
Discussion:

Spontaneous ureteric rupture is an uncommon complication of obstructive uropathy. In these cases urine 

extravasation occurs into pre-renal or retroperitoneal space causing flank and abdominal pain and, in 

the most severe cases, urosepsis.

Urine is sterile, therefore most cases recover with conservative management with antibiotics and 

outpatient monitoring. However, if there are signs of urosepsis, these patients require systemic 

antibiotics and J stent placement to restore the continuity of urinary tract.

CT abdomen should be a standard practice for investigating patients with suspected renal colic as it 

allows pick up of complications which would otherwise remain undiscovered.

Conclusion

Spontaneous Ureteric Rupture should always be considered in patients presenting with renal colic 

especially if they present with vague and atypical symptoms.
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Case report: 

Mrs DW, a 74 year old lady with no significant past medical history, presented to the emergency department with sudden onset severe back pain which she 

characterised as “gripping” in nature. The pain started suddenly and woke her from sleep.  She had some dysuria the day before but denied any trauma. Other than 

this the history was unremarkable.

On examination, she was hypertensive (225/120) and tender over the right renal angle. There were no other positive findings. Urine dip showed 1+ of blood but was 

negative for WBCs, protein and nitrates. Blood tests revealed normal renal function and electrolytes, and a mildly raised WBC count of 13.9. An ECG showed sinus 

tachycardia.

She was treated with IV morphine and an urgent CT aortagram was performed which ruled out aortic dissection. However, this did demonstrate a right 

hydronephrosis with inflammatory stranding and free fluid around the lower pole of the kidney and proximal ureter. This raised the possibility of urine extravasation 

and a CT urogram was therefore performed, which confirmed rupture of the right ureter likely secondary to a 4mm calculus at the vesicouteric junction.

She was treated conservatively with analgesia and prophylactic antibiotics. A CT urinary tract was performed the next day, which demonstrated persistent 

perinephric fluid, which had improved from the previous scan. It also demonstrated the 4mm calculus lying in the anterior bladder. The patient was discharged the 

next day with an outpatient ultrasound scan and clinic appointment in 6 weeks’ time.


