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SELF ASSESSMENT QUIZ

Annular lesions on genitalia
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CLINCAL FINDINGS
This 33 year old male consulted our dermatology 
department  for  asymptomatic annular lesions on 
his external genitalia. He had undergone circumci-
sion during early infancy as per religious custom, 
and had no past history of any sexually transmit-
ted disease. He was known diabetic and on oral 
hypoglycemic agents for the past 5-6 years. He 
was married, and had no history of extramarital af-
fairs. Moreover, he denied using drugs. The con-
dition started with gradual onset and had slowly 
progressive course. The lesions appeared first on 
the glans penis and then later developed  on scro-
tum (Fig. 1, 2). He had received multiple courses 
of systemic and topical antifungal treatments for 
suspected Candida balanitis, but there was no dis-
cernible change in his condition.
Upon cutaneous examination of genitalia, there 
were multiple purple, scaly annular plaques on 
glans penis and scrotum (Fig. 1, 2). The rest of-
skin or mucous membranes had no further le-

sions. Systemic examination was unremarkable 
for other systems. His routine laboratory investi-
gations including CBC, CRP, blood sugar, hepatic 
and renal profile revealed no abnormal findings. 
Serology for hepatitis B & C, and human immu-
nodeficiency virus were nonreactive. Serological 
investigations for syphilis (VDRL, PRP, TPHA) 
were also negative. 
 A punch skin biopsy from the edge of the lesion 
revealed acanthosis with hyperorthokeratosis and 
hypergranulosis. Additionally, a hydropic degen-

Fig. 3 Hyperkeratosis, hypergranulosis and elongated rete 
ridges. Band dermal infiltration hugging DEJ and formed of 
lymphohistiocytic cells admixed with melanophages. Basal 
vacuolar alteration at basal cell layer and dyskeratotic cells 
at basal cell layer and within papillary dermis.

Fig. 1 Purplish scaly annular lesion on glans penis.

Fig. 2 Annular lesion with clear center and purplish raised 
border on scrotum.
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eration of the basal layer with a band-like lym-
phohistioctic infiltration was observed, containing 
apoptotic bodies (Fig. 3). Direct immunofluores-
cence showed shaggy deposition of fibrinogen at 
DEJ.

What is the clinical diagnosis?
•	 Annular lichen planus
•	 Porokeratosis
•	 Lichen sclerosis et atrophicus
•	 Secondary syphilis
•	 Circinate balanitis
•	 Annular Bowen's diseases

DIAGNOSIS
Annular lichen planus

DISCUSSION
Nails, scalp, mucous membranes, and skin are all 
affected by lichen planus, which is an immuno-
logical reaction of unknown aetiology. Other ill-
nesses including ulcerative colitis, vitiligo, alo-
pecia areata, dermatomyositis, morphea, lichen 
sclerosis, and myasthenia gravis, may also present 
with it. The condition that Hebra had previously 
referred to as leichen ruber was first described as 
lichen planus by Erasmus Wilson in 1869. Purpul-
ish, itchy papules that favor the extremities are the 
hallmark of classical LP. The appearance of the 
lesions and the location of involvement determine 
its many variations.1

Although it has long been known as a clini-
cal form of lichen planus, annular lichen planus 
(ALP) is rarely seen. Dr. Galloway initially de-
scribed ALP in 1899 in the literature as being dis-
tinct form of lichen planus.2 Although the exact 
cause of annular lesions is yet unknown, dermal 
infiltrating cells and peripheral keratinocytes that 
express ICAM-1 and TNF-alpha are likely to play 
a significant role.3 There is no data in the literature 

on gender and race predispositions. 
The eruption starts off as lichen-papules, grow, 
and eventually take the form of annular plaques 
with elevated edges, and clearing in the center. 
ALP primarily affects the male genitalia, although 
it also tends to favor intertriginous regions like the 
groin folds and axilla.4, 5

There may also be involvement of the distal parts 
of the extremities and, less frequently, the trunk. 
It is possible to see typical lichen papules on the 
opposite skin surface. Additionally, mucous mem-
branes may be impacted. Despite the pruriginous 
nature of traditional LP, ALP moves forward with-
out any subjective worries.4, 5

Psycho-sexual disorders are the primary issue. 
The clinical presentation and histological exami-
nation are used to make the diagnosis. The find-
ings include epidermal acanthosis with hyper-
orthokeratosis and hypergranulosis, a band-like 
lymphocytic infiltrate at the dermal-epidermal 
junction, and hydropic basal layer degeneration 
with apoptotic bodies. Numerous differential di-
agnoses exist, including granuloma annulare, pso-
riasis of the genitalia, lichen sclerosus, syphilis, 
Candida balanitis, circinate balanitis, Reiter Syn-
drome, balanits with various etiology etc.6, 7

In individuals with ALP, mid to high potency topi-
cal corticosteroids are the first line of treatment. 
However, when applied to the genital area area, 
they carry a risk of atrophy and hemorrhages, 
therefore topical pimecrolimus may be more ben-
eficial.8, 9, 10 Our patient was treated with topical 
pimecrolimus for one month with good improve-
ment.

CONCLUSION
The significance of routinely requiring patients 
who present with an annular lesion on their geni-
talia to undergo additional medical examinations 
for Canddida species and sexually transmitted 
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infections and, if necessary, to undergo a biopsy. 
Accurate diagnosis is the cornerstone of effective 
treatment. This is the first instance of ALP that 
has been documented in our dermatology depart-
ment that has had a notable improvement in their 
condition after receiving topical pimecrolimus 
treatment.
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