A 85 y/o Woman,ESRD,With
Consciousness Disturbance

VISIT ER AT 17:39

L EEEIRE N Y — L M

» Triage |
» TPR 36.5/114/30 BP 99/85 SpO, 80%
» E3V3M4
R1 RE&ER
Elvs: RS
2013/04/09
Present illness Past History
Shock episode noted during HD ESRD,on HD
Family: &3 bR B DM
No fever CAD
No chest pain Right BKA

|

PE

» Conscious drowsy,E3V2M5

» Neck:supple

» Clear BS,RHB

» Abd:soft,no guarding

» Limbs:cold/cyanosis,hand

» Right BKA

» Left toe cyanosis,dry gangrene

Impression & Management

Shock,Cause? 17:42
r/o septic On monitor
02 Mask 6L/min
F/S(97)
IV on lock
ABG6
Lactate
CBC.DC.PLT
Panel 1/enzyme/CRP/T-B
B/C X I
U/A,U/C,3 way foley
CXR,EKG




CECPlalelDC

PP

PH=7.380
PC0O2=49.5 mmHg WEC 18.3 | X100
PO2=31 mmHg REC 356 millicn
BE—4 mmol/L Hb 98 gl
HCO3=29.5 mmol/L H 8 |#
TCO2=31 mmol/L mew g7 |
502257 § MCH B2 m
NA=140 mmol/L MEHE 318 |#
E=3.0 mmol/L ROW 155 1%
D) BREy Fiatelet 18 |x10001
HE=10.2 g/dL GOT(AST) 25 |un
T-Bilirubin 07 |mgHdl
BUN 20 mgfdL
Crealining 230 mghdl
£GFR 2015
Tropenin 1 0192 | ugll
CRF 33.700 | mgidL
Lactate 248 |mgHL
LA
Fbl 2l &2
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e - o REC 51100 | MHEF Urosepsis?
i wec 2100 /PR L
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Order

» KIS LARTEN IR, AT 20 KA E IR IR A
» PE: Diffuse tenderness

DDX?

Abd CT

Acute necrotic UB with
turbid/purulent urine and
bladder rupture from
anterior superior aspect
resulting urine leak
related purulent
peritonitis.




Cystography

Cystography shows:

-Leakage of C.M noted in urinary
bladder from left superior

aspect, C/W bladder rupture.
-Mild irregularity of contour
suspected cystitis.

Hospital Course

» Tazocin treatment
ICU observation
U/C:Enterococcus species.

e

Discussion

1.Bladder rupture
Diagnosis & Classification& Treatment
2.Back to our case

Risk Factors

Blunt trauma to the lower abdomen

cancer of the pelvic organ

irradiation therapy of pelvic tumours

urinary bladder tumour

large ureterovesical stone

urethral or suprapubic urinary catheterisation

in postpartum females(spontaneous or iatrogenic)
Atonic bladder

Previous laparotomy

latrogenic rupture secondary to continuous normal
saline irrigation

I Binge alcohol intake
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Bladder Rupture
» EERERREEP

» BRPR E:

» Lower Abdominal Trauma(JUEApelvic
fracture)+Gross Hematuria/Voiding problem

» Non-trauma patient:Fever, Bz & T g
f%,ascites,azotemia,ARF

|

Back to our case

» Hint:

Diffuse abdominal
tenderness(peritonitis?)+shock+urosepsis+tu
rbid urine

|




Clin Nephrol. 2008 Mar,59(3)
Spontaneous bladder rupture in a chronic hemodialysis patient.

Department of Internal Medicine, Chungnam National University Hosptal, Dagjeon, South Korea.

Abstract

Spantaneous bladder rupture is very rare. A 67-year-ald waman who was neary anuric and had been on chronic hemodialysis therapy for diabetic end
-stage renal dissase for § years complained of severe low abdominal pain and fever for 2 days. Abdominal computenzed tomography and retrograds
cystography revealed the extrapertoneal leakage of contrast medium, confiming bladder perforation. Partial cystectomy around the perforation site
and repair of the bladder rupture vier performed. Microscapic examination of the excised bladder tissus revealed that the bladder mucosa was
Ulcsrated. Severe suppurative inflammation was obsenved throughout the bladdr wall. Antibictic treatment was continued for 3 wasks postaperatiely.
and repeated retrograde cystagraphy showed no evidence of contrast extravasation. She was discharged vith no other complications

PWID: 18397723 [PubMed - indexed for MEDLINE]
Case report
Publication Types, MeSH Terms
LinkQut - more resources
T

Arch ftal Urol Androl. 2012 Dec;B4(4) 2246

Spontaneous rupture of urinary bladder: a case report and review.
Albing G, Bilardi F, GatulliD, Magai P, Corvasce A
1U.0. dilrologia, Os

1cco EC

e L Bonomo, Andra, ASL BAT, kaly. peppeabino@hotmaicom

Abstract

Spontaneous rupture of the bladder is a rare event. The clinical presentation shows the signs and symptoms of peritonitis, but the diagnosis is made
at the operating table. This event is burdened with a high mortality rate. We prasent a case report of a 73-year-old man who came to our ohservation
He was a chronic carrier of urinary catheter, at least 7 times removed traumatically by himself. At the time of admission he showed drastic reduction
in uring output, absence of hydronephrosis. nommal functioning of the catheter, a tense and widely meteoric abdomen, the presence of airfluid levels
normal kidneys, absence offiee fluid in the abdomen. The CT showed a fluid collection of about 7 cm diameter between the bladder and rectum. The
explorative laparotomy found a small fissuration of the posterior wall of the bladder. For his severe conditions, the patient died a few hours after
surgery, in intensive care unit. Although it is a rare event, since 1980, 177 cases of spontaneous rupture of the bladder are reported in the literature
Their causes may be essentially divided into two groups: for increase of intravesical pressure: or for weakening of the bladder wall. In most cases, the
spontaneous rupture ofthe bladder takes place in presence of a urothelial neaplasm or afer radiation therapy of the pehic organs. The etilogy of
spontaneous rupture of the bladder in our case does not relate to a bladder tumor or radiotherapy. It may have been caused by repeated episades of
acute retention of urine with extreme bladder distension up to 3 fiters. Itis not easy to think of a bladder perforation in patients presenting signs of
peritonitis without a histery of bladder cancer or pebic radiotherapy. A CT with intravesical contrast medium could help the diagnostic orientation

PMID: 23

[PubMied - indexed for MEDLINE]

438 Intraperitoneal type

RUPTURE OF THE BLADDER follows a blow

to the abdomen

Intraperitoneal (A)

4338 Extraperitoneal type

Extraperitoneal (B) suprapubic
tenderness

and swelling

follows a fractured
pelvis

Intraperitoneal Extraperitoneal
type type

Location of pain Lower abdominen, Suprapubic area

diffuse
Clinical presentation Peritonitis

Mortality &Morbidity Higher

Management Surgical repair Most:Conservative

Treatment

Management:
Intraperitoneal Rupture
(L L OF EVIDENCE 3)

- Formal surgical repair is the standard of
care

- Catheter drainage alone only applicable to
minimal iatrogenic (e.g. resectoscopic) injuries.
- Potential selective aﬁplicability of
laparoscopic repair techniques for
laparoscopic iatrogenic bladder injuries (level
of evidence 3) .

BJU:Consensus statement on bladder injuries
Reynaldo G. Gomezlet al. 24 JUN 2004




Management:
Extraperitoneal Rugture
{LEVEL OF EVIDENCE 3)

» Most can be managed with catheter
drainage alone+Prophylacticantibiotics
@Wﬂ%s—of—carheter drainage)

» Reasons to proceed with surgical repair:

* Failure of the catheter to provide adequate drainage (clot formation,
persistent extravasation).

- Concomitant vaginal or rectal injury.

- Bladder neck injury/avulsion injury.

- Patients undergoing internal fixation of a pelvic fracture require bladder
repair to prevent urinary extravasation/infection of orthopaedic hardware.

- Selected patients undergoing laparotomy for other than urological injuries

BJU:Consensus statement on bladder injuries
Reynaldo G. Gomezlet al. 24 JUN 2004

Thank You for your
Attention!!!




