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Pai cwong I.pi

RSHCM

< Than & nwdc 1a tinh trang gidn vd tring chra nwdc tiéu cua dai
bé than, co thé xay ra mdt bén hodc hai bén

< Sw gian clda hé thdng dai bé than 1a phan &ng doi va&i tinh trang
tac nghé&n hodc trao nguwoc nuwdc tiéu

< Cac phwong phap chan doan hinh anh dé phat hién than & nwéc
bao gdm: siéu am (ultrasound), chup cat I&p vi tinh (CT), chup

niéu do tinh mach (intravenous urography).
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Nguyén nhan

Bam sinh: van niéu dao sau.

Mac phai: tdc nghén do sdi

Vi tri

Puwdng tiét niéu trén: Niéu quan hodc phia trén

Puwdng tiét niéu dwdi: Bang quang, tuyén tién liét, niéu dao

Mot bén hoac
Hai bén

Tac nghén dwdng tiét niéu dwdi: Thwdng anh hwdng dén ca hai than

Tac nghé&n dwdng tiét niéu trén: Co thé chi anh hwdng dén mot than

Hoan toan hoac
M6t phan

Hoan toan: La nguyén nhan phd bién nhat gay vé niéu

M6t phan: Khé chan doan hon, lvong nuwdc tiéu co thé thay doi

Tai chd hoac
Bén ngoai

Tai chd: Xuat phat tir bén trong dwdng tiét niéu: séi, bwdu niéu mac, xo
hep.

Bén ngoai: Xuat phat tlr bén ngoai: khdi u bén ngoai dé vao
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Nguyén nhan cua than & nwéc mét bén fLe)s

 Tac nghén do sdi niéu quan, sdi bé than, séi dai than
 Tac nghén khuc ndi bé than niéu quan

« Cuc mau déng trong niéu quan gay tac nghén

« Tac nghén do budu niéu mac

« Chén ép mach mau: mach mau cuc dwdi bat thwérng hodc niéu quan
nam sau tinh mach chu.

 Chén ép ngoai niéu quan: Khodi U (lanh, ac), Nang, Hach bach huyét

RSHCM 2023



Nguyén nhan cua than & nwdc hai bén (@ )"

Tac nghén dwdng ra bang quang (BOO - Bladder Outlet Obstruction).
*Phi dai lanh tinh tuyén tién liét (BPH - Benign Prostatic Hyperplasia).
*Hep niéu dao.
*R4i loan phdi hop co that bang quang (DSD - Detrusor Sphincter Dyssynergia).
*Van niéu dao sau (Posterior Urethral Valve).
*Tac nghén niéu quan hai bén tai vi tri d6 vao bang quang.
Ung thw ¢b tlr cung giai doan tién trién tai ché.
Ung thw tuyén tién liét giai doan tién trién tai ché.
Ung thw trwe trang giai doan tién trién tai ché.
*Gidm kha nang gian né cla bang quang: bang quang than kinh (do chan thwong tly sbng, tat nit
d6t sbng), sau xa tri viing chau.
*VViém quanh niéu quan (Periureteric inflammation).
RSHCM 2023



Nguyén nhan cua than & nwdc hai bén

Do bé&nh ly rudt 1an can lién quan dén viém rudt man tinh (vi du: Crohn, viém loét dai trang) heoac™
bénh tui thra.

*Xo hda sau phuc mac (Retroperitoneal fibrosis).

V6 can (Idiopathic - chan doan sau khi loai trlr cac nguyén nhan khac).

*Viém déng mach quanh déng mach chu (Periarteritis) - phinh ddng mach chu, phinh dédng mach
chau.

«Sau xa tri.

*Thudc: methysergide, hydralazine, haloperidol, LSD, methyldopa, thuéc chen beta, phenacetin,
amphetamines.

*Bénh ac tinh: ung thw sau phuc mac (lymphoma, di can ttr ung thw vu...), hau hoa tri liéu.

Nhiém trung: lao (TB), giang mai (syphilis), 1au (gonorrhoea), nhiém trung tiét niéu man tinh
(chronic UTI).

«Sarcoidosis.

*Hep khuc ndi bé than-niéu quan hai bén (Bilateral PUJO - hiém gap).

*Than & nw&c trong thai ky (do tac déng gian co tron cua progesterone va sw chén ép niéu quan
b&i thai nhi).

Than & nwdec lién quan dén chuyén lwu nwéce tiéu bang éng héi trang (ileal conduit) - mot ty 1& dang
ké bé&nh nhan c6 than & nwdc hai bén du khéng-cé.tac nghén thuc sw.

*Sa0i niéu quén hai bén (hlém gép) RSHCM 2025



_____ Chéndoan K

% Siéu am va CTscan: thwdng duwoc st dung trong LS.

< Panh gia bién chirng cla than & nwdc: Nwdc, Nhiém khuan, U
mu, Sinh khi....

“*Nguyén nhan cua & nwéc

‘*Bénh canh:
= Tudi, Gidi,
= Dau, Sot,
= Cap tinh, man tinh,
= Tién can: chan thwong, ung thw, can thiép ngoai khoa
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Case lam sang 1: I.pi

RSHCM
~

Bé&nh nhan nam, 1988, nhap vién vi dau héng (T) kém sot khéng ro
nhiét d6 2 ngay

Kham:

Bé&nh nhan tinh, tiép xuc tot

M: 108 lan/phut, huyét ap: 120/80 mmHg

Bung mém

An dau héng (T)

Can lam sang: WBC: 20 K/uL, Procalcitonine: 3 ng/ml

RSHCM 2023



Than & nwédce do I Séi niéu quan chau (T)

MSCT: Than (T) & nwéce dob I, séi niéu quan chau (T) #7mm
CD: Than (T) & nwdc nhiém khuan do sdi niéu quan (T)
PT: Néi soi dat JJ (T)/ C-arm
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Case lam sang 2: I.pi

RSHCM

Bé&nh nhan ni, 1983, nhap vién vi dau héng (P), khéng sét, tiéu
duorc

Kham:

Bé&nh nhan tinh, tiép xuc tot

M: 80 lan/phut, huyét ap: 120/80 mmHg

Bung mém

An dau nhe héng (P)

Tién can: Noi soi tan séi niéu quan (P) lwng 2 lan
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Than & nwec do Il Niéu quan dan dén doan
MSCT: Than (P) & nwée do 11-11l, khdng séi niéu quan, nied"™§uan dan dén doan
lwng
CD: Than (P) & nwdc, hep niéu quan (P) lwng
PT: Phau thuét ndi soi tao hinh niéu quan-(P)
RSHCM 2025



Case lam sang 3: I.pi

RSHCM

Bé&nh nhan nir, 1983, nhap vién vi dau héng (T), khdng sot, tiéu
duorc

Kham:

Bé&nh nhan tinh, tiép xuc tot

M: 86 lan/phut, huyét ap: 130/70 mmHg
Bung mém

An dau nhe héng (P)

Tién can: THA, BTH2

RSHCM 2023



Than (T) & nwée do IV Theo dbi budu niéu mac niéu quan (T) chau

MSCT: Than (T) & nwéce do IV, theo doi bwéu niéu mac niéu quan (T) chau,
phinh ddng mach chu bung

CD: Than (T) & nwdce do 1V, theo ddi buwdu niéu mac niéu quan (T) chau, phinh
déng mach chu bung

PT: N6i soi tham sat sinh thiét bwéu
RSHCM 2023
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RSHCM

< Tac nghén cap tinh dworng tiét niéu dwdi: Pat dng théng niéu dao
> That bai cAn nhac m& bang quang ra da

< Tac nghén dwong tiét niéu trén: Diéu tri nguyén nhan co ban
ngay lap twc

< Trong cac trwdng hop cap tinh lién quan dén séi, nhw: Bién
chirng nhiém trung sot, suy than cap, diéu tri ndi khoa that bai >
Can dat stent JJ qua ndi soi bang quang dé dan lwu nudec tiéu tw
than va gidm than & nwdc > That bai > Dan lwu than qua da.
Mot s trwdng hop can lay sdi cap clru
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Phan biét Lot

“* Than & nwoc khu tru — Nang than

< Than & nwdce chi mé mdng (than mat chirc ndng) — Than
da nang.

** Than da nang +/- Than & nuwdc.

< nwde ci

RSHCM 2023
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<+ nwdc niéu quan do trao
ngwoc bang quang niéu
quan.

“*Nguyén nhan:
<K& hoach can thiép
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Ca lam sang ¢

han ¢ nwdc nhiém khuan
do sdi niéu quan.

<K& hoach can thiép: Mé&
than ra da bang Mono J
dwdi hwédng dan siéu am

e

%
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Ca lam sang i

<Viém than bé than sinh khi.

“*Nguyén nhan: Sadi niéu/
PbTb2

<K& hoach can thiép
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Ca lam sang

RSHCM

“*NOI soi nguwoc dong tan soiff R
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“*Nguyén nhan: sdi niéu
quan
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FIGURE 21.2 (A-C) Percutaneous renal access is obtained through the left middle calyx.
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Laparoscopic and Robotic Pyeloplasty

RSHCM

FIGURE 22.6 (A-C) Ureteropelvic junction (UPJ) dissection.

A

FIGURE 22.7 (A-C) Transection of UPJ and spatulation of proximal ureter along lateral aspect CV, crossing vessel; RP, renal pelvis;

UPJ, ureteropelvic junction.
RSHCM 2023



Endoscopic Management of Ureteral Strictures

RSHCM

UPJ
obstruction

FIGURE 20.2 (A) Nephroscopy with visualization of the ureteropelvic junction (UPJ). (B) Incision of the UPJ with endopyelotomy. (C) After
endopyelotomy, the UPJ is calibrated with a balloon dilator. (D) The endopyelotomy stent is placed with its widest portion across the UPJ.



10 mm camera port

5 mm working
ports

RSHCM

Note: Ports should be positioned more inferiorly to
compensate for the caudad location of the
A kidneys.

Narrowed segment

Outline of kidney
behind Line of Toldt

Hepatic flexure

Isthmus

Endo-GIA stapler

FIGURE 16.4 (A-F) Laparoscopic procedures for pyeloplasty and nephrectomy.




Table 16.4 Clinically significant causes of antenatal hydronephrosis®

Cause Incidence (%)  USS features

PUJO 11 Most have RPD >15mm with no

(see [ p. 672) ureteric dilatation. Bilateral in 10—40%

VUR 9 Ureter dilated to bladder * dilatation

(see L p. 662) of pelvicalyceal system

Mega ureter 4 Dilated ureter >7mm:; left side

(see L p. 666) affected more commonly than right
side

MCDK 2 Kidney is replaced by cysts of varying

(see [ p. 676) size; 30% risk of abnormality in the
contralateral kidney, i.e. PUJO, VUR

Ureterocele 2 Cystic area in the bladder, usually

(see [ p. 670) associated with a duplex kidney and
hydronephrosis due to obstruction
or reflux

PUV 1 Bilateral hydroureteronephrosis

(see L p. 674)

and distended, thick-walled
bladder, dilated posterior urethra,
oligohydramnios, and pulmonary
hypoplasia




Than & nwoc do thai ky ‘(@)"

RSHCM

< Than & nwdec 1a tinh trang gidan hé thong thu thap nwéc tiéu cla
than, Tinh trang nay cé the di kém v&i niéu quan & nwdce (gian
niéu quan) va dwoc coi la mét hién twong sinh ly binh thwdng
trong thai ky, thwong khong co trieu chirng.

< Than & nwédc xuat hién tir tuan thr 6-10 cla thai ky. Dén tuan
thtr 28, 90% phu nlr mang thai co tinh trang nay.

< Ty 1& mac dwdng nhw cao hon trong nhirng trwéng hop mang
thai dau tién.

< Than & nwdc do thai ky thuwdng tw hodi phuc trong vong 2 thang
sau sinh.
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Viém than sinh khi ot

Fig. 6.1 Enhanced axial CT scan demonstrating emphysematous pyelonephritis
(type ) affecting the left kidney.
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Van niéu dao sau

RSHCM

Valves

A Figure 41-2. Posterior urethral valves. Left: Dilatation of the prostatic urethra, hypertrophy of vesical wall and trigone in
stage of compensation; bilateral hydroureters secondary to trigonal hypertrophy. Right: Attenuation of bladder musculature
in stage of decompensation; advanced ureteral dilatation and tortuosity, usually secondary to vesicoureteral reflux.
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Junction of
ureters (no
obstruction)

\ Hydroureter

Junction of
ureters (with
obstruction)

RSHCM

Hydronephrosis

Ectopic

ureteral

orifice
A Figure 37-1. Duplication of the ureter. Incomplete . o
(Y) type with hydronephrosis of lower pole of left kidney. = F'_g‘"'f* 37-2. Duplication of the ureter. Cqmplete
Ureteroureteral (yo-yo) reflux can also occur and account duplication with reflux to lower pole of right kidney and

for the radiographic appearance.

chronic pyelonephritic scarring. Upper pole ureter of left
kidney is ectopic, and its associated renal parenchyma is
often dysplastic.

RSHCM 2023



Hydroureter
Hydronephrosis

Hydroureter

Ureteroceles
Ureterocele

A Figure 37-4. Ureterocele. Left: Orthotopic ureterocele associated with a single ureter. Right: Ureterocele associated
with ureteral duplication and poor function of upper pole of kidney.

RSHCM 2023
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A Figure 37-5. Ureterocele in a girl with a duplication. A: Ultrasound showing marked hydronephrosis of the right
upper pole (large arrow). The lower pole of the kidney is well preserved (small arrow). B: In contrast to an ectopic ureter,
the dilated distal right ureter ends in a large ureterocele (small arrow) within the bladder (large arrow).
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RK LONG _ BLADDER TRANS |,

A Figure 37-6. Ureterocele in a boy with a single system. A: Ultrasound showing moderate right hydronephrosis with a
dilated proximal ureter. B: The right distal ureter ends in a small orthotopic ureterocele within the bladder (arrow).
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Hydronephrosis

Blunted
calyces
Ureteropelvic
junction
obstruction
Hydroureter
(especially distally)

A peristaltic segment

A Figure 37-9. Congenital ureteral obstruction. Left: Right ureteropelvic junction obstruction with hydronephrosis.
Right: Left ureterovesical junction obstruction (obstructed megaureter) with hydroureteronephrosis.

RSHCM 2023



A Figure 37-10. Ureteropelvic junction obstruction
discovered after trauma. CT scan in an 18-year-old boy
performed after abdominal trauma shows a markedly
hydronephrotic right kidney (small arrows) and a urinoma
due to urinary extravasation from a rupture of the renal
pelvis (large arrow).

RSHCM 2023

A Figure 37-8. Retrocaval ureter. An intravenous urogram
showing the classic appearance of a J-hooking of the ureter
behind the inferior vena cava (arrow).
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Bladder

Bladder

A Figure 37-7. Ectopic ureter. A:Voiding cystourethrogram in a boy showing voiding into the posterior urethra with
reflux into a very dilated ureter, seen entering the prostatic urethra (arrow). B: A voiding cystourethrogram in a girl
showing voiding with reflux into a very dilated ureter and continuing all the way up to a dilated lower pole of the right
kidney. Note that the ureter is ectopic, entering the proximal urethra (arrow).

RSHCM 2023
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Renal pelvis

— — = (LT KidneyBKG)
2000

Renal pelvis

o Number of counts in the kidney

Time (min)

A Figure 37-11. Ureteropelvic junction obstruction after prenatal hydronephrosis. A: An ultrasound shows marked
hydronephrosis with a large renal pelvis and dilated calyces. There is some preservation of renal parenchyma (arrows).
B: Images taken every 5 minutes from the *™Tc-MAG3 diuretic renogram showing good function on the left kidney, but
hydronephrosis and slow drainage from the kidney. The asterisk indicates when furosemide is given. Of note, there is
no increase in drainage from the left kidney after furosemide. C: The computer-calculated time/activity curves from the
renogram pictures. Both kidneys have good function (high counts in the first couple of minutes). The right kidney
(solid line) excretes the radioisotope rapidly. There is poor drainage of the left kidney (dotted line). D: A retrograde
pyelogram demonstrates a normal ureter with obstruction at the ureteropelvic junction (arrow) and a large renal pelvis
above the obstruction.
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A Figure 32-2. Simple cyst. Upper left: Large cyst displacing lower pole laterally. Upper right: Section of kidney show-
ing one large and a few small cysts. Lower left: Excretory urogram showing soft-tissue mass in upper pole of right kidney.
Elongation and distortion of upper calyces by cyst. Lower right: Infusion nephrotomogram showing large cyst in upper
renal pole distorting upper calyces and dislocating upper portion of kidney laterally.

2025

Pelvis and
calices

A Figure 32-1. Polycystic kidney. Multiple cysts deep in
the parenchyma and on the surface. Note distortion of the
calyces by the cysts.

RSHCM



Stenosis of
renal artery

Toaom oo

Vena cava

A Figure 18-6. Late pathologic findings in renal trauma. Left: Ureteropelvic stenosis with hydronephrosis secondary
to fibrosis from extravasation of blood and urine. Right: Atrophy of kidney caused by injury (stenosis) of arterial blood
supply.
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A Figure 15-1. Pathogenesis of tuberculosis of the urinary tract.



A Figure 15-2. Radiologic evidence of tuberculosis. Upper left: Excretory urogram showing “moth-eaten” calyces in
upper renal poles. Calcifications in upper calyces; right upper ureter is straight and dilated. Upper right: Excretory
urogram showing ulcerated and dilated calyces on the left. Lower left: Abdominal computed tomography (CT) with
contrast showing left renal tuberculosis with calcification, poor parenchymal perfusion, and surrounding inflammation.
Lower right: Noncontrast abdominal CT showing late effects of renal TB with calyceal dilation, loss of parenchyma, and
urothelial calcifications. (CT images used with permission from Fergus Coakley, MD, UCSF Radiology.)
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A Figure 12-2. Mechanisms and results of obstruction. Upper left: Early stage. Elongation and dilatation of ureter due
to mild obstruction. Upper center: Later stage. Further dilatation and elongation with kinking of the ureter; fibrous bands
cause further kinking. Upper right: Intrarenal pelvis. Obstruction transmits all back pressure to parenchyma. Lower:
Extrarenal pelvis, when obstructed, allows some of the increased pressure to be dissipated by the pelvis.
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A Figure 12-3. Pathogenesis of bilateral hydronephrosis. Progressive changes in bladder, ureters, and kidneys from
obstruction of an enlarged prostate: thickening of bladder wall, dilatation and elongation of ureters, and hydronephrosis.
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A Figure 12-6. Pathogenesis of unilateral hydronephrosis. Progressive changes in ureter and kidney secondary to
obstructing calculus (arrowheads). As the right kidney undergoes gradual destruction, the left kidney gradually enlarges
(compensatory hypertrophy).



A Figure 6-30. CT scans: kidneys. Upper left: Transitional cell carcinoma. Delayed image CT urogram demonstrates an
irregular nodular filling defect in the right upper collecting system (arrow). Upper right: 42-year-old woman with severe
right pyelonephritis. An image through the midpole of the right kidney reveals an enlarged kidney with marked destruc-
tion and striation of the renal parenchyma. Note the multiple low-density fluid collections. Lower left: Exophytic renal
cell carcinoma. An image through the midpole of the left kidney shows a mass that may be of renal cortical or collect-
ing system origin. Lower right: A lower image in the same patient reveals that the mass arises from the kidney, as the
contrast-containing collecting system is splayed by the mass. The renal vein is displaced anteriorly by the mass but was
free of thrombus.
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Cam on sy theo dai ciia Quy Dong nghiép
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