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Is patch testing necessary in vulval vestibulitis?
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Allergic contact dermatitis has been suggested as a possible cause of vulval vestibulitis, a condition
of unknown aetiology characterized by burning, stinging and dyspareunia, with symptoms local-
ised to the vestibule. To examine this relationship, 30 women with vulval vestibulitis were patch
tested using a standard series of contact allergens and a special series relevant to perianal and
vulval disorders. Other potential allergens identified by the patients as causing aggravation were
also included. There were 5 positive reactions, 4 to nickel and 1 to fragrance mix, though none of
these reactions were considered relevant. Our results suggest that allergic contact dermatitis is
unlikely to be a primary factor in the development or persistence of vulval vestibulitis. Patch
testing patients with vulval vestibulitis cannot routinely be recommended.
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Vulval vestibulitis is an unexplained inflammatory
condition of the vestibule, characterized by burn-
ing, stinging and dyspareunia. It is common, af-
fecting approximately 15% of women attending
gynaecology out-patients departments (1). Its di-
agnostic criteria are specific and include pain on
vestibular touch or attempted vaginal entry, ten-
derness to pressure localized within the vestibule,
and clinical findings of erythema either focally or
diffusely within the vestibule (2).

The aetiology of vulval vestibulitis remains un-
known, but several factors have been suggested: in-
fection with human papilloma viruses, sensitivity
to dietary oxalates, vulvovaginal candidiasis and
contact dermatitis from topical medicaments (3-
5). Many patients complain of local aggravation
with topical applications, and believe themselves to
be 'allergic to everything'.

To determine whether vulval vestibulitis could
be attributed to allergic contact dermatitis, we per-
formed a series of patch tests on women with the
disease recruited from a specialist clinic for vulval
diseases. To our knowledge, no previous study has
specifically addressed the role of allergic contact
dermatitis in this condition.

Patients and Methods

30 patients with vulval vestibulitis, as defined
above, were recruited from a clinic for vulval dis-

eases within a sexual health clinic. Patients with
co-incidental vulval dermatoses and microbio-
logical evidence of infection were excluded. All
patients were patch tested with European stan-
dard series of contact allergens and a special
series relevant to perianal and vulval disorders
(Table 1). Sanitary wear, condoms and other po-
tential allergens identified by the patients as
causing aggravation were also included (Table 1).
Patch test readings were assessed according to
the international recommendations at 2 and 4
days.

Results

5 out of 30 patients had allergic reactions to con-
stituents of the standard series: 4 were allergic to
nickel (++) and 1 to fragrance mix (+). These re-
actions were considered to be coincidental findings
and not relevant to their vulval symptoms. The pa-
tient allergic to fragrance mix, for example, had
not used any perfumed products on the vulval
area.

Patients commonly identified personal make-up,
toiletries, soaps («=12), clotrimazole («=7) and
hydrocortisone cream (n=5) as commonly causing
discomfort on application. There were no positive
allergic reactions to these substances.
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Table 1. Patch tests additional to the European standard series

Perianal series Vulval series Patients products (no, patients)
resorcinol
procaine hydrochloride
cinchocaine hydrochloride
tetracaine hydrochloride
lidocaine hydrochloride
benzocaine
clinnamyl alcohol
elinnamaldehyde
eugenol
a-amyl-cinnamaldehyde
hydroxycitronellal
geraniol
iseugenol
oak moss absolute
Amerehol L-101
pramoxine
benzyl benzoate
framycetin
lanolin
Euxyl K400
elioquinol
chlorquinaldol
chlorhexidine digluconate
phenylephrine hydrochloride

amino azobenzene
Disperse Orange 3
Disperse Yellow 3
Disperse Red 1
Dispersed Red 17
Dispersed Blue 3
toluene sulfonamide formaldehyde resin
benzalkonium choloride

make-up, soaps,
shampoos, toiletries
(«=12)
clotrimazole («=7)
sanitary towels (n=l)
hydrocortisone cream
(«=7)
Tampax (n=6)
condoms (n=3)
Daktacort («=2)
lignocaine gel («=2)
zinc oxide cream (n=2)
washing powder («=1)
toilet paper (n=l)
nail polish («=1)
Orthogynestrol («=1)
Vaseline (n=l)
E45 cream («=1)
swimming pool
chemicals («=1)

Discussion
Vulvodynia is defined as chronic vulval burning in
the absence of any diagnostic physical findings,
and affected women often complain of irritation,
soreness and stinging (6). Vulval vestibulitis is one
of the subsets of vulvodynia and such patients con-
stitute a substantial proportion of our vulval clinic
attendances. Various infectious agents have been
suggested as a cause of vulval vestibulitis. How-
ever, recent sensitive DNA hybridization tech-
niques suggest that the much-quoted link between
HPV and vulval vestibulitis is co-incidental rather
than causal (7). The possibility that an acute infec-
tious insult to the vulval skin, such as candidal vul-
vovaginitis, can persist as vulval vestibulitis in spite
of adequate treatment with anti-fungal prepara-
tions has been raised, but serial vaginal cultures
from patients show no microbiological evidence of
candidal infection (3). These aetiologies are specu-
lative and, as yet, there is no satisfactory expla-
nation for this chronic vestibular condition (8).

The management and treatment of the condition
is essentially symptomatic. The role of surgery re-
mains to be defined; short-term success rates of up
to 70% have been reported in women with intrac-
table symptoms, following a modified perineoplas-
ty (9). However, vaginal scarring and symptom re-
lapse preclude surgery as the treatment of choice
for most women with vulval vestibulitis.

Topical corticosteroids form the basis of con-
servative therapy for vulval vestibulitis and are

widely prescribed to such patients. Consequently,
our patch test series included budesonide and
hydrocortisone 17-butyrate, betamethasone valer-
ate, clobetasone butyrate, clobetasol propionate
(all 1 % eth.) and tixocortol pivalate (as a marker
of sensitivity to hydrocortisone) to screen for corti-
costeroid allergy. Furthermore, because excipients
in medicament bases are potential allergens (10),
we also tested the prescribed creams as well as oint-
ment preparations of corticosteroids used by pa-
tients, together with commonly recognized excipi-
ent allergens. There were no allergic reactions to
these or any of the other creams or ointments pre-
viously identified by the patients as causing aggra-
vation. There were 4 patients who were allergic to
nickel, but this number is not unexpected due to
the prevalence of nickel allergy within the general
female population.

The low threshold of vulval skin to irritants is a
well-recognized phenomenon. Regional variations
occur in the response of the skin to topical agents:
irritants such as benzalkonium chloride and maleic
acid cause more intense irritant contact dermatitis
on vulval skin than other skin (11). When com-
pared to forearm skin, vulval skin has significantly
higher transepidermal water loss and percutaneous
absorption, suggesting that its stratum corneum
functions less efficiently (11).

Although allergic contact dermatitis has been
suggested as a cause of vulval vestibulitis, no for-
mal study has objectively assessed this possibility
with patch testing. Other authors have reported al-
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lergic contact dermatitis to be frequent among pa-
tients with vulval dermatoses (10, 12, 13). In one
such of 135 patients, 29% had relevant contact al-
lergies, but this series included only 5 patients with
vulvodynia (10). Medicaments (ethylenediamine in
Tri-Adcortyl cream, neomycin, framycetin and clo-
betasol propionate) were responsible for the ma-
jority of reactions. In another series of 121 patients
with vulval dermatoses (13), contact sensitivity was
common, with 49% of patients having a relevant
allergic reaction. Vulval symptoms resolved or
were significantly improved in 55.4% of this group
when the offending allergen was avoided. This
group included 11 patients with vulvodynia and
2 with vulval vestibulitis. By contrast, our results
suggest that allergic contact dermatitis is unlikely
to be a primary factor in the development or per-
sistence of vulval vestibulitis. In spite of exposure
to a wide range of medicaments, toiletries and
over-the- counter creams, this group of patients
does not appear to be at high risk of sensitization
from these products. Thus, patch testing patients
with vulval vestibulitis routinely cannot be recom-
mended. Nonetheless, it is important for clinicians
to recognise that other vulval disorders may be
complicated by allergic contact dermatitis and that
the development of an inflammatory dermatosis is
an indication for referral to a dermatologist with
a view to patch testing. Although we do not rou-
tinely recommend patch testing with vulval vesti-
bulitis, it may occasionally have a role in reassur-
ing the patient that they have been fully investi-
gated.

In the absence of a specific treatment for pa-
tients with vulval vestibulitis, we recommend good
vulval hygiene, the use of bland emollients, ju-
dicious use of low potency corticosteroids in oint-
ment form and, above all, avoidance of irritants.
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