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Sacral Herpes Zoster: A Treatable Cause for Faecal 
Incontinence
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Abstract
Faecal incontinence is difficult to treat. Usually the cause is secondary to sphincter disruption caused 
by birth trauma. Complete resolution of incontinence is rare.

This case report describes an infective cause for faecal incontinence that was completely reversible. 
The importance of this case is the effect of Sacral nerve Herpes Zoster on bowel and bladder function. 
It is our aim to make the colorectal fraternity aware of Herpes Zoster faecal incontinence. It is a rare 
condition but ultimately treatable with complete resolution.
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Introduction
Shingles, also known as Herpes Zoster infection, is due to the Varicella Zoster virus. It is only 

present in individuals who have previously suffered Varicella infection. It is not contagious.

The most common site for Varicella Zoster virus to lay dormant is the dorsal root ganglia of the 
thoracic sensory nerves. Activation produces painful vesicles along the dermatome of the involved 
nerve. It may be described as “a belt of roses from hell” [1]. Less frequently, Herpes zoster may occur 
on the face along the distribution of the ophthalmic division of The Trigeminal nerve or, rarely, 
facial nerve palsy together with a rash on the Tympanic membrane and external auditory canal 
(Ramsay Hunt syndrome). A severe neuralgia can occur once the rash disappears.

Shingles may present with symptoms more distressing than the characteristic neuralgia and 
rash. These may be of concern to the clinician who is unfamiliar with a presentation not described 
in standard medical textbooks. One such infection is that which involves the dorsal root ganglia of 
sacral nerves S1, S2 and S3. This can result in bowel and bladder symptoms that, although distressing 
for the patient, can be ultimately treated with complete return to normality.

We herein report a case of Herpes Zoster infection that involved the dorsal root ganglia of S2 
and resulted in an unusual presentation of acute urinary retention (with overflow incontinence) and 
faecal incontinence.

The aim of this report is to make the general surgeon aware of this presentation of Shingles as 
it is easily treatable.

Case Presentation
A 76-year-old man presented to the emergency department with a one week history of 

worsening anal pain, fresh rectal bleeding and sudden onset of acute urinary retention and faecal 
incontinence. It was the distress of the latter two symptoms that brought the gentleman to the 
Accident & Emergency department.

Symptoms indicating a possible neoplasm, altered bowel habit, weight loss and poor appetite, 
were not present. Furthermore, he did not have malena or a family history of colorectal, stomach, 
uterine or ovarian cancers.

On examination, he had maculopapular, vesicopustular lesions on the left buttock (Figure 1) 
and anal margin. He also had signs suggestive of a palpable bladder. The rash was characteristic 
of Shingles and the symptoms of urinary retention and faecal incontinence were regarded to be a 
sequela of the infection.

The patient was treated with a urethral catheter; 1,500 ml of urine was drained. An intravenous 
course of Acyclovir was commenced and this resulted in complete resolution of faecal incontinence. 
A trial without catheter was successful and the patient discharged seven days later.
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Discussion
The pre-eruptive phase of Herpes Zoster is characterized by non-

specific symptoms of headache, fever, malaise and myalgia. Burning, 
itching and hypersensitivity follow in the involved dermatome. 
Unusual skin sensations occur such as stinging, aching, numbness, 
throbbing, tingling, or stabbing pains. It often reaches peak intensity 
in the nerve distribution below the affected dermatome.

Following the eruptive phase an erythematous maculopapular 
rash occurs. This quickly becomes vesicular and pustular with some 
erupting to leak serous fluid. Ruptured vesicles ulcerate, crust over 
and then become dry in seven to ten days. The result may be scarred 
and discolored skin.

Within several weeks to a month, symptoms and lesions usually 
resolve without treatment. A chronic phase of postherpetic neuralgia 
may result. In relation to the anorectum this may well present with 
anal pain.

Perianal Herpes Zoster is rare. Presentation is not the same as 
described in this report. For example, the rash may only be present 

around the anal margin [2]. In other cases, sacral shingles may 
cause flaccid paralysis of the detrusor or anal sphincteric muscles. 
Resolution is, however, complete [3,4]. The combination of urinary 
retention and faecal incontinence is extremely rare [4]. Anorectal 
herpes zoster may be a marker for immunosuppressive disorders such 
as Acquired Immunodeficiency Syndrome (AIDS) [5] and Wegener’s 
Granulomatosis [6]. Population-based studies have suggested that 
Herpes Zoster is not a marker for occult malignancy [7,8] and such 
patients do not require special screening.
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Figure 1: Maculopapular, vesiculopustular lesions on the left buttock and 
anal margin.
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