
A 58-year-old man presented with pro-
gressive dysphagia, odynophagia, and
heartburn. Past history included diabetes
mellitus and asthma. Current medica-
tions included oral and inhaled corticos-
teroids. Examination was unremarkable.
Blood investigations were normal. Bar-
ium swallow demonstrated reflux esoph-
agitis. Endoscopy revealed circumferen-
tial ulceration and a hiatus hernia. Biopsy
demonstrated an esophageal ulcer and
esophagitis with no evidence of malig-
nancy. Despite high-dose treatment with
proton pump inhibitors (PPI), ulceration
persisted. CT scan and endoscopic ultra-
sonography showed a diffuse thick-wal-
led proximal esophagus but no typical
appearances of carcinoma. Regular en-
doscopies over 2 years consistently re-
vealed a suspicious circumferential ulcer
from 22 to 25 cm (l" Fig. 1).
Repeated biopsies suggested esophagitis
with no evidence of malignancy, infec-
tion, or Crohn’s disease. After 2 years,
biopsies indicated herpes simplex. This
was confirmed by viral immunoglobulin
levels and treated with aciclovir. Immu-
nodeficiency was excluded. Follow-up re-
vealed the patient to be asymptomatic.
Endoscopy demonstrated a completely
healed mucosa (l" Fig. 2).
Nonhealing gastroesophageal ulcers are
usually malignant. Most benign ulcers
are peptic [1] and 85% – 96% respond to
high-dose PPI within 8 weeks [1]. Crohn’s
disease is a rarer cause.
Herpes ulcers are rare but have been docu-
mented in immunocompromised and im-
munocompetent patients [2, 3]. Herpes
simplex esophagitis is normally self-limit-
ing and associated with orolabial lesions
[2]. Typical findings include superficial
stellate ulcers in the mid esophagus [3].
Advanced herpes simplex esophagitis
leads to plaques, “cobblestones”, and an
ulcerative appearance. Earlier stages have
rounded vesicles which slough into sharp
demarcated ulcers which may coalesce
[3]. Herpes esophagitis is best diagnosed

from viral culture or immunostaining of a
biopsy from the ulcer edge. Patients re-
quire antiviral therapy [2].
This is an unusual presentation of a
herpes simplex esophageal ulcer, which
highlights the importance of repeated en-
doscopies and biopsies as features are not
always identified initially. It is important
to remember herpes simplex as a cause
of a nonhealing ulcer or the chance for
curative therapy may be missed.
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An unusual presentation of herpes simplex
esophagitis: a nonhealing “peptic” ulcer

Fig. 1 Herpes esophageal ulceration.

Fig. 2 Completely healed esophageal ulcer
after aciclovir therapy.
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