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INTRODUCTION:
Congenital ureteric valve presents with hydronephrosis and proximal 
hydroureterosis and is often confused with pelviuretericjunction 
obstruction. A high index of suspicion is required to make a correct 
preoperative diagnosis. 

Antenatal ultrasound often revealed hydronephrosis. Postnatally 
children presents with incidental finding of hydronephrosis or 
abdominal pain and lump due to obstruction. Along with the radiologic 
investigations, retrograde pyelophraphy aids to the diagnosis of 
ureteric valve.

The gold standard treatment is resection of the obstructive segment and 
ureteroureterostomy. 

Case Presentation:
4 month old female child was referred with history of one episode of 
febrile urinary tract infection 1 month ago. ANC scans were normal. 
Physical examination was normal. Her vital parameters were stable. 
Routine complete hemogram, renal function tests, urine analysis were 
normal at present. Kidney ultrasonography (USG) showed left 
hydronephrosis, Antero-posterior diameter of pelvis was 3.5 cm. Renal 
parenchymal thickness of left kidney was reduced with mild dilatation 
of left ureter. Micturating urethrogram was normal with bladder 
capacity adequate for age.

          Fig.1 : Fig. 2 : MCU                                      DTPA

Renal scintigraphy (DTPA) was suggestive of left pelvi-ureteric 
junction obstruction. Function of left kidney was 21% while right  
kidney function was preserved. CT urography was suggestive of 
dilated left renal pelvis of APD 2.3 cm and left upper ureter of 7 mm 
and lower ureter of 4 mm calibre .

Fig. 3: Fig. 4: CT Urography                                            left RGP 

Cystoscopy with left RGP done which was suggestive of dye reaching 
pelvis however guidewire of size 0.018inch couldnot be negotiated till 
pelvis . 

Fig. 5: Fig. 6: intraoperative finding           cut section of ureteric valve

Intraoperative evidence of dilated pelvis with dilated and tortuous 
upper and mid ureter with normal lower ureter noticed with transition 
at lower ureter (Fig 5). Ureterotomy done 1 cm proximal to transition 
point. Infant feeding tube of number 5 or guidewire couldnot be 
passed, provisional diagnosis of ureteric valve made clinically. (Fig 6).

Obstructive segment containing the valve excised, dekinking of upper 
ureter done and ureteroureterostomy done over 3Fr 10 cm Djstent. 

Postoperative period was uneventful and child was discharged on 
postoperative day 3.
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ABSTRACT
Congenital ureteric valve is a rare entity. Often it is misdiagnosed as obstructive megaureter or pelviureterojunction obstruction5. We report a case 
of 4 month old female child with left mid-ureteric valve causing hydronephrosis with proximal hydroureterosis with history of febrile urinary tract 
infection. Excision of segment containing ureteric valve along with uretero-ureteric anastomosis done. Diagnosis of ureteric valve to be considered 
while evaluating patients with hydroureteronephrosis.
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Fig. 7: Histopathological slide of ureteric valve specimen Arrow 
indicates the smooth muscle 

Histopatholocial report revealed hypertrophied urothelium with 
smooth muscle bundles seen.

DISCUSSION:
Ureteric valve is a rare congenital anomaly.  At six weeks of gestation 
in the lower portion of ureteric lumen an epithelial membrane is 
present called Chwalle's membrane. Pressure of urine excretion causes 
rupture of this membrane. However partial rupture of the membrane 

1result in a ureteric valve causing obstruction . According to another 
theory, renal embryogenesis is comprised of growth of ureteric bud 
towards the metanephric blastema plus ascent of metanephros. When 
ureteric growth exceeds renal migration, ureteric folds are formed. 
Persistence of these physiological folds results into ureteric valve. 

Most common site of ureteric valve reported is proximal ureter 50%, 
2followed by distal ureter 33% and mid-ureter 17%.  

Following criteria is given by Wall and Wachter in 1952 for the 
diagnosis of ureteric valve: (1) presence of transverse folds of the 
ureteric mucosa containing bundles of smooth muscle on 
histopathological examination, (2) presence of obstruction proximal to 
the valve with a normal ureter distal to it, and (3) no other evidence of 

3mechanical or functional obstruction.

These patients can be diagnosed while evaluating suspected cases of 
megaureters, ureteropelvic or ureterovesical junction obstruction. 
Lump in the abdomen due to hydronephrosis or abdominal pain can be 

4the presenting complaint.

For a good treatment planning, the exact localization of the ureteral 
5tract obstruction is important. Hamid et al  recommended that the RGP 

should be performed in this cases where information provided by 
USG, IVU, and diuretic renal scintigraphy is equivocal. Magnetic 
resonance urography gives accurate anatomical, functional details of 

6ureterorenal system and aids in the location of the stricture . CT 
urography may  also be helpful, as in our case.

Treatment options includes primary ureteroureterostomy, or excision 
of leaflet and ureteric reimplantation if located distally near VUJ or 
pyeloureterostomy depending on its location and the severity of renal 
damage. Endoscopic incision is an alternative treatment for the 

7ureteric valves . Nd-YAG laser ablation of ureteric valve in antenatal 
management has also been reported. Laparoscopic ureteral 

8reconstruction has also been attempted.

In our case, on the basis of all radiological investigations, the initial 
provisional diagnosis of left pelviuretero junction obstruction was 
made. Thus a high index of suspicion is needed to make a diagnosis of 
ureteric valve in cases with unilateral hydronephrosis and proximal 
hydroureter. 

CONCLUSION:
This case adds to the literature a rare entity of ureteric valve. In cases 
with hydroureteronephrosis, renal ultrasound and radionuclide 
renography alone do not reliably demonstrate the site of obstruction. 
Retrograde pyelography is an important adjunct for correctly 
identifying the site of ureteral obstruction in cases with 

hydronephrosis with proximal hydroureterosis.
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