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Abstract:

We present a case of a 51-year-old woman with acute urinary 
retention caused by a urethral calculus. Urethral calculi in women 
are extremely rare and are usually formed in association with 
underlying genitourinary pathology. In this case, however, no 
pathology was detected via thorough urological evaluation. We 
discuss the pathogenesis, clinical presentation and treatment of 
urethral calculi. To our knowledge, this is the second reported case 
of a primary urethral calculus in a female with an anatomically nor-
mal urinary tract and the first in a middle-aged Caucasian female.

Introduction 

Urolithiasis is a common and recurrent disease. Prevalence 
and incidence rates have recently increased worldwide, espe-
cially in industrialized countries.1 Urethral stones, however, 
are rare and account for only 0.3% to 2% of all urinary tract 
stones.2-4 Most patients are men due to the urethral anatomy; 
few women have urethral stones.5-10 Urethral stones can 
be classified into primary or native (those formed in situ in 
the urethra) and secondary or migratory (those formed in 
the upper urinary tract, which descend into the urethra). 
Most primary urethral stones are formed in association with 
functional or anatomical pathology, such as chronic stasis, 
urinary infection, urethral diverticulum, meatal stenosis, 
prostate lesions, abscess cavities and fistulous tracts. Our 
case is remarkable because no anatomic abnormalities were 
detected after complete urological evaluation. To our knowl-
edge, this is the second reported case of a primary urethral 
calculus in a female with an anatomically normal urinary 
tract and the first in a middle-aged Caucasian female.11

Case report 

A 51-year-old woman, with no significant previous medi-
cal history, was admitted with acute urinary retention. A 
urethral catheter was not able to be passed, so we inserted 
a suprapubic catheter. Vaginal examination revealed a hard 
mass palpated in the urethra. Plain x-ray of the abdomen 
demonstrated a calculus between the pubic bones (Fig. 1, 
Fig. 2). The hard mass was not visible on inspection of the 
introitus. Under general anesthesia, it was visible at the ure-
thral meatus when pressure was applied from the abdomen. 
A biopsy was taken to rule out dysplasia or malignancy. 
Furthermore, a magnetic resonance image (MRI) of the pel-
vis did not reveal any abnormality. Prior to the MRI, the 
patient felt she had passed the stone. Flexible cystoscopy 
was performed before we removed the suprapubic catheter. 
This neither revealed a stone nor any other abnormalities. 
After a successful trial of voiding and a normal ultrasound 
scanning, she was discharged with regular follow-up. 

Discussion 

Urethral stones are rare and most of them occur in males. 
Most stones pass from the kidneys or bladder and affect 
urethra. Primary or native urethral calculi form in abnormal 
environments, such as diverticula or stenosis. Previous ure-
thral instrumentation, foreign bodies or indwelling catheters 
also predispose patients to stone formation. 

The composition of urethral stones is mainly struvite as 
opposed to calcium phosphate for bladder stones.12,13 In 
this case, we were unable to determine stone composition; 
the patient passed the stone, but was unable to retrieve it.

The clinical presentation is variable and depends on the 
precise location of the impacted stone. In males they can 
mimic symptoms of prostatitis with perineal, suprapubic or 
rectal pain. Anterior urethral stones are generally available 
for palpation and often cause dysuria. In our case, the cal-
culus was felt on deep palpation; however, its pathology 
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was not obvious. Initially, the tumour was suspected and 
biopsies were performed. Acute urinary retention can occur 
irrespective of stone location.

Due to the rarity of urethral stones, its management has 
not been clearly defined. Smaller stones (up to 10 mm in 
diameter) could pass spontaneously. Proximal stones can 
be managed with cystoscopic retrograde manipulation into 
the bladder followed by cystolithopaxy. Large distal calculi 
could be managed with urethral meatotomy. Any operative 
approach is associated with risks of impotence, incontinence 
and stricture formation. In cases of large anterior urethral 
calculi, it is advocated to manage stones with open surgery. 
Urethroplasty is preferred.14-16 This approach can be com-
plicated by urinary tract infection, fistula, urinary retention 
and later development of urethral stenosis.11,17-19 In any sus-
pected case of urethral stone, the forceful manual removal 
of stone should be avoided. The option of manual extraction 
of the stone should be only considered by an experienced 
urologist as the abrasive surface of the calculi may damage 
the delicate urethral mucosa and increase the likelihood of 
subsequent stenosis.20

Conclusion 

Urethral calculi are a rare cause of acute urinary retention 
in females and are more likely to pass spontaneously.
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Fig. 1. X-ray kidney, ureter, bladder (KUB) scan showing calculus in the urethra.

Fig. 2. Magnified part of the urethra with visible opacity measuring 1.6 cm x 1.8 
cm (arrow). 




