
 

Return: Calibri Size 10 

21 

Herpes Zoster Ophthalmicus 
Shayna Adams, BS*and Darren Knight, MD^ 
*Tufts University School of Medicine, Boston, MA 
^University of California, Irvine, Department of Ophthalmology, Orange, CA  
Correspondence should be addressed to Shayna Adams at shayna.adams@tufts.edu  
Submitted: October 13, 2017; Accepted: January 5, 2018; Electronically Published: April 15, 2018; https://doi.org/10.21980/J88H07  
Copyright: © 2018 Adams, et al. This is an open access article distributed in accordance with the terms of the Creative Commons Attribution (CC BY 4.0) License. See: 
http://creativecommons.org/licenses/by/4.0/ 

Empty Line Calibri Size 12 

       
 

       
Empty Line Calibri Size 12 

https://doi.org/10.21980/J88H07
mailto:shayna.adams@tufts.edu
https://doi.org/10.21980/J88H07
http://creativecommons.org/licenses/by/4.0/


 

Return: Calibri Size 10 

22 

  

History of present illness:  A 75-year-old woman receiving chemotherapy for metastatic breast cancer 
presented to the emergency department for three days of right eye pain and redness. She noted a rash above 
the affected eye accompanied by a headache in the same region, which she described as feeling that she had 
been “punched in the face.” Vision in both eyes remained intact. She denied the presence of scotoma, 
photopsia, or metamorphopsia.  
 
Significant findings: Physical exam was significant for an erythematous maculopapular rash in the right 
ophthalmic nerve (V1) region, a crusted vesicle at the right upper eyelid, and surrounding eyelid edema. 
Visual acuity remained at baseline and intraocular pressure was within normal limits. External slit lamp exam 
with fluorescein staining was remarkable for pseudodendrites in the inferior-temporal cornea approximately 
1.5 mm from the limbus. Ophthalmology was consulted and completed an in-depth evaluation of the corneal 
lesions. They found no evidence of anterior chamber reaction and performed a complete dilated fundus 
examination which demonstrated no retinal involvement.  The patient was then discharged on acyclovir and 
erythromycin ointment with close follow-up. 
 
Discussion: Herpes zoster ophthalmicus occurs due to reactivation of the varicella zoster virus within the first 
division of the trigeminal nerve. Elderly and immunocompromised are at significantly increased risk of 
contracting herpes zoster ophthalmicus.1 Prodromal symptoms include headache, malaise, and myalgias. 
Patients commonly develop a unilateral maculopapular rash in a single dermatome that progresses into 
vesicles then pustules. Patients with skin lesions involving the nasociliary dermatome (Hutchinson’s sign) 
should be considered at high risk for ocular involvement.2 

 
Acyclovir, valacyclovir, and famciclovir are approved by the Food and Drug Administration (FDA) for the 
treatment of herpes zoster. Oral acyclovir (800mg five times daily) administered within 72 hours of onset has 
been shown to significantly reduce pain, the severity of the rash, and the incidence of late ocular 
inflammatory complications and postherpetic neuralgia.3,4 There is some evidence that supports the use of 
steroids for pain reduction and accelerated healing.5,6 However, due to side effects and potential 
complications, steroids should only be considered as a supplementary treatment to antiviral therapy.7 
Referral to ophthalmology is crucial. Left untreated, eye complications including neurotrophic keratopathy, 
oculomotor palsies, glaucoma, optic neuritis, and acute retinal necrosis may result in permanent vision loss.8 
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