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INFEKCE MOCOVYCH CEST U DETI
V ULTRAZVUKOVEM OBRAZU

ULTRASONOGRAPHY OF URINARY TRACT INFECTION IN CHILDREN
V Ceské republice nejsou zatim vytvorené jednotné dia-
gnostické a terapeutické algoritmy pro IMC u déti, ve kterych
—— by byla popsana strllft.n} l?oslloup,nost ?folby ]!edno:[hv?fch zob-
Ko Fsgeovs razovacich metod pri feSeni otazky infekci mocovych cest.

Diagnostika a lécba infekce mocovych cest otraxruupETs FesriLNI
v » v , o EST VE VEKU 2-24 MESICU
u deti z pohledu soucasnych poznatku S E\ CESKE REPUBLICE.
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Age of patients

Ultrasound (US)

VCUG

DMSA

<6 months
6 months—3 years

All children
Atypical/recurrent UTI

Atypical/recurrent UTI
Atypical/recurrent UTI
AND specific features®

Atypical/recurrent UTI
Atypical/recurrent UTI

>3 years
AAP <24 months

Atypical/recurrent UTI
All children

Not indicated
Abnormal US or other

Recurrent UTI

specific circumstances
Abnormal US or risk factors”
Abnormal US; recurrent

UTI in children <2 years
Atypical/recurrent

febrile UTI; abnormal US;
positive family history for VUR

All children

All children

Not specified

All children
Pyelonephritis,
atypical/recurrent
UTI or risk factors
for recurrent UTI®

Abnormal US or VUR

Only when diagnosis of

UTI is in doubt

RECURRENT pyelonephritis,
VUR IlI-V

Italian <36 months

CPS <2 years
>2 yrs.

Polish <2 years
=2 years

EAU/ESPU All children Either VCUG or DMSA is
indicated in bottom-up

or top-down approach

Okarskab I LIA $Net &b WUrinarytract infectionin children Diagnosis

treatment, imaginge Comparisorof currentguidelinesJournalof Pediatric
Urology (2017), http:/x.doi.org10.1016/j.jpurol.2017.07.018
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I'maging algorithm in childhood UTI

normal US
clinically cystitis

|

stop

follow-up US?

AN

renal MRI? + VUR-evaluation
always in infants, mostly in< 5y, + recurrent UTL in>5y

UTL ™!

US + aCDS

/ l within f

particularly in severe symptoms

nically clear + known normal urinary tract anatomy => no imaging?
only delayed imaging for scaring in upper UTI?

> | Pyo(hydro)nephrosis
irst days => nephrostomy
if no response to AB

normale US
- noaCDS

acdS equivocal *2

nephritis *2
aPN/scar/upper UTL

|

acute DMSA

normal

*1 UTI criteria: urine sample & blood count

*2 DD: Tu /cyst versus abscess, ...

complicated UTI (XPN, Tbc, ..)

clinically upper UH/ I

=2 MRI/CT » bladder function studies (> 5 years, urodynamics)

- follow-up US

VCUG in boys, ee-US in girls (if available)

- for VUR follow-up
ee-US or RNC (if available)

* late DMSA or (functional) renal MRI

after 6 - 12 months

Pediatr Radiol 2008:38
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