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CASE REPORT
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SUMMARY: We report a case of penile tuberculosis presenting as phimosis. A dorsal slit revealed an
ulceroproliferative growth which resembled Carcinoma. The diagnosis of tuberculosis was based on
histopathology. Successful treatment was achieved by Antituberculosis therapy. We report this case
because of its unsual presentation and its rarity.
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CASE REPORT: A 62 year old male, diabetic presented with pain in the penis, discharge per urethra
and burning micturition since 3 months. No past history of Trauma was elicitable.He gave no history
of exposure to the risk of S.T.D. There was no history of fever, loss of weight, or appetite. The patient
was married and his wife gave no history suggestive of genital tuberculosis.

On Examination there was phimosis, mucoid discharge from meatus and nodular induration
on coronal sulcus. Inguinal Lymphnodes were discrete firm, nontender and mobile. A surgery referral
was sought. A dorsal slit by the surgeon revealed an ulceroproliferative growth on glans measuring
3cmx2cm with minimal slough. Systemic examination was normal. We entertained a clinical
differential diagnosis of Carcinoma penis, Tuberculous ulcer and Donovanosis.

Investigations revealed RBS-383 mg/dl, Mantoux test-20mm, ESR-60mm /hr, Urine routine-
Glycosuria, Urine C/S-Sterile. Three consecutive urine samples obtained were microscopically
negative. Haemogram , LFT, RFT, and chest X-ray-Normal. Dark ground Illumination was negative.
Gram stain —-Showed Pus cells. Tissue smear for Donovanosis was negative. VDRL was nonreactive.
ELISA for HIV was negative. Ultrasound abdomen showed simple renal cortical cysts
bilaterally.Intravenous Ureterography was normal. X-ray spine was normal. A biopsy was done from
the lesion. Histology revealed granulomas composed of epitheloid cells, Langhans giant cells, and
dense inflammatory infiltrate of lymphocytes suggestive of tuberculosis. The patient was started on
antitubercular treatment. He showed good response.

DISCUSSION: Tuberculosis of the penis is an extremely rare disease. In 1848, Fournier described the
first case of a patient with multiple penile ulcers and regional lymphadenopathy,! Lewis reviewed
110 cases in the literature before 1946. Lal et al reviewed 29 cases occurring from 1946 through
1971. From 1971 to 1992 an additional 16 cases have been described in the literature. Penile TB may
present with strictures fistulae, ulcers or papulonecrotic skin lesions.

Our patient presented with phimosis.2 Phimosis from the greek word (muzzle) is a condition
where the male foreskin cannot be retracted from the head of the penis.3 Some authors use the term
‘physiologic’ and ‘pathologic’.

To distinguish between these types of phimosis* Pathologic phimosis has several causes like
Balanitis xerotica obliterans,> scarring caused by ‘forcible’ retraction of foreskin*and balanitis.6 Some
studies found phimosis to be a risk factor for urinary retention’ and carcinoma of the penis.8 Phimosis

may occur after other types of chronic inflammation (Eg. balanoposthitis), repeated catheterization
- _______________________________________________________________________________
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or forceful foreskin retraction.® Phimosis may also arise in untreated diabetics due to the presence of
glucose in their urine giving rise to infection in the foreskin.10

Our patient was a diabetic who presented with phimosis and a dorsal slit revealed the
underlying ulceroproliferative lesion. This case is reported due to the unusual presentation of
phimosis. This report highlights the importance of keeping tuberculosis in mind while evaluating
genital lesions. Histopathology needs to be done before embarking on a definitive management.
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