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INFLAMMATORY DERMATOSES
INTRODUCTION
The patient with skin disease of the external genitalia should be questioned about and examined for other possible areas of involvement. Scabies must always be considered in cases of genital pruritus. Patients, fearing genital infection, frequently overtreat genital lesions. Repeated scratching and rubbing tend to prolong and complicate genital conditions.

CONTACT DERMATITIS
Contact dermatitis includes both irritant dermatitis and allergic contact dermatitis. True allergic contact dermatitis is pruritic, erythematous, edematous, and weepy. Possible causes are feminine hygiene products, condoms, and plants (poison oak and ivy). Twice-daily cool water compresses followed immediately by the application of a mild, nonfluorinated topical steroid (1% hydrocortisone ointment or 1% Pramosone [hydrocortisone 1% plus pramoxine] ointment) is usually effective.

CIRCUMSCRIBED NEURODERMATITIS (LICHEN SIMPLEX CHRONICUS)
The labia majora and scrotum are predisposed to this chronic skin condition, caused by an itch-scratch cycle. Stress exacerbates the condition. Anogenital pruritus may be caused by lumbosacral radiculopathy. The skin becomes thickened. The scratching may be subconscious and occur during sleep. The treatment is the same as that for contact dermatitis (described previously) plus stopping the scratching. The addition of pramoxine hydrochloride 1%, topical doxepin cream 5% (Zonalon) or eutectic mixture local anesthetic (EMLAlidocaine 2.5% and prilocaine 2.5%) to topical steroid treatment may be of benefit. Capsaicin 0.006% topically can be effective.

INTERTRIGO
Intertrigo describes the moist plaques that occur in areas of persistent maceration. It is often complicated by bacterial and yeast overgrowth. It occurs in the groin, abdominal skin folds, inframammary areas, and axillae, usually in obese individuals. It is more common in hot, humid weather. Simply allowing the occluded areas to be exposed to air may result in healing. Further treatment consists of twice-daily cool soaks with Burrow's solution 1:20, followed by application of nystatin ointment plus 1% hydrocortisone ointment (see Candidiasis given below).

DRUG ERUPTIONS
Most drug eruptions are widespread, but they may first appear in the groin. Fixed drug eruption, due usually to laxatives (phenolphthalein), sulfonamides, or nonsteroidal anti-inflammatory drugs (NSAIDs), commonly presents on the genitalia. These medications are often taken only intermittently, so the association with the offending medication is often missed. Two percent of all genital ulcers are fixed drug eruptions. Lesions often begin within a day of drug exposure and present as bright red to violaceous macules that quickly blister and erode. The erosion is superficial and broad (usually >1 cm). Fixed drug eruption occurs in the same site with each exposure to the drug. Treatment is to stop the offending medication.

PSORIASIS
Psoriasis may involve flexural surfaces (inverse psoriasis), such as the groin and the cleft of the buttocks. In moist surfaces the lesions of psoriasis are bright red and usually free of scale. Itching may be intense or nonexistent. A solitary plaque may present on the glans penis, leading to confusion with high-grade dysplasia (erythroplasia of Queyrat). The diagnosis usually can be made by inspection and by noting other areas of involvement such as the scalp, elbows, knees, and nails. Hydrocortisone cream, 1%, plus an imidazole cream (clotrimazole, 1%; miconazole, 2%; or ketoconazole, 2%) is usually efficacious. The condition is chronic and relapsing and often flares after intercourse due to the exposure of the psoriatic lesion to Candida. Washing the glans after intercourse is critical in controlling penile psoriasis. The skin lesions of reactive arthritis in the genitalia are identical to that of psoriasis and favor the glans penis (circinate balanitis). Human immunodeficiency virus (HIV) infection-associated psoriasis frequently affects the genitalia.

SEBORRHEIC DERMATITIS
Seborrhea favors hairy areas and usually involves the base of the penis, inner thighs, and pubic area. The treatment is identical to that of psoriasis in the groin.

LICHEN PLANUS
Lichen planus may affect the glans penis or the labia majora and minora and vaginal mucosa. The genitalia may be the only site of involvement. The lesions are polygonal, violet-hued, flat-topped papules about 0.5-1 cm in diameter, with milky striations over their shiny surfaces. Vaginal lesions are often erosive. Lesions may be asymptomatic, pruritic, or painful if eroded. Vulvar erosive disease often coexists with oral erosive disease (vulvovaginal-gingival syndrome). The condition may mimic lichen sclerosus (LS) completely, making clinical distinction impossible. A biopsy may be required. Superpotent topical corticosteroids and topical tacrolimus 0.1% ointment may be helpful in relieving symptoms and healing erosions. The disease may disappear after months to years.

LICHEN SCLEROSUS
LS almost inevitably involves the anogenital regions, where severe pruritus or painful erosions may develop. LS of the glans penis (balanitis xerotica obliterans) may lead to phimosis and urethral stenosis. Squamous cell carcinoma of the genitalia may complicate LS, but prophylactic surgery of these genital lesions is not called for.

Superpotent topical steroids are the treatment of choice for all forms of genital LS, in children and adults. Initially treatment is twice daily, with gradual tapering to once daily, then several times weekly. An initial trial should be 6 weeks of treatment. Atrophy reverses despite the use of potent steroids on thin genital skin. Once the patient is in remission, milder steroids or bland emollients may be used for maintenance. Topical testosterone is not beneficial. Childhood LS may not improve during puberty or adulthood.
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COMMON SUPERFICIAL INFECTIONS
ARTHROPODS
Pediculosis Pubis (Pubic Lice, Crabs)
Pediculosis pubis may be sexually or nonsexually transmitted. Itching may be intense, leading to scratching and pyoderma. The nits are found on the hair shafts in the pubic area and the eyelids. Treatment consists of application of permethrin 1% creme rinse applied for 10 minutes then washed off. All hairy areas contiguous with the genital area, which may be a significant portion of the male body (chest, abdomen, legs, and axilla), should be treated. Lindane 1% shampoo for 4 minutes or 5% permethrin cream for 8 hours are acceptable alternatives. The sexual partner(s) should also be examined and treated. All clothing, bedding, and towels should be washed and heat dried or dry cleaned. If lice are found 1 week later, the treatment should be repeated.

Scabies
Infestation with the human mite Sarcoptes scabiei usually causes a severely pruritic, widespread eruption. In males, very itchy papules or nodules with a central crust are common on the penile shaft or glans and on the scrotum and are virtually pathognomonic of scabies. These nodules may persist for weeks to months after treatment. In adults, scabies is a sexually transmitted disease. Treatment consists of overnight (8-12 hours) application of 5% permethrin cream to the whole body from the neck down. The treatment may be repeated in 1 week. All members of the household and all sexual partners of the index case should be treated simultaneously. All clothing, bedding, and towels should be washed and heat dried or dry cleaned. Potent topical steroids may be used to treat persistent genital nodules.

FUNGAL INFECTIONS (TINEA CRURIS)
Tinea cruris is characterized by marginated, slightly elevated, peripherally scaling patches on the inner thighs and in the groin. Tinea cruris does not affect the scrotum and is less intense deep in the inguinal folds. This is in contrast to candidiasis, which characteristically affects the scrotum and is accentuated deep in the inguinal folds (the moistest area). Pruritus may be intense. Direct microscopic examination of skin scrapings in potassium hydroxide solution reveals hyphae.

Miconazole, clotrimazole, ketoconazole, econazole, ciclopirox olamine, terbinafine, or butenafine creams are all effective. All are applied twice daily except the last 2, which are applied once daily. One percent hydrocortisone cream may be used concomitantly. In severe or refractory cases, oral antifungal treatment may be required. Griseofulvin ultramicronized (Grispeg), 250 mg twice daily for 4-6 weeks; itraconazole, 200 mg twice daily with food and an acid beverage for 7 days; or terbinafine, 250 mg once daily for 2-4 weeks, is usually adequate, even in the most severe cases.

CANDIDIASIS
Erythematous, weeping lesions with peripheral satellite vesiculopustules characterize infection with Candida albicans. Lesions occur most commonly on the inner thighs and buttocks, with a predilection for the depths of the creases. Scrotal involvement is common in candidiasis. Pregnancy, diabetes mellitus, obesity, broad-spectrum antibiotics, and immunosuppression are predisposing factors. The skin involvement may be secondary to vaginal infection. Lesions occur under the prepuce (candidal balanitis). High-power microscopic examination of skin scrapings in potassium hydroxide solution shows clusters of tiny spores and fine mycelial filaments. Nystatin ointment or cream is effective in most instances. Miconazole, clotrimazole, ketoconazole, and econazole applied twice daily are alternatives to nystatin but may cause burning on application.

Nystatin can be applied to eroded areas. In severe cases in women, fluconazole tablets (100-200 mg) once daily for 1 week, followed by 150 mg once weekly, is often dramatically effective.

BACTERIAL INFECTIONS (PYODERMA)
Staphylococcus aureus is the most common cause of primary bacterial infections in the genital area. Culture may confirm the diagnosis. S. aureus produces 2 types of primary lesions: a follicular pustule (folliculitis) and a superficial blister (impetigo).

Staphylococcal folliculitis begins as a superficial infection of the follicle but may extend deeply (furunculosis). It is usually acute but may be chronic or recurrent. Chronic folliculitis is usually due to nasal carriage of Staphylococcus. Deep, draining abscesses are rarely due to bacteria alone and suggest the presence of a chronic suppurative disorder, for example, inflammatory bowel disease, lymphogranuloma venereum, or hidradenitis suppurativa. Recurrent folliculitis in the groin is common in acquired immunodeficiency syndrome (AIDS).

Topical treatment alone is often inadequate for bacterial folliculitis. A penicillinase-resistant penicillin (dicloxacillin) or first-generation cephalosporin is the treatment of choice. Penicillin-allergic individuals may be treated with doxycycline. Community-acquired methicillin-resistant Staphylococcus aureus (MRSA) is also treated with doxycycline. Treatment is continued until all lesions are healed. Adding rifampin to the described treatment is recommended for frequent recurrences.

Staphylococcal impetigo starts as a very superficial blister that quickly breaks, leaving a crusted, weeping erosion. Treatment is the same as for staphylococcal folliculitis but usually of shorter duration.

VIRAL INFECTIONS
Genital Warts
External genital warts, caused by human papilloma viruses, are the most common sexually transmitted disease. One percent of all sexually active adults have genital warts, and up to 10% can be documented to have active human papilloma virus infection by sensitive techniques such as polymerase chain reaction. Elevated genital warts, condyloma acuminata, are due to low-risk human papilloma virus types (usually 6 and 11). They are most common on the vulva, under the prepuce, and on the penile shaft. The vaginal, anal, and oral mucosa may also be affected.

Since current treatments can eradicate only the clinical lesions (the warts) and not the infectious agent (the virus), recurrence is very common (>25%). In addition, treating the sexual partners of infected persons has no effect on the outcome of the treatment in the index case. Warts may spontaneously resolve. It is no longer recommended to search for and treat "subclinical external genital warts"those seen with acetic acid soaking or identified by special immunologic techniques. The goal of treatment is to provide wart-free intervals with the least discomfort and long-term sequelae to the patient. In monogamous couples the option of no treatment should be discussed. Certain "high-risk" genital human papilloma virus types, usually 16 and 18, cause bowenoid papulosis, flat hyperpigmented papules on the genital skin. Bowenoid papulosis is a high-grade intraepithelial lesion and is associated with penile, vaginal, and cervical dysplasia. Regular gynecologic examination with Pap smears is mandatory. Bowenoid papulosis may be treated like external genital warts.

There are 2 basic forms of therapy: patient applied and health-care worker applied. Patient-applied treatment is either podophyllotoxin or imiquimod. Podophyllotoxin is applied twice daily for 3 days per week for 6-10 weeks. About half of patients clear their warts with 1 course of therapy. It is less irritating and more effective than health-care worker-applied podophyllum resin. It is contraindicated in pregnancy. Imiquimod is an immune modulator that results in the local production of interferon. It is applied once daily for three times per week (usually Monday, Wednesday, and Friday). The response rate is about 40% for men and over 75% for women. Treatment duration is prolonged, with average time to final response being over 2 months. Physician-applied treatments include liquid nitrogen cryotherapy (75% response, 50% durable remission) and electrocautery (100% response, 75% durable remission). Laser therapy and intralesional or systemic immunotherapies are second-line treatments and are rarely indicated for external genital warts.

Molluscum Contagiosum
Molluscum contagiosum is a common cutaneous infection that is sexually transmitted in adults. The characteristic lesion is a smooth-surfaced, firm, pearly papule 2-5 mm in diameter with a central umbilication. Most infected persons have 5-15 lesions located on the lower abdomen, upper thighs, or skin of the genitalia. Extensive molluscum contagiosum outside the genital area in adults is rare except in immunosuppressed patients, especially those infected with HIV. Treatment involves local destruction of the lesions by cryotherapy or electrodesiccation.

Herpes Simplex
Genital herpes simplex virus (HSV) is usually caused by HSV 2, but, increasingly, HSV 1 genital herpes due to orogenital sex has been reported. Most infections cause no symptoms initially. Viral culture will confirm the diagnosis. First-episode genital HSV is treated with acyclovir (200 mg) five times daily, valacyclovir (500 mg) twice daily, or famciclovir (250 mg) twice daily, for 7-10 days.

Recurrent disease is frequent, often preceded by tingling at the soon-to-be-affected site (the prodrome). It is virtually always caused by HSV 2. It presents as grouped blisters localized to 1 site and lasting about 1 week. Most patients do not require treatment if the outbreaks are mild. For individual outbreaks, either acyclovir (200 mg) five times daily, or valacyclovir (500 mg) twice daily for 3 days; or famciclovir (1000 mg) twice daily for 1 day only may be used to shorten the duration and severity of the eruption. For frequent recurrences (>6-12/year), suppression may be better than intermittent treatment. Acyclovir (400 mg) twice daily (or 800 mg once daily), valacyclovir (500 mg to 1 g) once daily, or famciclovir (250 mg) twice daily may be used. Suppressive treatment will reduce outbreaks by 85% and reduces the amount of virus shed by 95%. This reduces transmission to sexual partners by 50%.

Herpes simplex is the most common cause of persistent genital ulceration in immunosuppressed patients. In severe cases, intravenous acyclovir may be required. Acyclovir resistance can occur in the setting of immunosuppression and is treated with foscarnet.
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