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Objective : " Tc-dimercaptosuccinic acid(DMSA) scan is considered to be the most sensitive exam-
ination for detection of renal scars. However, because of its high radiation exposure to the Kkidney
and its limited usefulness for patients with low grade vesicoureteral reflux(VUR), some authors have
suggested that DMSA scans should be reserved primarily for children with VUR grade 3 and above.
The aim of this study was to reevaluate the necessity of DMSA scans as a screening test in in-

Methods : In this retrospective study, 189 infants(mean age:6.2 months) diagnosed as UTI were
enrolled. Voiding cystourethrogram(VCUG), DMSA scan and renal ultrasonography were performed
within 1 month of UTL VUR grade was classified into three subgroups; low grade(grade 1-2), mod-
erate grade(grade 3), and high grade(grade 4-5), respectively.

Results : Renal defects were present in 67 of 189 infants, and 82 of the 378 renal units. The inci-
dence of renal defects was significantly correlated with VUR grade(P<0.01); 28 percent without re-
flux, 38 percent with low grade, 53 percent with moderate grade, 100 percent with high grade, re-
spectively. However, there was no significant differences in incidence of renal defects between the

Conclusion : In this study, renal defects were found in quite high percentages; 28 percent patients
without reflux and 38 percent patients with low grade VUR, respectively. Moreover, there was no
significant difference in the incidence of renal defects between the low grade and moderate grade
groups. Therefore, DMSA scan should be performed for infants with UTI as a screening test re-
gardless of the presence of VUR. (Korean J Pediatr 2006;49:648-652)
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Table 1. Results of DMSA Scan in Relation to VUR Grade

Abnormal DMSA  Normal DMSA Total
Reflux grade : . .

scan(renal unit) scan(renal unit) renal unit
0 79( 28%) 201(72%) 280
Low 16( 38%)" 26(62%) 42
Moderate 19( 53%) ™ F 17(47%) 36
High 20(100%)* 0 20
Statistical significances were tested by oneway ANOVA

among groups and LSD multiple comparison test between
each groups

“P>0.1 compared with reflux grade 0

P<0.01 compared with reflux grade 0

*P>0.05 compared with reflux low grade

$ P<0.05 compared with reflux moderate grade
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Table 2. Renal Defects in Patients

Reflux grade Diffuse renal defect” Focal renal defect’

0(R.UT=280) 6( 2.1%) 22( 7.9%)
Low(R.U=42) 4( 9.5%) 12(28.5%)
Moderate(R.U=36) 12(33.3%) 7(19.5%)
High(R.U=20) 7(85.0%) 2(10.0%)

Statistical significance was evaluated by Spearman’s correla-
tion

"P<0.05 correlated with reflux grade

"P>0.1 correlated with reflux grade

*R.U : renal unit

Table 3. Comparison of Clinical Data in Infants with Normal
or Abnormal DMSA Scan

Normal DMSA Abnormal DMSA

(n=122) (n=67)
Age(months)” 0.58+0.53 0.80+0.65
Duration of fever(days)” 3.38%£1.76 4.0%4.69
Duration of hospitalization 6.762.58 6.98+£3.40
(days)”
WBC at admission(/mm®)"  14,474+6,153 16,235+8,085
ESR at admission(mm/hr)”  43.43+2593 46.741+30.62
CRP at admission(mg/dL)"  6.945+5.155 8.322+6.505

Values are shown as mean= standard deviation
Statistical significance was evaluated by student t-test
"P>0.05
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