DOI: 10.7860/JCDR/2026/75854.22268

Idiopathic Non-hormonal Clitoromegaly
in a Young Female: A Case Report
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ABSTRACT

Clitoromegaly may be either congenital or acquired and is primarily caused by elevated androgen levels during foetal development,
childhood, or puberty. We describe an unusual case of clitoromegaly in a young female who presented with genital pruritus, without
any other significant clinical findings. Clitoromegaly is a rare condition, and in this case, the diagnosis was established following
thorough physical examination, radiological imaging, and comprehensive laboratory investigations. The patient was diagnosed with
acquired, idiopathic, non-hormonal clitoromegaly- an uncommon condition. This diagnosis can only be made after systematically

ruling out all other potential causes.
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CASE REPORT

A 16-year-old female was referred to the dermatology outpatient
department due to complaints of genital pruritus lasting for three
weeks. She initially presented with swelling of the right lower limb
that had persisted for one year and was diagnosed with chronic
venous insufficiency, for which she underwent Endovenous Laser
Ablation Therapy (EVLT). Three months after the procedure, she
developed clitoral enlargement accompanied by intense itching.
There was no associated history of vaginal discharge, bleeding, or
dysuria. The patient also denied any history of sexual activity, drug
abuse, or similar complaints in her family.

On physical examination, she exhibited well-developed secondary
sexual characteristics and had a Body Mass Index (BMI) of 21.9
kg/m?. Breast development and pubic hair were consistent with
Tanner stage 4. No signs of virilisation were noted with normal
karyotype analysis.

Local examination revealed clitoromegaly measuring approximately
35 mm2, with associated hyperpigmentation of the overlying skin
[Table/Fig-1]. No other local abnormalities or related symptoms
were noted. The patient’s medical history was unremarkable, with
no evidence of congenital anomalies or known genetic disorders.

[Table/Fig-1]: Clinical image depicting clitoromegaly at the initial presentation.
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Routine laboratory tests were all within normal limits. The hormonal
profile results were as follows: serum testosterone: 30.4 ng/dL,
DHEA-S: 194 pg/dL, Follicle Stimulating Hormone (FSH): 2.12 mIU/
mL, Luteinising Hormone (LH): 2.58 miU/mL, T3: 1.60 ng/mL, T4:
7.68 pg/dL, and Thyroid Stimulating Hormone (TSH): 2.62 mIU/mL.
All values fell within the expected reference ranges for age and sex,
indicating no evidence of hormonal imbalance.

A high-resolution ultrasound of the local area [Table/Fig-2] was
performed to evaluate for structural abnormalities. No significant
findings, such as epidermoid cysts, neurofibromas, or peri-clitoral
abscesses, were observed. She was treated on an outpatient basis
with oral antihistamines, such as cetirizine 10 mg once daily at night
for 10 days as part of symptomatic treatment.
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[Table/Fig-2]: Ultrasonographic image of clitoromegaly showing no evidence of
cystic or solid masses.

At the one-month follow-up, the clitoromegaly had slightly reduced,
measuring approximately 30 mm?2 [Table/Fig-3]. A consultation with
a plastic surgeon was obtained, and the recommendation was to
wait and watch, with the option of clitoroplasty if cosmetic correction
was ever desired.

As this patient is a young female who has just attained menarche,
and considering the social taboos surrounding the genital area, she
denied cosmetic correction.



Naganitya Vangala et al., Decoding the Case: Idiopathic Non-Hormonal Clitoromegaly

A ;
e 1L
[Table/Fig-3]: Clinical image displaying a reduced size of clitoromegaly at the one-
month follow-up visit.
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DISCUSSION

Clitoromegaly, also known as macroclitoris, refers to the abnormal
enlargement of the clitoris. It may be either congenital or acquired,
with the most commmon causes being excessive androgen exposure
during fetal development, early childhood, or puberty [1].

Isolated clitoromegaly, defined as clitoral enlargement in the
absence of hormonal, genetic, or neoplastic abnormalities, is an
exceedingly rare clinical entity. To date, only a handful of cases have
been reported in the literature, and no population-based studies are
available to establish its incidence or prevalence, either globally or
within India. While overt clitoromegaly in patients with ambiguous
genitalia is often readily identifiable, milder or borderline cases may
go unnoticed and remain undiagnosed [1].

A comprehensive history and thorough physical examination are
essential when evaluating clitoral enlargement, which can result from
a wide range of conditions, broadly classified into hormonal, non-
hormonal, and other causes. Hormonal causes include endocrine
disorders such as Congenital Adrenal Hyperplasia (CAH), androgen-
secreting tumours, and exogenous androgen exposure, all of which
can lead to virilisation and clitoral enlargement. Non-hormonal
causes encompass structural or syndromic conditions, such as
neurofibromatosis, fiboroma, epidermoid cysts, and nevoid lesions
like nevus lipomatosus cutaneous superficialis. Clitoromegaly may
also be a feature of certain syndromes, including Turner’s and Fraser
syndromes. Other causes include pseudo-clitoromegaly- an apparent
enlargement due to adjacent soft tissue abnormalities- and idiopathic
clitoromegaly, where no identifiable underlying pathology is found [2].

Clitoromegaly is a relatively common congenital abnormality;
however, acquired clitoral enlargement is rarely observed. It is
defined by a clitoral index (width x length) greater than 15 mm? in
newborns or above 21 mm?2 in adults [3].

Clitoral enlargement may arise from arange of hormonal causes, most
notably endocrinopathies and androgen-secreting tumours. These
include lipid cell tumours, Leydig cell tumours, arrhenoblastomas,
and virilising adrenocortical carcinomas [4,5].

Non-hormonal causes include conditions such as neurofibromatosis,
epidermoid cysts [6,7], fibroma [8], nevus lipomatosus cutaneous
superficialis [9], and certain syndromes associated with virilisation,
such as Klippel-Trenaunay syndrome [10] and Turner syndrome
[11]. Pseudo-hypertrophy of the clitoris is also recognised as a
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contributing factor [12]. High-resolution ultrasonography serves as
a valuable tool for excluding structural lesions, such as epidermoid
cysts or peri-clitoral abscesses [13]. Pseudo-clitoromegaly can be
found in girls as a result of constant masturbation [14].

When laboratory investigations, including haematochemical and
hormonal parameters, are within normal limits and imaging reveals
no abnormalities, the diagnosis of idiopathic clitoromegaly may be
considered [15], as we have seen in this case.

The initial management approach for clitoromegaly involves
identifying and addressing the underlying cause of the abnormal
enlargement, followed by a period of observation and monitoring
[16]. If clitoromegaly persists without satisfactory regression,
clitoroplasty may be indicated.

The primary objectives of clitoroplasty are to preserve clitoral
sensation and sexual function while achieving satisfactory cosmetic
outcomes, and also to improve the psychoemotional state of the
women. Although various operative techniques have been described,
reports of clitoroplasty in sexually mature women that preserve both
dorsal and ventral neurovascular bundles remain limited. One such
method involves preservation of the neurovascular pedicles during
clitoroplasty to preserve clitorial sensation and sexual function
[2,17]. A meticulous clinical examination is the first and most crucial
step in achieving an accurate diagnosis.

CONCLUSION(S)

Acquired idiopathic clitoromegaly is a rare condition. The main
approach in managing idiopathic acquired clitoral enlargement
involves identifying and treating any underlying cause, followed by
careful observation. Surgical intervention is considered if there is no
significant regression of clitoral hypertrophy.
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