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Evaluation of Timing of Voiding Cystourethrogram after
Urinary Tract Infection

Jung A Lee, M.D,, Jae Eun Choi, M.D,, Sung Mi Kim, M.D,, Jin Hwa Jung, M.D,,

Department of Pediatrics, Maryknoll Hospital, Busan, Korea

Purpose : Urinary tract infection is a common problem in children. To evaluate for reflux most
authorities recommend a voiding cystourethrogram 3 to 6 weeks after the first urinary tract
infection. But during the 3 to 6 weeks interval, patients may fail to show up for the scheduled
VCUG and thus risk for loss of follow up. We analyzed patient's records to evaluate whether the
timing of VCUG after UTI influenced the prevalence or severity of VUR.

Methods : We retrospectively reviewed 213 children diagnosed with UTI from March 1997 to
December 2000. These children were divided into 2 groups according to whether they had VCUG
scheduled to be performed either within 1 weeks after the diagnosis of UTI (Group A) or later
than 1 week after the diagnosis(Group B). We compared the presence and severity of reflux in
the 2 groups.

Results : Reflux was present in 19% of the patients studied within 1 week after UTI and in
18% of those studied after 1 week. This difference was not statistically significant. Whereas
100% of the scheduled VCUGs in the Group A were performed, only 48% of those scheduled in
the Group B were performed. This difference is statistically significant.

Conclusion : Because there was no significant difference between the presence or severity of
reflux and timing of VCUG after UTI, we suggest that a hospitalized patient with UTI should
have VCUG performed before discharge. (J. Korean Soc Pediatr Nephrol 2001 ;5 : 176-81)

Key words : Urinary tract infection, Vesicoureteral reflux, Voiding cystourethrogram

176



thskaolAl b elalA] 200155 ¢ 176- 81

A B
88 HAFL aololl &3 FAgho g ofole] 5%,
gotel Lovweld wadthy W
(vesicoureteral reflux;°|3} VUR):= T4
25-40%0ll A AE B2, el w ARds)
St 497 7] Wl ojrE oFgayos
Fol A=A, | 7
22 FVIE

B3}

A4 IH5E 2
2Eg 287t BeEolu], A&AQ] FARHRHY
Aot Wy ARA, 434l 5 AP
dpgsle A71AY BEfrt a7Ect

2.2 gl Y& FololA viuA WFagxds
(voiding cystourethrogram;©]&} VCUG)& Al3ste=
N7l oby Haep eslol 4A) erort thr
A 87 74 3-67 Foll APt g AYstn
o5 ol2|@ Al71ER 27 Ao A
£l I Wieh: oI GO YA 2
o 2T et o AFU A4 5 ke 7R
18, wHekA 3-65 o]l VCUGE A3g
Fgoaw oo wiwe Jrrt o Flsjor
lojct, 3AIRE o]eigh Ala)7] ol 91
Al At 5}0}0]
A9 24 4

ol A= VCUGE
2% 9479l Fug} ¥
Hoz ATs

vl

=
7 o

rL olo
fo = zz H

1o
N
O

W —[O r—?(—l‘
o

P
O

[e]
2E A

749 VCUGAHAIE &%

&L,.‘ 'l)l' ot on
")

TR
o) R DlA=AE 53

A 200103 89 7Y, 9 :
AR : o]Ho}

T F AT 47t 128
Halsw e 2ol

A3} 051) 461-2298  FAX : 051) 464-9115
E-mail: junga0413@hanmail.net

20013 99 14

177

19979 345E 200003 128744 wlelEd 2o}
ol Q3 gajz gk, i,‘%—‘,i EE 2 2o g

2729 ESA 9 AW aldHARYE 109mLAl o)
A

Aol At g4 APAReE S Agd 1040
gko] glo} 2139E tito g sigick

21379 Fole JA A9algor Ak ¥ 15Y
olll VCUGE & T(group A)¥ 159 ol VCUG

E 3 I(group B)L.E Bl 4L vlwsld
7} golol] tigt VCUGAIAAZIE Hdele] eluz
A

Zshaich

A5 AL International reflux study com-
of we} [,IIIV,VE ek 15
dolFdl| VCUGE Al golo] 7% 28 39
2 3ol HALE WoH 50%= 450] %
A Hoz el

EAAEE t-test9} chi- square testE o]-231 1

mittee ] —E*

FASY Fol FEL P<0.052 HYrk
4 7

1. g3 @o}

A gol 2131 F A ARG Ad F17Y
ool VCUGE A3 TH(Group Ay 1427, 2t
154 o]Foll A|33F H(Group B)E 7190t F
Tl AR, Yol olgells EAE 0w on| ¢l

o

= Aol7k fI
2. VCUGN A 719 479 Hx 9 HE9 3o

4 2949 DD F 13 olel A 2] 27

B(19%), 1579 o)F ol Alagt 72 6H(18%)0lA] ¥
3 o A5 g2Eglon B wxe Qo F

Tl ou) Qe Alols ¢t P=0.854, Table 1).
FHH, A A9l Aek 1Z2Qolld] VCUGE A

129)
gt Toll M 1437 Aol AAME B v, 15Y
o] %o VCUGE A3t TollAl: 7185 343(48%)
n}o] A v RHow YERITHP<0001, Table

1F7Yogjell BAF & Fol= 5 Q7|7

gl

@A} ne oz mAbsigich



ojFol: 28 #AdF FolelA wimAd 2ExdES AYsE WA A7 tg HFot

Table 1. Reflux  and timing of  voiding
cystoure- throgram
Group A Group B
n(%) n(%)

Reflux 27(19y* 6(18)*
No Reflux 115(82) 28(81)
Total 142(100) 34(100)
*P=0.854

Group A : patients who had a VCUG scheduled to
be performed within 1 week after the
diagnosis of a UTI

: patients who had a VCUG scheduled to
be performed later than 1 week after the
diagnosis of a UTI

Group B

Table 2. Performance of scheduled voiding cys-
tourethrogram (VCUG)

Group A Group B

n(%) n(%)
VCUG* performed 142(100)* 34(48)*
VCUG not performed 0(0) 37(52)
Total 142(100) 71(1060)

*P<0.001
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T able 3. Distribution of grade of reflux

Group A* Group B*

n(%) n(%)
Grade [ 1(4) 0(0)
Grade I 7(26) 2(33)
Grade III 13(48) 3(50)
Grade IV 4(15) 1(17)
Grade V 2A7) 0(0)
Total 27(100) 6(100)
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