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Letter to the Editor - Observation

Introduction 
Herpes zoster is a neuroectodermal viral infection which 

afflicts one or more closely grouped, spinal or cranial nerves, 
resulting in unilateral radicular pain and vesicular eruption 
limited to a dermatome innervated by that nerve [1]. Bilateral 
involvement is rare, bilaterally symmetrical involvement 
is extremely rare. We hereby report a case of bilaterally 
symmetrical herpes zoster in an old immunocompetent female.

Case Report
A 70 year old, apparently healthy diabetic female presented 

with a four day history of multiple vesicular lesions with burning 
pain over upper back and both upper limbs in a zosteriform 

pattern. On examination there were grouped vesicles distributed 
in a dermatomal fashion over the C8, T1, T2 region (Figs. 1 - 3). 
A clinical diagnosis of bilaterally symmetrical herpes zoster was 
made. Tzanck smear showed multinucleated giant cells. Routine 
investigations were within normal limits. Gynaecological 
examination, chest X-Ray, USG abdomen and pelvis was 
normal. Serological tests for HIV, Hepatitis B and C were 
negative. Oral valacyclovir 1g thrice a day, anti-inflammatory 
drugs were given initially for 7 days followed by 10 days. 
The lesions remained confined within the original dermatome 
affected and healed completely within two weeks, with minimal 
scarring.
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Figure 1. Multiple grouped vesicular lesions in T1, T2 
dermatomes.

Figure 2. Multiple grouped vesicular lesions in C8, T1 
dermatomes of left upper limb.
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Figure 3. Multiple grouped vesicular lesions in C8, T1 
dermatomes of right upper limb.

Discussion
VZV remains dormant in peripheral sensory ganglia 

following varicella infection but mechanism of reactivation 
remains elucidated [2]. Cellular immunity plays a key role in 
localizing the primary varicella infection as well as preventing 
the reactivation of latent VZV [3]. Blocking of cell mediated 
defenses by rising levels of specific antibodies after exposure to 
exogenous varicella zoster virus or by some other mechanism 
may be a possibility [4].
Herpes zoster is determined by factors that influence host-virus 
relationship that include old age, immunosuppressive disease or 
drug therapy, physical trauma in the affected dermatome, local 
therapeutic X -Ray irradiation, female sex, black race [5].
After prodromal symptoms cutaneous eruption consists of 
closely grouped red papules, rapidly becoming vesicular and 
then pustular. They may develop in a continuous or interrupted 
band in the area of one, occasionally two, or rarely more 
contiguous dermatomes. Mucous membranes within the affected 
dermatomes may also be involved. The most distinctive feature 
of herpes zoster is the localization and distribution of the rash, 
which is nearly always unilateral [2]. 
In order of frequency, the dermatomes involved are thoracic 
(53%), cervical (usually C2 C3; 4-20%), trigeminal, including 
ophthalmic (15%) and lumbosacral (11%).4 The lesions rarely 
occur distal to the elbows and knees [5].
Tzanck smear made from the base of the lesion shows the 
presence of multinucleated giant cells and epithelial cells 
containing acidophilic intranuclear inclusion bodies which  
distinguishes the cutaneous lesions produced by VZV from all 
other vesicular eruptions except those produced by HSV [5,6].
Among neurological complications, Post Herpetic Neuralgia 
(PHN) is common, seen in 8 to 15 % in cases of herpes zoster 
in older age group. Risk factors for PHN are people older than 
60 years of age, prodromal pain, severe pain in acute phase of 
herpes zoster, greater rash severity, more extensive sensory 

abnormalities in affected dermatome and, possibly, ophthalmic  
herpes zoster.
Herpes zoster may recur in the same or different dermatomes or 
in several contiguous or non contiguous dermatomes. Multiple 
recurrences of herpes zoster has been reported in HIV and 
immunocompromised patients [1].
Although herpes zoster is typically unilateral, there has been 
only few reports of multiple dermatomal involvement [2,7-9] 
and bilateral asymmetrical [2,9] distribution of herpes zoster 
lesions with  incidence of  approximately less than 1% [10]. This 
presentation has been referred to a zoster duplex unilateralis 
or bilateralis depending on whether one or both halves of the 
body is involved [1]. There have been few case reports of 
bilaterally symmetrical herpes zoster [7,8]. Herpes zoster is 
usually unilateral, multiple dermatomal involvement is rare, 
bilateral involvement is still rarer and bilaterally symmetrical 
involvement is extremely rare. Bilateral VZV reactivation in 
absence of systemic immunocompromised condition even 
makes it an even rarer. This case is being reported here because 
of its extremely rare bilaterally symmetrical involvement.
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