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Abstract
Spontaneous ureteric ruptures is a rare condition [1] and bilateral ureteric rupture is even more un-
common. Few cases are described in the literature in which bilateral ureteric rupture is associated to der-
matomyositis [2] or to intra-arterial contrast medium application for infrarenal aortic stent placement [3].

We discuss here a case of bilateral ureteric rupture in a 74-year-old man with bladder cancer, presenting
oliguric acute kidney failure and a light abdominal pain.
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Case presentation
A 74-year-old man presented with acute anuric kidney failure and light abdominal pain. One
month before, he had had fever and macroscopic hematuria, was treated with antibiotics
and performed diagnostic procedures showing a bladder cancer. He had a transurethral re-
section of the bladder in the Urologic division of another hospital from where was admitted
(6 days following the TURB) to the division of Nephrology of our hospital, after the occur-
rence of anuric acute kidney failure.

The patient presented with the following biochemical examinations: creatinine levels of 8.7
mg/dl, azotemia levels of 168 mg/dl, bicarbonate levels of 17 mmol/l, C-reactive protein
of 73 mg/dl and values in the normal range. He had dyspnea, a blood pressure of 155/78
mmHg, no peripheral oedema but crackles at both lungs. The chest X-ray showed fluids
in the alveoli with interstitial thickening and bilateral hilar congestion. Our patient com-
plained a light abdominal pain in the upper pelvi area. The abdominal X-ray showed no
signs of air in the abdomen or intestinal obstruction, but only an initial bowel distension.

The first day after admission at our hospital, considered symptoms, blood and radiological
examination, we decided to start hemodialysis, after inserting a central venous catheter in
the femoral vein. The second day we performed an abdominal ultrasonography showing
a huge quantity of ascites without liver lesions, but no hydronephrosis or other kidneys
anomalies; bladder was empty and with wall thickening and several endoluminal lesions.
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Figura 1.Figura 1.

Due to the unclear nature of acute kidney failure and the unknown bladder disease we also
performed a total body computed tomography scan (CT scan) with injection of intravenous
iodine contrast medium. The TC scan showed a bilateral retroperitonel urinoma with a huge
amount of fluids in the abdomen, without anomalies of other organs (Figura 1).

Therefore, our patient underwent a placement of bilateral percutaneous nephrostomy,
then a surgical intervention of ureters reconstruction. After surgery and a total of 3 he-
modialysis sessions, our patient had a complete recovery of renal function and was dis-
charged with a serum creatinine of 0.9 mg/dl.

Discussion
Spontaneous ureteric ruptures with retroperitoneal urine leakage is a rare condition [1] and
bilateral ureteric rupture is even more uncommon [2] [3]. Ureteric perforation can occur at
each level from pelvis to bladder, but the most interested part is the upper tract of ureter,
maybe due to the high content of contractile fibres [4]. The most frequent causes of rupture
are: hydronephrosis, calculi, connective diseases, retroperitoneal fibrosis, vasculitis, throm-
bosis, congenital abnormalities and malignancies [5] [6] [7]. Symptomatology is similar to
that of acute abdomen or renal colic, and that can lead to a delayed diagnosis [8] (full text).
In fact, it is carachterized by abdominal pain due to leakage of urine into abdomen with
activation of inflammatory processes of peritoneo and abdominal organs. Pain can also be
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caused by pressure exerted by urinoma on other organs. Nevertheless, sometimes it can be
difficult to make a correct diagnosis for the lack of symptoms.

In our patient, rupture of the first ureter was caused during the transurethral resection of
the bladder and that of the second was caused during the placement of a stent! Also the
symptomatology was not typical; in fact, our patient had not so much pain but only light
abdominal pain, especially in the pelvic region. Diagnosis could have been further delayed if
we had not performed the CT scan to study the bladder malignancy of which we had scarce
information. Moreover, the abdomen X-ray and ultrasonography did not show any sign of
an acute abdomen or ureteric rupture and urinoma, giving only few signs of intestinal dis-
tension and the presence of ascitis, respectively.

Take home message
Diagnosis of spontaneous ureteric rupture can be difficult because of a lack of a well defined
symptomatolgy. It has to be suspected and excluded when there are symptoms similar to an
acute abdomen, but also in cases of acute kidney failure with atypical symptomatology and
unclear aetiology.
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