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ABSTRACT

BACKGROUND

The presence of unilateral, multifocal, depigmented lesions in retina and choroid can be a late manifestation of Herpes Zoster
Ophthalmicus (HZO). Though, these lesions have not been reported to cause visual impairment, they can cause diagnostic dilemma
for the clinicians and financial burden on patient to undergo unnecessary investigations. This dilemma is due to fact that by the time
these fundus lesions appear other ocular lesions of HZO may have healed and even forgotten by patients. Since, Herpes Zoster
Chorioretinopathy (HZCR) is a rare entity (Only three reports available till date) reporting of such case will help clinician to be aware
and suspect HZO as cause of chorioretinopathy thus avoid unnecessary investigations.

FINDINGS

A 50 years female presented with irritation in left eye. Examination revealed decreased corneal sensations and dry eye. Fundus
showed multiple, healed, depigmented chorioretinal lesions. Optical coherence tomography showed increased back scattering from
choroid. Fundus fluorescein angiography showed window defects. History suggested previous attack of HZO. On review, choroidal
lesions remained same without visual impairment. Pathophysiology is occlusive vasculitis. A diagnosis of HZCR was made.

CONCLUSION
Hence in a case of unilateral multifocal chorioretinopathy, HZO as an aetiological possibility should be kept in mind although
rare.
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CASE REPORT

A 50-year-old female presented with irritation in her left eye.
Her visual acuity in the left eye was 6/9 and N8 with
correction. On examination, [RE] was within normal limits,
[LE] showed decreased corneal sensations, dry eye, and
normal anterior segment. Fundus examination revealed
multiple depigmented chorioretinal lesions %2 to 3 DD in size
located in the posterior pole suggestive of chorioretinal
atrophic patches (Figure 1). Detailed history and systemic
examination revealed no other abnormalities. OCT of the
lesions showed increased back scattering from choroidal
layers (Figure 2). FFA showed early hyperfluorescence, which
increased in intensity with no increase in size, which faded
away in the late phase suggestive of window defect (Figure 3).
Patient was started on tear supplements, reassured, and asked
to come for follow up after three weeks. Patient came for
review after two months with redness in the left eye. The left
eye examination showed iridocyclitis and vision had dropped
to 6/18 and N14. During this visit on further questioning,
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patient revealed that she had lesions over the forehead and
nose [Along the distribution of ophthalmic division of
trigeminal nerve] one year ago. She also told us that following
this she had recurrent redness in left eye, which resolved on
its own. She was started on ointment acyclovir, guttae
loteprednol, homatropine, and tear supplements. On follow up,
the iridocyclitis had resolved and visual acuity was 6/12, N8 in
the left eye.

Fig. 1: Fundus of [LE] with Multiple, Depigmented
Chorioretinal Lesions in the Posterior Pole Suggestive of
Chorioretinal Atrophic Patches
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Fig. 2: OCT of the Lesions showing Increased Back
Scattering from Choroidal Layers

Fig. 3: FFA of [LE] Showing Early Hyperfluorescence, which
Increased in Intensity with no Increase in Size, which
Faded Away in the Late Phase Suggestive of Window Defect

DISCUSSION

HZCR is a rare and delayed complication of HZO as seen in our
case and literature search revealed only 3 such cases in the
past and the last case reported was in 1995.[1-4]

The pathophysiology includes direct viral infection of
Retinal Pigment Epithelium (RPE) or secondary ischaemic
occlusive vasculitis of the choriocapillaries. Direct lytic
response or indirect CD 8+ T-cell lysis is induced when virus
adhere to adhesion molecules in RPE and choroidal vascular
endothelium respectively.l5] The immune complex deposition
in the wall of the affected vessel results in occlusive vasculitis.

Histopathological studies of eyes affected with HZO
showed perineural and intraneural lymphocytic infiltration of
the long posterior ciliary nerves. Perivasculitis or vasculitis
was evident in vessels accompanying the involved nerves.
Choroid showed granulomatous choroiditis with occlusive
vasculitis of the short posterior ciliary arteries resulting in
ischaemic atrophy of the outer retina.l6l

A spectrum of chorioretinal changes associated with
herpes zoster infection have been described. T.V. Roberts et al
in the year 1995 reported 2 cases of depigmented lesions at
the level of choriocapillaries/RPE suggestive of chorioretinal
atrophy following an attack of herpes zoster ophthalmicus.[4]
R. J. Marsh and Cooper had reported one case of retinal
pigment epithelium degeneration.[!l Amano and associates
described three patients with many punched out oval areas of
choroidal atrophy scattered around the mid periphery with
scanty choroidal vessels and no pigmentary changes in the
lesions.l”] Bloom and Snady-McCoy described a patient with
'multifocal choroiditis' that clinically resembled birdshot
retinopathy(8 But, Womack and Liesegang who reviewed 86
patients with HZO found none with retina involvement.[9 In
present report, in addition to the fundus picture, we have
described the OCT and FFA features too. This can help
ophthalmologists to know and suspect this condition.

Contralateral hemiplegia following HZO has pathogenesis
similar to that of HZCR.[10] Studies found few patients with
segmental cerebral arteritis on angiographyllll and others
with  normal carotid angiography, but occlusive
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granulomatous angiitis of small vessels. Our patient did not
have hemiplegia.

The similar duration [Delayed] in development of HZCR
and hemiplegia following HZO and the histopathological
findings of granulomatous angiitis in both cerebral and
choroidal vesselsl69] supports the assumption that occlusive
choroidal vasculitis is the underlying mechanism in HZCR.

OUTCOME

The choroidal lesions remained the same and did not cause
any visual impairment, however, patient had recurrent
anterior uveitis, which was treated with topical steroids.

CONCLUSIONS
Unilateral, inactive, self-limiting depigmented chorioretinitis
patches without foveal involvement or retinal detachment in
an asymptomatic patient should raise the suspicion of past
history of HZO although rare.

Awareness of such condition and its association avoids
unnecessary investigations.

LIST OF ABBREVIATIONS
HZO - Herpes Zoster Ophthalmicus.
HZCR - Herpes Zoster Chorioretinopathy.
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