
MANAGEMENT OF CHICKENPOX 
IN CANCER PATIENTS



A 29-year-old male patient followed for B-cell non-Hodgkin lymphoma (NHL) 

subtypes diffuse large B-cell lymphoma (DLBCL) treated by the R-CHOP 

(Rituximab, Cyclophosphamide, Doxorubicin, Vincristine, and Prednisone). 

protocol presented to our department for cough, fever, dyspnea, generalized necrotic 

vesicular rash, and malaise evolving 5 days before. 

case presentation



Vital signs demonstrated tachycardia (109bpm), temperature 39°, and SpO2 of 

82% on room air.

Physical examination showed diffuse maculopapular to vesicular lesions with 

an erythematous halo with crusting.



He didn’t reveal a previous chickenpox history. Chest radiography 

demonstrated multiple bilateral micronodular and reticulonodular opacities, 

diffuse throughout the lungs. 





CT scan revealed the existence of multiple well and ill-defined nodules, 

diffusely dispersed throughout both lungs .





Laboratory exams showed on arterial gasometry severe hypoxemia

(PaO 2 = 45mmHg, pH = 7.48, SaO2 = 82%)

CBC:

WBC:3000 (55 PMN  38 LYM)

Hb: 11.2

Plt:130000

BUN: 46   Cr:0.7

AST:16     ALT: 21



Patients with compromised immune systems generally have worse symptoms and 

complications. 

The vesicular rash can become more severe with enlarged vesicles that can become 

hemorrhagic.

Immune system impairment is one of the major risk factors of developing varicella 

pneumonia as a complication. Without a competent immune system, the disease process 

can quickly develop into adult respiratory distress syndrome followed by overall 

respiratory failure.



Once the patient is experiencing respiratory failure and must be mechanically 

ventilated, the mortality rate of varicella pneumonia jumps from about 30% to 

almost 50% in spite of treatment course.

Overall, complication with varicella pneumonia is the leading cause of death in 

patients with varicella.



What is the recommendation for the screening strategy used to detect 

infectious diseases before chemotherapy?





What are the recommended routine preventative vaccinations for adults with

cancer?





What additional vaccinations and revaccinations are recommended for adults 

undergoing hematopoietic stem cell transplantation, CD19 CAR-T treatment, or B-

cell–depleting therapy?





What additional vaccinations are recommended for adults with cancer who are 

traveling outside the United States?





What are vaccination recommendations for household and close contacts of adults

with cancer?





HIV, chronic liver diseases, intravenous drug use, sexual risk factors, incarcerated individuals.



the most optimal humoral and cellular responses are expected when the vaccine is 

administered immediately after a cancer diagnosis and before the initiation of 

immunosuppressive treatments. The interval between the two RZV doses can be 

reduced to 4 weeks to achieve early protection. 

Zoster vaccine



Patients who have experienced herpes zoster should receive the vaccine to prevent 

future episodes. There is no specific waiting period before immunization, as long as 

the acute episode has resolved. 

Finally, the duration of clinical protection from RZV is unclear at this time and 

vaccination should not influence the duration of antiviral prophylaxis with certain 

therapies (eg, proteasome inhibitors).

Zoster vaccine







A two-dose series of varicella vaccines administered 1 month apart may be 

given to varicella-seronegative patients without a history of primary varicella, 

no sooner than 2 years after HSCT and in the absence of GVHD, no systemic 

immunosuppressive use for least a year, and no receipt of IVIG for 8-11 

months. 

There are currently no data regarding the efficacy of RZV for protection 

against varicella in seronegative HSCT patients although it was shown that 

vaccination could induce both humoral and cellular immune responses after 

solid organ transplantation in seronegative patients.



What post-exposure preventive are recommended if an immunocompromised 

person contact with someone with chickenpox?







What is your recommendation for a prophylaxis regimen during chemotherapy in this 

patient?







What treatment do you recommend for this patient?

• Antiviral ?

• IVIG ?

• Antibiotic ?

• Corticosteroids ?





Intravenous Immunoglobulin (IVIG) can be used in Varicella Zoster Virus (VZV)

infections, primarily as a post-exposure prophylaxis (PEP) for

immunocompromised individuals when Varicella-Zoster Immune Globulin

(VZIG) is unavailable.

It can also be an adjuvant therapy, combined with antiviral medications like 

acyclovir, for treating severe VZV infections in immunocompromised patients to 

help suppress the virus, although it's not a guaranteed preventative measure for all 

such patients.



What is bacterial co-infection in varicella pneumonia?



Bacterial co-infection is a significant complication of VZV (varicella-zoster virus) 

pneumonia, particularly in immunocompromised individuals and the elderly, 

increasing the risk of severe outcomes such as septic shock and acute respiratory 

distress syndrome. 

Early recognition of bacterial co-infection is crucial for identifying at-risk patients 

and initiating prompt, aggressive treatment with antibiotics to improve prognosis 

and prevent mortality.



Steroids' role in varicella-zoster virus (VZV) pneumonia complex and not 

generally recommended, although some limited, early studies suggested they 

might improve oxygenation and reduce mortality in life-threatening cases, 

particularly in immunocompetent adults. 

However, more recent studies indicate steroids can increase the risk of ICU-

acquired infections and may not significantly impact overall mortality.

Therefore, steroid use in VZV pneumonia remains a clinical decision with no 

current official guidelines, pending further randomized controlled trials to 

establish their true efficacy and safety.



The patient received antiviral treatment acyclovir (10 mg/kg/8 hours) 

intravenously, combined with oxygen therapy via nasal cannula on 5 L/ min 

, prednisone 60mg per day  and levofloxacin 500 mg per day for 5days. and 

intravenous immunoglobulin was started 2 days after prednisone.

The evolution was favorable with obtaining apyrexia after 4 days of 

treatment, improvement of dyspnea with correction of hypoxemia on the 

eighth day of treatment.



When do we start the next course of chemotherapy?
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