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A 57-year-old man with a six-week history of 
herpes zoster in the left T11–T12 derma-
tomes presented to the dermatology 

department with a painful, progressive bulge in his 
left flank. The pain was due to postherpetic neural-
gia. The bulge was more prominent on standing, 
coughing and straining. After onset of herpes zoster, 
he completed a seven-day course of valacyclovir. A 
review of systems was unremarkable. 

On physical examination, we found a redu-
cible protrusion in the left flank with several red 
to light brown macules and scars on the overlying 
skin (Figure 1A, 1B and 1C). Abdominal computed 
tomography at L3, which was the level of muscle 
weakness, did not show the presence of an exist-
ing hernia, mass or accumulation of fluid in the 
abdominal cavity (Figure 1D). 

We sent the patient for electromyography 
that showed acute denervation changes in the 
T11–T12 distribution. Nerve conduction was nor-
mal in the dermatomes above and below the 
affected areas. We diagnosed a postherpetic 
pseudohernia. After three months, the bulge had 
improved but not resolved completely.

Muscle weakness related to herpes zoster repre-
sents a protrusion of the abdominal wall without 
an actual defect in the muscle. It can be observed in 
unilateral paralysis of abdominal muscles. Classically, reactivation of 
herpes zoster infection affects sensory nerve roots; however, it may 
extend to motor involvement, which can include paresis of diaphrag-
matic, upper and lower limb or abdominal musculature.1 The preva-
lence of motor involvement is about 0.17% among patients with her-
pes zoster.2 Abdominal or flank bulges typically occur within two to 
seven weeks after onset of skin eruptions.3 Typically, pseudohernia 
after herpes zoster will resolve in most patients within one year.4
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Figure 1: (A)–(C) A reducible protrusion in the left flank with several red to light brown mac-
ules and scars on the overlying skin in a 57-year-old man with a six-week history of herpes 
zoster in the left T11–T12 dermatomes. (D) Computed tomography at L3 showed no abnor-
mality in the left lower abdominal wall in the region of the psuedohernia (arrow) compared 
with the right.
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