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To the Editor:
Infections caused by herpes simplex (HS) and herpes 
zoster (HZ) usually can be recognized by clinical 
findings; however, laboratory confirmation some-
times is required. Polymerase chain reaction (PCR) 
laboratory tests detect HS or HZ in a sensible and 
specific manner. New PCR systems such as real-time 
PCR (RT-PCR) give faster and more precise results. 
We report a case of recurrent concomitant HZ and 
HS diagnosed by RT-PCR.

A 62-year-old woman presented with recurrent 
painful cutaneous lesions on the left buttock and 
thigh of 9 years’ duration. This eruption was pre-
ceded by a burning sensation of 1 week’s duration 
that extended toward the heel. Cutaneous lesions 
normally were sparse and persisted for a few days. 
She also had annular erythematous lesions of 3 years’ 
duration on the upper trunk and shoulders after sun 
exposure. On physical examination, an atrophic 
hypopigmented patch was seen with a few vesicles 
located on the thigh. Whitish atrophic patches also 
were found in a linear distribution on the left but-
tock and thigh (Figure). 

Laboratory results included the following: anti-
nuclear antibody, 1:400 on a nuclear dotted pat-
tern; extractable nuclear antigens (anti-Ro60 and  
anti-Ro52) were positive (reference range, >15); and 
rheumatoid factor was 24.1 U/mL (reference range, 
0–15 U/mL). The patient did not meet any other 
American College of Rheumatology criteria1,2 of sys-
temic lupus erythematosus apart from photosensitivity. 

The rest of the analysis—complete blood cell count, 
liver enzymes, and biochemistry—was normal or  
negative. Human immunodeficiency virus, herpes  
simplex virus types 1 and 2 (HHV-1 and HHV-2), and  
varicella-zoster virus (VZV) IgM serologies were nega-
tive, whereas IgG VZV serology was positive. 

The microbiological study via swab obtained 
from the roof and fluid from the vesicles showed an 

Concomitant Herpes Zoster and  
Herpes Simplex Infection
Marta Mendieta-Eckert, MD; José Luis Díaz-Ramón, MD; Gurutze Rubio-Fernandez, MD;  
Inés Martínez-Rienda, MD

From the Hospital Universitario Cruces, Barakaldo, Vizcaya, Spain. 
Drs. Mendieta-Eckert and Díaz-Ramón are from the Department of 
Dermatology, and Drs. Rubio-Fernandez and Martínez-Rienda are 
from the Department of Microbiology. 
The authors report no conflict of interest.
Correspondence: Marta Mendieta-Eckert, MD, Hospital Universitario 
Cruces, Servicio de Dermatología, Plaza de Cruces sin número, 
Barakaldo, 48903, Vizcaya, Spain (maitagarrias@hotmail.com).

Grouped vesicles and whitish patches corresponding to 
the areas of prior flares in the L5 to S1 dermatome.
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indeterminate result from the rapid direct antigen 
detection with immunofluorescent antibodies. Viral 
cultures were HHV-2 positive and VZV negative. 
Conventional PCR showed positive results, both for 
HHV-2 and VZV. A second analysis, performed with 
RT-PCR from a new sample taken 2 months later, 
showed the same results, which led to the diagnosis 
of recurrent concomitant HS and HZ with a recur-
rent HZ clinical pattern. The patient was started on 
valacyclovir 1 g daily, and the number and intensity of 
flares diminished in the months following treatment.

Concomitant HS and HZ on the same dermatome 
has been described in the literature.3,4 In a retrospec-
tive series of 20 immunocompetent patients, HZ was 
the main presumed diagnosis before laboratory con-
firmation of diagnosis, and only 1 case corresponded 
to recurrent HZ.3 Other cases of simultaneous HS 
and HZ have been described, but they did not occur 

on the same dermatome. Half of these reported cases 
were in immunosuppressed patients.5,6

The recurrent nature of HS is well known; how-
ever, recurrent cases of HZ are rare. Nevertheless, in a  
population-based cohort study of patients with a con-
firmed prior episode of HZ (N=1669), recurrences 
were found in 6% of patients.7 Recurrence was more 
common if the patient was immunosuppressed, was 
female and 50 years or older, and had pain for more 
than 30 days.7

The recurrence rate was high in our case, but no 
immunosuppressive factor could be found apart from 
probable subacute cutaneous lupus erythematosus. 
Systemic lupus erythematosus has been associated 
with a high risk for developing HZ secondary to  
cell-mediated immunosuppression. The annual 
incidence of HZ can reach 32 of 1000 patients  
with systemic lupus erythematosus, while in the 

 
Comparison of Main Laboratory Tests for Herpes Diagnosis11,15-19 

Characteristic Viral Cultures
Antigen 
Detection Conventional PCR RT-PCR

Time to result HS: 24–48 h;  
VZV: 5–7 d 

5 h 24 h 2–3 h

Sensitivity 78%–81% 56%–65% 100% 100% 

Specificity 100% 99% 100% 100%

Estimated cost $3–$14a HS: $13/testb; 
VZV: $6/test

$8/test HS: $19/testb;  
VZV: $32/test

Advantages Relatively low cost, 
allows sensitivity 
testing

Superior to 
culture in  
healing lesions

Sensitivity, rapid 
detection

Low risk for 
contamination,  
cost effective

Disadvantages Low sensitivity, 
especially for 
recurrent lesions; 
ideal transportation 
conditions for 
laboratory samples 
(fast, low temperature 
[2°C–8°C]); delay 
in diagnosis; 
unprofitable in  
case of HZ

Low sensitivity Laborious, 
contamination risk

Not available in  
all laboratories

Abbreviations: PCR, polymerase chain reaction; RT-PCR, real-time polymerase chain reaction; HS, herpes simplex; VZV, varicella-zoster virus;  
HZ, herpes zoster.
a�Low cost of the test, but must take into account the extra cost of qualified personnel and required specific installations. We cannot specify 
the price per test because cultures are used for numerous samples, have variable useful life, and additional costs must be added.

bHerpes simplex virus types 1 and 2 can be detected in the same reaction.
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general population the incidence is only 1.5 to 3 of 
1000 patients.8-10 

Direct detection of antigens of HS and HZ is a 
fast and inexpensive technique but lacks the sen-
sitivity of viral cultures. Viral cultures used to be 
considered the gold standard; however, they are less 
sensitive than PCR.11 Furthermore, VZV detection 
is more difficult than HS, leading to a notable per-
centage of false-negative results.12 Polymerase chain 
reaction is a fast, reliable, and sensitive laboratory 
technique. Real-time PCR permits faster results than 
conventional PCR, specifically for HHV-1, HHV-2, 
and HZ detection. It also has minimal risk for con-
tamination.13,14 In our opinion, PCR should be the 
gold standard instead of viral cultures. It has proven 
its superiority as a rapid method for detection, it is 
the most sensitive test, it is easier to perform, and it 
is cost effective (Table).11,15-19 However, viral cultures 
can allow sensitivity testing and are still an option 
for determination of susceptibility to antivirals. 

In our case, a false-positive was excluded because 
no sign of possible contamination was found, 
repeated internal analysis from the same sample 
confirmed the results, and a new analysis from a 
new flare showed the same results 2 months later. 
However, we cannot rule out that the positivity for 
HZ of the second sample was due to the high sensi-
tivity of the test and a virus latency in nerves.

We propose the use of PCR as a method of choice. 
Presumably more cases of recurrent HZ and concomi-
tant HS and HZ will be seen with PCR use. In the 
case of a concomitant infection of HS and HZ, it is 
reasonable to use an antiviral dosage as in HZ treat-
ment. No literature regarding outcomes from therapy 
could be found.
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