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Fig 2 Distribution by age (months) and sex of 502 children
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TABLE 1.

Prevalence of Urinary Tract Infection Among Febrile Infants 0—24 Months of Age Stratified by Age

Study Characteristics

Prevalence of Urinary Tract Infection (%)

CQuality® Setting Country  Age i Owverall Females Males Circumecised Uncircumcised
Infs @ o With Fever
Hoberrhs al,'® 1993 2 ED USA 3~6mo 171 259 3.1 2.2
Shaw et al,'* 1998 1 ED USA 3—-Bmo 390 b.6 7.5 432
Bachur and Harper,'™ 2001 4 ED USA 3—~6mo 1711 10.9
Pooled pesmsgce (CI) 6.6(1.7-11.6) 5.7(2.3-94) 3.3(1.3-53)
Infani Vo With Fever e ——
Hobermweaief '5 1993 2 ED USA 6-12 mo 390 5.2 10.9 2.7
Shaw et al,!! 1998 2 ED USA 6—12 mo 1030 3.1 6.5 1.3 0.3 7.2
Bachur and Harper,'® 2001 4 ED USA 6—-12 mo 3114 6.4
Pooled g gace (CI) 5.4(3.4-T4) 83(3.9-127) 1.7 (0.5-2.9)
Infan 10 With Fever e ——
Shaw cYalss#I03 2 ED USA 12-24 mo 656 21
Bachur and Harper,'® 2001 4 ED USA 12-24 mo 2028 4.5

Pooled Prevalence of Febrile
UTI in Infants 0-24 mo

revalence (CI)

7.0 (65.5-84) 7.30(5.0-9.6) 5.0 (5.5-10.4)

(Pediatr Infect Dis J 2008;27: 302-308)



Circumcised

Source Sample Size Prevalence (95% CI)
Crain, 1990 96 21{08-5) |
MNewman, 2002 497 26(12-4) |
Zore, 2004 262 23(0.5-4.1)

Group Estimate:
24(1.4-335)

Uncircumcised

Source Sample Size Prevalence (95% CI)
Crain, 1990 103 175{10.2-24.8)
Lin, 2000 o 191 (112 -27) 1
Mewman, 2002 75 2008 (11.6 - 30) 7
Lore, 2004 291 213 (166 - 26) 7

CGroup Estimate:
2001 {16.8 -23.4) S

]

10 15

Prevalence, %

(Pediatr Infect Dis J 2008;27: 302-308)



UTIs: Pathophysiology

* Kidneys and urinary tract are germ free

 When bacteria enter a number of conditions
may develop:
— Bacteriuria
— Cystitis

— Febrile UTls with activation of the inflammatory
process

* Adequate urine flow and intact uroepithelium
are key in the prevention of UTI.

e E. coli have P fimbriae that facilitate
uroepithelial attachment
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The role of dexamethasone on decreasing urinary
cytokines in children with acute pyelonephritis
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Sharifian et al, Pediatr Nephrol (2008)

Urinary IL-6 and IL-8 concentrations were determined in urine samples from 54
children with pyelonephritis at the time of presentation (pre-treatment) and 72 h
after therapy

34 children treated with ceftriaxone plus dexamethasone (case group) and
20 patients treated with ceftriaxone alone (control group)

Significant reduction of the cytokine/creatinine ratios between initial and
follow-up urine samples was found in the case group (P<0.001), but not for

controls
P<0.001 P<0.001
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Adjunctive Oral Methylprednisolone in Pediatric Acute
Pyelonephritis Alleviates Renal Scarring

HUANG et al PEDIATRICS 2011

Population:
Patients younger than 16 years diagnosed with their first fUTIs

Design:
Antibiotics-methylprednisolone (1.6 mg/kg/day) VS antibiotics-placebo for 3 days

RESULTS: Atotal of 84 patients were enrolled: 19 in the MPD group and
65 in the placebo group. Patient characteristics were similar between
the 2 groups, including the acute inflammatory parameters and the

initial DMSA result. Renal scarring was found in 33.3% of children
treated with MPD and in 60.0% of those who received Qlacebn (P<< .09).



Cosa fare:

Febrile urinary tract infections in young children: recommendations for the
diagnosis, treatment and follow-up

Anita Ammenti’, Luigi Cataldi®, Roberto Chimenz’, Vassilios Fanos®, Angela La Manna®, Giuseppina Marra®, Marco Materassi’, Paolo Pecile®,
Marco Pennesi®, Lorena Pisanello™®, Felice Sica"', Antonella Toffolo™, Giovanni Montini (giovanni.montini@aosp bo.it) (Coordinator)™ on behalf

of the Italian Society of Pediatric Nephrology ACTA PADIATRICA 2012







REGULAR ARTICLE

First urinary tract infections in children: the role of the risk factors
proposed by the Italian recommendations

| Alberici' (), A La Manna’, M Pennesi®, M Starc’, F Scozzola’, G Nicolini®, A Toffolo®, G Marra’, R Chimenz®, F Sica®, S Maringhini'®, L Monasta'',
G Montini (giovanni.montini @unimi.it)

Acta Padiatrica 2018

ABSTRACT

Aim: In 2009, the Italian society for paediatric nephrology suggested the need for
cystography, following a first febrile urinary tract infection (UTI), only in children at high risk
for dilating vesicoureteral reflux or in the event of a second infection. The aim of this study
was to evaluate the adequacy of the risk factors proposed by the Italian guidelines.
Methods: Children aged 2-36 months, managed by 10 ltalian hospitals between 2009
and 2013, with a first febrile UTI were retrospectively evaluated.

Results: Four hundred and fourteen children were included: 51% female, mean age eight
months. Escherichia coli was responsible of 84% UTls. 269 children (65%) presented at
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1. Abnormal US Normal
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Abnormal prenatal US NO further imaging

Family history of VUR
Septicemia

Renal insufficiency

Male < 6 months

Non compliance of the family
Abnormal bladder emptiying If 2° febrile UTI
Non clinical responce to antibiotic
within 72 hours l
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414 enmolled children

269 children at nsk / \ 145 children with no nsk factors

GROUP A GROUP B _
26U | ¢ , ﬂ
not done I 26 second febrile UTI I
w7
217 VCUG 15 VOGU Q
J U
9% VUR 13 VUR
4 VUR grade I 0
12 VUR grade II 2
45 VUR grade 111 9
29 VUR grade IV 2
6 VUR grade V 0

Acta Padiatrica 2018



The distribution rate of the 10 risk factors in 269 children at risk (Group A).

Micturition abnormalities or thickened bladder wall

Renal insufficiency

Family history of VUR

No clinical response to antibiotics within 72 hours

Septicemia

Non compliance of the family

Prenatal US abnormalities

Pathogens other than E. coli

Male infants <6 months of age

Renal ultrasound abnormalities
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Unwariate and multivariate analyses in 217 children at risk with VCUG (Group A)

Univariate analysis

Risk factor Frequency High-grade VUR OR Cl 95% p

US abnormalities 155 (71.4%) 60 (39%) 1.32 0.71-2.47 0.374
Abnormal prenatal US 38 (17.5%) 17 (45%) 1.49 0.73-3.02 0.270
Male <6 months 105 (48.4%) 36 (34%) 0.80 0.46-1.40 0.446
Pathogens other than Escherichia coli 50 (239%) 27 (54%) 2.52 1.32-4.81 0.005

Multivariate analysis

Risk factor Frequency OR (1 95% p

US abnormalities 155 (71.4%) 1.52 0.75-3.07 0.236
Abnormal prenatal US 38 (17.5%) 1.26 0.59-2.70 0.537
Male <6 months 105 (48.4%) 0.96 0.53-1.72 0.893
Pathogens other than Escherichia coli 50 (230%0) 274 1.39-5.41 0.003

Acta Padiatrica 2018



First febrile UTI

Pathogen other
than E. Coli

and/or

>1 US abnormalities (after 3-4 weeks from the
UTI):

Unilateral or bilateral renal hypoplasia
Abnormal renal echogenicity

Pelvi-caliceal dilatation (>2°SFU grade
hydronephrosis)

Ureteral dilatation

Uroepithelial thickening of the pelvis

Bladder anomalies (ureterocele, diverticulum)

Other specific exams if needed

Voiding cystourethrography or RNC or CEUS

Second febrile UTI




UTI: DIAGNOSI

If test positive

If test negative

No UTlbut UTl given

Proportion

Urine UTls Proportion of

given antibiotics of antibiotics  culture miss¢d urine cultures
antibiotics given not avoided
correctly done
@stick ana@
Nitrite 19 25* 56-8% 956
Leucocyte esterase 123 40* 24-5% 837
Either nitrite or leucocyte 199 44 18-1% 757
esterase
Laboratory tests >
White-cell count 133 37 21-8% 830
Microscopy without 76 44 36-7% 8380
Gram stain
Microscopy with Gram stain 38 46* 54-8% 916

Clinical implications of using rapid urine tests in the management of 1000 children who have a clinical presentation
consistent with possible urinary tract infections (UTl)—assuming 5% prevalence of UTI (50 UTls and 950 non-UTI) all
children rapid test positive are given antibiotics (and culture done) and all children rapid test negative are not given
antibiotics (and culture not done). *Calculations ending in 0-5 were rounded up since these numbers represent

individual children.

Table 5: Clinical implications of using rapid urine tests

Gabrielle ] Williams, Lancet Infect Dis 2010;



metodo

raccomandazione

bibliografia

Bag

CVvU

CV

SPA

Sconsigliato

Scelta raccomandata in ambulatorio
2° scelta in ospedale
(valutare stimolazione <6 mesi, < 10 Kg)

Obbligatorio nel pz critico.
In ospedale e preferibile anche nel pz non
critico.

Gold standard (poco fattibile nella pratica clinica)
da valutare in casi selezionati e con procedura ben
standardizzata

Kha —Cari LG 2014 [6,
Canadian LG 2014 [7]
LaRocco 2016 [18]

Kha —Cari LG 2014 [6]
Canadian LG 2014 17]
LaRocc02016 [18]
Whiting 2006[19]
Kauffman 2017[20]
Kauffman 2016[21]
Tran 2016 [22]
Herreros 2015 [23]

AAP LG 2016[1]
Kha-cari LG 2014[6]
Canadian LG 2014 [7]

LaRocco 2016[18]
Etoubleau 2009 [24]

AAP LG 2016 [1]
Kha-cari LG 2014 [6]
Canadian LG 2014 [7]

Uptodate 2018 [9]

Simoes 2015 [16]

LaRocco 2016 [18]




A new technique for fast and safe collection
Of urlne |n nEWbornS Herreros Fernandez ML, et al. Arch Dis Child 2013;

ABSTRACT

Aim To describe and test a new technique to obtain
midstream urine samples in newborns.

Design and methods This was a prospective
feasibility and safety study conducted in the neonatal
unit of University Infanta Sofia Hospital, Madrid. A new
technique based on bladder and lumbar stimulation
manoeuvres was tested over a period of 4 months in 80
admitted patients aged less than 30 days. The main
variable was the success rate in obtaining a midstream
urine sample within 5 min. Secondary variables were
time to obtain the sample and complications.

Results This technique was successful in 86.3% of
infants. Median time to sample collection was 45 s (IQR
30). No complications other than controlled crying were
observed.

Conclusions A new, quick and safe technique with a
high success rate is described, whereby the discomfort
and waste of time usually associated with bag collection
methods can be avoided.

A TAPPING THE
SUPRAPUBIC AEREA

B STIMULATION
OF THE LOWER
BACK

C MIDSTREAM
URINE




Midstream clean-catch urine collection in newborns:
a randomized controlled study Aftuntasetal. Eur ) Pediatr. 2015

AIM: to evaluate bladder stimulation in collecting a midstream urine sample.

127 term newborns randomly assigned to the experimental or the control group.

Higher success rate of urine collection:

78 % vs 33 % (p<0.001)
Shorter median time for sample collection:

60 s vs 300 s (p<0.0001)

Evaluation of the Bladder Stimulation PR

p- ONE
Technique to Collect Midstream Urine in @ PLOS |
Infants in a Pediatric Emergency Department

Evaluation of bladder stimulation for clean-catch urine sample in 142 infants.
The success rate decreased with

age from 88.9% (newborn) to 28.6% (>1y) (p = 0.0001)

weight from 85.7% (<4kg) to 28.6% (>10kg) (p = 0.0004).
The success rate was 60.8% for infants without discomfort (p<0.0001).



Our
Recommendation

Method Cut-off References

Any growth [6-7-16] or
> 50.000 CFU/ml (or
SPA less if fever and
leucocyturia) [1]

AAP LG 2016 [1]
Kha —Cari LG 2014 [6, Any growth if fever
Canadian LG 2014 [7] and leukocyturia
Simoes 2015 [16]

> 50.000 CFU/ml [1,27] AAP LG 2016 [1]
Or_>10.000 CFU/ml  Kha —Cari LG 2014 [6,

ve [6,7] if fever or Canadian LG 2014 [7] >10.000 CFU/ml
leukocyturia [1,25,27] Tzimenatos 2018 [25]
Roberts 2018 [27]
Kha —Cari LG 2014 [6; » 100.000 CFU/ml
Canadian LG 2014 [7]  >50.000 CFU/m if
CVU 5100'01010 1C6F Liém' = eemang ] fever end lelesite
LS, LaRocco 2016 [16]  and no other infection
Simoes 2015 [18] source
> 100.000 CFU/mI [16-18] LaRocco 2016 [16]

*
Bag Simoes 2015 [18] > 100.000 CFU/ml




Nuove Linee guida 2018

Diagnosi di IVU
Urocoltura
Terapia
lmaging

Profilassi Antibiotica post IVU



low compliance

FIRST line: Ampicillin — sulbactam
or
Amoxiclavulanate

SECOND line: Cefotaxime (preferred)
or
Ceftriaxone

In case of allergy : Amikacin or gentamicin
Carbapenems not indicated in empiric tx

10 days if pyelonephritis 14 days if urosepsis




FIRST line: Amoxicillin — clavulanic acid

SECOND line: Cefixime or Ceftibuten

If no other choices: Ciprofloxacin




Nuove Linee guida 2018

Diagnosi di IVU
Urocoltura
Terapia
lmaging

Profilassi Antibiotica post IVU



To be considered in infant and children:

a) after the treatment for the acute episode until cystography is

performed [grade C]

b) with reflux grade > IV with concomitant reflux nephropathy [grade C]

c) with recurrent febrile UTIs (> 3 febrile UTIs within 12 months) [grade C]



Group by

Study name

Subgroup within study

UTI / Total

Subgroup within study

Dilating
Dilating
Dilating
Dilating
Dilating
Dilating
Dilating
Dilating
No dilating
No dilating
No dilating
No dilating
No dilating
No dilating
No dilating
Overall

Brandstrém et al'*
Craig et al™

Montini et al'
Pennesi et al'’
Roussey-Kesler et al'
Garin et al’

RIVUR?

Craig et al™
Montini et al'
Pennesi et al'’
Roussey-Kesler et al'
Garin et al’

RIVUR®

Dilating
Dilating
Dilating
Dilating
Dilating
Dilating
Dilating

No dilating
No dilating
No dilating
No dilating
No dilating
No dilating

AntibioticControls

10 /69
71865
6/26
17 /39

25/ 68
11/ 64
6/ 14
157 40
8/24 12730
S5L33° 1719
26/ 143 38/ 137

3/57
4 /56
1/11

6/ 57
3/32
0/10
SI1T9 71182
2/42 0/38
11/ 158 35/ 164

MH risk difference and 95% CI

-0,25

——
>

0,13

0,13

Prohylaxis Controls

J De Bessa, J Urol 2015




lndomll.d Intervention for

Children with Vesicoureteral Reflux

Table 1. (Continued.)

Trimethoprim—
Sulfamethoxazole Placebo Owverall
Characteristic (N=302) [M=305) (N=607)

Susceptibility of index UTI to trimethoprim—sulfamethoxazole
— no.ftotal no. [38)

Resistant] 55/278 (19.8) 65/293 (22.2) 120/571 (21.0)

Ve 223 /278 (80.2) 228{293 (77.8) 4515 5.0
< Bladder and bowel dysfunction — no. ftotal @ 34/63 (54.0) 37/63 (58.7)

71/126 (56.3)

oIt ——onfiatalaomiiH 8/65 (12.3) 8/64  71/126 4)
Ultrasound abnormalities — no. ftotal no. (36) toilet-
Hydronephrosis#** 15/300 (6.3) 13/3(  trained 32f602 (5.3)
Ureter duplication 18/300 (6.0) 15/30 children 33/602 (5.5)

Highest degree of vesicoureteral reflux — no_ftotal no. (%&)11
Grade | 35/301 (11.8) 337301 (11.0)
1237307 (40.9) 1317301 (43.5)

VUR GRADE II-1ll = 80% /301 (37.2)

63/602 (11.3)
254602 (42.2)
230/602 (38.2)

Grade |1
Grade 111

Grade — /3101 (8.3) 3)
Bilateral vesicoureteral reflux — no.ftotal no. (36) 146300 (48.7) 141300 (47.0) 287 /600 (47.8)
Renal scarring — no.ftotal no. [98) 1%

|l None 220/292 (95.9) 281/290 (96.9) 561/582 (26.4)

Mild 1/292 (0.3) 0/290 1/582 (0.2)

Moderate 3/292 (1.0) 2/290 (0.7) 5/582 (0.9)

Severe 4292 (1.4) 2/290 (0.7) 6/582 (1.0)

Global atrophy 4292 (1.4) 5/290 (1.7) 9/582 (1.5)

Hoberman, NEJM 2014



RESULTS: primary endpoint

40—
354
- E 30
E 5 25| Pla-u:iibn_:r__'-_-
£ -"E a==== o ’
= — _
[T, _
5 E. 15 _l _IJ_
= & -
o 104 T TMP-SMX
o o
T
rl'
0 T T T T
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Years since Randomization
Mo. at Risk
TR P-S kA 302 270 252 244 128
Placebo 305 253 234 214 Qg

The treatment proved statistically significant, but of doubtful clinical value:
requiring 16 or 22 patient years of antibiotics to prevent 1 UTl or 1 febrile UTI,
respectively




RESULTS

Table 2. Clinical Outcomes According to Study Group.

Outcome

Treatment failurei |

Renal scarring#*
Overall
Severe{
Newli

Any cortical defect

P Antimicrobial resistance

Resistant Escherichia coli in stool

First recurrent febrile or symptomatic UTI
with resistant E. coli

First recurrent febrile or symptomatic UTI
with any resistant pathogen

Trimethoprim—
Sulfamethoxazole

Placebo

no. of children/total no. (36)

14/302 (5.0)

27/227 (11.9)
9/227 (4.0)

18/220 (8.2)

29/227 (12.8)

56/203 (27.6)
19/30 (63.3)(]

26/38 (68.4)

27305 (9.6)

24235 (10.2)
6/235 (2.6)

19,227 (8.4)

25/235 (10.6)

41/210 (19.5)
11/57 (19.3)

17/69 (24.6)

Absolute Difference in Risk
(95% CI)

percentage points
4.5 (0.2 to 8.8)

-1.7 (-7.4 to 4.0)
~1.4 (-4.7 to0 1.8)
0.2 (-4.9 to 5.3)

P. NS

-2.1 (-8.0t0 3.7)

-8.1(-16.2t0 0.1)
~44.0 (-64110-240) n < (0,001

—43.8 (-61.7 to —25.8)

The treatment group had in excess of 600 years of prophylaxis without a
demonstrable effect on scar formation but a much higher propensity to induce
bacterial resistance



ANTIBIOTIC PROPHYLAXIS FOR URINARY TRACT
INFECTION-RELATED RENAL SCARRING: A SYSTEMATIC

REVIEW
Pediatrics, 2017

Prophylaxis Mo Prophylaxis Risk Ratio Risk Ratio
Study or Subgroup  Events Total Events  Total Weight M-H, Fixed, 95% Cl Year M-H. Fixed, 95% Cl
Garin 20086 7100 ] 118 12.1% 1.38 (0,48, 3.96] 2006 N e
Montini 2008 2 187 2 108 5.6% 0.58[0.08, 4.04] 2008 -1
Pennesi 2008 0 50 0 50 Mot estimable 2008
Craig 2009 5 68 7 83 138% 0.87[0.29, 262] 2009 .
Brandstrom 2011 0 68 9 68  21.0% 0.05[0.00, 0.89) 2011 &
RIVUR 2014 18 220 18 227 41.3% 0.98(0.53, 1.81] 2014 -
Hari 2015 4 37 3 43 6.1% 156037, 648] 2015 I
Total (95% CI) 730 697 100.0% 0.83 [0.55, 1.26] &
Total events 36 46

Heterogeneity: Chi* = 5.68,df = 5 (P = 0.34); I* = 12%

Test for overall effect: Z = 0.88 (P =0.38) 0.001 0.1 1 10 1000

Favours prophylaxis  Favours no prophyalaxis

1427 total children with and without VUR in 7 RCTs

=) NO DIFFERENCES PROPHYLAXIS VS NO PROPHYLAXIS



ANTIBIOTIC PROPHYLAXIS FOR URINARY TRACT
INFECTION-RELATED RENAL SCARRING: A SYSTEMATIC

REVIEW
Pediatrics, 2017

Prophylaxis  No Prophylaxis Risk Ratio Risk Ratio
Study or Subgroup  Events Total Events  Total Weight M-H, Fixed, 95% Cl Year M-H, Fixed, 95% ClI
Garin 2006 5 55 2 58  48%  2.64[0.53,13.03] 2008 =]
Montini 2008 1 a2 2 46  6.4% 0.28 [0.03, 3.01] 2008 -
Pennesi 2008 0 50 0 50 Mot estimable 2008
Craig 2009 3 35 ] I 12.0% 0.63 [0.1€, 2.46]) 2009 -1
Brandstrom 2011 0 68 g 68 23.5% 0.05 [0.00, 0.89] 2011 =
RIVUR 2014 18 220 19 227 46.4% 0.98 [0.53, 1.81] 2014 -
Hari 2015 4 3 3 43 6.9% 1.55 [0.37, 6.48] 2015 -
Total {95% CI) 547 529 100.0% 0.79 [0.51, 1.24] "
Total events N 40

Heterogeneity: Chi* = 7.84 df =5 (P = 0.17); I* = 36%

Test for overall effect: Z = 1.02 (P = 0.31) 0.001 0.1 1 10 1000

Favours [experimental] Favours [control]

1076 total children with VUR in 7 RCTs

=) NO DIFFERENCES PROPHYLAXIS VS NO PROPHYLAXIS



ESCAPE Network

THE PREDICT TRIAL

Antibiotic Prophylaxis and REnal Damage In Congenital
abnormalities of the kidney and urinary Tract

< 7/ 2w C P
Y M c //Cff/fjﬁ'




. G
PREDICT Trial: ’@
INCLUSION/EXCLUSION CRITERIA REDICT

INCLUSION CRITERIA

*Age 1 -4 months (until the 20" week of post-natal age!)
*Gestational age > 35 weeks

*GFR (according to Schwartz) > 15 ml/min/1.73 m?
*Grade Ill to V vesico-ureteral reflux

*No previous symptomatic UTI

EXCLUSION CRITERIA

- Neurogenic bladder

- Myelomeningocele

- Uretero-pelvic junction and/or uretero-vescico junction obstruction
- Malformations leading to potential voiding disturbances



Additional therapies

Probiotics

Circumcision
— no randomized trials
— 2 systematic reviews reached opposite conclusions

— routine circumcision not indicated in normal boys with the NNT to
prevent one UTl at 111

— considered in those with recurrent urinary tract infections or high
grade reflux

Cranberry Juice

« arecent Cochrane review of 24 trials failed to demonstrate any
significant benefit

Treatment of constipation and soiling
— no randomized controlled trials



To be considered in infant and children:

a) after the treatment for the acute episode until cystography is

performed [grade C]

b) with reflux grade > IV with concomitant reflux nephropathy [grade C]

c) with recurrent febrile UTIs (> 3 febrile UTIs within 12 months) [grade C]



Cosa fare:

Following a UTI
BBD should be excluded
in toilet-trained children



Cosa non fare:

e Esame urine e urocoltura di routine
 Profilassi antibiotica se bambino con RVU di

-11-111 grado

* Ripetere cistografia per valutare I'evoluzione del
reflusso se non recidive di IVU

Cistografia nei bambini piu grandi (soprattutto
femine) senza aver fatto accurate anamnesis
minzionale

« Terapia antibiotica ev in IVU non complicate




NEFROLOGIA PEDIATRICA E PEDIATRI
DI FAMIGLIA: LE PRATICHE CONDIVISE
RAVENNA, 10 novembre 2018

Palazzo deil Congressi

09:45 - 10:30

Il primo episodio di pielonefrite: cosa fare e non fare
G. Montini (Milano)

Moderatore: F. Marchetti (Ravenna)

Presentazione di 2 casi clinici
C. Guiducci (Ferrara), P. Colli (Cesena)
Coordinati da: V. Venturoli (Forli)

Giovanni Montini
Pediatric Nephrology, Dialysis and Transplant Unit
Fondazione Policlinico Ca’Granda
Milano (ltaly)
giovanni.montini@unimi.it



mailto:giovanni.montini@unimi.it

