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Case report

A nasal hypertrophic lesion as a presentation of herpes simplex virus
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Herpes simplex virus type 1 and type 2 (HSV-1 & HSV-2) are one of the leading causes of ulcer and blister
lesions worldwide. These infections are latent with recurrences but many people may have a seropositive
antibody yet remain asymptomatic. Although HSV presenting with hypertrophic lesions have been
reported in the literature at urogenital, lung, and conjunctival sites, we describe a case of a mass lesion in
the nasal cavity of a 46 year-old female with a history of human immunodeficiency virus (HIV). The
patient presented initially with nasal congestion and subsequently developed facial edema. The mass
lesion regressed after one month of treatment with valacyclovir.

© 2019 The Authors. Published by Elsevier Ltd. This is an open access article under the CC BY-NC-ND

license (http://creativecommons.org/licenses/by-nc-nd/4.0/).

Introduction

Based upon a Centers for Disease Control and Prevention CDC
report, among people aged 14-49, the prevalence of HSV-1 and
HSV-2 are 47.8% and 11.9%, respectively [1]. Skin or mucosal
infections can occur at any anatomic site, however the most
commonly affected sites are the oral, labial, urogenital area [2],
with lung [3] and conjunctival [4,5] involvement being less
common. The symptoms of HSV-1 and HSV-2 may be asymptom-
atic, subtle or non-specific, including: fever, headache, malaise,
myalgia, tender lymphadenopathy, localized pain, and pruritus [6].

A retrospective study in Thailand indicated that urogenital
hypertrophic manifestations were found in 4.8% of patients with
HSV infectionsall patients with hypertrophic masses were HIV-
coinfected [7]. Several studies have indicated that a low CD4 count
or low HIV viral load are not associated with hypertrophic lesions
[7.8].

Case presentation

A 46-year-old female, with past medical history significant for
HIV, presented to the emergency department with a two-day
history of right nasal congestion. She was diagnosed with HIV in
2003 and was non-adherent with her medications. She was
previously prescribed fixed combination emtricitabine-tenofovir 1
tablet daily and dolutegravir 1 tablet daily.
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Her initial vital signs were stable and the patient denied any
sick contacts, fever, chills, cough, sore throat, myalgia, or
unintentional weight loss. The physical exam was significant only
for hypertrophied turbinates with nasal polyps. Initial ED
laboratory values indicated a white blood cell of 3.41K/uL,
neutrophil 21.8%, lymphocyte 51.5%, and monocyte 17.8%. A chest
x-ray was unremarkable. The patient was originally diagnosed
with sinusitis and treated with amoxicillin-clavulanate 500 mg
three times daily and fluticasone propionate spray daily for seven
days.

Three weeks later, the patient returned to the emergency
department with right-sided maxillary facial edema. The patient
completed her course of discharged medications without a
significant change in her previous symptoms. On physical exam,
she had right-sided non-tender facial edema and a protruding,
visible exudative mass in her right inferior turbinate (Fig. 1).

Her vital signs were stable and laboratory studies indicated:
white blood cell count 3.33K/wL, neutrophil count 11.1%,
lymphocyte count 66.4%, monocyte count 10.2%, HIV viral load
14,825 copies/mL and an absolute CD4 count of 232/uwL(11%). In
addition, HSV-1 IgG antibody was 12.30 (negative <0.89) and HSV-
2 IgG antibody was 12.40 (negative <0.89). A herpes viral culture
was negative. A computed tomography (CT) scan of the head was
performed which revealed a soft tissue opacification centered over
the right distal nasal cavity with extension into the right naris
(Fig. 2).

Fine needle aspiration of the mass failed to aspirate any
purulent material. A biopsy indicated a HSV cytopathic effect and
an immunohistochemistry stain was positive for HSV-1 and HSV-2
(Figs. 3 and 4). Molecular testing using polymerase chain reaction
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Fig. 2. CT scan show soft tissue opacification centered over the right distal nasal
cavity.

Fig. 4. Immunohistochemistry stain is positive for HSV-1 and HSV-2. This Anti-HSV
immunohistochemical stain identifies glycoproteins specifically found in HSV
infected tissue, but this antibody identifies both HSV-1 and HSV-2, and does not
allow the distinction between the two types. This antibody does not cross-react
with cytomegalovirus, Epstein-Barr virus, or varicella zoster virus.

(PCR) identified HSV-1 and HSV-2 in the tissue specimen. The
patient was started on valacyclovir 1g three times daily for one
month. She demonstrated gradual resolution of her symptoms and
is currently being followed at our Infectious Diseases Clinic.

Discussion

HSV shedding is increased in people with a concomitant HIV
infection. Furthermore, a HIV-infected host has prolonged severity
of episodes when compared with a non HIV-infected host.
Methods to diagnose HSV include: viral culture, Tzanck smear,
serology, and PCR. Although viral culture is the traditional gold
standard of diagnosis, the sensitivity is only about 50%-75% and
results may not be immediately available [9].

For patients with HSV-associated hypertrophic mass lesions,
the visible mass takes time to grow. Surgical removal may be
appropriate for these patients if they lack a response to medication,
or in order to get a high-quality sample for diagnosis. Antiviral
treatment such as acyclovir, valacyclovir, and ganciclovir are the
mainstay of treatment, while immunomodulators such as topical
imiquimod, oral leflunomide, and oral thalidomide have demon-
strated clinical improvement in several cases [5,7,8,10].

Conclusion

In summary, this case illustrates a nasal hypertrophic lesion
caused by HSV-1 and HSV-2. Mass lesions are a rare presentation of
HSV in HIV-infected patients. Clinicians should be aware that
biopsy of the mass lesion is the easiest way to reach a diagnosis and
torule out malignancy or an abscess caused by a bacterial infection.
HSV PCR testing of a sample should be sent when an immuno-
compromised patient has a nasal lesion. However, resection of the
mass may not be necessary to accelerate treatment. Oral antiviral
therapy is effective to decrease the size of the mass lesion slowly, as
clinical symptoms improved in this case. Further research is
needed to develop the treatment duration and prevention of
recurrent mass lesions.
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