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Abstract 

A case of neonatal urinary ascites in a female newborn infant due to kinking 

of the right ureter is p~sented. The di?tgnos.is was based on the following fin­

dings: clinically, the presence of asdtes which was confirmed radi'ofogically, 

and by abdominal parfacentesis; by I.V.P. and op.eratively. After OP'er!ative relief 

of the obstruction, the ascites dhJ.appeared and on the 8th day after oj:{e!'ation 

bhe was dischar[!)ed in a good condition. 
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Introduction 

Neonatal urina1ry ascites or leakage of 
urine f,rom the urilnary tract ~nto the 
tntraperitoneal space is a rare compo­
nent of urinary tract obSlt'ruction in 
neOJnates (Mann et al., 197 4). Three 
centur-ies ago Mauriceau vividly described 
his difficulties in deliveri.Jng a·n infant 
whose abdomen was distended by Huid 
(Bryan, 1975). J,n 1864, Hicks was the 
firs't who described neonatal a1sdtes asso­
ciated wi,t:h obstrucliion of the urinary 
tract. Later an in 1894, Fordyce reviewed 
autopsy findings and collected 63 cases 
of fetal ascites, 17 of which had urinary 
tract dilatation. He drew no conclusion 
from these findings and it remained un­
til James and Davis (1952) showed a 
cause and effect relationship between 
urinary tract obstruction and urinary 
ascites and to report the first survivor 
with this disorder. Shortly thereafter in 
1953, in a comprehensive review of the 
subject, Lord proposed neonatal urinary 
ascites to be secondary to transudation 
of urine into the peritonel cavity from 
dilated upper urinary tract (Linde, 1966; 
Krane and Retik, 1974). 

This paper is a report of a sucessfully 
treated female newbo11n infant with 
urina:Py ascites .due to kdnking of the right 
ureter. The diagnosis, management, and 
tnea.tment will be discussed. 

Case report 

A fuUterm female 1nfant was born on 
July 29, 1975, by Caesarean section due 
to a dermoid cyst in ·the oruvum Douglas 

in the Obstebric Department, Dr. Ciplio 
Ma.ngulltkusumo Geneml Hospital, Jakar­
ta. She was the 7th child of a 30-year-old 
J,ndonesian woman an whom no antenatal 
care was performed. The antenatal hi,story 
was uneventful. At birth the infrunt was 
mildly asphyxiated, the Apgmr score was 
5 at 1 minute IClnd 8 at 5 minutes afterr 
birth. At the age of 15 minutes physical 
examination rrevealed a female infant 
with a body weight of 3,650 gm and a 
body length of 50 em. She was dyspnoeic 
with a 11e.spi>ratil()n rate of 50/minute; 
cyanosis, pallor, and jaundice were 
absent. The heart rate was 138/minute. 
The heart and lungs were within normal 
limits. The abdomen was distended; 
shifrting dullness rand fluid thrill were 
observed. The liver rund spleen could not 
be evaluated due to the tense abdominal 
wall. No abdomLnal organ nor mass was 
palpable at that time. The head circum­
ference was 34 em., the chest 32 em., 
and ~the abdominal circumference 41 em. 
Catheterization of the bladder yielded 
40 ml. of yellow urine. 

The peripheml blood examinations 
were within 111ormallimirts; blood glucose 
concentration examined by way of dex­
trostix was normal. A plain abdominal 
X-ray, made 1 hour after birth, showed 
homogenous opacilication wi>th small air 
shadows at the middle region. 
At the age of 18 ho>urrs, abdominal para­
centesis was pe>tformed rund 220 mi. of 
ydlow ascitic fluid were aspirated. The 
specific gravity of the aspirated fluid 
was 1 ,030 and the urea content w.as 
63 mg.%, while the blood urea content 
w1as 41 mg.%. The abdominal girth 

.. 
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decreased by 3.5 em. 1and the •respkatory 
distress was markedly 'relieved. 

An intravenous py1elogram (I.V.P.) on 
the .firsb day of life showed delayed ex· 
cretion of the right urogram. 
A second plain abdominal X-ray film on 
the 3<rd day of life showed that ascites 
signs were still present and micturation 
cystourethrogram (M.C.U.) examtnat:ion 
vevealed that the bladder \VIas within 
normal limits; reflux posterior urethral 
valves were not observed. 
Exploratory lapwratomy was performed 
at the age of 8 days which •revealed 1the 
presence of kinking at 3 ·places at the 
proximal portion of the right ureter 
causing obstruction. Besides, a slight 
dilatation of 1the right kidney was ob· 
served. These k1nkings were aboHshed 
by :relieving the adhesion around the 
ureter whkh resulted in a .flow of urine 
from the Tight kidney. Three days af.ter 
the opena1tion there were no signs of 
ascites. Oru the 81th ;post,operative day 
the infant was dischwliged 'in a good con­
dition. 

Discussion. 

Our case w:as a newbonn female infant 
who was .delivered by Caesarian section. 
The physical eXJaminat'i'on at birth re­
vealed a tense abdomen and signs of as­
ciltes. This was confirmed by ·an abdo­
minal X-ray taken one hour after birth· 

The differential diagnosis of ascites at 
birth includes : 

1. Urinary asoi,tes due to obstruction of 
the urinary tract, a more comm0111 

cause of asdtes in newborns 
(Behrman, 1973). 

2. Meconium peritonitis (North et al., 
1966; Behrman, 1973). 

3. Peritonitis secondary to :ruptured 
ovarian cyst (Nonth et al., 1966; 
Behrman, 1973). 

4. Chylous ascilt:es (North et al., 1966; 
Nelson, 1966; Schaffer and Avery, 
1971; Behrman, 1973). 

5. Ascites caused by syphilis (Behrman, 
1973; Bryan, 1975). 

6. Hemolytic disease (North et al., 1966; 
Bry.an, 1975). 

7. Bile ascites (Schaffer and Avery, 
1971; Hehrman, 1973). 

If ascites is present in a newborn at 
binth, the examination of the fluid is 
very ·important. For this puTpose pam­
centesis intraperitoneally must be done. 
The presence of urine in the ascites fluid 
may be suspected from its urea content, 
which is greater than that of plasma 
(No11th et al., 1966; Howat, 1971). 
Abdomtnal ·pa•r•acentesis in our case re­
moved 220 ml. of yellow ascitic fluid 
wi,th an urea content of 63 mg./100 ml.; 
s~nce the plasma urea w.as 41 mg./ 
100 ml., it was assumed that this fluid 
was urine. 

Ur1nary asdtes is an uncommon 
finding in newborn infants; male 
infants have been more frequently affec­
lted than females (North et al., 1966). 
Mann et al. (197 4) reported 31 cases of 
male infants out of 36 cases si,nce 1952. 
Posterior urethral valves were the most 
common ooderly;~ng owse of urinary tract 
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obst11uction in male 1nfants; Cywes et al. 
(1968) repo11bed 13 out of 19 cases and 
Mann et al. (1974) reported 23 out of 
36 cases. The ,remaining causes 1ncluded 
a variety of lesions like bladde<r neck 
obsttruction ureterocele urethral atresia 
meningomyelocele congenital neuroblas­
toma ureteric stenosis absence of the 
posterior bladder wall and hamartoma 
of the bladder. 

If ascites in .the new.bom is attributed 
to urinary ttract blockade, then rational 
therapy is 111ecessa.ry. P1rompt relief of 
abdominal distention .and effective drai­
nage of the urinary rbract is essential 
(HoWJa1t, 1971). Paracentesis in the deli­
very room relieved respiratory difficul­
ties. Investigation of the cause of obs­
tructio,n, of u.rinary tract in the newborn 
or in pertnwtal per1od starts wi•th intrave­
ve•nous pyelogr,a~phy and miocturation 
cystourethrography. Urina~ry ascites is talll 

absolute 1ndication for this study a:nd 
must be worked out immediwtely. Uro­
graphk signs could suppmt the presence 
of urinary traot blockade. 

In ouor .case IVP rund MCU examina­
tions ,resulted in ohstmction of the right 
ureter. In this case operwtion was per­
formed •to investigate the •type of the 
obs·truotion. 0!11 operation there were 3 
bnktngs 1a1t the proximal p0111tion of the 
right ureter and a slight dilatation of the 
right kidney. Since there was no per-

£oration of the kidney or the ureter, we 
can assume that the pathogenesis of this 
urinary ascites might be a transuda,tion 
process. Such a condition was first 
described by Lord in 1953, where di-, 
latation of the urinary tract was 
seconcLa.ry to the high hydroSitatic pres­
sure. Another possibility may be a rup­
tUJre of the urimary tract causing, a com­
nmnkatilon of the urinary tract and the 
peritoneal cav•i1ty. The perforation is 
usually located at the fornix of the renal 
calices. Ma~nn et al. (197 4) reported 23 
oa,ses with kidney perforation. 

The timing of operation is very im­
portant rund depends on radiological 
examination, clinical Sltate, and renal 
full1•ction. Before 1965, most of the re­
ported ca:Ses of this disorder concerned 
stillborns or babies who died shontly after 
birth (North et al., 1966; Krane and 
Retik, 1974). Three infants have been 
previously reported who were born alive 
with urinary ascites and only one of them 
had survived (North et al., 1966). In the 
collected series of Cywes et al. ( 1968) the 
mortali1ty rate was 87.5% when urinary 
ascites was present at binth, and 60% 
when the diagnosis was ma.de on the 
first day of life (Mann et al., 1974). 
Mortality wa~s due to respirato1ry discom­
posure and 1impaired renal fu:ncdoo. 
Since 1952, 33 cases have been reported 
w.iJth 16 survivors (Ravits et al., 1973). 
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