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Penile ulcerative pyoderma gangrenosum: A rare entity
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Abstract

Pyoderma gangrenosum (PG) is a rare, chronic, ulcerative, neutrophilic, and inflammatory skin disease. It most commonly affects the
lower limb, may affect peristomal skin, and rarely involves mucosal and internal sites. Genital involvement has been rarely reported.
Hereby, we report a case of penile PG in a 70-year-old male treated with oral steroids.
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Introduction

Pyoderma gangrenosum (PG) is an ulcerating neutrophilic
dermatosis associated with inflammatory bowel disease,
hematologic disorders, and malignancy. Genital PG is
a diagnosis of exclusion. It should be suspected in any
patient having ulcerative penile lesions with negative
diagnostic evaluation for infectious or other inflammatory
conditions such as syphilis, herpes simplex, mycobacterial
ulceration, donovanosis, squamous cell carcinoma (SCC),
cutaneous Crohn’s disease, drug reaction, Behcet’s disease,
and ulcerating sarcoidosis. It can also be suspected who
fails to respond to adequate antibacterial or antiviral
therapy.l'! A complete diagnostic workup to exclude all
the above possible causes is a must to establish the early
diagnosis to avoid unnecessary or potentially harmful
interventions.

Case Report

A 70-year-old married male presented with painful
genital ulcer for 20 days. Initially, the patient developed
single skin-colored elevated lesion over the shaft of the
penis which gradually ruptured leaving behind a raw
area associated with clear fluid discharge. The patient
was admitted to surgery ward for nonhealing ulcer, was
given oral antibiotic and anti-inflammatory medications
but did not improve so was referred to the dermatology
outpatient department for further evaluation. Reference
was done to the dermatology department. No history
of any drug ingestion before development of ulcer was
present. On history, he denied any extramarital contact.
He was not a known diabetic or hypertensive, but his
HBalc was 6.7 on admission. Cutaneous examination
showed single circular ulcer of 2 cm % 3 cm in size
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with undermined edges, granulomatous base, and serous
discharge over the ventral aspect of the penis [Figure 1].
There was no inguinal or femoral lymphadenopathy.
The ulcer did not bleed on touch. Giemsa stain did
not reveal bacillary or coccobacillary Donovan bodies.
Gram stain prepared from the ulcer was negative.
Biopsy was taken keeping donovanosis, sarcoidosis, PG,
cutaneous tuberculosis, and SCC penis as differential
diagnosis. Histopathologic examination from the ulcer
edge showed granulation tissue with moderate to intense
mixed polymorphonuclear, lymphocytic and plasmacytic
inflammatory infiltrate, many congested blood vessels,
and vast areas of hemorrhage and necrosis [Figure 2a
and b]. The routine laboratory investigation, rapid
plasma reagin, X-ray chest PA view, enzyme-linked
immunosorbent assay-HIV, HBsAg, anti-HCV, urine
routine, and microscopy were negative. On the basis of
clinical examination and other investigations which ruled
out other conditions, an alternate diagnosis of PG was
made. The patient was treated with oral prednisolone
20 mg once a day and then in tapering doses, for a
month and topical soframycin cream. Lesions healed
within 15 days [Figure 3].

Discussion

PG was described by Brunsting in the year 1930.%' It is a
rare, noninfectious, and idiopathic neutrophilic dermatosis
commonly associated with underlying systemic disease
most often affecting the lower extremities but may involve
the face, neck, and rarely scrotum or penis as seen in the
present case.l!
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Figure 1: Single circular ulcer of 2 cm x 3 c¢m in size with undermined
edges, granulomatous base, and serous discharge over the ventral aspect of
the penis

Figure 2: (a) Histopathology showed granulation tissue with moderate
to intense mixed polymorphonuclear, lymphocytic and plasmacytic
inflammatory infiltrate, many congested blood vessels, and vast areas of
hemorrhage and necrosis (H and E stain % 10). (b) x40

Figure 3: Healed ulcer after 15 days

Although it is idiopathic, in 25%—-50% of patients, an
underlying immunologic abnormality may exist.[*! The
most common associations are inflammatory bowel
disease (ulcerative colitis and Crohn’s disease),
arthritis (seronegative arthritis and rheumatoid arthritis),
and hematologic diseases (myelogenous leukemia,
hairy cell leukemia, myelofibrosis, and monoclonal
gammopathy). It involves a complex interplay of
genetic influence, dysregulation in innate immunity, and

neutrophil dysfunction.) It can also be associated with
other neutrophilic dermatoses such as Behget’s disease,
subcorneal pustular dermatosis, and Sweet’s syndrome. In
our patient, no underlying systemic associations were found
which is suggestive of the primary idiopathic form.

The extension of lesions in response to trauma or surgical
debridement, termed pathergy, is a hallmark of PG.

Penile PG may occur following local trauma such as
urological surgery, treatment for cancer, ulcerative colitis,
or chronic lymphocytic leukemia. The disease begins with
small tender papules or pustules that evolve into painful
ulcers with characteristic violaceous undermined edges.
Lesions may be solitary or multiple and heal with atrophic
cribriform scar. It has a variety of clinical presentations
such as ulcerative, pustular, bullous, and vegetative forms.[®

Thus our case can be labeled as idiopathic ulcerative penile
PG. It is important to rule out other causes of genital
ulcer before reaching the rare diagnosis of PG. Painful
genital ulcer of herpes genitalis start as grouped vesicles
but rapidly become pustular and ulcerate. If secondary
bacterial infection invades, the ulcer of donovanosis gets
painful which is usually painless, beefy red in color and
bleeds easily on touch. Tuberculous ulcer presents as
papulonecrotic ulcer mainly on the buttocks, whereas
sarcoidosis presents as chronic painful erythematous
induration of the penis with several subcutaneous nodules
and cutaneous ulcer. Other associated systemic symptoms
are there with cutaneous tuberculosis and sarcoidosis.
Penile SCC presents as a small area of induration and
erythema or a large ulcerating and infiltrative lesion
associated with foul odor and bleeding.

A report of a 70-year-old man presenting with indurated
penile ulcers of 1-month duration showed features of PG
in biopsy after inadequate response to doxycycline similar
to our case.!”l Penile PG represents one of the classic
ulcerative PG or superficial granulomatous pyoderma.
Histopathological features although not specific in PG are
important to rule out other causes of ulceration.

Oral corticosteroid therapy is the first-line treatment.
Topical and intralesional corticosteroids or tacrolimus may
be used in the superficial or pustular forms.®! A case of
a 24-year-old male patient living with HIV/AIDS (PLHIV)
diagnosed as penile PG responded well with topical
imiquimod 5% cream is reported. Other treatment options
are topical imiquimod and cyclosporine.['! Our patient
showed excellent response to oral prednisolone and showed
dramatic improvement within 15 days.

Conclusion

Although penile PG is rare and diagnosis of exclusion,
one should keep in mind that any nonhealing painful
penile lesion with negative laboratory and histopathological
evaluations can be PG, as early recognition is critical to
avoid unnecessary or potentially harmful interventions.
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