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Abstract

Acute retention of urine is a medical emergency which needs
immediate intervention. Urethral catheterization is a common
procedure in the emergency department. Repeated unsuccessful
attempts for urethral catheterization demand alternative procedure
like suprapubic catheterization.

Traditionlly, anatomical landmarks are used to achieve suprapubic
catheterization. The confirmation of successful catheterization
by ultrasound is recommended. Often due to its unavailability,
complications like bowel injury, bleeding etc are reported.

We report a case of gastric perforation caused by such a blind
suprapubic catheter (SPC) insertion procedure.
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Introduction

Acute urinary retention is a common medical emergency for
which early evaluation and intervention is needed. Quick and
proper history and clinical examination helps the emergency
physician to diagnose the cause. Sometimes atypical presentation or
multifactorial causes confuses the physician for confirmed diagnosis.
This ultimately leads to delay in initiating the treatment.

Bedside ultrasound might be helpful for diagnosis and during
invasive procedures like internal jugular vein (IJV) cannulation,
suprapubic catheterization etc. It gives added advantages of
confirmation of catheter tip position and prevention of the
complications like bowel injury and bleeding. Our case report explains
the need of bedside ultrasound during suprapubic catheterization.

Case Description

We discuss a case report of iatrogenic gastric perforation in a
38 year old man. He was posted for emergency laparotomy due to
detected gas under diaphragm on X ray abdomen. The patient was a
known chronic alcoholic since 20 years. History of seizures without
any medication for the past two years was obtained. History of
anuria for two days. In the emergency ward, urethral catheterization

was attempted twice. However, as there was no urine in the
catheter, it was assumed that uretheral cathererization was faulty
or a false tract had been created and urology resident was called for
intervention and insertion of supra pubic catheter (SPC). Even after
assumed successful insertion of SPC, urine was not seen in the bag.
He then underwent radiological investigations that revealed gastric
obstruction with Foleys cathter in the stomach.

On examination, he was conscious, awake and well oriented.
There was no significant finding on examination of cardiac and
respiratory systems. The abdomen was distended. Nasogastric tube
and per urethral Foleys catheter were in situ with no urine in bag.
Interestingly SPC showed stomach contents. Peripheral and central
venous catheters were already inserted earlier. Heart rate was 120 beats
per minute and blood pressure was 90/60 mm of Hg. Platelet count
was 60,000/cmm. All other laboratory investigations were normal.
Ultrasonography report was suggestive of duodenal obstruction with
SPC wrongly inserted into stomach. There was moderate amount of
free fluid in pelvis suggestive of perforation with collapsed urinary
bladder. Same findings were noted on CT abdomen report. Thus the
indication of insertion of SPC due to absence of urine after urethral
catheterization was wrong as the patient had anuria probably due to
obstruction.

An informed written consent was obtained from patient. After
confirming the availability of platelets and packed cells, patient
was wheeled in the operating room for exploratory laparotomy. All
standard monitors like cardio scope, noninvasive blood pressure,
pulse oximetry and capnograph were attached. Rapid sequence
intubation using fentanyl, propofol and rocuronium was done. After
endotracheal intubation, maintenance was provided with isoflurane
levels of 0.6-1 MAC, O, and air in ratio of 50:50. Six units of platelet
were transfused during surgery. Intraoperatively, after administration
of about 1 litre of fluid, 100 ml urine came through urethral catheter.
Hence, failure to get urine via urethral catheter was not due to false
tract, but it was because of hypovolaemia.

On laparotomy the stomach was found to be distended with the
tip and balloon of Foleys catheter in it. There was no evidence of any
injury on posterior wall of stomach or to any other intra abdominal
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Figure 1: CT abdomen showing distended stomach, duodenum & tip of
catheter seen in stomach along with inflated balloon.
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Figure 2: Tip of catheter tip in stomach.

organ. It was diagnosed to be a case of benign gastric outlet obstruction
with a hugely distended stomach. Site of narrowing was at junction
of third and fourth parts of duodenum. The site of gastric injury
was closed primarily and a wide posterior gastojejunostomy was
performed. In perioperative period, vitals were stable. Intravenous
fluids were given as per requirement. After reversal, patient was
extubated. The patient was shifted to the postoperative ward (Figure
1,2).

Discussion

Modern medical technology has given us several advanced
monitoring tools. We should apply them for benefit of various types
of patients to give appropriate treatment and to minimize iatrogenic
complications.

The conventional ‘blind’ technique for SPC insertion requires
distended urinary bladder. This distended bladder and head low
position keeps bowel away from needle puncture. Though this is
generally considered a safe procedure, the risk of bowel injury is

estimated at up to 2.4% with a mortality rate of 1.8%. most of studies in
eastern regions showed gastroduodenal perforation constitutes most
common cause of peritonitis [1,2]. Incidence of gastric perforation
is very low during suprapubic catheterization due to lower puncture
site. However, there are few cases showing life threatening bowel
injury [3]. The procedure involves insertion of a sharp trocar into
the bladder percutaneously, usually by palpation, percussion or
cystoscopy for guidance.

In our patient as there were no features suggestive of obstruction,
possibility of distension of stomach was not thought of. Portable
bedside USG machines help to visualize abdominal organs. Such rare
but severe complications can be avoided if the trocar is inserted using
sonography [2,4,5]. Retrospectively, in our patient, ultrasound would
have been beneficial to diagnose cause of anuria. SPC was not necessary
and perforation would not have occurred. Recently published British
Association of Urological Surgeons (BAUS) guidelines recommend
that ultrasonography (USG) may be helpful to identify bowel loops
and recommends its usage whenever possible [6].

We recommend availability and usage of bedside USG in
emergency departments. It can also be used for procedures like IJV
canulation, suprapubic catheterization and for diagnosis [7].

We conclude that in absence of specialist services like urologist and
interventional radiologist, ultrasound should be used in procedures
like SPC insertion to minimize complications and improve efficacy of
medical services in emergency departments.
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