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Abstract

Postherpetic neuralgia (PHN) is a chronic and painful condition characterized by persistent pain following resolution of a herpes
zoster infection. Management of PHN can be challenging as this disorder is difficult to treat and many strategies have been
described to reduce such pain. The objective of the treatment of PHN is primarily pain alleviation and improvement of the quality
of life. We report a case of a patient with PHN treated with capsaicin patch, after therapeutic failure of other drugs indicated as
first and second-line treatment. Side effects of systemic therapy have limited therapeutic compliance and consequent limited
pain control. Capsaicin 8% patch has been shown to be effective, safe, well tolerated without serious adverse reactions in the
treatment of neuropathic pain in adults.

Future studies will be necessary to verify the role and cost-effectiveness of capsaicin patch in the management of postherpetic
neuropathic pain.
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Studies have shown that diabetes mellitus is associated

1. Introduction with an increased incidence of some viral infections,?
Postherpetic neuralgia (PHN) is a chronic and painful however, there is no evidence proving diabetes is a risk
condition characterized by persistent pain following factor for HZ infections.*

resolution of a herpes zoster (HZ) infection. When pain persists for more than 180 days after the
Dysfunction of sensory nerves caused by PHN onset of skin rash, PHN is well established and the
encompasses/consists ~ of  spontaneous  pain, possibility of spontaneous pain reduction is reduced.>
paresthesia, hyperalgesia, allodynia, and decreased " Differential diagnosis of pain type is crucial to
physical activity. Pain is usually described as burning, implement an appropriate treatment.

aching, electrical and/or shock-like in quality.* Management of PHN can be very challenging, as the
Epidemiological data show that the risk of HZ disorder is difficult to treat and many strategies have
infection and the development of PHN increases with been described to manage it. Neuropathic pain is
the advancing age. Approximately 20% of the usually associated with the heterogeneity of etiologies,
population is infected with HZ during their lifetime.? symptoms and underlying mechanisms: it is often

refractory to conventional therapies,® based upon the
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use of systemic drugs; hence, tricyclic antidepressants,
gabapentin, pregabalin or lidocaine 5% patches are
often recommended as first-line treatments. Second-
line treatments generally include tramadol, and in
some cases, nortriptyline, imipramine or duloxetine.
Strong  opioids, other antiepileptics, other
antidepressants, cannabinoids, N-methyl-D-aspartate
receptor antagonists, memantine, mexiletine and
topical low-concentration capsaicin cream are often
third-line options, as part of a multimodal approach or
as a sole agent.®

We report a case of a patient with PHN treated with
capsaicin patch, after therapeutic failure of other drugs
indicated as first and second-line treatment. Informed
consent was obtained before the procedure.

2. Case report

A male, 59 years old, factory worker, diagnosed with
HZ infection, reaching the left thoracic and
subscapular region, receiving aciclovir 800 mg 4/4
hours per os; pregabalin 50 mg per os; diclofenac 50
mg 8/8h per os and inj. cyanocobalamin 0.2 mg .
pyridoxine hydrochloride 200 mg + thiamine disulfide
100 mg intramuscularly.

A month later he reported to the emergency
department with complaints of persistent pain, despite
the above prescribed analgesic therapy. He was
discharged with tramadol 50 mg and pregabalin 150
mg twice a day and was referred to the Chronic Pain
Unit (CPU). Two months later he was followed up at
CPU, reporting continuous and bursting burning pain
in the left subscapular thoracic area, with irradiation to
the abdomen. On a numerical pain scale, he presented
a minimum score of 7, maximum pain of 10 and usual
pain of 9.

Specific questionnaires were used and the results
were;

e Douleur Neuropathique Questionnaire 4
(DN4) revealed the presence of a neuropathic
component with a DN4 value of 5
(neuropathic component is suggested if DN >
4);

e Hospital Anxiety and Depression Scale
Questionnaire (HADS) revealed the presence
of significant depression or anxiety, with a
value of 14 for the depression component and
13 for the anxiety component (cut off > 8);
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e Brief Pain Inventory Questionnaire (BPI)
revealed high interference with general
activity, mood and sleep - component WAW
(Walking, Activity and Work) 72.5%;
component REM (Relations with other
people, Enjoyment of life and Mood) 60%;
pain component 8.75; interference (REM +
WAW / 2) 66.25%.

On physical examination, he presented pain localized
to the previously infected zone, presenting allodynia
and hyperalgesia. Clinical history and physical
examination were consistent with the diagnosis of
PHN.

He was prescribed pregabalin, tramadol (prolonged
release) 150 mg at lunch, domperidone 1 mg 3 times
daily, tramadol 37.5 mg/paracetamol 325 mg SOS up
to 4 times daily and 5% lidocaine patch.

At follow-up consultations, he reported compliance
with therapy and mild symptomatic relief requiring
tramadol 37.5 mg/paracetamol 325 mg 3 times a day.

One year later, in the follow-up visit, he reported
worsening pain associated with non-compliance with
oral therapy, due to the drowsiness caused, which was
incompatible with his professional situation. The
patient only took tramadol 37.5 mg/paracetamol 325
mg SOS and applied the 5% lidocaine patch.
Therapeutic adjustment was performed, and he was
prescribed tramadol (prolonged release) 200 mg at
bedtime, gabapentin 300 mg 3 times a day, duloxetine
60 mg once a day, 5% lidocaine drug patch and
tramadol 75 mg /paracetamol 650 mg SOS, up to 3
times a day. He continued the prescribed therapy with
only mild symptomatic relief and was, therefore,
proposed for treatment with capsaicin 8% patch.

He was subjected to the first treatment under left
paravertebral block at T7-T8 level, a single shot with
levobupivacaine 0.5% and dexamethasone 8 mg. The
treatment was uneventful, with complete pain relief.
During 3 months he did not need additional therapy
but afterward, treatment had to be repeated with
capsaicin 8% patch, due to worsening of the
symptoms.

He underwent quarterly treatments with capsaicin
patches, always under paravertebral block
uneventfully, with full pain relief, and without the
need for complementary therapy between treatments.
In order to understand the origin of the analgesia,
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paravertebral block was performed only, without
administration of capsaicin patch. However, clinical
improvement only lasted for 4 days and repeated
treatment with capsaicin patch provided symptomatic
relief for 3 months.

On his last visit he underwent the fifth treatment,
keeping only the capsaicin patch as therapy, and
reported a pain relief from score ten to score zero 15
days after the treatment. The Global Change
Perception  Scale  questionnaire  revealed a
considerable improvement in symptoms, emotions and
quality of life since he started this treatment.

3. Discussion

The objective of the treatment of PHN is primarily
pain alleviation and improvement of the quality of
life.X° Clinical history with recent HZ infection has
allowed a differential diagnosis of PHN that dictated
therapeutic orientation. The underlying cause of PHN
is considered to be predominantly neuropathic.*

Neuropathic pain is very challenging. Most topical
treatments require frequent applications (daily for the
lidocaine 5% patch)*2. Side effects of systemic therapy
have limited therapeutic compliance and consequent
limited pain control. Capsaicin 8% patch has been
shown to be effective, safe, well tolerated without
serious adverse reactions in the treatment of
neuropathic pain in adults.®8

The possibility of discontinuing the systemic
medication while maintaining the capsaicin patch
alone allowed adequate pain control, permitting our
patient to work, and improving the patient's quality of
life.

Procedure for using the capsaicin 8%; application of a
capsaicin patch requires professional training and is
reserved for nurses in chronic pain units!®. It can be
used alone or in combination with other treatments for
neuropathic pain. The 14 cm x 20 cm (280 cm?) patch
must cover the zone to be treated and a maximum of
four patches can be applied simultaneously for a
period of 60 min. However, in order to limit the intense
burning sensations induced by capsaicin, an
anesthetist’s presence was required during the
procedure in order to promptly treat any side effects.
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4. Conclusion

Capsaicin 8% patch application is an effective remedy
of postherpetic neuropathic pain, when other pain
management modalities have failed. However, it
requires professional training and is reserved for
trained nurses in chronic pain units, or even
anesthesiologists.

Future studies will be necessary to verify the role and
cost-effectiveness of capsaicin  patch in the
management of postherpetic neuropathic pain, and to
identify the patient groups that may benefit the most.
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