
285JFPONLINE.COM VOL 60, NO 5  |   MAY 2011  |   THE JOURNAL OF FAMILY PRACTICE

Returning traveler with painful 
penile mass 
Our patient thought he’d practiced “safe sex” while 
traveling in Vietnam. But a week after his return, 
he sought care for a tender penile lump and painful 
urination.

Worried that he might have contracted 
chlamydia, a 27-year-old man visited our 
clinic for treatment. About 5 days earlier, he’d 
begun experiencing pain and a burning feel-
ing when he urinated. Th ree days earlier, a 
painful lump near the head of his penis de-
veloped; the lump was growing. 

Th e patient, who was otherwise healthy, 
had recently returned from a trip to Vietnam 
during which he reported having had sex with 
one female partner. He said, “I thought I was 
safe. I used a condom.” 

On examination, he had a purulent ure-
thral discharge and there was a fl uctuant, 
yellowish-white, tender swelling on the left 
side of the frenulum (FIGURE). Th ere were 
no ulcers. Th ere was, however, a single 2-cm 
lymph node in the right inguinal area that 
was mobile, nontender, nonfl uctuant, and of 
normal consistency.

 ●●  WHAT IS YOUR DIAGNOSIS?
 ●●  HOW WOULD YOU TREAT THIS 

PATIENT?

FIGURE 

Swelling with purulent discharge
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In addition to the fl uctuant, yellowish white, tender swelling on the left side of the 
frenulum, the patient had purulent urethral discharge and a single, 2-cm lymph node in the 
right inguinal area.
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ment has reduced the occurrence of local 
complications of gonococcal infection. Nev-
ertheless, complications of gonococcal ure-
thritis like the ones that follow do occur. 

❚ A      cute epididymitis is the most com-
mon complication of urethral gonorrhea. It 
is characterized by a swollen and infl amed 
scrotum, localized epididymal pain, fever, 
and pyuria.8 

❚ Penile edema (“bull-headed clap”) is 
another common complication.8 It may be 
limited to the meatus or extend to the distal 
penile shaft and prepuce and may occur in 
the absence of other infl ammatory signs. 

❚ Urethral stricture, once thought to be 
a common complication, is actually relatively 
rare, occurring in just 0.5% of cases.6 Urethral 
strictures attributed to gonorrheal urethritis 
during the pre-antibiotic era may have actu-
ally resulted from the caustic treatments ad-
ministered during that time. 

❚ Acute prostatitis with sudden onset 
of chills, fever, malaise, and warmth and 
swelling of the prostate can also develop, al-
though it is more commonly caused by gram-
negative rods, such as Escherichia coli or 
Proteus mirabilis.8 

❚ Chronic prostatitis, usually caused by 
recurrent urinary tract infections, has also 
been documented as a complication of gon-
orrheal infection.9 

❚ Infection of the Cowper’s, or bulbo-
urethral glands, can occur, leading to peri-
neal swelling.10 

❚ Periurethral abscess results when an 
infected Littre’s or Tyson’s gland ruptures and 
the infection extends into the deeper tissues.11 

❚ Seminal vesiculitis has previously been 
described as an uncommon complication of 
gonorrheal infection. However, a recent small 
study showed ultrasonographic evidence of 
vesiculitis in 46% of patients with urethritis 
due to gonorrhea or chlamydia.12 

❚ Penile sclerosing lymphangitis pres-
ents as an acute, fi rm, cordlike lesion of the 
coronal sulcus. A quarter of reported cases 
have been linked to sexually transmitted in-
fections, including gonorrhea.13 

NAAT is key to diagnosis 
Infection with genitourinary N gonorrhoeae 

Nucleic acid 
amplifi cation 
testing has the 
advantage of 
being approved 
for use with 
urine specimens 
from men and 
women, as 
well as with 
endocervical or 
urethral samples. 

Diagnosis: Tysonitis 
Th e clinical history was consistent with a di-
agnosis of gonococcal urethritis complicated 
by a periurethral gland abscess. Th e location 
of the swelling was most consistent with an 
abscess in the Tyson’s gland (also known as 
tysonitis). Th e Tyson’s (or preputial) glands of 
the penis are sebaceous-type glands on either 
side of the frenulum at the balanopreputial 
sulcus.1 In women, an abscess of the periure-
thral Skene’s gland is an analogous gonor-
rheal complication.

Case reports of gonorrheal infection of 
Tyson’s gland have documented infection 
with and without symptoms of urethritis.2-4 
Diagnosis in this case was confi rmed by 
sending the discharge for nucleic acid ampli-
fi cation testing (NAAT), which was positive 
for Neisseria gonorrhoeae and negative for 
Chlamydia trachomatis. 

❚ Other diagnostic possibilities. Th e dif-
ferential diagnosis of acute swelling on the 
penile shaft includes syphilis, chancroid, 
lymphogranuloma venereum, herpes sim-
plex virus, Behçet’s syndrome, a drug reac-
tion, erythema multiforme, Crohn’s disease, 
lichen planus, amebiasis, scabies, trauma, 
and cancer.5 

How this patient’s attempt 
at “safe sex” failed 
Oropharyngeal gonococcal infection was 
the route of transmission implicated in this 
patient’s infection. When specifi cally asked 
about his sexual encounter, our patient ad-
mitted that while he was diligent about using 
a condom for intercourse, he did not use a 
condom when he received oral sex. 

Th e prevalence of pharyngeal involve-
ment is estimated to be 10% to 20% among 
women and MSM (men who have sex with 
men) who have genital gonorrheal infection.6 
Th e risk of contracting N gonorrhoeae when 
receiving oral sex from an infected partner is 
unknown.

A common disease, a not-so-common 
complication
Genital infection by N gonorrhoeae remains 
the second most common notifi able disease 
in the United States, with 301,174 cases re-
ported in 2009.7 Eff ective antimicrobial treat-
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Patients with 
tysonitis may 
require incision 
and drainage 
in addition to 
antibiotics.
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