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Spontaneous, idiopathic urinary bladder rupture is a very rare disease entity, which may face the 
problem of proper preoperative diagnosis. In many cases the medical history, physical examination, 
and additional tests raise false suspicion of gastrointestinal perforation. The study presented a case 
of a female patient with spontaneous urinary bladder perforation, paying particular attention to the 
diagnostic difficulties associated with the above-mentioned pathology. The aim of the study was to 
analyse the presence of symptoms and imaging and laboratory results observed in case of spontaneous 
urinary bladder rupture, as well as differentiate the above-mentioned pathology with gastrointestinal 
perforation. Whenever diagnosing a patient with acute peritonitis symptoms, in whom the predominat-
ing symptoms include sudden abdominal pain, peritoneal cavity fluid presence, hematuria, oliguria, 
and coexisting increased urea, creatinine, and potassium levels, one should consider the possibility of 
urinary bladder rupture.
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The most common cause of urinary bladder 
perforation is damage to the urinary bladder 
wall during massive abdominal trauma or 
iatrogenic, endoscopic excision of urinary gall-
bladder tumors.

Damage to the urinary bladder wall may 
also occur as a result of inflammatory perfora-
tion of the urinary diverticulum, in case of 
Hirschsprung’s disease, during continuous 
urinary catheterization, as well as vesico-in-
testinal fistula development during the course 
of inflammatory and neoplastic diseases.

Spontaneous, idiopathic urinary bladder 
perforation is a rare disease entity, who may 
face a common problem of proper preoperative 
diagnostics. In many cases, the medical his-
tory, physical examination, and additional 
exams raise false suspicion of gastrointestinal 
perforation.

Case report

An 84-year old female patient was admitted 
to the Department of General Surgery, Hospi-
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tal in Kutno, due to several days of constantly 
increasing abdominal pain. History of chronic 
gastrointestinal and urinary bladder diseases 
proved negative. The patient had a history of 
arterial hypertension and atrial fibrillation. 
The patient was after three laparotomies: 
cholecystectomy due to cholecystitis, partial 
gastric resection, due to ulcer disease, and 
umbilical hernia plasty.

On admission, the physical examination 
showed a raised abdomen above the level of 
the chest, painful on palpation with symptoms 
of peritonitis. Imperceptible peristalsis and 
liver dullness were observed. Goldflam’s sign 
proved negative on both sides. Laboratory 
results showed leukocytosis (WBC – 17.25 
thousand- the remaining parameters were 
within normal limits). Considering the nega-
tive history towards kidney and urinary blad-
der diseases, and no clinical symptoms of de-
hydration, the physician on duty seemed 
troubled with the increased values of urea and 
creatinine (183.1 mg/dl and 2.25 mg/dl, respec-
tively). After urinary bladder catheterization, 
blood-tinted urine was observed.
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The abdominal X-ray performed in the 
standing position showed signs of gastrointes-
tinal perforation. The abdominal ultrasound 
showed intraloop and Douglas’s sinus fluid 
presence without specifying its character and 
quantity.

Due to constantly increasing abdominal 
pain and symptoms of peritonitis the patient 
was qualified for emergency laparotomy with 
suspicion of gastrointestinal perforation. The 
intraoperative examination revealed the pres-
ence of one liter of turbid fluid in the perito-
neal cavity. The stomach, small and large 
bowel were controlled without finding gastro-
intestinal perforation. During further control 
the operating surgeons observed posterior uri-
nary bladder wall necrosis with perforation. 
The necrotic segment was excised and the uri-
nary bladder sutured. The removed sample was 
submitted for histopathological examination. A 
drain was left in the peritoneal cavity.

The histopathological examination result 
was as follows: fragments of adipose tissue and 
muscles with abundant purulent infiltration, 
and areas of necrosis. The microscopic picture 
did not confirm the presence of a cancerous 
lesion, which could lead to its necrosis and 
perforation.

During the postoperative period, despite the 
patients’ severe condition and continuous re-
spiratory insufficiency, urea and creatinine 
values were reduced. Two days after surgery 
the creatinine level was 1.1 mg/dl, urea – 
68 mg/dl, and potassium – 4.2 mmol/l. Despite 
intensive treatment at the ICU the patient 
died four days after initial surgery.

Discussion

Spontaneous urinary bladder perforation is 
associated with many diagnostic and thera-
peutic problems. The diagnosis of idiopathic 
urinary bladder rupture can be placed only 
after the exclusion of all other possibilities of 
its rupture (perforation during the course of 
cancer, iatrogenic damage during surgical 
procedures, after radiotherapy in case of cervi-
cal (1) and prostate cancer, as well as during 
the course of inflammatory diseases).

Each patient admitted to the surgical de-
partment with symptoms of acute peritonitis, 
with suspicion of gastrointestinal perforation 
should be suspected of idiopathic urinary blad-

der rupture. This fact explains the great 
similarity of the clinical course and additional 
examination results performed during diagno-
sis in both of the above-mentioned cases.

Both in case of urinary bladder and gastro-
intestinal perforation one may observe the 
sudden appearance of increasing abdominal 
pain. The patients’ general condition deterio-
rates, one may observe tachycardia and fever. 
Imaging examinations, such as abdominal 
ultrasonography show peritoneal cavity fluid 
presence in both cases. Abdominal X-ray ex-
aminations also raise suspicion of gastrointes-
tinal perforation (2). The presence of perito-
neal cavity air during the course of gastroin-
testinal perforation appears after urinary 
bladder catheterization. An important aspect 
considering differential diagnostics is the re-
duced amount of abdominal cavity fluid after 
patient catheterization, as compared to the 
pre-catheterization period (2), which is not 
observed in case of gastrointestinal perfora-
tion.

In the presented case, liver dullness was 
not observed after urinary catheterization. The 
abdominal X-ray performed in the standing 
position showed signs of gastrointestinal per-
foration. Due to the continuously deteriorating 
general condition of the patient, presence of 
peritonitis symptoms, and suspicion of gastro-
intestinal perforation on the basis of the 
physical and imaging examinations (X-ray, 
ultrasound), the patient was qualified for 
emergency laparotomy. Abdominal CT could 
bring additional, valuable information as to 
the proper diagnosis. However, abdominal CT 
without contrast (only available possibility in 
many Polish centers) does not increase, in a 
significant way, the chance for a definitive 
diagnosis, due to the rare visualization of uri-
nary bladder wall damage. Cystography is the 
examination with a high degree of sensitivity, 
which consists in performing abdominal CT or 
X-ray examinations with previous administra-
tion of contrast to the urinary bladder by 
means of the catheter (3, 4).The above-men-
tioned is often difficult to perform during 
emergency shifts, being associated with sus-
picion of urinary bladder perforation, requiring 
diagnostics. In case the patient is stable and 
in the absence of emergency indications for 
laparotomy, contrast abdominal CT seems to 
be appropriate. Considering the diagnostics of 
the above-mentioned patient explorative lap-
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aroscopy would seem justified. Available lit-
erature data showed that explorative laparos-
copy and urinary bladder perforation suturing 
is the therapeutic method of choice (5). How-
ever, the above-mentioned method requires 
skills and experience of the operating sur-
geons, especially during emergency shifts.

No matter how the urinary bladder perfora-
tion is supplied, all patients treated for urinary 
wall rupture require catheterization for at 
least two weeks after the surgical procedure. 
Patients with idiopathic urinary bladder rup-
ture, in which an organic pathology was ex-
cluded, do not require cystoscopy and consecu-
tive tissue samplings.

Symptoms that differentiate urinary blad-
der from gastrointestinal perforation include 
hematuria, constantly decreasing urine quan-
tity, and laboratory values-markers of kidney 
function damage, as well as dehydration. The 
biochemistry of the peritoneal cavity fluid in 

patients with urinary bladder perforation 
shows increased values of urea and creatinine 
(2). Simultaneously, one may observe increased 
blood values of urea, creatinine, and potassium 
(6, 7). In the presented study case values of 
urea, creatinine, and potassium were as fol-
lows: 183.1 mg/dl, 2.25 mg/dl, 5.54 mmol/l, 
respectively. Increased renal parameters in 
elderly patients is a very common phenomenon 
observed in acute surgical pathology cases. The 
above-mentioned increase, often erroneously 
indicates acute renal failure during initial 
diagnostics of patients with an “acute abdo-
men” (8). In each case, diagnosis of a patient 
with acute peritonitis in whom predominating 
symptoms include sudden abdominal pain, 
peritoneal cavity fluid, hematuria, oliguria, 
and coexisting elevated values of urea, creati-
nine, and potassium, one should consider the 
possibility of urinary bladder wall rupture (9, 
10, 11).
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