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\ Abstract

Shingles in children is a rare but often benign situation requiring
only symptomatic treatment. The ophthalmic form is rare, which can
be responsible for serious ocular complications requiring adequate
and early treatment. Eye damage in children during the first four years
of life is rare and potentially serious functionally if not treated in time.

- She must check for chickenpox in the mother during pregnancy or an
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Introduction

Shingles is a viral dermatosis that occurs after reactivation
of Varicella Zoster Virus (VZV) remaining quiescent in the dor-
sal sensory lymph nodes after a primary varicella infection. Its
occurrence in children is exceptional, the ophthalmic form can
be responsible for serious ocular complications requiring ad-
equate and early treatment. We report the case of ophthalmic
shingles in a 4-year-old child complicated by preseptal cellulitis
and epithelial keratitis. After the free and informed consent of
his parents.

Observation

This is a 4-year-old boy, with no prior history of chickenpox,
who consulted for a painful rash, affecting the forehead, the up-
per eyelid, the root of the nose (Figure 1).

The clinical examination revealed multiple erythematous
vesicles, affecting the left hemiface, left eyelid edema, anterior
segment examination: Superficial punctate keratitis at the level
of the lower third of the cornea, the fundus is normal.

Craniorbital CT revealed preseptal cellulitis. The diagnosis of
ophthalmic shingles was made.

A biological assessment was carried out, including fasting

area of immunosuppression.

We report the case of ophthalmic shingles in an immunocompetent
4-year-old child.
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blood sugar and HIV serology. The results turned out to be nor-
mal.

The treatment was intravenous based on aciclovir 10 mg /
kg /8 H for 7 days then relay by oral route for 2 days, antibiotic
therapy based on amoxicillin clave acid, local antibiotic therapy
and artificial tears were also prescribed.

The evolution is marked by the regression of the eyelid ede-
ma and the disappearance of cutaneous and ophthalmological
signs.

Shingles remains rare in children and has no seasonality. The
majority of cases of shingles in children occur after the age of
5. Among all reported cases of shingles, less than 10% have less
than 20 years, and 5% are under 15 years of age [1], and an in-
cidence of 0.74 per 1000 in the population under 9 years of age
[1]. Shingles is always preceded by an episode of chickenpox.
It is likely that the primary infection went unnoticed. The early
onset of shingles can be explained by an intrauterine count of
chickenpox. This observation reminds us of the possibility of
occurrence of ophthalmic shingles in the pediatric population,
despite the absence of a history of chickenpox episodes.

The clinical appearance of ophthalmic zoster in the acute
stage is well known. It begins in 70% of cases with superficial
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Figure 1: Shingles ophthalmicus in a 4-year-old child.

unilateral pain at the level of the trigeminal dermatome with
burning type and throbbing pain. We also note a syndrome
General infectious as well as palpable pretragial lymphade-
nopathy. The diagnosis should be made at this stage to initiate
antiviral treatment as soon as possible; 24 to 48 hours, later
the erythematous, then papular, then unilateral vesicular rash
appears [2].

Ocular complications occur in 50 to 70% of cases, with an
often guarded prognosis [1]. They are mainly represented by
keratitis, conjunctivitis, uveitis, retinitis, retinal necrosis and
glaucoma. Neurological complications are possible, but fortu-
nately rare; made of myelitis, meningoencephalitis, motor and
oculomotor paralysis, bladder and digestive dysfunction. The
particularity of the child’s form is the predominance of general
signs, the generally favorable evolution and post-herpetic pain
which remains exceptional [3,4].

Ocular complications of ophthalmic shingles require early
detection and specific treatment in a specialized environment.
The prescription of an antiviral must be systematic for any oph-
thalmic shingles. It must be started early, even if the ophthal-
mological examination cannot be carried out. ACYCLOVIR orally
800 mg 5x/day for 10 days if immunocompetent [5]. Intrave-
nously: 10 mg/kg/8 hours if immunocompromised or if insuffi-
cient response to treatment started orall for 7 to 10 days. Aciclo-
vir (Zovirax@) is used intravenously in severe forms of shingles
in healthy or immunocompromised subjects, at a rate of 10 mg/
Kg/8 hours, in our observation we used the intravenous route in
the face of ocular complications (epithelial keratitis).

Valaciclovir (Zelitrex@) is also indicated for the prevention of
complications of ophthalmic shingles. It is a prodrug of acyclovir
which has better oral bioavailability.

Acyclovir ointment can be used in combination with a sys-
temic antiviral. Local corticosteroid therapy is indicated in im-
munological keratitis and anterior uveitis; General corticoste-
roid therapy is reserved for ophthalmic shingles complicated by
acute retinal necrosis or ischemic optic neuropathy.

Associated treatments: Shower or baths once or twice a day
in lukewarm water with dermatological soap without antisep-
tic, disinfection of skin lesions. In case of severe itching, general
antihistamines can be used. In case of fever, as in chickenpox,
the use of aspirin should be avoided (risk of Reye syndrome),
preferring paracetamol or ibuprofen. In case of skin superinfec-
tion: oral anti-staphylococcal and anti-streptococcal antibiotic
therapy.

Conclusion

Shingles is caused by reactivation of the Varicella-Zoster Vi-
rus (VZV) which remains quiescent in the dorsal sensory lymph
nodes after chickenpox. The particularity of our observation is
the occurrence of shingles in an immunocompetent child, and
the ophthalmic localization which remains a rare form in chil-
dren. Shingles ophthalmicus can cause serious eye complica-
tions. requiring adequate and early treatment. They can com-
promise visual function and are responsible for the severity of
this condition.
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