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Clinical Review of Primary Megaureters without
Vesicoureteral Reflux
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Purpose: In order to help identifying the subgroups of primary megaureter
who need operation, we retrospectively reviewed the clinical records of the
patients who had primary megaureters without vesicoureteral reflux.

Materiais and Methods: We analyzed the initial differential renal function, UTI
rate and the incidence of breakthrough infection of each group. Every patient
had abdominal renal ultrasonegrams and diuretic renograms during histher
foltow-up period and the calyceal changes and differential renal functions
were assessed.

Results: Those who underwent operation in their neonatal pericd did not have
considerabie postoperative problems. Those with primary obstructive
megaureters who underwent operation had severe calyceal dilatation at the
initial evaluation. However, there were severe calyceal dilatation in the
nonobstructive-nonrefiuxing group, 10o. Those who had poor differential renal
function at the initial evaiuation had a greater chance to have surgical
correction. Those who were classified as primary obsiructive megaureter and
underwent operation had a higher rate of urinary tract infection than the
counterpart who had conservative care. _

Congclusions: In order to differentiate those who need operation, we think that
the differetial renal function, the calyceal morphology, the diuretic renogram
curve and urinary fract infection all act as combined factors altogether and
not a single factor acts as a contributing factor. That is, if the diuretic
renogram curve is obstructive and there is urinary tract infection in the initial
evaluation or if there is severe calyceal dilatation and decline of the differential
renal function, we think that surgical correction shouid be under consideration.
In contrast, if the diuretic renogram curve is not obstructive and there are
other factors combined, we think that conservative treatment should be the
choice only if there is no breakthrough infection.

(Korean J Urel 1998; 39; 921~6)
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Table. Grading systermn ol hydronephrosis by sonogram -

adopted by the Society for Fetal Urology

Crade Delfinition

0 No splitting

1 Splitting geon

2 Splitling confined to sinus

3 Pelvis dilated beyond sinus, calyces uniformly
dilated, parenchyma nol thin

4 Even more dilation of the parenchyma,
parenchyma is thin when it iz «<1/2 opposite
normal side
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Fig. 1. Follow-up results of calyceopelvic dilatation of
nonobstructive-noniefluxing megaureter
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Fig. 3. Follow-up results of calyceopelvic dilatation of pri-
mary obstructive megaureter with conservative care
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Fig. 4. Follow-up results of calyceopelvic dilatation of pri-
mary obstructive megaureter with operation
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Fig. 5. A. Pre-operative IVP of a primary obstructive megaureter. B. 12 month post-poerative IVP of the same case
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Fig. 6. Follow-up results of calyceopelvic dilatation of pri-
mary obstructive megaureter with necnatal operation
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Fig. 7. Differential renal function at initial diagnosis of
each group. A; nonobstructive-nonrefluxing, B; primary
obstructive with observation, C; primary obstructive with
operation, D; primary obstructive with neonatal operation
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