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ABSTRACT
Dermatological reactions have been reported following Shingrix vaccine administration in previous published cases, but dermato-
mal rash after Shingrix vaccination has not been reported in the United States. This case describes a 73-year-old immunocompe-
tent woman with a dermatomal rash after Shingrix recombinant vaccine administration. This case highlights the rare possibility of
an acute reaction after Shingrix vaccine administration, which should be recognized. Nonetheless, the vaccine has been shown to
be very effective at preventing varicella zoster virus reactivation and postherpetic neuralgia, so the benefit of receiving the vacci-
nation significantly outweighs the risk.

KEYWORDS Dermatomal rash; herpes zoster; Shingrix; vaccine

H
erpes zoster (Shingles) is a dermatomal rash
caused by reactivation of the varicella zoster virus
(VZV). VZV usually occurs in childhood, pre-
senting as chickenpox, and remains dormant in

the dorsal root ganglia.1 It is often reactivated later in life
from stress, aging, or immunodeficiency. Zoster presents as a
maculopapular rash that can evolve into vesicular lesions
with unilateral dermatomal distribution. It can be further
complicated by postherpetic neuralgia or herpes zoster
encephalitis.2 The Advisory Committee on Immunization
Practices currently recommends adjuvanted recombinant
Shingrix vaccines in two doses for all adults over 50 to
reduce the incidence of zoster and/or postherpetic neuralgia.3

While Zostavax was a live vaccine with limited efficacy in
the older age group, Shingrix is an adjuvanted recombinant
zoster vaccine that is widely sought due to its strong efficacy
with a sustained antibody response.3

CASE PRESENTATION
A 73-year-old woman with known hypertension, hypo-

thyroidism, and stage IIA infiltrating ductal breast cancer sta-
tus post bilateral mastectomy on letrozole for 3 years
reported mild, itchy rash 3 days after receiving the first dose

of the Shingrix vaccine. It started with vesicular lesions on
the right side of her abdominal wall, which over the next few
days progressed to her back in the L3–L4 dermatome (Figure
1a, 1b). She described the rash as tingly, itchy, and tender
with no discharge from vesicular lesions. The day after rash
onset, she flew to the Philippines and returned 7 days later.
She received the flu vaccine at the same time as Shingrix.
She had chickenpox as a child and had received the Zostavax
vaccine about 10 years earlier with no complications. Upon
returning from the Philippines, she contacted the internal
medicine clinic. Since the vesicular lesions had resolved, no
samples could be sent for Tzank smear. Her rash completely
resolved over the next few days with no sequela of pain
(Figure 1c).

DISCUSSION
Shingrix is an adjuvanted subunit vaccine made up of a

single recombinant VZV antigen, glycoprotein E, and the
AS01B adjuvant system.4 Glycoprotein E elicits anti-VZV
immunity while the adjuvant system stimulates VZV-specific
antibody and a CD4 T-cell response.5 A review of multiple
trials suggested strong immune response and significant effi-
cacy with minimal serious adverse events to prevent herpes
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zoster in immunocompetent adults.6 Similarly, in immuno-
compromised patients, Shingrix vaccination resulted in
improved antibody response with significant disease reduc-
tion, further establishing its efficacy and safety.7,8

There are no published data in the United States on
Shingrix-associated VZV rash, unlike the Zostavax live vac-
cine, which has had serious side effects in the immunocom-
promised.9 The components of this recombinant vaccine are
not known to cause a reaction, and the rationale for derma-
tomal rash after vaccination in an immunocompromised
individual is not known.

In our case, the patient was administered seasonal influ-
enza vaccine on the same day she received the Shingrix vac-
cine. The data suggest that Shingrix can be safely
administered with the influenza vaccine without affecting the
immune response of either vaccine.10 The most common
side effects reported with Shingrix are pain, redness, and
swelling at the injection site.11 The most common systemic
effects in the trials were myalgia (44.7%), fever (20.5%),
headache (37.7%), shivering (26.8%), fatigue (44.5%), and
gastrointestinal symptoms (17.3%).3 However, there have
been a few case reports mentioning a dermatological reaction
to Shingrix. Thompson et al described a bullous rash 2 days
after receiving the second dose of Shingrix vaccine.12

Another report mentioned a 74-year-old woman with known
ulcerative colitis presenting with a blistering autoimmune
skin reaction following Shingrix administration.13 A review
was available about a case report in German suggesting
occurrence of dermatomal rash after Shingrix.14 Although
dermatomal reactions after Shingrix are rare, we need to rec-
ognize them.

Shingrix vaccine causing herpes zoster was not observed
in study trials. It is possible that the rash resulted from
reduced efficacy of previous Zostavax administration
(10 years earlier). Further studies are needed with laboratory
data including antibody levels and Tzank smear to identify
the pathophysiology. This case report should not deter physi-
cians from administering Shingrix, given its strong efficacy in
preventing morbidity from zoster rash and postherpetic neu-
ralgia. In a 2021 update, the Advisory Committee on
Immunization Practices recommended two doses of Shingrix
for adults 19 or older who are or will be immunodeficient or
immunosuppressed due to disease or therapy.15
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Figure 1. (a, b) Dermatomal herpes zoster rash after Shingrix administra-
tion. (c) Resolution of the rash.
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