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TO THE EDITOR

We read with great interest the review by Zhou et al. [1] in
the article “Zoster sine herpete: a review”. Herpes zoster
ophthalmicus is a well-known consequence of varicella
zoster virus (VZV) reactivation, occurring in 10-20% of
herpes zoster cases, and may cause potentially sight-
threatening complications anywhere from the anterior
segment through to the optic nerve, retina, and central
nervous system [2]. Although less reported in the litera-
ture, zoster sine herpete (ZSH) also presents with intra-
ocular manifestations which, if misdiagnosed and left
untreated, can result in adverse visual outcomes.

As mentioned by Zhou et al., corneal involvement may
occur in the form of keratitis [1,3]. Although there is no
classic ophthalmic presentation, it appears in both the
literature and anecdotally that the most common case is a
raised intraocular pressure associated with anterior uve-
itis [4-6]. Slit lamp examination may show inflammatory
deposits on the posterior corneal surface, anterior cham-
ber inflammation, trabecular meshwork pigmentation, iris
atrophy, and/or adhesions between the iris and the lens
(posterior synechiae), causing a distorted pupil. Inflam-

mation may persist as chronic anterior uveitis, which can
lead to uveitic glaucoma, a potentially sight-threatening
complication [5]. In rare cases, acute anterior uveitis with
a hyphaema has been the clinical presentation of ZSH [7,8].

We acknowledge that the key to diagnosing ZSH is hav-
ing a high level of suspicion and subsequent laboratory
testing. Polymerase chain reaction (PCR) testing for VZV
DNA in the aqueous humour is essential for definitive
diagnosis and subsequent management with antiviral
therapy. A higher viral load in aqueous sampling is signifi-
cantly associated with uveitic complications of iris atrophy
and pupil distortion [4], which suggests that ongoing VZV
replication will perpetuate inflammation and increases
the risk of associated complications. This highlights the
importance of early initiation and appropriate duration of
antiviral therapy to minimise this risk.

Limited published evidence on ZSH in general, and even
more so in an ophthalmology context, means that there
are no established guidelines on recommended man-
agement and therapy. Our recommendation is that ZSH
should be considered in patients presenting with anterior
uveitis with elevated intraocular pressure, but particularly
in those with slit lamp findings of iris atrophy, or pupil dis-
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tortion. Performing an anterior chamber tap for VZV PCR
is necessary to make a definitive diagnosis, but treatment
with antiviral therapy in cases of high clinical suspicion
should not be delayed if PCR testing is unable to be per-
formed.
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