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The beginning of wisdom is calling things by their right

name.

—Anonymous

The International Society for
the Study of Vulvovaginal
Disease (ISSVD) has, as one
of its major societal goals, the
development and promulga-
tion of nomenclature and
classification of vulvar dis-
ease. A committee of the
ISSVD has developed new nomenclature and classifica-
tion for the specific area of vulvar dermatoses. This clas-
sification was approved by the ISSVD members at the
most recent international congress, held in New Zealand
in February 2006. (J Reprod Med 2007;52:3–9)

Keywords: vulvar diseases, skin dermatoses, Inter-
national Society for the Study of Vulvar Disease.

The terminology and classification of disease are vi-
tally important to the world of medicine. They are
the common language used to communicate accu-

rately and understand-
ably with our patients and
colleagues. Achieving con-
sensus regarding the de-
velopment of this “lan-
guage” is difficult when it
involves a set of diseases
peculiar to a single med-
ical specialty existing
within a single country,

but consensus is even more difficult when the area
of medicine under consideration involves multiple
specialties the members of which reside in numer-
ous countries. Moreover, a consensus formulated
on a one-time basis requires constant revision be-
cause of the subsequent evolution of knowledge. 

Thirty years ago, the International Society for the
Study of Vulvovaginal Disease (ISSVD) was found-
ed by a multinational group of gynecologists, der-
matologists and pathologists. A primary goal of the
society is to define and promulgate an international
nomenclature for vulvar disease. This has been par-
tially accomplished, and the society currently has in
place recently revised classifications for vulvar
pain1 and vulvar intraepithelial neoplasia.2 The so-
ciety’s recommended classification of benign, non-
infectious vulvar disease, which has been in place
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A primary goal of the society is to
define and promulgate an

international nomenclature for 
vulvar disease.
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since 1987,3 is considered to be controversial, out-
dated and unhelpful by both ISSVD members and
others who care for women with vulvar disorders.

The early history of ISSVD involvement in the
classification of benign, noninfectious vulvar dis-
ease was recently reviewed4 but can be summa-
rized as follows. Thirty years ago, the ISSVD recog-
nized that a group of benign, noninfectious vulvar
diseases (“white lesions”) needed to be defined and
classified in order to clearly separate these benign
disorders from the premalignant and malignant ep-
ithelial conditions with which they had been histor-
ically confused. The ISSVD used the word dystro-
phy, as originally promulgated by Jeffcoate,5 as the
collective term for these benign conditions and then
subdivided the dystrophies into 3 categories: lichen
sclerosus, hyperplastic dystrophy and mixed dys-
trophy.6 The term dystrophy was chosen as a “neu-
tral” term that was to be substituted for the confus-
ing and disparate nomenclature of leukoplakia,
neurodermatitis, leukokeratosis, leukoplastic vulvi-
tis, hyperplastic vulvitis and kraurosis vulvae, pre-
viously used by gynecologists and dermatologists. 

This classification was widely accepted by gyne-
cologists and led to a marked decrease in the per-
formance of vulvectomies for benign conditions.
However, dermatologists in general, and der-
matopathologists in particular,7 did not support
this nomenclature. Specifically, Sanchez and Mihm
recommended elimination of the term dystrophy
“because of its imprecision and lack of usefulness.”7

Moreover, 2 members of the ISSVD, in a review of
1,000 patients cared for in a multispecialty vulvar
disease clinic, found that the 3 categories contained
in the ISSVD classification were too restrictive.
These authors identified 14 specific diagnoses for
white vulvar lesions alone.8

Increasing dissatisfaction with this nomenclature
led the ISSVD, in 1987, to discontinue use of the
term dystrophy and to reclassify the benign, nonin-
fectious diseases of the vulva under the new rubric:
nonneoplastic epithelial disorders. This new classi-
fication contained 2 specific categories (“lichen scle-
rosus” and “squamous cell hyperplasia”) and 1
general category (“other dermatoses”).3

While this classification system has remained in
use to the present, it, too, has proven to be prob-
lematic and, once again, aroused the ire of der-
matopathologists.9 Due to increasing, widespread
dissatisfaction, the ISSVD, in 2003, established a
new Classification and Terminology Committee
and asked it to review, and possibly revise, the 1987

nomenclature. The members of that committee are
the authors of this paper. They represent 4 countries
(Australia, France, Italy and the United States) and
3 specialties (gynecology, dermatology and pathology).

Principles Involving Terminology and Classification

There are several important considerations involved
in medical terminology and classification. The first
is recognition of the difference between the terms
terminology and classification: terminology (synonym:
nomenclature) refers to the names of specific dis-
eases, whereas classification refers to the placement
of these diseases into categories, or “classes,” based
on features in common.

The second consideration is the principle on
which the classification is to be based. In medicine,
it might be ideal for classification to be formulated
on etiology or pathophysiology (infectious diseases,
metabolic diseases, malignant diseases, etc.) but un-
fortunately information regarding etiology and
pathophysiology is not complete and too subject to
change to make this approach feasible. An alterna-
tive approach would be to use disease morphology,
involving either clinical patterns (papulosquamous
diseases, eczematous diseases, etc.) or histologic
patterns (lichenoid diseases, granulomatous dis-
eases, etc.). These morphologic features are well es-
tablished, and since they change very little with the
passage of time and acquisition of new knowledge,
this approach offers the advantage of relative sta-
bility.

The third consideration regards the completeness
of the material (i.e., the number of diseases) con-
tained within the classification. Greater complete-
ness offers more precision but is offset by reduced
usefulness at the practical, clinical level. 

Committee Discussion Regarding Terminology

The committee reviewed the terminology contained
in the 1987 ISSVD classification. We concluded that
the title of the classification, “nonneoplastic epithe-
lial disorders,” was misleading in that many of the
conditions we might wish to include were not sole-
ly, or even primarily, “epithelial.” We also agreed
that the term squamous cell hyperplasia was inappro-
priate: (1) the term is not used by either dermatolo-
gists or pathologists for otherwise similar disorders
occurring at sites other than the vulva, and (2) 20
years after its promulgation, it has not found favor
with anyone, including our own ISSVD members.
We concluded the discussion on terminology by
agreeing that for the names of vulvar diseases, we
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would employ the standard terminology used by
dermatologists and dermatopathologists. 

Committee Discussion Regarding Classification

The committee then considered the basis on which
we would formulate a classification. We discussed
construction of a classification based on etiology
and/or on pathophysiology but discarded this ap-
proach based on the objections mentioned above.
Moreover, we recognized that such a classification
would not be usable by clinicians for diagnostic
purposes: one has to know what the diagnosis is be-
fore one can locate the disease within the classification.

We then deliberated over a classification system
that would simply consist of a “laundry list” of
standard dermatologic disorders but thought that
this would be of little help to nondermatologic cli-
nicians, who would likely be unfamiliar with this
terminology. Moreover, such lists can be found in
many textbooks, and we thought that there would
be no justification for us to recapitulate this already-
available information. Here, too, we thought that it
would not be diagnostically helpful to the clinician.
That is, a clinician faced with an unrecognized vul-
var disorder would not find anything in such a clas-
sification that would assist in arriving at a diagnosis.

Use of Clinical Morphology 

We next turned to the possibility of basing the clas-
sification on established categories of dermatologic
clinical morphology (“papulosquamous diseases,”
“eczematous diseases,” etc.), but we recognized
that such terms, while helpful to dermatologists,
would be useless for gynecologists and other non-
dermatologic clinicians. However, still wishing to
stay with a classification based on clinical morphol-
ogy, we considered using a problem-oriented algo-
rithm such as was employed in an earlier textbook
on genital disease.10 This approach would involve
grouping vulvar diseases into categories readily
recognizable to all clinicians (“red lesions,” “white
lesions,” etc.). Even though we agreed on the ulti-
mate practicality of such an approach, we found
that despite prolonged discussion, we could not
reach a consensus on the morphologic terms, the
names of individual disorders or the appropriate
placement of those disorders within the various
morphologic categories.

Use of Histologic Morphology

When it was apparent that we could not formulate
a useful classification based on clinical morpholo-

gy, we turned to the possibility of employing his-
tologic morphology. We recognized that among
various specialties and diverse languages, the no-
menclature of histologic morphology is appreciably
more standardized than that of clinical morpholo-
gy. This already-existing standardization would
represent a real advantage, but we were concerned
that such an approach might not offer sufficient
usefulness for a clinician faced with diagnostic un-
certainty. 

After much discussion, and in a collective mo-
ment of intuitive understanding, we came to the fol-
lowing conclusions: (1) A clinician who recognizes
a specific disease at the time of examination has no
need for any type of classification: with the diagno-
sis in hand, additional knowledge can easily be
found by disease name in standard reference
sources. (2) A clinician who does not recognize a
specific disease on examination will likely carry out
a biopsy. For many diseases, biopsy findings will
lead the pathologist to identify a specific diagnosis.
Here, too, no classification will be needed as once
again additional knowledge can be found by dis-
ease name in standard reference sources. (3) The
real need for a classification occurs when neither
the clinician nor the pathologist can reliably arrive
at a single, specific diagnosis. In this situation the
pathologist will likely offer a description of the his-
tologic pattern without committing to a specific di-
agnosis. (4) At that point, if the clinician had the
name of the histologic pattern and a list of the dis-
eases most commonly demonstrating that pattern,
he or she could carry out a short reference review.
Then, using clinicopathologic correlation, the clini-
cian could almost always determine the most likely
diagnosis. 

With these thoughts in mind, we elected to con-
struct a classification system based on the most
common histologic patterns, within which, using
standard dermatologic terminology, would be
placed a list of the most likely diagnoses. 

The Categories of Disease to Be Considered for
Classification

There are literally hundreds of disorders that in-
volve the vulva. If all of these were to be included,
our classification would be of textbook length and
complexity. Fortunately, we could reduce the num-
ber of disease to be considered inasmuch as the
ISSVD already had in place a classification of vulvar
intraepithelial dysplasia,2 and we think that the re-
maining neoplasms (both benign and malignant)
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are sufficiently histologically distinctive to be read-
ily recognized on biopsy. Likewise, infectious dis-
eases have well-defined criteria for diagnosis in
terms of culture and/or histologic identification,
and thus they, too, are fairly easy to identify. On this
basis we thought that we could exclude all neo-
plasms and infectious diseases from our classification. 

The committee members then concluded that of
the remaining disease possibilities, the most diag-
nostically troublesome for both clinicians and
pathologists would be the benign inflammatory
disorders. These conditions are clinically difficult to
recognize (even for dermatologists) because the
warm, moist, frictional environment of the vulva
regularly obscures what otherwise would be their
characteristic morphologic hallmarks. These disor-
ders can also cause trouble for pathologists because
of the “noise” contributed by these same adverse
environmental factors. With these thoughts in mind
we elected to confine our classification to noninfec-
tious, nonneoplastic vulvar disease. In effect, what
had been termed the “dystrophies” are now includ-
ed within the “vulvar dermatoses.” 

Diseases to Be Considered Within the Vulvar
Dermatoses

In order to keep the classification simple and useful
to a wide range of clinicians, we decided to include
only the most common and most important histo-
logic patterns and only the most common and im-
portant diseases exhibiting those patterns. More-
over, we excluded those dermatologic conditions
involving the vulva that usually present with a
widespread distribution pattern. We reasoned that
patients with these diseases would almost certainly
present first to dermatologists, who would then be
able to establish the correct overall diagnosis. 

Conclusions and the Classification

We constructed a classification that includes the
most commonly encountered noninfectious and
nonneoplastic vulvar disorders as well as a few
likely to cause diagnostic difficulty for both clini-
cians and pathologists. It has been kept simple and
usable by virtue of excluding the histologically
well-defined neoplasms and the readily recognized
infections. It retains both the standardized histolog-
ic nomenclature for the most commonly encoun-
tered inflammatory patterns. For the diseases with-
in those patterns, it retains the historically
well-established dermatologic terminology. The
committee members think that this is the best and

most practical approach to meeting the needs of gy-
necologists, dermatologists and pathologists in-
volved in the care of women with vulvar disease. 

The classification we formulated is contained in
Figure 1. It was presented to the members of the
ISSVD in February 2006 at the society’s XVIIIth
World Congress. The members voted, by a slightly
larger than two-thirds majority, to officially accept
this new classification. 

Definitions and Guidelines for Use of the
Histologic Patterns

The histologic patterns we have included in the
classification are generally well accepted and wide-
ly used by pathologists. Nevertheless, we judged
that for clinicians, better clarity and more useful-
ness could be achieved if simplified definitions and
guidelines for use of the histologic patterns were to
accompany the classification. The definitions we
formulated for the histologic patterns are based
largely on the widely used and highly respected
dermatopathology textbooks by Weedon and

Spongiotic pattern
Atopic dermatitis 
Allergic contact dermatitis
Irritant contact dermatitis

Acanthotic pattern (formerly squamous cell hyperplasia)
Psoriasis
Lichen simplex chronicus 

Primary (idiopathic)
Secondary (superimposed on lichen sclerosus, lichen

planus or other vulvar disease)
Lichenoid pattern

Lichen sclerosus 
Lichen planus

Dermal homogenization/sclerosis pattern
Lichen sclerosus

Vesiculobullous pattern
Pemphigoid, cicatricial type
Linear IgA disease

Acantholytic pattern
Hailey-Hailey disease 
Darier’s disease 
Papular genitocrural acantholysis

Granulomatous pattern
Crohn’s disease
Melkersson-Rosenthal syndrome

Vasculopathic pattern
Aphthous ulcers
Behçet’s disease
Plasma cell vulvitis

Figure 1 2006 ISSVD Classification of Vulvar Dermatoses:
Pathologic Subsets and Their Clinical Correlates. 
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McKee.11,12 We did also considered including defi-
nitions of the clinical entities contained within the
histologic patterns but elected not to do so, reason-
ing that such definitions are readily available to cli-
nicians in standard textbooks of dermatology and
vulvology.

Spongiotic Pattern

Spongiosis is the presence of intercellular edema
within the epidermis leading to the widening of
space between the epidermal cells. This pattern is
characteristically seen in the eczematous (der-
matitic) diseases. 

Histology cannot distinguish between irritant
contact dermatitis, allergic contact dermatitis and
atopic dermatitis. The histologic diagnosis in each
instance is “spongiotic dermatitis.” These entities
therefore have to be distinguished clinically. How-
ever, vulvar dermatitis is most often biopsied only
when it is chronic. This occurs because the cause of
acute dermatitis is more likely to be diagnosed clin-
ically, and therefore such lesions uncommonly re-
quire biopsy. While clinical examples of acute and
subacute dermatitis demonstrate spongiosis histo-
logically, chronic dermatitis merges with lichen
simplex chronicus (see below) and may exhibit
minimal spongiosis. In itself, spongiosis is a non-
specific sign that may occur in many conditions
other than the classical eczematous (dermatitic) dis-
eases: e.g., infections (candidiasis) and trauma (ex-
coriation). These other conditions generally demon-
strate characteristic clinical, histologic or laboratory
features that allow their correct recognition. 

Acanthotic Pattern

The acanthotic pattern represents an increase in the
number of epithelial cells (keratinocytes), leading to
a thickening of the epidermis. Some pathologists
prefer the term psoriasiform pattern or psoriasiform
dermatitis; the ISSVD formerly called this pattern
squamous cell hyperplasia. Clinically, the acanthotic
pattern is usually associated with thick, white
plaques. The acanthotic pattern is normally a be-
nign feature. However, in the setting of such dis-
eases as lichen sclerosus and lichen planus, thera-
peutically resistant acanthosis can foreshadow the
development of squamous cell carcinoma.

Psoriasis, acute and subacute dermatitis, chronic
dermatitis (lichen simplex chronicus) and candidia-
sis form a common quartet of overlapping histology
in vulvar biopsies. In some instances there may be
distinctive histologic features (e.g., a positive peri-

odic acid–Schiff stain for Candida) that permit a spe-
cific diagnosis, but often the pathologist can only
place these diagnoses in order of likelihood and
leave it to the clinician to make the final diagnosis.
Lichen simplex chronicus is the clinical and histo-
logic diagnosis when only the changes of chronic
rubbing (irritation) are seen. However, in some
cases, lichen simplex chronicus may be superim-
posed on some other underlying dermatologic dis-
order. 

Acanthosis is a very common and nonspecific
histologic finding that may be seen in situations
other than the vulvar dermatoses. Thus, it can be
present in infections (candidiasis, syphilis, human
papillomavirus disease) and neoplasia (seborrheic
keratosis, vulvar intraepithelial neoplasia of warty-
basaloid and differentiated types, verrucous and
conventional squamous cell carcinoma and extra-
mammary Paget’s disease). These other conditions
usually have distinguishing features clinically and
histologically. 

Lichenoid Pattern

Lichenoid inflammation is characterized by the
presence of a bandlike lymphocytic infiltrate in the
upper dermis and accompanying epidermal basal
layer damage, as identified by cell death and/or
vacuolar alteration. Some pathologists use the term
lichenoid pattern even when a bandlike upper der-
mal inflammatory infiltrate occurs in the absence of
epidermal alteration, but we think that this is insuf-
ficiently precise and therefore inappropriate.

Most biopsy specimens from lichen sclerosus
show the characteristic feature of dermal homoge-
nization. Occasionally, however, only a lichenoid
reaction is seen, and in these instances, the histol-
ogy overlaps with that of lichen planus. In chronic
lichen sclerosus, the lichenoid reaction may be lost,
and the dermis then exhibits fibrosis rather than ho-
mogenization. In this circumstance, the histology
merges with that of lichen simplex chronicus. 

Other erosive diseases of the vestibule and vagi-
na, such as Stevens-Johnson syndrome, systemic
lupus erythematosus and graft vs. host disease,
may demonstrate a lichenoid pattern and thus may
be histologically indistinguishable from the more
commonly encountered lichen planus and lichen
sclerosus. These conditions need to be separately
identified on a clinical basis. 

Plasma cell vulvitis, also termed Zoon’s vulvitis,
may show 1 aspect of the lichenoid pattern: an
upper dermal, bandlike infiltrate of chronic inflam-
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matory cells. However, this condition does not re-
veal “classical” lichenoid basal layer damage. We
placed plasma cell vulvitis in the “vasculopathic
pattern” based on the presence of extravasated red
blood cells and hemosiderin-containing macrophages.

Dermal Homogenization/Sclerosis Pattern

Dermal homogenization/sclerosis is a type of colla-
gen change with partial or complete obliteration of
the boundaries between bundles of collagen such
that the dermis has a homogenized, “glassy” or
“hyalinized” appearance. While dermal homoge-
nization nearly always indicates lichen sclerosus,
radiation dermatitis may show a nearly identical
microscopic appearance. 

Vesiculobullous Pattern

Vesicles are small (< 5 mm), and bullae are large (≥ 5
mm) spaces containing loculated fluid (blisters).
These blisters may occur within the epidermis or
between the epidermis and the dermis. Blisters con-
taining acantholytic epidermal cells are considered
in the Acantholytic Pattern.

Due to local environmental trauma, most vulvo-
vaginal vesicobullous diseases present both clini-
cally and histologically with erosions rather than
intact blisters. Direct immunofluorescence, from
adjacent normal-appearing tissue, may help with
the diagnosis of vesiculobullous disorders. 

Acantholytic Pattern

Acantholysis results from the breakage of desmoso-
mal junctions between epidermal cells. This process
results in separation (“clefting”) between epithelial
cells. Isolated, “rounded up,” individual epithelial
cells (acantholytic cells) are often present within
these clefts.

Papular genitocrural acantholysis may have mi-
croscopic changes nearly identical to those found in
Hailey-Hailey or Darier’s disease. It is separated
from these 2 conditions clinically by the lack of ex-
tragenital lesions and of a positive family history. 

Granulomatous Pattern

Granulomas consist of epithelioid macrophages, in-
termingled inflammatory cells and variable num-
bers of giant cells. Granulomatous inflammation oc-
curs within the dermis and/or subcutaneous fat.

Vulvar instances of Crohn’s disease and Melkersson-
Rosenthal syndrome may be indistinguishable his-
tologically. Melkersson-Rosenthal syndrome is dis-
tinguished by the absence of gastrointestinal dis-

ease. However, it is possible for vulvar Crohn’s dis-
ease to precede the development of intestinal symp-
toms and signs. Other granulomatous disorders,
such as infections (mycobacterium tuberculosis,
deep fungal infection), keratin granulomas (folli-
culitis, hidradenitis suppurativa), foreign body
granulomas, sarcoidosis and pyoderma gangreno-
sum, almost always demonstrate other clinical and
histologic features permitting their diagnosis.

Vasculopathic Pattern

The term vasculopathy, used in a general sense, rep-
resents any disruption of blood vessel function.
Used narrowly, as in this classification, it is charac-
terized histologically by blood vessel damage oc-
curring in the setting of widespread dermal inflam-
mation. The resultant deprivation of oxygen and
nutrient flow generally leads to erosion or ulcera-
tion.

Aphthous-type ulcers, as seen in complex aph-
thosis and Behçet’s disease, demonstrate blood ves-
sel compromise due to an intense dermal inflam-
matory infiltrate consisting mostly of lymphocytes.
Instances of pyoderma gangrenosum involving the
vulva show similar ulceration due to an intense in-
flammatory infiltrate consisting mostly of neu-
trophils.

Plasma cell vulvitis is listed in the vasculopathic
pattern based on the presence of extravasated red
blood cells and hemosiderin-containing macro-
phages. (See additional discussion under “lichen-
oid pattern.”)
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