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INTRODUCTION TO BASIC DERMATOLOGY 



It is important to perform a thorough skin survey and 
not focus solely on the area of affected genital skin 

 





DERMATOLOGIC THERAPY 
ÅUseful drug classes: A.B, A.F, A.V, A.I and A.P. 

 

ÅA lack of familiarity Ą lower the threshold that leads 
urologists to prescribe systemic A.B Ą resistance 

 

ÅSystemic antifungals 

ïextensive area of skin 

ïdisseminated mycoses with skin involvement 

ïinfection involving the hair follicles 

ïin immunocompromised individuals 



ÅFor short-ǘŜǊƳ όҖо ǿŜŜƪǎύ such as allergic contact dermatitis, a 
single morning dose of GCS is given to minimize suppression of the 
hypothalamic-pituitary-adrenal axis 

 

ÅLonger-term treatment  
ïOsteoporosis 

ïCataract  

ïHypertension 

ïObesity 

ï Immunosuppression 

ïpsychiatric changes 

 

Å Even topical corticosteroids can have significant adverse effects:  
Epidermal atrophy                     Telangiectasias 

     Hypopigmentation                     Allergic reactions 

     Alteration in the usual course of skin infections and infestations. 



Steroid atrophy of penile shaft skin after application 
of corticosteroid under the foreskin for 8 weeks 



ÅAllergic Dermatitis 

ÅPapulosquamous Disorders 

ÅVesicobullous Disorders 

ÅNoninfectious Ulcers 

ÅInfections and Infestations 

ÅNeoplastic Conditions 

ÅBenign Cutaneous Disorders Specific to the Male 
Genitalia 

ÅCommon Miscellaneous Cutaneous Disorders 



ALLERGIC DERMATITIS 

Allergy mediated processes leading to pruritic 

skin lesions 





Atopic Dermatitis (Eczema) 

ÅChronic relapsing dermatitis, Genetic susceptibility 

 

Å Intense pruritus 

ÅDamage to the epidermis 

 

ÅErythematous papules and thin plaques with secondary excoriations  

 

ÅNO precise border 

 

Å90% manifest before the age of 5 years 

 

ÅTendency to develop asthma and allergic rhinitis 



Eczema involving the vulva 



ÅIntense pruritus is the hallmark, and controlling the 
ǇŀǘƛŜƴǘΩǎ ǳǊƎŜ ǘƻ ǎŎǊŀǘŎƘ ƛǎ ŎǊƛǘƛŎŀƭ ŦƻǊ successful 
treatment 

 

ÅWorse during evening and exacerbated by sweat or 
wool clothing 

 

ÅSuperinfection with Staphylococcus aureus species 

 

ÅNo pathognomonic laboratory test, biopsy result, or 
single clinical feature 

                     A ǾŀǊƛŜǘȅ ƻŦ άǘǊƛƎƎŜǊ ŦŀŎǘƻǊǎέ 

 



Treatments 

ÅGentle cleaning with non alkali soaps. 

 

ÅTopical corticosteroids may controle pruritus (short courses) 

 

ÅTopical macrolide immunomodulatory agents such as 
tacrolimus and pimecrolimus (long-term therapy) 

 

Å!ƴǘƛƘƛǎǘŀƳƛƴŜǎ ƘŜƭǇŦǳƭ ƛƴ ōǊŜŀƪƛƴƎ ǘƘŜ άƛǘŎƘ-ǎŎǊŀǘŎƘ ŎȅŎƭŜέ  

 

ÅOral antistaphylococcal drugs  



Contact Dermatitis 
Å Sharply limited to an area of skin exposure 

 

Å Minutes to hours after exposure 

 

Å Burning, stinging, and soreness may be accompanied by erythema, edema, bullae, 
or frank necrosis. 

 

Å Clothing, safe occupational practices. 

 

Å Skin barriers such as ointments or emollients 

 

Å Long list of common allergens. 

 

Å Patch testing Ąconfirm the diagnosis.                        Nickel sulfate 

Å Oral antihistamines with removal of the inciting allergen. 

 

 



Contact dermatitis from belt buckle due to nickel allergy.  



An example of patch testing with a positive response to nickel.  



Erythema Multiforme and SJS 

ÅGeneralized skin disease 

 

ÅMinor and major forms. 

 

ÅMinor: Acute, self-limited (several weeks) 

 

ÅAbrupt onset of symmetrical fixed red papules that may 
evolve into target lesions. 

 

ÅClinical rather than histologic diagnosis. 

 



ÅPapules and target lesions are grouped 

 

ÅEM minor are precipitated by HSV I & II 

 

ÅHerpetic lesions BEFORE target lesions by 10 
to 14 days 

 

ÅOral antihistamines may provide symptomatic 
relief 

 



Targetoid lesions of the hands and penis 



ÅEM major = SJS (contreversy) 

 

ÅSJS is much more seriousĄ ICU or burn unit 

 

ÅFeatures similar to extensive skin burns 

 

ÅMimic life-threatening toxic epidermal necrolysis.  

 

ÅProdromal upper respiratory illness Ą blister formation and 
epidermal necrosis. 

 

ÅLƴŎƛǘƛƴƎ ŦŀŎǘƻǊǎ όŘǊǳƎǎύ b{!L5{Σ ǎǳƭŦƻƴŀƳƛŘŜǎΣ ǘŜǘǊŀŎȅŎƭƛƴŜΧ 



ÅRarely: infectious agent 

 

ÅProtracted course of 4 to 6 weeks 

ÅMortality 30%.  

 

ÅVaginal stenosis, urethral meatal stenosis, and anal 
strictures 

 

ÅTreatment: removal of the offending drug  

ÅSupportive care similar to severe burns. 

ÅNo specific therapy for SJS 



Typical microscopic picture of erythema 
multiforme with a normal stratum corneum, necrotic 
keratinocytes in the epidermis and a lymphoid infiltrate 

Acute acral corneum 

Keratinocyte 

necrosis 



Labial erosions in a case of Stevens-Johnson syndrome 



PAPULOSQUAMOUS DISORDERS 

Scaly papules and plaques 



Psoriasis 
Å2% of the population, polygenic, family history  

 

ÅTriggering factors: trauma, infection, stress, or new meds 

 

ÅSharply demarcated erythematous plaque with silvery-
white scales 

 

ÅTwo peaks: 20 to 30 and 50 to 60 years. 

ÅImpairment quality of life: pruritus and cosmetic 

 

ÅLesions on elbows, knees, buttocks, nails, scalp Ą diagnosis  

 

 



ÅCircumcised: plaques on the glans and corona 

 

ÅUncircumcised: Hidden under the preputial skin  

 

ÅChronic disease: relapsing and remitting 

 

ÅFor genital psoriasis: topical corticosteroid for short 
courses (2 weeks) 

 

ÅVitamin D3 analogues, dithranol, and retinoids, IS  

 

ÅPhotochemotherapy +UV radiation (PUVA) Ą SCC 

 



Alternating neutrophils and parakeratosis 

in the stratum corneum of plaque psoriasis 

(sandwich sign) 

Silver scales on an erythematous base 



Reiter Syndrome 

ÅUrethritis, arthritis, ocular findings 

 

ÅOral ulcers, and skin lesions 

 

ÅOn the genitalia: mistaken for psoriatic lesions 

 

ÅPreceded by an episode of either urethritis 
(Chlamydia, Gonococcus) or GI infection (Yersinia, 
Salmonella, Shigella, Campylobacter, Neisseria, or 
Ureaplasma species) and common in HIV 



ÅBacterial antigens and HLA-B27  

 

ÅPsoriasiform skin lesions present on the penis are 
referred to as balanitis circinata =difficult to 
differentiate from psoriasis  

 

ÅSelf-limited (few weeks to months) 

 

ÅLesions may respond to topical corticosteroids, and 
systemic therapy is rarely required. 

 



Comparison of psoriasis (A) and Reiter syndrome (B; balanitis 
circinata) involving the glans penis. 
 
 Note the highly characteristic coalescence of lesions in this case 
of Reiter syndrome forming a wavy pattern 

A B 



Erosive psoriasiform lesions of the glans penis 
(Reiter syndrome; balanitis circinata) may also lack the wavy 
pattern, making them difficult to differentiate from genital psoriasis. 



Lichen Planus 

ÅThe prototype of the lichenoid dermatoses 

 

ÅIdiopathic inflammatory disease of the skin and mucous 
membranes. 

 

ÅSmall, polygonal-shaped, violaceous, flat-topped papule, 
may coalesce into larger plaques, which may ulcerate on 
mucosal surfaces. 

 

ÅFlexor surfaces of the extremities, the trunk, the 
lumbosacral area, the oral mucosa, and the glans penis  



ÅIsolated or grouped papules, a white reticular 
pattern, or an annular (ringlike) arrangement with 
or without ulceration 

 

ÅLinear patterns related to skin trauma (the so-
called Koebner phenomenon 

 

ÅBiopsy may be necessary to establish the diagnosis 
when the lesions are ulcerated. 

 

ÅSpontaneous resolution: 2/3 after one year 



ÅAsymptomatic lesions on the genitalia do not require 
treatment. 

 

ÅTopical corticosteroids, with topical calcineurin 
inhibitors  

 

ÅFor severe cases, systemic corticosteroids (15 to 20 
mg per day; 2- to 6-week course. 

 

ÅOther systemic therapies:cyclosporine, tacrolimus, 
griseofulvin, metronidazole, and acitretin  

 



Lichen Nitidus 
ÅDiscrete, flesh-colored papules arranged in large clusters.  

 

ÅHistologically distinct. 

 

ÅFlexor aspects of the upper extremities, the genitals, trunk, 
and dorsal aspects of the hands.  

 

ÅSpontaneous resolution in less than one year 

 

ÅPatients should be reassured BUT if symptomatic pruritus:  
topical corticosteroids and oral antihistamines 



Lichen planus. Various presentations of lichen planus on the male genitalia. A and B, 

Both individual and grouped purple papules on the penile shaft; some oriented in a 

linear pattern. C, A white reticular pattern sometimes seen in lichen planus. D, An 

annular (ring-like) arrangement with a shiny surface. 


