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Rare aetiology of obstructive kidney injury:  
Bilateral ureteral endometriosis
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� INTRODUCTION

Endometriosis is an oestrogen-dependent disorder 
characterized by the presence of functional endome-
trial-like tissue outside the uterine cavity, capable of 
prompting complications due to its infiltrative nature 
or by formation of adhesions1. It is highly prevalent 
among women of reproductive age, ranging from 
6-10%2. Urinary tract involvement, however, is rarer, 
accounting for only 1-2% of all cases3 and prevalence 
of ureteral endometriosis is much lower, with studies 
reporting incidences of only 0.1%4. The disease usually 
affects the distal segment of the ureter, usually the left 
one, denoting a clear lateral asymmetry which is com-
patible with the menstrual reflux theory5. Nonetheless, 

bilateral involvement has been described in up to 
10-20% of cases6. Ureteral endometriosis can be further 
classified into either intrinsic or extrinsic, the latter 
more common and usually less symptomatic, raising 
the likelihood of silent loss of renal function7.

As a timely diagnosis is important we present a case of 
bilateral ureteral endometriosis with a dim prognosis.

� CASE REPORT

A 29-year-old Caucasian woman, gravida 0, para 0, 
was referred to our emergency department due to 

� ABSTRACT

Endometriosis is highly prevalent in women at the reproductive age, ranging from 6-10%, though ureteral 
involvement is rare, only seen in 0.1% of the cases, but may lead to urinary tract obstruction with potential renal 
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cally. Due to difficult ressecability, a conservative approach was taken through hormonal treatment and bilateral 
ureteral pigtail placement, given the necessity to salvage renal function and decrease disease burden.
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routine laboratory analysis finding a stage II acute 
kidney injury (AKI)8. Apart from previous history of 
infertility and dysmenorrhoea, her medical history 
was unremarkable with no relevant family history, no 
previous surgeries and no relevant occupational expo-
sure. She was not currently on any chronic medication, 
referring only sporadic use of paracetamol and a pre-
vious history of oral contraceptive use. At admission, 
the patient presented no symptomatology, including 

genitourinary or abdominal complaints, and had no 
apparent changes on physical examination. Ensuing 
diagnostic approach included laboratory tests that 
confirmed a stage II AKI (serum creatinine 2.86 mg/
dL as opposed to a basal level of 1,00 mg/dL and an 
urea level of 82 mg/dL) paired with an otherwise nor-
mal evaluation, including no urinalysis abnormalities. 
A renal ultrasound (Fig. 1) found moderate bilateral 
hydroureteronephrosis (grade 3) along with normal-
sized kidneys and preserved parenchymal differentia-
tion. A computerized tomography (Fig. 2) was per-
formed to clarify the obstruction’s aetiology and 
confirmed a bilateral obstruction but shed no further 
light on the cause. However, the finding of a thickened 
right mesorectal fascia raised the possibility of either 
a colorectal or uterine cervix cancer. Suspecting a 
bilateral urinary obstruction secondary to a pelvic 
tumour, we performed a conservative urinary deriva-
tion by double pigtail ureteral stenting to allow inves-
tigation of the aetiology. Subsequent diagnostic 
workup revealed normal gastrointestinal endoscopies 
and cervical pathology studies but elevated serum 
CA-125 levels (332.7 IU/mL) stood out. During follow-
up, a uro-magnetic resonance (Fig. 3) was performed 
but no additional information was obtained, outlining 
the need for an explorative laparotomy, where mac-
roscopic appearance suggested multiple foci of scat-
tered endometriosis (diaphragmatic cupula, parietal 
peritoneum over the anterior abdominal wall, pari-
etocolic gutters and pelvic involvement of uterus, 
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Figure 1

Renal ultrasound evidencing moderate bilateral hydroureteronephrosis 
(R – right kidney; L – left kidney).

 

Figure 2

Computerized tomography confirming the bilateral obstruction (*) and revealing enlarged uterus and a thickened right mesorectal fascia (arrow).
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bladder and rectum) presenting as a “frozen pelvis”. 
This was later confirmed histologically by the finding 
of endometrial glands and stroma staining positive 
against CD10 antibody and oestrogen receptor anti-
bodies. Given the widespread bilateral ureteral 
involvement determining an unresectable disease, a 
conservative approach was taken consisting of hor-
monal therapy (combined oral contraceptives) and 
bilateral ureteral pigtail placement in order to salvage 
renal function and decrease disease burden. Postop-
erative follow-up showed reduction of serum creati-
nine and urea levels to 1.45 mg/dL and 43 mg/dL, 
respectively. Uro-magnetic resonance showed 
improvement of previously diagnosed hydronephrosis, 
still sustaining residual ureteral obstruction, while 
CA-125 was normalized to 16.12 IU/mL after 4 months. 
She was kept on cyclical combined oral contraceptives 
for 12 months but residual dysmenorrhoea led to 
hormonal therapy being exchanged for a Levonorg-
estrel-Releasing Intrauterine System, with complete 
symptomology resolution while bilateral ureteral pig-
tails were kept, with periodical replacement every 6 
months. The patient has now been under a 3-year 
follow-up with no current symptomology and no sug-
gestion of worsening hydronephrosis. However, she 
has experienced multiple complicated urinary tract 
infections episodes and evidence of renal function 
decline, with serum creatinine level increasing to 2.00 
mg/dL suggesting chronic kidney diseases progression, 
with all its inherent complications, meaning a poor 
long-term prognosis.

� DISCUSSION

Endometriosis is considered a benign condition 
though it may present an aggressive clinical behaviour, 
given its progressive and elusive course with a reported 
risk of silent renal loss as high as 25-50%9. Ureteral 
endometriosis’ potential deterioration in renal function 
is rare but must be considered, as a timely diagnosis 
may grant an easier treatment and better prognosis. 
At an early stage of the disease, hormone therapy alone 
may be sufficient to prevent any development of fibro-
sis10, whereas at later stages, with progression of fibro-
sis, more aggressive approaches must be considered 
with the main aim of relieving renal obstruction and 
functional loss11. In terms of treatment approaches, 
one must then consider multiple factors, from extent 
of disease to the degree of hydronephrosis and renal 
function compromise. Treatment ranges from hormonal 
therapy alone or with double-J stent insertion, ureter-
olysis, segmental ureterectomy and end-to-end anas-
tomosis, or segmental ureterectomy and uretro-
cystoneostomy, and nephrectomy (5, 12).
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Figure 3

Uro-magnetic resonance raising the suspicion of a pelvic tumour 
with invasion of the right parametrium
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