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Abstract

Acute Herpes Zoster (AHZ) occurs due to reactivation of dormant Varicella zoster virus within neurons. It is more common in
the elderly diabetics and immuno-compromised patients. Such patients are more likely to develop debilitating neuropathic pain
known as post herpetic neuralgia (PHN). Various researchers suggest that early antiviral treatment can prevent development of
PHN and reduce it’s severity when it does occur. A retrospective study on 45 patients of herpes zoster ophthalmicus treated with
oral acyclovir of different strengths with or without systemic steroid were evaluated for post herpetic neuralgia at repeated
intervals for one Year in herpes zoster ophthalmicus cases. Our study suggests that a combination of antiviral drugs and steroid

may have the best results in the management of PHN.
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Introduction

Herpes zoster presents as a rash of 2-3 weeks
duration in immunocompromised patients that is
accompanied by moderate to severe pain.! Herpes
zoster ophthalmicus occurs when reactivation of the
latent virus in the trigeminal ganglia involves the
ophthalmic division of the nerve. Herpes zoster affects
the trigeminal ganglion in 10-15 percent of patients
with ophthalmic division involvement in 89% of these
patients.>® The virus damages the eye and surrounding
structures by secondary perineural and intraneural
inflammation of sensory nerves.* Herpes zoster
ophthalmicus represents approximately 10 to 25 percent
of all cases of Herpes zoster.> Although herpes zoster
ophthalmicus most often produces a classic dermal
rash, a minority of patients may have only ophthalmic
findings, limited mainly to the cornea. Direct ocular
involvement is not specifically correlated with age,
gender or severity of disease. Serious sequelae include
chronic ocular inflammation and vision loss.

In some patients pain does not resolve when the
rashes heal but continues for weeks, months or years.
The persistent pain is called post herpatic neuralgia.
The IHS (International Headache Society) defines post
herpetic neuralgia (PHN) as follows:-

1. Pain in the distribution of a nerve or nerve division
in the head.

2. Herpetic eruption in the territory of the nerve.

3. Pain precedes eruption of rashes by less than 7
days.

4. Pain lasts longer than 3 months.

The pain is constant deep burning or gnawing and
may be provoked by light touch. Paraesthesis,
dysaesthesia and electric shock like pain have been
reported. No single treatment relieves PHN. In many
cases a combination of treatment is required.” Oral
antiviral agents are recommenced for seven days in
patients with HZ who are at risk of developing PHN

(patients over 50 years old with severe acute pain,
severe rash, or significant prodromal symptoms).
Despite the combined use of tricyclic antidepressants,
anticonvulsants (gabapentin and pregabalin), antiviral
drugs and analgesics, PHN is often refractory to
pharmacological treatment and prevention strategies.®°

Aim of Study: To compare the effect of acyclovir,
steroids and combination therapy in the pain
management of post herpetic zoster neuralgia.

Materials and Methods

A retrospective study comprising cases of Herpes
zoster opththalmicus with post herpetic neuralgia
treated at the Department of ophthalmology, Dr. RML
Hospital, New Delhi was designed based on the
patients’ records over a period of five years from 2010-
2015 with a minimum follow up period of one year.
Patient’s age, gender, history of herpetic involvement,
pain score, type of management given to the patient and
recurrences were also noted. Pain scoring was done
based on verbal ratings. Pain scoring was done at the
time of presentation, one month, three months, and one
year. Numerical ratings were done on a scale of 0-10.
0: No pain
1-3: Mild pain
4-6: Moderate pain
7-10: Severe pain

Results

A total of 45 cases of herpes zoster opthalmicus
with post herpetic neuralgia presenting in OPD from
2010-2015 were evaluated as described above for a
minimum follow up period of one year. Approximately
24.4% cases in our study were less than 50 years of age.
Not much difference was seen in the number of male
and female patients. (Table 1)
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15.5% of cases presented before the onset of
rashes. Maximum number of patients presented with a
week of onset of rashes (Table 2).

Patients were treated with acyclovir 200mg, 400mg
or 800mg 5 times daily for 1 week depending upon the
severity of illness. Steroids were given in some cases in
the form of oral prednisolone (40mg) daily and tapered
over a period of 3 weeks.

On the basis of treatment given, the patients were
grouped as follows:

Group-I: Only acyclovir 200mg, 400mg or 800mg.
Group-I11: Only steroids.

Group-11l: Combined acyclovir in varying doses of
200mg, 400mg or 800mg and oral steroids.

Group-1V: No treatment.

The patients were followed up for a minimum of
one year duration. Pain scoring was done at the time of

Table 1: Age distribution

presentation, one month, three months, and one year,
Numerical ratings were done on a scale of 0-10.
0: No pain
1-3: Mild pain
4-6: Moderate pain
7-10: Severe pain

In our study (table no. 3) all patients who
recovered from neuralgia as early as three months were
those who received acyclovir and oral steroids together.
Equivalent results were seen in such cases as regards
the varying doses of acyclovir at one year follow up. At
1yr follow up only one of 15 cases receiving acyclovir
alone and one out of 10 cases receiving oral steroids
alone were symptom free where as those receiving
combination of acyclovir and oral steroids were
symptom free in 14 out of 16 cases.

S. No. Age of the patient | No of male patient | No. of female | Total patients | Total percentage
patient
1. Less than 40yrs 1 1 2 4.4%
2. 40-50yrs 6 3 9 20%
3. 50-60yrs 13 9 22 48.8%
4. 60-70yrs 3 4 7 5.5%
5. more than 70yrs 2 3 5 11.1%
6. Total 25 20 45
Table 2: Time of first presentation

S. No. No. of patients Percentage

1. Before onset of rash 7 15.5

2. Onset to 7 days 19 42.1

3. 7 days to 1 month 12 26.6

4. 1-3 months 5 11.1

5. After 3 months 2 4.4

Table 3: Mean pain scores at follow up
Initial 1 month 3 month 1 year

Group 1 (n=15) 8.6 5.2 2.9 1.6

Group 2(n=10) 6.9 3.2 2.4 1.4

Group 3(n=16) 7.6 3 0.5 0.18

Group 4(n=4) 4 2.5 2 1

Discussion

Theoretical models suggest that reducing pain
during the acute phase of herpes zoster may stop the
initiation of the mechanisms that cause chronic pain,
thus reducing the risk of postherpetic neuralgia.'® If the
condition develops, treatment focuses on preventing
chronic pain syndrome. Several medications have
proved effective for postherpetic neuralgia and should

be selected based on individual patient
characteristics.!*1°
Multiplicity of drugs like carbamazepine,

gabapentin, amitryptline, local capsaicin cream have
been tried to treat PHN and it can be refractory to these
therapies. Older age, greater acute pain during herpetic

and greater rash severity are risk factors for PHN. There
is a greater risk of PHN in patients with severe acute
infection accompanied by greater neural damage.'®
Scheie reported successful use of oral steroids in PHN
and decreased severity of keratitis, uveitis, glaucoma.'’
Treatment of Herpes zoster ophthalmicus by acyclovir
and other antiviral drugs reduces the severity of
infection and limits damage,® but antiviral therapy does
not prevent PHN in all patients,®® though varying
evidences exist showing prompt antiviral treatment can
prevent the development of PHN and reduce severity
when it does occur. Options include acyclovir and the
newer antiviral drugs likely valacyclovir and
famciclovir. Their benefits include a reduction in the
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incidence of PHN at 6 months and a faster resolution of
the pain symptoms. The early use of acyclovir has also
been shown to reduce the incidence and severity of
PHN.2® The optimum window seems to be within 72
hours of appearance of the rash? but observational
studies suggest even treatment outside 3 days may be of
benefit.?? This is particularly for patients at high risk of
morbidity such as those affected by herpes zoster
ophthalmicus and HIV.%®

The addition of corticosteroids to acyclovir
decreases the pain of acute herpes zoster®* and speeds
lesion healing and return to daily activities.
Combination therapy with corticosteroids and antivirals
should be considered in older patients with no
contraindications.?*

Conclusion

Our study shows that a combination of oral steroids
and acyclovir may be the best option to prevent PHN in
a case of herpes zoster ophthalmicus. Dosage of
acyclovir can be titrated according to the severity of
herpes zoster. The study does have limitations in the
form of small size, subjective assessment of the pain
and the study being retrospective. Prospective RCTs
with large sample size are needed.
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