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Abstract

Introduction- Spontaneous intraperitoneal rupture of the urinary bladder is a rare condition, mostly associated
with some underlying chronic conditions necessitating long term catheterization. The preoperative diagnosis is
difficult because of its presentation with non specific sign and symptoms.

Case Presentation- We are presentingcase series ofSpontaneous intraperitoneal rupture of the urinary bladder.
Both cases were diagnosed intraoperatively because of their presentation similar to that of an acute abdomen
due to intestinal perforation.

Conclusion- High degree of suspicion is the crux of the pre operative diagnosis. cystography/CT could play an
important role in early diagnosis and better outcome.
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I. Introduction

Spontaneous rupture of the urinary bladder (SRUB) is very uncommon cause of acute abdomen. SRUB
is most often associated with some underlying chronic illness or other immunosuppressive illnesslike h/o
radiotherapy, inflammation, malignancy, urinary obstruction, or other causes found in almost all cases'.Sisk and
Wear in 1929 first coined and defined the term spontaneous urinary bladder rupture as “If the bladder ruptures
without external stimulation, it is spontaneous and deserves to be reported as such”?. Patients with rupture of
urinary bladder usually present with symptoms and signs of peritonitis®.Schein et al. assert that The SRUB is
normally remain undiagnosed and is usually diagnosed during laparotomy*.

I1. Case Report

Our first case was a 45 year old male diabetic patient referred from other hospital with diagnosis of
perforation peritonitis with intra abdominal drain and Foley’s catheter in situ. Patient had history of pain
abdomen and distention with vomiting off & on for last 3 days.

Patient had history of CVA for last 2 years after which he developed quadriparesis and gradually
become bed ridden since last four months. Patient had uncontrolled diabetes from past 4-5 years with irregular
medication. He had history of urinary retention with pyuria for last 4 months for which intermittent Foley’s
catheterisation was done. Patient also had history of hematuria on and off from past 2months

On admission Patient was in shock with 200ml fluid mixed with abscess in abdominal drain and 100ml
high color urine in Urobag. Abdominal examination revealed symmetrically distention with no bowel sounds.
Patient was resuscitated and planned for Emergency exploratory laparotomy. A written informed consent was
taken from the patient. Investigations revealed haemoglobin 7.7 gm%, WBC 17,200cumm, platelet 36000,
UREA 81mg/dl,Creatininel.4mg/dl,Nal43mmol,K 3.8mmol and INR 1.45

Intra operatively there was presence of approximately 300ml of turbid fluid in the pelvis having
urinary smell with large 4*4 cm perforation present over dome and posterior wall of urinary bladder with
inflamed and necrotic bladder wall (Fig 1.)
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Figl- Show Necrosed dome and posterior wall of the Urinary bladder

100cc of pus and clot was drained from urinary bladder. Stomach, bowel and rest of solid organs
appear normal. Urinary bladder wall freshened and margins sent for histopathological examination which later
on revealed chronic benign lesions(Fig2.)
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Fig2 Shows big Perforation over dome and posterior wall

Our second case was 60-yearold male with psychologically unstable conditionreferred to our
emergency room with complains of abdominal pain ,distention andvomiting, with ryles tube and Foleys catheter
in situ. He had history of Traumatic paraplegia following road traffic accident 6 month back. He was on
domiciliary CIC (clean intermittent catheterization) for last 4 months. There was history of intermittent pyuria
and hematuria since last 2 months.

On admission Patient had Abdominal pain with distention and no bowel sound. Investigations revealed
Hb 8.6 gm%, WBC 23,200cumm, with abnormal liver and renal function. Ultrasonography revealed distended
bowel with around 250-300 ml thick fluid collections in the pelvis. Rest investigations were within normal limit

On laparotomy, peritoneal fluid were mopped out. Omentum was stuck to the pelvis. On dissection it
revealed edematous urinary bladder wall with perforation around 2*2 cm on the dome posteriorly(Fig 3.)
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Fig 2-shows perforatioﬁ over dome

Stomach, bowel and other solid organs appears within normal limit. Perforation margin were freshened
and repaired in two layers leaving suprapubic and trans urethral catheterization with drain in space of
retzius.The perforation margins on histopathological examination revealed chronic inflammatory lesions

I11. Discussion

A spontaneous Urinary bladder rupture is an uncommon clinical condition with high mortality rate as
patient usually present with non specific systems and no history of any trauma abdomen. It results in diagnostic
dilemma and hence delayed diagnosis. According to Mallick et al’an accurate initial diagnosis of urinary
bladder rupture was made in 2 out of 15 case reports between 1967 and 2007

In most of the cases, it is secondary to some associated co-morbidities like infectious disease,
Neurogenic bladder, irradiation, invasive malignancy, obstructed labour®. Wilson reported a case of SRUB due
to neurogenic bladder in a patient with Tabes Dorsalis in 1940".SRUBdue toinvasive bladder tumor is a rare
cause of perforation®®. Diabetes cause neurogenic bladder as a diabetic neuropathy with decreased bladder
sensitivity leading to chronic urinary retention and recurrent urinary tract infections may also have increased
incidence of bladder rupture™.Bladder wall dysfunction is due to disturbance in neurological function because
of stroke and possible urinary retention'*.Neurological dysfunction in the form of brainstem ischemia has
specifically been reported in the past as a cause of urinary retention.’>The most frequent location for
spontaneous intraperitoneal perforation of urinary bladder is the dome or the posterior wall of the bladder™.

In our case, cause of SRUB is probably because of disturbance in neurological function secondary to
stroke and diabetes along with urinary bladder infection(cystitis) particularly in the first case. We also suspect
chronic over distension complicated with acute on chronic cystitis leading to ischemia and hence perforation
mainly in the second cases. Both of our patients presented to surgical emergency with features suggestive of
acute abdomen and diagnosed as case of SRUB intraoperatively. In both the cases, site of perforation were dome
with some part of the posterior wall.

Diagnosis of SRUB can be made by CT abdomen which shows perforation and fluid collection but
cystography is ideal which has high sensitivity rate. Cystogram is the diagnostic test of choice, though false
negative cystogarphy with bladder perforation is not uncommon. Lowe et al reported the successful use of CT
scan in confirming the diagnosis when cystography is negative or equivocal.**Treatment is surgical
debridement of perforation margin and repair in two layers with SPC and Foleys catheterization with drain in
space of retzius. Laparoscopy is an excellent option not only for diagnosis but also for repair, how-ever it
requires skills and experience.®

IV. Conclusion
Diagnosis of SRUB is mainly by the High degree of suspicion particularly in patient present with acute
abdomen with history of hypo gastric pain, haematuria,urinary tract infection with other immunosuppressive co-
morbidities. Early diagnosis by cystography/CT should be done, but in absence of these modalities in
emergency, exploratory laparotomy should be performed without delayed for better outcome in terms of
morbidity and mortality.
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