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Diagnose Vaginitis by Exam, Not by Phone 

A R T I C L E S  B Y

J A N E  S A L O D O F  M A C N E I L

Contributing Writer

H O U S T O N —  Telephone consultations
for vaginitis often result in misdiagnosis,
Dale Brown Jr., M.D., warned at a con-
ference on vulvovaginal diseases spon-
sored by Baylor College of Medicine.

“Patients think it is a drag to come in to
be evaluated, and many health care pro-
fessionals think it is a drag to have to treat
vaginitis all the time,” said Dr. Brown,
chairman of clinical affairs in the obstet-
rics and gynecology department at Baylor.

Nonetheless, thorough office exami-
nations are necessary, even for what ap-
pear to be repeated fungal infections, ac-
cording to Dr. Brown. He maintained
that symptoms are often misleading, and
studies have found relatively few women

can accurately self-diagnose vulvovaginal
candidiasis.

“Patients are spending a lot of money
over the counter and then they have to
come in to be treated again. They don’t
know what they are treating,” Dr. Brown
said, contending that availability of over-
the-counter antifungal treatments for can-
didiasis has not lived up to expectations of
reduced health care costs. Instead, he said,
many women are seeking a physician’s
help only after trying two or three differ-
ent medications that did not relieve their
symptoms.

Candida albicans was confirmed in only
33% of cases for which over-the-counter
medications were purchased in one report
cited by Dr. Brown ( J. Fam. Pract.
1996;42:595-600).

He noted that women with a history of
diagnosed fungal infections were even

more likely to misdiagnose a repeat in-
fection. 

In another study at a vaginitis referral
center, he said only 28% of cases of can-
didiasis were clinically confirmed (Obstet.
Gynecol. 1997;90:50-3).

A third investigation cited by Dr. Brown
involved the collection of vaginal swabs
every 4 months from 1,248 women. He
said the study, presented at a meeting of
the Infectious Diseases Society for Ob-
stetrics and Gynecology in 2002, found
24% of women who were never colo-
nized by yeast used antifungal drugs at
least once.

At least half the women who are diag-
nosed with candidiasis actually have an-
other condition, according to Dr. Brown.
Although frequently suspected, candidia-
sis accounts for only 20%-25% of vagini-
tis; bacteria are responsible for 40%-50%
of cases and trichomoniasis for 15%-20%.

Dr. Brown urged consideration of oth-
er noninfectious causes and less common
infections. He gave a long list of possible

diagnoses that included atrophic vagini-
tis, a foreign body, allergic hypersensitiv-
ity and contact dermatitis, trauma,
desquamative inflammatory vaginitis,
erosive lichen planus, lactobacilli vagi-
nosis, cytolytic vaginosis, streptococcal
group A infection, ulcerative vaginitis
with Staphylococcus aureus, and idiopath-
ic ulceration associated with human im-
munodeficiency virus.

When examining women for vaginitis,
physicians should have patients use a mag-
nifying glass to identify the exact location
of the itch. 

He recommended collecting a speci-
men from the lateral midsection of the
vagina and looking for systemic diseases
that can present as a vulvovaginal symp-
tom. He singled out erythrasma and tinea
cruris as two conditions that can be mis-
taken for candidiasis.

“Most common vaginitis is not hard to
treat, but too often we make a diagnosis
that is not the correct diagnosis and we get
failure of our treatment,” he said. ■

Symptoms are often misleading, and relatively few

women can accurately self-diagnose candidiasis.

Lichen Planus and Beyond: A Review

Of Erosive Noninfectious Skin Diseases 

H O U S T O N —  Elizabeth “Libby”
Edwards, M.D., gave an overview of
erosive, noninfectious skin diseases
at a conference on vulvovaginal dis-
eases sponsored by Baylor College of
Medicine.

According to Dr. Edwards, chief of
dermatology at the Southeast Vulvar
Clinic in Charlotte, N.C., and a fac-
ulty member at the University of
North Carolina, Chapel Hill, gyne-
cologists should consider the fol-
lowing skin conditions:.
� Lichen planus. This skin condition
is well known to gynecologists, she
said. An autoimmune disease, it also
presents in the mouth and can cause
scarring in the vagina and vulva. Its
clinical appearance ranges from
white reticulate papules to nonspe-
cific erosions that often require biop-
sy to diagnose. Numerous therapeu-
tic options include corticosteroids,
an anti-inflammatory antibiotic giv-
en with fluconazole to prevent yeast
development, and supportive care.
� Desquamative inflammatory

vaginitis spectrum. Also known as
sterile inflammatory vaginitis, this
condition is often misdiagnosed, ac-
cording to Dr. Edwards. It presents
with a red or eroded vaginal epithe-
lium and yellow/green secretions
that contain a high number of white
blood cells. Though the etiology is
not known, she suspects it is “an au-
toimmune problem in the same fam-
ily as lichen planus.” If the patient
initially was diagnosed with an in-
fection but did not respond to peni-
cillin, then Dr. Edwards considers
desquamative inflammatory vagini-
tis spectrum as a possible diagnosis
and gets a culture to tell for sure. If

this diagnosis is confirmed, Dr. Ed-
wards prescribes clindamycin cream
intravaginally or hydrocortisone sup-
positories or both.
� Posterior fourchette fissures. This
common erosive condition can occur
every time a woman has intercourse,
and it heals quickly. “If she does not
come in within a day of intercourse,
you won’t see it,” Dr. Edwards said.
Some physicians treat this condition
with topical estrogen, but she said the
only therapy that has worked for her
patients is perineoplasty.
� Skin fold fissures. These fissues
are often compared with paper cuts,
according to Dr. Edwards. They
sometimes present as fine red lines.
They can be caused by irritation
from another condition, especially
Candida albicans, but sometimes oc-
cur in patients who have nothing
else wrong. Dr. Edwards recom-
mends doing lots of cultures. If the
cultures don’t turn up anything, she
uses a “shotgun” approach to elimi-
nating the unknown cause by treat-
ing with an antifungal, clobetasol
ointment, and cephalexin.
� Fixed drug eruption. This condi-
tion is a blistering/erosive reaction to
a medication. Dr. Edwards said to
make a diagnosis of the disease by
history and clinical appearance.
“Treatment is local care and avoid-
ance of the medication,” she said.
� Blistering erythema multiforme.

Also known as Stevens-Johnson syn-
drome and toxic epidermal necroly-
sis, this condition can be a hyper-
sensitive allergic reaction to an
infection or recurring herpes simplex
virus, according to Dr. Edwards. An
acute condition, it presents with red

nonscaling papules and plaques, blis-
tering, and erosion that can cover
40% of skin. Dr. Edwards warned
that it is a dangerous disease with a
40% mortality rate “that comes on
like gangbusters. ... Call a dermatol-
ogist; call an intensivist, and often
send these patients to a burn center,”
she advised, urging gynecologists to
do all they can to protect the vulva.
“The guys in the ICU are not think-
ing about that,” she said. “The guys
in the ICU are trying to save this per-
son’s life.”
� Cicatricial pemphigoid. This con-
dition presents with erosion and scar-
ring of mucous membranes. It can
lead to blindness, tooth loss, obliter-
ation of the vaginal space, labia mi-
nora agglutination, and narrowing of
the introitus, according to Dr. Ed-
wards. She said to diagnose by biop-
sy and immunofluorescence of ad-
jacent skin, and treat in most cases
with oral prednisone. Sometimes a
topical medication or antimetabo-
lite can be tried.
� Pemphigus vulgaris. Another au-
toimmune blistering disease of the
skin and mucous membranes de-
scribed by Dr. Edwards is pemphigus
vulgaris. She said it does not scar ex-
cept in vulvovaginal areas, where it
can lead to disfigurements similar to
cicatricial pemphigoid. Diagnosis
and treatment are also similar.
� Contact dermatitis. This skin
condition can be caused by poison
ivy, scrubbing the skin with too
much [pumice-containing] soap, or
something else a woman is using, ac-
cording to Dr. Edwards. “You have to
ask specifically, ‘What are you
putting in the area?’” she said. ■

Skin Disorders Common

Cause of Vulvovaginal

Symptoms, Expert Says

H O U S T O N —  Skin disorders are often overlooked as a
cause of chronic vulvovaginal symptoms, Elizabeth “Lib-
by” Edwards, M.D., said at a conference on vulvovaginal
diseases sponsored by Baylor College of Medicine.

Gynecologists are not trained to look for skin disor-
ders, and dermatologists don’t want to diagnose vul-
vovaginal conditions, according to Dr. Edwards, chief of
dermatology at the Southeast Vulvar Clinic in Charlotte,
N.C. and also a faculty member at the University of
North Carolina, Chapel Hill.

“Most physicians across all specialties are unaware of
how unbelievably common chronic skin diseases of the
vulva and the vagina are,” said Dr. Edwards.

“Most physicians are taught that chronic vulvovagi-
nal symptoms are due to yeast—maybe bacterial vagini-
tis and, if not that, maybe a sexually transmitted disease.
And they keep looking for those same things over
again,” she said. “[But] there are hundreds of skin di-
agnoses that can be playing a role.”

Some of these diseases will present as vulvovaginal,
gingival, and even ocular conditions. Dr. Edwards told
of one patient who was being followed by an ophthal-
mologist for dry eye syndrome, a dentist for gingivitis
due to poor hygiene, and a gynecologist for lichen scle-
rosus. The common condition was cicatricial pem-
phigoid, which is a nonspecific skin disease that can af-
fect mucous membranes in the eyes, mouth, vagina, and
vulva.

Dr. Edwards urged physicians to get a culture and do
biopsies when they can’t identify the cause of a chronic
vulvovaginal condition. She suggested sending samples
with a differential diagnosis to a dermatologic patholo-
gist who has experience with erosive skin diseases but
warned that a biopsy may not provide the answer.

“A biopsy is not a lab test,” she said. “It is just a dif-
ferent doctor in a different place giving an opinion on
looking at the skin under a microscope.”

Even after a diagnosis is made, she urged persistence
if the patients still has symptoms. 

“Often there is more than one factor in [a] chronic vul-
vovaginal symptom,” Dr. Edwards said. “If you find one
thing—i.e., a yeast infection–—don’t stop looking, keep
going.” ■


