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Context Vulvodynia is a term used to describe chronic
burning and/or pain in the vulva without objective physical
findings to explain the symptoms. The terminology and
classification of vulvodynia continue to evolve, and much
remains to be understood about the prevalence, patho-
genesis, natural history, and management of this dis-
tressing condition.

Starting point James Aikens and colleagues showed that
chronic vulval pain (vulvodynia or vulvar dysaesthesia) is
associated with worse depressive symptoms (Am J Obstet
Gynecol 2003; 189: 462–66). However, the increased
scores for depression in this case-control study were attrib-
uted to sexual disinterest and experience of chronic pain
rather than to features of depressive disorder. These
results lend weight to the increasing need for better
understanding of the pathogenesis of vulval pain and how
to manage it appropriately.

Where next? The aetiology of vulvodynia and effectiveness
of treatments need further study. Appraising the available
literature, we have formulated a useful approach to
patients with chronic vulval pain. There is a pressing need
for further case-control studies of potential causes of
vulvodynia and for randomised trials of interventions.

Vulvodynia is a term instituted by the International Society
for the Study of Vulvar Disease (ISSVD) in 1983, based on
clinical experience. It was defined as “chronic vulvar dis-
comfort, especially that characterised by the patient’s
complaint of burning, stinging, irritation or rawness”.1 The
ISSVD adopted a classification of vulvodynia in 1988
comprising vulvar dermatoses, cyclical vulvitis (or cyclical
candidiasis), vulvar vestibulitis, vulvar papillomatosis, and
essential (or dysaesthetic) vulvodynia.2 This classification
has now been largely abandoned and instead the term
vulvodynia is generally applied to those patients with
chronic pain or burning for over 3 months without obvious
visible lesion. Itching is excluded from this definition. Two
subtypes of vulvodynia are described, vulval vestibulitis and
dysaesthetic vulvodynia.3–5 More recently some investigators
have changed the terminology to vulvar dysaesthesia, which
is either generalised or localised (usually to the vestibule but
also to other sites such as the clitoris).6,7 Therefore,
unsurprisingly, vulvodynia remains a perplexing term-
inology for many doctors. It may be more helpful in the
clinic to describe patients’ symptoms more precisely—eg,
vulval burning or knife-like pain—and to use diagnostic
terms that are more specific than vulvodynia or dys-
aesthesia. The prevalence of chronic vulval pain or burning
is unknown. Lifetime cumulative incidence of chronic
vulval pain may be 16%, which suggests that 14 million US
women could experience it during their lifetime.8

What causes vulvodynia?
There are several common conditions and many rare ones
that cause vulval burning and/or pain, and these must be
excluded when evaluating chronic vulval symptoms. Irritant
dermatitis is common, not least because affected women
may have used many topical agents on the vulva before
presentation to a specialist clinic.9,10 Irritants include soap,
panty liners, synthetic underwear, moistened wipes,
deodorants, douches, lubricants, spermicides, topical
medication, urine, faeces, and excessive vaginal discharge.
Allergic contact dermatitis also occurs, for example with
prescribed topical medication or sanitary napkins.11,12

Candidiasis can cause vulval burning and itching, and
treatment has been reported to improve the symptoms.13

Other causes include: vulvovaginal atrophy (oestrogen-
deficient), recurrent herpes simplex infection, herpes zoster
and post-herpetic neuralgia, lichen sclerosus, erosive lichen
planus, Behçet’s syndrome, cicatricial pemphigoid,
Sjögren’s syndrome, vulval intraepithelial neoplasia, and
carcinoma.5,9,14

Vulval pain syndromes
There are two conditions generally considered in the
spectrum of vulvodynia (ie, vulval vestibulitis and dys-
aesthetic vulvodynia), possibly with some overlap. Vulval
vestibulitis is the more investigated. Dyspareunia, tender-
ness, and erythema of the vestibule have been described for
over 100 years. In 1987, Friedrich15 set out diagnostic
criteria: severe pain on vestibular touch or attempted
vaginal entry, tenderness to pressure localised within the
vulvar vestibule, and physical findings of erythema limited
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of inflammatory response suggest a
difference between vestibulitis cases
and controls, including decreased
natural-killer-cell function and response
to interferon,31 defective regulation of
the proinflammatory response because
of less production of interleukin-1-
receptor antagonist,32 variability in the
gene encoding the interleukin-1-
receptor antagonist,33 and lower pro-
duction of interferon �.34 Although
these data supporting an immuno-
logical role in the causation of
vestibulitis are intriguing, the clinical
significance remains unknown.

Dysaesthetic vulvodynia is a diag-
nosis given to cases of unprovoked
vulval burning not limited to the vest-
ibule and with no demonstrable ab-
normalities.2 It is mainly described in
older women who have burning that
may extend beyond the vaginal in-
troitus to involve the labia majora and
sometimes the inner thighs and anus.
The term dysaesthetic vulvodynia was
originally advocated on the basis of a
successful response in 20 patients given
amitriptyline.35 Uncontrolled observ-
ations have linked diffuse vulval pain
with low back pain or trauma, herpes
simplex virus, and pelvic surgery,22,35,36

which some investigators describe as
pudendal neuralgia. However, there are
no data to support pudendal nerve
dysfunction as a cause of vulval pain. A
common cause for vulvodynia and
other pain syndromes, such as glosso-
dynia or burning-mouth syndrome has
been proposed,37 but these conditions
are also poorly understood. A sensible
approach seems to be to acknowledge
that we cannot say there is no specific
cause underlying the burning in these
patients, but rather that we have been
unable to determine what it is.9

Most relevant studies have failed to
demonstrate a link between vulvodynia
and sexual and physical abuse.38,39 Some
studies have shown that vulvodynia

patients have more depressive symptoms and somatic com-
plaints than controls.40,41 However, these findings do not
differentiate between cause and effect. In 2003, James
Aikens and colleagues6 reported significantly increased
scores for somatic depressive symptoms in 32 women with
vulvar dysaesthesia compared with 32 controls. The
increase was due to sexual disinterest and chronic pain,
while there was no significant difference in cognitive-
affective symptoms or history of depressive disorder.

Management of vulval burning or pain
Tricyclic antidepressants are widely used for vulval pain, on
the basis of one report35 and their established use in other
chronic pain conditions. There are, however, no published
controlled studies of their use in vulval pain.

More recently, gabapentin (an anticonvulsant with
efficacy in neuropathic pain) has been used successfully.42

Other treatments with reported benefit include acupunc-
ture,43, pelvic-floor physiotherapy and biofeedback
exercises,44 5% lidocaine ointment,45 and interferon.46
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to the vulvar vestibule. One study has suggested that
erythema is less useful than tenderness as a diagnostic
criterion16 and some doctors now use the terms vestibulitis,
vestibulodynia, or localised vulval dysaesthesia when ery-
thema is absent but pain is localised to the vestibule.3 The
incidence of vulval vestibulitis is unknown. The prevalence
has been estimated at 15% in a private gynaecological
practice17 and 1·3% of women in a genitourinary medicine
clinic18 Most patients are white, premenopausal, and sex-
ually active.

The pathogenesis of vestibulitis is not understood and the
presence or absence of inflammation in the vestibular tissue
is debated.19–21 The vestibule of cases compared with
controls has increased innervation,22–24 but it is not clear
whether this is a primary or secondary phenomenon. The
few controlled studies of potential causes fail to prove a role
for candidiasis, human papillomavirus, or excess urinary
oxalates.25–28 Two controlled studies describe lower pain
thresholds on the arm and in the vulval vestibule,29,30 raising
the possibility of a more generalised pain disorder. Studies
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In vulval vestibulitis, surgical excision of varying amounts
of vestibular tissue (vestibulectomy) is the intervention with
the highest reported success rate. However, studies are
often weakened by methodological flaws. Medical and be-
havioural management are under-reported. Conservative
treatment of vestibulitis has been recommended by the
American College of Obstetricians and Gynecologists.47 Our
algorithm illustrates a practical approach to the manage-
ment of chronic vulval burning/pain (figure and panel).
There is evidence that many cases of vulvodynia improve
with time, with any or no treatment. One study showed that
most women with vulvar dysaesthesia reported improve-
ment in symptoms since diagnosis, regardless of the treat-
ments used.7 In another study of patients with symptoms
and signs consistent with vestibulitis, half the patients
eventually remitted spontaneously.48

Conclusions
Vulval pain has an array of descriptive terminology, pro-
posed causes, and anecdotal treatments. Study of causes
and treatments is therefore needed. When faced with a
patient with vulval burning and/or pain, it is vital to exclude
treatable conditions. Then, if the patient has unexplained
vulvodynia, it is important to choose treatment carefully on
the understanding that there are as yet few consistent data
from trials to support any particular intervention.
We have no conflict of interest to declare.
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General measures for managing vulval pain

Treat any identifiable disorder
Counselling, support, and education
Avoidance of irritants
Bland soap substitutes and skin protectants (eg, emulsifying
ointment BP)
Non-irritant lubricant for sexual activity (eg, vegetable oil)
5% lignocaine ointment 20 min before sexual activity
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