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Case Report

A Rare Cause of Anuria: A Case of Inflammatory Iliac Aneurysm
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Abstract

The patient was a 68-year-old male. The patient of complaint was anuria. There was no sense of urination. Abdominopelvic ultrasonography 
(USG) and abdominopelvic computed tomography (CT) without contrast revealed an empty bladder and the presence of bilateral 
hydroureteronephrosis. Aneurysms in the aorta and bilateral iliac arteries were detected. It caused bilateral hydroureteronephrosis via 
compressing “aneurysmal bilateral ureter”. Creatinine was 4.97 mg/dL, BUN 37 mg/dL, C reactive protein (CRP) 193 mg/L and erythrocyte 
sedimentation rate (ESR) 99 mm/h. A double J stent was inserted on the right and a nephrostomy tube was placed on the left. The urea 
and creatinine levels returned to normal postoperatively. Urinary obstruction or anuria can develop due to a lot of reasons such as 
stricture, urolithiasis, clot, and malignancy or inflammation of peripheral organs and etc. Abdominal aortic aneurysm (AAA) or iliac 
artery aneurysm (IAA) is a very rare cause of urinary obstruction or anuria. Abdominal aortic aneurysm (AAA) and iliac artery aneurysm 
(IAA) are rare factors that can cause urological symptoms with an inflammatory or direct compressive effect. There have been very rarely 
reported as a cause of acute anuria. We present a case of acute anuria due to bilateral inflammatory iliac artery aneurysm.
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AAA is accompanied by iliac artery aneurysm (IAA) in 10–20% of 
cases (1). Inflammatory aneurysms (IA) constitute 3–10% of all 
aortoiliac aneurysms. IAs can become symptomatic by causing 
neurological, gastrointestinal and urinary side effects due to 
inflammatory changes and pressure effects in the peri-aneurysmal 
tissues (2). Aneurysms have been reported to cause acute renal 
failure by mechanically compressing the ureter (3). Anuria with an 
inflammatory aneurysm is rare (4).

We present a case that developed bilateral ureteral obstruction 
and anuria due to bilateral inflammatory iliac artery aneurysm in 
this case report.

CASE PRESENTATION

The patient was a 68-year-old male. A history of DM, HT, smoking 
and bilateral open stone surgery was present. He had been 
suffering from mild blunt abdominal pain for the past year. An 
8 mm stone had been found in the left kidney and conservative 
treatment suggested at the various health centers he had visited. 

ESWL had been used at the health center he had recently gone 
to. Flexible URS had been performed for the residual stones and a 
double J stent inserted to both ureters. The patient presented to our 
institution three months later and the bilateral double J stents were 
then withdrawn. The patient had normal biochemical values but 
presented to our clinic with anuria 24 hours later. There was no sense 
of urination. Creatinine was 4.97 mg/dL, BUN 37 mg/dL, C reactive 
protein (CRP) 193 mg/L and erythrocyte sedimentation rate (ESR) 99 
mm/h. USG and abdominopelvic CT without contrast revealed an 
empty bladder and the presence of bilateral hydroureteronephrosis 
(Figure 1). Aneurysms in the aorta and bilateral iliac arteries 
were detected. It caused bilateral hydroureteronephrosis via 
compressing “aneurysmal bilateral ureter” (Figure 2). The patient 
was urgently taken to surgery and a double J stent was inserted on 
the right. However, the JJ stent could not be inserted on the left 
due to angulation and a nephrostomy tube was placed. The urea 
and creatinine levels returned to normal postoperatively. CT with 
contrast revealed bilateral iliac aneurysm (38–37 mm) and aortic 
aneurysm (50 mm) compressing both ureters, and increased 
density of peri-iliac and aortic circumferential soft tissue. The 
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bilateral iliac aneurysms were compressing bilateral ureters. There 
was double J stent on the right ureter and the nephrostomy tube on 
the left kidney. In addition, there was urine in the bladder (Figure 
3). There was no evidence of aneurysm rupture on CT. The patient 
was recommended surgical or endovascular intervention for the 
aneurysm by the cardiovascular department but did not accept 
surgery and was therefore followed-up.

DISCUSSION

Urinary obstruction can develop due to a lot of intrinsic reasons 
such as stricture, bilateral urolithiasis, clot, foreign body and 
malignancy or inflammation of peripheral organs or acquired 
reasons such as surgery or radiotherapy. AAA or IAA is a very rare 
cause of anuria and is usually not primarily considered.

IAA usually coexists with AAA and is usually asymptomatic. IAA 
can cause mechanical obstruction at any level of the urinary 
tract and result in symptoms. IAA is a rare cause of postoperative 
uropathy (5). The condition is usually due to an increased 
aneurysm diameter obstructing the ureter mechanically (3). 
However, one must remember that it can also develop as a result 
of peri-aneurysmatic inflammatory changes, as in our patient (4). 
This type of inflammatory aneurysm makes up 3–10% of aortoiliac 
aneurysms and is more common in males.

IA can become symptomatic by causing neurological, 
gastrointestinal and urinary side effects due to inflammatory 
changes and a pressure effect on the peri-aneurysmal tissues. 

Abdominal distension, ileus, lower abdominal pain and melena 
can develop due to sigmoid colon and rectum compression while 
back pain, thigh and hip pain, weakness and numbness of the feet 
can be the result of lumbosacral plexus compression. Urological 
symptoms occur when the bladder and ureter are affected and 
can be in the form of urinary retention or microscopic hematuria. 
Macroscopic hematuria usually suggests an ureteroiliac 
aneurysmal fistula and is fatal (6). Most of these patients have an 
increased erythrocyte sedimentation rate or laboratory findings 
of inflammation. The cause of this inflammation is not clear 

Figure 1. Empty bladder (striped arrow) and the presence of bilateral 
hydroureteronephrosis (white arrow)

Figure 2. Bilateral hydroureteronephrosis (white arrow) and  aneurysms 
in the aorta and bilateral iliac arteries (striped arrows).
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although there seems to be an immune response localized on the 
vessel wall. The condition is thought to be multifactorial with the 
interaction of genetic, autoimmune, infectious and environmental 
factors in addition to smoking and hypertension (7). Fever, weight 
loss, and high ESR and CRP indicate an inflammatory component 
of the aneurysm (2, 8).

Acute anuria and bilateral hydroureteronephrosis were observed 
in the presented case. The patient had aortic and bilateral iliac 
aneurysms. Although the aneurysm was not at a size that could 
cause mechanical compression, it still affected both ureters and 
caused acute anuria. This male patient had no relevant family 
history. He had not been smoking for a long time and the DM and 
HT were both under control. In other words, it is quite difficult to 
talk about a suspected etiological factor in our patient.

USG is usually the preferred investigation in such patients 
and is widely used. CT shows the peri-aneursymal soft tissue 
inflammation and its distribution perfectly. CT can show 
aneurysmal dilatation, a thickened aortic wall, and aortic mural 
thrombus and wall calcification with peri-aneurysmal fibrosis. 
Peri-aneurysmal soft tissue and inflammatory changes are seen 
with contrast enhancement and any pressure on peripheral 
tissues is clearly demonstrated (4, 7).

Ureter decompression is urgently needed in case of 
hydroureteronephrosis. Treatment options include open 
aneurysm surgery and endovascular stent interventions. 
Performing ureterolysis for the ureter obstruction is controversial 
due to the difficult dissection and high morbidity and mortality 
rates with open surgery (2, 9). A ureteral stent and, if necessary, 
percutaneous nephrostomy are recently being recommended. 
The recurrence rate is lower in patients who have been inserted a 
ureteral stent (10). Systemic steroid treatment is recommended by 
some authors and an improvement with steroid use for continued 
obstruction after catheter removal is reported (11).

The patient did not accept the procedure due to the possible 
high comorbidity and did not undergo aneurysm surgery or an 
endovascular intervention. The aneurysm was followed-up with 
a double J stent.
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Figure 3. The bilateral iliac aneurysms were compressing the ureters and 
there was urine in the bladder. There were double J stent on the right 
ureter and the nephrostomy tube on the left kidney (white arrow).
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