ 1 manth after birth
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e
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suspected FUV. o b rstarsl cortion
Front Pediatr. 2019 Mar 29;7:103. doi: 10.3389/fped.2019.00103. eCollection 2019.
Clinical Outcome of Children With Antenatally Diagnosed Hydronephrosis.
Chiodini B1, Ghassemi M2, Khelif K3, Ismaili K1.
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Criginal Article

Value of renal pelvic diameter and urinary tract dilation classification Iin
the prediction of urinary tract anomaly

16 5
14
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10 4

APRPD [mm)
o

21 —_—

Pronatal 1 3 6 9 12
Time (months)
Fig 1 Change in anteroposterior renal pelvic diameter (APRPD)
according to diagnosis. (——) Transient dilatation: () uretero-
pelvie junction obstruction; (—) ureterovesical junction obstruc-
tion; (—) vesicoureteral reflux.

Pediatrics International, Volume: 61, Issue: 3, Pages: 271-277, First published: 13 January 2019, DOI: (10.1111/ped.13788)
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Original Atticle

Value of renal pelvic diameter and urinary tract dilation classification in

the prediction of urinary tract anomaly
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Fig 2 Receiver oporating characteristic corve of anteroposterior
renal pelvic diameter (APRPD) for the diagnosis of urinury tract
anomalies. (—) | month postoatal APRPD; (——) 3 month post-
natal APRPD, ( ) 6 month postnatal APRPD:. () 9 month
postnatal APRPD: ( 1 12 month postnatal APRPD; () rofer-

ence line.

Pediatrics International, Volume: 61, Issue: 3, Pages: 271-277, First published: 13 January 2019, DOI: (10.1111/ped.13788)
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The association of postnatal urinary tract

dilation risk score wit
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The association of postnatal urinary tract L)
dilation risk score with clinical outcomes

C.P. Nelson ™', R.S. Lee ' AT. Trout ™, S. Servaes “, K.H. Keaft “,
C.E. Barnewoit ©, T, Logvinenko ", 1.5. Chow ©

However, among those who had VCUG performed, the
prevalence of VUR was essentially the same across all UTD
grades. This suggests that diagnosis of VUR in this population
may be driven primarily by VCUG utilization and not
necessarily by underlying differences in risk of pathology
between the UTD grades. As such, the decision to obtain a
VCUG should not be based on UTD score in most cases,
because patients with higher UTD scores are not significantly
more likely to have VUR. Although extreme cases of severe

Conclusion

Higher UTD risk scores are strongly associated with geni-
tourinary diagnoses during the first two years of life,
although ascertainment bias may influence some of the
differences in outcomes. There is no significant difference
in outcomes between patients with UTD PO versus P1,
suggesting that the P1 category could be eliminated|

Dumnariat wlt Womsl g Lnatonary (IVETIT VO, W04 - 0

Significance of third trimester ultrasound )
in detecting congenital abnormalities of
kidney and urinary tract —a prospective
study

M. Arora “, A. Prasad ", R. Kulshreshtha “, A. Baijal *
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Ecografia renale post-natale:

Utile come screening?

Quali indicazioni assolute ad eseguirla?

Ecografia renale

post-natale:
Utile come screening?
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Ecografia renale

post-natale:
Quali tndicazioni assolute ad eseguirla
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Diagnostica strumentale renale di
secondo livello nelle
Uropatie Dilatative

e Cistografia minzionale

e Scintigrafia renale

Cistografia minzionale

* Tecnica di elezione per lo
studio del reflusso vescico-
ureterale (RVU)

18
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Cistografia minzionale

* Cistouretrografia minzionale (CUM)

* Cistoscintigrafia diretta

* Cistosonografia (CSG)

Cistouretrografia
minzionale

* Vantaggi:
«* Gold standard nella diagnostica del RVU
< Precisione nella stadiazione del RVU

X/

< Ottimale per lo studio dell’uretra

X/

< Elevata sensibilita e specificita

X/

< Dettagli anatomici

* Svantaggi:

% Elevata dose radiogena

19
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Cistoscintigrafia diretta

Vantaggi:

Bassa dose radiogena

Elevata sensibilita e specificita
Valutazione dinamica

Svantaggi:

Assenza del dettaglio anatomico
Mancato studio dell’uretra
Stadiazione approssimativa suddivisa su 3°

Cistosonografia

Vantaggi:

Assenza di dose radiogena
Elevata sensibilita e specificita
Valutazione dinamica
Precisione nella stadiazione
Studio dell’uretra (?)

Svantaggi:

Assenza del dettaglio anatomico
Operatore dipendente
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|~ PubMed
NCBI US National Library of MedicineNational Institutes of Health

» Harmonic US imaging of vesicoureteric reflux in children: usefulness of
a second generation US contrast agent.
Ascenti G, Zimbaro G, Mazziotti S, Chimenz R., Fede C, Visalli C, Scribano E.
Pediatr Radiol. 2004 Jun;34(6):481-7. Epub 2004 Apr 24.
PMID: 15470205
» Vesicoureteral reflux: comparison between urosonography and
radionuclide cystography.
Ascenti G, Zimbaro G, Mazziotti S, Chimenz R., Baldari S, Fede C.
Pediatr Nephrol. 2003 Aug;18(8):768-71. Epub 2003 Jun 11.
PMID: 12802637
» Potential role of colour-Doppler cystosonography with echocontrast in
the screening and follow-up of vesicoureteral reflux.
Ascenti G, Chimenz R., Zimbaro G, Mazziotti S, Scribano E, Fede C, Ricca M.
Acta Paediatr. 2000 Nov;89(11):1336-9.
PMID: 11106046

Scintigrafia renale

* Scintigrafia renale statica

* Scintigrafia renale sequenziale
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Scintigrafia renale statica

* Gold standard nella
valutazione morfofunzionale
del parenchima renale per
slatentizzare scars renali,
displasia renale

Scintigrafia renale
sequenziale con test al Lasix

e Tecnica di elezione

per valutare idronefrosi

di grado severo e porre
diagnosi di certezza se
quadri ostruttivi (stenosi del
giunto pielo-ureterale) o
funzionali (idronefrosi funzionale)
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Scintigrafia renale
sequenziale con test al Lasix

e Scintigrafia renale con MAG3

* Scintigrafia renale con DTPA

Scintigrafia renale
sequenziale con MAG3

* 99mTc MAG3:
Mercaptoacetiltriglicina eliminato per via tubulare
per oltre il 90% con indice di estrazione di circa

il 60 % la sua clearance esprime la velocita di
estrazione tubulare ed & una stima del Flusso
Plasmatico Efficace (moltiplicandone il valore
per un fattore di correzione di 1,5)
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Scintigrafia renale
sequenziale con DTPA

* 99mTc DTPA:

acido dietilenaminopentacetico
escreto per filtrazione glomerulare
indice di estrazione del 20%

la sua clearance esprime la
Velocita di Filtrazione Glomerulare

Prospettive:
UroRMN dinamica

* Studio morfologico di reni e vie
urinarie

e Studio funzionale renale

* Diagnosi di patologia ostruttiva

Dzananovic A, Begic A, Pokrajac D. Evaluation of Congenital Hydronephrosis with Static and Dynamic Magnetic Resonance Urography in
Comparation to Dynamic Renal Scintigraphy. Acta Inform Med. 2019;27(3):181-185. doi:10.5455/aim.2019.27.181-185
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Prospettive:
UroRMN dinamica

* Vantaggi:
+ Assenza di dose radiogena
+ Migliore dettaglio anatomico

ey e

CLuADESRADYY

* Svantaggi:

+* Necessita di sedazione

+» Disponibilita dell’apparecchiatura
+* Costi

Dzananovic A, Begic A, Pokrajac D. Evaluation of Congenital Hydronephrosis with Static and Dynamic Magnetic Resonance Urography in
Comparation to Dynamic Renal Scintigraphy. Acta Inform Med. 2019;27(3):181-185. doi:10.5455/aim.2019.27.181-185

baso elinieo: Clusenpe ¢ mes] 2

- Nato a 32 w di gestazione da TC d’urgenza per PROM, Apgar 8-9, PN 2.160 Kg
- Ricovero presso UTIN per prematurita

- Ad un mese di vita febbre, comparsa di pallore, suzione torpida

i

Sepsi? = RICOVERO:
- Esami ematachimici: PCR e procalcitonina aumentati,
- Esame urine: leucocituria, piuria, batteriuria; urinocoltura positiva per E.coli

- Ecografia renale: idronefrosi bilaterale di grado medio (DAP 14 mm)

i

Diagnosi: IVU febbrile in paziente con idronefrasi > Antibioticoterapia

i

Inviato alla nostra osservazione

02/02/2020
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Trasferimento presso il nostro centro:

> Cistosonografia

Lo studio cistografico previa somministrazione per via
retrograda di Sonovue (0.5 cc), diluito in soluzione
fisiologica, documenta, a piccolo riempimento vescicale,
reflusso di contrasto di Ill grado lungo gli ureteri e nelle cavia
escretrici renali bilateralmente. Nelle fasi piu tardive
dell'esame, a grande riempimento vescicale, si documenta
RVU di V grado a destra e di IV grado a sinistra.

> Scintigrafia

Ridotta ed irregolare fissazione del tracciante caratterizza un

rene destro di dimensioni contenute, nettamente inferiori al

controlaterale: nel suo contesto sono presenti zone di »

corticale "ipoattiva", piu estese a livello dei poli ed in . 5
particolare del superiore che risulta "assottigliato".

Distribuzione della funzione: Rene Destro: 21 % (36 %*) -

Rene Sinistro: 79 % (64 %*).

Quadro scintigrafico compatibile con esiti di patologia —~— o

—

flogistica bilaterale ma con franco maggior interessamento
del rene destro:

L

DIAGNOSI: RVU bilaterale
con danno renale bilaterale

Idronefrosi

Diagnostica strumentale

Idronefrosi di grado medio-grave,
con visualizzazione dell’'uretere e/o

con storia di IVU

Cistosonografia

Scintigrafia renale
statica a sei mesi

/ N\

RVU con o senza No - RVU

displasia

N 7

Follow-up Nefrologico Pediatrico

02/02/2020
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h 0

a0 eliniea: Mareo o mes] J w

- Nato a 38 w di gestazione da TC, PN 3.260 Kg
- Ecografia morfologica in utero: Idronefrosi bilaterale di 7 mm

- All’ecografia renale di screening: ...bilateralmente conservato lo spessore corticale, cosi come la
differenziazione cortico-midollare. Pielectasia bilaterale variabile con i gradi di riempimento della
vescica. In fase di massimo riempimento vescicale la pielectasia & di circa 5-6 mm. In fase di massimo
riempimento & osservabile distensione degli ureteri fino al segmento prevescicale (5 mm). Dopo
svuotamento vescicale la distensione della pelvi renale raggiunge i mm 9.8 a destrae 7.5 mm a
sinistra. Invariata la distensione degli ureteri

i

Diagnosi: Idroureterenefrasi

i

Inviato alla nostra osservazione

» Cistosonografia

Precoce reflusso vescico-ureterale sinistro con discreta
dilatazione delle cavita escretrici e dell'uretere (IV
grado). Tardivo reflusso vescico-ureterale destro in fase
di massima replezione vescicale, senza significativa
dilatazione delle vie urinarie (Il grado)

» Scintigrafia

Si segnala mal definita ipofissazione del tracciante al
polo superiore del rene destro (esito di pregresso
processo flogistico-infettivo). Non si rilevano ulteriori
alterazioni dei contorni dei due organi, che appaiono
netti e definiti.

Rene Destro: 40% (totale) - 49% (per unita di volume);
Rene Sinistro: 60% (totale) - 51% (per unita di volume)”.
Quadro scintigrafico compatibile con esiti di patologia
flogistica a carico del rene dx

DIAGNOSI: RVU bilaterale
con scar renale monolaterale
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Diagnostica strumentale
Idronefrosi

Idronefrosi di grado lieve, con
visualizzazione dell’uretere e/o storia
di IVU
¥

Cistosonografia

Scintigrafia renale
statica a sei mesi

/ N\

RVU (_:on (o) _senza No - RVU
displasia

~ “

Follow-up Nefrologico Pediatrico

baso ellnieas Marta ol mes] A

- Ecografia morfologica in utero: Idronefrosi sn di 10 mm

- Ad una ecografia renale di screening: “...Vescica scarsamente repleta, transonica, mal
valutabile. Ureteri iuxtavescicali non visualizzati. Rene destro con scarsa differenziazione
cortico-midollare. DL di circa 53 mm, senza dilatazione calico-pielica. Rene sinistro con DL
di circa 63 mm, idronefrosi di Il-ll grado con prevalente dilatazione del calice inferiore;
spessore corticale 6 mm".

Inviata alla nostra osservazione

|

-Ecografia renale: < Il rene sinistro presenta dimensioni aumentate rispetto al
controlaterale (DL=73 mm); si documenta quadro di idronefrosi di IV grado senza
immagini da riferire a calcoli. Spessore parenchimale: 3 mm al polo superiore, 2 mm in
sede mesorenale, 3,5 mm al polo inferiore. Non identificabile I'uretere prossimale >.

-Esame urine: Nella norma

-Diagnasi: Idrenefrosi sn di grada severo

02/02/2020
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» Scintigrafia -
9,
Il trasporto intraparenchimale & prolungato. In fase di E‘* \

eliminazione si rileva progressivo accumulo dell'urina
marcata nelle cavita escretrici, che non tende a ridursi

in modo significativo dopo test diuretico. La curva - ’ " E

nefrografica relativa presenta un andamento continuo
ascendente che non tende a deflettere dopo |
somministrazione di furosemide, mantenendo un v
decorso "in plateau". ) =k
Distribuzione della funzione: ' !
Rene Destro: 46% (totale) - 63% (per unita di volume)
Rene Sinistro: 54% (totale) - 37% (per unita di volume)
Buona funzione del rene destro che presenta una fase

escretiva rallentata ma responsiva allo stimolo RN TN N WE B R X
diuretico, da rivalutare a distanza. Segni di sofferenza TSNS R R UK R
parenchimale a carico del rene sinistro, che presenta un 3" MERERURRURRUSAESUSS.
pattern escretivo non responsivo al test diuretico. La _

partizione della funzione per unita di volume &
asimmetrica, per ridotto apporto del rene sinistro.

DIAGNOSI: Stenosi giuntale sn

!

TERAPIA: Correzione chirurgica
(inviata all’'urologo pediatra)

'
'
—
—_
===
==

(/RN
i

Diagnostica strumentale
Idronefrosi

Idronefrosi di grado
medio-grave, senza
visualizzazione
dell’uretere

Scintigrafia
sequenziale con Test al

/ Lasix \

Idronefrosi ostruttiva Idronefrosi
(Stenosi giuntale) funzionale
¢ .
Urologo Pediatra Follow-up Ecografico

02/02/2020
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baso elinieon Muram ol mesi e

- Nato a 34+4 w di gestazione, PN 2.460 Kg
- Ecografia morfologica in utero: pielectasia dx, anidramnios

- Alla nascita riscontro laboratoristico di insufficienza renale (creatinina 1.43 mg/dI,
azotemia 49 mg/dl)

- Eseguita cistosonografia: non segni di reflusso vescico-ureterale

Inviato alla nostra osservazione

|

¥ Scintigrafia renale statica con DMSA: | reni seno in sede e risaltano poco rispetto a un
persistentemente elevato backgroaund ematico. | contorni dei due organi appaiono,
pertanto, poco definiti. Per quanto possibile valutare, la morfologia del rene sinistro
pare regolare; a destra sembra apprezzarsi una irregolarita del profilo inferiore, di
dubbio significato. Partizione dell’attivita corticale: Rene destro= 58%. Rene sinistro=
42%. Conclusioni: Quadro scintigrafico verosimilmente indicative di insufficienza
emuntaoria, in accordo con i dati clinico-anamnestici.

- Nuovo ricovero per vomito ricorrente
- Escluse cause nefrologiche

- Consulenza gastroenterologica che, tenendo conto del quadro clinico e dell’eta del
piccolo paziente, ha dato indicazione ad effettuare uno studio del transito esofago-gastro-
duodenale, mettendo in evidenza la presenza di gastrectasia. Non si & ritenuto opportuno
avviare NE con sondino naso-gastrico, ma ha avviato terapia con simeticone per ridurre la
gastrectasia. Per persistenza della sintomatologia avviata successivamente terapia con
antiacido. Rimodulato diario alimentare;

- Persistenza vomito ricorrente

- Consulenza Gastroenterologica: «........ esclude che il sintomo vomito
- sia ascrivibile alla problematica gastroenterologica»
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» Ecografia

s,

Reni in sede, con dimensioni ridotte. Rene DX: DL= 38 —*
mm. Rene SN: DL= 37 mm. Entrambi i parenchimi renali

presentano marcato incremento dell’ecogenicita 1
parenchimale, con conservata differenziazione cortico- N B
midollare. A destra si rileva discreta dilatazione del g
bacinetto renale (max 15 mm), del tratto prossimale e in
parte del tratto intermedio dell’'uretere (max 5 mm), che
presentano pareti lievemente ispessite, come da ' .o oMo
condizione di flogosi.

» Scintigrafiarenale sequenziale o W6 ¥l ey d
con MAGS e Test al Lasix e

Il rene di destra appare in sede, di dimensioni ridotte
rispetto al controlaterale e di aspetto grossolanamente
conservato. Laccumulo corticale di radiofarmaco & lento
e finemente disomogeneo. Il trasporto intrarenale del
tracciante é rallentato. In fase di eliminazione si osserva
progressivo accumulo dell’urina marcata nella pelvi, che
permane anche nonostante la somministrazione di
diuretico.

Quadro compatibile con nefrouropatia ostruttiva a
carico del rene di destra.

L}
'
—_
—_
==

b

DIAGNOSI: quadro di uropatia

? ostruttiva in paziente con ?

e displasia renale °

4 Y

Osservazione Approccio chirurgico

? ?
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