Diagnosis and Treatment of Chmnic Vulvovaginitis

Mimi Secor RN, MS, MEd, FNP

Editor’s Note: This is no. 3 of 6 articles publishing in 1997 for which CE credit hours
may be earned. To participate, see the CE Exam/ Answer sheet enclosed.

julvovaginitis (VV) is a common gyne-
cological problem affecting millions of
women each year.! Inaccurate self-diagnosis
contributes to widespread, often inappropriate,
use of over-the-counter (OTC) intravaginal
medications and delays accurate diagnosis and
freatment. Some infections are asymptomatic,
further clouding the clinical picture.

Recent research has linked common types
of VV to serious medical, gynecological, and
obstetrical complications, highlighting the im~
portance of detection and treatment of these in-
fections. Five to eighty percent of women with
acute VV will suffer from persistent or recur-
rent infections.?2 Vulvodynia and vaginismus
are serious risks associated with chronic VV.
Nurse Practitioners must develop expertise in
the prevention, detection, and treatment of
women with acute and chronic vulvovaginitis.

The Vaginal Ecosystem
The warn, moist environment of the vuiva and
vagina, coupled with it’s close proximity to the
rectum, make it a favorable reservoir for colo-
nization. Normal vaginal fora form a complex
ecosystern containing 5 to 15 species of aero-
bic, facultative, and anaerobic organisms. (See
Table 1.) The vagina has numerous intrinsic
mechanisms that control the overgrowth of
pathogens and maintain a healthy acid balance.
Lactobacills, epithelial cells, and vaginal mucus
all interact to maintain this delicate balance.
Lactobacilli, known as “good bacteria,”
protect the vagina in the following ways®:
¢ Maintain a low vaginal pH (3.8-4.2)
controfling overgrowth of potential
pathogens like HIV, bacterial vaginosis
{(BV), trichomonas and Candida
= Prevent adherence of pathogens onto
epithelial cells
«  Produce lactic acid, hydrogen peroxide,

and other bacteriocins that inhibit over
growth of potential pathogens

» Preserve and protect the rucus barrier

of the vagina

Factic acid, produced by the vaginal epithe-
lial cells, is an important contributor to norinal
vaginal balance. Vaginal mucous also contains
defensive substances that confer additional
protection. These include; lysozymes, which
destroy bacterial cell walls, immunoglobulins,
which block pathogen attachiment to mucosa,
and phagocytic cells, which actively destroy
pathogens. Hormonal levels also influence
vaginal pH, rising with menses (6.0-7.0) and
dropping at ovulation {4.0) and in pregnancy
(3.8-4.4),

Many extrinsic factors influence the vaginal
flora and pH.’ Douching removes vaginal mu-
cous and other natural protective substances.
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Table 1. Normal Vaginal Flora in
Premenopausal Non-pregrant Women
Oreanisn Average
Prevalence (%)

Aerobic/facultative
Lactobacillus 68
Staphvlococcus epidermis 66+
Ureaplasma urealyticum 65
Streptococcus 37
Mycoplasma hominis 35%
Gardnerella vaginalis 25%
Enterococcus 25%
Escherichia coli 2%
Group B Streptococcus ' 15%
Staphyiococcus aureus 11

Anaerobic
Bacteroides 52%
Peptostreptococcus 26%
Fusobacterium i8*
Clostridium i
Veillonelia i5%
Mobil uncus 5

Fungi
Candida albicans i1

* BV-assaciated bacteria

Semen (pH 9.0} alters the normal acid
vaginal pH and may also contain
pathogens. Intrauterine devices raise the
vaginal pH and increase the risk of as-
cending infections. Oral contraceptives may
contribute to cervical ectopy, increasing both
the quantity of cervical mucous and the risk of
accuiring STDs. Spermicides {urther disrupt
the vaginal mucosal barrier and alter vaginal
flora. -~

Vaginal infections contribute to changes in
vaginal flora and pH. Trichomoniasis, (pH
= 7.0 ) is associated with a loss of lacto-
bacilli and replaced by a predominance of
diphtheroids, streptococct, staphylococci,
and anaerobes. Bacterial Vaginosis (BV),
{pH = 4.5-5.5) is associated with a loss of hy-
drogen peroxide producing lactobacilli and a
massive overgrowth of pathogens,
Organisms Causing Vulvovaginal
infections
Common vulvovaginal infections in order of
prevaience are: BY (10-049%), valvo vaginal
candidiasis (VVC) (5-50%), and trichomenia-
sis (5-35%). Risk factors for BV include Life-
time number of partners, number of partners in

Table 2. Risk Factors for YVC

the past month, past history of BV, presence of
other STDs, and current use of an intranterine
device. (See Table 2 for risk factors for
VVC.) Risk factors for trichomoniasis in-
clude sexual activity with high risk partners,
multiple sexual partners, not using condoms,
and the presence of other STDs.

In high risk populations, herpes simplex
virus {HSV), human papilloma virus (HPV),
and mixed infections may occur as frequently
as BV and VVC, s0 a high index of suspicion
is indicated. Cervicitis associated with
Chlamydia trachomatis, HSV, or Neisseria
gonorrhea also causes vulvovaginitis, and
prevalence rates vary; younger women with
multiple sexval partners are at highest risk.

Cytolytic vaginosis (CV) and factobacil-
losis and atrophic VV may mimic VVC;
prevalence rates are not known. Vulvar der-
matologic conditions, such as allergic and ir-
ritant vulvitis, lichen sclerosis, lichen sim-
plex chronicus, squamous celi hyperplasia,
lichen planus, vulvodynia, vulvar cancer, and
& variety of systemic diseases should be con-
sidered in your differential diagnosis. (See
Table 3.3

Diagnostic Work-up for Chronic
Vulvovaginitis

The workup of a patient with newly diagnosed
chronic vulvovaginitis (VV) includes a com-
prehensive history, physical examination, and
select diagnostictesting. Include a description
of the present illness, review of systermns, past
medical history, family history, psychosocial
and lifestyle history. (See Table 4 for history
guidelines.y Establish rapport and create an
open, warm, relaxed environment. Listen ac-
tively and avoid interrupting. A nonjudgmental
approach witl reduce the patient’s anxiety and
embarrassioent, particularly when discussing

_ her gynecological and sexual history.

Physical Examination

A thorough genera! physical is mportant be-
cause findings on the eye, oral cavity, thyroid,
back, hip, and skin exam may indicate sys-
temic causes of chronic VV. Inspect the exter-
zal genital sfowly and systematically. Assess
the vestibule and identify the Skene glands
(lateral to the urethral meatus). Inspect the
introitus, which contains the Bartholin gland

Pregnancy Hematologic Malignancy
Nutritional «Lymphoma

*High dietary sugar «Leukemia

*Obesity *Hodgkin’s disease
Hygiene Immunolegic

*Uncircumeised partner <HIV

*Poor hygiene eBroad spectrum antibiotic use
Endocrinopathy Autoimmune

*Diabetes =Lupus

*Hypothyroidism *Rheumatoid arthritis

*Cushing’s discase

*Temporal arteritis
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ducts at 5 and 7 o’clock. Note redness, ten-
derness, lesions, tissue thickening and papula-

tions. Use a cotton tipped swab to move labial

and hymeneal tissues, assess for tendemess,
and point out anatomical landmarks to the pa-
tient. Adequate illumination using a lighted
speculum is needed to adequately assess the
vaginal walls and cervix for redness, lesions,
tenderness, or discharge. Vaginal discharge is
observed for quantity, quality and odor.
Findings such as vulvar lesions, cervicitis,
and vaginal discharge are ofien nonspe-
¢ific, making addjtional diagnostic testing
necessary.

Diagnostic Testing
Diagnostic testing should be mdl\fldual—
ized, based on the history, examination,
and individual risks, Testing may include:
= Vaginal pH * CBC
o Whiff test o Chemistry 21
= Wet mount profile
* Vaginal yeast culture ¢ Thyroid stimu-
» Pap smear lating hormone

¢ STD and HIV * Sedimentation
testing rate
» Hepatitis screcn » Tuberculosis

= Colposcopy
« Vulvar biopsy

skin testing

Meticulously rule out the common causes
of chronic VV first. Consider other infectious
eticlogies and systemic diseases such as ane-
mia, hypothyroidism, Crohn’s disease and Jess
common causes of chronic VV. (See Table 3.)
When possible establish a specific diagnosis
before prescribing treatment.

Define the infection as recalcitrant/

persistent (not resolved after therapy), or”

recurrent/relapsing {cured for a period of time
but recurrent). Relapsing infections rapidly
recur, after a negative test of cure, usually
within 6 to 12 weeks of therapy, This critical
distinction can be made only if tests of cure are

conducted consistently after therapy.
Chronic VV is defined as three to four
episodes in 1 year.

Commeon Diagnostic Errors

Inaccurate self diagnosis, failure to assess
lactobacilli, and failure to detect and treat
asymptomatic vulvovaginal infections are the
most cormnmen diagnostic errors encountered in
patients with vulvovaginal complaints. Women
are unfamiliar with BV and other potential
causes of VV and are not able to self diagnose
accurately.* Presuming that “everything
that itches is yeast,” use of OTC amifungal
preparations for symptom relief is com-
mon, This delays accurate diagnosis and
contributes to the emergence of less com-
mon, more resistant strains of vulvovagi-
nai candidiasis.*” Clinicians may diagnose
VVC falsely even when the wet mount

KOH reading is negative for yeast. In thisg

circumstance, yeast cultures are useful.?
Failure to detect asymptomatic vaginal
infections is an escalating concern. Recent
research links BV to serious gynecologi-
cal, obstetrical, general medical risks, in-
cluding upper reproductive and postopera-
tive infections, adverse pregnancy out-
comes, preterm labor, cervical dysplasia,
mucosal barrier disruption, and increased trans-
mission of HIV, HPV, and HSV.*” Routine
screening for vaginal infections is recom-
mended by a growing number of experts.”

General Management Guidetines

Reestablish the diagnosis with each
episode of symptoms. Even with similar
symptoms, each episode of chronic VV

““may result from different etiologies. Min-

imal research is available to guide treatment
decisions in chronic VV. Empiric recommen-
dations are derived from the treatment of
acute VV. These include: (1} doubling the du-
ration of therapy; (2) giving an alternate first

line medication; (3) selecting an alternate
route of administration of the same or a dif-
ferent medication; or (4) increasing the dose
of medication.

A test of cure is performed 1 to 3 weeks
after compieted therapy. This visit includes an
interval history and physical exam, vaginal pH,
whilf test, wet mount and/or yeast culture, and
other diagnostic tests as indicated, Coital fric-
tion may slow tissue healing, and semen may
inhibit lactobacilli. Patients should ahstain
from intercourse or use condoms until 4 nega-
tive test of cure is obtained. Follow-up visits
every 3 to 6 wecks are essential until the con-
dition improves. Causes of rapid recurring
symptoms include noncompliance, persistent
infection, reinfection, wrong diagnosis, and
serious illness, Teaching VV self-examina-
tion and care is an essential prevention tech-
nique. (See Table 5.)

Women with chronic VV often feel isolated
and unabie to discuss their problem with family
or friends. Ermbarrassment, low self-image,
anxiety, frustration, and anger are common
problems and should be acknowledged. Be
aware of the risk of depression and escala-
tion of underlying emotional conditions and
refer to a mental health professional if mdi-
cated.

BV Specific Management
Guidelines

BV is associated with a dramatic 100 to
1060-fold increase in facultative and
anaerobic bacteria and a loss of hydrogen per-
oxide producing lactobacilli. BV is diagnosed
by identifying three out of four of Amsel’s Cri-

‘teria which include °:

1. Coaty, homogenous white vaginal
discharge
2. Vaginal pH > 4.5
3. Positive whiff or amine test
Continued on next page
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Tahie 3. Differential Diagnosis for Alypical Causes of Chrenic Vulvovaginitis

Condition

Deefinition

Symptoms

Diagnosis

Treatment

Candida glabrata

Cytolytic Vaginosis
(CV)

Lactobacillosis
Atrophic
Vulvovaginitis
1. Menopause
2. Post-partumn
3, DMPA
4. Amenorrhea
Vulvitis
Valvar

Dermatologic
Condition

Pudendal Neuralgia

Vulvar Vestibulitis
Syndrome (VVS)

Vulvovaginal HSV

Monomorphic,
produces spores only.
Non-C. albicans

Lactobacilli overgrowth

Unclear etiology.
Possible anerobic
L.B.

Low estrogen and/or

high progesterone levels

External allergen oy
irritant.

Internal irritant with VV

Many types, 1.e., lichen "

sclerosis, squamous
cell hyperplasia, lichen
planus, VIN

Debilitating subset of
vulvodynia

Vulvodynia with
inflammation of the
vestibule

HSV 1 or I Virus

Chrenic, cyclic, mild
to moderate burning,
prurifus

Chronic, cycelic,
premenstrual pattern.
Relieved with menses.

Chronic, cyclic

Exam: variabie

Vulvar irritation,
pruritus, dyspareunia
Exam: red tender
vestibule, red rugae,
scant discharge.

Pruritas, burning
Exam: Excoriated,
erythema, thickening
of labia minor/majora

Pruritus, burning,

" dyspareunia.

Exam: Vanable,
vulvar thickening,
erythema, tenderness,
fissures

Long-tern: constant
“saddle” pain even at
rest

Long-term introital
pain and dyspareunia.
Exam: Focal erythema,

point tenderness at 5 and

7 o’clock of introitus,

Chronic premenstrual/
mensirial unilateral
pruritis.

Exam: Focal erythema
tenderness +/- lesions

sWet mount KOH
buds only. Variable
size but smaller than
RBC’s and difficult to
visualize.

*Positive veast culture.

sFalse clue cells
Wet mount KOH
negative for yeast

sWet mount marker
very long LB with
few shott LB, yeast
negative

«Wet mount immature
epithelial cells,
WBCs, mixed
bacteria, few LB

* Wet mount may
reflect internal
irritant

= Variable. Dhagnosis
by vudvar biopsy

» Sensation allerations
in “saddle” region

» Classic history and
exan.

Warning: Avoid

vulvar biopsies if

possible as may

exacerbate symptoms

*Wet mount possible
giant cells, WBCyg

+ Tzanck prep of
lesion

Often azole resistant.
Terconazole vaginal I
application p.v. at h.s,
2-3 weeks minimum.
Boric acid suppositories
600 mg p.v. bid

for 2 weeks

Self correcting. Avoid
tampons. Baking soda sitz
baths for comfort.

Augmentin 500 mg orally
ti.d. for 7 days. Doxycycline
100 mg p.o. b.id for 10
days

Etiology specific treatment

1. Hormone replacement
therapy.

2. Discontinue breast feeding.
Estrogen vaginal creain.

3. Discontinue DMPA. Use
combination oral
contraceptive.

4, Combination oral
contraceptives.

Identify and discontinue
ritant exposure. Doxepin
topical cream 5% ¢.1.d.
for severe itching.

Etiology specific treatment
hased on hiopsy.

Comprehensive plan
including antidepressants
Manage with specialist.

Same as Pudendal
Neuralgia. Vulvar care,
biofeedback, Avoid vulvar
surgery including vulvar
hiopsies.

Acyclovir

400-800 mg

p.o, bid, ortid.
Valacyclovir 500 mg p.o.
hid. Cycle for 5-10 days
then daily for 3-12 months.

4. Clue cells on vaginal wet mount

{See Table 6 for BV treatment options.)
Local therapy has the advantage of re-
duced dose and fewer systemic side ef-
fects. Metronidazole, the first line agent,
spares lactobacilli. Schedale follow-up
exams 1 to 2 weeks after completion of
therapy. When metronidazole fails, clin-

damycin may cradicate the BV-associated
anaerobes. Delay follow-up exams 2 0 3
weeks after clindamycin therapy to allow
for regrowth of lactobacilli. The use of
oral or iatravaginal lactobacilli supple-
meants for the treatment or preveation of
BV infections is not supported by re-
search. Current comumercial exogenous

sources of lactobacilli lack the potency of
strains preduced endegenously.

Despite adequate BV treatment, 80% of
women will experience a recurrence within
9 months. Chronic BV is caused by
partner reinfection, persistence of BV, fail-
ure 1o reestablish normal flora, or other
identified host factors.” Recalcitrant or re-

Continued on page 6
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Tabie 4. ey Historical Guestions and Considerations

History and Chronology
Onset of symptoms
Duration of current episode
Date, diagnosis, treatment and response
of previous infection
Self diagnosis and treatment
Monthly or seasonal variation
Impact on lifestyle
Fvolution of chronicity
Sentinel events
History of IV drug use
Blood transfusion
Symptoms
Description (Use patient’s own words)
Location (Use patient guided drawing)
Radiation
Severity (Use a rating scale of 0-3+)
Full review of systems
Aggravating Factors
Allergies
Activities
Positions
Dietary
Self treatments
Prescription and OTC medications
Clothing
Sexual activities
Relieving Factors
Vulvar care measures
Prescription & OTC medications

Alternative or home remedies

Stress reduction measures

Vitamins, supplements, and diet

Sexual History

Age of first sexual experience

Lifelong number of partners, gender, ages

STD exposure

Current sexual partner, duration of refa-
tionship, other partners

Partner history of STD., GU symptoms,
circumcision

Sexual practices (i.e. anal intercourse,
oral sex, order of activities, hygiene)

Condom use

Sexual devices or toys

Lubricants {specify brand}

Date of last coitus or genital contact

Dyspareunia {superficial, deep, before
during or after penetration)

Obstetrie and Gynecologic Factors

Last mensirual period

Duration of menses

Tampons versus pads

Dysmenorrhea or dysfunctional bleeding

Pregnancy, birth, episiotomy, lacerations

Pain in pregnancy

Infertility

Pelvic or genital surgeries

Pap smear history

Vulvar care

Table 5. Vulvar Self-Care Guidelines

Daily Care and Prevention

Wash genital area with warm water ondy.
Soap is irritating and can lead fo soreness
and skin damage.

Gently apply unscented mineral oil 1-2
times per day. This wiil replenish essen-
tial oils and protect from irritation.

After urinating or bowel movements wipe
gently from front to back. If possible rinse
with water and pat dry gently.

Wear all cotton white underwear,

Machine wash underwear in very hot,
soapy water, rinse thoroughly.

Avoid tight pants and waist high panty
hose.

Wear skirts without vaderwear to allow
ventilation and air deying,

Avoid steroid creams, unless prescribed.
Persistent use can cause tissue damage.

Avoid douching and tampons. Both re-
maove normal protective secretions from
your vagina. Tampons can damage the
vaginal walls,

Perform vulvar self exam every month
and report any changes like skin spots,
thickened itchy areas, or sores.

When You Suspect an Infection

See your provider for vaginal infections.

It is very difficult to diagnose your own
infection and simifar symptoms may he
. caused by different infections.

Remembers the 2—3 day rule. Avoid douch-

ing, tampons, vaginal medications, use of

sexual toys, and intercourse for 2--3 days
before your office visit,

For temporary symptom relief try warm or
cool water sitz baths or applying mineral
oil to the area.

Aveid itching. Benadryl 25 to 50 mg, pur-
chased over the counter may be taken
every 4 hours to.decrease itching.

Avoid OTC vaginal medicines which may
be irritating and interfere with the diag-
nosis of vaginal problems.

Treatment

Avoid intercourse during treatment. After
treatment use condoms until your follow-
up visit. Intercourse and semen can delay
healing.

(et extra rest, eat a healthy balanced diet,
drink lots of water and reduce stress.
Keep a symptom diary every day and bring

to office visits. Rate symptom severity,

0 = symptom free, 3+ = most severe,

Record aggravating and relieving factors.

i You Have Chronic Problems:

Avoid oral sex, hot tubs, swimming poois,
ali OTC medicines and commercial lubri-
cants, overcleansing, soap and shampoo
contact.

Prouble rinse your laundry.

Try cotton menstrual pads.

Glad Rags (503) 282-043¢6
2136 NE 10th Avenue
Partlasd OR 97212
Keep appointments with your provider.
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Continued from page 4

current chronic BV should be managed by
combining general chronic VV treatment
guidelines with BV-specific therapy regi-
mens. {See Table 6.) Treatment must continue
until BV is resolved and normal flora is re-
stored.

Although research has not demonstrated
the effectiveness of partner treatment, it
remains a commeoen practice. Uncircum-
cised male partners may harbor BV under
their foreskins, increasing the risk for rein-
fection. Alkaline semen may contribute to
chronic infections so condom use is impor-
tant. Female partners should be clinically
evaluated and treated although their role in
transmitting BV 1s unclear.

Candidiasis Treatment Guidelines
Chronic VVC is defined as four or more cul-
ture positive yeast infections in 1 year. Anti-
fungal cure rates, based on yeast cultures ob-
tained 7 days after treatment, are deceptively
high ($0% or greater) when compared with
cultures done 30 days after treatment (60% or
less).® Relapse rates are related to the agent
and duration of therapy. Thirty percent of
women will fail treatment with a singie dose
of antifungal therapy.™

Ten to twenty-five percent of veast infec-
tions are caused by non-C. Albicans species,
which are less susceptible to imidazole and
triazole medications. Non-C. albicans may be
resistant to the entire class of “azole” medica-
tions. Failure to respond to OTC antifungal
agents and rapidly recurring symptoms after
prescription therapy may indicate resistant
candidas non-C. albicans, mixed infections,
cytolytic vaginosis, or other cavses of chironic
VV.

Treat resistant candida and non-C. Albicans
acute infections with boric acid suppositories
(600 myg boric acid powder in a O-sized gelatin

Table §. Treaiment of Recurrent BY

capsule) inserted intravaginally hi.d. for 10 to
14 days. This regime is inexpensive, well
tolerated, and effective.” Nystatin vaginal
suppositories (formulated in a glycerin
base) intravaginally twice daily for 10 to 14
days is another treatment option.

Chronic prophylaxis consists of an oral
or intravaginal antifangal given over 6 to 12
months after ruling out medical problems
such as diabetes and HIV." Biweekly treat-
ment is more effective than a 7-day regimen
given once a month,' High failure rates
mandate an aggressive combination of gen-
eral management guidelines in concert with
the following yeast specific recommendations:

« Document yeast by wet mount or yeast

culture

= Fstablish the Candida species by veast

culture

+ Consider yeast sensitivities

¢ Resistance to 1 ““azole™ suggests

resistance to all “azole” agents

«  Administer 2-weeck course of local tercona-

zole or oral fluconazole therapy, followed by
long-term suppressive treatment

= Reduce sucrose- and lactose-contain-

ing foods

* Culture and treat reservoirs and

partners®

= Consider underlying disease

Trichomeniasis Treatment
Guideiines
Trichomoniasis typically responds to the
standard CDC treatment guidelines of
metronidazole 2 g orally in a single dose for
both the patient and the sexual partner. Al-
ternately, 373 to 500 mg orally b.id. for 7
days results in cure rates of 92 to 96%. Re-
infection from an untreated partner is the
most commion cause of recurrent infection.
For persistent or recurrent infections, re-
peating standard treatments will yield cure
rates of 85 to 95%. Removing vaginal dis-

Antibietic Dose Duration
Metronidazole Vaginal Gel .75% One applicator p.v. at h.s. 10-15 days
Metronidazole Oral 500 mg p.o. bid. 14 days
Clindamycin Vaginal Cream 2% One applicator p.v, at hus, 14 days
Clindamycin QOral 360 mg p.o. bid/tid. 14 days
Amexicillin/ Clavulunate Oral 300 mg. p.o. tid 14 days
For the most recalcitrant cases give:

Same or alternate agents p.o. and vaginally in tandemn  10-14 days

Prophylactic Regimes
Metronidazole Orat
Metronidazole Oral
Metronidazole Vaginal Gel
Boric Acid Suppositaries

* Maximumm frequency; adapted from Soper 1995,

2 grams p.o. stat

500 mg stat

One applicator p.v. at h.s.
600 mg p.v. ath.s.

¥ 1 day per month

post coital 3% weekly*
post coital 3X weekly*
post coital 3X weekly*®

charge manually using a proctoswab may
increase efficacy. Continued failure may re-
spond to metronidazoie 500 mg orally g.i.d.
or 1 g bi.d. daily for 7 days. A culture to
rule out resistance, and consultation with a
specialist are indicated for continued treat-
ment failures.

Cytolytic Vaginosis Treatment
Guidelines

Cytolytic vaginosis (CV) is caused by an
overgrowth of normal lactobaciih. VVC co-
infection must be ruled out by wet mount or
yeast culture. CV often resolves without
specific freatment. Prescribe symptomatic
treatmment with baking soda baths (2 table-
spoons of baking soda in 2 inches of warm
bath water). Baking soda douches are con-
troversial. Avoiding tampons allows men-
strual flow to raise the vaginal pH, which
will nanrally inhibit the overgrowth of lac-
tobacilli, Eticlogy-specific treatments for
less common causes of chronic VV are
summarized in Table 3,

Chronic vulvovaginitis is a common
problem that impacts a patient’s biopsy-
chosocial health negatively. To prevent and
minimize complications, patients with
Chronic VV require prompt, empathetic, ac-
curate diagnosis and appropriate treatment
based on a specific diagnosis. Nurse Practition-
ers can positively impact care by enhancing their
own understanding of chronic VV and preven-
tative care measures. &2
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