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Purulent Collection of Bladder and Urinary Tract: An Unusual Cause of 
Hip Arthritis

Taoufiq Aatif 1,*, Mohamed Benyahia 1

1Department of Nephrology, Dialysis and Renal Transplantation, Mohammed V Military Hospital, Mohammed V Souissi University, Rabat, Morocco
*Corresponding author: Taoufiq Aatif, Department of Nephrology, Dialysis and Renal Transplantation, Mohammed V Military Hospital, Mohammed V Souissi University, Rabat, 
Morocco. Tel.: +212-663642284, Fax: +212-537717776, E-mail: taoufiqaatif@yahoo.fr.

 Received: June 17, 2012; Revised: July 1, 2012; Accepted: July 21, 2012

We describe bladder and urinary tract abscess with concomitant hip arthritis in a 64-year-old male patient on hemodialysis. The patient 
recovered promptly after abscess draining and antibiotics. This case is reported with a brief discussion of risk factors of this condition.
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Implication for health policy/practice/research/medical education:
In order to reduce the prevalence of urinary tract infection in hemodialysis patients, more adherence to aseptic measures are highly recommended in 
urinary endoscopy.
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1. Introduction
End stage renal disease (ESRD) patients have a predis-

position to adverse infectious events because of over-
whelming uremia, which is associated with alterations in 
primary host defense mechanisms and increases the risk 
of bacterial infections. Neutrophils exhibit impaired che-
motaxis, oxidative metabolism, phagocytic activity, de-
granulation, intracellular killing and dysregulated pro-
grammed cell death. These immunologic abnormalities 
are complicated by the use of immunosuppressive drugs 
to treat and control underlying diseases and exacerbated 
by nutritional deficiencies, the dialysis procedure, and 
the disruption of cutaneous and mucosal barriers to 
infection (1). Hemodialysis patients, during the normal 
course of treatment, are exposed to several infectious 
risks, and the majority of patients require at least 1 hos-
pitalization every year for treatment of infections (2). We 
report a bladder and urinary tract abscess discovered by 
hip arthritis in a hemodialysis patient.

2. Case Presentation
A 64-year-old man with a history of ESRD on chronic 

hemodialysis presented to our department with a two-
month history of progressive dysuria, fever, asthenia 
and left hip pain. The anamnesis revealed that the pa-
tient had been hospitalized 6 months ago for diagnostic 
investigation of dysuria. At the time, he had received 

an urethrotomy for urethral stenosis and the urine 
was sterile. In our department, physical examination 
revealed normal blood pressure of 130/80 mmHg, tem-
perature was 38.5°C and painful limitation of hip move-
ments. The laboratory findings showed white blood cell 
(WBC) count of 18.5 x 109/L (reference range 4.0 - 10.0 x 
109/L) and C-reactive protein (CRP) level of 115 mg/L (ref-
erence range < 2mg/L). Blood and urine cultures were 
negative. A hip radiography showed a diffuse bone de-
mineralization. A hip magnetic resonance imaging 
(MRI) demonstrated long T1 and long T2 signal in blad-
der and left hip that suggested simultaneous bladder 
abscess and left hip arthritis (Figure 1). 

A synovial fluid leukocyte count of the hip was 9000/
mm 3 and it consists of 87% neutrophils. The synovial flu-
id culture was negative. An endoscopic drainage of the 
bladder abscess after urethrotomy for urethral stenosis 
was performed on the third day of hospitalization. The 
abscess culture subsequently grew Pseudomonas aero-
genosa. An adapted antibiotic treatment (Ceftriaxone, 
Amikacine and Ciprofloxacine) was introduced. Tem-
perature had defervesced to 37.2 ºC and rapid recovery 
followed. The patient was discharged from the hospital 
after 3 weeks of intravenous antibiotic therapy. At her 
last follow-up visit, after 3 months under orally Cipro-
floxacine, a hip MRI control showed a marked improve-
ment with regression of joint effusion (Figure 2) and the 
patient was completely asymptomatic.
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Figure 1. Hip Magnetic Resonance Imaging (MRI) Shows Long T1 Signal 
in Bladder, Ureter and Left Hip, Suggesting Simultaneous Bladder Abscess 
and Left Hip Arthritis

3. Conclusions
Infection is a common cause of morbidity and mortal-

ity in hemodialysis patients (3). Patients with ESRD on 
hemodialysis have documented defects in their immune 
responses and infections contribute significantly to their 
morbidity and mortality. Epidemiological studies sug-
gest that ESRD patients have a higher risk of contracting 
bacterial infections and that the 3 most commonly seen 
infectious complications are urinary tract infections 
(UTI), pneumonia, and sepsis (1). Our case presents a 
very rare UTI case of complications that occur after ure-
throtomy and discovered by hip arthritis symptoms. We 
could not find a description of a similar case in the litera-
ture. The higher UTI susceptibility in the chronic kidney 
disease group may be explained, in part, by a greater 
incidence of urinary obstructions, which in turn leads 
to infections (4), commonly seen in those with benign 
prostatic hypertrophy, kidney stones and urinary tract

Figure 2. Hip Magnetic Resonance Imaging (MRI) Shows Regression of 
Hip Arthritis After Draining of Bladder Abscess

cancers (5, 6). The urinary tract, which may not be 
recognized as an important source of infection among 
dialysis patients because of their minimal urine output 
(7), is responsible for the highest rates of hospitalization 
followed by pulmonary infections. This case study 
indicates that a urinary endoscopy must always be done 
under the most sterile and least traumatic conditions as 
possible especially in patients with ESRD on hemodialysis.
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