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INTRODUCTION 
 47-year-old immune-competent woman.
 Since 1 week progressive perineal pain associated to dysuria, and headache with 
photophobia, and mild fever; since 2 days hypo- and dysesthesia in both legs and the 
inferior abdominal region, which quickly extended to both foot and the right thorax. 
 Medical history: at the age of 27 viral meningitis; since the age of 34 recurrent 
episodes of headache with photophobia and fluctuating fever; these episodes usually 
lasted several weeks and regressed completely after corticosteroid treatment.
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CONCLUSIONS
HSV-2 infection of the nervous system can cause 
recurrent meningitis and radiculomyelitis, also in 
immunocompetent adults. Neurological complications 
may occur without herpetic mucocutanous disorder. 
Treatment with acyclovir should be started as soon as 
possible, however, the duration of the suppressive 
prophylactic therapy has still to be clarified. 

INVESTIGATIONS
 Neurological examination: hypoesthesia thoracic and sacral region and both legs with 
sensory level (D8-D9 at the right side, L1 at the left side); diminished deep tendon 
reflexes of the lower limbs; urinary retention and constipation. 
 Brain MRT with gadolinium: unremarkable. 
 Spinal cord MRT with gadolinium: multiple swollen lesions, hyperintense on T2-
weighted images (figures 1+2); no enhancement. 
 CSF: increased proteins (95 mg/dl) and pleocytosis (700/mmc) of lymphocytes and 
monocytes; cytological examination: possible Mollaret-like cells (figure 3); PCR highly 
positive for Herpes simplex virus (HSV-1/2). 

DIAGNOSIS
Myelomeningoradiculitis caused by HSV-1/2. 

TREATMENT
 Intravenously acyclovir 10 mg/kg t.i.d. for 14 days, ceftriaxone 2 g/day for 3 days 
and methylprednisolone 1 gr/day for 5 days followed by tapering.
 Intravenous treatment followed by oral valacyclovir 1 gr t.i.d. for 7 days.

OUTCOME
 Headache disappeared quickly, sensory deficits improved significantly. 
 Interestingly, cutaneous bumps and blisters appeared in the right S1 dermatome 
some days after the beginning of the intravenous antiviral treatment. 
 CSF control after 2 week: 10/mmc cells; PCR for HSV-1/2 negative.
 Neuroradiological follow-ups: improvement with nearly complete regression of the 
spinal cord lesions (figures 4+5); mild meningeal enhancement. 
 Type-specific serological testing: antibodies IgG anti-HSV-2 positive. 
 1 week after treatment termination: reappearance of the cutaneous HSV infection, 
therefore restart with oral antiviral  therapy(valacyclovir). 
 Since more than 6 months: antiviral prophylaxis with valacyclovir 500 mg b.i.d. 
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Herpes Simplex Virus Type 2 (HVS-2)
 Primary HSV-2 infection: herpes genitalis; in 
immunocompetent adults usually asymptomatic (~ 80%).
 HSV-2 latency: dorsal spinal nerve root of lumbo-sacral 
ganglia; possible throughout the whole CNS axis. 
 Most important neurological complications in adults:

 Acute aseptic meningitis (in 36% of woman with 
primary HSV-2 genital infection, in 13% of men); 
 Myelitis (ascending in immunosuppressed individuals)  / 
Radiculomyelitis (Elsberg syndrome); 
 Encephalitis (> brainstem) (> immunosuppressed 
individuals);

 Neurological complications may be more frequent in HCV-2 
infections without preceding HCV-1 infections.
 There is no efficient vaccine for HSV-2. 

Mollaret’s meningitis
 Definition: benign self-limiting recurrent acute aseptic 
meningitis, where CSF-analysis often reveals large, 
mononuclear cells with an indistinct cytoplasm (= Mollaret 
cells) within the first 24-48 hours.
 HSV-2 is NOT the only responsible virus of Mollaret’s 
meningitis, but the most frequent (until 80%).
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OPEN QUESTION: PROPHYLATIC ANTIVIRAL TREATMENT
 Recurrence in up to 30% of patients during the first year after herpetic meningitis or 
radiculomyelitis. 
 Prophylactic treatment might reduce frequency, severity and duration of recurrences.
 Most data derive from recurrent meningitis - data are highly variable:

 Antiviral therapy until PCR of HSV-2 in liquor has become negative?
 Intermittent or continuous antiviral prophylaxis?
 Duration of oral maintenance treatment (months - years)?
 Dosage of oral maintenance treatment (acyclovir 400 - 1000 mg/day)?
 Relapses despite antiviral prophylaxis. 

An inefficient virus kills its host. A clever virus stays with it. James Lovelock (British scientist). 
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