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Retrocaval Ureter with Ureterohydronephrosis
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Retrocaval ureter is one of the rarest congenital momaly. We report a case of
retrocaval ureter who presented to us with right Ilumbar pain, with
ureterohydronephrosis. The intravenous urography sbwed dilated proximal
ureteric segment with moderate hydronephrosis. Theatient was operated, findings
were Retrocaval ureter and a ureteroureterostomy wvih anteriorisation of ureter
was performed.

Retrocaval ureter is one of the rarest congenitahaly. It is a condition in which the

ureter deviates medially and passes behind theionfeena cava, winding about and
crossing in front of it from medial to lateral sidewas first reported by Hochstetter in
1893.2 Incidence of retrocaval ureter is one inQLl&&davers.1,3 Male to female ratio is
3 or 4:1. Most patients present with right lumbaimp They may have recurrent urinary
tract infection or episodes of acute pyelonephriiscasionally calculi may form above
the obstruction and symptoms may be attributed tohesd.

A 22 years old male presented with right flank pagigravated by supine position since
the past one year. The pain was of sudden ongetpiittent and colicky. He had also
occasional left flank pain, frequency and urgentyrmne. Had low-grade intermittent
fever. Initially he has hematuria. On general exation, no abnormality was detected.
On per abdomen examination, the patient had paineimight lumbar region, right flank
and right renal angle. He had no rebound tenderridss per rectal examination was
normal.

A complete laboratory evaluation was done. His ratetagical profile was within
normal limits; the serum electrolytes were normad a0 were his blood urea nitrogen
and creatinine values. Urinalysis was normal. Qtireography of the abdomen revealed
right side chronic obstructive  uropathy second@ryretrocaval ureter. Intravenous
urography showed hydronephrosis with proximal hydeter on the right side. The left
kidney, left ureter and urinary bladder were nornidle right kidney and ureter were
approached by right subcostal incision below thelftiv rib. On exploration, right
proximal ureter and pelvis were moderately dilatBidated proximal ureter curved
medially, then posterior to the inferior vena cafiaally curved anteromedial to the
inferior vena cava and took a downward course. @istal ureter was normal.

Procedure
Ureter was separated anteriorly from the inferienar cava. The delated ureter opened

by vertical incision and the ureter was anteremtigind a ureteroureterostomy was done
using 4-0 Vicryl. Tube drain was placed and woundswclosed in layers.
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Drain was removed on the fiveth postoperative datient was discharged on eighth
postoperative day after suture removal.

Discussion

Retrocaval ureter is a rare congenital abnormalibpugh the abnormality is congenital,
it does not present until the third or fourth dezsmaf life. The inferior vena cava
normally develops from the posterior cardinal, sudmal and supracardinal veins,
which undergo sequential development, anastomasis ragression to become the
inferior vena cava and azygous venous system. Nbyriee right subcardinal veins
forms the pre renal inferior vena cava, the subnatd supracardinal anastomosis forms
the renal segment and the right supracardinal f@ims the post renal inferior vena
cava. Left supracardinal and lumbar portion of rigbsterior cardinal vein atrophy. If
the subcardinal vein in the lumbar portion failsattoophy and becomes primary right
side vein, the ureter is trapped dorsal to it. lidtams of this include duplication of vena
cava with the ureter lying beside or behind thecubss limbs. There is a report of a case
of left Retrocaval Ureter associated to a transpgiBrooks),(8).

Common presentations are right lumbar pain, dutirag or intermittent (renal colic),
recurrent urinary tract infections and microscopicgross haematuria. There is a high
incidence of calculi due to stasis. Diagnosis isfficmed by ultrasonography and
intravenous urography. Spiral CT scan and MRI hsfymetimes to delineate the
anatomy clearly and non-invasively. Retrocavalerrét classified into two types based
on its radiographic appearance and the site of omémg of uretef®

Anomalias del tracto genitourinario "7

Fig. 9-202. Uréter retrocavo izquierdo con transposicion lateral completa en un varén de

43 afios de edad. A) Pielogrefia retrégrada izquierda. Pielectasia. En la operacidn, se dividié

el uréter en sentido oblicuo y se sacé de debajo de la vena cava, practicando a continua-
cién una reanastomosis, B) Radiografia postoperatoria. (De Brooks, R. E., Jr.)
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Type |
« More common
- Ureter crosses behind the inferior vena cava atleékel of the third
lumbar vertebra and has a fish hook shaped (S dhaleformity of the
ureter at the point of obstruction.
« Marked hydronephrosis is seen in 50% of the patient
Type Il

- Cross over occurs higher at the level of the rpeélis.

« Lesser degree of hydronephrosis or none at all.

- Renal pelvis and upper ureter lie nearly horizobtfore encircling the
vena cava in a smooth curve (sickle shaped curve).

The various anomalies associated with retrocavetieurare Horse shoe kidney, Double
IVC6 and Left retrocaval ureter with Goldenhar symde.7

Harril in 1940 emphasised that the position of tineter and involved structures makes
transection of the pelvis and re-anastomosis thest nedfective surgical treatment.
Treatment entails dissecting the ureter anterioilgm the inferior vena cava,
anteriorization and ureteroureterostomy. If thesesevere hydronephrosis, Anderson
Hynes pyeloplasty with pre caval transposition bt tureter has been advocated.
Occasionally nephrectomy may be required in preseofc thinned out cortex, poor
function or severe infection.
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