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Introduction: Guillain-Barre syndrome is the most common and most severe acute paralytic neuropathy with any clinical
features. Some patients present with the neurogenic bladder in which bladder dysfunction happens, resulting in urinary
retention. The delayed diagnosis often leads to some complications, including bladder perforation. Vesico-peritoneal is lined
by epithelial cells that communicate between the peritoneal cavity and the urinary bladder. In this location, can occur a fistula
called vesico-peritoneal fistula. This type of fistula leads to peritonitis with high morbidity and mortality.
Case description: A 22- year- old female was admitted to a neurologist with lower extremities paralysis. The surgery
department then consulted the patient for suspicion of generalized peritonitis. The patient had a history of taking medication
for Guillain-Barre syndrome and complaint of abdominal pain, bloating, nausea, hematemesis, and hematuria. The abdominal
radiograph showed pneumoperitoneum. The patient received antibiotics and underwent exploratory laparotomy. Exploratory
laparotomy revealed vesico-peritoneal fistula. In this case, the defect was achieved by dissection of the fistulous tract and the
primary closure of the bladder. Postoperative follow-up indicated no sign of complication.
Conclusion: Fistulation between the bladder and peritoneal in GBS could cost high morbidity and mortality. Dissection of
the fistulous tract and primary closure of the bladder could overcome this condition without any concerning complications.
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INTRODUCTION
Guillain-Barré Syndrome (GBS) is
an acute inflammatory autoimmune
polyradiculoneuritis. The incidence is
approximately 0.622.66 cases / 100,000
person-years in all age groups, increasing
by 20% every ten years. The relative
risk for men is 1.78. GBS may show
multiple clinical findings associated with
polyradiculoneuritis.1,2 It can cause acute
neuromuscular paralysis with numerous
clinical symptoms, including symmetric
malaise, loss of sensation, and loss of
deep tendon reflexes. Rarely, GBS may
appear clinically as neurogenic urinary
retention.3-6
Urinary retention is an emergency in
urology. It must be managed according to
its underlying causes. Urinary retention
associated with an underlying neurological
cause (“neurogenic bladder”) carries a

significantly higher risk of infection and
complications. It can complicate bladder
perforation, leading to peritoneal fistula
and peritonitis, increasing morbidity and
mortality.1,2,7 Underactive, overactive, and
to a lesser extent, overactive sphincter
are significant causes of urodynamic
abnormalities.
The
underlying
mechanisms of urinary dysfunction
appear to involve both underactive and
overactive optic nerves in GBS.8 Thus, this
study describes a generalized peritonitis
event caused by vesico-peritoneal fistula
on a 22-year-old female with GBS.

CASE DESCRIPTION
A 22-year-old woman was admitted to a
neurologist with lower extremity paralysis.
The patient was consulted in the surgical
department because of suspected systemic
peritonitis. The patient complained of
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abdominal pain, distention, nausea,
vomiting, and hematuria. The patient was
diagnosed with GBS three months before
the abdominal symptoms arose and had
been taking medication ever since. The
patient reported no family history of GBS
or any autoimmune disease.
On physical examination, the patient’s
condition is moderately ill. Vital signs
showed a mean drop in blood pressure of
100/60 mmHg, an increase in respiratory
rate 24x/min, heart rate, and normal
temperature. The abdomen was markedly
distended with muscle stiffness and
echogenic noise. No nuchal translucency
was found, and a faint vowel sound was
recorded on the cardiac monitor. Digital
rectal examination showed diminished
anal sphincter tone and collapsed rectal
prolapse. Stool, mucus, or blood was
not found in the gloves. Urine discharge
was observed from the urethral catheter
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similar to red beef broth.
Laboratory was checked on the same
day. It showed Hemoglobin 9 g/dL6,
Hematocrit 27.1%, Erythrocytes 3.16
x10^3/µL, leukocytes 15.3x10^3/µL,
RDW 18.4%. Glucose level was 42 mg/
dL, Urea 90 mg/dL, Sodium level 111
mmol/L, Potassium level 5.5 mmol/L and
Chloride 85 mmol/L. A plain abdominal
radiograph confirmed the presence of
pneumoperitoneum. In an emergency
situation, a retrograde cystography did not
perform.
The patient was treated with antibiotics
and underwent exploratory laparotomy.
During laparotomy, the vesico-peritoneal
fistula was observed. The urinary bladder
was dissected, and the fistulous tract
was identified while methylene blue
was administrated through the urethral
catheter. A Pfannenstiel incision was
made to expose the bladder defect,
repaired using Cyril 20 suture. The Dome
of the bladder was sealed with no further
leakage. General condition after surgery
had been improved. A urethral catheter
was retrieved seven days after surgery.
Postoperative follow-up indicated no sign
of complication. There was no surgical
site infection observed. The patient was
discharged after ten days. Routine followup after two weeks revealed no complaints
and no site of infection.

Figure 1. Plain abdominal radiograph in AP position showed
pneumoperitoneum

DISCUSSION
Cranial and peripheral cranial nerves may
be of interest in GBS, but the involvement
of sympathetic and parasympathetic
autonomic nerve pathways is also seen in
80% of patients. Previous studies reported
autonomic nervous system disorders
in GBS patients with impaired bladder
function, including urinary retention.
Grbavac et al. reported on a cohort of 5
patients with GBS; 4 out of 5 patients had
complete urinary retention followed by
arrhythmia and detrusor overactivity, with
or without urethral sphincter dyskinesia.9
Sakakibara et al. examined the spectrum of
urinary tract symptoms in a population of
28 patients with GBS, in which 25% of the
patients had a micturition disorder during
the acute phase. Urination disorders were
observed in 86% in a late-stage, 43%
having urinary retention, and 28% with
nycturia.10 Another study performed in
524

Figure 2. Plain abdominal radiograph in LLD position showed pneumoperitoneum
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Figure 3. Intraoperative exploratory laparotomy showed a vesicoperitoneal fistula
2007 concluded urinary tract symptoms
and urodynamic findings in a cohort of
65 GBS patients, 27.7% of whom had
impaired glycemic function. Urinary.
This study’s most common urodynamic
abnormalities were an underactive
or overactive sphincter and rarely an
overactive sphincter. The causes of various
disorders have been speculated to be due
to both overactive and overactive optic
nerve pathways.8
In women, the epidemiology of this
condition is not well known and much
worse described. From the patient’s
perspective, it is usually painless and
virtually asymptomatic, and effusion
is relatively common. In this situation,
most patients have a full bladder; leaking
urine from reflux can lead to a dangerous
condition with high rates of urinary
retention and kidney damage.1 In this
case, the patient was hospitalized due
to paralysis of the lower limbs, followed
by urinary retention. The patient has a
history of taking medication for GuillainBarré syndrome. This patient is believed
to have a neurogenic bladder leading to
urinary retention. Then the patient was
catheterized from the urethra, and the

urine results showed hematuria.
Bladder perforation can be caused by
urinary retention. A spontaneous, nontraumatic bladder perforation is a rare
surgical emergency with a mortality rate
is 47%. Enhancement of bladder pressure
or/and decreased bladder wall resistance
become the most common predisposing
factors. A few cases of spontaneous
bladder rupture have been reported
caused by malignancy, neurogenic
bladder dysfunction, chronic cystitis,
and perforated bladder. Nonspecific
conditions perform in bladder perforation
such as abdominal distension, decreased
urine output, and dyspnea.11-13
In several cases, the clinical
manifestation could mimic acute
peritonitis with sepsis. It hinders diagnosis
and treatment thus the patient may fall into
a life-threatening condition, especially in
the case of spontaneous rupture of the
intraperitoneal bladder diverticulum.14
Intraperitoneal bladder rupture appears to
be the result of a combination of a sudden
increase in intra-abdominal pressure and
a decrease in bladder wall resistance due
to a bladder diverticulum.15
Thus, when the patient had a history
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of bladder rupture risk factors combined
with acute abdomen symptoms, suspects
an intraperitoneal bladder rupture is
needed. The gold standard to diagnose this
case is using a CT scan.16 The advantages
of using CT scan rather than cystography
and retrograde cystography are less
invasive with comparable ﬁndings and
have an additional advantage for exploring
the whole abdominal cavity.15 Ultrasound
can also make the diagnosis by instillation
of saline and air into the bladder.11
Cystoscopy is not recommended but can
be used to place the urethral catheter in
urethral stricture or false passage cases.17
A peritoneal fistula is considered a rare
and underreported entity in the literature.
Therefore, with the low morbidity and
mortality reported in the literature and
the absence of specific symptoms. For
diagnosis and treatment need a high
index of suspicion. Intermittent urine
leakage may have occurred, leading to
recurrent pain episodes during urination
and intraperitoneal infection.16 As the
fistula develops, urinary ascites cause
chronic abdominal pain, increased serum
creatinine, and decreased urine output,
which may mimic renal failure. Imaging
studies revealed free intraperitoneal
fluid, and the diagnosis was confirmed by
computed tomography. The treatment is
controversial because conservative surgical
procedures have been performed and
declared safe with limited evidence. Garza
et al. reported that a 38-year-old-male
with vesico-peritoneal fistula came to the
emergency department with abdominal
pain. The patient underwent laparoscopic
dissection of the fistulous tract and
primary closure of the bladder dome with
Cyril 2-0.18 In this case, the patient was not
diagnosed with a retroperitoneal fistula
before surgery.
In this case, because there were no
specific symptoms when the patient
is injected with the drug, it is difficult
to analyze whether the patient has a
retroperitoneal fistula or not. Observed
during an exploratory laparotomy, the
patient had a retroperitoneal fistula.
During exploratory laparotomy, a bladder
dissection was performed, and the fistula
was identified while methylene blue
was administered through the urinary
catheter. A Pfannenstiel incision was made
525
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to expose the bladder defect, repaired
with a Cyril 20 suture. The bladder dome
was sealed and did not leak further. The
urinary catheter was removed seven days
after surgery. Postoperative follow-up
showed no signs of complications.
In our case, we have some limitations
in our study. First, retrograde computed
tomography is not performed out of
urgency because early diagnosis and
subsequent surgery are critical to an
excellent surgical outcome. In addition,
the etiology was not evident in our case,
but constipation might have resulted in
increased intraluminal pressure leading
to bladder perforation. According to the
etiological factor, in our case, the surgical
treatment of the colonic fistula consisted
of suturing the closure of the primary
bladder hole. Even though no studies
have compared the outcomes of surgical
management of bladder malformations
in benign intestinal fistulas over the long
term, closure of the bladder wall is unlikely
to have other short-term products. The
5-year interval between etiology and
diagnosis can be explained by bladder sac
formation and rupture, fistula adhesions
that limit leakage, and late diagnosis.
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