
INTRODUCTION 

The causative agent for herpes zoster is varicella 

zoster virus (VZV), a double-stranded DNA virus 

related to the Herpes simplex virus group. Most 

people are infected with this virus in childhood and 

suffer from an episode of chickenpox. The immune 

system eventually eliminates the virus from most 

locations, but it remains dormant (or latent) in the 

ganglia adjacent to the spinal cord (called the dorsal 

root ganglion) or the ganglion semilunare (ganglion 
[1]

Gasseri) in the base of the skull.  Repeated attacks 
[2]

of herpes zoster are rare,  and it is extremely rare 
[1]for patients to suffer more than three recurrences.

Throughout the world the incidence rate of herpes 

zoster every year ranges from 1.2 to 3.4 cases per 

1,000 healthy individuals, increasing to 3.9–11.8 

per year per 1,000 individuals among those older 
[3,4,5]

than 65 years.  Antiviral drug treatment can 

reduce the severity and duration of herpes zoster if a 

seven- to ten-day course of these drugs is started 

within 72 hours of the appearance of the 
[3,6]

characteristic rash.

CASE REPORT

A 35 year old male patient complained of pain in 

upper left back teeth along with fever and malaise. 

Examination of teeth and associated periodontal 

structures yielded no significant pathology related 

to patient's chief complaint.  The patient gave a 

history of chickenpox at the age of 11years. The 

patient complained of severe pain in upper left first 

molar region and pointed with his finger along the 

upper left posterior teeth. Two days later extra-

orally small vesicles along the course of maxillary 

and mandibular nerve with excruciating pain on left 

side of the face appeared.  These vesicles spread 

from the front of the ear on left side of the face till the 

midline of the upper lip, lower lip, infra orbital 

region, left ala of the nose, and superiorly till the 

hairline region (fig-1). Rapidly within 2-3 days these 

vesicles joined together and turned into crustations, 

leaving a bizarre appearance of the face and causing 

severe pain (fig-2). Presence of vesicles on the left 

side of the face made him unable to shave his beard. 

The lesions were not found in any other areas of the 

body. These lesions healed in 8-12 days and the 

patient did not experience post herpetic pain. Sixth 
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ABSTRACT

The case presentation involved the trigeminal nerve, with vesicles erupting along the distribution of maxillary 
and mandibular divisions. Initial presentation of the patient was clinically severe, vague pain on the left side of 
the palate, especially near the 1st molar region in maxilla, left ear and left temple region. Two days later the 
patient presented with blisters and vesicles on the left side of the face: on the ear, infra orbital region, in front of 
the hair line, around the ala of the nose and upper and lower lips not crossing the midline.  Intra orally pain 
was the only presentation and vesicles were absent. The unilateral presence of lesions favoured the diagnosis 
of herpes zoster.  Immediately anti viral drugs, corticosteroids, and symptomatic pain killers were started to 
reduce the post herpetic neurological complications. 
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month and one year reviews revealed no recurrence 

and post herpetic pain.  Diagnosis was done based 

on history and clinical distribution of lesions which 

were not crossing the midline of the face. Further 

investigations for the cause of typical appearance of 

lesions were not done as the patient responded well 

to treatment.

Medications prescribed, were: antiviral tablet 

acyclovir 200mg, 5 times daily for 1week; antibiotic 

tablet ciprofloxocilin 500mg twice daily for 1 week 

for prevention of infection of crustations on skin; for 

pain relief aceclofenac and paracetamol were given 

as and when required; corticosteroid tablet 

prednisilone 20mg, twice daily for 5days which was 

tapered to once daily for 5days,  for faster healing of 

lesions and reducing the inflammatory response. 

For prevention of nerve damage and faster recovery, 

one capsule per day of methylcobalamine and 

gabapentin was administered for a month. Topical 

application of acyclovir 5% ointment on lesions 

every 3hours daily for a week was advised.

DISCUSSION

The earliest symptoms of herpes zoster, which 

include headache, fever, and malaise, are 

nonspecific, and may result in an incorrect 
[3,7]

diagnosis.  These symptoms are commonly 

followed by sensations of burning pain, itching, 

hyperesthesia (oversensitivity), or paresthesia 

("pins and needles": tingling, pricking, or 
[2]numbness).  The pain may be mild to extreme in the 

affected dermatome, with sensations that are often 

described as stinging, tingling, aching, numbing or 

throbbing, and can be interspersed with quick stabs 
[8]of agonizing pain.  Laboratory tests are available to 

diagnose herpes zoster. The most popular test 

detects VZV-specific IgM antibody in blood; this 

appears only during chickenpox or herpes zoster 
[9]and not while the virus is dormant.  In larger 

laboratories, lymph collected from a blister is tested 

by polymerase chain reaction for VZV DNA, or 

examined with an electron microscope for virus 
[10]particles.  A live vaccine for VZV exists, marketed 

[11]as Zostavax  for prevention of herpes Zoster. 

C o m p l i c a t i o n s  o f  h e r p e s  z o s t e r  i n  

immunocompetent patients include encephalitis, 

myelitis, cranial- and peripheral-nerve palsies, and 
[12]a syndrome of delayed contralateral hemiparesis.

The treatment of herpes zoster has three major 

objectives: treatment of the acute viral infection, 

treatment of the acute pain associated with herpes 

zoster and prevention of postherpetic neuralgia. 

Antiviral agents, oral corticosteroids and adjunctive 

individualized pain-management modalities are 
[2]

used to achieve these objectives.
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Fig-1: Unilateral herpes zoster affecting the maxillary

and mandibular divisions of the trigeminal nerve.

Fig - 2: Vesicles joined and formed crustations

within 2-3 days.
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Patient should keep the cutaneous lesions clean and 

dry to reduce the risk of bacterial superinfection. A 

sterile nonocclusive, nonadherent dressing placed 

over the involved dermatome will protect the 

lesions from contact with clothing. Neurologic pain 

can be  very  severe  and should  not  be  

underestimated by the clinician. Sympathetic-nerve 

blockade can provide rapid, temporary relief of 
[13]

severe pain.  People with mild to moderate pain 

can be treated with NSAIDS. Topical lotions 

containing calamine can be used on the rash or 

blisters and may be soothing. Occasionally, severe 

pain may require an opioid medication, such as 

morphine. Once the lesions have crusted over, 

capsaicin cream (Zostrix) can be used. Topical 
[14]

lidocaine and nerve blocks may also reduce pain.  

Administering gabapentin along with antivirals may 
[16]offer relief of post herpetic neuralgia.

Acyclovir, valacyclovir, and famciclovir are approved 

for the treatment of herpes zoster. Orally 

administered corticosteroids can be added to 

antiviral. Combination therapy resulted in an 

improved quality of life, as measured by reduction in 

the use of analgesics, the time to uninterrupted 

sleep, and the time to resumption of usual 
[16]activities.  The use of corticosteroids for herpes 

zoster without concomitant antiviral therapy is not 

recommended.

CONCLUSION

Herpes zoster is known as an acute infectious viral 

disease of extremely painful and incapacitating 

nature which is characterized by inflammation of 

dorsal root ganglia, associated with vesicular 

eruptions of the skin or mucous membrane in the 

area supplied by the affected sensory nerves. The 

immunocompetent adult thought the problem was 

of dental origin but he landed up with bizarre 

presentation of herpes zoster within a few days. The 

diagnosis made was based upon clinical 

p r e s e n t a t i o n  o f  l e s i o n s ,  b u t  a  d i r e c t  

immunofluorescence assay may be useful in 

atypical cases. Treatment of herpes zoster infection 

is indicated as soon as possible to prevent the post-

herpetic complications. Combination therapy is the 

most advisable treatment modality in the treatment 

of herpes zoster infection.
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