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Case Report
A Case of Almost Painless Herpes Zoster
Presenting with Symptoms of Cystitis, Penile Numbness,
and Acute Vestibular Failure
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Herpes zoster (shingles) is an acute, painful, vesicular, and cutaneous eruption caused by varicella zoster virus, the same virus which
causes chicken pox. It is due to the reactivation of the virus which remains dormant in sensory ganglions following chicken pox.
It is usually confined to a single dermatome but may involve 2-3 dermatomes. Typically, it is a unilateral lesion which can affect
both cranial and peripheral nerves. It is usually a self-limiting disease; however, it may cause significant morbidity especially in
the elderly. It is more common in older people and individuals with immunocompromised conditions. Antiviral drugs can shorten
the duration and the severity of the illness and need to be started as soon as possible after the appearance of the rash. Gabapentin
and tricyclic antidepressant are effective in postherpetic neuralgia. Vaccine can reduce the risk of infection and its associated pain.
Typically, it occurs once in a lifetime, but some individuals may have more than one episode.

1. Introduction

This case illustrates the importance of thorough clinical
examination of patients presenting with rare or uncommon
manifestations of common diseases.

2. Case Report

A 67-year-old man was referred to the general medical clinic
by his GP with a 3-week history of tiredness, dysuria, and
frequent micturition that had not responded to antibiotics.
He denied having haematuria, hesitancy, weak stream, or
postmicturition dribbling. There was no fever, rigors, or loin
pain. His urinalysis was normal. Urine culture, sent by his GP,
was negative for infection. A routine battery of blood tests,
including PSA, was normal.

On further questioning, he described penile numbness
and constipation. He denied any abdominal pain, nausea, or
vomiting. He also denied any weakness or sensory changes in
the limbs.

He had past history of type 2 diabetes mellitus, heart
failure, coronary artery bypass surgery, chronic obstructive

pulmonary disease, hypothyroidism, and peripheral vascular
disease.

Neurological examination was unremarkable, apart from
a subjective sensation of numbness of the glans penis.
However, when the patient turned over to have his anal tone
tested, a classic rash of herpes zoster was found on his left
buttock involving S2-S3 dermatomes. The patient was totally
unaware of the rash (Figure 1).

He was treated for shingles; however, two weeks later he
was readmitted with a sudden onset of deafness in his left
ear and poor balance. An ENT specialist saw him, and his
audiogram showed a dead left ear. CT and subsequent MRI
scans of the brain were normal. He was diagnosed as having
acute vestibular failure secondary to herpes zoster.

3. Discussion

Varicella zoster virus (VZV) is associated with two distinct
disease entities: chicken pox, which is primarily seen in
children, and herpes zoster (shingles), which occurs predom-
inantly in an older age group [1]. Herpes zoster (HZ) is caused
by the reactivation of the VZV, which remains dormant in the
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Figure 1

geniculate and Gasserian and dorsal root ganglia following
a primary chicken pox infection. It may remain latent for
decades before reactivation [2]. Approximately 1% of the
population develops herpes zoster in their lifetime. In the
United States, the annual incidence is 2 cases per 1000 patient-
years [3] increasing to 9 cases per 1000 patient-years in
those above 80 years old [4]. Recurrent episodes of HZ are
rare in immunocompetent individuals [5] but may be more
commonly observed in immunocompromised patients.With
a decline in the immunity, the virus travels down along
the affected nerve causing both intraneural and perineural
inflammation, which is associated with nerve cell necrosis,
lymphocytic infiltration, and haemorrhage [6].

HZ results in a unilateral localised vesicular skin eruption
that is usually confined to one dermatome but may involve
up to three adjacent dermatomes [7]. Rarely, HZmay present
purely as pain without any skin eruption, a condition called
“zoster sine herpete” [8]. HZ most commonly affects the
thoracolumbar (50–60%) and facial dermatomes (10–20%)
[9], while involvement of sacral dermatomes is uncommon
and accounts for only 5% of all cases of HZ [10].

Whilst it usually presents as a self-limiting vesicular
eruption, it may be associated with the development of
a whole host of serious complications. Early treatment of
HZ may minimise the risk of some of these complications.
The commonest complication is postherpetic neuralgia,
which is more common in the elderly, affecting 47% of
those over 60 years who develop HZ [11]. Classically, the
neuralgia pain increases in severity as the day goes by,
reaching a crescendo at night that interferes with sleep [12].
Other recognized complications include secondary bacterial
infection; meningoencephalitis; transverse myelitis; cerebral
vasculitis; pneumonitis; pancreatitis; myocarditis; hepatitis;
contralateral hemiplegia resembling a stroke, which may
occur weeks or even months after the initial attack; cranial
nerve palsy; peripheral nerve palsy; disseminated infection
in immunocompromised patients; and urinary retention.

The urinary retention that occurs after herpes zoster
infection is due to detrusor areflexia, which was first reported
by Davidshah in 1890 [13]. Since then, more than 300
other cases of urogenital problems complicating herpes
zoster infection have been reported in the literature [14–
22]. Cystoscopy in such patients shows intravesicular lesions
with surrounding inflammation of the wall of the urinary
bladder [23]. Acute retention of urine is more common
in women than in men [24]. In the case we report here,
the patient presented with dysuria and frequent micturition
rather than retention.This is probably due to detrusormuscle
overactivity caused by inflammation of the bladder wall and
possibly a degree of prostatitis. To our knowledge, this is
the first reported case of its kind. Clason et al. [6] reported
a case of granulomatous prostatitis associated with urinary
retention; however, our case presented with symptoms of
cystitis and not retention.

A case of erectile dysfunction and urinary retention
was reported by Erol et al. [25] while our case presented
with altered sensation in the glans penis (hypalgesia) due to
involvement of S3 segment.

Our patient also reported constipation. Bowel problems
complicating sacral HZ infection have been reported, includ-
ing constipation due to dysfunction of the anal sphincter
[26] and pseudo-obstruction.The exact mechanism of zoster
associated pseudo-intestinal obstruction has not been fully
elucidated; however, the segmental spasm and proximal
dilatation may be due to the direct viral invasion of the
autonomic supply of the bowel [27, 28].

HZ has been reported to cause ipsilateral deafness fol-
lowing ophthalmic zoster [29], and sudden profound hearing
loss has also been shown to complicate cases of Ramsay Hunt
syndrome [30, 31]. Our patient experienced sudden deafness,
but his HZ infection was remote from both of his ears. The
other unusual feature of our case was the absence of any pain
at the site of the lesion. The patient was totally unaware of
the shingles. Perhaps the genitourinary symptoms masked
the pain of the zoster lesions.
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