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Case Study: Postsexual Penile Ulcer as a Symptom of

Diabetes

Nehman Lauder, MD, and Juliann Binienda, MA, LMFT

Presentation

D.H., a 50-year-old married man, pre-
sented for his first office visit complain-
ing of a “male problem,” which he
described as a sore on his penis that had
been present for 14 days. The patient’s
most recent sexual encounter was with
his wife 2 weeks before the office visit.
He denied any penile discharge but
complained of constant pain in his “pri-
vate part.” He also denied dysuria, fre-
quency, past sexually transmitted dis-
eases, and extramarital sexual encoun-
ters. His wife had no vaginal or perineal
symptoms.

The patient reported first noticing a
“blister” on the glans penis, which rup-
tured several days after forming. The
pain intensified when the blister broke.
He described the pain intensity as mild
to moderate with no radiation, “sharp
and stinging,” especially when washing
himself and during sexual intercourse.
He had not experienced nausea, fatigue,
fever, or malaise.

The penile examination revealed an
uncircumcised glans penis that was
inflamed, erythematous, and tender. On
the glans penis was a 0.5-cm, oval, ery-
thematous-based ulceration with some
crusting. There were no vesicles associ-
ated with the lesion. No penile dis-
charge, scrotal tenderness, or scrotal
abnormalities were noted.

Herpes simplex virus (HSV) and
aerobic bacterial cultures of the lesion
were conducted. A DNA probe for
Chlamydia trachomatis and Neisseria
gonorrhea were obtained. A complete
blood diagnostic profile with rapid
plasma reagin (RPR) for syphilis was
also conducted. The patient was diag-
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nosed with a penile lesion, possible
genital HSV, and/or syphilis. He was
started on the treatment for HSV with
acyclovir, 200 mg five times daily, and
ibuprofen, 800 mg three times daily for
pain. The patient was also counseled
regarding safe sex practices and asked
to return in 1 week. The predicted out-
come was that the culture would be
positive for HSV and the treatment
would be effective.

The patient returned in 1 week and
reported little or no change in sympto-
matology. The results of all genital cul-
tures were negative except for moderate
Candida albicans. Blood profile results
indicated that his random blood glucose
was 207 mg/dl and his cholesterol pro-
file was consistent with hyperlipidemia.

Fasting blood glucose and hemoglo-
bin A;. (A1C) measurements were
obtained. The fasting glucose was 167
mg/dl, and the A1C was 8.4%. A diagno-
sis of type 2 diabetes was made based
on the results.! Additionally, because of
the penile culture finding of C. albicans,
the patient was diagnosed with balanitis
secondary to type 2 diabetes.

His penile ulcer was treated with
antifungal cream and local hygiene. He
was also started on a combination of gly-
buride, 1.25 mg, and metformin, 250
mg, to be taken once daily. The penile
ulcer healed within 1 month, and his glu-
cose level improved significantly.

Questions

1. What is balanitis, and how is it asso-
ciated with diabetes?

2. How frequently does balanitis pres-
ent in the diabetic and nondiabetic
population?

Commentary

In this case, the patient presented with a
“blister,” a recent sexual encounter, and £
burning, stinging penile pain. Also,
based on the physical findings of an ery—=
thematous-based ulceration on his glans 2
penis, the presumptive diagnosis of gen-g
ital herpes was made. The history and
physical examination, coupled with the
fact that HSV is the most prevalent of
all sexually transmitted diseases in the
United States, made HSV a likely diag-
nosis.? Definitive HSV diagnosis is
based on a positive culture of the lesion, 2
which was negative in this case.

The term balanitis refers to an
inflammation of the glans penis. Bal-
anitis is a general term that describes a
group of conditions that present with
similar clinical findings yet have differ-
ent etiologies.>> When the inflamma-
tion involves the prepuce in uncircum-
cised males, it is termed balano-
posthitis. Approximately 11% of male
urological patients have been reported
to have balanitis.*’

Balanitis has a wide variety of caus-g
es. It tends to be common among uncir-
cumcised males with poor hygiene and
those with diabetes. Different organ-
isms have been associated with balani-
tis, including C. albicans, Trichomonas
vaginalis, streptococci, anaerobic bac-
teria, Gardnerella vaginalis, Staphylo-
coccus aureus, Herpes simplex, Tre-
ponema pallidium, and human
papilloma virus.

Other factors causing balanitis
include a number of skin disorders.
Among them are psoriasis, Bowen’s dis-
ease, and lichen planus.’ Balanitis xeroti-
ca obliterans (lichen sclerosus) is a
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chronic skin condition involving the gen-
ital skin of men. The symptoms of this
form of balanitis are similar to the bal-
anitis caused by the C. albicans infec-
tion. However, this dermatitis tends to
progress much more slowly and insidi-
ously for an extended period of time.°
Other etiologies of balanitis include trau-
ma, irritants, contact allergies, and fixed
drug eruptions.

As in the case presented here,
patients with balanitis often present with
symptoms such as swelling of the glans
penis, tenderness, and ““stinging” pain.
Common signs include erythema, ulcer-
ation, crusting, and possibly odor.

Diagnosis of balanitis can be diffi-
cult because of its propensity to mimic
other disease entities. The recommended
investigations for diagnosing balanitis
include culturing the prepuce for C. albi-
cans, T. vaginalis, N. gonorrhea, and C.
trachomatis, especially if a female part-
ner has a vaginal discharge.’ If ulceration
is present, a culture for H. simplex is
advised along with a serological test for
syphilis, such as RPR. Finally, a finger
stick should be obtained for glucose
measurement.

Treatment for balanitis consists
mainly of educating for appropriate
hygiene, safer sex practices, and medica-
tions consistent with the etiology. In this
case of candidal balanitis, the recom-
mended management is to use antifungal
creams. Because the most common
underlying cause of candidal balanitis is
diabetes, diabetes diagnosis and optimal
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glycemic control are needed in order to
eliminate or at least control associated
candidal balanitis.®

In summary, penile ulcers are com-
monly associated with sexually trans-
mitted diseases, such as syphilis or
HSV, and with poor hygiene. Penile
ulcers can also be secondary to balani-
tis. Therefore, physicians are encour-
aged to consider performing serological
tests and cultures (viral, bacterial, and
fungal) when patients present with
symptoms consistent with balanitis.
Acute balanitis can be an early warning
sign of diabetes. It has been reported
that balanitis occurs in ~ 16% of the
diabetic population compared to 5.8%
of the nondiabetic population.” Given
that ~ 8.7 million men > 20 years of
age have diabetes, and the incidence is
rising, it is important to consider dia-
betes as an underlying cause of a penile
ulcer, even if the ulcer has an appear-
ance typical of a sexually transmitted
disease.?

Clinical Pearls

 Balanitis can occur in both diabetic
and nondiabetic patients.

 Balanitis has several etiologies,
including sexually transmitted
diseases.
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