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Abstract

Background: Gangrenous cystitis is an extremely rare condition with very few cases reported in 
literature. Diagnosis is often delayed due to the nonspecifi c symptoms. A multidisciplinary team approach 
and surgical debridement is usually required for management.

Case presentation: This case reports a 27 year old female who developed gangrenous cystitis post-
partum. She was managed with partial cystectomy and primary closure of urinary bladder.

Conclusion: Gangrenous cystitis is a condition with high morbidity and mortality. A high index of 
suspicion is necessary for diagnosis. 
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Abbreviations

Cumm: Cubic Millimetre; Fr: French; Gm: Gram; L: Litre; 
MS: Master of Surgery; U/L: Unit/Litre 

Background

Gangrenous cystitis is a very rare condition in current 
medical practice due to the widespread use of antibiotics. 
Since a review in 1934 of 209 cases, only 30 cases have been 
reported in the literature [1]. Diagnosis is often delayed due 
to the nonspecifi c symptoms such as fever, pain abdomen, 
and sepsis with features of peritonitis [2-4]. These factors 
contribute to the high morbidity and mortality of 35% [2-
4]. Different direct and indirect factors have been implicated 
in the pathogenesis [5]. Diagnosis is suspected during 
cystoscopy and usually confi rmed on laparotomy. Management 
requires a multidisciplinary approach involving urologist, 
surgeon, gynecologist, and intensivist. Management involves 
debridement of the necrotic urinary bladder tissue with urinary 
diversion if necessary.

Case Presentation

A 27 year old Hindu female presented to the emergency 
department of Alka Hospital on the seventh post-partum day. 
She had delivered a 4.1 Kilogram male child with good apgar 

score by spontaneous vaginal delivery. There was history 
of prolonged labour of 15 hours duration. Both mother and 
baby were discharged the next day. Her antenatal period was 
uneventful. She had complaints of abdominal distension, pain 
abdomen, blood in urine, vomiting and no passage of stool for 
4 days. 

On presentation to the emergency patient was hypotensive 
with blood pressure 90/50 mmHg, tachycardic with pulse rate 
114/minute and tachypnoiec. She was maintaining saturation 
of 98% with oxygen via face mask. On chest examination 
bilateral basal crepitation were heard. Abdomen was distended 
with diffuse tenderness. Bowel sound was absent. Foley’s 
catheterization was done which drained 50 mL of hemorrhagic 
urine. Investigations showed increased total white blood cell 
count 29,900/cumm, creatinine 1.6 mg%, hemoglobin 15.9 
gm%, platelet 1,93,000/cumm. Ultrasound scan of abdomen 
showed diffuse collection in peritoneal cavity. 

Patient was started on broad spectrum antibiotics 
meropenem and levofl oxacin, nasogastric tube was inserted 
and laparotomy was planned. Rigid cystoscopy in the operation 
theatre was done which showed sloughed out urinary bladder 
mucosa. The per-operative fi ndings on laparotomy was 
pyoperitoneum with dense interloop collection approximately 
5 L (Figure 1). The urinary bladder was fl abby and gangrenous 
with 10 cm perforation at dome with sloughed out mucosa 
(Figure 2). Trigone was spared. Peritoneal lavage with 
debridement of necrotic bladder tissue was done. Bilateral 
ureteric catheters (6 Fr) were placed and pulled out through 
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urethral meatus. Closure of urinary bladder was done with 
absorbable suture in two layers. Abdomen was closed over a 
Bogota bag. 

Patient was transferred to intensive care unit. She was 
extubated the next day and started on total parenteral 
nutrition. Nasogastric tube was removed on 3rd post-operative 
day and patient was started on oral feeds. Albumin was infused 
for hypoalbuminemia. Daily dressing was done. On the 5th 
post-operative day patient developed right sided consolidation 
with pleural effusion. Ultrasound guided tapping of the fl uid 
revealed exudative effusion with LDH 2536 U/L, protein 1.2 
gm%. It was managed with broad spectrum antibiotics, chest 
physiotherapy. 

Patient underwent excision of Bogota bag with tension 
suturing of abdomen on 9th post-operative day. Intraoperative 
cystogram didn’t show any leak from urinary bladder (Figures 
3,4). Ureteric catheters were removed on the 10th post-
operative day. On the 15th post-operative day chest X ray 
revealed multiloculated pleural effusion for which chest tube 
was inserted. Chest tube was removed on day 5 and patient was 
discharged the next day. Tension sutures were removed on 21st 
day. Patient is doing well on follow up.

Discussion

Gangrene of urinary bladder is a rare condition [1]. Few 
cases have been reported since the advent of antibiotics and 

improved medical and obstetric care [2-4]. Cristol and Greene 
have categorized the etiology of this condition into direct and 
indirect causes [5]. Different direct and indirect factors have 
been implicated. Common direct factors include chemicals, 
radiation or widespread infection which produces cellular 
death of vesical mucosa. Indirect factors interfere with blood 
supply leading to bladder ischemia & hence gangrene. These 
include over distension of bladder secondary to chronic 
urinary retention, pressure of malpositioned pregnant uterus, 
prolonged labour, pelvic malignancies or blockage of arterial 
or venous channels by infection, emboli or thrombophlebitis 
[5,6].

The cause in this case was prolonged labour and 
overdistension of bladder. Rai et al., reported a case of 
gangrenous cystitis in a woman following vaginal delivery 
[6]. The cause was prolonged labour. Stalin Viswanathan et 
al., reported a case of emphysematous cystitis in a postpartum 
patient following a vacuum delivery [7].

In the few sporadic cases that have been reported during 
recent time’s iatrogenic causes such as pelvic radiation [8], 
pelvic surgery [9] and the use of chemotherapeutic agents 
[10-12], predominate. Other causes such as infection, urinary 
retention, and pelvic thrombophlebitis and colovesicals fi stulae 

have also been reported [13-15].

The common clinical presentation are fever, dysuria, 
hematuria, pyuria or sepsis and peritonitis. Urinary retention 

Figure 1: At laparotomy.

Figure 2: Urinary bladder gangrene.

Figure 3: Cystogram.

Figure 4: Tension sutures.
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due to pus or exfoliated debris in urine is common. Diagnosis 
is usually made by history, examination and on laparotomy for 
peritonitis. Our patient also presented with similar symptoms.

Management requires a multidisciplinary team 
approach involving surgeon, urologist, gynecologist, and 
anaesthesiologist. Surgical treatment with laparotomy and 
debridement of necrotic bladder tissue with urinary diversion 
is required in most cases. Hiney et al., reported a case of 
gangrenous cystitis in a 83 year old women who underwent total 
cystectomy and bilateral ureterocutaneostomy. The causative 
factor was overdistension [16]. Fujiwara et al., described a 74 
year old woman who developed panperitonitis due to bladder 
gangrene. The patient underwent total cystectomy with 
bilateral ureterocuteneostomy [17].

Conclusion

Gangrenous cystitis is a very rare condition occurring post-
partum. A high index of suspicion is required for diagnosis. 
A multidisciplinary team approach and emergency surgery is 
required for management. Timely diagnosis and aggressive 
management can reduce morbidity and mortality.
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