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“I wish I could state anything very satisfactory as to treatment of the after-
pains, which are sometimes so severe as to make the patient weary of exis-
tence.” — William Bowman (1867)1

Some progress has been made in preventing and treating
the recurrence of the chickenpox or varicella-zoster
virus — known as shingles or herpes zoster — since

Bowman made this statement, but there is still much to be
done. Many people over 60 years of age have probably expe-
rienced herpes zoster and its consequences, because the dis-
ease is common, directly related to age, has frequent compli-
cations and can be severe, even lifelong. Drolet and
colleagues have documented the burden of herpes zoster in
the Canadian population by reporting an important impact on
quality of life.2 The authors assessed severity of pain related
to herpes zoster, effect on activities of daily living and quality
of life in 261 patients with herpes zoster and the 24% in
whom postherpetic neuralgia developed. They found that the
disease had a major impact on sleep, enjoyment of life, gen-
eral activities, mood, and levels of anxiety and depression.

Herpes zoster is the most common neurologic disorder, and
postherpetic neuralgia is its most common and feared complica-
tion. In Canada each year, there are 130 000 new cases of herpes
zoster, 17 000 cases of postherpetic neuralgia and 20 deaths.3

Postherpetic neuralgia can result in severe pain; patients are often
unable to wear clothing that comes in contact with the lesions or
to be outside in the wind because of the sensitivity of the skin on
the thorax and face (common sites). There may be loss of vision
or even loss of the eye as well as facial scarring. Less frequent
consequences include inflammation of the spinal cord, brain and
meninges, and facial paralysis. Herpes zoster and postherpetic
neuralgia will probably increase as the population ages; the inci-
dence of postherpetic neuralgia rises from 10% among people of
all ages to as high as 40% among those 50 years and older.4

Three approaches are available to deal with herpes zoster
and its complications. The first is to treat established post -
herpetic neuralgia, a neuropathic pain. General guidelines for
neuropathic pain suggest starting with a tricyclic antidepres-
sant or a gabapentinoid (gabapentin, pregabalin), followed by
an opioid if necessary.5 Unfortunately, randomized controlled
trials have shown only a 20%–40% reduction in severity of
pain.6 This approach has limited success in clinical practice,6

where patients may be older, have concomitant diseases and
be taking other drugs. Using one category of drug is often
inadequate for treating neuropathic pain such as postherpetic

neuralgia, so combinations of different drugs have been used
with the hope of achieving an additive effect.6

Second, the acute pain and rash caused by herpes zoster
and possibly postherpetic neuralgia4,8 may be relieved by
aggressive treatment with antivirals (famciclovir, valacyclovir)
within 72 hours after the onset of the rash (or even at the stage
of acute, segmental, neuropathic pain [burning or shock-like]
in the forehead or midthorax, which often precedes the rash).4

Tricyclic antidepressants such as ami triptyline or gabapenti-
noid or both can be considered and, if the pain is severe, an
opioid and even a nerve block (all untested by randomized
controlled clinical trials) can be used. There is evidence that
the early use of antivirals will provide relief for acute pain and
hasten healing of the rash, but the evidence for using antivirals
to prevent postherpetic neuralgia is weak4 or absent.8 However,
this approach may at least attenuate acute pain and rash, pro-
vided treatment is administered quickly.

Third, a vaccine for preventing herpes zoster and post -
herpetic neuralgia has been approved in Canada for people 60
years of age and older.9 This live, attenuated vaccine reduces
the development of herpes zoster by 50% and postherpetic
neuralgia by 67%;9 even if herpes zoster occurs, postherpetic
neuralgia may be attenuated. The vaccine offers a substantial
effect and appears to be safe.9 Yet evidence shows that it is
underused; in 2008, only 7% of potential recipients were vac-
cinated.10 This low coverage may be due, in part, to vaccine
phobia, to the cost of the vaccine (about $150) because it is
not covered by insurance, and to the logistics of using a
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Key points

• Herpes zoster and postherpetic neuralgia are common,
directly related to age, and the complications can be
severe and lifelong.

• Several evidence-based treatments for postherpetic
neuralgia have been shown to be moderately effective.

• Early and aggressive treatment of herpes zoster can reduce
the severity of symptoms and possibly the incidence of
postherpetic neuralgia.

• Herpes zoster vaccine appears to be underused.
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frozen vaccine (it needs to be administered within 30 minutes
after reconstitution to be effective).

The future epidemiology of herpes zoster has been
recently addressed.11 It is hoped that the increasing rates of
varicella vaccination among children, improved awareness of
the need for timely antiviral therapy and the availability of a
vaccine for adults will reduce the incidence of both herpes
zoster and postherpetic neuralgia. The number of people who
are susceptible to herpes zoster will increase steadily as the
proportion of the elderly population — and the number of
immunocompromised patients (transplant recipients, patients
with HIV infection and patients with cancer receiving radia-
tion and chemotherapy) — increases.

Varicella vaccination of children may have the paradoxical
effect of increasing the rate of herpes zoster in the short term,
because adults from the prevaccine era will be exposed to less
exogenous virus and thus will not receive the periodic boost-
ing of immunosurveillance that keeps the disease in check.
The incidence of herpes zoster could increase substantially
during the next 20 to 50 years.

In conclusion, better drugs are needed for the therapy of pos-
therpetic neuralgia. We should continue to treat herpes zoster in
a timely fashion, ideally within 72 hours of rash onset or even
with the occurrence of acute segmental pain. Given the evidence
we have to date, increased use of the vaccine for zoster preven-
tion is likely the best way to diminish the impact of this disease.

This commentary was solicited and has not been peer reviewed.
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