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An Interesting Complication After
the Transurethral Bladder Tumor Resection:

Inflated Catheter Balloon Out of the Bladder

Transiiretral Mesane Tiimorii Rezeksiyonu Sonrasi
Ilgin¢ Bir Komplikasyon:
Mesane Disinda Sisirilmis Sonda Balonu

ABSTRACT Sixty five years old male patient who has been applied transurethral resection of blad-
der tumor (TUR-BT) and has been followed with an urethral catheter for three days. After remov-
ing the catheter, he has admitted to the emergency service with acute urinary retention and
abdominal pain. After placing a 20F urethral catheter, the patient's abdominal pain has reduced
and the patient has been discharged with own request with catheter. He was admitted to the out-
patient clinic with no urine output and abdominal pain 12 hours after has discharged from the
emergency department. A vesical globe was detected in the patient despite he has an urethral
catheter. Ultrasonography (USG) revealed that the foley catheter was outside the bladder. The bal-
loon was inflated outside the bladder and it was closing the hole on the bladder wall. The catheter
balloon was evacuated and the catheter was pulled in the bladder. The conservative treatment was
planned for the patient.

Keywords: Urinary bladder neoplasms; urinary catheterization; complications

OZET Altmis bes yasinda erkek hastaya transiiretral mesane tiimérii (TUR-MT) rezeksiyonu uy-
guland: ve {i¢ giin boyunca iiretral kateter ile takip edildi. Kateteri ¢ikardiktan sonra akut idrar re-
tansiyonu ve abdominal agr1 ile acil servise bagvurdu. 20F tiretral kateter yerlestirildikten sonra
hastanin karin agris1 azaldi ve hasta kendi istegi ile sondali olarak taburcu edildi. Acil servisten ta-
burcu olduktan 12 saat sonra idrar ¢ikisi olmayisi ve abdominal agr ile poliklinige bagvurdu. Uret-
ral kateteri olmasina ragmen, fizik muayenede glob vezikale tespit edildi. Ultrasonografide (USG)
foley kateterin mesane diginda oldugu izlendi. Sonda balonu mesane diginda sisirilmis ve mesane du-
varindaki deligi kapatiyordu. Kateter balonu indirildi ve kateter mesaneye ¢ekildi. Hastaya kon-
servatif tedavi planlandi.

Anahtar Kelimeler: Mesane neoplazileri; iiriner kateterizasyon; komplikasyonlar

he bladder perforation mostly occurs secondarily to the trauma or

iatrogenically and rarely spontaneously.! When the reasons for the

iatrogenic bladder perforation are considered, 61.5% develop due to
gynecological operations, 26.2% develop due to general surgery operations
and 12.3% develop due to urologic operations. The risk of perforation is
high especially in TUR-BT among urologic operations. The bladder perfo-
ration is observed approximately at the rate of 6.5% after TUR-BT.?® Alt-
hough foley catheterization in of the bladder is a widespread and safe
operation, the bladder perforation developing due to catheterization is re-
ported in a few cases in the literature.*> We aimed to introduce an interes-

106


http://orcid.org/0000-0001-7956-0067
http://orcid.org/0000-0003-0652-7957
http://orcid.org/0000-0002-3779-740X
http://orcid.org/0000-0002-3569-4300
http://orcid.org/0000-0003-3429-8610
http://orcid.org/0000-0002-0187-2156

Erhan DEMIRELLI et al.

J Reconstr Urol 2018;8(3):106-9

ting presentation of the bladder perforation due to
the foley catheterization after TUR-BT in this case.

CASE REPORT

The case is a 56-year old male patient. TUR-BT was
performed due to the bladder tumor in December
2015. The pathology of the patient was reported as
a high grade T1 transitional epithelium cellular
bladder tumor. Then, second TUR-BT was applied
to the patient in January 2016. After second TUR-
BT, intravesical bacillus Calmette-Guérin (BCG)
induction treatment was administered to the pati-
ent once a week during 6 weeks. The control
cystoscopy was applied to the patient 15 days after
the intravesical BCG treatment and suspected areas
were resected. The patient has been fallowed with
the catheter for three days and he was discharged
from hospital by removing the catheter. On the day
of discharge, the patient applied to the emergency
service of the same clinic with the complaints of
unable to urinate and abdominal pain. The ureth-
ral foley catheter was placed in the patient and rou-
tine blood tests were requested. Although the
patient’s creatinine value was measured as 2.04
mg/dl, he left the emergency service voluntarily
with the catheter when his pain was relieved.
Then, the patient applied to our polyclinic with the
complaints of widespread abdominal pain and anu-
ria for 12 hours. Widespread sensitivity in the ab-
domen and a vesical globe were identified during
the physical examination of the patient. The vesi-
cal globe was observed in the bladder in ultraso-
nography (USG) applied to the patient. It was seen
that the foley catheter was out of the bladder and
the balloon was inflated out of the bladder (Figure
1). There was approximately 50-mm liquid collec-
tion in the perivesical area. Then, the catheter bal-
loon was deflated accompanied by USG and the
catheter was pulled in the bladder carefully. And
then the catheter balloon was reinflated in the
bladder. At this stage, 700 cc of urine was drained
from the catheter. A significant improvement was
observed in the complaints of the patient after
urine drainage. Moreover, it was determined in the
physical examination that the sensitivity in the ab-
domen almost completely disappear. Since the cli-
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nic of the patient recovered dramatically, the con-
servative treatment was planned for the patient.
The creatinine value decreased to 1,6 mg/dl on the
day following the placement of the catheter in the
bladder. It was seen in the USG conducted on the
3™ day after the procedure that perivesical liquid
completely disappeared. The creatinine value dec-
reased to 0,93 mg/dl. The catheter was removed
when it was seen that there was no extravasation in
the cystography on the 10% day (Figure 2).

The manuscript was written after the patient’s
written approval.

DISCUSSION

The bladder perforation occurs mostly traumati-
cally or iatrogenically and rarely spontaneously.
When the reasons for iatrogenic bladder perfora-
tion are considered, 61.5% develop due to gyneco-
logical operations, 26.2% develop due to general
surgery operations and 12.3% develop due to uro-
logic operations. The risk of perforation is high es-
pecially in the TUR-BT in the transurethral
operations among urologic operations. The bladder
perforation may be observed approximately at the
rate of 6.5% after TUR-BT. The perforations that
develop due to TUR-BT are mostly diagnosed du-
ring operation.”® The perforation in this case also
occurred after TUR-BT. However, the fact that no
perforation finding was noted during the operation
and the actual suggestive findings of the perfora-
tion occurred after TUR-BT make us consider that

FIGURE 1: Inflated catheter balloon outside the bladder.
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FIGURE 2: Cystography image taken after conservative treatment.

the bladder perforation has developed due to foley
catheterization after the discharge.

The bladder perforation can be intraperitoneal
or extraperitoneal. While the main symptom of the
bladder perforation is macroscopic hematuria, non-
specific symptoms such as peritonitis symptoms re-
lated to the peritoneal extravasated urine, uremia,
acidosis and hypervolemia symptoms because of
the extravasated urine reabsorption are observed.
Therefore, usually, there are delays in the diagno-
sis and treatment.®” The fact that the patient had
urine retention and the foley catheter balloon was
inflated out of the bladder in USG, prevented the
delays in the diagnosis in our case. The first creati-
nine value was measured as 2.04 mg/dl in our case.
However, the facts that urine extravasation out of
the bladder was not high, the patient had urine re-
tention and the creatinine value decreased drama-
tically after the urine drainage support the
hypothesis that the reason for the increase of crea-
tinine is a postrenal renal failure that developed de-
pending on urine retention.

The presence of urine in the bladder does not
always exclude the bladder perforation. Although
the patient was admitted to the polyclinic with the
complaints of abdominal pain and urine retention
in our case, a vesical globe was identified in the
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physical examination. Although it was determined
in the USG that the bladder was perforated, it was
identified that the patient had urine retention. We
consider that this retention is related to the fact
that the catheter balloon was inflated out of the
bladder and the catheter balloon closed the perfo-
ration in the bladder wall mechanically.

The bladder perforation that develops depen-
ding on the catheterization is rarely encountered
in the literature. It is reported in the literature that
the bladder perforation related to the catheter is
observed in the patients to whom short-term repe-
titive catheterization is applied, applying clean in-
termittent catheterization (CIC) and having a
long-term indwelling catheter or during urodyna-
mics. Erosion caused by the catheter in the bladder
wall is accepted as a preliminary factor in the pati-
ents with the long-term indwelling catheter. Mo-
reover, the bladder tumor itself, thinning in the
wall after the bladder surgery, pelvic radiation the-
rapy, inflammation in the bladder wall and blad-
der outlet obstruction are accepted as predisposing
factors for the bladder rupture by creating damage
in the bladder wall.®312

It is reported in the literature that catheters
made from hard materials such as silicon cause
bladder perforation. Since especially the increase
in the diameter will increase the hardness of the
catheter, this risk is higher in thick catheters. Vaid-
yanathan et al. reported a bladder perforation case
that developed after the placement of a 22F silicon
catheter. In this case, they accepted the bladder wall
inflammation related to multiple sclerosis and a hard
22F silicon catheter as preliminary factors for the
perforation.'® Furthermore, although the catheter
placed in our case was an 18F soft rubber catheter,
we consider that the bladder wall perforation was
caused by the bladder wall thinning after TUR-BT.

Computed tomography (CT) and retrograde
cystography are the main imaging methods in the
bladder perforation.' Since the catheter was ob-
served out of the bladder in USG in our case, the
diagnosis of the bladder perforation was directly
made, and CT or retrograde cystography was not
considered necessary.
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Although there are those who support emer-
gency laparotomy in the treatment of the bladder
perforation, there are also authors who support that
the conservative treatment must be applied prima-
rily.>!> While especially retroperitoneal perforati-
ons are mostly treated conservatively, a surgical
operation is mostly needed in intraperitoneal per-
forations."® Moreover, there are those who prefer
the conservative approach in the intraperitoneal
perforation. People supporting the conservative
approach usually report the fact that a dramatical
improvement occurs after the urine drainage in the
patient is a supported finding in terms of the con-
servative approach.!"!? The catheter balloon which
was inflated out of the bladder in our case was def-
lated by USG vision and reinflated after it was pla-
ced in the bladder. A significant improvement was
observed in the complaints of the patient after
urine drainage. Moreover, it was identified in the
physical examination that severe sensitivity in the
abdomen decreased. Therefore, we applied the
conservative treatment to the patient.
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