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INTRODUCTION

Genital dermatoses are less common dermatoses, yet 
bear significant importance in personal well-being. 
Non-venereal genital dermatoses are conditions that 
are not transmitted sexually and without the role of 
venereal agents [1]. As the skin homeostasis around 
the ano-genitalia is related to reproduction, excretion, 
and digestion, its dermatosis might be related to 
skin pathophysiology and sexual, urinary, or digestive 
dysfunction [2].

Genital dermatoses pose serious diagnostic and 
therapeutic challenges due to privacy, hesitant 
checkups, embarrassment, and the inability of 
necessary investigations [3]. These dermatoses may 
also lead to mental distress with the feeling of guilt 
and, if not treated properly in time, may lead to 
complications as well [1,4]. A number of patients with 
genital dermatoses may visit gynecological, urological, 
surgical, or other super-specialties in which exposure 
to dermatological disorders is minimal [5,6]. Very 
few studies from Nepal have investigated the overall 
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pattern of non-venereal genital dermatoses [7-9]. Thus, 
we investigated the epidemiological patterns of non-
venereal genital dermatoses among patients presenting 
to a dermatology clinic.

METHODS

This was a hospital-based, cross-sectional, prospective 
study conducted in the Department of Dermatology 
of the Institute of Medicine, Tribhuvan University 
Teaching Hospital, Kathmandu, Nepal, over a period 
from June 2014 to May 2015. Ethical approval was 
taken from the Institutional Review Board (IRB 
Reference No. 6-11-E/071/072) prior to the study. Non-
probability purposive sampling was employed to select 
the samples. Two hundred patients were enrolled in 
the study. All participants provided written informed 
consent for participation. All patients with ano-genital 
lesions with no active venereal disease were included in 
the study. The diagnosis was based on detailed history 
taking, clinical features, and appropriate investigations. 
Findings from examination were noted and details were 
recorded in a prepared proforma. Statistical Package 
for Social Science (SPSS), version 20, was employed 
for statistical analysis. A chi-square test was employed 
to determine the level of significance. Descriptive 
statistics were employed to compute the mean and 
standard deviation. The results were considered 
statistically significant at an alpha of 5% (p ≤ 0.05).

RESULTS

Demographic Data

Among the total of 21366 patients studied, two hundred 
had non-venereal genital dermatoses. Thus, the hospital 
prevalence of non-venereal genital dermatoses was 
0.93%. The age of the patients ranged from 2 months to 
81 years, with a mean of 29.5 years (SD 15.5 years); and 
a median and mode of 28 years. The most common age 
group was 21–30 years (42%), followed by 31–40 years 
(15%), 11–20 years (12%), and 0–10 years (10.5%) 
(Table 1). The male-to-female ratio was 2.7:1. Table 1 
shows the socio-demographic characteristics.

Patterns of Clinical Complaints among the 
Patients

The most common complaint was pruritus in both 
males and females, which was present in 46% of the 
patients. The other common symptoms were pain, 

blisters, swelling, burning, sores, and so forth. Around 
10% of the patients were asymptomatic (Fig. 1).

Clinical Patterns According to the Site of 
Involvement

Non-venereal genital conditions were grouped into 
four types according to the sites affected: 1. genital, 2. 
oro-genital, 3. genital, and other skin, 4. oral, genital 
and other skin sites (oro-genital and skin). In this 
study, genital lesions alone comprised 107 (53.5%), 
followed by genital and other skin lesions comprising 
56 (28%), oro-genital and skin lesions comprising 
30 (15%) and oro-genital lesions comprising 7 (3.5%). 
The involvement of the genitalia alone was found to 
be significantly higher than in other groups (p = 0.02). 
Table 2 shows the patterns of the different diseases.

Clinical Patterns According to Etiology

According to etiological categories, the most common 
subtype of lesion was inflammatory in 83 patients 
(41.5%), followed by infections in 47 patients (23.5%), 

Table 1: Demographic characteristics of patients with 
non-venereal genital dermatoses
Characteristics Total (n) (%)

200 100
Sex Male 146 73

Female 54 27

Age (yrs.) 0–10 21 10.5

11–20 24 12

21–30 84 42

31–40 30 15

41–50 20 10

51–60 12 6

61–70 7 3.5

71+ 2 1

Marital status Married 100 50

Unmarried 99 49.5

Single 1 0.5

Occupation Students 66 33

Businessperson 30 15

Serviceperson 27 13.5

Housewives 24 12

Farmers 22 11

Dependents 15 7.5

Others 10 5

Table 2: Patterns of genital and non-genital involvement in 
patients with non-venereal genital dermatoses
Distribution Sex Total

(n = 200)

Percentage

(%)

p value
F M

Genital involvement 25 82 107 53.5 0.02

Genital and non-genital 
involvement

29 64 93 46.5

Total 54 146 200 100
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benign abnormalities in 44 patients (22%), artefacts 
in 4 patients (2%), premalignant or malignant lesions 
in 2 patients (1%), congenital anomalies in 1 patient 
(0.5%), and miscellaneous lesions in 19 patients (9.5%) 
(Tables 3–5).

Distribution of Clinical Patterns According to Age

Inflammatory dermatoses, infections, and benign 
abnormalities were prevalent in all age groups, with 
a clustering in 21–30 years (42%). Ages below 20 
accounted for 22.5% of the patients. Among children 
younger than 10 years, infections were significantly 
more common (p < 0.05) than in other groups. Ten 
percent of the patients were in the geriatric age group 
(60 years or older), in which inflammatory dermatoses 
were more common (Table 6).

DISCUSSION

Non-venereal genital dermatoses are of paramount 
importance yet considered orphan diseases. Because 
of the intimate nature of the problem, patients are 
frequently restrained about discussing these issues with 
their healthcare providers. In many cases, patients opt for 
over-the-counter remedies. Additionally, it is important 
to consider the possibility of sexually transmitted 
diseases and urological or gynecological disorders, and 
refer accordingly. Combined multispecialty clinics may 
be useful for these patients [10,11].

A variety of non-venereal genital conditions were 
observed among the patients in our study. Among 
the 200 patients, 54 different types of non-venereal 
dermatoses were prevalent, with 48 different types in 

males and 26 in females. The prevalence of non-venereal 
genital dermatoses accounted for 0.93% in our study. In 
a study by Degboe et al. from Benin [12], the prevalence 
was 1.3%. However, in a study by Karthikeyan et al. 
from India [13], the overall prevalence of non-venereal 
dermatoses (only male patients) was exceptionally low, 
that is, 1.4 per thousand.

The mean age group of the patients in our study was 
29.5 years (SD = 15.5 years), ranging from two months 
to 81 years. This is similar to a study by Acharya et al. 
[14]. Most of the patients in our study belonged to 
the age group of 21–30 years (30%). This could have 
been due to the highly active population group who 
visited the hospital. This finding is similar to a study 
by Karthikeyen et al. [13], Saraswat et al. [15], and Al-
Yasin et al. [16]. The analysis of the results from our 
series showed the occurrence of genital dermatosis 
in both sexes, with a slight male predominance at a 
male-to-female ratio of 2.7:1. Male predominance was 
also reported by Degboe et al. [12], Acharya et al. [13], 
Shinde et al. [17], Puri et al. [18], and Lakjiri et al. [19].

There was almost an equal percentage of married 
(50%) and unmarried patients (49.5%) in our study, 
which is similar to a study by Saraswat et al. [15], in 
which 52% were married and 48% were unmarried, yet 
different from a study by Singh et al. [20], Puri et al. 
[18], and Pathak et al. [7], in which 81.6%, 96%, and 
67.6 % were married, respectively. This is in contrast 
with the general perception that marriage and sexual 
exposure are associated with genital dermatoses [21].

As for the common presenting complaints in our study, 
itching was the most common, occurring in 46% of the 
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Figure 1: Common presenting complaints of the patients.
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common presenting complaint in studies from Nepal 
in female patients [8].

Since the genital surface is also part of the skin, 
lesions in the genitalia are closely related to other 
mucocutaneous sites [2]. Our study found that 
dermatoses involving the genitalia comprised only 
107 (53.5%), and the remaining showed involvement 
of the non-genital sites. (p = 0.02). A similar study 
done on females found genital involvement in only 
64%, oro-genital involvement in 8%, and oro-genital 
skin involvement in 28% of the patients [20,22]. The 
significance of the involvement behind the different 
sites is that genital dermatoses may be accompanied 
by dermatoses on other sites and vice versa.

Inflammatory dermatoses were the most common, 
followed by infections. Among inflammatory 
dermatoses, drug reactions (11.5%) comprised the 
most common ones, followed by eczema (6.5%). 
Inflammatory dermatoses were also the most common 
in a study by Shinde et al. [17], Puri et al. [18], and 
Gurumayum et al. [22], whereas infections comprised 
the major dermatoses in a study by Degboe et al. [12] 
and Acharya et al. [13]. Infections were significantly 
more frequent among children and adolescents, which 
is similar to a study by Devi et al. [23].

As for the patient’s sex, the common diseases in males 
were scabies in 18 (12%), infections in 16 (10.9 %), and 
pearly penile papules in 15 (10.2% %). In a study by 
Saraswat et al. [15], the common disorders in males 
were vitiligo (18%), pearly penile papules (16 %), 
and fixed drug eruption (12%). Khoo et al. [24] in 
Singapore found pearly penile papules (14.3%) as the 
most common non-venereal dermatoses in males. 
The most common genital dermatosis in females was 
lichen sclerosus atrophicus in 16.7%, followed by toxic 
epidermal necrolysis and candidiasis. Joshi et al. [8] 
from Nepal also reported lichen sclerosus atrophicus 
and candidiasis as the most common genital problem 
in female patients. Lichen sclerosus atrophicus, 
candidiasis, and vitiligo were common in a study by 
Puri et al. [18], Singh et al. [20], and Babu et al. [25].

Candidiasis was the most common infectious cause 
of genital dermatoses, which was seen in 9 (4.5%) 
patients. It was also seen as a common infectious cause 
by Pathak et al. [7], Joshi et al. [8], Puri et al. [18], and 
Gurumayum et al. [22]. Candidiasis was also presented 
in sites adjacent to the genitalia involving the abdomen, 
thighs, and umbilicus, similarly to other studies [8,22]. 

Table 4: Patterns of infl ammatory dermatoses
Infl ammatory Dermatoses Sex Total

Male Female

a. Drug reactions 11 12 23

b. Eczema 11 2 13

c. Immuno-bullous disorders 4 1 5

d. Behçet’s disease 1 2 3

e. Hailey–Hailey disease 1 0 1

f. Lichen planus 4 0 4

g. Lichen simplex chronicus 2 3 5

h. Lichen sclerosus atrophicus 3 9 12

i. Lichen nitidus 2 0 2

j. Psoriasis 2 2 4

k. Exfoliative dermatitis 4 2 6

l. Urticaria 0 1 1

m. Systemic lupus erythematosus 0 1 1

n. Small vessel vasculitis 1 0 1

o. Zoon’s balanitis 2 0 2

Total 48 35 83

Table 3: Clinical patterns of non-venereal genital dermatoses
Diagnosis Sex Total

(n = 200)Male Female

A. Infl ammatory dermatoses 48 35 83

B. Infective dermatoses 35 12 47

a. Fungal 10 5 15

b. Viral 5 3 7

c. Bacterial 2 4 6

d. Parasite (scabies) 18 1 19

C. Benign and normal variants 38 6 44

D. Trauma or artefacts 4 0 4

E. Premalignant or malignant lesions 1 1 2

F. Congenital abnormalities 1 0 1

G. Miscellaneous 19 0 19

Vitiligo 13 0 13

Peyronie’s disease 2 0 2

Melanocytic nevi 1 0 1

Lymphedema 1 0 1

Hydrocele 2 0 2

Total 146 54 200

Table 5: Patterns of benign dermatoses
Benign and Normal Variants Sex Total

Male Female

Pearly penile papules 15 0 15

Epidermoid cysts 9 0 9

Angiokeratoma 4 1 5

Phimosis 5 0 5

Bartholin cysts 0 2 2

Fordyce spots 1 1 2

Pigmented raphe 1 0 1

Paraphimosis 1 0 1

Acrochordon 1 0 1

Mucosal tags 0 1 1

Preputial cysts 1 0 1

Verrucous epidermal nevi 0 1 1

Total 38 6 44

patients. Most of the studies reported itching as the 
common symptom [17,18]. Itching was also the most 
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Other fungal infections were dermatophytoses and 
pityriasis versicolor.

Bacterial contribution to genital dermatoses involved 
6 patients (3%). Gurumayum et al. [22] observed 
folliculitis (16%) as the most common dermatosis. 
Bacterial infections were described as the common 
cause of genital dermatoses in studies by Singh 
et al. [20] and Pathak et al. [7].

In our study, 11.5% of various drug reactions were 
encountered, which were the common causes of 
inflammatory dermatoses. The most common drug 
reaction with genital involvement was Stevens–Johnson 
syndrome/toxic epidermal necrolysis (SJS/TEN) in 
9% of the patients, fixed drug eruptions in 1.5%, and 
a case of exanthematous drug eruption and drug rash 
with eosinophilia and systemic symptoms (DRESS). 
Niemeijer et al. [26] reported genital involvement of 
SJS/TEN in 70% of patients. Three cases of fixed drug 
eruptions were reported in a study by Karthikey et al. [14].

Lichen sclerosus atrophicus (LSA) was observed 
in 12 (6%) patients, where females significantly 
outnumbered males (p = 0.0001). Singh et al. [20] 
found 26 cases (21.7%) of LSA in females. Puri 
et al. [18] found LS only in females and presented it 
as a common genital dermatosis (15%). Fischer et al. 
[27] reported 18% of prepubertal girls with LSA.

The genital skin is sensitive to allergens. Eczemas were 
present in 6.5% of the patients as scrotal eczema and 
vulval eczema. Singh et al. [20] encountered two cases 
of irritant dermatitis. Karthikeyan et al. [14] observed 
13 cases of scrotal dermatitis. Gurumayum et al. [22] 
reported three cases of irritant contact dermatitis.

Pearly penile papules (PPP) were seen in 15 (7.5%) of 
the patients. Puri et al. [18] and Gurumayum et al. [22] 
reported 10% and 3% of patients with PPP, respectively. 

Similarly to our findings, Khoo et al. reported pearly 
penile papules as a common non-venereal condition in 
sexually transmitted disease (STD) clinics, occurring 
in 14% of the population [24].

Genital psoriasis is a rare inflammatory dermatosis 
usually occurring as part of a generalized disease 
presentation. In our study, we found that 2% of 
the patients had genital psoriasis, a rate that is 
comparable to the frequency of 2–6% mentioned in 
the literature [19,23].

No primary malignant lesion was encountered in our 
study, yet a secondary lesion from an ovarian malignancy 
was noted in a female. However, other studies reported 
some cases of SCC and verrucous carcinoma [18,23]. 
The reason behind a smaller number of premalignant 
and malignant lesions of the genitalia may be due to 
the study population confined to the dermatology 
department and a smaller prevalence of the disease 
among the study population.

Limitations of the Study

Because our study was hospital-based, it was not 
completely representative of the situation in the 
community. We studied no risk factors for these 
dermatoses. A limited sample size might have led to 
the exclusion of rare diseases in our study population.

CONCLUSIONS

The prevalence of non-venereal genital conditions may 
be only the tip of the iceberg in terms of the actual 
number of patients who suffer from such problems. 
Their etiologies are often multifactorial and clinical 
patterns are diverse, with manifestations of systemic 
diseases, anatomical variants, and inflammatory, 
infective, and neoplastic conditions. This demands 
awareness and current and timely treatment.

Table 6: Clinical patterns according to age
Diagnosis Age (yrs.) Total

0–10 11–20 21–30 31–40 41–50 51–60 60+ (n = 200)
Infl ammatory conditions 8 8 30 13 9 8 7 83

Infections and infestations 12 7 21 4 1 1 1 47

Benign or
normal variants

1 6 25 7 5 0 0 44

Premalignant and malignant 0 0 0 0 2 0 0 2

Congenital abnormalities 0 1 0 0 0 0 0 1

Trauma and artefacts 0 1 1 2 0 0 0 4

Miscellaneous 0 1 7 4 3 3 1 19

Total (n)
Total (%)

21
10.5

24
12

84
42

30
15

20
10

12
6

9
4.5

200
100
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