
498 BRITISH MEDICAL JOURNAL 20 AUGUST 1977

SHORT REPORTS

Obstructed labour due to a vesical
calculus

A 25-year-old wvoman was admitted to a district hospital in obstructed labour.
She had previously had four spontaneous vaginal deliveries. Her only com-
plaint before the onset of this labour was of frequency of micturition during
the last four weeks of pregnancy. A diagnosis of locked twins was made as
apparently two heads wN-ere impacted in the pelvis. But a single, healthy baby
(wcight 3400 g) was delivered at lower segment caesarean section, and the
second "head" was found to be a large vesical calculus.
Two days later the patient became incontinent of urine. She was referred

to the Kilimanjaro Christian Medical Centre four wveeks later for removal
of the stone and repair of a suspected fistula. Vaginal examination revealed
a large, hard mass lying wvithin the bladder partially occluding the vaginal
cavity and obscuring the cervix. Urine was pouring down the vagina but the
fistula could not be seen. The only other abnormality was a left-sided foot
drop. Corrective physiotherapy was started. Radiological examination con-
firmed an intravesical calculus and calcifications were seen in the left renal
arca. Haemoglobin was 8-9 g dl and blood urea 2 5 mmoll (15 mg 100 ml).
Urine culture produced a heavy growth of Proteuis vulgaris. Chest x-ray
examination was normal. An intravenous pyclogram showed a right hydrone-
phrosis and hydroureter. There wvas no excretion on the left side (figure).

Intravenous pyelogram showing vesical calculus, right hydroureter and
hydronephrosis, and non-functioning left kidney with calcifications.

At suprapubic cystotomy a phosphatic calculus 8 cm 6-5 cm .^ 6 cm
was removed, weighing 130 g. The bladder was inflammed and ulcerated.
A 1-cm fistula between the bladder and cervix was noted but no attempt
was made to close it. The incision in the bladder was closed and continuous
catheter drainage per urethram instituted. The patient was continent after
removal of the catheter 16 days later and repeat pyelography showed normal
function in the right kidney but still no function in the left. Cystoscopy four
weeks later showed a healthy bladder mucosa but a stricture was found 4 cm
up the left ureter. Exploration of the left loin found a shrunken, calcified
kidney and ureteronephrectomy was performed. Histological examination
confirmed renal tuberculosis. Antituberculous therapy was started and the
patient recovered uneventfully. When discharged three weeks later she was
well and walking normally.

Comment

Vesical calculi are uncommon in women and rare in pregnancy.
Cope' reviewed 30 cases, of which only five had been reported in the

present century. Management varies according to the size and situa-
tion of the calculus and whether the patient is in labour. Small calculi
can be removed by lithotrity per urethram. Suprapubic cystotomy is
the safest approach to a large calculus but it should be deferred until
late in pregnancy to avoid precipitating premature labour.' 2If the
patient is first seen in labour it may be possible to displace the calculus
above the presenting part and allow spontaneous vaginal delivery,3
but if this is difficult caesarean section should be performed and the
calculus removed at the same time. Bride' describes a case in which
suprapubic cystotomy was performed three weeks later. Such delay
is, however, unnecessary. Vaginal cystotomy is contraindicated in the
presence of infection or bruising of the vaginal wall as a permanent
fistula may result.

Multiple lesions should always be excluded, especially in the tropics.
A non-functioning kidney is probably best removed. Continuous
catheter drainage (for up to four weeks) of a fresh bladder fistula will
diminish fibrosis and scarring and may result in complete healing,
as in this case. Definitive repair should be delayed at least eight weeks
from the causative injury or in the presence of active inflammation.

I thank Mr Ian Hulme-Moir and Dr E Kasarcro for their advice and
surgical assistance.
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Faulty T tube simulating retained
common bile-duct stone

In postoperative T tube cholangiography the main diagnostic problem
is to distinguish between retained stones and air bubbles, while
occasionally oedema of the duct mucosa may cause difficulty. We
report a case in which an irregularity on the surface of a T tube led
to the false diagnosis of a retained stone.

Case report

A 22-year-old woman underwent cholecystectomy after episodes of biliary
colic. She was found to have a dilated common bile duct, and several small
filling defects were seen on the operative cholangiogram. The duct was
explored via a supraduodenal choledochotomy, and three small stones were
removed. A Maingot latex T tube was inserted after the exploration. During
the insertion it was noted that the tube was rather sticky but no irregularities
were seen on its surface. Postoperative progress was uneventful but T-tube
cholangiography showed a translucency strongly suggestive of a small,
non-opaque stone. The examination was repeated and the appearances were
unchanged. Owing to the relatively small size of the translucency, the com-
position of the other stones (mainly cholesterol), and the patient's age and
disinclination to undergo further surgery, she was transferred to the care of
Professor R H Dowling at Guy's Hospital for prospective cholic acid infusion
for dissolution of the stone. After further explanation of the procedure the
patient was unwilling to remain in hospital, but agreed to return for
attempted percutaneous extraction.1 She returned for this procedure six
weeks after the original operation.
On removal of the T tube before attempted catheterisation of the track,

a small blister-like excrescence was found on the cross limb of the T tube
in the same position as the radiographic filling defect (see fig). A cholangio-
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