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LETTER TO THE EDITOR

Herpes Zoster Ophthalmicus post-botox injection
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To the Editor,

Botulinum toxin type A (BoNT-A) injections
commonly used for both medical and cosmetic pur-
poses are generally classified as low-risk procedures.
However, unexpected complications can occur. We
wish to share a case of Herpes Zoster Ophthalmicus
(HZO) that developed shortly after a BONT-A injec-
tion, suggesting a potential link between BoNT-A and
varicella-zoster virus (VZV) reactivation. A 40-year-
old medically free woman presented to our derma-
tology clinic with a burning sensation over the right
forehead, extending around the right eye and temporal
scalp. Symptoms began five days following a cosmetic
BoNT-A injection. Initial treatment with azithromy-
cin and ibuprofen provided no relief. On examination,
we observed an erythematous, edematous plaque with
crusting localized to the ophthalmic branch of the
trigeminal nerve (Figure 1). The diagnosis of HZO
was made clinically, and she was promptly started
on oral acyclovir (800 mg, five times daily) alongside
topical acyclovir cream. A follow-up visit seven days
later showed marked improvement, with resolution of
symptoms and no further complaints.

HZO is caused by reactivation of latent VZV
within the ophthalmic division of the trigeminal
nerve, often presenting with dermatological and
potentially sight-threatening ocular symptoms (1).
While virus reactivation is classically associated with
advanced age or immunosuppression (2), stressors
such as local trauma or certain medical interven-

tions have been proposed as triggers (3). BoNT-A,

although generally well tolerated, has recently been
associated with cases of HZO and other VZV reac-
tivations (4,5). In our patient, there were no known
risk factors such as immunosuppression, systemic
illness, or recent infections. The onset of symptoms
shortly after BONT-A administration raises suspicion
of a potential association, consistent with similarly
observed patterns in previously documented cases.
Gadient et al. (4) reported HZO in a 72-year-old
woman following BoNT-A injections for chronic mi-
graine, and de Souza et al. (5) described a similar case
in a 43-year-old healthy woman after cosmetic treat-
ment in the upper face. Moreover, Farahmand et al.
(6) documented a case of HZO with encephalitis
post-BoNT-A injection for blepharospasm, empha-
sizing the potential seriousness of such reactivations.
The mechanism remains unclear. Some theories sug-
gest that injection-induced trauma or neurotoxic ef-
fects of BONT-A may compromise neuronal integrity,
creating conditions favorable for viral reactivation (4).
While causality cannot be confirmed from isolated
cases, the repeated emergence of this pattern is note-
worthy and warrants further investigation. We believe
this case reinforces the need for awareness among cli-
nicians regarding rare but significant complications
following BoNT-A injections. Early recognition and
prompt antiviral treatment, as seen in this case, are
crucial to prevent complications such as ocular damage
or postherpetic neuralgia. While BONT-A remains a
valuable therapeutic tool, careful post-procedural
monitoring and patient education about early warning
signs may further reduce associated risks.
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Figure 1. Edematous and erythematous plaque with crustation
over the ophthalmic dermatome.
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