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Podiatric care for nail/skin pathologies
Speaker: Ms Sarah PS Tse
Podiatrist, Department of Podiatry, Prince of Wales
Hospital, Hong Kong

Foot and lower limb problems are common.
They are a significant cause of ill-health, pain
and can increase the risk of falling due to
impaired balance. Podiatry is defined as "the
assessment, diagnosis and treatment of
common lower limb pathologies associated with
the toenails, soft tissue and musculoskeletal
system." The common foot disorders which
require podiatry care are nail problems, corns,
calluses, and toe deformities. Contributing
factors to these conditions include ill-fitting foot
wear and poor personal hygiene. These can be
successfully managed by good podiatry care
with a range of treatments such as debridement,
pharmacology, footwear advice, the provision
of orthoses and appropriate health promotion.

Learning points:
The common foot disorders which require
podiatry care are nail problems, corns,
calluses and toe deformities.

Sexually transmitted infection in gay
men
Speaker: Dr. Krystal Lee
Assistant Professor, Stanley Ho Centre for Emerging
Infectious Diseases and School of Public Health and
Primary Care, The Chinese University of Hong Kong,
Hong Kong

The percentage of gay men in Hong Kong was
estimated to be 2-5% of the population, which
was about 40,000 to 50,000 men. Overseas
studies showed that gay men have higher
rates of sexually-transmitted infection than
heterosexual people. Sexually transmitted
infection is a risk factor for HIV. HIV is also
known to be much more common in gay men.
It has been shown by survey that there was a
rising trend of HIV in Hong Kong gay men in
the last several years. Therefore public health
surveillance has an important role to play
in controlling the situation. Public health
surveillance is the ongoing systematic collection,
analysis and interpretation of outcome specific
data for use in planning, implementation, and
evaluation of public health practice and
dissemination of the information to those who
are required to know.

Some gay men are re luc tant  to at tend
government social hygiene clinics because of a
variety of social and cultural reasons. A number
of non-government organizations (NGOs) were
established to fulfill the special needs of the gay
men. Despite the help of NGOs, the rate of
blood test for HIV among the Hong Kong gay
population remains low. Only 3-4% undergo
testing per year compared to overseas figures.
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According to studies, gay men aged from 20-
30 years-old have the highest testing rates for
sexually transmitted infection whereas gay men
older than 50 years-old have the lowest.
Therefore, promotion for testing for sexually
transmitted diseases should be enhanced
among the older gay population.

Learning points:
Learning more about gay men enables us
to formulate health care plans to prevent
sexually transmitted infection among them.
To build a good rapport with the patients
and facilitate their attendance, doctors
have to present a non-judgemental and gay-
friendly attitude in the clinics.

Rheumatological and vasculitic
ulcers −−−−− what the dermatologist
should know
Speaker: Dr. Mark Tang
Consultant, National Skin Centre, Singapore

In the management of patients with suspected
vasculitic chronic ulcers, the key priorities
are to es tabl ish the diagnosis ,  ident i fy
the predominant vessel-size involvement
and evaluate for any associate systemic
complications. Careful clinicopathological
correlation is essential to distinguish between
primary and secondary causes. Clues to small
vessel vasculitis are: palpable purpura (which
are non-blanchable and fixed), ecchymosis,
vesiculo-bullous disease, or ulceration. Thirty to
sixty percent of patients with leukocytoclastic
vasculitis (LCV) have no identifiable cause.
Over-investigation is not recommended after the
first episode of LCV. However, if the condition
recurs, one should investigate accordingly.

Clues to medium-vessel vasculitis are livedo
racemosa, subcutaneous nodules, skin infarcts,
and ulceration. The ulcers are deep punched-

out, painful and heal with scarring or atrophie
blanche. Livedo racemosa presents as irregular
'broken circle' like pattern, and is fixed, persistent
and is always pathological. It is different from
livedo reticularis which has a more regular
erythema, the les ions of which may be
physiological and presents with a come-and-
go pattern. Livedo racemosa is the more
commonly seen pattern in medium-vessel
vasculitis.

In patients presenting with livedo and vasculitic
ulcers, one should distinguish between medium-
sized vessel vasculit is, namely cutaneous
polyarteritis nodosum, and thrombotic-infarctive
vasculopathy. To differentiate between the two,
we need c l in ical  and his topathological
correlation, while immunofluorescent staining
and sero logy  (an t i  phosphat idy l ser ine
prothrombin complex Ab (anti-PS/PT)) are also
helpful.

For l ivedo vasculopathy (LVP), there are
recurrent painful ulcers and atrophie blanche,
with thrombi and recurrent thrombosis. These
may be due to underlying a hyerpercoagulable
disorder such as antiphospholipid syndrome, or
protein C & S deficiency.

Investigations should include screening for the
autoimmune/connective tissue disease and
thrombophilia/hypercoagulopathy state. As
investigations for protein C & S deficiency/
Factor V Leiden mutation are not easily available
in some centers, it may be considered in specific
population e.g., Factor V Leiden mutation is
seen among Indian patient in Singapore.

Deep inc i s iona l  b iopsy  ( i .e .  ex tend to
subcutaneous fat), including the ulcer bed and
edge and preferably from a fresh lesion within
48 hours is highly recommended. For solely
livedo lesion, skin biopsy should be done over
the 'pale' site rather than the cyanotic area. The
depth of biopsy is important, as the dermal-
subcutaneous junction should be included in the
biopsy to include medium-sized vessels.
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Clinicopathological correlation is the key to
differentiate vasculitis versus pseudo vasculitis;
primary versus secondary cause of vasculitis;
vasculitis versus thrombosis or both; skin or
systemic involvement. Other dif ferential
d iagnoses  shou ld  i n c lude :  vascu l i t i s ,
calciphylaxis, infect ion and thrombosis.
I n  d i abe t e s  me l l i t u s  w i t h  unde r l y i ng
microangiopathy and localized ecthyma
gangrenosum, infection with pseudomonas and
secondary vasculitis should be considered. In
such cases, treatment needs anti-infective
therapy and not immunosuppressants.

In patients with connective tissue disease,
vasculitic ulcers are not uncommon. Patients with
rheumatoid arthritis presenting with cutaneous
vasculitic ulcers tend to have high Rheumatoid
Factor (RF)/anti-cyclic citrullinated peptide
antibody (anti-CCP) titre. Other causes of
chronic ulcers may include venous insufficiency,
infection such as atypical mycobacterial or
fungal or other arterial cause.

Management of chronic ulcers involves a
multidisciplinary team. Anti-inflammatory
treatment includes: dapsone, colchicine,
hydroxychloroquine and corticosteroid. Other
immunosuppressants may be considered such
as azathioprine, mycophenolate, methotrexate,
cyclophosphamide; and biologics e.g. anti-TNF,
rituximab, and intravenous immunoglobulin in
refractory cases. Anti-thrombotic treatment
includes aspirin, clopidogrel, warfarin, and
pentoxifylline.

In wound care, regular surgical debridement
with saline soaks, EMLA, cross hatching may be
appropriate especially for those with eschar
which may affect wound healing. Chemical
debridement e.g. hydrocolloid gel, iodosorb
ointment can also be used. Wound bed
hydration e.g. hydrogel is helpful to cool the
affected area and decrease pain. Antiseptic
dressings e.g. nanosynthetic dressings with
antimicrobial and anti-inflammatory properties
are also useful. Treatment of the associated

edema is important as this may trap cytokines
and affect healing.

Other measures include compression stocking,
hyperbaric oxygen therapy and autologous skin
grafting.

Learning points:
G e t t i n g  t h e  c o r r e c t  b i o p s y  a n d
clinicopathological correlation are essential
to differentiate primary versus secondary
vasculitis, vasculitic versus thrombotic
vasculopathy or both. Dual therapy with
both anti-inflammatory and/or thrombolytic
treatment together with wound care would
be helpful.

Photodynamic therapy in Asians
Speaker: Dr. Colin Theng
Consultant, National Skin Centre, Singapore

Photodynamic therapy (PDT) is a form of
photochemotherapy. The light source activates
the photosensitiser which preferentially targets
the abnormal tissue, generates reactive oxygen
species in the presence of oxygen and results in
the destruction of abnormal cells.

Blue and red light are commonly used light
sources. Blue light is used mainly for epidermal
lesions such as actinic keratosis. Red light can
penetrate to the dermis and can be used for
some malignant lesions.

ALA (alpha-amino-laevulinic acid) or the esterified
derivatives such as methyl-ALA are commonly-
used sensitisers. ALA is converted via the haem
synthesis pathway in the target tissues to the
photoactive porphyrins. The application of
ALA bypasses the first rate-limiting step in the
pathway and this results in the accumulation of
protoporphyrin IX. Activation of the protoporphyrin
leads to apoptosis and cell death.
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PDT can be used to treat pre-malignant and
malignant lesions including actinic keratosis,
Bowen's disease and superficial basal cell
carcinoma. It was shown to have some benefit
in treating other conditions such as mycosis
fungoides, warts, acne and photo-rejuvenation.

A study of PDT treatment on Asian patients with
Bowen's disease showed 73% clearance rate.
The clearance rate was lower when compared
with studies in most western countries (~90%).
The reasons may be due to patient selection,
sampling error, non-standard treatment
regimen and role of melanin as a photo-
protector. Recurrences were noted in a few
patients, especially in immunosuppressed
patients.

PDT is a relat ively s imple, non-invasive
procedure which has good healing and cosmetic
results. But, pain or discomfort during the
treatment and post-treatment erythema and
crusting are the main side effects. Also,
recurrence rates are generally slightly higher
than surgery. In Asian skin, post inflammatory
hyperpigmentation is a problem.

Learning points:
Photodynamic therapy can be used to treat
pre-malignant and malignant lesions,
including actinic keratosis, Bowen's
d isease and super f i c ia l  basal  ce l l
carcinoma with good response. But post-
inflammatory hyperpigmentation poses a
problem in Asian patients.

Nanotechnology, friend or enemy for
the dermatologist
Speaker: Dr. Carmen KM Lam
Medical and Health Officer, Social Hygiene Service,
Centre for Health Protection, Department of Health,
Hong Kong

Nanotechnology is the study of particles with
size of 100 nanometer (nm) or less. The
behaviour of the particles are changed at this
s i ze  g i v ing  them unusua l  p roper t i e s .
Nanotechnology can be of use in dermatology.
The technology is incorporated into different skin
care products such as sunscreens, makeup and
perfume. Nanoemulsions have a good sensory
texture and light, non-greasy feel, which can
penetrate into the outer layers of skin and hair
because of their small size and hydrophilic
exterior. Its lipophilic interior helps transportation
of hydrophobic substances in an aqueous
environment. Hence, nanoemulsions can be used
as a good emollient. Besides cosmetic and skin
care products, nanotechnology can also aid in
sentinel lymph node mapping and wound care.

This new class of materials and products raises
safety concerns. As the size of nanoparticles
decrease, their ability to penetrate most human
tissues will exponentially increase. The toxicity
of nanoparticles is determined by many factors
including their size distribution, chemical
composition, surface structures, solubility,
shape, aggregation and dispersal in air, water
and soil. The absorbed particles may deposit in
target organs, penetrate cell membranes and
lodge in the mitochondria. They may generate
reactive oxygen species and lead to cell death
or inflammation. They may cause foreign body
granuloma or even squamous metaplasia and
neoplasia by repeated trauma.

Learning points:
Nanotechnology i s  a  new form of
t e c h n o l o g y  t h a t  c a n  b e  u s e d  i n
dermatology. We need to continually
monitor its risks and benefits.
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Clinicopathological features of
interesting skin cases
Speakers: Dr. William YM Tang1 and Dr. Paul CL Choi2
1Dermatologist, Private Practice, Hong Kong,
2Consultant, Department of Anatomical & Cellular
Pathology, The Chinese University of Hong Kong,
Hong Kong

Several skin cases with interesting clinico-
pathological features were presented in the
lecture:

Case 1: P i tyr ias is  L ichenoides Acuta etCase 1: P i tyr ias is  L ichenoides Acuta etCase 1: P i tyr ias is  L ichenoides Acuta etCase 1: P i tyr ias is  L ichenoides Acuta etCase 1: P i tyr ias is  L ichenoides Acuta et
VVVVVarioliformis  (PLEVarioliformis  (PLEVarioliformis  (PLEVarioliformis  (PLEVarioliformis  (PLEVA)A)A)A)A)
A 58-year-old man complained of multiple itchy
excoriated macules over trunk, upper and lower
limb which simulated a chickenpox eruption. He
had no history of chickenpox infection before and
was afebrile. Generalized polymorphic macules
were found (erythematous excoriated macules
which simulated erosions, older lesion with thin
flaking, postinflammatory hyperpigmentation).
There were no vesicles or mucosal involvement.
ANA, ANCA, C3, C4, IgE, VDRL were negative.
IgG for chickenpox were elevated and suggested
that patient had previous history of chickenpox.

Skin biopsy showed parakeratosis, slightly
hyperplastic epidermis, focal upper epidermal
pallor, no wedge-shaped inflammatory infiltrate,
interface dermatitis with basal vacuolation,
occasional necrotic keratinocytes, some dermal
inflammatory infiltrate, and focal pigmentary
incontinence. Extravasation of red blood cells was
seen with absent of a wedge-shaped infiltrate. The
histological features were compatible with
pityriasis lichenoides. Narrow Band UVB (NBUVB)
was given with much improvement.

Learning points:
Pityriasis Lichenoides Acuta et Varioliformis
& pityriasis lichenoides chronica are not
mutually exclusive. In one severe form of
PLEVA, fever, constitutional symptoms may
be present. The mean duration was 1.6
month in one study.

Case 2: Kimura's DiseaseCase 2: Kimura's DiseaseCase 2: Kimura's DiseaseCase 2: Kimura's DiseaseCase 2: Kimura's Disease
A 40-year-old lady developed itchy swellings
over the left earlobe for four years and biopsy
by ENT surgeon showed chronic inflammation
of the left concha with reactive lymph node
hyperplasia and was treated as hypertrophic
scar with intralesional steroid with fair response.
Physical examination showed an erythematous
infiltrative mass over the left ear lobe 3.5 cm x
2 cm x 1 cm with no ulceration. Skin biopsy
showed a diffuse infiltrate of lymphoid cells in
the dermis forming follicles with large germinal
centres. In the interfollicular region, there were
endothelial cell proliferation (with increase
blood vessel), eosinophils, some small lymphoid
cel l s ,  and his t iocy tes .  There were a lso
eosinophils and increased IgE deposits in the
germinal centre that was compatible with
Kimura's Disease or lymphocytoma. The patient
declined superficial radiotherapy or debulking
su rge r y .  Doxep in ,  de rmova t e  c r eam,
intralesional steroid was given.

Learning points:
Kimura Disease is a chronic inflammatory
disorder of unknown aetiology. Subcutaneous
nodules over head and neck with enlarged
lymph nodes are common. Increase IgE
levels and eosinophilia are also found.

Case 3: Ashy dermatitisCase 3: Ashy dermatitisCase 3: Ashy dermatitisCase 3: Ashy dermatitisCase 3: Ashy dermatitis
A 36-year-old lady complained of multiple
spontaneous bruise marks over the trunk
(abdomen, proximal limbs). She denied any
history of photosensitivity, dermatitis, or excess
sun exposure. Patient had generalized non-
scaly, non-palpable slate-grey hyperpigmented
patches with varying sizes. There was no
erythematous margin and no evidence of lichen
planus. Mucous membranes were spared. Skin
biopsy showed not much inflammation. There
was a mild superficial perivascular inflammatory
infiltrate, basal vacuolar change, pigmentary
incont inence compat ib le wi th in ter face
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dermatitis. The diagnosis was Ashy dermatitis.
Topical steroids were given and sunscreen was
advised.

Learning points:
Ashy dermatitis is idiopathic eruptive
hyperpigmentation with mild interface
dermat i t i s .  Ery thema dsychromium
perstan is one of the major differential
diagnosis but it has erythematous border.

Case 4: LCase 4: LCase 4: LCase 4: LCase 4: Lymphangioma circumscriptumymphangioma circumscriptumymphangioma circumscriptumymphangioma circumscriptumymphangioma circumscriptum
An 84-year-old female with a history of carcinoma
of the breast 20 years previously, which had been
treated by surgery, radiation therapy developed
multiple clear vesicles over the medial right arm.

Skin biopsy showed some empty spaces in the
epidermis which were lined by flat endothelial cells
together with some lymphocytes. D 240 stain
(specific for lymphatic tissue) was positive. The
diagnosis was lymphangioma circumscriptum.

Lymphangioma circumscriptum is considered as
a subcutaneous form of lymphangiomatous lesion
and appear as cluster of clear vesicles ("frog
spawn"). The acquired form of lymphangioma
circumscriptum was named as Acquired
Cutaneous Lymphangiectasia. It may be related
to lymphatic obstruction due to surgery, radiation,
infection or malignancy. One of the possible
complication after biopsy includes persistent
lymphatic oozing from the wound.

Learning points:
A multidisciplinary approach (good history,
phys ica l  examinat ion,  h is to logica l
examination) should be adopted in
diagnosing dermatological disease. Biopsy
is an occasional prerequisite in certain
conditions and good communication with
pathologist is essential to link up the
pathological findings with clinical findings.

Depression in Hong Kong Chinese
patients with psoriasis
Speaker: Dr. Fu Chan
Associate Consultant, Psychiatric Department, North
District Hospital, Hong Kong

The prevalence of psoriasis in Hong Kong is
0.3% of the populat ion. I t  is  frequent ly
associated with psychiatric morbidity. Some
patients suffer from depression. Hence a cross-
sectional study was done to find out the
prevalence of depression among psoriasis
patients in Hong Kong Chinese. Two hundred
and twenty-one Chinese patients were enrolled
in the study and interviewed by Chinese-
Bilingual Structured Clinical Interview for the
Diagnostic and Statistical Manual of Mental
Disorders to identify patients with major
depressive episodes, dysthymia and minor
depressive disorder. The severity of depression
was assessed by Hamilton Depression Rating
Scale (HAM-D), and self-rated Beck Depression
Inventory (BDI). Psoriasis Area and Severity Index
(PASI) was used to assess severity of psoriasis.
Psoriasis Disability Index (PDI) was used to assess
Health-Related-Quality-of-Life (HRQoL).

Three groups of patients were identified. There
were 26.4% with any kind of depressive disorder
(AD group), 8.1% with other psychiatric disorders
(OP group), and 65.1% with no psychiatric
disorder diagnosed (NP group), Results showed
no statistical significant difference between AD
& NP group in socioeconomic condition and type
of psoriasis. History of depression and severity
of psoriasis were independent predictors of
depression in patients with psoriasis. The AD
group had higher PASI and PDI scores than NP
group. No significant result for OP group was
found. There was a positive relationship between
severity of psoriasis and severity of depression.
PDI was highly correlated with PASI, BDI and
HAM-D. The severity of psoriasis (PASI) had
correlation with HRQoL and it was found that
severity of depression accounted for 71.4% of
total variance of HRQoL. However 84.5% of
patients with depression had no psychiatric
treatment.
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Learning points:
Point prevalence of depression was 24.6%
in psoriasis patients. Most of them were
not recognized and remain untreated.
Depression has significant effect on
HRQoL of patients with psoriasis and
psychiatric screening for depression in
psoriasis patients need to be enhanced.

Skin toxicity of targeted therapy in
cancer patients
Speaker: Dr. Stephen L Chan
Assis tant  Professor,  Department of  Cl in ical
Oncology, The Chinese University of Hong Kong,
Hong Kong

Target therapy is a new form of cancer
treatment. It inhibits specific molecular targets
with its specific profile of side-effects. Target
therapy can be divide into two classes:
"Monoclonal antibody" and "Small molecule".
Monoclonal antibody involves large sized
molecules given by the intravenous route.
Common side-effects are allergic reactions and
dermatological side-effects are uncommon
unless acting against anti-epidermal growth
factor receptor (EGFR). Small molecules are
given by the oral route. One common example
is are the tyrosine kinase inhibitors and skin
toxicity is common. Both classes may act on
EGFR. EGFR target therapy is usually well
tolerated. They do not have the side-effects of
conventional chemotherapy such as vomiting,
nausea, mucositis, and alopecia is not clinically
significant. The commonest side-effect of EGFR
is an acneiform eruption. It usually occurs over
the seborrhoeic  areas and appears  as
erythematous follicular papules or pustules. The
severity of drug reaction is divided into 4 grades
and is dose dependent (Table). Prophylactic
tetracycline only has a modest and short-lasting
benefit. Use of isotretinoin is investigational and
has case report only.

TTTTTable.able.able.able.able.     Grading of severity for acneiform drug eruption
of EGFR targeted therapy and management principle
StagingStagingStagingStagingStaging SymptomSymptomSymptomSymptomSymptom TTTTTreatmentreatmentreatmentreatmentreatment

Grade 1 Asymptomatic No treatment,
reassurance

Grade 2 Mild (symptomatic) Topical
+ <50% body clindamycin,
surface area tetracycline

Grade 3 Severe + >50% Stop EFGR
body surface area

Grade 4 Exfoliative, Stop EFGR,
ulcerative, bullous hospitalization

& consult
dermatologist

Other side-effects of EGFR therapy include
xerosis (dry itchy skin over limbs), nail change
(pa ronych ia l  i n f l amma t i on ,  p yogen i c
granuloma, brittle nail, superinfection with
staphylococcus). Side-effects of small molecules
include pigmentation, alopecia, dyschromia,
erythema, pruritus and hand-foot-skin reaction
(HFSR) (i.e. localized tender lesion, blister,
erythema, ulceration, pigmentation).

Learning points:
Target therapy has a distinct dermatological
toxicity profile. Monoclonal antibodies
or small molecules against EGFR are
typically associated with skin toxicity, e.g.
acneiform eruption. HFSR is the commonest
dermatological toxicity in patients on small
molecules.
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Treatment of common vulvar
dermatoses
Speaker: Dr. Kuen-kong Lo
Dermatologist, Private Practice, Hong Kong

Symptoms of vulvar dermatoses are not
uncommon in women and pruritus vulvae are
the commonest complaints in women with this
condition.

The general measures include educating
patients about the nature of their disease,
addressing psychosexual issues, correcting some
of the misbeliefs, stopping incorrect practices
such as overuse of cleansing agents or irritants.
Re-examination of past treatment and possibility
of iatrogenic disease would be a good starting
point for the management of vulvar dermatoses.
Depression or other psychological issues must
be addressed and hence counsel ing is
imperative for most patients.

Primary vulvar disease and secondary infections
must be treated. Adverse effects of treatment
(e.g. vulvovaginal candidiasis and contact
dermatitis after prolonged use of topical steroid)
should be anticipated and one must be ready
to offer rescue care for acute flares when
necessary. The usual goal of treatment for
chronic vulvar dermatoses is to control the
dermatoses without guarantee of a cure.
Collaboration with colleagues in gynaecology,
pathology, psychology and pain management
experts is often important both in the diagnosis
and treatment of vulvar disease.

Lichen simplex chronicus and lichen sclerosus
are the two commonest  chronic  vu lvar
dermatoses seen in the clinic that specializes
in vulvar skin problems.

Learning points:
Education and addressing psychosexual
issues are important for treatment of
vulvar dermatoses.

Care for the dry skin and atopic
dermatitis from a theoretical point
of view
Speaker: Prof. Hitoshi Mizutani
Professor, Department of Dermatology, Mie University
Graduate school of Medicine, Japan

Atopic dermatitis is a pruritic skin condition with
a chronic relapsing clinical course. Recent
literature has stressed the genetic background
of impaired skin barrier function and its
immunological  ro le.  Epidermal  barr ier
dysfunction leads to exposure to exogenous
antigens and hence triggers an inflammatory
response. Therefore, the importance of emollient
application in patients with atopic dermatitis and
dry skin was emphasized in order to ameliorate
the skin barrier dysfunction. Ceramides are a
natural moisturizing factor which is a skin surface
lipid produced by corneocytes. A topical cream
containing Synthetic Pseudo-ceramide has been
shown not only to be effective in improving skin
dryness; but also effective in decreasing
transepidermal water loss, increasing the stratum
corneum water content. In addition, there was a
decrease in skin erythema and relapse rate after
treatment of topical corticosteroid when compared
with white petroleum and urea cream. In the skin
care of the lip, the speaker emphasized that as
the lips are deficient in sebaceous glands, and
have a fragile horny layer which leads to exposure
to stimuli (e.g. food, licking, cosmetics); non-
irritant, hydrophobic-rich materials such as wax/
oils are required to decrease transepidermal water
loss and increase water content in the stratum
corneum.

Learning points:
Skin care is regarded as essential in the
management of dry skin and in patients with
atopic dermatitis, especially to prevent
relapse after suppression of its inflammatory
component. Synthetic pseudo-ceramide is
a potential skin care product for the long-
term management of atopic dermatitis.
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NGU −−−−− Chlamydia and what’s more?
Speaker: Dr. Chi-keung Kwan
Medical and Health Officer, Social Hygiene Service,
Centre for Health Protection, Department of Health,
Hong Kong

Urethritis is the commonest sexually transmitted
disease diagnosed in the Social Hygiene Clinics.
It is caused by an inflammatory response of the
anterior urethra.

It can be categorized according to the presence
or absence of gonococcus. The presence of
gonococcus in the urethral smear or culture is
known as gonococcal urethritis and the absence
of it is non-gonococcal urethritis (NGU). In the
middle of 1950s, Chlamydia trachomatis was
identified by the use of chicken eggs as the
culture medium. This was followed by the
discovery of different microbiological agents
responsible for non-gonococcal urethritis.

Non-gonococcal urethritis is diagnosed by the
absence of gonococcus and the presence of
more than 5 or more polymorphonuclear cells
per high power field with the use of gram stain.
Non-gonococcal urethritis is further classified
according to the detection of Chlamydia
trachomatis by polymerase chain reaction (PCR)
and NGU with a negative PCR result is known
as non-Chlamydia non-gonococcal urethritis
(NCNGU).

One of the causes of NCNGU is Mycoplasma
genitalium. Studies showed that Mycoplasma
genitalium was detected in 21-25% of men with
NGU compared to 6-7% detected in healthy
men. The other cause of NCNGU is Ureaplasma
urealyticum. Ureaplasma urealyticum was
detected in 18% of men with NCNGU compared
to 7% of normal male subjects. Furthermore,
Trichomonas vaginalis, Haemophilus influenzae,
Haemophi lus  parainf luenzae ,  Neisser ia
meningi t ides ,  herpes s implex v i rus and
adenovirus are the other possible causes of
NCNGU.

Learning points:
Urethritis is the inflammation of the
anterior urethra. It can be divided into
gonococcal and non-gonococcal urethritis.
Non-gonococcal urethritis can be caused
by Chlamydia trachomatis, Mycoplasma
genitalium, Ureaplasma urealyticum,
Trichomonas vaginalis, herpes simplex
virus and adenovirus.


