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Abstract
Chickenpox, an infection of childhood with vesicular skin rash, is caused by varicella-zoster virus (VZV). Although the infection
is rare in adults, it can cause serious complications Varicella pneumonia is the most encountered complication. In this report, a
VZV pneumonia case in a previously healthy adult is presented. The patient was treated with early intravenous acyclovir and both
clinical and radiographic recovery has been observed.
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Introduction
Varicella is presented by vesicular rashes and fever,
and is usually a mild, self-limiting disease in pediatric
group. But it may occur in infants, pregnant women
and in immunocompromised individuals, including HIV
patients. Globally, on average, 4.2 million cases of severe
varicella result in hospitalisation or death each year.
Prior to widespread usage of vaccines against varicella
in temperate high-income countries, 13–16 cases of
varicella per 1000 population occurred annually, mostly
affecting children aged 1–9 years. In these settings, more
than 90% of the population are infected with varicellazoster virus (VZV) before adolescence.1 Secondary
bacterial infection of skin, encephalitis, hepatitis, and
reye sendrome pneumonia are major complications
of varicella infection.2 Despite appropriate treatment,
varicella pneumonia can cause 10%–30% mortality.3
Varicella infection in an immunocompetent female
patient is represented in this case report.
Case Report
A 27-year-old female presented with a 2-day history
of dyspnea and pleuritic pain. She had exanthematous
vesicular rashes and fever that had started 2 days prior to
the respiratory symptoms. She was not a smoker and her
5 years old son had chickenpox a week ago.
Physical examination revealed subfebrile body
temperature of 37.3°C, 120/80 mm Hg systolic/
diastolic pressure, heart rate of 88/minute, widespread
crepitations in the lower lung fields and rhonchi, and

multiple vesicles, pustules and crusty skin lesions
including scalps (Figure 1). Other physical examination
findings are normal. Laboratory studies showed WBC:
8200/mm3 (neutrophil 58%, lymphocyte 22% and
monocyte 15%) , hemoglobine 12.8 g/dL, thrombocyte
220 000/ mm3, CRP value of 5 mg/L and sedimentation
of 35 mm/h. Chest X-ray revealed interstitial infiltrates
in both lungs (Figure 2). Arterial blood gases were
consistent with hypoxemic respiratory failure (pH of:
7.46, pCO2: 33.2 mm Hg, pO2: 65 mm Hg ,SO2: 93%).
HIV testing was negative. High-resolution computed
tomography (CT) showed numerous ill-defined
centrilobular nodules, randomly distributed in both lungs
with surrounding ground-glass attenuation (Figure 3).
The diagnosis of varicella pneumonia was made, and in
addition to supportive treatment, intravenous acyclovir
(10 mg/kg every 8 hours), ampicilline/sulbactam were
promptly initiated before serological results of varicella
were obtained. Serum varicella IgM and IgG were found
positive in follow up period. Excellent clinical evolution
was documented. After 2 weeks of therapy, the patient
was discharged fully recovered. Disapperance of the
nodules and interstitital infiltration was detected in high
resolution-CT one month after the treatment (Figure 4).
Discussion
Although varicella infections mostly have good prognosis,
varicella infections can cause complications in adults
especially immunocompromised patients. Secondary
bacterial infections of the skin (50%), pneumonia
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Figure 1. Multiple Vesicles, Pustules and Crusty Skin Lesion.

Figure 4. Disapperance of the Nodules and Interstitital Infiltration
in High Resolution-CT 1 Month After the Treatment.

Figure 2. Interstitial Infiltrates in Both Lungs.

Figure 3. Numerous Ill-Defined Centrilobular Nodules, Randomly
Distributed in Both Lungs With Surrounding Ground-Glass
Attenuation.

(13.5%), and neurological complications (8.4%) are the
most prevelant complications in children. While in adults,
pneumonia (43.4%), thrombocytopenia (22.2%), and
secondary bacterial infections of the skin (14.8%) are
the most prevelant.4 Pneumonia complications have high
mortality rate. Incidence of pneumonia in adults (0.321.36 /100 000/year) is 25 times higher than in children.5
Varicella pneumonia usually presents 1–6 days after
the onset of the rash and is associated with tachypnoea,
chest tightness, cough, dyspnoea, fever and occasionally
with pleuretic chest pain and haemoptysis. However,
chest symptoms may appear before skin rash eruption.6
İn our case report, the patient had fever, sputum, cough,
and shortness of breath 2 days after the onset of rash.
The risk factors for acute lung injury due to varicella
infection are as the following: male sex, beeing an
adult, smoking, greater than 100 skin lesions, pregnancy
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and close contact with an infected person or any
immunosuppression states.6 İn our case, there was
history of contact with index case, but no history of
immunocompromisation or pregnancy. She had severe
rash and number of skin spots were greater than 100.
Varicella pneumonia is diagnosed on the basis
of contact with index case, history, and radiological
findings.7,8 High-resolution CT showed numerous illdefined centrilobular nodules 5–10 mm, randomly
distributed in both lungs with surrounding groundglass attenuation.9 In our case, radiologic findings
were consistent with previous reports. Kaaniche et al
presented a varicella pneumonia patient with 5–10 mm
diameter nodules. Most of them were round edged and
surrounded by diffuse ground glass. They also reported 2
right pneumatoceles which were not previously reported
in patients with varicella pneumonia. These features can
be related to the varicella pneumonia itself, but may also
be explained by consequences of mechanical ventilation.6
Diagnosis was made by high resolution tomography and
serological findings. It is accepted by most of physcians
that treatment with high dose intraveneous acyclovir in
life threating varicella pneumonia increases prognosis.10–12
In our case, we started intravenous acyclovir immediately
after radiological and clinical evaluations. Because of
the risk of secondary bacterial infection, ampicilline/
sulbactam treatment was added. In other case, early
antiviral treatment of varicella pneumonia with acute
respiratory failure leading to mechanical ventilation
finally had good prognosis.6
As a result, varicella pneumonia must be considered
in varicella patients with symptoms of cough, shortness
of breath and sputum. Radiological and laboratory
evaluations should be done immediately. As varicella
pneumonia has high mortality in adults, acyclovir
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treatment must be initiated as early as possible. In our
case, early diagnosis and treatment gave us a satisfactory
result.
It has been suggested that universal infant
immunisation against varicella would not be possible in
low or middle income countries, and high-risk groups
such as immunocompromised individuals or healthcare
workers should be targeted for vaccination instead. But
here again, more epidemiological data would be needed
to inform such decisions. Furthermore, if the rates of
VZV complications and/or hospitalisation were found
to be high, it would provide strong evidence for wider
accessibility of drugs such as acyclovir.1
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