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Vulvar Discomfort:
An Approach for the GP

Most women will, at some time in their life,
complain of vulvar pain, itching, irritation,

or discomfort. These common symptoms can be
caused by a multitude of diagnoses, making the
topic a diff icult one for family physicians.
Diseases of the vulva represent a spectrum of
benign and malignant conditions that can be bro-
ken down by etiology. The key point is that each
problem can be diagnosed with careful examina-
tion and appropriate biopsy. Recurrent candiasis,
although common in the premenopausal woman,
is rarely seen in the older patient. It is important
to consider other diagnoses once candida has been
ruled out.

In all patients suffering from vulvar discom-
fort, the most important elements of care are: 
• observation/examination of the vulva,
• generous use of biopsy, and
• strict attention to vulvar hygiene.

How do I do a biopsy?

Vulvar biopsy can be carried out in the office
simply using lidocaine anesthetic as a spray, fol-
lowed by an injection of a superficial bleb of 1%
to 2% solution. Superficial biopsy using small
diameter 3 mm to 4 mm Keyes “cookie cutter”
punch can be done easily. Oozing from the site

will rarely require suture, and can often be con-
trolled with silver nitrate or Monsel’s solution.

What can relieve the pain?

For most patients, regardless of the diagnosis,
careful attention to vulvar hygiene with avoidance
of perfumed or irritating products, and the use of
cotton underwear and oatmeal-based bath pow-
ders are often helpful. Adding tea bags to sit-baths
may be soothing. Careful drying of the vulva with
a hair dryer on a cool setting is very effective, as
it eases symptoms and speeds healing.

What problems are most
common?
The first approach to vulvar disease begins with a
division of local versus systemic problems. 

Local problems most commonly encountered
by the general practitioner will include:
• local skin sensitivities, 
• vulvar dysplasia, and 
• lichen sclerosis, as well as 
• vulvar masses and nevi. 

Local skin reactions will often occur after
exposure to a new bath or feminine hygiene prod-
uct, and will usually settle with simple hygiene
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measures, antihistamines and avoidance of repeat
exposure. 

Vulvar masses: The most frequently seen vulvar
mass is a Bartholin’s gland abscess. This abscess
typically will be acutely painful and will always
be located at the posterior-lateral vulva.
Treatment is via surgical marsupialization.
Hidranitis suppuritiva, an inflammatory suppura-
tive disorder of apocrine glands, will also present
as a mass.  Hidranitis suppuritiva, however, will
present chronically, with recurrent subcutaneous
nodules or draining abscesses on the superior-lat-
eral vulvar extending towards the groin. This per-
sistent disorder is best treated with antibiotics and
excision, rather than with drainage alone.

Lichen sclerosis: Lichen sclerosis factors among
the most commonly diagnosed vulvar dystrophy.
It is usually seen in post-menopausal women.
Pediatric cases are rarely reported. Theories about
etiology include autoimmune triggers, or relative
androgen deficiency. Clinically, the skin has a
thin pale “cigarette paper” appearance, and there
may be distortion of normal anatomy with loss of
contour or fusion of the labia minora.
Excoriations may be superimposed on the under-
lying weakened skin, as may cracks around the
introitus. Classically, treatment was testosterone
cream or progesterone cream. High-potency
steroids, however, have been shown to be the most
effective local treatment. Clobetasol, 0.05% twice

daily for two to three months, is an effective
approach, followed by tapered use. Exacerbations
of this chronic disorder may require repeat inten-
sive courses. Treatment is to be aimed at the pre-
vention of progressive scarring and symptom
relief.

Hyperpigmented lesions: Nevi or hyperpigment-
ed areas on the vulva are common and must not
be ignored, since vulvar melanoma represents a
disproportionate percentage of all melanomas
found on the body. Vulvar melanomas are often
diagnosed later than similar lesions on other sites.
Similar principles regarding evaluation of nevi
elsewhere on the body apply to genital lesions. 
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The principales are: 
a) asymmetry, 
b) borders, 
c) colour,
d) diameter. 

Given the difficulty that patients have in fol-
lowing vulvar lesions and the relative frequency
of melanoma on the vulva, it is recommended that
all hyperpigmented genital lesions be removed. 

Vulvar dysplasia: The incidence of vulvar
intraepithelial neoplasia (VIN) is increasing,
especially in younger women and in those with a
history of smoking or cervical dysplasia.
Preinvasive disease on the
vulva clearly represents one
of several examples of viral
carcinogensis linked with
human papillomavirus.
Significant VIN can be seen
in women with subdued
immune response (those with
human immunodef iciency
virus or organ transplanta-
tion). Most patients com-
plain of persistent itching. Typically, vulvar prein-

vasive disease is white and well-demarcated in
appearance. However, red or pigmented VIN are
sometimes seen. The unpredictable examination
of this disorder makes it clear that biopsy of any
vulvar lesion is critical, as simple observation
with the naked eye cannot rule out precancerous
lesions. Options for treatment include local exci-
sion or ablation with carbon dioxide laser.
Smoking cessation is unquestionably central in
the treatment of this problem.

What else could it be?
Systemic diseases may also present at the vulva.
Psoriasis on the vulva may not have the same

“flaky” appearance com-
pared to lesions elsewhere
on the body. In the absence
of a known diagnosis else-
where, biopsy alone will dis-
tinguish psoriasis from other
vulvar disease. Acute herpes
simplex virus will usually be
a straightforward diagnosis
confirmed with viral culture.
Crohn’s disease may cause

painful “knife-like” lesions on the vulva that
abate with systemic treatment. The diagnosis of
candiasis will be clear for most physicians, but it
is important to remember that severe recurrent
candiasis should prompt evaluation of glycemic
control.

• Careful examination of the vulva at the time of
pelvic exam or at the time of a patient complaint
should be routine in general practice. 

• The most important intervention in the 
management of vulvar disease is biopsy. 

• The most important elements of care in all patients
suffering from vulvar discomfort are
observation/examination of the vulva and strict
attention to vulvar hygiene, as well as generous
use of biopsy.
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