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Objectives

 To learn how to diagnose and treat lichen 

sclerosus 

 To learn how to evaluate and treat erosive 

lichen planus 

 To learn how to evaluate and treat lichen 

simplex chronicus





Why is this talk ? 

 Although the vulva is the most visible female 
genital structure,  it gets the least attention in the 
medical literature and has been called the 
“forgotten pelvic organ.”1

 In general, gynecologists receive very little 
training in vulvar dermatology, and dermatologist 
rarely look at the vulva (and never look in the 
vagina.) 

 All of the diseases discussed in this lecture can 
cause vulvovaginal burning, pain and 
dyspareunia.2

1. Noller, K.L., Vulva: the forgotten pelvic organ. Obstet Gynecol, 2004. 104(5 Pt 1): p. 913-4.

2. Burrows LJ, Goldstein AT, Vulvar Dermatoses in Press Jouranl of Sexual Medicine



Clinical Pearls 

 Use a colposcope to examine the vulva

 Biopsy- but only if there is a lesion- use a 4mm 
punch biopsy and always close with polyglactin 
suture.

 Send all biopsies to dermatopathologist with a 
differential diagnosis. Call the pathologist with 
questions. 

 Do not empirically treat with steroids (primum 
non nocere) !

 All lichens are not created equal- tell your patients 
that they need to know the “whole name”



Lichen 

Sclerosus

(LS)



LS: General Information
 Probably autoimmune as there is a proliferation of 

monoclonal T lymphocytes in the dermis. In addition, LS 
is association with  auto-immune disorders including 
thyroid disease, alopecia areata, viteligo, pernicious 
anemia, and  lichen planus. Lastly, there are high levels of  
circulating auto immune antibodies in patients with lichen 
sclerosus.1

 Prevalence: 1 in 70 women 2

 Females of any age can develop LS, including young 
children, toddlers and infants (as can males) however most 
common in post-menopausal women. Median age of onset 
is 51 years old. (is this a detection bias?) Less common in 
women of color.

1. Harrington, C.I. and I.R. Dunsmore, An investigation into the incidence of auto-immune disorders in 

patients with lichen sclerosus and atrophicus. Br J Dermatol, 1981. 104(5): p. 563-6.

2.      Goldstein et al . Prevalence of Vulvar Lichen Sclerosus in a General Gynecology Practice. J Reprod Med. 

2005 Jul;50(7):477-80



LS: General Information

 Childhood LS usually does not resolve at puberty 
though symptoms may decrease because of 
estrogen.

 Often misdiagnosed as yeast infections, herpes or 
vitiligo.

 3-6% risk of developing vulvar squamous cell 
carcinoma.

 women with LS are less likely to be sexually 
active (vaginal intercourse, oral intercourse, and 
masturbation) than control groups. 1

1. Gagne H, D.V., Haefner H, Patel D. , Vulvar Pain and Sexual Function in Pateints 

with Lichen Sclerosus. J Repro Med 2007. 52(2).



LS: Diagnosis

 Pruritus, burning, dyspareunia 

 Texture changes: “cigarette paper” 

crinkling, looks waxy, fissures.

 Hypo-pigmentation – “butterfly” or 

“keyhole” appearance

 Scarring and architectural changes. clitoral 

hood fuses, phimosis of the clitoris, 

resorption of the labia minora, narrowing of 

the introitus causing recurrent tearing.



LS: Diagnosis

1. Punch biopsy should be  used before initiating 
treatment  (in children, treatment is sometimes 
initiated without a biopsy). Biopsies show: 

 hyperkeratosis of the epidermis,

 epidermal atrophy with loss of rete ridges

 homogenization of the collagen in the upper 
dermis

 lichenoid (band-like) inflammatory infiltrate in 
the dermis 





LS – Classic Presentation lichen 

sclerosus 

LS can be identified by 

the loss pigmentation, 

texture changes, 

echymosis, alterations 

in labial architecture, 

and fissuring. 



Lichen Sclerosus 





Lichen Sclerosus in a Child



Lichen Sclerosus Confined to the 

Perineum 



Lichen Sclerosus on the 

Abdomen and Breast 



Lichen Sclerosus – Subtle 

Presentation











LS: Treatment

 Clobetasol 0.05% ointment (Temovate brand if 
available) once daily after soaking. 

 Reduce frequency to 1-2x/ week and/or potency 
when all active LS has resolved, not when 
asymptomatic. (Do not stop after two weeks!)

 Testosterone and does not work better than 
petrolatum ointment alone. 1

 Current research focusing on using topical 
macrolide immunosuppresants. 2

1. Bornstein, J., et al., Clobetasol dipropionate 0.05% versus testosterone propionate 2% 

topical application for severe vulvar lichen sclerosus. Am J Obstet Gynecol, 1998. 178(1 

Pt 1): p. 80-4. 

2. Goldstein et al. Pimecrolimus for Lichen Sclerosus. J Reprod Med. 2004 Oct;49(10):778-80. 



LS Treatment 

 Perineoplasty for narrowing of the introitus 

and continued tearing at the posterior 

fourchette- only after all active disease has 

resolved and tissue has been treated with 

topical estradiol.1  85-90% success rate. 

 Surgical correction of clitoral phimosis.2

1. Rouzier, R., et al., Perineoplasty for the treatment of introital stenosis related to 

vulvar lichen sclerosus. Am J Obstet Gynecol, 2002. 186(1): p. 49-52.

2.       Goldstein AT,  Burrows LJ . Surgical treatment of clitoral phimosis caused by 

lichen  sclerosus. Am J Obstet Gynecol. 2007 Feb;196(2):126.e1-4.



Erosive Lichen Planus



Lichen Planus: Diagnosis
 Burning, pain severe dyspareunia, vaginal 

stenosis, sticky yellow discharge.

 Red plaques on mucous membranes (vulva, 
vagina, mouth)  with white “lacy” edges or 
violacious borders.

 May resemble lichen sclerosus, particularly 
when late agglutination and architecture occurs 
but LS is never above the hymen, Can co-exist 
with LS.

 A biopsy is helpful in diagnosing LP but 
histological findings are sometimes non-
specific. D. IF also useful to help rule out 
bullous diseases.



LP: Classic Presentation

LP with painful 

vulvar erosion 

and irregular 

white lacy border 

(Wickham Striae)



Erosive Lichen Planus



Erosive

Lichen 

Planus

(LP)



Oral Lichen Planus



LP: Subtle Presentation

Even subtle lichen 

planus can hurt, as it 

does in this woman who 

has mild white 

streakiness towards the 

posterior fourchette, and 

small posterior vestibular 

erosions.





LP: Treatment

Options include:

 Ultrapotent corticosteroids (clobetasol)

 tacrolimus or pimecrolimus (be careful –

absorbed from vagina)

 Systemic steroids, retinoids, MPM, 

Cyclosporine, MTX

 Vaginal dilators essential to prevent vaginal 

stenosis from synechiae. 



Lichen

Simplex

Chronicus

(LSC)



LSC: General Information

 AKA: vulvar eczema, vulvar dermatitis, atopic 

dermatitis, neurodermatitis.1

 End stage of itch-scratch-itch cycle in predisposed 

patients initiated by:

 Irritants

 Allergens

 Infections

 VIN

 Mast cell/histamine mediated

1. Lynch PJ. Lichen Simplex Chronicus. 1: Dermatol Ther. 2004;17(1):8-19



LSC: Diagnosis

 Patient reports intense pruritus with relief upon 
scratching, but relief is follow by recurrent 
itching.

 Thick, lichenified skin – often with erythema

 May exhibit erosions, fissuring, broken hairs, 
alopecia, and exaggerated skin marking

 Frequently with concurrent yeast or bacterial 
superinfection.

 Biopsy shows hyperkeratosis, spongiosis, 
acanthosis, and a chronic dermal inflammatory 
infiltrate. 



LSC – Classic Presentation

Symptoms of LSC are 

caused by chronic  

rubbing or scratching 

(erythema, thickening, 

alopecia.) 



Lichen Simplex Chronicus



Lichen Simplex Chronicus



Lichen Simplex Chronicus 



LSC: Treatment (all components are 

essential)

 Remove all irritants or allergens and stop all soaps, 
detergents, douches, etc. 

 Sitz baths  in warm water 1x/day for 10-15 minutes 

 high potency topical corticosteroid ointment- must rub in 
for 90-120 seconds. 

 Amitriptyline (10-50mg) and ice (frozen peas) at bedtime 
to stop scratching  in their sleep.

 Treat any underlying infection (Amox/clav + fluconazole)

 Current research focusing on pimecrolimus instead of 
corticosteroid.1

Goldstein  et al.. Pimecrolimus Cream 1% for the Treatment of Vulvar Lichen Simplex Chronicus: An Open-

Label, Preliminary Trial. Gynecol Obstet Invest 2007 Jul 27;64(4):180-186









Aphthous ulcers

 Deep, full thickness 

ulcers with 

yellowish base that 

are very painful. 

Commonly in white 

adolescent women. 



Aphthous Ulcers

 May be associated with EBV and CMV,  
but most commonly in response to stress.

 Associated with oral aphthae 

 If recurrent oral and vulvar ulcers the 
diagnosis is complex aphthosis.

 If a patient has a diagnosis of complex 
aphthosis you  must consider the diagnosis 
of  Behcet’s disease.



Complex Aphthosis



Complex Aphthosis – treatment 

 Treat superinfection – (amox/clav) + 

fluconazole

 Pain management- lidocaine, systemic

 Steroids- intralesional triamcinolone 20mg

 Ophthalmology, GI, Rheumatology consult 

if any evidence of Behcet’s



Behcet’s Disease

 A rare chronic inflammatory disorder most 
common in young women of Asian or 
Mediterranean descent.

 Recurrent oral ulcers at least three time in one year 
PLUS any two of the following:

 Recurrent vulvar ulcers

 Eye lesions (uveitis, vasculitis)

 Skin lesions (Erythema nodosum, acneiform 
nodules)

 Positive pathergy test



Behcets Disease

 Can cause arthritis, 

meningitis, 

inflammation of the 

bowel, and vasculitis. 

 Complications include 

blindness, stroke, 

memory loss, impaired 

speech
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Clinical Pearls 

 Use a colposcope to examine the vulva

 Biopsy- but only if there is a lesion- use a 4mm 
punch biopsy and always close with Vicryl-Rapide

 Send all biopsies to dermatopathologist with a 
differential diagnosis. Call the pathologist with 
questions. 

 Do not empirically treat with steroids (primum 
non nocere) !

 All lichens are not created equal- tell your patients 
that they need to know the “whole name”




