
488 © 2021 Indian Dermatology Online Journal | Published by Wolters Kluwer - Medknow

A	 26‑year‑old	 heterosexual	 male	 having	
high	 risk	 sexual	 behavior	 presented	 with	
a	 3‑week	 history	 of	 asymptomatic	 genital	
lesions	and	low	back	pain.	About	1.5	months	
ago,	he	had	an	episode	of	dysuria	along	with	
urethral	discharge	that	was	treated	with	oral	
antibiotics.	 He	 denied	 any	 other	 systemic	
symptom	 or	 application	 of	 any	 topical	
medication.	 Examination	 revealed	 multiple	
well‑demarcated	 erythematous	 annular	
and	 polycyclic	 plaques	 over	 the	 glans	
penis	 [Figure	 1].	 Dermoscopy	 (DermLite	
DL4,	 contact/polarized,	 10x)	 showed	 areas	
of	 confluent	 regular	 red	 dotted	 vessels	
over	 an	 erythematous	 background	 and	
surrounded	 by	 coalescing	 whitish	 pustules	
arranged	 in	 an	 annular	 and	 polycyclic	
pattern	 [Figure	 2].	 He	 tested	 positive	
for	 HLA‑B27;	 serological	 markers	 for	
human	 immunodeficiency	 virus,	 herpes	
simplex,	 syphilis,	 and	 rheumatoid	
arthritis	 were	 negative.	 X‑ray	 of	 pelvis	
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demonstrated	 sacroiliitis.	 The	 patient	
refused	 consent	 to	 undergo	 biopsy	 for	
histopathological	 examination.	 Based	 on	
the	 clinico‑dermoscopic	 and	 radiological	
findings,	a	diagnosis	of	circinate	balanitis	in	
sexually	 acquired	 reactive	 arthritis	 (SARA)	
was	made.	The	genital	lesions	subsided	in	a	
fortnight	with	topical	corticosteroids.

Circinate	 balanitis	 is	 characterized	 by	
annular	 erythematous	 erosive	 plaques	 with	
polycyclic	 margins	 involving	 the	 glans	
penis	 and	 prepuce.	 It	 is	 the	 commonest	
mucocutaneous	 presentation	 of	 SARA,	
a	 HLA‑B27	 associated	 rheumatologic	
condition	 that	 is	 usually	 preceded	 by	
chlamydial	 urethritis.	 It	 can	 present	 either	
independently	or	with	other	mucocutaneous	
features	 of	 SARA.[1]	 In	 our	 case,	 the	
representative	 dermoscopic	 findings	 of	
annular	 and	 polycyclic	 pustules,	 dotted	
vessels,	 and	 erythematous	 background	
can	 be	 correlated	 with	 histopathological	
findings	 of	 dense	 dermal	 neutrophilic	
infiltrates,	 tips	 of	 increased	 number	 of	
papillary	 dermal	 capillaries,	 and	 upper	

Figure 1: Multiple well-demarcated erythematous 
annular and polycyclic plaques over the glans penis

Figure 2: Dermoscopy (DermLite DL4, 10x, contact/
polarized mode) showing areas of confluent regular 
red dotted vessels (black arrow) over an erythematous 
background (black circle) surrounded by coalescing 
whitish pustules arranged in an annular and polycyclic 
pattern (yellow arrow)
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dermal	 capillary	 dilatation,	 respectively.[2]	 The	 use	
of	 a	 non‑invasive	 tool	 like	 a	 dermoscope	 can	 aide	 in	
differentiating	 circinate	 balanitis	 from	 its	 mimickers,	
including	 annular	 lichen	 planus	 (hairpin‑like	 vessels	
and	 annular	 Wickham’s	 striae	 which	 correspond	 to	 focal	
hypergranulosis)	 and	 pustular	 psoriasis	 (crusts,	 yellow	
globules	with	 dotted	vessels	 correspond	 to	 hyperkeratosis,	
epidermal	neutrophilic	microabscess,	 and	papillary	dermal	
dilated	 vessels).	 Topical	 corticosteroids	 or	 calcineurin	
inhibitors	 are	 helpful	 in	 treating	 this	 condition.[3]	 Early	
identification	 of	 the	 condition	 and	 prompt	 referral	 to	 a	
rheumatologist	 is	 essential	 to	 avoid	 serious	 complications	
associated	with	SARA.
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