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Kakwaoelg Oup. KUOTEWG — KaTtnyoploTroinon

€ larpoyevéig Tpalpa
€ ESwrepikd (UN- 10TPOYEVEG) TPAUM

PAUBAEa Tpaupara (67-86%)
= Mnxaviouog atrotoung emppaduvong
= 90% Tpoxaia
= “2 UVTPITITIKOI TPQUMATIOUOI”
» [lTtwoelg
= MeTadoon KOIAIOKN G TTiECNG OTNV EAACOOVA TTUEAO
= Kdkwaon kKuoTtng (60-90%) ocuvuttapxel # o0TWV TTUEAOU

»AlaTitpaivovta tpavuata (14-33%)
» OOTIKEC TTAPAOYIOEC
= AlaTiTpaivovra opyava
= 2 UVUTTAPXEI 0TO 4% TTUPOBOAIOUWY OTNV KOIAIQ Kal OTO
20% TWwV TTEPIVEIKWYV TPAUPATWYV

€ Spontaneous rupture of the bladder (SRUB)
e (1:126.000, mortality 47%)




Karnyopiotroinon BAon €KTtaong Kal avaToPIKNG B€onG
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BaBuog [Mepiypapn

I AluaTwpa-6Aacn, aiaTwua eVOOTOIXWHATIKA, PN MEPIKOU TTAXOUG

1 Pri¢n — eCwtrepITovaikn pr¢n Tou TOIXWHATOG TNG oupodOxou KUOTNG <2cm

I Pri¢n — ecwtrepitovaikn (>2cm) ) evOOTTEPITOVAIKN (<2Ccm) pAgn Tou
TOIXWHATOG TNG OUPODOXOU KUOTNG

AV Pri¢n — EvdoTtrepitovaikni prign Tou TOIXWHATOG TNG oupoddxou KUOTNG >2¢cm

\ Prcn — evdotrepitovailkn r ECwTTEPITOVAIKA PAEN TNG OUPOdOXOU KUOTNG UE
ETTEKTACT OTOV QUXEVA KAl OTO TPIYWVO TNG KUOTNG




Katnyopiotroinon PAon €KTaong KAl avaTodIiKNG B€ong
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|aTPOYEVEIC KOKWOEIC

Table 8: Incidence of bladder perforation during various procedures

Procedure | Percentage %
External
[ Obstetrics
Caesarean delivery (11,12) 0.0016-0.94
[[Gynaecology]
Laparoscopic sterilisation (3) 0.02
Diagnostic laparoscopy (3) 0.01
laparoscopic hysterectomy (13,14) (benign) 0.5-2.0 ; ;
Vaginal hysterectomy (13,14) (benign) 0.44-6.3 Avavvw p | C STG | r] Ka Kwo r]
Abdominal hysterectomy (13,14) (benign) 0.73-2.5
General surgery 4 4
Inguinal canal surgery (3,15) 0.08-0.3 6|£YX£|pnTI Ka HOVO GTO
Tunnelling of synthetic bypass grafts (16) Case reports 8 O%
Urology
Retropubic male sling (17) 8.0-50
Laparoscopic sacrocolpopexy (18) 1.9
Burch colposuspension (19,20) 1.0-1.2
Synthetic midurethral slings (all) (19,20) 6.0-6.6
Transobturator route (19,21) 0-2.4
Retropubic route (19,20) 3.2-8.5
Pubovaginal sling (19) 2.8
Transvaginal mesh surgery (22,23) 1.5-3.5
Anterior colporraphy (22) 0.5
Internal
|| TURB (24-28) 1.3-58 |
TURP (3} 0.01
Gystography (29) Case reports




KAIVIKN €IKOVO

» MakpookoTtTiki aipartoupia (82-95%)

» MIKPOOKOTTIKN algatoupia (5-15%)

» KolAlakO dAyoc — tTepiTovaliopocg (60%)

» Aduvauia oupnong

» Oidnua ooxeou ry/kal TTEPIVEOU

> T Ur, Cr (evOoTTEPITOVOIKEC PALEIC- ETTAVATTOPPOPNON)
» ETTnpeacpévn yeviKn KataoTaon/etTitredo ouveidnong
» 2UJTTapopapTouvTa Tpaupata (44%)

> 2€ oupnBpoppayia TBavwe va oCUVUTIAPXEI KAl prcn
oupnBpac (5-29%) |
» 2€ TUR gp@avic n kdkwaon (opatd TTEPIKUCTIKO AITTOC)




AIOYVWOTIKA TTPOCEYYIoN

» loTOpPIKO - KAIVIKN €¢€Taon- ACIOAOYNON CUMTITWHATWY
» U/S N CTn IVU avetrrapkng yia tnv didyvwaon

» KuoTteoypagia = Gold Standard (Euaif.= 90-95% & Ei5.=100%)
(INEAayxioTo¢ oyko¢ akiaypagikou >350ml)
* Aviouoa kuoTteoypa®ia (dlaBéoiun, |KOOTOG, |aKTIVOBOAIQ)
% CT kuoTteoypagia (Extipnon kai GAAWV KAKWOEWV )

Tautdypova YiveTal Kal EKTiuNon TNG oupnBpac (CuvVUTTApXoUCa KAKWON
oupnBpag (5-29%)

» KuoTeooKOTTNON: XPNOIUN, KUPiWwg dIEYXEIPNTIKA
(TT.X. TAIVIEC AKPATEIAC, EVTOTTION CEVWV CWHATWY,

uN OIATa0N TNG KUOTNG £VOEIEN HEYAANG pr']F,r]g)




KuoTeoypagia — EVOEICEIC

» # TTUEAOU PE HOKPOOKOTTIKNA algaToupia

» AJBAU Tpaupa PJE HOKPOOKOTTIKNA algaToupia

» EAeUBepo uypo evdoTtrepitovaika o CT (<25 HU)

» AUBAU Tpauua & # TTuéAou & >30 epuBpad K.0.TT. OTNV YEVIKI

» AlaTiTpaivov Tpaupa PE adigaToupia & KAKwaon otnv TTUEAO




AvTIETWTTION - ESWTTEPITOVAIKA PAEN

OlI TTEPIOCOTEPEC TTEPITITWOEIC AVTIMETWTTICOVTAI JE AO@PAAEID
MONO e kaBeTnplacuod TNG KUCTEWGS, OKOWN KAl O€
TTEPITITWOEIG EKTETAUEVNG DIAPUYNG OUPWV OTOV
OTTIO0O0TTEPITOVAIKO XWPEO 1) OIONMATOC 0OXEOU

ETToUAWON: €vTOg 2-3 Bdopadwyv avecapTnTa Tou PNEYEBOUGC

2 UMUMETOXI TOU KUOTIKOU auXEva, TTayidEUan TOU TOIXWMUATOC
TNG KUOTNG N TTAPOUCIa OCTIKWYV TTAPACXidOWYV OTO TOIXWHO

AMNAITEI XEIPOYPI'IKH NMAPEMBAZzH
Zinmann, Surg Clin North Am 2016

AvOoIXTA TTUEAIKA KATAYMATA / KOKWOEIC 0pBoU aTtToKAEiouVv -
TNV CUVTNPENTIKA AVTIMETWTTION AOYW KIVOUvVOU coBapng  lod
MOAUvVONG




AvTipeTwTTIoN - EVvdoTTEpITOVAIKN PREN

2UVNOWG PEYAAEC PrICEIC, KiVOUVOC TTEPITOVITIOOC
(oupoTTEPITOVAIO) ME UYNAG TToo0OTA BvnroTnTag (20-40%)

NMANTA XEIPOYPIIKH ANTIMETQIMIZH (ek1é¢g av pIkpn
KAKWOoN META atrdé TUR)

TeXVIKN: Zuppa@n O0€ 2 OTPWHATA UE ATTOPPOPNOIUES PAPEC
Aev uttdpxouv PEAETEC TTOU va deixvouv utrepoxny Foley n SPC
2.€ UEPIKEC TTEPITITWOEIC : SPC + Foley

Foley =220Fr

2 € OlaTITPpAivovTa TpauuaTa TTPETTEl va eAeyXBoUV Ta onueEia
, EI0000U Kal £6000U.




AVTIMETWTTION

»ECwTtrepITovaikeég prigelic — 60%
»EvdoTtrepitovaikég piceic — 30%
»MIKTEG — 10%

evikdg Kavovag:

"ELwTTEpITOVAIKEC — 2UVTNPENTIKA (KUoTEoypagia oTiC 7-14 nu.)

"EvdoTtTepITOVAIKES ) AIOTPITPAIVOUCEC — XEIPOUPYIKA (KuoTEoypagia oTig 7-14 nu.)
"EvdoTtTepITOVAIKES MIKPEC prceic o TUR — 2uvtnpntika (5-7 nu., LE:3)

AAAA: (EVOciceIc AUEONG XEIPOUPYIKNG ETTENRACNC)
>ECwTTEPITOVAIKES PACEIC — X/O:

» AVETTAPKNAG TTapoxETeuan atrd 10 Foley

= QupoAoipwén

* PAZN KOATTOU/EVTEPOU

* PAEn auxéva

= AQTTAPOTOMIO

» EowTtepIKA ooTEOOUVOEDN

= OOTIKEC TTAPACYIOEC TTOU TTPOBAAOUV OTNV KUOTN

= AVOIXTO KATAYUO TNG TTUEAOU

= AIQTITPAIVOUOEG I IATPOYEVEIG N OUPOAOYIKEG KAKWOEIG
(]




ETTITTAOKEC

ATToTEAECHO KOBUOTEPNUEVNG avayvwpliong f/kal
OEPATTEUTIKNG TTapEUBaONG

*Qupivwua

*QupoTTEPITOVAIO

*EINEOG

*ATTOOTNMO

*/AOiWEN TOU OUPOTTOINTIKOU

*AlQTAPAXEC UNXAVIOUOU TTACEWC

Fistula (kUoTEO-OepUATIKO, KUOTEO-KOATTIKO, KUOTEO-
EVTEPIKO OUPIYYIO)

*EKKOATTWOTA

*/AIBiaon




European

Association Guidelines on
Sl Urological

Trauma

Perform cystography to diagnose non-iatrogenic bladder injuries, and suspected, iatrogenic, post- B
operative, bladder injuries.

Use cystography (conventional or CT imaging) in the presence of visible haematuria and pelvic B
fracture.

Actively fill the bladder with at least 350 mL of dilute contrast during cystography. B
Perform cystoscopy after suburethral sling operations via the retropubic route. It is optional afterany B

other type of sling procedure or transvaginal mesh procedure.

In the absence of bladder neck involvement and/or associated injuries that require surgical B
intervention, manage extraperitoneal bladder ruptures caused by blunt trauma conservatively.

| Manage intraperitoneal bladder ruptures by blunt trauma and any type of bladder injury by penetrating (B
trauma, by emergency surgical exploration and repair.

Initially manage small, uncomplicated, iatrogenic intraperitoneal bladder perforations conservatively. |C

Provide urinary drainage by either the suprapubic or urethral route. A

Provide temporary ‘damage control’' measures in complex bladder injuries in the setting of polytrauma. | A
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Abstract v |

=

OBJECTIVE: To review the guidelines released in the last decade by several organisations for the optimal
evaluation and management of genitourinary injuries (renal, ureteric, bladder, urethral and genital).

METHODS: This is a review of the genitourinary trauma guidelines from the European Association of Urology
(EAU) and the American Urological Association (AUA), and renal trauma guidelines from the Société Internationale
d'Urologie (SIU).

RESULTS: Most recommendations are guided by the American Association for the Surgery of Trauma (AAST)
organ injury severity system. Grade A evidence is rare in genitourinary trauma, and most recommendations are
based on Grade B or C evidence. The findings of the most recent urological trauma guidelines are summarised. All
guidelines recommend conservative management for low-grade injuries. The major difference is for
haemodynamically stable patients who have high-grade renal trauma, the SIU guidelines recommend exploratory
laparotomy, the EAU guidelines recommend renal exploration only if the injury is vascular, and the AUA guidelines
recommend initial conservative management.

CONCLUSION: There is generally consensus among the three guidelines. Hecommendations are based on
observational or retrospective studies, as well as clinical principles and expert opinions. Multi-institutional
collaborative research can improve the quality of evidence and direct more effective evaluation and management of

urological trauma.
Bladder

Cystography (conventional or CT) should be performed in stable patients
with gross hematuria and pelvic fracture

Uncomplicated extraperitoneal Injury: catheter drainage and
observation.

Complicated extraperitoneal Injury: surgical repair. Grade C EAU, AUA
Intraperitoneal injury: surgical repair (except for iatrogenic injury
e managed with drainage, without ileus or peritonitis).

Grade B EAU, AUA

Grade C EAU, AUA

Grade B EAU, AUA °
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Attagtad 1015.07.18 Spontaneous Atraumatic Urinary Bladder
S Rupture Secondary to Alcohol Intoxication:
A Case Report and Review of Literature

Objective: Unusual clinical course

Background: Spontaneous rupture of the urinary bladder (SRUB) secondary to alcohol intoxication is an uncommon presen-
tation with high morbidity and mortality. Herein, we reported a rare case of spontaneocus atraumatic rupture
of the urinary bladder due to alcohol intoxication.

Case Report: A 45-year-old 5ri Lankan man presented with drowsiness, diffuse abdominal pain, wvomiting with odor of alco-
haol, and urinary retention 24 hours prior to the index admission. CT cystogram confirmed the urinary bladder
rupture at the dome, which was repaired through exploratory laparcotomy.

Conclusions: An SRUB patient with alcohol abuse often presents with non-specific symptoms due to absence of a traumat-
ic event, which results in missed or delayed-diagnosis. Early diagnosis and management of SRUB is crucial for
unewventful recovery.

Table 1. Review of atraumatic SRUB cases presented with
alcohol intoxication,

Authors Year No. of cases
Bennett et al. [8] 1980 1
Munshietal[to] w9 o1
Lynn et al. [7] 2003 1
Dooldeniya et al. [9] 2007 3
Parkeretal.[11] 2000 1
Daignaultetal[2] 202 1
o Moreno-Alarcon et al. [12] 2014 1 o

Present case 2015 1




