. s}o‘pp i VENDREDI 22 JANVIER 2016 PARI S LES PATIENT(E)S A RISQUE

| KANHZNBAS RS -Eédizale
RS f QK2YYS Si LJ 0
(syndromes parkinsoniens et AVC)

XavierGame
5SLI NISYSY(d RQ! NRf 23AS
CHURangueit Toulouse



i VENDREDI 22 JANVIER 2016 PARI S LG

A Origine des SBAU
A Prédire le résultat
A Place de la chirurgie/technigues

A Gestion des traitements de la maladie
neurologique
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Jesobstruction prostatique chez patien
parkinsonien = resultats aléatoires

Jourmal i
d urologie

Orgmame officiel de I'Association Franmncaise od Urologie

SCONTZNZ A TIRFES

Risques:
- Incontinence urinaire
- Echec et persistance dysurigstention

MerimskyJUrol Paris 1982
StatskinJUrol 1988
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dze 2 dzNCRilQrielprostatique chez patieparkinsonien:
Meilleursrésultats

A Prostatectomie radicale:
I 20 patients maladie de Parkinson.
I 1 an apres chirurgie
A Patients sec$35 %

A Pas de rétention
A Incontinence de novo: 20 % (2 IUU, 1 mixte, 1 IUE)

A RTUP:

I 23 patients maladie de Parkinson

A 14 SAD
T Mictions spontanées sans fuites ni résidu : 9
I Rétention: 5 (AS: 1, SPC: 4)

A 101UU
i Patients secs: 5
i Amélioration : 3
i Echec: 2

A Suivi de 3 ans : succésl %

Routh Urology 2006
A Pas de facteurs retrouvés Roth J Urol 2009
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Difficultés

A Diagnostic de la pathologie neurologique:
AMS vs maladie de Parkinson

A Dépister pathologie neurologique

A Pathologie neurologique connue:
Origine des TUBA : Obstruction vs pathologie neurologique



MSA vs maladie de Parkinson

A AMS:Hypoactivité vésicale/dysfonction Sphinctérienne
Second consensus statement on the

Dysurie
I I n CO nti n e n Ce U ri n ai re ilagnosls of multiple system atrophy

5. Giman MD, FRCP  ABSTRACT

G I Wenning, MD, Background: A consensus conference on multiple system atrophy (bS] in 1958 established
PRD critark for diagnosis that hava bean acoepted widkaly . Sincs then, o linica, laborsmary, nauropat ho-
P.A. Lowe. WD, logic, and imaging studies hawe advanced the field, recuiring & fresh evaluation of diagnostic

FRACF, FRCF(Hon)  criteria. Whe held 2 second consensus conferance in 2007 and prasent the results here.
Methods: Experts in the clinizal, neuropatholagic, and imaging aspects of hiSa were invibsd m
.1, Msthiz, MEES, partiipate ina 2-cay consansus conference. Participants were divided into five groups, consist-

Ve - -
LPEs. Drge, PR ing of specialists in the parkinsonian, cerebellar, AITONCMIc, Neuropathologis, and iMaging as-

e e n Iol I u rl I le b g > pectsofthe disorder. Each group incke penclantly wrone diagnostic o riteria for its area of expertiss
inackvance of the meeting. These criteri were discussed and reconciledelring the meetingusing

adsci
! ?,Sjm'm PP consensus methodobgy
MU Wood WE, ChE, B esubts The new CHTErE retainthe Sagnos b CATREDNes Of MSA with Preciominant pa rkinscnismancl
BhD, FRCE 154 with praciomirant o2 ra bl ar ataxia to casignata the pradominant monor feanres andalso moain
. Colosinae, WD the ciesignations of cefinite, probable, andl possible WSS, Definite MSA regUres nauropathologi
i Ditien, 1D, PO demanstration of ONS -5y ICkEIN-poSTive Glial cytopismIc INCILSIONS WIth ferocEgeneratie
=] Fovwdas, FR.CT changas in striamnigral or olvopontocarebeliar strctuies. Prossble MSA recuies 2 sporadic, pro-
H. Kouffvanm, WD gress e acuitansat disarcer including rigorousty defined aunomie failure and poorly kocopa-
T Hbeksethes MO, responsie parkinsonism Or CErebe ar ataxia. POSSIbE MSA KEcUINes & SPoracc, progressive asuft-
P onsat diseass including parkinsonism or carabsllar ataxia and at laast one feature suggesting

automamic dysfunction pls one othar feat.ra that may be a clinizalor a neuroimaging abrormality.

v
I arfoisUraenturidPollakiurie IR oo Tress v ot e oo 2 evine svar,vons oriea
M. Quinn. WD, FRCP current knowlecge, and are expected to enhance future assessments of the disease

T. Ravasz, WD Neuralogy® 2008, 71:670-567 5

P. Sandroni, MD, PHD GLOSSARY
Cinyaroxyepredrine: AAH = Amerian fcadermy of Neurakgy: ARS = Amercan Autonomic Sockty:
o
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Si AMS confirmée par neurologue: Attention a la chirurgie prostatic
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Dépister la pathologie neurologique

A AMS:SBALlpréceédent les
symptomes moteurs
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DE pws SBAU pulypoTApuis troubles de la march

1
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uri>ortho/gait gait>uri>ortho uri>gait gait>uri  ortho>uri/gait

v erectile dysfunction A orthostatic symptom
urinary symptom gait disturbance

Sakakibara
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Dépister la pathologie neurologique

A AMS:

I SBALlprécedent les symptomes moteurs
i 18" symptome: Dysfonction érectile

A Signes dalertes:

T D sfogctlo erectlle sans cause déterminée voire
précedantles T

I Hypoten5|on orthostathue

=> Avant toute chirurgie : avis neurologigue
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AVC : BUR la phasaigue

AVC a la phase aigue (72 heures)
N= 60 patients
28 patients (47%) = rétention urinaire —s BUD =75 % aréflexie

AVC AVC Cerebellar infarctus

ischiémique hémorragique

BUD-= aréflexie 4/40= 10% 17/20 = 85% 6/6 = 100%

Acute cerebrovascular accident and lower urinary tract dysfunction: a prospective correlation of the site
of brain injury with urodynamic findings. Burney T.L et al. J Urol. 1996
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Délal > 3 mois

DER A DOA ORMA patie

Perrigot et al 1977 61% 15% 24% 26
Kahn et al 1981 95% 0% 5% 20
Tsuchideet al 1983 89% 4% 8% 24
Pelissier et al 1985 72% 12% 16% 32
Linsenmeyer et al 1992 70% 12% 9% 33
Kim et al 2010 64% 36% 0% 69
Han et al 2010 60% 40% 0% 84
Yoo et al 2010 71% 29% 0% 62




. }D.PP ij_l VENDREDI 22 JANVIER 2016 PARIS LES PATIENT(E)S A RISQUE
Résultats BUD en fonctiatu type R Q!

AVC hémorragique 73,3% 13,3%
AVC ischémique 63,6% 51,5%
P >0,05 P <0,02

Etude retrospective; n= 48 patients avec TVS

_|

Bladder strorage and emptying disorder frequencies in hemorrhagic and ischemic stroke patients with

bladder dysfunction. Ersoz M et al. Cerebrovascular dis. 2005
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A SBAU préAvVC?
A Traitements antérieurs
A Suivi urologique



i VENDREDI 22 JANVIER 2016 PARI S LG

Pathologie neurologiqgue connue:
Origine des SBAU
A Moyend évaluation:
i Etude pression/deébit
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Recommandations

Table 1 - Level of evidence and grade of recor dation for the nent of non-neurogenic male lower urinary tract symptoms
Assessment tool LE GR
A medical history must always be taken from men with LUTS 4 A
A validated symptom score questionnaire with QoL question(s) should be used for routine assessment of male LUTS in all 3 B
patients and should be applied for re-evaluation of LUTS during treatment
Micturition FVCs or bladder diaries should be used to assess male LUTS with a prominent storage component or nocturia 3 B
FVCs should have a duration of at least 3 d 2b B
Physical examination including DRE should be a routine part of the assessment of male LUTS 3 B
Urinalysis (by dipstick or urinary sediment) must be used in the assessment of male LUTS 3 A
PSA should be measured only if a diagnosis of prostate cancer will change the management or if PSA can assist in 1b A
decision-making for patients at risk of progression of BPE
Renal function must be assessed if renal impairment is suspected based on history and clinical examination, if hydronephrosis 3 A
is present, or when considering surgical treatment for male LUTS
Measurement of PVR in male LUTS should be a routine part of the assessment 3 B
Uroflowmetry in the initial assessment of male LUTS may be performed and should be performed before any treatment 2b B
Imaging of the upper urinary tract {with US) in men with LUTS should be performed in patients with a large PVR, haematuria, 3 B
or a history of urolithiasis
When considering medical treatment for male LUTS, imaging of the prostate (either by TRUS or transabdominal US) should be 3 B
performed if it assists choice of the appropriate drug
When considering surgical treatment, imaging of the prostate (either by TRUS or abdominal US) should be performed 3 B
Urethrocystoscapy should be performed in men with LUTS to exclude suspected bladder or urethral pathology and/or before 3 B
minimally invasive/surgical therapies if the findings may change treatment
should be performed only In individual patients for specific indications before surgery or when evaluation of the underlying 3 B
pathophysiology of LUTS is warranted
LUTS Bl =]
150 ml 3 e
When considering surgery in men with bothersome predominantly voiding LUTS, PFS may be performed in men with PVR =300 ml 3 C
‘When considering surgery in men with bothersome predominantly voiding LUTS, PFS may be performed in men aged =80 yr 3 C
When considering surgery in men with bothersome predominantly voiding LUTS, PFS should be performed in men aged <50 yr 3 B

BPE = benign prostatic enlargement; FVC = frequency/volume chart; GR = grade of recommendation; LE = level of evidence; LUTS = lower urinary tract symptoms;

PFS = pressure-flow study; PSA = prostate-specific antigen; PVR = post-void residual urine; QoL = quality of life; TRUS = transrectal US; US = ultrasound.

* Upgraded based on panel consensus.

avallable at www.sclencedirect.com
journal homepage: www.europasnurology.com
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EAU G on the of N Male Lower

Urinary Tract Benign Obstruction

Christian Gratzke*, Alexander Bachmann ", Aurelien Descazeaud ‘, Marcus J. Drake*,
Stephan Madersbacher*, Charalampos Mamoulakis’, Matthias Oelke*, Kari A.0. Tikkinen ",
Stavros Gravas "
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I Pas prédictif des resultats surtout si association de
dysfonctionnements vesiesphincteriens

=> Place de leidéourodynamique2 dz RS f Q! / wa
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Videourodynamique
—— 1 | A Accessibilité ?
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Test diagnostique et théerapeutique

I Prothesetemporairetrans-prostatique

AaAYS tI tSOSS C)K)\NJ‘@f

APrédiction des résultats
At 23aA0AT A0S RQFaaz20ASNI | ¢




Meurauralogy and Uradynarmics 30374579 (2011)
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SIEUDPP u Clinical Relevance of Urethral Stents (Urospiral 2™) Placement
5 in Patients With Prostatic Obstacle and Concomitant High-Risk
Surgical Status or Neurological Diseases:
A Feasibility and Safety Study

Moigan Rouprét, * ¥incent Mismi, Aude de Fourmestraux, Aorence Cour, Francoizs Richard, and
Emmanuel Chartier-Kastler
ACADEAIC Deparfrent of Urclogy, Groupe Hospitalo-Universitaire E5T, Pifié-Salpétriére Hospital, Ass stance
Publigue-Hip taux de Paris (AP-HEP), Brculté de Aédecine Plerre ef Adarie Curie, Universiy Paris VI, Paris, Fravce

94

An=
A 12 patients maladie dParkinson et 16 AVC
i Duree moyen de prothese: A856 jours
I IUU de novo: 3
.

Apres résection: résultats identiques a ceux lors de la
periode ave@rothese

=> Si doute sur résultats et origine des troubles: interét
du test a la prothese
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Progrés en urologie (2013) 23, 296308

L]
Disponible en ligne sur Elsevier Masson France fregden
SciVerse ScienceDirect I ;M! consulte _
'www.sciencedirect.com www.em-consulte.com
SO L3

ARTICLE DE REVUE

Troubles vésicosphinctériens des syndromes
parkinsoniens : une revue du comité de
neuro-urologie de I’Association frangaise d’urologie

Lower urinary tract dysfunctions in parkinsonian syndromes: A review by the
neuro-urology comittee of the French Association of Urology

V. Phé®*, R. Caremel®, S. Bart°, E. Castel-Lacanal9,
M. de Séze®, F. Duchénef, A. Evens, X. Gamé",

M. Loubat', M.C. Scheiber NogueiraJ, G. Karsenty,
le Comité de neuro-urologie de I’Association
frangaise d’urologie



