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Abdominal pain is a common presentation in pregnancy and still 

remains a diagnostic dilemma in some cases (1). There are 

various causes of abdominal pain in pregnancy and some of 

these are related to the renal tract.

Hydronephrosis is a common anatomical change in pregnancy 

diagnosed after the 20th week (2). Different factors have been 

proposed to be possible explanations for this, including: 

hormonal factors (3), anatomical (including extrinsic 

compression) (4) and parity (5 ). Mild renal hydronephrosis is 

considered normal in pregnancy. This can be up to a 

pelvicalyceal diameter of 5 mm on the left and 15 mm on the 

right, and dilatation of the ureters up to 2 cm in the last 

trimester (6).

A majority of women remain asymptomatic; however, some may 

present with abdominal, flank or back pain with/without 

features of sepsis (1). The main imaging used in diagnosis in 

pregnancy is ultrasound. However, further investigations may be 

needed in symptomatic cases in order to rule out obstruction. 

Magnetic resonance urography may be valuable in doing this as 

it shows specific features and differing urographic appearances 

in physiological and calculous obstruction (7). Both ultrasound 

and MRI are considered safe for use in pregnancy (1).

In a majority of symptomatic cases, a conservative approach is 

advised. A few of the cases may have severe pain requiring 

surgical intervention: this includes urological surgery with stent 

insertion or nephrostomy tube(8).

The patient was a para 1+0 who initially presented at around 25 weeks 

with abdominal pain involving the right lumbar region.

Her first pregnancy was an instrumental delivery after induction of labour 

at 37 weeks gestation due to hydronephrosis. She had a third-degree 

perineal tear that was repaired. During the first pregnancy, she was 

diagnosed with hydronephrosis after presenting with abdominal pain, and 

she was conservatively managed by analgesia, eventually requiring 

opioids. 

For her current pregnancy, she was booked by the midwife in her first 

trimester and was under consultant led care from 20 weeks gestation. Her 

anomaly scan was normal. 

Asymptomatic hydronephrosis is found in more than 90% of pregnant women (9). A few 

of these become symptomatic necessitating management in whom a majority respond 

well to conservative treatment (8). Abdominal ultrasonography is the most widely used 

form of investigation for maternal hydronephrosis. Other options including MRI may be 

used, however ultrasound remains the most widely used due to its safety profile as well 

as availability (10). There are different grading systems for classifying hydronephrosis. 

This includes the grading system by the Society of Fetal Urology which ranges from 

Grade 0- With no dilatation to Grade 4- Gross dilatation of the renal pelvis and calyces 

(11).

Conservative options for maternal hydronephrosis include analgesia, hydration, postural 

drainage and use of antibiotics (2). Whilst a majority respond to these, a few may need 

surgical intervention.

Urethral catheterisation is important in helping to rule out obstruction in the lower 

urinary tract where a cause has not been found. Urologists commonly use ureteral stent 

placement as a surgical option, and where this is not possible, they use a percutaneous 

nephrostomy tube (12). This can be done under a local anaesthetic with minimal use of 

radiation and is therefore useful in pregnant patients (12).

Complications for these procedures may include: ascending pyelonephritis, catheter 

migration, dislodgement and blockage of the nephrostomy tubes that may require 

replacement or flushing respectively (13).

In this case, the patient had presented with abdominal and flank pain as a result of 

symptomatic hydronephrosis. She had a similar presentation in her previous pregnancy 

for which she was managed conservatively. This time around however, there was 

minimal improvement with conservative management. She therefore opted for surgical 

management in which she underwent nephrostomy tube insertion. Unfortunately, she 

experienced complications of this procedure including urinary tract infection and 

blockage of tube. This necessitated multiple visits to hospital and additional 

interventions postnatally. It is therefore very important to have a detailed discussion 

regarding options as well as benefits and risks for the various procedures before 

commencing treatment as was done in this case. 
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Image 1- Mild, moderate and severe Hydronephrosis on ultrasound imaging. 

Image 2- Nephrostomy tube insertion
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CONCLUSION:

This case highlights the need for surgical intervention in some women who 

present with symptomatic hydronephrosis who do not respond well to 

conservative options. It is important to highlight the risks and complications of 

some of these procedures beforehand. Conservative management remains the 

option of choice in treatment of symptomatic maternal hydronephrosis.
.

Initial contact: 25 
weeks and 3 days 

Gestation

• Presented with abdominal pain involving right lumbar region.

• Investigations done: Renal and liver function tests, Urine for culture and Renal scan.

• All bloods were normal.

• Renal scan- Moderate Hydronephrosis

Second contact: 26 
weeks and 6 days

• Worsening pain necessitating admission.

• Additional imaging: MRI Urogram done.

• Discussion of options: Conservative vs. Surgical- Including benefits, risks and long term 
complications.

• Nephrostomy tube inserted during current admission.

Third contact: 27 
weeks and 6 days

• Presented with abdominal pain a week after surgery.

• Recurrent presentations over the next 8 weeks.

• Multiple episodes of urinary tract infections that were culture positive (coliform bacteria) 
requiring treatment with antibiotics.

• Three episodes of blockage of catheter requiring flushing.

Antenatal Clinic 
contact:36 weeks 

Gestation

• Growth scan: Growth noted at 9th centile

• Planned for induction of labour at 37 weeks.

• Induction successful- Normal vaginal delivery.

Postnatal contact: 
Day 1 post natal 

and at two weeks. 

• First post-natal day: Attempt at nephrostomy removal unsuccessful.

• Two weeks post-natal: Removal completed under general anesthetic.

• Discharged the following day following removal of nephrostomy tube with subsequent 
symptomatic improvement.

• Follow up by Urology team arranged.

OBJECTIVE:

A majority of pregnant women presenting with symptomatic 

hydronephrosis are managed conservatively. This case highlights 

the surgical management of symptomatic hydronephrosis in 

pregnancy, its alternatives and complications.
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