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Historical background

Morgagni was the first to report a description of Posterior urethral
valves in 1717, Confirmed by Langenbeck in 1802, who commented on
valve-like folds in autopsy specimens but he did not describe any findings
of clinical significance. (Krishnan et al., 2006)

Tolmatschew was the first to raise a comprehensive discussion of
valves in 1870, he was also the first to recognize the pathology of PUVs
and propose a theory describing its embryology. (Tolmatschew, 1870)

Young in 1919 was the first to propose a classification system for the
lesion, based on 12 patients, that remains the most commonly used
system even today.(Young et al.,2002)

PUVs are reported in 1/5000-8000 live births. (Krishnan et al., 2006)

PUVs can be associated with a lot of congenital anomalies including;
hypospadias, ureteropelvic junction stenosis, imperforate anus,
dysgenetic kidneys, double urethra, solitary kidney, crossed renal ectopia,
congenital heart disease, and prune belly syndrome. (Yohannes et al.,
2002)

PUVs are the most common cause of bladder outlet obstruction in
childhood causing considerable morbidity, including urinary tract
infection, chronic renal failure, urinary incontinence and even death.
(Hutton, 2004)
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Mortality rates decreased from 36% to less than 10% in the past few
decades, long-term morbidity is still considerable due to the secondary
pathology of the valves. (Caione et al., 2011; Otukesh et al., 2010)

Mortality from PUVs usually occurs in newborns with severe bilateral
renal dysplasia and pulmonary hypoplasia who were stillborn or died
after birth, neonates who died of sepsis or electrolyte imbalances, or older
children and adolescents who had renal failure.(Yohannes et al., 2002)

Urethral valves are a common cause of chronic renal failure and end-
stage renal disease in children and are the etiology of approximately 35%
of children who require renal transplantation. (Penna et al., 2011)

Approximately 22% of patients with PUV progressed to end-stage
renal failure during a median follow-up of 31 years. (Heikkila et al.,
2011)

Most cases are now identified in utero with prenatal sonography, most
cases of hydronephrosis are picked up immediately, Children, later on,
may present with urinary tract infection, hydronephrosis, ascites, and/or
thick distended bladder. In severe cases, renal failure, congestive heart
failure, and respiratory distress may occur. (Casale, 1990)

Unfortunately, early diagnosis with the use of prenatal ultrasonography
has not shown better improvement in the renal outcome compared with
postnatal detection. (Ylinen et al., 2004)

Generally, Patients with PUVs represent 1% of those awaiting renal

transplantation. (Indudhara et al., 1998)



