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Case 1

• A 64 year old woman tells you that she has had constant bilateral vulvar burning
and irritation over the past two years. Despite having changed to loose-fitting
clothes, it has not improved. She has used a topical antifungal cream with no
benefit. She is uncomfortable and frustrated. On examniation of the vulva, there
are no abnormal lesions, no erythema, no vaginal discharge, and no labial
thinning or agglutunation. You are able to touch her skin without exacerbating
the pain. A potassium hydroxide and wet-prep tests are negative for bacterial
vaginosis, candida and trichomonas. You tell her that her condition is likely due
to:

A) Contact dermatitis

B) Herpetic neuralgia

C) Vulvar atrophy

D) Vulvodinia

E) Vestibulodynia (vulvar vestibulitis)  



Case 2

• A 22 year old women with the vulvar findings pictured, presents with
continued dyspareunia. After months of treatment with vulvar steroid
ointment and local anesthetic preperations, as well as pelvic floor phisical
therapy. She is extremely frustrated and wants to know what she can do to
resolve her vulvar pain and dyspareunia. Her vestibul is tender when
touched with a cotten-tipped swap, after touchinh her vestibul, her 
erythema worsens. The next best step in the management of her condition
would be:

A) Vestibulectomy
B) Labioplasty
C) Asyclovir therapy
D) Testosterone ointment
E) Antihistamin therapy



Vulvodynia

• causes significant physical and psychological distress and impacts 
quality of life in women and their families

• 60% of women consulted 3 or more physicians in seeking a diagnosis, 
and 40% remained undiagnosed

• spontaneous remission has occurred in some women, but most have 
had multiple attempts with medical management without 100% 
resolution of symptoms



HISTORY

• 1880: excessive sensibility of the nerves supplying the mucous membranes 
of the vulva

• 1975: burning vulvar syndrome (ISSVD)

• essential vulvodynia, dysesthetic vulvodynia, vulvar vestibulitis syndrome, 
vulvar dysesthesia, provoked vulvar dysesthesias, or spontaneous vulvar
dysesthesia

• 2003: generalized or localized, and then each type subdivided into 
provoked, unprovoked, or mixed (ISSVD)

• 2015: 

- Vulvar pain caused by a specific disorder

- Vulvodynia (persistent vulvar pain without an identifiable etiology)



2015 International consensus of sexual medicine classification of vulvar pain

Vulvar pain caused by a spesific
disorder

• Infectious (eg, recurrent candidiasis, herpes)

• Inflammatory (eg, lichen sclerosus, lichen planus, 
immunobullous disorders)

• Neoplastic (eg, Paget disease, squamous cell 
carcinoma)

• Neurologic (eg, post-herpetic neuralgia, nerve 
compression or injury, neuroma)

• Trauma (eg, female genital cutting, obstetrical)

• Iatrogenic (eg, postoperative, chemotherapy, 
radiation)

• Hormonal deficiencies (eg, genitourinary 
syndrome of menopause [vulvovaginal atrophy], 
lactational amenorrhea)

Vulvodynia-Vulvar pain of at least
three months duration, without clear , 
identifiable cause, which may have
potential associated factors

• Localized (eg, vestibulodynia, 
clitorodynia) or generalized or mixed (localized 
and generalized)

• Provoked (eg, insertional, 
contact) or spontaneous or mixed (provoked 
and spontaneous)

• Onset (primary or secondary)

• Temporal pattern (intermittent, persistent, 
constant, immediate, delayed)



Symptoms and Prevalence

• affects women of all age groups, from adolescence through 
menopause

• burning, stinging, rawness, itching, aching, soreness, or throbbing
• constant, intermittent,

• localized, or diffuse. 

• symptoms may occur during intercourse and exercise, or even while sitting or
resting



Symptoms and Prevalence

• dyspareunia (71%)

• history of recurrent yeast infection (64%)

• vulvar burning (57%), vulvar itching (46%)

• problems with sexual response (33%)



Symptoms and Prevalence

• The prevalence of vulvodynia is approximately 8.3% to 16.0% 

• economic burden and quality of life for women with

• 6 months over $8,800.00

• the annual national cost = $31 to $72 billion in the United States 



Etiology

• The cause of vulvodynia is unknown.
• embryonic derivation

• chronic inflammation

• genetic immune factors

• nerve pathways

• abnormal response to environmental factors (eg, infection, irritants,trauma)

• hormonal changes

• human papilloma virus

• oxalates





Pathophysiology

• chronic disorder of the nerves that supply the vulva

• nerve fiber proliferation or neural hyperplasia

• chronic inflammation after a trigger factor

• normal sensations are perceived as abnormal



Comorbidities with Psychological Diagnosis 
and Chronic Pain Conditions

• interstitial cystitis
• İrritable bowel syndrome
• chronic fatigue syndrome
• fibromyalgia, and vulvodynia

• 27% positive for multiple conditions

• The chronic nature of vulvodynia can negatively affect a woman’s self-
image and lead to psychological disorders, such as depression and 
anxiety
• Vulvodynia is not considered a psychopathological condition
• >50% of women report depression and/or anxiety as a presenting symptom
• sexual, psychological,and relationship problems



Evaluation and Physical Examination

• comprehensive medical history

• any association of life changes, stressors

• new medical conditions

• childbirth and lactation

• menopausal status

• surgeries

• previous failed therapies

• Identification of possible contact irritants
• scented detergents, soaps, and over-the-counter feminine hygiene products



Evaluation and Physical Examination

• the vulva should be inspected for any abnormalities 
• dermatoses 

• recurrent vaginitis, herpes simplex virus,desquamative inflammatory vaginitis

• Premalignant or malignant conditions (biopsy or colposcopy)

• erythema on the vestibule is a typical finding



Evaluation and Physical Examination

• speculum examination

• wet mount analysis

• vaginal pH

• yeast culture

• gram stain, PCR

• vulvoscopy

• biopsy

• test for vaginismus
• pressure with a gloved finger should be applied to the levator ani and obturator 

internus muscles. 





Evaluation and Physical Examination







TREATMENT
Management Goals
• presents management challenges for clinicians and patients

• symptom resolution is not often a realistic outcome

• primary goals 
• symptom reduction

• improvement in quality of life and sexual function

• return to activities of daily living

• no single cause no single treatment



TREATMENT

• most available evidence for the treatment of vulvodynia is based on 
clinical experience, descriptive studies, or reports of expert 
committees.

• Few randomized controlled trials have been conducted of vulvodynia 
treatments.

• Vulvodynia is a complex disorder that is difficult to treat, and rapid 
resolution is unusual, even with proper treatment.

• A decrease in pain may take weeks to months and may not be 
complete.

• No single treatment is successful in all women.



TREATMENT
Steps
• Self-management strategies 

• Pharmacologic agents, as tolerated in increasing dosages

• Nonpharmacologic approaches are equally important

• Surgery

• INDIVIDUALIZATON 



Self-Management Strategies

• wear 100% cotton underwear (none at night)

• avoid vulvar irritants (perfumed, dyes, shampoos, detergents, douches, and 
wipes)

• use of mild soaps, with none applied to the vulva

• Clean the vulva gently only with water and pat the area dry (avoid hair dryers)

• after cleansing, an emollient without preservatives (vegetable oil or plain 
petrolatum)

• if menstrual pads are irritating, switch cotton pads

• use adequate lubrication for intercourse is recommended

• apply cool gel packs (preferred over ice packs)

• Rinse and pat  the vulva after urination



Pharmacologic Strategies

• Topical

• Systemic

• İnjections



Pharmacologic Strategies
Topical Medications

• Choosing the proper vehicle for topical medications is important

• Ointments provide a better mode of delivery, minimizing the risk of causing a 
flare of symptoms

• Creams contain more preservatives and stabilizers



Topical Medications



Pain Modulators



Pain Modulators



Injections

• Intralesional Injections
• trigger point steroid injections

• bupivacaine injection

• Pudendal nerve block

• Botulinum toxin





Vaginismus

• Vaginismus may develop subsequent to any chronic pelvic pain 
condition and is common with vulvodynia.

• it may be the cause of continued pain and/or sexual dysfunction after 
successful treatment of vulvodynia.



Nonpharmacologic Strategies





Multidisciplinary approach

• Sexual counselors

• Clinical psychologist   

• Physical therapist

• Pain specialist



Surgical treatment

• For women with localized vulvodynia 

• Cautiously after failure of other attempted therapies

• lack of randomized studies 

• insufficient data on complication rates 

• success rate 60% and 90% vs. 40% to 80% for nonsurgical 
interventions



Surgical treatment

• the surgical procedures for the treatment of vulvar vestibulitis include 
• Vestibulectomy

• modified vestibulectomy,

• vestibuloplasty

• perineoplasty.



Anatomy



Surgical treatment



Surgical treatment





KEY POINTS

• Vulvodynia is a chronic pain disorder.

• Cause is considered to be multifactorial.

• Evaluation and diagnosis is key to appropriate management.

• Therapies include self-management and nonpharmacologic,
pharmacologic, and surgical treatment.

• Emotional and psychological support is invaluable.

• Vaginismus occurs commonly with vulvodynia
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• A 64 year old woman tells you that she has had constant bilateral vulvar burning
and irritation over the past two years. Despite having changed to loose-fitting
clothes, it has not improved. She has used a topical antifungal cream with no
benefit. She is uncomfortable and frustrated. On examniation of the vulva, there
are no abnormal lesions, no erythema, no vaginal discharge, and no labial
thinning or agglutunation. You are able to touch her skin without exacerbating
the pain. A potassium hydroxide and wet-prep tests are negative for bacterial
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to:

A) Contact dermatitis
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E) Vestibulodynia (vulvar vestibulitis)  



Case 2

• A 22 year old women with the vulvar findings pictured, presents with
continued dyspareunia. After months of treatment with vulvar steroid
ointment and local anesthetic preperations, as well as pelvic floor phisical
therapy. She is extremely frustrated and wants to know what she can do to
resolve her vulvar pain and dyspareunia. Her vestibul is tender when
touched with a cotten-tipped swap, after touchinh her vestibul, her 
erythema worsens. The next best step in the management of her condition
would be:

A) Vestibulectomy
B) Labioplasty
C) Asyclovir therapy
D) Testosterone ointment
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