
Paediatric vulval lichen sclerosus and 
urinary incontinence 

 

➢ Lichen sclerosus (LS) is a chronic inflammatory dermatosis 
with a predilection for the anogenital region  

➢ Estimated prevalence in girls  is 1 in 900 1 

➢ Ivory- white atrophic plaques, erosions, fissures and 
ecchymoses in the anogenital region are typical clinical 
findings 

➢ Many contributing aetiologies  have been postulated: 
▪ Trauma, infection, autoimmune disease, genetic factors, 

hormonal and local factors 
➢ Effects of urinary incontinence and occlusion on genital LS 

are well documented in male and female adult populations 
➢ Incontinence is a common problem in the paediatric 

population 
➢ There are no reports in the literature linking urinary 

incontinence to vulval LS in the paediatric population
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We assessed the frequency of urinary incontinence 
in a cohort of paediatric patients diagnosed with 
vulval LS (VLS) presenting to a local specialist 
clinic.

➢ Retrospective case note review  
➢ Paediatric patients with a diagnosis of VLS.  
➢ A data collection proforma was used to identify daytime or 
nocturnal enuresis and use of overnight nappies.  
➢ Data was collected over a 9-month period. 

Results

Aim

Discussion
➢The link between vulval LS, urinary incontinence and skin occlusion in both men and women is increasingly well recognized.  
➢Treatment of urinary incontinence has been found to reduce disease activity in LS2,3. 
➢Urinary incontinence can prevent adequate disease control in vulval LS.  
➢Although the link between LS, urine and skin occlusion is well established in other patient populations there are no previous 

reports of this in a female paediatric population.  
➢Children presenting with VLS should be asked whether they have urinary incontinence. 
➢Further study is required to investigate the potential link between urinary incontinence and VLS in the paediatric population

Methods

➢ 6 patients reported problems with urinary incontinence in the 6-12 months prior to the onset of their 
symptoms.  

➢ A further 3 patients with ongoing enuresis problems continued to have active vulval LS despite treatment with 
ultra potent topical steroid.  Two of these patients were still using regular overnight nappies. 

Baseline characteristics: 
• N = 26 paediatric VLS patients 
• Median age of VLS onset 7 years (range 2-8.5 years) 
• Average duration of symptoms before first presentation 

to specialist  20 months (3- 144 months) 

Sign  n
Ecchymosis 4
Haemorhagic blisters 2
Anal fissuring 1
Hyperkeratosis 1
Extragenital involvement 1

Pallor 3

Symptom  n
Itching 22
soreness 13
dysuria 7
Constipation 5
Faecal soiling 1
Pain on defecation 1

Patient Age at LS 
diagnosis 
(years)

Day time 
enuresis 
frequency

Nocturnal 
enuresis 
frequenc
y

Use of 
night 
time 
nappies

Treatmen
t

Disease 
status

1 10 Daily 2-3 week Ongoing DMV & 
epaderm 
ointment

Active

2 2.9 2/week Nil Nil DMV & 
epaderm 
ointment

Active

3 5 2-3 week Daily Ongoing DMV & 
epaderm 
ointment

Active

4 8 Fortnightly Nil nil DMV & 
epaderm 
ointment

Controlled

DMV= (dermovate) clobetasol propionate 0.05% ointment

Figure 1: Presenting features of VLS in paediatric patients attending a 
specialist clinic

Figure 2: Patients with ongoing day/nocturnal enuresis continued to have active 
genital LS despite daily treatment with potent topical steroid.
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