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ABSTRACT

Herpes zoster (HZ) is an acute vesiculobullous disease caused by the reactivation of latent varicella-zoster virus (VZV) in
individuals with a previous history of varicella infection. The trigeminal nerve is the most frequency affected cranial
nerve in herpes zoster. Although herpes zoster ophthalmicus is a well-recognized clinical entity because of its potential
ocular complications, involvement of the maxillary and mandibular divisions, either independently or in combination with
the ophthalmic division, is relatively uncommon and may present with varied mucocutaneous and oral manifestations.
This case series includes patients with herpes zoster involving the trigeminal nerve diagnosed between August 2025 and
August 2026. The clinical spectrum involving the ophthalmic, maxillary, and mandibular divisions, along with the
associated oral manifestations, ocular findings, and therapeutic management, is described. Early recognition of the
characteristic dermatomal distribution and prompt initiation of antiviral therapy were essential for reducing disease
severity and preventing long-term complications. Through a collaborative approach between Oral Medicine and
Ophthalmology, this report emphasizes the importance of interdisciplinary evaluation in recognizing atypical
presentations and ensuring comprehensive patient management.

Keywords: Herpes zoster; Varicella-zoster virus; Trigeminal nerve; Herpes zoster ophthalmicus; Oral manifestations;
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INTRODUCTION

Herpes zoster is an acute viral disorder caused by the
reactivation of latent varicella-zoster virus (VZV)
residing within the sensory ganglia after primary
varicella infection. The maintenance of viral latency and
subsequent reactivation are closely associated with a
decline in virus-specific cell-mediated immunity.
Increasing age, immunosuppressive conditions, systemic
illnesses, and stress are recognized factors that may
predispose individuals to viral reactivation. Clinically,
the disease is characterized by prodromal pain followed
by a unilateral vesicular eruption restricted to the
distribution of the affected sensory nerve.?

Among cranial nerve involvement in herpes zoster, the
trigeminal nerve is the most frequently affected due to
the presence of latent virus within the trigeminal
ganglion. The three divisions of the trigeminal nerve
have distinct anatomical distributions, resulting in
variable clinical presentations depending on the branch
involved. Herpes zoster ophthalmicus (HZO), affecting
the ophthalmic division (V1), is the most widely
recognized form because of the risk of ocular
complications such as Kkeratitis, uwveitis, and visual
impairment. In contrast, herpes zoster affecting the
maxillary (V2) or mandibular (V3) divisions is
encountered less frequently and often presents with oral
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manifestations that may initially be mistaken for
odontogenic or periodontal disease .®*

Oral manifestations of herpes zoster correspond to the
sensory distribution of the involved division and may
affect the palate, gingiva, buccal mucosa, lips, and
tongue. The associated pain may resemble odontogenic
pathology, leading patients to seek dental care before the
characteristic vesicular eruption becomes evident.
Although  uncommon,  complications such  as
osteonecrosis of the jaws, spontaneous tooth exfoliation,
and post-herpetic neuralgia have been reported,
underscoring the importance of early recognition and
timely intervention. ¢®

Although herpes zoster involving individual divisions of
the trigeminal nerve has been well documented in the
literature, reports describing the diverse manifestations
across multiple trigeminal divisions with concurrent oral
and ophthalmic evaluation remain limited. The present
case series describes the clinical presentations of herpes
zoster involving the ophthalmic, maxillary, and
mandibular divisions of the trigeminal nerve, with
emphasis on the spectrum of oral and ocular findings,
diagnostic ~ considerations, and  multidisciplinary
management.

CASE REPORTS

Patients diagnosed with herpes zoster involving
trigeminal nerve were included in this case series during
the period from August 2025 to August 2026. A detailed
history was obtained regarding demographic
characteristics, systemic health status, presenting
complaints, duration of illness, and associated
symptoms. Clinical evaluation included assessment of
the distribution of cutaneous lesions, intraoral
manifestations, and ocular involvement wherever
present. The diagnosis was established based on
characteristic clinical findings corresponding to the
sensory distribution of the affected trigeminal nerve
division.

CASE 1

A 42-year-old female patient reported with a chief
complaint of pain over the left side of the face and left
eye for the past 3 days. The pain was described as sharp
and severe in nature, preceded by a prodromal phase of
burning sensation and itching over the affected region
along with fever, chills and malaise. This was followed
by the appearance of multiple, small fluid-filled vesicles,
which ruptured spontaneously, releasing clear fluid and
subsequently forming erosions. The patient gave a
positive history of varicella infection (chickenpox) at 10
years of age. She also reported burning sensation,
redness, and excessive watering of the left eye since the
onset of symptoms.

On extraoral examination, unilateral vesicular eruptions
confined to the left side of the face were noted. Mild
diffuse swelling was present involving the left lower half
of the face. Multiple grouped vesicles were present over
the left side of the lower lip, skin superior to upper lip,
angle of the mouth, and chin region, corresponding to
the distribution of the mandibular division of the
trigeminal nerve. Few vesicles had coalesced and
ruptured, revealing underlying erythematous erosions
with discharge of clear serous fluid [Figure la].Left
submandibular lymphadenopathy was noted.

Intraoral examination revealed multiple unilateral, well-
defined shallow ulcers involving the left buccal mucosa.
The ulcers were covered with a yellowish-white slough
and surrounded by an erythematous halo, with lesions
restricted to the left side of the oral -cavity,
corresponding to the distribution of the maxillary
division of the trigeminal nerve [Figure 1b].

FIGUREla&b
(a) Unilateral erythematous and vesicular eruptions
involving the left lower half of the face.
(b) (b) Multiple unilateral shallow ulcers with a
yellowish-white pseudomembranous covering
involving the left buccal mucosa.

FIGUREl1c&d
(c) Close-up view showing erythema present in the
left orbit.

(d) Fluorescein-stained corneal examination showing
a characteristic dendritic epithelial lesion consistent
with dendritic keratitis.

Detailed ophthalmic evaluation revealed a best-
corrected visual acuity of 6/9 in the left eye [Figure 1c].
Slit-lamp examination showed grade 2 conjunctival
injection with mild anterior chamber cellular reaction
(1+ cells), and a single dendritiform epithelial lesion
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with terminal end-bulbs, staining positively with
fluorescein and negatively with rose bengal, confirming
active dendritic keratitis rather than a healing pseudo
dendrite [Figure 1d]. Corneal sensation was reduced on
gross testing over the affected cornea. Intraocular
pressure was within normal limits (14 mmHg) and
extraocular movements were full and pain-free, arguing
against cranial nerve involvement. The patient was
managed with topical acyclovir 3% ophthalmic ointment
five times daily and a cycloplegic (cyclopentolate 1%)
for the anterior chamber reaction, with topical
corticosteroids deliberately withheld until epithelial
healing was confirmed. Fundus examination was
unremarkable.

Clinical presentation was consistent with herpes zoster
involving multiple divisions of the trigeminal nerve,
including the ophthalmic, maxillary, and mandibular
branches.

CASE 2

A 40-year-old female patient reported with a chief
complaint of pain, redness, and swelling over the right
side of the face since the past 4 days. The patient gave a
history of fever, and fatigue preceding the onset of facial
lesions. The pain was sharp and burning in nature,
followed by the appearance of multiple fluid-filled
lesions over the affected region.

On extraoral examination, diffuse swelling was noted
involving the right side of the face, predominantly over
the infraorbital region. Multiple grouped vesicles
containing clear serous fluid were present unilaterally
over the right side of the face, extending to the ala of the
nose, nasal tip, and philtrum. Few vesicles had ruptured
spontaneously, resulting in superficial erosions with
crust formation over the upper lip. The presence of
vesicles over thetip and ala of nose (Hutchinson sign)
indicated involvement of the Nasociliary branch of the
ophthalmic division (V1) of the right trigeminal nerve.
[Figure 2 a].

On intraoral examination, multiple unilateral shallow
ulcerations were noted over the right side of the palate,
covered with yellowish-white slough and surrounded by
an erythematous halo. The lesions were confined to the
right side and did not cross the midline. [Figure 2 b]

FIGURE2a &b

() Erythematous vesicular eruptions and swelling
involving the right periorbital and midfacial region.
(b) Multiple unilateral ulcerative lesions involving the
right side of the hard palate.

Given the Hutchinson sign, formal ophthalmic
evaluation was undertaken despite the absence of ocular
symptoms. Visual acuity was 6/6 in the right eye. Slit-
lamp examination revealed mild conjunctival injection
with no anterior chamber reaction, and the cornea
remained fluorescein-negative with intact corneal
sensation.Intraocular pressure was normal, with an
unremarkable fundus examination. The absence of
ocular signs at presentation was explained to the patient,
along with the recognized risk of delayed-onset keratitis
and uveitis, and a structured ophthalmic follow-up over
the subsequent four weeks was arranged.

Based on the clinical findings, including prodromal
neuropathic  pain, unilateral vesicular eruptions
following the trigeminal nerve distribution, Hutchinson
sign, and ipsilateral palatal ulcerations, a provisional
clinical diagnosis of herpes zoster involving the
ophthalmic and maxillary divisions of the right
trigeminal nerve was established.

CASE 3

A 46-year-old male patient reported with a chief
complaint of pain and swelling over the right side of the
face associated with multiple blisters since the past 5
days. The patient also gave a history of fever preceding
the onset of facial lesions. A history of extraction of
tooth 15, performed 5 days prior to the appearance of
lesions, was noted. The temporal association with the
recent dental procedure was documented as a relevant
clinical history; however, a causal relationship with viral
reactivation was not established.

On extraoral examination, mild edema was noted over
the right infraorbital region, particularly along the lateral
aspect. Multiple grouped, intact vesicles containing clear
serous fluid were present over the right cheek and ala of
the nose. [Figure 3 a & b]

On intraoral examination, multiple unilateral vesicles
were observed over the right maxillary gingiva involving
the edentulous maxillary posterior region corresponding
to 14, 15, 16, 17, and 18. A healing extraction socket
with respect to 15 was noted.The overall distribution of
the facial and intraoral lesions was predominantly
consistent with involvement of the right maxillary
division (V2) of the trigeminal nerve. Vesicular lesions
were also noted over the ala of the nose. As the ala of
the nose may receive sensory innervation from the
nasociliary branch of the ophthalmic division (V1),
while the adjacent lateral nasal region also receives
sensory supply from the infraorbital branch of the
maxillary division (V2), involvement of the ala of the
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nose was considered a possible indicator of limited V1
involvement in addition to the predominant V2
distribution. [Figure 3 ¢ & d]

FIGURE3a&Db

(a) Frontal view showing unilateral swelling and
erythematous eruptions involving the right
side of the face.

(b) (b) Lateral view showing erythematous and
vesicular lesions involving the right cheek
and ala of nose with swelling in infraorbital
region, particularly along the lateral aspect.

FIGURE3c&d

(c) Intraoral view showing vesicular lesions involving
the right maxillary gingiva in the edentulous region.
(d) Recently extracted socket with respect to tooth 15
in the right maxillary posterior region.

Ophthalmic screening was therefore performed in view
of the involvement of the ala of the nose and the
possibility of concomitant ophthalmic  division
involvement. Visual acuity was 6/6, and slit-lamp
examination showed a quiet anterior segment with no
conjunctival injection, corneal epithelial defect, or
anterior chamber reaction. Corneal sensation and
intraocular pressure were normal. No lesions were
observed over the nasal tip or other areas classically
associated with nasociliary involvement, and no
Hutchinson sign was present. The ophthalmic
examination was documented as a baseline, and the
patient was advised to report promptly if ocular
symptoms developed.

The clinical presentation, characterized by fever,
neuropathic pain, and unilateral vesicular eruptions
predominantly corresponding to the right maxillary
division (V2), with additional involvement of the ala of
the nose raising the possibility of limited V1

involvement, was consistent with herpes zoster
involving the ala of the nose with predominant V2
distribution.

CASE 4

A 50-year-old male patient presented with painful
swelling and vesicular eruptions over the right side of
the face for the past 5 days. The patient reported a
history of fever, chills, fatigue, and itching prior to the
appearance of cutaneous lesions. The facial pain was
described as severe, sharp, and burning in character,
followed by the emergence of multiple blisters.

Extraoral examination revealed diffuse swelling
involving the right side of the face with prominent
swelling in the right infraorbital region.Multiple closely
grouped vesicles filled with clear serous fluid were noted
over the right forehead, cheek, upper lip, lower lip, and
ala of the nose. Few lesions showed rupture with
subsequent crusting over the right forehead, upper lip,
lower lip, and ala of the nose.Right-sided regional
lymphadenopathy was appreciable on palpation. [Figure
4a&hb]

FIGURE4a &b
(@) Frontal view showing unilateral vesicular
eruptions involving the right side of the face
&forehead

(b) Lateral view showing vesicular and crusted
lesions involving the perioral region with infraorbital
swelling

FIGURE 4 c
(c) Intraoral view showing unilateral ulcerative
lesions involving the right side of the palate.
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Intraoral examination demonstrated multiple unilateral
vesicular lesions involving the right half of the palate,
confined to the affected side without crossing the
midline. [Figure 4 c]

Considering the characteristic prodromal symptoms,
unilateral vesicular eruptions, neuropathic pain, regional
lymph node involvement, and distribution of lesions
corresponding to the three divisions of the trigeminal
nerve, a provisional diagnosis of herpes zoster involving
the ophthalmic (V1), maxillary (V2), and mandibular
(V3) divisions of the right trigeminal nerve was
established.

Given multidivisional involvement including the
ophthalmic division, complete ophthalmic examination
was carried out. Visual acuity was 6/6 bilaterally. Slit-
lamp examination revealed mild lid margin vesiculation
with an otherwise quiet anterior segment, no corneal
staining, normal corneal sensation, and no anterior
chamber reaction. Intraocular pressure and fundus
examination were unremarkable. In the absence of active
ocular disease, the patient was managed with oral
antiviral therapy alone and scheduled for ophthalmic
review at two weeks to monitor for delayed Keratitis or
uveitis.

CLINICAL SPECTRUM OF HERPES ZOSTER
INVOLVING TRIGEMINAL NERVE IN THE
REPORTED CASES

Clinical Comparison of Trigeminal Herpes Zoster Cases

Case Age/Sex Divisions Extraoral Intraoral site  Ocular

site findings

1 40/F V1+V2+V3  Left Left buccal Dendritic
facial/periora  mucosa keratitis
1 region

2 32/F Vi+V2 Right Right palate No ocular
midface/nose involvement
flip

3 46/M V1i+V2 Rightcheekk + Right No ocular
ala of nose maxillary involvement

gingiva
4 50/M V1+V2+V3  Right Right palate No active

forehead /face ocular disease
/perioral
region

Therapeutic Intervention

All patients were managed with oral antiviral therapy
and supportive symptomatic treatment. Valacyclovir
1000 mg orally three times daily for 7 days was
prescribed, with treatment initiated promptly following
clinical diagnosis. For painful intraoral lesions, topical
anesthetic gel was advised for local symptomatic relief
and to facilitate oral intake.

Patients with  ophthalmic  division involvement
underwent ophthalmological evaluation. In Case 1,
which demonstrated active dendritic keratitis with mild

anterior chamber reaction, topical acyclovir 3%
ophthalmic ointment five times daily and cyclopentolate
1% were prescribed. Topical corticosteroids were
deliberately withheld until confirmation of corneal
epithelial healing.

In Cases 2, 3 and 4 - although the ophthalmic division
was involved, no active ocular disease was identified on
examination; therefore, no additional ocular medication
was required at that time.

Follow-up & Outcomes

Patients were followed clinically after initiation of
antiviral therapy. Progressive resolution of the vesicular
and ulcerative lesions was observed, with reduction in
pain and associated mucocutaneous symptoms. No
significant complications were noted during the follow-
up period. Patients with ocular involvement were
monitored in collaboration with the Ophthalmology team
for resolution of ocular manifestations and detection of
any residual complications.

DISCUSSION

Pathogenesis and Clinical Spectrum of Herpes Zoster
Herpes zoster (HZ) is an acute neurocutaneous disorder
resulting from the reactivation of latent varicella-zoster
virus (VZV) following primary varicella infection. After
initial infection, VZV establishes lifelong latency within
sensory ganglia, including the dorsal root ganglia and
cranial nerve sensory ganglia such as the trigeminal
ganglion. Reactivation of the virus results in viral
replication, neuronal inflammation, and migration of
viral particles along sensory nerve pathways, producing
characteristic unilateral pain and vesicular eruptions
restricted to the sensory distribution of the affected
nerve, -67

The maintenance of viral latency and subsequent
reactivation are closely associated with the status of
virus-specific cell-mediated immunity. A decline in
immune surveillance associated with advancing age,
immunosuppressive conditions, systemic illnesses, or
other immune-modulating factors is considered an
important contributor to viral reactivation. *”

The characteristic neuropathic pain associated with
herpes zoster occurs due to viral-induced inflammation
and injury of sensory neurons, resulting in altered
neuronal excitability. Clinically, the disease is usually
preceded by a prodromal phase consisting of pain,
burning sensation, itching, dysesthesia, or altered
sensory perception, followed by the appearance of
unilateral grouped vesicles over the involved
dermatome. Constitutional symptoms such as fever,
chills, malaise, and fatigue may accompany the
prodromal phase®®. The vesicular lesions typically
undergo progression from erythematous papules to
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vesicles, which may rupture and subsequently form
erosions and crusts during the healing phase @,

When reactivation occurs within the trigeminal ganglion,
lesions may involve the facial skin and oral mucosa
supplied by the ophthalmic (V1), maxillary (V2), or
mandibular (V3) divisions of the trigeminal nerve,
resulting in diverse craniofacial manifestations @*. In the
present case series, all patients demonstrated
characteristic neuropathic symptoms preceding vesicular
eruptions, supporting the classical sequential progression
of herpes zoster. The varied clinical presentations
observed, ranging from predominant involvement of
individual trigeminal divisions to multidivisional
involvement, emphasize the importance of correlating
lesion distribution with trigeminal nerve anatomy for
accurate diagnosis and appropriate management.

Trigeminal Nerve Involvement in Herpes Zoster
Among cranial nerve involvement, the trigeminal nerve
represents one of the most frequently affected cranial
nerves due to its extensive sensory distribution over the
facial region and oral cavity’ The trigeminal dermatome
is involved in approximately 15% of herpes zoster cases,
making cranial involvement an important clinical
manifestation of the disease ©. Herpes zoster of
trigeminal nerve occurs following reactivation of VZV
within the trigeminal ganglion, with lesions appearing
along one or more divisions of the nerve. The
ophthalmic division (V1) is reported to be more
commonly affected, whereas isolated maxillary (V2) and
mandibular (V3) involvement are relatively less
frequently encountered. ¢

Although herpes zoster typically follows a single
dermatome, involvement of adjacent dermatomes may
occur due to the anatomical proximity and overlapping
sensory distribution of trigeminal branches.The present
case series demonstrates the varied spectrum of
trigeminal involvement, ranging from predominant
involvement of individual trigeminal divisions to
multidivisional  involvement, including extensive
involvement of all three divisions (V1, V2, and V3).
Such varied presentations emphasize the importance of
careful mapping of cutaneous and intraoral lesions
according to the anatomical distribution of the trigeminal
nerve.

Clinical Significance of Ophthalmic Division
Involvement and Hutchinson Sign

Herpes zoster involving the ophthalmic division of the
trigeminal nerve, termed herpes zoster ophthalmicus
(HZO), requires particular clinical attention because of
the potential for ocular involvement. The ophthalmic
division provides sensory innervation to the forehead,
upper eyelid, cornea, and the dorsum, tip, and side of the
nose through its branches. The nasal region, particularly

the ala, may receive overlapping sensory innervation
from the nasociliary branch of the ophthalmic division
and the infraorbital branch of the maxillary division.
Among the branches of the ophthalmic division,
involvement of the nasociliary branch is clinically
significant because of its sensory supply to the cornea
and other ocular structures.®®

The presence of vesicular lesions over the tip, side/ala,
and root of the nose is referred to as Hutchinson’s sign
and indicates involvement of the nasociliary branch of
the ophthalmic division. Although Hutchinson’s sign is
an important clinical indicator of possible ocular
involvement, its presence does not invariably predict the
development of ocular complications Y. In the present
series, one patient demonstrated Hutchinson’s sign with
V1 involvement but no ocular manifestations at the time
of examination, whereas another patient with V1
involvement exhibited ocular manifestations in the form
of conjunctival injection, anterior chamber reaction, and
dendritic keratitis. Another patient with V1 involvement
but without Hutchinson’s sign had no ocular
manifestations on examination.

Ocular complications associated with HZO may involve
different  anatomical  structures, including the
conjunctiva, cornea, and uveal tract. Therefore, early
ophthalmological evaluation is essential in patients with
ophthalmic division involvement to identify and manage
ocular complications promptly ©.

Because Hutchinson’s sign has an imperfect predictive
value for ocular involvement, ophthalmic evaluation is
recommended in patients with ophthalmic division
involvement regardless of whether the sign is present.
Patients with HZO may also develop delayed or
recurrent ocular complications following the acute
episode; therefore, appropriate ophthalmic follow-up is
important. In patients with recurrent HZO-related ocular
disease, long-term low-dose oral valacyclovir has been
shown to reduce recurrence and may be considered in
consultation with ophthalmology ®?.

Oral Manifestations of Herpes Zoster involving
trigeminal nerve

Oral involvement in herpes zoster involving trigeminal
nerve results from viral reactivation within sensory
pathways supplying the oral cavity. Depending on the
affected trigeminal division, lesions may involve the
palate, buccal mucosa, gingiva, tongue, and lips.
Initially, lesions may present as vesicles that
subsequently rupture to form erosions or shallow ulcers.
The characteristic unilateral distribution of oral lesions,
with relative respect for the midline, and their
correspondence with the sensory territory of the affected
trigeminal division are important diagnostic features. ¢
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In the present case series, intraoral involvement was
observed in patients with maxillary division
involvement, with lesions affecting the palate, buccal
mucosa, and maxillary gingiva. Recognition of these
manifestations is particularly important in oral medicine
because oral lesions may accompany cutaneous lesions
and may occasionally be prominent enough to lead
patients to seek dental care. The clinical appearance may
resemble other vesiculobullous or ulcerative disorders;
therefore, correlation of the lesions with their unilateral
anatomical distribution and associated neuropathic
symptoms is essential for accurate diagnosis.

Association of Dental Procedures with Herpes Zoster
Reactivation

Local trauma has been proposed as a possible trigger for
herpes zoster reactivation. Cases of herpes zoster
occurring after dental extraction have been reported,
including cases involving the trigeminal nerve.
However, such reports establish a temporal association
rather than a definitive causal relationship between the
dental procedure and VZV reactivation. **¥

In the present series, one patient reported extraction of
tooth 15 approximately 5 days before the appearance of
vesicular lesions predominantly involving the right
maxillary division, with possible limited involvement of
the ophthalmic division based on the presence of lesions
over the ala of nose. Although this temporal relationship
was noted, the dental procedure cannot be considered a
definitive cause of viral reactivation. Nevertheless, such
presentations emphasize the importance of considering
herpes zoster in patients presenting with persistent or
unexplained pain, vesicular eruptions, or unilateral oral
lesions following dental treatment. 39

Diagnosis and Importance of Early Recognition

The diagnosis of herpes zoster involving trigeminal
nerve is primarily clinical and is based on the
characteristic combination of prodromal neuropathic
pain, unilateral vesicular eruptions, and distribution
along the affected sensory dermatome. In typical
presentations, laboratory confirmation is generally
unnecessary.  However, virological confirmation,
particularly polymerase chain reaction (PCR) testing for
VZV DNA, may be useful in atypical presentations or
when the clinical diagnosis is uncertain. -

Early recognition is clinically important because
antiviral treatment is most beneficial when initiated early
in the course of the disease. Systemic antiviral agents
such as acyclovir, valacyclovir, and famciclovir can
accelerate lesion healing, reduce the formation of new
lesions and decrease the severity of acute pain, with the
greatest benefit when treatment is initiated early. ©®.

Treatment is particularly important when the ophthalmic
division is involved because of the potential for ocular
complications. Prompt ophthalmological assessment is
therefore warranted in patients with suspected herpes
zoster ophthalmicus. ®

Clinical Relevance of the Present Case Series

The present case series demonstrates the varied clinical
spectrum of herpes zoster involving trigeminal nerve,
ranging from predominant involvement of the maxillary
division to simultaneous involvement of multiple
trigeminal divisions. The cases also illustrate important
associated manifestations, including ocular involvement,
Hutchinson sign, oral mucosal lesions, regional
lymphadenopathy, and a temporal association with a
recent dental procedure. These findings emphasize that
herpes zoster involving trigeminal nerve may present
with diverse cutaneous, oral, and ocular manifestations.
A thorough clinical examination with careful assessment
of the distribution of cutaneous and intraoral lesions,
associated neuropathic symptoms, and ocular findings is
essential for early recognition. Correlation of these
findings with trigeminal nerve anatomy can facilitate
prompt diagnosis and appropriate referral, particularly
when the ophthalmic division is involved. A
multidisciplinary approach involving oral medicine and
ophthalmology is important in patients with craniofacial
herpes zoster with ocular manifestations.

CONCLUSION

Herpes zoster involving trigeminal nerve demonstrates
considerable clinical variability, with the affected
division determining the distribution and nature of
cutaneous, oral, and ocular manifestations. While
ophthalmic involvement warrants particular attention
because of the risk of ocular morbidity, involvement of
the maxillary and mandibular divisions may produce
predominantly oral and facial lesions that can pose
diagnostic challenges. Careful assessment of the
dermatomal pattern, recognition of associated mucosal
and ocular findings, and timely antiviral treatment are
central to effective clinical care. The present case series
underscores the complementary role of Oral Medicine
and Ophthalmology in identifying the diverse
manifestations of herpes zoster involving trigeminal
nerve and providing appropriate, coordinated patient
care.

DECLARATION OF PATIENT CONSENT

Written informed consent was obtained from all patients
for publication of their clinical details and accompanying
clinical photographs for academic and scientific
purposes. The patients were informed that their clinical
information and images would be published in a medical
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