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A rare case of kidney loss: urogenital tuberculosis
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To the Editor
Tuberculosis (Tbc) is a granulomatous disease caused by

Mycobacterium tuberculosis bacillus (M. tuberculosis). Al-
though it is primarily seen in the lungs, other organs may
also be affected with a lower prevalence.1 The second most
common prevalence of extrapulmonary Tbc cases, nearly 27%
of extrapulmonary Tbc cases, are seen in the urogenital system.
The most important mechanism introduced in urogenital Tbc
pathophysiology is the hematogenous spreading after primary
lung infection.2,3 After the initial settlement of bacillary in
kidney parenchyma, the bacillary may not cause an infection if
the host defense is satisfactory or the virulence of bacillary is
low. However, the presence of these factors (low host defense
or increased bacillary virulence) may cause parenchymal
infiltration and granulomatous infection resulting in fibrosis.
In addition, caseous necrosis in papilla and calyxes and chronic
abscesses in renal parenchyma may also occur as the disease
progresses. In addition to stricture in the ureteropelvic junction
and ureter, it may spread to the bladder and cause bladder
fibrosis and caseous necrosis. Apart from these, urogenital Tbc
may be presented with epididymis and prostate involvement in
male patients and the involvement of the fallopian tube, cervix,
endometrium, and ovaries in female patients.4,5

Urogenital Tbc formation and development may take long
periods after primary infection. The diagnosis is hard due to no
specific findings. Thus, it may cause severe outcomes. The aim of
this work was to present an urinary Tbc case with nonspecific
symptoms for a long time and caused organ loss.

Our case was a 32-year-old female patient who was admitted to
the urology outpatient clinic with severe lower urinary system
symptoms such as dysuria, frequency, and urgency present for

1 year. She had no additional diseases and surgery history. No
pathological findings were observed in the physical examination.
Because there was leukocyte positivity in urine analysis, urinary
culture was taken and antibiotic treatment was started. Kidney
function tests were normal in the blood biochemistry of the patient
who had no bacteria growth in the urinary culture. TheHbsAg, anti-
HIV, and anti-HCV were negative. Since the symptoms recurred,
urinary system ultrasonography was taken. Bladder irregularity,
bladder wall thickening, hydronephrosis, and parenchymal thinning
in the left kidney were observed in the urinary system ultrasonog-
raphy.Contrasted abdominopelvic computed tomography (CT)was
performed. There was left renal hydronephrosis and no ureteral
dilatation in abdominopelvic CT. Asymmetrical wall thickeningwas
observed in right posterior and left lateralwall in the bladder (Fig. 1).
Afterward, intravenous pyelography showed no function in the left
kidney (Fig. 2).

In the Tc-99m DTPA, radioactivity involvement was not
observed in the left kidney. It was considered that this
appearance could correspond to a nonfunctional left kidney.
The right kidney had normal size and morphological structure.
Blood supply, concentration, and excretion functions were
within normal limits in the right kidney. Right kidney GFR was
calculated as 60.1 ml/min.

Because therewas a left nonfunctional kidney and an irregularity
in the bladder wall, a cystoscopy was planned for the patient. In
cystoscopy, a nearly four cm lesion with a caseous necrotic image
was observed around the left ureteral orifice. The lesion was
completely resected through a 26-fr resectoscope, and specimens
were sent to the pathology department. Pathological examination
showed “a caseous granulomatous inflammation” (Fig. 3). There-
fore, a urogenital Tbc was investigated. Tbc PCR and urinary Tbc
culture were performed to investigate the Tbc. In addition, thorax
CT was performed. Tbc culture and PCR results were compatible
with urogenital Tbc. In thorax CT, there were multiple lymphade-
nopathies, a maximum size of 17 mmwith spot microcalcifications,
were observed in the mediastinum and there was a soft tissue
appearance at the left kidney.

Afterward, the patient was consulted with the pulmonary
diseases department. Isoniazid, rifampicin, ethambutol, and
pyrazinamide treatment was started. After 6 months of
treatment, a nephrectomy was planned for the left kidney
which did not function in scintigraphy. Left open trans-
peritoneal nephroureterectomy and lymphadenectomy were
performed. The pathology result was reported as “granulo-
matous pyelonephritis, granulomatous inflammation, and
granulomatous lymphadenitis” (Fig. 4).

The patient has been followed up in correlation with urology
andpulmonary diseases for the last 30months.Additional systemic
treatment was not required in the postoperative period. In the
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follow-up period, it was observed that the pulmonary lesions
completely declined. In addition, it was observed that the symptoms
of the patient had completely recovered.

Urinary Tbc is a severe problem that can cause pathologies
such as renal failure and chronic kidney disease. The diagnosis is
difficult because there is no specific symptom, and a long time
passes between the diagnosis and treatment. Some patients can
be asymptomatic, but nonspecific symptoms such as dysuria,
frequency, renal colic, hematuria, acidic urine pH, and sterile
pyuria can be observed. If there is presence of these symptoms,
this disease may imitate pyelonephritis and kidney stone.6 Chaker
et al reported a renal tuberculosis case seeming like a renal mass.7

Different findings can be observed in imaging methods, depend-
ing on the affected localization and organ.8

Themost important laboratory findingwhichmay raise doubts
about urinary Tbc is sterile pyuria. While sterile pyuria is
concealed due to secondary infections in nearly 20% of the
patients, microscopic hematuria can be detected in nearly 50%.9

The presence of sterile pyuria and chronic lower urinary tract

symptoms may be important findings for urinary Tbc. Therefore,
Tbc culture should be performed at the first evaluation of the
patient if there is presence of these symptoms. The diagnosis
depends on the presence of bacillus in urine. After the cultivation
ofminimum three urine analysis in Löwenstein–Jensenmedium, it
was observed that M. tuberculosis bacillus provided a positive
result in 90% of the patients after waiting for 6–8 weeks.10 In
recent years, PCR and nucleic acid amplification tests are also
used in Tbc diagnosis, and PCR was found as positive in 94% of
genitourinary Tbc cases. In our present case, the Tbc culture and
Tbc-PCR were positive. Another diagnosis tool is the granulo-
matous inflammation in the bladder biopsy.9,11 Granulomatous
inflammation was observed in the bladder biopsy samples in our
case (Figs. 3 and 4).

There are no specific findings in imaging methods for diagnosis.
Perirenal abscess and hydronephrosis can be observed. Findings
such as bladder wall thickening and asymmetrical appearance are
among the detectable findings in bladder involvement cases. In case
of renal failure, a nonfunctional kidney image may be present

Figure 1. Abdomen CT: The left kidney is hydronephrotic, with no significant dilatation of the left ureter. Asymmetric wall thickening was observed in the right
posterior and left lateral bladder.

Figure 2. IVP: The left kidney does not enter the nephrogram and the pyelogram phase. Bladder wall thicknesswas normal, and no significant luminal pathologywas
detected.
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in intravenous pyelography. In our case, the left kidney had a
nonfunctional appearance, and there was an asymmetrical wall
thickening in the bladder (Fig. 2).

Thorax imaging must be performed if urinary Tbc is suspected
in the patient. Most of the patients have primary pulmonary Tbc,
and urinary Tbc formation follows this.4 Our patient was
evaluated with thorax CT after urinary Tbc was detected. In
thorax CT, multiple lymph nodes in line with Tbc were observed
in the mediastinum.

Systemic treatment should primarily be planned in urinary
Tbc treatment. A combination of isoniazid, rifampicin,
ethambutol, pyrazinamide, and streptomycin is used in
primary care. The minimum treatment is at 6 months. In case
of resistance against first-line drugs, second-line antitubercu-
losis drugs are among the options to be used for treatment. In
severe fibrosis, corticosteroid treatment is among the options
which can be added to antituberculosis treatment.12,13 Percuta-
neous nephrostomy opening, JJ catheter insertion, pyeloplasty,
ureterostomy, ureteroneocystostomy, partial nephrectomy, total
nephrectomy, bladder augmentation, and urethral reconstruc-
tion are among the applicable surgical treatments based on
the affected organ and the severity.13 In our case, nephrour-
eterectomy and partial cystectomy were performed due to
a nonfunctional kidney, and the pathology was reported as
granulomatous inflammation.

Urinary Tbc is a rare but important disease that may cause severe
problems. Diagnosis takes time because there is no specific finding.
Severe complicationsmay occur because of late diagnosis. Recurrent
urinary tract infection should be considered for this distinctive
diagnosis in presence of persistent dysuria.
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necrosis (red arrow) (A); H&E, 3100, granuloma Langhans giant cells (blue arrow) and caseeification necrosis (left arrow) (B).
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