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Background A 68-year-old male patient with blunt pelvic trauma suffered a prostatic avulsion.

Summary  Following a motor vehicle collision (MVC), a 68-year-old male was transferred to a Level I
Trauma Center due to hemodynamic instability. Initial resuscitation was initiated, and primary/
secondary surveys were completed with an appropriate response. CT imaging revealed multiple
injuries, including a lateral compression type II pelvic fracture without active hemorrhage and
prostate and intra/extraperitoneal bladder trauma. The placement of a foley catheter or a rigid
wire by urology was not achievable, consistent with the complex urologic injury seen on CT,
prompting operative intervention. In the operating room, the prostate was found to be avulsed
associated with a large bladder base defect and deemed not reconstructible. The prostate with
associated urethra and avulsed inferior bladder were excised, the bladder repaired in layers, and a
suprapubic tube was placed. Prostate avulsion requiring excision is not described in the literature
previously. General principles of trauma management, including balanced resuscitation and CT
imaging upon stabilization, allowed for a multidisciplinary approach to care with early urology
involvement, contributing to a favorable outcome for the patient.

Conclusion = Prostate avulsion is a rare complication of pelvic trauma, typically associated with injury to
multiple organ systems. Early involvement of appropriate subspecialists ensures an ideal outcome.
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Case Description

The patient is a 68-year-old male involved in an MVC
with passenger-side T-bone impact and significant intru-
sion. The patient was transported to a regional emergency
department, where he was initially alert and hemodynam-
ically stable. During initial workup, he became hypoten-
sive, requiring intubation, intravenous fluid and blood
products administration for resuscitation, and tranexamic
acid. Transfer to the Level I Trauma Center was then ini-
tiated.

Upon arrival, the patient had an initial blood pressure of
64/38 mm Hg and a heart rate of 142 beats per minute.
Primary and secondary surveys were performed, and fur-
ther resuscitation with massive transfusion protocol was
initiated, with an appropriate hemodynamic response. A
physical exam revealed an unstable pelvis and blood at
the urethral meatus. Pelvic binding with a sheet was ini-
tiated. Chest X ray showed a left hemothorax, with sub-
sequent tube thoracostomy returning 700 mL of blood.
Pelvis X ray demonstrated multiple pelvic fractures. The
focused assessment of sonography in trauma (FAST) exam
was negative; however, it was noted that the bladder had a
hyperechoic mass within its lumen.

After initial resuscitation and subsequent stabilization, the
patient was taken for a CT scan. Head and cervical spine
imaging revealed no abnormalities. CT of the chest, abdo-
men, and pelvis revealed bilateral pneumothoraces, left 3-4
rib fractures, possible grade I splenic injury, lateral com-
pression type 2 pelvic fracture with a left acetabular frac-
ture, free intraabdominal fluid, and suggestion of intra/
extraperitoneal bladder injury as well as a prostate injury
with bony pelvic fragments protruding into the inferior
bladder. There was a loss of delineation between the poste-
rior aspect of the bladder and the prostate on CT imaging
(Figure 1).

Given the extent of injuries seen on CT and the need for
emergent intervention to rule out a bowel injury, a ret-
rograde urethrogram was not obtained. Urology made an
unsuccessful attempt to pass a Foley catheter or rigid wire.
It was determined that while the penile urethra was intact,
the bulbar urethra was completely obliterated. Multidis-
ciplinary discussion between trauma surgery, orthopedic
surgery, and urology determined that the patient required
surgical exploration to rule out bowel injury, further assess
bladder and prostate damage, and possibly examine and
externally fix the bony pelvis.
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Figure 1. Cross-Sectional CT Imaging Demonstrating Loss of Delineation
between Posterior Aspect of Bladder and Anterior Prostate. Published with
Permission

Scattered heterogeneous debris noted within the urinary bladder

At laparotomy, there was a hemoperitoneum, zone 2 and
zone 3 nonexpanding hematomas, and a grade I liver lac-
eration in the sixth segment. Hemostasis of the liver was
achieved with cautery. No bowel injury was noted, but a
mesenteric tear in the ileum was repaired. A small serosal
defect was noted on the anterior surface of the bladder.
Upon entering the bladder, a large amount of hematuria
was evacuated. A significant amount of prostatic tissue
was protruding into the base of the bladder through a 6-8
cm defect. There was a complete distortion of anatomi-
cal planes below the defect, with profuse venous bleeding
into the cavity where the prolapsed prostatic tissue was
now located, making a simple prostatectomy impossible.
The bladder neck could not be located despite multiple
attempts with dilators and Glidewire. The injury was
determined to lack immediate reconstructive options, giv-
en the inability to recannulate the urethra or preserve the
prostate. Therefore, the intruding portion of the prostate,
with the urethra and associated inferior bladder wall, was
excised. The inferior bladder defect was then closed, fol-
lowed by the placement of a 22 French, three-way supra-
pubic catheter. Both ureteral orifices were found to be
uninvolved in the injury. The anterior bladder wall was
then closed in two layers.

Given the extent of the bladder injury and necessary repair,
orthopedic surgery elected to delay intervention. Damage
control measures were initiated to allow for a second look
at the bladder repair and to reassess some persistent ooz-
ing from the injured pelvis, which responded to packing.
The abdomen was hemostatic the following day and was
closed. On postoperative day 5 from his index operation,
the patient underwent an open reduction and internal fix-
ation of the left acetabulum fracture.
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The postoperative course was complicated by an infected
hematoma, requiring drain placement by interventional
radiology. He also developed a paracolic abscess several
weeks postop after rehabilitation discharge, requiring read-
mission, antibiotics, and another IR drain. The patient is
currently recovering well with his suprapubic catheter in
place. Urology has had discussions regarding reconstructive
options; however, the patient is not interested in extensive
surgery at this point.

Discussion

Although 3% of pelvic trauma cases involve the skeleton,
skeletal trauma is responsible for 10 to 16% of mor-
tality.'” Urogenital injuries are common sequelae of pel-
vic fractures. Pelvic fracture is present in 85 to 100% of
bladder ruptures, with 60 to 85% of cases occurring from
blunt trauma.* Findings on physical exam of prostatic or
urethral injury may be blood at the urethral meatus, high-
riding prostate on rectal exam, or urinary retention.
Standard management of intraperitoneal bladder injuries
involves a two-layer closure with various reconstruction
options if the ureters are involved. Extraperitoneal bladder
injuries are typically managed with an indwelling cathe-
ter, although certain circumstances also require operative
repair.’

Given the destructive nature of the injury, there are limited
reconstruction options for this patient. Cystoscopy, RUG,
and VCUG performed in follow-up reveal focal severe
stricture of the prostatic urethra and contrast extravasation
along the posterior aspect of the prosthetic urethra con-
sistent with contained leak due to urethral injury. Given
complete posterior urethral disruption, his options include
chronic suprapubic catheter exchanges, the creation of a
continent stomal diversion (Mitrofanoff) and attempted
posterior urethral realignment. This last option requires
the patient to understand the high risk of incontinence.

Although rare, there is a description in the literature of
simultaneous neck of the bladder and urethral injury in
the setting of pelvic fracture. Two case series have described
avulsions of the urethra with bladder neck injuries with
reconstructive options in both males and females.*” How-
ever, the severity of injury noted in this patient requiring
prostatectomy is not previously described in the literature,
as reconstructive or diversion options were not imme-
diately available for this patient, given the extent of the
damage.® Management is also debated in the literature,
given the high complication rates for stricture and incom-
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petence.® The care of this patient represents an alternative
management strategy for destructive prostate/bladder neck
trauma.

Conclusion

Prostate avulsion is a rare complication of pelvic trauma,
typically associated with injury to multiple organ systems.
Early involvement of appropriate subspecialists ensures an
ideal outcome.

Lessons Learned

Complex pelvic fractures are associated with urologic inju-
ries, which may be challenging to manage. Early multidis-
ciplinary involvement of subspecialists allows for consid-
eration of treatment options that may improve functional
outcomes. Excision of avulsed prostate and urethra is an
option for destructive prostatic/bladder neck injury.
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