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Genital Graft-versus-host Disease in a Male Following Allogeneic Stem Cell Transplantation
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Sir,

Chronic graft-versus-host disease (GVHD) involving
the vulva or vagina has been reported in 15% of fema-
les receiving allogeneic peripheral stem cells (1-3).
We have, however, been unable to find any reports of
genital GVHD in men. Here we describe the case of a
man who developed chronic GVHD with severe genital
involvement.

CASE REPORT

A 61-year-old man was diagnosed with refractory anaemia
with an excess of blasts. Allogeneic peripheral blood stem cell
transplantation with an unrelated donor was performed 2 years
later after reduced intensity conditioning with busulphan, flu-
darabine and anti-thymocyte globulin. Short-term methotrexate
and cyclosporine were given as GVHD prophylaxis. The post-
transplant period was uneventful, but mixed chimerism with
12% recipient myeloid cells was noted and immunosuppressive
prophylaxis stopped after 3 months. Three weeks later he had
developed skin GVHD stage 2 that responded to short-term
treatment with oral corticosteroids. One month later he also
had hepatic GVHD grade 2, and full donor chimerism was esta-
blished. After re-institution of cyclosporine and corticosteroids
the skin symptoms resolved and bilirubin and aminotransferase
levels normalized. Cyclosporine treatment was continued, and
at routine check-up 4 months later he was in good health with
normal blood counts and hepatic enzymes. There was no cuta-
neous GVHD, but asymptomatic lichenoid lesions were seen
on oral examination. The patient had no complaints and denied
genital symptoms, but at physical examination lichenoid genital
lesions were seen.

The prepuce was somewhat narrowed and on the distal pre-
puce and the glans there were glazing erythema and erosions.
On the skin surrounding the frenulum and underneath the penis
there were changes resembling lichen sclerosus (Fig. 1).

Fig. 1. Genital examination revealed lichenoid genital lesions.

A skin biopsy from the prepuce was obtained and stained
with haematoxylin (Fig. 2). The epithelium was seen to be split
from the connective tissue, probably due to immune-complex
induced damage. The epithelium showed hyperkeratosis and
hypergranulosis. The rete pegs were generally flattened, but
focally small signs of irregular acanthosis could be seen. A
few scattered apoptotic keratinocytes were seen, as well as
focal signs of basal cell degeneration. There was no cellular
atypia. The connective tissue was slightly fibrotic with a few
dilated small vessels, but there was no inflammatory reaction
or vasculitis. The histological picture was compatible with
chronic GVHD, although morphea and systemic sclerosis are
differential diagnoses. However, given the patient’s history
and the fact that he also had hepatic and cutaneous GVHD in
other areas, as well as oral GVHD, chronic GVHD is the most
likely diagnosis.

Fig. 2. Biopsy showed that the epithelium was split from the connective tissue and the rete pegs were generally flattened. A few scattered apoptotic keratinocytes
were seen, as well as focal signs of basal cell degeneration. The connective tissue was slightly fibrotic, but there was no inflammatory reaction or vasculitis.

The histological picture was compatible with chronic graft-versus-host disease.
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Fig. 3. At follow-up the inflammation had disappeared.

The patient was treated with a topical steroid ointment (beta-
metason) combined with neomycin on a regular basis for some
weeks. At follow-up 4 months later the inflammation had almost
completely disappeared, there was no longer any moisturing and
the prepuce had adhered to the glans as seen in erosive lichen
planus and plasma cell balanitis (Fig. 3).

DISCUSSION

Genital manifestations of chronic GVHD are common
among females, but there are no reports about their
frequency among male allogeneic stem cell transplant
recipients. We want to stress the similarities between
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GVHD and erosive lichen planus. Clinically it is often
difficult or impossible to differ between lichen pla-
nus and GVHD localized to oral and genital mucosa.
Histologically they also seem to be almost identical.
The immunopathogenesis of lichen planus is not fully
understood, but there is evidence for the role of T-lym-
phocytes, which are also involved in GVHD.

It is also worth noting that genital problems are often
concealed or denied by the patient and may be over-
looked if the physical examination does not include
the genital area. We therefore emphasize the need to
examine the whole patient, including the genital area,
and that proper treatment of these patients requires team
work with a multidisciplinary approach (4).
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