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Case Report

Varicella-Zoster Gastritis in a Liver Transplant Patient: A Call to
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Abstract
The reactivation of the Varicella-zoster virus (VZV) is a rare cause of acute gastritis in adults.
About 30 cases have been reported in the literature, mostly with immunocompromised
patients and mainly after bone marrow transplantation or during the development of
malignant hematological diseases. Clinically, it is usually accompanied by cutaneous
manifestations. Here, we studied a case of VZV gastritis in a liver transplant (LT) patient. We
described the main symptoms, endoscopic findings, histologic changes, and treatment of
VZV gastritis. Till now, no case of acute gastritis due to the reactivation of VZV after solid
organ transplantation had been reported [2–5]. This was the first reported case of acute
gastritis by the reactivation of VZV after LT without cutaneous vesicular eruption.
Gastrointestinal symptoms usually develop a week before the onset of fever and cutaneous
manifestations. However, in some cases, like this one, vesicular rashes may be absent,
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making the diagnosis quite challenging. In conclusion, through this case, we suggest
including VZV gastritis in the differential diagnosis of gastrointestinal symptoms after
transplantation and informing about the response of VZV gastritis to treatment with oral
acyclovir.
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The reactivation of the Varicella-zoster virus (VZV) is a rare cause of acute gastritis in adults.
About 30 cases have been reported in the literature, mostly with immunocompromised patients
and mainly after bone marrow transplantation or during the development of malignant
hematological diseases. Clinically, it is usually accompanied by cutaneous manifestations [1-3].
In this study, we reported the case of a 43-year-old man, who had severe epigastric pain,
nausea, early satiety, postprandial fullness, anorexia, and weight loss of over 10 kg in three weeks.
Those symptoms remained unresolved after the administration of omeprazole. The subject had
undergone liver transplantation (LT) for hepatitis C virus five years ago. The hepatitis C disease
was treated in the second year after LT with peginterferon alfa-2b and ribavirin for 12 months, and
a sustained virologic response was achieved. In the past three years, the patient had not
experienced any episode of rejection and did not need an increase in immunosuppression. The
patient had been receiving tacrolimus monotherapy at a stable level of 5 µg/L for the past year.
Thus, the patient was not over-immunosuppressed and did not have any comorbidities such as
zoster reactivation, diabetes mellitus, or HIV infection.
The patient’s vital signs were stable and abdominal, chest, and skin physical examination
results were normal. Results of laboratory tests and computed tomography of the abdomen were
also normal. Upper gastrointestinal endoscopy (UGE) revealed erythematous mucosa with
multiple raised lesions, which showed nodular appearance between 3 and 10 mm in size,
umbilicated at the center, and covered by fibrin (Figure 1a). The rapid urease test for Helicobacter
pylori showed negative results. Upon suspecting that it might be a case of cytomegalovirus (CMV)
gastritis, we started treatment with oral valganciclovir (900 mg/12 h). Histopathology of the
biopsy specimen suggested non-specific acute gastritis. No viral inclusions were observed (Figure
2). Other microorganisms were excluded, and immunohistochemistry for CMV and VZV showed
negative results. Tests for the presence of IgM antibodies for VZV and CMV also showed negative
results. Furthermore, polymerase chain reaction (PCR) and culture for CMV showed negative
results, and hence, valganciclovir was discontinued after two weeks of administration.
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Figure 1 Endoscopic findings showing: a. Gastric antrum: Erythematous mucosa with
raised lesions, with nodular appearance between 3 and 10 mm in size, umbilicated at
the center. b. Gastric body: Thickened gastric folds and patchy erythema. c. Gastric
body after valganciclovir treatment: Worsening of gastritis with spontaneous mucosal
bleeding. d. Gastric body: Improvement of gastritis one month after acyclovir
treatment.

Figure 2 a. Histological sections stained with hematoxylin and eosin, showing acute
inflammation with the presence of abundant eosinophils and signs of epithelial
regeneration and foveolar hyperplasia; magnification at 10x. No viral inclusions were
observed, and immunohistochemistry for cytomegalovirus and Varicella-zoster virus
showed negative results. No other microorganisms were identified. b. Magnification at
20x.
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Due to the persistence of the infection, another UGE was performed (Figure 1c). Gastric biopsy
material tested positive for VZV DNA using the nested PCR method. Oral acyclovir (800 mg/6 h)
was administered for 14 days without modification of the immunosuppressive therapy. On the
10th day, the patient showed complete remission of the aforementioned symptoms (including
gastroparesis). A follow-up UGE performed one month later showed normalization of the gastric
mucosa.
Till now, no cases of acute gastritis reactivation of VZV after solid organ transplantation have
been reported [2-5]. This was the first reported case of acute gastritis reactivation of VZV after LT
without cutaneous vesicular eruption. It is important to note that only the stomach was infected,
without any other systemic manifestation. Gastrointestinal symptoms usually develop a week
before the onset of fever and cutaneous manifestations; however, in some cases, like this one,
vesicular rashes might be absent, making the diagnosis quite challenging [2]. Symptoms related to
intestinal motility have been described [2]. In this study, the occurrence of postprandial fullness or
gastroparesis could have been related to the effect of the VZV on the secondary neuronal plexus
and mesenteric sympathetic ganglia [2].
Endoscopic findings in the literature had reported the presence of enlarged gastric folds,
erosions in the stomach, ectatic blood vessels at the surface of the mucosa, and papules in the
duodenum [4]. It is important to remember that histological findings may be non-specific and the
absence of demonstrable intranuclear inclusions or VZV by immunohistochemistry does not
exclude the diagnosis. Therefore, to detect the presence of low numbers of viral particles,
additional methods such as PCR are required [3].
In conclusion, this case suggests including VZV gastritis in the differential diagnosis of
gastrointestinal symptoms after transplant and demonstrates an excellent response to the
treatment of VZV gastritis with oral acyclovir.
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