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Careful examination of the
vulva and external geni-
talia is an important com-

ponent of the well-woman gyne-
cologic examination. Even though
the vulva is the most visible com-
ponent of the female genitalia, it
is sometimes overlooked and, in
fact, has been termed the forgot-
ten pelvic organ.1 Basic dermato-
logic inspection sometimes has
lower priority than collecting the
cervical cytology sample. Never-
theless, dermatologic complaints
are among the most common rea-
sons women see a primary care
practitioner. Cutaneous disease is
thought to account for 10%-15%
of patient consultations with gen-
eral practitioners.2

Vulvar skin is at particular risk
for the development of derma -
toses because it contains both
keratinized and non-keratinized
skin and because the vulva itself
is a warm, moist environment of-
ten covered and/or exposed to
friction. This milieu is ideal for
the development of bacterial and
yeast infections, contact dermati-
tis, and other immune-mediated
dermatoses. Signs and symptoms
(S/S) associated with these condi-
tions (eg, pruritus, erythema, hy-
perpigmentation) are common
and anxiety provoking, and can
interfere with body image and
sexual function.3-5

The approach to patients with
a vulvar complaint is both com-
prehensive and sensitive. A pru-
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ritic patch or new bump in the
vulvar area, compared with a
similar lesion on an arm or the
scalp, may ignite heightened
anxiety and stigma. With a keen
eye, nurse practitioners provid-
ing routine gynecologic care
can evaluate and prescribe
treatment for women who have
contact dermatitis, atopic derma -
titis, intertrigo, lichen sclerosus,
or other benign lesions that may
be worrisome. Many curative in-
terventions are as simple as vul-
var care review and empathetic
reassurance.

History and physical
examination
All patients with vulvar com-
plaints require a focused and
detailed history (Table 1).6 NPs
should pay special attention to
patients’ use of fragranced
soaps or scented laundry deter-
gent, hygiene practices, and
grooming habits, which are fre-
quently implicated in the etiolo-
gy of vulvar dermatoses. In ad-
dition, NPs need to obtain
patients’ personal and family
histories of autoimmune condi-
tions, atopy, and other skin dis-
orders. For example, NPs
should inquire about a family
history of genodermatoses (in-
herited genetic skin conditions)
such as Darier’s disease, meta -
geria, epidermolysis bullosa,
and Harlequin ichthyosis.7

When assessing vulvar skin,
NPs need to take a multidiscipli-
nary approach—and remember
that dermatology and gynecolo-
gy are not mutually exclusive.8

Physical assessment of the vulva
begins with noting the general
color, texture, and turgor of the
skin. Ample lighting is impor-
tant when surveying the vulvar
area because skin changes can

be as subtle as mild scaling or
slight hypopigmentation. NPs
need to pay special attention to
papular lesions, patches, and
plaques, as well as areas of in-
flammation, scaling, and atro-
phy. From morphologic and his-
tologic standpoints, dermatoses
present differently on mucosal
versus non-mucosal surfaces.
For example, herpetic lesions
on cutaneous areas may present
as a classic cluster of small
bumps, whereas those on mu-
cosal areas may be completely
ulcerated and indistinguishable
from an erosion or chancre.
Furthermore, actions causing
friction (eg, sexual activity, ex-
ercise) may alter the primary
morphology of skin lesions.6

Providing a hand mirror can
enhance patients’ participation
in the examination by allowing
them to direct the clinician to
the affected area. At the same
time, this process can facilitate
patients’ understanding of their
own anatomy and targeted ar-
eas of diagnosis and treatment.9

Contact dermatitis
One of the most common caus-
es of vulvar pruritus is contact
dermatitis. The vulva is inher-
ently vulnerable to irritation be-
cause the barrier function of
vulvar skin is substantially
weaker than that of skin at oth-
er anatomic sites.10,11 Along
with its compromised barrier
function and hypersensitivity,
vulvar skin is frequently subject-
ed to caustic practices such as
shaving, use of scented panty
liners, and overzealous washing. 
Contact dermatitis is divided

into two categories, irritant con-
tact dermatitis and allergic con-
tact dermatitis12,13; in women
with vulvar complaints, the for-

mer is more common than the
latter.13 In allergic contact der-
matitis, the trigger induces an
immune response, whereas in ir-
ritant contact dermatitis, the trig-
ger itself directly damages the
skin. In other words, an irritant
substance is one that, if applied
in sufficient concentration, in-
duces an inflammatory reaction
in everyone. By contrast, an al-
lergic reaction is specific to an
individual’s hypersensitivity to 
a particular substance and thus
always involves the immune 
system. 
The most common contact al-

lergens, which can be identified
in individual patients by patch
testing, include medications,
preservatives, and fragrances.14

Many experts advocate avoid-
ance of all topical vulvar hy-
giene products to decrease the
likelihood of developing contact
dermatitis.15 Patch testing, a
technique used to ascertain
whether a substance that comes
in contact with the skin is caus-
ing inflammation, is used early
in the therapeutic process rather
than being reserved for patients
who do not respond to treat-
ment.13 Patch testing is per-
formed by placing tiny quanti-
ties of allergens in direct contact
with the skin and holding the al-
lergens in place with special hy-
poallergenic adhesive tape. The
test is done on an area of skin
unaffected by the dermatitis. 
After 48 hours, the tape is re-
moved and evaluated by a clini-
cian, who knows that some re-
actions may be delayed. Patch
testing can help confirm whether
a substance is causing—or ag-
gravating—a dermatitis. Patch
testing is most commonly per-
formed by dermatologists, al-
though NPs with dermatology
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Chief complaint
• Change in pigmentation
• Change in vulvar anatomy 
• Irritation 
• Itching 
• Lesion or skin growth 
• Pain – burning, rawness, stabbing, stinging 
• Redness 
• Vaginal discharge

History of present illness
• Onset, duration, and course: stable, progressive
worsening, progressive improvement 

• Pattern: constant or intermittent
• Timing related to menstrual cycle 
• Severity of symptoms on scale of 0 to 10 or mild,
moderate, severe

• Alleviating factors: abstaining from sexual
activity/intercourse, avoiding certain physical
activity/exercise, bathing, sitz baths/soaks, use of
topical medications and products, use of systemic
medications

• Exacerbating factors: friction, heat, moisture, physical
activity/exercise, pressure, sexual activity/
intercourse, types of clothing or undergarments,
urination, defecation, use of topical products

• Impact on activities of daily living: change in bathing
habits; change in clothing styles; change in exercise,
physical activities; change in sexual activity;
interference with sleep

• Areas specifically affected: generalized or localized 
• Hygiene practices: frequency of vulvar hygiene (per
day, per week); product(s) used to cleanse the vulva
(be specific – bar or liquid soap, brand, etc.); use of
feminine hygiene products – douches, sprays,
deodorants, colognes, perfumes (brand, frequency);
use of lotions, creams, powders; use of panty liners –
frequency of use, scented or unscented

• Previous treatment, including frequency, duration,
and response

Menstrual history
• Presence or absence, frequency of menstrual periods 
• Date of last menstrual period
• Use of panty liners, sanitary napkins (pads), tampons
– frequency of use, scented or unscented

• Age at menopause
• If postmenopausal, past or current use of hormone
replacement therapy (local, systemic)

Obstetric history
• Pregnancy history: total, premature births,
miscarriages/abortions, live births

• Vaginal delivery or cesarean section 
• Obstetrical interventions: forceps delivery, vacuum-
assisted delivery, episiotomy

Sexual history
• Current sexual activity 
• Methods of birth control/contraception 
• Use of lubricant (product brand and formulation) 
• Number of sexual partners (past 3 months, past 1
year, past 5 years) 

• Pain or discomfort with intercourse
• Impact of vulvovaginal condition on sexual activity

Past health history
• Allergic: hay fever, environmental allergies, asthma 
• Dermatologic: eczema, contact dermatitis, psoriasis,
lichen planus, vitiligo

• Endocrinologic: diabetes mellitus, thyroid disease 
• Gastrointestinal: anal fissures, irritable bowel
syndrome, inflammatory bowel disease 

• Gynecologic: abnormal Papanicolaou smear,
endometriosis, genital warts, genital herpes, HIV, other
sexually transmitted infections, pelvic inflammatory
disease, frequent vaginal yeast infections

• Neurologic: back injury/back pain, chronic pain,
migraines, other neurologic disorder

• Psychiatric: depression, anxiety
• Rheumatologic: autoimmune disease, chronic fatigue
syndrome, fibromyalgia, arthritis

• Urologic: frequency, urinary tract infections,
interstitial cystitis

Past surgical history
• Abdominal, pelvic, or spinal surgery 
• History of trauma (motor vehicle accident, fall, pelvic
fracture, etc.)

Allergies to medications 

Family history
• Dermatologic: eczema, psoriasis, blistering disease,
genodermatoses 

• Endocrinologic: diabetes mellitus 
• Rheumatologic: rheumatoid arthritis, lupus,
fibromyalgia

Review of systems
• Constitutional: fever, chills, night sweats, unexpected
or unexplained weight loss

• Ocular: eye discomfort, pain, eye irritation, chronic
dry eyes, blurry vision, change in vision

• Otolaryngologic: nasal sores, epistaxis, mouth
pain/soreness, oral ulcers, bleeding gums, pain with
chewing or swallowing

• Gastrointestinal: abdominal pain or cramping,
bloating, nausea, vomiting, constipation, diarrhea,
pain with bowel movement, blood in stool, fecal
incontinence, anal fissures, hemorrhoids

• Genitourinary: dysuria, urinary frequency, hematuria,
urinary hesitancy, urinary incontinence

• Musculoskeletal: arthritis, joint pain, back pain,
muscle problems

• Neurologic: numbness, weakness, headaches
• Psychiatric: depression, anxiety

Source: Schlosser BJ, Mirowski GW. Approach to the patient with vulvovaginal complaints. Dermatol Ther. 2010;23(5):438-448, Table 1. Printed with
permission. © 2010 Wiley Periodicals, Inc.

Table 1. Components of the history for vulvovaginal complaints6



experience are qualified to do
this testing.
In vulvar contact dermatitis,

the vulvar skin may appear
mildly to severely inflamed,
mildly to severely erythematous,
and/or mildly to severely edem -
atous, or it may manifest as
scaling with thick lichenification
from years of chronic rubbing.
The area of vulvar involvement
may be localized to a small site
from deliberate contact or it
may be generalized to the per-
ineum and medial thighs. 
The best, and only curative,

treatment of contact dermatitis
is to eliminate exposure to the
offending agent. Therefore,
comprehensive and specific
questioning about hygiene prac-
tices and product usage is nec-
essary. NPs review standard vul-
var care with patients (Table
2).16,17 Sitz baths in lukewarm
water may be soothing; patients
are advised to pat themselves
dry (as opposed to rubbing
themselves hard) with a towel
after bathing. 
Once the offending agent is

identified and removed from the
environment, topical cortico -
steroids may be used to reduce
inflammation. These agents are
carefully selected with regard to
potency and vehicle, keeping in
mind that gels and creams can
be irritating because of extenders
used in the formulations.10 Oint-
ments, the best choice for treat-
ing vulvar dermatoses, may be
kept in the refrigerator so that
the application itself is cooling
and palliative. When prescribing
topical steroids, NPs must re-
mind patients that although
these agents are safe to use for
10-14 days (twice daily, as need-
ed, for redness, flaking, and itch-
ing), long-term use may be asso-

ciated with cutaneous side ef-
fects such as atrophy, hypopig-
mentation, and telangiectasia.14

Therapy is important; other-
wise, rubbing and scratching
the irritated area can lead to an
increase in discomfort and pru-
ritus. Itching provokes scratch-
ing, which causes excitation of
nerve fibers, which then intensi-

fies the sensation (the itch-
scratch cycle).18 If adequate re-
lief is not achieved, another
useful intervention to block the
cyclical pattern is to recommend
a sedating antihistamine at bed-
time. Hydroxyzine 10 mg has
been shown to be effective in
alleviating vulvar itching.10 Pa-
tient education and follow-up
are essential to optimize treat-
ment and prevent recurrence of
vulvar contact dermatitis.

Vulvar eczema
One-third to one-half of women’s
vulvar complaints stem from
atopic dermatitis (eczema).19,20

Vulvar dermatitis can develop in
isolation or as part of dermatitis
in other areas of the body. S/S
of atopic dermatitis include pru-
ritus, burning, rawness, and
stinging.14 S/S may be exacer-

bated by heat, sweat, stress, or
menstruation.19 The diagnosis is
clinical, based on a history of
chronic vulvar irritation and pru-
ritus. Excessive washing of the
vulva by women who fear a
lack of cleanliness often aggra-
vates atopic dermatitis instead of
relieving it. Patients must be re-
minded that the vagina is self-
cleaning, and that overzealous
washing is unnecessary and can
lead to painful reactions.
Eczematous skin is especially

susceptible to secondary infec-
tion and excoriation, which can
cause variation in appearance
and complicate the clinical pic-
ture. Bacteria can take advan-
tage of the compromised barrier
function and cause impetigo in
the eczema. The trademark of
impetiginized skin is honey-
colored crust, but secondary in-
fection may also present as pus-
tules or fissures. Impetigo may
be treated prophylactically or
reactively with topical mupiro -
cin ointment.17

Vulvar atopic dermatitis re-
quires a two-fold treatment
modality. A large part of treat-
ment is patient education and be-
havior modification. Atopic der-
matitis is considered endogenous
because S/S arise inherently in
the skin; they are not due to an
exogenous irritant that can be re-
moved from the environment (as
is the case with allergic contact
dermatitis). Although this condi-
tion lacks a cure, it can be ame-
liorated with proper skin care
practices. S/S usually resolve af-
ter treatment with low- to medi-
um-potency topical corticosteroid
ointments such as triamcinolone
acetonide 0.1% twice daily for 14
days, followed by a maintenance
dose twice weekly after the flare
has resolved.16
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Candidal intertrigo
Candidal intertrigo is an infec-
tion of the skin by Candida 
albicans that occurs between
intertriginous folds of skin—
commonly under the breasts, 
in between the legs, or in the
groin area. Intertrigo presents as
erythematous, macerated skin
that is commonly pruritic and
painful.21 The diagnosis of inter-
trigo is typically a clinical one,
although microsco py can con-
firm it. A KOH preparation on 
a wet mount of skin scrapings
shows hyphae and budding 
hyphae.21

Management of intertrigo be-
gins by addressing predisposing
factors to candidal infections.
Predisposing factors include dia-
betes, obesity, and the wearing
of tight clothing, which leads to
chafing. A discussion regarding
a low sugar and yeast diet is ap-
propriate in these cases.22 Be-
cause Candida organisms thrive
on simple carbohydrates, pa-
tients are encouraged to avoid
foods such as white bread,
processed food, and sugary
snacks. Topical antifungals and
low- to mid-potency topical cor-
ticosteroids may be used initial-
ly to decrease discomfort.22,23

Once the rash has cleared, keto-
conazole 1% shampoo (avail-
able over the counter) may be
used 1-2 times weekly for long-
term management. Keeping the

intertrigo-prone area as dry as
possible can prevent subse-
quent flares. Use of talcum-
based powders on thoroughly
dried skin is helpful in warm
humid weather.24

Lichen sclerosus
Lichen sclerosus is a chronic im-
mune-modulated dermatosis that
can cause substantial discomfort
and morbidity.25 This idiopathic
inflammatory skin disease has a
predilection for the genital skin.
Although most frequently seen
after menopause, lichen sclero-
sus can present in women of
any age group, on any part of
the body. In typical cases, lichen
sclerosus appears as well-
defined white plaques with an
atrophic wrinkled surface.26

Longstanding disease can lead
to labial shrinking, contributing
to a keyhole or figure of eight
appearance.15 Ecchymoses, ede-

ma, fissures, and erosions may
be present on the labia minora,
labia majora, and surrounding
anogenital skin.27 Although
lichen sclerosus can be asymp-
tomatic, in many cases it is char-
acterized by intractable burning
pruritus28 and dyspareunia.
The diagnosis of lichen scle-

rosus is a clinical one, based on
the history and physical exam
findings. If a biopsy is warrant-
ed for confirmation, NPs trained
in performing a vulvar punch
biopsy may collect a specimen.
Referral to a gynecologist or
dermatologist is required for re-
fractory cases and/or if NPs are
uncertain regarding the area
from which the biopsy speci-
men is to be obtained.29 The
biopsy is done at the initial visit,
before topical corticosteroid is
applied; both clinical and histo-
logic appearances can be modi-
fied by corticosteroid usage.15

First-line treatment for lichen
sclerosus is a superpotent topi-
cal corticosteroid: clobetasol
propionate 0.05% ointment
twice daily for 3 months.30

When caring for patients with
lichen sclerosus, NPs must keep
in mind that the speculum ex-
amination may be uncomfort-
able (due to introital narrowing)
and that this disease can have
an adverse effect on a woman’s
body image. Although lichen
sclerosus is considered benign,
it can be associated with squa-
mous cell carcinoma. Therefore,
teaching of self examination is
imperative and regular follow-
up visits are recommended.31

Conclusion
Not all skin is created equal.
Vulvar skin is markedly more
sensitive than skin found 
on other areas of the body.
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Table 2. Elements of vulvar care16,17

• Discontinue exposure to offending agent (eg, fragranced soaps, lotions,
douching, scented panty liners).

• Avoid products with multiple ingredients.

• Take lukewarm sitz baths. Pat dry.

• Use fingers (instead of a washcloth) and plain water to cleanse the area.

• Seal in moisture by applying petroleum jelly or steroid ointment as
directed.16 Consider keeping this product in the refrigerator to make
application more soothing.

• Use lightweight cotton underwear (go without when able).

The diagnosis of

lichen sclerosus
is a clinical one,

based on the history

and physical exam

findings. 

g



Concerns are intensified in terms
of the vulvar area because of its
association with body image and
sexuality. Providing anticipatory
guidance by supplying patients
with a hand mirror and routinely
pointing out benign nevi, acro-
chordons (skin tags), and degree
of pigmentation can prevent fu-
ture stress. Reviewing standard
vulvar care is one of the most
important parts of a well-woman
gynecologic examination. Hav-
ing a basic understanding of the
prevalence of dermatologic con-
ditions in women’s health and
an understanding of dermatol-
ogy terminology can make the
diagnosis of a vulvar complaint
a routine event. =

Claire Ferensowicz is a women’s
health nurse practitioner at Pa-
cific Northwest Fertility in Seat-
tle, Washington. The author
states that she does not have a fi-
nancial interest in or other rela-
tionship with any commercial
product named in this article.
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