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im: There are lots of factors which cause the dilatation of one or both

ureteres. Congenital absence of ureterovesical junction was reported

as very rare cause of megaureter. Early detection of congenital ab-
sence of normal ureterovesical junction offers utilities for reconstruction and
prevents the complications such as megaureter and vesicoureteral reflux.
Material and methods: A male patient 16 months old was referred for re-
nal DTPA scintigraphy confirmed previously with diagnosis as megaureter
of left kidney associated with consecutive stasis grades III of the left ureter.
Dynamic renal scintigraphy was performed after intravenously injection of
37 MBq Tc DTPA. Scintigraphy was carried out on a Dual Head-Siemens
gamma camera using a high resolution collimator. During the dynamic
scintigraphy patient was positioned in supine position. Results: Male pa-
tient 16 month old with vomiting, diarrhoea, fever, indolence during last
two weeks were referred for dynamic renal scintigraphy. Meanwhile patient
was also performed other laboratory tests such as: RBC= 4.07x10*?, SRE=
47, Hb=111, Bun=5.2, Creatinine=29 and urine proteins ++. Examinations
with Ultrasound, CXR and intravenously urography confirmed diagnosis
of left megaureter associated with consecutive stasis Gr.III and Stasis of
left kidney gr. I-II. With dynamic scintigraphy was confirmed the absence
of right ureterovesical junction followed by joining of right and left ureter
at the level of the lower part of the left ureter. Conclusion: Renal dynamic
scintigraphy demonstrates abnormal insertion of right ureter into the left
ureter associated with absence of normal right ureterovesical junction, right
megaureter and with vesicoureteral reflux. KEY WORDS: URETEROVESICAL
JUNCTION, MEGAURETER, REFLUX.
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1. INTRODUCTION

definition was based on the measure-

According the referred data, in chil-
dren, megaureter is considered any ure-
ter greater than 7 mm in diameter. This

58

ments in fetuses greater than 30 weeks
gestation and children younger than 12
years (1). Normally ureters are the two

MED ARH 2011; 65(1) = CASE REPORT

funnel-shaped tubes that carry urine
from the kidneys to the bladder. As
complication of uretery malformations
such as primary obstructed ureter, non-
obstructive, non-refluxing megaureters,
obstructed, refluxing megaureters and
secondary megaureters include reverse
flow of urine into the kidneys and pool-
ing of urine inside the ureter that does
not drain. The pooling can cause a child
to develop a urinary tract infection.
In some children, complications from
megaureter can cause kidney damage
and failure. The most usually symptoms
that result from urinary infection are
back pain, fever and vomiting.

2. CASEREPORT

Sixteen months old male patients
with indolence, fever, vomiting and di-
arrhea, two weeks treated with antibi-
otics, antipyretics and anti vomiting
medicaments were object of our study.
Blood tests except Sedimentation rate
of red blood cells were normal: SRE=
47, RBC=4.07x10"?, Hb=111, Bun.5.2,
creatinine 29. In urine analyses were
detected proteins. By radiologic ex-
aminations were confirmed some hi-
droaeric transparences suspected for
ileus in the level of right hemi abdo-
men, whereas with intravenously urog-
raphy were presented changes which
were suspected for left Megaureter as-
sociated with urinary retention in left
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ureter gr. III and left kidney. Renal dy-
namic TcDTPA scintigraphy were done
with intention to examination the renal
function. The data about renal function
acquired with renal TcDTPA scintigra-
phy are presented in Table 1.

Kidney Left Right
Renal split function 57.3% 42.7%
Cortical counts 12156 9047
Renal retention 41.2 30.1
Time of maximum 3.33sec |6.33sec
Time of 1/2 19.9 sec 14.9sec

TaBLE 1. The data about renal function

As were shown in Table 1 the par-
ticipation of left kidney in total kidney
function was higher 57.3%, whereas the
participation of right kidney was 42.7%.
In contrary with these results the renal
retention was higher in right kidney as-
sociated with extremely prolonged half
time of urinary elimination (presented
in radiorenogram (Figure 1).

In sequential images were noticed
the dilatation of right ureter in their
upper part but at the
end of the study exept
dilatation of left ureter
were presented the in- P—
sertion of right ureter in
the lower part of left ure-
ter with absence of right
ureterovesical junction
(Figure 2).

The final spot images
(Figure 3) acquired at
the end of the study had
presented the absence
of right ureterovesical
junction associated with

Ly i g

a child with a urinary tract infection.
These patients usually experience fever,
back pain and vomiting. Dilatation of
the urinary tract may imply a blockage
or obstruction, but that is not always the
case. One unusually congenital anom-
aly such we presented is very rare in lit-
erature and was too difficult to find sim-
ilar case reported data.
According the reported
data megaureter as com-
plication in children is
rare complication Con-
genital anatomical or
functional obstructions
of the mid-ureter are ex-
ceedingly rare. There
have been only 18 previ-
ously cases of well-doc-
umented ureteral valves
in pediatric literature(1).
The most reported data
about anatomical and
functional anomalies of
ureters refer anomalies
that are in relation with

ureteral valves or non obstructive ure-
teral fetal folds. Advanced ultrasound
examination enables the early detec-
tion of these malphormation in the fe-
tus at the during pregnancy time. In-
travenous urography, fluorographic
vesico cystouragraphy and ultrasound
are usually methods of choice, but ra-

FIGURE 3. In these static renal images were detected the absence of
normal insertion of right ureter in right ureterovesical junction. Right
ureter follows their way and was inserted in the lower part of left ureter
and as common ureter were inserted in left ureterovesical junction.As
complication the proximal part of right ureter and common ureter were
enlarged (dilated)

FIGURE 1. Kidney radiorenography. The left radiorenal curve shows
prolonged %2 times.

abnormalinsertion of fi-
nal part of left ureter in
lower part of right ure-
ter. This congenital mal-
phormation were re- rim
sulted with abnormally
renal urinary flow and as :
consequence were right v
dilatation of right ure-

ter and prolonged elim- v ¥

ination time of urine in
left kidney.
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FIGURE 2. Sequential PA images during the renal TcDTPA scintigraphy.

3. DISCUSSION
The majority of
megaureters were found

In scintigraphy were presented both kidneys. In upper part of left ureter
initially were presented dilatation of ureter, but at last sequences

were presented dilatation in the middle part and absence of right
ureterovesical junction.

during the evaluation of

dionuclide renal scintigraphy and di-
rect radionuclide cystograhy are a well-
accepted alternative to fluoroscopic
VCUG for screening asymptomatic sib-
lings or offspring, for follow-up exami-
nation of children with vesicoureteral
reflux (VUR), for postoperative evalu-
ation after ureteral reimplantation, and
for excluding VUR when it is not seri-
ously considered. The advantages of ra-
dionuclide methods include continuous
monitoring and imaging, high sensitiv-
ity,and a decreased radiation dose for a
voiding imaging study. The dose to the
pelvic organs was significantly lower
when the study was popularized in the
screen film cassette spot film era of for-
mer fluoroscopic equipment.

Finally, radionuclide scintigraphy
in our case presentation enable as to
detect one congenital ureteral anoma-
lies which weren’t detected with other
methods such was ultrasound, con-
vencional radiography and intravenous
urography.
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