i Introduction

: Sexualy acquired penile ulceration is a
i very common finding in our STD clinics. The
& agents responsible are  Haemophilus
. ducreyi, Treponema pallidum,
 Calymmatobacterium granulomatis, Herpes
. simplex virus, Chlamydia trachomatis (LGV
strain).

We report an HIV-positive patient with
penile ulcers. The ulcers  were
morphologically suggestive of chancroid
whereas bacteriologically they were shown
to have been caused by multiple aetiologic
6 agents and failed to respond to treatment.

§ Case Report

: A 19-year-old married Nepalese man
__?r, presented with painful penile ulcers and
. accompanying inguinal lymphadenopathy.
~ The patient gave a history of contact with a
% commercial sex worker 1 month back
* following which he developed the ulcers. He
;? denied multiple exposures. A right inguinal
= swelling developed 6-7 days after the
appearance of the ulcers. The patient was
= not addicted to intravenous drugs nor had he
S received any blood transfusion. He
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MULTIPLE AETIOLOGIC AGENTS CAUSING PENILE ULCERS
IN AN HIV-ANTIBODY POSITIVE PATIENT
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Multiple pathogens were found to cause penile ulcers in a patient infected
with HIV, who failed to respond normally to treatment.
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complained of weight loss, persistent cough
without expectoration, and occasional
burning micturation. Prior treatment with 4
courses of injection Penidura was reported
but with no improvement.

The patient did not reveal any
abnormality except for the 2 ulcers, the
larger one on the prepuce and the other on
the wurinary meatus. The ulcer was
tender,non-indurated, painful, foul-smelling,
having well- defined margin with a sloping
edge. The surface was rough with yellowish
slough and surrounded by an erythematous
halo. Right inguinal lymph nodes were
tender, non-fluctuant, and firm with erythema
overlying the skin. Clinical presentation was
suggestive of chancroid with inguinal bubo.
The patient was put on cotrimoxazole
(trimethoprim 80mg, sulphamethoxazole 400
mg) 2 tablets, twice daily for a week and
injection streptomycin.

Direct gram-staining of ulcer material
before starting the treatment revealed
gram-negative  coccobacilli  (intra and
extracellular), gram-negative diplococci (intra
and extracellular), gram - positive cocci and
clue cells. Dark-field examination was
positive for Treponema
Donovan-bodies were seen in crushed
granulation tissue stained by giemsa stain.
Giemsa stained smears revealed

pallidum.
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muitinucieated  glant celis, chiam,gigl
inclusion bodies, cytomegaiovirus inc! Isicn,
and spirochaetes as well. 5ml atient's
blood was drawn aseptically for culture

(H.ducreyi) and serology (HIV by ELISA

method and VDAL test). Swab-scrapings of
ulcer  material ~ was inoculated 0
Mueller-Hinton  agar supplemented (ith
L-glutamine, Hemin, defibrinated rabbit's
b'ood, vancomycin (MHBA) for 1-{du;::reyi,E
Thayer-Martin medium, ureaplasma broth,
blood agar, and chocolate agar. Both clotted
blood and MHBA were positive for H.ducreyi.
N .gonorrhoeae and Ureaplasma urealyticum
were also recovered.

The palient was positive  for HIV
antipody by ELISA and VDRL test was
non-reactive. Six days later the patient
presented again with a ruptured  bubo.
Normally, cotrimoxazole double strength is
recommended and f good personal hygiene
is maintained. healing takes place within a
week in cases with chafcroid. tr our case no
improvement wWas noticed vdih respect to the
clinical fer.ures, culture, and staining evel
10 days afier the pafient first reporied.
Culture from bubo was positive for H.ducreyi
and N.gonorrhoeae.

Commenis

Multiple asticlogic ~ agents WU
identified in the ulce:s winicin were otherwise
clinically suggestive of chancroid. This
lustifies that clinical nicture ts not & retiable
tool and should be alded with pacteriotogical
findings . fo.r proper cvaluation of geniial
ulcers. = -

Similar to our findings, muitipte Of
coexisting infections (i.e..not more than 2

e e

painogens) in uicers niave oeen reported o
other woriaae;-rfsr2”‘1é Presence of numero IS
aetiologic agents .« e ulcer coutd

axplained by the concurrent HIV infection.

Failure to respond fto therapy in th

Ra
case could be due to the coexistence

midtiple pathogenic agents b

asymptomatic HIV-1 infection. Recently it has

been observed that both men and women

with chancroid and asymptomatic  HIV-1

infection are much mare likely to fai

treatment. This observation has majo
implications for treatment protocols  ings tntr
countries in which FIV- (¢ prevaient. nt

Kenya, 30% of men ang waomen wit "

chancroid are HIV-1 seropositive. T bothy ?_:

pathogens are present chancroid and HIV-1 :n;

E — . . . _ il L6

act synergistically with increased infectivity @ 6

susceptibility and, for H.ducreyi, fallure 1O S;
to treatment.” '

respond to treatment sy
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