THE CLINICAL PICTURE
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The Clinical Picture

Painful eye with a facial rash

FIGURE 1. Typical vesicular rash affects the first trigeminal
branch dermatome without trespassing the midline.

75-YEAR-OLD MAN PRESENTS 4 days after
painful cutaneous lesions appeared on
the left side of his face, associated with severe
ocular pain. Two days before the eruption, he
had had an intense headache, which was diag-
nosed as a tension headache and was treated
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FIGURE 2. Typical corneal fluorescein stain
of dendritic keratitis under cobalt blue
light.

with oral acetaminophen (Tylenol), but with
no improvement.

He has a history of hypertension and hyper-
uricemia. No recent changes have been made
in his medications. Physical examination
shows grouped herpetiform vesicles on an ery-
thematous base confined to the cutaneous sur-
face and innervated by the left first trigeminal
branch (rGure 1). Palpation detects regional
preauricular and submaxillary lymphadenopa-
thies.

Ophthalmologic examination with fluores-
cein stain shows moderate perilimbal injection
and dendritic keratitis (FIGURE 2).

The remainder of his physical examination
is normal. Laboratory tests, including red and
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white blood cell counts, hemoglobin, and ba-
sic metabolic and coagulation tests reveal no
abnormalities.

Q: What is your diagnosis?

[] Allergic contact dermatitis

[J Herpes simplex

[J Varicella

[] Ramsay-Hunt syndrome

[ Herpes zoster ophthalmicus and herpetic
keratitis

A: Herpes zoster ophthalmicus is the correct
diagnosis. It represents a reactivation of the
varicella zoster virus.!

Varicella zoster virus, like others of the her-
pes family, has developed a complex control of
virus-host interactions to ensure its survival in
humans. It lies dormant in the sensory gan-
glia and, when reactivated, moves down the
neurons and satellite cells along the sensory
axons to the skin.! The reactivation is related
to diminished cell-mediated immunity, which
occurs as a physiologic part of aging, which is
why the elderly tend to be the most often af-
fected.? The incidence of herpes zoster varies
from 2.2 to 3.4 per 1,000 people per year.’ Its
incidence in people over age 80 is about 10
per 1,000 people per year.?

B CLINICAL PRESENTATION

Herpes zoster typically presents as a der-
matome-grouped vesicular eruption over an
erythematous base, accompanied or preceded
by local pain. It has two main complications,
postherpetic neuralgia and ocular involve-
ment. Postherpetic neuralgia is neuropathic
pain that persists or develops after the derma-
tomal rash has healed.* Independent predic-
tors of postherpetic neuralgia are older age,
severe acute pain, severe rash, a shorter du-
ration of rash before consultation, and ocular
involvement.’ It occurs in 36.6% of patients
over age 60, and in 47.5% over 70. Persistent
postherpetic neuralgia has been linked to sui-
cide in patients over 70.7

Ocular infection occurs with involvement
of the ophthalmic division of the fifth cranial
nerve. Before the antiviral era, it was seen in
as many as 50% of patients.® Hutchinson’s sign
is skin lesions on the tip, side, or root of the
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nose and is an important predictor of ocular
involvement.! Lesions may include folliculo-
papillar conjunctivitis, episcleritis, scleritis,
keratitis (dendritic, pseudodendritic, and in-
terstitial), uveitis, and necrotizing retinitis.

B DIAGNOSIS

The diagnosis of herpes zoster is usually based
on clinical observation of the characteristic
rash, although viral culture and molecular
techniques are available when definitive diag-
nosis is required. When ophthalmic division
is affected and Hutchinson’s sign, unexplained
ocular redness with pain, or complaints of vi-
sual problems are present, the patient should
be referred promptly to an ophthalmologist,
because serious visual impairment can occur.
The fluorescein dye may show no staining or
the typical dendritic keratitis (FIGURE 2).

B TREATMENT

Oral antiviral drugs have made the treat-
ment of zoster possible when, effectively, no
treatment existed before. Ideally, an antiviral
should be given within 72 hours of symptom
onset. Starting treatment as early as possible—
especially within 72 hours of onset—has been
shown to be effective in alleviating acute pain
and in preventing or limiting the duration and
severity of postherpetic neuralgia.’

Acyclovir (Zovirax) 800 mg five times a
day for 7 days or one of its derivatives—eg,
famciclovir (Famvir), penciclovir (Denavir),
or valacyclovir (Valtrex)—has been shown to
be safe and effective in the treatment of active
disease, as well as in preventing or shortening
the duration of postherpetic neuralgia.’ It has
also been shown to reduce the rate of eye in-
volvement from 50% to 20% or 30%.° This
is why all patients with this dermatomal in-
volvement must be treated.

Second-generation antivirals

Valacyclovir 1,000 mg three times a day and
famciclovir 500 mg three times a day seem to
be as effective as acyclovir in reducing zoster-
associated pain, but their efficacy in reduc-
ing eye involvement has not been studied. In
clinical practice, however, these second-gen-
eration antivirals may be more effective than
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PAINFUL EYE

acyclovir because patients are more likely to
comply with the treatment regimen of three
rather than five daily doses.

Other considerations

In patients with kidney failure, the non-neph-
rotoxic antiviral brivudine is preferred, but it
is not available in the United States. There-
fore, one must use acyclovir or one of the other
drugs, carefully adjusting the dose according to
the creatinine clearance and making sure the
patient is well hydrated.

The efficacy of antiviral treatment that is
started more than 72 hours after the onset of
skin rash has never been confirmed.

Although the additional effectiveness of
acyclovir eye ointment has never been estab-
lished, topical acyclovir can be considered in
cases of dendritic or pseudodendritic keratitis.
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