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treatment of primary obstructive megaureter: is
it the first line of treatment in children and
infants?
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Summary

AIMS OF THE STUDY: To evaluate the efficacy of high-
pressure balloon dilatation (HPBD) as treatment of prima-
ry obstructive megaureter (POM) in paediatric patients, we
analysed the data of our institute from June 2018 to Sep-
tember 2019.

METHODS: 14 patients, aged 5 months to 5 years, with
POM were treated with HPBD. All patients had a distal
ureter dilatation greater than 7 mm associated with ob-
structive features on a mercaptoacetyl triglycine-3 diuretic
renogram scan, and a voiding cystourethrogram without
vesicoureteral reflux. HPBD was performed in 12 patients,
whereas 2 patients (14%), aged 5 and 6 months, required
open surgical treatment because of failure to pass the bal-
loon catheter through the vesicoureteral junction. The pro-
cedure was performed with a 5 Fr balloon catheter for two
cycles of 5 minutes each at 17 atm. A double-J stent and
a urinary catheter were inserted at the end of procedure in
all patients.

RESULTS: No operative complications or symptoms or re-
currence were recorded in our series. The patients were
generally discharged 24 hours after surgery. All the pa-
tients showed an improvement on ultrasonography at the
postoperative follow-up, with no evidence of obstruction.
During the procedure a clear stenotic ring was identified in
10 of the 12 patients, which disappeared in all 10 cases
after the HPBD technique.

CONCLUSIONS: Based on our experience, HPBD may be
considered the first-line surgical approach in the treatment
of POM in children, avoiding bladder surgery in most cas-
es.

Introduction

Megaureter is defined as a congenital dilated ureter larger
than 7 mm [1]. Smith classified megaureters into four cat-
egories – obstructive, refluxing, refluxing and obstructive,
or nonrefluxing and nonobstructive – later subdivided in-
to primary and secondary by King [2, 3]. Primary obstruc-

tive megaureter (POM) is due to abnormal peristalsis of the
distal ureter, which creates a functional obstruction; this
condition resolves spontaneously in approximately 80% of
those patients diagnosed prenatally, and that is why con-
servative management is initially safe [4]. There are some
scenarios in which surgical management is indicated: pro-
gressive increase of megaureter size, impairment of dif-
ferential renal function, or the presence of symptoms (re-
current urinary tract infections, abdominal pain, stones or
haematuria). Traditionally, the surgical management of
POM consists of reimplantation with or without ureteral
remodelling [5, 6]. Ureteral reimplantation has good re-
sults, with a success rate of 90–96%. On the other hand,
this technique is difficult in very young children (<1 years
of age) and it is not free of complications [7, 8]. In fact, for
these patients some authors have proposed a temporary uri-
nary derivation in the first year of life, either external (cu-
taneous ureterostomy) [5, 9] or internal, such as endoscop-
ic or open insertion of a double-J stent [10–12]. With the
advent of minimally invasive surgery, alternatives for treat-
ing these patients have been sought. Endoscopic dilatation
or endoureterotomy of the vesicoureteral junction have al-
so been described as valid treatments [13, 14]. Endoscop-
ic treatment with high-pressure balloon dilatation (HPBD)
was described by Angulo in 1998 [15]; since then several
publications have shown that HPBD is a feasible, safe and
minimally invasive procedure, even for patients less than 1
year of age [16–22]. The aim of this study was to describe
our experience and the outcomes of the HPBD technique,
which, starting from 2018, in our institute has become the
first line of treatment for patients with POM.
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MAG-3 mercaptoacetyl triglycine-3

POM primary obstructive megaureter

UTI urinary tract infection

VUJ vesicoureteral junction

VCUG voiding cystourethrogram
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Material and methods

We retrospectively analysed a total of 14 patients affected
by POM and treated from June 2018 to September 2019 at
our institute with HPBD technique.

The inclusion criteria for our study were megaureter in a
single renal system associated with an obstructive pattern
on mercaptoacetyl triglycine-3 (MAG-3) diuretic
renogram scan (fig. 1), absence of ectopic obstructed
ureter, orthotopic ureterocele and vesicoureteral reflux on
voiding cystourethrogram (VCUG).

An ultrasonographic scan was used to measure the diame-
ter of the pelvis, calyces and distal ureter, and the charac-
teristics of renal parenchyma. A normal drainage curve at
30 minutes after injection of MAG-3 was evaluated as no
obstruction; if an obstructed curve was shown, a diuretic
test with intravenous furosemide (1 mg/kg) was performed
and total urinary drainage was measured at 20 minutes af-
ter the furosemide injection. Washout halftime (T½) >20
minutes after furosemide injection was considered an ob-
structive pattern. Orthostatism and post-micturition imag-
ing were involved in the analysis of the results. The indica-
tions for surgical treatment in our patients were (table 1):
break-through febrile urinary tract infection (UTI) despite
antibiotic prophylaxis; progressive worsening of megau-

reter diameter with renal parenchyma thinning; impaired
renal function (split renal function <40% at diagnosis or
decreasing more than 10% during follow-up). Antibiot-
ic prophylaxis was administered postoperatively until re-
moval of the ureteral double-J stent placed after the pneu-
matic dilatation in the same procedure.

Clinical data, ultrasound imaging and scintigraphy results
preoperatively and postoperatively were evaluated. Intra-
operative and postoperative complications were analysed.
Follow-up consisted of ultrasonographic scans at 1 and 3
months after double-J stent removal and MAG-3 renog-
raphy 4–6 months after HPBD. Urine analysis was per-
formed every month for 6 months. Statistical analysis was
a non-parametric paired test (Wilcoxon test).

Surgical technique
During general anaesthesia and under antibiotic prophylax-
is (usually cefazoline 50 mg/kg), cystoscopy with a 9.5 Fr
Wolf cystoscope was performed. A hydrophilic guidewire
(0.18 inches) was introduced through the vesicoureteral
junction (VUJ), which was calibrated by a 3 Fr Pollak
catheter and then dilated with a 5 Fr balloon catheter for
two cycles of 5 minutes. The balloon length was 4 cm,
and the filled balloon diameter was 5 mm (fig. 2). When
the balloon was placed at the VUJ, it was inflated with ra-

Figure 1: Obstructive pattern on preoperative mercaptoacetyl triglycine-3 (MAG-3) renal scans.

Table 1: Indications for surgical treatment (high-pressure balloon dilatation).

Clinical presentation Number of cases

UTI 6 (50%)

UHN worsening + renal parenchymal thinning 5 (41.7%)

UHN worsening + UTI+ impairment of DRF 1 (8.3%)

Total 12

DRF = differential renal function; UTI = urinary tract infection; UHN = ureterohydronephrosis
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diological contrast to 17 atm pressure under fluoroscopic
visualisation until the disappearance of the stenosis. Di-
latation was judged effective when the stenotic ring com-
pletely disappeared, and the balloon catheter was then ex-
tracted (fig. 3). A double-J stent was left in situ after the
balloon dilatation: in the first year of life we placed a 3.7
Fr stent, in children between 1and 3 years old a 4 Fr stent
was inserted and over 3 years a 4.8 Fr stent was used. At
the end of the procedure a bladder catheter was left for 24
hours. Double-J stents were removed 6–8 weeks after the
HPBD via endoscopy.

Results

We reviewed the data from patients who underwent surgi-
cal treatment of POM with HPBD from June 2018 to Sep-
tember 2019 at our institute. Of 14 patients affected by uni-
lateral POM, the HPBD technique was used in 12 (86%),
whereas 2/14 (14%), males, aged 5 and 6 months, required
open surgical treatment because of failure to pass the bal-
loon catheter through the VUJ. Finally, we analysed a total
of 12 patients (8 boys and 4 girls) affected by unilateral
POM, left-sided in 9 patients (75%) and right-sided in 3
patients (25%). Median age at surgery was 14.5 months
(range 5–61), and the median weight was 12.2 kg (range
5.4–16). Eight of the12 patients (66.6%) were diagnosed
by antenatal ultrasound.

During the procedure, a clear stenotic ring was identified
in 10 of the 12 patients (83% of cases) and it disappeared
in all 10 cases after the HPBD technique. In two patients
(16% of cases), no evidence of ureteral stenosis was ob-
served during the balloon dilatation. There were no intra-

operative complications in our series. The median opera-
tive time was 40 minutes (range 20–60) and discharge was
generally 24 hours after surgery (range 24–72 hours). After
a median follow-up of 16.5 months (range 15–30) no post-
operative complications or symptoms or recurrence were
recorded. The postoperative ultrasound scan at 3 months
after the double-J removal showed a significant improve-
ment of ureteral dilatation in all patients after the HPBD
technique (Wilcoxon test, p = 0.0005). In fact, the median
pretreatment ureteral diameter was 15.5 mm (9–22), and
the median posttreatment ureteral diameter was 7 mm
(range 0–11) (table 2). No evidence of obstruction was
seen after HPBD treatment in any patient on MAG-3 renal
scans with furosemide performed 4–6 months postopera-
tively (fig.4), and there was no subsequent deterioration in
renal function in any case.

Discussion

The treatment of POM in infants is quite controversial.
A conservative approach is indicated in most cases since
POM heals spontaneously without any consequences for
renal function. Nevertheless, there are cases of POM with
an obstructive pattern on renography associated with in-
creasing dilatation and/or decreased renal function, in
which there is a clear indication for surgery to avoid renal
damage. The standard surgical management of POM con-
sists of ureteral reimplantation with or without ureteric re-
modelling, which is associated with reported success rates
of 90–96%. However, complications and morbidity may
occur, especially during the first year of life; in fact, reim-
plantation of a dilated ureter in a small bladder (patient <1

Figure 2: The 5 Fr balloon catheter with inflation device.
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year of age) can be challenging and leads to potential com-
plications such as secondary obstruction, and VUR and
bladder dysfunction in the long term [4, 6, 23, 24]. For
these reasons, many authors have performed during the

first year of life a temporary ureteral diversion, such as cu-
taneous ureterostomy, to preserve renal function and allow
reduction of the megaureter diameter in an attempt to avoid
ureter remodelling at definitive surgery. This chose is not

Figure 3: The inflated balloon shows the ring-like stenotic portion of the vesicoureteral junction that disappears after high-pressure balloon di-
latation.

Table 2: Characteristics and outcomes of the patients.

Patient Sex Side affected Age at surgery
(months)

Preoperative VCGU Pre-operative
MAG-3 diuretic

renography*

Last preoperative
ultrasound (DUD)

Postoperative MAG-3
renography

Postoperative ultra-
sound (DUD)

1 M L 7 No reflux Obstruction 11 mm No obstruction 7 mm

2 M L 17 No reflux Obstruction 15 mm No obstruction 10 mm

3 M L 6 No reflux Obstruction 18 mm No obstruction 7 mm

4 M R 11 No reflux Obstruction 11 mm No obstruction 9 mm

5 M R 12 No reflux Obstruction 20 mm No obstruction 7 mm

6 M L 36 No reflux Obstruction 22 mm No obstruction 8 mm

7 F L 39 No reflux Obstruction 22 mm No obstruction 10 mm

8 M L 5 No reflux Obstruction 9 mm No obstruction 5 mm

9 F L 61 No reflux Obstruction 14.5 mm No obstruction 7 mm

10 F R 53 No reflux Obstruction 20 mm No obstruction 11 mm

11 F L 28 No reflux Obstruction 16 mm No obstruction No dilatation

12 M L 7 No reflux Obstruction 12 mm No obstruction 4.5 mm

DUD = distal ureteral diameter; MAG-3 = mercaptoacetyl triglycine-3; VCUG = voiding cystourethrogram * Obstruction: T½ >20 minutes after furosemide during renography; no
obstruction: a normal drainage curve at 30 minutes after injection of MAG-3 without administration of furosemide
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free of complications. External ureterostomy is a tempo-
rary solution, and it may have complications such as uri-
nary infections, skin irritation, prolapse and stenosis [25,
26].

Many authors have described the placement of a double-J
ureteral stent as a temporary solution for the initial treat-
ment of POM. Castagnetti et al. reported effective ureteral
drainage after double-J stent placement, avoiding the fol-
lowing ureteral reimplantation [10]. However, open
surgery was used for the 50% of double-J stent placements,
and more than half of the patients required ureteral reim-
plantation. Carrol et al. analysed 31 cases of POM man-
aged by endoscopic placement of double-J ureteral stent
[12]. Urinary dilatation improved in almost all patients and
in 15 of them the obstruction was resolved without fur-
ther surgical procedures. Nevertheless, 50% of the cases
developed renal damage and 35% of the patients were fi-
nally submitted to ureteral reimplantation. The J-J stent re-
mained for long period of time (6 months), causing sec-
ondary complications such as urinary infections, stent
migration and obstruction. Farrugia et al. reported the out-
come of 16 cases of POM treated with a J-J stent, showing
that urinary dilatation improved in 56% of patients, but
was associated with comorbidity in 30% (UTIs, lithiasis,
migration of J-J stent); ureteral reimplantation was re-
quired in 6 (37.5%) cases and nephrectomy in 2 (12.5%)
owing to loss of renal function [11].

In recent years, the development of minimally invasive
techniques in paediatrics have led to non-aggressive pro-
cedures for the surgical management of POM, such as la-
paroscopic, robotic, or endourological approaches [10–14].
HPBD was first described by Angulo et al. in 1998 as
initial treatment for children with POM [15]. Since then

some reports with few cases and short follow-up showed
that HPBD using either the original technique or variations
of it was a feasible, safe and effective procedure for the
treatment of POM, even for children less than 1 year of
age. Torino et al. described five cases below 1 year of
age treated with HPBD, with disappearance of the ob-
struction (on MAG-3 scan, after a mean follow-up of 23.8
months) in all patients and absence of complications [16].
In 2007, Angerri et al. reported their initial experience with
six patients in whom urinary obstruction disappeared af-
ter HPBD without associated complications after a medi-
an follow-up of 31 months [17]. In 2012, Christman et al.
described the disappearance of urinary dilatation in 71%
of patients after follow-up of 3.2 years [18]. García-Apari-
cio et al. presented a series of 13 cases treated by HPBD
with a success rate of 84.6% (11 of 13) at medium fol-
low-up and a secondary VUR in two patients (one case of
secondary VUR underwent ureteral reimplantation and the
other was conservatively treated) [19]. Recent reports have
focused on establishing long-term effectiveness of HPBD
as definitive treatment of POM, showing good outcomes
with little associated morbidity. In 2014, Romero et al. de-
scribed their experience of 29 patients with a median age
of 4 months at treatment [27]; it was concluded that 84% of
the patients remained asymptomatic with disappearance of
the ureterohydronephrosis and effective urinary drainage
after a median postoperative follow-up of 47 months. Five
patients had secondary VUR and three of them were suc-
cessfully managed by endoscopic treatment.

Ortiz et al. reported in 2018 their experience of 79 patients
submitted to HPBD (median age at surgery 4 months)
[28], with an 87.3% success rate after a follow-up of 6.4
years, and a VUR incidence post HPBD of 21.5% (76.4%

Figure 4: Resolution of the obstructive pattern on postoperative mercaptoacetyl triglycine-3 (MAG-3) renal scans.
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of these were treated endoscopically).Technical modifica-
tions of Angulo’s procedure have been accomplished with
encouraging results. Capozza et al. described dilation of
the VUJ with a cutting-balloon in three patients with per-
sistence of the stenotic ring during a previous HPBD, ob-
taining a complete resolution of the stenosis after a mean
follow-up of 10 months [22].

Despite the advantages of the HPBD technique, the en-
dourological management of POM remains controversial.
The debatable aspects remain recurrence, secondary VUR
and the requirement for X-rays in patients less than 1 year
old. Moreover, it is difficult to evaluate HPBD as a de-
finitive treatment of POM based on the limited series de-
scribed in the literature. The potential de novo onset of
VUR in the dilated ureter may be the source of some con-
troversy. In the literature the incidence of postoperative
VUR (after HPBD) varies between 5% and 27% [21, 29],
but it was endoscopically treated with good results.

In our series we have not found clinical evidence of sec-
ondary VUR during follow-up after HPBD; in our practice,
in accordance with literature, we do not systematically per-
form a VCUG in the absence of symptoms because it is
an invasive investigation. HPBD treatment was successful
in our 12 patients and not performed (unable to pass the
balloon catheter through the VUJ) in 2 patients who re-
quired open surgical treatment; both patients (aged 5 and 6
months) underwent temporary ureterocutaneostomy at the
time of the failed endoscopic procedure and, subsequent-
ly, they were definitively treated with Cohen ureteral reim-
plantation after 1 year of age. No patient developed recur-
rence during our follow-up. Based on our experience, and
after an analysis of the literature, we consider HPBD of
the VUJ a minimally invasive technique with a short learn-
ing curve associated with high success rates and a low rate
of complications; in any case, its result depends on the se-
lection of adequate endoscopic material. The choice of the
balloon catheter size in relation to the patient’s age is very
important for the success of the HPBD. In our series, this
technique failed in two patients who were the smallest, 5
and 6 months old. Our balloon catheter (5 Fr diameter) was
probably too large for these patients and the use of a small-
er balloon catheter (less than 5 Fr diameter) could make
HPBD feasible also in patients less than 1 year old.

POM is described by literature as a congenital dilatation
of the ureter due to an adynamic segment at its terminal
portion as the result of a disturbed development of the pre-
vesical portion of the ureter [20]; for this reason, the ae-
tiopathogenesis of POM has always been based on a func-
tional defect. In our series we found, during the HPBD, a
stenotic ring at the VUJ in 10 (83%) patients, the same re-
sult found by Torino in 2013 and Capozza in 2014 (80%
and 83% of patients, respectively, with a stenotic ring dur-
ing HPBD) [16, 22].The HPBD technique is described as
effective when the ring at the VUJ disappears during the
procedure [17, 20, 21, 28], and for some authors the pa-
tients who have a ring that disappears during the proce-
dure have a better result at follow-up [16, 22].The presence
of the ring and its disappearance during HPBD indicates
an anatomical cause of the POM rather than a functional
cause as described in the literature; for this reason, we sug-
gest a new aetiopathogenetic hypothesis of POM based on
an anatomical stricture of the VUJ.

HPBD proved to be a safe, feasible and minimally invasive
technique to treat POM with surgical criteria, even under
1 year of age. In comparison with standard surgery, HPBD
has the advantages of being a less invasive procedure with
no patient-age limitations. In our opinion, the HPBD may
be utilised as first-line treatment in the management of
POM in children, avoiding unnecessary bladder surgery in
most cases. In any case, this technique does not influence
conventional surgery in the case of failure.

Acknowledgements
Many thanks to the staff of Paediatric Nephrology of University of
Campania “Luigi Vanvitelli” of Naples for supporting me in collecting
immages for this article.

Disclosure statement
No financial support and no potential conflict of interest relevant to
this atudy was reported.

References
1 Hellström M, Hjälmås K, Jacobsson B, Jodal U, Odén A. Normal ureter-

al diameter in infancy and childhood. Acta Radiol Diagn (Stockh).
1985;26(4):433–9. doi: http://dx.doi.org/10.1177/
028418518502600412. PubMed.

2 Report of working party to establish an international nomenclature for
the large ureter. Birth Defects Orig Artic Ser. 1977;13(5):3–8. PubMed.

3 King LR. Megaloureter: definition, diagnosis and management. J Urol.
1980;123(2):222–3. doi: http://dx.doi.org/10.1016/
S0022-5347(17)55867-X. PubMed.

4 Baskin LS, Zderic SA, Snyder HM, Duckett JW. Primary dilated
megaureter: long-term followup. J Urol. 1994;152(2 Pt 2):618–21. doi:
http://dx.doi.org/10.1016/S0022-5347(17)32665-4. PubMed.

5 Peters CA, Mandell J, Lebowitz RL, Colodny AH, Bauer SB, Hendren
WH, et al. Congenital obstructed megaureters in early infancy: diagnosis
and treatment. J Urol. 1989;142(2 Pt 2):641–5, discussion 667–8. doi:
http://dx.doi.org/10.1016/S0022-5347(17)38842-0. PubMed.

6 Hendren WH. Operative repair of megaureter in children. J Urol.
1969;101(4):491–507. doi: http://dx.doi.org/10.1016/
S0022-5347(17)62370-X. PubMed.

7 Perdzyński W, Kaliciński ZH. Long-term results after megaureter fold-
ing in children. J Pediatr Surg. 1996;31(9):1211–7. doi: http://dx.doi.org/
10.1016/S0022-3468(96)90234-1. PubMed.

8 DeFoor W, Minevich E, Reddy P, Polsky E, McGregor A, Wacksman J,
et al. Results of tapered ureteral reimplantation for primary megaureter:
extravesical versus intravesical approach. J Urol. 2004;172(4 Pt
2):1640–3, discussion 1643. doi: http://dx.doi.org/10.1097/
01.ju.0000138529.43179.dd. PubMed.

9 Stehr M, Metzger R, Schuster T, Porn U, Dietz HG. Management of the
primary obstructed megaureter (POM) and indication for operative treat-
ment. Eur J Pediatr Surg. 2002;12(1):32–7. doi: http://dx.doi.org/
10.1055/s-2002-25088. PubMed.

10 Castagnetti M, Cimador M, Sergio M, De Grazia E. Double-J stent in-
sertion across vesicoureteral junction--is it a valuable initial approach in
neonates and infants with severe primary nonrefluxing megaureter?
Urology. 2006;68(4):870–5, discussion 875–6. doi: http://dx.doi.org/
10.1016/j.urology.2006.05.052. PubMed.

11 Farrugia MK, Steinbrecher HA, Malone PS. The utilization of stents in
the management of primary obstructive megaureters requiring interven-
tion before 1 year of age. J Pediatr Urol. 2011;7(2):198–202. doi:
http://dx.doi.org/10.1016/j.jpurol.2010.04.015. PubMed.

12 Carroll D, Chandran H, Joshi A, McCarthy LS, Parashar K. Endoscopic
placement of double-J ureteric stents in children as a treatment for pri-
mary obstructive megaureter. Urol Ann. 2010;2(3):114–8. doi:
http://dx.doi.org/10.4103/0974-7796.68860. PubMed.

13 Kajbafzadeh AM, Payabvash S, Salmasi AH, Arshadi H, Hashemi SM,
Arabian S, et al. Endoureterotomy for treatment of primary obstructive
megaureter in children. J Endourol. 2007;21(7):743–9. doi:
http://dx.doi.org/10.1089/end.2006.0330. PubMed.

14 Teklali Y, Robert Y, Boillot B, Overs C, Piolat C, Rabattu PY. Endo-
scopic management of primary obstructive megaureter in pediatrics. J
Pediatr Urol. 2018;14(5):382–7. doi: http://dx.doi.org/10.1016/
j.jpurol.2018.05.027. PubMed.

15 Angulo JM, Arteaga R, Rodríguez Alarcón J, Calvo MJ. Papel de la di-
latación endoscópica y derivación con catéter doble “J” en el megauréter
obstructivo en la infancia [Role of retrograde endoscopic dilatation with
balloon and derivation using double pig-tail catheter as an initial treat-

Original article Swiss Med Wkly. 2021;151:w20513

Swiss Medical Weekly · PDF of the online version · www.smw.ch

Published under the copyright license “Attribution – Non-Commercial – No Derivatives 4.0”.
No commercial reuse without permission. See http://emh.ch/en/services/permissions.html.

Page 6 of 7

http://dx.doi.org/10.1177/028418518502600412
http://dx.doi.org/10.1177/028418518502600412
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=4050524&dopt=Abstract
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=588698&dopt=Abstract
http://dx.doi.org/10.1016/S0022-5347(17)55867-X
http://dx.doi.org/10.1016/S0022-5347(17)55867-X
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=7354523&dopt=Abstract
http://dx.doi.org/10.1016/S0022-5347(17)32665-4
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=8021983&dopt=Abstract
http://dx.doi.org/10.1016/S0022-5347(17)38842-0
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=2746792&dopt=Abstract
http://dx.doi.org/10.1016/S0022-5347(17)62370-X
http://dx.doi.org/10.1016/S0022-5347(17)62370-X
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=5776032&dopt=Abstract
http://dx.doi.org/10.1016/S0022-3468(96)90234-1
http://dx.doi.org/10.1016/S0022-3468(96)90234-1
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=8887086&dopt=Abstract
http://dx.doi.org/10.1097/01.ju.0000138529.43179.dd
http://dx.doi.org/10.1097/01.ju.0000138529.43179.dd
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=15371780&dopt=Abstract
http://dx.doi.org/10.1055/s-2002-25088
http://dx.doi.org/10.1055/s-2002-25088
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=11967757&dopt=Abstract
http://dx.doi.org/10.1016/j.urology.2006.05.052
http://dx.doi.org/10.1016/j.urology.2006.05.052
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=17070371&dopt=Abstract
http://dx.doi.org/10.1016/j.jpurol.2010.04.015
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=20494618&dopt=Abstract
http://dx.doi.org/10.4103/0974-7796.68860
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=20981199&dopt=Abstract
http://dx.doi.org/10.1089/end.2006.0330
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=17705763&dopt=Abstract
http://dx.doi.org/10.1016/j.jpurol.2018.05.027
http://dx.doi.org/10.1016/j.jpurol.2018.05.027
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=30006257&dopt=Abstract


ment for vesico-ureteral junction stenosis in children]. Cir Pediatr.
1998;11(1):15–8. Article in Spanish. PubMed.

16 Torino G, Collura G, Mele E, Garganese MC, Capozza N. Severe prima-
ry obstructive megaureter in the first year of life: preliminary experience
with endoscopic balloon dilation. J Endourol. 2012;26(4):325–9. doi:
http://dx.doi.org/10.1089/end.2011.0399. PubMed.

17 Angerri O, Caffaratti J, Garat JM, Villavicencio H. Primary obstructive
megaureter: initial experience with endoscopic dilatation. J Endourol.
2007;21(9):999–1004. doi: http://dx.doi.org/10.1089/end.2006.0122.
PubMed.

18 Christman MS, Kasturi S, Lambert SM, Kovell RC, Casale P. Endo-
scopic management and the role of double stenting for primary obstruc-
tive megaureters. J Urol. 2012;187(3):1018–23. doi: http://dx.doi.org/
10.1016/j.juro.2011.10.168. PubMed.

19 García-Aparicio L, Rodo J, Krauel L, Palazon P, Martin O, Ribó JM.
High pressure balloon dilation of the ureterovesical junction--first line
approach to treat primary obstructive megaureter? J Urol.
2012;187(5):1834–8. doi: http://dx.doi.org/10.1016/j.juro.2011.12.098.
PubMed.

20 Kassite I, Renaux Petel M, Chaussy Y, Eyssartier E, Alzahrani K,
Sczwarc C, et al. High Pressure Balloon Dilatation of Primary Obstruc-
tive Megaureter in Children: A Multicenter Study. Front Pediatr.
2018;6(6):329. doi: http://dx.doi.org/10.3389/fped.2018.00329.
PubMed.

21 Bujons A, Saldaña L, Caffaratti J, Garat JM, Angerri O, Villavicencio H.
Can endoscopic balloon dilation for primary obstructive megaureter be
effective in a long-term follow-up? J Pediatr Urol. 2015;11(1):37.e1–6.
doi: http://dx.doi.org/10.1016/j.jpurol.2014.09.005. PubMed.

22 Capozza N, Torino G, Nappo S, Collura G, Mele E. Primary obstructive
megaureter in infants: our experience with endoscopic balloon dilation
and cutting balloon ureterotomy. J Endourol. 2015;29(1):1–5. doi:
http://dx.doi.org/10.1089/end.2013.0665. PubMed.

23 Farrugia MK, Hitchcock R, Radford A, Burki T, Robb A, Murphy F;
British Association of Paediatric Urologists. British Association of Pae-
diatric Urologists consensus statement on the management of the prima-
ry obstructive megaureter. J Pediatr Urol. 2014;10(1):26–33. doi:
http://dx.doi.org/10.1016/j.jpurol.2013.09.018. PubMed.

24 Upadhyay J, Shekarriz B, Fleming P, González R, Barthold JS. Ureteral
reimplantation in infancy: evaluation of long-term voiding function. J
Urol. 1999;162(3 Pt 2):1209–12. doi: http://dx.doi.org/10.1097/
00005392-199909000-00097. PubMed.

25 Hendren WH. Complications of ureterostomy. J Urol.
1978;120(3):269–81. doi: http://dx.doi.org/10.1016/
S0022-5347(17)57137-2. PubMed.

26 MacGregor PS, Kay R, Straffon RA. Cutaneous ureterostomy in chil-
dren--long-term followup. J Urol. 1985;134(3):518–20. doi:
http://dx.doi.org/10.1016/S0022-5347(17)47271-5. PubMed.

27 Romero RM, Angulo JM, Parente A, Rivas S, Tardáguila AR. Primary
obstructive megaureter: the role of high pressure balloon dilation. J En-
dourol. 2014;28(5):517–23. doi: http://dx.doi.org/10.1089/
end.2013.0210. PubMed.

28 Ortiz R, Parente A, Perez-Egido L, Burgos L, Angulo JM. Long-Term
Outcomes in Primary Obstructive Megaureter Treated by Endoscopic
Balloon Dilation. Experience After 100 Cases. Front Pediatr.
2018;6(6):275. doi: http://dx.doi.org/10.3389/fped.2018.00275.
PubMed.

29 García-Aparicio L, Blázquez-Gómez E, de Haro I, Garcia-Smith N, Be-
jarano M, Martin O, et al. Postoperative vesicoureteral reflux after high-
pressure balloon dilation of the ureterovesical junction in primary ob-
structive megaureter. Incidence, management and predisposing factors.
World J Urol. 2015;33(12):2103–6. doi: http://dx.doi.org/10.1007/
s00345-015-1565-9. PubMed.

Original article Swiss Med Wkly. 2021;151:w20513

Swiss Medical Weekly · PDF of the online version · www.smw.ch

Published under the copyright license “Attribution – Non-Commercial – No Derivatives 4.0”.
No commercial reuse without permission. See http://emh.ch/en/services/permissions.html.

Page 7 of 7

http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=9662865&dopt=Abstract
http://dx.doi.org/10.1089/end.2011.0399
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=22050492&dopt=Abstract
http://dx.doi.org/10.1089/end.2006.0122
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=17941775&dopt=Abstract
http://dx.doi.org/10.1016/j.juro.2011.10.168
http://dx.doi.org/10.1016/j.juro.2011.10.168
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=22264463&dopt=Abstract
http://dx.doi.org/10.1016/j.juro.2011.12.098
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=22425047&dopt=Abstract
http://dx.doi.org/10.3389/fped.2018.00329
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=30430104&dopt=Abstract
http://dx.doi.org/10.1016/j.jpurol.2014.09.005
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=25748631&dopt=Abstract
http://dx.doi.org/10.1089/end.2013.0665
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=24646018&dopt=Abstract
http://dx.doi.org/10.1016/j.jpurol.2013.09.018
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=24206785&dopt=Abstract
http://dx.doi.org/10.1097/00005392-199909000-00097
http://dx.doi.org/10.1097/00005392-199909000-00097
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=10458468&dopt=Abstract
http://dx.doi.org/10.1016/S0022-5347(17)57137-2
http://dx.doi.org/10.1016/S0022-5347(17)57137-2
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=682241&dopt=Abstract
http://dx.doi.org/10.1016/S0022-5347(17)47271-5
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=4032552&dopt=Abstract
http://dx.doi.org/10.1089/end.2013.0210
http://dx.doi.org/10.1089/end.2013.0210
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=24400855&dopt=Abstract
http://dx.doi.org/10.3389/fped.2018.00275
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=30345263&dopt=Abstract
http://dx.doi.org/10.1007/s00345-015-1565-9
http://dx.doi.org/10.1007/s00345-015-1565-9
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=25899625&dopt=Abstract

