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Abstract: Giant bladder stone causing renal failure in pediatric age group is a rare clinical entity. It occurs due to negligence to seek 

medical advice in poor socio-economic group. It occurs due to bladder changes and blockade of both ureteric orifices due to large size of 

bladder stone. This clinical situation mimics like bladder outlet obstruction. Urgent surgical exploration is necessary to prevent this 

catastrophic sequel. 
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1. Introduction 
 
Bladder stone is a common cause of urinary retention in 
pediatric age group. It occurs more commonly in patients of 
low socioeconomic condition of underdeveloped countries 
[1]. The common etiologies for development of bladder 
stone in pediatric age group are bladder outlet obstruction, 
recurrent urinary tract infection, neurogenic bladder, 
metabolic factors, foreign bodies etc [2]. The common 
presenting features are recurrent episodes of urinary tract 
infections, features of bladder irritability, repeated urinary 
retentions, hematuria, pyuria etc [3]. A giant bladder stone 
causing renal failure is a rare finding in pediatric age group. 
We are presenting a case report of giant bladder stone in a 
child having renal failure that was improved after stone 
extraction. 
 
2. Case Report 
 
An 8 year old male child of low socio-economic strata was 
presented to us with complaints of severe abdominal pain 
and urinary retention for one day. There was history of 
similar episodes in the past. On clinical examination, general 
condition of patient was poor, conscious but irritable, pulse 
rate was 100 beats per minute. On abdominal examination 
supra pubic fullness and tenderness was present with 
dullness on percussion suggesting distended bladder. Other 
systemic examination findings were normal. For urinary 
retention, per urethral catheterization was done. 
Catheterization was difficult. Almost 500 ml of turbid urine 
came out through catheter. Urine sent for culture and 
sensitivity. Resuscitation of the patient started and further 
investigations were done. On routine investigations 
hemoglobin was 6.5 gm/dl, blood urea 176 mg/dl and serum 
creatinine was 5.37 mg/dl. Ultrasonography of abdomen was 
done showing gross hydroureteronephrosis and a large 
bladder stone with features suggestive of cystitis. On 
abdominal X-ray KUB a large radio-opacity in suprapubic 
area (bladder stone) was seen (Figure 1). Due to raised blood 

urea and serum creatinine intravenous urography was not 
done and emergency open cystolithotomy was planned. 
Surgical exploration was done with transverse suprapubic 
extraperitoneal approach. Bladder was opened. Bladder wall 
was thickened. Almost 10 ml of frank pus came out. A large 
bladder stone of the size 6 cm x 4 cm was found inside the 
bladder that was stucked with trigonal area and almost 
blocking both ureteric orifices (figure 2). Bladder stone was 
removed and bladder wall closed after doing suprapubic 
cystostomy. Post operative period was uneventful. There 
was dramatic decrease in blood urea and serum creatinine 
level (table 1). Urinary culture and sensitivity examination 
shows presence of E. coli sensitive to pipracillin- 
tazobactum. On post- operative day seventh ultrasonography 
of abdomen was done to see the status of upper urinary tract 
that was showing bilateral moderate hydroureteronephrosis. 
Patient was discharged in stable condition with supra-pubic 
cystostomy and planned to investigate the upper urinary tract 
in follow up.  
 
3. Discussion 
 
Bladder stones are common in pediatric patients living with 
poor socioeconomic condition with reported incidence of 
5% of all urinary system stones [4]. It is having male 
preponderance and common age of occurrence is 2 -5 years. 
A giant bladder stone may occupy the whole bladder [5]. 
The common tools to investigate a bladder stones are plain 
X- ray abdomen, ultrasonography, intravenous urography, 
CT scan etc [6]. Open surgery is preferred treatment of 
choice for a giant bladder stone [7]. A giant bladder stone 
may occupy the majority of bladder space and causes 
bladder wall inflammation and obstruction to urinary flow 
by blocking both the ureteric orifices. This bladder wall 
changes and bilateral ureteric obstruction causes changes 
similar to bladder outlet obstruction leading to renal failure. 
To prevent this catastrophic sequel due to upper tract 
damage urgent removal of stone is necessary. Recurrence 
after surgical removal is rare [8]. 
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4. Conclusion 
 
A giant bladder stone is an important cause of acute urinary 
retention in children. Its clinical picture simulates features of 
bladder outlet obstruction. Due to negligence in poor 
patients to seek medical advice and chronicity of the disease, 
it may progress to renal failure. Emergent surgical 
exploration is necessary to prevent damage to kidneys. 
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Figure 1: X-ray KUB showing large bladder stone 
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Figure 2: Giant bladder stone 

 
Table 1: Improvement in biochemical parameters after cystolithotomy 

 Blood urea(mg/dl) Serum creatinine (mg/dl) 
Preoperative 176  5.37 

Post operative day 2 161 4.53 
Post operative day 5 96 2.95 
Post operative day 7 80 2.35 
Post operative day 9 74 2.01 

Post operative day 11 60 1.5 
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