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Correspondence
Primary varicella zoster virus infection-related
hemiparesis and fatal neurological complications in an
immunocompetent girl
Hemiparesis associated with primary varicella zoster virus (VZV)
before eruption of rashes and within 10 days of infection has not been
reported so far. VZV is sustained in the population almost exclusively
through human-to-human transmission.1 Although the Indian Academy
of Pediatrics (IAP) recommends dual VZV vaccination at 15 months
and at 4–6 years of age,2 uptake of the vaccine through private
healthcare providers is low. It has been estimated that 0.01%–0.25%
of patients with VZV develop neurological complications.3 Almost
half of childhood hemiparesis has been associated with VZV. The
middle cerebral artery (MCA) is reported to be involved in a majority
of cases.4–7
An 8-year-old immunocompetent girl from a poor socioeconomic
background presented to our tertiary care hospital with fever, rashes
and hemiparesis. The patient presented to the emergency department
on 27 November 2016, with a history of fever since 21 November. The
patient developed malaise with slight weakness on the right side on 22
November. On 23 November, she developed sparse rashes over the
face and abdomen. On 24 November, she developed headache, neck
pain and high-grade fever, followed by right-sided hemiparesis with
deviation of the right angle of the mouth; she was unable to talk
(dysarthria) and walk and she had altered sensorium. There was no
history suggestive of an immune-compromised state. She had a pulse
rate of 76/minute, respiratory rate of 32/minute, blood pressure 90/70
mmHg and weighed 25 kg. No pallor, icterus, clubbing, pedal oedema,
facial puffiness or lymphadenopathy was present. The Glasgow coma
scale (GCS) score was 11 at admission, which became 7 on day 3 of
hospitalization. Both pupils were semi-constricted and reacting
sluggishly to light, neck rigidity was absent, muscle tone was slightly
increased bilaterally, deep tendon reflexes were normal, superficial
abdominal reflexes were absent and plantar reflexes were recorded as
bilaterally extensor (which may be due to irritation of the central
nervous system). She had weakness on the right side with power of
both the right upper and lower limb 2+, whereas the left side had normal
5+ power.
We followed the guidelines of the IAP for the treatment of patients
with acute encephalitis syndrome8 and started with paracetamol,
azithromycin, phenytoin, ranitidine, acyclovir, vitamin B, vitamin A
and vitamin K. The patient was put on synchronized intermittent
mechanical ventilation (SIMV). Her investigations revealed a
haemoglobin of 10.8 g/dl, total leucocyte count of 5100/cmm and a
platelet count of 263 000/cmm. Her blood urea at admission was 64.5
mg/dl with a serum creatinine of 0.72 mg/dl. Her aspartate
aminotransferase and alanine aminotransferase levels were normal.
Her cerebrospinal fluid (CSF) examination was non-contributory
(normal pressure, clear fluid, leucocyte count 4 cells/cmm, glucose 114
mg/dl, protein 35.2 mg/dl). The CSF analysis was not suggestive of
bacterial infection. Her arterial blood gas values showed hypoxaemia
(Table I). On day 4 of admission, her condition suddenly deteriorated
and she died. The cause for deterioration was not apparent. Her rapid
diagnostic tests for HIV I/II antigen, hepatitis B surface antigen,
Salmonella typhi IgM and IgG and malaria antigen were negative.
Serological and genomic assays used for the diagnosis of encephalitic
viral/bacterial infections tested negative, except the anti-VZV IgM
antibody (serum as well as CSF) and VZV polymerase chain reaction
(fluid and scrapings from the lesions).9 Although computed tomography
(CT) scan is recommended before lumbar puncture (LP) in a patient

TABLE I. Laboratory parameters of the patient
Arterial blood gases
pH
pO2 (mmHg)
pCO 2 (mmHg)
Na+ (mmol/L)
K+ (mmol/L)
Ca++ (mmol/L)
–
HCO 3 (standard) (mmol/L)

At admission
7.41
31
46
139
3.9
0.98
21.3

Day 2

Day 3

Day 4

7.45
7.32
7.27
23
47
42
63
42
174
144
152
156
3.3
3.3
4
0.79
0.98
0.89
19.4
22.6
19.4

with altered sensorium, it is delayed in patients with clinical signs of
raised intracranial pressure (ICP). This patient had no papilloedema
or other signs of raised ICP and she could not be shifted to another
centre as she could have required ventilation support. Hence, an LP
was performed as per the protocol on the day of admission (day 1).
Primary VZV infection or reactivation of the virus can cause
haemorrhagic/vasculopathic complications in cerebral tissue.3–6,8
Symptoms such as hemiparesis and deviation of angle of mouth on the
same side are indicative of MCA stroke-like pathology, which has
been reported in many cases.5 The patient was put on SIMV
immediately after admission; the GCS scores did not improve
subsequently and hence she could not be taken for magnetic resonance
imaging or CT assessment. The absence of this information remains
a limitation of this report.
VZV virus can cause hemiparesis/hemiplegia and a rapidly
progressive fatal complication. In a case of otherwise unexplained
childhood hemiparesis/hemiplegia, a suspicion of VZV infection and
subsequent treatment may prove life-saving. Vaccination against VZV
during childhood and/or before visiting endemic regions is advisable.
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Grey

white). Depending on how one interprets the matter that falls in this
grey area can be right, or wrong. Some years back, one of my friends
had argued, ‘there is nothing wrong in a sponsored trip to a continuing
medical education (CME) event, after all, the pharmaceutical companies
depend entirely on our support for their survival and success’.
According to his reasoning, it is nearer the white end of the band, and
to mine, it was nearer the black end. To give another example, a 75yearold underwent a stress test as his resting electrocardiography had
shown minor ST-T changes. The stress test was positive at high
exercise levels. He was advised an angiogram. Despite my telling him
that it is not necessary to do the procedure as it is likely to show blocks
(as it would be in most of us as we grow old), he got his angiogram done,
which showed double vessel disease. Despite being asymptomatic, he
went through the procedure and got stents placed. He became a lifelong
patient.
Thus, this grey area can be used for a patient’s disadvantage or to
the doctor’s and more specifically, to the institution’s advantage.
There is money in doing procedures. The breed of doctors who say,
‘you don’t need surgery or intervention’ is becoming less and less as
more and more privatization takes place in the health sector.
Many of the panelists felt the dire need to strengthen the public
sector health delivery system as a means of making more doctors to
inch closer to the whiter side of the grey zone. Ultimately, whether one
works in the private or public sector, it is left for each of us to decide
where we want to be in this zone.
I will end this with what an old doctor friend told me many years
ago, ‘I am honest because I don’t know how to be dishonest.’
Today it appears, one is not taken amiss if one says, ‘I am dishonest
because I don’t know how to be honest.’

I am a regular reader of The National Medical Journal of India (NMJI),
and I read the journal from the back to front. There are a few reasons
why I do this. The front-page articles and papers are often full of
statistics and other details which my old (grey) brain refuses to
understand. In these, I end up reading the introduction and conclusion.
Whereas in the back pages, I find material that is more interesting and
easier to understand and thus hold my undivided attention. These
pages also cover a wider range of topics.
Professor Mani’s Letter from Chennai is one such, and those of us
who worry about healthcare delivery and related issues can easily
understand and share his concerns. He dwelt on a public discussion on
the subject of healthcare corruption in India that took place at
Chennai.1 The panelists were all distinguished persons of proven
integrity. Dr Mani writes that the hall which caters for 230 was
overflowing! This in itself is quite remarkable. Whether it is the
reputation of the panelists or the topic that drew such an overflowing
audience is difficult to guess. My own impression is that it is the
former. Why am I surprised? When an issue of civic importance such
as solving a traffic problem or keeping the area clean is to be discussed,
I have found it difficult to fill even a small hall catering to 50 persons.
In contrast, the appearance of a star cricketer or film star would attract
a crowd.
So, should I say the distinguished panelists have achieved this
status in the eyes of Chennai public? Whatever may be the reason, it
was a pleasure to know of such audience participation.
The word grey appeared several times in the discussion. The word
grey when used as a noun denotes a colour, an in-between shade of
white and black, I believe a very unpopular one at that. When used as
an adjective it has a different meaning. My hair turned grey when I was
in my mid-thirties. Suddenly, I found young women not much younger
than I, addressing me as ‘uncle’. This did some damage to my ego,
though to some extent compensated by others calling me ‘sir’.
Coming back to the adjective grey when used as the panelists did,
means an area between what is wrong and what is right (black and
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