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Unwarranted hysterectomy in a case
of oro-vaginal-vulvar lichen planus in a young
woman: a case report
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Abstract

Background: Lichen planus is a rare autoimmune disease primarily affecting the skin and mucous membranes of
the oral mucosa, vulva, and vagina. Diagnosis is difficult and often delayed as the clinicians do not associate the oral
symptoms with the genital symptoms. This has a negative impact on the out-of-pocket expenditure and quality of
life of the patients. We report this case, as only anecdotal cases have been reported so far from a developing country
such as India. We highlight the unindicated hysterectomy that the patient had undergone because of lack of aware-
ness regarding this condition. Our case report also highlights the importance of the multidisciplinary team approach
to optimize outcomes and avoid unnecessary morbidity to such patients.

Case presentation: \We report a North-Indian patient with oro-vaginal-vulvar lichen planus who presented to us
with complaints of recurrent vulvovaginal symptoms for the last 5 years. She had been previously treated with multi-
ple courses of antibiotics, antifungals, and topical steroids over the course of 3 years and finally offered laparoscopic-
assisted vaginal hysterectomy (LAVH) by a private practitioner but got no relief. She also had complained of oral
symptoms in the form of a burning sensation after eating spicy food, but did not seek any treatment for this. After
multidisciplinary team discussion, a final diagnosis of oro-vaginal-vulvar lichen planus was made at our institute based
on the clinical and histopathological findings. The patient was immediately started on oral prednisolone to which she
responded with improvement in her symptoms.

Conclusion: Lichen planus is a chronic painful condition with significant impact on the quality of life. Women often

suffer for several years before an accurate diagnosis is made. Treatment is challenging and needs to be individualized
with a multidisciplinary approach to prevent progressive anatomical distortion and associated morbidity.
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Introduction

Lichen planus (LP) is a relatively rare chronic inflam-
matory mucocutaneous disorder with prevalence
ranging between 1 and 2% [1]. It is more common in
older women aged 50-60 years compared to those in
the reproductive age group [1]. The exact etiology is

unknown but previously published data suggest T-cell
mediated autoimmunity as the most relevant explanation
[2]. LP can present with varied systemic manifestations,
with cutaneous lesions being the most common, followed
by involvement of the mucosa, nails, and scalp. Concur-
rent involvement of multiple mucosal sites, referred to
as “plurimucosal lichen planus,” is reported in 60-70%
cases [3]. The oral cavity is the most commonly affected
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site with simultaneous involvement of the genitalia in
about 30% of cases and occasionally the stomach, ocular
and otic surfaces, and esophagus. Among the different
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clinical subtypes of mucosal LP, atrophic-erosive LP is
the most frequent in the course of oro-vaginal-vulvar LP
(OVVLP). This condition is extremely painful, resulting
in irreversible scarring, and if left untreated can rarely
progress to squamous cell carcinoma [4]. Currently, there
are no evidence-based guidelines on the management of
LP. Various medications have been tried in previously
published studies with topical corticosteroids being the
first-line therapeutic drug. We report this very rare case
of OVVLP in a patient who was erroneously hysterec-
tomized at a very young age under the pretext of curing
this condition. Despite visiting multiple gynecologists
and dermatologists, a correct diagnosis was not made
because of the treating clinicians’ lack of knowledge
owing to rarity of this condition. We will also highlight
the role of timely diagnosis and prompt management
through a multidisciplinary approach, which is of utmost
importance to prevent debilitating complications and
prolonged agony for the patient.

Case report

We report the case of a 32-year-old North Indian mul-
tiparous female who presented to our gynecological
outpatient department in April 2020 with complaints of
recurrent vulvovaginal symptoms in the form of vagi-
nal discharge, vaginal ulceration and burning vulvar
pain for the last 5 years. She had been previously treated
with multiple course of antibiotics, antifungals, and
topical steroids, but did not get any relief. After 3 years
of unhelpful treatment, she was offered laparoscopic-
assisted vaginal hysterectomy (LAVH) in February 2018,
with the assurance of relief of symptoms by a private
practitioner. However, the procedure did not relieve her
agony, and the symptoms persisted. Histopathology of
the uterus was unremarkable. After 3 months of LAVH,
she presented with dyspareunia. Intercourse became
increasingly difficult and finally impossible. Her previous
menstrual cycles had been regular with normal amounts
of bleeding. She had two living children, both delivered
vaginally without any complications. She was a home-
maker, non-alcoholic, and non-smoker. There was no
history of intake of any indigenous medicine before the
onset of the disease. Her past medical and family his-
tory was also unremarkable. Further review of the medi-
cal history disclosed that she also had complained of oral
symptoms in the form of a burning sensation after eating
spicy food, but did not seek any treatment for this.

On examination, she was a female of average build
with excellent general health. Her blood pressure was
120/70 mmHg, pulse rate was 82/min, and she was afe-
brile to the touch. Systemic examination was unremark-
able. On local examination, we observed that ulcers
were present on the vulvovaginal mucosa involving the
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posterior fourchette along with white plaques on the
labia minor, vaginal introitus, and surrounding vulvar
skin. A vaginal speculum could not be inserted. Per vagi-
num examination only allowed entry of the tip of the lit-
tle finger, and the area was extremely tender. Detailed
examination showed that there was a significant decrease
in the diameter and length of the vagina. The anterior
and posterior vaginal walls were severely adherent to
each other and could not be separated (Fig. 1). Oral
examination revealed the presence of white plaques and
erosions on the left buccal mucosa with no lesions on
other parts of the oral cavity, in other words, the gin-
giva and throat (Fig. 2). Dermatological consultation was
taken, and a provisional diagnosis of OVVLP was made.
The patient was advised about the possible diagnosis,
and after receiving informed written consent, vulvar
and oral biopsy was taken. Preliminary blood investiga-
tions were normal. Her hepatitis B and C, antinuclear
antibody tests and antithyroid antibody tests were also
negative. The histopathology of vulvar biopsy revealed a
hyperkeratotic, acanthotic stratified squamous epithelial
lining with prominence of the granular layer. The superfi-
cial dermis mainly showed a band-like lymphocytic infil-
trate (lichenoid pattern). However, acanthosis was absent
in the older lesions with thinned out epithelium and
loss of rete ridges (Figs. 3 and 4). Oral biopsy revealed a
hyperkeratotic, acanthotic stratified squamous epithe-
lial lining with hydropic degeneration of the basal layer.

Fig. 1. Erosive lichen planus of genitalia showing white striae and
marked reduction of the vagina
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Fig. 2. Typical Wickham striae in the posterior part of the buccal
mucosa

Fig. 3. Hematoxylin and eosin-stained section (x 10) shows
hyperkeratosis of the lining epithelium with a prominent granular
layer and loss of rete ridges

The subepithelium showed a mainly lymphocytic cell
infiltrate (image not available). These findings suggested
an inflammatory lesion. After multidisciplinary discus-
sion of the case, based on the clinical picture and biopsy
report, the patient was diagnosed with OVVLP ruling out
lichen sclerosis and other immune bullous conditions.
Since the patient had previously used topical steroids

Fig. 4. Hematoxylin and eosin-stained section (x 40) shows mainly
superficial dermis infiltrated by a band-like lymphocytic infiltrate
extending to the dermo-epidermal junction

with no improvement, she was put on oral prednisolone
with a starting dose of 40 mg once daily. After 4 weeks
of treatment, the patient reported marked symptomatic
relief of the vulvovaginal symptoms. Vaginal examina-
tion allowed one finger entry without any difficulty with
improved vaginal elasticity. Her oral symptoms had also
improved remarkably although mild lesions were still vis-
ible. Steroids were gradually tapered to a maintenance
dose of 10 mg over 3—4 weeks. She was also advised to
do vaginal dilatation at home and instructed in perineal
care. On a further follow-up visit at 3 months, the patient
reported normal sexual activity with only occasional mild
pain. The vulvar burning sensation and oral lesions had
also totally disappeared. The patient was then advised to
return for follow-up every 6 months; however, she was
lost to follow-up after that.

Discussion

We report a case of oro-vaginal-vulvar lichen planus in
a patient who was misdiagnosed and unnecessarily hys-
terectomized at a young age of 32 years. Only a few anec-
dotal cases have been reported in the literature so far [1,
3, 5]. Oro-genital LP is an uncommon condition affecting
women at 50-60 years of age. The exact etiology is still
under debate but postulated to be multifactorial includ-
ing T-cell mediated autoimmunity against basal keratino-
cytes and genetic predisposition due to overexpression of
certain HLA haplotypes [1].
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Our case is unique as the patient presented at a young
age of 32 years with no associated autoimmune disor-
der or similar family history. This unusual presenta-
tion at this young age indicates that it is not necessarily
a peri- or postmenopausal disease as thought previously
[6]. Atrophic-erosive OVVLP is the most common type,
which manifests as erythematous lesions with lazy white
borders or Wickham striae [6]. The prominent oral symp-
toms include burning pain, intolerance of spicy or acidic
food and bleeding gums. The genital symptoms con-
stitute dyspareunia, irritating vaginal discharge, vulvar
burning sensation, and severe itching. If left untreated, it
can lead to painful scarring resulting in severe anatomical
distortion with loss of labia, buried clitoris, and introital
and vaginal stenosis [7]. Our patient had burning pain on
eating spicy food, and the pain from all the genital symp-
toms was especially severe during intercourse. As she
presented late, her vagina was stenosed because of scar-
ring. Based on the medical history of our patient, it was
clear that her symptoms had started long ago and pro-
gressed over time, but an accurate diagnosis could not be
made as gynecologists do not routinely associate genital
and oral symptoms. The patient was finally diagnosed at
our institute through a multidisciplinary approach.

Management of OVVLP is difficult, and the condition
is usually chronic. Treatment includes drug therapy and
adjuvants. Currently, there is no worldwide consensus
on the correct therapeutic interventions. The treatment
adopted at different institutes is based on previously pub-
lished clinical case studies and case series. Topical ster-
oids usually constitute the first line of treatment for LP.
In a study conducted by Cooper et al. on 114 patients
with histologically proven VLP, 89 were prescribed
topical 0.05% clobetasol propionate ointment. Of these
patients, 84 reported an improvement in symptoms,
with complete remission of symptoms in 63. However,
the results are not always consistent with topical steroids
because of different preparations as seen in various stud-
ies, and systemic therapy may be required in 25-40% of
cases [2, 8, 9]. Second-line drugs include topical immu-
nosuppressants (tacrolimus and ciclosporin), systemic
immunomodulators such as oral steroids, methotrexate,
mycophenolate mofetil, minocycline, cyclosporine, and
griseofulvin if the patient fails to respond to topical ster-
oids or is having intolerable adverse effects. A few stud-
ies have reported good results with topical tacrolimus (a
calcineurin inhibitor) because of its anti-inflammatory
action; however, high-quality data are lacking regard-
ing its efficacy [1]. Results with topical ciclosporin are
debatable and mostly dissatisfying. Our patient did not
respond to topical corticosteroids so was put on oral
prednisolone, to which she responded and reported
improvement in her symptoms. Similar results were seen
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in a retrospective study by Simpson et al., where 7 out of
12 patients achieved control on oral prednisolone after
failure with highly potent topical steroids [8]. Patients
with LP often have associated hepatitis C infection. Our
patient however had no such complication. Another con-
cern is the rare development of SCC due to long-standing
chronic inflammation. Concomitant anti-fungal drug
therapy may be given to prevent super-added mycotic
infections as a result of drug-induced immunosuppres-
sion. Adjuvant therapy consists of patient education, vul-
var care and regular review of the medication history.

LP is a complex and chronic disease with delayed heal-
ing of lesions. It seriously impairs the quality of life of
the patient. Patients should be counseled regarding the
nature of the disease so that their expectations are rea-
sonable. They should be regularly followed up at 6-month
intervals to monitor for the development of SCC. They
should also be taught about the correct method of per-
ineal care. In addition, patients should be encouraged to
seek psychological counseling to help relieve stress.

We acknowledge certain limitations in our case report.
First, the patient could not be followed up after 3 months;
hence, we cannot comment on the long-term benefits
and side effects of the therapy offered to the patient. Sec-
ond, we could not determine the etiology behind the LP
in our case because of the lack of sophisticated diagnostic
facilities in our health center.

Conclusion

Lichen planus is a rare but debilitating condition requir-
ing prolonged treatment. Unfortunately, diagnosis is dif-
ficult and often delayed. Owing to the resistant nature
of the disease, multiple therapies may have to be tried
before a satisfactory response is attained. Large-scale
randomized controlled trials are required to develop
specific therapeutic algorithms to improve the qual-
ity of life of the affected women and prevent malignant
complications.

Acknowledgements
None.

Authors’ contributions

DG and PG were involved in patient management, taking consent from the

patient, and writing of the case report. MK was involved in histopathological
diagnosis of the patient. All authors read and approved the final manuscript.

Funding
This research did not receive any specific grant from funding agencies in the
public, commercial, or not-for-profit sectors.

Availability of supporting data
Not applicable.

Ethics approval and consent to participate

This study did not conduct any experiments on animals or humans. The
patient consented to the use of her personal data for the purpose of this case
report.



Goyal et al. ] Med Case Reports (2021) 15:97

Consent for publication

Written informed consent was obtained from the patient for publication of
this case report along with the images. A copy of the written consent is avail-
able for review from the Editor-in-Chief of this journal.

Competing interests
The authors declare that they have no competing interests. The authors have
no association with financial or nonfinancial organizations.

Author details

! Department of obstetrics and gynecology, All India Institute of Medical
Sciences, Bathinda, Punjab 151001, India. 2 Department of Pathology, All India
Institute of Medical Sciences, Bathinda, India.

Received: 20 October 2020 Accepted: 4 February 2021
Published online: 26 February 2021

References

1. MiL, Zhang H, Zhang D, Zhang M. Lichen planus with multiple system
involvement including the mouth, vagina, urethra, and scalp: a case
report. Braz J Med Biol Res. 2019;52:1.

2. Cooper SM, Wojnarowska F. Influence of treatment of erosive lichen
planus of the vulva on its prognosis. Arch Dermatol. 2006;142(3):289-94.

3. Petruzzi M, De Benedittis M, Carriero C, Giardina C, Parisi G, Serpico R.
Oro-vaginal-vulvar lichen planus: report of two new cases. Maturitas.
2005;50(2):140-50.

Page 5 of 5

4. Gupta R, Bansal B, Singh S, Yadav |, Gupta K, Kudesia M. Lichen planus of
uterine cervix - the first report of a novel site of occurrence: a case report.
Cases J.2009;2(12):1-3.

5. Bermejo A, Bermejo MD, Roman P, Botella R, Bagan J. Lichen planus with
simultaneous involvement of the oral cavity and genitalia. Oral Surg Oral
Med Oral Pathol. 1990,69(2):209-16.

6. Helgesen ALO, Gjersvik P, Jebsen P, Kirschner R, Tanbo T. Vaginal involve-
ment in genital erosive lichen planus. Acta Obstet Gynecol Scand.
2010;89(7):966-70.

7. Mauskar M. Erosive lichen planus. Obstet Gynecol Clin North Am.
2017;44(3):407-20. https://doi.org/10.1016/j.09c.2017.04.004.

8. Simpson RC, Littlewood SM, Cooper SM, Cruickshank ME, Green CM, Der-
rick E, et al. Real-life experience of managing vulval erosive lichen planus:
a case-based review and UK multicentre case note audit. Br J Dermatol.
2012;167(1):85-91.

9. Simpson RC, Thomas KS, Leighton P, Murphy R. Diagnostic criteria for ero-
sive lichen planus affecting the vulva: an international electronic-Delphi
consensus exercise. Br J Dermatol. 2013;169(2):337-43.

Publisher’s Note

Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

Ready to submit your research? Choose BMC and benefit from:

fast, convenient online submission

thorough peer review by experienced researchers in your field

rapid publication on acceptance

support for research data, including large and complex data types

gold Open Access which fosters wider collaboration and increased citations

maximum visibility for your research: over 100M website views per year

K BMC

At BMC, research is always in progress.

Learn more biomedcentral.com/submissions



https://doi.org/10.1016/j.ogc.2017.04.004

	Unwarranted hysterectomy in a case of oro-vaginal-vulvar lichen planus in a young woman: a case report
	Abstract 
	Background: 
	Case presentation: 
	Conclusion: 

	Introduction
	Case report
	Discussion
	Conclusion
	Acknowledgements
	References


