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Spontaneous Expulsion of Giant Bladder Stone: Case
Report

Julia Tan®®, Priyanka Singh?, Eugene Huang?, Hao Chuan Han?

Abstract

Urinary stones of up to 5 mm of diameter are known to pass sponta-
neously through the urinary tract; whereas those exceeding 7 mm of
diameter almost always require surgical intervention. To the best of
our knowledge, the option of expectant management for large stones
is rarely considered. We report an unusual case of a woman who spon-
taneously passed out two large bladder stones measuring 70 and 60
mm without having significant pain or bleeding. We find this case
striking for the fact that giant bladder stones can expel spontancously
without any surgical manipulations.
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Introduction

Massive or giant bladder calculus is a rare clinical entity. Fe-
males are generally less commonly affected than males as
95% of all bladder stones occur in men [1]. Long-standing
uterovaginal prolapse, bladder outlet obstruction, and chronic
urinary infection are suspected to be the predisposing factors
for bladder calculus. In this report, we present a rare case of a
postmenopausal woman who passed out giant bladder stones
spontaneously.

Case Report

A 68-year-old postmenopausal woman was referred to our
urogynecology clinic for a lump in the vagina. The symptom
started 5 years ago and had gotten worse in the last 8 months.
She denied any urinary symptoms. She had a total hysterec-
tomy performed 20 years ago and a history of hypertension
which was treated with felodipine. On examination, she had
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a grade 4 cystourethrocele, vault prolapse and rectocele. All
other systemic examinations were normal.

Urinalysis showed RBC microscopy > 2,000 pL, WBC
microscopy > 2,000 puL and epithelial cells of 21 pL. Labo-
ratory investigations including hemoglobin, white cell count,
urea, and creatinine were within normal range. Pelvic ultra-
sound reported three large curvilinear echogenic structures
suggestive of bladder calculi. They measured 6.6, 4.4 and 3.3
cm in diameter (Figs. 1 and 2).

Ultrasonography of the urinary system showed both kid-
neys were of normal size and echopattern. No hydronephrosis
or solid renal mass were demonstrated. Bladder was not well
distended during the study and hence, the calculi were not iden-
tified during the imaging. Urodynamic studies could not be per-
formed as the large cystourethrocele and vault prolapse were
irreducible and the patient could not tolerate the procedure.

Urine culture sensitivity reported three episodes of infec-
tion with Proteus mirabilis and she was treated with courses of
oral cephalexin.

She underwent pelvic floor repair and total Prolift for the
cystourethrocele and vault prolapse. The operation was un-
eventful except that patient was noted to have blood stained
urine during catheterization at the end of the operation. Post-
operative stay was uneventful and she was discharged on the
fourth postoperative day.

The postoperative 1-month follow-up was unremarkable
and without any urologic complaint. She was referred to see
the urologist for the bladder stones but she defaulted follow-
ups with the urologist and with our center. She presented again
to the clinic 5 years later after passing out two large urinary
stones at home. The size of the stones measured 7 and 6 cm
each. She also reported back pain which spontaneously disap-
peared after passing out the stones. A thorough physical exam-
ination showed no abnormal findings. No bleeding was noted
in the vagina and urethra. She was offered renal ultrasound
and cystoscopy but she refused. The calculus on biochemical
examination showed carbonate, calcium, magnesium, ammo-
nium, urate and phosphate. The urine culture grew Proteus mi-
rabilis which was treated with cephalexin (Fig. 3).

Discussion

Bladder stones comprise 5% of urinary tract stones [2]. A giant
bladder stone is a rare finding in contemporary clinical practice
[3, 4]. Long-standing uterovaginal prolapse and bladder outlet
obstruction coupled with chronic infection in women are pre-
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Figure 1. Ultrasound pelvis showing two large bladder calculi.

disposing factors for development of bladder calculi [5, 6]. In
our case, the cystourethrocele and the vault prolapse may have
caused incomplete emptying of urinary bladder leading to uri-
nary stasis, recurrent urinary tract infections and providing the
environment required for stone development.

The common symptoms of bladder stones are urinary re-
tention, recurrent urinary tract infections and hematuria. Our
patient was diagnosed with recurrent Proteus mirabilis infec-
tion. This urease-producing uropathogen commonly causes
cystitis, acute pyelonephritis and urinary calculus [7, 8]. Once
in the bladder, P. mirabilis can form luminal clusters that are
the site of bladder stone formation. Bladder stones are also
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usually observed with renal or ureteral calculi [9], but in our
patient, there were no upper urinary tract calculi.

Abdominopelvic planar radiography is commonly used
to identify radiopaque stones. Intravenous pyelography (IVP)
and computed tomography (CT) can be helpful but the most
accurate means of diagnosis is cystoscopy examination [1].
Ultrasonography is also an inexpensive modality to diagnose
bladder calculus. The sonogram revealing a classic hypere-
choic object with posterior shadowing is effective in detecting
bladder stones.

Small stones less than 5 mm usually pass on their own
[10]. In these cases, medication and dietary changes may be all

Figure 2. A 6.6 cm bladder calculus seen on ultrasound pelvis.
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Figure 3. Two giant bladder stones passed out by the patient.

that is needed. Stones of size 5 - 7 mm have a modest chance
(50%) of passage, and those greater than 7 mm almost always
require surgical intervention [11].

Management of large bladder stones consisted of open
vesicolithotomy, extracorporeal shock wave lithotripsy and
transurethral pneumatic cystolithotripsy [12]. The decision be-
tween endoscopic or open cystolithotomy depends on the size
and number of stones. If the stones are too large (> 2.5 cm in
diameter) or too numerous to be removed by endoscopic meth-
ods, open surgical removal may be necessary [13].

Early diagnosis and early treatment are necessary to pre-
vent long-term pyuria, recurrent infections and renal failure.
It should be noted that chronic irritation of the bladder by the
stone may ultimately be complicated by bladder carcinoma
[14]. Hence, there is the need for long-term follow-up for an
early diagnosis of possible bladder carcinoma. In our case, the
patient had defaulted her clinic follow-ups and investigations.

Conclusion

In cases of acute irreducible pelvic organ prolapse, ultrasonog-
raphy is a relatively inexpensive and rapid modality that can be
used to diagnose bladder calculus. Timely follow-ups and ap-
propriate management are necessary in cases of large bladder
stones as spontaneous rupture of the bladder to expel the stone
can occur, leading to serious complications like intra-abdomi-
nal sepsis and vesicovaginal fistula formation. Although spon-
taneous expulsion of the giant bladder stones in our patient
had occurred, open surgical extraction is usually employed and
will lead to less morbidity.
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Informed consent has been obtained from individuals included
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