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Herpes Zoster Duplex Bilateralis in a Patient with 
Breast Cancer

I n t r o d u c t i o n

Herpes zoster is a relatively common disease and it is
characterized by several groups of painful vesicles with a
characteristic distribution on unilateral dermatomes (1). Cases of
bilateral involvement are rare, and moreover, synchronous zosters
involving two widely separated regions are even rarer (2). The
phenomenon of zoster occurring on two non-contiguous, widely
separated dermatomes has been referred to as zoster duplex
unilateralis or bilateralis, depending on whether one half or both
halves of the body are involved (3). Herein, we report on a case of
herpes zoster duplex bilateralis that occurred in an
immunosuppressed patient who had previously received
chemotherapy for breast cancer treatment.

C a s e  R e p o r t

A 49-year-old female visited the authors’ hospital for an
evaluation of the painful grouped erythematous vesicles on her left
anterior chest and upper back, and this had developed about five
days earlier and then rapidly spread. The lesions showed a band-like
arrangement, and they were noted in the right T4 and left T4 non-
contiguous dermatomes (Fig. 1). The associated features of her
current illness included difficulty sleeping at night because of the
painful rash and a feeling of lethargy during the day. 

She was diagnosed with right breast cancer (Stage II) four years
previously and was treated at that time with breast excision and
lymphnode dissection followed by six cycles of chemotherapy. Her
chemotherapy regimen included 5-fluorouracil, methotrexate and
adriamycin. She had recently visited the Department of General
Surgery for a follow-up evaluation for the breast cancer. There was
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The skin lesion of herpes zoster is classically limited to a single dermatome, and most cases
of multi-dermatomal herpes zoster have contiguous skin lesions. Noncontigous multi-
dermatomal herpes zoster is very rare in both immunocompetent and immunosuppressed
persons. The phenomenon of zoster occurring in two non-contiguous dermatomes has been
referred to as zoster duplex unilateralis or bilateralis. We report here on a case of herpes
zoster duplex bilateralis in a 49-year-old woman who had previously received chemotherapy
for breast cancer treatment.
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Fig. 1. The grouped erythematous vesicles on the left anterior chest (Lt. T4) and both upper back areas (Rt. T4).

Fig. 2. Intraepidermal blisters with ballooning degeneration, reticular degeneration, characteristic intranuclear inclusion bodies and acantholytic
multinucleated giant cells (H&E, A:×100, B:×200).

no sign of recurrence or metastasis.
The results of her complete blood count, serum chemistry,

urinalysis and VDRL and chest PA tests were normal except for a
decreased level of helper/inducer T-cells (CD4, 643/mm3) and
suppressor/cytotoxic T-cells (CD8: 552/mm3). The Tzanck smear
on her left anterior chest showed multinucleated giant cells with
intranuclear inclusion bodies. Histologic examination of the vesicle
lesions on her left anterior chest and upper back displayed
intraepidermal blisters with ballooning degeneration, reticular
degeneration, characteristic intranuclear inclusion bodies and

acantholytic multinucleated giant cells (Fig. 2). For further
evaluation and diagnostic confirmation, polymerase chain reaction
(PCR) was performed for the varicella-zoster virus, and this
consisted of a positive band of 208 bp (Fig. 3). 

Under the impression that herpes zoster duplex bilateralis had
occurred in a breast cancer patient who had previously received
chemotherapy and she had not suffered tumor recurrence, she was
treated with oral administration of famciclovir 750 mg/day for seven
days, and the skin lesions and pain subsided without complications.
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D i s c u s s i o n

Herpes zoster is caused by the varicella zoster virus. Following a
patient’s natural infection or immunization, the virus remains latent
in his/her sensory dorsal root ganglion cells and it replicates later,
traveling down the sensory nerve into the skin (1). The clinical
manifestations are characterized by several groups of painful
vesicles situated unilaterally within the distribution of the cranial or
spinal sensory nerve. Bilateral involvement and recurrence are rare,
and zosters involving two widely separated regions at one time are
even rarer (2). The phenomenon of zoster occurring in two non-
contiguous, widely separated dermatomes has been referred to as
zoster duplex unilateralis or bilateralis, depending on whether one
half or both halves of the body are involved (3). The incidence of
herpes zoster duplex bilateralis is below 0.5% (4). In a review of the
medical English literature over the last three decades, only seven
cases have been reported, two in immunocompetent persons, three

in older persons on oral steroids for treating chronic illnesses and
two in children with cancer (one with lymphoma and the other with
leukemia) (4). Yet there is no previously reported case that occurred
in an immunosuppressed patient who had previously received
chemotherapy for breast cancer, as in the current case.

Patients with malignancy, and especially patients with Hodgkin’s
disease and leukemia, are five times more likely to develop zoster
than others of the same age (5). The other patients who have a
higher incidence of zoster include those with deficient immune
systems, such as the individuals who are immunosuppressed for
organ transplantation, the individuals with connective tissue disease
and those who take agents such as corticosteroids (6). The patient
reported on in this paper had a history of breast cancer and she had
been previously treated with chemotherapy that included 5-
fluorouracil, methotrexate and adriamycinskin. We can speculate
that she was under an immunosuppressed state because of her
previous chemotherapy and not because of tumor recurrence, and
the previous chemotherapy led to her defective cellular immune
response and the development of zoster duplex bilateralis. 

The clinical appearance of these patients is usually identical to
that of typical zoster, but the lesions may be more ulcerative and
necrotic and they may scar more severely (7). Our patient, however,
revealed typical zoster lesions and she healed without complications
such as scars and pain. 

This is the first case reported in the English medical literature in
which herpes zoster duplex bilateralis occurred in an
immunosuppressed patient who had previously received
chemotherapy for breast cancer treatment. Our case illustrates that
herpes zoster can present with bilateral involvement, which is
referred to as zoster duplex bilateralis, in an immunosuppressed
patient. 

Fig. 3. PCR (Polymerase chain reaction) for varicella-zoster virus
showing a positive band of 208 bp.
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