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Infantile Herpes Zoster: A Case Report 
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Abstract 

Herpes zoster (HZ) occurs due to reactivation of the latent Varicella zoster virus and is usually a disease 

of the elderly. HZ is rarely happening in children, and its incidence increases with age. Infantile herpes 

zoster is believed to be rare, though recent reports suggests an increasing incidence in infants. Here we 

report a six month old immunocompetent infant with herpes zoster whose mother had varicella during 

antenatal period. 
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Introduction 

Herpes zoster is the result of reactivation of the 

Varicella Zoster Virus (VZV) from infected sensory 

ganglia. Although it is considered to be a disease of 

adults, in contrast to primary infection with VZV, 

which tends to occur mainly in children. Herpes 

zoster in infancy is rare, but well described 

following intrauterine exposure to VZV 
[1].

 We 

report a case of herpes zoster in a 6 month old infant 

whose mother had varicella during antenatal period. 

 

Case report 

A 6-month-old baby boy presented in the 

Dermatology OPD with a 2 days history of vesicular 

eruption on right upper limb.  On examination there 

were grouped vesicles on erythematous base 

scattered on the thumb of the right hand and lateral 

side of the right arm and right shoulder (Figure1). 

History of excessive cry in child was there. The 

child was irritable and was not feeding normally. 

The rest of the growth and development was normal 

with body weight of 9 kg. There was history of 

varicella in his mother during 5
th

 month of  

pregnancy. The history of long-term drug 

consumption, malignancy, surgery, transfusion, 

diabetes mellitus (DM), transplantation, trauma, 

seizures, spasms, and others that can disrupt the 

immune system were denied. The patient was born 

at full term with normal vaginal delivery with birth 

weight of 2.6 kg. 

 

 
Figure1: Grouped vesicles on erythematous base 
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Discussion 

Generally, primary varicella tends to occur in 

childhood, whereas herpes zoster is a disease of 

adults, with most patients being older than 45 years 
[2]

.
 
The age adjusted incidence rates of herpes zoster 

are the lowest (0.45 per 1000 person-years) in the 

group 0-14 years of age and highest (4.2-4.5 per 

1000 person-years) among people 75 years and 

older
[3].

 

In the pediatric population, the incidence is lowest 

in the group 0-5 years of age (20 per 100000 

person-years) compared with adolescents (63 per 

100000 person-years)
[4]

. In infancy or childhood the 

disease generally results from reactivation of 

varicella zoster virus infection acquired either in 

utero or in early infancy while protected by 

maternal antibodies
[1,5].

 

Acquisition of herpes zoster in healthy 

immunocompetent children in early childhood or 

during intrauterine exposure has been attributed to 

the immaturity of the immune system
[6]

. In 69% of 

infantile herpes zoster cases (i.e; <12 months of age) 

reported in the literature, the initial event could be 

traced to maternal varicella during pregnancy 
[7]

. 

Dobrev
[8]

 observed that maternal varicella during 

the first trimester is likely to produce congenital 

varicella syndrome; when women have the disease 

later in pregnancy, the fetus can develop 

asymptomatic congenital infection and subsequently 

present clinically with herpes zoster within the first 

year of life. Only a few cases of herpes zoster in 

infants have been reported in India all of which 

have a documentation of maternal varicella during 

gestation suggesting that the initial exposure was in 

utero. In our case the exposure occurred in utero 

following maternal varicella infection. The baby 

was not immunodeficient.  

The signs and symptoms found in the patient are in 

accordance with typical representation of HZ. 

Generally, a diagnosis of HZ can be made based on 

typical clinical symptoms 
[9,10]

 which is grouped 

vesicles with the distribution according to the 

dermatome involved and does not cross the midline 

of the body. The course of the disease can be 

preceded by prodromal symptoms accompanied by 

burning sensation for 2-3 days, then erythematous 

macules will appear, followed by grouped vesicular 

lesions in the ganglion dermatome which involved 

in 1-2 days. In immune-competent patients, it 

usually involves only one dermatome. Vesicles will 

become pustules within 1 week after the onset of 

redness, followed by ulceration and crust formation 

in 3-5 days later. Resolution occurs within 2-4 

weeks
[11,9]

. The appearance of new vesicles after 1 

week of onset leads to suspicion of an underlying 

immune system defect 
[11].

 

It is likely that the vesicular lesion of herpes zoster 

in this age group are misdiagnosed as impetigo or 

other cutaneous disorders. With a high degree of 

suspicion, the dermatomal distribution of a vesicular 

eruption in infancy should point the clinician toward 

a correct diagnosis of herpes zoster.  
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