
Vulval problems

Skin biopsy is not necessary when a diagnosis can be made on clinical examination. Biopsy is required if a woman fails to 
respond to treatment or if there is a clinical suspicion of VIN or cancer
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History:
 Vulval irritation, pain, swelling, dyspareunia
 Menopause
 Urinary symptoms- urinary/faecal incontinence/use of pads
 Past history of abnormal cervical screening
 Smoking history
 h/o immune deficiency
 h/o skin disease or atopy- eczema, psoriasis/o autoimmune disease-

thyroid, alopecia, pernicious anaemia, type 1 diabetes, vitiligo, 
rheumatoid arthritis

 Current and past treatments
 History of allergies
 Identify possible allergens

Examination (with adequate lighting):
Vulva and perianal- erosions, blisters, 
fissures, hyperkeratosis
If VIN suspected- vagina and cervix
Lymph nodes in groin
Other parts of body (eczema); scalp, 
elbows, knees and nails (psoriasis); 
mouth (lichen planus)

Avoid ppt factors* 
1st Emollients and soap 
substitute (as above)
Consider topical lidocaine, 
but may cause irritation

Red flag findings:
Unexplained vulval lump
Vulval bleeding due to ulceration
Vulval pruritus or pain that persists 
despite treatment, with high 
degree of concern

Advice to patient:
 Avoid soap, bubble bath, antiseptic, deodorant wipes
 Use a soap substitute, not just water
 Shower rather than bath & avoid sponges / flannels
 Clean once daily
 Avoid biological washing powder & conditioner 
 Don't rub or scratch the area
 Use emollients throughout the day & after urinating
 Wear loose clothing, stockings instead of tights, sleep with no 

underwear
 Avoid dyed underwear and toilet paper
 Discuss lubrication for intercourse & consider vaginal dilator

Investigation:
Skin swab if infection suspected,
Blood: tft, gluc, HbA1c, ferritin
Full STD screen if indicated
Screen for autoimmune condition if 
lichen sclerosus or planus with clinical 
symptoms or signs

VIN:
Raised lesions- white, 
erythematous or pigmented, 
warty, moist or eroded, multifocal
HISTORY OF CIN/HPV

Vulval Vestibulitis:
Vulval pain, no inflammatory 
change

2 week wait 
referral

Refer Gynaecology-
vulval clinic

Avoid ppt factors* 
1st Emollients and soap substitute 
(as above)
2nd Topical steroids:
Hydrocortisone 1% ointment (mild) 
or Clobetasol proprionate 0.05% 
ointment (severe)

Vulval Dermatitis:
Erythema, lichenification, 
fissuring

Refer Gynaecology-
vulval clinic

Clobestasol proprionate 0.05% ointment half to one finger tip:
once daily for 1 month, then on alternate days for 1 month, then twice a week 
for 1 month, then once a week for 1 month gradually reduce.
One 30 g tube of clobetasol ointment should last at least 3 months.

If symptoms not controlled after 3 months

*Emollient 1st line Emulsifying ointment 
2nd line white soft paraffin/liquid paraffin 
50/50 
Soap Substitute Emulsifying ointment or 
ZeroAQS cream

Clinicians may find it difficult to 
diagnose vulval conditions, if unsure 
and a biopsy may be needed, refer

Pan London suspected cancer – gynaecology referral guide

Pan London suspected cancer – gynaecology referral form
Have you considered 

advice and guidance?!

Referral to secondary care
Or Or

Lichen Sclerosus:
Pale atrophic skin, figure of eight 
pattern around vulva and anus, 
midline fusion, loss of labia 
architecture
TAKE AUTOIMMUNE HISTORY

Lichen Planus:
Erosion of mucosal 
surfaces/wickham’s striae, papules, 
plaques and annular lesions on 
keratinized skin, vulval splitting 
LOOK IN MOUTH
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