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Abstract: Although giant hydronephrosis (GH) associated with ureteropelvic junction obstruction
(UPJO) is extremely rarely detected in pregnant women, diagnostic methods, therapeutic approaches,
and perinatal management have not been established. A 31-year-old Japanese primipara had a
15 cm × 12 cm multi-cystic mass in the right abdomen detected by transabdominal ultrasound at
gestational week 26. Magnetic resonance imaging revealed that the mass was right renal GH.
She underwent serial ultrasound-guided transretroperitoneal drainage as conservative treatment.
She delivered vaginally at gestational week 36. Since she had flank pain and a documented non-
functional right kidney, laparoscopic nephrectomy was conducted 22 months after delivery. UPJO
with fewer smooth muscle cells and fibrosis was histologically diagnosed in the surgical specimen.
Her postpartum and postoperative courses were uneventful for 10 months. We performed a literature
review of diagnostic methods, clinical characteristics, and perinatal management in pregnant women
with GH due to UPJO.

Keywords: giant hydronephrosis; ureteropelvic junction obstruction; pregnancy; congenital anomalies
of the kidney and urinary tract

1. Introduction

Congenital anomalies of the kidney and urinary tract (CAKUT) occur in approximately
5 per 1000 births [1]. It is a condition in which the renal pelvis, calyx, and urinary tract
are congenitally dilated. The most common etiology is ureteropelvic junction obstruction
(UPJO), followed by vesicoureteral reflux and ureterovesical junction obstruction [2]. UPJO
is caused by intrinsic passage disorders, such as ureteral stenosis and polyps, and extrinsic
passage disorders due to crossed blood vessels [3]. Intrinsic passage obstruction with
physical and functional abnormalities is most common in asymptomatic UPJO [4]. Recently,
the majority of patients with CAKUT in developed countries have been diagnosed with
fetal screening. Patients undergo close follow-up after birth [5]. In cases not diagnosed
with screening, CAKUT is diagnosed in infancy and childhood in symptomatic individuals
with flank pain and urinary tract infection [6]. Although it is extremely rare, UPJO might
be detected in adulthood as giant hydronephrosis (GH) in some asymptomatic patients
during a medical examination or pregnancy [7–14].

We report a case of a pregnant Japanese woman with GH who was able to deliver
vaginally after serial ultrasound-guided transretroperitoneal drainage. She underwent
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laparoscopic nephrectomy 22 months after delivery because of continuous flank pain.
UPJO was diagnosed based on comprehensive macroscopic and pathological findings.
We conducted a review of the English literature regarding clinical features, diagnosis,
appropriate interventions, and perinatal management of pregnant women with GH due
to UPJO.

2. Case Presentation

A 31-year-old Japanese primigravida visited our department with a complaint of
secondary amenorrhea. She had no medical history and no family history, including
hereditary malignancies and renal or urinary system anomalies. She was confirmed to
have an intrauterine pregnancy and an intramural uterine fibroid up to 10 cm in size via
transvaginal ultrasonography. The expected date of delivery was determined based on the
last menstrual period. Transabdominal ultrasonography at gestational week 26 showed a
right 15 cm × 12 cm multi-cystic mass, which was initially considered to be ovarian tumor
by a physician. Magnetic resonance imaging (MRI) revealed that the mass was GH with
thinning of the renal parenchyma, and with involvement of five vertebral levels (Figure 1A).
The 10 cm fibroid was also observed (Figure 1B). She had right flank pain and irregular
uterine contractions at gestational week 28. She was admitted to our hospital for those
symptoms. Serum creatinine levels were normal (0.65 mg/dL) on admission.
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Figure 1. Magnetic resonance imaging shows a thin and multilocular right kidney measuring
15 cm × 12 cm in size (red arrows), approximately the height of five vertebral bodies. (A) coronal
view. Uterine fibroids with partial degeneration (10 cm × 5 cm/red arrows) were found in the
anterior uterine wall (B) sagittal view.

In consultation with the urology team, ultrasound-guided aspiration was performed
for symptom relief and reduction of uterine contractions. She was placed in the left lateral
position. The right upper calyx was punctured using a 17 G Venuera® needle; 950 mL of
fluid was drained, and symptoms decreased. Drainage was performed again at gestational
weeks 34 and 36, with removal of 1350 mL and 1150 mL of clear yellowish fluid, respectively.

She had premature rupture of membranes at gestational week 36 and gradually
developed natural labor pains. Due to non-reassuring fetal status, she underwent vacuum
extraction and gave birth to a healthy male newborn weighing 2236 g with Apgar scores of
8/9. Her puerperal course was uneventful. UPJO with GH was followed by the urology
team. At 20 months after delivery, she had a relapse of intermittent right flank pain.
Three-dimensional computed tomography (CT) showed that the right renal cortex was
slightly enhanced and paper-thin. A Tc99m dimercaptosuccinic acid (DMSA) renal scan and
24 creatinine clearance from the right renal nephrostomy (6.9 mL/min) revealed no right
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kidney function (Figure 2A,B). She underwent laparoscopic right nephrectomy for pain
relief (Movie S1). Macroscopically, the right renal parenchyma was thin and obstruction
at the ureteropelvic junction was confirmed (Figure 3A–C). Ureteral stenosis with fewer
smooth muscle cells and fibrosis were histologically confirmed. The diagnosis was UPJO
(Figure 4A–C). Her postpartum and postoperative courses were uneventful for 10 months
after surgery.
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Figure 2. Three-dimensional computed tomography showed that the cortex of the right kidney
indicated by the red arrow was slightly enhanced (A). Tc99m dimercaptosuccinic acid renal scan
revealed the uptake and glomerular filtration rate (GFR) was 85.49% and 59.18 mL/min from the left
kidney and 14.51% and 10.05 mL/min from the right kidney, respectively (B).
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Figure 4. Hematoxylin and eosin (HE) staining at the site of right ureteral stenosis (A). The middle
circular muscle layer (red arrows) had disruption of smooth muscle cells shown by smooth muscle
actin (SMA) staining (B) and fibrosis shown by Elastica Masson (EM) staining (C).

3. Discussion

UPJO is the most common cause of GH in adulthood. The majority of patients have
CAKUT detected during fetal screening or a symptomatic childhood [5]. Some asymp-
tomatic patients who are missed by screening can be diagnosed with GH in adulthood
during a medical examination or pregnancy, as the disease progresses slowly [7–14]. UPJO
in adults is more common in women and on the left side [15–17]. By contrast, hydronephro-
sis associated with normal pregnancy is more common on the right side due to compression
of the right ureter with rotation of the uterus caused by the sigmoid colon [18]. The etiology
of UPJO has been reported to include genetic alternations and maternal environmental
factors, such as fetal exposure to non-steroidal anti-inflammatory drugs, diabetes mellitus,
and angiotensin-converting enzyme inhibitors [19,20]. However, the distinct pathogenesis
is largely unknown.

We conducted a literature review of pregnancy with GH due to UPJO. We searched
the PubMed database using the keywords “hydronephrosis” and “pregnancy.” A total of
eight patients, including our patient, were identified (Table 1) [8–14]. All patients were
primiparas, and five involved the left kidney. GH was mostly observed during the second
trimester with transabdominal ultrasound. Two cases showed the mild to moderate in-
crease in serum creatinine. Symptoms were alleviated by conservative therapies such as
aspiration and urinary stenting. With maternal and fetal adaptation, five patients delivered
vaginally and two patients underwent cesarean section. Since pregnant women with UPJO
are extremely rare, there are no consensus-based management guidelines. According to
previous reports, invasive nephrectomy was performed during pregnancy [11,13,14]. How-
ever, in recent years, less invasive management, including ureteral stenting and drainage,
has been preferred due to advances in imaging and the desire to avoid fetal anesthesia
and perioperative maternal infections [9,12]. In our patient, serial transretroperitoneal
drainage was performed to relieve flank pain because she refused an indwelling catheter
and stent. Since serial aspiration constitutes temporary management and is associated
with a high probability of complications, indications of the aspiration should be carefully
considered. We speculated that drainage secured a space in the abdominal cavity to prolong
the gestational period by releasing direct pressure on the uterus. As shown in previous
reports, the method of delivery is usually the same as in healthy pregnant women, and is
based on maternal and fetal adaptation. In addition, uterine fundal pressure should be
avoided as it carries the risk of GH rupture [21].
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Table 1. Literature review of pregnancy with GH due to UPJO.

First Author Age Parity
Family History of

Urinary
Abnomality

GH Site Symtom Diagnostic
Method

Timing of GH
Detection

Serum
Creatinine

(mg/dL)

Pregnancy
Complication

Treatment
during

Pregnancy

Delivery
Method/Week

Present case
(2022) 31 0 None Right Flank pain TAU/MRI 26th 0.65 None Aspiration

(3 times) Vaginal delivery/36th

Ramly F [8]
(2021) 27 0 None Left Iliac fossa pain TAU/MRI 23rd Normal GDM/HDP None C/S due to

pre-eclampsia/32th
Nerli RB [9]

(2016) 25 NA NA Left Colicy pain TAU/MRI 24th 1.4 None Double J
stenting NA

Lin YJ [10]
(2013) 31 0 NA Left None

Ultrasound
examination

/MRI
28th 0.7 None None

C/S due to
cephalopelvic

disproportion/term

Mastoroudes H [11]
(2007) 32 0 NA Left Sided-pain

Ultrasound
scan

/Intravenous
urograph

Before
pregnancy Normal None Nephrectomy Vaginal delivery/term

Peng HH [12]
(2003) 21 0 NA Left Flank pain TAU/MRI 25th 0.9 None Aspiration

(3 times) Vaginal delivery/39th

Bernstine RL [13]
(1959) 19 NA NA Right Dull aching

sensation

Palpation
/Intravenous

urogram
26th Normal None Nephrectomy Vaginal delivery/term

Hecht EL [14]
(1952) 17 0 None Right None Palpation 31st NA None Nephrectomy Vaginal delivery/34th

GH, giant hydronephrosis; NA, not available; TAU, transabdominal ultrasonography; MRI, magnetic resonance imaging; GDM, gestational diabetes mellitus; C/S, cesarean section; HDP,
hypertensive disorders of pregnancy.
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There are some suggestions for early detection of UPJO during pregnancy. While
serum creatinine has increased approximately 40% (8/19) in adult patients with GH [7],
serum creatinine is not included in routine blood tests recommended for pregnant women in
Europe and the United States [22,23]. The initial antenatal checkup is the first opportunity
for a blood test in healthy women who have never had regular checkups, such as our
patient. Serum creatinine blood tests might be considered as an assessment of baseline
renal function, especially in primiparas, not only for UPJO, but also for hypertensive
disorders of pregnancy, hemolysis, elevated liver enzymes, low platelet count syndrome,
and acute fatty liver of pregnancy, conditions in which renal function decreases during the
perinatal period [24]. UPJO was detected during the second trimester in most previously
reported cases. This indicates that it is difficult to detect GH with transvaginal ultrasound
during the first trimester. However, GH could be detected with transabdominal ultrasound
performed during the second trimester as the uterus grows. Therefore, minimally invasive
and convenient transabdominal ultrasound during the first trimester is the most suitable
method for early detection of UPJO, in particular for primiparas with abdominal or back
pain and uncertain renal dysfunction. MRI and CT should be used for definitive diagnosis
of GH due to UPJO.

4. Conclusions

We experienced a case of a pregnant woman with GH due to UPJO who was able
to deliver vaginally with serial ultrasound-guided transretroperitoneal drainage of urine
from the GH. She was diagnosed with UPJO based on radiographic, macroscopic, and
pathological findings. Although it is difficult to establish a consensus-based management
guideline for UPJO in pregnancy, conservative management is considered to be a suitable
option for symptom relief and maintaining the pregnancy. In general, nephrectomy is
considered to be performed after delivery, unless the failure of conservative management
and severe complication due to GH are observed. The method of delivery without uterine
fundal pressure should be determined according to maternal and fetal adaptation. Obstetri-
cians and gynecologists need to pay particular attention to pregnant women who develop
symptoms from genitourinary disorders during the perinatal period.

Supplementary Materials: The following supporting information can be downloaded at: https://
www.mdpi.com/article/10.3390/diagnostics12040913/s1, Movie S1: We reached the abdominal
cavity and confirmed the location of the uterus and right adnexa in the pelvic cavity. The right
retroperitoneum was dissected and an enlarged right kidney reaching the lower surface of the liver
was located. A small incision was made into the cortex of the right kidney, which drained clear,
colorless urine. The right renal artery and vein were double ligated. The right kidney was resected
with the ureter (approximately 7 cm).
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editing, D.T. and S.N.; supervision: A.K. (Akihiro Karube). All authors have read and agreed to the
published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: Institutional review board review for a single case report is
not required at Yuri General Hospital.

Informed Consent Statement: The patient provided written informed consent to publish this case report.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Toka, H.R.; Toka, O.; Hariri, A.; Nguyen, H.T. Congenital anomalies of kidney and urinary tract. Semin. Nephrol. 2010, 30, 374–386.

[CrossRef] [PubMed]
2. Preston, A.; Lebowitz, R.L. What’s new in pediatric uroradiology. Urol. Radiol. 1989, 11, 217–220. [CrossRef] [PubMed]

https://www.mdpi.com/article/10.3390/diagnostics12040913/s1
https://www.mdpi.com/article/10.3390/diagnostics12040913/s1
http://doi.org/10.1016/j.semnephrol.2010.06.004
http://www.ncbi.nlm.nih.gov/pubmed/20807610
http://doi.org/10.1007/BF02926519
http://www.ncbi.nlm.nih.gov/pubmed/2692270


Diagnostics 2022, 12, 913 7 of 7

3. Adey, G.S.; Vargas, S.O.; Retik, A.B.; Borer, J.G.; Mandell, J.; Hendren, W.H.; Lebowitz, R.L.; Bauer, S.B. Fibroepithelial polyps
causing ureteropelvic junction obstruction in children. J. Urol. 2003, 169, 1834–1836. [CrossRef] [PubMed]

4. Park, J.M.; Bloom, D.A. The pathophysiology of UPJ obstruction: Current concepts. Urol. Clin. N. Am. 1998, 25, 161–169.
[CrossRef]

5. Zanetta, V.C.; Rosman, B.M.; Bromley, B.; Shipp, T.D.; Chow, J.S.; Campbell, J.B.; Herndon, C.D.A.; Passerotti, C.C.; Cendron, M.;
Retik, A.B.; et al. Variations in management of mild prenatal hydronephrosis among maternal-fetal medicine obstetricians, and
pediatric urologists and radiologists. J. Urol. 2012, 188, 1935–1939. [CrossRef]

6. White, J.M.; Kaplan, G.W.; Brock, W.A. Ureteropelvic junction obstruction in children. Am. Fam. Physician 1984, 29, 211–216.
7. Kaura, K.S.; Kumar, M.; Sokhal, A.K.; Gupta, A.K.; Purkait, B.; Saini, D.; Sankhwar, S. Giant hydronephrosis: Still a reality! Turk. J.

Urol. 2017, 43, 337–344. [CrossRef]
8. Ramly, F.; Mohamad, N.A.N.; Zahid, A.Z.M.; Kasim, N.M.; Teh, K.Y. Adult giant hydronephrosis diagnosed in the second

trimester of pregnancy: A case report and literature review. Case Rep. Women’s Health 2020, 29, e00275. [CrossRef]
9. Nerli, R.B.; Mungarwadi, A.; Mudegowdar, A.S.; Patil, A.; Hiremath, M.B.; Ghagane, S. A giant hydronephrosis mistakenly

diagnosed as ovarian tumor in a pregnant woman. Urol. Case Rep. 2015, 4, 20–21. [CrossRef]
10. Lin, Y.-J.; Ou, Y.-C.; Tsang, L.-C.; Lin, H. Diagnostic value of magnetic resonance imaging for successful management of a giant

hydronephrosis during pregnancy. J. Obstet. Gynaecol. 2012, 33, 91–93. [CrossRef]
11. Mastoroudes, H.; Olsburgh, H.; Harding, K.; Dasgupta, P. Retroperitoneoscopic nephrectomy for giant hydronephrosis in

pregnancy. Nat. Clin. Pract. Urol. 2007, 4, 512–515. [CrossRef] [PubMed]
12. Peng, H.-H.; Wang, C.-J.; Yen, C.-F.; Chou, C.-C.; Lee, C.-L. Huge maternal hydronephrosis: A rare complication in pregnancy.

Eur. J. Obstet. Gynecol. Reprod. Biol. 2003, 108, 223–225. [CrossRef]
13. Bernstine, R.L.; Leblanc, G.A.; Richardson, J.F. Giant hydronephrosis complicating pregnancy. Am. J. Obstet. Gynecol. 1959, 78,

431–433. [CrossRef]
14. Hecht, E.L. Hydronephrosis complicating pregnancy. Am. J. Obstet. Gynecol. 1952, 64, 684–685. [CrossRef]
15. Albani, J.M.; Desai, M.M.; Gill, I.S.; Streem, S.B. Repair of adult ureteropelvic junction obstruction in the solitary kidney: Effect on

renal function. Urology 2006, 68, 718–722. [CrossRef] [PubMed]
16. Capello, S.A.; Kogan, B.A.; Giorgi, L.J., Jr.; Kaufman, R.P., Jr. Prenatal ultrasound has led to earlier detection and repair of

ureteropelvic junction obstruction. J. Urol. 2005, 174, 1425–1428. [CrossRef]
17. Johnston, J.H.; Evans, J.P.; Glassberg, K.I.; Shapiro, S.R. Pelvic hydronephrosis in children: A review of 219 personal cases. J. Urol.

1977, 117, 97–101. [CrossRef]
18. Rasmussen, P.E.; Nielsen, F.R. Hydronephrosis during pregnancy: A literature survey. Eur. J. Obstet. Gynecol. Reprod. Biol. 1988,

27, 249–259. [CrossRef]
19. Weber, S.; Morinière, V.; Knüppel, T.; Charbit, M.; Dusek, J.; Ghiggeri, G.M.; Jankauskiené, A.; Mir, S.; Montini, G.; Peco-Antic, A.;

et al. Prevalence of mutations in renal developmental genes in children with renal hypodysplasia: Results of the ESCAPE Study.
J. Am. Soc. Nephrol. 2006, 17, 2864–2870. [CrossRef]

20. Warady, B.A.; Chadha, V. Chronic kidney disease in children: The global perspective. Pediatr. Nephrol. 2007, 22, 1999–2009.
[CrossRef]

21. Hwang, S.S.; Park, Y.H.; Lee, C.B.; Jung, Y.J. Spontaneous rupture of hydronephrotic kidney during pregnancy: Value of serial
sonography. J. Clin. Ultrasound 2000, 28, 358–360. [CrossRef]

22. Antenatal Care, NICE Guideline [NG201] Published: 19 August 2021. Available online: https://www.nice.org.uk/guidance/ng2
01/chapter/Recommendations#organisation-and-delivery-of-antenatal-care (accessed on 17 March 2022).

23. Guidelines for Perinatal Care (8th Edition). Available online: https://publications.aap.org/aapbooks/book/522/Guidelines-for-
Perinatal-Care (accessed on 17 March 2022).

24. Byrne, J.J.; Seasely, A.; Nelson, D.B.; Mcintire, D.D.; Cunningham, F.G. Comparing acute fatty liver of pregnancy from hemolysis,
elevated liver enzymes, and low platelets syndrome. J. Matern. Fetal Neonatal Med. 2022, 35, 1352–1362. [CrossRef] [PubMed]

http://doi.org/10.1097/01.ju.0000061966.21966.94
http://www.ncbi.nlm.nih.gov/pubmed/12686857
http://doi.org/10.1016/S0094-0143(05)70004-5
http://doi.org/10.1016/j.juro.2012.07.011
http://doi.org/10.5152/tud.2017.78379
http://doi.org/10.1016/j.crwh.2020.e00275
http://doi.org/10.1016/j.eucr.2015.10.002
http://doi.org/10.3109/01443615.2012.721820
http://doi.org/10.1038/ncpuro0906
http://www.ncbi.nlm.nih.gov/pubmed/17823605
http://doi.org/10.1016/S0301-2115(02)00420-7
http://doi.org/10.1016/0002-9378(59)90198-X
http://doi.org/10.1016/0002-9378(52)90266-4
http://doi.org/10.1016/j.urology.2006.04.035
http://www.ncbi.nlm.nih.gov/pubmed/17070340
http://doi.org/10.1097/01.ju.0000173130.86238.39
http://doi.org/10.1016/S0022-5347(17)58355-X
http://doi.org/10.1016/0028-2243(88)90130-X
http://doi.org/10.1681/ASN.2006030277
http://doi.org/10.1007/s00467-006-0410-1
http://doi.org/10.1002/1097-0096(200009)28:7&lt;358::AID-JCU7&gt;3.0.CO;2-E
https://www.nice.org.uk/guidance/ng201/chapter/Recommendations#organisation-and-delivery-of-antenatal-care
https://www.nice.org.uk/guidance/ng201/chapter/Recommendations#organisation-and-delivery-of-antenatal-care
https://publications.aap.org/aapbooks/book/522/Guidelines-for-Perinatal-Care
https://publications.aap.org/aapbooks/book/522/Guidelines-for-Perinatal-Care
http://doi.org/10.1080/14767058.2020.1754790
http://www.ncbi.nlm.nih.gov/pubmed/32308076

	Introduction 
	Case Presentation 
	Discussion 
	Conclusions 
	References

