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Abstract
Varicella-zoster virus (VZV) infection is generally considered as a benign and self-limiting
disease. However, individuals with VZV infection can have disseminated to various organs
leading to serious complications, particularly in adults. This pattern is more prevalent in
immunosuppressed individuals. Disseminated varicella is historically known to involve the
central nervous system (CNS), liver, and lungs. However, dissemination of varicella to the
pancreas and subsequently causing acute pancreatitis has been rarely reported.

We present a case of disseminated varicella infection in a newly diagnosed human
immunodeficiency virus (HIV) patient causing acute pancreatitis at initial disease presentation
and subsequently leading to multi organ dysfunction.

A 42-year-old African American female who was initially being treated for Pneumocystis carinii
pneumonia (PCP) at an inner-city hospital developed severe epigastric pain radiating to back
along with nausea on day 2 of admission. Physical findings revealed tachycardia, epigastric
tenderness and newly formed vesicular rash involving the neck and face classical of varicella
infection. Skin biopsy and serum sample confirmed varicella infection by VZV polymerase chain
reaction (PCR) test. Labs revealed elevated lipase, amylase at a level diagnostic of acute
pancreatitis. The patient had no other risk factors for pancreatitis. She was started on
intravenous Acyclovir and intravenous hydration with isotonic normal saline. She
was managed conservatively for other systemic complications. Pancreatitis resolved after five
days of clinical presentation. She completed two weeks of Acyclovir, her condition steadily
improved and she was successfully discharged home with no further recurrence.

Acute pancreatitis is a rare infectious association of disseminated varicella infection. Clinicians
should always be mindful of this infectious etiology as one of the rare differentials for acute
pancreatitis as this is a treatable cause and could prevent morbidity, mortality associated with
this condition if treated timely.
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Introduction
Varicella-zoster virus (VZV), a member of the herpes zoster family, is notorious for causing
varicella infection among young children while causing herpes zoster infection in adults with
immunocompromised status. The VZV lies dormant in the dorsal root ganglia of the sensory
nerves after initial primary infection. This later can reactivate with unilateral spread along a
particular dermatome leading to herpes zoster infection. The characteristic varicella rash is a
pruritic one appearing in successive crops over several days. Initially preceded by a prodrome of
fever, malaise, or pharyngitis, the rash appears after 24 hours. The lesions normally begin as
pruritic macules that can rapidly transform to papules and subsequently to the characteristic
vesicles. This rash covers single/multiple dermatomes and persists for average of three to five
days. The most frequent site of reactivation is the ophthalmic division of the trigeminal nerve,
which can lead to the involvement of the thoracic nerves and the eyes. In the absence of a
typical rash, herpes zoster is confirmed by a virology laboratory through testing of VZV
polymerase chain reaction (PCR) [1, 2]. A secondary bacterial infection is among the
commonest of the complications. Other serious complications include hepatitis, pneumonia,
encephalitis, disseminated intravascular coagulopathy, myelitis, retinitis, hemiparesis, which
are more common in immunocompromised patients, such as transplant recipients and patients
with acquired immune deficiency syndrome (AIDS) [3]. The occurrence of acute pancreatitis due
to disseminated VZV infection is extremely rare and a very few cases are only reported. We
present a rare case of a female with incidentally detected HIV, who end up having acute
pancreatitis with multi organ involvement from disseminated varicella-zoster infection.

Case Presentation
A 42-year-old African American female who recently emigrated from the Caribbean Islands
initially presented with non-resolving productive cough and dyspnea for two weeks. She had no
significant past medical history, no history of medication use, no history of surgery, or recent
prolonged immobilization. Admission vitals were: blood pressure (BP) 110/75, temperature 98.2
F, respiratory rate 18/min, sPO2 95% room air, tachycardia with 110-120 beats/min. She was
anxious on presentation. Rest of the physical exam including cardiovascular, gastrointestinal,
and respiratory system findings, were unremarkable.

Initial investigations revealed the following: White blood cell count 9.9 x 109/L (ref 4-11 x

109/L), hemoglobin 11.7 gm/dl (reference 13-15 gm/dl), hematocrit 36.8% (reference range 39-
48%), platelets 304,000/ml (reference 15,000 to 450,000/ml); arterial blood gas analysis
suggested hypoxia, pO2 being 72% and had high A-a gradient of 37 mm Hg (normal 5-10 mm
Hg); lactate dehydrogenase (LDH) was elevated to 508 unit/L (reference range 140-280 units/L).
Electrocardiogram (EKG) showed sinus tachycardia. CT angiogram chest did not show any
pulmonary embolus but showed diffuse ground glass lung opacities with hilar
lymphadenopathy (Figure 1). She underwent voluntary human immunodeficiency virus (HIV)
testing as per New York State law, and the test came back reactive with CD4 count 46
cells/micro litre (reference range 500-1500 cells/micro litre) and HIV viral load 810231
copies/ml (reference range 40-50 copies/ml). The urine legionella antigen was negative.
Treatment was initiated with oral Bactrim DS and Prednisone (for suspected Pneumocystis
carinii pneumonia [PCP]), and further investigation by bronchoscopy specimen was positive for
Pneumocystis carinii PCR confirming PCP. The patient improved clinically and was discharged
home with continuation therapy of Bactrim DS and outpatient follow-up instructions.
However, she was re-admitted to the hospital within a week of discharge with worsening
dyspnea and cough with expectorations. Vitals showed sinus tachycardia with heart rate
110/min. Other vitals like BP, temperature, respiratory rate were normal. Chest X-ray on
admission showed perihilar opacities unchanged from previous admission (Figure 2). Physical
examination revealed rales bilaterally. The rest of examinations, including gastrointestinal,
neurological, cardiovascular system, were normal. Treatment was initiated with broad spectrum
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antibiotics Vancomycin and Meropenem intravenous (IV) in view of possible superadded
bacterial infection. On day 2 of admission, she complained of severe epigastric pain radiating to
back and also was noted to have pruritic macular rashes over face and neck. As initial suspicion
was Varicella Zoster (VZ) infection vs. drug-induced rash, Bactrim was stopped, and she was
started on Valacyclovir orally. Serum lipase and amylase were elevated at 160 IU/dl (reference
range less than 50 IU/dl) and 133 IU/dl (reference range less than 110 IU/dl) respectively. The
rest of the labs, including blood urea nitrogen, creatinine, calcium, sodium, potassium,
phosphorus, were normal. She was also started on IV hydration with isotonic normal saline and
pain management with opioids for pancreatitis. Her clinical condition continued to worsen
gradually, and the rash became more generalized with pruritic vesicular-papular eruptions.
She developed a low-grade fever and became hypotension - BP 70/40 (she required inotropic
support with norepinephrine for three days). Other systemic organs were also involved, as
evident by laboratory abnormalities. Over the course of hospital stay, her labs got worsened
significantly - platelet counts dropped remarkably (125-66-30---26---24); Lipase/amylase
continued to increase (160/133-379/663---254/491); liver functions worsened with aspartate
aminotransferase (AST)/alanine aminotransferase (ALT) gradually increased (180/128---
389/227---837/501) (reference range < 40 for both); LDH was high (2438---2565-1308); lactic
acid increased (3.7-2.4) [reference range < 2 mmol/L]. Given the worsening clinical status,
she was switched to Acyclovir 500 mg IV. Her blood culture and urine culture sent on admission
day returned negative for any bacterial infection; four days later, her VZ virus DNA PCR from
skin blister and serum both reported positive confirming active VZV infection.

FIGURE 1: Bilateral ground glass opacities
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FIGURE 2: Bilateral perihilar opacities classic of Pneumocystis
carinii pneumonia (PCP)

Ultrasound abdomen did not reveal any gallstones. Echocardiogram did not suggest any source
of septic emboli.

Her clinical condition improved gradually with near normalization of labs. She completed 14
days course of antimicrobials for disseminated varicella. Eventually, she was started on an anti-
retroviral drug Stribild (Dolutegravir/Lamivudine) daily along with a prophylactic dose of
Dapsone (for PCP). Post treatment completion, oral Valacyclovir was initiated for viral
suppression. After the acute stay in hospital for three weeks, she recovered well and was
followed up regularly in the clinic with no further recurrence in six months of follow-up.

Discussion
Acute pancreatitis is an inflammatory condition of the pancreas, also known to involve the
peri-pancreatic tissues. The two commonest etiologies of acute pancreatitis in adults are
common bile duct stones and alcohol abuse, accounting for 36% and 38%, respectively. Other
common causes include surgery, various metabolic or autoimmune conditions, toxins, drugs, as
well as infections (from bacteria, viruses, mycoplasma, and parasites) [4].

Till now, only a few cases of herpes zoster-associated acute pancreatitis have been reported;
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among them, most involve immunocompromised individuals, such as those in intensive care,
AIDS patients, or receiving long-term immunosuppression, such as recipients of stem cell,
renal or liver transplants [5-9]. There were only a handful of studies which reported acute
pancreatitis associated with VZV in children with chickenpox and one study reported an elderly
patient with herpes zoster suffering from systemic complications, including pancreatitis and
encephalitis [10-12, 13]. Interestingly, the last case referred to was the first report of acute
pancreatitis in an immunocompetent adult without any significant comorbidity. Although the
mechanism of pancreatitis with herpes zoster is still unknown, VZV may remain latent in
posterior sensory nerve roots that contain fibers from both skin and abdominal viscera,
including the pancreas. Till now, with no definitive mechanism discovered, the common theory
is that VZV remains latent in posterior sensory nerve roots which contain fibers from both
abdominal viscera, including the pancreas and also from the skin. It is speculated that VZV
might mediate this injury through damage of the pancreatic acinar cell membrane causing
leakage of intracellular pancreatic enzymes. Another mechanism hypothesized is that the
pancreas own immune response may mediate the cytopathic effect.

Immune-compromised patients are at increased risk of VZV reactivation, including transplant
recipients, patients receiving selected immune modulator therapies, and HIV-infected
patients [14-16]. These individuals also present with higher chances of complications from the
disease (e.g., disseminated disease, ocular involvement) [3,4]. The incidence of herpes zoster
has remained greater in HIV-infected individuals despite the wide use of potent antiretroviral
therapy (ART).

Immunocompromised individuals like HIV-infected individuals with advanced disease and
transplant recipients are at increased risk for developing complicated herpes zoster infections
[16,17]. These complications include cutaneous dissemination and visceral end organ
involvement. Cutaneous dissemination often presents with multiple vesicular skin lesions in a
generalized distribution affecting a number of distinct dermatomes. Visceral organ
involvement due to herpes zoster may present in a fulminant manner with a rapid evolving
syndrome like hepatitis, pneumonia, or encephalitis and may occasionally develop in the
absence of coincident rash [18].

As mentioned earlier, immunocompromised persons who get varicella are at risk of developing
visceral dissemination (VZV infection of internal organs) rapidly, culminating to hepatitis,
encephalitis, pneumonia, and disseminated intravascular coagulopathy. They can have an
atypical varicella rash with more and atypical lesions, as well as can have a prolonged course
lasting longer than those who are not immunocompromised. New evolving lesions may
continue to develop for more than a week, may appear on atypical places like the palms and
soles, and may be hemorrhagic in nature [2]. What causes reactivation of VZV is still a mystery
begging to be solved. It is presumed that the virus remains latent in the dorsal root ganglia
after the initial benign presentation as chickenpox and get reactivated later. During active
herpes zoster, histopathology examination of representative dorsal root ganglia demonstrates
edema, hemorrhage, and lymphocytic infiltration. Active replication of VZV in other organs,
such as in the lung or the brain, can occur during either chickenpox or herpes zoster but is
uncommon in the immunocompetent host.

Like chickenpox, herpes zoster is more severe in immunocompromised than immunocompetent
individuals. Lesions continue to evolve for more than a week, and scabbing is not complete in
most cases until three weeks into the illness. Among patients with cutaneous dissemination,
the risks of dreaded complications like meningoencephalitis, pneumonitis, hepatitis, and other
serious complications are increased by 5-10%. However, disseminated zoster is rarely fatal,
even in immunocompromised individuals.
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Antiviral therapy should be initiated in all immunocompromised patients with herpes zoster,
even if they present after 72 hours. Rapid initiation of therapy is particularly critical in the
severely immunocompromised patient. The nucleoside analogues acyclovir, valacyclovir,
and famciclovir are the preferred antivirals for the treatment of acute herpes zoster infection.
Oral antiviral therapy is usually sufficient for the initial treatment of uncomplicated herpes
zoster, unless the patient has evidence of complicated disease (e.g., acute retinal necrosis,
encephalitis).

Very few cases of acute pancreatitis after disseminated varicella have been reported so
far [6,19].

Conclusions
Disseminated varicella infection has been notorious for involving multi system organs like
central nervous system (CNS), lungs, hematological system mainly disseminated intravascular
coagulopathy, and liver. The incidence of acute pancreatitis following disseminated varicella
has rarely been reported. Asymptomatic pancreatitis may well be associated with VZV and has
not been well documented for so far. Clinicians should keep a high index of suspicion of
pancreatitis for such patients and intervene early to prevent complications.

Additional Information
Disclosures
Human subjects: Consent was obtained by all participants in this study. Conflicts of interest:
In compliance with the ICMJE uniform disclosure form, all authors declare the following:
Payment/services info: All authors have declared that no financial support was received from
any organization for the submitted work. Financial relationships: All authors have declared
that they have no financial relationships at present or within the previous three years with any
organizations that might have an interest in the submitted work. Other relationships: All
authors have declared that there are no other relationships or activities that could appear to
have influenced the submitted work.

References
1. The Centers for Disease Control and Prevention. Technical instructions for panel physicians

and civil surgeons. (2014). Accessed: February 18, 2020:
https://www.cdc.gov/immigrantrefugeehealth/exams/ti/panel/technical-instructions-panel-
physicians.html.

2. The Centers for Disease Control and Prevention. Shingles (Herpes zoster) . (2014). Accessed:
February 18, 2020: http://www.cdc.gov/shingles/hcp/clinical-overview.html.

3. Gnann JW Jr: Varicella-zoster virus: atypical presentations and unusual complications . J
Infect Dis. 2002, 186:91-98. 10.1086/342963

4. Frossard JL, Steer ML, Pastor CM: Acute pancreatitis. Lancet. 2008, 371:143-152.
10.1016/S0140-6736(08)60107-5

5. Hagiya H, Kimura M, Miyamoto T, Otsuka F: Systemic varicella-zoster virus infection in two
critically ill patients in an intensive care unit. Virol J. 2013, 10:225.

6. Fernández de la Puebla Giménez RA, Lechuga Varona T, Kindelan Jaquotot JM, Jurado Jiménez
R, Delgado Blanco M, de Non-Louis y Persson E: Acute pancreatitis associated with varicella-
zoster virus infection in a patient with acquired immunodeficiency syndrome. (Article in
Spanish). Med Clin (Barc). 1992, 98:339-341.

7. Kawakami T, Mitsui T, Sendo D, et al.: Acute pancreatitis following hematopoietic stem cell
transplantation: prevalence and cause of pancreatic amylasemia. (Article in Japanese). Rinsho
Ketsueki. 2002, 43:176-182.

8. Cho MH, Hong EH, Lee HS, Ko CW: Recurrent pancreatitis after renal transplantation in a
child. Pediatr Transplant. 2008, 12:593-596. 10.1111/j.1399-3046.2008.00922.x

2020 Roy et al. Cureus 12(2): e7027. DOI 10.7759/cureus.7027 6 of 7

https://www.cdc.gov/immigrantrefugeehealth/exams/ti/panel/technical-instructions-panel-physicians.html
https://www.cdc.gov/immigrantrefugeehealth/exams/ti/panel/technical-instructions-panel-physicians.html
http://www.cdc.gov/shingles/hcp/clinical-overview.html
http://www.cdc.gov/shingles/hcp/clinical-overview.html
https://dx.doi.org/10.1086/342963
https://dx.doi.org/10.1086/342963
https://dx.doi.org/10.1016/S0140-6736(08)60107-5
https://dx.doi.org/10.1016/S0140-6736(08)60107-5
https://link.springer.com/article/10.1186/1743-422X-10-225
https://europepmc.org/article/med/1583963
https://europepmc.org/article/med/11979749
https://dx.doi.org/10.1111/j.1399-3046.2008.00922.x
https://dx.doi.org/10.1111/j.1399-3046.2008.00922.x


9. Coelho JC, Wiederkehr JC, Campos AC, Zeni Neto C, Oliva V: Acute pancreatitis caused by
varicella-zoster virus after liver transplantation. J Chir (Paris). 1994, 131:96-98.
10.1111/j.1399-3046.2008.00922.x

10. Torre JA, Martin JJ, Garcia CB, Polo ER: Varicella infection as a cause of acute pancreatitis in
an immunocompetent child. Pediatr Infect Dis J. 2000, 19:1218-1219. 10.1097/00006454-
200012000-00025

11. Franco J, Fernandes R, Oliveira M, Alves AD, Braga M, Soares I, Calhau P: Acute pancreatitis
associated with varicella infection in an immunocompetent child. J Paediatr Child Health.
2009, 45:547-548. 10.1111/j.1440-1754.2009.01557.x

12. Kumar S, Jain AP, Pandit AK: Acute pancreatitis: rare complication of chicken pox in an
immunocompetent host. Saudi J Gastroenterol. 2007, 13:138-140.

13. Nakane S, Honda H, Hamasaki S, Shirabe S, Nakamura T: A case of herpes zoster encephalitis
with Ramsay-Hunt syndrome, herpes zoster generalisatus and acute pancreatitis. (Article in
Japanese). No To Shinkei. 2000, 52:43-47.

14. Feldman S, Hughes WT, Daniel CB: Varicella in children with cancer: seventy-seven cases .
Pediatrics. 1975, 56:388-397.

15. Korelitz BI, Fuller SR, Warman JI, Goldberg MD: Shingles during the course of treatment with
6-mercaptopurine for inflammatory bowel disease. Am J Gastroenterol. 1999, 94:424-426.
10.1111/j.1572-0241.1999.871_w.x

16. Buchbinder SP, Katz MH, Hessol NA, Liu JY, O'Malley PM, Underwood R, Holmberg SD: Herpes
zoster and human immunodeficiency virus infection. J Infect Dis. 1992, 166:1153-1156.
10.1093/infdis/166.5.1153

17. Cvjetković D, Jovanović J, Hrnjaković-Cvjetković I, Brkić S, Bogdanović M: Reactivation of
herpes zoster infection by varicella-zoster virus. (Article in Croatian). Med Pregl. 1999,
52:125-128.

18. Jantsch J, Schmidt B, Bardutzky J, Bogdan C, Eckardt KU, Raff U: Lethal varicella-zoster virus
reactivation without skin lesions following renal transplantation. Nephrol Dial Transplant.
2011, 26:365-368. 10.1093/ndt/gfq542

19. Wang Z, Ye J, Han YH: Acute pancreatitis associated with herpes zoster: case report and
literature review. World J Gastroenterol. 2014, 20:18053-18056. 10.3748/wjg.v20.i47.18053

2020 Roy et al. Cureus 12(2): e7027. DOI 10.7759/cureus.7027 7 of 7

https://dx.doi.org/10.1111/j.1399-3046.2008.00922.x
https://dx.doi.org/10.1111/j.1399-3046.2008.00922.x
https://dx.doi.org/10.1097/00006454-200012000-00025
https://dx.doi.org/10.1097/00006454-200012000-00025
https://dx.doi.org/10.1111/j.1440-1754.2009.01557.x
https://dx.doi.org/10.1111/j.1440-1754.2009.01557.x
http://www.saudijgastro.com/article.asp?issn=1319-3767;year=2007;volume=13;issue=3;spage=138;epage=140;aulast=Kumar
https://europepmc.org/article/med/10689690
https://pediatrics.aappublications.org/content/56/3/388.short?sso=1&sso_redirect_count=1&nfstatus=401&nftoken=00000000-0000-0000-0000-000000000000&nfstatusdescription=ERROR%3a+No+local+token
https://dx.doi.org/10.1111/j.1572-0241.1999.871_w.x
https://dx.doi.org/10.1111/j.1572-0241.1999.871_w.x
https://dx.doi.org/10.1093/infdis/166.5.1153
https://dx.doi.org/10.1093/infdis/166.5.1153
https://europepmc.org/article/med/10518396
https://dx.doi.org/10.1093/ndt/gfq542
https://dx.doi.org/10.1093/ndt/gfq542
https://dx.doi.org/10.3748/wjg.v20.i47.18053
https://dx.doi.org/10.3748/wjg.v20.i47.18053

	Acute Pancreatitis Due to Disseminated Varicella Zoster Infection in an Individual with Newly Diagnosed Human Immunodeficiency Virus
	Abstract
	Introduction
	Case Presentation
	FIGURE 1: Bilateral ground glass opacities
	FIGURE 2: Bilateral perihilar opacities classic of Pneumocystis carinii pneumonia (PCP)

	Discussion
	Conclusions
	Additional Information
	Disclosures

	References


