When herpes zoster involves the nasociliary branch of the trigeminal nerve, the eye can be affected
(herpes zoster ophthalmicus [HZO]), resulting in keratitis (inflammation of the cornea) or anterior
uveitis (inflammation of the iris and anterior ciliary body) or both. Vesicles on the tip of the nose
(Hutchinson sign) are a clue that the nasociliary branch is involved. With corneal involvement, there
may be an initial brief period during which the corneal epithelium is infected with VZV, but the
major problem is inflammation of the corneal stroma, which can result in scarring,
neovascularization, or necrosis with loss of vision. Stromal keratitis can be chronic. Once it occurs,
VZV-associated anterior uveitis also tends to be chronic and can result in increased intraocular
pressure or glaucoma, scarring of intraocular tissues, and cataract.

Stromal keratitis and anterior uveitis may not develop immediately after the appearance of skin
vesicles on the forehead and scalp; therefore, patients with normal eye examinations initially should
receive follow-up eye examinations, even after the skin lesions heal. Antiviral treatment of herpes
zoster at the onset of cutaneous lesions reduces the incidence and severity of ophthalmic
involvement.

Some patients with HZO may develop late dendriform lesions of the corneal epithelium that contain
virus and will respond rapidly to systemic or topical anti-herpetic medications. These lesions are
usually painful. In one study, the median time from onset of HZO to development of late dendriform
lesions was 5 months, and the risk of recurrences decreased over time.*® The frequency with which
these late infectious lesions occur has not been determined.

Acute retinal necrosis (ARN) and progressive outer retinal necrosis (PORN) are variants of
necrotizing retinopathy caused by VZV. Although ARN can occur in both immunocompetent and
immunocompromised patients, PORN occurs almost exclusively? in patients with AIDS with CD4
counts <100 cells/mm?3. In contrast to ARN, PORN is characterized by minimal inflammation in the
aqueous and vitreous humor, absence of occlusive retinal vasculitis, and multiple discrete peripheral
lesions that manifest initially as yellow foci of retinal opacification in the outer retinal layers.?
PORN lesions rapidly coalesce, causing full-thickness retinal necrosis and subsequent retinal
detachment.?2 Both ARN and PORN are associated with high rates of loss of vision.

People with HIV who have CD4 counts <200 cells/mm? are at highest risk of herpes zoster—related
complications, including disseminated herpes zoster.?® The central nervous system (CNS) is a target
organ for herpes zoster dissemination in patients coinfected with HIV. Various VZV-related
neurologic syndromes occur in people with HIV, including CNS vasculitis, multifocal
leukoencephalitis, ventriculitis, myelitis and myeloradiculitis, optic neuritis, cranial nerve palsies and
focal brain-stem lesions, and aseptic meningitis.?

Diagnosis

Varicella and herpes zoster are typically distinctive in appearance and usually can be diagnosed
clinically. Varicella also can be diagnosed retrospectively by documenting seroconversion (i.e.,
immunoglobulin G [IgG] antibody negative to positive). In immunocompromised persons, varicella
may be difficult to distinguish from disseminated herpes zoster (as opposed to dermatomal herpes
zoster); a history of VZV exposure, a rash that began with a dermatomal pattern, and VZV serologic
testing to assess prior VZV infection may be helpful to distinguish disseminated herpes zoster from
varicella. When lesions are atypical or difficult to distinguish from those due to other potential
etiologies (including herpes simplex virus [HSV]), swabs of vesicular fluid from a fresh lesion or
tissue biopsies can be submitted for viral culture, direct fluorescent antigen testing, or polymerase
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