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Recurrent vesicular rash  
over the sacrum
Our patient thought she had a case of “recurrent  
shingles,” but the location of the blisters and the  
frequency with which they appeared told a different story.

A 35-year-old woman sought care at our 
dermatology clinic with the self-diagnosis of 
“recurrent shingles,” noting that she’d had a 
rash over her sacrum on and off for the past 
10 years. She said that the tender blisters typ-
ically appeared in this area 3 to 4 times per 
year (FIGURE) and that their onset was occa-
sionally associated with stress. The rash tend-
ed to resolve—without treatment—within  
5 to 7 days. The patient had no other medical 
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problems or symptoms. Physical examina-
tion revealed 3 groups of vesicular lesions, 
each on an erythematous base, located bilat-
erally over the gluteal cleft. 

●	� What is your diagnosis?

●	�H ow would you TREAT THIS 
PATIENT?

Figure

Blisters over sacrum

Three groups of vesicular lesions, each on an erythematous base, were located 
bilaterally over the gluteal cleft.
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diculopathy, hyperesthesia) reinforce the hy-
pothesis that genital herpes can infect ganglia 
that are also associated with sacral nerves.8 
Contrary to popular belief, sacral HSV-2 is not 
commonly contracted from toilet seats.

How to differentiate  
herpes simplex from herpes zoster
As noted earlier, the location of the vesicles 
and unilateral nature of herpes zoster are 
useful in differentiating HSV from herpes 
zoster.  

z Tzanck preparation can’t be used to 
differentiate HSV and herpes zoster because 
it will demonstrate multinucleated giant cells 
in both cases. When necessary, viral culture 
can be used to distinguish the 2 conditions, 
although HSV often takes 24 to 72 hours 
to grow and herpes zoster may take up to  
2 weeks.9,10 Increasingly, polymerase chain 
reaction is being used for this purpose.

Antivirals are used for both genital 
and non-genital recurrences
The mainstay of treatment for HSV is antiviral 
therapy with acyclovir. Famciclovir and vala-
cyclovir can be used as well (TABLE).11 These 
antivirals inhibit viral DNA replication, short-
en duration of symptoms, increase lesion 
healing, and decrease viral shedding time.12 
They are generally safe; the main adverse 
effects of oral therapy are nausea, vomiting, 
and diarrhea. 

In general, non-genital recurrences of 
HSV are treated the same as genital recur-
rences.13 Dosing during prodromal symp-

Diagnosis:  
Recurrent herpes simplex virus-2
While the presentation of herpes zoster 
(shingles) and herpes simplex virus (HSV) is 
similar—grouped vesicles on an erythema-
tous base—recurrent shingles is rare in im-
munocompetent patients. Also, the herpes 
zoster rash is generally unilateral and is not 
common on the buttocks.1,2

z Herpes simplex virus-1 (HSV-1) gener-
ally occurs around the mouth. Herpes sim-
plex virus-2 (HSV-2) is generally a genital 
rash. (Our patient was not aware that she’d 
had a genital primary HSV-2 infection.) That 
said, non-genital recurrences in the sacral re-
gion and lower extremities occur in up to 60% 
of patients whose primary genital HSV-2 in-
fection also involved non-genital sites.3

HSV-2 infects an estimated 5% to 25% of 
adults in western nations.4 In 2012, approxi-
mately 417 million people ages 15 to 49 were 
living with HSV-2 worldwide,including 19 mil-
lion who were newly infected.5

z A dormant infection that is reacti-
vated. Following a genital primary infection, 
HSV-2 lies dormant in the sacral nerve root 
ganglia, which innervate both the genitals 
and sacrum. Reactivation can thus result in 
recurrences anywhere over the sacral derma-
tome.6 The sacral area is the most common 
non-genital site for recurrent HSV-2.3 Reacti-
vation of HSV-2 is more common and more 
severe in patients with human immunodefi-
ciency virus infection.7

Neurologic complications in some 
patients with genital herpes (eg, sacral ra-

Following a 
genital primary 
infection, HSV-2 
lies dormant in 
the sacral nerve 
root ganglia, 
which innervate 
both the genitals 
and sacrum.

TABLE

Antiviral dosing for the treatment of recurrent HSV-2*11 

Acyclovir Valacyclovir Famciclovir

Intermittent therapy 400-800 mg TID for 5 days 500 mg BID for 5 days

OR

2 g repeated in 12 hours 
(total of four 1 g tabs for 
each recurrence) 

125 mg BID for 5 days

OR 

1 g BID for 1 day (total 
of 2 tablets for each 
recurrence)

Suppressive therapy 
(6 mo-1 y)

400 mg BID 500 mg/d to 1 g/d 250-500 mg BID 

HSV-2, herpes simplex virus-2.

* These are considered at least Grade 2A recommendations (ie, based on high-quality evidence), but the risks and benefits should be weighed for 
each individual patient.
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toms or at the first sign of a recurrence is 
recommended for maximum efficacy.13 Sup-
pressive therapy can be effective in patients 
who experience frequent recurrences and is 
generally recommended for 6 months to a 
year or longer.

Patients should also be warned that be-
cause of increased genital viral shedding 
during sacral recurrences, they should avoid 
sexual contact during outbreaks.14

z Our patient began taking oral valacy-
clovir 1 g daily and had no recurrences over 
the next year.  			                  JFP
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      INSTANT poll 
Which medication would you be most likely to 
prescribe for a patient with chronic low back pain 
who failed to respond to nonpharmacologic  
treatments?
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