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INTRODUCTION 

Though the use of obstetrics forceps has been reduced in 

the era of modern obstetrics due to the fear of maternal 

and neonatal morbidity but, certain difficult situations 

may prompt physicians to use them. Some conditions like 

maternal exhaustion, prolonged second stage, non 

assuring fetal heart rate, forceps are required for the next 

step of management. In most cases, forceps are not used 

if an emergency caesarean section can be conducted, 

which is not always feasible in peripheral hospitals of 

developing countries like India.  

Forceps delivery is an established risk factor influencing 

genital tract injuries, which is reported by the systemic 

review of 14 studies.1 The forceps use predisposes 

women to different short-term and long-term morbidities 

in the form of perineal injuries of 3rd degree and 4th 

degree, cervical tears, uterine rupture, bladder injury, 

vesico-vaginal fistula and recto-vaginal fistula.2 In 

literature there is isolated case of either bladder injury or 

perineal injuries are there, but in a patients simultaneous 

presence of both is very rare and one of the dreaded 

complication of instrumental delivery. We report one of 

such case of simultaneous bladder injury and 4th degree 

perineal tear in a woman following forceps application, 

referred from a peripheral hospital with emphasis on its 

management.  

CASE REPORT 

A 20-years-old woman, primi para with one living issue, 

on her 1st puerperal day admitted to our hospital through 

emergency service with complain of bleeding per 

vaginum and continuous dribbling of urine following 

delivery. On review of referral slip it was revealed that, 

she delivered on the same day in a peripheral hospital by 

the use of outlet forceps for prolonged labour, following 

which there was traumatic PPH due to 4th degree perineal 

tear which had been repaired and the patient was referred 
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with a vaginal pack in situ. On examination patient was 

conscious, oriented with severe degree of pallor. There 

was tachycardia with normal blood pressure. On 

abdominal examination uterus was well retracted and rest 

of the abdomen was normal. On vaginal exploration 

following removal of pack revealed, midline anterior 

vaginal wall tear involving the posterior wall of bladder 

with a rent through which the Foleys bulb was felt. Also, 

there was repaired 4th degree perineal tear as confirmed 

by per rectal examination. There was no active bleeding 

and cervix was normal. 

 

Figure 1: Bladder injury repaired followed by 

suprapubic urinary catheter insertion                           

(marked with an arrow). 

After urologist consultation bladder repair was planned 

through abdominal route after two unit of blood 

transfusion. On laparotomy bladder was identified, 

cystostomy made. A lacerated injury found on the 

posterior wall of bladder on intertrigonal region 

extending upto bladder neck. There was a ragged 

lacerated vaginal margin with blood clots. Both the 

ureteric orifices identified and cannulated with infant 

feeding tube with free urine drainage. The injury site 

repaired with vicryl 4-0 with proper hemostasis taking 

care of the ureteric orifices (Figure 1). Suprapubic 

catheter was placed. Cystostomy closure was done. A 

perivescical drain was placed and abdomen closed in 

layers. Postoperatively Solifenacin 10mg was given for 

few days with higher antibiotics. 

Patient had satisfactory post-operative recovery. She was 

advised liquid and semisolid diets for few days along 

with laxatives. Catheter was removed after 21 days. Now 

the patient is doing well with normal bladder and bowel 

habits.  

DISCUSSION 

In Royal college of Obstetricians and Gynecologists 

(RCOG) consultant conference, operative vaginal 

delivery rate of 10.5% was reported (range 4-20%) while 

the consensus emphasize to lower it to average of 

8.5%(range 5-15%).3 The incidence of forceps delivery is 

0.8% according to ACOG 2011 guideline.4 Close 

proximity of urogenital system in female increases the 

possibility of obstetrics injury while instrumental 

delivery. Trigon of bladder rests on anterior vaginal 

fornix and base rests on lower uterine segment and 

cervix. It may be injured during obstetric procedures. 

Intra peritoneal urinary bladder wall rupture usually 

associated with rupture uterus during labor which has 

been reported by many authors, but bladder rupture 

following vaginal delivery is rare.5,6 Bladder injury is 

seen commonly during delivery if bladder emptying was 

not done before. In present case we don’t have 

information regarding whether forcep was applied after 

the bladder evacuation or not resulting in bladder rupture. 

Rupture of bladder can also occur in case of over 

distended bladder during precipitated labor.7 

Sandler et al has described five types of bladder injuries 

with conventional cystography such as simple bladder 

contusion, intra peritoneal rupture, interstitial bladder 

injury, extra peritoneal bladder rupture and combination 

of intra and extra peritoneal bladder rupture.8 Intra 

peritoneal bladder injury results due to sudden increase in 

pressure within the distended bladder due to external 

force/pressure. It demonstrates extra luminal contrast 

extravasation to intra peritoneal cavity within bowel 

loops in cystography. Extra peritoneal bladder wall 

rupture is the most common type of injury due to trauma 

and caused due to penetrating or blunt trauma. Contrast 

extravasation is confined to perivesical and extra 

peritoneal space. The clinical diagnosis of extra 

peritoneal bladder rupture is difficult and requires a high 

index of suspicion. Bladder wall contusion and interstitial 

bladder wall injury are managed conservatively. Intra 

peritoneal and combined types of bladder injuries are 

managed by surgical repair. Extra peritoneal bladder 

rupture is usually managed by prolonged catheterization 

and antibiotics. CT cystography can be done in patient 

even with impaired renal functions and is the 

investigation of choice for diagnosis of bladder injuries. 

Our patient had both intra and extra peritoneal bladder 

injury which was managed surgically. 

Fetal head compresses the distended urinary bladder over 

pelvic brim and symphysis pubis during uterine 

contraction and results pressure necrosis and perforation 

of urinary bladder wall. Thus, emptying of urinary 

bladder before delivery, postpartum and in puerperal state 

is to be encouraged strictly to prevent bladder wall 

rupture. Clinical signs and symptoms includes anuria, 

oliguria, haematuria, vague abdominal pain and ascites 

along with abnormal blood biochemistry highly 

suggestive of renal failure, should alert the clinician 

about the possibility of a urinary bladder rupture 

OASIS is a major concern in forceps delivery. In order to 

minimize risk of tears from instrumental deliveries, it is 

recommended that the traction is performed to maintain 
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the flexion of fetal head in the direction of the pelvic 

floor. A survey showed that most obstetricians in North 

America have abandoned rotational instrumental delivery 

in favour of caesarean section due to increase of OASIS.9 

In Australia, obstetricians prefer using a vacuum 

extractor for rotational instrumental delivery. This has 

reinforced the opinion of some obstetricians that 

rotational deliveries of more than 45° are likely to be 

abandoned.10 All women undergoing instrumental vaginal 

delivery are at risk of sustaining anal sphincter injury or 

isolated rectal buttonhole tears. They should therefore be 

examined systematically; including a digital rectal 

examination, to assess the severity of damage, 

particularly prior to suturing. Liberal episiotomy, good 

perineal support and right direction of traction will avoid 

OASIS.11 

Perineal trauma is an unfortunate outcome of vaginal 

delivery. OASIS and bladder injury have short and long 

term implications. These are perineal pain, dyspareunia, 

urinary fistula and anal dysfunction which can lead to 

psychological, social and marital problems and 

implication regarding future delivery. Although obstetrics 

anal sphincter injury can never be eliminated, but bladder 

injury which is a rarest complication, that can be reduced 

by improving practice, meeting the criteria for forcep 

application, training and provision of high quality 

multidisciplinary care in order to reduce long-term 

morbidity.  
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