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AHHOTALNA

B pabote npepcTaBneHbl ABa KIMHWUYECKUX HabniofeHus yponumdatuyeckux GUCTYN, AMarHOCTUPOBaHHBIX METOA0M
KOMMbloTepHoii ToMorpadun. B 0boux crydasx naumeHTbl NOCTYNUAM B KIIMHUKY C CUMNTOMATUKOIM NOYEYHOW KONWKHK. Ypo-
nMdaTuyeckue GUCTYNbI ABNAKOTCA PeAKUM COCTOSIHUEM, 0BYCOBNIEHHBIM (OPMMPOBAHMEM CBS3WU MEXKIY MOYEBbLIAENM-
TeNbHOM M MMdaTUYecKoin cucTeMamun. Kak npaBunio, COCToSHME BbI3BaHO 0OCTPYKLMEN IMMPATUYECKMX COCYLO0B Ha GoHe
napasuTapHoii UHBa3uK. MHbIMM NpuunHaMmM MoryT bbITb flyueBas Tepanus, TpaBMa 3abpHOLLMHHOMO NPOCTPAHCTBA, NpopacTa-
Hve onyxonu. B apy Ao aHTMBMOTMKOB BbinM pacnpocTpaHeHbl MHEKLMOHHBIE NPOLLECCHI, TAKWUE KaK KCaHTOrpaHyneMaTo3Hbli
nuenoHedpuT 1 TybepKYNE3 noyek.

MpencTaBnseM KIMHUYECKME Clydamn yponuMdaTtnyeckux ductyn, chopMmUpoBaHHbIX Ha GoHe yponnThasa.

B npencTaBneHHbIX KIMHUYECKMX CIy4asix Mo4a HampsMylo noctynana B uMdartnyeckve cocyfbl Yepes yporumdaru-
YECKWUN CBULL, 0OHApYXEHHBIA HAa KOMMbIOTEPHBIX TOMOTPaMMax C KOHTPAacTHbIM ycuneHueM. YponuMmdatuyeckue ducty-
MNbl, BbI3BaHHbIE HApYLUEHMEM OTTOKA MOYM W3-3a BNIOKA MOYEBLIBOAALLMX NYTEWd, BbISABAAIOTCA PELKO MO MPUYKMHE TOrO,
YTO AMarHOCTUYECKMM MEeTOAO0M Bblbopa Npu NoYeUHON KONIUKE SBMSETCA yNbTPa3ByKOBOE UCCe0BaHMe BPIOLLHOM NOOCTH.
B nogasnsiowem bonblumHCTBE CriydaeB yponuMdatnyeckue GUCTYNbI NeyaTcs KOHCEPBATUBHO W He TpebyloT onepaTUBHOMO
BMeLuaTenbcTa. Kak npaBuno, copMmpoBaHHble COYCTbS MEPECTAloT CyLLeCTBOBATb MPW YCMELIHOM JIEYEHUM COCTOSHUS,
KOTOpOE BbI3Baso CBULL.

KnioueBble cnosa: yponumoatuyeckas GuUcTyna; ypeTeponnTias; noyeyHas KomKa; KoMnbloTepHasi ToMorpadus.

Kak uutupoBatb
lenexe M.6., FopayeBa KM. Yponumbatiieckue duUCTynbl, BbISBIEHHbIE MO AaHHBIM KOMMbIOTEPHOW ToMorpatum Ha doHe noyeuHoit Konukm // Digital
Diagnostics. 2022.7.3,N° 2. C. 149-155. DOI: https://doi.org/10.17816/DD106050

Pykonucb nonyyena: 07.04.2022 Pykonucb opo6peHa: 26.05.2022 Ony6nukoBaHa: 05.06.2022

A
3KO®BEKTOP Jnuensmna CC BY-NC-ND 4.0
© Konnek1s agTopos, 2022

149


https://creativecommons.org/licenses/by-nc-nd/4.0/

https://crossmark.crossref.org/dialog/?doi=10.17816/DD106050&domain=PDF&date_stamp=2022-07-14

150

CASE REPORTS Vol 3 (2) 2022 Digital Diagnostics
DOI: https://doi.org/10.17816/DD106050

Computer tomography of uro-lymphatic fistulas
associated with renal colic
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ABSTRACT

This article presents two clinical observations of uro-lymphatic fistulas diagnosed by computed tomography. In both cases,
the patients were admitted with symptoms of renal colic. Uro-lymphatic fistulas are a rare condition caused by the formation
of a connection between the urinary and lymphatic systems, which is caused by, as a rule, lymphatic vessel obstruction due
to parasitic infestation. Other causes may be radiation therapy, retroperitoneal trauma, and tumor sprouting. In the era before
antibiotics, infectious processes such as xanthogranulomatous pyelonephritis and renal tuberculosis were common. Cases
of uro-lymphatic fistulas formed against urolithiasis background are presented below. In the clinical cases presented, urine
directly entered the lymphatic vessels through a uro-lymphatic fistula detected on contrast-enhanced computed tomography.
Uro-lymphatic fistulas caused by impaired urine outflow due to blocked urinary tract are rarely detected since abdominal
ultrasound is the diagnostic method of choice in renal colic. In the vast majority of cases, uro-lymphatic fistulas are treated
conservatively and do not require surgical intervention. As a rule, the formed fistulas cease to exist when its root cause is
successfully treated.
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BACKGROUND

An abnormal connection between the urinary system and
lymphatic vessels is known as urolymphatic fistula (ULF),
which is a rare disorder. In most cases, such fistulas are
clinically associated with chyluria [1]. ULF is usually caused
by parasitic infections of the kidneys or lymphatic system,
including filariasis, echinococcosis, cysticercosis, ascariasis,
malaria, and renal tuberculosis [2, 3]. The ULF, however, is
rarely associated with renal colic. Only isolated cases are
reported in world literature [3].

We present two cases of ULF associated with renal colic.

CLINICAL CASES
Clinical case No. 1

At approximately 3 am, a 65-yr-old male patient woke up
with a dull, aching pain in his left iliac region [visual analogue
scale (VAS) score: 3-4]. The pain intensity remained the
constant both at rest and on movement. The antispasmodic
the patient took had no effect. To relieve the condition, he
came to the clinic.

Clinical examination revealed a stable and closer
to satisfactory condition. There were no respiratory or
hemodynamic disorders. The respiration rate was 18/min.
The pulse was 74/min. The abdomen was unswollen, soft,
and sensitive in the left iliac region. There were no peritoneal
signs were observed. Auscultation of bowel sounds was
done. Flatus was passing. There is no dysuria. The right
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costovertebral angle tenderness was positive. There were no
abnormalities in urinalysis. Blood tests revealed leukocytosis
with left shift.

The left renal colic was suggested in the emergency
room. The patient was referred for an intravenous contrast-
enhanced computed tomography (CT) of the abdomen and
kidneys to confirm that diagnosis and exclude a sigmoid
diverticulitis.

At 15 min, the CT revealed a small peripelvic contrast
extravasation (urinoma) (during the delayed phase). In
addition, the retrograde contrast enhancement of lymphatic
vessels was observed along the left renal vein during the
excretory phase. These signs are typical for ULF. The
examination showed the calculus at the left ureteric orifice,
left ureteropyelocalicoectasia, left peripelvic urinoma, and
right renal calculus (Figure 1).

The left ureteric calculus had urodynamic effects on the
left upper urinary tract resulting in high risk of purulent-
septic complications, so the left contact lithotripsy was
initiated.

Surgery Report Summary. Ureteroscope No. 7 was
freely passed through the urethra into the bladder. The
ureteric orifices were slit-shaped and typically located. A
large black calculus protruded from the left ureteric orifice
into the bladder. For safety, a core wire was guided to the
left ureteric orifice. The calculus was also moved into the
ureter. The ureteroscope was inserted into the left ureter.
Laser lithotripsy was performed. Calculus fragments were
removed. Over the previously inserted wire, stenting catheter

Fig. 1. Computed tomography of the abdomen with intravenous contrast enhancement. The excretory phase: (g, b) Orange arrows show
the contrast spreading along lymphatic vessels; (c) A green circle highlights a calculus at the left ureteric orifice.
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No. 6 was guided from the left side, having the proximal end
folded in the pelvis and the distal one in the bladder.

The patient was discharged the next day for further
outpatient treatment and follow-up.

Clinical case No. 2

The previous, a 38-yr-old female patient complained
gradually increasing lumbar pain (VAS score: up to 3). Clinical
examination revealed that the general condition was relatively
satisfactory. The abdomen was soft and painless. There were
no peritoneal signs observed. The right costovertebral angle
tenderness was positive. Complete blood count was normal.
The left renal colic was suspected in the emergency room.
To confirm the diagnosis, a contrast-enhanced CT of the
abdomen and pelvis was recommended.

The CT showed a contrast extravasation in the left
kidney lymphatic ductus up to the thoracic lymphatic duct
(typical for ULF). A calculus at the left ureteric orifice
with ureteropyelocalicectasis and signs of urinary tract
obstruction, as well as a calculus at left middle calix, were
found during the examination (Figure 2).

The patient refused hospitalization and was referred to a
third-party hospital for further treatment.

DISCUSSION

Fistulas of the urinary system can communicate with
the intestines, skin, blood and lymphatic vessels, and
thoracic cavity (pleura, bronchi) [3]. Urinary fistulas can
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be divided into two: those that communicate with renal
collecting tubules via the renal parenchyma and those that
communicate directly with the renal pelvis. The relatively
abundant lymphatic vessels of the renal pelvis eventually
communicates with the retroperitoneal lymphatic system
via the peripelvic system [4, 5].

In developed countries, most cases of fistulas involving
the kidney are caused by iatrogenic trauma, such as
percutaneous nephrostomy or nephrolithotomy guidewire
insertion, extracorporeal shock wave lithotripsy, and
abdominal surgery. Other causes include radiation therapy,
penetrating trauma, and neoplastic invasion. Chronic
infections commonly associated with calculi formation
(xanthogranulomatous pyelonephritis) and tuberculosis have
become less common causes due to development of next
generation antibiotics [3].

In our clinical cases, urine directly entered the lymphatic
vessels through the ULF detected by contrast-enhanced CT.
Following the obstruction of the urinary system, the ULF
developed (Figure 3). The reported cases are relatively unique
because most ULFs are caused by obstruction of lymphatic
vessels. The ULF is often followed by chyluria caused by
lymphatic fluid penetration into the urinary system [1]. In
our cases, no chyluria was detected, possibly as a result of
the directed urine flow from the urinary system to lymphatic
vessels in the setting of increased pressure in the urinary
system [6].

Since most cases of renal colic are diagnosed using
abdominal radiography and ultrasound, urolithiasis-related

Fig. 2. Computed tomography of the abdomen with intravenous contrast enhancement. The excretory phase: (g, b) Orange arrows show
the contrast spread along lymphatic vessels; (c) A green circle highlights a calculus at the left ureteric orifice.
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Fig. 3. A schematic shows the mechanism of urolymphatic fistula
formation associated with impaired urine outflow due to the
ureteral calculus (yellow arrow).

ULFs are rarely detected [3, 7]. The excretory phase CT is
advised if the urinary and lymphatic systems are still connected
after the ureteral obstruction. In other causes of the lymphatic
system occlusion, it is possible to perform lymphography(8].

In most cases, ULFs are treated conservatively [8, 9].
Fistulas usually close after the treatment of the underlying
condition.
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The reported cases have some limitations. The fistulas
described could theoretically exist before the current attack
of renal colic. The first patient did not have a CT scan of
the urinary system after the treatment, so we do not know
whether the fistula persisted after lithotripsy and ureteral
stenting.

CONCLUSION

As a result, these ULFs were detected as a part of
examination due to renal colic attacks and were confirmed
by contrast-enhanced CT. Despite the direct urine penetration
into lymphatic vessels, no significant clinical changes were
observed.

Further research is required to determine clinical
consequences of this disorder.
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