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Tanim

® Yilda 1.2 milyon kisi
® Hastane basvurularinin % 1'i
® Yasam boyu insidans: Erkek: % 12
Kadin: % 4
® Pik insidans 35-45 yas
® YiUksek sosyoekonomik durum ve aile 6ykisu
® Tekrarlama orani % 5o



Tanim

® Agn tipik olarak
® kosto-vertebral agida,
¢ kint,
® surekli

® kivrandirici

® Bu agri siklikla kot altindan gébege veya karin alt
kadranlarina dogru yayilabilir.



Tanim

® Yan agrisinin ayirici tanisinda bobrek ve Ureter tas
hastaligi ilk sirada yer alirken, ayni semptom ve
bulgulari sergileyen pek ¢ok hastalik vardir.



YAN AGRISIAYIRICI TANI

Abdominal Aort e Ureter darlig

nevrizmasi

Kolesistit e Endometriozis

e Renal timor

UPB obstriksiyonu e QOvarian kist ruptur veya
Pihti torsiyonu

Renal abse * Retroperitoneal fibrozis
Akut renal enfarkt * Kot patolojisi
apiller nekroz



Abdominal Aort Anevrizmasi

® AAA’lI hastalarin %10'unda

® AAA nedeniyle ¢olyak sinir pleksuslarinin hasari yada
gerilmesi

® Ureter komsulugundaki anevrizma ve lokal irritasyon
veya travma sonucu hematuri

® Ureterin lateral deviasyonu (6zellikle solda)

® USG ve BT ile gorintileme ( >50 yas)



Piyelonefrit

® Tipik renal kolik agrisindan ziyade sikici donuk bir agri

® Ategs, titreme, bulanti, kusma, bas agrisi ve ense sertligi

en sik
® Kostovertebral aci hassasiyeti daha belirgin
® Hareketsiz yatma egilimi
® Ates, lokositoz ve piyUtitipik bulgular

Nonkomplike vakalar  antibiyotik tedavisi



Piyelonefrit

® Piyelonefrit hidronefroza neden olmaz.
® Toplayici sistem dilatasyonu — piyonefroz

® Piyonefroz—drenaj icin cerrahi girisim



Renal Apse

® Renal kapsulde 6dem ve inflamasyon nedeniyle daha
fazla gerilme

® Daha yogun agri

® |drar analizinde Uriner enfeksiyon ya da normal
bulgular

® Diyafragma irritasyonu sonucu etkilenen tarafta
raller ve azalmis solunum sesleri

® Diyabet hastalari artmis risk



Renal Apse

® Piyelonefrit==anbiyotige cevapsiz==renal apse
disun

® Renal USG ve BT ile tani

® PerkUtan ya da agik cerrahi drenaj + Kultur spesifik
antibiyotik



Kan Pihtisi

Kan pthtis——ani Ureteral tikaniklik

® lyatrojenik nedenler (perkitan renal biyopsi),

® Kan diskrazileri, renal pelvis veya parankimal
tUmorler, anjiyomyolipom, hemofili, sickle cell

® Tedavi: Ureteral stent or perkitan nefrostomi,
secilmis vakalarda pihti ¢6zUcuU ilaglar



Herpes Zoster

® Agr cilt degisikliklerinden 6nce
® Dermatom sahasinda yanma tarzi surekli agri
® Sinirli ve net olarak belirli bir alanda dagilim

® Tedavi analjezik ve anti-viral ilaclar ile birlikte
semptomatiktir.



Kas Agrisi

® Torakolomber bdlgede donuk agri
® Strain veya herhangi bir yaralanma nedenli
® Etkilenen alan palpasyonla hassas

® Tedavi; analjezik, NSAll ve sicak uygulama



Papillar Nekroz

® Papillalarin dokilmesi— Ureteral obstriksiyon

® Altta yatan nedenler; analjezik kotiye kullanimi,
siroz, sickle cell hastaligi ve diyabet en sik.

® IVP'de «ring sign» belirtisi (dolma defekti)
® Altta yatan nedenin tedavisi

® Obstruksiyon icin nefrostomi veya stent



Plevrit ve Pnomoni

® Keskin ve bicak saplanir tarzi agri
® Plevrit; infeksiyoz veya noninfeksiy6z nedenli

® Respiratuvar semptomlar ve gogsu iceren atipik
agri, akciger grafisiile tani



Radiculitis

Lomber veya alt torasik sinir koklerinde injuri

Kostovertebral bileskedeki yaralanma radiculit tipi
agri

® Transvers ¢ikinti kiriklari

® Agri10,11,12. kostalari etkilerse rahatsizlik dagilim
olarak renal koligi taklit eder ancak daha keskin

® Predispozan faktorler; kosta frakturleri, artrit, onceki
acik renal cerrahi vb.



Kosta Agrisi

® 11. ve 12. kostalarda kirik ya da yaralanma
® Travma veya uzamis siddetli 6ksuruk sonrasi

® Kirik kostadan dolayi renal yaralanma nadir
ancak mumkun

® Kostokondrit ve kosta inflamasyonu



Bobrek TUmorler;

Direk veya kapsul gerilmesi ile indirek agri
TUmMOor trombuUsu — akut Ureteral obstriksiyon
® Renal Cell Ca, onkositoma ve angiyomyolipoma

® Primer tUmor genislemesi— obstruksiyon




Retroperitoneal Fibrosis

Retroperitoneal organlarda fibroz doku asir buyimesi
Idiopatik bir hastalik

Ureteri etkilerse orta hatta deviasyon

® Ureteral obstruksiyon, hidronefroz ve renal yetmezlik

® Etiyolojide metiserjid kullanimi, bazi maligniteler ve
ancak ¢cogu bilinmiyor

® Tedavi; Ureterolizis (Ureterin fibroz dokudan
cikartilmasi)



Ureteral Darlik

® Travma, cerrahi girisim, radyasyon, tas pasajl,
enfeksiyon veya diger injuriler

® En sik Ureteropelvik ve Ureterovezikal bileskede



Akut Renal Infarkt

® Baslangic¢ta genelde yanlis tani

® >50 yas, tromboemboli 6ykisU ve kronik atrial
fibrilasyon——yUksek risk faktorleri

® Tek tarafli yan agrisi, hematuri
® Ates, bulanti, kusma, LDH ve |6kosit artisi

® Tedavi; heparin




Diger Nedenler

Retrocaval Ureter
Crohn hastaligi
DiverticUlit

Apandisit
Akut miyokardial infarktis

I(;e§fitli re)troperitoneal hastaliklar (6rn; lymphoceles,
enfoma

Renal ven trombozu

“*Nutcracker sendromu” (sol renal venin aort ile superior
mesenterik arter arasinda sikismasi)



Diger Nedenler

® Sol renal ven—aort fistulU, oral kontraseptiflerin
indUkledigi kasik agrisi sendromu

® Glomerilonefrit

® Berger Hastaligi (IgA nefropatisi)
® Akut nefrit

® Polikistik bobrek hastalig

® lliak osteomyelit

® Kolesistit

Adrenal timorler ve hemoraji
Kolon kanseri

Splenik infarkt



Renal Kolik

® Siklikla bobrek tas hastaligina bagl
® Hastalarin bircogunda tas ve kolik 6ykusu +

® Agri kosto-vertebral agida, kiunt, surekli ve
kivrandirici

® Bulanti ve kusma, psikomotor ajitasyon, kosto-
vertebral a¢I hassasiyeti

® Enfeksiyon yoksa ates gozlenmez.



Patofizyoloji

Ureteral obstriksiyon

I

intraluminal basing artisi

l

mukozada sonlanan sinir u¢larinin gerilmesi

kolik agri



Klinik

® Hastalarin %29’ unda rebound

%6’ sinda defans
%8’ inde rijidite

® Hastalarin %85’ inde hematiri vardir ancak
sadece %30 hastada gros hematuri gorulor.

M, lkonen J, Lipponen P: Usefulness of history-taking, physical examination and diagnostic scoring in
ic. Eur Urol34: 467, 1998



Klinik

Tasta kotu prognoza neden olan faktorler:

®Renal fonksiyonun risk altinda oldugu durumlar: DM,
HT, bobrek ¢ikis yetmezligi, tek bobrek, transplant
veya atnali bobrek)

®Tasa bagh girisim veya tedavi 6ykusU olanlar:
(dUsurme, stent, Ureterostomi)

®Enfeksiyon varlgi:( Uriner sistem enfeksiyon
bulgulari, sistemik hastalik, hipotansiyon, ates)



Klinik

® Ureter Ust ucg taslarinda testise yayilabilir.
® Orta Ureter taslarinda klinik,

sag Ureter taslarinda apandisit,

sol Ureter taslarinda divetikulit

ile karisabilir.



Klinik

® Tanida renal koligi taklit eden onemli iki neden

dislanmalidir:

® abdominal aort anevrizmasi

® renal arter infarktUsu



Klinik

® Klinik bir skorlama sistemi, 12 saatten kisa siren
abdominal agri, bel agrisi veya kosto-vertebral
a¢l hassasiyeti ve hematuirinin (>10
eritrosit/mikroskop alani) akut renal koligin en
onemli bulgularn oldugunu gostermistir.*

elinen M, lkonen J, Lipponen P. Usefulness of history-taking, physical examination and diagnostic scoring in acute renal
ur Urol 1998; 34: 467-473
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Diizey Kamt tipi

la Karit randomize cahsmalarm meta-analizinden elde edilmistir

1b Kanit en az bir randomize ¢calismadan elde edilmistir

2a Kanit randomize olmayan iyi tasarlanms kontrollii bir
cahsmadan elde edilmistir

2b  Kanit iyi tasarlanmms en az bir diger yari-deneysel
cahsmadan elde edilmistir

3 Kanit karalastrmah cahsmalar, bagint cahsmalan veya
olgu bildirimi gibi iyi tasarlanms deneysel olmayan
¢ahsmalardan elde edilmistir

4 Kanit uzman komitesi raporlanndan veya saygm otoritelerin
gorisglerinden veya klinik deneyimlerinden elde edilmistir

Derece  Onerinin yapist

A Ozgill onerileri ele alan en az bir randomize cahsmay
iceren, iyi kalitede ve tutarh klinik calismalar temel almr

B lyi yapilmus, ancak randomize klinik calisma icermeyen
klinik cahsmalar temel alimr
C Dogrudan uygulanmus iyi kaliteli cabsmalarm yokluguna

kars: yapilan oneri



Table 2.1: X-ray characteristics

Radiopaque Poor radiopacity Radiolucent

Calcium oxalate dihydrate Magnesium ammonium phosphate |Uric acid

Calcium oxalate monohydrate Apatite Ammonium urate

Calcium phosphates Cystine Xanthine
2,8-dihydroxyadenine
Drug-stones (Section 11.11)

Table 2.2: Stones classified by aetiology*

Mon-infection stones

* Calcium oxalate

* Calcium phosphate {including brushite and carbonate apatite)

* Unc acid

Infection stones

. h.ﬂagnesiurn ammonium phosphate

« Carbonate apatite

* Ammonium urate

Genetic causes

» Cystine

» Xanthine

s 2 B-dihydroxyadenine

I'.'lmE stones




Tani

Standart degerlendirme;
® Ayrintili tibbi oykd
® Fizik muayene

® Klinik tani uygun goruntuleme metodlariile
desteklenmeli
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Tani

Recommendation LE

GR

A‘r

With fever or solitary kidney, and when diagnosis is doubtful, immediate imaging is indicated |4

® USG primer tani araci olarak kullanilmal
® Acil mudahaleler gecikmemeli
® Sensitivite % 19-93 ve spesifite 84-100%*.

lete D, Pace KT, et al. Limitations to ultrasound in the detection and measurement of
i. Urology 2010 Aug;76(2):295-300.




Tani

® KUB radyografi; sensitivite % 44-77 ve spesifisite
%80-87*

® Kontrassiz BT dusunuilUyorsa radyogram
gereksiz**

® KUB radyografi taslarin radyoopak radyolusent
ayirminda faydal 2




Tani

Recommendation

LE

GR

NCCT should be used to confirm stone diagho-
sis in patients with acute flank pain, because it
is superior to IVU.

Ta

edebilir.

® Kontrastsiz BT akut yan agrisinin tanisiicin bir
standart olmustur ve IVU'nin yerini almistir.

® Tas yoksa karin agrisinin diger sebeplerini tespit




Tani

® Kontrastsiz BT IVU"ya gore daha yUksek sensitivite ve
spesifiteye sahip

Reference NCCT VU

Sensitivity Specificity Sensitivity Specificity
Miller (5) 96% 100% 87% 94%
Niall (7) 100% 92% 64% 92%
Sourtzis (4) 100% 100% 66% 100%
Yilmaz (6) 94% 97% 52% 94%
Wang (8) 98% 100% 59% 100%

Sourtzis S, Thibeau JF, Damry N, et al. Radiologic investigation of renal colic: unenhanced helical CT compared with excretory

urography. AIR Am J Roentgenol 1999 Jun;172(6):1491-4.

Miller OF, Rineer SK, Reichard SR, et al. Prospective comparison of unenhanced spiral computed tomography and intravenous
ram in the evaluation of acute flank pain. Urology 1998 Dec;52(6):982-7.




Tani
Kontrastsiz BT;

® Urik asit ve ksantin taslarini (radyogramda radyolusent )
tespit edebilir.

® Baziilag taslarini (6rn: indinavir) gostermeyebilir.
® Tas capini, i¢ yapisini ve dansitesini gosterebilir.

® Cilt-tas mesafesini olcebilir (ESWL icin nemli)




Tani

Kontrastsiz BT;
® Renal fonksiyonlar
® Toplayici sistem anatomisi

hakkinda yeterli bilgi olmasa da avantajli



Tani

Low Grade CT
® Radyasyon riski dusuk doz BT ile azaltilabilir.

® BMI < 30 olanlarda < 3 mm taslar igin sensitivite
% 86

® >3 mm taslar i¢in sensitivite % 100*

® Bir metaanalizde sensitivite %96.6 ve
specificite % 94.9 olarak bildirilmistir.**

*Jellison FC, Smith JC, Heldt JP, et al. Effect of low dose radiation computerized tomography protocols
istal ureteral calculus detection. J Urol 2009 Dec;182(6):2762-7.
.ncbi.nlm.nih.gov/pubmed/19837431

T, Kollmann T, Bongartz G. Diagnostic performance of low-dose CT for the detection of
meta-analysis. AJR Am J Roentgenol 2008 Aug;191(2):396-401.



Tani

Racommendation

If NCCT is indicated in patients with BMI < 30, use a low-dose technigue.

1o

Table 2.2: Radiation axposure of imaging modalities (19-22)

Method Radiation exposure [mSv)
KUB radiography 0.5-1

VU 13-3.5

Regular-dose NCCT 455

Low-dose NCCT 059719

Enhanced CT 25-35




Tani

® Renal taslar icin ileri tedavi planlanan hastalarin
degerlendirilmesinde kontrasth géruontileme
teknikleri dnerilmektedir.

Recommendation LE

GH

A contrast study is recommended if stone removal is planned and the anatomy of the renal J
collecting system needs to be assessed.

Enhanced CT iz preferable because it enables 30 reconstruction of the collecting system, as
well as measurement of stone density and skin-to-stone distance. VU may also be used.




IVP: Tani

® Son yillarda noninvaziv goruntuleme
yontemleriyle tanida kulanimi azalmaktadir.

® Cerrahiislemler oncesi uriner sistemin ayrintili
anatomik goruntulenmesine olanak saglar

® Uroepitelyel tumor suphesinde, renal kolik atagi
geciren tas saptanamayan diyabetiklerdeki renal
papiller nekroz tanisinda faydalidir.




MR- Tani

®Gebe ve cocuklarda tasin ve obstruksiyon teshisinde
IVP ve BT'ye alternatif bir tetkiktir,

®*MR Urografi 6zellikle gebelerde obstriktif Gropatinin
teshisinde faydalidir

®Gebelerdeki fizyolojik dilatasyon ile patolojik
dilatasyon ayrimini yapar

®Gebelerde ve atipik sikayeti olan ¢ocuklarda tercih

edilebilir.



Tani
Doppler USG

® Doppler ultrasonografi, renal rezistivite indeksi
olcimU yapilarak obstriktif Gropatilerin
tanisinda kullanilabilir.

® Renal rezistivite indeksi 6lciminin %90
sensitivite, %100 spesifiteye sahip

® Soliter bobrekli veya bilateral renal
obstruksiyonlu hastalarda degeri az

® Non-steroid antiinflamatuar ilag alanlarda
tanisal degeri az




Tani

RI: pik sistolik hiz — diastol sonu hiz
pik sistolik hiz

Rezistivite indeksi renal obstriiksiyon
hakkinda bilgi verir.

0.70 veya uzeri degerler akut Ureterik
obstruksiyona isaret edebilir.

Etkilenen ve kontralateral bobrek
arasinda 0.04 veya daha fazla fark
olmasi akut Ureterik obstriksiyona
isaret edebilir.

ID:
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Tani

Biyokimyasal Calismalar

®Her Urolitiyazisli hasta dUsUk veya yuksek risk
ayirimi yapilmaksizin gérintilemenin otesinde
idrar ve serum analizine ihtiyag¢ duyar.



Tani

Table 3.3: Recommendations: basic laboratory analysis - emergency urolithiasis patients (1-4)

Urinea

Urinary sediment/dipstick test of spot urine sample
* red cells

» white cells

* nitrite

* approximate urine pH

Urine culiure or microscopy

A-i

Blood

Serum blood sample
+ creatinine

* uric acid

* jonised calcium

+ sodium

* potassium

A‘i

Blood cell count
CRP

Ai

If intervention is likely or planned:
Coagulation test (PTT and INR)

A‘l




Tani

® Idrar tetkiki enfeksiyonu dislamak icin istenmeli

® Dogurganlik cagindaki kadinlarda renal kolik ayirici
tanisinda gebelik testi!!!

® Hematuri (= 5 Eritrosit/bUyUk bUuyUtme alaninda) yada
yoklugu hekimi yaniltabilir.

® Hematuri nefrolityazisli hastalarin %10-15'inde yoktur.

® Yan agrili ve hematurili hastalarin yaklasik % 24'Gnde

urolitiyazisin radyolojik kaniti yoktur.



Tani

® Acil olmayan tas hastalarinda sodyum, potasyum,
CRP ve koagulasyon testleri ertelenebilir.

® Sadece tas hastaligi tekrarlama agisindan yuksek
riskli hastalara ileri analitik programlar uygulanmal
(metabolik arastirmalar gibi)

maier WL, Berg W, et al. Diagnosis and metaphylaxis of stone disease. Consensus concept of the National Working
e Disease for the upcoming German Urolithiasis Guideline. World J Urol 2005 Nov;23(5):309-23.



Tani

® Tas analizi ilk olustugu zaman yapilmal

® Hastalara analiz i¢in tasi elde etmeleri amaciyla
idrarlarini sizmeleri 6gretilmeli

® Tas pasaji ve normal renal fonksiyonlarin restore
edildigi dogrulanmalidir.

® Analizde kullanilan metodlar; infrared
spectroscopy (IRS) veya X-ray diffraction (XRD)*

e A, Kruse R, Geilenkeuser WJ, et al. Quality control in urinary stone analysis: results of 44 ring trials (1980-2001). Clin
Med 2005;43(3):298-303.



Tani

Recommendations LE |GR

Ahways perform stone analysis in first-time formers using a valid procedure (XRD or [RS). 2 |A

Repeat stone analysis in patients: 2 |B
* presenting with reccurent stones despite drug therapy,

« with early recurrence after complete stone clearance;
« with late recumence after a long stone-free period because stone composition may
change (3).

andel |, Fryjoff K, et al. Conversion of calcium oxalate to calcium phosphate with recurrent stone
| 2003 Jun;169(6):2026-9.



Tedavi

Acil Serviste Uriner Tas Tedavisi

®Agr kontrolu

®Bulanti kusmanin tedavisi

®Enfeksiyon varliginda antibiyotik tedavisi
®Tasin atilmasi icin medikal tedavi
®Obstruksiyonun renal fonksiyon kaybetmeden
giderilmesi



Tedavi

Racommendations GR

In acute stone epizodes, pain relief should be initiated immediately. A

Whenever possible, an NSAID should be the first drug of choice. A

® Akut tas ataginda ilk terapotik adim agrinin
giderilmesidir.

Statemeant LE

For symptomatic ureteral stones, urgent SWL as first-line treatment is a feasible option (39). 1b

zzi SC, Ricci C, Gaeta M, et al. Urgent shock wave lithotripsy as first-line treatment for ureteral
: @ meta-analysis of 570 patients. Urol Res 2012 Dec;40(6):725-31.



Tedavi

4.1.3  Recommendations for analgesia during renal colic

LE |GR
First choice: start with an NSAID, e.q. diclofenac®, indomethacin or ibuprofen™. b |A
Second choice: hydromorphing, pentazocing or tramadol. - G
Use a-Dlockers to reduce recument colics. la |A

"Affects glomerular fifration rate (GFR) in patients with reduced renal function (15) (LE: Za).
“Recommended to counferact recurrent pain after ureteral coilic.




Diinya Saglk Orgiiti “analiezik merdiveni’

Basamak 1
Opioid olmayan analjezikler
+adjuvan analjezikler

Basamak 2

Opioid olmayan analjezikler
+ zayif opioidler

+ adjuvan analjezikler

Basamak 3

Opioid olmayan analjezikler
+ gucla opioidler

+ adjuvan analjezikler




Tedavi

® Akut renal kolikli hastada ilk tercih NSAII

® NSAII lar renal kolikte opioidlerden daha iyi
analjezik etkinlige sahip

® NSAIl alan hastalarda kisa donemde ileri
analjezik ihtiyaci olasihgi daha disuk



Tedavi

® Yapilan ¢ift kor, plasebo-kontrol gruplu bir
calisma, tekrarlayan renal kolik agri ataklarinin,
gunde 3 kez somg diklofenak kullanimi ile 7 gin
icerisinde kontrol altina alinabilicegini
belirtmistir*

, Hafner Z, Rotenberg Z, Fadilla M, Garty M. Comparison of ketorolac and diclofenac in the
renal colic. Eur J Clin Pharmacol 1998; 54: 455-458



Tedavi

2014 EAU kilavuzlarina gore;

® Spontan pasaji dusunulen Ureter taslarinda
diklofenak sodyumun 100-150 mg/gun oral ve
supozituar formlarinin 3-10 gin boyunca
kullaniminin inflamasyon ve tekrarlayan agri riskini
azaltabilecegi belirtilmistir.



Tedavi

® Medikal olarak analjezide basari saglanamazsa,
stent veya perkiUtan nefrostomi ile drenaj
yapilmasi veya tasin ¢ikarilmasi dnerilmektedir.



Tedavi

® Opioidler ozellikle pethidin yUksek kusma
oranlarina sahip

® lleri analjezik ihtiyaci orani yiksek

® Analjezik olarak pethidin 6nerilmiyor.

oldgate A, Pollock T. Nonsteroidal anti-inflammatory drugs (NSAIDs) versus opioids for acute renal colic. Cochrane
base Syst Rev 2005 Apr;(2):CD0o04137.

AlIDs vs. opiates for pain in acute renal colic. Am Fam Physician 2004 Nov;70(9):1682.



Tedavi

Antiemetik tedavi;
*Siddetli bulanti kusma eslik eder

®*Hem narkotikler hemde tasin kendisi bulanti kusmaya
sebep olabilir

®*Metoklopramid renal kolik hastalarinda spesifik olarak
calisiimis tek antiemetiktir.

® Ayaktan hasta tedavisinde prochlorperazine, and
hydroxyzine de kullanilabilir.



Tedavi

AntidiUretik tedavi;

*Desmopressin(DDAVP) (potent bir diUretik)
®Renal kolik agrisinda dramatik azalma
®Intranazal ve intravendz uygulama

®*Hayvan calismalarinda ortalama intrauretral basingta
azalma

®Insan calismalarinda % 50 hastada agrida tam dizelme
®Renal pelvik ve Ureteral kaslarda gevseme

®Hipotalamik beta endorfinlerin salinimi



Tedavi

® Zorlu IV hidrasyonun minimal hidrasyonla
karsilastirildigi calismalarda agri kontrolu veya
tas gecisi acisindan bir fark yok.*

® Ayni zamansa zorlu diurez de tas atilimini
hizlandirmaz.

et al. J Endourol 2006; 20:713



Tedavi

Obstrikte bobrekte sepsis yonetimi;

®Bobrek tasi olan hastada antibiyotik kullanimi
halen tartismall

*Tikali ve enfekte bir bobrek Urolojik bir acildir

®Acil dekompresyon infekte hidronefrozdailer:
komplikasyonlar 6nlemek acgisindan gereklidir.

®Optimal dekompresyon metodu tanimlanmadi

°*Dekompresyon metodlari;

® Ureteral kateter

® Perkitan nefrostomi kateteri

Pearle M3, Pierce HL, Miller GL, et al. Optimal method of urgent decompression of the collecting
system for obstruction and infection due to ureteral calculi. J Urol 1998 Oct;1604):1260-4.




Tedavi

Obstruksiyonun acilen kaldirilmasi i¢in stent
endikasyonlari

Uriner enfeksiyonun eslik ettigi Griner sistem
obstruksiyonu

® Urosepsis
Inatgi agri ve/veya kusma

Tek veya transplante bir bdbregin obstruksiyonu

® Bilateral tikayici taslar

® Gebelikte Ureter tasi obstriksiyonu



Tedavi

catheters are equally effective.

Recommendations LE GR
For sepsis with obstructing stones, the collecting system should be urgently decompressed, 1b A
using percutaneous drainage or ureteral stenting.

Definitive treatment of the stone should be delayed until sepsis is resolved. 1b A
Statement LE
For decompression of the renal collecting system, ureteral stents and percutaneous nephrostomy 1b

® Tas ¢cikarma islemi enfeksiyon tamamiyla
temizleninceye kadar ertelenebilir.

gerekebilir.

® Acil nefrektomi yUksek komplike vakalarda




Tedavi

Enfeksiyonlar icin dnerilen IV antibiyotikler:

1-3 mg/kg/gun gentamisin veya tobramisin + 1-2 gr
ampisilin 4 h'de bir

Piperasilin-tazobactam 3,375grher 6 h
Cefepime 2 grher8h

Tikarsilin klavunat 3,2 grher6 h
Ciprofloksasin 400 mg her12 h

Oral tedavi:

Ciprofloksasin coomg po ginde 2 10-14 gUn,
Levofloksasin oo mg ginde 1 10-14 gun,
Cefpodoxime 200 mg gunde 2 kez 10-14 gin



Tedavi

Racommendations

GR

Golict rne for antibiogram test follwing decompressian

tart anfiotics immediately thereatter (+ intensive care f necassany)

Re-eyaluate antbiatic regimen following antibiogram findings.

Iﬁ‘i




Tedavi

Active medical expulsive therapy

® Tas pasaji mumkun olan hastalarda
® Ureteral kaslarda gevseme

® Ca kanal pompasinin inhibisyonu

® Alfa reseptor blokaiji

exist to support the use of corticostercids in combination with «-blockers as an accelerating adjunct
(3,21,34,35).

Statement LE
There is good evidence that MET accelerates spontanecus passage of ureteral stones and fragments | 1a
generated with SWL, and limits pain (2-18).

Statement LE
There is no evidence to support the use of corficosteroids as monotherapy for MET. Insufficient data 10




Table 5.1: Likelihood of ureteral stone passage of ureteral stones (2)

Tedavi

Ureter taslarinin ¢ikariimasi

indicated (Chapter &), observation with penodic evaluation is an optional initial treatment.

Stone size Average time to pass Percentage of passages (95% Cl)
< 5 mm (n=224) 68% (£46-85%)

=5 mm (m=104) 47% (36-58%)

< 2 mm 31 days

2-4 mm 40 days

4-6 mm 39 days

Recommendations LE |GR
In patients with newly diagnosed ureteral 2tones < 10 mm, and if active removal is not 1a A

observation.*

Such patients may be offered appropriate medical therapy to facilitate stone passage during




Tedavi

Bobrek taslari

Statament LE
It i= =till debatable whether kidney stones should be treated, or whether annual follow-up is sufficient |4
for asymptomatic caliceal stones that have remained stable for 6 months.

Recommendations GR
Kidney stones should be treated in case of growth, formation of de novo obstruction, associated Ar
infection, and acute or chronic pain.

Comorbidity and patient preference need to be taken into consideration when making treatment C
decisions.

If kidney stones are not treated, periodic evaluation is needed. A*




Tedavi

Yatis icin endikasyonlar

® Inatciagri ve kusma

® Ates,

® Urosepsis

® Uriner enfeksiyon isaretleri ile beraber obstruktif taslar
® Obstruksiyonla beraber tek veya transplante bobrek

® Akut bobrek yetmezligi

® Uriner ekstravasasyon

Hiperkalsemik kriz

Ciddi medikal komorbitide



Sonug

“ Abdominal aort diseksiyonu/ anevrizmasi ve renal arter infarktisi
ayirici tanida goz onunde tutulmali

® Dogurganlik cagindaki kadinlarda renal kolik ayirici tanisinda gebelik
testi!!!

® Tikal ve enfekte bir bobrek Grolojik bir acildir ve hemen
dekompresyon gerekir.



Urol Int. 2014;92(3):253-7. doi: 10.1159/000358015. Epub 2014 Feb 26.

Hyoscine N-butylbromide (buscopan®) in the treatment of acute ureteral colic: what is the evidence?
Papadopoulos G*, Bourdoumis A, Kachrilas S, Bach C, Buchholz N, Masood J.

Author information

Abstract

Objective: To investigate the evidence for the use of hyoscine N-butylbromide (HBB) in the treatment of acute renal colic.
Methods: A literature search was performed using the keywords 'hyoscine N-butylbromide', 'ureteral colic', 'spasmolytic’,
‘anticholinergic' and 'analgesia'. The articles were given the appropriate level of evidence according to the Oxford Centre for
Evidence-Based Medicine Levels of Evidence guidelines. Results: The analgesic effect of HBB as monotherapy is inferior to
that of opioids and/or non-steroidal anti-inflammatory drugs (NSAIDs). It does provide an analgesic and antispasmodic effect,
but not as long-lasting as NSAIDs. HBB does not serve as an adjunct to opioids. Furthermore, it does not facilitate passage of
ureteral stones and has no effect on expulsion rate. Conclusions: HBB is often used where urinary tract smooth muscle spasm
is thought to be part of the pathophysiological process. According to the evidence, administration of HBB follows non-
peer-reviewed protocols which are based on empiric recommendations. Its role is still unclear, as it appears to have no
advantage when used as monotherapy over established forms of analgesia. There appears to be a time-dependent relation
to pain reduction following parenteral administration, but this needs to be confirmed by more prospective randomized
cohorts. © 2014 S. Karger AG, Basel.
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CJEM. 2014 Feb 1;16(0):8-14.

Prevalence of alternative diagnoses in patients with suspected uncomplicated renal colic undergoing computed
tomography: a prospective study.

Pernet J, Abergel S, Parra J, Ayed A, Bokobza J, Renard-Penna R, Tostivint |, Bitker MO, Riou B, Freund Y.

Abstract

ABSTRACTObjectives:Unenhanced computed tomography (CT) has become a standard imaging technique for
uncomplicatedrenal colic in many countries. The appropriate timing of CT imaging has not been established, and guidelines
recommend that this imaging be performed between 1 and 7 days of presentation. The primary objective of this study was to
determine the prevalence of alternative diagnosis identified with low-dose unenhanced CT in the emergency department (ED)
in patients with suspected uncomplicated renal colic.Methods:This prospective single-centre study was carried out in a large
university hospital ED. Over a 6-month period, all patients with clinically diagnosed renal colic and a plan to be discharged
underwent low-dose unenhanced CT in the ED. Pregnant women, women of childbearing age not wiﬁing to have a pregnanc
test, and patients who had already undergone diagnostic imaging were excluded. The primary outcome was the number an
nature of the alternative diagnosis. Univariate analyses were performed to assess factors associated with the primary
outcome.Results:A total of 178 patients were screened, and 155 underwent CT in the ED. The mean age was 42.2 years; 69%
were male. The diagnosis of uncomplicated renal colic was confirmed in 118 participants (76%); 27 (17%) had an inconclusive
CT scan. Overall, 10 patients (6%; 95% confidence interval [Cl] 3-10) had an alternative diagnosis, 5 of whom were
subsequently hospitalized.

Conclusion:Low-dose unenhanced CT in the ED detects alternative diagnoses in 6% (95% Cl 3-10) of patients with
suspected uncomplicated renal colic, half of whom are subsequently hospitalized. Our prospective findings, which were
similar to those reported in retrospective studies, are a potential argument Por a systematic approach to ED imaging in
suspected renal colic. Future research involving intervention and control groups would be helpful.
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Indian J Urol. 2014 Apr;30(2):137-143.
Should low-dose computed tomography kidneys, ureter and bladder be the new investigation of choice in
suspected renal colic?: A systematic review.

Drake T?, Jain N?, Bryant T3, Wilson I3, Somani BK*.
Author information

Abstract

INTRODUCTION:

Computed tomography kidneys, ureter and bladder (CTKUB) is the accepted gold standard investigation for

suspected renal colic. Dose considerations are particularly pertinent in the context of detecting urolithiasis given the high
risk of disease recurrence, which can necessitate multiple radiological examinations over the lifetime of a stone-former.
We performed a systematic review of the literature to see whether there was any evidence that reducing the effective
radiation dose of a CTKUB compromised the diagnostic accuracy of the scan.

MATERIALS AND METHODS:

Relevant databases including MedLine, EMBASE, DARE and the Cochrane Library were searched from inception to
October 2012. All English language articles reporting on prospective studies where non-contrast, low-dose CT (LDCT) was
used to investigate adults (males and non-pregnant females) presenting with flank pain or suspected urolithiasis were
included. LDCT was defined as an effective radiation dose <3 mSv per examination.

RESULTS:

Our initial search identified 497 records. After removing duplicates, 390 abstracts were screened, of which 375 were
excluded, principally because outcomes of interest were not presented. Six papers remained for the final analysis,
reporting on a total of go3 patients. Individual studies showed a prevalence of urolithiasis ranging between 36% and 88%,
with additional pathologies found in 5-16%. The effective radiation dose of the LDCT techniques used ranged from o.5 to
2.8 mSv. The sensitivity of LDCT for diagnosing stone disease was 90-97% with a specificity of 86-100%.

CONCLUSIONS:

The sensitivity and specificity of CTKUB for diagnosing urolithiasis remains high, even when the effective radiation
dose is lowered. LDCT may miss some small stones (<3 mm), especially in obese patients (>30 kg/m?), but in this
group LDCT still identifies most alternative diagnoses. With at least one level 1A and two level 1B studies supporting
the use of LDCT, there is Grade A recommendation for its use as the first-line investigation in suspected renal colic in non-
obese patients.
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Therapeutic Approaches for Renal Colic in the Emergency Department: A Review Article.

Golzari SE?, Soleimanpour H?, Rahmani F3, Zamani Mehr N4, Safari S5, Heshmat Y2, Ebrahimi Bakhtavar H3.
Author information

Abstract

CONTEXT:

Renal colic is frequently described as the worst pain ever experienced, and management of this intense pain is necessary. The
object of our review was to discuss different approaches of pain control for patients with acute renal colic in the emergency
department.

EVIDENCE ACQUISITION:

Studies that discussed the treatment of renal colic pain were included in this review. We collected articles from reputable
internet databases.

RESULTS:

Our study showed that some new treatment approaches, such as the use of lidocaine or nerve blocks, can be used to
control the severe and persistent pain of renal colic.

CONCLUSIONS:

Some new approaches are discussed and their impact on renal colic pain control was compared with traditional therapies. The
effectiveness of the new approaches in this review is similar or even better than in traditional treatments.
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