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Herpes zoster ophthalmicus (HZO) is rare in children especially those who are immunocompetent. We reported a case of HZO in a healthy 3-
year-old girl with no history of exposure or underlying immune-compromising systemic disease. She developed severe ocular complications
after treatment. Both parents were non-reactive to human immunodeficiency virus (HIV) I and II.
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INTRODUCTION
Herpes zoster ophthalmicus (HZO) is a rare form of herpes
infection in children. It has been known to be more common in
adults. It is also said to run amild course in children and it clears
up with little residual damage.[1] Such a rare occurrence in
infants and children is because of the generally accepted fact
that the samevirus inchildren causevaricella andmaybegiving
some immunity against HZO.[2] We report a unique case of
HZO in an otherwise healthy 3-year-old girl with severe ocular
complications after treatment.

CASE REPORT

Wereceivedaconsult to reviewZ.U., a3-year-oldgirl,whowas
first sent by the Pediatric unit of our hospitalwith complaints of
rashes on the right side of her forehead, scalp and upper and
lower lids, which were discharging and painful. Otherwise,
therewere no rashes on other parts of the body and no history of
previous allergies. There was an associated redness, together
with lacrimation andmild dischargeof the sameeye.No similar
symptoms were observed in the left eye.

On examination, she was well nourished, not dehydrated or
pale. However, she had a fever of 40° and irritable with right-
sided hemifacial extensively grouped herpetiform vesicles,
involving the temporal side, extending inferiorly to the
periorbital region of the right eye including the nasal
bridge sparing the tip of the nose. Vesicles were
discharging mucopurulent substance suggestive of bacterial
super infection [Figure 1].
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Visual acuity was difficult to assess despite several attempts
at persuasion. Right upper lid was swollen and no
visualization of other structures of the right eye. Left eye
was essentially normal. No history and no sign or symptoms
of immunological cause were present. The patient was said to
be fully immunized for age and parents denied use of
traditional eye medications.

She was admitted and commenced on Acyclovir cream twice
daily application on the periorbital skin, suspension
Acyclovir 150mg five times a day, ointment Acyclovir
five times a day on the eye, drops Tropicamide twice a
day, syrup Ibuprofen 200mg eight hourly and suspension
Cephalexin 250mg eight hourly. Investigations were
ordered for retroviral screening (RVS) and full blood
count and differentials. RVS came out non-reactive.
It was repeated two times at 2 weeks interval and
all reported non-reactive to type I and II human
immunodeficiency virus (HIV). The parents were also
screened and both of them tested negative to type I and II
HIV.

Symptoms subsided remarkably after 1 week of treatment
[Figure 2]. Right eye was more visible and hence examined to
find that conjunctiva was hyperemic as well as cornea was
hazy with a central area of dense opacity. Further examination
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with fluorescein dye revealed a central corneal ulcer and
treatment was continued for another 2 weeks before
discharging patient home.

Scarring of the right hemifacial region with ectropion of the
temporal part of the right upper lid was noticed 2 weeks after
discharging patient home. There was incomplete lid closure
Figure 1: HZO child at presentation

Figure 2: HZO child at 1 week of treatment
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while sleeping [Figure 2]. Features of exposure keratopathy
were evident [Figure 3]. Mother was counseled on generous
application of chloramphenicol ointment. The patient was
referred to oculoplastic and plastic and burns units to address
the temporal upper lid ectropion and hemifacial scarring,
respectively.

DISCUSSION

Herpes zoster (HZ), also referred to as shingles, is caused by
reactivation of the varicella-zoster virus (VZV) in people who
have had chicken pox (varicella), the primary infection
caused by VZV, typically resulting in a painful, unilateral,
dermatomal vesicular rash.[3] About 20% of HZ involve the
first division (ophthalmic) of cranial nerve V (trigeminal)
resulting in HZO.[4]

HZO, first described fully by Jonathan Hutchinson in 1866, is
very rare in children, being predominantly an adult
affection.[1] However, cases have been reported during
childhood at various ages and even in a 20-hour-old
infant.[2] The incidence in children is 42:100,000 person-
years.[5] Birks found an incidence of 0.2% in children 6–13
years.[2] It usually follows a mild course in children, with all
traces of the infection resolved leaving minimal residual
damage. Ocular complications are usually mild and post-
herpetic neuralgia (PHN), which is so common in affected
adults, rarely troubles the child.[1]

Primary infection with VZV during the first year of life is the
most common risk factor for developing childhood HZ.[6] The
occurrence of varicella during pregnancy may also lead to an
increased risk of developing HZ.[7] As a result of these risk
Figure 3: HZO child 2 weeks after discharge
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factors, cases of HZ reported in the children are mostly related
to immunosuppressive states or varicella infection acquired
intrauterine or during the first year of life.[8,9] The probable
cause in this patient may be due to acquiring primary varicella
infection in utero, or in infancy, wherein the immunity is not
fully developed.

Like in the reported case, cases of HZO in immunocompetent
children without a history of varicella vaccination have also
been reported in the literature.[8-12] Studies of zoster in the
pediatric age group have shown that its occurrence is not
always associated with underlying immunodeficiency, HIV
infection or malignancy.[5,11,13]

The diagnosis is clinical in most cases with classical unilateral
dermatomal vesicular rash. In cases, where there is clinical
suspicion of HZO, polymerase chain reaction (PCR) can be
performed to confirm the diagnosis promptly by identifying
VZV DNA in various clinical specimens such as vesicular
fluid, cerebrospinal fluid (CSF), and blood.[14] Alternatively,
the Tzanck test can be used in similar circumstances;
scrapings from the sore of the rashes are stained and
examined under the microscope; its limitation is the
inability to differentiate the herpes simplex from the VZV.[15]

If the nasociliary branch of the ophthalmic division of the
trigeminal nerve is involved, clinically manifested by skin
involvement of the tip of the nose (Hutchinson’s sign), the
eye will very often be involved as well. This is considered a
prognostic sign of sight-threatening ocular complications.[16]

Although the tip of the nose was spared in the case being
reported, she developed severe keratoconjunctivitis with
corneal opacity and upper lid ectropion. This is most likely
as a result of bacterial super infection owing to poor hygiene or
the use of traditional herbal preparations which is a common
practice in the rural locality where the patient resides.

CONCLUSION
Although HZO is uncommon in children, its occurrence in
immunocompetent patients could lead to sight-threatening
complications. Early presentation and prompt treatment will
no doubt minimize morbidity.
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