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VULVAL LICHEN SCLEROSUS: SHARED CARE

Your patient has lichen sclerosus of the vulva and/or perianal area.  This condition is chronic and associated with a 3-5% risk of malignant change. We propose that shared follow-up care should be carried out between the hospital and the General Practitioner and should be on the basis of hospital review every eighteen months with the rest of the six monthly reviews carried out in the community. We encourage women to self-examine and report any changes. For most patients we now advocate maintenance treatment long term with once or twice weekly steroid (usually Dermovate or Elocon ointments). We also advise long term use of emollients/soap substitutes such as Cetraben, Hydromol or Doublebase (Aqueous cream no longer recommended). Please see our last clinic letter for individual recommendations.

When the disease is in clinical remission (symptoms well controlled and requiring less than 30g Dermovate ointment in any 6 month period) we will recommend that all reviews are done in the community. Community care may be more suitable for those who find travel to hospital difficult or prefer community care. Patients can be referred back urgently if there are any concerns.

In case your experience with this disease is limited we have produced this advice sheet.  
Vulval appearances and symptoms to expect in lichen sclerosus:

· The disease can present either as a localised patchy problem, or involvement can be extensive affecting the entire vulva/perineum, typically extending to the perianal area.
· Plaques are usually white and generally thin and atrophic (like cigarette paper). White changes alone in an asymptomatic patient do not necessarily require treatment.

· Purpura and haemorrhage are common features and may indicate active disease.
· Architectural change is common and there may be labial fusion with a contracted introitus, and the clitoris may be buried.
· Fissures are common, but must be seen to heal.
· Secondary infection with candida (which may be clinically atypical) and bacteria may cause worsening of symptoms. Please do a vulval swab and treat as appropriate. 
· Remember that many patients are post-menopausal and may need local oestrogen.
What to look for:

· Erosions which do not respond to topical application of Dermovate ointment once daily for three weeks should be referred urgently for review in the vulval clinic.

· Hyperkeratotic areas or fissured areas that do not respond to Dermovate ointment once daily for three weeks need urgent referral.
· Nodule formation is a very suspicious sign and needs urgent referral. If a tumour is strongly suspected urgent referral via the 2 week wait to gynaecology/oncology is preferable to avoid delay in treatment. Gynaecology/oncology 2 week wait fax number 01865 231407.
· If lichen sclerosus is more active ie increased symptoms, pallor and purpura then treat for 4-6 weeks with daily Dermovate and then restart maintenance treatment.
· Lichen sclerosus is associated with other autoimmune diseases such as thyroid disease. Please remain vigilant.

· Lubricants eg Astroglide or Yes may be needed for intercourse. We recommend Femmax vaginal dilators if intercourse is infrequent when there is narrowing of the vaginal entrance.
· If there is progressive and symptomatic scarring ie narrowing of the entrance to the vagina then please refer back especially if there are any urinary tract symptoms.
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