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Abstract: Herpes zoster infection in the sacral area accounts for a considerable number of all herpes zoster cases, and cases of acute 
urinary retention and defecation disorders caused by herpes zoster infection in the sacral area have been reported. However, no clinical 
case of spontaneous bladder rupture has been reported. In this report, we describe a 77-year-old male patient with severe complications 
of spontaneous bladder rupture caused by herpes zoster-associated urinary retention. The patient regained complete bladder function 
after undergoing surgery to repair the bladder and treatment with antiviral drugs. 
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Introduction
Herpes zoster, also known as shingles, is a skin infection caused by a reactivated latent varicella-zoster virus. Herpes 
zoster infection in the sacral area accounts for 8% of all herpes zoster infections, and can cause urinary system 
complications, particularly in elderly and immunocompromised patients.1–3 Cases of acute urinary retention (AUR) 
and defecation difficulties caused by herpes zoster infection in the sacral area have been reported,4–6 but the cases of 
spontaneous bladder rupture have not been clinically reported. A spontaneous bladder rupture is a rare emergency. Here, 
we describe a 77-year-old male patient with severe complications of spontaneous bladder rupture caused by herpes 
zoster-associated urinary retention. The patient underwent surgery to repair the bladder, completed herpes zoster 
treatment with antiviral drugs, and fully regained bladder function.

Case Report
The patient was a 77-year-old man with a 10-year history of hypertension and type 2 diabetes. One week prior to admission, he 
received antiviral, analgesic and nutritional nerve treatment for herpes zoster infection in the sacral area. The patient was 
treated with 0.3 g of valacyclovir hydrochloride orally twice daily, 0.25 g of diflunisal dispersible tablets orally twice daily and 
0.5 mg of methylcobalamin orally three times daily. Seven hours before admission, the patient experienced abdominal pain, 
obvious abdominal distention, slight shortness of breath, no convulsions, no fear of cold and fever, no cough and expectora
tion. He had difficulties voiding urine and defecating for 4 days, and had no prior history of trauma. His family brought him to 
the Emergency Department. On physical examination, he was apyretic, his abdomen was distended and painful, especially in 
the hypogastric area, with guarding and rebound tenderness, and massive ascites. Herpes was preset in the sacral area and 
partial skin damage (Figure 1). A digital rectal examination revealed an enlarged prostate with no palpable nodule. The vital 
parameters were abnormal, with a heart rate of 136 beats/min, blood pressure of 170/99 mmHg, and respiratory rate of 22 
breaths/min. Abdominal Computer Tomography (CT) revealed a large amount of effusion in the abdomen and pelvis, as well 
as a large amount of contents in the colon, and a suspected bladder breach (Figure 2A and B). Blood test revealed elevated 
inflammatory indexes, while blood gas analysis revealed hypoxemia and metabolic acidosis with hyperkalemia. Blood 
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biochemical analysis revealed potassium levels of 6.53 mmol/L, creatinine levels of 558 μmol/L and D-dimer levels of 6.93 
mg/L. The patient was admitted to the intensive care unit for stabilization of vital signs, potassium level reduction, and 
indwelling catheterization. Indwelling the catheter for 3 hours resulted in a continuous outflow of about 3300 mL bloody urine, 
thereby significantly relieving the patient’s abdominal distension. After injecting the catheter with a diluent consisting 4 mL 
Methylene Blue injection and 100 mL 0.9% sodium chloride injection, a blue liquid was observed in the abdominal puncture. 
The bladder water injection test was positive as 500mL of 0.9% sodium chloride injection was injected into the catheter and 
150mL of liquid was withdrawn. We decided on laparotomy combined with abdominal CT after considering the diagnosis of 
intraperitoneal bladder rupture. During the operation, a 2 cm laceration was discovered in the bladder wall, which was 
connected to the abdominal cavity, and the surrounding intestinal canal was found to be normal. Bladder repair and cystostomy 
were performed, and the urinary catheter was indwelling. 2 g of cefoperazone sulbactam sodium was administered every 8 
hours following the operation. On the first day, the patient vented, and ate liquid food. The patient’s renal function creatinine 
was normal on the 2nd day, the defecation was restored on at the 3rd day, the urinary catheter was removed on the 13th day, and 
the bladder fistula was removed on the 14th day. The patient’s spontaneous micturition was normal. B-ultrasound examination 
revealed that the prostate measured about 2.5×4.9×3.7 cm. Ultrasonography confirmed that there was no residual urine in the 
bladder, which could be recovered and discharged smoothly.

Figure 1 Classic shingles appearance in the S2–S4 distribution of the buttock.

Figure 2 (A) A large amount of effusion in the abdomen (white arrow); (B) Suspected bladder breach (white arrow); (C) The median lobe of the prostate was not 
protruded into the bladder (white arrow).
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Discussion
Spontaneous bladder rupture is an extremely rare urological emergency that can be life-threatening. The mortality rate is 
about 50%, with the majority occurring in men.7 The most common causes are malignant tumors, pelvic penetrating 
radiotherapy, chronic bladder infection or inflammation, neurogenic bladder, bladder diverticulum, and bladder outlet 
obstruction.7,8 Susceptibility conditions are associated with weakening of the bladder wall and/or elevated intravesical 
pressure. In our case, it appears that the bladder rupture was caused by AUR resulting from a herpes zoster infection in the 
sacral area and an increase in bladder pressure. The spread of the virus infection into the peripheral nerves, including the 
sensory nerves that innervate the skin of the sacral area (S2–S4), the bladder, and the distalof the colon, and the 
parasympathetic motor neurons could explain AUR.1,9 The patient had a history of benign prostatic hyperplasia (BPH), 
this was due to a previous physical examination. He had no symptoms of lower urinary tract obstruction and had never used 
a 5α reductase inhibitor or α receptor blocker. B-ultrasound revealed prostatic hyperplasia, but CT did not reveal median 
lobe protrusion to the bladder (Figure 2C). Therefore, we concluded that there was not significant correlation between BPH 
and AUR in this case. This spontaneous bladder rupture is often confused with BPH-related mechanical obstruction of the 
lower urinary tract. Diabetes may be a potential factor. Patients with diabetes often have hypotonic neurogenic bladder, 
which is mainly manifested by decreased bladder sensation and increased residual urine. After the patient resumed normal 
urination, a B-ultrasound examination of residual urine revealed that no residual urine remained in the bladder. However, 
due to diabetes, the patient’s bladder sensation may decrease, and at the same time, due to neuralgia caused by herpes zoster, 
abdominal pain caused by AUR was ignored, resulting in bladder rupture. The patient’s micturition and defecation function 
gradually returned to normal after 2–3 weeks of treatment for herpes zoster, and the recovery time was basically consistent 
with the time reported in the literature. This case report has the clinical implication of reminding urologists and 
dermatologists of the possibility of such adverse effects of herpes zoster infection.

Conclusion
The risk of herpes zoster-associated urinary system dysfunction cannot be ignored. Urgent intervention is required for the 
acute urinary retention caused by herpes zoster infection in the sacral area.

Abbreviations
AUR, acute urinary retention; CT, Computer Tomography; BPH, benign prostatic hyperplasia.
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