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Abstract
Introduction: To evaluate results of treatment from our preliminary 
experience of laparoscopic repair for intraperitoneal bladder rupture. 
Materials and Methods: 31 patients with traumatic intraperitoneal bladder 
rupture admitted to Da Nang Hospital from 1/2017 to 5/2020.  
Results: 31 patients with average ages (mean ± standard deviation) were 
35.3 ± 9.0 years old. Operation time (mean ± standard deviation) was 67.5 
± 25.5 minutes. Hospital stay (mean ± standard deviation) was 9.5 ± 0.7 
days. No intra- or postoperative complications were noted. The successful 
rate was 100%. Suprapubic cystostomy was placed in (mean ± standard 
deviation) 8.5 ± 0.7 days
Conclusion: Laparoscopic repair of traumatic bladder rupture should 
be performed in hemodynamically stable patients without associated 
concurrent injuries. 
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Introduction
Blunt hypogastric trauma is the most common 

cause of bladder rupture. This condition is rarely 
isolated but usually associated with non-neuro-
organ injuries in more than 90% of cases. 83 to 95% 
of bladder ruptures is related to pelvic fracture [4]. 
Sudden increase in intravesical pressure of a full 
bladder by either a direct or an indirect force 
against hypogastric region could lead to rupture of 
the bladder even without pelvic fracture. Clinical 
manifestations include macrohematuria, abdominal 
pain and unable to urinate. Intraperitoneal bladder 
rupture (IBR) should be surgically explored and 
repaired immediately, hence the condition cannot 

heal spontaneously and could result in urinary 
peritonitis. Laparoscopic repair of IBR resulting 
from traumatic etiology is well known as safe and 
efficient in specific cases. According to European 
Association of Urology (EAU) Guidelines, this 
procedure is recommended without other organ 
damage in the abdomen [7]. 

With the advancement of laparoscopy and 
endourology, laparoscopic bladder closure has 
been described in the literature past decades. 
Studies showed that this was less invasive 
and efficient approach, as well as could be an 
alternative for open surgery with sufficiently 
exploratory ability.
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In 1994, Parra  firstly  reported  good results 
of this technique [10]. In Vietnam, Tri Dung Doan 
described the first case in 2003. Following, Le 
Linh Phuong Tran has reported series of 22 cases 
in 2009 [1]. Since then, there has not been any 
in-depth and complete research work, but just the 
clinical case report.

At Da Nang hospital, laparoscopic repair of IBR  
that we have widely performed in recent years. 
For improving the quality of treatment for patients 
with IBR, we conducted this study with the aim of 
evaluating the surgical results and our experience 
through management of simple bladder rupture by 
laparoscopic surgery in our department.  

Subjects and methods
This is a retrospective study on 31 patients who 

were diagnosed with IBR and treated surgically 
at Da Nang hospital in the period from 1/2017 to 
5/2020.

Inclusion criteria
Patients were diagnosed with IBR by history 

investigation, physical examination, diagnostic 
imaging measures such as CT cystography, with or 
without cystoscopy, and underwent laparoscopic 
bladder repair.

Those who might have multi-injuries (for 
example, pelvic fracture, extremity bone fractures, 
head trauma) but without any intraabdominal
 organ injuries.

Those who were hemodynamically stable.
Exclusion criteria
Those who were in unstable hemodynamic status.
Severe sepsis or peritonitis.
Contraindications for general anesthesia.
Previous abdominal surgeries.
We collected demographic characteristics (age, 

gender, …), clinical information (etiology, clinical 
manifestation, time from accident to operation room, …), 
blood tests and diagnostic imaging modalities.

We described and evaluated based on surgical 
approach, site and size of the rupture, operation time, 

drainage time, hospital stay, and early complications 
(sepsis, hemorrhage).

Results
From 1/2017 to 5/2020, 31 patients who were 

admitted to Da Nang hospital and diagnosed with 
IBR met with inclusion criteria. All were male with 
ages mean (mean ± standard deviation) were 35.3 
± 9.0 (minimum was 19, maximum was 54), 64.5% 
live in the city.

Road traffic accident was the most common 
etiology (87.1% of cases), domestic accident caused 
12.9% of cases (Table 1). Direct force was noted in 
all patients.

Table 1. Etiology

Etiology Number of cases Proportion (%)

Road traffic accident 27 87.1

Domestic accident 4 12.9

Total 31 100

Clinical manifestation
27 patients (87.1%) complaint of abdominal 

pain; of which, 8 (25.8%) had pain only in 
hypogastric region and 19 (61.3%) had pain all 
over the abdomen. 28 (90.3%) were unable to 
urinate immediately after trauma and 3 did could 
not urinate afterwards.

Most of the cases (96.7%) had rupture at 
the dome of the bladder. 19 (61.3%) had linear 
rupture, 3 (9.3%) had V-shaped rupture, and 
9 (29%) had complicated rupture (Z-shaped, 
T-shaped, Y-shaped, or branches). Length of the 
rupture was 4.7 ± 1.7cm, maximum was 8cm and 
minimum was 2cm. 51.6% had small bleeding 
on the edge of the tear, 4 (12.9%) was bleeding 
strongly to a ray.
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Figure 1. IBR on retrograde cystogram (a) and CT scan (b)

Time from accident to operation room was less 
than 6 hours in 25 cases (80.6%), 6 to less than 
24 hours in 4 cases (12.9%), and over 24 hours 
in 2 (6.5%) which were required cystoscopy and 
laparoscopic exploration.

The first 10mm trocar was placed following 

Hasson’s technique and 2 more trocars on the left 
abdominal wall. In most of the patients, we performed 
one layer running closure with Polyglactin (Vicryl) 
suture. Minimum operation time 45 min, maximum 
was 145 min, and mean ± standard deviation was 
67.5 ± 25.5 min.

Figure 2. Trocar positions and intraoperation images of IBR : a, rupture at the dome of the bladder; b, balloon of Foley catheter; c, Closure
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At the end of the operation, a drain was placed 
in Douglas area along with cystostomy via 22Fr 
Foley catheter. The drain was removed between 1 
to 3 days later, mean ± standard deviation was 1.5 ± 
0.6 days. Urinary catheter was removed on the first 
day following surgery. Cystostomy was removed 
between 8 to 10 days, mean ± standard deviation 
was 8.5 ±0.7 days. No peri-operative mortality as 
well as post-operative sepsis or hemorrhage was 
noted. Hospital stay varied between 8 to 11 days, 
mean ± standard deviation was 9.5 ± 0.7 days.

Discussion
Blunt bladder rupture is about 1.5% of all blunt 

trauma. Most of them are associated with pelvic 
fracture (80%), meanwhile, approximately 6% of 
pelvic fractures are along with bladder rupture [8]. 
Traffic accidents are the most common cause (90%), 
followed by falling, pelvic facture, and being hit on 
abdomen. IBR is caused by direct force to abdomen 
when the bladder is full and it is not likely to relate 
to severe damages compared to extraperitoneal 
rupture. The dome of the bladder is the most 
vulnerable and mobile part, therefore, is most likely 
to be teared.

The most popular sign of bladder rupture 
was visible hematuria, there are usually signs 
of pelvic fracture and abdominal retention. In 
conscious patients, unable to urinate , abdominal 
pain or suprapubic discomfort are common chief 
of complains. No specific tests are available, 
electrolyte disorders and renal dysfunction might 
present. However, these are often found on late 
stage of bladder rupture.

Whenever bladder rupture is suspected, further 
tests should be performed. Urinary catheterization 
would reveal macrohematuria in cases that blood in 
the meatus is absent due to possible urethral trauma. 
CT scan might be the imaging modality of choice 
with the advantage of assessment intraabdominal 
organs and pelvic bones. Sensitivity of CT scan 
is 83% [8]. Standard criterion for diagnosing IBR 

is retrograde cystography especially in urinating 
phase [5]. Quangliano et al studied cystography 
and CT cystography and found the sensitivity and 
specificity were unsignificant difference. They 
suggested that CT cystography should be done as a 
part of general abdomen CT scanning in suspension 
of bladder rupture. 

Intraperitoneal bladder rupture requires emergent 
surgery because of leading to peritonitis risk and 
being less likely to heal by itself [11]. However, in 
certain situations, initial conservation is adequate. 
Osman et al described case series of 4 pediatric 
patients diagnosed with IBR who underwent urinary 
conversion successfully. Bladder closure could be 
performed by one or two layers with absorbable 
sutures. Urinary conversion could be done via 
urinary catheterization or suprapubic cystostomy. In 
stable, uncomplicated bladder rupture, laparoscopic 
repair should be the choice [7], [9].

Cystoscopy prior to laparoscopy could help in not 
clear conditions. 2 cases in our series had indistinct 
cystograms at the beginning; consequently, when 
clinical manifestation was more obvious, they had 
cystoscopy and laparoscopic exploration over 24 
hours after admission.

Historically, standard management was open 
bladder closure because of other intraabdominal 
organ injuries. Laparoscopic bladder repair has 
many advantages including short hospital stay, less 
postoperative analgesics requirement, cosmetic and 
cost-effectiveness. It also provides sufficient view 
of the tear and intravesical mucosa also. 

Nasogastric tube insertion, general anesthesia 
and Trendelenburg position were done before 
placing the first trocar. The next 2 trocar position 
varies between surgeons and institutions. We 
placed the first umbilicam trocar site with the 
diameter of 10m.The 2nd and 3rd trocar (5 mm) 
were placed in the left pelvic fossa and the left 
rectal abdominal muscle (umbilical level).The 
placement of the 2nd and 3 rd trocars can be 
flexible depending the location and serious level 
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of the bladder lesion. Comparing with the national 
and international colleagues (Table 2), our trocar 
placement is different. According to the EAU 
Guidelines, one or two suturing layer depends on 
surgeon experience; however, bladder closure 
by absorbable suture with 2 layers shows most 
safety [7]. The closure then should be checked for 
leakage by filling the bladder with 200 to 300 mL 
normal saline.

To our knowledge, laparoscopic repair of IBR 
reported are case studies. Parra was the first who 

described the procedure in 1994 with etiology 
included traumatic or iatrogenic causes. Wirth 
reported one case requiring open surgery because 
of intestine injury was found on laparoscopic 
exploration. Cystoscopy is not always necessary 
as long as bladder neck is adequately assessed. 
Volpe suggested urinary conversion via either 
urinary catheterization or cystostomy had good 
outcome [1]. In our study, removal of urinary 
catheter on the day following operation in order to 
avoid urethral stricture.

Table 2. Literature review of laparoscopy to repaire bladder rupture

Author n Trocars 
positions

Length of the 
rupture (cm)

Type of 
the urinary 
catheter/ time 
to remove 
(day)

Hospital 
stay (day)

Type of the 
suture/ Material

Complication

Wirth et al.
[12]

5 N/A N/A N/A N/A N/A 01 patient with 
bowel injury 
(conversion to 
open surgery)

Kim et al.
[6]

6 2 sides 
suprapubics

6,4 Bladder 
catheter/ 5 
days

5 One layer 
continuous suture/ 
polyglactin 3-0

No

Golab et al.

[3]

4 2 sides 
suprapubic

0,5 – 1,5 Bladder 
catheter/ 7 
days

3 - 5 One layer 
interrupted suture/ 
polyglactin 3-0

No

Cottam et al.
[2]

1 N/A 4 N/A 2 Two layers/ N/A No

Parra et al.
[10]

1 N/A 1 – 1,5 Bladder 
catheter/7 
days

1 Two layers 
continous suture/ 
polyglycolic acid

No

Tran Le Linh 
Phuong et 
al. [1]

22 2 sides 
suprapubics

1,5 – 10 Bladder 
catheter/ 8,7 
days

7,3 1/2 one layer, 
15/22 interrupted 
suture / 86,4% 
polyglactin 3-0

01 conversion 
to open 
surgery

Our series 31 2 trocars  in 
the suprapubic 
left

2 -8 Suprapubic 
catheter/ 8,5 
days

9,5 One layer 
continous suture/  
polyglactin1

No



Evaluation of laparoscopic repair for intraperitoneal bladder rupture at Da Nang Hospital Cao Van Tri et al

Vietnam Journal Of Endolaparoscopic Surgery (2021) No (1) - Vol (11) 81 - 8686

It is important to address that laparoscopic bladder 
repair should only be performed in uncomplicated 
and hemodynamically stable conditions. 

In summary, laparoscopic repair of IBR is 
a feasible approach in careful selection cases. 
Uncomplication, trigone area intact are safety 
factors for laparoscopic suturing. Benefits of the 
procedure are short hospital stay, less pain, short 
recovery period, and cosmetic.

Conclusion
Laparoscopic repair of IBR should be considered 

as an alternative to open surgery. We hereby showed 
that this procedure is safe, effective and should be 
applied more frequent in selected patients.
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quang trung bình 8,5 ± 0,7 ngaøy. 
Keát luaän: Phaãu thuaät noäi soi khaâu vôõ baøng quang trong phuùc maïc laø phaãu 
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Ñaët vaán ñeà
Nguyeân nhaân phoå bieán nhaát cuûa vôõ baøng quang 

laø chaán thöông kín vuøng buïng döôùi. Nhöõng toån 
thöông naøy hieám khi ñôn ñoäc maø ñi keøm vôùi caùc 
toån thöông cô quan khaùc khoâng lieân quan ñeán thaàn 
kinh > 90% tröôøng hôïp. Phoå bieán nhaát laø gaõy xöông 
chaäu trong 83 – 95% tröôøng hôïp [4]. Taêng aùp löïc ñoät 
ngoät khi baøng quang ñaày vôùi taùc ñoäng tröïc tieáp hoaëc 
giaùn tieáp vaøo vuøng buïng döôùi gaây vôõ baøng quang 
trong phuùc maïc coù theå khoâng keøm theo chaán thöông 
khung chaäu. Daáu hieän laâm saøng cuûa vôõ baøng quang 
goàm tieåu maùu ñaïi theå, ñau buïng vaø khoâng tieåu ñöôïc. 
Vôõ baøng quang trong phuùc maïc neân ñöôïc phaãu thuaät 
thaùm saùt vaø söûa chöõa toån thöông ngay, vì chuùng 
khoâng theå töï laønh vaø daãn ñeán vieâm phuùc maïc nöôùc 
tieåu. Phaãu thuaät noäi soi khaâu vôõ baøng quang trong 

phuùc maïc do chaán thöông laø moät kó thuaät ñaõ ñöôïc 
chöùng minh, an toaøn, hieäu quaû trong ñieàu kieän thích 
hôïp. Theo höôùng daãn cuûa hoäi tieát nieäu thaän hoïc 
Chaâu AÂu veà chaán thöông heä tieát nieäu, phaãu thuaät 
noäi soi khaâu vôõ baøng quang trong phuùc maïc ñöôïc 
khuyeán caùo neáu khoâng keøm caùc toån thöông cô quan 
khaùc trong oå buïng [7].

Vôùi ñaø phaùt trieån cuûa phaãu thuaät noäi soi noùi 
chung vaø phaãu thuaät noäi soi tieát nieäu noùi rieâng, 
khaâu baøng quang vôõ qua noäi soi oå buïng ñöôïc caùc 
taùc giaû baùo caùo trong nhöõng thaäp kæ gaàn ñaây. Nhieàu 
baùo caùo ñaõ khaúng ñònh khaâu baøng quang qua noäi 
soi oå buïng coù hieäu quaû toát, coù theå thay theá moå môû 
maø khoâng boû soùt toån thöông caùc taïng khaùc trong oå 
buïng, ñoàng thôøi ñaây cuõng laø moät kyõ thuaät ít xaâm haïi 
cho ngöôøi beänh.
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Treân theá giôùi, Parra (1994) laàn ñaàu tieân moâ taû 
phaãu thuaät noäi soi khaâu baøng quang cho keát quaû khaû 
quan [10]. Taïi Vieät Nam, Ñoaøn Trí Duõng (2003) 
baùo caùo tröôøng hôïp ñaàu tieân, Traàn Leâ Linh Phöông 
(2009) moâ taû 22 tröôøng hôïp khaâu baøng quang bò vôõ 
trong phuùc maïc qua noäi soi [1]. Töø ñoù ñeán nay, chöa 
coù moät coâng trình naøo nghieân cöùu saâu vaø ñaày ñuû maø 
chæ döøng laïi laø baùo caùo tröôøng hôïp laâm saøng.

Taïi Beänh vieän Ñaø Naüng, phaãu thuaät noäi soi oå 
buïng khaâu vôõ baøng quang trong phuùc maïc laø moät kó 
thuaät trong phaãu thuaät nieäu khoa ñaõ ñöôïc chuùng toâi 
söû duïng roäng raõi trong nhieàu naêm trôû laïi ñaây. Nhaèm 
naâng cao chaát löôïng ñieàu trò cho ngöôøi beänh vôõ baøng 
quang, chuùng toâi tieán haønh ñeà taøi naøy nhaèm muïc 
tieâu ñaùnh giaù keát quaû phaãu thuaät vaø kinh nghieäm cuûa 
chuùng toâi qua khaâu vôõ baøng quang ñôn thuaàn baèng 
phaãu thuaät noäi soi taïi cô sôû cuûa chuùng toâi.

Ñoái töôïng vaø phöông phaùp nghieân cöùu
Nghieân cöùu hoài cöùu 31 ngöôøi beänh bò vôõ baøng 

quang trong phuùc maïc ñöôïc chaån ñoaùn vaø ñieàu trò taïi 
Beänh vieän Ñaø Naüng töø thaùng 1/2017 ñeán thaùng 5/2020. 
Tieâu chuaån choïn beänh laø taát caû ngöôøi beänh nhaäp vieän 
coù vôõ baøng quang trong phuùc maïc ñôn thuaàn ñöôïc 
chaån ñoaùn baèng laâm saøng, khai thaùc beänh söû, chuïp 
baøng quang caét lôùp vi tính (CT cystography), coù hay 
khoâng coù keøm soi baøng quang vaø ñöôïc phaãu thuaät noäi 
soi oå buïng khaâu vôõ baøng quang. Caùc ngöôøi beänh naøy 
coù theå ôû trong beänh caûnh ña chaán thöông (gaõy khung 
chaäu, xöông chi, chaán thöông soï  naõo…) nhöng khoâng 
keøm caùc thöông toån taïng khaùc trong oå buïng, coù huyeát 
ñoäng oån ñònh. Tieâu chuaån loaïi tröø bao goàm: nhöõng 
ngöôøi beänh coù roái loaïn huyeát ñoäng, choáng chæ ñònh 
cuûa gaây meâ, vieâm phuùc maïc hay nhieãm khuaån huyeát, 
tieàn caên phaãu thuaät vuøng buïng, tình traïng huyeát ñoäng 
khoâng oån ñònh sau hoài söùc tích cöïc.

Caùc döõ lieäu nghieân cöùu bao goàm: Nghieân cöùu ñaëc 
ñieåm chung (tuoåi, ñòa dö,…), caùc ñaëc ñieåm laâm saøng 
cuûa vôõ baøng quang trong phuùc maïc (nguyeân nhaân 
chaán thöông, trieäu chöùng laâm saøng luùc khaùm beänh, 
thôøi gian töø khi chaán thöông ñeán luùc phaãu thuaät), 
ñaëc ñieåm caän laâm saøng (coâng thöùc maùu, sinh hoùa 
maùu, chaån ñoaùn hình aûnh (sieâu aâm, chuïp caét lôùp vi 

tính (CT scan), chuïp baøng quang thoâng thöôøng hoaëc 
baèng CT, ...). 

Keát quaû cuûa nghieân cöùu laø phöông phaùp phaãu 
thuaät, vò trí toån thöông baøng quang, kích thöôùc ñöôøng 
raùch, thôøi gian phaãu thuaät, thôøi gian ruùt thoâng daãn löu oå 
buïng, daãn löu baøng quang, thôøi gian naèm vieän, caùc bieán 
chöùng sôùm cuûa phaãu thuaät (nhieãm khuaån, chaûy maùu). 

Keát quaû nghieân cöùu
Moät soá ñaëc ñieåm chung: Töø thaùng 1/2017 ñeán 

thaùng 5/2020 coù 31 ngöôøi beänh bò vôõ baøng quang 
trong phuùc maïc ñöôïc chaån ñoaùn vaø ñieàu trò taïi Beänh 
vieän Ñaø Naüng thoûa maõn caùc tieâu chuaån choïn maãu, ñoä 
tuoåi trung bình cuûa caùc ngöôøi beänh laø 35,3 ± 9,0 tuoåi 
(nhoû nhaát 19 tuoåi, lôùn nhaát 54 tuoåi), taát caû ngöôøi beänh 
laø nam; 64,5% soá ngöôøi beänh soáng ôû thaønh phoá.

Veà nguyeân nhaân chaán thöông, tai naïn giao thoâng 
chieám tæ leä cao nhaát 87,1%, tai naïn sinh hoaït 12,9% 
(Baûng 1), trong ñoù, cô cheá chaán thöông tröïc tieáp 
chieám 100%.

Baûng 1. Nguyeân nhaân chaán thöông

Nguyeân nhaân chaán thöông Soá beänh nhaân Tyû leä (%)

Tai naïn giao thoâng 27 87,1

Tai naïn sinh hoaït 4 12,9

Toång 31 100

Veà ñaëc ñieåm laâm saøng, coù 27 tröôøng hôïp (87,1%) 
coù trieäu chöùng ñau buïng, trong ñoù coù 8 tröôøng hôïp 
(25,8%) chæ ñau vuøng haï vò vaø 19 tröôøng hôïp (61,3%) 
ñau khaép oå buïng. Coù 28 tröôøng hôïp (90,3%) khoâng 
tieåu ñöôïc sau chaán thöông, 03 tröôøng hôïp coøn laïi luùc 
ñaàu ñi tieåu ñöôïc nhöng sau ñoù bí tieåu (9,7%).

Ña soá tröôøng hôïp (96,7%) baøng quang raùch ôû 
vuøng choùp. Coù 19 tröôøng hôïp (61,3%) ñöôøng raùch 
thaúng, 3 tröôøng hôïp (9,7%) veát raùch hình chöõ V, coù 
9 tröôøng hôïp (29,0%) sang thöông phöùc taïp (veát raùch 
hình chöõ Z, chöõ T, chöõ Y, chaân chim). Chieàu daøi veát 
raùch töø 4,7 ± 1,7 cm, trong ñoù veát raùch daøi nhaát laø 8 
cm, ngaén nhaát laø 2 cm. Coù 51,6% tröôøng hôïp ñang 
chaûy maùu ræ raû taïi meùp veát raùch, coù 4 tröôøng hôïp 
(12,9%) maùu phun maïnh thaønh tia.
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Hình 1. Vôõ baøng quang trong phuùc maïc treân phim chuïp baøng quang ngöôïc doøng thoâng thöôøng (a) vaø CT (b)

Thôøi gian töø luùc chaán thöông ñeán luùc can thieäp 
phaãu thuaät: 25 tröôøng hôïp moå tröôùc 6 giôø (80,6%), 
4 tröôøng hôïp (12,9%) moå töø 6 – 24 giôø vaø 2 tröôøng 
hôïp (6,5%) ñöôïc moå sau 24 giôø (caàn soi baøng quang 
vaø noäi soi oå buïng chaån ñoaùn).

Chuùng toâi söû duïng trocar roán (10 mm) baèng 

phöông phaùp môû Hasson, 2 trocars (5mm) ôû cuøng 
beân thaønh buïng traùi. Haàu heát caùc tröôøng hôïp chuùng 
toâi khaâu moät lôùp baèng chæ Polyglactin (Vicryl 1) 
muõi khaâu lieân tuïc. Thôøi gian moå ngaén nhaát laø 45 
phuùt, daøi nhaát laø 145 phuùt, trung bình laø 67,5 ± 
25,5 phuùt.

Hình 2. Vò trí caùc trocars vaø view noäi soi cuûa moät tröôøng hôïp vôõ baøng quang trong phuùc maïc: a, ñöôøng raùch ôû dome baøng quang;

b, boùng catheter qua veát raùch; c, ñöôøng khaâu keát thuùc

a b
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Sau moå, chuùng toâi ñaët moät daãn löu ôû Douglas vaø 
moät daãn löu baøng quang treân xöông mu sonde Foley 22 
Fr. Daãn löu oå buïng ñöôïc ruùt sôùm nhaát laø 01 ngaøy, chaäm 
nhaát laø 03 ngaøy, trung bình laø 1,5 ± 0,6 ngaøy. Thoâng 
nieäu ñaïo ñöôïc ruùt vaøo ngaøy ñaàu tieân sau moå; daãn löu 
baøng quang ñöôïc ruùt sôùm nhaát laø 8 ngaøy sau moå, treã 
nhaát laø 10 ngaøy, thôøi gian trung bình laø 8,5 ± 0,7 ngaøy. 
Khoâng coù ngöôøi beänh naøo töû vong trong thôøi gian chu 
phaãu. Khoâng tröôøng hôïp naøo chaûy maùu, nhieãm khuaån 
sau moå. Thôøi gian naèm vieän ngaén nhaát laø 08 ngaøy, 
nhieàu nhaát laø 11 ngaøy, trung bình laø 9,5 ± 0,7 ngaøy.

Baøn luaän
Chaán thöông baøng quang chæ xaûy ra khoaûng 

1,5% cuûa taát caû chaán thöông kín. Haàu heát caùc chaán 
thöông naøy xaûy ra ñoàng thôøi vôùi chaán thöông khung 
chaäu (80%), trong khi khoaûng 6% ngöôøi beänh chaán 
thöông khung chaäu coù chaán thöông baøng quang [8]. 
Tai naïn xe laø nguyeân nhaân phoå bieán nhaát (90%), sau 
ñoù laø teù ngaõ, chaán thöông coâng nghieäp/ chaán thöông 
khung chaäu vaø caùc cuù ñaùnh khaùc vaøo buïng. Vôõ baøng 
quang trong phuùc maïc do moät cuù ñaùnh/ chaán thöông 
vuøng buïng khi baøng quang ñaày vaø ít coù khaû naêng 
lieân quan vôùi chaán thöông naëng so vôùi vôõ ngoaøi phuùc 
maïc. Choûm cuûa baøng quang (maët treân) laø phaàn yeáu 
nhaát vaø di ñoäng, laø vò trí deã bò vôõ nhaát. 

Daáu hieäu thöôøng gaëp nhaát cuûa vôõ baøng quang laø 
ñaùi maùu ñaïi theå, thöôøng coù daáu hieäu chaán thöông 
vuøng chaäu hoaëc vuøng ñaùy chaäu vaø coù theå buïng 
chöôùng. Neáu ngöôøi beänh tænh taùo vaø khoâng ñaët noäi 
khí quaûn, hoï coù theå phaøn naøn veà tình traïng khoâng ñi 
tieåu ñöôïc, ñau buïng hoaëc khoù chòu vuøng treân xöông 
mu. Caùc xeùt nghieäm khoâng ñaëc hieäu, coù theå roái loaïn 
ñieän giaûi vaø suy giaûm chöùc naêng thaän. Tuy nhieân, 
nhöõng xeùt nghieäm naøy thöôøng gaëp hôn khi vôõ baøng 
quang ñöôïc phaùt hieän muoän. 

Neáu nghi ngôø chaán thöông baøng quang, böôùc 
tieáp theo laø chaån ñoaùn xaùc ñònh. Ñaët thoâng nieäu 
ñaïo ñeå chaån ñoaùn tieåu maùu ñaïi theå neáu khoâng coù 
chaûy maùu mieäng saùo vì coù theå coù chaán thöông nieäu 
ñaïo keøm theo. Chuïp CT scan laø moät phöông tieän 
ñeå chaån ñoaùn. Öu ñieåm cuûa CT scan laø bieát ñöôïc 
caùc chaán thöông caùc taïng khaùc trong oå buïng vaø xaùc 

ñònh caùc vuøng xöông chaäu gaõy. Ñoä nhaïy cuûa CT 
scan ñeå chaån ñoaùn chaán thöông baøng quang laø 83% 
[8]. Tieâu chuaån vaøng ñeå chaån ñoaùn vôõ baøng quang 
trong phuùc maïc laø chuïp baøng quang ngöôïc doøng. 
Sau khi ñaët thoâng nieäu ñaïo, bôm 300 – 400 ml 
chaát caûn quang, chuïp phim thaúng vaø chuïp nghieâng 
trong khi baøng quang ñöôïc laøm ñaày. Chuïp phim 
thì ñi tieåu raát caàn thieát ñeå chaån ñoaùn xaùc ñònh vôõ 
baøng quang coù theå bò che laáp bôûi baøng quang caêng 
[5]. Trong khi ñoù, chuïp baøng quang baèng CT (CT 
cystography) thì khoâng caàn chuïp baøng quang thì 
naøy [5]. Moät nghieân cöùu cuûa Quagliano vaø coäng söï 
ñaõ so saùnh chuïp baøng quang thoâng thöôøng vaø chuïp 
baøng quang baèng CT [11]. Hoï nhaän ñònh raèng ñoä 
nhaïy vaø ñoä ñaëc hieäu töông ñöông, laàn löôït cho caû 
2 phöông phaùp laø 95% vaø 100%. Caùc taùc giaû cuõng 
khuyeán caùo neân keát hôïp chuïp baøng quang baèng CT 
nhö moät phaàn cuûa cuûa CT buïng/ khung chaäu trong 
chaån ñoaùn chaán thöông buïng kín nghi ngôø chaán 
thöông baøng quang, do ñoù seõ khoâng caàn chuïp baøng 
quang thoâng thöôøng nöõa. Hình aûnh vôõ baøng quang 
vôùi thuoác caûn quang seõ phaùt thaûo caùc cô quan trong 
oå buïng, bao goàm ruoät non, raõnh ñaïi traøng vaø xung 
quanh gan. 

Trong thöïc haønh laâm saøng chuaån, vôõ baøng quang 
trong phuùc maïc caàn ñöôïc phaãu thuaät ngay vì chuùng 
coù theå daãn ñeán vieâm phuùc maïc hoùa chaát vaø ít coù khaû 
naêng laønh neáu chæ chuyeån löu nöôùc tieåu ñôn thuaàn 
[11]. Tuy nhieân, trong moät soá tröôøng hôïp, tieáp caän 
baûo toàn ban ñaàu coù theå ñöôïc thöïc hieän. Osman vaø 
coäng söï moâ taû boán tröôøng hôïp vôõ baøng quang trong 
phuùc maïc ôû treû em ñöôïc ñieàu trò baèng chuyeån löu 
baøng quang ñôn thuaàn, traùnh ñöôïc phaãu thuaät [9]. 
Baøng quang ñöôïc khaâu moät lôùp hoaëc hai lôùp vôùi chæ 
tieâu. Baøng quang ñöôïc chuyeån löu nöôùc tieåu baèng 
thoâng nieäu ñaïo hoaëc daãn löu baøng quang treân xöông 
mu. Neáu tình traïng ngöôøi beänh oån ñònh, chæ nghi ngôø 
vôõ baøng quang ñôn thuaàn, phaãu thuaät noäi soi coù theå 
tieán haønh ñeå söûa chöõa thöông toån [7], [9].

Tröôùc khi tieán haønh noäi soi oå buïng, soi baøng quang 
coù theå giuùp xaùc ñònh vò trí thöông toån. Vò trí phoå bieán 
nhaát laø ôû choùp baøng quang (dome), nôi maø deã daøng 
khaâu baèng noäi soi. Tuy nhieân, soi baøng quang giuùp 
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boäc loä vò trí khoù khaâu, nhö gaàn coå baøng quang hoaëc 
loã nieäu quaûn. Chuùng toâi coù 2 tröôøng hôïp phaãu thuaät 
sau 24 giôø do hình aûnh aâm tính giaû treân phim chuïp 
baøng quang. Sau khi ngöôøi beänh nhaäp vieän taïi khoa 
chaán thöông, caùc trieäu chöùng tieát nieäu vaø buïng roõ 
raøng hôn. Caùc ngöôøi beänh naøy ñöôïc chuyeån soi baøng 
quang vaø noäi soi oå buïng thaùm saùt. (Baûng 2) 

Tieâu chuaån vaøng ñieàu trò tröôùc ñaây laø môû buïng 
khaâu baøng quang bôûi vì chuùng thöôøng xaûy ra vôùi 
caùc toån thöông khaùc trong oå buïng. Tuy nhieân, vôùi 
söï ra ñôøi cuûa phaãu thuaät noäi soi, phaãu thuaät noäi soi 
khaâu vôõ baøng quang trong phuùc maïc ñaõ trôû thaønh 
hieän thöïc. Phaãu thuaät noäi soi ôû ngöôøi beänh oån ñònh 
coù nhieàu öu ñieåm, chaúng haïn thôøi gian naèm vieän 
ngaén, giaûm söû duïng thuoác giaûm ñau sau phaãu thuaät, 
sôùm trôû veà vôùi hoaït ñoäng haèng ngaøy vaø giaûm chi 

Taùc giaû n Vò trí trocar 
thao taùc

Chieàu daøi 
ñöôøng raùch 
(cm)

Chuyeån löu 
nöôùc tieåu/ 
time ruùt

Thôøi gian 
naèm vieän

Kieåu khaâu/ chæ Bieán chöùng 
chu phaãu

Wirth et al. 
[12]

5 Khoâng roõ Khoâng roõ Khoâng roõ/ 
khoâng roõ

Khoâng roõ Khoâng roõ 1 tröôøng hôïp 
chuyeån moå môû 
do vôõ ruoät

Kim et al.
[6]

6 2 beân hoá chaäu 6,4 (trung bình) Sonde nieäu 
ñaïo/ 5 ngaøy

5 1 lôùp muõi lieân tuïc/ 
polyglactin 3-0

Khoâng

Golab et al. [3] 4 2 beân hoá chaäu 0,5 – 1,5 Sonde nieäu 
ñaïo/ 7 ngaøy

3 - 5 1 lôùp muõi rôøi/ 
polyglactin 3-0

Khoâng

Cottam et al.
[2]

1 Khoâng roõ 4 Khoâng roõ/ 
khoâng roõ

2 2 lôùp/ khoâng roõ Khoâng

Parra et al.
[10]

1 Khoâng roõ 1 – 1,5 Sonde nieäu 
ñaïo/7 ngaøy

1 2 lôùp muõi lieân tuïc/ 
polyglycolic acid

Khoâng

Traàn Leâ Linh 
Phöông et al.
[1]

22 2 beân hoá chaäu 1,5 – 10 Sonde nieäu 
ñaïo/ 8,7 ngaøy 
(trung bình)

7,3 ½ 1 lôùp, 15/22 
muõi rôøi, 86,4% 
polyglactin 3-0

1 tröôøng hôïp 
moå môû

Chuùng toâi 31 Cuøng beân traùi 2 -8 Daãn löu baøng 
quang/ 8,5 
ngaøy (trung 
bình)

9,5 1 lôùp, muõi lieân tuïc, 
polyglactin1

Khoâng

phí naèm vieän. Ñaëc bieät phaãu thuaät noäi soi coù theå 
thaáy roõ nieâm maïc baøng quang vaø vò trí chaûy maùu 
ñeå xöû trí. Nhôø vaøo noäi soi maø coù theå chaån ñoaùn vaø 
giaûi quyeát thöông toån trong oå buïng moät caùch hieäu 
quaû maø khoâng caàn söû duïng moät ñöôøng moå quaù lôùn 
(ñöôøng giöõa treân vaø döôùi roán). Nhôø vaøo khaû naêng 
quan saùt vaø tieáp caän caùc taïng trong oå buïng roõ raøng, 
coù theå khaâu an toaøn vôùi tyû leä bieán chöùng thaáp, laønh 
seïo nhanh choùng vaø khoâng coù bieán chöùng ñaõ ñöa 
phaãu thuaät noäi soi oå buïng khaâu baøng quang vôõ trong 
phuùc maïc trôû neân öu chuoäng. Khi thöïc hieän noäi soi oå 
buïng trong beänh caûnh chaán thöông buïng kín, chuùng 
ta vaãn coù theå caét loïc caùc veát raùch nham nhôû vaø laáy 
moâ göûi giaûi phaãu beänh lyù roõ raøng.

Tröôùc moå, ngöôøi beänh ñöôïc ñaët thoâng muõi – daï 
daøy vaø huùt saïch daï daøy tröôùc khi ñaët trocar ñaàu tieân. 

Baûng 2: Toùm taét caùc tröôøng hôïp khaâu vôõ baøng quang noäi soi trong y vaên
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Phaãu thuaät ñöôïc thöïc hieän vôùi gaây meâ toaøn thaân, 
ngöôøi beänh naèm ôû tö theá Trendelenburg. Phaãu thuaät 
vieân ñöùng beân traùi ngöôøi beänh. Chuùng toâi ñaët trocar 
ñaàu tieân ôû roán coù kích thöôùc 10 mm. Trocar thöù 2 vaø 
thöù 3 (5 mm) ôû hoá chaäu traùi vaø bôø ngoaøi cô thaúng 
buïng traùi (ngang roán). Vò trí cuûa trocar thöù 2 vaø 3 coù 
theå thay ñoåi tuøy theo vò trí vaø möùc ñoä raùch cuûa baøng 
quang. So vôùi caùc taùc giaû trong vaø ngoaøi nöôùc (baûng 
2), vò trí ñaët trocar cuûa chuùng toâi coù söï khaùc bieät. 
Theo höôùng daãn cuûa hoäi nieäu khoa chaâu AÂu, khaâu 
baøng quang moät lôùp hay hai lôùp tuøy theo thoùi quen 
cuûa phaãu thuaät vieân, tuy nhieân khaâu baøng quang hai 
lôùp baèng chæ tieâu chaäm seõ ñaït ñoä an toaøn cao nhaát 
[7]. Moät soá taùc giaû cho raèng khaâu 2 lôùp seõ kín vaø 
ít xì nöôùc tieåu. Caùc taùc giaû coøn laïi quan nieäm chæ 
khaâu baøng quang moät lôùp laáy saâu caû nieâm maïc vaø 
thanh cô ñuû kín cuõng vaãn thaønh coâng. Sau khi khaâu 
xong, bôm 200 – 300 dung dòch NaCl 0,9% vaøo baøng 
quang, neáu coøn xì seõ khaâu taêng cöôøng theâm. Ñieàu 
quan troïng laø phaûi chuyeån löu nöôùc tieåu thaät hieäu 
quaû. Trong khi phaãu thuaät, chuùng toâi huùt saïch dòch 
oå phuùc maïc, laáy heát maùu cuïc trong loøng baøng quang 
vaø oå phuùc maïc, sau ñoù röûa saïch oå phuùc maïc baèng 
NaCl 0,9%. Chuùng toâi ñaët 1 daãn löu ôû Douglas ra loã 
trocar ôû hoá chaäu traùi.

Sau khi ruùt daãn löu baøng quang vaø theo doõi, 
ngöôøi beänh coù theå tieåu ñöôïc ngay, khoâng coù caûm 
giaùc kích thích hay ñau döông vaät. Trong thôøi gian 
naèm vieän, ngöôøi beänh ít coù caûm giaùc ñau veát moå, 
chaêm soùc haäu phaãu deã vaø tính thaåm myõ cao. Khoâng 
ghi nhaän tröôøng hôïp naøo nhieãm khuaån, chaûy maùu 
sau moå. 19/31 tröôøng hôïp (61,3%) khoâng coù trieäu 
chöùng ñau buïng trong ngaøy ñaàu, soá coøn laïi sau 02 
ngaøy khoâng coøn trieäu chöùng ñau buïng nöõa.

Hieän nay, caùc baùo caùo veà khaâu vôõ baøng quang 
trong phuùc maïc do chaán thöông treân theá giôùi cuõng 
nhö Vieät Nam ñeàu döøng laïi baùo caùo tröôøng hôïp laâm 
saøng. Theo y vaên (baûng 2), tröôøng hôïp vôõ baøng quang 
ñöôïc phaãu thuaät noäi soi ñaàu tieân bôûi Parra (1994). Cô 
cheá chaán thöông goàm chaán thöông kín, chaán thöông 
do thaày thuoác gaây ra trong caét hoaëc sinh thieát u baøng 
quang. Taát caû caùc ngöôøi beänh ñeàu coù huyeát ñoäng oån 
ñònh vôùi thöông toån ñeàu ñôn thuaàn. Moät tröôøng hôïp 

ñöôïc moâ taû bôûi Wirth phaûi chuyeån sang moå môû khi 
thaùm saùt noäi soi ban ñaàu thaáy ruoät bò toån thöông. Soi 
baøng quang khoâng baét buoäc, mieãn laø thaùm saùt baøng 
quang, ñaëc bieät laø vuøng coå baøng quang trong luùc moå. 
Phaàn lôùn, kích thöôùc ñöôøng vôõ thöôøng nhoû, nhöng 
nhöõng kích thöôùc lôùn 10 cm cuõng thaønh coâng. Ña soá 
caùc taùc giaû ñeàu nhaát trí phaûi thaùm saùt ñuû vaø khaâu laïi 
caùc thöông toån cuûa baøng quang, nhöng ñeå chuyeån 
löu nöôùc tieåu sau moå thì theo Volpe, ngöôøi beänh ñaët 
thoâng nieäu ñaïo cuõng coù keát quaû toát nhö chuyeån löu 
baèng thoâng daãn löu baøng quang treân xöông mu [1]. 
Trong nghieân cöùu cuûa chuùng toâi, taát caû ngöôøi beänh 
ñöôïc chuyeån löu nöôùc tieåu baèng daãn löu baøng quang 
ñeå ruùt sonde nieäu ñaïo sôùm, traùnh nguy cô heïp nieäu 
ñaïo sau naøy. Ngoaøi tröôøng hôïp chuyeån moå môû cuûa 
Wirth vaø Traàn Leâ Linh Phöông (khoâng roõ nguyeân 
nhaân), khoâng coù baùo caùo veà bieán chöùng chu phaãu vaø 
thôøi gian naèm vieän töông ñoái ngaén. 

Caàn nhaán maïnh raèng, phaãu thuaät noäi soi khaâu 
vôõ baøng quang trong phuùc maïc chæ neân thöïc hieän 
ôû ngöôøi beänh oån ñònh vôùi veát raùch baøng quang ñôn 
thuaàn hoaëc keøm caùc toån thöông khaùc toái thieåu. Phaãu 
thuaät noäi soi khoâng ñöôïc khuyeán caùc ôû nhöõng ngöôøi 
beänh ña toån thöông khaùc, huyeát ñoäng khoâng oån 
ñònh, gaõy xöông chaäu maát vöõng hoaëc khoái maùu tuï 
vuøng chaäu. 

Toùm laïi, phaãu thuaät noäi soi khaâu vôõ baøng quang 
trong phuùc maïc laø moät löïa choïn thích hôïp ôû nhöõng 
ngöôøi beänh ñöôïc choïn caån thaän, oån ñònh coù theå traûi 
qua ñöôïc phaãu thuaät noäi soi. Chaán thöông baøng 
quang ñôn thuaàn, xa tam giaùc baøng quang, loã nieäu 
quaûn laø an toaøn khi khaâu noäi soi. Lôïi ích cuûa phaãu 
thuaät laø giaûm ñau sau moå, thôøi gian naèm vieän ngaén 
hôn, phuïc hoài nhanh hôn vaø tính thaåm myõ cao. 

Keát luaän
Phaãu thuaät noäi soi khaâu vôõ baøng quang trong 

phuùc maïc laø moät tuøy choïn thieát thöïc thay cho phaãu 
thuaät môû truyeàn thoáng, ñaëc bieät laø xu höôùng phaãu 
thuaät ít xaâm laán. Chuùng toâi ñaõ chöùng minh ñöôïc 
phaãu thuaät noäi soi khaâu vôõ baøng quang coù theå ñöôïc 
söû duïng moät caùch an toaøn vaø hieäu quaû. Nhöõng öu 
ñieåm so vôùi moå môû laø khoâng theå choái caõi. Chuùng toâi 
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khuyeán nghò noù ñöôïc söû duïng thöôøng xuyeân hôn ôû 
nhöõng ngöôøi beänh thích hôïp.
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