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aricella is a common and extremely con-
tagious disease in childhood but it is rare 
in adults especially in the elderly. It tends 

to be more severe, even fatal in adults.1-5 Both RA 
and the disease-modifying anti-rheumatic drugs 
such as methotrexate, anti-tumor necrosis factor-α 
(TNF-α) and corticosteroids are responsible for 
increased infection risk in patients with RA.4-7 It is 
reported that patients treated with methotrexate and 
corticosteroids are more susceptible for dissemi-
nated varicella.2,5,7,8 Therefore, early treatment with 
antiviral agents can prevent this life-threatening 

disease. We presented a case of nosocomial 
varicella zoster virus (VZV) infection in the form of 
chickenpox in a 67 years old woman who had RA 
for 15 years.  

Case Report 
A 67-year-old woman was admitted to our 

outpatient clinic of physical medicine and 
rehabilitation with the complaints of persistent 
arthralgia and morning stiffness. She had a 15-year 
diagnosis of RA and she was on treatment with 
methotrexate 7.5 mg weekly for 5 years and 
prednisolone 5 mg daily for 2 months. On the day 
of admission physical examination revealed 
swelling, pain and warmth on shoulders, wrists, 
metacarphophalangeal joints, knees, and ankles. 
She had typical swan-neck deformity and Z-
deformity at the the thumb and ulnar deviation 
(Figure 1).  
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Abstract 
Varicella is a common and extremely contagious disease in 

childhood. The course of infection is usually mild to moderate in 
children but it may cause serious complications especially in immuno-
supressed adults and children. We presented a case with nosocomial 
varicella zoster virus infection in the form of chickenpox in a 67-year-
old woman with rheumatoid arthritis (RA) for 15 years who was on 
treatment of methotrexate and prednisolon. The patient was treated 
with acyclovir and not only varicella infection but also physical 
findings and symptoms of RA improved. 

Key Words: Arthritis, rheumatoid, chickenpox, methotrexate, acyclovir 

Turkiye Klinikleri J Med Sci 2006, 26:689-692 

 Özet  
Su çiçeği enfeksiyonu, çocukluk çağında sık görülen ve oldukça 

bulaşıcı bir hastalıktır. Çocuklarda hastalığın seyri genellikle hafif-
orta şiddettedir fakat immünsupresif çocuklarda ve erişkinlerde ciddi 
komplikasyonlara yol açabilir. Bu yazıda metotreksat ve prednisolon 
tedavisi alırken nozokomiyal su çiçeği enfeksiyonu gelişen 67 yaşın-
da, 15 yıllık romatoid artrit olgusunu sunulmaktadır. Hasta su çiçeği 
enfeksiyonuna yönelik asiklovir tedavisi almış, tedavi ile enfeksiyon 
bulguları yanında romatoid artrite ait aktivasyon bulgularında da 
gerileme gözlenmiştir.  

Anahtar Kelimeler: Romatoid artrit, su çiçeği, metotreksat, asiklovir 

 

 



 
Özdolap ve ark. Fiziksel Tıp ve Rehabilitasyon 

 

 Turkiye Klinikleri J Med Sci 2006, 26 690

Laboratory results were as follows: Erythro-
cyte sedimentation rate (ESR) 91 mm/h (0-20 
mm/h), C-reactive protein (CRP) 79 mg/L (0-5 
mg/L), rheumatoid factor 612 IU/mL (normal 
<9.6 IU/mL), hemoglobin 10.0 g/dL (12-18 g/dL) 
and hematocrit 30.3% (37%-52%). Twenty days 
after her admission, an eruption developed char-
acterized by friable vesicles with an erythematous 
base covering the abdomen and the upper and 
lower extremities spreading up to her face and 
scalp (Figure 2). The vesicles quickly became 
pustular and they crusted in a few days. Erosions 
and excoriations were present on some lesions. 
The lesions were polymorphic, ranging from red 
macules to vesicles on an erythematous base and 
from eroded to crusted. The patient was consulted 
with the Department of Infectious Diseases and 
Clinical Microbiology and the Department of 
Dermatology. The diagnosis was primary 
varicella infection. Multinucleate giant cells were 
observed in the Tzanck smear, which was ob-
tained from an intact blister. Serologic tests were 
positive for anti-varicella IgM antibodies. The 
patient was informed about primary varicella in-
fection, its complications and acyclovir therapy. 
Written informed consent was taken from the 
patient. Acyclovir iv 10 mg/kg tid was initiated 
and after the 6th dose, the lesions regressed. After 
the 5th day of acyclovir therapy, physical findings 
and symptoms related with RA improved signifi-

cantly. In addition, CRP and ESR levels de-
creased to 50 mg/L and 50 mm/h, respectively. 
Methotrexate (7.5 mg/week) and low-dose corti-
costeroid (5 mg/d) therapy was reinstituted. Pa-
tient’s remission persisted for three months and 
afterwards the activity of the disease gradually 
increased.  

Although varicella is a frequently encountered 
and highly contagious viral infection of childhood, 
it is also reported in susceptible adults.1-3,9 The 
primary form of VZV infection is chickenpox in 
susceptible individuals. Secondary infection of 
VZV occurs as zona zoster. However, several in-
vestigators suggested that immunucompromised 
patients might be at risk for exogenous reinfection 
with VZV, either in the form of chickenpox or 
zona zoster (lit). Currently, most authorities be-
lieve that primary varicella infection generally 
produces lifetime protection against exogenous 
reinfections.10 As varicella is a disease of child-
hood, the age of our patient was quite old for pri-

 
Figure 1. Hand deformities of the patient. 

 
 

 
Figure 2. Papular and vesicular eruptions on the abdomen. 
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mary infection. She describes neither chickenpox 
nor secondary varicella infection during her life-
time. Indeed, adults from rural areas where the 
incidence of VZV infection is lower than in urban 
regions may remain susceptible to VZV. However, 
our patient reported urban residence since her 
childhood and varicella is a common communica-
ble disease in Turkey.11 

The course of this infection is usually mild to 
moderate in children but it may cause serious com-

plications especially in immunosupressed adults 
and children.1,2,5 The disease-modifying anti-
rheumatic drugs such as methotrexate may lead to 

life-threatening adverse effects in patients with 
RA.5 Kinder et al reported the incidence of life-
threatening side-effects of methotrexate used for 

the treatment of inflammatory arthritis as 1.8%.5 
They identified only one patient (0.18%) with dis-

seminated varicella zoster in their study population 
(673 patients) and that patient died. They sug-
gested that not only methotrexate but also RA itself 

and corticosteroids might contribute to deaths due 
to infections.5 Although our patient had RA and 
received methotrexate and corticosteroid, none of 

the systemic complications of varicella infection 
was observed. Possibly, early diagnosis and acy-
clovir therapy provided rapid improvement and 

prevented the patient from severe complications. 
Hosts with impaired cellular immunity are more 
susceptible for disseminated varicella. Therefore 

acyclovir treatment is recommended for immuno-
compromised children, adolescents and adults.10,12  

In our patient, the rash of varicella infection 

occurred on the 20th day of hospitalization. Since 
the incubation period of the disease is 10 to 20 
days, we considered this a nosocomial infection. 

Unfortunately, the source of the infection could not 
be detected. In hospitalized patients, prior to any 
immunosuppressive treatment, history of varicella 

immunization should be clarified. It must be kept 
in mind that patient who do not remember their 
immune status, might be prone to nosocomial pri-

mary varicella infection during their stay in hospi-
tal. It must always be remembered that early and 

appropriate treatment may be life saving in im-

munocompromised adult patients who have 
varicella infection. 

An interesting fact about our patient was the 

remission of RA signs and symptoms after the 5th 
day of the varicella treatment. We could not ex-
plain this rapid improvement of symptoms that 

persisted for three months in our patient. Remis-
sion of RA signs and symptoms after primary 
varicella infection treated with acyclovir were also 

reported by Saulsbury et al and Aihara et al.13,14 All 
reported cases (3 cases) were juvenile RA and 
post-infectious remission periods lasted for 3 to 6 

months. The authors also could not explain the 
reason for this improvement. Aihara et al sug-
gested that a shift of Th cell subsets might be re-

sponsible for the remission of RA after VZV infec-
tion. A transient suppression of cell-mediated im-
munity, which is controlled by Th1 cells results 

with a relative and transient predominance of Th2 
cells. As a result, the inflammation of the joints 
was suppressed for a couple of weeks.13,14  

In conclusion, remission of RA after 
varicella infection may be a coincidence or there 

may be a relation between RA and varicella or 
acyclovir. The mechanism of this unusual remis-
sion in RA may provide new horizons in the 

treatment of RA.  
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