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TABLE IV. A guide to radiological investigations in urinary tract
infection

Patient

After one infection

IVU MCU

Children under
four years
Children of four
years or more

Women with
covert
bacteriuria
Women with
cystitis

Women with
acute pyelo-
nephritis
Men

Elderly men or
women

High risk
patients"

After one infection

Recurrent infection

Recurrence soon after
short course of
antibiotics
Onset in middle age,
haematuria not asso-
ciated with cystitis
After one infection

After one or two
episodes of infection
whether covert or
symptomatic
Consider early if
symptoms are of recent
onset
History of urolithiasis,
analgesic abuse persis-
tent pyuria, proteus or
pseudomonas UTI

Recurrent infection,
renal scars or large ureter
onlVU
IVU suggestive of reflux

Rarely helpful

Rarely helpful

IVU suggestive of reflux

Rarely helpful

Rarely helpful

• See Table III

Management of acute urinary retention

Acute retention of urine is probably the most common
urological emergency. When it does occur, it is painful
and therefore it is important to provide immediate relief
to the patient. The causes of acute retention depend on
the age and sex of the individual (Table I).

The first priority should be to relieve retention. The
patient is distressed and agitated and therefore needs to
be calmed. An analgesic such as pethidine or morphine
should be administered. This also facilitates the subsequent
procedures which need to be carried out. It is imperative
to keep the patient informed of his condition.

URETHRAL CATHETERIZATION
The procedure of urethral catheterization is well known
but certain points need to be emphasized. The procedure
should be done under sterile conditions. A generous
amount of local anaesthetic like 2% xylocaine should be
instilled into the urethra after adequately cleansing and
draping the external genitalia. In the male, it is important
to retract the prepuce and clean the subpreputial region.
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therapy and is indicated in recurrent UTIs in men especially
when associated with prostatitis or structural abnormalities
of the urinary system.
Prolonged treatment: This is indicated in pregnancy if

bacteriuria recurs after one or two short courses of therapy.
It is wise to continue treatment for the entire duration of
pregnancy. Treatment for months or years should be given
to young children with structural abnormalities which
have not been corrected, to adults with covert bacteriuria,
if associated with renal calculus disease, and to adults with
recurrent symptomatic infection in those with recurrent
cystitis. .

When the UTI is symptomatic or when upper UTI is
suspected, treatment should be initiated with a broad
spectrum antibiotic, pending culture reports. Ampicillin
or co-trimoxazole are particularly useful drugs when
enterococci are suspected. If the infection is hospital
acquired a quinolone such as norfloxacin is aepropriate.
Parenteral therapy should be reserved for seriously ill
patients or those with acute prostatitis, epididymitis or
intolerance to oral drugs.
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It is advisable to wait for at least 5 minutes for the local
.anaesthetic to work. This time can be utilized for obtain-
ing more details of the patient's history and to allay his or
her fears. A sterile Foley balloon catheter of 14 F size
s~ould be used for catheterization as this is adequate for

TABLE I. Causes of acute urinary retention

I. In the male:
Prostatic enlargement
Urethral stricture
Post-operative retention

2. In the female:
Retroverted gravid uterus
Post-menopausal urethral stenosis
Hysteria

3. In the male child:
Meatal ulcer with scabbing

4. Other causes:
Following spinal anaesthesia
Blood-clot in the bladder
Rupture of the urethra
Neurogenic (injury or disease of the spinal cord)
Faecal impaction in the rectum
Acute urethritis or prostatitis
Urethral calculus
Phimosis
Drugs(bronchodilators anticholinergics, antidepressants)
Muscular atony from advanced age
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adults of both sexes. Once the catheter has entered the
bladder and if facilities exist, a sample of urine should be
taken for culture. The Foley balloon needs to be inflated
to only 5 ml (despite what is indicated to be the balloon
capacity) in the male and about 10 ml in the female. A
larger balloon capacity produces trigonal irritation and
considerable discomfort. The catheter is connected to a
sterileurine bag. The Foley catheter is then strapped to /'
the anterior abdominal wall with a strip of adhesive plaster.
Sterile catheters and urine drainage bags for use in such
patients are easily available with most medical stores in
India. Urethral catheterization fails if-

I. the procedure is done on an agitated patient who has
not been adequately sedated;

2. too little local anaesthetic has been used and it has not
been allowed sufficient time to work; or

3. the catheter is old.

It is necessary to use a sterile new catheter and drainage
bag for every patient. It is always preferable to catheterize
the patient with a self-retaining balloon catheter and keep
the bladder on continuous drainage. This also assists in the
recovery of bladder function. It is unwise to empty the
bladder and remove the catheter as in this case there is a'
likelihood of another episode of retention necessitating
further catheterization, which may lead to urethral trauma,
urinary infection and possible septicaemia. After the
cause of retention is established, appropriate treatment
should be instituted before the catheter is removed.

It is good practice to administer one dose of a broad
spectrum antibiotic such as ampicillin or gentamycin prior
to urethral catheterization as there is a high chance of
bacteraemia following any urethral instrumentation.

Failure of catheterization
In some situations, urethral catheterization may not
be possible. Once it is certain that urethral catheterization
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has failed, it is bad practice to use an introducer or to do
blind urethral dilatation in a patient whose antecedent
history is unclear. If it is known that he has a urethral stric-
ture and that the last dilatation was done a long time ago
then dilatation is fraught with the danger of creating a
false passage. In this case, a suprapubic aspiration trocar
cystostomy or even a formal open suprapubic cystostomy
may be necessary. It is important not to persist with urethral
catheterization if it is initially unsuccessful as this produces
more urethral trauma. The presence of bleeding per
urethra indicates that trauma has occurred.

SUPRAPUBIC ASPIRATION
This can be done as an outpatient procedure or even in

- the patient's house, if necessary. A 20 gauge aspirating
needle is advanced directly into the bladder after infiltrating
the ·skin just above the symphysis pubis with local
anaesthetic (Fig. I). The needle is advanced perpendicu-
larly into the bladder and its contents aspirated (Fig. 2). It
is important that the patient is then referred to a nearby
hospital or a centre where tertiary care can be given.

If facilities exist then a 5 or 6 F infant feeding tube can
be introduced into the bladder through a needle of sufficient
bore to provide continuous bladder drainage. The infant
feeding tube can have small side holes cut, prior to its
insertion, to enable smooth drainage. It is then anchored
to the skin with a single stitch and connected to a drainage
bag. This is only a temporary arrangement and the patient
needs to be referred for further care.

SUPRAPUBIC TROCAR CYSTOSTOMY
This is probably the best way of draining the bladder when
urethral catheterization has failed. Trocars and special
cannulae such as Campbell's trocar (Fig. 3) can be used
to introduce a Foley catheter into the bladder. How-
ever, if they are not then the conventional hydrocoele
trocar can be used and a Malecot catheter or a straight

FIG 1. Infiltration of the skin
above the symphysis pubis with
local anaesthetic

FIG 2. The needle is advanced
perpendicularly into the bladder and its

contents aspirated

FIG 3. Campbell's trocar
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FIG5; The trocar should be introduced close to the upper
border of symphysis pubis and advanced perpendicularly
into the bladder

Jacques catheter can be introduced (Fig. 4). If a Malecot
catheter is used, then an introducer is needed to straighten
its flower. It is important to keep close to the upper border
of the symphysis pubis when a trocar cystostomy is being
done and the trocar should then be advanced perpendicu-
larly into the bladder (Figs. 5 and 6). Some patients may
have had suprapubic operations earlier; this can pose a'
problem. If the doctor is not confident about a blind
trocar insertion, and in case the peritoneum is entered, he
should do a formal open suprapubic cystostomy. Alterna-
tively, the bladder should be aspirated and the patient
referred elsewhere.

Numerous prepacked sterile cystocaths (Fig. 7), which
are good substitutes for a formal trocar cystostomy, are
available on the market.
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(a) Jacques catheter-solid tip, eye just short of
the tip, no recess in the tip for an introducer

(b) Harris or Nelaton catheter-hollow tip
suitable for an introducer

(c) Tiemann's catheter-semi-rigid curved tip
(d) Foley catheter with an inflatable balloon for

retaining the catheter in the bladder
d (e) St. Peter's catheter-terminal eye

e

FIG4.

FIG6. The catheter should be advanced well into the
bladder and the balloon inflated otherwise it will slip out
when the bladder contracts

FIG7. Prepacked sterile cystocaths
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FIG 8. A midline vertical infraumbilical incision

OPEN SUPRAPUBIC CYSTOSTOMY
This procedure can be done either under local or spinal
anaesthesia. A midline vertical infraumbilical incision is
used to expose the retropubic space (Fig. 8). The bladder
is recognized by the peculiar arrangement of veins on its
anterior surface (Fig. 9). It is opened and a Malecot or
Foley catheter is inserted and brought out through the
uppermost end of the abdominal incision. The bladder is
closed in two layers with absorbable sutures and a
retropubic drain is placed; the wound is then closed in
layers.
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FIG 9. Urinary bladder showing characteristic arrangement
of veins on its surface

SUMMARY
It is Important to know how to manage a patient with acute
retention. If the problem is initially tackled efficiently and
expeditiously the late complications will be reduced and a
distressed patient will be made comfortable.
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