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ABSTRACT 
 

Spontaneous bladder rupture is a rare condition. Inflammation and chronic infection are the main 
contributing factors. Perforation secondary to a bladder tumor is much more rare and it poses a 
real diagnostic and therapeutic problems. We report a rare case of an elderly patient of 50 years 
old man chronic smoker of about (40 packs per year) with a history of recurrent low urinary tract 
infections, a trans-urethral bladder tumor resection on 13 June 2019. Endoscopic exploration: 
large infiltrating tumor at the level of the posterior and lateral wall with histopathological study 
confirming transitional cell carcinoma (urothelial carcinoma) infiltrating the detrusor muscle 
classified PT2 high grade. The patient received 8 sessions of radiotherapy and 5 sessions of 
chemotherapy. Admitted for bladder tumor complicated with acute peritonitis. The patient had 
consulted at the emergency department for an acute abdomen, in which the clinical examination 
found a conscious patient, slightly discolored conjunctiva, febrile at 38°C with diffusely abdominal 
pain, tensing abdominal and a pain of pouch of Douglas by rectal examination. Laboratory result 
findings a hyperleukocytosis of 15000 elements/mm3, CRP at 35 mg/l and renal insufficiency with 
estimation of the glomerular filtration flow rate (GFR):18 ml/min/1,73 m

2
. The abdomino-pelvic 

ultrasound shows a peritoneal effusion of a little abundance. Abdomino-pelvic CT scan was 
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requested, which had shown a pneumo-peritoneum with bladder perforation. The patient was 
urgently taken to the emergency room for an exploratory laparotomy with an extensive peritoneal 
lavage and suture of the bladder wound after removal of all necrotic margins with urinary diversion 
by bladder catheterisation. A thoraco-abdomino-pelvic scan was performed later and showed 
pulmonary and hepatic metastases of a secondary origin indicating a palliative treatment. 
Spontaneous urinary bladder rupture is a rare emergency which can may be misdiagnosed as 
gastrointestinal tract perforation. It should be suspected in patients with acute abdomen with a 
history of bladder tumor. 
 

 
Keywords: Tumor; bladder; peritonitis. 

 
1. INTRODUCTION 
 
Spontaneous bladder perforation is a rare and 
fatal condition. 
 
In 1929, Sisk and Wear defined the condition as: 
“if the bladder ruptures without external 
stimulation, it is spontaneous and deserves to be 
reported as such” [1] 
 
The normal anatomical position in the true pelvis 
and its elasticity are protective [2]. Predisposing 
causes for spontaneous bladder rupture include: 
tumor, inflammation, stones, tuberculosis, 
diverticulum or surgical scar. Other predisposing 
causes are altered sensitivity [3], radiotherapy 
[4]. Symptoms are often non-specific and 
misdiagnosis is common. Delayed diagnosis due 
to the absence of pathognomonic signs and the 
generally insidious evolution contribute to this 
severity. Tumor forms have a poor prognosis. 
We present a case of spontaneous bladder 
rupture and we analyze the diagnostic, 
prognostic and therapeutic aspects raised by this 
interesting pathology, which has multiple 
etiologies. 
 

2. CASE PRESENTATION 
 
Mr. A.H. is 50 years old man chronic smoker of 
about (40 packs per year) with a history of 
recurrent low urinary tract infections, a trans-
urethral bladder tumor resection on 13 June 
2019. Exploration: large infiltrating tumor at the 
level of the posterior and lateral wall with 
histopathological study confirming transitional 
cell carcinoma (urothelial carcinoma) infiltrating 
the detrusor muscle classified PT2 high grade. 
The patient received 8 sessions of radiotherapy 
and 5 sessions of chemotherapy. A control 
cystoscopy showed a decrease in tumor size. 
The history of his condition goes back to two 
years by the installation of a clotting terminal 
hematuria with episode of acute urinary 

retention. In addition, the patient had consulted 
at the emergency department for an acute 
abdomen, in which the clinical examination found 
a conscious patient, slightly discoloured 
conjunctiva, febrile at 38°C with diffusely 
abdominal pain, tensing abdominal and a pain of 
pouch of Douglas by rectal examination. 
Laboratory result findings a hyperleukocytosis of 
15000 elements/mm3, CRP at 35mg/l, Kalemia 
(K+): 5.1 mEq/L and renal insufficiency with 
creatinine of 40 mg/l, estimation of the 
glomerular filtration flow rate (GFR) :18 
ml/min/1,73 m

2
. Normocytic normochromic 

chronic anemia with a Hb of 8g/dl. The X-ray of 
the abdomen without preparation shows 
crescent-shaped clefts under diaphragm (Image 
A). 
 
The abdomino-pelvic ultrasound shows a 
peritoneal effusion of a little abundance. 
Abdomino-pelvic CT scan was requested, which 
had shown a pneumo-peritoneum with bladder 
perforation. The patient was taken directly to the 
operating room. Surgical exploration found a 
peritoneal effusion whose color resembled urine 
with perforation of the bladder dome and foci of 
necrosis. an abundant peritoneal lavage was 
performed with resection of necrotic margins and 
suturing of the perforated wall. The patient was 
placed on triple therapy with beta lactamine, 
imidazoles and aminoside. The postoperative 
follow-up was simple. a tap scanning was later 
requested which showed lung and bone 
metastases of a secondary origin indicating a 
palliative treatment. 
 

3. DISCUSSION 
 
Spontaneous bladder rupture also called non-
traumatic bladder rupture or idiopathic bladder 
rupture is a rare entity, only a few dozen cases 
are described in the literature [5]. It is mainly 
seen after the fifth decade, with a slight male 
predominance. Perforation is most often located 
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in the bladder dome, the least resistant part of 
the bladder, which contributes to a rupture in the 
peritoneal cavity [6]. Diabetics with decreased 
bladder sensitivity leading to chronic urinary 
retention and recurrent urinary tract infections 
may also have increased incidence of bladder 
rupture. Other causes of spontaneous bladder 
rupture other than infection were mentioned in 
the literature. Gomes and al. reported alcoholism 
as a cause of spontaneous bladder rupture due 
to altered sensitivity [7]. Bladder causes are the 
most frequent, and are represented as acute or 
chronic inflammatory lesions (radio cystitis, 
tuberculosis, bilharzia) [8]. Our patient had 

repeated urinary tract infections and benefited 
from radiotherapy sessions which predisposes to 
spontaneous bladder rupture. The clinical picture 
is non-specific, and may include abdominal pain, 
hematuria, oliguria or even anuria. These cases 
are usually overlooked and should be suspected 
when the predominating symptoms include acute 
peritonitis, sudden abdominal pain, peritoneal 
cavity fluid, oliguria, with increased serum 
creatinine [9].Thus, the clinical exam often stops 
at the diagnosis of peritonitis and not of its 
bladder origin [10]. Our patient had consulted at 
the emergency department for an acute 
abdomen, in which the clinical examination found  

 

 
 

Image A. The X-ray of the abdomen without preparation showing subhepatic crescent clarity 
Image B. Non-injected uroscanner showing bladder lesion(tumor) with an intra bladder air 

bubbles 
 

 
 

Image C. Bladder perforation with focal points of necrosis 
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a conscious patient, slightly discoloured 
conjunctiva, febrile at 38°C with diffusely 
abdominal pain, tensing abdominal and a pain of 
pouch of Douglas by rectal examination. 
Laboratory tests revealed, a rapid increase in 
urea and creatinine by peritoneal reabsorption of 
urine is not uncommon [11]. The radiological 
examination of choice is cystography, which 
shows extravasation of the contrast medium. The 
X-ray of the abdomen without preparation shows 
pneumoperitoneum and objective ultrasound 
shows peritoneal effusion [12]. The X-ray of the 
abdomen without preparation shows crescent-
shaped clefts under diaphragm in our patient and 
a Abdomino-pelvic CT scan showed bladder 
lesion(tumor) with an intra bladder air bubbles. 
Perforation of a bladder tumor is much rarer               
[5]. Treatment of Spontaneous Bladder Rupture 
(SBR) include 2-layer closure of debrided 
perforation edges, urinary drainage by urethral 
catheter. Tumor lesions pose a real therapeutic 
problem, since they are most often infiltrating and 
metastatic, requiring palliative treatment; simple 
suturing after excision of the perforation margins 
[13]. Our patient benefited from an abundant 
peritoneal lavage followed by suturing after 
removal of the necrotic margins and placement 
of a Redon drain. 

 
4. CONCLUSION 
 
Spontaneous urinary bladder rupture is a rare 
emergency which can may be misdiagnosed as 
gastrointestinal tract perforation. It should be 
suspected in patients with acute abdomen with a 
history of bladder tumor. The number of 
radiotherapy sessions should take into account 
the risk of bladder perforation, especially in the 
case of bladder tumor associated with recurrent 
urinary tract infections. The uroscanner is the 
reference examination for the diagnosis. The 
bladder must be systematically explored in case 
of acute peritonitis. The vital prognosis depends 
on the rapidity of the therapeutic management. 
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