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Abstract  

Background: Posterior urethral valves (PUV) is one of the birth defect with 

commonest cause of obstruction of lower urinary tract. Poor micturation, failure 

to thrive, sepsis, abdominal lump are usual presentation. Surgery is the main 

treatment of posterior urethral valve. anterade transvesical valve ablation is 

done in unavailability of thinner endoscopes. Materials and Methods: This is 

a retrospective observational study in which 32 patients were included. All 

preoperative and post-operative parameters were noted. Follow-up findings are 

noted and analyzed. Result: Most common symptoms were urinary retention 

and dribbling of urine. Pre-term babies has more incidence of posterior urethral 

valve. Most of the patients resolved by single time fulguration (78%). Post-

operative complications were noted in about 37.5% with most common 

complication was hematuria. Conclusion: Antegrade posterior urethral valve 

fulguration is safe and ideal approach in absence of small calibre endoscopes. 

 
 

 

INTRODUCTION 
 

Posterior urethral valves(PUV) is one of the birth 

defect of the boys lower lower urinary tract usually at 

membrano-bulbar junction of urethra. It is one of the 

commonest cause of obstruction of lower urinary 

tract. PUV is a complex congenital malformation in 

which physiology of lower urinary tract and upper 

urinary tract altered.[1] The incidence of posterior 

urethral valve varies 1.6 to 2.1 per 10,000 births. It 

was recognized by Morgagni in 1769 and 

Langenbeck confirmed it in post-mortem dissection 

in 1802. Posterior urethral valve was named by Hugh 

Hampton Young who have credit for detail 

description and classification of PUV.[2,3] There are 

range of severity of spectrum of disease varies from 

post-natal life incompatibility to late presentation 

with minimal symptoms. Poor micturation, failure to 

thrive, sepsis, abdominal lump are usual presentation 

in post- natal life although it is diagnosed antenatally 

now a days. It is a one of the common etiology of 

chronic renal insufficiency because of obstruction 

urinary tract and approximately 10 to 15 percent child 

underwent renal transplant due to its progression to 

end stage renal disese. Ultrasonography, voiding 

cysto-urethrography, and sometime renal 

scintigraphy are usual imaging studies. Management 

usually relies on various issues that is age, clinical 

features, severity, renal damage control and valve 

bladder syndrome management. Surgery is the main 

treatment of posterior urethral valve.[4] Valve 

ablation is main surgery which is done by 

endosopically but in many centres thinner 

endoscopes are not available especially for neonate 

and infants then in those situations anterade 

transvesical valve ablation or fulguration used. We 

analyzed our data of antegrade valve ablation in this 

study. 
 

MATERIALS AND METHODS 

 

This is a retrospective observational study which was 

conducted in our college and hospital, a tertiary 

centre of the state. Total 32 patients were included in 

the study. Study duration was from 2012 to 2022.All 

the clinical features, laboratory investigations, 

Radiological imaging findings were noted and 

analyzed. Clinical features included dribbling of 

urine, weak urinary stream, failure of thrive, urinary 

retention, abdominal distension, hard feeling of 

urinary bladder on digital rectal examination. Routine 

haemogram, kidney function test, urine routine 

microscopy and urine culture and sensitivity were 

noted. Ultrasonography of whole abdomen including 
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kidney, ureter, bladder, retrograde urethrogram, 

micturating cystourethrogram, [Figure 1] x-ray chest 

& intravenous pyelogram were noted. 

 

 
Figure 1: MCU of PUV patient Showing dialated 

posterior urethra 

 

All the patients underwent similar type of procedure 

and done under general anaesthesia with muscle 

relaxant. Urinary bladder was distended. Midline 

transverse incision was given. Urinary bladder was 

approached and opened. Ureteroscope was used for 

antegrade cystoscopy and urethroscopy. Posterior 

urethra was dialated. Posterior urethral valve was 

identified and fulgurated with help of bugbee. The 

completeness of adequate fulguration was known by 

flow of urine. Adequate size of per urethral catheter 

was placed. Bladder and abdomen were closed. Post-

operative events and complications were recorded. 

Follow-up findings are noted and analyzed. 

 

RESULTS 

 

This is a retrospective observational study which was 

conducted in our college and hospital, a tertiary 

centre of the state. Total 32 patients were analyzed in 

this study. Mean age of presentation with different 

symptoms was 65 days. Most common symptoms 

were urinary retention and dribbling of urine, which 

was found in about in 25% of the babies. Six babies 

were diagnosed ante-nataly. Other symptoms were 

recurrent urinary tract infection and dysuria, sepsis, 

and urinary incontinence. Mean weight at 

presentation was 2.02kg with range of 0.98 to 6.8kg. 

Pre-term babies has more incidence of posterior 

urethral valve but most of the babies delivered by 

nomal delivery than caeserian (21vs11). 

 

Table 1: Observed parameters of the study (n=32) 
Mean age of presentation(days) 65 (5-342) 

Mean weight at presentation(Kg) 2.02(0.98-6.8) 

Mode of birth  

Normal delivery 21(65.6%) 

Delivery by caesarean section 11(34.4%) 

Birth term 

Full term 12(37.5%) 

Pre-term 20(62.5%) 

Clinical features 

Antenatal diagnosis 6(18.7%) 

Urinary retention 8(25%) 

Dribbling  8(25%) 

Palpable bladder 4(12.5%) 

Sepsis 1(3.1%) 

Recurrent UTI 4(12.5%) 

Urinary Incontinence 1(3.1%) 

Mean Operative duration(Minutes) 45(30-90) 

Single time fulguration 25(78%) 

Multiple time fulguration(>1) 7(21.8%) 

Mean Hospital Stay(Days) 7(2-21) 

Mean Time of per urethral Catherisation (Days) 12(10-21) 

Post-operative Complications 

Haematuria 3(9.3%) 

Urinary retention 2(6.2%) 

Anuria 1(3.1%) 

Sepsis 1(3.1%) 

Bladder neck contracture 1(3.1%) 

SPC fistula 1(3.1%) 

ESRD 3(9.3%) 

 

Most of the patients resolved by single time 

fulguration (78%) where as in seven patients 

multiples fulguration had been done. Mean operative 

duration was 45 minutes and hospital stays were 

varied from two to twenty-one days. 

Post-operative complications were noted in about 

37.5% with most common complication was 

hematuria. All patients of haematuria were treated by 

conservatively. Urinary retention was noted in two 

patients in which prolong per urethral catheter was 

placed. Anuria and sepsis were also treated by 
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prolong period of conservative treatment. One patient 

had spc fistula which was not closed by prolong 

catheterisation and required surgical treatment later 

on. ESRD developed in three patients who were 

referred to higher central. All parameters which were 

observed in the study is depicted in [Table 1]. 

 

DISCUSSION 
 

Posterior urethral valves (PUV) are one of the 

common birth defects of the male children lower 

urinary tract usually at posterior urethra. It is one of 

the commonest causes of obstruction of lower urinary 

tract. It is one of lethal congenital anomaly which 

may progress to chronic kidney disease. It has 

prominent hazardous impact on urinary bladder and 

kidney function. Now a days ante natal diagnostic 

work-up has decreased its mortality and 

morbidities.[5] Ultrasonography shows dialated 

posterior urethra, dialated urinary bladder, and 

hydronephrosis. Urinary bladder diverticula, ascites, 

urinoma, and signs of renal dysplasia may also 

found.[6] Clinical features of posterior urethral valve 

depends on severity of urinary tract obstruction. Poor 

urinary stream, dribbling of urine, urinary 

incontinence, urinary tract infections, sepsis, 

decreased kidney function, anaemia, and failure to 

thrive are usual presentation.[7] Orumuah AJ did a 

study in 44 patients and in his study presenting age 

was between 1 day and 14 years with a mean of 3.95 

years.[7] In the present study mean age of presentation 

65 days. Antenatal diagnosis was in six patients 

which was similar to present study. F.M.Ayyat 

discussed in his study about different mode of 

posterior urethral valve presentation according to 

various ages , surgery options, related morbidities 

with comparing to different urological published 

sample. Younger the infants, severe the posterior 

urethral valve forms due to associated renal dysplasia 

presence. Most of the unfavourable prognosis was 

due to pulmonary renal dysplasia. Most of the valves 

are of young type one.[8] Opara A in his research, no 

antenatal diagnosis of posterior urethral valve was 

noted and patients consulted mainly for dysuria (n = 

15), urinary retention (n = 8) and pain abdomen (n = 

3). They concluded that an early diagnosis is 

necessary to manage the patient in better way and 

with good preservation of the upper tract function of 

the patients.[9] In present study urinary retention was 

in eight patients. 

Antenatally, ultrasonography & fetal magnetic 

resonance imaging are done to reach diagnosis. 

Postnatally ultrasonography is the preferred imaging 

option with thick urinary bladder wall, dialated 

posterior urethra and hydroureretonephrosis. Voiding 

cystourethrogram confirms the final diagnosis. 

Cystourethroscopy is done for planning management. 

Radionulide renography is done for renal functional 

assessment. Urethroscopic posterior urethral valve 

fulguration is the widely practisized management 

methods. Other options for valve fulguration are open 

dissection by perineal urethrostomy and antegrade 

use of balloon catheter which are now out of practice. 

Vesicostomy is used as diversion. Good urinary flow 

without urinary dribbling and no need of straining 

after valve fulguration are assumed “success.” 

Elevated urinary bladder pressure during micturation 

can result in kidney function deterioation. Urinary 

bladder neck obstruction, uretero-vesical junction 

obstruction because of detrusor hypertrophy, and 

matrix deposition all around may leads to 

deteriotion.[10] 

In neonates and infants, where urethra is narrow and 

urethroscopy requires slender scopes which are not 

available many centres, at that situation percutaneous 

antegrade approach is one of the best options. Many 

clinicians used urethrotomes but complications are 

more. It is safe and with minimum post-operative 

complications. Complications are usually treated 

conservatively. Noted complications are according to 

study done by sarhan o et al who noted urinary 

retention was most common complication (5.5%). 

Urinary extravasations, haematuria and obstructive 

anuria are other complications.[11] 

This study has limitations in the form of small sample 

size, observational, and retrospective. Nowadays 

cystoscopic valve ablation is treatment of choice. 

Percutaneous antegrade approach was only used 

when thinner scopes were not available. 

 

CONCLUSION 
 

With tremendous advancement and miniaturization 

of endoscopes, antegrade posterior urethral valve 

fulguration is safe and ideal approach in absence of 

small calibre endoscopes.  
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