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ISOLATED INTRAPERITONEAL URINARY BLADDER RUPTURE ON
LAPAROTOMY - IN A SUSPECTING CASE OF HOLLOW VISCUS
PERFORATION FOLLOWING BLUNT TRAUMA ABDOMEN : A CASE REPORT
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).\ 15 7:(eq gl Bladder injuries occur due to blunt, penetrating or iatrogenic trauma. The ones that occur following blunt
trauma are commonly associated with pelvic fractures and can range from contusions to bladder rupture.
Extra-peritoneal ruptures occur more commonly than intra-peritoneal ruptures. Here we are reporting a rare case of intra-
peritoneal bladder rupture without any bony or solid organ injury. Following a physical assault in the means of forceful kick over
abdomen a 33-year-old gentleman presented to us with abdominal pain and disability to pass urine with features of peritonism.
Plain X-ray chest and erect abdomen showed pneumoperitoneum (air under diaphragm). No other radiological and external
injuries were detected. The patient was taken up for emergency laparotomy for suspicious of hollow viscus perforation and a full
thickness linear rent at the bladder dome, ~3cm in length was found which was repaired in two layers. The patient improved
post operatively and was discharged on the 9th post-operative day.
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INTRODUCTION
Bladder injuries account for 1.5% of patients with blunt trauma

rent at the dome of the urinary bladder was identified (Figure
2). Foley's bulb felt from the rupture site. There was no other

abdomen. The most common cause being road traffic
accident (90%).1 Among the hollow visceral injury, small
bowel is the most commonly involved.2 Bladder injuries are
suspected when there is an associated pelvic fracture. Extra
peritoneal ruptures are more common than intra-peritoneal
ruptures.3 Rupture of the bladder occurs when the bladder is
distended and intra-vesical pressure exceeds 300 cm of H20.4
Operative management is the treatment for intra-peritoneal
bladder rupture while the extra-peritoneal injuries can be
managed conservatively.*"’

CASE REPORT

A 33-years old male presented to the RIMS casualty with
complaints of lower abdominal pain with inability to pass
urine following physical assault in the means of kick over
abdomen by a unknown person.

On examination patient was conscious , vitals were stable
with neither external bleeding nor neurological deficits.
Abdominal examination showed mild generalized tenderness
and voluntary guarding at epigastric and suprapubic regions.
Pelvic, genitourinary & rectal examinations revealed no
abnormality.

The patient was catheterized and about 500 ml of blood tinged
urine was drained which later cleared. Plain X-ray chest and
erect abdomen showed air under right dome of diaphragm (
pneumoperitoneum) (Figure 1A & 1B). USG screening and X-
ray pelvis were unremarkable. No other external injuries. The
hemogram and other biochemical profile were normal.

The patient was taken up for emergency laparotomy as a case
of hollow viscus perforation. Intra operatively, a 3 cm linear

organ injury. The bladder was repaired with 2-0 vicryl in two
layers with keeping the urethral catheter in-situ.

The post-operative period was uneventful and the patient was
discharged on the 9th post-operative day with urethral
catheters in situ. The urethral catheter was advised to keep for
more 2weeks by Urologist and was removed after 2 weeks
during follow-up.

Figure 1A & 1B : X-ray chest & erect abdomen showing air
under diaphragm

Figure : Intra-operative image showing rupture of dome of
urinary bladder
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DISCUSSION

The most common etiology for bladder rupture is road traffic
accident accounting for 90% of bladder injuries. In patients
with blunt trauma abdomen, bladder injuries occur in only
about 1.5%. Pelvic fractures are the most common associated
injuries occurring in 80% of instances of bladder injury. An
additional 80% of patients have bowel injury or intra-
peritoneal solid organ injury.'

Extra peritoneal rupture (EPR) occurs in approximately 60-
65% of cases, and intra peritoneal rupture (IPR) is seen in
25%.°

An isolated intra-peritoneal bladder rupture without any other
injuries thereby is a rare occurrence. Other causes of bladder
injury are falls and industrial trauma.

The mechanism of intra-peritoneal rupture is due to sudden
increase in intra-vesical pressure when the bladder is full. This
leads to rupture of the dome as its muscles fibres are widely
separated and hence not well supported. This area has least
resistance to sudden change in the intra-vesical pressure. A
pressure above 300 cm of H20 causes the bladder to rupture.4

The most common feature of bladder rupture is hematuria,
either microscopic or gross and is a good indicator of bladder
injury. IPR results in urine getting collected in the peritoneum
resulting in signs of peritonism, making it difficult to
differentiate it from other causes of peritonitis such as bowel or
solid organ injury. Hematuria is absent in 15% of cases of IPR.*

A delayed presentation in seen in some cases with non-
passage of urine and lower abdominal pain.5 Intra-peritoneal
rupture of the bladder leads to urinary ascites which causes
movement of solutes across a concentration gradient through
the peritoneum. This leads to increase in the levels of serum
ureq, creatinine and potassium with decrease in serum
sodium concentration. This phenomenon is called 'reverse
autodialysis' and presents with '‘pseudo rendal failure'.’

Although computed tomographic cystography (CTC) and/or
retrograde cystography (RGC) are the standard imaging tools
for the diagnosis of bladder injury,7 in our case we did not wait
for CT scanning as the decision of surgery was already taken
considering the clinical emergency and on the basis of X-ray
findings and USG screening only.

The treatment for intra-peritoneal bladder rupture is operative
as urinary leak into peritoneum can cause chemical
peritonitis. An explorative laparotomy should be done with
repair of the bladder rent.8 However, there have been case
reports in literature in which post-surgical (for transurethral
resection of bladder tumour) and blunt trauma abdomen have
been managed conservatively.9 Extraperitoneal bladder
ruptures can be managed conservatively with adequate
urinary drainage.l0 Recently, laparoscopic repair of
intraperitoneal bladder injuries has been preferred provided
that the patient is stable, but the plan should be changed to
open surgical intervention on development of any
hemodynamic instability or surgical complication.

CONCLUSION

Bladder rupture must be suspected in any case of blunt
abdominal trauma. A bladder injury can occur due to blunt
trauma abdomen even in the absence of any other bony or soft
tissue injury and a high clinical suspicion helps identify these
injuries early. The treatment for intra-peritoneal bladder
rupture is operative as urinary leak into peritoneum can cause
chemical peritonitis. An explorative laparotomy should be
done with repair of the bladder rent with adequate urinary
drainage.
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