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Questions

Origine des SBAU
Prédire le résultat
Place de la chirurgie/techniques

Gestion des traitements de la maladie
neurologique
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Desobstruction prostatique chez patient
parkinsonien = résultats aléatoires

Jourmal i
d urologie

Orgmame officiel de I'Association Franmncaise od Urologie

SCONTZNZ A TIRFES

Risques:
- Incontinence urinaire
- Echec et persistance dysurie - rétention

Merimsky J Urol Paris 1982
Statskin J Urol 1988
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Aujourd’hui: Chirurgie prostatique chez patient parkinsonien:
Meilleurs résultats

* Prostatectomie radicale:
— 20 patients maladie de Parkinson.
— 1an apreés chirurgie
* Patients secs: 65 %
* Pas de rétention
* Incontinence de novo: 20 % (2 IUU, 1 mixte, 1 IUE)

* RTUP:

— 23 patients maladie de Parkinson

* 14 SAD
— Mictions spontanées sans fuites ni résidu : 9
— Rétention:5 (AS: 1, SPC: 4)

* 101UU
— Patientssecs: 5
— Amélioration : 3
— Echec:2

e Suivide 3 ans: succeés: 70 %

Routh Urology 2006
* Pasde facteurs retrouvés Roth J Urol 2009
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Difficulteés

* Diagnostic de |la pathologie neurologique:
AMS vs maladie de Parkinson

* Dépister pathologie neurologique

e Pathologie neurologique connue:

Origine des TUBA : Obstruction vs pathologie neurologique



Dlagnostic

de [a pathologie neurologique:

MSA vs maladie de Parkinson

*  AMS: Hypoactivité vésicale/dysfonction Sphinctérienne

— Dysurie
— Incontinence urinaire

— Rétention d’ urine

— Parfois Urgenturie/Pollakiurie
— Dyssynergie vésico-sphinctérienne

©.] Mathizs, MEES,
DFhil. D3, FR.CF,

FlfedSci

1.Q. Tmjanowskl, MO,
PhD

M Wood WE. ChB,
PhD, FRCP

B Seppi WD
b4 ¥ idailhet, WD, PRD

Second consensus statement on the

diagnosis of multiple system atrophy
o

ABSTRACT
Background: A consensus corference on multiple system atrophy (MS&) in 1998 established
criteria for Rgnosis that have bean accapred wickly . Since then, clinical, laboratory, neuropat ho-
logic, and imaging studies have acvanced the field, requiring a fresh evaluation of diagnostic
criteria. We held a second consensus conference in 2007 and present the results hare
Methads: Exparts in the clinical, neuropathologic, and imaging aspects of bS& were inited m
partiipate ina 2-cay consansus conference. Participants were divided into five groups, consist-
ing of specialists in the parkinsonian, cerebellar, AITONCMIc, Neuropathologis, and iMaging as-
pects of the cisorder. Each group inck pendently wiote diagnostic o riteria for its area of expertise
inackvance of the meeting. These criteri were discussed and reconciledelring the meetingusing
GONSERSUS Methoaolngy
R asults The Rew CHIEY Fetainthe cRgnos e camanries of MSA with predominant parkinscaismand
1A S with praciominant oe e bellar atasis 1 cesignats the precominant motor fesninesand also retain
the cesignaticns of cefinite, probable, and poesibie bSS, Definite MSA requires neursEathoogs
dernonstration of GNS sy rOskin-positive alial cytopiasmic NCIUSIons with neuroceoe e rative
changes in striamnigral or olivopontocerebelar struciums. Frobable bSA recuies a s poradic, pro-
pesS e acliitonsat cisorcer inclusling Figorousty cefined suDnomic failure and POOMy. levocopa-
reSponShe parkinsOnism OF carebellar ataxia. POSSIbl MSS recLiNeS & SFOrachs, pHOgesSive aclft-
onset disease inclding parkinsonism or carebellar ataxia and at least one feature suggesting
autonomiz cysfunction pls one other featne that may be & clinizaloF @ neuroimaging abrormalicy.
Conclusisns These new criteria have simplified the previcus eriteria, have incorporated
surrent knowleckhe, and are expected to enhance future assessments of the disease
Heurology® 2008:71:670-675

GLOSSARY
IPTEIHED = I Glnyaraxyepredrine: AAH = dmerioan Acadery of Neurokgy; ARS = Amercan Autonormic Sookty:

SM-IY’ = E¥OENGS L ana Statésion an.) of el Désorosrs, FoULth Ed iton; DW1 = diffusion-wneghted Maging: £0 =
arectie o PO = 57 PATAS =fragik e fre MCP = middie
erete b peduncie; 1B G = R==| M54 = Multpk Systern amopny:
S AT = WIS 2 Wit pradormirant caraceifar 3t a; MEA-P = LIS A wiin [T edormnant pardnsonm: OH = orhostati rpe.
tension: - atani; SMC = = :

PO- =
UPDRS —Unified Parknson's Dis=ass Ratrg Scak.

i AMS confirmée par neurologue: Attention a la chirurgie prostatique
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Dépister la pathologie neurologique

 AMS: SBAU précedent les
symptomes moteurs
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DE pws SBAU puis HypoTA puis troubles de la marche
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uri>ortho/gait gait>uri>ortho uri>gait gait>uri  ortho>uri/gait
v erectile dysfunction < orthostatic symptom

Sakakibara

urinary symptom ? gait disturbance
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Dépister la pathologie neurologique
* AMS:

— SBAU précedent les symptomes moteurs
— 1°" symptome: Dysfonction érectile

e Signes d alertes:

— Dysfonction érectile sans cause déterminée voire
precedant les TUBA

— Hypotension orthostatique

=> Avant toute chirurgie : avis neurologique
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AVC : BUD a la phase aigue

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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AVC: BUD a distance de |'accident aigu

Délai > 3 mois

I.A

Perrigot et al 1977 61% 15% 24% 26
Kahn et al 1981 95% 0% 5% 20
Tsuchida et 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
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Résultats BUD en fonction du type d’AVC

Phase de remplissage Phase de vidange

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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Eléments d’orientation

 SBAU pré-AVC ?
* Traitements antérieurs
e Suivi urologique
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Pathologie neurologique connue:
Origine des SBAU

e Moyen d’ évaluation:
— Etude pression/débit
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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 A rean un
PSA should be measured only if a diagnosis of prostate cancer will change the management or if PSA can assist in 1b A vallable ot srerer sclencedirect com
decision-making for patients at risk of progression of BPE (i vty vkt e
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 Eurpean Assction of Usiogy
Measurement of PVR in male LUTS should be a routine part of the assessment 3 B i Rl - Galdelin
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 EAUG on the of N Male Lower
or a history of urolithiasis Urinary Tract Benign Obstruction
When considering medical treatment for male LUTS, imaging of the prostate (either by TRUS or transabdominal US) should be 3 B Christian Gratzke, Alexander Bachmann, Aurelien Descazeaud, Marcus J. Drake®,
e . . . Stephan Madersbacher*, Charalampos Mamoulakis’, Matthias Oelke*, Kari A.O. Tikkinen ",
performed if it assists choice of the appropriate drug Stavros Gravas**
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 = 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 - 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.
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Limites de |’étude pression-débit

e Difficulté d’obtenir une miction

e Affirme l'obstruction mais:
— Pas le siege de |'obstruction

— Pas prédictif des résultats surtout si association de
dysfonctionnements vésico-sphinctériens

=> Place de la vidéourodynamique ou de 'UCRM ?
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Vidéo-urodynamique

1 |+ Accessibilité ?
: :‘" Pabd
' Pdet

—— " — ADeamint DU S - N —
Y 2
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Test diagnhostique et thérapeutique:

— Prothese temporaire trans-prostatique

* Mime la levée chirurgicale de I'obstruction @

e Prédiction des résultats

e Possibilité d’associer avec un traitement de I’'HAV



Meurauralogy and Uradynarmics 30374579 (2011)

A

™
[ ]

u Clinical Relevance of Urethral Stents (Urospiral 2™) Placement
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

* n=94
* 12 patients maladie de Parkinson et 16 AVC
— Durée moyen de prothese: 78 + 56 jours

— |UU de novo: 3

— Apres résection: résultats identiques a ceux lors de la
periode avec prothese

=> Si doute sur résultats et origine des troubles: interét
du test a la prothese



Progrés en urologie (2013) 23, 296308

L
Disponible en ligne sur Elsevier Masson France fregden
SciVerse ScienceDirect I;MI consulte _
'www.sciencedirect.com www.em-consulte.com
MASSON -

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

TVS et maladic de Parkinson idiopathique chez I'homme

Expertise des facteurs favorisants

hygién
géne, hyg
Rééquilibre hygiéno-diététique
Apports hydriques
Habitudes mictionnelles
Transit intestinal
Concertation avec équipe de neurologie pour équilibre optimal du traitement de fond parkinsonien

/\‘

Troubles de la phase de remplissage | Troubles de la phase de vidange
Evaluation urodynamique pression débit
indispensable
Anticholinergiques Absence d’obstacle Obstacle prostatique
prostatique prouvé

Alpha bloquants
Inhibiteurs de la Sa réductase
Phytothérapie

TENS Hypocontractilité vésicale
Neuromodulation sacrée 53 Reconsidérer le diagnostic de MP
idiopathique

Avis spécialisé neuro-urologique

Si échee: chirurgie
envisageable

Option: test par prothése urétrale
transprostatique (type prothése de
Fabian)

Chirurgie de Désobstruction
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Chirurgie et traitement maladie de Parkinson

* Maintien du traitement (risque de syndrome de sevrage)

* Intérét des galéniques orodispersibles ou injectables
(traitement d’appoint des fluctuations séveres d’activités de la dopathérapie)

* Respect des horaires d’administration

e em-contulte.com

ours de I’opéré en neuro-urologie: de la
rammation opératoire a la convalescence. L’avis
expert du Comité de neuro-urologie de I’AFU

n
IIIII




Chirurgie et traitements AVC

* Traitements anticoagulants

* Traitements symptomatiques (antispastiques et antiépileptiques)
— A poursuivre
— A majorer parfois

— A adapter a la clinique en postopératoire —

Le parcours de I’opéré en neuro-urologie : de la
programmation opératoire a la convalescence. L’avis
d’expert du Comité de neuro-urologie de I’AFU

vvvvvvv
IIIII




Patients with aspirin (75-325 mg/d)
or clopidogrel alone {75 mg/d)

Patients with aspirin (75-325 mg/d)
and clopidogrel {75 mg/d)

I }

L4 b4 High-rizk cardis tuations: Lowe-risk
Primary Secondary prevention = 6 weeks after PCI, BMS, stroke cardiac
prevention mo after TV, SC A situations
high-risk patients! < 12 months after DES
= 12 menths in high-risk stents? l
l l High-risk
SUrgerny
Elective Vilallurgent
High-risk All surgery sLrgerys L
intracranial SUrgeny
neurosurgery /%\ l Stop clopidogrel |
hMaintain aspirin
Delay Excessive
SLNgery bleading risks
: } :
Stop § days Operation under Stop clopidogrel + substitution®
before opearation confinuous Maintain aspirin
as neeaded treatmemnt Restart clopidogrel 24 h postop

High risk = diabétiques ou fdr cumulés

Eberli et al. Urological surgery and antiplatlets drugs after cardiac and cerebrovascular accident

JUrol, june 2010
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AAP et Risque hémorragique en chirurgie
(non spécifique de l'urologie)

Table 1
Guidelines in management of patients on anti-platelet agents requiring elective surgery according to risk level

Patient risk level Surgical hemorrhagic risk Suggestion

I} Low CWVD risk: A) Low (superficial such as Proceed with elective surgery on ASA
circumcision)
= 6 months after MI, PCI, BMS, CABG, stroke
» 12 months if with complications

B) Intermediate (such as Proceed with elective surgery on ASA
transurethral cases)

C) High (possible bleeding in a Proceed with elective surgery on statin; Withdraw
closed space such as SWL) ASA (maximum 7 days)

Alsaikhan et Andonian Can Jurol 2011

Di Minno et al. Intern Emerg Med. 2009
Remarque:

La phase « chronique post AVC » vis a vis du risque chirurgical commencerait a 6
mois post événement (reco. empirigue)
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Techniques opératoires sous anticoagulants

MMANDATION

* Va PO risation bipolaire o e wes

RECO! T

Bilan initial, suivi et traitement des troubles

mictionnels en rapport avec hyperplasie bénigne de
ions

e Lasers:

— Photovaporisation (Greenlight)
— Enucleéation (HoLEP) REVIEW

Bladder outlet procedures in the setting of
anticoagulation therapy

Tracy Marien and Ojas Shah



Sécurité Laser 120 W et anticoagulation
D.Chung, Chicago, J of Urol, 2011

162 patients a haut risque de saignement (anticoag, 1 ou 2 antiag) entre
2002 et 2008.
Scores moyens : ASA : 3 ; Charlson : 5

Clopidrogel Aspirine+
Clopidrogel

162 patients 31 (19%) 101 (62%) 19 (12%) 11 (7%)
transfusion 0 0 0 0
IDM: 1 Remplissage++

Hématurie+++ 2 2 1 1

0 DCD ; 1 ré-intervention pour hémorragie.
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Ameélioration de la sécurité de ’hémostase

* Etude prospective Horasanli, Urology 2008 :
Transfusion 8% RTUP Vs 0% Laser 80 W

 Thangasamy, méta-analyse de 2002 avec Laser 80 et 120W
Taux de transfusion : 1 cas sur 366 PVP versus 25 cas sur 350 RTUP
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Conclusion

* Chirurgie de l'obstruction : oui ... mais:
— Attention a 'AMS
— Evaluation urodynamique préopératoire systématique
— Test a 'endoprothese ?
— Risque d’'IUU
— Attendre au moins 3 a 6 mois apres un AVC
— Laser ou vaporisation bipolaire si anticoagulants



