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CASE REPORT

Inflammatory abdominal aortic aneurysm 
presenting as bilateral hydroureteronephrosis: 
A case report and review of literature
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We report a case of Inflammatory
Abdominal Aortic Aneurysm (IAAA)

 producing bilateral hydro-ureteronephrosis. A 74-year-old
patient presented to urologist office for bilateral
hydronephrosis detected by kidney and bladder ultrasound
(US). Patient reported lower urinary tract symptoms and
inconstant and slight low back pain irradiated to inguinal
region dating 3 weeks. Renal function, urine analysis and
abdominal examination were normal. However the repeat-
ed ultrasound in the urologist office revealed abdominal
aortic aneurism extended to iliac vessels. The patient was
sent directly to vascular surgery unit where contrast com-
puterized tomography (CT) and successful surgical repair
were done. Final diagnosis was IAAA. The post-operative
course was uneventful. Renal function was regular and the
hydronephrosis reduced spontaneously under monitoring
by CT and US. We review diagnosis and management of
hydronephrosis that is sometimes linked to IAAA rather
than standard AAA. Abdominal ultrasound is mandatory
in any bilateral hydronephrosis and it could save lives.
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ultrasound in ultrasound clinic, that was prescribed by
General Physician. Patient reported mild and inconstant
low back pain irradiated to inguinal region dating 3
weeks associated to lower urinary tract symptoms. Then
the patients was referred to the urologist to evaluate
hydronephrosis and symptoms. He had visceral obesity,
hypertension and hyperuricemia. Renal function and
urine analysis were normal. Abdominal examination was
negative. The former ultrasound (US) was restricted to
urinary tract only. At abdominal US done in the urologist
office any stone or solid mass was detected in the kidney
or in the bladder, but US showed a thick and hypoechoic
wall (diameter 2 cm) located around the aorta and iliac
vessels. The US diagnosis was suspected fractured
abdominal aortic aneurism extended to iliac vessels
(Figure 1). 
The patient was sent directly to emergency department,
where it was referred to vascular surgery unit where con-
trast chest and abdominal computerized tomography (CT)
was carried out and subsequent surgery was performed.
Severe hypertension was the reason for emergency sur-
gery. Successful repair with an open approach using a
bifurcated dacron graft was made. Final diagnosis was
IAAA. Immunoglobulin G4-related systemic disease was
ruled out by pathologist on the surgical specimen of the
aortic wall. The post-operative course was uneventful,
the renal function was in the normal range and the
hydronephrosis was monitored by CT and US.
Hydronephrosis spontaneously reduced and the patien
was followed for after 8 months to detect complete
regression or retroperitoneal fibrosis. 

DISCUSSION
IAAAs represent from 3 to 10% of all abdominal aortic
aneurysms and are associated with peri-aortic inflamma-
tion (2, 3). The most common clinical features of these
aneurysms are represented by symptoms, such as abdom-
inal or back pain, obstructive uropathy (¼ of cases) and by
an elevated VES, PCR. However isolated hip pain associ-
ated with tender bilateral testicular swellings may be the
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INTRODUCTION
Abdominal aortic aneurysms are rare causes of ureteric
obstruction. However Inflammatory Abdominal Aortic
Aneurysm (IAAA) may be associated to ureteral obstruc-
tion in relation to peri-aortic inflammation in 30-20% of
cases (1, 2). We report a case of IAAA producing bilater-
al hydroureteronephrosis in a patient with normal renal
function, urinary symptoms and mild abdominal pain
not requiring analgesics.

CASE REPORT
A 74-year-old patient presented to the urologist office for
bilateral hydronephrosis detected by kidney and bladder
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presentation symptoms. Entrapment of near-standing
organs can develop with compression of the ureter and the
duodenum and consequent hydroureteronephrosis and
bowel obstruction (4). Preoperative diagnosis is possible
by abdominal US. CT allows a specific diagnosis by the
typical image of soft tissue surrounding the aortic wall
enhanced with contrast administration (“enhancing
periaortic soft-tissue mantle sign”) and demonstrates ureter
entrapment, mural aortic thrombus and wall calcification
(5). In patients with acute renal failure or even obstructive
anuria the diagnosis can be suspected by non-contrast CT
and Echo-Doppler US and the diagnosis established by
contrast CT. Pre-operative ureteral stenting is indicated in
case of severe renal failure.
Evolution of peri-ureteral or retroperitoneal fibrosis after
surgery is still debated because some studies have report-
ed complete regression of inflammation and others par-
tial regression or persistence of fibrotic process. Often
surgical treatment is inadequate to control retroperitore-
nal fibrosis and so the surgeon has to use perioperating
pharmacolocical therapy and/or ureteral stenting. 
Despite the similarity of Infected and Inflammatory AAA,
the infected one generally shows a more rapid change in
clinical condition, leading to a fatal outcome; in addi-
tion, delayed diagnosis and misuse of corticosteroid or
immunosuppressing drugs may lead to uncontrolled
growth of microorganisms (4, 5). It is mandatory that
detection of aortic aneurysm is followed by accurate dif-
ferential diagnosis among aortic aneurysm, infected and
inflammatory aortic aneurysm. Differential diagnosis
between Infected and Inflammatory sometimes may not
be easy for the following reasons: (1) symptoms, such as
abdominal and/or back pain and fever, and blood test
abnormalities, such as elevated C-reactive protein and

Figure 1. 
Abdominal contrast CT (A + B) showing bilateral
hydronephrosis,  periaortic soft and tick tissue (I) 
with inflammatory tissue, that appear as hypoechoic 
at the US (D). Echocolor-doppler (C) showing the aorta 
and the inferior mesenteric artery (arrow) inside the thick
inflammatory wall of the aneurism.     
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enhanced erythrocyte sedimentation rate, are common
in infected aortic aneurysm, but they are not found infre-
quently also in inflammatory aortic aneurysm; (2) some
inflammatory AAA are immunoglobulin G4-related, but
not all of them; (3) the prevalence of IgG4 positivity in
infected/inflammatory aortic aneurysm has not been well
investigated (6, 7). Furthermore is recommended to rule
out IgG4-related systemic disease in order to estabilish
the usefulness of steroid therapy and proper follow-up.

CONCLUSION
Abdominal Ultrasonography is the first step in the diag-
nostic pathway of hydronephrosis. Potentially life-threat-
ening diagnoses including AAA may mimic renal colic or
inflammatory-AAA give hydronephrosis (mono or bilat-
eral) and must be ruled out. Monolateral or bilateral
Hydronephrosis can be associated more frequently to
IAAA than non-inflammatory AAA. In IAAA, the IgG4
systemic disease should be ruled out.
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