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Introduction

Rupture of urinary bladder following abdominal trauma can be 
extraperitoneal or intraperitoneal. Extraperitoneal rupture of bladder 
occurs mostly in association with pelvic fracture [1]. It occurs on the 
lateral wall where the fascial attachments attach it to the pelvic walls 
or a bony spicule which directly lacerates the organ. Intraperitoneal 
rupture of bladder can occur spontaneously or following trivial trauma 
to the lower abdomen when the bladder is full. When le� untreated, the 
isolated intraperitoneal rupture is uniformly fatal [2]. �e diagnosis is 
not always straightforward and the old adage that to make a diagnosis 
one must think about it continues to be true for bladder rupture.

Material and Methods

We prospectively studied four cases diagnosed to have sustained 
intraperitoneal rupture of urinary bladder. �e patients were studied 
for the demographic pro�le, inciting factors causing rupture of bladder, 
time to presentation, symptoms and signs at presentation, blood and 
imaging studies done, and management done for the patient. We tried 
to ascertain the optimal management for the patients who develop 
intraperitoneal rupture of urinary bladder (Tables 1 and 2).
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Abstract

Objective: �7�R���D�V�V�H�V�V���F�D�X�V�H�����G�H�P�R�J�U�D�S�K�L�F���S�U�R�¿�O�H�����S�U�H�V�H�Q�W�D�W�L�R�Q���D�Q�G���R�S�W�L�P�D�O���P�D�Q�D�J�H�P�H�Q�W���L�Q���S�D�W�L�H�Q�W�V���V�X�V�W�D�L�Q�L�Q�J��
intraperitoneal rupture of urinary bladder. Bladder injuries are commonly seen in patients sustaining fracture of 
�S�H�O�Y�L�V���I�R�O�O�R�Z�L�Q�J���U�R�D�G���W�U�D�I�¿�F���D�F�F�L�G�H�Q�W�V���Z�K�L�F�K���D�U�H���X�V�X�D�O�O�\���H�[�W�U�D�S�H�U�L�W�R�Q�H�D�O�����6�R���L�W���Q�H�H�G�V���Y�H�U�\���K�L�J�K���L�Q�G�H�[���R�I���V�X�V�S�L�F�L�R�Q���W�R��
diagnose bladder injury not associated with pelvic fracture. 

Methods: We prospectively studied four patients who presented to us and were diagnosed to have intraperitoneal 
�U�X�S�W�X�U�H�� �R�I�� �X�U�L�Q�D�U�\�� �E�O�D�G�G�H�U�� �I�R�U�� �W�K�H�L�U�� �G�H�P�R�J�U�D�S�K�L�F�� �S�U�R�¿�O�H���� �V�\�P�S�W�R�P�V�� �D�Q�G�� �V�L�J�Q�V�� �D�W�� �S�U�H�V�H�Q�W�D�W�L�R�Q�� �D�Q�G�� �W�L�P�H�� �G�H�O�D�\�� �L�Q��
presentation. Investigations were done to assess their renal function and serum electrolytes. Retrograde cystography 
�Z�D�V���G�R�Q�H���W�R���P�D�N�H���D���¿�Q�D�O���G�L�D�J�Q�R�V�L�V���L�Q���D�O�O���W�K�H���S�D�W�L�H�Q�W�V����

Results: All the patients were young males who sustained the blunt injury to lower abdomen. 3out of 4 
patients presented with distended abdomen and absent bowel sounds. Investigations revealed evidence of reverse 
�D�X�W�R�G�L�D�O�\�V�L�V�����$�O�O���W�K�H���S�D�W�L�H�Q�W�V���V�K�R�Z�H�G���H�[�W�U�D�Y�D�V�D�W�L�R�Q���R�I���F�R�Q�W�U�D�V�W���P�D�W�H�U�L�D�O���R�Q���U�H�W�U�R�J�U�D�G�H���F�\�V�W�R�J�U�D�S�K�\�����2�Q�H���S�D�W�L�H�Q�W���Z�K�R��
was kept on conservative treatment had persistent symptoms on removal of per urethral catheter. All the patients 
underwent closure of bladder rent on laparotomy and improved after surgery.

Conclusion: The diagnosis of intraperitoneal rupture of urinary bladder should be considered in all patients who 
present with injury to the lower abdomen on full bladder with history of haematuria. They should be investigated with 
retrograde cystography and immediate repair of bladder tear should be performed to prevent the leakage of urine 
into the peritoneal cavity. Conservative management is usually not successful.

could pass urine well and remained alright.

Case No. 2

A 30 year old gentleman wakes up in night to pass urine and fell 
down from the roof about 15 feet high where he was sleeping a�er 
alcohol ingestion. He was admitted to the nearby hospital with fracture 
of ulna and inability to pass urine, lower abdominal pain and distension 
lower abdomen. He was catheterised which was kept for 10 days and 
later removed. But again a�er the catheter removal, he was unable 
to pass urine and started developing pain abdomen. Hence, he was 
catheterised again and was referred to us. His examination was normal 
and investigations are noted in table 3. �ere was no microscopic 
haematuria on urine examination. Cystogram was done which revealed 
hourglass appearance (Figure 1). He was operated to close the defect 
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investigations at presentation are detailed in (Table 3). A diagnosis of 
intraperitoneal rupture of urinary bladder was kept. Ultrasonography 
of the abdomen revealed free �uid in the peritoneum and the catheter 
was found lying in the peritoneal cavity at surgery. A 4cm rent in the 
dome of urinary bladder was sutured in a water tight fashion. No other 
intraperitoneal injuries were noted.

Discussion

Bladder injuries are frequently present with blunt and penetrating 
injuries to the abdomen. It has been reported to occur in 5-12% patients 
with blunt injuries [3]. Traumatic bladder injuries are more frequently 
extraperitoneal than intraperitoneal. Peters found 58% injuries to be 
extraperitoneal, 34% to be intraperitoneal and 8% to be a combination 
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peritoneum which means that the extravasated urine was thus drained 
from the peritoneum. �e serum urea, creatinine and potassium levels 
was found elevated and levels of serum sodium was less a�er 24 hrs. 
It occurs because of the reabsorption of various solutes excreted in 
urine occurs towards the concentration gradient, also termed reverse 
autodialysis. �e longer the time to presentation the more severe are 
the biochemical alterations. Case no. 2 did not have typical biochemical 
alterations because he was put on continuous bladder drainage before 
he presented to us.

Gross or microscopic haematuria is a useful indicator of 
genitourinary tract injury but there may be absence of haematuria in 
15% patients with intraperitoneal rupture of urinary bladder [6]. Only 
one of our patients did not have haematuria (case no. 2) which may be 
because he was managed at some other centre for the initial 10 days.

Diagnosis can be con�rmed by retrograde cystography which 
if carefully performed can detect intraperitoneal rupture bladder in 
100% cases. However, it can miss the diagnosis if post void �lms are not 
taken. Carrol noted that in 13% patients extravasation could be seen 
in post drainage �lms alone [7]. For cystography the bladder should 
be �lled with at least 350-450ml of contrast material to allow adequate 
distension. In cases of intraperitoneal rupture of urinary bladder a 
cystogram will show contrast collecting within the peritoneal cavity 
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