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Background: Herpes esophagitis is uncommon disease caused by Herpes simplex virus (HSV). While the disease
most often occurs in immunocompromised patients, including post-chemotherapy, immunosuppression with organ
transplants, and in AIDS, Herpes esophagitis can also occur in immunocompetent individuals.

Case presentation: We report a case of herpes esophagitis in a 72 year- old woman who was presumed to be
immunocompromised following prolonged radiotherapy and chemotherapy for lymphoma. Her main symptom

Upper endoscopy showed multiple rounded ulcers in lower esophagus. The diagnosis was confirmed histologically
by multiple biopsies. The patient received Valacyclovir for 2 weeks and started to get better within 3 days of

Conclusion: Although there are few published cases of Herpes esophagitis disease in the medical literature, we
recommend that this disease should be considered as one of the differential diagnoses when assessing immuno-
compromised patients presenting with non-specific abdominal symptoms.

Background
Although herpes infection is common even in immuno-
competent Individuals, herpes simplex esophagitis (HSE)
is uncommon.

Historically, most cases of Herpes esophagitis were
diagnosed at postmortem examination of immunocom-
promised or severely debilitated patients [1-3].

However, with the development of diagnostic proce-
dures, many well-documented cases of herpes esopha-
gitis have also reported in healthy patients at risk [4, 5].

What makes Herpes esophagitis clinically important is
that herpes simplex esophagitis can overlap with reflux
symptoms, leaving many HSE patients undiagnosed [6].

The symptoms previously published in the literature
are acute onset of esophageal complaints such as chest
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Pain, odynophagia, dysphagia for both solids and liquids,
heartburn and/or vomiting [7], whereas no specific
symptoms were presented in 26% of patients [8].

We describe here a case of immunocompromised
woman due to chemotherapy and radiotherapy for
lymphoma, presented with non specific symptoms like
epigastric pain, not associated with diarrhea or vomiting
and not related to food. Her endoscopic and histological
findings were consistent with HSE.

Case presentation
A 72 year-old women presented to Emergency complain-
ing of epigastric pain that started 3 days ago, the pain
was an isolated upper gastrointestinal symptom, not
associated with diarrhea or vomiting and not related to
food or any other triggers, this episode of pain was not
the first one.

The patient suffers from hypertension, ischemic
stroke, a treated lymphoma with chemotherapy and
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radiotherapy 6 years before, and a vertebral compression
fracture in T12. There was no history of oral herpes.

Her SaO2 was 99%, Tempreture 37.5 C, Pulse: 100/
Rog, Blood pressure: 100/70 mmHg.

On Physical examination, she was conscious,oriented,
and her general condition was good, she was not pale,
no cyanosis were noticed, her heart sounds and chest
were normal, and no edema was noticed.

On abdominal exam, she had epigastric tenderness
only and Murphy sing was negative. There were no pal-
pated masses.

Her Lab tests were: (Hemoglobin: 11.3g/dl)
(Hematocrit 38.7) (Red Blood Cells 4.63 cell/ul) (White
Blood Cells 14,800 cell/ul) (Platelets 314,000 cell/ul) (C-
Reactive Protein 2 mg/l) (Creatinine 1.4 mg/dl) (Urea 67
mg/dL) (Alanine Transaminase (Alt) 12 (U/L) (Alkaline
phosphatase (ALP) 71 (U/L) (Amylase 160 (U/L).

On radiology investigations, ultrasonography re-
vealed no abnormal findings, the liver, gallbladder,
and spleen all were normal, no masses or cysts were
noticed in pancreas.

We performed upper endoscopy and found multiple
rounded ulcers in the lower esophagus (Fig. 1) and sent
a biopsy for pathology examination that showed frag-
ments of squamous mucosa with massive neutrophilic
and eosinophilic exocytosis, enlarged nuclei and multi-
nucleation (Fig. 2), there were no herpetic lesions in oral
cavity, pharynx, upper and middle esophagus, these find-
ings suggested acute ulcerated esophagitis consistent
with herpes simplex viral etiology, no malignancy was in
the specimen.

The patient had a symptomatic treatment with intra-
venous fluids and proton pump inhibitors (PPI), then we
applied Valacyclovir 1000 mg twice a day for 2 weeks.

After 3 days of treatment, she started to get better and
after 10 days she had no symptoms.
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Fig. 1 Upper endoscopy and the arrows refer to multiple rounded
ulcers in lower esophageos
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Fig. 2 Pathology examination, and the arrow refers to enlarged

nuclei and multinucleation

No bacterial or fungal infection was noticed on the
herpetic lesions.

Discussion and conclusion

Herpes esophagitis is usually a self-limited disease in
healthy patients or immunocompetent patients, How-
ever, it can strongly affect immunologically compro-
mised patients including post-chemotherapy patients [1,
5],organ transplant patients with anti rejection treatment
for acute rejection of transplanted organ [6], and HIV
patients, it’s a relatively rare clinical condition that affect
esophagus which has been reported as the most frequent
infection site for HSV-1 and HSV-2.

Herpes esophagitis was first described in 1943, by
Pearce and Dagradi, they reported four cases of esopha-
geal ulceration in which intracellular inclusion bodies at
autopsy are similar to those seen in viral infections [9].

The reported cases of herpes esophagitis have varied
by the method of diagnosis, upper endoscopy “that was
first made by Weiden and Schuffler” [10], often shows
ulcers throughout esophagus that merge with normal
mucosa of esophagus, blood tests for HSV IgM and IgG,
PCR, viral tissue culture, but the accurate diagnosis is by
obtaining biopsies from esophagus mucosa with micro-
scopic evaluation.

The most frequently clinical symptoms that patients
show with herpes esophagitis are dysphagia, odynopha-
gia, upper gastrointestinal bleeding, and hiccups. In this
case, epigastric pain was the only feature the patient pre-
sented with, and this is not frequently described in the
literature.

To diagnose our case, the differential diagnosis of epi-
gastric pain was performed to rule out the common
causes of epigastric pain, blood tests and endoscopy had
been used for diagnosis, upper endoscopy had shown no
signs of PUD [11] in the stomach and duodenum, lab
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tests of patients serum for pancreatic enzymes was nega-
tive which exclude pancreatitis [12], and HIV test was
negative which exclude HIV infection as a cause of im-
munosuppression factor. Upper endoscopy showed mul-
tiple rounded ulcers in the lower esophagus, HSV blood
tests, PCR, and viral culture were not available, therefore
we could not perform them. The definitive diagnosis fac-
tor was histologic examination of the esophageal biopsy
that revealed fragments of squamous mucosa with
massive neutrophilic and eosinophilic exocytosis, the
cells showed enlarged nuclei with multi-nucleation.
These histological changes are characteristic for viral
esophageal infection by human simplex virus.

Our patient was on prolonged steroidal treatment
“prednisolone” for recurrent lymphoma,for epigastric
pain no per-oral drugs “NPO” was applied, we only ap-
plied proton pump “PPI” ,IV fluids, and anti-spasmodic
drugs as a first line therapy, after we ruled out the causes
of epigastric pain, and histologic examination of the
esophageal biopsy confirmed herpes esophagitis, we ap-
plied “Valacyclovirl000mg” twice a day for 2 weeks as an
antiviral treatment, after 72 h the symptoms of our pa-
tient began to disappear gradually.

In our case we found that the patient complained of
isolated epigastric pain which it is a new clinical feature
for herpes esophagitis, and not discussed in the literature
before. Herpes esophagitis maybe caused by prolonged
steroidal treatment “prednisolone” for recurrent lymph-
oma due to its immunosuppressive effect.

Abbreviations

HSV: Herpes simplex virus; PPI: Proton pump inhibitors; PUD: Peptic ulcer
disease; NPO: No per oral; PCR: Polymerase chain reaction; Hg: Hemoglobin;
CBC: Complete blood count; PLT: Platelets; ALT: Alanine aminotransferase;
HSE: Herpes simplex esophagitis; CRP: C-reactive protein; HT: Hematocrit;
Alkph: Alkaline phosphatase

Acknowledgements
Not Applicable.

Authors’ contributions

Conception and design: AST, WH, MAA. Analysis and interpretation of the

data: ZA, NA. Drafting the article: ZA, AST, WH, MAA. Critical revision of the
article for important intellectual content: ZA, NA, HD. All authors read and

approved the final vision of the manuscript .

Funding
There are no funding sources.

Availability of data and materials
All data generated or analysed during this study are included in this
published article .

Ethics approval and consent to participate
Not applicable.

Consent for publication

Written informed consent was obtained from the patient for publication of
this case report and any accompanying images. A copy of the written
consent is available for review by the editor of this journal .

Page 3 of 3

Competing interests
We have no conflict of interest.

Author details

!Gastroenterology Department, Aleppo, Syria. “Department of Internal
Medicine, Faculty of Medicine, Aleppo University Hospital, University of
Aleppo, Aleppo, Syria. *Pathology Department, Aleppo, Syria. “Faculty of
Medicine, University of Aleppo, Aleppo, Syria.

Received: 17 May 2020 Accepted: 7 October 2020
Published online: 14 October 2020

References

1. Berg JW. Esophageal herpes: A complication of cancer therapy. Cancer.
1955;8:731 [PubMed] [Google Scholar].

2. Agha FP, Lee HH, Nostant TT. Herpetic esophagitis: A diagnostic challenge
in immunocompromised patients. Am J Gastroenterol. 1986,81:246
[PubMed] [Google Scholar].

3. Buss DH, Scharyi M. Herpes virus infection of the esophagus and other
visceral organs in adults. Am J Med. 1979;66:457 [PubMed] [Google Scholar].

4. Depew WT, Prentice RSA, Beck IT, Blakeman JM, Dacosta LA. Herpes simplex
ulcerative esophagitis in healthy patients. Am J Gastroenterol. 1977,68:381
[PubMed] [Google Scholar].

5. Deshmukh M, Shah R, McCallum RW. Experience of herpes esophagitis in
otherwise healthy patients. Am J Gastroenterol. 1984;79:173 [PubMed]
[Google Scholar].

6. Ramanathan J, Rammouni M, Baran J Jr, Khatib R. Herpes simplex virus
esophagitis in the Immunocompetent host: an overview. Am J
Gastroenterol. 2000,95:2171-6 PUBMED | CROSSREF.

7. Canalejo Castrillero E, Garcia Duran F, Cabello N, Garcia MJ. Herpes
esophagitis in healthy adults and adolescents: report of 3 casesAnd review
of the literature. Medicine. 2010:89:204-10.

8. McBane RD, Gross JB Jr. Herpes esophagitis: Clinical syndrome, endoscopic
appearance and diagnosis in 23 patients. Gastrointest Endosc. 1991,37:600
[PubMed] [Google Scholar].

9. Acute Uleeration of the Esophagus with associated Intranuclear Inclusion
Bodies. Report of Four Cases. Author(s): PEARCE, J. ; DAGRADI, A. Journal
article: Arch. Pathol. 1943 Vol.35 No.6 pp.889-97. [Google Scholar].

10. Weiden PL, Schuffler MD. Herpes esophagitis complicating Hodgkin's
disease. Cancer. 1974;33:1100 [PubMed] [2%9%%%%%Google Scholar].

11, Peptic ulcer disease and related disorders. in: Kasper DL Fauci AS Hauser SL
Longo DL Jameson JL Loscalzo J Harrison's Principles of Internal Medicine.
19th edn. McGraw Hill Education, New York, NY; 2015: 1911-1932. [Google
Scholar].

12. Patt HH, Kramer SP, Woel G, Zeitung D, Seligman AM. Serum lipase
determination in acute pancreatitis. Clinical appraisal of a new method.
Archiv Surg. 1966,92(5):718-23 [PubMed] [5-%%%Google Scholar].

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Ready to submit your research? Choose BMC and benefit from:

e fast, convenient online submission

o thorough peer review by experienced researchers in your field

 rapid publication on acceptance

o support for research data, including large and complex data types

e gold Open Access which fosters wider collaboration and increased citations
e maximum visibility for your research: over 100M website views per year

K BMC

At BMC, research is always in progress.

Learn more biomedcentral.com/submissions




	Abstract
	Background
	Case presentation
	Conclusion

	Background
	Case presentation
	Discussion and conclusion
	Abbreviations
	Acknowledgements
	Authors’ contributions
	Funding
	Availability of data and materials
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Author details
	References
	Publisher’s Note

