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Introduction

Topical corticosteroids are a mainstay of treatment for penile 
lichen sclerosus (LS), currently recommended for short-term 
use of flares up to 6–8 weeks and to be discontinued if inef-
fective after 6 months.1,2 Topical corticosteroids may be 
helpful in halting disease progression long term.1 However, 
after a thorough search of the MEDLINE database, there 
were no reports advocating long-term use of topical corticos-
teroids in penile LS nor reported adverse effects specific to 
use on the penis.

Case report

A 58-year-old uncircumcised male was referred for LS of the 
glans penis to a male genital dermatology clinic. The patient’s 
symptoms first occurred 36 years prior to review. At this 
time, the patient was 22 years of age describing severe dyses-
thesia of the glans penis and concurrent swelling of distal 
foreskin. The pain and dysesthesia severely disrupted the 
patient’s quality of life, restricting ability to work and limit-
ing sexual intercourse leaving the patient depressed. 
Infectious causes such as herpes and sexually transmitted 
infections were ruled out by swab testing and clinical corre-
lation. After 8 years, the patient was diagnosed with penile 
LS with histological confirmation on skin biopsy by a der-
matologist. Biopsy histopathology demonstrated compact 
hyperkeratosis, oedematous collagen in superficial papillary 

dermis and prominent and dilated superficial vessels with 
light lymphocytic infiltrate. This came after multiple special-
ist involvement including urologists and general physicians. 
The patient self-managed his penile LS with betamethasone 
dipropionate 0.05% ointment for 15 years (30 g/year) and 
topical lidocaine gel, achieving symptomatic relief while lost 
to follow-up. His family doctor changed therapy to mometa-
sone furoate 0.1% ointment (60 g/year) for the next 10 years 
after fear of adverse effects from long-term use of betameth-
asone dipropionate 0.05% ointment.

When seen in our clinic, the patient only reported recur-
rent ulcers of his glans penis associated with mild dyspareu-
nia. Examination revealed diffuse erythema of the glans 
penis, minor adhesions of the lateral aspect of the glans penis 
across the coronal sulcus, some telangiectasia, mild swelling 
of the foreskin but no phimosis, erosions or ulcers (see 
Figures 1 and 2). There was no definite evidence of active 
LS. The erythema of the glans penis was felt to be secondary 
to chronic use of his topical corticosteroid preparations over 
25 years, rather than a feature of active penile LS.
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The patient was advised to cease using mometasone 
furoate 0.1% ointment and asked to change to 1% hydro-
cortisone ointment twice daily, with additional regular use 
of soft white paraffin ointment as an emollient. The patient 
ceased topical corticosteroid therapy 1 year ago and has 
experienced no withdrawal symptoms, further dysesthesia, 
pain or swelling.

Discussion

Symptoms experienced by our case patient such as burning 
dysesthesia and erythema of the glans/shaft of penis are typi-
cal of LS.3 Painful erections were likely caused by mild phi-
mosis, with balanitis/glans inflammation contributing to 
dyspareunia. Similar to our case patient, uncircumcised men 
are particularly at risk of LS.3 Although LS may be diag-
nosed clinically, histology is often useful to exclude differen-
tial diagnoses such as irritant dermatitis (“non-specific 
balanitis”), lichen planus, allergic contact dermatitis, psoria-
sis and penile intraepithelial neoplasia.3,4 LS is likely under-
diagnosed as observed in a large case series due to a complex 
interplay of psychosocial factors leading to delay in diagno-
sis as in this case.3

Family practitioners and pharmacists appear to hold par-
ticular concern in relationship to epidermal atrophy seen 
with long-term use of topical corticosteroids such as in atopic 
dermatitis as well as genital use.2,5,6 Reported potential 
adverse cutaneous side effects observed from topical corti-
costeroids on non-genital skin include erythema, telangiecta-
sia, purpura and striae.7 However, telangiectasia and 
epidermal atrophy can also be a sign of chronic penile LS, 
independent of corticosteroid use.3,4 Furthermore, epidermal 
atrophy and telangiectasia have both been demonstrated to 
improve in patients with vulval LS treated with topical 
clobetasol, with data lacking in penile LS.8 Therefore, cau-

tion must be taken before interpreting any examination find-
ings as solely iatrogenic.

Decades of both in vitro and in vivo studies have acknowl-
edged potential for systemic absorption of topical corticoster-
oids. Although uncommon, important systemic adverse 
effects of Cushing’s syndrome, bone osteopathy and adreno-
cortical suppression have been documented from cutaneous 
use of topical corticosteroids.7 Regional variation in systemic 
absorption of topical corticosteroids is important to consider 
with the genital region demonstrating up to 40 fold higher 
absorption rates over the more studied region of the forearm.9 
This is in keeping with the inversely proportional relationship 
between systemic absorption of topical medications and 
thickness of the stratum corneum.7 It is essential that pre-
scribing clinicians are aware of these implications and espe-
cially when more potent/lipophilic corticosteroids are used 
long term.

It is important to achieve disease control in penile LS not 
only for relief of symptoms for the patient, but also to pre-
vent long-term sequelae from chronically active disease such 
as irreversible phimosis and meatal stenosis which may 
require potential surgery.4,10 The other significant long-term 
complication associated with penile LS is penile squamous 
cell carcinoma (SCC).11 Two separate pathogenic pathways 
are hypothesised for development of penile SCC: an human 
papilloma virus (HPV)-associated pathway and an HPV-
independent pathway (with chronic LS a significant contrib-
utor in the latter).12 Penile SCC has been observed at rates 
between 4% and 8% in patients with penile LS, with HPV 
present in 50% of malignancy specimens in a single sam-
ple.4,13,14 It is possible that with adequate disease control, the 
long-term risk of penile cancer may be minimised with topi-
cal steroids from suppression of inflammation.15

Possible reactivation of HPV with chronic topical corticos-
teroid usage has been suggested posing a current dilemma for 

Figure 1.  Depicting foreskin after 25 years of topical 
corticosteroids applied to the patient’s penis.

Figure 2.  Depicting the glans 25 years of topical corticosteroids 
applied to the patient’s penis with minimal residual inflammation.
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proponents for long-term corticosteroids.14 Concern has also 
been raised regarding possible reactivation of superficial skin 
infections including herpes simplex virus (HSV) and Candida 
species with chronic use of topical corticosteroids.2,16,17

In summary, our patient used topical betamethasone 
dipropionate 0.05% ointment and topical mometasone 
furoate 0.1% ointment continuously for 25 years after an 
initial diagnosis of penile LS with no demonstrable signifi-
cant adverse cutaneous side effects apart from erythema. 
This anecdotal case supports the authors’ observation of 
the safety of topical corticosteroid for supervised treat-
ment of chronic male genital LS including the benefits to 
reducing morbidity and sequelae. Concern relating to epi-
dermal atrophy from corticosteroids is likely overesti-
mated with respect to LS treatment given potential 
improvement from supervised treatment. Cautious atten-
tion should also be employed to appraise potential risk for 
reactivation of secondary infections, including HPV with 
its oncovirus status, particularly in patients who are at high 
risk of penile SCC. The role for dermatologists is high-
lighted as a means of follow-up for patients to minimise 
complications and to monitor disease progress with view 
to directing ongoing therapy.

Authors’ note

Matthew Howard is now affiliated with Victorian Melanoma 
Service, Alfred Hospital, Melbourne.

Declaration of conflicting interests

The author(s) declared no potential conflicts of interest with 
respect to the research, authorship and/or publication of this 
article.

Funding

The author(s) received no financial support for the research, author-
ship and/or publication of this article.

Informed consent

Informed consent for patient information and images to be pub-
lished was provided.

References

	 1.	 Neill SM, Lewis FM, Tatnall FM, et  al. British Association 
of Dermatologists’ guidelines for the management of lichen 
sclerosus 2010. Br J Dermatol 2010; 163(4): 672–682.

	 2.	 Dahlman Ghozlan K, Hedblad MA and von Krogh G. 
Penile lichen sclerosus et atrophicus treated with clobetasol  
dipropionate 0.05% cream: a retrospective clinical and  

histopathological study. J Am Acad Dermatol 1999; 40(3):  
451–457.

	 3.	 Edmonds E, Hunt S, Hawkins D, et  al. Clinical parameters  
in male genital lichen sclerosus: a case series of 329 patients.  
J Eur Acad Dermatol Venereol 2012; 26(6): 730–737.

	 4.	 Clouston D, Hall A and Lawrentschuk N. Penile lichen sclero-
sus (balanitis xerotica obliterans). BJU Int 2011; 108(Suppl 2): 
14–19.

	 5.	 Smith S, Lee A, Blaszczynski A, et al. Pharmacists’ knowl-
edge about use of topical corticosteroids in atopic dermatitis: 
pre and post continuing professional development education. 
Australas J Dermatol 2015; 57(3): 199–204.

	 6.	 Farrugia L, Lee A, Fischer G, et al. Evaluation of the influ-
ence of pharmacists and GPs on patient perceptions of long-
term topical corticosteroid use. J Dermatolog Treatment 2016; 
28(2): 112–118.

	 7.	 Hengge UR, Ruzicka T, Schwartz RA, et al. Adverse effects 
of topical glucocorticosteroids. J Am Acad Dermatol 2006; 
54(1): 1–15.

	 8.	 Dalziel KL and Wojnarowska F. Long-term control of vulval 
lichen sclerosus after treatment with a potent topical steroid 
cream. J Reprod Med 1993; 38(1): 25–27.

	 9.	 Feldmann R and Maibach H. Regional variation in percuta-
neous penetration of 14C cortisol in man. J Invest Dermatol 
1967; 48(2): 181–183.

	10.	 Monsour MA, Rabinovitch HH and Dean GE. Medical man-
agement of phimosis in children: our experience with topical 
steroids. J Urol 1999; 162(3 Pt 2): 1162–1164.

	11.	 Mentrikoski M, Stelow E, Culp S, et  al. Histologic and 
immunohistochemical assessment of penile carcinomas in a 
North American population. Am J Surg Pathol 2014; 38(10): 
1340–1348.

	12.	 Sanchez DF, Cañete S, Fernández-Nestosa MJ, et al. HPV- and 
non-HPV-related subtypes of penile squamous cell carcinoma 
(SCC): morphological features and differential diagnosis 
according to the new WHO classification (2015). Semin Diagn 
Pathol 2015; 32(3): 198–221.

	13.	 Nasca MR, Innocenzi D and Micali G. Penile cancer among 
patients with genital lichen sclerosus. J Am Acad Dermatol 
1999; 41(6): 911–914.

	14.	 Prowse DM, Ktori EN, Chandrasekaran D, et  al. Human 
papillomavirus-associated increase in p16INK4A expression 
in penile lichen sclerosus and squamous cell carcinoma. Br J 
Dermatol 2008; 158(2): 261–265.

	15.	 Pietrzak P, Hadway P, Corbishley CM, et al. Is the association 
between balanitis xerotica obliterans and penile carcinoma 
underestimated? BJU Int 2006; 98(1): 74–76.

	16.	 Pater MM, Mittal R and Pater A. Role of steroid hormones in 
potentiating transformation of cervical cells by human papil-
lomaviruses. Trends Microbiol 1994; 2(7): 229–234.

	17.	 Barnes L, Kaya G and Rollason V. Topical corticosteroid-
induced skin atrophy: a comprehensive review. Drug Saf 
2015; 38(5): 493–509.




