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Safety and Effectiveness of the Herpes Zoster Vaccine to Prevent Postherpetic Neuralgia –
2014 Update and Consensus Statement by the Canadian Pain Society
The Canadian Pain Society (CPS) hosted its first Study Day in Toronto in July 2014, attended by
experts in various fields of pain management and research (listed below). The aim was to review
the National Advisory Committee on Immunization (NACI) guidelines and to prepare a CPS
position statement concerning the use of the zoster vaccine in Canada.
Position 1: The Canadian Pain Society strongly encourages health care practitioners to
discuss herpes zoster (HZ) vaccination with immunocompetent patients aged 60 and older.
Rationale: Before 1996, when a vaccine was introduced, almost all Canadian children (over
90%) developed chickenpox, caused by the varicella zoster virus. The virus remains dormant in
the dorsal root and the trigeminal ganglia until it is reactivated under certain conditions, causing
herpes zoster (HZ, commonly known as shingles). About 20% of Canadians are expected to
develop HZ at some point in their lives. In Canada, 130,000 new cases of shingles are reported
each year. Of these, about 17,000 will go on to develop postherpetic neuralgia (PHN). The
estimated annual Canadian direct health care cost for HZ and PHN is about $68 million.
However, with an aging population, the incidence of HZ and the related costs are expected to
increase.
Shingles typically begins as a painful skin rash, usually on one side of the body. Pain may also
be present without a rash. Repeat episodes are rare. Complications can include nerve damage,
facial paralysis, serious eye infections, and other secondary infections. However, the most
common and serious complication of HZ is PHN, defined as pain lasting more than three months
after onset of the acute episode.
Age is the greatest risk factor for developing PHN: in the 60 and over age group, 13% of those
who develop shingles will experience PHN, and approximately 6% of those who develop
shingles will experience persistent and unrelieved pain. Greater pain intensity with the initial
shingles outbreak is associated with increased risk of developing PHN. Recent studies in the UK,
Europe, and Asia have also indicated that some individuals are at risk for stroke following an HZ
episode, and the growing awareness of the role of HZ in vascular disease merits further research.
Although PHN has low incidence, it has major and long-lasting impacts on health and
quality of life.
Pain due to PHN is often neuropathic and very challenging to treat. Analgesic medications such
as tricyclic antidepressants (e.g., amitriptyline, nortriptyline) and anticonvulsants (e.g.,
gabapentin, pregabalin) provide only partial relief. Some patients suffer severe lifelong pain,
which reduces their quality of life (QOL), in turn affecting the QOL of family, friends, and
colleagues. The impact of mild PHN on QOL can be compared to that of congestive heart failure
(CHF), and the impact of severe PHN can be compared to that of depression, diabetes, asthma, or
multiple sclerosis (MS). In adults aged 60 to 69, the vaccine reduces the chances of getting
shingles by 50% and of developing PHN by 66%. Furthermore, in individuals who still get
shingles after vaccination, the median pain duration is reduced from 24 to 21 days and the severity
of the shingles is less. The vaccine is safe, with side-effects commonly limited to mild
local skin reactions. According to the latest estimates, the vaccine protects against shingles for at
least seven years, and booster shots are not currently recommended.
Position 2: The Canadian Pain Society encourages health care practitioners to discuss HZ
vaccination with patients who are at increased risk for shingles.
Rationale: Conditions associated with increased risk for shingles include:
• lupus
• rheumatoid arthritis
• inflammatory bowel disease
• psoriasis
• chronic obstructive pulmonary lung disease (COPD)
• diabetes

• cancerous tumours, leukemias
• asthma
• use of anti-inflammatory drugs such as corticosteroids, disease-modifying antirheumatic
drugs, TNFa sequestering antibodies
• Other.
Whether the vaccine can be given to immunosuppressed individuals with some of the above
conditions must be decided by a health professional on a case-by-case basis due to the limited
evidence for effectiveness in these populations and the potential risks.* This is a live virus vaccine.
If a decision has been made for the individual to receive the vaccine, it must be given a minimum
of one month prior to immunosuppressive treatment. If indicated, household contacts of
immunosuppressed persons may receive the vaccine.
IMPORTANT: Although persons with HIV are also at increased risk for shingles, they should
not be given the vaccine. Nor should it be given to persons who are taking high doses of
corticosteroids (>20mg/day of prednisone) or other immunosuppressive drugs.
Position 3: Drug treatment (e.g., antivirals, corticosteroids) of active shingles has not been
shown to decrease the risk of PHN.
Rationale: Shingles can be treated with antiviral drugs such as acyclovir, famciclovir, and
valacyclovir. However, these drugs are effective only if given within 72 hours of the first signs
of the initial pain or rash. Antivirals have been shown to decrease the acute episode symptoms,
Position 3: Drug treatment (e.g., antivirals, corticosteroids) of active shingles has not been
shown to decrease the risk of PHN.
Rationale: Shingles can be treated with antiviral drugs such as acyclovir, famciclovir, and
valacyclovir. However, these drugs are effective only if given within 72 hours of the first signs
of the initial pain or rash. Antivirals have been shown to decrease the acute episode symptoms,
but may not prevent PHN. Corticosteroid or gabapentin use during the acute episode has not been
shown to prevent PHN.
Acknowledgements: The 2014–2015 CPS Study Day Series is funded by an unrestricted
educational grant from Merck and Company Incorporated, a Canada Research Chair grant (to G
Lavigne), and an IMHA–Canadian Institutes of Health Research grant.
Additional Resources:
Brisson M, Pellissier JM, Camden S et al. The potential cost of vaccination against herpes zoster
and PHN. Hum Vaccine May-June 4(3): 238-45 May-June 2008.
Drolet M, Brisson M, Schmader KE, Levin MJ, Johnson R, Oxman MN, Patrick D, Blanchette
C, Mansi JA. The impact of herpes zoster and postherpetic neuralgia on health-related quality of
life: a prospective study. CMAJ. 2010 Nov 9;182(16):1731 -6.
Government of British Columbia. HealthLinkBC. Shingles Vaccine.
http://www.healthlinkbc.ca/healthfiles/hfile111.stm
Keating GM. Shingles (herpes zoster) vaccine (zostavax(®)): a review of its use in the
prevention of herpes zoster and postherpetic neuralgia in adults aged ≥50 years. Drugs. 2013
Jul;73(11):1227-44. http://www.ncbi.nlm.nih.gov/pubmed/23839657
Langan SM et al. Risk of Stroke Following Herpes Zoster: A Self-Controlled Case-Series Study.
Clinical Infectious Diseases (2014).
http://cid.oxfordjournals.org/content/early/2014/03/25/cid.ciu098.full
Nagel M, Gilden D. Varicella zoster virus infection: generally benign in kids, bad in adults.
Clinical Infectious Diseases 2014;58(11):1504-6.
Public Health Agency of Canada. An Advisory Committee Statement (ACS) – National

Advisory Committee on Immunization (NACI), January 2014. Update on the Use of Herpes
Zoster Vaccine. http://www.phac-aspc.gc.ca/naci-ccni/hzv-vcz-eng.php
Public Health Agency of Canada. Canadian Immunization Guide. http://www.phacaspc.gc.ca/publicat/cig-gci/p04-herp-zonaeng.php
Public Health Agency of Canada. National Advisory Committee on Immunization (NACI). Fact
Sheet – Shingles (Herpes Zoster). http://www.phac-aspc.gc.ca/id-mi/shingles-zona-fs-eng.php
Shapiro M et al. Update on herpes zoster vaccination: A family practitioner’s guide. Canadian
Family Physician, Oct. 2011, vol 57 no. 10, 1127–1131.
http://www.cfp.ca/content/57/10/1127.full

*Zhang J, Xie F, Delzell E, Chen L, Winthrop KL, Lewis JD, Saag KG, Baddley JW, Curtis JR.
Association between vaccination for herpes zoster and risk of herpes zoster infection among
older patients with selected immune-mediated diseases. JAMA. 2012 Jul 4;308(1):43-9.
Appendix:
1. Administration: Health Canada has authorized and recommended the HZ vaccine for persons
aged 60 years and older who are not immunocompromised (see the recommended reading list).
Persons aged 50 to 59 may also be considered for vaccination. It can be given at the same time
(but at a different site) as the pneumococcal vaccine or influenza vaccine. Individuals who have a
serious reaction to gelatin or neomycin should not get the vaccine, nor should people who are ill
with a fever exceeding 38.5° C (101.3° F), have active untreated tuberculosis, or are pregnant or
breastfeeding. The vaccine can be given one year after an initial HZ episode, and it can also be
administered to those who are not sure if they have had chickenpox. It should not be given to
persons who have received the chickenpox vaccine or are immunocompromised.
Previously, the vaccine had to be kept frozen before use (–15° C), but a new lyophilized vaccine
that can be refrigerated (2–8° C) is now available. It is reconstituted with a diluent and must be
used within a half hour after mixing. The vaccine is injected subcutaneously, usually in the arm.
Depending on the province, the HZ vaccine can be administered by a nurse, pharmacist, or
physician. The vaccine is sold at certain clinics or pharmacies, and some health insurance plans
will cover the cost. For insurance purposes, the drug identification number (DIN) is usually
required.
The rules for getting and giving the vaccine differ across the Canadian provinces. For example, a
prescription is required in Ontario, but not in other provinces.
Health professionals who can administer the zoster vaccine:
Province
British Columbia
Alberta
Saskatchewan
Manitoba
Ontario
Quebec
New Brunswick
Nova Scotia
PEI
Newfoundland

Physician
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes

Nurse
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes

NB: Because conditions are subject to change, this information should be regularly updated.
**In some pharmacies, nurses are authorized to administer the vaccine.
2. CPS Study Day Participants

Pharmacist**
Yes
Yes
No
Yes
No
No
Yes
Yes
No
No

Panelists selected by CPS
Aline Boulanger, MD, FRCP, MHP. Director, Pain Clinic, Centre hospitalier de l’Université de
Montréal – CHUM, Montreal, QC.
Jason W. Busse, DC, PhD. Assistant Professor. Dept. of Anesthesia, Dept. of Clinical
Epidemiology & Biostatistics, McMaster University, Hamilton, ONT.
Brian E. Cairns, RPh, ACPR, PhD. Professor, Faculty of Pharmaceutical Sciences, University of
British Columbia, BC.
Lynn Cooper, President, Canadian Pain Coalition, Toronto, ONT.
Hance Clarke, MD, PhD, FRCPC. Director, Transitional Pain Program; Medical Director, Pain
Research Unit; and Staff Anesthesiologist, Toronto General Hospital. Assistant Professor,
University of Toronto, Toronto, ONT.
Jacques Laliberté, President, Association québécoise de la douleur chronique (AQDC), QC.
Gilles Lavigne, DMD, PhD, FRCD. President of CPS and Chair of the CPS Study Day. Canada
Research Chair in Pain, Sleep and Trauma. Professor and Dean, Faculty of Dental Medicine,
Université de Montréal. Surgery Department, Hôpital du Sacré-Coeur de Montréal, Montreal,
QC.
Eric Lessard, DMD, MD. Centre des Spécialistes Dentaires et Implantologie, Laval, QC.
Fawziah Marra, RPh, PharmD, Professor, Faculty of Pharmaceutical Sciences, University of
British Columbia, BC.
Margaret McKyes, BA, DipSpEd, BED, GDipT. Free-lance translator/editor/writer, Montreal,
QC.
Sujay Mehta, DMD. Doctor of Dental Medicine, Private practice, Vancouver, BC.
Yorman Shir, MD. Professor of Anesthesia, Edwards Chair in Clinical Pain. Director, Alan
Edwards Pain Management Unit, McGill University Health Centre, Montreal, QC.
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LSB Faculty of Nursing, and Senior Fellow, Massey College, University of Toronto, Toronto,
ONT.
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