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Bullous varicella in an immunocompetent infant
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DesCripTion
A Moroccan 6-month-old boy with no known 
medical problems or previous drug intake, was 
admitted to the paediatric department with a 2‐
week history of high‐grade fever with subsequent 
eruption of multiple bullous lesions on the entire 
body, unsuccessfully treated with amoxicillin and 
clavulanic acid for 10 days. The lesions started as 
vesicules on the forehead which spread to involve 
the entire body in a span of 3 days. There was no 
history of varicella infection or vaccination but he 
had been in direct contact with his sister, who had 
chickenpox. Physical examination revealed multiple 
tense bullous lesions ranging in size from 6 to 
40 mm in diameter scattered mostly over the trunk, 
neck and face, with multiple erosions in the oral 
cavity (figures 1 and 2). Laboratory investigation 
revealed an absolute monocytosis and increased 
inflammatory markers. Other blood parameters 
were within normal range. Both blood culture and 
sensitivity (C&S), as well as swab C&S taken from 
the ruptured bullous had negative yield. Tzanck’s 
smear was positive for multinucleated giant cells. 
Varicella zoster virus (VZV) IgM antibody titres 
were raised (28.72 NovaTec-Units (NTU)). The 
diagnosis of bullous varicella was performed based 
on family history of chickenpox, clinical and biolog-
ical findings. The patient was treated with acyclovir 
10 mg/kg body weight 8 hourly intravenously for 

10 days with complete healing within 2 weeks with 
slightly atrophic hypopigmented macules.

Chickenpox is a highly contagious airborne 
disease caused by the VZV. Most often benign and 
self-limiting, chickenpox is one of the most common 
childhood diseases. However, varicella continue 
to cause significant morbidity and even mortality. 
Complications include bacterial surinfection, pneu-
monia, meningitis, encephalitis, cerebellar ataxia 
and pain syndromes.1 2 Chickenpox in infants 
may lead to complications when it occurs in-be-
tween the loss of the maternal antibodies and the 
recommended age for vaccination. Atypical clinical 
complications of varicella have been described and 
can be a diagnostic and therapeutic challenge. The 
most frequent cutaneous complication of varicella 
is bacterial surinfection, caused often by Staphylo-
coccus aureus or Streptococcus pyogenes, which can 
accentuate the scarring and rarely lead to staphylo-
coccal and streptococcal toxic shock syndromes.2 A 
severe form of cellulitis and necrotising soft tissue 
infection has been reported following varicella 
which are caused by strains of group A β-haemolytic 
streptococci. Also, some authors reported a possible 
association with the use of non-steroidal anti-in-
flammatory drugs.2 These severe conditions need 
an early and agressive therapy: surgical debride-
ment for the necrotising fasciitis, appropriate 
antibiotic therapy and intensive supportive care. 
However, these complications can be prevented by Figure 1 Bullous varicella.

Figure 2 Large bullae and typical chickenpox lesion 
seen on the skin.
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keeping a good cutaneous hygiene, trimming patient’s finger-
nails, prescribing antihismines for the pruritus, avoiding nonste-
roidal anti-inflammatory drugs and using alternative drugs for 
relief of fever and pain in patients with varicella. Other cuta-
neous complications of varicella include haemorrhagic varicella 
and purpura fulminans.2

Bullous onset of chickenpox as seen in our case is an extremely 
rare manifestation which is more commonly seen in immuno-
compromised children contrarely to our patient who was immu-
nocompetent.2–6 The exact mechanisms by which large bullae 
are formed are not clear, some synergistic effect between the 
infectious agents must occur. It has been suggested that bullous 
lesions result from secondary bacterial infection most commonly 
Staphylococcus.6 It is uncertain which of the two agents has the 
greater contribution to the formation of bullae.

The diagnosis is difficult to make according to the clinical 
presentation. Histological confirmation is rarely necessary, but 
a blood test is available to detect VZV antibodies. Modern 

techniques including PCR have provided new insight into this 
problem, strongly supporting VZV involvement in the develop-
ment of bullae. Vaccination coverage and adequate prophylaxis 
contribute to avoiding complications in the high-risk popula-
tion.7 Early management of patients presenting with chickenpox 
is crucial. Effective treatment with acyclovir, combined with 
hygiene precautions, has proved effective in reducing virus trans-
mission and in preventing the emergence of postexposure cases.
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Learning points

 ► Raise awareness of severe complications which may take 
place following varicella infection, in both immunocompetent 
and immunocompromised individuals.

 ► Highlight bullous varicella as one of the possible cutaneous 
complications of Varicella zoster virus infection which 
presentation might mimic bacterial infection and represent a 
diagnostic and therapeutic challenge.

 ► Adequate prophylaxis, vaccination coverage and early 
management contribute to avoiding complications in the 
high-risk population.
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