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Ureteral obstruction in pregnancy — The “Stone Mountain”

for the Urologist
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The management of ureteral obstruction in pregnan-
cy remains controversial. Clinically oriented litera-
ture review on diagnostic and therapeutic decisions
concerning renal colic in pregnancy has been pub-
lished in this issue of the Central European Journal
of Urology [1].

We all still face several challenges of differentiating
renal colic in pregnancy caused by the uretheral stone
or by physiological hydronephrosis. Unfortunately,
clinical signs and symptoms or laboratory tests are
all of poor clinical value and cannot be used to figure
out the reason for hydronephrosis. Also, pregnancy
trimester is not associated with the specific patho-
genesis. Physiologic hydronephrosis is more common
and severe on the right side because of anatomical
reasons (dextrorotation of the uterus, protection
of the left ureter by the gas-filled sigmoid colon),
while left-sided flank pain is significantly more char-
acteristic for the lithiasis [2].

Ultrasound is widely accepted as a primary imaging
modality for the pregnant patient with renal colic [3],
although its sensitivity in detecting ureteral stones
is not always satisfactory. In many individuals, hy-
dronephrosis is easy to be detected, unlike its cause.
It remains unclear whether inconclusive ultra-
sound should be followed by other imaging studies.
It is rather not justified in uncomplicated stone pa-
tients with good pain control and no infection, as
the majority of the stones will be passed spontane-
ously. Moreover, pregnant patients with renal colic
caused by physiological hydronephrosis can be ef-
fectively managed conservatively (pain control, rest,
body positioning contralateral to the pain or in the
knee-elbow position) with no need for intervention.
The obstetricians tend to overdiagnose hydronephro-
sis and expect treatment with the DdJ stent in majority
of cases. Certainly DJ stents are not without compli-
cations and can result in infections, stent intolerance
and excessive encrustation. Furthermore, pregnancy
related physiological changes in the urinary tract can
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mimic ureteral obstruction and it should be pointed
out that while occasionally detected on ultrasound
and asymptomatic, the hydronephrosis does not re-
quire any specific treatment.

Complicated renal colic needs invasive treatment.
Temporizing methods (DdJ stent or nephrostomy tube
placement) supporting drainage and relieving the
obstruction are necessary in patients with secondary
infection or sepsis. Refractory pain can be managed
with the DdJ stent or with ureteroscopy (URS). Large
body of evidence, including systematic reviews and
meta-analyses, support the use of URS as safe and
successful first-line therapeutic method for symp-
tomatic ureteral stones during all stages of preg-
nancy. Ureteroscopy can also be used as a diagnostic
and therapeutic procedure for patients with hydrone-
phrosis and ambiguous ultrasound findings, as it can
help to visualize and remove the stones endoscopi-
cally or place the stent safely without fluoroscopy and
blind maneuvers. Certainly URS is invasive and not
harmless for the mother and the fetus, and so when
invasive treatment is needed this is excused. The
number of anaesthetic events and cumulative dura-
tion of anaesthesia time does not differ in women
undergoing URS compared to patients managed with
Dd stents [4]. Both procedures can be done safely un-
der spinal anesthesia. URS- related urological compli-
cations rate is not increased in pregnancy as reported
in present studies. Unfortunately, URS can result
in obstetric complications, including preterm labour,
as reported for 4% of patients [5], as renal colic mainly
affects patients in second and third trimester. Conse-
quently, the URS procedure should be serviced by an
experienced urologist and accompanied by an obste-
trician or midwife, only in high-volume centers.

To sum up, individualised approach and a multidis-
ciplinary team composed of an urologist, radiologist,
anesthesiologist and obsterican is necessary for renal
colic pregnant patients in a safe and effective trip
“up and down the Stone Mountain”.
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