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True Legends are immortal through their deeds
and memories.!

Vesicoureteral Reflux (VUR)

e Dr. John A Hutch



Dr. John A Hutch (1952)

* First observed by Pozzi (1893)

e Patholigical significance was established by
Dr. John A Hutch




Vesicoureteral Reflux (VUR)

Treatment Options

Medical management

Aim: Prevent febrile UTI, renal scarring and aliow spontaneous resolution

Observation and surveillance

» Low-grade VUR (Grades 1-1l)

« Regular follow-up with ultrasound, urinalysis,
growth, BP and renal function

Continuous antibiotic prophylaxis (CAP)
= Recurrent febrile UT), BBD, selected Grade iV
» TMP-SMX, nitrofurantoin or cephalexin

{dose as per age and renal function)

Treat breakthrough UTI
» Culture-guided antibiotics
« Parenteral therapy if clinically indicated

Manage bladder-bowel dysfunction (BBD)
« Timed voiding, hydration, constipation treatment,

or extravesical (Lich-Gregoir)
+ Highsuccessrates
. | (= 95-98% with open surgery)
N : « Suitable for hegh-grade or
W \ . persistent VUR and recurrent
| Lich-Gregoir Infections
(reimplanted ureter)  (extravesical)

Surgical management

Aim: Eliminate reflux in selected patients and prevent recurrent infection
and renal damage
A. Endoscopic injection (STING/HIT)
'3 « Dextranomer/hyaluronic acid

(Deflux)

+ Injection near/within the
ureter: erifice

« Minimally irvasive

» Success high for low-maoderate
grade VUR, but recurrence
or repeat injection may occur

/ « Open, laparoscopec of robotic
approach
« Technigues: Cohen cross-trigonal

J

urotherapy
Circumcision
« Consider in selected uncircumeised boys with
- recurrent febrile UTI ) 5
Indications for surgery
Q Recurrent febrile UT] despite appropriate VUR grade Recommended approach
R A ApO [ Observation + CAP
@ Persistent high-grade VUR (Grades IV-V) ] Observation + CAP
@ New or progressive renal scarring " CAP or surveiflance
Poor adhen kil {consider surgery if recurrent UTI or failure)
@ Poor adherence to medical management o CAP i orany: caeidet surgaey Ror veckinent
Q Persistent VUR with complications infection, persistence or renal risk
(after correction of BBD) Specialist assassment; surgery often considered,
Q Selected cases based on family preference \ indwidualized based on renal function, age and

infection history

Grade-wise approach Key clinical pearls

VUR alone is not an indication for surgery.
Febnte UT|, renal abnormalties, BBD and Bxelihood
of spontaneous resolution are more important.
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Treat BBD before elective antireflux surgery whenever feasible.

DMSA scan may help assess cortical scarring
in selected patients.

Surgical correction reduces reflux but does not reverse
established renal scarring,

Children with reflux nephropathy, proteinuria or hypertension
require fong-term nephrology foliow-up and renoprotective therapy
when indicated.
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