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Multi metameric genital shingles: A rare case in an 
immunocompetent child
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Introduction

Herpes zoster is a viral dermatosis that occurs after reactiva-
tion of Varicella Zoster Virus (VZV) remaining quiescent in dor-
sal sensory ganglia after a primary varicella infection. Its occur-
rence in immunocompetent children is exceptional. Even more 
exceptional is the genital-anal localization [1].

The appearance of a vesicular rash in the anogenital area of 
a child should alert the practitioner to the possibility of Herpes 
Simplex Virus (HSV) infection and potential sexual abuse. How-
ever, attention should be paid to other sources of infection to 
avoid unfounded suspicion of abuse. The shingles rash has been 
shown to mimic HSV infection [2]. 

We report the case of a 7-year-old child with perianal and 
genital vesicular rash admitted to the pediatric ward at the Uni-
versity Hospital of Marrakech, after free and informed consent 
of the parents.

Observation

• It is about the child G.O, aged 7 years, with a history 

of an episode of chickenpox in the mother in the 3rd trimester 
treated by symptomatic treatment, who consulted after 7 days 
of evolution of a painful and pruritic vesicular eruption at the 
genital and perianal area, the whole evolving in a context of 
fever not quantified and conservation of the general state.

• During our examination, the patient was conscious, 
eupneic at 19 cpm, normocardial at 89 bpm, apyretic at 37.2°C, 
with a good staturo-ponderal development, and who presents 
at the genital level a right unilateral erythematous placard in-
volving 3 metamers: L1-S2-S3 surmounted by multiple vesicles 
grouped together and other bullae, flaccid with cloudy and he-
matic content (Figures 1,2). His urine stream was normal, he 
had no large bursa and presented with sub-centimeter adenop-
athies at the inguinal level.

• Given this presentation, two diagnoses were evoked: 
genital shingles and HSV infection, which indicated a consulta-
tion with the child psychiatrist and eliminated the possibility of 
sexual abuse.

• The diagnosis retained was genital shingles in its multi-
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Figure 1: Image showing an erythematous placard surmounted by 
vesicles along the S2 and S3 metamer.

metameric form. In view of this unusual and extensive presen-
tation, a systemic antiviral treatment based on Aciclovir was 
started (10 mg/kg/8h), associated with a paracetamol analgesic 
(15 mg/kg/6h), an antihistamine and an antiviral cream associ-
ated with an antiseptic solution.

Figure 2: Image showing an erythematous placard with vesicles 
along the L1, S2 and S3 metameres.

Figure 4: Total disappearance of lesions on control after one month 
of the infectious episode.

Figure 3: Evolution of lesions after 3rd and 5th days of antiviral treat-
ment

• HIV serology was negative. 

• The evolution was favorable, with healing and the be-
ginning of epidermization (Figure 3).

• The evolution after 2 months of the infectious episode 
was a total cure with disappearance of the lesions (Figure 4). 

Discussion 

Humans are the exclusive reservoir of Varicella Zoster Virus 
(VZV), a neurotropic virus with the peculiarity of remaining qui-

escent in the dorsal sensory ganglia. VZV belongs to the Herpes 
viridae family, an envelope virus with a DNA genome. It has a 
particular affinity for the skin, nervous system and lungs [3]. 

The incidence of shingles increases with age, but children 
who have had chickenpox in the first year of life (or in utero) 
have an increased risk of developing shingles [4]. 

Infection occurs through direct contact with a person with 
chickenpox (respiratory droplets or vesicle fluid) or a person 
with shingles (vesicle fluid). Reactivation is favored by immu-
nodepression. 

The particularity of our case is its initial exposure in utero 
and the reactivation in the form of genital shingles. 

After primary infection (chickenpox), the virus reaches the 
sensory ganglia by hematogenous and/or neurogenic route 
from the skin or mucous membranes. Upon reactivation, it 
migrates along sensory nerve fibers to the skin. A characteris-
tic vesicular eruption appears in the metamer corresponding 
to the spinal ganglion colonized during the primary infection. 
This joins the elementary lesion in our case which shows an in-
flammatory placard topped by a vesicle following 3 metamers, 
which is the particularity of our case.

The differential diagnosis can be made with a herpes sim-
plex virus infection which is of sexual transmission. The geni-
tal location and the appearance of vesicles that may coalesce 
into a cluster may raise suspicion of sexual abuse in children. 
As reported in 2 cases in the literature, in which the diagnosis 
of certainty was made through the search for antibodies by im-
munofluorescence to exclude any possibility of sexual abuse. In 
our case, questioning by the child psychiatrist’s team made it 
possible to exclude this possibility [5,6]. 
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The first step in the management of the disease is daily bath-
ing, local care with an antiseptic, and oral aciclovir is the first-
line treatment at a rate of 10 mg/Kg/8h for 5 to 7 days. Other 
antivirals such as famciclovir and valacyclovir are not indicated 
in infants [7,8]. 

The prognosis was excellent. The most frequent complica-
tions were secondary bacterial superinfection, depigmentation 
and scarring; other complications were rarer, such as encephali-
tis, ventriculitis, sclerokeratitis and anterior uveitis [9]. 

Herpes zoster, although rare in healthy children, should also 
be included in the differential diagnosis of painful genital or 
anal vesicular rash.

Conclusion

Herpes zoster is a rare condition in children, with a mostly 
favorable evolution without further consequences, especially 
pain as reported in the adult form. Its diagnosis is essentially 
clinical. It does not require specific treatment except for oph-
thalmic forms, complicated and extensive forms or in case of 
immunocompromised terrain.
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