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Extraperitoneal Urinary Bladder Rupture without Pelvic Fracture
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Abstract

Background: The extra-peritoneal bladder rupture without a pelvic fracture is uncommon
and rarely reported. Case Report: A 9 years old male child presented with pain abdomen
and an external wound over inguinal region secondary to abdominal trauma by the bicycle
handle. Patient was having stable vitals and urine was seeping out of external wound.
Ultrasound showed a small rent in urinary bladder and CECT findings were conclusive
of extra-peritoneal bladder rupture with no pelvic girdle disruption. Patient was managed
by conservative treatment with bladder drainage by Foley’s catheter. Conclusion: The
case is being reported to highlight the fact that bladder injury in children can be caused
by trivial trauma.
Keywords: Abdominal Injuries, Drainage, Pain, Pelvic Bone, Rupture, Urinary Bladder
Diseases.

Introduction

Case Report

Urinary bladder injuries are relatively less frequent
in the patients presenting with traumatic injury. In
relation with other organs in blunt trauma injuries,
its deep seated position in the bony pelvis protects
it [1]. Not more than 2% of abdominal injuries
comprise bladder injury requiring any surgical
intervention [2]. Therefore bladder injury signifies
high severity of trauma.

A 9 year old male child presented to emergency
department with history of fall from bicycle and
suffered injury from the handle of bicycle. Patient
presented to hospital after 24 hours of injury and
was having chief complaints of pain abdomen and
an external wound over inguinal region. He was well
oriented to time, place and person with GCS 15/15.
On general physical examination, he was having
tachycardia; pulse rate 110/min, blood pressure
114/70 mmHg with other vitals being stable.
On systemic examination, there was tenderness
present over lower abdomen which was localized
to hypogastrium. Local examination revealed a
swelling present at left inguinoscrotal region and
a small external wound over left inguinal region
from which clear fluid was seeping out. The fluid
seemed to be urine as it was pale yellow in colour
and of ammoniacal smell. There was no blood
at urethral meatus and no history of hematuria.
Initial resuscitation of the patient according to

A rupture of urinary bladder secondary to
injury can present as intra-peritoneal urine leak,
extra-peritoneal leak or a combination of the
aforesaid. In literature, the fracture of anterior
pelvic arch associated with a bladder rupture is a
well known entity due to its location [3]. Several
reports have also shown rupture without any pelvic
fracture. However, they exclusively belonged
to intra-peritoneal leakage of urine. The extraperitoneal rupture without a pelvic fracture is rarely
reported.
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institutional protocol was done and routine blood
investigations were sent. Hemoglobin was 10.4
gm/dL and TLC were 8000/hpf. Biochemical
investigations revealed blood urea 28 mg/dL and
serum creatinine 0.7 mg/dL.
Ultrasonography of the abdomen showed
a rent in anterolateral surface of urinary bladder
[Fig.1]. All other visualized viscera and solid organs
were normal with no intra-peritoneal collection.
Contrast enhanced computed tomography revealed
discontinuation of the antero-inferior urinary
bladder wall from where urine was seeping out to
external skin. There was neither any evidence of
pelvic bone fracture nor intra-peritoneal collection
[Fig.2]. Patient was managed conservatively by
intravenous antibiotics and Foley’s catheter (FG10) insertion. Daily vitals and urine output was
monitored. Patient got discharged after five days
of hospital stay with Foley’s catheter in situ and
was advised for follow up after 2 weeks. A CT
cystogram was done at three weeks which showed
complete healing and no residual rent/leak in the
urinary bladder. Foley’s catheter was removed
after three weeks, when patient came for follow up.
Child remained well thereafter.

Fig.1: USG of urinary bladder showing rent in antero-lateral
surface.

Discussion

Fig.2: Para-saggital view of CECT abdomen showing rent in
antero-inferior surface of urinary bladder wall.

The urinary bladder is a muscular sac in the
pelvis which stores urine, allowing urination to be
infrequent and controlled. It lies deep in the bony
pelvis above and behind the pubic symphysis. The
neck of the bladder is fixed to surrounding structures
by reflections of the visceral pelvic fascia, and by
the true and false ligaments of the pelvis. Besides
this, in males, there is an attachment to the pubis by
the puboprostatic ligament. The bladder receives
further support from the urogenital diaphragm and
obturator internus muscles in its lateral and inferior
side. The bladder is covered by the peritoneum
at the dome postero-superiorly. Elsewhere it is
surrounded by a layer of loose extra-peritoneal
areolar connective tissue which separates it from
the anterior abdominal wall i.e. space of Retzius

anteriorly, and posteriorly it separates from the
rectum in men while the uterus and cervix in women
[4,5]. Age is also an important consideration. The
bladder in children has a less protected and more
intra-abdominal position. It descends into the
pelvis usually by the age 20 years [6,7].
Urinary bladder injuries are caused by a
high energy blunt trauma to abdomen that disrupts
the bony pelvis, a direct blow to a distended bladder,
penetrating injuries or iatrogenic causes. When
bladder ruptures, urine leaks intra-peritoneally (3840%), extra-peritoneally (54-56%) or combination
of both (5-8%) depending on nature/mechanism
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of trauma, volume of urine contained while
trauma or any pre-existing pathological conditions
of pelvis [8]. Intra-peritoneal bladder rupture
occurs when there is a sudden rise in intra-vesical
pressure secondary to a blow to the pelvis or lower
abdomen. This increase in pressure leads to rupture
of the dome which is the weakest and most mobile
part of the bladder [8]. It is known to occur with
or without pelvic fracture. The extra-peritoneal
bladder ruptures are seen almost exclusively with
pelvic fractures. The bladder is usually sheared
on the antero-lateral wall near the bladder base by
disruption of ligamentous attachment between the
bladder and pelvis in conjunction with pelvic girdle
disruption. Less commonly, the bladder is lacerated
by a sharp bony spicule. Urinary extravasation may
extend to thigh, scrotum, anterior abdominal wall
and retroperitoneal space [8].

Even a trivial trauma can lead to serious injuries like
extra-peritoneal bladder rupture in children. There
may be some unknown factors and mechanisms
responsible for extra-peritoneal rupture of bladder
besides pelvic fracture.
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