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ABSTRACT 
We present a case of herpes zoster ophthalmicus (HZO) 
with a rare complication of orbital apex syndrome (OAS) 
manifesting as optic perineuritis with multiple cranial 
nerve palsies. A 65-year-old with COPD presented to the 
hospital with a vesicular rash involving his left eyelid. 
He was admitted for HZO and a concurrent COPD exac-
erbation. The HZO was treated with antivirals and the 
COPD exacerbation was treated with corticosteroids. On 
hospital day three, he developed left-sided ptosis, oph-
thalmoplegia, and a mid-dilated fixed pupil. MRI of the 
brain demonstrated enhancement of the left optic nerve 
sheath, rectus muscles, and periorbital soft tissues. He 
was diagnosed with OAS and treated with an increased 
dose of corticosteroids. After two months, his orbital 
symptoms resolved. This case is unique because the pa-
tient developed HZO in the setting of corticosteroid treat-
ment for a COPD exacerbation, and his HZO progressed 
to OAS despite proper initiation of antiviral therapy.

KEYWORDS:  Herpes Zoster Ophthalmicus,  
Orbital Apex Syndrome   

CASE REPORT 

A 65-year-old male with chronic obstruc-
tive pulmonary disease (COPD) presented 
to his primary care physician with pain, 
pruritus, redness, and a watery discharge 
in his left eye for six days and was diag-
nosed with conjunctivitis. He concur-
rently developed a COPD exacerbation 
which was treated with prednisone 30 mg 
daily. Four days later, the patient devel-
oped a vesicular rash over the left brow and 
presented to the emergency department of 
a tertiary hospital center.

Upon initial evaluation by the ophthal-
mology service, his best corrected visual 
acuity was 20/25 in the right eye and 20/60 
in the left eye. Pupils were equal and reac-
tive without an afferent pupillary defect, 
and extra-ocular movements were full. 
The patient had a vesicular rash over the 

left side of his face including the forehead, eyelid margin, 
and lateral nose. Slit-lamp biomicroscopy showed diffuse 
left upper eyelid edema and conjunctival injection with 
temporal chemosis. There were no pseudodendritic lesions 
of the cornea, and the dilated fundus exam was normal. He 
was diagnosed with HZO and started on IV acyclovir 800mg 
three times daily. On hospital day 2, the prednisone dose 
was increased to 40 mg for worsening wheezing. On hospi-
tal day 3, the ophthalmology service noted a new onset left-
sided ptosis, ophthalmoplegia, and a mid-dilated fixed pupil. 
Magnetic resonance imaging/magnetic resonance angiog-
raphy (MRI/MRA) of the brain with and without contrast 
demonstrated enhancement of the left optic nerve sheath, 
pre-septal and post-septal soft tissues, inferior and medial 
rectus muscles, and periorbital soft tissues (Figure 1). The 
MRA was unremarkable. Oral prednisone was increased to 
60 mg and continued at discharge. The patient was transi-
tioned to oral valacyclovir to complete 14 days of antiviral 
therapy, and he was prescribed Maxitrol ointment for skin 
and eyelid lesions.

At the outpatient ophthalmology clinic one week later, 
the patient had persistent ophthalmoplegia and ptosis. Oral 

Figure 1. MRI Brain Images Showing Orbital Apex Syndrome.

(A) Axial T1 with Gadolinium demonstrating enhancement of the left orbital apex, left optic 

nerve sheath, pre-septal and post-septal soft tissues, and left-sided rectus muscles.

(B) Axial T2 FS demonstrating concentric enhancement of the left optic nerve sheath.
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prednisone 60mg was continued for one more week followed 
by a taper in conjunction with his primary care doctor over 
one month as his COPD symptoms allowed. At one-month 
follow-up, the patient had developed neurotrophic kera-
touveitis OS which was treated with prednisolone acetate 
drops, ofloxacin drops, and a Prokera lens. At two-month 
follow-up, the ophthalmoplegia, ptosis, anisocoria, and neu-
rotrophic keratouveitis had resolved, and the Prokera lens 
was removed. At six-month follow-up, he remained stable 
off of oral prednisone with a best-corrected visual acuity 
of 20/50 OS, no ophthalmoplegia or ptosis, and a normal  
pupil exam. 

DISCUSSION

This patient developed HZO in the setting of corticosteroid 
therapy for a COPD exacerbation. Moreover, he progressed 
to OAS despite appropriate therapy with IV acyclovir. HZO 
occurs from reactivation of the varicella zoster virus in the 
ophthalmic branch of the trigeminal nerve. OAS refers to 
optic neuropathy and ophthalmoplegia from a disease pro-
cess affecting the superior orbital fissure and optic canal.1 
This patient’s distribution of facial lesions, eyelid edema, 
and conjunctival injection were clinically diagnostic for 
HZO. The motility deficits, ptosis, and parasympathetic 
pupillary dysfunction suggested involvement of the superior 
and inferior branches of the oculomotor nerve within the 
superior orbital fissure. The MRI demonstrating concentric 
optic nerve sheath enhancement suggested pathology within 
the optic canal. Involvement of both the superior orbital  
fissure and optic canal was consistent with OAS. 

OAS is an uncommon complication of HZO that typically 
develops days to weeks after the initial vesicular rash.2,3 

Associated symptoms often include proptosis, orbital myo-
sitis, and soft tissue inflammation.1 The most common 
radiographic findings include enhancement of extraocular 
muscles, optic nerve sheath, and portions of cranial nerves 
including tracts and/or nuclei.4,5 Several studies report inter-
val recovery in these findings after treatment.5,6 Risk fac-
tors for the development of HZO-OAS include age over 50 
years, immunocompromise, and failure to receive the her-
pes zoster vaccine.6,7 Possible etiologies include spread of 
the virus to nearby nerves, direct cytopathic effects of the 
virus, contiguous inflammation, ischemia from vasculitis, 
demyelination, or a combination of these factors.7 Although 
COPD is not commonly recognized as a risk factor for devel-
opment of HZO, COPD is known to cause a dysregulated 
immune function and is associated with an increased risk of 
Herpes Zoster especially when treated with oral corticoste-
roids.8 In this case, the corticosteroid treatment for a COPD  
exacerbation may have allowed reactivation of HZO.

There is no standard treatment for HZO-OAS, and current 
treatment guidelines are based on expert opinion. Dworkin 
et al. recommended the use of systemic corticosteroids in 

patients with HZO complicated by polyneuritis, and many 
other authors have reported a good treatment response to a 
combination of steroids and antivirals.3,6,7,9,10,11 In most cases, 
steroids are initiated after the antiviral medication to treat 
the inflammatory response of OAS.7 Prognosis is generally 
good with significant improvement in visual acuity and oph-
thalmoplegia in most patients.2,3 Resolution of symptoms 
has been reported as early as two weeks and as late as 1.5 
years with an average time to recovery of 2–4 months from 
symptom onset.2,3 This case is unique because the patient 
was already taking oral corticosteroids for a COPD exacer-
bation concurrent to developing HZO-OAS. Despite initial 
worsening of the HZO-OAS on steroid therapy, discontin-
uation of steroid was not needed for subsequent clinical 
improvement.

The role of corticosteroids in reactivation of herpes zos-
ter and subsequent role in treating the infection-associated 
inflammation is unclear. Further studies should examine the 
effect of systemic corticosteroids on incidence, symptom 
severity, and recovery of orbital apex syndrome in patients 
with HZO.
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