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Laparoscopic Bladder Injury

Laparoscopy is a standard technique utilized in many surgical procedures proving itself
importantin as much as convalescence, less postoperative pain, better cosmesis and less
hospital stay refers. Inserting trocar cannulas into the abdominal cavity can cause
iatrogenic injury to intraabdominal organs, namely, blood vessels, viscera and bladder.
Bladder injury during laparoscopy is very rare occurring with an estimated incidence of
0.5% of all general surgery laparoscopic procedures. The risk is increased in children due
to smaller operative field. Most cases of bladder injury occur during emergency procedures
performed in and toward the pelvis. Laparoscopic appendectomy is the procedure most
commonly associated with bladder injury in children. Hollow organs should be
decompressed to minimize damage to these structures during laparoscopy. Placement of a
bladder catheter (Foley) during pelvic procedures, including appendectomy, reduces but
does not eliminate the possibility of causing injury to the bladder. Bladder injury occurs
during suprapubic trocar placement (most commonly) or while dealing with an inflammatory
procedure near the bladder. Bladder injury can also occur if a urachal remnant is injured
during suprapubic trocar insertion. In the immediate postop period, a child with laparoscopic
bladder injury will show suprapubic pain, hematuria, urinary retention, urinary leakage from
wound sites, cystitis or even a subtle rise in creatinine. The systemic inflammatory response
can include suprapubic cellulitis and crepitation from an underlying infection if the injury is
delayed. Most trocar injuries produce a through and through perforation of the bladder
tangentially or including two holes. The diagnosis of bladder injury is established with
contrast cystogram. Findings could be of extraperitoneal or intraperitoneal bladder injury.
Extraperitoneal injury can be managed conservatively with bladder drainage and antibiotics.
Intraperitoneal bladder injury needs operative repair.
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Thyroid Lymphoma

Lymphoma arising primarily from the thyroid gland is a very uncommon malignancy
comprising less than 5% of all thyroid cancers and less than 2% of extranodal lymphomas.
Non-Hodgkin lymphoma of the thyroid gland has a female predominance. Thyroid
lymphoma can be confused with anaplastic thyroid cancer in as much as both have rapid
growth associated with dyspnea, dysphagia, pain, stridor, coughing, choking and
hoarseness of voice. Most cases are euthyroid. Many cases of thyroid lymphoma have a
ten-year prior history of Hashimoto thyroiditis. Large cell ymphoma probably evolves from
persistent low-grade mucosa-associated lymphoid tissue (MALT) malignant lymphoma.
Fine needle aspiration cytology has a limited role in diagnosing thyroid lymphoma since the
cytological differentiation from lymphocytic thyroiditis and anaplastic carcinoma is difficult. A
core needle or open biopsy is usually required to diagnose thyroid lymphoma. Thyroid
lymphoma can be confused with anaplastic carcinoma needing differentiation using
immunohistochemical assays with antibodies to cytokeratin and leukocyte common
antigens. Most thyroid lymphomas are of B-cell origin predominantly diffuse large cell type.
This does not means that Hodgkin's, Burkitt, plasmacytoma and T-cell ymphoma have also
been reported in a lesser scale. Management of thyroid lymphoma is based in the histologic
subtype, stage of disease and tumor bulk. In general treatment includes a combination of
monoclonal antibodies, chemotherapy and radiotherapy. The presence of histopathological
features of MALT constitutes a favorable prognostic factor for high grade lymphomas with
five years survival of 90%. Lymphomas of non-MALT origin have a poorer prognosis with 5
year survival of less than 50%. Factors predicting worse prognosis include tumor size over
10 cm, advance stage, obstructive local symptoms, rapid tumor growth and mediastinal
involvement. With this regimen of management, the need for debulking and thyroidectomy
has been reduced in this condition unless the patient has airway compromise. Secondary
thyroid lymphoma originates from a disseminated non-thyroidal neoplasia that metastasize
to the thyroid gland with widespread disease and higher mortality rates.
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Malfunctioning Peritoneal Dialysis

Dialysis using the peritoneal surface is an effective temporary therapy used widely in
children and adults affected with end stage renal disease. A viable catheter allowing
adequate inflow and outflow of dialysate fluid is essential for continuous peritoneal dialysis
therapy to be successful. Malfunctioning of the peritoneal catheter is a common
complication encountered during peritoneal Dialysis. Malfunctioning might occur due to
kinking, catheter migration out of the pelvis, mispositioning of the tip, and obstruction of the
catheter due to debris or fibrin deposition, blood clots, omental wrapping or intraperitoneal
adhesions. The incidence of malfunctioning peritoneal catheters used for dialysis can occur
in more than 50% of patients. Catheter related problems are blamed for up to 20% of
patient transfers to hemodialysis. When there is obstruction to flow of dialysate fluid through
the catheter some non-surgical maneuvers that can be accomplished to salvage the
situation include infusion of urokinase to lyse the fibrin clot, forced flushing the catheter, the
use of metal guidewire or Fogarty catheters to manipulate and clear the way to flow. Should
this simple maneuver failed to restore the catheter flow then surgical intervention is
warranted. This usually requires open surgical removal and replacement of the catheter.
Laparoscopy is a minimal invasive technique alternative to rescue malfunctioning catheters
under direct vision. Using laparoscopy for reestablishment of flow through the catheter we
can identify the real cause of malfunctioning whether is migration or obstruction and
perform the necessary steps to correct the problem. Migration of the catheter tip from the
pelvis is the most common laparoscopic finding found in malfunctioning peritoneal
cannulas. This is managed with repositioning of the tip in the pelvis. This is followed by
omental wrapping or dense adhesions as a cause of obstruction. Partial omentectomy and
adhesiolysis is necessary in such situations to reestablish flow. Laparoscopy can also
determine if the peritoneal absorptive capacity is overturned and the child needs removal of
the catheter and commencement of hemodialysis. Catheter survival rate of 60-90% at one
year can be achieved after laparoscopic salvage.
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