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ABSTRACT

Herpes Zoster is produced by reactivation of latent varicella zoster from the dorsal root ganglion of sensory nerves. It is 
common in older individuals and rarely described in Pediatric age group. Its occurrence in younger age should be viewed 
with suspicion. We describe an 11-year-old Nepali child who presented with herpes zoster ophthalmicus of right half of the 
forehead and a perforated corneal ulcer in the right eye. On investigations he was found to have been infected with human 
immunodeficiency virus (HIV). Patient responded well to systemic acyclovir. Thus, herpes zoster ophthalmicus in a young 
child should be viewed with suspicion. 

Key words: Herpes zoster ophthalmicus (HZO), Human immunodeficiency virus (HIV), Perforated corneal ulcer, Varicella 
zoster virus (VZV).
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INTRODUCTION

Herpes zoster is a dermatomal infection which occurs 
due to reactivation of the latent varicella zoster virus 
(VZV) and is usually a disease of the elderly.1 Zoster 
has traditionally affected persons with more than 60 
years of age.2  

Herpes zoster ophthalmicus (HZO) is a potentially 
devastating visual disease with variable presentation 
caused by the re-activation of a latent infection of 
the trigeminal ganglion by the VZV.3 HZO affects 
about 5-15% of patients who are infected with HIV.4 
Although, most persons developing clinical zoster 
are healthy, other predisposing factors include 
neoplasm, trauma, irradiation, immunosuppression, 
surgery, or debilitating systemic disease. 

The risk of HZO is up to 15 times higher in HIV-
positive than HIV-negative patients.5 Hodge et al 
found the incidence of HZO in the HIV-positive 
population to be around 3.2 per 100 patient-years 
of follow-up.5 The most common vision-affecting 
complications of HZO are corneal opacities due 

to scarring, neovascularisation, neurotrophic or 
secondarily infected ulcers, the sequelae of uveitis 
(i.e. cataract and glaucoma), necrotising retinitis, 
posterior vascular occlusions and optic neuritis. 
The risk of ocular complications of HZO is 2-3 times 
higher in the HIV infected population than in the 
general population; however, the complication 
rate has declined slightly since the advent of highly 
active antiretroviral therapy (HAART).6 HZO has 
been described as one of the presenting signs of HIV 
disease.7 

Childhood herpes zoster is believed to be rare, 
though recent studies suggest increasing incidence 
in children.1 Here, we report a child of 11 years 
age  presenting  with Herpes zoster Ophthalmicus 
(HZO) and was detected to be positive for Human 
Immunodeficiency Virus  infection.

Case Report:

An 11-year-old male child presented with vesicular 
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eruptions involving the skin of the right half of the 
forehead and eyelids for 20 days accompanied by 
watering, pain, photophobia and blurring of vision 
in his right eye for last 4 days.  He was treated 
symptomatically by local doctors in his home 
town. As his general condition did not improve, he 
presented to the eye OPD. 

Examination:   The boy was of average built, with 
multiple vesicles and pustules on an erythematous 
base present over the right upper eyelid and 
forehead with crusting at some places (Fig 1). 

 
Figure 1: Vesicular rashes and Scarring on Right half 
of face  

The lesions were localized to the distribution of first 
(ophthalmic) division of the right trigeminal nerve 
and also involved the tip of the nose (Hutchinson’s 
sign) (Fig.2). 

Figure 2: Nasociliary skin lesions (Hutchinson’s 
sign) – on tip of nose

The right upper eyelid was swollen, erythematous 
and tender; the palpebral conjunctiva was chemosed 
and congested. There was corneal ulcer involving 
the central part of the cornea with iris incarceration 

in the center of the thinned out corneal ulcer. (Fig. 3)

 
Figure 3 : Non healing corneal ulcer of right eye 

Investigations: Suspecting an immunocompromised 
state, the patient was tested for Human 
Immunodeficiency Virus, which was positive for HIV 
1 & 2 Antibody Test – Reactive (ELISA) 

The CD4 lymphocyte count was 405 cells/ mm3. 
Other routine investigations were within normal 
limits. Father was found positive for HIV. Mother had 
died few years back due to HIV. Corneal scrapping 
revealed staphylococcus aureus infection. Hence, he 
was diagnosed to have HZO with perforated corneal 
ulcer with HIV infection.

Treatment: Oral Acylovir 400mg 5 times a day 
was started immediately after presentation and 
continued for 7 days, to which he responded 
favorably. Reconstitued Cefazoline and atropine 
eye drops along with acyclovir eye ointment 3% 
and Chloramphenicol ointments were started in the 
right eye. He was referred to Voluntary counselling 
Testing (VCT). Antiretroviral therapy was started 
with tablet nevirapine 150mg twice daily, tablet 
zidovudine 120mg thrice daily and tablet lamivudine 
75mg twice daily.

Follow-up: The perorated corneal ulcer healed by 
forming an adherent leucoma and scarring which 
was also seen in the area of lids. The child needs an 
optical keratoplasty which has been planned as per 
the availabity of corneal tissue. The child has been 
discharged after 2 counselling session with the AIDS 
support group (VCT).

DISCUSSION: Primary varicella is usually a disease of 
childhood, whereas its reactivation infection, herpes 
zoster is encountered in the aged. The age adjusted 
incidence rate of herpes zoster is only 0.45 per 1000 
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persons in children below 14 years, but becomes as 
high as 4.5 per 1000 persons in those aged 75 years 
and above. 8 

Herpes zoster is caused by varicella-zoster virus 
(VZV) due to reactivation of the virus from dorsal 
root or cranial nerve ganglia, where it remains latent 
after a primary chicken pox or varicella infection. It 
is reactivated usually during immunocompromised 
state as in cases of advanced age, malignancy, 
prolonged steroid therapy and sometimes also 
with HIV infection.4, 9 Herpes zoster in the elderly is 
associated with loss of varicella-zoster virus (VZV) 
specific cellular immunity, whereas in chemotherapy, 
suppression of cellular immunity per se occurs, and 
there is viral destruction of T cells in HIV infected 
individuals.8 

Historically, childhood herpes zoster was thought 
to be an indicator for an underlying malignancy, 
especially acute lymphatic leukemia, whereas 
recent studies have shown no increase in the 
incidence of malignancy in children with herpes 
zoster. Approximately 3% of the pediatric zoster 
cases occur in children with malignancies.10 Rising 
incidence of herpes zoster in otherwise healthy 
children may be due to acquiring primary varicella 
infection in utero, or in infancy, wherein the 
immunity is not fully developed. Vaccination with 
live attenuated virus may also contribute. Tereda 
et al. state that the immunological status at the 
time of acquiring the primary infection is the most 
important determinant in childhood herpes zoster. 
A low level of lymphocytes, natural killer (NK) cells 
and cytokines are seen in infants, along with virus-
specific immunoglobulins, all of which may result in 
an inability to maintain the latency of VZV, leading to 
early appearance of zoster in children. 11

Herpes zoster occurs with higher frequency among 
persons who are seropositive for HIV than among 
those who are seronegative.9, 2 Studies in children 
infected with HIV have also shown a higher incidence 
of zoster than in general population.2 Since herpes 
zoster may occur in HIV-infected persons who are 
otherwise asymptomatic, serological testing has 
been recommended in healthy persons with herpes 
zoster who are younger than 50 years of age.9

HZO occurs when the ophthalmic division of the 
trigeminal nerve is affected. A particularly high 

complication rate is seen with ophthalmic zoster 
in HIV-positive patients. Affecting 7% of all cases 
of zoster in pre HIV era, ophthalmic zoster is 
complicated by ocular disease in 20% to 70% of 
patients with HIV infection.12 

Though many studies have been done in adult HIV 
patients, so far there are no case reports of childhood 
HIV patients acquiring Herpes zoster ophthalmicus 
from Nepal .The child presenting to us had most 
probably developed HZO with viral keratitis which 
got secondarily infected and later on due to lack of 
timely treatment and immunocompromised status 
it perforated.

CONCLUSION

Our observation thus stresses the need for screening 
of any child with Herpes Zoster Ophthalmicus for HIV. 
Our findings confirm that a HIV-positive patient with 
HZO may present with ocular involvement, ranging 
from mild keratitis or anterior uveitis to blinding 
disease like corneal perforation secondary to corneal 
ulceration.  Thus, this case report emphasizes the 
need for evaluation of immune status, in pediatric 
patients presenting with HZO, which should be done 
to assess the need for anti retroviral treatment. 
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