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Abstract

Objectives: The aim of this study was to determine the prevalence and management of the main non traumatic
urological emergencies in the teaching university hospital of Cotonou in Benin Republic.

Methods: In one year, we collected 76 cases. Patients under age 15 years old did not included in the study.
Selected patients those who have supported by the Pediatric surgery department and all patients who have admitted
for urological emergency in a traumatically context. The following items have studied: prevalence, age, sex,
complaints, emergency type, etiologies, diagnostic means, emergency management, management result and delay
of intervention. The data have processed on the Epi-Info version 3.5.1 2008.

Results: Non traumatic urological emergencies have accounted for 6% of surgical emergencies and 92.7% of
urological emergencies. The delay of consultation was average 3 years. The most common emergency was urine
complete retention in 57.9% of cases and the main cause was benign prostatic hypertrophy (BPH) in 66% of cases.
The average age was 61 years old (range: 15-86 years old). The sex ratio was 5.3. The urethral catheterization was
practiced in 36 cases (47.6%). The main etiology of UCR was BPH in 29 cases (66%). Others etiologies as such as
urethral stenosis, prostatic cancer and Bladder lithiasis followed in respectively 6 cases (13.6%), 5 cases (11.4%)
and 4 cases (9%). The emergency has lifted in all cases.

Conclusion: Management of non-traumatic urological emergencies has been quickly managed and if in doubt,
exploratory surgery was needed.

Keywords: Prevalence; Management; Non traumatic urological;
Emergency

Introduction
Non traumatic urological emergencies include a number of

urogenital disorders occurring apart from trauma and whose
management cannot be delayed. Once the concept of trauma aside, the
etiological field research is extended and clinician sometimes has put
in an embarrassing situation. However, their management should be
quick under penalty because some of these non-traumatic emergencies
can lead patient death and or functional prognosis of organ in
question.

This study has initiated to determine the prevalence and the
management of the major no traumatic urological emergencies in the
teaching university hospital at Cotonou in Benin Republic.

Methods
This is a retrospective, descriptive study conducted within a year. All

patients age was at least 15 years regardless of the sex have been
included. We did not included in this study, patients under age 15 years
old who have supported by the Peadiatric surgery department and all

patients who have admitted for urological emergency in a traumatical
context. The following items have studied: prevalence, age, sex, the
complaints, diagnostic means, emergency type, etiologies, emergency
management and results of management. The data have processed on
epi-info version 3.5.1.

Results

Epidemiological aspect
Over six months, 1,227 patients had been admitted at teaching

university hospital of Cotonou surgical emergencies including 82 cases
of urological emergencies in which 76 cases of non-traumatic
urological emergencies. Non traumatic urological emergencies have
accounted for 6% of surgical emergencies and 92.7% of urological
emergencies. The average age of patients was 61 years old (range: 15-86
years old). Age group (60-69) years old have been predominated in 36
cases (47.4%), followed by (20-39) years old in 26 cases (21.1%) and
(40-59) years old in 15 cases (19.7%). Finally, we have found age
groups ≥ 15 years old and (80-89) years old in 4 cases (5.3%) and 5
cases (6.6%) respectively. Men have predominated in 84.2% (n=64
cases) against 15.8% (n=12 cases) for women. The sex ratio was 5.3.
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Clinical aspect
Delay of consultation was average 3 years. The most common

complaints were urine complete retention and hematuria. They
represented respectively 44 cases (57.9%) and 12 cases (15.8%). Others
symptoms such as kidney pain, acute testis pain, excretory anuria were
respectively in 9 cases (11.8%), 6 cases (7.9%) and 3 cases (3.9%). The
most common emergency types had been urine complete retention,
hematuria and acute renal colic as shown in Table 1.

Emergency type Number of
cases Percentage (%)

Urine complete retention 44 57.9

Hematuria 12 15.8

Acute renal colic 9 11.8

Excretory anuria 3 3.9

Acute orchitis 3 3.9

Priapism 2 2.6

Spermatic cord torsion 2 2.6

Fournier gangrene 1 1.3

TOTAL 76 100

Table 1: The distribution of the patients according emergency type.

Therapeutic aspect
The main management in emergency had been to place urethral

catheter (Table 2 and Figures 1 and 2).

Figure 1: Patient with urine complete retention (bladder globe) due
to Benign Hyperplasia prostatic.

Figure 2: Patient with a stasis priapism.

Emergency type Management Number (%)

UCR (urine complete retention)
Urethral catheterization 36 47.40%

Cytocatheterization 11 7.00%

Acute renal colic Only medical therapy 9 11.80%

Excretory anuria
Ureterostomy 1 1.30%

Ureteral reimplantation+Ureteral catheterization 2 2.60%

Hematuria Urethral catheterization+bladder wash transfusion 12 15.70%

Spermatic cord Torsion Untwisting+bilateral orchidopexy 2 2.60%

Acute orchitis Suspensory bandage+medical therapy 3 3.90%

Stasis priapism Spongy caverno derivation according to Al-Ghorab 2 2.60%

Fournier’s gangrene Necrosectomy+antibiotic therapy+urethral catheterization+Reanimation 1 1.30%

Table 2: Urgencies types management.

After the lifting of the emergency digital rectal examination
followed by ultrasound imaging, total serum prostate specific antigen
(PSA), level of creatinine or voiding urethrocystography were

requested by diagnosis suspected in patient. The main etiology of UCR
was BPH in 29 cases (66%). Other etiologies as such as urethral
stenosis, prostatic cancer and Bladder lithiasis followed in 6 cases
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(13.6%), 5 cases (11.4%) and 4 cases (9%), respectively. The emergency
has been managed it all cases and 58% of these cases had been out
immediately in outpatient. Forty-two percent of cases had a long
hospital stay in the urology department for tracking and monitoring
support.

The delay of intervention was on average 1 year for BPH and
urethral strictures but three months for bladder stones. As against
some diseases such as gangrene of Fournier, torsion of the spermatic
cord were supported in the time of their admission before reanimation
for gangrene of Fournier case’s because the patients with this disease
had come to advanced stage. In patients suspected of prostate cancer
after an elevated level total serum PSA and digital rectal examination
suspect, anatomopathological screening after biopsy was performed to
confirm or non-diagnosis. If the result was positive an evaluation of
clinical stage was done. The Gleason score was in between 6-8.

Discussion
In this study, non-traumatic urological emergencies had accounted

92.7% of urological emergencies. Zango et al. [1] and Fall et al. [2] have
found 93.3% and 94.6% of cases, respectively. It is clear that the
urological emergencies have accounted only by non-traumatic
urological emergencies due to the scarcity of urogenital trauma. The
average age of patients was 61 years old and the age group 61 to 79
years was the most represented. This result is much closed to those of
Kambou et al. [3] (58.8 years old), Fall et al. [2] (59 years old) in the
same age group. This age found in most African studies [2,3] was
explained by the fact that urine complete retention is the main reason
for consultation. This etiology has been dominated by prostatic tumor
confined of the older man. In contrast, urine complete retention has
been only 22% of cases of the urology complaints in France while the
annual incidence has been 3.06 per thousand in England [4,5]. This
difference could be explained by the high resources level of these
countries where patients presented at an early stage of the disease in
contrast which Africa, where resources level is low so that patients can
consult but at the complication stage. The sex ratio in this study was
5.3. This result is significantly lower than Zango et al. [2] which was 8.8
and Fall et al. [3] who have found themselves 20.3, so Parra et al. [6]
have found 837 men against 667 women and Ugare et al. [7] had found
39:1. This large difference is certainly due to the sample size which was
very inferior to others because of this study period which had been
very short (six months against 20, 24 months, respectively others
studies). Although true urologic emergencies are extremely rare, they
are a vital part of any emergency physician's (EP) knowledge base, as
delays in treatment lead to permanent damage [8]. However, in this
study the main complaint of non-traumatic urologic emergencies has
been urine complete retention complete in 57.9% of cases in this study
and its etiology has been prostatic tumor in 34 cases (77,4%). These
results are similar to those of Ikuerowo et al. [9] who have found that
the prostatic tumor is the first etiology in 64% of cases but Parra et al.
[6] have found acute renal colic in 670 cases in both sex. Ugare et al.
[7] have found that on hundred and fifty nine (0.23%), presented with
urinary retention; 145 (91.2%) were acute, and 14 (8.8%) were chronic
as soon as common causes prostatic diseases (BPH and cancer of the
prostate) 77.0%, infections 75.8%, trauma 12.1%, and congenital
12.1 %. Desgranchamps et al. [10] have found in their series of 2618
men analysed, that BPH was revealed by AUR (Acute urine retention)
in 52.3% of men with precipated AUR and 25.9% of men with
spontaneous AUR. Urethral catheterization was the most used method
in this study. Men with acute urinary retention from benign prostatic

hyperplasia have an increased chance of returning to normal voiding if
alpha blockers are started at the time of catheter insertion. Suprapubic
catheterization may be superior to urethral catheterization for short-
term management and silver alloy-impregnated urethral catheters have
been shown to reduce urinary tract infection [11]. The Reten-World
survey is aimed at assessing current practice in the management of
AUR in France, Asia, Latin America, North Africa and the Middle
East. Interim results based on 3785 men with AUR associated with
benign prostatic hyperplasia show that a urethral catheter is inserted in
most cases (87%). Following this initial step, a TWOC (trial without
catheter) after a median of 3 days' catheterization has become standard
practice worldwide, with only a minority of men (6%) undergoing
immediate surgery. Treatment with an alpha (1)-blocker before a
TWOC improves the chances of success, regardless of the duration of
catheterization [12]. Horgan et al. [13] recommended that the use of
suprapubic catheters should become the preferred initial treatment for
acute urinary retention. So, Fitzpatrick et al. [14] conclude that TWOC
has become a standard practice worldwide for men with BPH and
AUR. In most cases, an α (1)-blocker is prescribed before TWOC and
significantly increases the chance of success. Prolonged catheterization
is associated with an increased morbidity. But Zhengyong et al. [15]
have said that bladder training before urinary catheter removal did not
increase the chance of TWOC success significantly in spontaneous
AUR patients with BPH. Among the causes of hematuria Ng et al. [16]
found principally benign prostatic hyperplasia (BPH) in 22.6% which
is similar to the results of this study. In the renal failure,
cystocatheterization has been made or a cystostomy bypass in the
operative block. The other cases such as spermatic cord torsion,
Fournier’s gangrene have conducted in operative block immediately.
Medical treatment had been instituted in emergency in cases where
surgery had not indicated. It has noted that two cases of iatrogenic
anuria by ligation of the ureters after hysterectomy which have taken in
emergency for ureter reimplantation and diversion with ureteral
catheter.

Conclusion
Non traumatic urological emergencies are often complex requiring

various management. However, their prevalence has been high in this
study and they are usually a discovery circumstance of urologic
pathology in the patient.

Conflict of Interest
The authors declared that they have no conflict interest.

References
1. Zango B, Kabore FA, Ouattara A, Yameogo C, Kambou T, et al. (2010)

Epidemiological, clinical and therapeutic aspects of urogenital
emergencies chu Yalgado ouedraogo of Ouagadougou (Burkina Faso).
Benin Medical 44: 44-45.

2. Fall B, Diao B, Fall PA, Yoro D, Yaya S, et al. (2008) Urological
emergencies in Dakar university hospital: epidemiological aspects,
clinical and therapeutic. Prog urol 18: 650-653.

3. Kambou T, Zango B, Millogo O, Wandaogo A, Sano D (2005) Urological
emergencies chu sanou Souro bobo-Dioulasso: epidemiological,
diagnostic and support: about 318 cases. Burkina medical 8: 43-49.

4. Mondet F, Chartier-Kastler E, Yonneau L, Bohin D, Barrou B, et al. (2002)
Epidemiology of urological emergencies university hospital. Prog Urol 12:
437-442.

Citation: Avakoudjo JDG, Soumanou FKY, Lossitode F, Hodonou FD, Gandaho IKE, et al. (2018) Management of Major Emergency Non
Traumatic Urologic: An Experience of University Hospital of Cotonou. J Med Surg Pathol 3: 1000161. doi:10.4172/2472-4971.1000161

Page 3 of 4

J Med Surg Pathol, an open access journal
ISSN:2472-4971

Volume 3 • Issue 3 • 161

https://www.ncbi.nlm.nih.gov/pubmed/12189751
https://www.ncbi.nlm.nih.gov/pubmed/12189751
https://www.ncbi.nlm.nih.gov/pubmed/12189751


5. Cathcart P, van der Meulen J, Armitage J, Emberton M (2006) Incidence
of primary and recurrent acute urinary retention between 1998 and 2003
in England. J Urol 176: 200-204.

6. Parra ML, Pacios JCL, Pineiro FMC, Sanchez Merino JM, Menéndez
Colunga MJ, et al. (2001) Urologic disease emergency: clinico-
epidemiolgic analysis at a district hospital. Arch Esp Urol 54: 411-415.

7. Ugare UG, Bassey IA, Udosen EJ, Essiet A, Bassey OO (2014)
Management of lower urinary retention in a limited resource setting.
Ethiop J Health Sci 24: 329-336.

8. Kessler CS, Bauml J (2009) Non-traumatic urologic emergencies in men:
a clinical review. West J Emerg Med 10: 281-287.

9. Ikuerowo SO, Ogunade AA, Ogunlowo TO, Uzodimma CC, Esho JO
(2007) The burden of prolonged indwelling catheter after acute urinary
retention in Ikeja-Lagos, Nigeria. BMJ 7: 16.

10. Desgrandchamps F, De La Taille A, Doublet JD; Reten France Study
Group (2006) The management of acute urinary retention in France: a
cross-sectional survey in 2618 men with benign prostatic hyperplasia.
BJU Int 97: 727-733.

11. Selius BA, Subedi R (2008) Urinary retention in adults: diagnosis and
initial management. Am Fam Physician 77: 643-650.

12. Emberton M, Fitzpatrick JM (2008) The Reten-World survey of the
management of acute urinary retention: preliminary results. BJU Int 3:
27-32.

13. Horgan AF, Prasad B, Waldron DJ, O'Sullivan DC (1992) Acute urinary
retention. Comparison of suprapubic and urethral catheterisation. Br J
Urol 70: 149-151.

14. Fitzpatrick JM, Desgrandchamps F, Adjali K, Gomez Guerra L, Hong SJ,
et al. (2012) Management of acute urinary retention: a worldwide survey
of 6074 men with benign prostatic hyperplasia. BJU Int 109: 88-95.

15. Zhengyong Y, Changxiao H, Shibing Y, Caiwen W (2014) Randomized
controlled trial on the efficacy of bladder training before removing the
indwelling urinary catheter in patients with acute urinary retention
associated with benign prostatic hyperplasia. Scand J Urol 48: 400-404.

16. Ng KL, Htun TH, Dublin N, Ong TA, Razack AH (2012) Assessment and
clinical significance of haematuria in Malaysian patients - relevance to
early cancer diagnosis. Asian Pac J Cancer Prev 13: 2515-2518.

 

Citation: Avakoudjo JDG, Soumanou FKY, Lossitode F, Hodonou FD, Gandaho IKE, et al. (2018) Management of Major Emergency Non
Traumatic Urologic: An Experience of University Hospital of Cotonou. J Med Surg Pathol 3: 1000161. doi:10.4172/2472-4971.1000161

Page 4 of 4

J Med Surg Pathol, an open access journal
ISSN:2472-4971

Volume 3 • Issue 3 • 161

http://dx.doi.org/10.1016/S0022-5347(06)00509-X
http://dx.doi.org/10.1016/S0022-5347(06)00509-X
http://dx.doi.org/10.1016/S0022-5347(06)00509-X
https://www.ncbi.nlm.nih.gov/pubmed/11494712
https://www.ncbi.nlm.nih.gov/pubmed/11494712
https://www.ncbi.nlm.nih.gov/pubmed/11494712
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4248032/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4248032/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4248032/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2791735/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2791735/
https://doi.org/10.1111/j.1464-410X.2006.06109.x
https://doi.org/10.1111/j.1464-410X.2006.06109.x
https://doi.org/10.1111/j.1464-410X.2006.06109.x
https://doi.org/10.1111/j.1464-410X.2006.06109.x
https://www.aafp.org/afp/2008/0301/p643.html
https://www.aafp.org/afp/2008/0301/p643.html
http://dx.doi.org/10.1111/j.1464-410X.2008.07491.x
http://dx.doi.org/10.1111/j.1464-410X.2008.07491.x
http://dx.doi.org/10.1111/j.1464-410X.2008.07491.x
https://www.ncbi.nlm.nih.gov/pubmed/1393437
https://www.ncbi.nlm.nih.gov/pubmed/1393437
https://www.ncbi.nlm.nih.gov/pubmed/1393437
https://doi.org/10.1111/j.1464-410X.2011.10430.x
https://doi.org/10.1111/j.1464-410X.2011.10430.x
https://doi.org/10.1111/j.1464-410X.2011.10430.x
https://doi.org/10.3109/21681805.2014.903512
https://doi.org/10.3109/21681805.2014.903512
https://doi.org/10.3109/21681805.2014.903512
https://doi.org/10.3109/21681805.2014.903512
http://journal.waocp.org/?sid=Entrez:PubMed&id=pmid:22938414&key=2012.13.6.2515
http://journal.waocp.org/?sid=Entrez:PubMed&id=pmid:22938414&key=2012.13.6.2515
http://journal.waocp.org/?sid=Entrez:PubMed&id=pmid:22938414&key=2012.13.6.2515

	Management of Major Emergency Non Traumatic Urologic: An Experience of University Hospital of Cotonou
	Abstract
	Keywords:
	Introduction
	Methods
	Results
	Epidemiological aspect
	Clinical aspect
	Therapeutic aspect

	Discussion
	Conclusion
	Conflict of Interest
	References


