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Abstract


Spontaneous kidney bleed is a rare condition. Renal tumors are the most common cause of bleeding whereas anticoagulant and antiplatelet therapy are some of the less common causes. We present a case of a 72 year old male patient with acute coronary syndrome (ACS), who developed massive painless hematuria after ACS treatment. He was found to have spontaneous right pelvicaliceal bleed by computed tomography (CT). The patient was successfully treated conservatively.
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Introduction



Spontaneous kidney bleed is a diagnostic dilemma. It is a rare condition in clinical practice. Although lots of research has been done in this subject, still it remains elusive. The most common cause of bleeding are benign and malignant renal tumors, especially angiomyolipomas and renal cell carcinoma [1-3]. Other known causes are long term hemodialysis, arteriosclerosis or arthritis, renal infections and vascular lesions. Renal cysts, blood dyscrasias or anticoagulant and antiplatelet therapy are some of the less common causes [4]. Antithrombotic therapy plays a cornerstone role in the therapy of ACS. One of the most feared and serious complication of enoxaparin is retroperitoneal hemorrhage which accounts for about 5% of enoxaparin induced complications [5]. Age over 65 years, renal insufficiency, and concomitant use of aspirin are some known risk factors for retroperitoneal hemorrhage with enoxaparin [6,7].



Only a few cases with enoxaparin-induced spontaneous hemorrhage have been reported in the literature [8]. Spontaneous retroperitoneal hemorrhage could present as a rare life- threatening emergency with sudden onset of massive bleeding [9]. Flank and back pain, hematuria, hypotension and shock are the clinical features. CT is the most valuable examination for patients with spontaneous kidney bleed [10]. The main stay treatment of spontaneous retroperitoneal hemorrhage consists of regimen modification or correction of the anticoagulation state, volume resuscitation and transfusion therapy [11]. Amano et al. [12] reported that nephrectomy should be performed immediately in patient with uncontrollable hypotension due to intractable bleeding [12]. But if an initial conservative therapy could control retroperitoneal hemorrhage, a watch-and-wait strategy may be appropriate for the patient.



Case Presentation





We report a 72 year old gentleman with a past medical history significant for long standing hypertension who presented to the emergency department for 2 episodes of oppressive chest pain lasting each one for 15 min that radiates to the shoulders. Electrocardiography was done showing no ST-T changes. Acute coronary syndrome was highly suspected. ACS treatment with aspirin, clopidogrel and enoxaparin was given. Coronary angiography was done via right radial approach and showed minimal atheroma. So antiplatelets and anticoagulation were stopped. Then patient developed hematuria that became massive lately at night. On the following day he had a drop in hematocrit from 33.7 to 28.5 and BP dropped from 130/77 to 76/42 mmHg. Intravenous hydration and transfusion of packed red blood cells (PRBCs) were given. An urologist was consulted and urgent CT scan of the abdomen and pelvis was performed using Philips MX 16-detecter CT scanner with 3 mm axial reconstructed slice thickness before and after IV contrast administration with excretory phase. Unenhanced phase showed high density in the right renal collecting system reaching the urinary bladder denoting spontaneous kidney bleeding. Moderate right hydronephrosis and hydroureter were observed. There were no space occupying lesions in the right kidney or calculi formation. The left kidney was unremarkable. The urinary bladder was over distended with a trabecular wall. The prostate gland was enlarged in size. Excretory phase (after 15 minutes) showed delayed contrast material excretion in the right kidney; however normal excretion was seen on the left side. Cystoscopy showed blood clots in the bladder. Ureteroscopy was done to the right side reaching the kidney calyces where active bleed was seen. A right double J and a 3-way Foley catheter were inserted. Biopsy was not done at that time due to massive bleed. Then the patient became hemodynamically stable after transfusion of a total of 3 units of PRBCs. Our patient was treated conservatively and was discharged home asymptomatically. He came later after 1 week for transurethral resection of the prostate (TURP) and transurethral resection of bladder tumor (TURBT). Biopsy of the bladder showed normal mucosa. Biopsy of the prostate showed benign prostatic hypertrophy. Except anticoagulation, no particular cause for the condition could be found. Patient was asymptomatic at 3 months follow up.


Discussion





Enoxaparin is used commonly for treatment of ACS worldwide. Enoxaparin had a low incidence of bleeding and fatal complications are rare due to retroperitoneal bleed. Only few cases were reported in the literature. Our case had shown that age and hypertension are risk factors for this patient. Even though tumors are the most common cause of spontaneous kidney bleed our CT images showed kidney free lesions with high density fluid in the right renal calyces and pelvis reaching the ureter compatible with spontaneous renal hemorrhage, moderate hydronephrosis and hydroureter (Figure 1(A-B)), (Figure 2(A-B)), (Figure 3(A-B)). Double J and a 3- way Foley catheter with irrigation were inserted. Although the patient was unstable at one point, our conservative measures which included stopping antiplatelets and anticoagulation, intravenous hydration and transfusion of PRBCs succeeded in stabilization the condition.
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Figure 1(A-B): Unenhanced MDCT scan abdominal axial images showing high density fluid in the right renal calyces and pelvis reaching the ureter compatible with spontaneous renal hemorrhage. Moderate hydronephrosis and hydroureter were seen on the right side. No renal space occupying lesions were observed.
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Figure 2(A-B): Reconstructed coronal images of the abdomen and pelvis showing right spontaneous renal hemorrhage reaching the urinary bladder with ipsilateral moderate hydronephrosis and hydroureter.
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Figure 3(A-B): Axial and coronal abdominal CT images (excretory phase). A. Delayed contrast material excretion was seen in the right kidney. B. Normal excretion was seen in the left kidney.




Conclusion








Spontaneous kidney bleed can be caused by different entities like the use of antiplatelet and anticoagulation. Kidney tumors are not the offender all the time. So nephrectomy should not be done for all patients since conservative management sometimes will control the bleed and save the kidneys.
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