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Ophthalmic zoster, a reactivation of the varicella-zoster virus (VZV), is a very rare condition in 
infants, with an incidence of approximately 2 per 100,000 per year. Its rarity can be explained by 
the long delay that usually occurs between primary infection (chickenpox) and reactivation. We 
present the case of an 11-month-old immunocompetent girl admitted for a painful vesicular rash 
on the left side of her face with fever. Contact with chickenpox was reported at 3 months of age, 
with no rash in the infant. The diagnosis of ophthalmic zoster (involvement of the V1 nerve territory) 
was clinical, based on the presence of Hutchinson's sign without corneal involvement, and led 
to standard antiviral treatment with a favorable outcome. Although rare and potentially serious, 
infantile ophthalmic zoster has a good prognosis when treated early. This case is relevant as it 
shows reactivation of VZV without a primary eruptive phase (chickenpox).

Le zona ophtalmique, une réactivation du virus varicelle-zona (VZV), est une affection très rare 
chez le nourrisson, avec une incidence d’environ 2 pour 100 000 par an. Sa rareté s'explique par 
le long délai habituel entre la primo-infection (varicelle) et la réactivation. Nous présentons le cas 
d’une fille de 11 mois, immunocompétente, admise pour une éruption vésiculeuse douloureuse de 
l’hémiface gauche avec fièvre. Un contact avec la varicelle était rapporté à l’âge de 3 mois sans 
éruption chez le nourrisson. Le diagnostic de zona ophtalmique (atteinte du territoire du nerf V1), 
était clinique, reposant sur la présence d’un signe de Hutchinson sans atteinte cornéenne, et a 
conduit à un traitement antiviral standard avec une issue favorable. Bien que rare et potentiellement 
grave, le zona ophtalmique infantile a un bon pronostic quand traité précocement. Ce cas est 
pertinent cas montre une réactivation du VZV sans phase éruptive primaire (varicelle). 
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Introduction
Varicella zoster virus (VZV) is one of eight viruses of 
the Herpes viridae family capable of infecting humans. 
To date, it is responsible for two known diseases: 
Varicella due to primary infection by the virus, and 
Zona due to reactivation of the latent virus in the 
dorsal sensory ganglion, which travels along nerve 
fibers and causes cutaneous manifestations in one or 
two dermatomes[1]. The development of shingles in 
infants is a priori linked to a primary VZV infection in 
the mother during pregnancy[2–4]. However, cases 
of primary infection following postnatal exposure to 
wild VZV or live attenuated vaccine have also been 
reported [1,3]. The risk factors for herpes zoster in 
infants are not clearly known, but it is not associated 
with malignant diseases as in adults [5]. There is 
a direct correlation between increasing age and 
the incidence of shingles, particularly ophthalmic 
shingles [2,6,7]. Shingles is an uncommon pathology 
in children under 10, particularly in immunocompetent 
children, and ophthalmic shingles, which accounts for 
10-20% of shingles cases, is even less common in this 
age group [3,5,8]. It can be responsible for serious 
ocular complications and therefore requires early and 
appropriate treatment [5,7]. We present a case of 
herpes zoster ophthalmicus in an immunocompetent 
infant whose primary infection was with wild virus 
after birth.
Case presentation
A 11-month-old female infant brought by his mother 
to the pediatric ward of the Yaoundé Teaching 
Hospital for a facial rash 4 days old. The history 
revealed a pustular rash of the scalp, unilateral 
on the left, treated for five days with Flucloxacillin 
13.2mg/kg/12h and Sequitazine syrup 2.5ml/day 
with favorable evolution. Three days after stopping 
treatment, vesicles appeared in the left temporal 
area, associated with four episodes of non-bloody, 
non-glairy liquid stools and bilateral clear rhinorrhea. 
The mother self-medicated with a single application 
of a glycerol, vaseline and kerosene cream. When 
the vesicles spread to the left fronto-orbital area and 
an unmeasured fever appeared, she was taken for 
consultation. His history shows that he was born at 
full term and exclusively breastfed for 4 months. His 
immunization status is up to date for age according 
to national recommendations, which do not include 
the VZV vaccine. A thorough examination revealed 
that the child had been in contact with someone 
with chickenpox at the age of three months, without 
developing a rash herself. The mother had tested 
negative for the virus ten months earlier. On physical 
examination, we found a rash of vesicles on an 
erythematous background, grouped together in the 
left temporofronto-orbital region, in the V1 territory of 
the left trigeminal nerve. There was also swelling of 
the left eyelid and scratching lesions (Figure 1). The 

diagnosis was herpes zoster ophthalmicus associated 
with rhinitis. Ophthalmological examination revealed 
a positive Hutchinson's sign and no corneal 
involvement. The patient was started on : Acyclovir 
orally at 20 mg/kg/06h, i.e. a 200 mg tablet every six 
hours, for seven days, Ganciclovir skin gel applied 5 
times a day to the left eyelid, Paracetamol for pain 
relief, Sequitazine 1.25 mg/5kg/d, facial bath with 
antiseptic (hexamidine diisetionate + chlorhexidine 
digluconate + chlorocresol) 02 times/day, nasal wash 
with isotonic saline 0.9% /06h. The evolution was 
marked by the progressive regression of lesions and 
the absence of residual pain in the infant for a follow-
up period of 6 months.

Figure 1: photograph of infant showing vesicles, grouped on 
an erythematous background at the level of the V1 dermatome, 

strictly unilateral with palpebral edema.

Discussion 
Varicella and shingles are caused by the same virus 
with the same cytological effect [9]. The primary 
response is varicella and the reactivation is herpes 
zoster. Although the literature describes several cases 
of herpes zoster in children [10–13], the time between 
primary infection and reactivation is fairly long, which 
is why shingles is rare in children, with an incidence 
of 2:100,000 per year [14]. Ophthalmic involvement 
is even rarer. The lack of immunity in infants means 
that varicella reactivation is more rapid, and is very 
often acquired during pregnancy. The case we are 
presenting is that of an 11-month-old infant who, after 
exposure at the age of three months to a patient with 
varicella but no apparent varicella lesions, developed 
ZONA eight months later. Although rare, some cases 
of herpes zoster in children without primary varicella 
infection have been described [10]. The clinical 
presentation remains typical. the characteristic 
presentation of shingles includes vesicles grouped in 
clusters or small bullae evolving on an erythematous 
background, unilaterally following the distribution 
of a sensory nerve that may be cranial or spinal, 
occasionally spilling over to the dermatomes above 
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or below, but typically without crossing the midline [1]. 
The most frequent distributions are, in descending 
order, thoracic, cranial (most frequently trigeminal), 
lumbar and sacral. Pain on the dermatomes may 
never occur, or may occur before, during or after the 
eruption. Initial lesions appear as papules and plaques 
that later develop into blisters. Lesions continue to 
appear for several days and may melt away. Lesions 
may become hemorrhagic, necrotic or bullous, with 
or without adenopathy [1].  Ophthalmic shingles 
affects the first division of the trigeminal nerve (V1) 
[2,15]. Unilateral painful skin eruptions usually occur 
on the dermatome corresponding to one or more 
branches of V1: supraorbital, lacrimal and nasociliary 
[15]. Erythematous papules on the forehead and 
scalp rapidly develop into grouped vesicles or bullae 
and become pustular within 3 to 4 days, then crusty 
within 7 to 10 days [15]. Rashes may extend from 
the nose and eye to the vertex of the skull, but 
never cross the midline of the skull [2]. Involvement 
of the nasociliary portion of the ophthalmic nerve 
(Hutchinson’s sign) occurs in one-third of cases and 
is strongly correlated with the occurrence of ocular 
complications [2,16]. Ocular complications are less 
frequent in immunocompetent subjects [6,17]. In 
all, ocular complications occur in half of all cases 
(50%) of herpes zoster ophthalmicus [2]. Preference 
is given to keratitis, iritis and optic neuritis, but all 
eye structures can be affected [15]. Our patient 
presented with herpes zoster ophthalmicus, involving 
the dermatomes of the supraorbital and nasociliary 
branches (positive Hutchinson’s sign), apparently 
without ocular complications. 
the diagnosis is generally made on the basis of the 
clinical presentation [15]. Additional tests may be 
carried out in patients with compromised immunity 
or as part of the evaluation of atypical lesions [15]. 
Complementary examinations are carried out on 
samples of lesion fluids or cornea and include tzanck 
smear or tzanck test (showing the presence of 
giant cells), viral culture and direct examination by 
immunofluorescence [15]. In recent years, these tests 
have largely been replaced by PCR (polymerase 
chain reaction), which remains the most sensitive 
test developed to date. PCR is useful for rapidly 
confirming the diagnosis of herpes zoster, especially 
in immunocompromised subjects [15]. Given our 
patient’s highly suggestive clinical condition and the 
unavailability of these tests in our context, we did not 
request any further investigations.
Conclusion  
In conclusion, we have presented a case of 
herpes zoster ophthalmicus in an 11-month-old 
immunocompetent infant whose primary infection 
with VZV occurred after birth, and who presented 
with a positive Hutchinson’s sign without ocular 
complications. This case is quite rare in itself, as 

herpes zoster ophthalmicus is uncommon in the 
paediatric population, but even more so because it is 
the youngest case in which the primary VZV infection 
occurred postnatally and at low tones. The diagnosis 
can be made clinically in the presence of highly 
suggestive signs and symptoms. Ophthalmic herpes 
zoster has a good prognosis in immunocompetent 
patients.
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