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Urinary Bladder Injury During Colonoscopy Without Colon

Perforation
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by an omentopexy.
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We report a case of urinary bladder perforation during colonoscopy. A 67-year-old female, who had undergone a transab-
dominal hysterectomy for uterine myomas 15 years ago, visited the emergency department with complaint of abdominal
pain after a screening colonoscopy. Laparoscopic examination revealed severe adhesion between the sigmoid colon and
the urinary bladder. The urinary bladder wall was weakened, and several perforation sites were found. The surgery was
converted to a laparotomy. After a thorough examination, we performed primary repair for the perforation sites, followed

INTRODUCTION

Because of the increasing incidence of colon cancer, screening
colonoscopy is recommended for people above 50 years of age.
Therefore, the frequency of performing colonoscopies is rising.
Although the complication rate after colonoscopy is relatively low,
complications are being increasingly encountered due to the in-
creased number of examinations. Well-known complications of
colonoscopy that have been reported include hemorrhage after a
polypectomy and colon perforation [1]. Less common complica-
tions, such as intra-abdominal hemorrhage and small intestine
perforation, can also occur [2-6]. However, urinary bladder injury
has rarely been reported. Here, we report a case of urinary blad-
der perforation during colonoscopy.

CASE REPORT

A 67-year-old female, who had undergone a transabdominal hys-
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terectomy for uterine myomas 15 years earlier, but had no history
of colon or urinary bladder disease, presented to the emergency
department with a complaint of abdominal pain that had lasted
for more than 3 hours after a screening colonoscopy. She showed
stable vital signs without fever. She complained of mild abdominal
pain in the left upper quadrant, periumbilical area, and lower ab-
domen, all of which began after the colonoscopy. Mild tenderness
and rebound tenderness was checked on the left abdomen. Labo-
ratory data showed normal leukocyte count and normal C-reac-
tive protein level. Abdomino-pelvic computed tomography re-
vealed a collapsed rectosigmoid colon with concentric wall thick-
ening and surrounding fatty strands with a scanty amount of fluid
collection. Small amounts of ascites existed diffusely along the
subphrenic space extending to the pelvic cavity. However, no evi-
dence of intraabdominal free gas was found (Fig. 1).

The patient was initially managed by using conservative treat-
ment. However, she complained of worsening abdominal pain
with growing tenderness upon physical examination. In addition,
her leukocyte count was elevated. Therefore, we decided to per-
form an emergency operation. Laparoscopic examination showed
that the greater omentum was adhered to the previous incision
site and that dark brownish fluid was loculated in the left abdo-
men. Severe adhesion was found between the sigmoid colon and
the urinary bladder. The urinary bladder wall was thin and weak-
ened and had several perforation sites (Fig. 2). After urinary blad-
der perforation had been diagnosed, the surgery was converted to
a laparotomy. The sigmoid colon was dissected from the urinary
bladder. The Foley catheter was visible through the urinary blad-
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Fig. 1. Abdominal computed tomography scan shows concentric
wall thickening of the rectosigmoid colon with surrounding fatty
stranding and scanty amount of fluid.

Fig. 2. Laparoscopic findings. Severe adhesion was found between
the sigmoid colon and the urinary bladder. The urinary bladder wall
in which several perforation sites were found was thin and weakened.

der perforation site (Fig. 3). No evidence of any other injuries, in-
cluding colon injury, was found in the abdominal cavity. After
thorough examination, we performed primary repair of the per-
foration sites by using one-layer, interrupt suturing with Vicryl
3-0. An omentopexy was added using the greater omentum. After
surgery, the Foley catheter was maintained in place for 12 days.
On the 12th postoperative day, a cystogram was performed to
check for urinary leakage, after which the Foley catheter was re-
moved. After removal of the Foley catheter, the patient was able to
urinate smoothly and was discharged in a healthy state.
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Fig. 3. Operative findings: The Foley catheter was visible through the
urinary bladder perforation site after the sigmoid colon had been dis-
sected from the urinary bladder.

DISCUSSION

The most common complications after colonoscopy are colon
perforation and bleeding [1]. When a patient complains of ab-
dominal pain after colonoscopy, colon perforation is the first
cause to be considered. The vital signs of the patient should be
checked first, followed by a physical examination. A blood test,
simple X-ray, and computed tomography are also needed to rule
out a perforation. If the patient’s condition is stable without a visi-
ble pneumoperitoneum on computed tomography, conservative
treatment can be considered. If the patient’s condition deterio-
rates, an emergency operation is needed [7].

Less common complications after colonoscopy include small in-
testine perforation, spleen laceration, and ovary rupture. Patients
who have a history of abdominal surgery can suffer from an un-
common organ injury after colonoscopy. Abnormal adhesions of
abdominal organs may exist due to previous surgery or other un-
derlying diseases.

In this case, the patient developed abdominal pain 3 hours after
screening colonoscopy. Because the symptoms occurred after
colonoscopy and no damage to any abdominal organs except the
urinary bladder was suspected, the urinary bladder injury was
thought to have been caused by the colonoscopy. The mechanism
for the urinary bladder injury during colonoscopy can be ex-
plained in the following way. The patients urinary bladder wall
was weakened by a previous transabdominal hysterectomy and
adhesion existed between the urinary bladder and the sigmoid
colon immediately after the loop of the sigmoid colon. The colo-
noscope can be presumed to have pushed the loop of the sigmoid
colon upwards along with the urinary bladder and to have torn
the weakened part of the urinary bladder wall. Several attempts to
insert the colonoscope is thought to have caused several perfora-
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tions in the weakened urinary bladder wall.

In conclusion, when a patient shows abdominal pain after colo-
noscopy, a urinary bladder injury is not the first diagnosis to con-
sider. Instead, colon perforation should generally be the initial di-
agnosis. Therefore, diagnostic tests should focus on colon perfo-
ration. Moreover, this case report suggests that colonoscopy can
cause injuries to uncommon organs in patients who have a his-
tory of abdominal surgery without colon injury.
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