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CASE REPORT

A Case of Hand-foot-mouth Disease in 
an Immunocompetent Adult

Jung U Shin, M.D., Sang Ho Oh, M.D., Ju Hee Lee, M.D.

Department of Dermatology and Cutaneous Biology Research Institute, Yonsei University College of Medicine, Seoul, Korea

Hand-foot-mouth (HFM) disease is primarily a disease of 
children, although it can be seen in immunocompromised 
adults. We describe a case of  HFM disease in a 35-year-old 
immunocompetent male. He presented with multiple, 1∼2 
mm sized, erythematous vesicular papules on both hands 
and feet. Histopathological findings of a skin biopsy showed 
superficial perivascular lymphocytic infiltration, focal 
keratinocyte necrosis, and reticular degeneration. Because 
delayed diagnosis can cause spread of the disease to 
children, dermatologists should be aware that HFM disease 
can occur in adults with intact immune systems. (Ann 
Dermatol 22(2) 216∼218, 2010)
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INTRODUCTION

Hand-foot-mouth (HFM) disease is a highly infectious 
disease characterized by multiple vesicles on the hands 
and feet and in the oral cavity. It usually occurs in 
children in the summer. Coxsackievirus A16 is the most 
common virus causing HFM disease; other causative 
viruses include coxsackieviruses A5, A7, A9, A10, B2, B5, 
and enterovirus 711. Clinically, the onset is characterized 
by fever and the appearance of papules on the hands, feet, 
and in the oral cavity, which progress to vesicles. 
Symptoms usually subside within 7 to 10 days2. Although 
several cases of HFM disease have been reported, it has 

been rarely reported in immunocompetent adults.

CASE REPORT

A 35-year-old Korean male presented with multiple 
peripheral vesicles which had begun to appear on the 
palms of his hands 3 days previously, and which pro-
gressed to the interdigital areas, soles, and dorsum of the 
feet. He had no past history of medical problems and was 
not taking medications. His 2-year-old son had been recently 
diagnosed with HFM disease, presenting with lesions on 
the palms, soles of the feet, and in the oral cavity, approximately 
5 days before the onset of the patient’s skin lesions. The 
patient complained of general weakness and tender, 
pruritic skin lesions. Physical examination revealed multiple 
erythematous papules and vesicles on the palms, soles 
and dorsum of the feet (Fig. 1). The oral cavity and other 
areas such as face and trunk were spared. Laboratory 
findings, including complete blood counts and blood 
chemistries, were within normal limits.
Histologically, a skin biopsy from the foot displayed 
superficial lymphocytic infiltration on perivascular area 
and dermo-epidermal junction, focal keratinocyte necrosis, 
and reticular degeneration of epidermal cells. There were 
no inclusion bodies or multinucleated giant cells (Fig. 2).
The diagnosis of HFM disease was made based on history 
as well as typical clinical findings, including distribution 
of skin lesions. The patient was treated symptomatically 
with antihistamines, and the lesions resolved spontaneously 
without complications.

DISCUSSION

HFM disease is a highly contagious disease mainly caused 
by enteroviruses. The initial presentation includes erythe-
matous papules on the palms, feet, and in the oral cavity, 
accompanied by prodromal symptoms such as myalgia, 
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Fig. 1. (A) Multiple erythematous 
papules and vesicles are seen on 
the fourth finger of the left hand. (B)
Multiple erythematous papules and
vesicles on the dorsum of the feet.

Fig. 2. Superficial perivenular and junctional lymphocytic
infiltration, epidermal necrosis associated with foci of necrotic
keratinocytes, and reticular degeneration of epidermal cells 
(H&E, ×100).

mild fever, and abdominal pain. The lesions usually evolve 
into vesicles and then spontaneously resolve within 1 or 2 
weeks3. Lesions are usually asymptomatic, but in some 
cases, pressure and touch can provoke pain. Children are 
the most susceptible, and immunocompromised adults 
can also be affected. However, HFM disease is especially 
very rare in immunocompetent adults.
Oral lesions usually appear simultaneously with or precede 
cutaneous lesions, but the simultaneous occurrence of 
lesions on the hands, feet, and in the oral cavity in adults 
is very infrequent4. In addition, oral lesions may occur 
without cutaneous lesions5, and HFM disease without oral 
mucosal lesions has also been reported in an immuno-
compromised adult6. In this report, the diagnosis of HFM 
disease was done based on the typical cutaneous features, 
histology, serology, and polymerase chain reaction (PCR) 
results, despite the lack of definite oral lesions. Therefore, 
the diagnosis of HFM disease without the appearance of 
oral lesions might remain doubtful in our case, because 
PCR testing, which has high sensitivity and specificity for 
the diagnosis of HFM disease, was not performed. 
However, considering that the patient’s son showed typical 

clinical manifestations of HFM disease before the onset of 
cutaneous lesions in the patient, and that the histologic 
features of the patient’s skin biopsy included reticular and 
ballooning degeneration of the epidermis, we presume 
that the lesions on his hands and feet are consistent with 
HFM disease. Oral lesions could have been overlooked or 
have already disappeared. Although viral culture is consi-
dered the best method for accurate diagnosis, the diagnosis 
is usually made based on clinical presentation7. Charac-
teristic histological findings of the skin lesions include 
reticular and ballooning degeneration of the epidermis 
with no inclusion bodies or multinucleated giant cells8.
HFM disease usually occurs in the summer, from June to 
October, although it has been also reported in the winter9. 
Coxsackievirus belongs to picornavirus family (small RNA 
viruses) together with echovirus, enterovirus, and poliovirus. 
Humans are thought to be the only natural host of 
coxsackievirus. Because it is highly infectious and trans-
mitted by oral-oral or fecal-oral routes, education regarding 
hygienic precautions is very important.
Treatment is symptomatic, and the disease resolves spon-
taneously without complications within 7 to 10 days. 
However, there have been rare reports of severe compli-
cations such as pneumonia, cardiomyositis10, and aseptic 
meningitis11. Since HFM disease is highly contagious, and 
elderly people, pregnant women, and immunocompromised 
adults may develop severe complications, early diagnosis 
and isolation are necessary. Because HFM disease is 
especially rare in immunocompetent adults, early detection 
and accurate diagnosis are very difficult. In conclusion, to 
prevent the infection from spreading to children and 
vulnerable adults, dermatologists should be aware that 
HFM disease can occur in an immunocompetent adult.
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