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The authors reported the first case of endometriosis with ureteral involvement causing nonfunctioning
kidney, which was managed by laparoscopic nephrectomy, hysterectomy, and endometriotic mass removal in

a single session.
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Ureteral endometriosis involving the urinary
tract is uncommon and is estimated to occur in about
0.08% to 1% of patients with endometriosis®. A high
index of suspicion should be maintained because the
sequelae of the disease process can result in loss of a
renal unit. Because of this rare occurrence of urinary
tract involvement, treatment recommendations so far
rely on case reports. Current therapeutic recommenda-
tions for women with ureteral endometriosis who do not
desire further pregnancies include resection of the en-
dometriosis and bilateral oophorectomy with or with-
out hysterectomy®@*. However, if the kidney is severely
impaired, then nephrectomy is recommended®®. With
the development of minimally invasive surgery, the
authors reported the first case of endometriosis invad-
ing left ureter with endometriotic mass. This was
managed by laparoscopic surgery in a single session.

Case Report
A 40-year-old multiparous woman presented
with pelvic pain and prolonged menstruation for 9
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months. No specific urologic symptom was detected.
Pelvic examination revealed red spot around cervical
os, enlargement of the uterus and rectovaginal (RV)
mass at cul-de-sac. Transvaginal ultrasonogram
showed RV mass 2.5 x 1.5 cm, which was suspected as
an endometriotic mass. Cystoscopy was within normal
limits. The intravenous pyelogram showed a normally
functioning right kidney and non-functioning left kid-
ney. An ultrasonogram demonstrated a severe left hy-
dronephrosis with paper-thin cortex and ™ Tc-DTPA
revealed nonfunction of the left kidney and normal
function of the right kidney. After having been ex-
plained about the risk, benefits, and possible compli-
cations of different therapeutic options, the patient gave
consent to undergo a laparoscopic hysterectomy, endo-
metriotic mass removal and nephrectomy.

The patient was placed in the lateral decubi-
tus (left side elevated) with a flexion of the table for
retroperitoneoscopic nephrectomy. Three 10-mm ports
were placed in a standard fashion (Fig. 1A). With the
use of a self-styled balloon dilator to create retroperi-
toneal space, the hilar vessel were identified, dissected,
clipped, and divided. The kidney was mobilized and
the ureter was followed, ligated, and cut as long as
possible. Then, the kidney and ureter were entrapped
in a specimen bag and put into the pelvic region.
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Finally, the patient was placed in the modified litho-
tomy and Trendelenburg position for laparoscopic
hysterectomy and rectovaginal endometriotic mass
removal. Four more ports (5 mm x 3, 10 mm x 1) were
inserted in a fan-shape fashion (Fig. 1B). By the stan-
dard technique of laparoscopic hysterectomy, the uterus
and endometriotic rectovaginal mass were removed.
Then, the peritoneum was opened and the kidney was
pulled into the abdominal cavity and removed through
the vaginal opening. The vaginal stump was closed by
intracorporeal laparoscopic suture. The total operative
time was 260 minutes: 100 minutes for nephrectomy
and 160 minutes for hysterectomy and endometriotic
mass removal. The total operative blood loss was 250
ml: 50 ml for nephrectomy and 200 ml for the rest. Drain
was removed on the postoperative day 3. Only 6 mg of
morphine was used for postoperative pain relief and
the patient was discharged from the hospital on post-
operative day 4. Histopathology confirmed endometrio-
sis invading the ureter, endometriotic rectovaginal mass
and adenomyaosis of the uterus. The patient was doing
well after surgery.

Discussion

The incidence of endometriosis involving
urinary tract (bladder or ureter) ranges from 16 to 24
percent®. The most serious urologic complication of
endometriosis is ureteral involvement. Permanent loss
of renal function has been reported in 25 to 46 percent
of patients with ureteral endometriosis® 12, With the
current therapeutic recommendations for women with
ureteral endometriosis conservative surgery to relieve
ureteral obstruction and remove endometriosis is the
management of choice®. However, in cases with
severely impaired ipsilateral kidney (less than 10% to
15% on scintigraphy) or non-functioning kidney who
do not desire further pregnancies, hysterectomy,
endometriotic mass removal, and nephrectomy are
considered®®),

By traditional open surgery, the authors may
perform hysterectomy and endometriotic mass removal
through a low midline or Pfannenstiel incision and
perform a nephrectomy through a flank incision. These
incisions cause a significant postoperative pain, less
cosmetic and prolonged the period of return to normal
activities.

At present, laparoscopic surgery is replacing
traditional open surgery because of less operative blood
loss, less postoperative pain, more precise dissection
and better preservation of anatomical structures. In
addition, it also has a better cosmetic result than the
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Fig. 1 Patient position and port placement, (A) position
for retroperitoneoscopic nephrectomy, port place-
ment (10 mm port x 3) is shown as indicated by
black spots, (B) position for laparoscopic hysterec-
tomy and endometriotic mass removal, four more
ports (x =5 mm port, e = 10 mm port) were added in
a fan shape fashion, the arrow shows one of the
three previous nephrectomy ports

open surgery. It is believed that any concomitant pa-
thology feasible to laparoscopic surgery can also be
dealt with in the same session®, In the present case,
the authors increased 110 minutes more operation time
and 50 ml more operative blood loss for laparoscopic
nephrectomy without increasing any morbidity. More-
over, the authors could reduce the abdominal wound
for kidney extraction by removing the kidney specimen
through the vaginal opening.

The authors have chosen retroperitoneosco-
pic nephrectomy because they were familiar with this
technique and this approach was less time consuming
to control the renal pedicle. If the authors were to per-
form transperitoneal approach, although it may decrease
the number of port placement, it would not be more
advantageous than the authors’ familiar technique. This
is because the less operative time and familiarity are
considered more important. The authors recommended
that nephrectomy should be performed first because it
was easier and caused less bleeding when compared
with hysterectomy in the case of endometriosis. More-
over, if the authors performed nephrectomy after hys-
terectomy, the authors might have to adjust the patient
position three times because the patient had to be turned
to the hysterectomy position again for suturing the
vaginal stump. It would be difficult to close the vaginal
stump in the lateral position.
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