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Abstract 

Herpes zoster is one of the common derma-
tological diseases in elderly. It is clinically
diagnosed by the presence of vesicles in a zos-
teriform pattern, appearing along one or two
dermatomes. We report a rare presentation of
herpes zoster occurring over hard palate. Early
recognition of such rare presentations of
Herpes zoster and treatment with antivirals at
the appropriate time is the most essential step
required to decrease the morbidity.

Introduction

Herpes zoster is one of the common derma-
tological diseases that we come across. It is
clinically diagnosed by the presence of vesicles
in a zosteriform pattern, appearing along one
or two dermatomes. We report a rare presenta-
tion of H. zoster occurring over hard palate.
Diagnostic dilemma can occur especially with
such atypical presentation, where only oral
lesions are present. 

Case Report

A 65-year-old male, presented with severe
burning sensation over his mouth for past 2
days and subsequently developed multiple
white lesions over roof of the mouth. Patient
revealed that he had low-grade fever for past
two days. He gave history of chickenpox during
his childhood and denied history of recurrent
fluid filled skin or oral lesions. There was no
history of consumption of hot drink, intake of
drug prior to onset of symptoms and no history
of immunosuppression. Pain was measured
using visual analogue scale (VAS), the patient
had moderate pain in the last 24 h. On exami-
nation, multiple erosions of size 0.3×0.3 cm
each, coalescing at few areas, with overlying
slough seen over right side of the hard palate
with mild erythema beneath the erosions
(Figure 1). Tzanck smear revealed multinucle-
ated giant cells.
Diagnosis of herpes zoster was made in

view of the burning sensation, erosions con-
fined to the right side of the hard palate and
presence of multinucleated giant cells in
Tzanck smear. Patient was treated with tablet
acyclovir 800 mg five times daily for seven
days, topical benzocaine 20% gel and was
advised to consume liquid to semi solid, bland
diet. The erosions resolved completely within a
period of 10 days, although pain was persisting
for which tablet pregabalin 75 mg was pre-
scribed once daily for 2 weeks (Figure 2).

Discussion

H. zoster is caused by varicella zoster virus
(VZV). This localized viral disease has a long
recorded history; it has been recognized as a
distinct entity since ancient times. It mani-
fests as a result of reactivation of the dormant
virus in the sensory ganglion following a clin-
ical or sub clinical varicella infection early in
life or occasionally in utero. The reactivation
of the virus may occur spontaneously or due
to immunosuppression.1 H. zoster typically
presents with painful vesicular rash which
affects a single dermatome, and lasts for
three to five days before the lesions become
pustular and forms scab. The rash may be pre-
ceded by a prodromal phase lasting 48-72 h or
longer, consisting of throbbing pain and
paraesthesia in the region of the affected
sensory nerve. 
In immunocompetent patients, the most

common site of reactivation is the thoracic
nerves followed by the ophthalmic division of
the trigeminal nerve (herpes zoster oph-
thalmicus), which can progress to involve all
structures of the eye. If the mucocutaneous
division of the VII cranial nerve, which inner-
vates the ear and side of the tongue, or the VIII
cranial nerve is involved, the development of
lesions in the ear, facial paralysis, and associ-
ated hearing and vestibular symptoms are
known as Ramsay Hunt syndrome.2 In patients

with HIV it can present in various forms, there
can be multidermatomal involvement, crusted,
nodular, vesiculopustular and ulcerative
lesions can occur that may be widely dissemi-
nated or localized.1

H. zoster occurring intraorally without any
lesions over skin is rare. In our patient lesions
are confined to right side of the hard palate in
the trigerminal nerve V2 distribution. 
Recurrent aphthous stomatitis and Herpes

simplex (HSV) infection can appear as
grouped oral ulcerations and resemble H.
zoster. However in case of recurrent aphthous
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Figure 1. Zosteriform lesions confined to
right side of hard palate.

Figure 2. On follow-up erosions have
resolved.
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stomatitis, it appears as a single ulcer or a
small number of ulcers and usually occurs on
loose, non-keratinized mucosal surfaces such
as buccal or labial mucosa, the floor of the
mouth, and over the ventral aspect of the
tongue.3 On the other hand, herpetic ulcers are
usually multiple and affect immovable, kera-
tinized mucosa, including the hard palate,
attached gingivae, and dorsal tongue.4

Tzanck smear does not differentiate
between H. zoster and HSV infection.
Diagnosis can be confirmed by estimating spe-
cific antibodies in the serum against VZV and
HSV. A polymerase chain reaction (PCR) assay
is the most sensitive test for identifying HSV
and varicella zoster virus.5 In our setup serolo-
gy and PCR are not routinely done, in such sit-
uations clinically Herpes zoster can be differ-
entiated from HSV infection by the zosteriform
pattern which does not cross the midline, and
severe pain. Recurrence of lesions is common
in case of HSV infection.
Keratinized mucosa is an integral part of

the masticatory apparatus, which is routinely
subject to trauma by burns from hot food.
Ulcers from thermal injuries are unlikely to
cause multiple, discrete ulcerations as in our
patient.3

H. zoster is usually treated with orally
administered acyclovir. Other options include
other antiviral medications such as famciclovir
and valacyclovir. These antiviral medications

are most effective when started within 72 h
after the onset of the rash.6 If standard treat-
ment failed, recent drugs such as brivudine
represents an alternative therapy. Brivudine is
given as a single dosage which is more com-
fortable for patients to use, complete remis-
sion and preservation of a satisfactory function
can also be achieved, however it is not avail-
able in most of the developing countries.7 Such
cases addition of an orally administered corti-
costeroid can provide modest benefits in
reducing the pain of herpes zoster and the
incidence of postherpetic neuralgia. The pain
associated with H. zoster can range from mild
to unbearable. Therefore analgesics should be
given, and for patients with more severe pain
additional narcotic medication can be given.
Topical analgesics or topical acyclovir can be
given for local application depending on
patient’s complaints.6

Conclusions

H. zoster and postherpetic neuralgia are
quite common conditions, primarily in elderly
and immunocompromised patients. Early
recognition of such rare presentations of H.
zoster and treatment with antivirals at the
appropriate time is the most essential step
required to decrease the morbidity.
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