
AJHM Volume 3 Issue 3 (July-September 2019)  IMAGES IN HOSPITAL MEDICINE 

Patel et al. www.ajhm.org 1 

IMAGES IN HOSPITAL MEDICINE 

 

A Rash That Cannot Be Missed: Disseminated Herpes Zoster as a Result of 

Immunomodulation by Adalimumab 
Tarang Patel1, Ethan Karle1, Taylor Nelson2, Dima Dandachi2 

 

1Department of Medicine, University of Missouri, Columbia, Missouri 
2Department of Medicine, Division of Infectious Diseases, University of Missouri, Columbia, Missouri 
 

1Corresponding Author: Tarang Patel, MD. One Hospital Drive, Columbia, Missouri 65212. 

patelt@health.missouri.edu 

 

Received: June 18, 2019   Accepted: August 16, 2019   Published: October 2, 2019 

 

Am J Hosp Med 2019 July;3(3):2019.010   https://doi.org/10.24150/ajhm/2019.010 

 

 

CASE PRESENTATION 

 

The patient is a 75-year-old Caucasian male 

who was admitted in May for management of 

a penile ulceration and a generalized rash. He 

has a medical history of Type II Diabetes 

Mellitus, tobacco abuse, and Rheumatoid 

Arthritis (RA) on adalimumab. One week 

prior to his presentation, the patient noted an 

ulcer proximal to the glans penis (Figure 1). 

Upon further questioning, he reported 

noticing a small tick attached to his thigh one 

week prior. He has no history of sexually 

transmitted illnesses, incarceration, animal 

exposures, or meningeal signs.  

Two days prior to admission, the 

patient developed a large, dark, vesicular 

lesion on the anterior scalp, followed by 

smaller lesions over the rest of his body 

including the hard palate (Figures 2-6). 

Laboratory studies demonstrated a mildly 

elevated Erythrocyte Sedimentary Rate, C-

Reactive Protein, and transaminitis. The 

patient was started on empiric doxycycline 

and intravenous acyclovir. Infectious work-

up was negative for gonorrhea, chlamydia, 

syphilis, HIV, Ehrlichia, and Rocky 

Mountain Spotted Fever. Shave biopsies 

were obtained of the penile lesion and a 

lesion from the patient’s upper back. 

Dermatopathology evaluation demonstrated 

herpetic dermatitis in both sites, and a penile 

swab polymerase chain reaction for Varicella 

Zoster Virus was positive. Treatment for 

disseminated Herpes Zoster was initiated 

with marked improvement of the lesions 

noted at follow-up.  

 

CASE DISCUSSION 

 

A 2008 Centers for Disease Control and 

Prevention Report on Herpes Zoster provided 

a summary of risk factors. The risk factors 

identified included age over 50, female 

gender, Caucasian race, and altered 

immunocompetence (1). Tumor Necrosis 

Factor  (TNF-) inhibitors have become a 

mainstay of therapy for patients with 

moderate to severe RA. There is an 

association with TNF- inhibitors, 

specifically adalimumab, and Herpes Zoster. 

In 2009, a retrospective cohort study 

examined 20,816 patients with RA. The 

study concluded that patients with RA who 

were taking TNF- inhibitors were at a 

significantly higher risk of developing 

Herpes Zoster as compared to those who 

were prescribed sulfasalazine and 

hydroxychloroquine (2). These findings were 

also confirmed in a 2009 prospective cohort 

study which evaluated 5,040 patients with 

moderate to severe RA. It concluded that the 
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use of TNF- inhibitors, specifically 

adalimumab and infliximab, were associated 

with a statistically significant increased 

incidence of Herpes Zoster when compared 

to other TNF- inhibitors (3).  

In patients that present with a 

disseminated vesicular rash on 

immunomodulating therapies, disseminated 

Herpes Zoster should be considered and 

treatment with IV acyclovir should be started 

promptly if appropriate.  
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IMAGES AND FIGURES 

 

Figure 1: Gray-based penile ulcer with surrounding secondary bacterial cellulitis. 

 

Figure 2: Anterior scalp lesion with eschar and peripheral vesicular lesions. 



AJHM Volume 3 Issue 3 (July-September 2019)  IMAGES IN HOSPITAL MEDICINE 

Patel et al. www.ajhm.org 4 

 

Figure 3: Scattered lesions with central eschar over the anterior chest, neck, and face. 

 

Figure 4: Hemorrhagic vesicular lesion of the posterior thigh. 
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Figure 5: Unusual lesion on the left leg, with peripheral vesicles and central eschar. 

 

Figure 6: Two ulcers on hard palate.  


