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Abstract  

We report a case of erosive vaginal lichen planus in a 39 year old parous lady who presented 

with distressing pelvic pain, urinary symptoms and sexual dysfunction. This case report aims 

to increase the awareness of the vulvovaginal aspect of lichen planus and highlights the 

importance of multidisciplinary approach, treatment with steroids and immunomodulators, 

counseling and dedicated follow up to improve the quality of life in these women. 
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Introduction 

Vaginal lichen planus is an uncommon autoimmune disorder which causes distressing 

urogenital symptoms, stenosis and loss of normal vaginal architecture resulting in sexual 

dysfunction in women. Delayed diagnosis, poor response to treatment, chronic relapsing 

nature of the disease and poor family support often leads to deterioration of the quality of 

life in affected women.  

Case report 

A 39 old Indian lady belonging to Kuppuswamy’s Class II socio-economic status presented to 

the Gynaecology outpatient department with severe pain in the genital region causing 

inability to walk without limping for 3 years. She had burning micturition, urgency, 

frequency and occasional urge incontinence for 2 years. She was not sexually active for the 

past 2 years due to dyspareunia. She experienced itching per vaginum and blood stained 

vaginal discharge for 6 months. There was no history of fever, vomiting, constipation or 

diarrhoea. She had no known medical co-morbidities like diabetes or tuberculosis. There 

was no history suggestive of high risk sexual behavior or chronic drug abuse. 

She was married for 17 years and had a term caesarean delivery 15 years earlier. She had 

regular menstrual cycles every 26-28 days with normal flow lasting for 3-4 days.  

She was evaluated at different hospitals and was given multiple courses of antibiotics and 

antifungals over 3 years with the diagnosis of pelvic inflammatory disease and urinary tract 

infection. But there was no relief of symptoms.  
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Figure 1 showing stenosed vaginal introitus with multiple erythematous superficial 

ulcerations 

 

 

She did not allow speculum or vaginal examination due to severe pain. The introitus and 

visible lower part of the vagina was stenosed with extensive erythema and mutiple 

superficial ulcerations (Figure 1). Her skin, hair, nails and oral cavity was normal. She was 

screened for sexually transmitted diseases which was negative. Ultrasound scan of the 

pelvis did not reveal any abnormality. Her midstream urine culture was sterile. 

She underwent examination under anaesthesia, Pap smear and vulvo-vaginal biopsies. 

There were multiple superficial reddish ulcerations at vulvovaginal junction and lateral 

vaginal walls with whitish striae over it. Vagina was stenosed with adhesions and scarring 

which was bleeding to touch. Nasal speculum was inserted into the vagina to visualize the 

cervix which appeared normal. 

The Pap smear was negative for malignancy. The vulvovaginal biopsy showed an ulcerated 

fragment of skin with dense infiltrates of lymphocytes, histiocytes and few neutrophils with 

pigment incontinence. The epidermis showed compact orthokeratosis, parakeratosis, 

spongiosis, mild lymphocytic exocytosis and basal cell vacuolation. The dermis showed focal 

band like and perivascular infiltrates of lymphocytes and histiocytes. The histopathology was 

consistent with the diagnosis of lichen planus (Figure 2). 
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Figure 2: Photomicrograph suggestive of lichen planus 

 

 

 

Following vaginal biopsy, she was started on 30 mg of deflazacort orally once daily for 3 

weeks and 0.05% clobetasol proprionate cream for topical application. After 2 weeks, once 

the local inflammation subsided, use of vaginal dilators was commenced. The oral steroids 

were tapered and stopped. The pain decreased, but she could not resume sexual activity 

due to fear of dyspareunia. After multiple sessions of psychiatry counseling along with 

topical steroids, antidepressant and vaginal dilator use, her symptoms improved 

dramatically and she resumed penetrative sexual intercourse. 

Discussion 

Lichen planus is a rare multisystem chronic autoimmune inflammatory dermatosis involving 

the mucous membrane, skin and nails. It affects 0.5- 2% of the general population with a 

female pre-ponderence. Lichen planus, first described in 1839 by Erasmus Wilson is more 

commonly seen and treated by dermatologists, though 50 % of them can have vulvovaginal 

involvement 1. Isolated vaginal lichen planus is extremely rare. 

Though the exact etiology is not known, it is thought to be due to T- cell activation against 

basal keratinocytes at the dermo-epidermal junction. Familial cases may have HLA DR1 

association and cutaneous forms may be associated with chronic hepatitis C. Lichen planus 

may also be precipitated by drugs like non-steroidal anti-inflammatory drugs, β-blockers, 

lithium, quinine, gold and methyldopa. 

The international 2012 electronic-Delphi consensus exercise involving 73 experts from 

various specialities identified the presence of 3 out of the 9 clinicopathological criteria for 
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the diagnosis of erosive vulval lichen planus 2.The following nine criteria are proposed for 

the diagnosis of the disease: 

1. Symptoms of burning or pain 

2. Well-demarcated erythematous areas/erosions at the vaginal introitus. 

3. Presence of vaginal inflammation 

4. Presence of hyperkeratotic margin to the lesion and /or milky white striae at margins 

called Wickham’s striae 

5. Scarring / loss of vaginal architecture 

6. Involvement of other mucosal areas 

7. Well-defined inflammatory band at the dermo-epidermal junction 

8. Inflammatory band with predominant lymphocytes 

9. Degeneration of basal layer ( basal apoptosis, civatte bodies, abnormal 

keratinocytes) 

Vulvo-vaginal lichen planus can be erosive (as in our patient), papulosquamous or 

hypertrophic1. A high index of clinical suspicion followed by biopsy confirms the diagnosis. A 

slightly increased risk of squamous cell carcinoma in non-hair bearing vulvar mucosa with 

increased risk for inguinal metastasis is noted in women with vulvar lichen planus, probably 

due to the chronic inflammation and irritation3. More studies are recommended to know 

the effect of aggressive and early treatment of lichen planus on the risk for malignant 

transformation. 

Treatment options are limited and needs proper counseling regarding the chronicity of the 

disease. The most challenging aspect of care is the management of altered vaginal 

architecture leading to loss of sexual function. The first line of treatment is the 

administration of ultra-potent topical corticosteroids4. Severe cases may need systemic 

corticosteroids which should be tapered and stopped. Patient education and psychological 

support is a very important aspect of care in these women. Emollients, antihistamines and 

mild antidepressants may be used as required .Local hygiene should be stressed upon and 

any superimposed infection to be treated. Any drug use precipitating lichenoid eruptions 

should be identified and stopped. 

Vaginal stenosis and loss of vaginal architecture requires surgical intervention to release the 

adhesions and restore the normal anatomy followed by use of vaginal dilators to prevent 

restenosis. 

In those with only partial response, relapse or resistant cases, topical immunosuppresants 

like tacrolimus which is a calcineurin inhibitor is recommended1. It is preferable to start 

tacrolimus after the acute inflammation has subsided as they frequently cause burning or 

tingling sensation which usually resolves with continued use. A trial of 6-8 weeks with one 

mode of treatment should be done before switching over to other modalities. 
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Other second line treatment modalities used for refractory cases include cyclosporine, 

methotrexate, hydroxychloroquine, retinoids, mycophenolate mofetil, dapsone, minocycline 

etc which are still experimental. Colifoam enemas which are used in treatment of ulcerative 

colitis intravaginally have been successfully used in the treatment of lichen planus 1. 

A combined multimodality treatment approach with patient education, behavioural 

modification, medications like steroids and immunomodulators, vaginal dilatation and 

dedicated follow up improves the quality of life in women with erosive vulvo-vaginal lichen 

planus. 
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