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1. Abbreviations

DEVIL
DIV
DLQI
DNA
dVIN
GVHD
H&E
HPV
HSIL
IHC
-IN
ISSVD
LAST
LP

LS
LSC
LSIL
MALT
MClJ
PAS
PBI
PCR
PCV
PEH
QoL
RCT
SCC
SIR
VAAD
VAS
\AY®
VVS
uVIN

differentiated exophytic verruciform intraepithelial lesion
desquamative inflammatory vaginitis
Dermatology Life Quality Index
deoxyribonucleic acid

differentiated vulvar intraepithelial neoplasia
graft-versus-host disease

hematoxylin and eosin

human papillomavirus

high-grade squamous intraepithelial lesion
immunohistochemistry

intraepithelial neoplasia

International Society for the Study of Vulvovaginal Disease
Lower Anogenital Squamous Terminology
lichen planus

lichen sclerosus

lichen simplex chronicus

low-grade intraepithelial neoplasia
mucosa-associated lymphoid tissue
mucocutaneous junction

periodic acid-Schiff

patient benefit index

polymerase chain reaction

plasma cell vulvitis

pseudoepitheliomatous hyperplasia

quality of life

randomised controlled trial

squamous cell carcinoma

standardized incidence ratio

vulvar acanthosis with altered differentiation
visual analog scale

vulvovaginal candidosis

vestibulovaginal sclerosis

usual vulvar intraepithelial neoplasia



2. Abstract
Vulvovaginal lichen planus (LP) is a T-cell mediated inflammatory dermatosis

characterised by quality of life impacts, irreversible anatomic changes, long-term
treatment, and a reported increase in vulval cancer risk. Major knowledge gaps include
that there are no consensus-based diagnostic criteria, no validated outcome measures, and
little agreement on treatment strategies. The lack of diagnostic criteria produces a major
limitation of clinical studies - not all participants have the disease of interest. Progress on
diagnostic criteria is hindered by a lack of histopathologic research. The thesis aim was
to address deficiencies in the clinicopathologic literature on vulvovaginal LP in order to

lay the groundwork for international consensus guidelines on diagnosis.

Methodology for all studies was similar. The local pathology database was searched for
diagnoses of interest. Slides were reviewed to select specimens meeting inclusion and
exclusion criteria, then assessed for histopathologic features. Clinical notes and
photographs were obtained from referring specialists. Clinical and histopathologic data
were analysed together in an effort to describe patterns of presentation and diagnostic

conundrums.

There are six key findings of the nine incorporated studies.

e Determination of anatomic site is fundamental to establishing a diagnosis.

e LP often presents with infectious and dermatologic comorbidities; identification
requires liberal use of microbiology and biopsy at morphologically-distinct areas.

e There are two patterns of basal layer abnormality in erosive LP: the well-known
degenerative pattern, and the newly described regenerative pattern.

e Non-recognition of the regenerative pattern contributes to the high non-diagnostic
biopsy rate, along with clinician factors such as suboptimal biopsy timing or
placement, and mistaking candidosis or vulvodynia for LP.

e C(lassic and hypertrophic LP have complex clinicopathologic appearances with
multiple avenues for misdiagnosis.

e The evaluation of dermatosis-associated neoplasia requires an appreciation of all

of the above components in order to avoid misattribution of vulvar cancers to LP.



