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Editorial: Herpes zoster ophthalmicus and AIDS
AIDS is a new disease, first described in 1981,' of
obscure origin, most likely from Africa, which is
rapidly establishing itself throughout the world. It
has many parallels with the early days of syphilis in
that it has allegedly been imported by travellers from
a little-known continent, is mainly spread by sexual
promiscuity, and is a multisystem disease that is
untreatable, leading inexorably to insanity and
death. The causative agent has been identified as a
retrovirus now called HIV (formerly HTLV III). It
was first described in a small group of young adult
American male homosexuals with pneumocystis
pneumonia and Kaposi's sarcoma, with a proclivity
for opportunistic infections. The ophthalmologist
tends to see the disease in its later stages, when the
typical retinal changes of the opportunistic infections
occur, namely cytomegalovirus, toxoplasmosis,
candidiasis, and other fungal infections. Cotton-wool
spots are perhaps the commonest manifestation and
are probably due to early cytomegalovirus infection.2
Sadly most patients die shortly after referral to the
ophthalmologist despite vigorous efforts to treat
their infections.
The number of patients with positive serology for

HIV is expanding considerably in central Africa, and
figures as high as 20% have been quoted on random
testing.3 There has been some controversy over why
this is so. Some say it is due to reusing contaminated
needles and syringes in these communities,4 but the
majority that it is due to heterosexual promiscuity.5
The disease has a very long incubation period of

four years and more. Furthermore, many patients
may show positive ELISA testing and be asympto-
matic (pre-AIDS). It is not known what will happen
to this group of patients. Some we know go on to
persistent generalised lymphadenopathy and florid
AIDS, but as for the rest time alone will tell. Very
early cases of AIDS have been described as showing
herpes simplex, herpes zoster, and tuberculosis.67
Herpes zoster on the other hand is an old disease,

well known in antiquity, and, although common in
Western countries among older people, it has
formerly been seen sporadically in Africa. Most
herpes zoster occurs in healthy people, though a very
small proportion of cases are in younger, immuno-
compromised patients (systemic zoster).' In these
cases the rash will often spread to the rest of the body,
the pain and complications tend to be more severe,
and the response to intravenous acyclovir is better.9

In this issue of the BJO a number of cases are
reported of young apparently fit patients with herpes
zoster ophthalmicus and positive ELISA tests for
HIV. A further interesting finding is peripheral
retinal perivasculitis and sheathing. Although this is
well described pathologically in ophthalmic zoster, it
is rarely seen clinically. The rash and ocular compli-
cations are described as more severe than usual in this
group of patients, though it must be said that the
group of patients compared against them were not in
any way comparable. It must remain a matter of
opinion, but it may be questioned whether the ocular
complications were adequately treated with topical
steroids.
The position of acyclovir, whether topically,

orally, or intravenously in these patients, is rather
unsure. It is difficult to achieve adequate safe thera-
peutic blood levels, and the drug is expensive,
especially for routine use in the Third World.
While it is clearly neither practical nor appropriate

to check for HIV in every patient with ophthalmic
zoster under the age of 40, we must bear it in mind
when examining vulnerable groups of patients in this
country, namely, promiscuous homosexuals (and
now heterosexuals) and intravenous drug abusers.

RJM
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