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Abstract 
Ramsay Hunt syndrome (RHS) is a rare neurological complication of varicella-zoster 
virus infection, characterized by peripheral facial paralysis, otalgia, and auricular vesicular 
lesions. We report the case of a 31-year-old woman presenting with typical symptoms of the 
syndrome, clinically diagnosed at the General Hospital of Benguela, Angola, in a resource-
limited setting. Treatment with acyclovir, prednisone, and supportive measures led to good 
functional recovery. This case highlights the importance of clinical recognition of RHS in 
regions with limited access to complementary tests, reinforcing the need for improved 
diagnostic surveillance and medical training.

Keywords: Hunt's syndrome; Herpes Zoster Oticus; Facial Paralysis, Peripheral; Varicella 
Zoster Virus Infection (Source: MeSH, NLM).

Resumen
El síndrome de Ramsay Hunt (SRH) es una complicación neurológica poco frecuente de la 
infección por el virus varicela-zóster, caracterizada por parálisis facial periférica, otalgia y 
lesiones vesiculares en el pabellón auricular. Describimos el caso de una mujer de 31 años 
que presentó las manifestaciones clásicas del SRH y fue diagnosticada clínicamente en el 
Hospital General de Benguela, Angola, en un entorno con recursos limitados. El tratamiento 
combinado con aciclovir, prednisona y medidas de soporte resultó en una recuperación 
funcional favorable. Este caso resalta la importancia del reconocimiento clínico del SRH en 
áreas con acceso limitado a pruebas complementarias y subraya la necesidad de fortalecer 
la vigilancia diagnóstica y la formación médica.

Palabras clave: Síndrome de Ramsay Hunt; Herpes Zóster Ótico; Parálisis Facial; Infección por 
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Introduction

Ramsay Hunt syndrome (RHS), initially described by James 
Ramsay Hunt in 1907, is a rare neurological complication 
caused by the reactivation of the varicella-zoster virus 
(VZV) in the geniculate ganglion of the facial nerve[1]. 
Clinically, it manifests with the classic triad of peripheral 
facial paralysis, intense otalgia, and vesicular eruptions in 
the auricle or external auditory canal[2]. In addition to these 
hallmark features, complications such as sensorineural 
hearing loss, vertigo, dysgeusia, and postherpetic 
neuralgia are frequently reported, contributing to significant 
morbidity and impact on quality of life[3]. Despite its well-
established viral etiology, RHS remains underdiagnosed 
in resource-constrained settings, where limited access to 
advanced diagnostic techniques such as PCR for VZV and 
the shortage of neurologists or otolaryngologists hinder 
early detection[4].

Viral reactivation is closely linked to immunosuppression 
due to conditions such as HIV/AIDS, diabetes mellitus, 
or the use of immunosuppressive therapies[5]. In Sub-
Saharan Africa, where infectious diseases like HIV and 
tuberculosis are endemic, the prevalence of RHS may 
be underestimated due to symptom overlap with other 
neuropathies and prioritization of diseases with a higher 
epidemiological burden[6].

Globally, RHS accounts for approximately 12% of all 
peripheral facial palsies, with an estimated annual 
incidence of 5 cases per 100,000 individuals in high-income 
countries[7]. In contrast, Bell’s palsy, its main differential 
diagnosis, has a significantly higher incidence (15–30 per 
100,000/year), often with idiopathic etiology[8]. However, 
robust epidemiological data on RHS are scarce in Sub-
Saharan Africa, reflecting a significant underreporting of 
cases. The World Health Organization (WHO) estimates 
that 3.9 million cases of herpes zoster (a precursor of RHS) 
occur annually in low- and middle-income countries, with 
increased risk among immunocompromised populations[9]. 

In Angola, where HIV prevalence is 1.8%[10], the coexistence 
of risk factors for VZV reactivation is substantial. However, 
the lack of specific surveillance systems for infectious 
neuropathies and limited access to diagnostic resources 
(such as viral serology and neuroimaging) hampers 
timely identification and management of RHS. Studies 
from neighboring countries like Mozambique and Zambia 
suggest that up to 40% of facial palsies attributed to Bell’s 
palsy may actually be undiagnosed RHS, highlighting a 
critical gap in regional clinical management[11].

Documenting RHS cases in Angola is imperative for several 
reasons. First, the scarcity of reports in African scientific 
literature limits understanding of its local epidemiology 
and clinical patterns, perpetuating diagnostic gaps[11]. 
Second, treatment delays, often due to misdiagnosis as 
Bell’s palsy, raise the risk of irreversible sequelae, such 

as permanent facial paralysis and hearing loss, with 
profound socioeconomic consequences in communities 
reliant on manual labor. Third, the absence of standardized 
therapeutic protocols in fragile healthcare systems 
worsens clinical outcomes. Robust evidence shows that 
combination therapy with antivirals (e.g., acyclovir) and 
corticosteroids, initiated within 72 hours of symptom onset, 
reduces complications by up to 70%[12]. However, in Angola, 
where access to essential medications is inconsistent and 
continuous medical education is limited, implementing 
these protocols faces structural barriers.

Moreover, the high prevalence of HIV in the country 
warrants special attention to syndromes associated 
with immunosuppression. Case reports like this not only 
raise awareness among healthcare providers regarding 
differential diagnoses but also reinforce the need for 
integrated public health policies linking the management of 
opportunistic infections to national HIV control programs.

Case Description

We report the case of a 31-year-old Black woman, married, 
born and residing in Benguela, Angola, who presented 
to the emergency department of the General Hospital 
of Benguela (HGB) with complaints of facial asymmetry 
(labial commissure deviation), severe right-sided ear pain, 
and vesicular lesions on the right auricle, with a duration of 
approximately four days.

The patient also reported intermittent episodes of 
vomiting and vertigo, worsening ear pain, and progressive 
hypoacusis. She denied changes in speech, visual acuity, or 
motor/sensory deficits in the limbs. Two weeks earlier, she 
had consulted a physician for right ear pain without facial 
asymmetry. Otoscopy was not documented, and empirical 
treatment was initiated with amoxicillin/clavulanate (500 
mg/125 mg) and paracetamol (500 mg), administered every 
8 hours for 10 days, with a working diagnosis of otitis media. 
There was no clinical improvement.

At admission, she was afebrile, hemodynamically stable, 
and had the following vital signs: blood pressure of 134/82 
mmHg, heart rate of 86 bpm, oxygen saturation of 98%, 
and respiratory rate of 17 breaths per minute. On general 
examination, she was conscious, oriented, non-icteric, 
and non-cyanotic, with no relevant systemic findings. 
Examination of the right ear revealed otalgia, vesicular and 
pustular lesions with crusting on the auricle, and imbalance-
type vertigo (Figure 1). Neurological assessment showed 
preserved peripheral reflexes and a peripheral facial palsy 
on the right side, classified as grade III on the House-
Brackmann scale (Figure 2).

Due to lack of imaging and laboratory resources at HGB 
(e.g., CT, MRI, and herpes serology), the diagnosis was 
established clinically. The combination of peripheral facial 
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palsy, otalgia, and characteristic auricular lesions was 
sufficient to confirm RHS. Differential diagnoses such as 
Bell’s palsy and otitis media with facial palsy were ruled out 
due to the absence of signs typical of those conditions.

Treatment was immediately initiated and included:

1.  Oral acyclovir 200 mg every 12 hours for 15 days;
2.  Oral prednisone 5 mg every 12 hours for 5 days;
3.  Oral diclofenac 50 mg every 8 hours for 10 days;
4.  Adjunctive therapy with chewing gum to stimulate facial 

muscles and prevent atrophy.

The patient was followed up for 15 days, during which she 
showed progressive improvement in facial function and 
complete resolution of otalgia. At the end of the treatment, 
she presented with mild residual facial weakness, without 

complications such as postherpetic neuralgia (Figure 3) 
(Figure 4).
                                                                                     
The patient provided written consent for the anonymous 
publication of this case.

Discussion

RHS, also known as herpes zoster oticus, is a rare but clinically 
significant neurological condition caused by reactivation of 
VZV in the geniculate ganglion of the facial nerve (cranial 
nerve VII). This reactivation can result in a complex clinical 
picture of peripheral facial paralysis and vesicular lesions in 
the distribution of the facial nerve, frequently accompanied 
by auditory and vestibular symptoms. This case represents a 
textbook presentation of RHS and exemplifies the challenges 
of diagnosis and management in resource-limited settings.

Figure 1. Vesicular and crusted lesions on the right auricle, typical 
of Ramsay Hunt syndrome (herpes zoster oticus).

Figure 3. Clinical improvement after treatment showing resolution 
of a mild residual facial weakness.

Figure 2. Right-sided peripheral facial paralysis (House-Brackmann 
grade III), with visible asymmetry of the labial commissure and 
incomplete eyelid closure.  

Figure 4. Clinical improvement after treatment showing resolution 
of auricular lesions.
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Following primary infection (chickenpox), VZV remains latent 
in sensory ganglia for decades. Reactivation may be triggered 
by factors such as immunosuppression, stress, advanced 
age, and comorbidities. In RHS, reactivation in the geniculate 
ganglion, which contains motor and sensory fibers of the facial 
nerve, as well as connections to the vestibulocochlear nerve 
(cranial nerve VIII)—can lead to inflammation extending to 
the cochlea, vestibule, and middle ear[13].

Although more common in individuals over 60, this case 
highlights an atypical presentation in a previously healthy 
young adult, suggesting under-recognized prevalence in 
less-studied populations. The lack of robust epidemiological 
data in Sub-Saharan Africa further complicates prevalence 
estimates, making this report particularly valuable for regional 
medical literature[14].

Clinical Manifestations

Peripheral Facial Paralysis: Caused by facial nerve 
involvement, resulting in facial asymmetry, inability to close 
the ipsilateral eye, and loss of facial expression. In this case, 
the patient exhibited grade III facial paralysis on the House-
Brackmann scale, indicating moderate dysfunction[15].

Auricular Vesicular Lesions: Vesicular eruptions in the 
auricle and external auditory canal are pathognomonic of 
RHS and reflect viral replication in the sensory distribution of 
the facial nerve[16]. 

Auditory and Vestibular Symptoms: Sensorineural hearing 
loss and vertigo, as seen in this patient, are indicative of 
vestibulocochlear nerve involvement, more common in 
severe RHS type II presentations[17]. 

Additional symptoms may include dysgeusia (taste alteration 
in the anterior two-thirds of the tongue), xerostomia (dry 
mouth), and xerophthalmia (dry eyes), due to autonomic 
involvement of the facial nerve[1]. 

Diagnostic Rationale

The diagnosis of RHS is primarily clinical, based on 
correlating neurological findings with dermatological signs. 
In this case, the combination of unilateral peripheral facial 
paralysis, severe otalgia, and ipsilateral vesicular lesions 
allowed for diagnosis even in the absence of imaging (CT, 
MRI) or serology[13]. Up to 50% of facial palsy cases due to 
herpes zoster are misdiagnosed initially, delaying antiviral 
therapy and worsening outcomes[16]. Early clinical recognition 
is crucial in low-resource environments.

Differential Diagnosis

Bell’s Palsy: Idiopathic facial nerve palsy without vesicular 
eruptions or significant pain. The presence of vesicular 
lesions excluded this diagnosis[1].

Otitis Media with Facial Paralysis: Typically associated with 
middle ear inflammation, more frequent in children. Lack of 
otoscopic inflammatory signs and presence of vesicular rash 
made this unlikely[12]. 

Zoster Sine Herpete: A variant of VZV reactivation without 
skin lesions. This was excluded due to visible vesicles[14]. 

Other excluded conditions included cerebellopontine angle 
tumors and inflammatory or ischemic neuropathies, for which 
no clinical evidence was present.

Treatment and Management

The therapeutic approach includes antiviral therapy, 
corticosteroids, analgesics, and physical rehabilitation. 
The treatment regimen in this case was:

Antiviral (Acyclovir 200 mg BID for 15 days): Inhibits viral 
replication. Early initiation within 72 hours is linked to better 
outcomes[18]. 

Corticosteroids (Prednisone 5 mg BID for 5 days): Reduce 
inflammation and nerve edema, improving prognosis[19]. 

Analgesics (Diclofenac 50 mg TID for 10 days): Control of 
severe pain, often disabling in RHS.

Facial Physiotherapy: Chewing gum was used to stimulate 
muscle function and prevent atrophy[16]. 

Although therapy started after 96 hours from symptom onset, 
persistent active lesions justified intervention, aligning with 
international guidelines[20]. 

Prognosis

Complete recovery in RHS ranges from 50% to 70%, even 
with early treatment. Cochlear and vestibular involvement, 
as observed in this case, is associated with a worse 
prognosis[16]. The patient showed substantial recovery 
after 15 days of treatment, with only mild residual paresis, 
consistent with the literature.

Epidemiological Significance and Case Relevance

This may be the first documented RHS case in Angola, 
significantly enriching African and global medical literature. 
In low-income settings, underreporting and limited diagnostic 
access obscure the true burden of RHS.

Moreover, this case underscores the value of detailed clinical 
examination in low-resource contexts. Prompt recognition of 
vesicular lesions in the auricular region should always prompt 
thorough evaluation of facial and auditory function.
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Conclusion
RHS is a rare yet clinically recognizable condition that 
relies heavily on accurate physical examination and 
targeted history-taking for diagnosis. This case reinforces 
the importance of early intervention, even where 
diagnostic tools are scarce, and emphasizes the need for 
broader awareness to reduce diagnostic delays.

The positive therapeutic outcome demonstrates the potential 
for functional recovery with proper management and 
structured follow-up. Furthermore, the publication of this case 
advances medical knowledge in Sub-Saharan Africa and 
supports the development of locally adapted, evidence-based 
clinical protocols.
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