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ABSTRACT 

Tuberculosis is an infectious disease; it has a variable degree of presentation, most often pulmonary while the 

extrapulmonary location is dominated by lymph node involvement, especially cervical. On the other hand, 

herpes zoster results from the reactivation of the virus that causes varicella. Here, we report the case of 

cervicofacial herpes zoster complicating ganglion-pulmonary tuberculosis in a 19-years-old female patient with 

a history of varicella during childhood, who presents bilateral lymphadenopathy, the diagnosis of pulmonary 

and lymph node tuberculosis is confirmed by histology, she has treated with anti-tuberculosis drugs and the 

evolution was marked by the presence of lymphadenopathy and the appearance of cervicofacial herpes zoster. 
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1. INTRODUCTION 

Tuberculosis remains a major infectious scourge, particularly in developing countries. In 25% of cases, the 

location of tuberculosis is extra-pulmonary, the cervical lymph node involvement of which is the most frequent. 

Tuberculous lymphadenopathy is most often unilateral, single, and isolated. Cervical localization is by far the 

most frequent [1-3]. Lymph node tuberculosis is an advanced form of tuberculosis, always preceded by a 

primary pulmonary infection. The causative bacterium is called Mycobacterium tuberculosis or Koch's bacillus 

[1].  
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On the other hand, herpes zoster infection is a painful rash along a nerve or nerve ganglion. These rashes occur 

as a result of the reactivation of the virus that causes varicella [4]; the varicella-zoster virus (VZV) most often 

affects the chest or face. We report the case of ganglion-pulmonary tuberculosis complicated by cervicofacial 

herpes zoster. 

2. CASE REPORT 

Four months ago, a 19-years-old patient with a history of normochromic normocytic anemia, varicella during 

childhood, suffers from dyspnea stage 3; productive cough, weight loss, night sweats, right and left 

submandibular swelling.  

On clinical examination, we find lymphadenopathy of the territory 2 and 3 bilateral, mobile to the two planes, 

painless, and the largest of which on the left measures nearly 2 cm. The rest of the clinical examination was 

unremarkable.  

Radiologically, the chest x-ray showing a left para-hilar opacity; Thoracic CT had demonstrated heterogeneous 

supra and subdiaphragmatic polyadenopathies with pulmonary parenchymal involvement and nodular 

splenomegaly, suggesting primarily granulomatous involvement with the cervical ultrasound showing bilateral 

polyadenopathy of territory 2 and 3. In addition, the search for BK in the sputum is positive.   

Histologically, a cervicectomy was performed, suggesting an inflammatory granulomatous necrotizing reaction 

compatible with a tuberculous origin. The diagnosis of pulmonary and lymph node tuberculosis was retained. 

The anti-tuberculosis treatment was started according to the 2RHZE and 7RH protocol. The evolution was 

marked by the persistence of the right and left cervical lymphadenopathies; a cervical-thoracic-abdominopelvic 

CT (figure 1) for control showing supra and sub-diaphragmatic lymphadenopathy with hepatomegaly and 

nodular splenomegaly forming part of a granulomatous involvement, cervical ultrasound shows hypoechogenic 

globular polyadenopathies including only one partially calcified of the right basi cervical site, and the 

appearance of vesicular lesions (figure 2), suggesting primarily a right cervicofacial zoster on the same side 

lymphadenopathy. 

 

Figure 1: Cervical-thoracoabdominal axial CT scan. 
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Figure 2: Clinical photograph showing vesicular lesions. 

3. DISCUSSION 

Infection of the human body with VZV consists of three phases starting with the primary infection where the 

virus enters the body through the lining of the upper airways (nasopharynx) and oropharynx. It multiplies and 

then spreads in the body by a first viremia.  The virus replicates locally in the respiratory tract and the lymph 

nodes, then reaches the reticuloendothelial system. The specific immune response develops, a second viremia 

disseminates the virus in the whole organism and brings it to the level of the skin (vesicular lesion appears), the 

latency phase follows the recovery of varicella. It is characterized by the persistence of viruses in the sensory 

ganglia of certain spinal nerves and or cranial and settles in a quiescent state. The mechanism by which the virus 

remains in the latent state is very imperfectly known [5]. In this phase, there is no clinical manifestation. The 

virus reactivation phase occurring due to immune deficiency is common in elderly subjects and in pathological 

situations affecting the immune system [6,7], such as in our case, tuberculosis, which leads to a decrease of 

immunity. It is transmitted by the sensory nerve to the epidermis to give localized shingles infection. 

Concerning the relation between herpes zoster and tuberculosis, ARVID WALLGREN concluded that 

tuberculosis in one way or another predisposes to herpes zoster by the action of its toxins on the spinal ganglia. 

In a group of 10 patients, 7 cases present with tuberculosis disease or infection, and the remaining 3 cases which 

were tested for tuberculin were not attempted [8]. The frequency of herpes zoster in tuberculosis patients was 

demonstrated in 21 autopsies. HEAD and CAMLBELL encountered 5 times extensive pulmonary tuberculosis 

and 5 times milder tuberculosis lesions [9]. ARNSTEIN finds that in half of the cases where the autopsy reveals 

an alteration of internal organs, there is a combination of herpes zoster with tuberculosis. He believes that the 

chronic irritation of the spinal ganglia by tuberculous toxins promotes the outbreak of disease [10]. 

MAGNUSSON, from REYKAVIK further expresses the opinion that tuberculosis or tuberculosis toxins can 

give rise to herpes zoster infection [11]; Furthermore, ARVID WALGREN believes that the herpes zoster 

pattern corresponding to the location of the tuberculous lesions shows that the majority of his patients had the 

same site of herpes zoster as the tuberculous lesions. 

4. CONCLUSION 

The association of herpes zoster infection and tuberculosis has already been mentioned in some studies; 

moreover, its cervicofacial location and a lymph node form of tuberculosis have been reported in our case.  



 

24 
 

Many studies have described herpes zoster infection complicating tuberculosis. However, and to the best of our 

knowledge, an association of cervicofacial herpes zoster and lymph node form of tuberculosis hasn't been 

reported yet in the literature, hence the rarity of our case. 
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