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Short Communication
The term “herpes” creates panic among the general population.
Oral herpes simplex virus is most commonly seen affecting the oral
soft tissue region the perioral area [1,2]. They have been categorized
into HSV -1 and HSV -2, wherein HSV-1 affects the orofacial region,
most commonly above the waist region and HSV-2 affects the
genital region below the waist. However, change in sexual practices
have been the basis for the variations of the virus, affecting the
non-conventional regions of the body [3,4]. The primary oral form
is most commonly seen in children with prodromal symptoms
manifesting as malaise, fever and lymphadenopathy followed at
the later phase as vesicles or ulcers or both within the oral cavity
and usually resolves within duration of two weeks [3]. The history,
sign and symptoms are sufficient to reach a diagnosis. The use of
laboratory investigations is usually not mandatory [2,5]. Palliative
and supportive care remains the mainstay of the treatment [3].
The virus then remains latent within the trigeminal nerve
ganglion and might be reactivated by stress, illness or any
environmental conditions, which results in recurrence of the
disease [3]. When the lesions are clinically evident it is termed as
recrudescent HSV infection [1,3]. The lesions that are seen at the
muco-cutaneous junction of the lips is termed as fever blister or
cold sore. Sometimes the patients also experience other prodromal
symptoms prior to RHL, which comprises of pain, itching and
burning at the site of lesion [6].
Over the years both topical and systemic therapies have been
tried. Both the treatment modalities have their benefit to adverse
effects ratio. The topical therapies can be further categorized into
palliative, preventive and antiviral categories.

Under palliative treatment, the over the counter drugs which
are available for the treatment of herpes is benzocaine, which
helps in decreasing the pain in relation to intraoral HSV infection,
whereas the drugs available by prescription include lidocaine alone
(gel 2 % or viscous lidocaine 2 %) or sometimes in combination
with coating agents and also with/without diphenhydramine. A
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combination of all these drugs is more effective in treating HSV
infections than the anesthetic preparations alone. They are also
used with systemic antiviral agents for increased efficacy while
treating HSV. Further, ice can be used and lip materials containing
cocoa, lanolin and petroleum products have been recommended to
treat recurrent herpes [6].

While the use of topical drugs has few adverse effects and are
preferred over the systemic drugs, however they should not be
neglected as some serious life-threatening conditions have been
reported [7,8]. These events include neurologic and cardiovascular
response on aspiration of lidocaine which are manifested as seizures
and hypotensive occurrences, while ingestion of topical benzocaine
has manifested on the progress to methemoglobinemia [8-11].
These adverse effects have led to the non -usage of benzocaine and
its product in children below 2 years of age, as suggested by Food
and Drug Administration in 2011 [12]. Preventive agents such as
sunscreen on lips with an SPF of at least 15 is advised when sun is
considered as a risk factor in developing RHL [4,13].

These Topical antiviral drugs have been reported to show
maximum efficacy during the prodromal phase by reducing the
healing time of the lesion [6]. The most common drugs are acyclovir
5%, penciclovir 1% and docosanol 10% in cream form [1,2,4,13].
Other topical drug preparations of foscarnet, cidofivir and
imiquimod are only used when the treatment of RHL have found
to be resistant and non-responsive to the conventional antiviral
drugs which include acyclovir 5% cream, penciclovir 1% cream and
docosanol 10% cream [14,15].
Systemic agents are used for treatment and prophylaxis of both
RHL and RIH. The benefits of systemic over topical drugs include
greater drug exposure, rapid access to site of viral replication,
better biocompatibility less frequent dosing and improved
compliance [16,17]. Treatment of primary oral HSV infection is
by supportive and symptomatic interferences [18]. Accelerated
healing with reduction in viral load and improved oral intake was

6447

Biomedical Journal of Scientific & Technical Research

seen in pediatric patients who were treated with oral acyclovir
suspension at a dosage of 15 mg/kg within 3 days of symptom
onset and continued five times a day for one week [19]. Newer
antiviral medications such as famciclovir and valacyclovir may also
be prescribed given their more convenient dosing and increased
bioavailability [14].

Systemic antiviral medications may be used for prophylaxis as
well as for treatment of patients with severe, recurrent, obstinate
and hideous epidemics [20]. FDA has approved oral valacyclovir
for the management of RHL [17]. Genital herpes is treated and
suppressed by oral acyclovir and famiciclovir and have also been
used for RHL therapy [13,21].

Conclusion

The realization and awareness of the disease process in the
early stages helps in better treatment planning and reduced healing
period. Several treatment modalities have certainly evolved over
time and the availability of these has definitely helped in treating
the disease process. However, more molecular level research can
definitely help us in drawing much better treatment plans leading
to successful treatment and a superior prognosis.
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