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CASE REPORT
The use of corticosteroids in management of Herpes associated Erythema
Multiforme
Maan Yacoub AlFar,1 Medyan AlRousan,2 Zahi Almajali,3 Emil Batarseh,4 Rania Alsaddi5

Abstract
Erythema multiforme (EM) is an acute self-limiting
condition considered to be hypersensitivity reaction
associated commonly with infections or medications. It is
characterized by skin lesions, with oral or other mucous
membrane involvement. Occasionally EM may involve the
mouth alone. We report a ten year-old healthy male child
who developed skin lesions of both palms and soles
associated with oral ulcerative lesions. The patient first
noticed the lesions on the palms and soles followed by
involvement of the oral cavity in form of multiple
haemorrhagic crusting ulcerations involving lips and
buccal mucosa. The diagnosis was established clinically
based on the signs and symptoms as erythema
multiforme minor associated with herpes simplex
infection. Systemic corticosteroids as a treatment
modality should always be considered for the treatment
of erythema multiforme minor.
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Introduction
Erythema multiforme (EM) is an acute hypersensitivity
reaction involving mainly skin with or without oral
mucosa or other mucus membrane lesions.1 It is caused
by drugs or infections mainly herpes simplex virus which
is found in 70% of cases of EM.2 Erythema multiforme is a
disease of abrupt onset involving skin and mucous
membranes where the lesions appear as red macules,
papules and vesicles. Blistering and crusting may occur in
the center of the lesion resulting in the characteristic
target lesions.3 Recently EM has been classified as minor,
major, Stevens - Johnson syndrome (SJS) and toxic
epidermal necrolysis.4 The prevalence of oral erythema
multiforme is ranging from 35% to 65% in patients with
skin lesions.5 The prevalence of skin rashes ranged from
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25% -33% in patients diagnosed as EM by oral lesions.
Males are affected more frequently than females.6
The use of systemic corticosteroids in EM is controversial
and not proved by clinical trials.7,8
Most of paediatricians recommend the therapeutic and
prophylactic use of acyclovir in the treatment of herpes
indused EM.9

Case Report
A 10 year-old male child attended our Paediatric
Department and Paediatric Dental Clinic at Queen Rania
Al-Abdallah Hospital for Children, Amman, Jordan on the
2nd of December 2014 complaining of maculo-papular
skin rash including palms and soles. The skin eruptions had
central, dusky-red zone bordered by a blanched halo
(white) with an erythematous zone at the periphery
(target like lesion), associated with painful oral lesions in
the form of multiple haemorrhagic crusting ulcerations
involving lips and buccal mucosa. The lesions were
circumscribed and involved less than 10% of the body
surface area (Figure-1). He had a previous history of acute
gingivo-stomatitis two weeks ago. The disease was
diagnosed clinically as erythema multiforme minor
associated with herpes simplex infection, proved by

Figure-1: Intra oral hemorrhagic crusting ulcerations involving lips and buccal mucosa.
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The study done by Huft showed that 25% of patients
presenting with skin lesions also had oral lesions.5
Farthing PM. et al, in a multidisplinary study found that
70% of EM patients had oral lesions.15
Studies have shown that 40% of patients with EM present
with lesions confined to the oral mucosa and lips, and
have no skin involvement.8,16
By review of literature, there is controversies in diagnosis
and treatment of EM.
This is related in part to the difference in the terminology
of some similar diseases like -EM, SJS, and Lyell's
syndrome. The other part is the debate on use
corticosteroids in the treatment of EM.17

Figure-2: Five days after treatment.

detection of viral DNA by polymerase chain reaction (PCR).
The patient was admitted to the hospital for five days
because of decreased oral intake and was started on IV
acyclovir in a dose of 10 mg/kg/ dose, Q 8 hours, oral
acetaminophen 15 mg/kg, IV fluids and hydrocortisone IV
injection 10 mg/kg for 5 days after which the patient
showed dramatic improvement and was discharged home
in a good condition with no complications (Figure-2).

Discussion
Erythema multiforme (EM) is a type of an inflammatory
hypersensitivity reaction that may occur in response to
drugs, infections, or medical illness. The clinical
manifestations of the disease include blistering ulcers of
the skin and mucous membranes.10 The age preference
for these lesions is between 10-30 years.11 In erythema
multiforme minor, which is the least severe form of EM,
the etiologic agent is most frequently an infection with
herpes simplex virus. Other infectious agents which have
been linked to EM include mycoplasma pneumonia,
histoplasmosis, tuberculosis, Epstein-Barr virus,
cytomegalovirus, varicella-zoster virus, hepatitis viruses,
streptococci, parasites, and fungal agents.12 Strong
association between mycoplasma pneumonia infection
with SJS had been suggested in many studies, but not
with EM. Drugs have been shown ranging from 40-50% of
all outbreaks of EM, and the relationship appears to be
more frequent in the major forms of the disease.13 In the
study conducted by Farthing P. et al, it was found that
herpes-indused EM accounted for 20 %-50% of cases.14

Marzano et al reported regarding the use of systemic
corticosteroids to be effective only in severe cases, while
the use of Acyclovir has been proven to decrease the signs
and symptoms of HSV oral lesions.18
A retrospective study by Renfro et al which showed that
childhood HSV-associated EM was not responsive to
management with systemic corticosteroids and
Acyclovir.19
In our case, steroid therapy proved to be successful.

Conclusion
The diagnosis of Erythema Multiforme should be based
on the clinical signs, symptoms, and a thorough patient
medical history and it is highly linked with herpes virus or
mycoplasma pneumonia infections or can be drug
induced erythema multiforme. Systemic corticosteroids
should always be recommended as an efficient line of
treatment of HSV associated EM.
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