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Housekeeping — Zoom webinar

@ All attendees are muted

Please ask questions via the Q&A box only

L[ .
-  Q&A will be at the end of each speakers
presentation
* Questions will be asked anonymously to protect
your privacy
&

This session is being recorded.
You will receive a link to this recording and copy of
slides in post session correspondence.

Type your questions in the \

Q&A box.

Q&A

Welcome to Q&A

Questions you ask will show up
here. Only host and panelists




Housekeeping — Zoom webinar

Is your session name the same as your registration? x
_ . Not sure if your name

To ensure we can issue your certificates and CPD please ensure matches, send a Chat

you have joined the session using the same name as your event message to ‘NWMPHN

registration (or phone number, if you have dialled in). Education’ to identify

yourself.




Housekeeping — Zoom webinar

How to rename yourself O paricpents @ ~ o x \
BB ~wmetn Education (Host, me) ) e
. o o Jane Example £ CHh
1. Click on Participants . T %
2. If using e )
Y App: CIiCk On your na me Computer: B remember my name for future meetings
e Computer: hover over your name and click the 3 dots e

* Mac: hover over your name and click More
3. Click on Rename

~

4. Enter the name you registered with and click Clse  Participants (2
Done / Change / Rename &y Jene Example (me) »
Phone/App: @ nwhpHN Education (Hosy)  § m

Rename

Unmute




Mercy Health update = S .

Referral Date™ 29/07/2024

Requested Information A

Genetics - Dr Lillian Downie i - —
Referral Continuation O New

O  Amended referral/update previously sent refer

Mercy Health prefers referrals to its

O Renew expired referal

Referral Period™ 12 months v

Outpatient Specialist Clinics are - Ovr @
Medications, Allergies, Special Needs / Reasonable Adjustments for Disability* O Yes @ No
° ° Alerts
b tt d t h h R f I 2o Does the patient have a carer / support person?* O Yes ® No
s u m I e ro ug e e e r ra s u S I n g Is the patient appropriately equipped and enabled for Telehealth O Yes @® No

(video) consultation?* [

°
H ea It h LI n k S m a rt Fo rm s Medical, Social and Family | | acknowledge that the patient has consented to the referral and to their personal and health information being shared |
° History referring clinician, the nominated GP, the health service staff and other health service providers as required to facilitate
Medical history specified treatment or care.

O Patient Consent*

Patient Information A | HeathPathways Melbourne

This method is integrated into most SRS Yt e, s o et el et o ot n ety s
- Urgency” [ Routine: Greater than 30 days w

practice software and ensures easy |

a tt a C h i ng Of t e St re S u It S . Please indicate the presenting problem or working diagnosis

Referrer Information
Sam Entwistle Referral Purpose® Plzase select v

Browse for Consultation Notes

Additional information

Please include social history, patient services and any other relevant information as appropriate

For more information, visit our HealthLink
eReferral information website [ o | con [ s

08/05/2014 | Height(cm) | 1775 08/052014 | BMI 254
08/05/2014  Weight (kg) = 80 1200772012 | BP(mmHg) = 110/70

i



https://health-services.mercyhealth.com.au/health-professionals/refer-a-patient/healthlink-information/
https://health-services.mercyhealth.com.au/health-professionals/refer-a-patient/healthlink-information/
https://health-services.mercyhealth.com.au/health-professionals/refer-a-patient/healthlink-information/
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Mercy Health

Care first

Feedback form for Health Professionals
The Primary Care Liaison Unit would love to hear from youl!

Please provide any feedback easy and quick via our online feedback form.

For any education requests please complete our education request form.

For more information visit our Primary Care Liaison website: https://health-

services.mercyhealth.com.au/health-professionals/primary-care-liaison-unit/



https://health-services.mercyhealth.com.au/health-professionals/feedback-form-health-professionals/
https://forms.office.com/r/igkaADtCj5
https://health-services.mercyhealth.com.au/health-professionals/primary-care-liaison-unit/
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Stay informed about key updates
from the hospital.

Subscribe to our new, mobile-friendly
qguarterly newsletter to receive
essential hospital updates, clinical
insights, and upcoming education
opportunities tailored for primary
care.

Register for the Primary Care Liaison
newsletter today.

{0 2 /cloud.microsoft : ) 2% /cloud.microsoft :
a: ool T
\|
h

Mercy Hospital for Werribee Mercy

Hospital

Newsletter



https://portal.mercy.com.au/surveys/surveys/?s=L4N3HD3DEWPPJAWH&_gl=1*1sz3fan*_gcl_au*MTU1NzQ1MDE4Ni4xNzY5MDM5NTU2
https://portal.mercy.com.au/surveys/surveys/?s=L4N3HD3DEWPPJAWH&_gl=1*1sz3fan*_gcl_au*MTU1NzQ1MDE4Ni4xNzY5MDM5NTU2

Search for the Vulval Itch Pathway on the Homepage

Use the search bar to quickly locate clinical pathways or conditions

mee”
% Community
' HealthPathways
...
« . .
< o
oo L
Essential quick-access
links for latest updates
s Corem Melbourne P !
" I AL TS n Pathway updates,
Use the T il LA L L 1L AL LIN YA LSS p— clinical resources and
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Streamlined Navigation of Vulval Itch (Pruritus Vulvae) for General Practice

All Sections in One Place: Assessment, Management, and Referral sections on a single page, making it easy for GPs to quickly navigate the
entire clinical pathway without switching screens.

Assessment

O Management

&) Referral

Vulval Itch (Pruritus Vulvae)

Background

About vulval itch (pruritus vulvae) v

Assessment

1. Take a history ¥ .
2. Perform an examination .
3. Consider differential diagnosis:

« Skin conditions:

°

Eczema (lichen simplex)

°

Irritant contact dermatitis — consider feminine products including sanitary items, douches and deodorisers, skin
cleansers, talcum powders, and toilet paper

Lichen sclerosus v

°

°

Lichen planus v

°

Genital psoriasis v
s Other causes v

4 If ulcers are present, and hefpes simplex has been excluded, consider sexually and non-sexually acquired genital ulceration
(NSGU). Follow the Anogenitd] Ulcers pathway.

5. Consider arranging a punch bidesy te confirm the diagnosis of lichen scleresus or lichen planus:
« Can be performed in primary, care if general practitioner comfortable with procedure.

« Mo biopsy required if the clinidian is certain of diagnosis after examining the patient.

Click to Expand

Vulval Itch (Pruritus Vulvae)

Management

1. Educate patient regarding goed vulval care and provide written information [ about their condition.

2. Use a mirror or pictures [} to explain the anatomy, the nature of the patient's condition, and where 1o apply topical reatment if
this is to be used.

o

Request non-acute gynaecology assessment o arrange biopsy if:
« malignancy is suspected.

« confirmation of suspected lichen sclerosus or lichen planus is required, and general practitioner is unable to perform biopsy
in general practice.

el

Manage according te diagnosis

o Eczemav

« Infective conditions v

o ritant comtact dermatitis v

« Lichen sclerosus v

« Lichen planus v

o Pruritus v

« Genital psoriasis v

« Menopause

» Extramammary Paget’s disease v
« Vulval intra-epithelial neoplasia v

Prior to prescribing, see [l Australian Medicines Handbook or similar autharitative source.

o

If diagnosis is uncertain or condition has failed to respond to adequate treatment, request nof-acute gynaecology assessment or
non-acute dermatology assessment.

Drop-down boxes appear throughout the pathway, click them

Referral

» Request non-acute gynaecology assessment if:
« malignancy suspected, to arrange biopsy.
« confirmation of suspected lichen sclerosus or lichen planus is required.
« GP not confident to perform biopsy in clinic.
» extramammary Paget's disease confirmed for further investigation of underlying malignancy.
« vulval intra-epithelial neoplasia confirmed for further management.

« Request non-acute gynaecology assessment of non-acute dermatology assessment:
» 10 assess that lichen sclerosus continues in remission.
« for yearly review for signs of vulval intra-epithelial neoplasia (VIN) or/rulval cancer.
« if patient develops findings of concern or there are any changes bétween reviews.
« if lichen planus confirmed for specialist management.

« if diagnosis uncertain or condition has failed to respond to 4dequate treatment.

Information
I\ Forneann professionals

W Forpatients v

Click on the Links
Use the interactive links to open related
pathwavys and resources



Path\kfays Discover Detailed Management Guidance on Vulval Itch Pathway

Melbourne
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The Management section provides diagnosis-specific treatment guidance. Users can b i

expand each diagnosis to view recommended management steps, clinical
considerations, and links to supporting pathways and trusted resources. Example: Lichen Sclerosus

¢ Condition-specific management details.
e Links to referral pathways.
¢ Includes resources such as the AMH handbook.




Relevant and Related Pathways

Relevant Pathways Related Pathways

Vulval Itch (Pruritus Vulvae) Cervical Cancer

Vulvodynia Endometriosis

Anogenital Ulcers Female Genital Cutting/Mutilation (FGC/M)
Bacterial Vaginosis Fibromyalgia

Candidiasis (Genital) Genital Warts and Human Papilloma Virus
Chlamydia (HPV)

Eczema (Atopic Dermatitis) in Adults Irritable bowel syndrome

Genital Dermatology
Genital Herpes

Referral Pathways

Gonorrhoea
Menopause
Recurrent or Chronic Vulvovaginal Candidiasis Acute Dermatology Referral (Same-day)
Trichomoniasis Acute Gynaecology Referral (Same-day)

Non-acute Gynaecology Referral (> 24 hours)
Non-acute Dermatology Referral (> 24 hours)

CPD Hours for HealthPathways Use



https://melbourne.communityhealthpathways.org/193909.htm
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ealthPathways Access Now: Sign In or Scan to Register
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Please click on the Sign in or register button to create your “n= HealthPathways Melbourne
individual account or scan the QR code below.
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Mercy Health

Care first

Dr Kathy Cook is one of Melbourne’s leading gynaecologists in the field of vulval vaginal
conditions. She is also an obstetrician with decades of experience across Melbourne’s
tertiary women’s hospitals. She is also a fellow of the College of Physicians, specialising in

Sexual Health Medicine.

To relax, she enjoys craft work, reading and music.
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Mercy Health
Care first

Alice obtained her medical degree at the University of Melbourne and completed her

specialist training at the Mercy Hospital for Women. In her advanced fellowship years, she

gained further experience in high-risk obstetrics and ultrasound at the Royal Women’s

Hospital and Joan Kirner Women’s and Children’s Hospital, and in minimally invasive

surgery at Epworth Freemasons. During this time, she obtained a Masters of Public Health

and Tropical Medicine and has also completed a Masters of Reproductive Medicine with a

focus on fertility.

Alice has a special interest in vulval dermatology and is one of the consultant
gynaecologists at the Vulval Dermatology Clinic at Mercy Hospital for Women. She consults
privately at Bae Women’s Health in Mitcham, and provides general gynaecological,
obstetric and fertility care, delivering fertility services through Newlife IVF in Box Hill.
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Mercy Health

Care first

Rebecca completed her undergraduate medical degree with honours at Monash University.
She has trained and worked across a diverse range of healthcare settings, including large
tertiary centres, smaller urban hospitals, and rural hospitals.

Rebecca currently holds a public obstetric/gynaecology appointment with Mercy Health and
works as a private gynaecologist at Empower O&G, Bundoora.

Rebecca provides comprehensive private gynaecology services with a focus on patient-centred
care. Her clinical interests include colposcopy, perimenopause and menopause management,
abnormal menstrual bleeding, vulval skin disorders, ovarian cysts, and IUD insertion and

contraceptive counselling.

Outside of medicine, she is passionate about supporting and empowering women in all
aspects of life. Her personal interests include sewing, camping and hiking, reading, cooking,
nd spending time with her family.
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Mercy Health

Care first

Dr Stephanie Bond is an obstetrician and gynaecologist and sexual health physician at
Melbourne Sexual Health Centre, The Royal Women’s Hospital and Mercy hospital for
Women. She is the Vice President of ANZVS. She is Clinical Lead for Sexual Health at the
Royal Women’s Hospital. She is undertaking PhD research into congenital syphilis
prevention and is passionate about providing holistic care for people affected by

vulvovaginal conditions.




Vulval
Dermatology

Mercy Hospital for Women




OUR TEAM

Dr Alice Truong (O&G)

Dr Rebecca Shields (0&G)

Dr Stephanie Bond (O&G/Sexual Health)

Dr Kathy Cook (O&G/Sexual Health) — Head of Unit
Dr Jacinta Opie (Dermatologist)

Dermatology Registrar, O&G Registrar/Resident
Maddy Redgewell (Gynaecology Nurse)



Case Study

66 year old

Vaginal burning for 10 months

On b/g of admission to hospital with cellulitis and septicaemia after
umbilical hernia repair. Prolonged course of IV Abx over 2 months via
PICC line and then oral Abx.

Self-treating with topical nystatin. Sx would resolve but then recur

Examined by GP — noted resorbed labia, faint white patch at site of
pain ?lichen sclerosus



History

Also gets itch — changed from using toilet paper to water wipes which helped
Denied soap use, only using water to wash

No pad use, no incontinence

Tried using Sudocream as barrier, but stung, so did not continue

Not been on any topical steroids

O&G Hx: 2 vaginal births, TLH/BSO for large ovarian cyst (benign), Menopause
mid-40’s, no MHT

PMH/PSH: HTN, sciatica, back pain, Wolf-Parkinson-White syndrome (previous
ablation), occasional eczema on hands and arms, denied diabetes (recent HbA1C
NAD), BMI 38

Disclosed history of sexual assault as adolescent — has always found vulval
examinations/precedures confronting



Examination

Bilateral labial resorption right > left, partial burying of clitoris
Pallor and some hyperkeratosis periclitorally and at interlabial sulci
Small skin fissure midline above clitoris

Patch of pallor on inner right vestibule

LVS MCS sent again to check for thrush

Discussed that findings were consistent with lichen sclerosus but
recommended biopsy to confirm diagnosis and exclude dysplasia

2 x 3mm punch biopsies taken at left anterior fourchette and at right
vestibule after local anaesthetic infiltration. Silver nitrate for haemostasis






Management

Advised nothing on vagina for 1 week post-biopsy

Given script for Advantan Fatty Ointment to commence after one week
- Nocte for 1 month

- Then 2" daily ongoing until review again in 2 months
Suggested Dermeze as emollient/barrier use mane

Results

Vulval biopsy — lichenoid chronic inflammation, similar features may be seen
in early lichen sclerosus, no evidence of malignancy or dysplasia

LVS MCS — no candida



Review -2 months later

Felt significant improvement with AFO regime
Forgot to use ointment for 2 weeks, then got vulval burning sensation again.
Resumed 2"d daily use, and burning has again resolved

O/E:

Bilateral labial resorption and partial burying of clitoris c/w previous changes
Pallor resolved

Non tender

Skin appears healthy, no ulceration/erosions or suspicious lesions

Perianal area NAD

Advised to drop AFO to 2-3 times/week depending on symptoms
Review 6 months



Review -6 months later

Had another admission to hospital with sepsis secondary to cellulitis
Was in ICU and again on prolonged Abx (IV then PO)
Dx with heart failure - commenced on Dapagliflozin by cardiologist

After discharge, vulval pain worse again. Had not used AFO while in hospital
Pain with urination, felt like “razor blades”, bleeding on wiping
Back to using AFO 2-3 times/week

O/E:

Anatomical changes as previously seen

Small skin fissure just above clitoris

Labial agglutination at posterior fourchette

Lichenification and erythema on labia majora bilaterally

LVS and vulval swabs sent — HSV neg, but heavy growth of candida

Mx: Advised DeremezelBD, Xylocaine jelly 2% PRN for analgesia, Increase potency
of steroid from AFO to Diprosone OV daily for 1 month, then 2" daily until review
in 2 months. Tx with stat PO fluconazole for thrush



Review -2 months later

Felt improvement after a few days on Diprosone OV
Didn’t feel that PO fluconazole made much difference

O/E:

Mild erythema on labia majora, non tender
Same anatomical changes

Some agglutination at posterior fourchette
No pallor or hyperkeratosis

Repeat LVS MCS — again heavy growth of candida albicans

MX:

- Dip OV decreased to 2-3 times/week

- Advised to treat thrush again with PO fluconazole, and can self-treat if flares
with symptoms



Review -6 months later

Since last review, having frequent flare ups

Recurrent thrush with discharge

Requiring oral fluconazole every 2-3 weeks, which helps but only short term
Bleeding from vulva

Symptoms settled in the last week with increasing Dip OV use

O/E:
Same anatomical changes
Smooth skin, no signs of active LS

TX:
Given had >6 episodes of thrush in the last 6 months, suggest suppressive

treatment with weekly fluconazole 200mg
Switched from Dip OV to clobetasol, as now on PBS. To use twice/week for

maintenance



Review -6 months later

Has been taking oral fluconazole weekly

States has been “life changing”

Essentially has not had any flare ups in the last 6 months
Using clobetasol once a week

O/E:

Same anatomical changes

No active LS — no pallor/hyperkeratosis

Some skin thinning, with signs of steroid atrophy

TX:
Topical steroid potency reduced back to Advantan Fatty Ointment — advised to use

1-2 a week
Suggest trial coming off oral fluconazole for a month, however if thrush returns,
can go back on suppressive treatment



Discussion points

- What were the patient’s risk factors in developing her vulval skin issues?

- Why did she keep having recurrent thrush?

- What key education points are important to discuss with the patient after the
diagnosis of lichen sclerosus?

- What vulval skin care advice would you give?



History

Symptoms — itch, pain, irritation, dryness, narrowing of the vagina, discomfort
with sex, bleeding, palpable lump, rough area

General health including diabetes, other autoimmune conditions, pain
conditions

History of dermatitis or atopy

Medications — oral, topical, vaginal pessaries

Vulval care — washing frequency, water only or soaps, baby wipes
Use of pads and what underwear

Any incontinence — urinary or fetal, how often, volume

What creams or moisturisers are being used

Mobility — ability to self-apply topical treatments

Social history — will costs be a limiting factor



Vulval examination

- With consent and respect, in a safe environment
- Offer a sheet, good lighting

- Offer a mirror to talk the patient through examination findings if they wish, and
to teach self-examination at home

- Active examination
- Be systematic
- Look at anatomical landmarks and skin. Start anteriorly and move posteriorly
- Part the labia to examine the labia minora and vaginal mucosa
- Use cotton tip to pinpoint exact area of discomfort or pain

Compare with previous examination findings to assess for interval change
(diagrams or clinical photographs can be very helpful)

- If planning to do a biopsy, have equipment already set up before starting



Active Examination




Vulval Anatomy

Vulval
anatomy

ANZ Vulvovaginal Societ N
ORI = Clitoral hood

Clans clitoris
Labia minora
Urethral opening
Vestibule
Vaginal opening

Major vestibular (Bar-
tholin's) gland opening
Posterior fourchette

Abdomen
Mons pubis
Groin

Labia majora
Perineum

Anus

Perianal
area

Natal cleft

© Illlustration by Hilde Atalanta

Hart’s Line
Vaginal Opening
Hymen
Vestibular Glands



Vulval skin care

- Use cotton underwear

- Absorbable underwear better than liners or pads

- Use hypoallergenic laundry products to wash underwear, use less detergent
- Avoid fabric softeners

- Avoid tight fitting pants/jeans, especially if made of synthetic fibres

- Remove wet bathing suits as soon as possible

- Showering — avoid soaps on vulva, hands and water only to clean vulva, avoid
washcloths and scrubbers. Pat skin dry gently

- Toileting — rinsing with water is less irritating than toilet paper, avoid baby/adult
wipes

- Hair removal — avoid creams, and shaving. Trimming with clippers is OK

- Use an emollient to protect and moisturize the skin (Dermeze, Vaseline)

- Avoid scratchinggisé'cool compresses instead



Resources

- ANZVS (Australia New Zealand Vulvovaginal Society) website

- Great patient handouts on Vulval Care, Lichen Sclerosus, Vulval Biopsy,
Vulvodynia, Candidiasis, Dermatitis, Lichen Planus, and Vulval Anatomy
diagrams

- https://www.anzvs.org/patient-information/

- Dermnet NZ

- - https://dermnetnz.org/topics/lichen-sclerosus
- Covers a wide range of dermatological conditions, including those of the vulva
- Lots of images to help correlate with examination findings
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https://www.anzvs.org/patient-information/
https://www.anzvs.org/patient-information/
https://www.anzvs.org/patient-information/
https://dermnetnz.org/topics/lichen-sclerosus
https://dermnetnz.org/topics/lichen-sclerosus
https://dermnetnz.org/topics/lichen-sclerosus
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Vulval Disorders




Overview







Urethral caruncle




Vulval Papillae




Angiokeratomas

* Benign capillary dilatation in the
superficial dermis
* Asymptomatic blue-red hyperkeratotic

papule anywhere on the skin




Fordyce spots




Epidermal inclusion cysts




tation

Vulval pigmen




Benign naevus




Vulval Melanosis




Vulval Melanoma

* Accounts for 5% of all vulval cancers,
and 1% of all melanomas in women

 Reported incidence is <0.2
cases/100,000 women, predominantly
in white women aged 40-60 yrs

* Signs: irregular pigmented macule,

papule or nodule on the labia majora

or clitoris







Lichen Simplex Chronicus
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Lichen Sclerosus

DermNetNZ.org

DermNetNZ.org




End-stage Lichen Sclerosus
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' Vulval Lichen Planus







Topical steroids

BRAND NAME

GENERIC

Mild (Class 1)

Dermaid: C 30g

Hydrocortisone (alcohol) 0.5%

Cortic-DS: O 30g 50g, C 30g
50g

Dermaid: C 30g SC: 30g, Sp
(30mls), Sol (30mls)
Sigmacort: O 30g & 50g, C
30g & 50g

Hydrocortisone (alcohol or
acetate) 1%

Moderately Potent (Class Ii)

Desowen: AqL 60ml

Desonide 0.05%

Eumovate: C 30g
Kloxema: C 30g

Clobetasone butyrate 0.05%

Aristocort: O C 100g 2tubes
Tricortone O C 100g 2tubes

Triamcinolone acetonide
0.02%

Antroquoril: C100g 2tubes
Betnovate 1/5: C 100g 2tubes
Celestone-M: C 100g 2tubes
Cortival 1/5: C 100g 2tubes

Betamethasone valerate
0.02%

Betonvate %: C 15g
Cortival %2: O C 15¢g

Betamethasone valerate
0.05%

Source: Skinhealthinstitute.org.au

Green= PBS/RPBS

*= only PBS for Eczema
Red=RPBS only

Black=Not on PBS



*

* %

Potent (Class Ili)

Advantan FO 15g, O 15g, C
15g, AqL* 20g (not ml)

Methylprednisolone
aceponate 0.1%

Elocon: O 15g, 45g, 50g, L 30ml|
Elocon Alcohol Free Cream: C
5g, 15g, 50g

Novasone: O 15g, C15g, L
30ml

Zatamil: HG 15g & 45 g, O 15¢
45g, L 30ml

Mometasone furoate 0.1%

Betnovate O C 30g

Betamethasone valerate 0.1%

Diprosone: O 5g, 15g, 50g, C
5g, 15g, 50g, L 30ml
Eleuphrat: O 15g, C 15¢g

Betamethasone dipropionate
0.05%

Very Potent (Class IV)

Diprosone OV: O 30g, C 30g

Betamethasone dipropionate
0.05% in optimized vehicle

Clobex Shampoo 125ml

Clobetasol propionate 0.05%

Clobetasol O, C, L

Clobetasol propionate 0.05%

Source: Skinhealthinstitute.org.au

Green= PBS/RPBS

* only PBS for Eczema
Red=RPBS only

Black=Not on PBS



' Topical steroids



' Topical Steroid



' Steroid adjuncts



' Vaginal steroids



' Follow up







Candidiasis




Treatments

Source: Richard P. Usatine, Mindy Ann Smith, Heidi S. Chumley, Camille Sabella,
E.J y , I, El lai hi: The Color Atlas of Pediatrics:
www.accesspediatrics.com

Copyright ® McGraw-Hill Education. All rights reserved.




Recurrent Candidiasis




Recurrent Candidiasis







' Definitions




' Vulval Pain




How can vulvodynia present?



' Associated conditions



' Examination




Examination

Levator ani s
Piriformis Coceygeus Pelvic diaphragm

Coccyx

Obturator
internus

lliococcygeus

Levator ani
| Pubococcygeus
Symphysis pubis 4’

Urogenital diaphragm

Figure 3. Pelvic Floor and Pelvic Wall Musculature

Evaluation and treatment of vulvodynia: state of the science.
Schlaeger et al. J Midwifery Women’s Health 2023,;68:9-34



Treatments



Thank you!

Resources

WWW.aNzVs.org
www.issvd.org

THE HAPPY VULVA
dermnetnz.or How To (7 YOUR DOWN-UNDER

www.mshc.org.au



http://www.anzvs.org/
http://www.issvd.org/
http://dermnetnz.org/
http://www.mshc.org.au/
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Most vulval symptoms are benign Mercy Health
Some are not (& are frequently missed) o

J

Delayed diagnosis leads to:
Ongoing pain & scarring

Sexual dysfunction
Missed VIN or malignancy
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Prevention: general strategies <>

Smoking cessation

Mons pubis
Clitoral hood
Outer labia

Inner labia

Systemic immunosuppression

“Vulva awareness” and self examination

Mons pubis
Clitoral hood

Clitoral glans

Urethral opening

Vestibulum

Regular LS follow up
Inner labia

Vaginal opening

Frenulum

Anus



Prevention of HPV-associated neoplasia G

Mercy Health

Universal HPV vaccination Care first
Adult vaccination:

Consider in unvaccinated women at ongoing risk | q
Particularly important before transplantation or AR ‘®

. . ran Pagilicerwarss 3aalent '
immunosuppression Wictind Nonmhininy

e "
P T R , Al
Secondary prevention: m-“”-“"f-’_-__ g

Vaccination around treatment for HSIL may reduce
recurrence in cervical disease

Vaccination may still be offered for benefits in HPV
acquisition, autoinoculation, and cervical protection



Persistent or focal symptoms should trigger review - %P

Mercy Health

Care first

- Unilateral or focal pain

- Non-healing fissures or ulcers
- Bleeding or crusting

- Progressive dyspareunia

- Symptoms despite appropriate treatment




G
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Look carefully/ document clearly

Clinical photos often helpful

Loss of vulval architecture
Asymmetry

Pigmented or thickened lesions
Hyperkeratosis

Erythema or ulceration that persists

Palpable induration




Common Pitfalls | . G

Mercy Health

Care first

Repeated antifungals
Low-potency steroids only
No reassessment

No biopsy

If you’re escalating treatment because it’s “not improving”
— stop and reconsider diagnosis



Why it’s missed MC Eﬂfi

Care first

Does not have a single appearance
Can be:

Pigmented, white, erythematous or thickened

Often misdiagnosed as:
Thrush
Dermatitis

Lichen sclerosus flare

Symptoms may be subtle or focal




Clinical examination < %P

Mercy Health

Precursor lesions are highly variable: Pr Tl

Colour: white (70-75%), pink or red (25—40%)

Surface: rough, cobblestone, verruciform, eroded

May be multifocal (16—18%)

Common sites: periclitoral, labia minora, vestibule, posterior

fourchette, perianal ‘

FIGURE 2. HSIL and HPV-associated SCC in a field of LS.




VIN

VIN is a histological diagnosis

Biopsy before treatment

Low threshold to biopsy or refer - —

-

FIGURE 1. HPV-independent (HPV-I) VIN in a field of LS with
irregular red patches and white plaques on inner left labium
minus and interlabial sulcus.



Feature

HPV association

Typical age

Background skin

Associated conditions

Distribution

Natural history

Risk of progression to
SCC

Time to cancer

Usual-type VIN (uVIN / HSIL)

Yes

Younger women

Often normal

HPV infection

Often multifocal

May regress spontaneously (~12%)

Moderate (over years if untreated)

~7 years on average

Differentiated VIN (dVIN)

No

Older women

Chronic inflammatory disease

Lichen sclerosus, erosive lichen
planus

Usually unifocal

Rarely regresses

Very high (up to 85% if untreated)

Often rapid

G

Mercy Health

Care first
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Consider escalation if: Mercy Health

Care first

Inadequate response to correctly used potent steroids

Progressive scarring

Significant pain or functional impairment
Vaginal involvement

Erosive disease



G
Conditions Most Likely to Need Escalation Me.»ﬁahh

Care first

Erosive lichen planus

Severe or refractory lichen sclerosus

May require:
Specialist-led systemic therapy
Multidisciplinary care

Long-term follow-up



Treatment options

1) Excision

Most commonly used approach
Preferred when:

Suspicion of invasion

Thickened or keratinised lesions
Diagnostic uncertainty

2) Laser ablation

Used in selected cases
Appropriate for:
Superficial disease
Multifocal lesions

Must weigh against:
Poor tissue quality in LS
Healing challenges

3) Topical imiquimod (HSIL)
Challenges in LS

Increased pain and irritation
Reduced treatment adherence

Can cause dermatitis, making LS control difficult

<>

Mercy Health

Care first

Considerations in LS
Reduced tissue elasticity
Pre-existing scarring/architectural loss
Higher risk of functional impairment

N

Partial vuNveciomy Fadcad vuvectomy



Case 1

58-year-old

“Recurrent thrush”

Night itch, fissuring

Partial response to antifungals
Pale vulval skin

Questions

Most likely diagnosis?

Red flag?

Next step?

G
Mercy Health

Care first




%G

Mercy Health

Care first

Case 2

42-year-old

Focal vulval pain

Thickened erythematous lesion
Normal swabs

No response to treatment

What now?




Case 3

35-year-old

Severe dyspareunia
Erosions

Vaginal involvement

Steroid-refractory

G
Mercy Health

Care first




= ﬁ Melbourne Q, Search HealthPathways @Stephanie Bond °

Vulval Itch (Pruritus Vulvae) '

Community

W h e n to Re fe r Hea|thpathway3 Prior to prescribing, see B Australian Medicines Handbook or similar authoritative source. E < B
Expand all Print Share Copy

5. If diagnosis is uncertain or condition has failed to respond to adequate treatment, request
non-acute gynaecology assessment or non-acute dermatology assessment.

ABOUT THIS PAGE

= Heavy Menstrual Bleeding
Refe r If: W] Sources >

Hysteroscop Referral

Intermenstrual Bleeding

S u S peCted VI N Or m a I ig n a n Cy Vencpaee « Request non-acute gynaecology assessment if: o Page information =

« malignancy suspected, to arrange biopsy. _
’@‘ Topic ID: 243744

. . . Ovarian Cancer - Established « confirmation of suspected lichen sclerosus or lichen planus is required.

D I a g n O st I C u n C e rta I n ty Ovarian Cancer Follow-up « GP not confident to perform biopsy in clinic.

Ovarian Cyst (Pelvic Mass) « extramammary Paget’s disease confirmed for further investigation of underlying
‘ CPD REPORTING @
. ) , malignancy.

Refra Cto r d I S e a Se Pelvic Floor Dysfunction and
Prolapse « vulval intra-epithelial neoplasia confirmed for further management. Z Add learning notes
Persistent Pelvic Pain + Request non-acute gynaecology assessment or non-acute dermatology assessment:

S ig n ifi C a nt S Ca r‘ ri n g O r‘ p a i n Polycystic Ovarian Syndrome (PCOS) « to assess that lichen sclerosus continues in remission. GD Create a CPD report

Postcoital Bleeding « for yearly review for signs of vulval intra-epithelial neoplasia (VIN) or vulval cancer.

A 0 . « if patient develops findings of concern or there are any changes between reviews.
Va gl n a | I nVO| Ve m e n t Postmenopausal Bleeding

« if lichen planus confirmed for specialist management.
Premenstrual Syndrome (PMS)

« if diagnosis uncertain or condition has failed to respond to adequate treatment.
Sub-fertility

Termination of Pregnancy (TOP)
Urinary Incontinence in Women Information
S . 7

ghting REMOVE

Mercy Health is preferring electronic referrals via HealthLink.
Users of Best Practice, MedDirector and Genie can now send electronic referrals to Mercy Health. Guides and FAQ Sheets can found on the

HealthLink, eReferral information page.

We accept GP and specialist referrals for all specialist clinics. Referrals are triaged against clinical information and investigations

using HealthPathways Melbourne and Statewide Specialist Clinic Referral Criteria, developed by the Department of Health.




Useful resources

Global Thinking for
Women's Wellness™

LICHEN SCLEROSUS

ISSVD PRACTICAL GUIDE
TO DIAGNOSIS AND MANAGEMENT

Tania Day | Melissa Mauskar | Amanda Selk

embe

G
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ANZ Vulvovaginal Society

STIATLAS

WELCOME TO THE ATLAS

We have produced this collection of royalty-free high quality images of STIs as an educational resource to our local and international colleagues.
We are indebted to our colleagues for contributing valuable images.
The STI Atlas Group: Anna Morten, Catriona Bradshaw, Christopher Fairley, David Lee, Helen Henzell, Henrietta Williams, Ian Denham, Karen Berzins,

Kath Fethers, Marcus Chen, Mark Chung, Melanie Bissessor, Seenivasagam Yoganathan, Stella Heley, Tim Read, Tina Schmidt

Melbourne Sexual Health Centre, 580 Swanston Street, Carlton, Victoria, Australia 3053

WARNING ENTER
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Persistent focal symptoms - investigate
VIN is easy to miss — biopsy early

Failure of topical therapy = reassess
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Thank you for attending. What’s next?

After this session you will receive:

1 Slides, resources and the recording of this session within the week Feedback - QR code

We welcome your feedback.

, o Let us know if you got what
2 RACGP CPD hours will be uploaded within 14 days. you needed from this session.

3 Attendance certificate will be received within 4-6 weeks.

* Register for more education sessions here:
nwmphn.org.au/resources-events/events

Past education sessions can be found here:
nwmphn.org.au/resources-events/resources



https://nwmphn.org.au/resources-events/events/
https://nwmphn.org.au/resources-events/events/
https://nwmphn.org.au/resources-events/events/
https://nwmphn.org.au/resources-events/resources/
https://nwmphn.org.au/resources-events/resources/
https://nwmphn.org.au/resources-events/resources/
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