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An Interesting Pediatric Ureteral
Obstruction: Malposition of the
Right Ureteral Segment Inside the
Psoas Muscle: Case Report

Ilging Bir Pediatrik Ureteral Obstriiksiyon
Olgusu: Psoas Kas1 icerisine Giren Sag Ureter

ABSTRACT Obstructive ureteral anomalies can seriously affect kidney function. Congenital ob-
structive lesions are more commonly encountered in the proximal and distal regions of the ureter.
We present a case study of a patient whose ureter lies inside the psoas muscle without any sys-
temic, traumatic, infiltrative or inflammatory cause, leading to obstruction. The ureter was ob-
served to enter the psoas muscle 4 cm below the ureteropelvic joint and the ureter was freed from
this area following a 2 cm dissection. The 1 cm portion of this region of the ureter was resected and
end-to-end ureterouretostomy was performed. We discuss the clinical presentation, diagnostic eval-
uation, surgical management, and operative results.
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OZET Obstriiktif iireteral anomaliler bobrek fonksiyonunu ciddi bigimde etkileyebilir. Konjenital
obstriiktif lezyonlar iireterin daha ¢ok proksimal ve distal boliimlerinde gozlenir. Biz sistemik,
travmatik, infiltratif ve inflamatuar bir neden olmaksizin gelisen psoas kasinin i¢ine giren tireterdeki
obstriiksiyonu sunduk. Ureterin iireteropelvik bileskenin 4 cm altindan psoas kasinin igine girdigi
goriilmiis ve 2 cm.lik disseksiyondan sonra serbestlestirilmistir. Ureterin bu alanindan yapilan 1
cm.lik rezeksiyonun ardindan ug uca tireterotireterostomi yapilmistir. Klinik gériiniimi, tanisal
degerlendirimi, cerrahi tedaviyi ve operatif sonuglar1 tartistik.
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he early diagnosis and treatment of ureteral obstruction is important,

as the condition can lead to renal damage.! Valves and strictures are

the primary causes of the obstructions, apart from ureteropelvic and
ureterovesical junctions, which most frequently lead to ureteral obstructi-
ons. We present a case, in which the ureter lies inside the psoas muscle,
thus leading to on obstruction. To our knowledge, this is the first case of
such an obstruction to be reported.

I CASE REPORT

Ten-year-old male patient referred from the pediatric outpatient clinic with
right lumbar pain, ultrasonograph indicated right hydronephrosis. The pa-
tient had no history of trauma, surgery or infection. No abnormality was
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observed in the complete urine test and whole blo-
od count of the patient. His biochemical parame-
ters were normal. The urine culture of the patient,
whose medical history did not include any urinary
system infection, did not indicate any growth. The
creatinin clearance of the patient was 84.93. Repe-
ated USG revealed parenchyma thinning in the
right kidney and dilatation of the pelvicaliceal sys-
tem and the proximal ureter. Dilatation of the right
kidney pelvicaliceal system was detected by intra-
venous urography and the ipsilateral ureter was not
observed. During retrograde pyelography ureteral
catheterdid not pass to the kidney, the ureter was
seen at the level 4 cm below the ureteropelvic re-
gion distally and that opaque solution did not pass
over this region. No vesicoureteral reflux was de-
tected in the patient in voiding cystouretrography.
Bilateral kidney vascular flows were normal in the
renal Doppler ultrasonography. Exploration was
decided after these imaging methods, with suspec-
tion at ureteral stricture or valve. Gerota’s fascia
was opened by a flank incision. The middle region
of the ureter was dissected and suspended, and dis-
section was continued upwards from this region.
The ureter was displaced in to the psoas muscle 4
cm below the ureteropelvic joint, and a small bo-
wel segment was observed to adhere to the same
point like a tape (Figure 1, 2). Dissection up until
the psoas muscle was continued from the ureter en-
trance, and the ureter was freed from this area fol-
lowing a 2 cm dissection. The adhering bowel
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FIGURE 1: Retoperitonal space during the operation.
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FIGURE 2: Diagrammatic sketch. (U) ureter, (P) psoas muscle, (B) Bowel
segment.

segment was dissected from this area. The 1 cm
portion of this region of the ureter, which was de-
tected macroscopically, was resected and end-to-
end ureterouretostomy was performed, with a 4.8
F Double-]J catheter in situ. Opaque solution passa-
ge was observed in the ureter with peristaltic acti-
vity on the follow-up IVU examination performed
2 months later. No valves were detected during the
microscopic examination of the removed segment.
The pathological examination of the resected ure-
ter was normal.

I DISCUSSION

The ureter, the tubular extension of the pelvis re-
nalis, runs downwards in front of the musculus
psoas and adherent to the peritoneum.! Ureter is
localized next to the psoas muscle in the posterior
during its retroperitoneal course. The relation of
the psoas muscle and the ureter is that of a neigh-
borhood only. Ureter enters the pelvis at the bifur-
cation level crosswise iliac veins. Retroperitoneal
gonadal veins are parallel to the ureter, crosswise to
the ureter from the front, from inside to outside be-
fore they enter the pelvis.! The right ureter is ne-
ighbor to terminal ileum, cecum, appendix,
ascending colon and their mesenteries in the ante-
rior and the left ureter is neighbor to descending
column, sigmoid and their mesenteries.
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Ureteral abnormalities are the most important
anomalies seen in pediatric urology, as they di-
rectly affect the renal functions. These anomalies
can appear acutely or stealthily.®* The known ure-
ter anomalies are; termination (ureter ectopy, ecto-
pic ureter), structural (ureterocele, ureteral steno-
sis, strictures, valves, spiral turn, folds, diverticu-
lus, congenital high position), numerical (blunt-en-
ded duplication of the ureter, inverted Y dupli-
cation, multiple ureters), and position (preureteral
vena cava, preureteral iliac artery, ureteral hernia-
tion) anomalies.!”> Congenital obstructive lesions of
the ureter primarily appear in the proximal or the
distal end. In a pediatric autopsy series, obstructi-
on was observed in the ureteropelvic joint in 34%
of the cases, and in the ureterovesical joint in 62%
of the cases. Obstruction in the other parts of the
ureter was detected at a frequency of 4%.° Obs-
tructions in this region usually occur due to urete-
ral valves or strictures. Niranjan et al have reported
a ureteral obstruction due to leukemic infiltration
of the psoas muscle in an adult patient.’

No cases of obstruction due to the entrance
of the ureter into the psoas muscle were encoun-
tered in searched literature. In our case, the ure-
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ter that is supposed to go downwards on the pso-
as muscle entered into the psoas muscle and cau-
sed obstruction. Although it was stuck to an
intestinal loop have suggested an infective, infil-
trative, and traumatic incident that the patient
may have experienced earlier, the detailed anam-
nesis of the patient did not contain such incidents.
Therefore, we have thought that the case is con-
genital. Since the sticking of the intestinal loop to
the ureter did not have an infective, infiltrative,
traumatic story, it can be asserted that it is due to
a defect during in utero migration. In the evalua-
tion of a child with ureteral obstruction, if suffi-
cient assessments cannot be made using ureteral
imaging methods, that it can enter the psoas mus-
cle throughout its course as in our case should be
kept in mind.

Hereby, we report a congenital anomaly of the
ureter, causing obstruction by entering the psoas
muscle without any systemic, traumatic, infiltrati-
ve and inflammatory cause.
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