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Abstract

Spontaneous bladder rupture is a rare con-
dition that can be followed by an acute alcohol
intoxication and can be associated with signif-
icant morbidity and mortality. We report a case
diagnosed in a alcoholic young male who was
admitted to our emergency room for epigastric
pain. The case demonstrates the difficulties
with diagnosis and the need for physicians
who work in an emergency room to be aware of
this condition.

Introduction

It has been reported that spontaneous blad-
der rupture is a rare condition associated with
significant morbidity and mortality1 and occurs
in a high proportion of cases in alcoholics.2 We
report a case of spontaneous bladder rupture
in a 45 year-old man that was admitted to our
emergency room because of a persistent epi-
gastric pain. This case further demonstrates
the difficult diagnosis of this condition. A bed-
side ultrasound in an evaluation of patients
with non specific abdominal pain can be of
great help.

Case Report

A 45 year-old man was admitted to our
Emergency Room for a persistent epigastric
pain of about 4 hours duration. He was restless
and he had a bad alcoholic breath. A part from
a chronic high alcohol consumption his med-
ical history was unremarkable and he did not
take any medications. The abdomen was soft,
non-distended with no palpable masses and no
signs of cutaneous trauma ; he had a normal
respiratory rate, a pulse rate of 100 beats per
minute and body temperature of 37°C. Arterial
blood pressure was 120/70 mmHg. Electrocar -
diogram showed no alterations a part from an
increased sinusal rhythm. Laboratory exami-

nation revealed an increased number of white
cell count (13.80 103 mm3), with normal red
blood cells as well as normal platelet count.
Hemoglobin and hematocrit were also within
the normal range. Serum creatinine was
slightly elevated 1.6 mg/dL (normal reference
range 0.50-1.20) with normal blood urea nitro-
gen (BUN) levels 18.2 mmol/L (normal refer-
ence range 8-20); serum electrolytes concen-
tration was also normal. Alcohol blood levels
were of 221 mg/L. Circulating hepatic and pan-
creatic markers of an acute damage were also
normal. An ultrasound examination (Figure
1A) showed normal sized kidneys with no renal
pelvis dilation, and with a normal appearance
of the liver, the gallbladder, the pancreas and
the spleen; however a free peritoneal fluid was
noted (Figure 1B).

An abdominal CT scan was performed and
this examination showed a large amount of
abdominal fluid collection (Figure 2A), a nor-
mal liver with normal hepatic and portal veins
(Figure 2B). The peritoneal fluid was drained
by an ultrasonographic aspiration and bio-
chemical analysis showed urine containing
113 mmol/L of sodium, 7.0 mmol/L potassium,
44.2 mmol/L of urea, and  5 g/L of proteins. At
laparoscopy carried out in emergency setting a
large bladder intraperitoneal rupture was

found and a laparotomy was performed to
repair the damage; after repairing it, 10 mL of
methylene blue was injected into the bladder to
check the tightness of the suture and no
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Figure 1. Ultrasound examination showing kidneys of normal size with no renal pelvis
dilation, and normal appearance of liver, gallbladder, pancreas and spleen (A); a free
peritoneal fluid can be noted (B).

Figure 2. Abdominal CT scan showing a large amount of abdominal fluid (A) with nor-
mal liver, hepatic and portal veins (B).
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spillage was noted. After one week, the urinary
catheter was removed (Figure 3) and the
patient was discharged in good general health.

Discussion

Acute and chronic alcohol consumption may
cause several abdominal acute illnesses of a
particular interest in an emergency situation.3

In addition, it is sometimes difficult to clinical-
ly evaluate these patients because of their
abnormal behavior.4 Finally, the most common
diseases in alcoholics are those involving the
stomach and the pancreas and some abdomi-
nal emergencies are quite forgotten. One of
these rare and generally unrecognized causes
is represented by the bladder rupture. In 1959,
Bastable et al. reported the highest amount of
cases of spontaneous bladder ruptures1 and
the author underlined that several of these
cases  reported were bladder ruptures associat-
ed with alcohol abuse. Subsequently, a total of
25 cases of spontaneous bladder rupture have
been identified and these cases were associat-
ed with alcohol2,5,6 or drug abuse.7 In addition,
this pathological condition was also described
in decreased patients who regularly ingested

large quantities of alcohol.8,9 The hypothesis of
pathogenesis of spontaneous rupture is
believed to be due to a diuretic effect of alco-
hol, to impaired sensorium removing the cues
for voiding causing bladder overdistension;2,10

in addition, it has been hypothesized in
women that the short length of the uretra and
the less pronounced sphincter mechanism
may lead to a leak between the bladder and the
peritoneum rather than rupture.11

Conclusions

The early recognition of this illness has
improved the mortality rate of 50%1 and
decreased it to 12%.12 The new imaging tech-
niques have an important role in diagnosing
spontaneous bladder rupture even if the con-
firmation of this disease is to this day done by
surgical exploration in most cases13 because
the diagnosis based on the early signs and
symptoms may be of poor diagnostic signifi-
cance: patients commonly present with lower
abdominal pain, or inability to urinate or have
hematuria. However, in our case the pain was
localized in epigastrium leading to a more dif-
ficult diagnosis of intraperitoneal spontaneous
bladder rapture and the patient had no hema-
turia. Physical examination is also unspecific
because patients may have abdominal disten-
sion with signs of abdominal fluid collection.
Aspiration and biochemical analysis of the
abdominal fluid demonstrated a liquid similar
to the urine, as in our case, it could be  useful
for the physicians to be aware of this disease.
The repair of the intraperitoneal bladder rup-
ture is surgical whereas extraperitoneal rup-
ture is conservative by using ureteral catheter-
ization.14
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Case Report

Figure 3. Retrograde cystography showing
the complete repair of the bladder.
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