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Abstract: Postherpetic neuralgia (PHN) is a common, painful, and long-term complication of herpes
zoster (HZ). PHN increases the demand for healthcare services and, previous studies showed that
patients who received antiviral agents were less likely to develop PHN. The objective of this study
was to compare the efficacy of prodrugs and acyclovir in treating PHN among patients with HZ. The
search included the PubMed, Medline, Embase, and Cochrane Center of Register of Controlled Trails
databases through February 2022. Clinical trials and randomized controlled trials (RCTs) involving
antiviral agent intervention for HZ patients diagnosed with PHN were eligible for inclusion. A
meta-analysis was conducted to calculate pooled risk ratios (RRs) with 95% confidence intervals
(CIs) with a fix-effect model. Five RCTs with 1147 HZ patients met our eligibility criteria. Our
meta-analysis found that there was a significantly lower risk of PHN for members of the prodrugs
group (famciclovir and valaciclovir) compared with those who received acyclovir (RR = 0.86, 95%,
CI: 0.75 to 0.98, p = 0.03). The review of studies indicated that the efficacy of prodrugs was better than
acyclovir for reliving PHN.

Keywords: herpes zoster; postherpetic neuralgia; antiviral agents; acyclovir; meta-analysis

1. Introduction

Herpes zoster (HZ), commonly known as shingles, results from the reactivation of the
varicella-zoster virus (VZV). The symptoms include a painful, itchy, and tingly rash in one
or two adjacent dermatomes that progresses topically to a vesicular-pustular appearance in
7 to 10 days, eventually evolving into a crust and resolving a few weeks after onset [1,2].
One recent systematic review indicated that the incidence rate of HZ has ranged from
5.23 to 10.9 per 1000 person years [3]. The incidence rates of HZ reported in other studies
conducted in the United States (ranging from 4 to 7.2) [4,5], Canada (3 to 5) [6,7], United
Kingdom (8.80) [8], Spain (8.29) [9], Germany (6.7) [10], China (6.64) [11], South Korea
(1.87 to 5.1) [12,13], Japan (4.15 to 4.79) [14,15], and Taiwan (5.65) [16] revealed a trend
of increasing incidence of HZ with increasing age, making the condition a major health
burden on the elderly [17,18]. Thus, HZ has been a common clinical problem, with the
elderly (defined in this context as those over 50 years of age) and immunocompromised
patients again being especially susceptible [19,20]. According to the data from the National
Development Council, Taiwan became an aged society (>14% of the population were
elderly) in 2018 and will become a super-aged society (>20% of the population over the age
of 64) in 2026 [21]. Therefore, HZ and its complications represent a critical health issue as
the population in many countries continues to age.
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HZ patients commonly suffer from postherpetic neuralgia (PHN), this being the most
common and bothersome complication of the disease [2,17,22]. PHN is defined as pain that
persists after the rash caused by HZ [23]. Cases of PHN are classified based on the amount
of time that elapses between the onset of the rash and the persistence of the pain. Thus,
persistent pain within 30 days after the onset of the rash is called acute herpetic neuralgia;
within 30 to 120 days after the onset of the rash is called subacute herpetic neuralgia; and
pain that persists more than 120 days after the onset of the rash is called PHN [24–26].
Many patients with HZ continue to suffer from moderate to severe pain after the rash has
resolved [20,27], with their PHN limiting daily activities and quality of life for months to
years afterward [20,28,29].

Specifically, PHN occurs in 10% to 34% of HZ patients and becomes more likely with
age [6,22,30–35]. Lu et al. (2018) found that HZ patients consumed more of all types
of healthcare services after the onset of PHN than individuals without HZ. Though the
mechanism behind the pathophysiology of PHN remains unclear, studies have indicated
that it may develop as a result of damage to peripheral and central neurons, possibly as
a consequence of the immune response caused by the reactivation of the virus [36,37].
Zhu et al. (2009) further suggested that an inflammatory response such as IL-6 released
may be associated with the development of PHN [38].

Though treatments for PHN are available—such as gabapentinoids, topical lidocaine,
opioid analgesics, pregabalin, duloxetine, venlafaxine, certain opioids, and tricyclic antide-
pressants (TCAs) [39–41]—patients who received these medications in research studies
found them to be either partly or wholly ineffective. There were also new drugs for treating
HZ such as amenamevir and FV-100 in recent years. Amenamevir is an innovational and
effective inhibitor of helicase–primase. Kawashima and colleagues (2017) conducted a
multicenter, randomized, double-blind, phase 3 study to compare the efficacy and safety of
amenamevir with valaciclovir in patients with HZ. Their results showed that amenamevir
was more effective and well-tolerated than valaciclovir. However, there was no statistical
difference in the incidence of PHN between amenamevir and valaciclovir [42]. Additionally,
the FV-100 is a prodrug for the bicyclic nucleoside analog CF-1743 [43]. Previous RCT also
indicated that FV-100 for the treatment of HZ could reduce the pain associated with HZ and
the incidence of PHN [44]. Those drugs are very new, more research is needed to validate
overall efficacy.

In any case, it would be more efficient to prevent the development of PHN in the
first place through the administration of antiviral agents than to treat the symptoms [45].
Furthermore, Advisory Committee on Immunization Practices (ACIP) suggested that re-
ceiving an HZ vaccine is recommended for the prevention of HZ and related complications
for immunocompetent adults aged ≥ 50 years [46]. Both Zostavax (ZVL) and Shingrix
(RZV) are approved for use in more than 35 countries, including the European Union, the
United States, Canada, Japan, Australia, South Korea, Singapore, and China [47]. Previous
studies also demonstrated that the risk of PHN is lower in people who experience HZ after
vaccination than in unvaccinated people [35,48,49].

Additionally, the timing of the treatments for PHN may influence their effective-
ness [50]. Specifically, it appears that antiviral agents are most effective in mitigating the
impact of the reactivation of HZ when administered within 72 h after the onset of the
rash [2,51]. Antiviral agents such as the aforementioned acyclovir (Zovirax), famciclovir
(Famvir), and valaciclovir (Valtrex) have been the primary first-line treatment for HZ. More-
over, previous studies demonstrated the efficacy of antiviral medications in the treatment
of HZ [52–54].

As mentioned before, antiviral agents may help to alleviate PHN [55–60]. Thus, for
instance, valaciclovir and famciclovir have proved effective in relieving pain associated
with HZ and PHN [60], as has topical 5% acyclovir administered in the early stages of
the rash [61]. Acyclovir, which has been in use since the 1990s, was among the first
antiviral agents to be widely administered in the treatment of HZ. Though this drug
has the advantage of lower cost than treatment with prodrugs such as famciclovir and
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valaciclovir [2], the dosing schedule tends to be quite frequent and, therefore, inconvenient,
with patients often receiving 800 mg orally five times per day for 7 days. The newer drugs, in
contrast, are administered only three times per day for 7 days, with the doses of valaciclovir
being greater than those of famciclovir (1000 mg and 500 mg, respectively) [2]. Therefore,
while the dosing schedule for famciclovir and valaciclovir is simpler than that for acyclovir,
all three drugs have proved effective in attenuating PHN [23]. The complicated dosing
schedule, though, could result in patients’ non-adherence and, thus, adverse treatment
outcomes [62].

Prodrugs such as valaciclovir and famciclovir have also been shown to accelerate the
resolution of persistent pain associated with HZ and to help prevent PHN. For example,
Beutner et al. (1995) reported that valaciclovir accelerated the resolution of pain associated
with HZ (p < 0.05) and reduced the duration of PHN significantly better than acyclovir.
Likewise, a randomized controlled trial (RCT) by Trying et al. (1995) found that patients
who received famciclovir experienced more rapid resolution of their PHN than those who
received a placebo (hazard ratio = 1.70, 95% CI: 1.10 to 2.70) [63], and, in another study,
valaciclovir proved superior to acyclovir in easing both HZ-associated pain and PHN [57].
Other RCTs found famciclovir and valaciclovir to be of equivalent effectiveness in reducing
the duration of PHN [64,65]. Additionally, previous RCTs have shown famciclovir to be not
only as effective as acyclovir in ameliorating acute-phase pain but also well-tolerated and
to have an advantageous adverse event profile [58,59]. Both valaciclovir and famciclovir,
then, appear to be more convenient, effective, and safe than acyclovir for treating patients
with HZ.

The evidence for the effectiveness of acyclovir in treating PHN, by contrast, has
been inconsistent. For example, one meta-analysis of four double-blind RCTs found
that this antiviral relieved pain and lower the proportion of patients with PHN at 3 and
6 months [66]. Morton and Thomson (1989) likewise found that acyclovir reduced the
weekly prevalence of pain as well as the monthly prevalence of chronic pain [67], and
Jackson et al. (1997) calculated that the summary pooled odds ratio of PHN 6 months
after the onset of the rash to be 0.54 (95% CI: 0.36–0.81) [68]. McGill and White (1994) also
reported that acyclovir could prevent the incidence of PHN [69]. However, other studies
found that acyclovir did not prevent PHN [42,45,70–82]. Beyond antiviral agents, as
mentioned, there have also been reports that tricyclic antidepressants, topical capsaicin,
gabapentin, oxycodone, pregabalin, long-acting opioids, and tramadol alleviated PHN,
though the long-term and clinical benefits of these treatments remain uncertain [28,83].
Additionally, as discussed, in the research that has shown antiviral agents to be effec-
tive in treating HZ, their specific impact on PHN has rarely been discussed. A recent
study indicates that patients with HZ used healthcare more than those without the
disease and the growing burden of PHN on healthcare systems have already been
noted [16], as well as the association of this burden with the aging populations in many
countries [6,30]. Accordingly, systematic reviews have identified HZ as a critical global
health burden [3,32]. To date, though, there has been relatively little research comparing
the efficacy of these antiviral agents in relieving PHN. The objective of this study was to
compare the efficacy of newer antiviral agents’ prodrugs and acyclovir in treating PHN
among patients with HZ.

2. Materials and Methods

This study took the form of a meta-analysis of RCTs that investigated the association
between acyclovir and PHN. We conducted it in accordance with the Preferred Reporting
Items for Systematic Review and Meta-analysis (PRISMA) protocol [64].

2.1. Evidence Search

We searched relevant studies from the PubMed, Medline, and Cochrane Central
Register of Controlled Trails databases through February 2022. We relied on the PICO
framework to identify potentially relevant studies in the search, including both the indexed
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terms and Medical Subject Headings (MeSH) terms found in the titles and/or abstracts.
The specific search terms were Population (P): herpes zoster; Intervention (I): acyclovir;
Comparison (C): placebo or prodrugs; Outcome (O): PHN.

2.2. Eligibility Criteria

Clinical studies and trials and RCTs involving acyclovir intervention for patients
diagnosed with HZ were eligible for inclusion in this review. We compared the results
of treatments with acyclovir and the prodrugs with placebos after the onset of HZ with
PHN. The cut-off time for PHN varied across the studies. To include as many RCTs of the
antiviral PHN treatments as possible in our sample, we used a cut-off time of one month
after the onset of the rash (i.e., at least 30 days from the onset), which is consistent with
the definition of acute PHN in the previous literature [24–26]. The further criteria, selected
to avoid any misinterpretation of the data or other results, included limiting the sample
to full-text articles written in English for which the data were available. The details of the
search strategy are provided in Supplementary Table S1.

2.3. Data Collection and Risk Assessment

EndNote software version 20.0 (London, UK) served to remove the duplicate records
from the studies that the search of the databases identified. Two of the authors (C.-H.Y.
and K.-S.C.), working independently, assessed the risk of bias in the eligible studies and
analyzed them. They identified potentially relevant research by examining the titles
and abstracts and then extracted the data from and assessed the quality of each study.
The other co-authors weighed in when there was uncertainty regarding the relevance of
a study.

2.4. Statistical Analysis

We conducted the meta-analysis using ReviewManager software (version 5.3, Nordic
Cochrane Centre, Cochrane Collaboration (London, UK) according to the manufacturer’s
guidelines. We also used this software to calculate the pooled risk ratios (RRs) with
95% confidence intervals (CIs) in a fixed-effect model across the eligible studies. Our
examination of the heterogeneity of the studies determined the I2 value to be greater than
50%, indicating that there was, in fact, substantial heterogeneity [74].

3. Results
3.1. Characteristics of the Relevant Studies

Figure 1 presents the process by which we identified 302 relevant studies in the
four databases. After removing the duplicates, we screened 223 studies based on the
titles and contents of the abstracts and excluded 214 that did not meet our inclusion
criteria, leaving nine for further evaluation [43,52,53,67,75–79]. After examining the full
texts of these articles, we excluded four clinical trials [50,76,77,80] because of a lack of
a comparison group or of clarity regarding the number of PHN patients who received
acyclovir. The five remaining studies included four double-blind RCTs [52,53,67,78] and
one comparative randomized clinical study [80] that we subjected to further analysis.
Supplementary Table S2 presents the characteristics of these five studies.
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3.2. Relevant Studies

We found many studies of antiviral treatments for acute HZ, but only a few addressed
relevant endpoints, such as the incidence and duration of PHN or the associated pain
after the acute phase. The five studies that met our criteria for the meta-analysis included
a total of 1147 participants. Regarding the inclusion and exclusion criteria, four of the
studies recruited participants who had HZ presenting within 72 h after the onset of the
rash [53,54,67,80]. Surman et al. (1990), who conducted the fifth study, also recruited
patients with HZ but did not mention the time elapsed after the onset of the rash. Two
of the studies looked at participants over 50 years of age [52,53], another two looked at
participants over 40 [78,80], and one established the age cut-off at 16 years [59]. The sample
size varied across the studies, ranging from 21 to 760, with three involving more than
100 participants [52,53,80]. All five studies reported the demographic characteristics of the
participants, and three reported the absence of any statistically significant differences in
the demographic characteristics of the intervention and control groups [52,53,67]. Surman
et al. (1990) and Gopal et al. (2013) presented the distribution of gender and age but did not
mention the statistical test used for comparison among the groups in terms of gender or age.
Gopal et al. (2013) also noted that the acyclovir and famciclovir groups were comparable in
terms of the time of screening and pain intensity. The studies excluded participants under
the age of 18 (or, in one case, as discussed, 16), as discussed, as well as those who were
pregnant, nursing, HIV seropositive, allergic to acyclovir, receiving chemotherapy or other
antiviral treatments, or suffering from immunosuppression, hepatic or renal dysfunction,
allergies, dementia, psychosis, or severe complications of HZ [52,53,67,78,80]. Surman et al.
(1990) further excluded patients suffering from a congenital disease, acquired or steroid-
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induced immunodeficiency, impaired hepatic function, or gastrointestinal dysfunction.
None of the five studies included immunosuppressed participants.

To evaluate the effects of acyclovir on the treatment of HZ and PHN, four of the
studies used a dose of 800 mg five times daily while Surman et al. (1990) used this dose six
times daily during waking hours for 12 weeks [80]. Regarding the control group, three of
the studies administered a placebo to some of the participants [53,67,78]. For the control
groups in the other studies, Beutner et al. (1995) used valaciclovir at a dose of 1000 mg,
and Gopal et al. (2013) used famciclovir at a dose of 750 mg, in both cases 3 times daily for
7 days.

All of the studies reported the outcome measurement. Huff et al. (1988) and Morton
and Thomson (1989) reported the prevalence of the pain experienced by the participants
and clinically defined PHN as appearing one month after the onset of the acute herpetic
rash. Surman et al. (1990) used the McGill Pain Questionnaire [81] to assess the presence
and severity of the pain and clinical improvement to identify patients with PHN but did
not specify the cut-off time for it. Gopal et al. (2013) used the visual analog scale to evaluate
the duration and intensity of the pain for 6 weeks and reported the cases of PHN in each
group but provided no clear definition of it. Beutner et al. (1995) evaluated pain based
on the participants’ daily records (over 30 days) and assessed its severity weekly (over
24 weeks), reporting the incidence of PHN, again offering no definition for it.

Three of the studies described the severity of pain using various pain evaluation
methods over the various periods of study. Surman et al. (1990) employed the pain
rating index (PRI) and Present Pain Index (PPI) from the McGill Pain Questionnaire [81] to
evaluate the status of the participants’ pain over the six months after their initial evaluations.
Those who received acyclovir (mean ranging from 15.83 to 21.11) reported lower PRI
values than those who received the placebo (mean from 12.50 to 285.60). Conversely, the
participants who received acyclovir (mean from 2.09 to 2.73) reported higher PRI values
than those who received the placebo (mean from 1.17 to 2.30). Additionally, the acyclovir
group demonstrated significantly higher PRI values from 2 weeks to 3 months (F values
ranging from 13.29 to 6.31, p < 0.05) and PPI values at 3 months (F = 7.88, p < 0.05).
Beutner et al. (1995) assessed the severity of the pain with the Gracely Pain Intensity Scale
over 24 weeks and found no treatment-related trends across all of the participants, though
those who received valaciclovir experienced significantly more rapid resolution of their
pain than those who did not (p = 0.03). Gopal et al. (2013) employed a visual analog scale
to assess the level of pain (ranging from 0 = no pain to 9 = severe pain) for 6 weeks. Rather
than reporting the values of scales in the acyclovir and famciclovir groups, they reported
the level of pain, with both groups experiencing moderate pain at the time of screening.

Four of the studies mentioned adverse events, the exception being Surman et al. (1990).
The most common were nausea, headache, and dyspepsia. Beutner et al. (1995) reported
that the participants in their study experienced vomiting, diarrhea, constipation, asthenia,
dizziness, anorexia, and abdominal pain, and Gopal et al. (2013) reported that 7% of the
participants in their study experienced constipation. None of the studies reported serious
adverse events nor any significant differences between the treatment and control groups
in this regard [52,53,67,80]. One participant died in each of the groups in the study by
Morton and Thomson (1989), but neither death was related to the intervention. The adverse
experience profiles of the two valaciclovir treatments were very similar to each other and
to the profiles for the acyclovir treatment.

3.3. Excluded RCTs

Of the four RCTs that we excluded from the assessment of the eligible stage [50,76,77,79],
Bodsworth et al. (1997) and Wassilew et al. (1987) did not state clearly the number of PHN
patients who participated. Ni et al. (2017) administered as an intervention either a standard
therapy (oral antivirals and analgesics) alone or a standard therapy plus subcutaneous
injections of triamcinolone and lidocaine but did not state clearly the number of participants
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who received acyclovir alone. Lastly, the study Rasi et al. (2010) had no comparison
group [77].

3.4. Risk of Bias in the Five Studies

Four of the five studies had a randomized double-blind design, the exception be-
ing that by Gopal et al., which had a comparative randomized clinical design [78,80].
Supplementary Table S3 and Figure 2 present the risk of bias in the five studies. Of the
cells in the included studies, 22.86% were rated as having an uncertain risk of bias in the
main dimensions of assessment of risk of bias (Figure 2). We rated only one study as
having a high risk of bias in the blinding procedures [80]. The studies by Gopal et al. (2013)
and Surman et al. (1990) involved a double-blind procedure, though these researchers
did not specify their methods for generating the random sequences, and neither Gopal
et al. (2013) nor Huff et al. (1988) specified their technique for allocation concealment.
Surman et al. (1990) reported the number of participants who dropped out of the trial
but without indicating the group or groups to which those who did so belonged. Among
the potential biases in the other four studies, the participants in one were outpatients [52],
three included participants who were receiving other treatments [67,80], and one included
participants who continued taking their current medications [78]. We reasoned that the
failure to exclude such participants may have resulted in underestimation of the effects
of the interventions. Additionally, the participants in two of the studies were asked to
report the development of PHN over the entire follow-up period [53,67]. Because Beutner
et al. (1995) assessed pain based on the participants’ daily records, their results may have
been subject to recall bias in the collection of data relating to adverse events, therefore
introducing an error into the inferences drawn from the results.
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3.5. Blinding

As has been seen, four of the studies involved double-blind procedures, which the
researchers described well with respect to the participants, personnel, and outcome as-
sessment [52,53,67,78]. Gopal et al. (2013), on other hand, did not explain their blinding
procedure clearly [80].

3.6. Incomplete Outcome Data

All five studies reported the numbers of participants who dropped out and of those
who completed the follow-ups. None dropped out of the study by Gopal et al. (2013).

3.7. Selective Reporting

Again, all five studies reported the results of their outcome assessments, having been
designed primarily to assess the efficacy of the acyclovir intervention after the onset of HZ
in relieving PHN. This being the case, the selective reporting bias was small.

3.8. Other Potential Sources of Bias

To assess the publication bias, we conducted a funnel plot, which showed an asym-
metry pattern (Figure 3). In keeping with the recommendations for testing funnel plots
in the Cochrane Handbook (Chapter 13), we kept the number of studies included in this
meta-study small to distinguish chance asymmetry from real asymmetry and to make
full-text evaluation feasible [81].
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3.9. The Quality of the Evidence

We assessed the quality of the evidence based on the GRADE criteria [83]. At the
beginning of the assessment, all of the RCTs were considered to have a high certainty of
evidence. Only the study by Gopal et al. (2013) showed a high risk of bias—regarding
the blinding procedures, as discussed—meaning that 22.86% of the cells of the included
studies were rated as having an uncertain risk of bias and 6% of the cells were identified
as having a high overall risk of bias (Figure 2), a situation that, in turn, downgraded the
level of the evidence. A total of 1147 participants (Acyclovir group:462; Control group: 413)
were analyzed among the five including RCTs. The main results indicated that the effect
of acyclovir on the PHN among patients was statistically insignificant (RR = 1.13, 95% CI:
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0.99 to 1.28, p = 0.06). Hence, we downgraded the level of evidence. We also downgraded
the level of evidence since our study was, as discussed, restricted to English-language and
full-text articles for which the data were available. As result, the certainty of the evidence
of our study was low and the effect estimate was limited.

3.10. Effects of the Interventions
3.10.1. Prodrugs Groups Versus Acyclovir Groups

Two studies, involving 860 participants in all, compared the effect of acyclovir with
that of produgs (valaciclovir or famciclovir) [52,80]. The results of our meta-analysis
showed that the RR for PHN events among the participants who received the prodrugs
was significantly higher than among those who received acyclovir (RR = 0.86, 95%, CI:
0.75 to 0.98, p = 0.03). In other words, the prodrugs were significantly more effective than
acyclovir in relieving PHN within one month after the onset of the rash. The results of a
heterogeneity assessment showed no significant heterogeneity between these two studies
(χ2 = 0.08, p = 0.77, I2 = 0%) (Figure 4a).
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Figure 4. (a) Forest plot comparison: prodrugs versus acyclovir in relieving of PHN within one
month of the onset of the acute herpetic rash. (b) Forest plot of comparison: acyclovir versus the
control including the placebo or prodrugs in the relieving of PHN within one month after the onset of
the acute herpetic rash. (c) Forest plot of comparison: acyclovir versus the placebo in the relieving of
PHN in one month after the onset of the acute herpetic rash. (d) Sensitivity analysis: acyclovir versus
the control group excluding the high-risk studies in relieving of PHN within one month of the onset
of the acute herpetic rash.
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3.10.2. Acyclovir Groups Compared with the Control Groups

The five studies, as discussed, compared the effects of acyclovir on the members of
the treatment groups with the progress of PHN in the members of the control groups
who received either a placebo or prodrugs (famciclovir or valaciclovir). Our meta-analysis
showed that the incidence of PHN events among the members of the acyclovir groups was
only slightly, and not significantly, higher than among the members of the control groups
(RR = 1.13, 95% CI: 0.99 to 1.28, p = 0.06). In other words, acyclovir did not prevent PHN
within one month after the onset of the rash. The results of a heterogeneity assessment
showed no significant heterogeneity among the five studies (χ2 = 1.56, p = 0.82, I2 = 0%)
(Figure 4b).

3.10.3. Acyclovir Versus Placebo

Three of the studies, involving 287 participants in all, compared the effects of acyclovir
with the administration of a placebo [53,67,78]. The results of our meta-analysis showed
that the incidence of PHN events for the participants who received acyclovir was lower
than for those who received the placebo or no treatment (RR = 0.98, 95%, CI: 0.71 to 1.35,
p = 0.89), but the difference was not significant. In other words, again, acyclovir did not
prevent PHN within one month after the onset of the rash. The results of a heterogeneity
assessment showed no significant heterogeneity among these three studies (χ2 = 0.52,
p = 0.77, I2 = 0%) (Figure 4c).

3.10.4. Sensitivity Analysis

Overall, then, we found no significant heterogeneity in our meta-analysis of the
effectiveness of acyclovir in relieving PHN within one month after the onset of the acute
herpetic rash. We excluded two of the five studies from this analysis because of a high or
an uncertain risk of bias [78,80] and conducted a sensitivity analysis on the other three,
which had a low risk of bias [52,53,67]. The sensitivity analysis found no significant
difference between the groups that did and did not receive acyclovir (RR = 1.12, 95%, CI:
0.99 to 1.28, p = 0.07). The results of a heterogeneity assessment also showed no significant
heterogeneity among the studies (χ2 = 1.46, p = 0.48, I2 = 0%) (Figure 4d).

4. Discussion
4.1. Summary of the Main Results

We identified five randomized controlled studies that examined the treatment effect of
various antiviral agents on PHN. Three of the studies compared the antiviral acyclovir with
a placebo [53,67,77], and two compared acyclovir with a prodrugs, either famciclovir [80]
or valaciclovir [52]. Overall, the five studies showed that acyclovir was no more effective
in reducing the incidence of PHN within one month than a placebo or the other treatments
(RR = 1.13, 95%, CI: 0.99 to 1.28, p = 0.06). Rather, the participants who received the
prodrugs showed a significantly greater remission of PHN (RR = 0.86, 95% CI: 0.75 to 0.98,
p = 0.03) compared with those who received acyclovir. In other words, these new antiviral
agents were more effective in relieving PHN than acyclovir.

One possible explanation for this result is that acyclovir may simply be less effective
than the new antiviral agents in treating PHN [52,80,84]. Our finding that the patients who
received the prodrugs had significantly lower risks of PHN than those who received acy-
clovir (again, RR = 0.86, 95% CI: 0.75 to 0.98) is consistent with the findings of other recent
studies [42,45,52,54,85]. In terms of the pharmacokinetic properties of these drugs, valaci-
clovir is better absorbed in the gastrointestinal tract and undergoes rapid and extensive
first-pass metabolism [86]. Furthermore, valaciclovir appears to have significantly greater
bioavailability than acyclovir (approximately threefold to fivefold) [87]. Like valaciclovir,
famciclovir is rapidly metabolized in the intestine and liver into penciclovir, which provides
prolonged antiviral activity [85]. Moreover, famciclovir also demonstrated better drug
tolerance, a more favorable safety profile, and greater bioavailability than acyclovir [51,80].
Overall, then, new antiviral agents had better efficacy in relieving PHN than acyclovir.
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The difference in efficacy between the prodrugs and acyclovir may also contribute
to patients’ non-adherence to treatment. As discussed, the former are more convenient
than acyclovir in terms of being administered at lower unit dosages and frequencies.
Dosage and frequency are key factors in non-adherence to medication, which a previous
review study associated, unsurprisingly, with adverse treatment outcomes [62]. Simply
put, the likelihood of patients completing a course of treatment may correlate inversely
with the frequency and size of the doses administered, for which reason the prodrugs may
have shown superior efficacy in relieving PHN compared to acyclovir. Conversely, non-
adherence increases the likelihood of treatment failure and costs associated with medical
conditions, increasing the burden on healthcare systems [88]. For the management of PHN,
then, the prodrugs were significantly more cost-effective than acyclovir.

We also found that the prodrugs may show their effects more quickly than acyclovir
after the onset of the rash. Beutner et al. (1995) likewise [81] found that valaciclovir resolved
the pain associated with HZ significantly more rapidly than acyclovir (HR =1.24, 95% CI
1.04 to 1.48, p = 0.01). The results of one double-blind RCT also indicated that patients
treated with famciclovir decreased the duration of their PHN resolution by 10 days [53],
though the evaluation and definition of PHN employed in the study adhered to no uniform
guidelines. Other studies have defined PHN according to the time of onset; the definitions
used in the five studies included in this meta-analysis ranged from 1 to 6 months. For the
purpose of comparison, we extracted the data from these studies at the same time point,
which was the least time after the onset of HZ (i.e., 1 month), to examine the efficacy of
the treatments with the antiviral agents. A meta-analysis by Chen et al. (2014) found no
significant variation in efficacy associated with variation in the period of treatment for
PHN (at 1 month, RR = 0.99, 95% CI 0.83 to 1.17, p = 0.89; at 4 months, RR = 0.98, 95% CI
0.59 to 1.62, p = 0.93; at 6 months, RR = 1.08, 95% CI 0.61 to 1.91, p = 0.80). As mentioned,
PHN may persist for months or years, [20,28,29] and previous research also highlighted
the importance of beginning antiviral therapy for HZ early for reducing the incidence of
PHN [89]. Accordingly, the prodrugs are likely to be most effective in relieving PHN when
administered as early as possible in the course of HZ. Still, more evidence from further
RCTs involving longer periods of observation is necessary to assess the effectiveness of the
prodrugs in relieving PHN.

The incidence of PHN in the control groups in our meta-analysis ranged from 30% to
50%, proportions comparable to previous reports of the incidence of PHN in the general
population, which ranged from 10% to 57.5% [51,90]. The incidence of PHN in the acyclovir
groups in our meta-analysis ranged from 31% to 56%, figures also largely consistent with
previous reports, which ranged from 10% to 34% [6,22,30–35]. The difference appears to
be attributable to the various methodologies employed in the various studies. First and
foremost, Surman et al. (1995) used the smallest sample (n = 20) among the five studies,
acknowledged this as an important limitation of their study, and called for clinical trials
with larger samples to explore further the association between acyclovir and PHN. These re-
searchers’ finding of the highest incidence of PHN in the acyclovir group (56%) is consistent
with the results of other previous researchers [51,90]. In addition, some investigators have
proposed other new treatments for PHN that out-perform acyclovir [33,35].

While none of the five studies in our meta-analysis reported any serious adverse
events, some participants did experience mild nausea, headaches, constipation, dyspepsia,
and vomiting [52,53,67,78,80]. Surman et al. (1990) reported that one participant in their
placebo group developed a rash but did not conduct a statistical analysis in this regard.
Morton and Thomson (1989) reported one death each in their treatment and control groups,
but neither was related to the intervention.

4.2. Overall Completeness and Applicability of the Evidence

Four of the five studies in our meta-analysis identified the endpoint of PHN clearly.
The other, by Surman et al. (1990), identified PHN based on clinically significant reductions
in pain. The fact that none of the participants in any of the five studies were immunocom-
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promised limited the generalizability of our results since immunocompromised individuals
are especially at risk of HZ and PHN, i.e., since we were unable to evaluate the effects of
acyclovir on PHN for members of this population, the significance of our results for the
immunocompromised can only be inferred.

4.3. Quality of the Evidence

Though all five of the studies in our meta-analysis used an RCT design, each had one
or more risk of bias. Beutner et al. (1995), Surman et al. (1990), and Morton and Thomson
(1989) enrolled participants who were receiving other treatments and, therefore, may have
underestimated the effects of the intervention. Huff et al. (1988) conducted a blinding
procedure but did not describe their method for allocation concealment. Gopal et al. (2013)
did not mention the blinding procedure with respect to the participants, personnel, or
outcome measurement, for which reason we rated the risk of bias in their study as high
and the certainty as low, therefore precluding any robust conclusions regarding the efficacy
of acyclovir in treating PHN.

4.4. Potential Biases in the Review Process

As mentioned, the definition of PHN was a major issue across the five studies. In
general, the evaluation of PHN has been complicated by the lack of a universally accepted
definition for the condition. Further studies could help to address this gap in the research
by exploring the application of a global standard diagnosis of and definition for PHN,
such as in the context of the International Statistical Classification of Diseases (ICD). Use
of the ICD could ensure the semantic interoperability and reusability of recorded data for
the various use cases and, therefore, precision in the identification of PHN. Additionally,
reducing the risk of misclassifying PHN would help to clarify assessments of the efficacy of
the various antiviral agents used to treat the condition.

Though we took every measure available to identify suitable studies that met our
criteria in the biomedical and life sciences literature databases, our sample was relatively
small. In part, this outcome was a consequence of the fact that we did not include studies
published in languages other than English. The five studies were insufficient for us to
employ funnel plots to assess the risk of publication bias, the presence of which can only
be inferred.

4.5. Consistency with Previous Studies and Reviews

To the best of our knowledge, only one systematic review and meta-analysis evaluated
the efficacy of acyclovir in treating PHN, with the researchers concluding that it is not, in
fact, effective [45]. Similarly, in the current study, the patients who received acyclovir had
no less risk of PHN than those in the control groups that received either a placebo or a
prodrugs (RR = 1.13, 95%, CI: 0.99 to 1.28, p = 0.06). Chen et al. (2014) did not compare the
efficacy of the prodrugs with that of acyclovir in relieving PHN because they were unable
to identify enough eligible RCTs for such an analysis. However, our study included two
studies that made this comparison [52,80]. The findings therein, as reviewed in the current
study, thus help to fill the gap that Chen et al. identified, suggesting that the prodrugs are,
indeed, significantly better than acyclovir in the management of PHN.

4.6. Implications for Practice and Research

The findings presented here demonstrating the efficacy of the newer antivirals in
relieving PHN are also consistent with the evidence reported in previous studies that these
agents can decrease the severity and/or reduce the duration of PHN [52,80]. Since our
search of the database identified no relevant studies that included immunocompromised
patients, though, further research is needed to assess the efficacy of these agents in such
population. For example, another recent meta-analysis found that individuals with diabetes
mellitus (DM) were at greater risk of HZ than general population (pooled relative risk [RR]:
1.38; 95% CI, 1.21–1.57) as well as a dose-response association between age and the risk of
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HZ within the DM population [91]. Similar results have also been reported in the adult
population for individuals with diabetes, who experienced a higher adjusted risk of HZ
(hazard ratio = 1.45; 95% CI: 1.43 to 1.46) and higher adjusted odds of persistent post-zoster
pain (OR = 1.18, 95% CI: 1.13 to 1.24) [92]. Studies of the use of the prodrugs to treat the
members of these populations are needed that are well-designed, randomized, and involve
relatively large sample sizes in order to explore these issues further.

4.7. Limitations

The limitations of this meta-analysis also need to be acknowledged in the interpretation
of the overall findings. Above all, the search strategy excluded from the results studies
that were not both in English and published. However, it would be difficult to assess the
content and quality of studies that do not meet these criteria. While the five studies that we
analyzed employed a randomized, double-blind design, we considered the influence of
this limitation negligible. A further limitation was the small sample size, which resulted in
the low moderator power of the RCTs in our analysis. To alleviate this limitation, future
studies should involve larger RCTs. Moreover, some potential confounding factors, such
as concomitant medications and comorbidities among patients, may have had a direct
impact on the outcome measure. It is unknown whether these potential confounders
were considered in the analysis conducted by the researchers responsible for the five
studies analyzed here, though such biases could have a tremendous impact on the findings
that they reported. Lastly, the characteristics of the participants, and, in particular, their
status as immunocompetent, may limit the generalizability of this meta-analysis since
immunocompromised individuals are at especially high risk of HZ and PHN. To the best
of our knowledge, no study has yet focused on the treatment of PHN with prodrugs in
immunocompromised patients, so there is a need for future research of this sort with a
retrospective design and drawing on a national database.

5. Conclusions

Our meta-analysis found that the prodrugs valaciclovir and famciclovir were effective
in relieving PHN among HZ patients. However, the evidence that we analyzed was
insufficient to determine whether acyclovir can have this effect. We did find that the
prodrugs were more effective than acyclovir for mitigating PHN. These agents have been
in use for years, but relatively few recent RCTs have focused on them in this regard. We
conclude that their efficacy in general and for especially susceptible populations such as
the immunocompromised and those with DM in particular merits further investigation.
More large-scale, multicenter RCTs with a wide range of participants are needed to verify
and build on our findings.

Supplementary Materials: The following supporting information can be downloaded at: https:
//www.mdpi.com/article/10.3390/healthcare10071181/s1, Supplement Table S1.: Search Strategy.;
Supplement Table S2: The summary of including studies characteristics.; Supplement Table S3: The
summary of including studies characteristics and risk of bias.

Author Contributions: Conceptualization, C.-H.Y., K.-S.C. and S.-L.T.; resources, J.-M.T., Y.-J.W. and
S.-S.H.; validation, C.-H.Y., K.-S.C. and S.-L.T.; writing—original draft preparation, C.-H.Y., K.-S.C.
and J.-M.T.; writing—review and editing, C.-H.Y., K.-S.C., Y.-J.W. and S.-L.T.; supervision, S.-S.H. and
S.-L.T. All authors have read and agreed to the published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: This study does not involve human participants.

Informed Consent Statement: Not applicable.

Data Availability Statement: The data used in this study are available on reasonable request from
the corresponding author (S.-L.T.).

Conflicts of Interest: The authors report no conflict of interest associated with this study.

https://www.mdpi.com/article/10.3390/healthcare10071181/s1
https://www.mdpi.com/article/10.3390/healthcare10071181/s1


Healthcare 2022, 10, 1181 14 of 17

References
1. John, A.R.; Canaday, D.H. Herpes Zoster in the Older Adult. Infect. Dis. Clin. N. Am. 2017, 31, 811–826. [CrossRef] [PubMed]
2. Saguil, A.; Kane, S.; Mercado, M.; Lauters, R. Herpes Zoster and Postherpetic Neuralgia: Prevention and Management. Am. Fam.

Physician 2017, 96, 656–663. [PubMed]
3. Van Oorschot, D.; Vroling, H.; Bunge, E.; Diaz-Decaro, J.; Curran, D.; Yawn, B. A systematic literature review of herpes zoster

incidence worldwide. Hum. Vaccines Immunother. 2021, 17, 1714–1732. [CrossRef]
4. Centers for Disease Control and Prevention. Shingles (Herpes Zoster). Available online: https://www.cdc.gov/shingles/hcp/

clinical-overview.html (accessed on 10 December 2021).
5. Harpaz, R.; Leung, J.W. The Epidemiology of Herpes Zoster in the United States During the Era of Varicella and Herpes Zoster

Vaccines: Changing Patterns Among Older Adults. Clin. Infect. Dis. 2018, 69, 341–344. [CrossRef] [PubMed]
6. Marra, F.; Chong, M.; Najafzadeh, M. Increasing incidence associated with herpes zoster infection in British Columbia, Canada.

BMC Infect. Dis. 2016, 16, 589. [CrossRef]
7. Warrington, R.; Ismail, S.; National Advisory Committee on Immunization. Summary of the NACI Update on Herpes Zoster

Vaccines. Can. Commun. Dis. Rep. 2018, 44, 220–225. [CrossRef]
8. Walker, J.L.; Andrews, N.J.; Amirthalingam, G.; Forbes, H.; Langan, S.M.; Thomas, S.L. Effectiveness of herpes zoster vaccination

in an older United Kingdom population. Vaccine 2018, 36, 2371–2377. [CrossRef]
9. García Cenoz, M.; Castilla, J.; Montes, Y.; Moran, J.; Salaberri, A.; Elía, F.; Floristán, Y.; Rodrigo, I.; Irisarri, F.; Arriazu, M.; et al.

Varicella and herpes zoster incidence prior to the introduction of systematic child vaccination in Navarre, 2005–2006. Sist. Sanit.
Navar. 2008, 31, 71–80. [CrossRef]

10. Schmidt-Ott, R.; Schutter, U.; Simon, J.; Nautrup, B.P.; Von Krempelhuber, A.; Gopala, K.; Annastassopoulou, A.; Guignard, A.;
Curran, D.; Matthews, S.; et al. Incidence and costs of herpes zoster and postherpetic neuralgia in German adults aged ≥50 years:
A prospective study. J. Infect. 2018, 76, 475–482. [CrossRef]

11. Sun, X.; Wei, Z.; Lin, H.; Jit, M.; Li, Z.; Fu, C. Incidence and disease burden of herpes zoster in the population aged ≥50 years in
China: Data from an integrated health care network. J. Infect. 2021, 82, 253–260. [CrossRef]

12. Choi, J.K.; Park, S.H.; Park, S.; Choi, S.-M.; Kim, S.-H.; Lee, D.-G.; Yoo, J.-H.; Choi, J.-H.; Kang, J.H. Trends in varicella and herpes
zoster epidemiology before and after the implementation of universal one-dose varicella vaccination over one decade in South
Korea, 2003–2015. Hum. Vaccines Immunother. 2019, 15, 2554–2560. [CrossRef] [PubMed]

13. Kim, Y.J.; Lee, C.N.; Lee, M.S.; Lee, J.H.; Lee, J.Y.; Han, K.; Park, Y.M. Recurrence Rate of Herpes Zoster and Its Risk Factors: A
Population-based Cohort Study. J. Korean Med. Sci. 2019, 34, e1. [CrossRef] [PubMed]

14. Shiraki, K.; Toyama, N.; Daikoku, T.; Yajima, M. Herpes Zoster and Recurrent Herpes Zoster. Open Forum Infect. Dis. 2017,
4, ofx007. [CrossRef]

15. Toyama, N.; Shiraki, K. Epidemiology of herpes zoster and its relationship to varicella in Japan: A 10-year survey of 48,388 herpes
zoster cases in Miyazaki prefecture. J. Med. Virol. 2009, 81, 2053–2058. [CrossRef]

16. Lu, W.-H.; Lin, C.-W.; Wang, C.-Y.; Chen, L.-K.; Hsiao, F.-Y. Epidemiology and long-term disease burden of herpes zoster and
postherpetic neuralgia in Taiwan: A population-based, propensity score-matched cohort study. BMC Public Health 2018, 18, 369.
[CrossRef]

17. Koshy, E.; Mengting, L.; Kumar, H.; Jianbo, W. Epidemiology, treatment and prevention of herpes zoster: A comprehensive
review. Indian J. Derm. Venereol. Leprol. 2018, 84, 251–262. [CrossRef]

18. Wollina, U.; Machetanz, J. Herpes zoster and postherpetic neuralgia. Hautarzt 2016, 67, 653–665. [CrossRef]
19. Bader, M.S. Herpes zoster: Diagnostic, therapeutic, and preventive approaches. Postgrad. Med. 2013, 125, 78–91. [CrossRef]
20. Cadogan, M.P. Herpes zoster in older adults. Case Rep. J. Gerontol. Nurs. 2010, 36, 10–14. [CrossRef] [PubMed]
21. National Development Council. Population Projections for the Republic of China (Taiwan): 2020–2070. National Development

Council. Available online: https://pop-proj.ndc.gov.tw/main_en/download.aspx?uid=4105&pid=4104 (accessed on 7 July 2021).
22. Yang, F.; Yu, S.; Fan, B.; Liu, Y.; Chen, Y.X.; Kudel, I.; Concialdi, K.; DiBonaventura, M.; Hopps, M.; Hlavacek, P.; et al. The

Epidemiology of Herpes Zoster and Postherpetic Neuralgia in China: Results from a Cross-Sectional Study. Pain Ther. 2019, 8,
249–259. [CrossRef]

23. Christo, P.J.; Hobelmann, G.; Maine, D.N. Post-herpetic neuralgia in older adults: Evidence-based approaches to clinical
management. Rev. Drugs Aging 2007, 24, 1–19. [CrossRef] [PubMed]

24. Desmond, R.A.; Weiss, H.L.; Arani, R.B.; Soong, S.-J.; Wood, M.J.; Fiddian, P.A.; Gnann, J.W.; Whitley, R.J. Clinical applications for
change-point analysis of herpes zoster pain. J. Pain Symptom. Manag. 2002, 23, 510–516. [CrossRef]

25. Dworkin, R.H.; Portenoy, R.K. Proposed classification of herpes zoster pain. Lancet 1994, 343, 1648. [CrossRef]
26. Tontodonati, M.; Ursini, T.; Polilli, E.; Parruti, G.; Vadini, F.; Di Masi, F. Post-herpetic neuralgia. Int. J. Gen. Med. 2012, 5, 861–871.

[CrossRef]
27. Nair, P.A.; Patel, B.C. Herpes Zoster. In StatPearls; StatPearls Publishing LLC.: Orlando, FL, USA, 2021.
28. Fashner, J.; Bell, A.L. Herpes zoster and postherpetic neuralgia: Prevention and management. Am. Fam. Physician 2011, 83,

1432–1437.
29. Shrestha, M.; Chen, A. Modalities in managing postherpetic neuralgia. Korean J. Pain 2018, 31, 235–243. [CrossRef]
30. Friesen, K.J.; Chateau, D.; Falk, J.; Alessi-Severini, S.; Bugden, S. Cost of shingles: Population based burden of disease analysis of

herpes zoster and postherpetic neuralgia. BMC Infect. Dis. 2017, 17, 69. [CrossRef]

http://doi.org/10.1016/j.idc.2017.07.016
http://www.ncbi.nlm.nih.gov/pubmed/29079160
http://www.ncbi.nlm.nih.gov/pubmed/29431387
http://doi.org/10.1080/21645515.2020.1847582
https://www.cdc.gov/shingles/hcp/clinical-overview.html
https://www.cdc.gov/shingles/hcp/clinical-overview.html
http://doi.org/10.1093/cid/ciy953
http://www.ncbi.nlm.nih.gov/pubmed/30496358
http://doi.org/10.1186/s12879-016-1898-z
http://doi.org/10.14745/ccdr.v44i09a06
http://doi.org/10.1016/j.vaccine.2018.02.021
http://doi.org/10.4321/s1137-66272008000100006
http://doi.org/10.1016/j.jinf.2018.02.001
http://doi.org/10.1016/j.jinf.2020.12.013
http://doi.org/10.1080/21645515.2019.1603985
http://www.ncbi.nlm.nih.gov/pubmed/31008679
http://doi.org/10.3346/jkms.2019.34.e1
http://www.ncbi.nlm.nih.gov/pubmed/30636941
http://doi.org/10.1093/ofid/ofx007
http://doi.org/10.1002/jmv.21599
http://doi.org/10.1186/s12889-018-5247-6
http://doi.org/10.4103/ijdvl.IJDVL_1021_16
http://doi.org/10.1007/s00105-016-3834-y
http://doi.org/10.3810/pgm.2013.09.2703
http://doi.org/10.3928/00989134-20100218-01
http://www.ncbi.nlm.nih.gov/pubmed/20302254
https://pop-proj.ndc.gov.tw/main_en/download.aspx?uid=4105&pid=4104
http://doi.org/10.1007/s40122-019-0127-z
http://doi.org/10.2165/00002512-200724010-00001
http://www.ncbi.nlm.nih.gov/pubmed/17233544
http://doi.org/10.1016/S0885-3924(02)00393-7
http://doi.org/10.1016/S0140-6736(94)93106-2
http://doi.org/10.2147/IJGM.S10371
http://doi.org/10.3344/kjp.2018.31.4.235
http://doi.org/10.1186/s12879-017-2185-3


Healthcare 2022, 10, 1181 15 of 17

31. Harpaz, R.; Ortega-Sanchez, I.R.; Seward, J.F. Prevention of herpes zoster: Recommendations of the Advisory Committee on
Immunization Practices (ACIP). Practice Guideline. MMWR Recomm. Rep. 2008, 57, 1–30.

32. Kawai, K.; Gebremeskel, B.G.; Acosta, C.J. Systematic review of incidence and complications of herpes zoster: Towards a global
perspective. BMJ Open 2014, 4, e004833. [CrossRef]

33. Liu, B.; Yang, Y.; Zhang, Z.; Wang, H.; Fan, B.; Sima, L. Clinical Study of Spinal Cord Stimulation and Pulsed Radiofrequency for
Management of Herpes Zoster-Related Pain Persisting Beyond Acute Phase in Elderly Patients. Pain Physician 2020, 23, 263–270.

34. Onozawa, M.; Hashino, S.; Haseyama, Y.; Hirayama, Y.; Iizuka, S.; Ishida, T.; Kaneda, M.; Kobayashi, H.; Kobayashi, R.; Koda,
K.; et al. Incidence and risk of postherpetic neuralgia after varicella zoster virus infection in hematopoietic cell transplantation
recipients: Hokkaido Hematology Study Group. Multicent. Study Biol. Blood Marrow Transpl. 2009, 15, 724–729. [CrossRef]
[PubMed]

35. Tyring, S.K.; Lee, P.; Hill, G.T., Jr.; Silverfield, J.C.; Moore, A.Y.; Matkovits, T.; Sullivan-Bolyai, J. FV-100 versus valacyclovir for the
prevention of post-herpetic neuralgia and the treatment of acute herpes zoster-associated pain: A randomized-controlled trial. J.
Med. Virol. 2017, 89, 1255–1264. [CrossRef] [PubMed]

36. Gharibo, C.; Kim, C. Neuropathic pain of postherpetic neuralgia. Pain Med. 2011, 85, 84–92.
37. Woolf, C.J.; Mannion, R.J. Neuropathic pain: Aetiology, symptoms, mechanisms, and management. Lancet 1999, 353, 1959–1964.

[CrossRef]
38. Zhu, S.-m.; Liu, Y.-m.; An, E.-d.; Chen, Q.-l. Influence of systemic immune and cytokine responses during the acute phase of

zoster on the development of postherpetic neuralgia. J. Zhejiang Univ Sci. B 2009, 10, 625–630. [CrossRef]
39. Attal, N.; Cruccu, G.; Baron, R.; Haanpää, M.; Hansson, P.; Jensen, T.S.; Nurmikko, T. EFNS guidelines on the pharmacological

treatment of neuropathic pain: 2010 revision. Eur. J. Neurol. 2010, 17, 1113-e88. [CrossRef]
40. Dubinsky, R.M.; Kabbani, H.; El-Chami, Z.; Boutwell, C.; Ali, H. Practice parameter: Treatment of postherpetic neuralgia: An

evidence-based report of the Quality Standards Subcommittee of the American Academy of Neurology. Neurology 2004, 63,
959–965. [CrossRef]

41. Hempenstall, K.; Nurmikko, T.J.; Johnson, R.W.; A’Hern, R.P.; Rice, A.S. Analgesic therapy in postherpetic neuralgia: A
quantitative systematic review. PLoS Med. 2005, 2, e164. [CrossRef]

42. Kawashima, M.; Nemoto, O.; Honda, M.; Watanabe, D.; Nakayama, J.; Imafuku, S.; Kato, T.; Katsuramaki, T.; Study Investigators.
Amenamevir, a novel helicase-primase inhibitor, for treatment of herpes zoster: A randomized, double-blind, valaciclovir-
controlled phase 3 study. J. Dermatol. 2017, 44, 1219–1227. [CrossRef]

43. Dooling, K.L.; Guo, A.; Patel, M.; Lee, G.M.; Moore, K.; Belongia, E.; Harpaz, R. Recommendations of the Advisory Committee on
Immunization Practices for Use of Herpes Zoster Vaccines. MMWR Morb. Mortal Wkly. Rep. 2018, 67, 103–108. [CrossRef]

44. Pan, C.X.; Lee, M.S.; Nambudiri, V.E. Global herpes zoster incidence, burden of disease, and vaccine availability: A narrative
review. Adv. Vaccines Immunother. 2022, 10, 25151355221084535. [CrossRef] [PubMed]

45. Li, Q.; Chen, N.; Yang, J.; Zhou, M.; Zhou, N.; Zhang, Q. Antiviral treatment for preventing postherpetic neuralgia. Cochrane
Database Syst. Rev. 2009, 2, Cd006866. [CrossRef]

46. Oxman, M.N.; Levin, M.J.; Shingles Prevention Study, G. Vaccination against Herpes Zoster and Postherpetic Neuralgia. J. Infect.
Dis. 2008, 197 (Suppl. 2), S228–S236. [CrossRef]

47. Sanford, M.; Keating, G.M. Zoster vaccine (Zostavax): A review of its use in preventing herpes zoster and postherpetic neuralgia
in older adults. Drugs Aging 2010, 27, 159–176. [CrossRef] [PubMed]

48. Cunningham, A.L.; Lal, H.; Kovac, M.; Chlibek, R.; Hwang, S.-J.; Díez-Domingo, J.; Godeaux, O.; Levin, M.J.; McElhaney, J.E.;
Puig-Barberà, J.; et al. Efficacy of the Herpes Zoster Subunit Vaccine in Adults 70 Years of Age or Older. N. Engl. J. Med. 2016, 375,
1019–1032. [CrossRef]

49. McGuigan, C.; Pathirana, R.N.; Migliore, M.; Adak, R.; Luoni, G.; Jones, A.T.; Díez-Torrubia, A.; Camarasa, M.J.; Velázquez, S.;
Henson, G.; et al. Preclinical development of bicyclic nucleoside analogues as potent and selective inhibitors of varicella zoster
virus. J. Antimicrob. Chemother. 2007, 60, 1316–1330. [CrossRef]

50. Bodsworth, N.J.; Boag, F.; Burdge, D.; Généreux, M.; Borleffs, J.C.C.; Evans, B.A.; Modai, J.; Colebunders, R.; Thomas, M.;
Dehertogh, D.; et al. Evaluation of sorivudine (BV-araU) versus acyclovir in the treatment of acute localized herpes zoster in
human immunodeficiency virus-infected adults. J. Infect. Dis. 1997, 176, 103–111. [CrossRef]

51. Stankus, S.J.; Dlugopolski, M.; Packer, D. Management of herpes zoster (shingles) and postherpetic neuralgia. Am. Fam. Physician
2000, 61, 2437–2444, 2447–2448.

52. Beutner, K.R.; Friedman, D.J.; Forszpaniak, C.; Andersen, P.L.; Wood, M.J. Valaciclovir compared with acyclovir for improved
therapy for herpes zoster in immunocompetent adults. Antimicrob. Agents Chemother. 1995, 39, 1546–1553. [CrossRef]

53. Huff, J.C.; Bean, B.; Balfour, H.H., Jr.; Laskin, O.L.; Connor, J.D.; Corey, L.; Bryson, Y.J.; McGuirt, P. Therapy of herpes zoster with
oral acyclovir. Am. J. Med. 1988, 85, 84–89.

54. Shafran, S.D.; Tyring, S.K.; Ashton, R.; Decroix, J.; Forszpaniak, C.; Wade, A.; Paulet, C.; Candaele, D. Once, twice, or three times
daily famciclovir compared with aciclovir for the oral treatment of herpes zoster in immunocompetent adults: A randomized,
multicenter, double-blind clinical trial. J. Clin. Virol. 2004, 29, 248–253. [CrossRef]

55. Gan, E.Y.; Tian, E.A.L.; Tey, H.L. Management of Herpes Zoster and Post-Herpetic Neuralgia. Am. J. Clin. Dermatol. 2013, 14,
77–85. [CrossRef] [PubMed]

http://doi.org/10.1136/bmjopen-2014-004833
http://doi.org/10.1016/j.bbmt.2009.03.003
http://www.ncbi.nlm.nih.gov/pubmed/19450757
http://doi.org/10.1002/jmv.24750
http://www.ncbi.nlm.nih.gov/pubmed/27943311
http://doi.org/10.1016/S0140-6736(99)01307-0
http://doi.org/10.1631/jzus.B0920049
http://doi.org/10.1111/j.1468-1331.2010.02999.x
http://doi.org/10.1212/01.WNL.0000140708.62856.72
http://doi.org/10.1371/journal.pmed.0020164
http://doi.org/10.1111/1346-8138.13948
http://doi.org/10.15585/mmwr.mm6703a5
http://doi.org/10.1177/25151355221084535
http://www.ncbi.nlm.nih.gov/pubmed/35340552
http://doi.org/10.1002/14651858.CD006866.pub2
http://doi.org/10.1086/522159
http://doi.org/10.2165/10489140-000000000-00000
http://www.ncbi.nlm.nih.gov/pubmed/20104941
http://doi.org/10.1056/NEJMoa1603800
http://doi.org/10.1093/jac/dkm376
http://doi.org/10.1086/514011
http://doi.org/10.1128/AAC.39.7.1546
http://doi.org/10.1016/S1386-6532(03)00164-1
http://doi.org/10.1007/s40257-013-0011-2
http://www.ncbi.nlm.nih.gov/pubmed/23456596


Healthcare 2022, 10, 1181 16 of 17

56. Bruxelle, J.; Pinchinat, S. Effectiveness of antiviral treatment on acute phase of herpes zoster and development of post herpetic
neuralgia: Review of international publications. Med. Et Mal. Infect. 2012, 42, 53–58. [CrossRef] [PubMed]

57. Patel, R. Valaciclovir: Development, clinical utility and potential. Expert Opin. Investig. Drugs 1997, 6, 173–189. [CrossRef]
[PubMed]

58. Shen, M.C.; Lin, H.H.; Lee, S.S.; Chen, Y.S.; Chiang, P.C.; Liu, Y.C. Double-blind, randomized, acyclovir-controlled, parallel-group
trial comparing the safety and efficacy of famciclovir and acyclovir in patients with uncomplicated herpes zoster. J. Microbiol.
Immunol. Infect. 2004, 37, 75–81.

59. Tyring, S.; Belanger, R.; Bezwoda, W.; Ljungman, P.; Boon, R.; Saltzman, R.L. A randomized, double-blind trial of famciclovir
versus acyclovir for the treatment of localized dermatomal herpes zoster in immunocompromised patients. Cancer Investig. 2001,
19, 13–22. [CrossRef]

60. Lilie, H.M.; Wassilew, S. The role of antivirals in the management of neuropathic pain in the older patient with herpes zoster.
Drugs Aging 2003, 20, 561–570. [CrossRef]

61. Chopra, A.; Jassal, J.S.; Bahl, R.K. Role of acyclovir and laser therapy in herpes zoster. Article. Indian J. Dermatol. Venereol. Leprol.
1994, 60, 208–209.

62. Jin, J.; Sklar, G.E.; Min Sen Oh, V.; Chuen Li, S. Factors affecting therapeutic compliance: A review from the patient's perspective.
Clin. Risk Manag. 2008, 4, 269–286. [CrossRef]

63. Tyring, S.; Barbarash, R.A.; Nahlik, J.E.; Cunningham, A.; Marley, J.; Heng, M.; Jones, T.; Rea, T.; Boon, R.; Saltzman, R. Famciclovir
for the treatment of acute herpes zoster: Effects on acute disease and postherpetic neuralgia: A randomized, double-blind,
placebo-controlled trial. Ann. Intern. Med. 1995, 123, 89–96. [CrossRef]

64. Edmunds, W.J.; Brisson, M. The Effect of Vaccination on the Epidemiology of Varicella Zoster Virus. J. Infect. 2002, 44, 211–219.
[CrossRef] [PubMed]

65. Tyring, S.K.; Beutner, K.R.; Tucker, B.A.; Anderson, W.C.; Crooks, R.J. Antiviral therapy for herpes zoster: Randomized, controlled
clinical trial of valacyclovir and famciclovir therapy in immunocompetent patients 50 years and older. Arch. Fam. Med. 2000, 9,
863–869. [CrossRef] [PubMed]

66. Wood, M.J.; Kay, R.; Dworkin, R.H.; Soong, S.J.; Whitley, R.J. Oral acyclovir therapy accelerates pain resolution in patients with
herpes zoster: A meta-analysis of placebo-controlled trials. Clin. Infect. Dis. 1996, 22, 341–347. [CrossRef] [PubMed]

67. Morton, P.; Thomson, A.N. Oral acyclovir in the treatment of herpes zoster in general practice. N. Z. Med. J. 1989, 102, 93–95.
68. Jackson, J.L.; Gibbons, R.; Meyer, G.; Inouye, L. The effect of treating herpes zoster with oral acyclovir in preventing postherpetic

neuralgia. Arch. Intern. Med. 1997, 157, 909–912. [CrossRef]
69. McGill, J.I.; White, J.E. Acyclovir and post-herpetic neuralgia and ocular involvement. BMJ 1994, 309, 1124. [CrossRef]
70. Chen, S.Y.; Suaya, J.A.; Li, Q.; Galindo, C.M.; Misurski, D.; Burstin, S.; Levin, M.J. Incidence of herpes zoster in patients with

altered immune function. Infection 2014, 42, 325–334. [CrossRef]
71. Haas, N.; Labitzke, U.; Czarnetzki, B.M. Retrospective investigation of postherpetic neuralgia. H + G: Z. Für Hautkrankh. 1994, 69,

443–446.
72. Harding, S.P. Acyclovir and post-herpetic neuralgia. The balance of available evidence supports its use. BMJ 1995, 310, 1005.

[CrossRef]
73. Alper, B.S.; Lewis, P.R. Treatment of postherpetic neuralgia: A systematic review of the literature. J. Fam. Pract. 2002, 51, 121–128.
74. Higgins, J.P.; Thompson, S.G. Quantifying heterogeneity in a meta-analysis. Stat. Med. 2002, 21, 1539–1558. [CrossRef] [PubMed]
75. Hadi Aziz Jalali, M.; Ansarin, H.; Soltani-Arabshahi, R. Broad-band ultraviolet B phototherapy in zoster patients may reduce the

incidence and severity of postherpetic neuralgia. Photodermatol. Photoimmunol. Photomed. 2006, 22, 232–237. [CrossRef] [PubMed]
76. Ni, J.; Wang, X.; Tang, Y.; Yang, L.; Zeng, Y.; Guo, Y. Subcutaneous injection of triamcinolone and lidocaine to prevent postherpetic

neuralgia. Pain Physician 2017, 20, 397–403. [PubMed]
77. Rasi, A.; Behzadi, A.H.; Rabet, M.; Hassanloo, J.; Honarbakhsh, Y.; Dehghan, N.; Kamrava, S.K. The efficacy of time-based

short-course acyclovir therapy in treatment of post-herpetic pain. J. Infect. Dev. Ctries. 2010, 4, 754–760. [CrossRef] [PubMed]
78. Surman, O.S.; Flynn, T.; Schooley, R.T.; Baer, L.; Parker, S.; Hirsch, M.S.; Davis, L.G. A double-blind, placebo-controlled study of

oral acyclovir in postherpetic neuralgia. Psychosomatics 1990, 31, 287–292. [CrossRef]
79. Wassilew, S.W.; Reimlinger, S.; Nasemann, T.; Jones, D. Oral acyclovir for herpes zoster: A double-blind controlled trial in normal

subjects. Br. J. Dermatol. 1987, 117, 495–501. [CrossRef]
80. Gopal, M.G.; Shannoma; Sharath Kumar, B.C.; Ramesh, M.; Nandini, A.S.; Manjunath, N.C. A Comparative study to evaluate

the efficacy and safety of acyclovir and famciclovir in the management of herpes zoster. J. Clin. Diagn. Res. 2013, 7, 2904–2907.
[CrossRef]

81. Melzack, R. The McGill Pain Questionnaire: Major properties and scoring methods. Pain 1975, 1, 277–299. [CrossRef]
82. Higgins, J.P.T. Cochrane Handbook for Systematic Reviews of Interventions, 6.2 ed.; John Wiley & Sons Ltd: West Sussex, UK, 2021.
83. Granholm, A.; Alhazzani, W.; Møller, M.H. Use of the GRADE approach in systematic reviews and guidelines. Br. J. Anaesth.

2019, 123, 554–559. [CrossRef]
84. Lin, W.; Lin, H.; Lee, S.; Tsai, H.C.; Huang, C.K.; Wann, S.R.; Chen, Y.S.; Chiang, S.C.; Yen, M.Y.; Liu, Y.C. Comparative study of

the efficacy and safety of valaciclovir versus acyclovir in the treatment of herpes zoster. J. Microbiol. Immunol. Infect. 2001, 34,
138–142.

http://doi.org/10.1016/j.medmal.2011.11.001
http://www.ncbi.nlm.nih.gov/pubmed/22169279
http://doi.org/10.1517/13543784.6.2.173
http://www.ncbi.nlm.nih.gov/pubmed/15989601
http://doi.org/10.1081/CNV-100000070
http://doi.org/10.2165/00002512-200320080-00002
http://doi.org/10.2147/tcrm.s1458
http://doi.org/10.7326/0003-4819-123-2-199507150-00002
http://doi.org/10.1053/jinf.2002.0988
http://www.ncbi.nlm.nih.gov/pubmed/12099726
http://doi.org/10.1001/archfami.9.9.863
http://www.ncbi.nlm.nih.gov/pubmed/11031393
http://doi.org/10.1093/clinids/22.2.341
http://www.ncbi.nlm.nih.gov/pubmed/8838194
http://doi.org/10.1001/archinte.1997.00440290095010
http://doi.org/10.1136/bmj.309.6962.1124
http://doi.org/10.1007/s15010-013-0550-8
http://doi.org/10.1136/bmj.310.6985.1005a
http://doi.org/10.1002/sim.1186
http://www.ncbi.nlm.nih.gov/pubmed/12111919
http://doi.org/10.1111/j.1600-0781.2006.00236.x
http://www.ncbi.nlm.nih.gov/pubmed/16948824
http://www.ncbi.nlm.nih.gov/pubmed/28727702
http://doi.org/10.3855/jidc.849
http://www.ncbi.nlm.nih.gov/pubmed/21252455
http://doi.org/10.1016/S0033-3182(90)72166-4
http://doi.org/10.1111/j.1365-2133.1987.tb04930.x
http://doi.org/10.7860/JCDR/2013/7884.3670
http://doi.org/10.1016/0304-3959(75)90044-5
http://doi.org/10.1016/j.bja.2019.08.015


Healthcare 2022, 10, 1181 17 of 17

85. Degreef, H. Famciclovir, a new oral antiherpes drug: Results of the first controlled clinical study demonstrating its efficacy and
safety in the treatment of uncomplicated herpes zoster in immunocompetent patients. Int. J. Antimicrob. Agents 1994, 4, 241–246.
[CrossRef]

86. Ormrod, D.; Goa, K. Valaciclovir: A review of its use in the management of herpes zoster. Drugs 2000, 59, 1317–1340. [CrossRef]
[PubMed]

87. Weller, S.; Blum, M.R.; Doucette, M.; Burnette, T.; Cederberg, D.M.; De Miranda, P.; Smiley, M.L. Pharmacokinetics of the acyclovir
pro-drug valaciclovir after escalating single- and multiple-dose administration to normal volunteers. Clin. Pharm. Ther. 1993, 54,
595–605. [CrossRef] [PubMed]

88. Vermeire, E.; Hearnshaw, H.; Van Royen, P.; Denekens, J. Patient adherence to treatment: Three decades of research. J. Clin. Pharm.
Ther. 2001, 26, 331–342. [CrossRef]

89. Bowsher, D. The management of postherpetic neuralgia. Postgrad. Med. J. 1997, 73, 623–629. [CrossRef]
90. Thompson, R.R.; Kong, C.L.; Porco, T.C.; Kim, E.; Ebert, C.D.; Acharya, N.R. Herpes Zoster and Postherpetic Neuralgia: Changing

Incidence Rates From 1994 to 2018 in the United States. Clin. Infect. Dis. 2021, 73, e3210–e3217. [CrossRef]
91. Huang, C.T.; Lee, C.Y.; Sung, H.Y.; Liu, S.J.; Liang, P.C.; Tsai, M.C. Association Between Diabetes Mellitus and the Risk of Herpes

Zoster: A Systematic Review and Meta-analysis. J. Clin. Endocrinol. Metab. 2022, 107, 586–597. [CrossRef]
92. Suaya, J.A.; Chen, S.Y.; Li, Q.; Burstin, S.J.; Levin, M.J. Incidence of herpes zoster and persistent post-zoster pain in adults with or

without diabetes in the United States. Open Forum Infect. Dis. 2014, 1, ofu049. [CrossRef]

http://doi.org/10.1016/0924-8579(94)90024-8
http://doi.org/10.2165/00003495-200059060-00009
http://www.ncbi.nlm.nih.gov/pubmed/10882165
http://doi.org/10.1038/clpt.1993.196
http://www.ncbi.nlm.nih.gov/pubmed/8275615
http://doi.org/10.1046/j.1365-2710.2001.00363.x
http://doi.org/10.1136/pgmj.73.864.623
http://doi.org/10.1093/cid/ciaa1185
http://doi.org/10.1210/clinem/dgab675
http://doi.org/10.1093/ofid/ofu049

	Introduction 
	Materials and Methods 
	Evidence Search 
	Eligibility Criteria 
	Data Collection and Risk Assessment 
	Statistical Analysis 

	Results 
	Characteristics of the Relevant Studies 
	Relevant Studies 
	Excluded RCTs 
	Risk of Bias in the Five Studies 
	Blinding 
	Incomplete Outcome Data 
	Selective Reporting 
	Other Potential Sources of Bias 
	The Quality of the Evidence 
	Effects of the Interventions 
	Prodrugs Groups Versus Acyclovir Groups 
	Acyclovir Groups Compared with the Control Groups 
	Acyclovir Versus Placebo 
	Sensitivity Analysis 


	Discussion 
	Summary of the Main Results 
	Overall Completeness and Applicability of the Evidence 
	Quality of the Evidence 
	Potential Biases in the Review Process 
	Consistency with Previous Studies and Reviews 
	Implications for Practice and Research 
	Limitations 

	Conclusions 
	References

