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TEK TARAFLI HIDRONEFRONEFROZUN NADIR NEDENI: ÜRETERAL
ENDOMETRIOZIS

ÖZET

Endometrisis, endometrium dokusunun uterus dışında yerleşmesidir. Çoğunluk-
la overler, fallop tüpleri ve uterin ligamentleri etkiler. Daha az sıklıkta üreterde de 
yerleşim gösterebilir. 42 yaşında, kadın hasta lomber ağrı ve dizüri yakınması ile 
başvurdu. İdrar sedimentinde mikroskopik hematüri ve görüntüleme çalışmala-
rında sol renal hidronefroz saptandı. Tanısal üreteroskopisinde lümene projekte 
kitle izlendi. Hastaya segmenter üreter rezeksiyonu ve üreteroneosistostomi 
uygulandı. Mikroskopik incelemede üreter yerleşimli endometriozis saptandı. 
Görüntüleme yöntemleriyle taş tespit edilemeyen bayan hastalarda 
hidronefrozun nadir nedeni olan endometriosis akılda tutulmalıdır.
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ABSTRACT

Endometriosis is charactherized with existing of endometrial cells 
outside of uterus. Endometriosis usually effects ovaries, fallopian 
tubes and uterine ligaments. It rarely places on ureter. We presented 
a 42 year-old female patient with lumbar pain and dysuria referred 
to our clinic. Urinary sediment showed microscopic hematuria and 
imaging studies with left renal hydronephrosis. Projecting into the lu-
men of the ureter showed a mass in the diagnostic ureterorenoscopy. 
We performed distal ureterectomy and ureteroneocystostomy in the 
treatment of ureteral mass. Microscopic evalution of the ureteral mass 
showed endometriosis. Endometriosis should be considered as a rare 
cause of hydronephrosis in female patients with an undetectable stone 
in imaging studies.
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Introduction

Endometriosis is used to describe active and progres-
sive endometrial tissue exterior to the uterine cavity (1). 
Endometrial tissue is sensitive to changes in estrogen and 
progesterone during the menstrual cycle. Endometriosis 
usually effects ovaries, fallopian tubes and uterine liga-
ments (2). Less frequently, can be placed in the liver, heart, 
pleura, gastrointestinal and urinary system (3-4), and can 
mimic primary and metastatic tumors of the affected or-
gans. Rarely, ureteral endometriosis may lead to hydrone-
phrosis as a result of adhesions and scar formation. Here 
we present a case of ureteral endometriosis in a woman 
with remitting left flank pain and hydronephrosis.

Case report

a 42-years-old woman was referred to our Urology de-
partment with the history of relapsing and remitting left 
flank pain, dysmenorrhea, dysuri and dyspareunia about 
7 months. Her flank pain was increased especially with 
menstrual cycle in the last two months. Her sister had a 
history of endometriosis in the bladder. She did not re-
ceive a hormonal theraphy before. She had two children 
and her menstrual cycles were normal. She did not any 
vaginal discharge. Routine blood tests and renal func-
tional tests were normal. Urine analysis showed 20 red 
blood cells. Urine culture was normal. Pelvic ultrasonog-
raphy revealed grossly hydroureteronephrosis with no 
evidence of calculi. A contrasted abdominal computed 
tomography (CT) was performed, and CT revealed left 
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side hydroureteronephrosis (Figure 1), and severe ob-
struction of left distal ureter by an intraureteral enhanced 
soft tissue mass (Figure 2). On the cystoscopic examina-
tion of bladder and both of the ureter orifice were nor-
mal. Diagnostic ureterorenoscopy showed well defined, 
white pallor colored soft tissue mass projecting in the left 
intrinsic distal ureteral lumen. There was a fair dilatation at 
ureteral segment above the mass. We decided to perform 
distal ureterectomy due to the suspect mass in distal ure-
teral segment. 

We performed distal ureterectomy and ureteroneocystos-
tomy. In these operation, we have reached to distal ureter 
by using previous Pfannenstiel incision and tried to pick 
out distal ureter from dense fibrotic tissue but failed in this 
approach. We excised the distal ureteral segment. So that 
by using Politano-Leadbetter technique ureteroneocys-
tostomy was performed and double-j stent was inserted. 

The resected part of the distal ureter segment was exam-
ined by pathologist.  We removed the Foley catheter on 
the fourth postoperative day. The double-J stent was kept 
in at least 4 weeks postoperatively. Pathological examina-
tion revealed as ureteral endometriosis (Figure 3A, B, and 
C). After 3 months cystography evaluated as normal and 
the patient is in regular follow-up both urology and gyne-
cology clinics

Discussion

Endometriosis is often observed during the reproductive 
period. Most cases are seen between the ages of 25-30 

(5). Urinary tract endometriosis is a rare condition and 
could be found approximately %1 of women with pelvic 
endometriosis. It usually involves the bladder (5). Ureteral 
involvement is extremely rare and found to be %0,1 (6). 
There is a genetic predisposition in patients with family 
history. Location and extent of the disease determines 

Figure 1. On axial CT imaging after contrast media administration, there is left 
side hydroureteronephrosis due to distal ureteral obstruction.
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Figure 2 A-D. On axial serial (A-D) CT imaging after contrast media 
administration, ureteral dilatation (white arrows) and intraureteral enhanced 
soft tissue mass (black arrows) is clearly seen.

Figure 3 A-C. Microscopic sections showing the endometrial tissue which was composed of sparse endometriotic stroma and the endometriotic glands, many 
of which are cystic (A). İmmunhistochemical examination revealed that the periglandular endometrial stroma was immunoreactive for CD10 and the glands was 
immunoreactive for ER (B and C). 
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the severity of the symptoms. However, patients’ symp-
toms may not be related to the degree of disease, and the 
disease can progress even nonspecific findings; include 
chronic pelvic pain, dysmenorrhea, and dyspareunia. 
Typical findings are renal colic, back pain and hematu-
ria. However, 50% of patients may be asymptomatic (7). 
Often involvement is seen in the lower end of the ureter, 
and divided into two types based on infiltration instead. 
Extrinsic type involves ureteral adventitia, and intrinsic 
type involves muscularis mucosa (4). Endometriosis is a 
process that creates chronic inflammation and results in 
scarring and adhesion. Progressive stenosis of the ureter 
causes hydronephrosis and loss of kidney at random in 
some cases (8). Ultrasound, CT, magnetic resonance imag-
ing and radiographic imaging techniques, such as intrave-
nous-urography are common diagnostic tools. However, 
preoperative diagnosis is still difficult (8). Final diagnosis 
usually requires demonstration of endometrial tissue di-
rectly or confirmation by pathological examination. In 
other words, surgery is necessary for definitive diagnosis. 
Diagnostic laparoscopy is the frequently used method to 
observe the endometriosis focibetter (9). However, this 
method may not provide sufficient contribution of di-
agnosis in patients with intrinsic ureteral endometriosis. 
Treatment of ureteral endometriosis is variable. Treatment 

options for ureteral endometriosis are medical treatment 
(danazol, progestin), ureterolysis, psoas hitch, Boari flap, 
transureteroureterostomy and ileal interposition. All of 
them may be used if necessary (10). The choice of treat-
ment depends on the age, symptoms, spread of disease 
and should be preferred by individuals. However, hormo-
nal monotherapy is not recommended. The treatment 
of ureteral endometriosis is still unclear and usually re-
quires a multidisciplinary approach. But the only certain 
thing is to make the correct preoperative determination 
of the level of ureteral stricture. Ureteroneocystostomy is 
the most appropriate approach to moderate and severe 
hydronephrosis.

Endometriosis is a very common gynecologic disorder in 
reproductive age women, but the localization in the uri-
nary system can easily be skipped. Endometriosis should 
be considered as a rare cause of non-calculous hydrone-
phrosis in women presenting with flank pain.

Conclusion

Treatment options should be preferred by individuals. 
However, open ureteroneocystostomy still remains one of 
the most important treatment option, in the cases accom-
panied by hydronephrosis due to ureteral stenosis.
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