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Case Report: A Giant Hydronephrotic Mass (Twelve Litres of Content)
from a Neglected Left Congenital Ureteropelvic Junction Obstruction,
in a Seventeen-Year-Old Patient Living in a Low-Resource Context
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Abstract: Introduction: Giant Hydronephrosis (GH) is characterised by an
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extensive collection of urine in the kidney due to ureteral obstruction, often
exceeding one litre or a kidney weighing more than 1.6% of total body weight.
It is commonly seen in under-resourced areas and is usually caused by congenital

Ureteropelvic junction (UPJ) obstruction. Symptoms include abdominal
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distention, flank pain, dyspnoea, constipation, fever, and sepsis. Progressive
renal damage can occur due to increased intrapelvic pressure. Case Report: A
17-year-old male from a rural area presented with a massive abdominal
™ distention that had been growing since birth. The patient had limited access to
medical care, leading to the condition being neglected for years. Upon

examination, the abdomen was enlarged but not tender, and vital signs were

[=]'s

normal. Laboratory tests and imaging revealed a massive fluid-filled mass,
:':5' suspected to be GH. Surgery confirmed a hydronephrotic cavity due to a PUJ
obstruction. The patient underwent a left nephroureterectomy and was

discharged after an uneventful recovery. Discussion: Congenital anomalies of
the genitourinary tract (CAKUT) are a significant part of paediatric surgical
cases worldwide. Early diagnosis and treatment are crucial to prevent irreversible
renal damage. In under-resourced areas, a lack of awareness and constrained
access to medical care can delay diagnosis and treatment. Conclusions: The
reported case is notable for the large volume of urine retained in GH and the
minimal symptoms, which delayed medical attention. A high index of suspicion
is required for CAKUT in young patients. Early surgical management is
recommended to preserve renal function.

Keywords: Giant Hydronephrosis, Nephrectomy, Ureteropelvic Junction

Obstruction.
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INTRODUCTION

Giant Hydronephrosis (GH) is a large
pelvicalyceal collection of urine exceeding 1 litre or a
kidney weighing more than 1.6% of the total body
weight, secondary to ureteral obstruction [1].

Most of the reported cases of GH are from
under-resourced contexts and due to a congenital
Ureteropelvic junction (UPJ) obstruction, which is the
most frequently observed obstructive nephropathy,
especially in  children and young patients.
Retroperitoneal fibrosis and tumours, stones and trauma
have also been reported among adult patients. Occasional
association with renal dysplasia or neoplasm have been
described in a few cases.

Half of the about 500 cases of GH in the
literature went undiagnosed for a long time due to

nonspecific and often misleading presentations.
Abdominal distention and flank pain, dyspnea,
constipation, fever and sepsis are most frequently
reported symptoms [2-5].

Progressive renal parenchymal damage related
to increasing intrapelvic distension and high pressure
leads to inflammation, proliferation/apoptosis, activation
of the renin-angiotensin system, and ultimately,
irreversible loss of nephrons [6].

Conservative treatment of GH by dismembered
pyeloplasty, sometimes after a temporary percutaneous
decompression, is strictly conditioned by the grade of
parenchymal damage and consequently related to the
precocity of referral and diagnosis [7].
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We report the case of a seventeen-year-old male
patient presenting with a progressively growing massive
abdominal distention from a GH secondary to congenital
PUJ obstruction that went undiagnosed since birth.
Although the size of the anomaly was exceptional
compared to other reported cases, the mildly
symptomatic presentation, the lack of parental
awareness, and the delay in seeking medical attention
made a potentially correctable congenital anomaly run
undetected for a long time, missing any organ-sparing
treatment.

CASE REPORT

A 17-year-old male presented with a gradual
and slow-growing painless massive abdominal distention
since birth. He did not present or report vomit,
constipation, difficulties in feeding or micturition. The
patient came from a rural area, and the low intensity of
associated symptoms, together with uneasy access to
adequate medical attention, had made the condition
neglected for years. On admission, vital signs were in the
normal range: BP=136/76mmHg, PR=66bpm, RR=20
cycles per minute. On examination, the patient was alert,
afebrile, not pale or dyspnoeic, with no oedema; the
abdomen was massively and uniformly enlarged without
tension or tenderness, dull at percussion, and with no
palpable organ swelling. The urine output was normal for
age and weight. Laboratory values were normal.
WBC=6.49, Hb=13.7 g/dl, PLT=199. Renal function
tests: creatinine = 63.4 micromol/L, urea = 4.84 mmol/L.
Liver function tests were: ALT= 29.5 U/L, AST=36.4

U/L, AST/ALT= 1.2. Total protein 81.1g/DI. Total
cholesterol= 4.0 mmol/L.

Abdominal Ultrasound (US) revealed a massive
fluid abdominal content, which was interpreted as
ascites. A CT scan [Fig. 1, 2] with opacified
gastrointestinal  tract documented a fluid-filled
uniloculated mass which extended from the left
subdiaphragmatic region to occupy most of the
abdominal cavity. The left kidney could not be identified,
while a right functional kidney with a non-dilated ureter
was well visible. The mass compressed the liver and
displaced the stomach and the spleen upward, and the
bowel laterally to the right. The lower end of the mass
reached the pelvis, compressing the bladder and the
rectosigmoid. A long-standing GH was suspected.

Through a flank access, the thick wall of the
cystic mass was exposed and incised [Fig. 3A]. Twelve
litres of clear, straw-coloured fluid were evacuated under
tension. The empty collapsed mass confirmed to be a
huge hydronephrotic cavity associated with a thigh
pelvic ureteric junction stenosis [Fig. 3B]. A compressed
and thinned (0.5 cms) residual renal parenchymal area
was still identifiable in the mass wall. The dilated pelvis
was thickened and adherent to surrounding anatomical
structures. The renal artery and vein were ligated
separately, and the ureter was interrupted with a
transfixed stitch. After the left nephroureterectomy, the
abdominal wall was closed in layers, and a drain was left
in the empty subdiaphragmatic left region. The patient
was discharged after an uneventful outcome.

Figure 1: Multilayers coronal views of Left Giant Hydronephrosis H (Deep: A, Intermediate B, Superficial C)
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Figure 3: Intraoperative view. A: The left Kidney has been exposed, and the urine content (12 litres) has been
aspirated through a small incision on the distended pelvis. B: The collapsed hydronephrotic left kidney has been
removed, showing a PUJ obstruction (arrow)

DiscussiON

Congenital anomalies of the genitourinary tract
(CAKUT) account today for a significant portion of the
worldwide paediatric surgical workload. Hydronephrosis
resulting from UPJ obstruction is the most frequent
anomaly discovered and is amenable to successful
treatment [8, 9]. Widespread use of prenatal or perinatal
Ultrasound (US) screening alerts on a still asymptomatic
CAKUT case since foetal life or early infancy.
Precocious management reduces the risk of irreversible
renal damage from obstructive or reflux anomalies.
Children living in areas underserved by adequate

medical services cannot benefit from the advantages of
these simple, reliable diagnostic tools for early diagnosis,
which are accessible only through a few specialist
facilities in major urban areas.

Many CAKUT cases could so far remain
undetected throughout childhood until adult age, before
more severe symptoms like acute sepsis or abdominal
pain led the patient to medical attention.

Poor parental awareness, even of the most
evident clinical signs, associated with financial and
transportation  limitations  affecting  low-income
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individuals residing in rural areas, delays seeking
medical advice and restricts access to specialist care. In
these contexts, the burden of urinary anomalies may be
underestimated, and their epidemiology may be
significantly understated. The prevalence of CAKUT in
Sub-Saharan Africa is quoted at 1.6 per 1000 births, and
Hospital admissions are reported at a mean age of 4.7
years, mainly for sepsis, abdominal pain or voiding
symptoms. Forty-five per cent of these children have an
already elevated rate of irreversible renal damage. In
better-resourced contexts, the higher prevalence of
CAKUT, estimated at 3-7 cases per 1,000 births, and a
median age at referral of 48 months for postnatally
diagnosed cases, reflect a higher and more prompt
detection rate [10-12].

The case reported has a special interest due to
the exceptional volume of fluid entrapped by the GH (12
litres). To our knowledge, only one case with a higher
amount (15 litres) had been reported in a sixty-five-year-
old Indian woman. The second aspect of interest lies in
the few associated symptoms that contrast with the
volume silently reached by the mass, which, in a certain
way, justifies a lack of parental awareness leading to
delayed referral to medical care, thereby precluding a
possible organ-sparing surgery.

CONCLUSIONS

Congenital PUJ obstruction, with its prevalence
estimated at 1 in 500 to 1 in 1,500 live births, is the most
common cause of hydronephrosis, affecting boys twice
as often as girls and the left kidney twice as often as the
right [13]. Early surgical management is recommended
to preserve renal function. Diagnosis relies on a simple
US investigation, which is an excellent screening
examination for CAKUT in early life. US effectiveness
is enhanced by a high index of suspicion for a specific
condition within a particular age group. Unfortunately,
in under-resourced contexts, the high occurrence rate of
CAKUT in young patients is still underestimated, and the
risk of missed or delayed diagnosis remains elevated
[11].

Ethical Considerations

This case report does not contain any patient
identifiers, and neither does it show picture(s) of any
identifiable patient. Confidentiality has been strictly
adhered to. Only de-identified information is presented
for the benefit of the medical fraternity and community
at large.

Author's Contributions: Authors equally contributed to
the work.

Funding: The authors declare that they have no conflicts
of interest.

REFERENCES

1.

10.

11.

12.

Crooks, K.K., Hendren, W.H. and Pfister, R.C.
(1979) Giant Hydronephrosis in Children. Journal of
Pediatric Surgery, 1079;14: 844-850

Chiang PH, Chen MT, Chou YH, Chiang CP, Huang
CH, Chien CH. Giant hydronephrosis: report of 4
cases with review of the literature. J Formos Med
Assoc. 1990; Sep;89(9):811-7

Kambou, T., Ouattara, A., Paré, A.K,, Barro, D.S.,
Yaméogo, C., Kodo, A. and Kabore, A.F. Giant
Hydronephrosis in Sourou Sanou University
Teaching Hospital of Bobo-Dioulasso (Burkina-
Faso). Two Cases Reports and Literature Review.
Open Journal of Urology 2018;8: 17-24.

Itzayana LAM, Ismael MVR, Oscar CF (2023)
Giant Hydronephrosis Presented as a Huge
Abdominal Mass in a 22-Year-Old Male: A Case
Report. Int J Surg Res Pract 10:152. doi.
0rg/10.23937/2378-3397/1410152

Benchekroun, A., Alami, M., Ghadouane, M.,
Zanoud, M., Nouini, Y., Benslimane, L., Belahnech,
Z. and Faik, M. (2003) Giant Hydronephrosis.
About Two Cases. Annales D' Urologie, 2003;37:
61-64

Klein J, Gonzalez J, Miravete M, Caubet C, Chaaya
R, Decramer S, Bandin F, Bascands JL, Buffin-
Meyer B, Schanstra JP. Congenital ureteropelvic
junction obstruction: human disease and animal
models. Int J Exp Pathol. 2011; Jun;92(3):168-92
Kaura KS, Kumar M, Sokhal AK, Gupta AK,
Purkait B, Saini D, Sankhwar S. Giant
hydronephrosis: still a reality! Turk J Urol. 2017;
Sep;43(3):337-344

Morris JK, Loane M, Wahlich C, Tan J, Baldacci S,
Ballardini E, Cavero-Carbonell C, Damkjer M,
Garcia-Villodre L, Gissler M, Given J, Gorini F,
Heino A, Limb E, Lutke R, Neville A, Rissmann A,
Scanlon L, Tucker DF, Urhoj SK, de Walle HE,
Garne E. Hospital care in the first 10 years of life of
children with congenital anomalies in six European
countries: data from the EUROIINKCAT cohort
linkage study. Arch Dis Child. 2024; Apr
18;109(5):402-408

Chen T, Wei J, Shu Q, Yan X. Global, regional, and
national burden of congenital anomalies of the
kidney and urinary tract from 1990 to 2021, with
projections to 2036: a systematic analysis of the
global burden of disease study 2021. BMC Nephrol.
2025; Jul 1;26(1):334-348

Lacombe A. Screening of wurinary tract's
malformations in child. Rev Méd Tours 1981;
15:653-654

Younoussa K., Aliou T., Fatou S N, Abdoulaye N A,
Faye A A, Geraud A L, Assane S. Congenital
Abnormalities of Kidneys and Urinary Tract in
Children at the Dakar University Hospital. Open J.
Ped., 2022; 12:529-537

Ulasi 11, Awobusuyi O, Nayak S, Ramachandran R,
Musso CG, Depine SA, Aroca-Martinez G, Solarin
AU, Onuigbo M, Luyckx VA, ljoma CK. Chronic

© East African Scholars Publisher, Kenya

416



Boniphace Tresphory et al, East African Scholars J Med Sci; Vol-8, Iss-12 (Dec, 2025): 413-417

13.

Kidney Disease Burden in Low-Resource Settings:
Regional Perspectives. Semin Nephrol. 2023;
42:151336

Pattanshetti VM, Swamy MK, Neeli SI, Godhi AS,
Metgud SC. Giant hydronephrosis. Indian J Surg.
2010 Jul;72(Suppl 1):359-60

14. Al Aaraj MS, Badreldin AM. Ureteropelvic Junction

Obstruction. [Updated 2023 Jul 10]. In: StatPearls
[Internet]. Treasure Island (FL): StatPearls
Publishing; 2025 Jan-. Available from:
https://www.ncbi.nlm.nih.gov/books/NBK560740/

Cite This Article: Boniphace Tresphory, Bahati Kamwezi, Alessandro Calisti (2025). Case Report: A Giant Hydronephrotic Mass
(Twelve Litres of Content) from a Neglected Left Congenital Ureteropelvic Junction Obstruction, in a Seventeen-Year-Old Patient
Living in a Low-Resource Context. East African Scholars J Med Sci, 8(12), 413-417.

© East African Scholars Publisher, Kenya

417



