
Recent updates from the World Health Organi-
zation, approximately 64.2% of people under the age 
of 50 years have herpes simplex virus (HSV) Type 1 
infection, and 13.3% of the 15-49 age group have 
HSV Type 2 infection, which, when transmitted, re-
sults in primary or asymptomatic herpes orolabialis or 
herpes genitalis.1 Recurrent herpes simplex infections 
may be triggered by a variety of systemic/local fac-
tors like psychological stress, fever, systemic ill-

nesses, ultraviolet light, local irritation of the con-
cerned dermatome, etc.2 We present a case of genital 
herpes triggered by irritant contact dermatitis to a tra-
ditional Buddhist topical preparation.  

 CASE REPORT 
A 22-year-old sexually active male, a resident of 
Ladakh (a cold desert in a high altitude area of India); 
a known case of tinea corporis et cruris presented 
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ABS TRACT Herpes genitalis is one of the most common sexually 
transmitted diseases presenting in venereology clinics. It is a chronic 
disease characterized by recurrent episodes of painful grouped vesicles 
on the scrotum. It is known to be triggered by a myriad of factors like 
psychological stress, ultraviolet radiation (sun exposure), menses, fever, 
acute illnesses, physical trauma, therapeutic interventions like im-
munosuppression, fever therapy, and neurosurgical procedures on the 
dermatome are known to precipitate recurrence of herpes. We present 
a case of herpes genitalis triggered by irritant contact dermatitis (ICD) 
to a topical traditional medication, highlighting the importance of ini-
tiating c in these cases and not steroids for ICD, which may complicate 
herpes genitalis. 
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ÖZET Genital herpes, veneroloji pratiğinde en sık karşılaşılan cinsel 
yolla bulaşan enfeksiyonlardan biridir. Skrotumda tekrar eden ağrılı, 
gruplanmış veziküler lezyonlarla karakterize kronik bir hastalıktır. Psi-
kolojik stres, ultraviyole ışınlarına maruz kalma, adet dönemi, ateşli 
hastalıklar, akut sistemik hastalıklar, fiziksel travma ve immünosup-
resyon, ateş terapisi veya ilgili dermatoma yönelik beyin cerrahisi gibi 
bazı tedavi müdahaleleri dahil olmak üzere çeşitli iç ve dış etkenlerin 
nüksü tetiklediği bilinmektedir. Bu yazıda, geleneksel bir topikal teda-
viye bağlı gelişen irritan kontakt dermatitin (İKD) tetiklediği nadir bir 
tekrar eden genital herpes vakası sunulmaktadır. Bu vaka, İKD tedavi-
sinde topikal kortikosteroidler yerine nemlendirici tedavinin tercih edil-
mesinin önemini vurgulamakta, zira kortikosteroidler herpetik 
enfeksiyonları kötüleştirebilmektedir. 
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with pain/burning sensation, redness, swelling, and 
oozing of erstwhile tinea lesions of a day duration 
after application of a “paste” on lesions at scrotum 
which was prescribed by an “Amchi” (Traditional Ti-
betan medicine-practitioner). He also complained of 
the appearance of multiple ulcers over the scrotum 
associated with pain and discharge. The patient was 
asymptomatic around 3 weeks ago when he started 
noticing the appearance of itchy ring-shaped lesions 
on his groin, followed by the appearance of similar 
lesions over his gluteal region, trunk, and parts of his 
extremities. He consulted a dermatologist and was di-
agnosed with a case of tinea corporis et cruris for 
which he was prescribed tablet fluconazole 150 mg 
once weekly and 1% clotrimazole cream to be ap-
plied locally. However, after 2 weeks of therapy, in 
the hope of faster recovery, he consulted a traditional 
Buddhist medicine practitioner who gave him a 
whitish-yellow powder to be mixed in water to form 
a paste, followed by application over the tinea lesions 
(Figure 1A). Within 5 hours of the application of the 
paste, he experienced pain/burning sensation, red-
ness, swelling, and oozing of the areas where the 
paste was applied, followed by the appearance of 
multiple painful, shallow, oozy ulcers over the scro-
tum. There was no history of fever, urethral dis-
charge, joint pains, redness of eyes, diarrhoea, pain 
abdomen or pelvic region, weight loss, jaundice, or 
blood transfusion. He gave 03 episodes of unpro-
tected sexual intercourse with an acquaintance, the 

last being 7 months ago. He denied any other history 
of high-risk behaviour like men who have sex with 
men and intravenous drug abuse. On further history 
taking, he gave a history of 2 episodes of appearance 
of multiple, grouped, painful, fluid-filled lesions over 
the prepuce- spontaneously healing in 10-14 days in 
the last 2 years. His general physical and systemic ex-
amination was within normal limits. Dermato-venere-
ological examination revealed: paste-smeared tinea 
lesions over the extremities and trunk (Figure 1B). 
On cleaning the lesions with normal saline, the erst-
while tinea lesions showed features of eczematiza-
tion (edema, erythema, oozing, and crusting (Figure 
1C). The examination of the scrotum revealed multi-
ple discrete to confluent, well-defined, round shallow 
ulcers, each approximately 0.3-0.5 cm in diameter, 

FIGURE 1A: The whitish-yellow powder prescribed by an Amchi (Traditional Ti-
betan medicine practitioner) to be mixed in water to form a paste, and be applied 
over the tinea lesions; contents of powder- not known

FIGURE 1B: Paste-smeared tinea lesions over the leg

FIGURE 1C: Erstwhile tinea lesions showed features of eczematisation: edema, 
erythema, oozing, and crusting on cleaning with normal saline.
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with oozy white necrotic floor (Figure 1D). They 
were tender on palpation; the base of the ulcers was 
free from the underlying tissues. There was bilater-
ally tender inguinal lymphadenopathy. There was no 
meatal erythema or urethral discharge. Rest of the 
genitalia- glans, coronal ridge, coronal sulcus, pre-
puce, shaft of the penis, spermatic cord, testes, per-
ineum, and peri-anal region were normal. He was 
diagnosed with a case of recurrent herpes genitalis 
precipitated by irritant contact dermatitis in a known 
case of tinea cruris et corporis. Immunoglobulin G 
and immunoglobulin M for HSV were found to be 
positive and negative, respectively. The swab from 
the floor of the ulcers for Gram’s staining revealed 
no organisms, and culture and sensitivity were also 
negative. Screening for sexually transmitted infec-
tions-Hepatitis B, C serology, venereal disease re-
search laboratory, and Human Immunodeficiency 
Virus Enzyme-Linked Immunosorbent Assay were 
found to be negative. Tzanck Smear was not per-
formed as the facilities are not available at the nearby 
laboratories. Smear from the site prepared and fixed 
for sending it to the higher centre. The slide was pre-
served and sent for microbiological evidence, which 
was later reported as positive for Herpes (Figure 1E). 
He was managed with tablet acyclovir 400 mg thrice 

daily, oral medications for pain, and topical normal 
saline compresses with continuation of oral antifun-
gal. He recovered completely in 02 weeks (Figure 2). 
He was advised not to apply any medications in the 
future without the consultation of a dermatologist. He 
was also instructed to follow safe sexual practices and 
get a sexual partner for dermato-venereological re-
view and for a sexually transmitted infections screen.  

The authors certify that they have obtained from 
person who participated in the study in standard pa-
tient consent forms. In the form the patient has given 
his consent for his images and other clinical infor-
mation to be reported in the journal. 

FIGURE 1D: Multiple, well-defined, discrete to confluent, round, shallow ulcers, 
each measuring 0.3-0.5 cm in diameter, with oozy, white necrotic floor present over 
the genitalia 

FIGURE 1E: Microscopic oil-immersion view of Tzanck smear prepared from lesion 
exudate shows the acantholytic multinucleated cells

FIGURE 2: Complete healing of the ulcers with acyclovir and normal saline com-
presses
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 DISCUSSION 
Herpes genitalis is the most common sexually trans-
mitted infection presenting in the venereological out-
patient clinic in India.3 Herpes genitalis can manifest 
as primary or recurrent episodes and is caused by her-
pes simplex virus Type 1 or Type 2. Transmission of 
the herpes simplex virus results in disease around the 
site of viral inoculation or may go unrecognized due 
to subclinical infection.2 In addition to the local ap-
pearance of grouped vesicles leading to ulcers, the 
primary infection is usually associated with fever, 
malaise, and loco-regional lymphadenopathy. The 
symptoms associated with subsequent reactivation of 
the latent virus are generally milder.4 The lesions, 
many a time, are preceded by a prodrome which con-
sists of tingling, burning, or itching sensations at the 
site where the herpetic lesions are likely to appear.5 

Both systemic and local (dermatomal) factors are 
known to play a role in the reactivation of herpes. 
Triggers like psychological stress, ultraviolet radia-
tion (sun exposure), menses, fever, acute illnesses, 
and physical trauma may trigger recurrent herpetic 
lesions.6 Direct insult to the ganglion and local cuta-
neous irritation to the dermatome in experimental an-
imals have been shown to trigger HSV reactivation.7 

In addition, therapeutic interventions like immuno-
suppression, fever therapy, and neurosurgical proce-
dures on the trigeminal root are known to precipitate 
the recurrence of herpes.8 Primary or recurrent HSV 
infections may sometimes lead to complications like 
acute and recurrent aseptic meningitis, encephalitis, 
meningoencephalitis, radiculopathy, cranial neu-
ropathy, ascending myelitis, acute retinal necrosis, 
disseminated herpes infections resulting in hepatitis, 
pneumonitis etc.9,10 Recent case report by Khedekar et 
al. showing the HSV infection on scotal region which 

spared the penile area in immunocompetent individ-
ual who treated by Valacyclovir. Similar things noted 
in our case report.11 Correct diagnosis and timely ad-
ministering of acyclovir may prevent these compli-
cations. 

 CONCLUSION 
This case highlights the importance of suspecting re-
current genital herpes triggered by irritant contact 
dermatitis which was treated with acyclovir resulting 
in complete recovery. On the contrary, if steroids 
were administered thinking only of irritant contact 
dermatitis, it could have led to complications as we 
see in herpes in the immuno-compromised. 
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