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Artery to Collecting System Communication after Abdominal Trauma

Chang Ug Lee, M.D., O Jung Kwon, M.D., Sung Hak Bang, M.D.,
Nak Young Choi, M.D., Chang Sub Lee, M.D., Seung Hyun Ahn, M.D.

Department of Urology, Hanil General Hospital, Seoul, Korea

Degenerative vascular disease, previous arterial surgery, long-term ureteral stenting, pelvis surgery, and
radiotheraphy are reported as causes of artery-to-collecting-system communication.. Artery-to-collecting-sys-
tem-communication associated with blunt trauma is rare, but potentially fatal. The diagnosis is very difficult
and requires a high degree of suspicion. We were able to make the diagnosis based on the characteristic finding
of contrast-enhanced computed tomography (CT) obtained in the early phase, equivalent to the finding
obtained in the corticomedullary phase of the kidney. We report a case of artery to collecting system communi-
cation due to blunt abdominal trauma following a fall, which was treated by embolization. (J Korean Soc

Traumatol 2006;19:192-195)
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Fig. 1. Contrast-enhanced abdominal computed
tomography (CT) obtained in early phase at
admission. CT scan at the level of the rena
hilum (A) shows corticomedullary laceration
of the right kidney with active hemorrhage
within perirenal hematoma. CT scans at levels
proximal to abdominal eortic bifucation (B),
common iliac arteries (C), and externa iliac
arteries (D) show continuous high attenuation
spots in the right retroperitoneal hematoma
indicating active hemorrhage in the right
ureter (open arrow head). At the level of blad-
der (E), contrast enhancement as dense as the
femoral arteries is located around the right
uretera orificein the bladder (arrow head).
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Fig. 2. Arterial (A) and parenchymal (B) phases of right renal arteriograms. A pseudoaneurysm is noted at the middle pole of the
right kidney (open arrow head).
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