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Herpes Zoster and Postherpetic Neuralgia:
Diagnosis and Therapeutic Considerations
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Abstract
Herpes zoster (HZ), also known as shingles, is a
painful vesicular rash resulting from reactivation
of the virus that also causes chickenpox –
Varicella zoster virus (VZV). Typically, the rash
runs its course in a matter of 4-5 weeks. The
pain, however, may persist months, even years,
after the skin heals. This phenomenon is known
as postherpetic neuralgia (PHN). Often described
as an intense burning, itching sensation, this
pain can be significant to the point of being
debilitating, and as such can greatly affect
quality of life. Although shingles is generally
regarded as a self-limited condition, the fact it
can take several weeks to resolve and has the
potential for development of complications such
as PHN presents a challenge to clinicians. Many
treatment options are available, each offering
variable levels of efficacy. Conventional therapies
include prescription antivirals, corticosteroids,
and analgesics, both oral and topical. Other
considerations include use of over-the-counter
anti-inflammatory agents, physiotherapy, and
nerve block injections. This article reviews herpes
zoster and postherpetic neuralgia, and presents
the most effective conventional treatment options
currently available, as well as select botanical,
nutritional, and other considerations that may be
beneficial in the management of this condition.
(Altern Med Rev 2006;11(2):102-113)

Introduction

Herpes zoster (HZ) is the reactivated form
of the Varicella zoster virus (VZV), the same virus
responsible for chickenpox. HZ is more commonly
known as shingles, from the Latin cingulum, for “girdle.” This is because a common presentation of HZ
involves a unilateral rash that can wrap around the
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waist or torso like a girdle. Similarly, the name zoster
is derived from classical Greek, referring to a beltlike binding (known as a zoster) used by warriors to
secure armor.
Annually, over 500,000 people in the United
States experience a shingles outbreak.1 Over 90 percent of the adult population in the United States has
serological evidence of a prior VZV infection and thus
are at risk for developing shingles.2 There is no way
to predict who will develop HZ, when the latent virus
may reactivate, or what may trigger its reactivation.
However, the elderly and those with compromised
immunity – such as those who have undergone organ
transplantation or recent chemotherapy for cancer, or
individuals with HIV/AIDS – are at greater risk for
developing HZ. Between 10-20 percent of normal
(immunocompetent) adults will get shingles during
their lifetime.1,3,4 This figure increases dramatically to
50 percent for those over age 85 years.5

Etiology and Pathology

VZV is one of eight known herpes viruses
that infect humans (Table 1). Its structure is characterized by an icosahedral nucleocapsid surrounded
by a lipid envelope. Double-stranded DNA is located
at its center. The virus is approximately 150-200 nm
in diameter and has a molecular weight of approximately 80 million.6
Primary infection is clinically identified
as Varicella or chickenpox. VZV is ubiquitous and
highly contagious, with initial exposure typically occurring during childhood. The virus enters the host
via the respiratory system, replicates at an undefined
site (presumably the nasopharynx), infiltrates the
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Table 1. Human Herpes Viruses

Human Herpes Virus (HHV)

Common Associated Disease

Herpes simplex, type 1 (HSV-1)

Oral herpes lesions

Herpes simplex, type 2 (HSV-2)

Genital herpes lesions

Varicella zoster virus (VZV)

Chickenpox, shingles

Epstein-Barr virus (EBV)

Infectious mononucleosis

Cytomegalovirus (CMV)

CMV mononucleosis

Human herpes virus 6 (HHV-6)

Roseola, mononucleosis syndromes

Human herpes virus 7 (HHV-7)

Currently, no human disease definitely linked

Human herpes virus 8 (HHV-8)

Suspected association with Kaposi’s sarcoma

r eticuloendothelial system, and eventually makes
its way into the bloodstream. Evidence of viremia is
manifested by the scattered nature of the telltale skin
lesions on the body.
The usual incubation period for Varicella is
14-16 days, with communicability ranging from 1021 days after initial exposure. An individual can no
longer transmit VZV once the final skin lesions have
crusted. Indirect transmission (via an immune third
person) is not thought to occur.7
Once the initial outbreak has subsided, VZV
then retreats into the dorsal root ganglia where it can
lie dormant for years until some excitatory factor
triggers reactivation. The associated outbreak is then
clinically identified as HZ or shingles. Microscopic
examination of select dorsal root ganglia tissue during active HZ shows presence of hemorrhage, edema,
and lymphocytic infiltration.6 Figure 1 illustrates the
typical progression of VZV from Varicella to zoster.
Lowered cellular immunity places an individual at risk for HZ, hence the susceptibility of immunocompromised individuals and the elderly. It has
been proposed that one reason VZV may not recur
as frequently as other herpes viruses, such as Herpes simplex, type 1 (HSV-1) or Herpes simplex, type
2 (HSV-2), is that genes involved in reactivation of
HSV are missing in VZV.8

Signs and Symptoms

The classic presentation of HZ starts with a
prodrome of mild-to-moderate burning or tingling (or
in some cases numbness) in or under the skin of a
given dermatome, often accompanied by fever, chills,
headache, stomach upset, and general malaise. Within 48-72 hours from the prodrome, an erythematous,
maculopapular rash forms unilaterally along the dermatome and rapidly develops into vesicular lesions
reminiscent of the original chickenpox outbreak. The
pain associated with shingles varies in intensity from
mild to severe,5 such that even the slightest touch or
breeze can elicit excruciating spasms. The lesions
usually begin to dry and scab 3-5 days after appearing. Total duration of the disease is generally between
7-10 days; however, it may take several weeks for the
skin to return to normal.

Complications

The most common complication associated
with HZ is the development of postherpetic neuralgia (PHN), a condition where pain accompanying the
rash persists long after the lesions have healed. This
pain has been characterized as an unrelenting sharp,
burning, stabbing pain, capable of making unbearable the most menial activities of everyday life, such
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Figure 1. Progression of Varicella
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as bathing or dressing. PHN is of particular concern
with increasing age because it is estimated that half
the individuals over age 50 who develop shingles also
develop PHN.9 Other potential complications of HZ
include encephalitis, myelitis, peripheral nerve palsies, and forms of contralateral hemiparesis.2
Although unilateral presentation is most
common, HZ may become generalized, which is often indicative of compromised immunity or underlying malignancy. Prior to antiviral drugs, cutaneous
dissemination of HZ was reported in 6-26 percent
of immunocompromised patients. Of these patients,
up to 50 percent manifested some evidence of visceral involvement, resulting in complications such as
pneumonitis, encephalitis, or hepatitis.10 Generalized
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cutaneous HZ may also arise in immunocompetent
individuals, albeit to a far lesser degree in both frequency and severity.11 Thus, it is prudent to rule out
the possibility of underlying malignancy or immune
dysfunction, should this presentation arise.
The dermatomes from T3 to L3 are most
commonly involved in HZ (Figure 2). However, in
some cases, the virus may afflict the cranial nerves,
which can lead to complications.
Involvement of the trigeminal nerve (cranial
nerve V) can result in lesions appearing on the face,
in the mouth, in the eye, or on the tongue. Zoster ophthalmicus is a form of HZ involving the ophthalmic
ganglion of the trigeminal nerve, resulting in painful
eye inflammation that can impair vision and in some
cases cause temporary blindness. HZ ophthalmicus

Alternative Medicine Review u Volume 11, Number 2 u 2006

Copyright © 2006 Thorne Research, Inc. All Rights Reserved. No Reprint Without Written Permission. Alternative Medicine Review Volume 11, Number 2 June 2006

Herpes zoster

Review

accounts for approximately 10-25
percent of HZ cases.12 If not treated
promptly, permanent damage can occur, including chronic ocular inflammation, debilitating pain, and vision
loss.
Ramsay-Hunt Syndrome is
a fairly rare manifestation of HZ involving the geniculate ganglion of the
facial nerve (cranial nerve VII). The
auditory nerve (cranial nerve VIII)
can also be affected.13 The pain and
lesions appear in the external auditory canal and are often accompanied
by vertigo, tinnitus, facial paresis,
and ipsilateral hearing loss.14 In addition, loss of taste in the anterior twothirds of the tongue can also occur.6
Although considered a self-limiting
disease, permanent sequelae can result as complete recovery is estimated
to be less than 50 percent. The most
common morbidity results in facial
weakness on the affected side.14

Diagnosis

Initial diagnosis poses a challenge during the prodromal stage of
the disease, which typically lasts 1-2
days but can persist up to three weeks
before the appearance of skin lesions.15 Furthermore, some individuals may only present with prodromal
symptoms, never developing the telltale rash. This phenomenon is known
as “zoster sine herpete.”
Pain can be misdiagnosed as
appendicitis, myocardial infarct, renal colic, cholelithiasis, or colitis, depending on its intensity and the location of the affected nerve.16 Common
differential diagnoses at this stage
include pleurisy, cardiac disease, herniated nucleus pulposus, trigeminal
neuralgia, and Bell’s palsy.15,16

Figure 2. Dermatomes Involved in Herpes Zoster
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Although shingles can manifest in any number or variety of dermatomes,
T3 to L3 are most commonly affected.
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An appropriate diagnosis of HZ is aided by
the appearance of a vesicular rash with characteristic
distribution. When the presentation of skin lesions is
not as clear, as may be the case with immunocompromised patients, laboratory confirmation is recommended. The polymerase chain reaction (PCR)
technique is the most sensitive and specific diagnostic test, as it can detect VZV DNA in fluid from the
vesicle. Availability of the PCR technique, however,
may pose a challenge.17 Viral culture is possible but
typically has low sensitivity. VZV is labile, resulting
in difficult recovery of an adequate sample from vesicular fluid. Use of direct immunofluorescence assay
is a good alternative to PCR. It is preferred over viral
culture, as it is more sensitive, of lower cost, and offers a more rapid turnaround time.2

Conventional Treatment Options

The objective of conventional therapy in the
treatment of HZ is to accelerate healing of the lesions,
reduce the accompanying pain, and prevent complications. Medications typically prescribed include
antiviral agents, corticosteroids, analgesics, non-steroidal anti-inflammatory drugs (NSAIDS), and tricyclic antidepressants.

Antiviral Agents

Currently, treatment of HZ with antiviral
medication appears to be the method of choice, particularly when treating elderly and immunocompromised patients. Although multiple clinical investigations have demonstrated efficacy in reducing both
duration of the rash and severity of the associated
pain,9,18-21 benefit has only been demonstrated in patients who receive treatment within 72 hours after onset of the rash. Efficacy for prevention of PHN is not
as definitive, with studies observing only moderate
benefit in reducing its development.22
The three most commonly used antiviral
agents, acyclovir (Zovirax), valacyclovir (Valtrex),
and famciclovir (Famvir), demonstrate similar rates
of success. These medications are generally well-tolerated, with the most common side effects being abdominal pain, nausea, vomiting, dizziness, and headache.
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Corticosteroids

Oral corticosteroids have commonly been
used for pain management in HZ, although clinical
trials have yielded inconsistent results for reducing
development of PHN. One study using a combination
of prednisone and acyclovir demonstrated a significant reduction in pain associated with HZ.23 However, two double-blinded, randomized, controlled trials
concluded that administration of corticosteroids for
21 days did not prevent development of PHN.23,24

Analgesics and NSAIDs

The pain associated with HZ covers a broad
spectrum of intensity. Generally, individuals with
mild-to-moderate pain find sufficient relief via overthe-counter topical or oral analgesics and anti-inflammatory agents, such as aspirin, acetaminophen, or
ibuprofen. Several studies have observed that topical
aspirin preparations can provide effective temporary
relief in cases of acute herpetic neuralgia and PHN.2527
In a randomized trial comparing the efficacy of a
topical aspirin-moisturizer (75 mg aspirin/mL of
moisturizer three times daily) to oral aspirin (375750 mg three times daily) on 15 patients for 21 days,
the topical preparation provided quicker pain relief
(mean time of 44 minutes versus 110 minutes) and
longer duration of relief (mean time of 5.4 hours versus 3.5 hours) than oral aspirin.26 One double-blind,
comparative clinical trial on 40 patients found topical aspirin was as effective as topical lidocaine in the
treatment of PHN.27
In patients with severe pain, use of narcotics
may be indicated. A typical recommendation is 30-60
mg of codeine every six hours when necessary.28 In
the management of PHN, studies indicate significant
pain relief from opioids, such as oxycodone and morphine, compared to placebo.29,30 Side effects include
nausea, constipation, sedation, and decreased appetite.
Use of nerve block injections is another option in the conventional medical model. Local anesthetic may be injected around the affected nerves,
providing pain relief typically lasting 12-24 hours.31
Location of nerve block is dependent on the involved
dermatome. If the head, neck, or arms are affected,
a stellate ganglion block is performed, with injections placed at the base of the neck just above the
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collarbone. Dermatomal patterns involving the chest,
trunk, or lower extremities are addressed via epidural block. Long-term relief can be accomplished by
repeating the procedure 2-3 times within a two-week
period, provided it is administered at an early stage
of the disease. Even with this in mind, however, the
effectiveness of nerve block injections for reducing
or preventing PHN is questionable.32

Tricyclic Antidepressants

Low-dose tricyclic antidepressants (TCAs)
have been used for PHN. Although TCAs lessen pain
by inhibiting reuptake of serotonin and norepinephrine,15 they require at least three months for positive
effects. In a randomized trial of patients older than
60 years, it was observed that 25 mg amitriptyline,
administered within 48 hours of rash onset and continued for 90 days, yielded a 50-percent reduction
in pain at six months compared to placebo.33 Antidepressants prescribed for HZ include amitriptyline
(Elavil), nortriptyline (Pamelor), imipramine (Tofranil), and desipramine (Norprammin).15

Natural Treatment Options

Acyclovir and other antiviral drugs have provided a major advancement in the treatment of HZ
and PHN. However, of growing concern is the appearance of acyclovir-resistant HSV strains among
immunosuppressed patients, such as organ transplant
recipients and patients with HIV/AIDS. One study
revealed seven percent of immunocompromised patients had acyclovir-resistant HSV infections.34
As with conventional protocols, the objective
of natural therapeutics in the prevention and treatment of HZ and PHN is to facilitate healing of skin
lesions, reduce pain, and prevent complications. An
underlying goal for employing natural therapies is to
strengthen cell-mediated immunity, thereby allowing
the body’s natural defense mechanisms to control the
virus and prevent recurrence. Natural therapies can
provide solutions to effectively manage herpes viruses, prevent and treat complications, and minimize the
risk of developing viral resistance.

Dietary/Multiple-Nutrient Effects

Incidence of HZ rises sharply after age 50.
One possible explanation is the potential decline in
immune competence (immunosenescence) that can
accompany age, making older individuals more susceptible to infection overall. Maintaining adequate
nutrition is one contributing factor to ensuring healthy
cell-mediated immunity.
A recent study reviewing 243 HZ cases examined whether an association exists between risk of
zoster and fruit and vegetable consumption or dietary
intake of select nutrients (vitamins A, B6, C, and E,
and folic acid, zinc, and iron).35 It was determined
that individuals, particularly those over age 60, who
ate less than one serving of fruit or vegetables weekly
had a three-fold greater risk of zoster compared to
those who ate more than three servings daily. When
considered individually, consumption of select nutrients yielded no statistically significant association
with HZ. However, when consumed collectively, in
the form of fruits and vegetables, intake showed similar dose-related associations with HZ risk. Hence, it
is thought that nutrients may act synergistically to
maintain healthy immune function and, consequently,
decrease zoster risk.

Vitamin A

Vitamin A functions both as a fat-soluble vitamin and a hormone, contributing to the visual pigment rhodopsin and controlling gene transcription
that allows for normal proliferation and differentiation of epithelial cells. Vitamin A is a key immune
modulator, involved in the synthesis of lymphocytes,
neutrophils, cytokines, and immunoglobulins.36
Vitamin A deficiency has been associated
with increased susceptibility to numerous infectious
diseases,37 and is of particular concern in patients undergoing bone marrow transplants. An observational
trial on 120 bone marrow transplant patients demonstrated an association between increased incidence of
hyporetinolemia and increased risk of HZ infection.38
This finding suggests the need to explore whether a
causal relationship exists between adequate retinol
stores, cell-mediated immunity, and potential activation of HZ. Interestingly, the same study also examined a possible association between low vitamin
E levels and increased risk of zoster; no association
was observed.
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Enzyme Therapy

Prior to the introduction of acyclovir, pancreatic enzyme preparations were used effectively
in Germany as a treatment for HZ. Such historical
application led researchers to conduct a comparison
trial.39,40
In a double-blind, controlled, multicenter
trial, two groups of 96 HZ patients were given either
acyclovir (800 mg) or an enzyme preparation (120
mg trypsin, 40 mg chymotrypsin, and 320 mg papain)
five times daily for seven days and followed for 14
days. During the course of the study, intensity of pain
and reddening of skin lesions were measured. No statistically significant difference was seen between the
two groups, either in pain intensity or reddening of
skin lesions during the first seven days. However, on
day 14 a significant decrease in skin reddening was
noted in the acyclovir group; no other parameters revealed statistically significant differences. Overall, the
study concluded that the enzyme preparation was just
as effective as acyclovir. The suspected mechanisms
of action for the enzyme formula included stimulating breakdown of immune complexes and enhancing
cell-mediated immunity.39,40 No data was available
with regard to its effect on PHN prevention.
Excessive transforming growth factor-beta
(TGF-ß) production is associated with immunosuppression, particularly in cancer. A small clinical trial,
which included seven HZ patients with elevated serum TGF-ß (>50 ng/mL), revealed oral administration of an enzyme preparation of papain, bromelain,
trypsin, and chymotrypsin significantly reduced TGFß levels (p<0.05).41

Other Nutritional Considerations

Nutrients, such as vitamin C, vitamin E,
lysine, and zinc have demonstrated potential in the
treatment of HSV-1 and -2. Consequently, they may
also be helpful against HZ, although evidence for
this is primarily in the realm of anecdotal reports and
speculative extrapolation. A more in-depth discussion
on the use of these supplements in the management
of Herpes simplex is provided in an article entitled,
“Natural Remedies for Herpes simplex” by Alan
Gaby, MD (Altern Med Rev 2006;11(2):93-101).
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Botanicals with Specific Efficacy for
Herpes Zoster
Capsaicin (from Capsicum frutescens)

Capsaicin is an alkaloid derived from cayenne pepper (Capsicum frutescens). A well-studied
compound, capsaicin is of particular importance in
the treatment of PHN because of its effect on C-fiber
sensory neurons. These neurons release inflammatory
neuropeptides, such as substance P, that mediate neurogenic inflammation and chemical-initiated pain.42
At high doses, capsaicin functions to desensitize
these neurons. Clinical trials on the use of topical analgesics such as capsaicin creams have demonstrated
benefit in providing temporary pain relief versus placebo in PHN.43,44

Licorice (Glycyrrhiza glabra)

Licorice is one of the most widely used herbs
in traditional medicine, spanning many generations
and several continents. Its properties as an anti-inflammatory, mucoprotectant, and antiviral suggest
it may have potential value in the treatment of HZ.
One constituent, glycyrrhizin, inhibits virus growth
and may also inactivate viral particles. It has demonstrated antiviral activity in vitro against various forms
of herpes virus, including VZV,45-47 and induces interferon production both in vitro and in vivo.48
When glycyrrhizin is taken orally, it is converted to glycyrrhetinic acid with loss of its systemic
antiviral effects.40 However, as a topical, both glycyrrhizin and licorice may provide antiviral activity,
and as such may be beneficial in cases of both HSV
and HZ.49 Further investigation of this application is
warranted.

Madonna Lily (Lilium candidum)

In northern Italy, traditional folk medicine
identifies Lilium candidum as an herbal treatment for
HZ.50 Bulbs of cultivated L. candidum have yielded
successful results when fried in olive oil and applied
externally as a poultice on HZ lesions. Healing properties are thought to come from the presence of eight
spirostanol saponins and two furostanol saponins
identified in the bulb of the plant.51 To date, however, evidence of benefit from this age-old remedy is
primarily anecdotal. Rigorous scientific exploration
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is needed to better understand whether this plant has
antiviral properties and clinical efficacy in persons
with HZ.

Honey/Propolis

A few small studies have examined the effect
of Ganoderma lucidum, either by itself or in combination with other herbs, for the treatment of HZ or
PHN. One case study on two patients with HZ and
two patients with PHN demonstrated administration
of hot-water-soluble extracts of Ganoderma lucidum
(36-72 g dry wt/day) had a dramatic effect on decreasing pain.52
In a small clinical trial, five patients with HZ
(ages 17-74 years) experienced almost complete pain
relief within 10 days of treatment with an oral preparation (numbers in parentheses indicate dry weight
grams per dose) of Ganoderma lucidum (0.75), Wisteria floribunda (0.38), Trapa natans (0.38), Miristica
agrans (0.38), Coix lachryma-jobi (0.75), Elfuinga
applanata (0.38), Panax ginseng (0.3), and Punica
granatum (0.38).53

Since antiquity bee products, specifically
honey and propolis, have been recognized in traditional medicine as aids in wound healing. Today, their
healing properties for select herpes viruses are being
confirmed in both the laboratory and the examination
room; they may prove to be beneficial in the management of HZ.
A small, non-blinded, cross-over study comparing topical application of honey with acyclovir
cream on patients with HSV noted a significantly
shorter duration of episodes and faster healing time
when using a honey application versus the antiviral
drug.55 Similarly, a randomized, blinded-investigator
study, comparing use of a topical propolis ointment to
acyclovir and placebo for 90 patients with confirmed
HSV, concluded that after 10 days a significant number of patients in the propolis group (24/30) had
healed, compared to those in the acyclovir (14/30) or
placebo (12/30) group.56 These findings coincide with
in vitro studies proposing the potential antiviral property of propolis against HSV.57,58

Bi Phaya Yaw (Clinacanthus nutans)

Sangre de Grado (Croton lechleri)

Reishi Mushroom (Ganoderma lucidum)

Clinacanthus nutans, a small shrub found in
Southeast Asia, has long been used in Thailand as a
traditional medicine for snake and insect bites and
various skin ailments. Several small studies have examined its benefit for HZ. One randomized, placebocontrolled trial was performed on 51 HZ patients using a topical preparation of C. nutans extract applied
five times daily for 7-14 days until the lesions were
healed.54 The number of patients with lesions crusting
within three days and healing within 7-10 days was
significantly greater in the experimental group than
the placebo group (p<0.01); pain scores were significantly reduced as well. No side effects were reported
with the medication.

Other Botanical Considerations

The following botanicals or plant extracts
have demonstrated efficacy against HSV-1 and -2, either in vitro or in vivo. They have been highlighted in
this article as possible considerations in the management of HZ, although any benefit should be noted as
either speculative or anecdotal.

Extracts of sangre de grado have demonstrated activity against a number of viruses, including influenza, parainfluenza, hepatitis A and B, and HSV-1
and -2. In a multicenter, double-blind, placebo-controlled study, a topical preparation of proanthocyanidin complex from sangre de grado was administered
to recurrent HSV-2 lesions in AIDS patients. Viral
culture revealed 50 percent of the treated group became culture negative at the end of the 21-day trial,
versus 19 percent of the placebo group.59

Aloe (Aloe vera)

Topical administration of Aloe vera has been
widely used for wound healing. Aloe emodin, an
anthraquinone prepared from Aloe vera, was shown
in vitro to inactivate HSV-2.60 In another study, acemannan (another ingredient of Aloe) was reported
to act synergistically with acyclovir against HSV in
vitro.61
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A two-week, double-blind, placebo-controlled clinical trial on 60 male patients with HSV-2
revealed that those using a topical Aloe extract, applied three times daily for five days, had significantly
shorter healing times (4.9 days) compared to individuals using placebo (12 days).62 Furthermore, 66.7
percent of subjects in the treatment group had resolution of their symptoms within two weeks compared
to 6.7 percent of subjects on placebo.

St John’s wort (Hypericum perforatum and
spp)

St John’s wort is widely known in traditional
medicine as an effective treatment for viral infections
and afflictions related to the nerves. Regarding its effect on herpes viruses, several studies show promise.
Hypericum species have been observed in vitro to
demonstrate potent antiviral activity against HSV1.63-65 In addition, two double-blind, placebo-controlled studies have demonstrated efficacy of orally
administered Hypericum perforatum extract against
HSV.66

Other Treatment Options

Traditional Chinese Medicine (TCM)

Acupuncture has long been regarded as an effective therapy for pain management. Although several cases have been documented on its use in HZ
and PHN, sample sizes have been small. Nonetheless,
positive reports should encourage further investigation. One study documented a case of a 52-year-old
male diagnosed with PHN who was successfully
treated after four treatments using a combination of
acupuncture and moxibustion.67 The patient’s pain,
which extended from the right flank to the inguinal
region, was reduced from a status of severe to that of
mild discomfort, allowing him to return to work.
Preliminary studies demonstrate Chinese
medicine may show promise when used in conjunction with conventional therapies in the management
of PHN. One non-randomized, uncontrolled study on
56 patients, using a five-pronged therapy combination
of acupuncture, nerve block injection, cupping and
bleeding, meditation, and Chinese herbs, reported an
average of 72.1 percent reduction in pain.68
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TENS

Use of Transcutaneous Electrical Nerve
Stimulation (TENS) therapy has been beneficial in
the management of PHN.32,69,70 In one review, the use
of combination therapy consisting of amitriptyline,
topical capsaicin, and TENS was recommended for
the treatment of PHN over antiviral therapy.71

Conclusions

Many options are available to the clinician
for the treatment of HZ and PHN, albeit with variable
degrees of success.
Antiviral agents, such as acyclovir, valacyclovir, and famciclovir, have been shown to reduce both
the pain and healing time of skin lesions associated
with HZ, but have marginal success in preventing and
treating PHN. Corticosteroids may be used for pain
management in HZ, but do not seem to be effective
in prevention of PHN. Analgesics provide effective
temporary pain relief for both HZ and PHN. Nerve
block injections offer more long-term pain relief in
both conditions, provided they are administered early
in the course of the disease. Tricyclic antidepressants
may provide pain relief in cases of PHN, but require
at least three months for positive effects.
The potential for antiviral resistance, particularly in immunosuppressed individuals, is of growing
concern, as this group is at greater risk of developing
HZ and PHN. Furthermore, increased cost of antiviral therapy can present a financial obstacle for at-risk
individuals to obtain conventional medication. These
issues underscore the need to investigate and identify
alternative therapeutic options.
Although vitamin A deficiency appears to
be associated with increased susceptibility to HZ in
immunosuppressed individuals, further investigation
is needed to determine whether a causal relationship
exists. Enzyme therapy may serve as an effective alternative to acyclovir. Topical use of capsaicin in the
management of pain has been shown to be effective
in PHN, while topical applications of licorice extract,
Madonna lily bulb, and C. nutans have been used
in the treatment of skin lesions associated with HZ;
further investigation is needed to determine clinical
efficacy. Small case studies using hot-water-soluble
extracts of reishi mushroom by itself or in combination with other herbs indicate potential benefit in both
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HZ and PHN. As with other herbs mentioned, further
rigorous investigation is needed to determine clinical
relevance.
A number of other natural substances warrant
investigation in the treatment of HZ by virtue of demonstrated efficacy for Herpes simplex viruses. These
include honey and propolis, sangre de grado, aloe,
Hypericum, lysine, zinc, and vitamins C and E.
TCM and TENS, in conjunction with conventional therapeutics, may be beneficial in the prevention and treatment of PHN.
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