
A 49-year-male, normotensive, euglycemic, pre-
sented with severe painful fluid filled lesions over 
right half of abdomen and back of 2 days duration. 
On clinical examination, there were multiple grouped 
vesicles and bullae with erythematous base present 
in a dermatomal distribution (T10 dermatome) over 
right half of abdomen and back not crossing mid-
line (Figure 1A). At several places, large flat bullae 
with gangrenous changes as well as ulcers with 
gangrenous bases were present. His routine labora-
tory tests including human immunodeficiency virus 
(HIV) testing was unremarkable except for mono-
cytosis of 20% (normal range 2-8%). Diagnosed as 
gangrenous herpes zoster (HZ), he was treated with 
valacyclovir (ValtrexTM GlaxoSmithKline, Ontario, 
Canada) 1g TID for 1 week, methylcobalamine 
(MethycobalTM, Eisai, Co., Ltd., Tokyo, Japan) 500 
mcg TID, diclofenac (Emifenac,TM Global Pharma, 
UAE) 50 mg on need basis, amoxclav (Meg-
amoxTM, Jazeera Pharmaceutical Industries, KSA) 
1g BID for 3weeks and regular antiseptic dressings. 
At 4 weeks follow up, all lesions had healed with 
atrophic scarring and dyspigmentation at some places 
(Figure 1B).  

HZ is a viral disease caused by varicella-zoster 
virus which affects the skin and nerves in a typical 
zosteriform distribution along the distribution of the 
nerve.1 Clinically, it is characterized by painful 
grouped vesicles and bullae that are present in a uni-
lateral distribution usually not crossing the midline 
with associated neuralgia.2 In healthy and immuno-
competent cases, this condition is mainly self-limit-
ing without complications. On the contrary, a cohort 
of patients with HZ may develop complications like 
ophthalmic, visceral, cutaneous, or neurological 
complications. Such patients include old age (age 
more than 60 years), immunosuppression (patients 
taking systemic steroids or immunosuppressant 
drugs), HIV/acquired immune deficiency syn-
drome, malignancy, diabetes, chronic renal disease, 
renal transplant, lupus erythematosus, etc.2-4 How-
ever, in our case, the patient was otherwise healthy, 
with no evidence of immunosuppression/malig-
nancy or diabetes. Gangrenous HZ should be dif-
ferentiated from hemorrhagic HZ; in the latter the 
contents of vesicles and bullae are hemorrhagic while 
in the present case the contents were clear or straw 
colored. Hemorrhagic HZ has been described in pa-
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FIGURE 1A: Multiple grouped vesicles and bullae with erythematous base present in 
a zosteriform distribution over right half of abdomen with several gangrenous lesions

tients having severe thrombocytopenia 
(<10,000/mm3), immunosuppression, or taking anti-
coagulant drugs.5 However, our patient was not hav-
ing any of these features. This case highlights the 
importance that gangrenous HZ can occur in im-
munocompetent patients as well.  

Written informed consent was obtained from the 
patient. 
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FIGURE 1B: At 4 weeks follow up, lesions have healed with scarring and dyspig-
mentation at some places. 
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