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Introduction:
Over the past few decades, there has been a shift in how we deliver healthcare to
our patients. The factors underlying this shift are complex and inter-linking.
Importantly, demographics have shifted the pattern of disease, new technologies have
changed the way we deliver care and, crucially, patient autonomy and empowerment
have lead to a change in our role as doctors. In this essay, I provide an overview of one
such group of patients and their journey through our ever-changing healthcare system –
those with genital skin disease (GSD).
A wide range of infectious, inflammatory and neoplastic disorders affect genital
skin. Some conditions are specific to the genitals (e.g. lichen sclerosus), whilst other
‘genital manifestations of cutaneous disease’ affect genital skin in a unique way (e.g.
eczema or psoriasis) [1, 2]. Many specialties could be referred patients with GSD for
diagnosis and management, reflecting the wide range of aetiologies of these conditions.
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The list is long – dermatology, gynaecology, urology and genitourinary medicine – and
there is a lack of clear guidance as to who should manage what.
Below, I explore each main specialty’s involvement in the care of patients with
GSD. Additionally, I consider a new ‘21st century’ approach to consultation and how,
with a clearer view of specialty involvement, these can be incorporated into consistent
guidelines for management of GSD.

The changing face of dermatology:
There is no doubt that dermatological practice has changed drastically over the
past quarter-century [3]. New referrals from both general practice and other hospital
specialties have risen by 67%, confirming the demand from both primary and
secondary care for a specialist dermatology service. Every year, over 800,000 people
are referred to secondary care dermatologists, making up 4.6% of all hospital outpatient
activity in 2006/7 [4]. Whilst many common dermatological conditions have genital
manifestations, it is unclear what proportion of these referrals relate to a skin disease
affecting the genital area specifically.
The reason for the rise in demand is multifactorial. First, the epidemiological
profiles of some dermatological conditions are changing (for example, the incidence of
benign and neoplastic lesions of the skin is rising) [5]. Second, the relative lack
diagnostic accuracy and education in non-dermatologists means that cases are often
referred unnecessarily [6]. The changing workload of dermatologists requires us to
consider other contexts in which GSD patients may be looked after.
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Managing GSD in a general practice setting:
The majority of patients with GSD will be diagnosed and managed in one of two
places – their general practice (GP) or their local genitourinary medicine (GUM) clinic.
In the UK, efforts are being made to limit access to specialist care by placing a greater
emphasis on healthcare delivery by primary care doctors [7, 8]. Implicit here is an
assumption that GPs can provide quality healthcare at a lower cost than specialists.

General practitioners’ abilities in dermatology:
Around 24% of a GPs workload is skin related, highlighting the importance of
this field of medicine in primary care [9]. In several un-blinded and retrospective
studies comparing preliminary diagnoses of dermatologists and GPs to final histological
diagnosis, considerable disparity was demonstrated, even in the most common diseases
[10, 11]. These findings are strengthened by a large systematic review of studies from
the United States, where dermatologists (93% correct) performed better than family
practice doctors (48% correct) (P < .001) when asked to diagnose skin conditions based
on colour images [12].
Does the difference in diagnostic ability affect the quality of care that patients
receive, in terms of outcome? Whilst difficult to assess retrospectively due to selection
bias (clearly, sicker patients get referred), many studies have found GPs inferior in the
management of dermatological conditions when compared to dermatologists [13]. Of
course, this is unsurprising given dermatologists receive more training and encounter a
greater number of patients in their daily practice. Whether these findings extend to GSD
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is unknown; more research is needed to assess whether we can draw the same
conclusions for this area of dermatology.

Improving primary care dermatology:
The need to improve quality of primary care dermatology has been identified
before. In the UK, the GP with special interests (GPwSI) scheme was introduced and
promoted in the NHS plan in 2000 [14]. Dermatology is a popular choice in the scheme
[15]. One randomised control trial evaluating the scheme found that although outcomes
were similar, patients referred to a GPwSI were seen sooner, thought it was more
accessible than a hospital and were more satisfied with consultations and facilities
compared to regular GPs [16].
The ability of the GPwSI group to recognise and manage patients with GSD is
unknown, but this group may represent a good middle ground between management in
general practice and management in hospital-based dermatology. Whether the scheme
is economically viable is another question, and has been widely debated in the literature
[17, 18]. It could be argued that seeing outpatients in concentrated hospital settings
provides an ‘economy of scale’, something which the GPwSI scheme does not provide.
More generally, if the majority of GSD is looked after in primary care, the deficit
in medical education needs to be addressed. Many studies have examined the adequacy
of medical school education in dermatology and found room for improvement. Indeed,
there is a recognised need for increasing exposure to dermatology (and GSD) for
students and doctors early in their training [19 – 21]. Specifically, doctors with an
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interest in genital dermatology can attend special courses organised by the British
Association for Sexual Health and HIV (BASHH) [22].

Managing GSD in a GUM setting:
Arguably, the doctors most experienced in genital examination are GUM
specialists [23]. It is clear that there are some groups of patients whose demographics
and clinical history may suggest certain diagnoses for which a GUM-centric approach to
management is more appropriate. If a sexually active patient presents with genital skin
pathology (for example, recurrent genital HPV infection, which has a 1% incidence
amongst sexually active 15-25 year olds), it is accepted that the most appropriate
course of action would be referral to GUM, particularly with the increased availability of
walk-in GU services [24, 25]. In these services, healthcare providers will be well-versed
in the diagnosis, management and further prevention of common conditions.
It is unrealistic to manage all GSD in a GUM setting. Most patients who present to
a sexual health clinic with mild symptoms and signs may not see a doctor at all, being
managed primarily by nurses or health advisors trained to recognise and treat sexually
transmitted disease. There are mechanisms in place in most of these clinics to recognise
non-responders and ensure they benefit from expert advice, at which point they may
see a consultant, who may go on to refer to another specialty if appropriate [23].
Non-infectious dermatological conditions do constitute a proportion of
presentations to sexual health clinics, however. In one prospective study on 467 male
patients attending a public sexually transmitted disease (STD) clinic, a proportion of
patients presented with pathological conditions unrelated to sexual health (for example,
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balanitis in 9.6%, eczema in 2.1%, traumatic ulcers in 2.1%, amongst others). It is
clearly important for GUM doctors to recognise, diagnose and appropriately refer these
patients, but it would be inappropriate for them alone to provide long term
management of these conditions, many of which would require therapies that are not
readily available in a GUM setting.

Complex cases need specialist input:
It is widely accepted that specialist genital dermatology clinics are required for
difficult cases. Additionally, guidelines exist as to what diseases comprise a ‘difficult’
case [26]. These state that difficult male dermatoses (with an estimated incidence of 2
per 10,000) should be referred where there is persisting concern regarding sexually
transmitted disease unresponsive to treatment, impaired sexual function, urological
morbidity or a risk of cancer. Referral guidelines for difficult female dermatoses,
although not as common, are somewhat clearer. These include complex cases of lichen
planus, lichen sclerosus, pre-malignant disease, vulvodynia unresponsive to treatment
and vulval involvement of other diseases.
It is well known that an MDT approach decreases the risk of inadequate or
incorrect treatment, facilitates communication between specialties and provides a onestop service for patients. For women with complex or rare vulval skin disease, for
example, the Royal College of Obstetricians and Gynaecologists recommend referral to a
MDT clinic with dermatology, genitourinary, gynaecology psychosexual medicine input.
The value of this approach has been widely recognised in the literature [27 – 29].
Similarly, for males, there are examples of penile dermatoses clinics, in which clinical
diagnosis is improved and formal management plans created and shared between a
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small number of specialist consultants before patients are discharged back to general
practice [30].
Perhaps the most common MDT link is between GUM and dermatology. A recent
survey of the management of patients with GSD in 73 different GUM clinics in the UK
found that 91% manage GSD in-house and 42% hold dedicated GSD sessions, of which
two-thirds have multidisciplinary team (MDT) clinics. Eczema was the most common
condition seen (47.5% cases), followed by lichen sclerosus (25.5%), psoriasis (8%) and
chronic pain (8%), with miscellaneous diseases accounting for 9.5%. Only 1.5% of cases
were diagnosed as premalignant or malignant diseases. Notably, only 11% of
respondents had postgraduate qualification in dermatology, and only 25% has
guidelines or protocols dealing specifically with GSD [31]. Another GUM/dermatology
co-led clinic focussing on male GSD found that overall, only 36% of diagnoses by the
referring physician matched that of the consultant dermatologist and were not as
confident in the use of potent steroids [32]. These are only preliminary surveys, and do
not provide reliable comparison to the other models of patient care available. However,
they do reflect the significant variability of training in GSD and importantly, highlight
the lack of uniform provision for GSD within sexual health clinics in the UK.
Additionally, whilst a cost-benefit analysis is beyond the scope of this essay, it is
clear that such joint clinics are resource- and cost-intensive. However, these costs may
be offset by patients requiring fewer visits or transfers between specialties. Therefore,
there seems to real added benefit for these types of services, particularly for complex
patients.
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Linking services in the 21st century with teledermatology:
So far, I have discussed a variety of contexts in which a patient with GSD may be
looked after. Clearly, for an economically sustainable system to prevail, a balance needs
to be struck between primary and secondary care. Whilst it is unrealistic to manage all
patients with GSD in a secondary care context, outcomes for patients would surely
improve if there was a mechanism to allow for some specialist input in primary care
consultations.
A relatively novel technology in healthcare consultation is teledermatology, a
form of consultant supervision and support for the management of skin disease in
primary care introduced to the literature in 1995 [33, 34]. Teledermatology is the
application of telemedicine, the delivery of healthcare by use of information and
communication technology, in the field of dermatology [35]. Where it is available, a GP
has the opportunity to consult a dermatologist for a second opinion via the internet in
order to prevent a face-to-face referral. Teledermatology may be conducted by ‘storeand-forward’ methods, where transmitted digital images are submitted with a clinical
history, or in real-time with videoconferencing equipment.
Multiple studies have reviewed the accuracy and reliability of teledermatology
compared with face-to-face dermatology [36]. The advances in the field in the two
decades after its conception were recently illustrated in a large study suggesting that it
to be cheaper and faster than referral to secondary care [37]. Moreover, the technology
has been shown to have similar reliability and accuracy than face-to-face dermatology,
and reduces the number of referrals to dermatologists [38 – 40]. In one clinic in Wales,
for example, 80% of referred patients are managed entirely in primary care since the
commissioning of a teledermatology service [38]. In terms of patient satisfaction, no
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significant difference between teledermatology and face-to-face consultation has been
demonstrated [41]. Finally, teledermatology has the added benefit of acting as an
educational tool to training doctors and medical students [42]. As of yet, there is no
research on the efficacy of teledermatology for genital skin disease, specifically.

Concluding remarks – towards an integrated model for GSD:

Figure 1: Proposed model for the uniform management of GSD in the UK
This essay has focused on several approaches to the diagnosis and management
of genital skin disease. The majority of patients with GSD will be diagnosed and
managed in either a general practice or genitourinary medicine setting. In general
practice, there is a need to improve the quality of care that patients receive. Due to a
lack of human resource, it is unrealistic to manage all GSD patients in a genitourinary
medicine setting. The most successful examples of complex and rare genital skin
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diseases are successfully managed in a secondary care, multidisciplinary team setting,
but these services are not equally distributed around the country.
Crucially, a balance needs to be established between easily-accessible primary
care doctors and the quality of diagnosis and management provided by specialists. The
above diagram (Figure 1) aims to illustrate a potential model for the management of
GSD in the UK. Teledermatology, which has been extensively regarded as an
organizational solution in the literature, may represent a platform which addresses the
issues set out above. The teledermatology model keeps patients in primary care and
allows quick access to specialist review. It may also have the added benefit of
identifying the most complex or rare cases earlier for in-hospital multidisciplinary
management, avoiding unnecessary referrals.
More research needs to be conducted to establish whether teledermatology can
be applied to genital skin disease specifically. With advanced technology readily
available in the 21st century, the only limiting factor of nationwide service provision in
teledermatology may be cost. With the shifting services from secondary care into
community settings, however, this may represent the most cost effective and reliable
method of accessing expert advice quickly and effectively, thus maintaining high
standards of quality in healthcare.
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