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A RARE CASE OF HERPES ZOSTER OPHTHALMICUS
WITH THE ONSET PRESENTING AS HEADACHE
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Abstract: The article presents a rare case of herpes zoster ophthalmicus with headache as a first symptom, and di-
scusses clinical presentation, diagnosis and treatment in the context of clinical experience and published literature.
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Introduction

Herpes zoster ophthalmicus (HZO) is an eye infection
caused by localised reactivation of latent varicella-zoster
virus (VZV), also known as human herpesvirus 3 (HHV-
3), present in the sensory ganglion and extending along
ophthalmic branch of the fifth cranial (trigeminal) nerve
[1]. HZO develops in approximately 10 to 25 percent of
all treated cases of herpes zoster infection, but affects
50 percent of all cases when the antiviral treatment is
not readily available [2, 3]. The first exposure to the virus
causes primary infection, which is chickenpox occurring
mostly in children [4]. Afterwards, VZV is maintained in
the latent state by VZV-specific T cell-mediated immuni-
ty and is reactivated under favourable conditions of de-
creased immunity due to infection, age, treatment with
immunosuppressants, or inflammation [5]. After reactiva-
tion, VZV is highly contagious, and may be transmitted via
aerosols or by direct contact with infected tissues [1, 2, 4].

Prodromal symptoms are usually present, including pain
or tingling in the forehead, fever, headache, malaise
and chills. The initial and characteristic symptom is uni-
lateral hyperesthesia or paraesthesia of the skin within
the affected area. This area is then covered by the rash
which evolves through the macular, papular, vesicular,
and pustular stages before it scabs over [3]. Other com-
mon HZO symptoms include painful and severe eyelid
and corneal oedema, ocular pain, conjunctival, episcleral,
and circumcorneal conjunctival hyperaemia (ciliary flush)
and photophobia [6]. HZO may affect all eye tissues and
structures, causing keratitis, scleritis, uveitis, trabeculitis,
choroiditis, acute retinal necrosis, optic neuritis, nerve
palsies, and cavernous sinus thrombosis [3].

Clinical diagnosis of HZO is based on history, and find-
ings on physical and slit-lamp examination. In rare cas-
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es, viral cultures, polymerase chain reaction (PCR), and
antibody testing, are required for diagnosis. Other tests,
such as tonometry and corneal esthesiometry, may also
be needed to assess the risk of complications [6].

Treatment is based on topical and if needed systemic an-
tiviral agents, such as acyclovir, valacyclovir, and famci-
clovir. Mydriatics and topical corticosteroids are also in
use [2].

Below is presented a case of patient with HZO with an
unusual initial presentation.

Case report

A 77-year-old generally healthy man attended the Emer-
gency Department (ED) late at night with unspecif-
ic, generalised headache and mild pain in his right eye
which persisted for 2 days. He denied history of any re-
cent injury or accident. He had lost his left eye as a result
of a childhood injury, and had an ocular prosthesis in the
left orbit.

On an ocular examination, the best corrected visual
acuity (BCVA) in the right eye was 20/25, the intraoc-
ular pressure (IOP) was 19 mmHg with full visual field
and normal eye movements, not limited by pain. In the
slit lamp biomicroscopy, the bulbar conjunctiva was
pale, the cornea was transparent, smooth and clean.
The anterior chamber was quiet. The pupil was mildly
dilated, with normal pupillary reflex. The lens showed
a degree of opacity and was otherwise normal. The
fundus exam revealed an orange-pink optic disc with
distinct, smooth margins and cup to disc ratio of 0.9,
vasculature adequate for age, attached retina and ab-
sent foveal reflex.
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The unremarkable ocular examination prompted a neu-
rological consultation and another ophthalmic examina-
tion to ascertain any new signs and symptoms occurring
overnight. The patient left the ED in the morning pain-
free, but he returned 3 days later with palpebral oedema
and erythematous vesicular rash on the right side of his
forehead and right eyelids, but without visual impair-
ment. He was initially prescribed oral acyclovir 800 mg
p.o. 5 times a day and instructed to clean the skin lesions
with skin disinfectant and apply ichthammol ointment
twice a day. He was also admitted as an inpatient to the
dermatology ward due to facial involvement with flu-
id-filled vesicles typical of HZO. As the laboratory tests
revealed serum level of C-reactive protein (CRP) of 3.0
mg/dl (the upper normal limit is 0.8) and procalcitonin
(PCT) of 0.21 ng/mL, oral acyclovir was substituted with
intravenous injection at 10 mg/kg and oral doxycycline
200 mg once a day. Another 3 days later, in another oph-
thalmic examination, palpebral oedema was still visible,
alongside blepharostenosis, with fully preserved eye
movements. Topical medications were added, including
ofloxacin eyedrops, vitamin A eye ointment and sulfathi-
azole ointment for external use.

On day 9. following the initial visit, corneal epithelial de-
fects were identified on slit lamp biomicroscopy without
other abnormalities. On day 12. following the initial visit,
the man was discharged home on oral acyclovir 800 mg to
be taken 5 times a day for the next 12 days and ofloxacin
eyedrops as well as vitamin A eye ointment to be applied
4 times a day. Detailed recommendations were provided
regarding skin care regimen to be followed twice a day,
including cleaning all skin lesions with skin disinfectant
and applying ichthammol ointment. An emollient cream
was recommended for the face and head skin, alongside
the recommendation to use sun protection, ensure prop-
er hydration and nutrition. Follow-up ophthalmology and
neurology appointments were also scheduled.

The eye examination on day 19. following the initial ED
visit was largely unremarkable, except for mild corneal
oedema visible in slit lamp biomicroscopy. Topical treat-
ment was modified to corneal dehydration eyedrops
4 times a day and hydrocortisone eyedrops twice a day.
Additionally, the neurologist diagnosed the patient with
postherpetic neuralgia, prescribing a combination of
tramadol (37.5 mg) and paracetamol (325 mg) PRN, as
well as gabapentin (400 mg once a day) for pain relief.
The most recent ophthalmology follow-up appointment
only yielded the diagnosis of blepharitis, so dexpanthe-
nol-containing eye drops were prescribed to be used
3 to 4 times per day.

Discussion

The typical course of HZO seen in most cases of latent
virus reactivation in the trigeminal ganglia causes flu-
like symptoms of fatigue, malaise and low-grade fever,
which precede the onset of skin rash by even a week.
In some cases, however, HZO may start with headache
(generalised or cluster), without the above prodromal
symptoms. This was the case with our patient, and a few
similar cases have been published to date, both in chil-
dren and adults [7, 8].

334

Julia Mikulska, Katarzyna Lewczuk

While not uncommon itself, HZO has some detrimental
consequences, which makes it a potentially dangerous
infection. If detected late, it may lead to chronic ocular
inflammation, disabling pain as the infection spreads
along the ophthalmic branch of the nerve and even vi-
sion loss [6]. In the presented case, our key objective was
to prevent vision loss, as the man’s only eye was affect-
ed, so the treatment decisions were made accordingly.

The aim of treatment in HZO is three-fold and includes
managing the acute viral infection, controlling the acute
pain, and preventing postherpetic neuralgia [5]. The
standard antiviral treatment, involving oral acyclovir ad-
ministered at the dose of 800 mg five times a day, should
be continued for 7 to 10 days [2]. Intravenous acyclo-
vir is recommended especially in immunocompromised
patients [9]. In the reported case the decision to switch
from oral to intravenous acyclovir was guided by the
need to protect the only eye of the patient and it, indeed,
prevented potentially damaging ocular manifestations. If
the treatment is commenced within the first 72 hours
following the onset of symptoms, it may accelerate rash
resolution, reduce pain, limit the spread of the virus, lead
to a milder postherpetic neuralgia, or prevent it, as well
as decrease the risk of dendritic and stromal keratitis,
and anterior uveitis [5]. In some cases, antibiotics are ad-
ministered to prevent secondary bacterial infection. This
was true in the above case - topical ofloxacin and oral
doxycycline were used, considering the patient’s age and
the fact that it was his only eye. Topical and systemic
corticosteroids may be used in cases with favourable risk
to benefit ratio [6]. Their effect is two-fold, as not only
do they help to control inflammatory response to VZV in-
fection, but additionally become a part of pain manage-
ment strategy. In line with that, the above patient was
treated with hydrocortisone eyedrops to help manage
his ocular pain.

Pain in HZO, both acute and chronic, can be really de-
bilitating, affecting the quality of life to a degree compa-
rable to myocardial infarction, major depression, or type
2 diabetes mellitus [10]. Acute pain is managed with lo-
cal agents. However, topical anaesthetics should not be
prescribed due to their corneal toxicity [2]. Oral analge-
sics may also be needed. The described patient experi-
enced pain of headache as his first (and main symptom)
followed by neuralgia. Pain management was, therefore,
used accordingly and neurology referral was made early.

Neurology follow-up plays an important role, due to pos-
sible postherpetic neuralgia which affects approximately
7 percent of all patients with HZO [5]. It involves con-
stant or intermittent pain in the distribution of the af-
fected dermatome, which may last for months to years,
generally improving with time [3]. It is seen more often
in older patients and those with pronounced prodromal
symptoms, which means that the male discussed above
met only one of those criteria, as he did not report the
usual prodromal non-specific symptoms of developing
infection. In some cases, HZO may lead to cranial nerve
palsies, typically involving the third, fourth, and sixth cra-
nial nerve [5, 11]. Treatment involves topical capsaicin
cream, analgesics, tricyclic antidepressants and, some-
times, anticonvulsants [11]. Treatment of our patient re-
flects those principles, too.
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It is generally believed that the age and immune status
predispose people to develop HZO and its sequelae, as
well as affect their severity [12]. However, the paper by
Campos et al. [7], who reported HZO followed by pos-
therpetic neuralgia and two severe flare-ups, in an im-
munocompetent 8-year-old girl, appears to demonstrate
that it is not always the case. Similarly, the research sug-
gests that the prevalence of HZO in females is higher
than in males [13]. Our patient is a male, and while he
falls into the age category where shingles would be nor-
mally included in differential diagnosis granted the typ-
ical presentation, he did not have any significant under-
lying diseases making him unusual in this age group. This
suggests the need for vigilance to identify cases with
more ‘atypical’ presentations.

Conclusions

Each suspicion of HZO, in primary care or elsewhere,
should prompt an urgent ophthalmology referral, as the
involvement of an ophthalmologist is crucial. Physicians
need to be vigilant, as the presentations may vary on on-
set. Rapid treatment commencement may help to avoid
vision-threatening and neurological sequelae. Patients
with HZO require interdisciplinary care and regular fol-
low-up appointments.

References

1. Pitton Rissardo J, Fornari Caprara AL. Herpes Zoster Oticus,
Ophthalmicus, and Cutaneous Disseminated: Case Report
and Literature Review. Neuroophthalmology, 2018; 43
(6):407-410. doi:10.1080/01658107.2018.1523932

2. Shaikh S, Ta CN. Evaluation and management of her-
pes zoster ophthalmicus. Am Fam Physician, 2002; 66
(9):1723-1730

3. Liesegang TJ. Herpes zoster ophthalmicus natural his-
tory, risk factors, clinical presentation, and morbidity,
Ophthalmology, 2008; 115 (2 Suppl): 3-12. doi:10.1016/j.
ophtha.2007.10.009

4, Cohen EJ, Jeng BH. Herpes Zoster: A Brief Definitive
Review. Cornea, 2021; 40 (8): 943-949. do0i:10.1097/
1CO.0000000000002754

5. Stankus SJ, Dlugopolski M, Packer D. Management of her-
pes zoster (shingles) and postherpetic neuralgia. Am Fam
Physician, 2000; 61 (8): 2437-2448

6. Minor M, Payne E. Herpes Zoster Ophthalmicus. In:
StatPearls. Treasure Island (FL): StatPearls Publishing;
August 25, 2022

7. Marco Campos S, Tormo Alcaiiz MT, Vilaplana Mora |,
Almifana Almifana AJ, Angelats Romero CM. Debut de
herpes zdster oftalmico como cefalea intensa [Herpes
Zoster Ophthalmicus presenting as acute headache]. Andes
Pediatr, 2022; 93 (2): 270-275. doi:10.32641/andespedi-
atr.v93i2.3678

8. Parajuli S. Ocular Causes of Headache in Patients Presenting
To a Sub-Urban Eye Hospital. J Ophthalmol Adv Res, 2021;
2(1): 1-9. doi:10.46889/JOAR.2021.2105

9. Sampathkumar P, Drage LA, Martin DP. Herpes zoster (shin-
gles) and postherpetic neuralgia. Mayo Clin Proc, 2009; 84
(3): 274-280. doi:10.1016/50025-6196(11)61146-4

10. Lydick E, Epstein RS, Himmelberger D, White CJ. Herpes
zoster and quality of life: a self-limited disease with severe
impact. Neurology, 1995; 45: 52-3

2023NR4VOL. 101

11. Kanski JJ. Herpes zoster ophthalmicus. In: Kanski JJ, Nischal
KK, Milewski SA, eds. Ophthalmology: clinical signs and dif-
ferential diagnosis. Philadelphia: Mosby; 1999

12. Ghaznawi N, Virdi A, Dayan A, et al. Herpes zoster ophthal-
micus: comparison of disease in patients 60 years and older
versus younger than 60 years. Ophthalmology, 2011; 118
(11): 2242-2250. doi:10.1016/j.0phtha.2011.04.002

13. Marra F, Parhar K, Huang B, Vadlamudi N. Risk Factors for
Herpes Zoster Infection: A Meta-Analysis. Open Forum
Infect Dis, 2020; 7 (1): ofaa005. doi:10.1093/ofid/ofaa005

335




