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Introduction

Chickenpox and herpes zoster disease are caused by the same
virus, the varicella-zoster virus (VZV), which is another member of the
herpes viruses.

Subsequent infection by chickenpox, the virus remains latent in the
sensory ganglia probably for the reminder of the host’s life. Reactivation
of the virus to cause zoster is uncommon but may occur apparently
spontaneously or when the host defenses are depressed. The lesions are
usually localized to the distribution of one or more sensory nerves. The
characteristic unilateral vesicular eruption is frequently preceded by
prodromal symptoms of pain and par aesthesia for up to two weeks [1].

Case report

A 50 years old male came to dental clinic complaining of swelling
at the right side of the face. The condition started two weeks ago
associated with toothache that aggravated by cold water. The toothache
had been treated by a dentist conservatively, two days later swelling
appeared and became large and larger on the following days with
vesicular eruptions and discharging a yellowish material at same side
of the face in addition to bloody discharge from the ear. Fortunately,
the vesicles did not cross the midline. He consults another dentist who
prescribed antibiotics Then he went back to the dentist who prescribed
antibiotics and analgesic and referred him to Faculty of dentistry for
consultation and treatment.

Regarding the past medical history there is no clinical significance.

On examination the patient was looked fatigue. There were crusted
ulcerations with reddish margins at the right side of the face and ulcers
with discharge fluid at the chin area and yellowish discharge from the
ear. Although there no tender on the lesion (Figure 1-5).

There were small whitish ulcerations that can’t be rupped off and
not tender at the right side of buccal mucosa, tongue and the hard
palate.
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Figure 1. Showed herpes zoster vesicles at the right side of the face and auricle.
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Investigations

Random blood glucose, viral screening and complete blood count
were done and all the results were normal.

Treatment

The patient was admitted to hospital and given L.V fluids to treat
the dehydration together with intravenous infusion of antibiotics to
prevent super infection, oral antiviral drug (acyclovir 400mg/5 hrs) for
two weeks and topical acyclovir for the lesions. Then after 2 days from
treatment the L.V antibiotics and fluids were stopped and the patient
discharged from hospital and oral antibiotics was prescribed for him
beside the antiviral drugs.

Outcome

After 1 week of treatment the patient became well and the ulcers
was almost healed.

But after 2 weeks the patient came complaining of severe itching
at the site of lesions which is relieved by anti-itching agent (calamine
lotion) (Figure 6 and Figure 7).

Figure 2. Showed herpes zoster vesicles at the right side of both upper and
lower lip.

Figure 3. Shows yellowish discharge from the right ear.
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Figure 4. Shows whitish ulcerations on the right buccal mucosa.

Figure 6. Shows status of the patient after 2 days from receiving the treatment.

Figure 7. Shows status of the patient after 1 week from receiving the treatment.

Discussion

A typical untreated herpes zoster outbreak frequently requires a
minimum of 30 days to fully resolve. In many instances, resolution
can take much longer. The common timeline for shingle is a 2 to 3
days prodromal phase, followed by 3-4 days for the rash to form into
vesicles or blisters [2]. Fluid inside the blisters is initially clear, but may
become cloudy after 3-4 days. After another 5 days, the blisters begin
erupting, secreting fluid, and subsequently drying out and forming a
crust. Complete healing typically takes another 2-4 weeks [3].

Oral acyclovir and related compounds are the most common first-
line treatment for a herpes zoster outbreak, but these agents have often
been proven only moderately effective in clinical settings. A clinical
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study demonstrated that acyclovir — dosed at 800 mg, 5 times daily for
7-10 days - had no statistically significant effect on acute pain after 1
month [4]. Acyclovir was associated with a decrease in overall healing
time of herpes zoster when compared to a placebo, but only by 1-2 days.
Another study,” which compared valacyclovir with acyclovir, showed
that valacyclovir healed the rash by day 15, with complete healing by
day 22. This was better than acyclovir’s healing time of 29 days, but still
demonstrated only moderate efficacy [5].

Acyclovir, like many pharmaceutical-grade treatments, have com-
mon, as well as serious, side effects associated with their use. Acyclo-
vir’s side effects can include a general ill feeling, nausea or vomiting,
diarrhoea, headaches, and the more concerning side effects of seizures,
hallucinations, and possible allergic reactions. In another case study
the topical herbal formulation used presented with no adverse reac-
tions when used on the patient during the treatment protocol [6]. This
may support the use of these antiviral/analgesic herbs for topical ap-
plication on immunocompromised patients infected with VZV, who
represent one of the largest populations affected by herpes zoster. With
acyclovir being so commonly used to treat VZV, it is not surprising
that numerous studies illustrate the frequent development of drug-re-
sistant herpes viruses in clinical settings, particularly in immunocom-
promised patients. When using a mono-therapy like acyclovir, a virus
is often more likely to gain resistance, as compared to a combination
therapy [7,8] such as a multi-herbal formulation, since numerous dif-
ferent constituents are present to inhibit viral replication.
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