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Diffuse Genital Herpes
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Abstract

Background: Systemic lupus erythematosus is an autoimmune disease and genital
herpes is a viral disease which can be aggravated during immunocompromised state.
Case Report: A 45 years old female presented with rash in her buttocks for five years.
She was a known case of SLE and was under immunosuppressive treatment for six years.
The lesion on her buttocks were associated with mild pain but without itching. Lesions
were erythematous with blisters and scab formation which were previously diagnosed at
local hospital as erythematosus pemphigus. Histopathology and HSV -2 DNA testing by
immunofluorescent method confirmed the diagnosis. Conclusion: This case illustrates
diagnosis of atypical viral presentations in immunosuppressive people can be challenging.
Viral antibody titers can give false negative results in immunocompromised patients.
Keywords: Blister, Buttocks, DNA, Herpes Genitals, Systemic Lupus Erythematosus,
Pruritis.

Introduction

Case Report

Systemic lupus erythematosus (SLE) is an
autoimmune disease, can cause various comorbidities resulting in impaired quality of life.
Herpes simplex virus (HSV) is a virus which stays
in the body and recurring in immunocompromised
host. The common site of HSV is oral and genital
mucocutaneous areas but it can also be seen
in ocular, pulmonary, gastrointestinal, hepatic,
genitourinary and central nervous system and if not
diagnosed and treated timely can lead to mortality
[1]. Erythematosus pemphigus is a type of
pemphigus which has the immunological features
of both lupus erythematosus and pemphigus
foliaceus. It has erythematous, scaly and crusted
plaques in the nose and malar areas which also
shows like butterfly distribution [2].

A 45 years old female presented with a chief
complaint of erythema and vesicles on the
buttocks for 5 years. The lesions were not pruritic
but mild pain was present. The problems used to
aggravate during cold weather. The patient was
previously diagnosed as a case of systemic lupus
erythematosus 6 years back and two months back
she was admitted to our hospital with complaints
of abdominal pain and vomiting. She had
undergone CT scan which showed pyloric gastric
wall diffuse thickening edema, bilateral urethral
dilatation, pelvic effusion which were suggestive
of SLE. Then, she was confirmed as a case of SLE
because of presence of the factors like anemia,
leukocytopenia, anti-nuclear antibodies and antids DNA positive, proteinuria, positive rheumatoid
factor, hypocomplementemia. She was under
maintenance dose of prednisolone. She was also
under tab hydroxychloroquine and tab leflunomide
for rheumatoid arthritis. But during discharge
from our hospital she was in the tapering dose of
prednisolone.

Here in we report a middle-aged female
patient with SLE who presented with erythema and
vesicles in her buttock region, her HSV-IgM was
negative but viral load and histopathological test
confirmed HSV-2 infection.
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In the past 5 years, she had on and off lesions
in the buttocks. The severity has now progressed
to ulceration and scab formations. Erythematous
pemphigus was diagnosed on lesion histopathology
outside. During her visit to our outpatient
department, she was well oriented with mild pallor
and stable vital signs. On clinical examination of
the lesion, small patchy erythematous lesions were
present along with blisters, ulcerations and scabs on
the skin of the buttocks were found [Fig. 1]. Repeat
histopathological examination of the lesion showed
superficial erosion with scab formation, residual
epithelial cell lysis, some cell had chromatin edge
collection, nuclear enlargement, lymphocyte and
plasma cell infiltration in superficial and middle
dermis which along with the clinical features were
suggestive of herpes simplex or the herpes zoster.
Along with histopathology patient was made to
rule out other STDs like syphilis and HIV.

Fig.1: Erythema, blisters and scab lesions in buttock area.

On the hematological examination, she
was negative for syphilis and HIV, IgG positive
for both HSV-1/ HSV-2 and IgM was negative
for both. HSV DNA test was positive for HSV-2
whereas HSV-1 was within the normal limit. Her
final diagnosis was HSV-2 infection with SLE.
After the confirmation of the HSV infection in the
patient, she was started treatment with valacyclovir
orally and penciclovir ointment along with the
immune modulators. After initiation of the antiviral
drug therapy and immunomodulators for 2 months,
erythema, vesicles and rashes were cured with no
recurrence, and she is currently being followed
up and treated for SLE in the rheumatology
department.

(a)

(b)
Fig.2 (a,b): Histopathology of the rash on buttock area:
Haematoxylin and Eosin (H&E 2a: x100 and 2b: x400
magnification) showed superficial erosion with scab
formation, residual epithelial cell lysis, chromatin edge
collection, enlarged nucleus, lymphocyte and plasma cell
infiltration in superficial and middle dermis.

Discussion

mucus membrane [4]. The relationship among
lupus erythematosus and pemphigus is a longdebated topic [5]. Both SLE and pemphigus
are B cell mediated auto-immune disease. The
pathogenesis of auto-immune disease still remains
unknown. Histopathologically, they seem to have
same acantholysis in the epidermis and eroded

SLE is a chronic autoimmune disease which is
characterized by the presence of auto-antibodies
against nuclear antigen, immune complex
deposition and tissue damage in skin, kidney,
heart and lungs [3]. Pemphigus is also an auto
immune disease which has clinical manifestation
of intra-epidermal blistering of the skin and/or
76
© 2020 Journal of Case Reports

Volume 10, No.2, April-June 2020

Pratishtha Upadhyay et al.

Diffuse Genital Herpes

and crusted lesions are present. According to the
European league against rheumatism (EULAR)
every SLE patient must undergo test for various
viral test before starting the treatment [6].
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On the other side genital herpes is an
incurable, chronic disease which shows lesion
like blister, erosion as early manifestation and
scabies as late manifestation and is painful and
recurrent. Virus being in the dormant phase gets
activated in immunocompromised state [7,8].
Acute viral infection can mimic SLE, aggravate
SLE and lupus flares in the already diagnosed SLE
patient [10]. This case was initially diagnosed with
erythematous pemphigus. Her initial antibody titers
failed to detect HSV-1 and HSV-2 may be because
of window period. Histopathological examination
showed etiology as herpes virus. Viral loads for
HSV-2 was positive. Recently, on the cohort study
done in Taiwan showed that patient diagnosed
with SLE are at higher risk of HSV infection in
view of risk factors like age more than 18 years,
mucocutaenous infection and steroid therapy [1].
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