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SINGLE ULCER OF THE URINARY BLADDER, NON-
TUBERCULOUS AND NON-MALIGNANT, WITH
REPORT OF CASES.

By GEORGE E. ARMSTRONG,; M.D.,
MGHTKE&.L,-@H._NAD&.

q-

——————

Ox October 14, 1902, a young man, aged twenty-one years, was
transferred from the medical side to my ward in the Montreal
General Hospital, complaining of pain in the end of the penis and
frequency of micturition.

He had diphtheria when six years of age, followed by temporary
paralysis of the vocal cords. He said that before the onset of the
present illness he frequently suffered from severe pain in the lower
abdominal region in the middle line. The pain came on about an
hour after breakfast, and disappeared as soon as the bowels moved.
This was a daily occurrence, but he thought little of it, and did not
consult a physician. His habits were good, did not use alcohol in
any form, smoked but little, and had no venereal history.

The present illness came on quite suddenly about August 8,
19go2. He was in the best of health at the time. Three symptoms
appeared almost simultaneously. These were: (1) pain at the end
of the penis, about the corona, on the dorsum, just before micturi-
tion, and generally very severe, necessitating the administration of
morphine; (2) frequency of micturition (he passed urine every
twenty minutes or half-hour); when lying on his back the intervals
were longer, and (3) loss of expulsive power—the urine just escaped
and dropped down at his feet. The act of micturition was not
accompanied by pain. He notficed nothing unusual about the
urine; did not nptice any blood.

He could give no reason for the occurrence of these symptoms.
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exploration for diagnostic purposes, and, if tuberculous ulceration
were found, the establishment of permanent drainage for the relief
of the pain, tenesmus, and septic absorption.

Bladder lavage, using solutions of boric acid, permanganate of
potash, carbolic acid, silver nitrate and Thiersch’s solution, had
failed to afford any relief, and morphine was required to secure rest
and sleep.

On November 2sth, with the patient in the Trendelenburg
position, I made the usual incision in the median line. I had only
separated the muscles when the boric solution, which I had
placed, so I supposed, in the bladder, began to flow out. The
edges of the incision were retracted and the solution removed by
swabs. By means of a strong reflected light I found that I had
only opened the pro-peritoneal space or cavum Retzii. The bladder
—small and contracted to about the size of a hen’s egg—Ilay at the
bottom of the space, with a large opening in its anterior wall the
size of a twenty-five-cent piece. The edges of the opening were
thick, rounded, and somewhat irregular in outline; the mucous
membrane was everted. I could bring the internal orifice of the
urethra, the openings of the ureters, and every part of the inner
surface of the bladder into view, but no ulceration or other change
could be detected. The space in front of the bladder measured
five inches laterally and four inches anteroposteriorly. After
careful cleansing a large-sized rubber tube was inserted through
the suprapubic wound and down to the opening in the bladder wall.

The space lessened considerably in size for a time, but the tem-
perature did not improve, and emaciation continued.

On January 2o, 1903, I made a perineal puncture, and through
this inserted a catheter into the bladder, with the view of securing
dependent drainage. This has not proved to be altogether satis-
factory, for while the greater part of the urine escapes by the
perineum, there is also some overflow through the suprapubic
wound, and the cavum Retzii is kept bathed with it.

About the middle of February he complained of pain in the left
loin, and on March 13th I opened a perirenal abscess. The
kidney was palpable, not much enlarged, firmly embedded in
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line, on its posterior aspect, one inch from its apex and correspond-
ing to the perforation, an ulcer which bore an exact resemblance to
a chronic gastric ulcer: distinct loss of substance, as if a piece had
been punched out, funnel-shaped, smooth edges; at one side was
some puckering.

In 1885 Reeves® reported the death of a young woman from peri-
tonitis secondary to perforation of the bladder. The perforation
was through the base of a single ulcer. The perforation would
seem to have been temporarily closed by omentum which separated
during the removal of a urethral polypus.

In the same year Oliver® discusses the occurrence of a simple
single ulcer of the urinary bladder similar to that occurring in the
stomach and duodenum, but does not report cases.

In 1892 Wyeth' reported a case of intraperitoneal perforation of
the bladder in a man, aged forty-three years. The perforation
occurred through the base of an ulcer about the size of a half-dollar.
The adjacent part of the bladder wall was dark colored. This
patient passed a large amount of bloody urine four days before his
death. '

In 1896 Fenwick® reported six cases of ‘‘simple, solitary ulcer of
the urinary bladder” in a clinical lecture published in the British
Medical Journal of May g, 1806. He has observed this ulcer in
both sexes. The majority of his patients were young men aged
about twenty years. He has observed contact ulcers on the oppo-
site wall, especially in the female organ.

In 1892 Johnston® reported a case of death from peritonitis
following a rupture of the bladder through the base of an appar-
ently simple ulcer three inches in diameter.

In 19oo Chaufford” reported an intraperitoneal rupture, elliptical
in shape and the size of a two-franc piece, occurring at the upper
posterior part of the bladder, and noted its resemblance to a gastric
ulcer.

Just a year ago Christopherson® reported a most interesting case
of a man, aged forty-nine years, with symptoms of what he thought
to be probably a tuberculous ulcer. These symptoms began

about two years before, during an attack of rheumatism. They
*
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matter was adherent about the edges of the ulcer. The woman
had been confined with a live child about a month previously by a
midwife, and from what I could make out she had had a favorable
labor, and attended to her usual work after the first week. She
had never referred any pain to the region of the bladder, but
had been heard to complain, both before and after labor, of an
inability to empty her bladder completely.

Thurston'? reports a case of chronic perforating ulcer of the
bladder occurring in a married woman, aged fifty-two years. The
symptoms had been present for over four years before the perfora-
tion of the fundus or the bladder occurred. The hole had been
closed by adherent omentum.

We are all familiar with tuberculous ulceration of the bladder
and with the breaking down of tissue secondary to neoplasms, and
Proksch'* has told us something of syphilitic ulceration, and it
occurs rarely in cases of long-standing prostatic cystitis. Does
there occur an ulceration of the bladder wall independently of
trauma (including pressure), tubercle, syphilis, and new-growth?
I am not prepared to answer that question in a monosyllable. The
evidence that I have collected favors, in my opinion, an answer
in the affirmative.

An ante-mortem diagnosis before the advent of the cystoscope
was impossible, and the true condition was only determined after
the occurrence of perforation, and then generally in the autopsy-
room.

I have selected these seventeen cases from a larger number in
which the reports were sometimes too incomplete to permit of classi-
fication. In some instances perforation has occurred after a fall
or the receipt of some form of violence. It yet remains to be deter-
mined just how much force is needed to rupture a full or distended
bladder, not weakened at any one point by ulceration or saccula-
tion. In this list all such doubtful cases are excluded.

I think that we must look to one or more of three conditions for
the cause of single ulcer of the bladder—infection, thrombosis, and
syphilis. It has been thought by some that probably most perfor-
ating ulcers were due to a breaking-down gumma in the bladder
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ureteral orifices, or, in fact, if it is in the neighborhood of the neck
of the bladder, the pain and frequency are great. On the other
hand, in those cases where the ulcer has been situated about the
fundus there has often been a remarkable absence of symptoms
until the occurrence of hemorrhage or perforation. The symptom-
atology in this respect bears a close resemblance to that of gastric
ulcer.

The diagnosis can be made with a considerable degree of cer-
tainty when the onset is sudden and the symptoms mentioned are
well defined. The cystoscope is of the greatest value here, and
should always be used if possible.

The prognosis in cases seen early is good. They yield readily to
treatment, and in some instances have probably healed without any
treatment at all.

The local application of solutions of nitrate of silver seem to
have been most generally useful. In my second case I used a
solution of 1:10,000. It caused some smarting at first, which
passed away soon after the solution was replaced by a saline solu-
tion. I used the injection daily, and the pain became progres-
sively less as the patient improved. Sir James Simpson is reported
to have treated two cases successfully by the establishment of a
vesicovaginal fistula. Christopherson made a suprapubic incision,
touched the ulcer over with swabs of wool wet with carbolic acid
(1 : 20). The bladder was drained suprapubically and washed
out with a solution of borax and iodine for twenty-eight days. In
two months he gained two stone in weight. He left the hospital
apparently cured. Boric acid, salol, urotropin, and helmitol are
- indicated.

It is unfortunate that an ulcer situated on the fundus is so often
without striking symptoms. A hemorrhage may give the first
intimation of its presence. If perforation occurs into the peri-
toneal cavity, it may be closed. I believe that as good results may
be obtained here by early diagnosis and prompt interference as
in the case of perforating ulcer in the stomach—perchance, even
better results, because there may be a less virulent infection.

In conclusion I would submit that, in view of the clinical evi-






