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Ulcus vulvae acutum

K. Tr~ko, M. Beli~, and J. Miljkovi}

A 29-year-old female presented with a history of sudden onset of genital ulcers with fever and malaise.
The clinical picture and course of the disease corresponded to the diagnosis of acute vulvar ulcer. No
relevant etiologic factors could be ascertained. Treatment with doxycycline and systemic corticoster-
oids led to the resolution of the ulcerations after three weeks. Although the disease is rare, it is important
to include it in the differential diagnosis of genital ulcers.

Introduction

Ulcus vulvae acutum is a rare but not under-recog-
nized (unreported?) disease characterized by painful
genital ulceration occurring in young women without
venereal infections. Lipschütz initially described it in
1913. The ulcers are often multiple and develop in as-
sociation with malaise, fever, and inguinal lymphaden-
opathy. Healing is spontaneous but may take several
weeks and leaves some scarring. The etiology is still
unknown. Histopathologic examination is of no diag-
nostic value.

Case report

A 29-year-old female presented at our department
with a sudden onset of fever and two papules on the
external genitalia, followed by the development of pain-

ful ulcers and burning on urination. The pain was so
severe that the patient had great difficulty walking.
There was no history of a previous sexually transmit-
ted disease. The patient had a healthy long-term sexual
partner. She had been taking birth control pills for sev-
eral years and did not complain of any kind of respira-
tory infection or other internal disease.

Clinical examination revealed an ulcer 15 mm in
diameter on the right labium minus at the vestibulum
and a shallow ulcer of 10 mm in diameter on the left
labium minus (Fig. 1). Both were sharply demarcated
and covered with necrotic adherent crusts. No lymphad-
enopathy was noted. The laboratory tests revealed a
slightly elevated C-reactive protein whereas the com-
plete blood count, blood chemistry profile, and urine
analysis were normal. The results of laboratory tests –
including herpes simplex virus culture, gonorrhea, di-
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rect immunofluorescence test for Chlamydia
trachomatis, screening tests for syphilis, serological tests
for antibodies to hepatitis A, B, and C viruses as well as
for HIV 1 and 2, and Epstein-Barr virus – were all nega-
tive. Bacterial culture of the smear identified Escheri-
chia coli and Morganella morganii, and microscopic
examination and culture for fungi were negative.

The patient received oral treatment with doxycy-
cline 100 mg b.i.d., and topical with fusidic acid cream.
After exclusion of infectious disease, a short course of
dexamethasone was started for symptomatic relief.

Therapy led to rapid improvement and epitheliza-
tion of ulcers. After three weeks the ulcers healed with
an atrophic scars.

Discussion

Etiology and pathogenesis of acute vulvar ulcers are
still unknown. Lipschütz blamed these lesions on Ba-
cillus grassus, which was later identified as Döderlein’s
bacillus (1). Ulcers can be associated with systemic in-
fections such as Mycoplasma infection (2) and infec-
tious mononucleosis (3–13), in which genital ulcerations
can be an initial manifestation of Epstein-Barr virus in-
fection in adolescents that are neither sexually active
nor immunocompromised. Genital ulcerations similar
to acute vulvar ulcers have been found in HIV-positive
women (14). Some authors believe that anaerobic bac-
teria can cause ulcerations (15).

Several types of genital ulcerations have been de-
scribed. The gangrenous form is the most frequent, and
is still occasionally called Lipschütz disease. It has a
characteristic hyperacute onset with fever and malaise.
This type usually affects adolescent girls. The ulcerations
are very painful, with thick adherent slough and a sur-

rounding red areola. They are most often solitary, on
one side of the vulva, usually the inner aspect of the
labium minus. As in our case, however, the lesions may
occur bilaterally. Healing is spontaneous, though some-
what slow, and leaves some scarring. Recurrence is
unlikely.

In the chronic form, small yellow ulcers with un-
dermined edges and red surrounding areola arise on
the introitus, labia minora, and labia majora. They tend
to be associated with relatively few symptoms other than
local pain and marked edema, and tend to recur.

In the miliary form, the purulent, fibrinous ulcer-
ations are 2 to 3 mm in size with inflammatory edges
and are more likely to involve the labia majora and
minora as well as the perineal region. The general symp-
toms are mild and healing is rapid. In light of present
knowledge, the last two forms would be assigned to
either aphthous ulcerations or Behçet’s syndrome. Only
the gangrenous form is still considered a separate en-
tity.

Histopathology is of no diagnostic value (14). The
upper part of the edematous corium reveals dilated
capillaries with polymorphous infiltrate composed of
lymphocytes, histiocytes, plasmocytes, and fibroblasts.
Proliferation and local thickening of the vessel wall is
also observed. In advanced cases, the infiltrate contains
mainly neutrophils with subsequent formation of a
pseudo-abscess and ulceration.

Determining the cause of vulvar ulcers can be chal-
lenging. The differential diagnosis is extensive and in-
cludes venereal infections: herpes simplex, syphilis,
chancroid, granuloma inguinale, lymphogranuloma
venereum, HIV, bowenoid papulosis with papules that
can easily erode and ulcerate, and nonvenereal infec-
tions by candida, Epstein-Barr virus, bacteria, parasites,
and mycobacteria. As for noninfectious diseases, nu-
merous inflammatory diseases such as nonbullous li-
chen planus, lichen sclerosus, inflammatory bowel dis-
ease, idiopathic and secondary aphthae, Sweet’s syn-
drome, Behçet’s syndrome, drug reaction, Reiter syn-
drome, and bullous diseases (pemphigus vulgaris,
bullous pemphigoid, cicatricial pemphigoid, and
paraneoplastic pemphigoid) should be considered (16).
Traumatic causes such as mechanical, thermal, chemi-
cal, and factitial should be kept in mind, as well as ma-
lignant tumors (squamous cell carcinoma, basal cell
carcinoma, extramammary Paget’s disease, and leuke-
mia/lymphoma). Careful surface examination of the
entire skin and mucosa surface may be helpful in es-
tablishing a differential diagnosis.

The therapy is mainly symptomatic. Topical mea-
sures may include disinfectants, topical antibiotics, and
topical anesthetics with or without topical corticoster-
oids. Systemic therapy includes analgesics with or with-
out broad-spectrum antibiotic therapy and, in severe
and painful forms, a short course of oral corticoster-
oids may be required.

Figure 1. Ulcus vulvae acutum: an ulcer on the
right labium at the vestibulum.
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Conclusion

Ulcus vulvae acutum is a rare diagnosis most often
seen in adolescent girls, but should be considered if
the patient’s history and clinical manifestations do not
fit the diagnoses of herpes simplex, syphilitic chancre,
bacterial infection, Behçet’s syndrome, or other causes
of ulceration.

Because the ulcerations can be very painful, it is
important that they be diagnosed and treated. The ul-

cers in ulcus vulvae acutum heal spontaneously, but
because of subjective symptoms it is preferable to treat
them systemically with corticosteroids, to which they
respond well. Broad-spectrum antibiotic therapy has
also proved to be beneficial.

It is important to keep this diagnosis in mind, in
addition to syphilis or Behçet’s syndrome, because the
most frequent cause of ulceration is herpes simplex and
patients risk being treated for herpes simplex without
the physician even considering other causes of ulcer-
ation in the genital area.
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