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[ Abstract] Proper management of vesicoureteral reflux (VUR) has remained one of the most controver-
sial and complex issues in pediatric urology. Selecting management strategies and surgical indications of VUR
should be based upon age, gender, grading , etiology , bladder function, heredity, urinary tract infection and renal

status. And VUR patients should be stratified into different risk levels. And according to individual differences

and risk factors,optimal treatments are devised to effectively improve the patient outcomes.
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