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INTRODUCTION

Pneumaturia is the passage of gas in the urine, and it usually suggests a fistula between 
the urinary tract and the bowel. This occurs most commonly in the bladder or urethra, 
but it may also be seen in the urethra or renal pelvis.(1) The most common causes are 

carcinoma of the sigmoid colon, diverticulitis, regional enteritis (Crohn’s disease), and trauma.
(2) Congenital anomalies account for most urethroenteric fistulas. Certain bacteria, by the pro-
cess of fermentation, may liberate gas on rare occasions. Rarely, however, do patients with 
diabetes mellitus have gas-forming infections.(1)

 Munchausen syndrome (MHS) is a chronic psychiatric disorder in which patients consciously 
simulate or self-inflict symptoms of an illness in repeated attempts to gain hospital admission. 
Patients suffering from MHS successfully obtain repeated invasive diagnostic management by 
the permanent presentation of various symptoms, especially in the surgical branches of medi-
cine. In urology, the “hemorrhagic type,” the “abdominal type,” and the “neurological type” are 
predominant.(3)

In this study, we report a 16-year-old female who presented with pneumaturia and who had 
undergone multiple surgeries for these symptoms, which were consciously generated by the 
patient. Hint points until the diagnosis of MHS in this patient are discussed.

CASE REPORT
A 16-year-old female was admitted to our urology clinic and had suffered pneumaturia for two 
days prior to her admission. Her recent medical history revealed the swallowing of a hooked 
needle 10 days before her admission that was defecated out with her stool. She had also suf-
fered gross hematuria for the previous two days that resolved spontaneously. The patient had 
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an operation of right percutaneous nephrolithotomy (PNL) 
two years ago because of a right renal stone. Afterwards, for 
unknown reasons, she developed a glob vesicle. Then urody-
namic evaluation was performed with the preliminary diag-

nosis of neurogenic bladder. But obviously there was not any 
evidence consistent with neurogenic bladder. Patient’s com-
plaint (glob vesicle) continued and consequently she was ad-
vised to use clean intermittent catheterization. She had used 
this catheterization for the previous year, during which the 
catheter broke three times in her bladder. A cystoscopy and 
the removal of the catheter were performed under local anes-
thesia. During her physical examination, only mild abdomi-
nal distension was observed. Then, a transurethral catheter 
was applied. Five minutes after its application, the urine bag 
became distended (Figure 1).
None of the laboratory tests, intravenous pyelography, ab-
dominopelvic computed tomography scan, pelvic magnetic 
resonance imaging, retrograde urethrocystography, or ure-
throcystoscopy revealed any morphological or functional 
abnormalities. After extensive laboratory analyses, the only 
abnormality found was on ultrasonography scan, which sug-
gested grade 1 hydronephrosis of the right renal collecting 
system due to a previous surgery. However, the cause of 
pneumaturia was not clearly identified. 
Then, she was consulted about general surgery. A colonos-
copy could not be administered because of the patient’s in-
congruity. Then, she underwent a diagnostic laparotomy that 
showed no evidence of fistula tract. A per operative urologic 
evaluation showed a clear urinary tract. After the operation, 

Figure 1.Distended urine bag after applying a transurethral 
catheter. 

Figure 3. Bladder calculus in the plain radiograph.

Figure 2. Distended urine bag after the nephrostomy catheter 
was pulled out and fixed under the dermis.
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the patient was followed up in our clinic about 10 days. 
However, her pneumaturia had continued with the additional 
symptom of post-operative right flank pain. A right nephros-
tomy catheter was applied to the patient because of her right 
hydronephrosis. Two days after the nephrostomy catheter 
application, free air started to fill the nephrostomy catheter. 
Diagnostic ureterorenoscopy was applied and no pathology 
was observed. 
At this stage, suspicions were raised regarding the possible 
factitious nature of her problem. The nephrostomy catheter 
was pulled out and fixed under the dermis. With this proce-
dure, the treating physicians wanted the patient to think that 
the catheter was in her kidney. In this way, they could observe 
any air in her catheter, which, in fact, was located under her 
dermis. When free air was still observed in the catheter (Fig-
ure 2), the clinicians concluded that the patient might have 
a psychiatric disorder. After a detailed psychiatric examina-
tion and observations, the patient was diagnosed with MHS. 
Then, we learned that she spent a long time unsupervised in 
the toilet where was puffing up her urine bag.
After her psychiatric treatment, she recovered from her 
pneumaturia and neurogenic bladder symptoms. However, 
six months later, this same patient applied to our clinic com-
plaining of difficulty in micturition. The ultrasonography 
showed one 8 mm piece of bladder calculus (Figure 3). This 
piece was removed during a cystoscopy. It was observed that 
the shapes of the bladder calculus were well-rounded so it 
could not be a real calculus. For this reason and her previous 
MHS diagnosis, the patient was again referred to the psy-
chiatry clinic.

 
DISCUSSION
To our knowledge, this is the first case in the literature of 
a patient admitted with pneumaturia due to MHS, a rare 
disorder in which patient presents with factitious disorders 
and a self-destructive urge to undergo invasive procedures. 
This syndrome should be kept in mind, especially for the pa-
tients who repeatedly undergo surgeries. These patients can 
also put a large strain on the urologists’ time and may cause 
increased costs for the healthcare system due to their self-
generated symptoms.(4)

Reich and colleagues describe patients who present with 
renal colic and an intravenous contrast allergy and have an 
increased probability of a factitious disorder. In their article, 
10 of 12 patients (83%) were men and most of the patients 
were likely to leave against medical advice.(4) So these pa-
tients usually left one hospital and went to another hospital. 
However, recent case reports showed that most of these facti-
tious patients are female and most of them averaged above 25 
years of age. All of these patients underwent extensive inves-
tigations, and some of them underwent invasive procedures, 
such as a kidney biopsy, a ureteroscopy, a nephroscopy, mul-
tiple blood transfusions, and a nephrectomy.(5-11)

MHS patients are usually admitted to a urology clinic by 
complaining of recurrent renal colic, recurrent urinary tract 
infections, hematuria, or bladder lithiasis. These patients are 
usually likable and extremely convincing. Possible diagnoses 
should be ruled out with extensive tests and invasive inter-
ventions and then the real diagnosis, namely MHS, can be 
reached at the end of the procedures. Our patient was clearly 
suffering from pneumaturia and initially we did not suspect 
factitious pneumaturia. However, we eventually concluded 
that she had a factitious disorder (MHS), which clinicians 
should keep in their mind when the symptoms are recurrent 
and unexplainable with well-known medical examinations 
and investigations.
 
CONCLUSION
MHS is a rare chronic psychiatric disorder that can be seen 
in urology practice, but patients consciously simulate or self-
inflicted symptoms of illnesses in repeated attempts to gain 
hospital admission. Psychiatric help is usually rejected, and 
treatment is frequently unsuccessful. Urologists should be 
aware of these patients and avoid the administration of un-
necessary tests that may impose a great burden on the health-
care system.
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