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MCO

* Anterior Uretral valv
* seme disfonksiyonu ( DSD)

* PUV




ANTERIOR URETRAL VALV (AUV)

PUV dan 7 kat daha az (1/35-50000)

En fazla bulb6z Uretrada (%40)

Penil (%30)

Penoskrotal (%30)

KBY nedenleri arasinda aranmalidir




AUV-ETYO

inkomplet hipos
Uretral duplikasyon

Uretra olsumu sirasindaki diizensiz doku biiyemesi

VALV BENZERi DOKU KALINTILARI OLUSTURUR




AUV -KLINIK

Zayif akimli iseme
Damla damla iseme
idrar kacirma

Islatma

Penil sislik ( alt tarafta)
UTI, trosepsis




Tani -VCUG
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UUrodymamic chanses inmn patients withh anmnteriornr
wauar=thral valves:  Before arnnd after
endoscopic valve ablatiom

Albdol-AMoharmmmad Kajbaf=adeh ™, Seyedmehdl Payvabvash, Golmar Karirmiam

Table 1 Patients’ clinical presentations, radiological and UDS findings
Case no. Age at Presenting VUR* Bladder Renal Psemax (oM H,0)°  Follow up Outcome
presentation symptoms trabeculation scan® m (years)
1 14 years Poor urinary stream - 215 B8 3 Good
2 7 years Dribbling, UTI 255 62 2 Good
3 6 months  Recurrent UTI 1, left + +, bilateral 314 105 5 | left
renal
function
4 10 years Urinary incontinence, - 180 132 4 Good
enuresis
5 9months  Poor urinary stream 156 64 5 Good
6 2 years Recurrent UTI I, right 198 81 7 Good
7 6 years Dribbling, enuresis + 175 73 5 Good
] 3 years Urinary retention, Il, right + 213 41 -] Good
incontinence
* YUR grading and the side affected.
® +reduced cortical uptake of DMSA.
© Values obtained before and 6 months after procedure.

AUV infravezikal obstriksiyon dusuntlen olgularda ayirici tanida distnulmeli




MCO- DISFONKSIYONEL ISEME

Genellilke DSD
DES seklinde
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MESANE CIKIM OBSTRUKSIYONU




PUV

1/5000-8000 dogumda bir

Uc tipi var

*Cocuk KBY’lilerin % 17 si PUV’Iu

* Hodges SJ, Scint W Journal ,1119,2009



Tip 1 PUV

Olgularin % 95'i

Verumontanumun

posteroinferior kenarindan

baslayip distalde

membranoz uretraya
ulasan obstrukte edici bir

membran




Tip 1 PUV

Valv verumantonumdan posterior retraya uzanir




Tip 2 PUV

v Verumontanumdan

kraniale dogru ilerleyip

mesane boynunun

posterolateral boliumune

ulasan kivrimlar

v Obstruktif degildir

v Bu kivrimlarin buradaki

yuzeysel kaslarin
hipertrofisi sonucunda
olustuguna
inaniimaktadir




Tip 3 PUV

v Merkezi acgikliga sahip yuzuk/halka
seklinde membranlar

v Ikinci sikhkta gorilir (% 5)

v Copp’s collar, Moormann halkasi

Cobb BG et al. Congenital stricture of the proximal urethral bulb. J Urol 1968
Moormann JG. Congenital bulbar urethral stenosis as a cause of disease of the urogenital junction. Urologe A 1972



PUV MESANESINDE FONKSIYONEL DEGISIKLIKLER

PUV bulunan mesane disfonksiyonu ¢ocuklarda yaygin bir bulgudur (%55-72)

Uretral obstriiksiyonun erken dénemde yeterli bicimde giderilmesine ragmen gelisir
PUV'de mesane disfonksiyonu statik bir anomali degildir, degisim gosterir
Baslangicta, spastik, diistik kapasiteli mesane ile baslar

yuksek kapasiteli mesane ve miyojenik yetmezlige ilerleyebilir.



PUV-MESANE DISFONKSIYONU
ETYOLOJI

e kesin etiyolojisi belirsizdir
«  Uciinci 3 aylik ddnemde gelisen normal mesane dongiisii PUV tarafindan kesintiye ugratilir

*  Bu durum muhtemelen anormal hiicre-matriks etkilesimleri, serbest radikal hasari ve duvarda
fibrozis ile birlikte yiksek basincli mesane ile sonuglanir

Artan glikojen birikimi detrtsor hasarini gosteren bir markir olarak degerlendirilmektedir

Podinte MNephrol @ Crossiark
Fary o - Aaovd iz 1O 1 OO T /500367 - 017 -381 5-O

EDLICATIONAL REVIEW

Current strategics o predict annd manage sequelae of posterior
urcecthhral valves in children

Amniruddh V. Deshpande 7



PUV URODINAMISI

Evolution of bladder dysfunction in children with posterior urethral
valves

Nocturnal
Anticholinergics, bladder
CIC- not consistent drainage
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LONG-TERM BLADDER DYSFUNCTION AND RENAL FUNCTION IN
BOYS WITH POSTERIOR URETHRAIL. VAI.VES BASED ON URODYNAMIC
FINDINGS

MAZEN A. GHANEM, KATJA P. WOLFFENBUTTEL, ANN DE VYLDER anvp RIEN J. M. NIJMADN®™ |

TAaBLE 3. Urodynamic findings after valve ablation and
development of ESRF

Total No. (9%) No. ESRF (%)
_Bladder capacity:

Small 33 (28) 14 (40)
Large 34 (29) 3 (9)
D 49 (42) 18 (51)
Ss ol compliance 30 (26) 14 (40)
1 86 (74) 21 (60)

der overactivit
Detrusor overactivity 44 (38) 12 (34)
Normal detrusor T2 (62) 23 (66)
Impaired 31 27) 11(31)
Gond 81 (70) 24 (69)

Voiding detrusor pressure:

Low 18 (16) 6 (17)
High 62 (53) 17 (49)

Normal 36 (31) 12 (34)




BIU Internatiornal (2000), 85, 1104—-1 108

The changing urodynamic pattern from infancy to
adolescence in boys with posterior urethral valves

M. DE GENNARO, M. L. CAPITANUCCI, G. MOSIELLO, P. CAIONE and M. SILVERI

Table 2 Urodynamic changes with age in 30 boys evaluated

Age and urodynamic pattern

Group At presentation At follow-up
A 2.8 (1—4)* 7.7 (5—15)*
12 hypercontractility 7 normal
2 hypocontractility
1 low compliance
2 unchanged
3 normal 2 hvpocontractility
1 unchanged
B 6.2 (5-13)* 8.8 (5—-13)*
6 hypercontractility 3 normal
3 hvpocontractility
3 normal 2 hypocontractility
1 unchanged
1 low-compliance 1 hvpocontractility
C 9.4 (5-13) 15.2 {=>13)"
1 hypercontractility 1 hvpocontractility
3 normal 3 hvpocontractility
1 low-compliance 1 hyvpocontractility

*Mean (range) age, vears.



BJU International (2000), 85, 1104-1108

The changing urodynamic pattern from infancy to
adolescence in boys with posterior urethral valves
M. DE GENNARO, M.L.. CAPITANUCCI, G. MOSIELLO, P. CAIONE and M. SILVERI

Table 4 Detrusor contractile power analysed by PFA in 10 boys and
the changes with time

Follow-up PFA (> 3 years later)

First PFA Strong Normal Weak
Strong (3) - 2
Normal (3) - 1 2
Weak (4) - N 4

In conclusion. the urodynmnamic follow-—up of the present
pPatients supports the hvyvpothesis of a mnatural develop-
ment of wvalve bladder dyvsfunction toward detrusor
failure. The early detectionn of ‘covert’” hypocontractility
and the possibility of early bladder rehabilitation might
be helpful in preventing emptying difficulties secondary
to functiomnal obstruction. and the progressionn of hvyvpo-
contractility to patent detrusor myvogenic f@Emilure annd
overdistension after puberty.




PUV URODINAMISI
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OLGU 1

T. K. 8 yas, erkek

Sikayet: idrar kacirma, gece ve giindliz , zorlanarak kesik kesik iseme

Hikaye: Opere PUV hastasi, Vur nedeniye sol uretere 2 defa enj hikayesi
var

Cr 2.5 son 1 yildir

renal tx Oncesi mesane davranisinin incelenmesi
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Dolum hizi= 20ml/dk, Vicut sicakliginda serum fizyolojik, sedasyon anestezi, kismi
koopere, supin pozisyon
ilk His= 351 ml Maksimum kapasite= 400 ml|



Dolum fazi grafigi
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Dolum fazi; istemsiz detriisér kontraksiyonu yok
Beklenen mesane kapasitesi = 300 ml (Koff formuli)



Iseme fazi grafigi
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iseme fazi; Abdomen agirlikh olarak iseme
isenen hacim= élciilemedi (~ 60 ml) (yattig yere kacirdi)

PVR=400 ml, hastada poliliri oldugu icin islemin 25 dk stirdigl géz 6nline alinirsa, isenen

idrarin hastanin Urettigi idrar olarak disinalda.






OLGU 2

Y. C. A, 10 vyas erkek
Sikayet= idrar tutamama

Hikaye= 5 yasindan sonra enulerzis diurna
Hinman sendromu tanisi ile takipli, kreatin
yiksekligi (2,38)

USG= Bilateral grade 3 ektazi, bilateral
ureterler dilate (8.5-12 mm)
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Anteritr Fasério RAD

‘ ‘ @ DMSA

Sag %47, Sol %52



= 1

25

4

aralil

His {115 mi)
fioalaizma (LB mit

k sikigmia (143 ml
dagii=ta Skapazfe (144 5]
aium Faz ora Fld4 mj

il e

TmH,O

Pyes (1)

100
B0

50
&1

M
20/

]

‘f
l

cmHD

Pabd (2

100
50

&0
41
::I'\-h.lll-.r‘""\_,,-.\_,_i'-n_._.h— - -

]

| =)

H

TmH,o

1:Ii|

B0
50

&7

20

1 e

QIura

50
41

3 F
20

10
]

m

1000
800

ool [
400
200

Pompa

X Zaman

o |:l:l :I:!I!I!

12.04.2017 URODINAMI

Dolum hizi= 20 ml/dk Uyanik oryante hasta, Kapasite= 145 ml|
p det maks= 74cm/H20 iseme olmadi, serbest iroflow= pvr;30
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