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ABSTRACT 

Background: Genital dermatoses are a group of cutaneous disorders that affect the skin of the external genitalia. 

Individuals suffering from genital dermatoses may be reluctant to seek treatment because of fear, cultural taboos, 

and reticence to undergo an examination of the genitalia. This can worsen their dermatological condition and can 

also cause varying psychological distress. This study aimed to assess the anxiety and depression in patients 

diagnosed with genital dermatoses and to follow up with them after two years. Methods: This longitudinal 

observational study was conducted at a tertiary care center in Southern India. The study participants were persons 

diagnosed with genital dermatoses. The Hamilton Anxiety Rating Scale (HAM-A) and Hamilton Depression Rating 

Scale (HAM-D) were used to assess anxiety and depressive symptoms, respectively. We provided all participants 

with anxiety and depression with either pharmacological or psychological intervention. A follow-up was done two 

years after the initial evaluation to reassess the clinical status of their dermatological condition and anxiety and 

depressive symptoms. Results: Of the 60 participants with genital dermatoses, 51 participants completed a two-

year follow-up. Among them, only 13 (25.5%) of the participants had persistent genital dermatoses after two years. 

Compared with the initial assessment values (Mean HAM-A =13.22 (Standard Deviation (SD) = 6.97) (Mean HAM-

D = 11.07) (SD = 6.52), there was a significant reduction in both mean HAM-A (5.49) (SD=6.57) (P<0.001) and 

mean HAM-D (4.46) (SD=5.45) (P<0.001) scores after two years.  Conclusion: Genital dermatoses can cause 

significant anxiety and depression. As the dermatological symptoms improve, the anxiety and depressive 

symptoms also improve.  
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INTRODUCTION 
Dermatological conditions can cause 

significant psychological distress. A cross-

sectional study of patients with various 

dermatological conditions across 13 countries 

found that clinical depression was present in 

10% of patients, while clinical anxiety was 

found in 17.2%.1 A recent meta-analysis 

indicated that the prevalence of anxiety among 

patients with various dermatological 

conditions is 26.7%.2 Indian literature reports 

higher figures. An Indian outpatient study in 

Northern India revealed that 34.2% of patients 

had definite psychiatric morbidity.3 Another 

study from Southern India showed that 65% of 

patients experienced mild or more severe 

depressive symptoms.4,5 An Indian study 

focusing on the geriatric population with 

dermatological conditions found depression in 

45.5% of patients, and anxiety in 43.2%.6 

There can be a bidirectional relationship 

between psychological symptoms and 

dermatological conditions: patients may 

develop anxiety and depression because of 
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their skin conditions, and these symptoms can, 

in turn, worsen existing dermatological issues 

or lead to new skin lesions.2  

Genital dermatoses encompass a range of 

dermatological conditions that affect the 

genital skin of individuals. These conditions 

can be caused by venereal or non-venereal 

factors with various underlying etiologies.7-9 A 

recent study in Nepal found the prevalence of 

non-venereal genital dermatoses to be 

0.93%.10 An Indian study reported a 

prevalence of 30.08 per 10000 male patients 

for non-venereal genital dermatoses. 11 

Individuals with genital dermatoses often 

experience significant physical and 

psychological distress. They may be hesitant to 

share information or seek treatment, which 

can worsen their condition.12 Additionally, 

they may develop a negative self-image of their 

genitalia, affecting their sexual life and overall 

quality of life.13,14 A multicenter study 

involving 3485 patients from 13 European 

countries found that 23.1% of patients with 

dermatological conditions experience sexual 

problems.15 Genital dermatoses can 

substantially impair the quality of life for those 

affected.9, 16-18 

Only a few studies have examined the 

psychological impact on individuals with 

genital dermatoses. According to a US study, 

researchers found that women with a chronic 

inflammatory condition (Lichen sclerosus) 

affecting the anogenital area have a 

significantly higher risk of depression and 

anxiety compared to matched controls.19 

Another study from the UK revealed that 54% 

of patients with lichen sclerosus experienced 

moderate to severe anxiety, and 27% 

encountered depression at least once during 

the study period.20 A study conducted in 

Turkey showed that the nonvenereal group 

has more depression, anxiety, and stress than 

those with venereal genital dermatoses.21 

However, there is a gap in data regarding 

psychiatric morbidity in patients with genital 

dermatoses from India. The longitudinal 

course of psychiatric issues in these 

individuals remains unknown. We aimed to 

evaluate the anxiety and depressive symptoms 

among patients with genital dermatoses and 

follow up with them after two years.  

 

MATERIALS AND METHODS 
This was a longitudinal study carried out at a 

tertiary care center in Kerala, India. Follow-up 

assessments were conducted after two years 

and completed in January 2025. Ethical 

approval was obtained from the institution. 

The study involved patients diagnosed with 

genital dermatoses. The dermatology 

outpatient department operates four days a 

week. Study participants included patients 

attending the dermatology outpatient 

department at our center who were clinically 

diagnosed with genital dermatoses by a 

dermatologist.   

After the initial clinical screening by a single 

dermatologist, patients with a clinical 

diagnosis of genital dermatoses were referred 

to the psychiatry OPD. A convenience sampling 

method was used for the study. The sample 

size was 60, calculated based on results from a 

previous study, with a 95% confidence level 

and 80% power.16 Informed consent was 

obtained from all participants. The study 

included participants aged 18 years and older 

who could read or understand English or 

Malayalam. Patients with preexisting severe 

and chronic psychiatric disorders 

(schizophrenia, bipolar affective disorder, 

obsessive-compulsive disorder, and dementia) 

were excluded based on a clinical interview 

conducted by a psychiatrist. A semi-structured 

questionnaire collected socio-demographic 

information, including age, gender, marital 
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status, education, and employment status. 

After screening for major psychiatric 

disorders, the psychiatrist assessed anxiety 

and depressive symptoms. ICD-10 diagnostic 

criteria were used for clinical diagnosis. The 

severity of anxiety was evaluated using the 

Hamilton Rating Scale for Anxiety-14.22 

Patients with HAM-A scores less than 8 were 

considered to have no anxiety, scores of 8-14 

indicated mild anxiety, 15-23 indicated 

moderate anxiety, and scores of 24 or higher 

indicated severe anxiety.23  The severity of 

depression was assessed using the Hamilton 

Rating Scale for Depression(HAM-D-17).24 

Patients with HAM-D scores of 7 or less were 

considered to have no depression, scores of 8-

16 indicated mild depression, 17-23 indicated 

moderate depression, and scores of 24 or 

higher indicated severe depression. 25 After 

two years, a follow-up clinical assessment was 

performed by a dermatologist, followed by an 

evaluation of anxiety and depressive 

symptoms by a psychiatrist. HAM-A and HAM-

D scales were used to assess the severity of 

anxiety and depressive symptoms. 

Categorical data were presented as 

frequencies and percentages, while 

continuous data, such as scores on the HAM-A 

and HAM-D scales, were expressed as means 

and standard deviations. A paired t-test was 

conducted to compare baseline HAM-A and 

HAM-D scores with the two-year values. The 

chi-square test was used to examine the 

association between genital dermatoses and 

anxiety and depression after two years. 

Inferential statistical analysis was performed 

to evaluate the relationship between 

depression and anxiety with various 

demographic variables. An independent 

samples t-test was used to compare anxiety 

and depression scores across different 

genders and education levels. One-way ANOVA 

was performed to compare anxiety and 

depression scores among various 

occupational groups. Spearman's rank 

correlation was used to assess the relationship 

between age and anxiety and depression 

scores. We performed the statistical analysis 

using SPSS v.20.  

 

RESULTS 
After the initial screening, a total of 72 patients 

(Considering a non-response rate of 20%, 72 

participants were screened) with a clinical 

diagnosis of genital dermatoses were referred 

for psychiatric assessment. Among the total of 

72 patients,10 patients didn’t appear for 

Psychiatric assessment. When contacted by 

phone, patients reported a lack of time and 

other logistical issues.  A total of 62 patients 

gave informed consent to participate in the 

study. Further, two patients were excluded 

after one was diagnosed with Obsessive-

compulsive disorder and another with Bipolar 

affective disorder. Sixty patients completed the 

initial psychiatric assessment, and 51 

participants completed the follow-up 

assessment. The attrition rate was 15%.  

(Figure 1) 

Among the 60 participants, 35 (58.3%) were 

females, and the remaining 25 (41.7%) were 

males. The average age of the participants was 

38.6 years. Only 10% of the participants were 

over 60 years old. All others ranged from 18 to 

60 years of age. The majority of participants 

were married (66.7%). None of our 

participants were illiterate. Most participants 

(93.3%) had an education level of high school 

or higher. However, 46.7% of them were 

unemployed. The largest group (28.3%) held 

clerical jobs. Other occupations included 

skilled workers (13.3%), semi-professional 

jobs (5%), professional jobs (3.3%), and semi-

skilled workers (3.3%). Only 6 participants 

(10%) had venereal genital dermatoses. The 
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remaining 90% had non-venereal genital 

dermatoses. The study included both acute 

and chronic cases. The duration of symptoms 

ranged from one week to 10 years, with a 

mean duration of 211 days and a standard 

deviation (SD) of 534 days. After two years, 

only 13 participants (25.5%) still had genital 

dermatoses. (Table 1) 

Figure 1: Flow chart  

 

Table 1: Sociodemographic factors  

Sociodemographic factors  Frequency Number 

(Percent) 

Age  

18-30  23(38.3%) 

31-45 20(33.3%) 

46-60 11(18.3%) 

>60 6(10%) 

Education 

Illiterate  0 

Primary school  1(1.7%) 

Middle school 3(5%) 

High school 24(40%) 

Diploma  15(25%) 

Degree  11(18.3% 

Post-

graduation/professional 

6(10%) 

Occupation 

Unemployed  28(46.7%) 

Semi-skilled worker  2(3.3%) 

Skilled worker  8(13.3%) 

Clerical/Shop owner 17(28.3%) 

Semi-professional 3(5%) 

Professional 2(3.3%) 

Marital status 

Married  40(66.7%) 

Unmarried  18(30%) 

Widow/widower  2(3.3%) 

 

The baseline mean HAM-A score of all 

participants was 13.22 (SD = 6.97), indicating 

mild anxiety symptoms. The mean baseline 

HAM-D score of all participants was 11.07 

(SD=6.52), indicating mild depressive 

symptoms. There was a significant reduction 

in both mean anxiety and depression scores 

after two years. (Table 2) Forty-six (76.7%) 

patients had significant anxiety symptoms at 

baseline, while only 14 participants (27.5%) 

had significant anxiety after two years. Forty-

two (70%) participants had significant 

depressive symptoms at baseline, but only 10 

participants (19.6%) had significant 

depression after two years. According to HAM-

A severity scoring, initially, severe anxiety 

symptoms were present in 3 (5%) patients. 

Moderate anxiety symptoms were present in 

24 (40%) patients. Mild anxiety symptoms 
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were present in 19 (31.7%) patients. Fourteen 

(23.3%) patients had no or minimal anxiety 

symptoms. Seventy percent (70%) of patients 

had at least mild or higher depressive 

symptoms in the initial assessment. According 

to HAM-D severity scoring, severe depressive 

symptoms were present in 3 (5%) patients. 

Moderate depressive symptoms were present 

in 8 (13.3%) patients. Mild depressive 

symptoms were present in 31 (51.7%) 

patients. Only minimal depressive symptoms 

were present in 18 (30%) participants. After 

the initial assessment, pharmacological 

intervention was provided to 18 (30%) of 

participants. Psychological intervention was 

provided to 30 (50%) of participants. No 

psychiatric intervention was provided to the 

remaining 12 (20%). At follow-up, only 8 

(13.3%) participants needed pharmacological 

treatment, and 13 (21.67%) participants 

required psychological intervention. 

Table 2: The difference between anxiety and depressive 
symptoms at baseline and two-year follow-up 

HAM-A 

and HAM-

D 

n Mean SD P-Value  

HAM A 

Baseline  
60 12.45 6.69 

<0.001 
HAM-A 

after 2 

years  

51 5.49 6.57 

HAM-D 

Base LINE 
60 10.73 6.55 

<0.001 
HAM-D 
After 2 
Year 

51 4.16 5.45 

 

There was no significant difference between 

both genders in either the mean HAM-A score 

(p=0.54) or the mean HAM-D score (p=0.57). 

There was no significant correlation between 

HAM-A and HAM-D scores and age. The 

married group had significantly higher 

depressive symptoms (p=0.05; t=1.86) 

compared to the unmarried group. There was 

a significant difference in HAM-A and HAM-D 

scores between groups of various occupations. 

The mean HAM-A score of the skilled and 

semiskilled group was significantly higher 

(p=0.02) than that of unemployed 

participants. Similarly, the HAM-A score of the 

clerical group was significantly higher (p = 

0.04) compared to the unemployed group. 

HAM-D scores of participants engaged in 

skilled and semi-skilled work were 

significantly higher (p=0.001) than those of 

the unemployed group. There was no 

significant correlation between HAM-A 

(p=0.09) and HAM-D scores(p=0.13) with the 

total duration of illness. There was also no 

significant difference between the HAM-A 

(p=0.71) and HAM-D (p=0.88) scores between 

the venereal genital dermatoses group and the 

non-venereal genital dermatoses group. 

(Table 3) 

Table 3: Association of sociodemographic factors and anxiety and 

depression 

Sociod

emogr

aphic 

charac

teristi

cs 

HAM-A score HAM-D score  

 n Mea

n 

(SD) 

t/

F 

Val

ue 

P 

valu

e  

n Mea

n 

(SD) 

t/

F 

val

ue 

p 

Gender 

Male 25 12.5

6(6.

11) 

0.6

1 

0.54 25 11.6

4(6.

86) 

0.

57 

0.57 

Femal

e  

35 13.6

9(7.

57) 

35 10.6

6(6.

34) 

Marital status 
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Marrie

d  

40 14.2

0(7.

49) 

1.7

1 

0.09 40 12.2

3(6.

73) 

1.

86 

0.05 

Unmar

ried  

18 10.8

3(5.

47) 

18 8.83

(5.6

7) 

Educational status 

High 

school 

and 

below  

28 14.2

5(8.

51) 

1.0

4 

0.30 28 11.6

8(7.

46) 

0.

68 

0.50 

Diplo

ma 

and 

above  

32 12.3

1(5.

24) 

32 10.5

3(5.

64) 

Occupational status 

 

Unem

ployed  

28 10.9

6(6.

05) 

2.7

5 

0.05  8.96

(5.8

7) 

5.

19 

0.00

3 

Skilled

/semi-

skilled 

10 16.9

0(8.

10) 

 16.6

0( 

Clerk  17 15.2

9(6.

82) 

 12.4

7 

Profes

sional/

semi-

profes

sional 

5 11.4

0(6.

54) 

 7.00 

Clinical parameter 

Venere

al  

6 12.1

7(5.

85) 

0.3

9 

0.70  10.6

7(6.

02) 

0.

16 

0.88 

Non 

venere

al  

54 13.3

3(7.

12) 

 11.1

1(6.

63) 

 

We could do the follow-up assessments of 51 

participants. Only 13 participants had 

persistent genital dermatoses at the end of 

two years. Out of those 13 participants, 10 had 

significant anxiety, and 8 had significant 

depression. Out of 38 participants who didn’t 

have genital dermatoses, four had anxiety, and 

two had depression. There was a significant 

association between genital dermatoses and 

anxiety. Similarly, there was a significant 

association between genital dermatoses and 

depression. (Table 4)  

Table 4: Association of anxiety, depression with 

genital dermatoses 
Genital 

dermat

oses 

after 2 

years 

 (N=51)  

Significant Anxiety  

  

Significant Depression 

 Presen

t  

Absent    P 

valu

e  

Prese

nt  

Absent  P 

valu

e  

Present 

(13) 

10(76.

9%) 

3(23.1

%) 

<0.0

01 

8(61.5

%) 

5(38.5

%) 

<0.0

01 

Absent 

(38) 

4(10.5

%) 

34(89.

5%) 

2(5.3

%) 

36(94.

7%) 

 

DISCUSSION 
In this study, a total of 60 participants with 

genital dermatoses were assessed for anxiety 

and depression and followed up after two 

years. The initial mean HAM-A and HAM-D 

scores of all participants were 13.22, 

indicating mild anxiety symptoms, and 11.07, 

indicating mild depressive symptoms, 

respectively.  At two years’ follow-up, only 

13(25.5%) of participants had genital 

dermatoses. There was a significant reduction 

in the mean anxiety and depression scores at 

the two-year follow-up. The two-year follow-

up mean HAM-A score (5.49) was significantly 

lower (p<0.001) compared to the baseline 

score, and the two-year follow-up mean HAM-

D score (4.46) was significantly lower 

(p<0.001) compared to the baseline score. 

These results show that the relief of 

dermatological conditions significantly 

reduces anxiety and depressive symptoms. 

The results are similar to the results of an 

Australian longitudinal study of women 

having dermatological conditions, which 

showed that depression was significantly 

associated with dermatological conditions.26 
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But none of the studies have specifically 

followed up on the cases of genital 

dermatoses. 

 The number of female patients was higher 

than that of male patients in our study, unlike 

previous studies conducted on genital 

dermatoses in India and abroad. 10, 17, 21 

However, the gender distribution was similar 

to a few other studies conducted on all 

dermatological conditions in India. 5, 27 The 

significant concern about dermatological 

conditions among females compared to males 

could be a possible reason. A 2.16 and 2.5-fold 

increased risk of depression and anxiety was 

found in adult female patients with lichen 

sclerosus (a condition affecting the anogenital 

area of females) compared to matched 

individuals in 765 women in the US.19 Another 

study from Italy showed decreased work 

productivity and decreased sexual quality of 

life in females with genital lichen sclerosus.28  

The mean age of our study population was 

38.6 years, which is similar to previous 

studies, between 35 and 40 years. 17, 21 Like 

another study conducted on genital 

dermatoses in India, married individuals were 

more commonly affected than unmarried 

individuals in this study. But the nationwide 

Swedish study showed a significantly lower 

prevalence of lichen sclerosus among married 

individuals.29 These results point towards a 

significant variability in the help-seeking 

pattern in married/ unmarried people as per 

cultural differences. 17,29 An Indian study 

shows married persons are also found to have 

a worse quality of life compared to unmarried 

persons if affected with genital dermatoses.17 

The mean baseline HAM-A score of all 

participants was 13.22(SD=6.97), indicating 

mild anxiety symptoms. This result was 

similar to another study conducted in Turkey, 

which also showed mild anxiety levels in non-

venereal genital dermatosis patients.21 The 

mean baseline HAM-D score of all participants 

was 11.07 (SD=6.52), indicating mild 

depressive symptoms. Another study 

conducted on genital dermatoses in Turkey 

showed a higher moderate level of depression 

in non-venereal genital dermatoses.21 

Seventy per cent of our participants had at 

least mild depressive symptoms. There seems 

to be a significant difference between the 

clinical profile and symptoms of patients with 

general dermatological conditions and genital 

dermatoses, and it may not be proper to 

compare the results of genital dermatoses 

with general dermatological conditions. The 

prevalence of depressive symptoms ranges 

from 33.3% in one north Indian study to 89% 

in one south Indian study.4,30 One study 

conducted on chronic dermatological 

conditions in Eastern India showed that 

45.54% of participants have depression.4,5,30 

Cultural differences could contribute to such a 

wide variation. 

Mild or more anxiety symptoms were present 

in 76.7% of our participants. This was higher 

compared to another study conducted on all 

chronic dermatological conditions in India, 

which showed 41.58% of patients had 

anxiety.31 Genital dermatoses might cause 

more anxiety compared to other 

dermatological conditions.  

We could not find any correlation between age, 

anxiety, and depressive symptoms. Another 

study conducted on general dermatological 

conditions in India also couldn’t find any 

significant association between depression 

and age.4 We couldn’t find any significant 

difference in either anxiety or depressive 

symptoms between the genders. This was in 

line with a study conducted on general 

dermatological conditions in India.4 In our 

study, married people had significantly higher 

depressive symptoms compared to the 

unmarried group. Genital dermatoses may be 
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affecting their sexual life and thus causing 

more depressive symptoms. Increased social 

and familial responsibilities among married 

individuals could be another reason. There 

were significantly more depressive symptoms 

in the skilled and semi-skilled groups 

compared to the unemployed group. Working 

for long hours with genital dermatoses may 

cause additional stress for persons with 

skilled and semi-skilled jobs or clerical jobs 

compared to unemployed persons. That may 

be the reason for higher anxiety and 

depressive symptoms in skilled and 

semiskilled and clerical jobs compared to the 

unemployed group. 

Only six of our participants had venereal 

genital dermatoses. All others were suffering 

from non-venereal genital dermatoses. We 

could not find any significant difference in 

anxiety (p=0.71) or depressive symptoms 

(p=0.88) between the venereal and non-

venereal groups. A study conducted in Turkey 

found that the non-venereal group had 

significantly higher anxiety and depression 

scores compared to the venereal group.21 We 

could not find any association between the 

duration of genital dermatoses and anxiety 

(p=0.09) and depressive symptoms (p=0.13). 

Previous studies found that chronic 

dermatologic conditions have a higher 

probability of developing depressive and 

anxiety symptoms and a worse quality of 

life.5,31 Our result is similar to that of another 

study, which found no significant difference in 

quality of life between patients with acute and 

chronic genital dermatoses.17 There is a need 

for further studies that compare acute and 

chronic cases of genital dermatoses. 

Although many studies have looked at anxiety 

and depressive symptoms in many chronic 

dermatological conditions, the genital 

dermatoses group was the least studied, 

although expected to have high stigma and 

stress. Our study could assess the anxiety and 

depressive symptoms in patients with genital 

dermatoses and also follow up with them 

longitudinally.   

The severity of dermatological symptoms and 

the specific treatments provided for genital 

dermatoses were not included in the study. 

Both factors may influence the psychological 

symptoms of the participants. This study was 

conducted at a single center and involved a 

relatively small population, so the results 

cannot be broadly generalized. Further 

multicenter studies with larger sample sizes 

are necessary. Additionally, qualitative 

research should be carried out to understand 

how genital dermatoses impact the sexual life 

and overall quality of life of participants, 

thereby contributing to depression and 

anxiety. 

 

CONCLUSION 
Genital dermatoses can cause significant 

anxiety and depression. As the dermatological 

symptoms improve, the anxiety and 

depressive symptoms also tend to improve. 

This shows a definite association, and there is 

a need to look into the psychological 

symptoms of patients presenting with genital 

dermatoses. Timely screening and 

management of anxiety and depressive 

symptoms will be useful for the patients. We 

need further interventional studies to 

investigate how the intervention improves 

anxiety and depressive symptoms and the 

symptoms of genital dermatoses. 
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