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A pyeloduodenal fistula. Report of case

Anatomically, the second portion of the duodenum and the right

kidney are in close proximity. Fistulous connections between

these two structures can occur, although they are unusual [1].

Few cases are reported in the literature. Spontaneousn nephro-

intestinal fistulae are most commonly associated with primary

disease of the renal tract [2,3].

Aim 

We describe new case of pyeloduodenal fistula and we interest

in clinical presentation, diagnosis and therapeutic modalities 

Case 

A 24 years old woman with a past history of recurrent upper

tract infections secondary to an upper ureteric stone for which

she had undergone multiple nephrostomies and treated with

antibiotics. She presented a pyonephrosis 2 years ago treated

with partial nephrectomy. She was admitted to our institution

with right lumbar fossa pain with pyuria associated with

vomiting but with no disturbance of bowel habit and no

pneumaturia abnormal faeculant contents in his urine.

Abdominal tenderness has been the only abnormal finding in

physical examination. Investigation revealed an anemia of 9.6

g/dl, but white cell count, serum urea, electrolyte and creatinine

levels were normal. Computed tomography of the abdomen

showed a heterogeneous renal mass with adherent duodenum

and air localized in kidney (fig.1). The retrograde urography

showed a fistula between a second part of duodenum and the

right kidney (fig.2).

Surgical intervention was thus instituted and at laparotomy, the

fistula between kidney and the second part of duodenum was

noted (fig.3). We have done a deconnection of the fistula,

nephrectomy was done and the duodenum was closed by

separate. Patient’s postoperative course was uneventful and she

was discharged in the fifth post operative day.

Conclusion: 

Spontaneous pyeloduodenal fistulas are extremely rare.

Conservative management may be traying in the some selected

cases when the renal function is conserved. In the other case the

nephrectomy is must be necessary in association with the

closure of the fistula
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Figure.1: heterogeneous renal mass with adherent duodenum

Figure.2: fistula between a second part of duodenum and the right

kidney
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Myocarditis mimicking an acute coronary

syndrome. 

Myocarditis is an inflammation of myocardium usually

secondary to a viral infection. Suspected myocarditis is

currently confirmed using advanced non-invasive imaging and

histopathologic examination of heart tissue. However, the

diverse presentations of myocarditis and the lack of widely

available, safe, and accurate non-invasive diagnostic tests

remain major obstacles to early diagnosis and population based

research(1). The clinical presentation of acute myocarditis is

non-specific and mimics more common causes of heart failure

and arrhythmias.Nevertheless, it may be difficult to distinguish

between myocarditis and an acute coronary syndrome. Our case

illustrates the usefulness of cardiac magnetic resonance

imaging in such situation.

Case report

We report the case of a 42 years-old smoker man. He was

admitted to our cardiology department for prolonged chest pain.

Physical examination was normal. Electrocardiogram showed

negative T waves in the anterior leads. Troponin dosage was

positive. Echocardiography was normal without abnormal wall

motion. The diagnosis of Non ST Segment Elevation acute

coronary syndrome was considered and the patient received

anti-ischemic treatment. Coronary angiogram was normal. A

cardiac magnetic resonance (CMR) imaging has been

performed. This exam showed a subepicardial late enhacement

of the antero-septal wall (figure 1). The diagnosis of

myocarditis was finally retained and the anti-ischemic

treatment was stopped. After 6-month follow-up, the patient is

still asymptomatic. 

Conclusion

Cardiac MRI is the gold standard for the diagnosis of

myocardial infarction. It also allows easily the diagnosis of

myocarditis. In some doubtful cases of chest pain, cardiac MRI

could be a good alternative, avoiding an invasive strategy (2,3).
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Figure.3: peropertivly view: fistula between   kidney and the second

part of duodenum

Figure 1: CMR: short-axis view showing subepicardial late

enhacement in the antero-septal wall.

LV: Left ventricule, RV: Right ventricule.


