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Summary

Genital aphthosis, also known as Lipschütz ulcer, first
described in 1913, is a rare acute inflammatory condition,
the aetiology of which remains unclear, non-sexually
acquired, and predominantly affecting adolescent girls and
young women, although cases have also been reported in
males. It is characterised by painful ulcerations, usually
associated with a viral infection, particularly Epstein-Barr
virus (EBV).

Keywords: genital ulcer, Epstein-Barr virus (EBV),
genital aphthosis. 

Rezumat

Aftoza genitalã, cunoscutã ºi ca ulcerul Lipschütz,
raportatã pentru prima datã în 1913, este o afecþiune
inflamatorie acutã rarã, cu etiologie neelucidatã complet,
dobanditã non-sexual, care afecteazã în principal ado-
lescentele ºi femeile tinere, cât ºi bãrbaþii. Se caracterizeazã
prin ulceraþii dureroase, de obicei asociate cu o infecþie
viralã, în special virusul Epstein-Barr (EBV).

Cuvinte cheie: ulcer genital, virusul EBV, aftoza
genitalã.
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Introducere

Aftoza genitalã (cunoscutã anterior ca „ulcus
vulvae acutum” sau „ulcerul Lipschütz”) este o
afecþiune clinicã rarã, acutã, care afecteazã
adolescentele ºi femeile tinere, descrisã de cãtre
Lipschütz în 1913 [1,2]. Boala debuteazã brusc
prin apariþia de vezicule efemere ce se rup ºi
formeazã eroziuni ºi ulceraþii multiple genitale cu
o bazã fibrinoasã curatã, de dimensiuni mici ºi
superficiale de tip herpetiform clar delimitate,
uneori însoþite de zone de necrozã extrem de
dureroase ºi pot provoca suferinþã emoþionalã

Introduction

Genital aphthosis (previously known as
“ulcus vulvae acutum” or “Lipschütz ulcer”) is a
rare acute clinical condition affecting adolescent
girls and young women, described by Lipschütz
in 1913 [1,2]. The disease has an abrupt onset
with the appearance of transient vesicles that
rupture, forming multiple genital erosions and
ulcerations with a clean fibrinous base, small in
size and superficial, herpetiform and well-
demarcated, sometimes accompanied by areas of
extremely painful necrosis, and which can cause



semnificativã [3-6]. Pacienþii pot prezenta mani-
festãri sistemice variate, asemãnãtoare gripei
cum ar fi febrã, cefalee, dureri musculare, tulbu-
rãri gastrointestinale precum diareea, afte bucale,
adenopatii sau simptomatologie respiratorie pre-
cum odinofagie [3- 4, 7].

Etiologia aftozei, rãmâne incomplet elucidatã
diagnosticul fiind unul de excludere. Totuºi,
majoritatea studiilor sugereazã cã aceasta repre-
zintã o reacþie imunologicã de tip hipersensi-
bilitate la un agent infecþios, cel mai frecvent de
naturã viralã [4,8-10]. Virusul Epstein-Barr (EBV)
este cel mai des implicat, fiind identificat la un
procent semnificativ de paciente diagnosticate,
urmat de citomegalovirus (CMV), adenovirus, vi-
rusuri gripale dar ºi bacterii precum Mycoplasma
pneumoniae [10-15]. Alte cauze includ infecþii
fungice, cu transmitere sexualã sau non-sexualã
iar în lipsa unui agent infecþios identificabil, se
pot lua în considerare mecanisme autoimune,
reacþii de hipersensibilitate sau factori idiopatici,
în special în formele recurente [2,4,8,16].
Tratamentul este predominant simptomatic, cu
mãsuri terapeutice ce vizeazã ameliorarea durerii
ºi inflamatiei. Terapia sistemicã include admi-
nistrarea de antiinflamatoare non-steroidiene
(AINS) ºi analgezice iar la nivel local ºi agenþilor
epitelizanþi pentru reducerea disconfortului ºi
promovarea vindecãrii leziunilor [2,8,17-19].
Utilizarea corticoterapiei sistemice sau topice ºi a
tratamentului antiviral este controversatã, însã
poate fi justificatã în cazurile cu leziuni multiple
sau severe [10,20-21].

Materiale ºi metodã

Au fost evaluaþi patru pacienþi adulþi activi
sexual, dar care neagã raporturi sexuale in
ultimele 30 de zile, fãrã antecedente semnificative
de boli dermatologice sau afecþiuni sistemice
relevante. Diagnosticul diferenþial a fost realizat
prin investigaþii serologice ºi microbiologice
complete, incluzând teste pentru HIV, TPHA
(sifilis), virus herpes simplex (HSV), anticorpi
anti-Chlamydia ºi examen micologic. Toþi pa-
cienþii menþionaþi au semnat un consimþãmânt
informat, prin care ºi-au exprimat acordul pentru
colectarea ºi utilizarea datelor cu caracter
personal în scopuri de cercetare ºtiinþificã, cu
respectarea prevederilor legale privind confiden-
þialitatea ºi protecþia datelor.

significant emotional distress [3-6]. Patients may
present a variety of systemic manifestations,
resembling influenza, such as fever, headache,
muscle pain, gastrointestinal disturbances such
as diarrhoea, oral aphtae, lymphadenopathy, or
respiratory symptoms such as odynophagia.
[3- 4,7].

The aetiology of aphthosis remains in-
completely understood, and the diagnosis is one
of exclusion. However, most studies suggest that
it represents an immunological hypersensitivity
reaction to an infectious agent, most frequently of
viral origin [4,8-10]. Epstein-Barr virus (EBV) is
most frequently implicated, being identified in a
significant proportion of diagnosed female
patients, followed by cytomegalovirus (CMV),
adenovirus, influenza viruses, as well as bacteria
such as Mycoplasma pneumoniae [10-15]. Other
causes include fungal infections, sexually or non-
sexually transmitted, and in the absence of an
identifiable infectious agent, autoimmune
mechanisms, hypersensitivity reactions, or idio-
pathic factors may be considered, particularly in
recurrent forms [2,4,8,16]. Treatment is primarily
symptomatic, with therapeutic measures aimed
at relieving pain and inflammation. Systemic
therapy includes the administration of non-
steroidal anti-inflammatory drugs (NSAIDs) and
analgesics, while local therapy involves the use of
epithelializing agents to reduce discomfort and
promote lesion healing [2,8,17-19]. The use of
systemic or topical corticosteroid therapy and
antiviral treatment is controversial, but may be
justified in cases with multiple or severe lesions
[10,20-21].

Materials and methods 

Four sexually active adult patients were
assessed, all of them denied sexual intercourse in
the previous 30 days and had no significant
history of dermatological diseases or relevant
systemic conditions. The differential diagnosis
was established through comprehensive sero-
logical and microbiological investigations,
including tests for HIV, TPHA (syphilis), herpes
simplex virus (HSV), anti-Chlamydia antibodies,
and mycological examination. All of the patients
mentioned signed an informed consent for the
collection and use of personal data for scientific
research purposes, in compliance with legal
provisions regarding confidentiality and data
protection.
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Cazurile clinice

Cazul 1
Pacientã, 28 ani, cu leziuni vulvare dureroase,

erozive ºi ulcerate, apãrute cu 7 zile anterior
consultului. Fãrã simptomatologie sistemicã
asociatã. Serologia pentru virusul Epstein-Barr
(EBV) a fost negativã. Sub tratament simptomatic
sistemic ºi local, pacienta a evoluat favorabil, cu
vindecare completã în 14 zile.

Cazul 2
Pacientã în vârstã de 25 de ani, cu peste 30 de

leziuni vulvare dureroase, erozive, apãrute în
urmã cu 10 zile, însoþite de febrã uºoarã ºi
alterarea stãrii generale. Serologia EBV a fost
pozitivã, cu anticorpi IgM ºi IgG. Pacienta a
beneficiat de tratament simptomatic ºi cortico-
terapie sistemicã cu Prednison, doza de 30 mg/zi
administratã pe o duratã de 14 zile, înre-
gistrându-se o evoluþie clinicã favorabilã. Sunt
disponibile trei imagini care ilustreazã evoluþia
leziunilor pe parcursul tratamentului. Figura 2-4.

Cazul 3
Pacientã de 27 de ani, cu aproximativ 10

leziuni veziculo-ulcerative vulvare dureroase,

Clinical Cases 

Case 1
28-year-old female patient with painful,

erosive, and ulcerated vulvar lesions, which
appeared seven days prior to consultation. No
associated systemic symptoms. Serology for
Epstein-Barr virus (EBV) was negative. Under
systemic and local symptomatic treatment, the
patient had a favourable course, with complete
healing within 14 days.

Case 2
25-year-old female patient with over 30

painful, erosive vulvar lesions, which appeared
10 days prior, accompanied by low-grade fever
and general malaise. EBV serology was positive,
with IgM and IgG antibodies. The patient
received symptomatic treatment and systemic
corticosteroid therapy with prednisone, at a dose
of 30 mg/day for 14 days, showing a favourable
clinical outcome. Three images illustrating the
evolution of the lesions during treatment are
available. Figure 2-4.

Case 3
27-year-old female patient, with approxi-

mately 10 painful vulvar vesiculo-ulcerative
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Figura 1.  Leziune aftoasã genitalã localizatã pe
labiile mici ºi mari, acoperite parþial de depozite

albicioase.
Figure 1. Genital aphthous lesion located on the labia

minora and majora, partially covered by whitish deposits. 

Figura 2. Multiple leziuni ulcerate centimetrice, fibrinoase,
necrotice, cu margini eritematoase, dispunere in ,,oglindã,,

la nivelul labiilor mari, labiilor mici  ºi perianal.
Figure 2. Multiple ulcerated lesions, centimetric in size,

fibrinous and necrotic, with erythematous margins,
arranged in a “mirror-like” pattern on the labia majora,

labia minora, and perianal region.



fãrã manifestãri sistemice. Serologia EBV a fost
negativã. A fost instituit tratament simptomatic,
cu remisiune progresivã ºi vindecare completã în
21 de zile. (Figura 5)

lesions, without systemic manifestations. EBV
serology was negative. Symptomatic treatment
was instituted, with progressive remission 
and complete healing within 21 days. (Figure 5)
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Figura 3. La 4 zile de la prezentare, multiple leziuni cu
exudat fibrinos, ºi edem asociat labiilor mici si mari, eritem

perilezional, semne de suprainfectie localã.
Figure 3. Four 4 days after presentation, multiple lesions
with fibrinous exudate, and associated oedema of the labia

minora, perilesional erythema, and signs of local
superinfection.

Figura 4. La 10 zile de la prezentare, se observã reducerea
edemului labial.

Figure 4. Ten days after presentation, a reduction in labial
oedema was observed.

Figura 5. Leziuni veziculare ulcerate multiple la nivelul labiilor
mari si mici cu eritem asociat.

Figure 5. Multiple ulcerated vesicular lesions on the labia
majora and minora, with associated erythema.



Case 4
26-year-old male patient, with over 30

painful, erosive, and ulcerated penile lesions,
associated with malaise, fever and inguinal
lymphadenopathy. EBV serology was positive for
IgM and IgG antibodies. The patient received
symptomatic treatment and systemic cortico-
steroid therapy with prednisone at 30 mg/day
for 14 days, showing a favourable response to
treatment. Figure 6.

Results 

Of the total of four patients, three were
female (75%), and one was male (25%). The mean
age was 26.5 years, ranging from 25 to 28 years.
The number of lesions varied significantly, from
approximately 10 to over 30, with an estimated
mean of 16 lesions in vulvar cases. All patients
presented with painful vesiculo-ulcerative or
erosive lesions, and half of them (50%) exhibited
associated systemic symptoms, such as fever and
malaise (cases 2 and 4). The non-venereal nature
of the condition was observed in all four cases.
Serology for Epstein-Barr virus (EBV) was
positive in 50% of cases (two patients) and

Cazul 4
Pacient masculin, 26 ani, cu peste 30 de

leziuni peniene dureroase, erozive ºi ulcerate,
asociate cu stare generalã alteratã, febrilitate ºi
adenopatie inghinalã. Serologia EBV a fost
pozitivã pentru anticorpi IgM ºi IgG. A beneficiat
de tratament simptomatic ºi corticoterapie
sistemicã cu Prednison 30 mg/zi timp de 14 zile,
cu rãspuns favorabil la tratament. Figura 6.

Rezultate

Din totalul celor patru pacienþi, trei au fost de
sex feminin (75%), iar un pacient de sex masculin
(25%). Vârsta medie a fost de 26,5 ani, cu un
interval cuprins între 25 ºi 28 de ani. Numãrul de
leziuni a variat semnificativ, de la aproximativ 10
pânã la peste 30, cu o medie estimatã de 16
leziuni în cazurile vulvare. Toþi pacienþii au
prezentat leziuni dureroase, cu caracter veziculo-
ulcerativ sau eroziv, iar jumãtate dintre aceºtia
(50%) au manifestat simptome sistemice asociate,
precum febrã ºi alterarea stãrii generale (cazurile
2 ºi 4).Caracterul non-veneric al patologiei a fost
observat in toate cele 4 cazuri. Serologia pentru
virusul Epstein-Barr (EBV) a fost pozitivã în 50%
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Figura 6. Leziuni aftoase milimetrice la nivelul corpului
penian anterior cu eritem perilezional asociat, adenopatie

inghinalã dreaptã.
Figure 6. Aphthous lesions, millimetric in size, on the

anterior penile shaft, with associated perilesional erythema,
right inguinal lymphadenopathy.
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din cazuri (douã paciente), iar negativã în restul
de 50%. Testãrile pentru infecþia HIV ºi sifilis au
fost negative la toþi pacienþii. Tratamentul cu
corticosteroizi sistemici (Prednison, 30 mg/zi,
timp de 14 zile) a fost administrat în douã cazuri
(50%), ambele având serologie EBV pozitivã ºi
manifestãri sistemice. Evoluþia clinicã a fost
favorabilã în toate cazurile, cu vindecare com-
pletã în intervalul de 14 pânã la 21 de zile.

Discuþii

Ulcerele Lipschütz reprezintã o cauzã rarã de
ulceraþii vulvare acute de origine nonvenericã ºi,
în majoritatea cazurilor, afecteazã tinerii fãrã
antecedente de contact sexual. Aceastã afecþiune
se prezintã cu apariþia bruscã a unui ulcer vulvar
ºi penian dureros, de obicei precedat de
simptome asemãnãtoare gripei sau mono-
nucleozei, cum ar fi stare generalã de rãu, febrã,
astenie, mialgie, faringoamigdalitã, limfadeno-
patie ºi cefalee.[22] Mecanismul exact implicat în
formarea ulcerelor la distanþã de locul infecþiei
primare este puþin înþeles. S-a sugerat teoria unei
reacþii de hipersensibilitate la o infecþie viralã sau
bacterianã, care duce la depunerea de complexe
imune în vasele dermice, ceea ce activeazã ulte-
rior sistemul complementului, rezultând for-
marea de microtrombi ºi necroza tisularã conse-
cutivã.[23] Fahri ºi colab. au încercat sã sta-
bileascã câteva criterii de diagnostic (majore ºi
minore), sugerând cã diagnosticul ar putea fi pus
în aplicare dacã ar fi prezente toate criteriile
majore ºi cel puþin unul minor. Criteriile majore
propuse sunt vârsta < 20 de ani, ulcer cu debut
brusc ºi evoluþie acutã, primul ºi unic episod,
absenþa contactului sexual în cele 3 luni ante-
rioare acuzei ºi absenþa imunodeficienþei. Mai
mult, criteriile minore sunt unul sau mai multe
ulcere cu miez necrotic sau fibrinos, cu un model
bine delimitat, dureros ºi simetric. Cu toate
acestea, într-un studiu retrospectiv realizat de
Vieira-Baptista ºi colab., au concluzionat cã,
criteriile de diagnostic pentru ulcerul Lipschutz
ar trebui sã fie mai puþin stricte. Examinarea
histologicã nu are valoare diagnosticã deoarece
constatãrile sunt nespecifice.[24] Analiza celor
patru cazuri evidenþiazã un tipar comun de
leziuni veziculo-ulcerative dureroase, cu impli-
care predominantã a organelor genitale externe la
pacienþi tineri adulþi. Prezenþa simptomelor

negative in the remaining 50%. Testing for HIV
and syphilis infection was negative in all
patients. Systemic corticosteroid therapy (pred-
nisone, 30 mg/day, for 14 days) was admi-
nistered in two cases (50%), both of which had
positive EBV serology and systemic mani-
festations. The clinical course was favourable in
all cases, with complete healing within 14 to 21
days.

Discussion 

Lipschütz ulcers are a rare cause of acute non-
venereal vulvar ulcerations and, in most cases,
affect young people without a history of sexual
contact. This condition presents with the sudden
onset of painful vulvar or penile ulcer, usually
preceded by influenza or mononucleosis-like
symptoms, such as general malaise, fever,
asthenia, myalgia, pharyngotonsillitis, lym-
phadenopathy, and cephalalgia.[22] The exact
mechanism involved in the formation of ulcers
distant from the site of the primary infection is
poorly understood. A hypersensitivity reaction to
a viral or bacterial infection has been suggested,
leading to the deposition of immune complexes
in dermal vessels, which subsequently activates
the complement system, resulting in micro-
thrombus formation and consequent tissue
necrosis.[23] Fahri et al. attempted to establish
several diagnostic criteria (major and minor),
suggesting that a diagnosis could be made if all
major criteria and at least one minor criterion
were present. The proposed major criteria are age
<20 years, sudden onset and acute course of the
ulcer, first and only episode, absence of sexual
contact in the three months preceding the onset of
symptoms, and absence of immunodeficiency.
Furthermore, the minor criteria include one or
more ulcers with a necrotic or fibrinous base and
a well-demarcated, painful, symmetrical pattern.
However, in a retrospective study conducted by
Vieira-Baptista et al., it was concluded that the
diagnostic criteria for Lipschutz ulcer should be
less restrictive. Histological examination has no
diagnostic value, as the findings are non-
specific.[24] Analysis of the four cases highlights
a common pattern of painful vesiculo-ulcerative
lesions, with predominant involvement of the
external genitalia in young adult patients. The
presence of systemic symptoms and positive EBV
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sistemice ºi serologia EBV pozitivã au fost
asociate cu un numãr mai mare de leziuni ºi
necesitatea terapiei corticosteroidiene sistemice.
Toþi pacienþii au rãspuns favorabil tratamentului
simptomatic, cu vindecare completã în termen de
trei sãptãmâni, sugerând un prognostic bun al
acestei afecþiuni. Deºi rarã, aftoza genitalã trebuie
consideratã în prezenþa ulcerelor genitale
dureroase, în special la tineri fãrã boli cronice sau
IST confirmate. Diagnosticarea corectã poate
evita tratamente agresive ºi internãri motiv
pentru care cunoaºterea posibilelor diagnostice
diferenþiale este crucialã.[3,4,25,26].  Diagnosticul
diferenþial în cazul acestei patologii este amplu ºi
necesitã o abordare atentã clinicã ºi paraclinicã,
având în vedere atât etiologii infecþioase, cât ºi
neinfecþioase. Printre principalele afecþiuni care
trebuie excluse se aflã în tabelul 1.

serology were associated with a higher number
of lesions and the need for systemic
corticosteroid therapy. All patients responded
favourably to symptomatic treatment, with
complete healing within three weeks, suggesting
a good prognosis for this condition. Although
rare, genital aphthous ulcers should be
considered in the presence of painful genital
ulcers, especially in young patients without
chronic diseases or confirmed STIs. Accurate
diagnosis can prevent aggressive treatments and
hospitalisations, making knowledge of possible
differential diagnoses crucial.[3,4,25,26].  The
differential diagnosis for this condition is broad
and requires careful clinical and paraclinical
approach, considering both infectious and non-
infectious aetiologies. The main conditions that
should be excluded are listed in Table 1.

Tabel 1. Diagnostice diferenþiale 
Diagnostic diferenþial Caracteristici-cheie Investigaþii principale Referinþe

Sifilis primar ªancru solitar, indurat, nedureros, VDRL, TPHA, examen camp întunecat [27]
adenopatie regional

Sifilis secundar Sifilide papulo-ulcerative, adenopatie VDRL, TPHA [28]
generalizatã, manifestãri sistemice

Sifilis terþiar Granuloame distructive,  la ani dupã Biopsie, serologie pozitivã [27], [28]
infecþie

Herpes genital primar Vezicule grupate, ulcere dureroase, PCR HSV, culturã viralã [29], [30]
febrã, adenopatie localã

Herpes genital recidivant Episoade recurente, leziuni similare, PCR HSV [29], [30]
duratã scurtã (7–10 zile)

ªancrul moale Ulcere dureroase cu margini Culturã H. ducreyi, PCR [31], [32]
neregulate, adenopatie supurativã

Limfogranulomatoza Ulceraþii iniþiale minore, adenitã PCR Chlamydia L1–L3 [33], [34]
venerianã (LGV) inghinalã inflamatorie ºi supuraþie

Granulom inghinal Ulceraþii cronice, friabile, cu Biopsie [13]
(donovanoza) granuloame Donovan

Gonoree ulcerativã (Julien) Eroziuni superficiale dureroase, Gram, culturã N. gonorrhoeae [35]
posibile simptome urogenitale

Ulcer chimic Necrozã localã dupã contact cu Anamnezã de expunere, testare pH
substanþe iritante (amoniu, mercur)

Eroziuni traumatice Plãgi superficiale, margini Anamnezã detaliatã
post-coitale neregulate, fãrã semne sistemice

Dermatita artefactã Leziuni autoprovocate, margini Evaluare psihiatricã, biopsie [36]
(Dieulafoy) neregulate, context psihiatric

Ulcer tuberculos Ulcer de extensie cutanatã sau PPD, culturã M. tuberculosis [37]
hematogenã, margini sordide

Ulcer tumoral/metastatic Leziuni infiltrative, margini dure, Biopsie [38]
asociate cancerului scuamos

Exantem fix medicamentos Ulceraþii recurente la aceeaºi Testare medicamentoasã, biopsie [39]
localizare dupã medicamente

Amibiaza genitalã Ulcere dureroase în zone endemice, Examen parazitologic, PCR [40]
identificare Entamoeba histolytica
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Boala Behçet Aftozã bipolarã, eritem nodos, Criterii internaþionale, HLA-B51 [41], [42]
uveitã

Boala Crohn cutanatã Leziuni perineogenitale Colonoscopie, biopsie [43], [44]
granulomatoase, dureroase

Eritem polimorf bulos Leziuni buliforme sau ulceroase, 
precipitate de infecþii/medicamente Istoric medicamentos, biopsie

Alte afecþiuni rare Pemfigus vulgar, lichen sclerosus 
atrofic, actinomicozã, difterie Biopsie [45], [46],[47]
genital

Table 1. Differential diagnoses 
Differential diagnosis

Primary syphilis

Secondary syphilis

Tertiary syphilis

Primary genital herpes

Recurrent genital herpes

Chancroid

Lymphogranuloma venereum (LGV)

Granuloma inguinale (donovanoza)

Ulcerative gonorrhoea (Julien)

Chemical ulcer

Post-coital traumatic erosions

Dermatitis artefacta (Dieulafoy)

Tuberculous ulcer

Tumoral/metastatic ulcer

Fixed drug eruption

Genital amebiasis

Behçet’s disease

Cutaneous Crohn’s disease

Erythema multiforme bullous

Other rare conditions

Key features

Solitary, indurated, painless chancre,
regional lymphadenopathy

Papulo-ulcerative syphilides, generalised
lymphadenopathy, systemic manifestations

Destructive granulomas, years after infection

Grouped vesicles, painful ulcers, fever, local
lymphadenopathy

Recurrent episodes, similar lesions, short
duration (7–10 days)

Painful ulcers with irregular margins,
suppurative lymphadenopathy

Initially minor ulcerations, inflammatory
inguinal adenitis and suppuration

Chronic, friable ulcerations, with Donovan
bodies

Superficial painful erosions, possible
urogenital symptoms

Local necrosis following contact with irritant
substances (ammonia, mercury)

Superficial wounds, irregular margins,
without systemic signs

Self-inflicted lesions, irregular margins,
psychiatric context

Ulcer of cutaneous or haematogenous
spread, foul margins

Infiltrative lesions, indurated margins,
associated with squamous cell carcinoma

Recurrent ulcerations at the same site
following medication use

Painful ulcers in endemic areas,
identification of Entamoeba histolytica

Bipolar aphthosis, erythema nodosum,
uveitis

Painful granulomatous perineal and genital
lesions

Bullous or ulcerative lesions, precipitated by
infections/drugs

Pemphigus vulgaris, atrophic lichen
sclerosus, actinomycosis, genital diphtheria

Main investigations

VDRL, TPHA, dark-field
microscopy

VDRL, TPHA

Biopsy, positive serology

HSV PCR, viral culture

HSV PCR

H. ducreyi culture, PCR

Chlamydia L1–L3 PCR

Biopsy

Gram stain, N. gonorrhoeae
culture

Exposure history, pH testing

Detailed history

Psychiatric evaluation, 
biopsy

PPD test, M. tuberculosis
culture

Biopsy

Drug testing, biopsy

Parasitological examination,
PCR

International criteria, 
HLA-B51

Colonoscopy, biopsy

Medication history, biopsy

Biopsy
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Cazurile prezentate de noi se aliniazã pro-
filului clinic din literatura de specialitate. Douã
dintre paciente au avut serologie pozitivã pentru
EBV, cu leziuni multiple, dureroase, însoþite de
stare generalã alteratã ºi adenopatie. Multiple
articole descriu  cazuri similare de ulcere vulvare
asociate cu infecþia primarã cu EBV evidenþiind
rolul potenþial etiologic al virusului precum ºi
mecanismul imunologic tranzitoriu autolimitant
cu o evoluþie favorabilã [2,8). Celelalte douã
cazuri, cu serologie negativã ºi simptomatologie
mai uºoarã, au avut, de asemenea, o evoluþie
autolimitatã, ceea ce sugereazã un spectru de
severitate variabil în funcþie de rãspunsul imun al
pacientului. Cazul de aftozã genitalã la pacientul
de sex masculin este o raritate. Conform lite-
raturii recente, mai puþin de 1% dintre cazurile
raportate implicã bãrbaþi. Simptomatologia este
similarã cu cea observatã la femei, dar lipsa
conºtientizãrii duce adesea la suprainvestigare ºi
tratamente inutile [23). Un caz rar, publicat în
Autopsy and Case Reports, a descris un bãrbat de
27 de ani care a prezentat simultan ulcere genitale
peniene ºi meningitã viralã, ambele asociate cu
infecþia primarã cu EBV. Deºi mult mai puþin
frecvent întâlnite la bãrbaþi, acest caz sugereazã
cã ºi sexul masculin poate fi afectat de mani-
festãrile genitale în contextul unei infecþii cu
EBV.[48] În cazul nostru, prezenþa EBV ºi rãs-
punsul favorabil la corticoterapie au consolidat
ipoteza unei reacþii imune secundare unei infecþii
virale.

Concluzie

Aftoza genitalã este o entitate clinicã rarã,
adesea subdiagnosticatã sau confundatã cu
infecþii cu transmitere sexualã, mai ales în rândul
pacienþilor tineri activi sexual. Cele patru cazuri
prezentate în acest studiu evidenþiazã o varietate
de forme clinice, de la forme uºoare, auto-
limitante, pânã la cazuri severe, asociate cu
infecþie viralã sistemicã, în special cu virusul
Epstein-Barr (EBV), care au necesitat intervenþie
terapeuticã sistemicã. Particularitatea acestei serii
de cazuri constã în diversitatea prezentãrilor
clinice, inclusiv un caz rar la pacient de sex
masculin; rolul testelor de laborator ºi al
diagnosticului diferenþial extensiv în excluderea
altor cauze ºi identificarea EBV ca posibil factor

The cases presented by us are consistent with
the clinical profile in the relevant literature. Two
of the patients showed positive serology for EBV,
with multiple painful lesions, accompanied by
general malaise and lymphadenopathy. Multiple
articles describe similar cases of vulvar ulcers
associated with primary EBV infection, high-
lighting the potential aetiological role of the virus
as well as a transient, self-limiting immunological
mechanism with a favourable outcome [2,8]. The
other two cases, with negative serology and
milder symptoms, also showed a self-limiting
course, suggesting a spectrum of variable
severity depending on the patient’s immune
response. A case of genital aphthosis in a male
patient is rare. According to recent literature,
fewer than 1% of reported cases involve males.
The symptomatology is similar to that observed
in women, but the lack of awareness often results
in excessive investigations and unnecessary
treatments [23]. A rare case, published in
Autopsy and Case Reports, described a 27-year-
old man who simultaneously presented with
penile genital ulcers and viral meningitis, both
associated with primary EBV infection. Although
far less common in men, this case suggests that
males can also experience genital manifestations
in the context of EBV infection.[48) In our case,
the presence of EBV and the favourable response
to corticosteroid therapy reinforced the
hypothesis of an immune reaction secondary to a
viral infection.

Conclusion

Genital aphthosis is a rare clinical entity, often
underdiagnosed or mistaken for sexually
transmitted infections, particularly among
sexually active young patients. The four cases
presented in this study highlight a range of
clinical manifestations, from mild, self-limiting
forms to severe cases associated with systemic
viral infection, particularly Epstein-Barr virus
(EBV), which required systemic therapeutic
intervention. The particularity of this case series
lies in the diversity of clinical presentations,
including a rare case in a male patient; the role of
laboratory tests and extensive differential
diagnosis in excluding other causes and
identifying EBV as a possible trigger, supporting
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declanºator, sprijinind ipoteza unei etiologii
virale mediate imun.

Importanþa acestei serii de cazuri derivã din
contribuþia sa la conºtientizarea unei afecþiuni
rare, dar cu impact fizic major ºi  subliniazã
necesitatea dezvoltãrii unor ghiduri ample de
diagnostic ºi tratament pentru aceastã patologie,
care în prezent rãmâne slab definitã în literatura
de specialitate. Totodatã aceste cazuri pun pro-
bleme de diagnostic diferenþial complex al
ulceraþiilor genitale.

the hypothesis of an immune-mediated viral
aetiology.

The importance of this case series derives
from its contribution to raising awareness of a
rare, but physically impactful condition, and
emphasises the need for the development of
comprehensive diagnostic and treatment
guidelines for this pathology, which currently
remains poorly defined in the relevant literature.
These cases also highlight the challenges of
performing a complex differential diagnosis for
genital ulcerations.
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