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Shingles: a belt of roses from Hell

The Norwegians have an admirable name for zoster (which
like shingles means belt)-"a belt of roses from Hell"-while
the Danes call it "hell-fire." The pain is such that few other
conditions will drive so many patients to despair. Much
unnecessary mystique still surrounds the disease, even among
doctors. Yet, although we do not know everything about this
common ailment, much is certain.

Zoster is the reactivation of the latent varicella-zoster virus,
usually in the sensory nerve cells but sometimes in motor
cells, in a patient who has had chickenpox at some time.
Chickenpox may be contracted from a patient with zoster,1-3
but, contrary to common belief, there is no evidence that
zoster may be contracted as a reinfection with a virus from a
patient with chickenpox or zoster. It afflicts about 20% of
adults at some time, but seldom more than once; and it
occurs sporadically, and independently of epidemics of
chichenpox.4 5 Records covering over a quarter of a century
show a fairly constant incidence of 3-4 per thousand of the
practice list per annum.4 Zoster may occur at any age but
increases in frequency and severity with age, being 15 times
more common in the eighth than the first decade.

Although pain is the outstanding feature, it may be absent,
and is usually mild in the young; most old people have it,
however-possibly for months or years. It may precede the
eruption in sensory zoster by three weeks, but sometimes
vesicles appear after only a day's warning. Very occasionally
no blisters appear, in which case zoster can be diagnosed only
ifthe doctor thinks about the possibility. Neutralising antibody
to varicella-zoster virus is absent or present in a low titre at
the onset of zoster,6 but both complement-fixing and
neutralising antibody appears more quickly than in chickenpox.

Sensory zoster may occur in any dermatome. Trauma of the
affected part has been suggested as a common cause of
reactivation of the latent virus.7 The virus has been detected
in the skin and nerves in active zoster.8 Ophthalmic zoster,
with the nasociliary branch affected, may produce troublesome
eye symptoms, and zoster of the lower sacral segments may
affect the bladder and rectum, giving rise to retention of
urine and severe constipation.9 10
The most common form of motor zoster is that of the

facial nerve. It appears to have a good prognosis: in one series
of 36 patients half recovered completely.11 It is usually
associated with sensory zoster of branches of the trigeminal or
second or third cervical nerves. Ramsay Hunt's ingenious
invention of "geniculate herpes,"12 still uncritically quoted
from textbook to textbook, was relegated to the "area of
herpetiform romance" by Denny-Brown and his colleagues13
and by the careful work of O'Neill.14 The muscles of the eye,
the arms and legs,15 and the diaphragm16 are also affected
occasionally. Zoster encephalomyelitis is less well documented
than is herpes simplex encephalitis. In one series all patients
survived, with full recovery in two-thirds17; but in another
series 64% died.'8

Patients with zoster do not have an underlying malignancy
more often than the population at large.7 But in patients with
grossly disturbed immune mechanisms (those with lymphatic
leukaemia, Hodgkin's disease, myeloma, and other reticuloses,
and patients taking large doses of immunosuppresive drugs)
recurrent and generalised zoster is a frequent and often serious
complication. Purpura fulminans is a rare complication of
zoster.19

Simple segmental zoster responds well to 35% idoxuridine
in dimethylsulphoxide applied constantly to the whole
dermatome for four days.20 21 Provided that treatment starts in
the first few days ofthe appearance of the rash, less than 5% of
patients will have pain at the end of a week. Applying
idoxuridine only to the vesicles is inadequate: the virus in the
nerve must be killed. The skin will heal anyway; once damaged
the nerve will not. In a double-blind controlled trial systemic
cytarabine had no obvious advantage over topical idoxuridine
in uncomplicated zoster.22 Cytarabine, moreover, had more
side effects, though marrow toxicity23 did not occur when the
drug was given as a single daily bolus. Systemic vidarabine,
though irksome to use because of its low solubility, appears to
be effective in complicated zoster.19 24 A soluble form such
as the monophosphate should become generally available.
The extent, duration, and dissemination of lesions in

zoster are inversely related to the amount of interferon in the
vesicles,25 and this last does indeed affect the course of the
disease.26 At present, however, interferon is too scarce for
routine use. Steroids reduce the incidence of postherpetic
neuralgia27 28 but carry a risk of disseminating the infection,
and are best avoided except in conjunction with an antiviral
drug. Amantadine has an effect on late herpetic pain,29 though
its mode of action is not understood.

Zoster must be treated early. Once the nerve is damaged, at
best measures such as short courses of steroids in high doses
or nerve blocks help only a little. Analgesics, sympathy, and a
liberal helping of hope are all the doctor at present has to
offer.
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