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ABSTRACT

The bladder neck distraction is a rare posterior urethral injury in paediatric age group. It mostly occurs secondary to road traffic accidents.
We report three cases of paediatric bladder neck distraction injury. Three paediatric patients aged between 4 to 7 years (mean 5 year),
who presented with post traumatic bladder neck distraction injury but no other major injury, they were treated with early urethro-vesical
anastomosis. Postoperatively all patients were continent and with good urine flow rates. In paediatric bladder neck distraction injury,

immediate urethro-vesical anastomosis gives good results.
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CASE SERIES

We report our experience of three paediatric patients aged between
4 to 7 years, who presented with post traumatic bladder neck
distraction injury from 2008 to 2015. All 3 patients presented within
6 hours of injury with associated pelvic fracture, inability to pass per
urethral catheter and blood at meatus. In all patients, there were no
major intra-abdominal solid organ injuries, were haemodynamically
stable and had extravasation of contrast on Contrast Enhanced
Computed Tomography (CECT) in the region of bladder neck
[Table/Fig-1]. All patients had Type 4 urethral injury according to
Goldman Modification of Colapinto and McCallum classification of
Urethral Injury [Table/Fig-2] [1]. All patients on presentation were first
stabilized with intravenous fluids. Prophylactic antibiotics were given
preoperatively. All patients were operated within first 12 hours of
presentation with midline infraumbilical exploratory laparotomy.

Two patients had complete disruption of the posterior urethra from
the bladder at the level of bladder neck. One patient had the bladder
neck injury extending into the right ureteric orifice. Primary urethro-
vesical anastomosis was done over Foley’s catheter with 4-0

Characteristic Patient-1 Patient-2 Patient-3
Age 5yr Byr 4yr
Sex Male Male Female
Time of presentation | Thr 3hr Y2 hr
Pulse (per minute) 120 116 110
BP (mm of Hg) 90/60 94/66 90/66
Hb (gm/dL) 10.1 11 9.0
Creatinine (mg/dL) 0.5 0.7 0.5
Q:?J:rieated pelvic Yes Yes Yes
:g(s:lg(r;ri]?r:zldinjury No No No

Defect of 5mm at Elzgtdztr Small dgfect

in anterior wall

bladder base with base with

leakage of contrast | extravasation of bladder at

CT scan bladder base with

in a paravesical of contrast in
. ) leakage of contrast
collection of 4.5 x paravesical )
extraperitoneally.
3.5¢cm space. [Table/Fig-4]
[Table/Fig-3] 9

[Table/Fig-1]: Patient details.

Journal of Clinical and Diagnostic Research. 2017 Feb, Vol-11(2): PRO3-PR04

Class Description

| Posterior urethra stretched but intact

Il Tear of the prostatomembranous urethra above the urogenital
diaphragm

1l Partial or complete tear of both the anterior and posterior urethra with
disruption of the urogenital diaphragm

I\ Bladder neck injury extending into the urethra

Va Injury of the bladder base with peri-urethral extravasation simulating
posterior urethra injury

V Partial or complete pure anterior urethral injury.

[Table/Fig-2]: Goldman Modification of Colapinto and McCallum classification of
urethral injury [1].
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[Table/Fig-3]: CT scan images of patient-2 showing contrast extravasation at blad-
der neck: a) Coronal view; b) Sagittal view.
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Polyglactin sutures in interrupted fashion. Ureteric reimplantation
was done in one patient who had injury involving the ureteric orifice.
A12 Fr SPC insertions were done in all patients. Intraabdominal
drain was kept.

Voiding trial was given at 4 weeks. Postoperatively, all patients were
continent and were voiding with good urine flow at mean follow up of
four years. None of the patients developed stricture at anastomotic
site or required any auxillary procedure.

DISCUSSION

Incidence of posterior urethral injuries in children is rare (0.47-4.2%)
[2] and it is commonly seen secondary to road traffic accidents.
The posterior urethral injury is rare in paediatric age group because
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[Table/Fig-4]: CT scan images of patient-3 showing contrast extravasation at blad-
der neck: a) Coronal view; b) Sagittal view.

paediatric pelvis has greater elasticity of sacroilliac joint and
symphysis pubis and greater plasticity of bone, hence greater force
of energy is required for pelvic fracture [2]. The risk of complete
bladder neck distraction injury is more common in children than in
adults. The proposed mechanism behind this could be due to the
intra-abdominal location of the bladder which is mobile and smaller,
cranially placed prostate which is fixed, which predisposes bladder
neck disruption in children.

In all these patients immediate primary urethro-vesical anastomosis
was done due to suspicion of bladder injury with extravasation on
CECT [Table/Fig-3,4]. There are two schools of thought for the
optimal management of paediatric bladder neck distraction injury:
immediate repair and delayed repair. Proponents of early repair cite
benefits of less dense stricture formation, decreased chance of
genitourinary fistulae. Also, in presence of rectal or vaginal injuries,
immediate repair is needed to prevent the infectious complications.
While proponents of delayed repair cite increased blood loss, poor
demarcation of the devitalized tissue planes, increased morbidity
due to associated soft tissue or skeletal injuries and advocate
suprapubic tube placement and delayed repair when the patient’s
general condition improves [3].

Routh JC and Husmann DA have noted that immediate repair of the
bladder neck injury decreases the incidence of acute complications
like urinary extravasation which can lead to pelvic urinoma, abscess,
osteomyelitis or necrotizing fasciitis, although, they have noted a
higher incontinence rate of upto 75% [4]. Balkan E et al., found a
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lower stricture rate of 16.6% in paediatric patients with posterior
urethral injury undergoing early repair versus a stricture rate of 37.5%
in patients who underwent delayed repair [5]. Similar to these two
studies we have found a low complication rate in paediatric bladder
neck distraction injury patients treated with immediate repair. There
can be associated ureteric injury, hence abdominal approach is
preferred. Voelzke BB et al., have advocated immediate repair for
the bladder neck injury to prevent the associated complications by
placement of a urethral catheter across the injury site with tacking
urethral sutures for tissue approximation in addition to suprapubic
tube placement in the acute setting [6]. Even in case of adult bladder
neck injuries, Mundy AR supports early repair for better outcome
and to reduce morbidity associated with the delayed repair [7]. In
our experience with bladder neck distraction injury in paediatric
patients, immediate primary repair is easier than the delayed
repair because during delayed repair, severe fibrosis with resultant
dense stricture limits the optimal reconstruction in the small calibre
paediatric urethra.

CONCLUSION

Considering the rare occurrence of paediatric bladder neck
distraction injury and paucity of literature of similar cases, we
suggest that immediate urethro-vesical anastomosis can give good
long term results in cases of paediatric bladder neck distraction

injury.
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