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Introduction:

Although varicella pneumonia is rare, but it is the most seriously 
evoked complication of varicella infection in adults. The incidence rate 
of respiratory complications of varicella infection in adults are almost 
25-fold more prevalent than in children. Although varicella in adults 
accounts for only 2% of all chickenpox cases, it may eventually lead 
to death [1-3]. To date, only a few case series and other retrospective 
analysis have been conducted to describe the very complicating fea-
tures of this condition. We present a case of varicella pneumonia in an 
immunocompromised woman presented with dry cough, hemoptysis 
and positive radiological findings. 

Case Presentation:

A 29-year-old, non-pregnant, non-smoker female who is a known 
case of Crohn’s disease was referred to the Infectious Disease Depart-
ment of Imam Khomeini hospital in February 2010. She complained of 
progressive dyspnea, severe cough and fever in the last two weeks. 
She had no history of a prior chickenpox; however, she mentioned a 
history of contact with a patient with active varicella zoster infection. 
Within the last 6 months, she received combination therapy for Crohn’s 
disease composed of azathioprin (100 mg daily), mesalamine (Asacol; 
2400 mg daily) and prednisolone (10 mg daily). Subsequently and con-
current with fever, the diffuse upper body rashes began to appear ac-
companying nausea, dyspnea, cough and hemoptysis in the last two 

weeks before attendance. She had also noted epigastric tenderness 
with intermittent diarrhea in the last week. At the same time, she suf-
fered from severe fatigue, weakness and pruritis. On examination, she 
looked unwell with diffuse purpuric maculopapular and somewhat 
crusted rashes over her face, neck and torso. She was agitated and 
feverish. Abdomen was quite tender in the epigastric region. Organo-
megally was not detected on examination. Lower limb forces were de-
creased and reported as 3/5 on examination, while upper limb forces 
were normal (5/5) in both sides.
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Summary of the Case

A 29 year-old immunosuppresed woman who is a known case of Crohn’s disease, was referred to the Infectious Disease Department of Imam 
Khomeini hospital in February 2010. She complained of progressive dyspnea, severe cough and fever in the last two weeks. She had a history of 
contact with a patient with active varicella zoster infection. Within the last 6 months, she received combination therapy for Crohn’s disease com-
posed of azathioprin, mesalamine and prednisolone. Subsequently and simultaneous with fever, the diffuse upper body rashes began to appear 
accompanying nausa, dyspnea, cough and hemoptysis in the last two weeks before attendance. The chest radiograph revealed predominant 
noduloreticular pattern of the posterior and inferior zones. The diagnosis of varicella zoster infection has been established via skin biopsy from 
the abdominal wall. Intravenous acyclovir was started and she started to improve over the next few days. Acyclovir has been administered for one 
week. As her symptoms eventually began to improve, she was discharged on day 14 and subsequently remained symptom free.
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Figure 1: Diffuse maculopapular and crusted rashes over the face 
and neck.
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The chest radiograph revealed predominant noduloreticular pattern of 
the posterior and inferior zones. The diagnosis of Varicella zoster infec-
tion has been established via skin biopsy from the abdominal wall. 
Since the patient suffered of anemia and thrombocytopenia, bone 
marrow aspiration and biopsy has been performed and reported as 
normal. Viral markers including HIV (Enzyme immunoassay), HBS Ag 
and Anti HCV were not reactive. Her lab data is shown in the follow-
ing table. 

Discussion:

Varicella pneumonia has been estimated to occur as one in 400 cases 
of chickenpox infection [4]. There is no sex predilection and immuno-
suppressive conditions may predispose patients to get varicella pneu-
monia. In fact, the course of varicella seems to be more aggressive in 
immunosuppressed hosts such as HIV infected and patients with organ 
transplant, than normal persons [5-7]. 

Our patient had taken high doses of anti-inflammatory drugs for the 
last 6 months, and this may account for high severity of both her skin 
rashes and respiratory condition. Respiratory complications seem to 
occur through the bloodstream rather than the local extension; there-
fore, suppression of cell-mediated immunity could have provoked 
development of varicella pneumonia in susceptible individuals [5, 8]. 
Radiologic findings often include patchy or diffuse consolidation and 
nodular shadowing, while pleural effusion and hilar lymphadenopathy 
are of less prevalence [9]. Bronchial vesicular lesions have also been 
reported in bronchofiberscopy of patients with varicella pneumonia. It 
has been shown that chickenpox may be associated with a restrictive 
pattern of lung disease in acute and recovery phases. In addition to 
pneumonia, arthritis, encephalitis and secondary bacterial infections 
of the skin include other varicella complications [10-12].

In the present patient, liver dysfunction, anemia, thrombocytopenia 
and glomerulopathy were documented. It is not obvious whether 
chronic inflammatory diseases such as Crohn’s disease could have 
facilitated the development of above mentioned conditions. For ex-
ample, one possible explanation for observed glomerulopathy is that 
prolonged inflammatory condition due to inflammatory bowel dis-
ease might have resulted in the formation of immune complexes and 
their subsequent precipitation in glomerular membranes. Moreover, 
reduced force of the lower limbs could have been related to the tran-
sient electrolyte dysregulation such as hypokalemia; however, this ex-
planation has never been documented. These conditions might have 
evolved as a result of respiratory dysfunction and acute inflammatory 
state. 

Although no randomized control trials have been conducted to pro-
vide evidence for the use of acyclovir in varicella pneumonia, it has 
become standard therapy for patients with or at risk of developing 
complications. The necessity of its use via IV route is also appreciable 
in complications such as pneumonia, particularly in immunocompro-
mised patients. Moreover, to prevent potentially refractory respiratory 
failure in such patients, maximum ventilatory support is recommend-
ed. To avoid development of such severe complications in immunosup-
pressed patients, varicella zoster immunoglobulin is offered for those 
with a history of contact with a varicella infection resource [1, 5, 8].
To avoid development of varicella zoster infection complications such 
as life-threatening pneumonia especially in adults, a high degree of 
suspicion is needed. Clinical presentations of these patients in com-
bination with accurate paraclinical assessments, particularly simple 
radiographies, may aid the clinicians to timely diagnose varicella pneu-
monia and limit the involvement via initiation of appropriate antiviral 
regimens, in this case acyclovir. 

Soon after the diagnosis of chickenpox has been confirmed, intrave-
nous acyclovir 10mg/kg was started 8 hourly and she started to im-
prove over the next few days. Intravenous acyclovir has been adminis-
tered for one week. Her chest radiographic findings and hematological 
markers returned to normal within a week, the fever resolved and skin 
lesions began to fully crust and disappear. The patient was discharged 
on day 14 and subsequently remained symptom free.

Urinary analysis  
and Urine Culture

Full Blood Count* Serum Enzymes and 
Rheumatologic Markers

Liver Function 
Test

Blood Macroscopic
White  

Blood Cell

6500 
cells/

ml

Lymph=10%
CPK 438 lu/l Alt

346 
lu/LNeutr=90%

Protein Trace
Platelet 
count

44000 cell/ml LDH 1921 lu/l Ast
396 
lu/ L

Urine 
Culture

No Growth Hemoglobin 11.1 gr/dL ANA 0.5 U/ml Alp
538 
lu/L

Figure 2: Chest X-ray revealed noduloreticular pattern in both lungs.

Table: Lab data.

* Reticulocyte count was reported 0.6%. 
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