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1 Leibniz Institute for Prevention Research and Epidemiology – BIPS, Bremen, Germany, 2 University

Cancer Center Hamburg (UCCH), University Medical Center Hamburg-Eppendorf (UKE), Hamburg,

Germany, 3 Epidemiology Department, Sanofi Pasteur MSD, Lyon, France

☯ These authors contributed equally to this work.

¤ Current address: Novartis Pharma AG, Basel, Switzerland

* schink@bips.uni-bremen.de

Abstract

Background

Herpes zoster (HZ) is caused by reactivation of the latent varicella-zoster virus (VZV). A

severe complication of HZ is VZV vasculopathy which can result in ischemic or hemorrhagic

stroke. The aims of our study were to assess the risk of stroke after the onset of HZ and to

investigate the roles of stroke subtype, HZ location and the time interval between HZ onset

and stroke.

Methods

A self-controlled case-series study was performed on a cohort of patients with incident

stroke recorded in the German Pharmacoepidemiological Research Database (GePaRD),

which covers about 20 million persons throughout Germany. We estimated adjusted inci-

dence rate ratios (IRR) by comparing the rate of stroke in risk periods (i.e., periods following

HZ) with the rate of stroke in control periods (i.e., periods without HZ) in the same individu-

als, controlling for both time-invariant and major potentially time-variant confounders.

Results

The cohort included 124,462 stroke patients, of whom 6,035 (5%) had at least one HZ diag-

nosis identified in GePaRD either as main hospital discharge diagnosis or as HZ treated

with antivirals. The risk of stroke was about 1.3 times higher in the risk periods 3 months

after HZ onset, than in the control periods (IRR: 1.29; 95% confidence interval: 1.16–1.44).

An elevated risk of similar magnitude was observed for ischemic and unspecified stroke, but

a 1.5-fold higher risk was observed for hemorrhagic stroke. A slightly stronger effect on the

risk of stroke was also observed during the 3 months after HZ ophthalmicus (HZO) onset

(1.59; 1.10–2.32). The risk was highest 3 and 4 weeks after HZ onset and decreased

thereafter.
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Conclusions

Our study corroborates an increased risk of stroke after HZ, which is highest 3 to 4 weeks

after HZ onset. The results suggest that the risk is more pronounced after HZO and is

numerically higher for hemorrhagic than for ischemic stroke.

Introduction

Herpes zoster (HZ) is caused by an endogenous reactivation of the latent varicella-zoster virus

(VZV). Primary VZV infection usually occurs during childhood and results in varicella (chick-

enpox). After this, VZV persists asymptomatically in a latent state in the dorsal roots of the

cranial and spinal ganglia. When VZV-specific cell-mediated immunity declines due to

advancing age, immune-compromising diseases, or immunosuppressant or immuno-modula-

tory medication, VZV can reactivate resulting in HZ (shingles). In most cases, HZ presents

with a characteristic, painful unilateral dermatomal vesicular rash affecting one or two

dermatomes.

A severe complication of HZ is VZV vasculopathy which can result in ischemic or hemor-

rhagic stroke.[1] Several epidemiological studies from Taiwan, Sweden, Denmark, the UK,

and the US have investigated the risk of stroke following HZ over different time intervals.[2–9]

Two cohort studies from Taiwan and Sweden observed a 1.3 fold increased risk of any (ische-

mic or hemorrhagic) stroke within 12 months after HZ.[3, 8] Another cohort study based on

the Danish national registers in adults reported a 2.3-fold increased risk in the first two weeks,

a 1.2-fold increased risk between two weeks and one year and a 1.1-fold increased risk after the

first year following HZ as compared to the baseline period.[7] A similar temporal pattern was

observed by Langan et al. in a study based on the UK Clinical Practice Research Datalink

(CPRD) database in adults: the risk of stroke was 1.6-fold increased in the first month, 1.4-fold

increased between one and three months, 1.2-fold increased between four and six months and

not increased between seven and twelve months after HZ.[4] A similar temporal trend was

also observed in a recently published US community cohort study (1986-2011) where Yawn

et al. found a 1.5-fold increased risk of stroke in the first 3 months after HZ among patients

aged 50+ which declined beyond 3 months.[9] In another US study based on Medicare benefi-

ciaries older than 65 years, the observed risks for ischemic stroke were highest in the first week

after HZ (2.7-fold increase) and decreased to baseline risk after 3 months.[6] Breuer et al.

examined also the long term effects of HZ on stroke risks in a matched cohort study based on

data from the UK THIN database and found no increased risk of stroke after a median follow-

up of 6.3 years.[2] The risk of stroke associated with HZ ophthalmicus (HZO) was found to be

higher in studies that differentiated by HZ site.[3–6]

Six of these studies suffered from several limitations: the Swedish and Taiwanese cohort

studies were of small sample size (111 stroke patients with HZ in Sweden, 133 and 53 stroke

patients with HZ and HZO, respectively, in Taiwan) and measured the risk during only one

time interval, i.e. after one year.[3, 5, 8] The Danish cohort study identified HZ patients based

on acyclovir prescriptions which could give rise to misclassification of herpes simplex virus

infection as HZ infections.[7] All six studies had the potential for residual confounding [2, 3, 5,

7–9] due to missing information on important risk factors of stroke. The studies by Langan

et al. and Minassian et al. were not subject to these limitations since they included large num-

bers of stroke patients with recorded HZ (6,500 and 42,900, respectively) and used the self-

controlled case-series (SCCS) study design which controls by design for time-invariant
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confounders.[4, 6] Except for age, both studies did not control for time variant confounders

over a median follow-up period of 12.5 and 5 years, respectively. It is likely that the prevalence

of some major risk factors such as atrial fibrillation and flutter, transient ischemic attacks and

myocardial infarctions as well as the use of antithrombotic medication and statins changed

during this time span.

The aims of our study were to assess the adjusted risk of stroke after HZ onset based on a

large German population database and in particular the assessment of the specific risks of

ischemic and hemorrhagic stroke, of the risk of stroke after HZO, and of the temporal pattern

of the HZ-related risk and to examine the effect of controlling for both time-invariant and

major potentially time-variant confounders.

Methods

Data source

Data was obtained from the German Pharmacoepidemiological Research Database (GePaRD)

which is based on claims data from four statutory health insurance providers covering over 20

million persons throughout Germany. GePaRD contains individual level information on

demographic characteristics, hospitalizations (including admission diagnoses, main discharge

diagnoses, and reason for discharge including death), outpatient physician visits, and outpa-

tient drug dispensation for reimbursed products. While exact dates are provided for hospitali-

zations and outpatient drug dispensations, only the year and quarter are known for outpatient

diagnoses. The acceptability of GePaRD for pharmacoepidemiological research has been

assessed methodologically as well as by validation studies.[10–15] Recently, GePaRD has been

used for various types of pharmacoepidemiological studies including drug utilization studies

and studies investigating the risks of drugs or vaccines [10, 16–18].

In Germany, the utilization of health insurance data for scientific research is regulated by

the Code of Social Law. All involved health insurance providers as well as the Senator for Sci-

ence, Health, and Consumer Protection in Bremen and the German Federal (Social) Insurance

Office as their responsible authorities approved the use of the data for this study. Informed

consent was not required by law, since the study was based on pseudonymous data.

Study design

The SCCS design [19] was used to assess the risk of stroke after HZ by comparing the inci-

dence of stroke in "risk periods" after an HZ episode with the incidence of stroke during "con-

trol periods" without HZ within the same individual. By implicitly controlling for time-

invariant variables this design reduces residual confounding.

Study Population

For this study, data of 7.7 million persons from 2004 to 2011 was used, since at the time of

analysis no more recent data was available. Patients of all ages were included into the study

cohort if they (i) had been insured for at least 12 consecutive months between January, 2004

and December, 2011, (ii) had a diagnosis of ischemic, hemorrhagic, or unspecified stroke dur-

ing the observation period, i.e. after cohort entry, and (iii) had no diagnosis of HZ or stroke

within the 12 months preceding cohort entry (baseline period). Patients with HZ during fol-

low-up were required to have an exact date of HZ onset which could only be retrieved from

HZ-related admissions to hospital or from prescriptions of HZ related antiviral medication.

Hence, patients whose first HZ diagnosis during follow-up was an outpatient diagnosis
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without accompanying prescription of systemic antiviral treatment (acyclovir, brivudin, famci-

clovir, valaciclovir) were excluded.

Patients without HZ during the observation period were also included in this study. These

patients did not directly impact the estimated risk of stroke in time periods following HZ but

contributed to efficient estimation of the effects of other variables included in the multivariable

analysis such as age and vascular risk factors.

Outcome definition

Cases of ischemic, hemorrhagic, and unspecified stroke were identified by searching in the

main discharge diagnoses of hospitalizations for the ICD-10 GM codes (German Modification

of the International Classification of Diseases) I61.-, I63.- and I64.-, respectively. The date of

stroke was defined as the corresponding admission date. Only the first diagnosis of stroke was

considered as the occurrence of subsequent strokes is influenced by previous events, and the

SCCS design requires recurrent events to be independent of each other.[19]

Identification of HZ

ICD-10 GM diagnostic codes for HZ (B02.-) were used to identify HZ cases from the physician

visits and hospitalization data. HZO was identified by the specific ICD-10 GM diagnostic code

B02.3. For hospitalization data, the main hospital discharge diagnosis was used and the date of

zoster onset was defined as the admission date. For outpatient data, diagnoses of HZ qualified

as "certain" or "suspected" by the respective physician were both considered. Date of onset for

these cases was defined as the date of systemic antiviral (acyclovir, brivudin, famciclovir, vala-

ciclovir) prescription. Recurrent episodes of HZ were also considered, and were defined as a

HZ episode after at least three months free of HZ.

Definition of risk periods and time-varying variables

The observation time of each individual was divided into "risk periods" and "control periods".

Risk periods denote the periods after a HZ onset, during which an individual was considered

to have an elevated risk of stroke. For the primary analysis, the beginning of the risk period

was defined as the date of HZ onset, and the end of the risk period as 91 days thereafter (Fig

1a). In a secondary analysis the end of the risk period was further divided into intervals of 1 to

14 days, 14 days to 1 month, 2 to 3 months, 4 to 6 months, and 7 to 12 months after HZ onset.

Any period of follow-up that was more than 12 months, either before or after HZ onset, was

considered as a control period. To account for changes in age over time, the observation

period was also split into 5-year-age periods (Fig 1b). Separate analyses were performed to

control for potential time-varying confounders (see below), in which the follow-up time was

additionally stratified by the respective potential confounder (Fig 1c).

Statistical Analysis

In the primary analysis, a log-linear Poisson model was fitted to estimate the occurrence of the

combined endpoint of ischemic, hemorrhagic, and unspecified stroke, taking into account the

time-dependent effects of age and HZ, using a risk period of 3 months after HZ onset. Second-

ary analyses included subdivision of the risk period, stratification by stroke subtype (hemor-

rhagic vs. ischemic/unspecified stroke), and investigation of the effect of HZO.

Sensitivity analyses were performed to evaluate the robustness of the primary analysis with

respect to the violation of assumptions of the SCCS study design. To rule out any impact of

strokes with fatal outcome, the primary analysis was repeated after exclusion of patients with
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fatal stroke. Effects of potentially time-varying vascular risk factors (myocardial infarction,

transient cerebral ischemic attack, atrial fibrillation and flutter identified from inpatient and

outpatient diagnoses; use of antithrombotics, use of statins identified from outpatient dispen-

sations) were investigated in separate analyses. The first occurrence of the respective codes in

the baseline period or during follow-up was used to define the status of the time-dependent

covariable. To assess the change in prevalence of these risk factors over time, their prevalence

during the baseline period as well as in the last year of the observation period was described.

Codes for the vascular risk factors are available upon request.

All statistical analyses were conducted using SAS version 9.2 and 9.3. Since the SCCS

method has not yet been implemented in standard statistical software, a published macro

based on the SAS-IML programming language has been used for the SCCS analysis.[20]

Results

The cohort included 124,462 patients; 81% had an ischemic stroke, 12% had a hemorrhagic

stroke and 7% had an unspecified stroke. Nine percent of the patients died in hospital after

being admitted for stroke. The average length of follow-up was 5.6 years (standard deviation

1.9). The majority of patients were female (58%) and the mean age of all patients was 71.3

years (standard deviation 12.5). Overall, 94% of cohort members were over 50 years of age

(Table 1).

During the observation time, 6,035 patients (5%) had at least one HZ diagnosis. Of these,

432 (7%) were diagnosed with HZO and 230 (4%) suffered from recurrent HZ. The 3-month

risk periods following the first or recurrent HZ diagnosis comprised 1,560 person-years (0.2%)

and the control periods encompassed 701,090 person-years. Of the strokes, 352 (0.3%)

occurred during the 3-month risk periods and 124,112 during the control periods.

Fig 1. Definition of risk periods: (a) for primary analysis; (b) split by age group; (c) additional

stratification by potential confounders (here: myocardial infarction).

doi:10.1371/journal.pone.0166554.g001
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During the 3 months after HZ onset the risk of stroke was about 1.3 times higher than in

the control periods (age-adjusted incidence rate ratio (IRR): 1.29, 95% CI: 1.16–1.44). An ele-

vated risk of similar magnitude was observed for ischemic and unspecified stroke, whereas a

1.5 times higher risk was observed for hemorrhagic stroke (Table 2). A slightly stronger effect

on the risk of stroke was observed during the 3 months after HZO onset (age-adjusted IRR:

1.59, 95% CI: 1.10–2.32).

Further subdivision of risk periods in secondary analyses revealed that the risk of stroke

was highest 3 to 4 weeks after HZ onset, after which it decreased (Fig 2 and Table 2). Six

months after HZ onset, no statistically significant difference was seen in the risk of stroke

Table 1. Baseline characteristics of study cohort.

Characteristic Cohort, N = 124,462 Cohort members with HZ, N = 6,035

Male sex, n (%) 52,135 (41.9) 2,103 (34.9)

Age, mean (Std) 71.3 (12.5) 72.6 (10.6)

Age categories, n (%)

<30 years 743 (0.6) 14 (0.2)

30-<40 years 1,413 (1.1) 26 (0.4)

40-<50 years 5,289 (4.2) 145 (2.4)

50-<60 years 12,259 (9.8) 446 (7.4)

60-<70 years 29,627 (23.8) 1,483 (24.5)

70-<80 years 39,185 (31.5) 2,208 (36.6)

�80 years 35.946 (28.9) 1,713 (28.4)

Comorbiditya, n(%)

Atrial fibrillation and flutter 13,507 (10.9) 672 (11.1)

Myocardial infarction 5,621 (4.5) 272 (4.5)

Transient cerebral ischemic attack 6,864 (5.5) 368 (6.1)

Comedicationa, n (%)

Use of antithrombotics 33,424 (26.9) 1,687 (28.0)

Use of statins 22,251 (17.9) 1,227 (20.3)

HZ: herpes zoster; Std: Standard deviation
aCo-morbidity and co-medication were assessed in the 12 month prior to study inclusion.

doi:10.1371/journal.pone.0166554.t001

Table 2. Risk of stroke after HZ and HZO compared to control periods.

All HZ HZO

No. of strokes in risk period IRR (95% CI) No. of strokes in risk period IRR (95% CI)

Risk period 3 months

Stroke (any type) 352 1.29 (1.16–1.44) 31 1.59 (1.10–2.32)

Ischemic and unspecified stroke 310 1.27 (1.13–1.42) 27 1.57 (1.05–2.35)

Hemorrhagic stroke 42 1.53 (1.11–2.11) 4 1.82 (0.62–5.37)

Subdivided risk periods (secondary analysis)

<2 weeks 59 1.30 (1.00–1.68) 2 0.63 (0.16–2.53)

week 3–4 73 1.52 (1.20–1.91) 12 3.56 (1.99–6.38)

month 2–3 219 1.24 (1.08–1.42) 17 1.37 (0.84–2.25)

month 4–6 274 1.09 (0.97–1.24) 25 1.44 (0.96–2.17)

month 7–12 444 0.96 (0.87–1.06) 29 0.63 (0.87–1.35)

HZ: herpes zoster HZO: herpes zoster ophthalmicus IRR: incidence rate ratio CI: confidence interval

doi:10.1371/journal.pone.0166554.t002
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between the risk and control periods. The risk of HZO-associated stroke was also highest 3 to

4 weeks after onset (age-adjusted IRR: 3.56, 95% CI: 1.99–6.38), but was numerically higher

than that for all HZ.

Sensitivity analysis on the impact of fatal stroke and potential time-varying confounders

confirmed the results of the primary analysis (Table 3). Although the occurrence of many vas-

cular risk factors considerably changed over time (Table 4), inclusion of these time-varying

variables did not change the effects of HZ on the risk of stroke (Table 3).

Discussion

To our knowledge this is the first study examining the association between HZ and stroke, as

well as stroke subtypes (hemorrhagic, ischemic and unspecified stroke), controlling for both

time-invariant and major potentially time-variant confounders such as atrial fibrillation and

flutter, transient ischemic attack and myocardial infarction as well as the use of antithrombotic

medication and statins.

In this large retrospective cohort study using the SCCS design, we observed a 1.3-fold

increase in the risk of stroke (any type) within 3 months of HZ onset. Sensitivity analyses dem-

onstrated that this result was robust with respect to time-varying confounders despite observed

changes in the prevalence of the investigated vascular risk factors over the observation period.

Fig 2. Incidence rate ratios (IRRs) with 95% confidence intervals for stroke after HZ as well as for stroke after HZO in time

intervals < 2 weeks, week 3–4, month 2–3, month 4–6, and month 7–12.

doi:10.1371/journal.pone.0166554.g002
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The risk of stroke was 1.5-times higher 3 to 4 weeks after HZ onset, and decreased thereafter.

At 6 months after HZ onset the risk was no longer statistically significantly elevated. Risks of

stroke were even more pronounced following HZO. With respect to stroke subtypes, higher

rates of hemorrhagic stroke were observed than for ischemic and unspecific stroke following

HZ or HZO.

The temporal pattern of the risk of stroke was similar to those observed by Langan et al.,

Minassian et al., and Sreenivasan et al.[4, 6, 7] In all three studies, the risk of stroke was higher

in the first weeks following HZ and returned to baseline risk after 1 year. The peak observed by

Sreenivasan et al. and Minassian et al. was within the first week after HZ onset, compared to 2

to 4 weeks in our study, and 1 to 2 months for patients treated with antivirals in Langan et al.

This difference might be explained by the different definitions of HZ onset used in these stud-

ies. Sreenivasan et al defined HZ onset as the start of antiviral therapy; Minassian et al. used

start of antiviral therapy within 7 days before or after HZ diagnosis. In contrast, we defined

HZ onset as admission to hospital or start of antiviral therapy and Langan et al. simply assessed

the period after HZ diagnosis. The risk of stroke after HZ and HZO observed in our study was

well comparable with the risk reported by Langan et al. for patients treated with antivirals. The

3.6-fold risk (95% CI: 2.0–6.4) observed between 3 to 4 weeks after HZO onset was in line with

the risks reported in the two Taiwanese studies (4.5- and 4.3-fold increased risk within 1 year

following HZO).[3, 5]

Our study suggests a slightly higher risk of hemorrhagic strokes than ischemic and unspeci-

fied strokes following HZ onset. This is consistent with the Taiwanese study by Kang et al.,

Table 3. Sensitivity analyses: exclusion of fatal stroke and adjustment for time-varying confounders.

No. of strokes in risk period IRR (95% CI)

Exclusion of fatal stroke (N = 112,719) 319 1.29 (1.15–1.44)

Adjustment for time-varying confounder

Myocardial infarction 352 1.29 (1.16–1.44)

Transient cerebral ischemic attack 352 1.29 (1.15–1.43)

Atrial fibrillation and flutter 352 1.28 (1.15–1.43)

Antithrombotic medications 352 1.32 (1.18–1.47)

Statins 352 1.31 (1.18–1.46)

IRR: incidence rate ratio CI: confidence interval

doi:10.1371/journal.pone.0166554.t003

Table 4. Distribution of time-varying confounders.

Variable Baseline period Observation perioda

Myocardial infarction 5,621 (4.5%) 11,777 (9.5%)

Transient cerebral ischemic attack 6,864 (5.5%) 18,122 (14.6%)

Atrial fibrillation and flutter 13,507 (10.9%) 41,132 (33.0%)

Anticoagulants 11,815 (9.5%) 25,116 (20.2%)

Platelet aggregation inhibitors excl. heparin and ASA 6,533 (5.2%) 20,974 (16.9%)

Other Antithrombotics (enzymes) 14 (<0.1%) 132 (0.1%)

ASA (used as platelet aggregation inhibitors) 16,611 (13.3%) 28,682 (23.0%)

ASA (used as analgesics) 2,722 (2.2%) 5,269 (4.2%)

Statins 22,251 (17.9%) 55,839 (44.9%)

a Only the last year of the observation period was considered.

doi:10.1371/journal.pone.0166554.t004

Risk of Stroke after Herpes Zoster

PLOS ONE | DOI:10.1371/journal.pone.0166554 November 23, 2016 8 / 11



which observed an even more pronounced risk of hemorrhagic stroke (2.8-fold risk compared

to 1.5-fold risk in this study). This higher risk might be explained by ethnic differences, as it

has been indicated in the literature that Asian ethnicity is associated with higher risks of hem-

orrhagic stroke.[21] The risk of hemorrhagic stroke found by Minassian et al. was comparable

to ours. However, this risk was lower than the risk observed for ischemic stroke in the other

study from the US which might be explained by the older age (median 80) of the population

included in the study by Minassian.

A major strength of our study is the size of the study sample, with more than 120,000 stroke

patients of whom 6,035 had HZ during the study period and the high percentage of specific

coding of strokes (93%), which allowed us to calculate separate risk estimates for ischemic and

hemorrhagic stroke. In the study by Langan et al. based on 6,584 patients with incident stroke

and HZ, about 60% of strokes were coded as unspecified and only 6% (n = 422) were coded as

hemorrhagic which precluded any conclusions for stroke subtype specific risks.

Most previous studies could not adequately assess important risk factors such as life-style

factors, socio-economic status and family history of stroke. By using the SCCS design these

probably time-invariant confounders were implicitly controlled for in our study. However,

given the average follow-up time of 5.6 years, the prevalence of major risk factors e.g., atrial

fibrillation and flutter, transient ischemic attack, and myocardial infarction probably changed,

as likely did the use of antithrombotic medication and statins, as was already seen in our study

with shorter follow-up (Table 4). Additionally, age is a potential confounder as both risk of

stroke and incidence of HZ increase with age. Therefore we also adjusted for these time-vary-

ing confounders by stratifying the observation period accordingly and thus conducted the—to

our knowledge—first study adjusting both for normally unmeasurable time-invariant and

important time-variant risk factors.

Although herpes simplex cases may have been misclassified as HZ we consider the risk of

misclassification of HZ was minimized in our study as the clinical picture of HZ is quite char-

acteristic and can be reliably diagnosed. Moreover, we excluded patients with an outpatient

diagnosis of HZ who received no antiviral therapy which has been shown to improve the posi-

tive predictive value.[22] In a previous study conducted by our group, 70% of HZ patients

received systemic antiviral medication.[23] Although treatment percentages were comparable

between immuno-compromised and immuno-competent patients as well as between patients

with complicated and uncomplicated HZ, we cannot exclude that the risk of stroke might dif-

fer in HZ patients treated and untreated with systemic antivirals, which has been reported by

Langan et al. Regarding the anatomical location of HZ, the data only allowed for identification

of HZO which was defined based on diagnosis codes. With this approach based on diagnosis

codes alone we may have missed some cases of HZO, however, we consider it to be very spe-

cific for HZO leading to a high positive predictive value.

Misclassification of stroke is also possible, but previous studies in other databases have

shown that ICD-10 codes of stroke usually have good positive predictive value.[24]

For valid estimation of the risks, the SCCS design requires that the occurrence of exposures

(i.e. HZ) be independent of previous events (i.e. strokes) and that the observation period not

be censored or affected by an event.[19] Both of these assumptions are violated when a stroke

results in death. Thus we conducted sensitivity analyses excluding patients with a fatal stroke

to evaluate the impact of fatal strokes, as recommended by Whitaker et al.[19] However their

exclusion did not change the estimate of the IRRs nor the corresponding CIs, suggesting that

the potential violation of the independence assumption had no impact on the results.

The mechanism underlying the observed risk of stroke following HZ is likely to be multifac-

torial, including VZV vasculopathy due to cerebral arterial infection and systemic inflamma-

tion observed after acute reactivation of latent VZV infection.[1, 25] The true incidence of
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VZV vasculopathy is not known, especially as it has been described that VZV can reactivate in

the absence of rash.[26]

In summary, our study corroborates an increased risk of stroke after HZ after controlling

for time invariant and time-varying confounders. The magnitude of the risk was up to a 50%

increase 3 to 4 weeks after HZ onset. In line with the trends observed in previous studies, the

results suggest that the risk is more pronounced after HZO and is numerically higher for hem-

orrhagic than for ischemic stroke.

Acknowledgments

The authors would like to thank the statutory health insurances for providing data for this

study (namely the Allgemeine Ortskrankenkasse (AOK) Bremen/Bremerhaven, the DAK

Gesundheit and the Handelskrankenkasse (hkk)). They also want to thank Marieke Niemeyer,

MSc for contributing to the statistical analyses.

Author Contributions

Conceptualization: TS SB HB EG.

Formal analysis: SB.

Funding acquisition: EG.

Investigation: TS SB HB KT EG.

Methodology: TS SB HB EG.

Project administration: TS KT.

Supervision: EG.

Visualization: TS SB.

Writing – original draft: TS SB.

Writing – review & editing: HB KT EG.

References
1. Nagel MA, Gilden D (2014) Update on varicella zoster virus vasculopathy. Curr Infect Dis Rep 16: 407.

2. Breuer J, Pacou M, Gautier A, Brown MM (2014) Herpes zoster as a risk factor for stroke and TIA: a ret-

rospective cohort study in the UK. Neurology 83: e27–33. doi: 10.1212/WNL.0000000000000584

PMID: 25002574

3. Kang JH, Ho JD, Chen YH, Lin HC (2009) Increased risk of stroke after a herpes zoster attack: a popu-

lation-based follow-up study. Stroke 40: 3443–3448. doi: 10.1161/STROKEAHA.109.562017 PMID:

19815828

4. Langan SM, Minassian C, Smeeth L, Thomas SL (2014) Risk of stroke following herpes zoster: a self-

controlled case-series study. Clin Infect Dis 58: 1497–1503. doi: 10.1093/cid/ciu098 PMID: 24700656

5. Lin HC, Chien CW, Ho JD (2010) Herpes zoster ophthalmicus and the risk of stroke: a population-

based follow-up study. Neurology 74: 792–797. doi: 10.1212/WNL.0b013e3181d31e5c PMID:

20200348

6. Minassian C, Thomas SL, Smeeth L, Douglas I, Brauer R, etal. (2015) Acute Cardiovascular Events

after Herpes Zoster: A Self-Controlled Case Series Analysis in Vaccinated and Unvaccinated Older

Residents of the United States. PLoS Med 12: e1001919. doi: 10.1371/journal.pmed.1001919 PMID:

26671338

7. Sreenivasan N, Basit S, Wohlfahrt J, Pasternak B, Munch TN et al. (2013) The short- and long-term risk

of stroke after herpes zoster—a nationwide population-based cohort study. PLoS One 8: e69156. doi:

10.1371/journal.pone.0069156 PMID: 23874897

Risk of Stroke after Herpes Zoster

PLOS ONE | DOI:10.1371/journal.pone.0166554 November 23, 2016 10 / 11

http://dx.doi.org/10.1212/WNL.0000000000000584
http://www.ncbi.nlm.nih.gov/pubmed/25002574
http://dx.doi.org/10.1161/STROKEAHA.109.562017
http://www.ncbi.nlm.nih.gov/pubmed/19815828
http://dx.doi.org/10.1093/cid/ciu098
http://www.ncbi.nlm.nih.gov/pubmed/24700656
http://dx.doi.org/10.1212/WNL.0b013e3181d31e5c
http://www.ncbi.nlm.nih.gov/pubmed/20200348
http://dx.doi.org/10.1371/journal.pmed.1001919
http://www.ncbi.nlm.nih.gov/pubmed/26671338
http://dx.doi.org/10.1371/journal.pone.0069156
http://www.ncbi.nlm.nih.gov/pubmed/23874897


8. Sundstrom K, Weibull CE, Soderberg-Lofdal K, Bergstrom T, Sparen P, et al. (2015) Incidence of her-

pes zoster and associated events including stroke—a population-based cohort study. BMC Infect Dis

15: 488. doi: 10.1186/s12879-015-1170-y PMID: 26520060

9. Yawn BP, Wollan PC, Nagel MA, Gilden D (2016) Risk of Stroke and Myocardial Infarction After Herpes

Zoster in Older Adults in a US Community Population. Mayo Clin Proc 91: 33–44. doi: 10.1016/j.

mayocp.2015.09.015 PMID: 26704438

10. Garbe E, Kreisel SH, Behr S (2013) Risk of subarachnoid hemorrhage and early case fatality associ-

ated with outpatient antithrombotic drug use. Stroke 44: 2422–2426. doi: 10.1161/STROKEAHA.111.

000811 PMID: 23813986

11. Garbe E, Suling M, Kloss S, Lindemann C, Schmid U (2011) Linkage of mother-baby pairs in the Ger-

man Pharmacoepidemiological Research Database. Pharmacoepidemiol Drug Saf 20: 258–264. doi:

10.1002/pds.2038 PMID: 21351307

12. Ohlmeier C, Schmedt N., Hillebrand K., Langner I., Mikolajczyk R.T., Garbe E. (2013) Validation of Mor-

tality Information in the German Pharmacoepidemiological Research Database (GePaRD). Pharma-

coepidemiology and Drug Safety 22: 306–307.

13. Ohlmeier C, Frick J, Prutz F, Lampert T, Ziese T, et al. (2014) Use of routine data from statutory health

insurances for federal health monitoring purposes. Bundesgesundheitsblatt Gesundheitsforschung

Gesundheitsschutz 57: 464–472. doi: 10.1007/s00103-013-1912-1 PMID: 24658676

14. Ohlmeier C, Langner I, Hillebrand K, Schmedt N, Mikolajczyk R, et al. (2015) Mortality in the German

Pharmacoepidemiological Research Database (GePaRD) compared to national data in Germany:

results from a validation study. BMC Public Health 15: 570. doi: 10.1186/s12889-015-1943-7 PMID:

26087768

15. Pigeot I, Ahrens W (2008) Establishment of a pharmacoepidemiological database in Germany: Method-

ological potential, scientific value and practical limitations. Pharmacoepidemiol Drug Saf 17: 215–223.

doi: 10.1002/pds.1545 PMID: 18200610

16. Schink T, Holstiege J, Kowalzik F, Zepp F, Garbe E (2014) Risk of febrile convulsions after MMRV vac-

cination in comparison to MMR or MMR+V vaccination. Vaccine 32: 645–650. doi: 10.1016/j.vaccine.

2013.12.011 PMID: 24374498

17. Schmedt N, Garbe E (2013) Antipsychotic drug use and the risk of venous thromboembolism in elderly

patients with dementia. J Clin Psychopharmacol 33: 753–758. doi: 10.1097/JCP.0b013e3182a412d5

PMID: 24052055

18. Schmedt N, Jobski K, Kollhorst B, Krappweis J, Ruther E, et al. (2016) Treatment patterns and charac-

teristics of older antipsychotic users in Germany. Int Clin Psychopharmacol 31: 159–169. doi: 10.1097/

YIC.0000000000000119 PMID: 26871678

19. Whitaker HJ, Hocine MN, Farrington CP (2009) The methodology of self-controlled case series studies.

Stat Methods Med Res 18: 7–26. doi: 10.1177/0962280208092342 PMID: 18562396

20. Whitaker HJ (2006) Using SAS for the self-controlled case series method. [cited 2014 2014-03-12].

Available from: http://statistics.open.ac.uk/sccs/sas.htm.

21. Shen AY, Yao JF, Brar SS, Jorgensen MB, Chen W (2007) Racial/ethnic differences in the risk of intra-

cranial hemorrhage among patients with atrial fibrillation. J Am Coll Cardiol 50: 309–315. doi: 10.1016/j.

jacc.2007.01.098 PMID: 17659197

22. Zhang J, Xie F, Delzell E, Chen L, Winthrop KL, et al. (2012) Association between vaccination for her-

pes zoster and risk of herpes zoster infection among older patients with selected immune-mediated dis-

eases. JAMA 308: 43–49. doi: 10.1001/jama.2012.7304 PMID: 22760290

23. Hillebrand K, Bricout H, Schulze-Rath R, Schink T, Garbe E (2015) Incidence of herpes zoster and its

complications in Germany, 2005-2009. J Infect 70: 178–186. doi: 10.1016/j.jinf.2014.08.018 PMID:

25230396

24. McCormick N, Bhole V, Lacaille D, Avina-Zubieta JA (2015) Validity of Diagnostic Codes for Acute

Stroke in Administrative Databases: A Systematic Review. PLoS One 10: e0135834. doi: 10.1371/

journal.pone.0135834 PMID: 26292280

25. Powell DR 2nd, Patel S, Franco-Paredes C (2015) Varicella-Zoster Virus Vasculopathy: The Growing

Association Between Herpes Zoster and Strokes. Am J Med Sci 350: 243–245. doi: 10.1097/MAJ.

0000000000000327 PMID: 25211583

26. Nagel MA, Gilden D (2015) The relationship between herpes zoster and stroke. Curr Neurol Neurosci

Rep 15: 16. doi: 10.1007/s11910-015-0534-4 PMID: 25712420

Risk of Stroke after Herpes Zoster

PLOS ONE | DOI:10.1371/journal.pone.0166554 November 23, 2016 11 / 11

http://dx.doi.org/10.1186/s12879-015-1170-y
http://www.ncbi.nlm.nih.gov/pubmed/26520060
http://dx.doi.org/10.1016/j.mayocp.2015.09.015
http://dx.doi.org/10.1016/j.mayocp.2015.09.015
http://www.ncbi.nlm.nih.gov/pubmed/26704438
http://dx.doi.org/10.1161/STROKEAHA.111.000811
http://dx.doi.org/10.1161/STROKEAHA.111.000811
http://www.ncbi.nlm.nih.gov/pubmed/23813986
http://dx.doi.org/10.1002/pds.2038
http://www.ncbi.nlm.nih.gov/pubmed/21351307
http://dx.doi.org/10.1007/s00103-013-1912-1
http://www.ncbi.nlm.nih.gov/pubmed/24658676
http://dx.doi.org/10.1186/s12889-015-1943-7
http://www.ncbi.nlm.nih.gov/pubmed/26087768
http://dx.doi.org/10.1002/pds.1545
http://www.ncbi.nlm.nih.gov/pubmed/18200610
http://dx.doi.org/10.1016/j.vaccine.2013.12.011
http://dx.doi.org/10.1016/j.vaccine.2013.12.011
http://www.ncbi.nlm.nih.gov/pubmed/24374498
http://dx.doi.org/10.1097/JCP.0b013e3182a412d5
http://www.ncbi.nlm.nih.gov/pubmed/24052055
http://dx.doi.org/10.1097/YIC.0000000000000119
http://dx.doi.org/10.1097/YIC.0000000000000119
http://www.ncbi.nlm.nih.gov/pubmed/26871678
http://dx.doi.org/10.1177/0962280208092342
http://www.ncbi.nlm.nih.gov/pubmed/18562396
http://statistics.open.ac.uk/sccs/sas.htm
http://dx.doi.org/10.1016/j.jacc.2007.01.098
http://dx.doi.org/10.1016/j.jacc.2007.01.098
http://www.ncbi.nlm.nih.gov/pubmed/17659197
http://dx.doi.org/10.1001/jama.2012.7304
http://www.ncbi.nlm.nih.gov/pubmed/22760290
http://dx.doi.org/10.1016/j.jinf.2014.08.018
http://www.ncbi.nlm.nih.gov/pubmed/25230396
http://dx.doi.org/10.1371/journal.pone.0135834
http://dx.doi.org/10.1371/journal.pone.0135834
http://www.ncbi.nlm.nih.gov/pubmed/26292280
http://dx.doi.org/10.1097/MAJ.0000000000000327
http://dx.doi.org/10.1097/MAJ.0000000000000327
http://www.ncbi.nlm.nih.gov/pubmed/25211583
http://dx.doi.org/10.1007/s11910-015-0534-4
http://www.ncbi.nlm.nih.gov/pubmed/25712420

