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SUMMARY

Localized herpes zoster following intra-articular corticosteroid injection is remarkable. We describe an
80-year-old woman with severe osteoarthritis that received an intra-articular injection of 80 mg methyl-
prednisolone in her knee, followed 1 day later by the appearance of linear unilateral vesicles and bullae
on her leg in a dermatomal distribution adjacent to the injection site. The roofs of several blisters
showed classic viral cytopathic effects for herpes including keratinocytes with multinucleation and
margination of chromatin. Varicella zoster virus immunostaining revealed positive staining in the
keratinocytes. One plausible explanation is herpes zoster virus reactivation secondary to localized

immunosuppression from corticosteroid injection.

Introduction

Herpes zoster, the most common disease resulting
from the varicella-zoster virus, results from reactivation
of the virus (1-3). Herpes zoster occurs primarily in
elderly and immunocompromised patients. Known risk
factors for reactivation include age and decreased im-
munity. A number of reports have implicated trauma as
a risk factor in herpes zoster (4-6). However, herpes
zoster has been described as a complication of epidural
steroids in the treatment of complex regional pain syn-
drome and other pain disorders (7, 8). Our case implies
that herpes zoster may be precipitated by intra-articu-
lar corticosteroid injection.

Case report

The patient was an 80-year-old obese woman with
a history of hypothyroidism, hypertension, glaucoma,
and over 30 years of severe osteoarthritis. After receiv-
ing an intra-articular injection of 80 mg methylpred-
nisolone in her left knee, the patient returned the fol-
lowing day complaining of a rash in a dermatomal distri-
bution distal to the site of injection. She had been given
intra-articular corticosteroid injections for osteoarthritis
without complications in the past. The patient reported
using 2.5% hydrocortisone cream on the rash without
any improvement. She denied constitutional symptoms
such as fever and chills. On physical examination, the
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Fig. 2. Multinucleated giant cells from blister roof
specimen. Note the cell in the middle exhibiting
typical herpesvirus features: margination of
chromatin, multinucleation, and nuclear molding
(hematoxylin and eosin, original magnification
x100).

Discussion

] Herpes zoster (shingles) results from reactivation
Fig. 1. Characteristic linear unilateral of the varicella-zoster virus (1-3). It tends to remain

vesiculobullous eruption on lower extremity in a
dermatomal distribution.

patient had petechiae on her left lower extremity and a
linear unilateral vesiculobullous eruption on her left leg
(Fig. 1. The affected region was mildly tender to pal-
pation and was moderately edematous without being
hot or erythematous. Doppler examinations of the leg
were negative for deep vein thrombosis. The patient’s
leg was moderately edematous, so a punch biopsy
specimen of a vesicle was not taken due to concern
about the possibility of poor wound healing. Instead,
several blister roofs were removed for histopathologic
examination. They demonstrated the classic viral cyto-
pathic effects for herpes, including keratinocytes with
characteristic multinucleated keratinocytes with nuclear
molding and margination of chromatin (Fig. 2). Poly-
merase chain reaction was negative for herpes simplex
virus 1 and 2. Varicella-zoster virus immunostaining re- ~ Fig- 3. Immunostain for varicella-zoster

vealed positive staining in keratinocytes with viral cy- ~ confirming its presence as opposed to herpes
topathic effects (Fig. 3). simplex virus.
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dormant in the spinal dorsal root ganglia or cranial sen-
sory ganglion after primary varicella infection. Herpes
zoster is relatively common, particularly in elderly and
immunocompromised individuals. Known risk factors
for reactivation include age, chronic corticosteroid use,
and decreased immunity (1). Previous case reports
have indicated that trauma may be a risk factor for her-
pes zoster (4-0). However, it may also be a complica-
tion of epidural steroids in the treatment of complex
regional pain syndrome and other pain disorders (7, 8).

Steroid injections are employed for a number of dis-
orders, including herpes zoster and post-herpes zoster
neuralgia (9). Our patient had received steroid injec-
tions for 15 years without previously developing her-
pes zoster. It developed shortly after the corticosteroid
injection without prodromal symptoms in a typical der-
matomal distribution distal to the site of injection. Mi-
croscopic examination showed pustular debris with char-
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