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Pelvic Pain and Dysfunction: Vaginismus and Vulvodynia
        	Chronic pelvic pain (CPP) is defined as pain localized to the pelvis, anterior abdominal wall, below the umbilicus, and often including the lumbosacral back, that lasts more than 6 months. The prevalence of CPP ranges from 5.7% to 26.6% of all women worldwide, but those numbers may be underestimated due to the lack of unified definition of CPP.1 Although CPP can occur in men, it is far more common in women and this paper will focus on the latter. Many different causes of CPP have been reported, and the entire range of diagnoses that fall under CPP is not in the scope of this paper. The diagnoses of vaginismus and vulvodynia both have involvement of the pelvic floor musculature and can contribute to chronic pelvic pain. These diagnoses can both be treated with pelvic floor physical therapy and therefore will be discussed in this paper.
        	The pelvic floor has five functions: support, sphincteric, sump pump, sexual, and stabilization.2 The muscles, ligaments, and fascia form a sling to support the bladder, reproductive organs and rectum. The muscles of the pelvic floor provide constriction for the urethral, anal, and vaginal orifices.3 They also act as a sump-pump to pump blood and lymphatic fluid up to your heart. In order to have proper sexual function, the muscles must be strong enough to achieve orgasm and be able to relax to allow penetration without pain. Finally, the pelvic floor assists in stabilization of the core and hips. If there is dysfunction in the pelvic floor musculature, any of these functions can be impaired and lead to chronic pelvic pain.
        	The muscles of the pelvic floor can be divided into three layers that are all innervated by nerve routes S2-S4.2 The first layer, the superficial genital muscles, is in charge of the sexual function as well as the voluntary control of the anal canal. It is made up of the superficial transverse perineal muscle, the bulbospongiosis, and the ischiocavernosus.4 The second layer, the urogenital diaphragm, acts to control the sphincter of the urethra and is made up of the external urethral sphincter, deep transverse perineal, compressor urethra, and sphincter urethrovaginalis. 4 The third and deepest layer, the pelvic diaphragm, supports the pelvic viscera like a sling and is made up of the levator ani and the coccygeus. In addition to these three layers, the obturator internus and piriformis muscles help form the walls of the pelvic floor and are innervated by L5-S2.4 See Appendix A for detailed diagrams of the three layers of the pelvic floor muscles. The superficial female genitalia includes the outer and inner labia, the labia majora and labia minora. Inside the labia minora is the vestibule, which contains the urethral opening positioned anterior to the vaginal opening, which is also referred to as the introitus.  As the labia minora bifurcate anteriorly, they form the clitoral hood which covers the body of the clitoris. The vulva is a term used to describe the clitoris, the contents of the vestibule, and the labia.4 Beneath the vulva is the perineal body, which can indicate increased or decreased tension of the pelvic floor based on its positioning of raised for a higher tone pelvic floor or lowered for a lower tone pelvic floor. See Appendix B for a diagram of the superficial female genitalia.2
 	The first disorder of the pelvic floor musculature addressed by this paper is vaginismus. Vaginismus is classified under “Genito-Pelvic Pain/Penetration Disorders” in the Diagnostic and Statistical Manual of Mental Disorders (DSM5).5 In individuals with this disorder, their pelvic floor muscles will spasm and make it difficult or impossible for penetration to occur. This can happen during a pelvic exam with digits or a speculum, when inserting a tampon, or during sexual intercourse. Those who have had lifelong vaginismus, or primary vaginismus, have never had penetrative intercourse due to the involuntary contraction of their pelvic floor muscles. Secondary vaginismus is the development of this disorder later in life, where the individual could previously have pain-free penetration but now experiences pain and difficulty due to pelvic floor muscle spasms. The pelvic floor spasms are often most noticeable in the first layer of the musculature, which closes the vaginal opening and blocks any penetration. Vaginismus can be different levels of severity, with one grading system ranging from 1 to 5. In this system, 1 indicates a spasm of the pelvic floor muscles that can resolve with reassurance and 5 indicates a spasm of the pelvic floor muscles in conjunction with the patient closing thighs and elevating buttocks to avoid examination and one or more fear response of sweating, nausea, hyperventilation or other indications of fear. Often women with more severe vaginismus will have tight third layer of their pelvic floor musculature, which can cause deep pelvic pain.6 Vaginismus is often accompanied with difficulty maintaining intimate relationships, symptoms of anxiety and depression, and fear of penetration.7
	The first case of vaginismus was reported in 1861, and today it is thought to be one of the most common psychosexual dysfunctions in women. The actual incidence of vaginismus is unknown, largely due to the low rate of reporting of symptoms to medical professionals. Women are often embarrassed or ashamed and do not discuss their issues with even friends or family. An estimated between 5-17% of women are affected with various severities of vaginismus in the United States.8 In a study of 301 women in Ghana, 68.1% of women reported symptoms of vaginismus.  In Iran, a study of women from a family planning clinic reported that 12% of women had symptoms of vaginismus.7 Globally, the prevalence greatly varies, but it is clear that this diagnosis is common enough that most pelvic floor physical therapists will treat many patients with vaginismus throughout their career. 
	The etiology of vaginismus has not been determined and the literature is not in full agreement on what factors contribute to development of the disorder. One study with 110 women found that women with negative sexual experiences in childhood and women with a negative sexual attitude were more likely to have vaginismus.9 The authors also found evidence that individuals with low sexual desire and arousal are more likely to develop symptoms of pelvic floor muscle tension, suggesting these things may be the cause of vaginismus and not just the symptoms.9 In a review looking at the various proposed etiologies of vaginismus, the authors discussed both psychological and biological factors that may presuppose an individual to developing vaginismus. Negative sexual attitudes, sexual ignorance, sexual guilt, dysfunctional intimate relationships, and sexual or physical abuse have all been associated with a diagnosis of vaginismus, but no strong evidence is available to support causation.10
	Interventions for vaginismus must treat the biological and psychological components of the disorder, and treatment is most successful when it is multidisciplinary. Many different psychological therapies may be used to treat vaginismus. Systematic desensitization is usually incorporated into psychological treatment. This intervention is where individuals first imagine penetration without pelvic floor spasm and gradually increase to the use of graded dilators until sexual intercourse is possible. Psychologists and therapists use this in combination with relaxation therapy, hypnotherapy, and cognitive behavioral therapy to address the frequent fear component in individuals with vaginismus.7 Sex therapists are trained in relationship and sexual issues and can be an important part of treatment for individuals and couples affected by vaginismus. In a prospective study with 120 women who had primary vaginismus, 93.3% were able to have successful penetration after 3 months of sex therapy. The treatment included systematic desensitization using the patient’s and then partner’s fingers, education on female anatomy, pelvic floor relaxation techniques, and improvements on sexual self-awareness and partner communication.11
Pharmacological interventions include antidepressants, anticonvulsants, anti-anxiety medications, local anesthetics, and botulinum toxin.7 Antidepressants and anticonvulsants have little evidence to improve symptoms of vaginismus, but may be helpful to treat comorbid symptoms of depression.12 Anti-anxiety medications are often prescribed by psychologists in combination with cognitive behavioral therapy to improve symptoms.7 Vaginal diazepam, an intra-vaginal suppository of benzodiazepine, is sometimes prescribed for patients with vaginismus, but the literature is inconsistent. One randomized controlled trial comparing 10 mg of intravaginal diazepam with a placebo did not find a minimal clinically important difference in pain symptoms.13 Conversely, a retrospective chart review with women with high pelvic floor muscular tone found results of decreased sexual pain in participants that had received intravaginal diazepam.14 Botox in the pelvic floor musculature is a promising new intervention that is currently undergoing Food and Drug Administration (FDA) approval for use in vaginismus. In a review of studies assessing the efficacy of Botox in helping patients with vaginismus have pain-free penetration, several case series reported results ranging from 75-100% success. The author of the review noted that Botox alone does not cure the associated psychological problems and those should be further addressed with psychologists and or sex counselors.15 More research is needed to support all of the listed pharmacological interventions.
Pelvic floor physical therapy (PFPT) is another recommended mode of treatment for women suffering from vaginismus. PFPT can include a multitude of treatment methods including education on female pelvic anatomy, manual therapy of stretching the introitus and releasing tight pelvic floor musculature through increased pressure, systematic desensitization with fingers and/or dilators, biofeedback and other pelvic floor relaxation techniques.16 Similar to what was described in treatment by sex therapists, PFPT includes education and systematic desensitization. Because sexual ignorance and negative sexual self-schema are factors associated with vaginismus, addressing female genitalia and improving comfort with self-exploration should be addressed during patient education. Systematic desensitization can be done with the patient’s fingers first, followed by therapist’s or partner’s fingers, and then to progressively larger dilators if tolerated. It is important to assure the patient she is in control and to move slowly with permission at each step to alleviate fear and anxiety.16 Biofeedback is another intervention frequently used in PFPT to improve patient’s awareness and control of muscle tone and to promote relaxation. In a case report with 12 different patients who underwent sexual cognitive-behavioral therapy in conjunction with biofeedback for 12 weeks, all patients were able to have successful sexual intercourse following treatment.17 In a retrospective chart review of 53 women with vaginismus that were treated with PFPT, the authors found that internal manual therapy was the most effective treatment method, followed by education and use of dilators.18 Even though it is agreed that the pelvic floor musculature is dysfunctional in vaginismus, there are still few studies done to support the use of PFPT in these individuals. There are many case reports with positive outcomes, but further research should be done to improve treatment by physical therapists for women with vaginismus. 
The second diagnosis often seen in pelvic floor physical therapy that can contribute to chronic pelvic pain is vulvodynia. Vulvodynia is pain in the vulva that has lasted at least 3 months and is not caused by an identifiable cause, such as herpes simplex virus, lichen sclerosis, an obstetric injury or radiation.19 The pain can be described as burning, itching, pressure, raw feeling, or stabbing.20 Recently, a new classification system to categorize vulvodynia has been published. Vulvodynia can be classified by the location, provocation, onset, and temporal pattern. The location can be described as localized, generalized or mixed. Localized vulvodynia would be pain in one specific place, such as the vestibule or clitoris. Vulvodynia can be spontaneous, provoked, or mixed. Provoked vulvodynia indicates pain when the vulva is touched or penetration is attempted, while spontaneous does not have a trigger. Primary vulvodynia indicates that symptoms have always been present, while secondary vulvodynia describes symptoms that occur after normal functioning. Lastly, vulvodynia can be described temporally as intermittent, persistent, immediate, delayed, or constant. The two most common types of vulvodynia are provoked vestibulodynia, localized pain of the vulvar vestibule when touched or penetrated, and generalized vulvodynia, unprovoked pain of the vulva.19 Many studies do not specify types of vulvodynia, but this new classification system will hopefully allow for more accurate diagnosis and treatment of different subsets of the disorder. 
The estimated prevalence for vulvodynia ranges from 8%-28% in women of reproductive age.20 In a study of 2,454 women surveyed, 8.3% reported symptoms of vulvodynia. The authors found the prevalence remained the same until a decline after the age of 70. Only 48.6% of women with symptoms of vulvodynia had ever sought treatment, and only 1.4% had received a diagnosis of vulvodynia. Symptoms of vulvodynia were more common in white women when compared to black women but were present in both races.21 Similar to vaginismus, vulvodynia is underdiagnosed and undertreated. This may be due to the sensitivity involved in discussing issues surrounding intimacy or not knowing what normal should feel like. Women with other chronic pain conditions such as fibromyalgia, irritable bowel syndrome, temporomandibular disorder, and interstitial cystitis are up to three times more likely to have vulvodynia. Symptoms of depression and anxiety are more frequent in women with vulvodynia.20
Similar to vaginismus, the cause of vulvodynia is not clear. One idea behind vulvodynia is an implication of a maladaptive central pain processing mechanism, the responsible mechanism for many instances of chronic pain. One episode of pain caused by trauma or inflammation may result in hypersensitivity of pain receptors and cause chronic episodes of pain without apparent cause.22 Initial inflammation could be caused by allergic contact dermatitis or a yeast infection. Some women report an initial event of trauma that triggered their chronic pain. Reported examples of initial trauma are birthing injuries and repairs such as episiotomies, birth with use of forceps, and vaginal birth itself. These initial injuries may cause chronic inflammatory responses on the cellular level. In one study assessing histologic changes in women with provoked vestibulodynia, researchers found increased mast cells, plasma cells and nerve fibers. These are all indications that an acute event has developed into central sensitization of the vulvar area.22 Another review of the etiology of vulvodynia discusses the possible causes by discussing both biological and psychological factors associated with this pain syndrome. Genetic predisposition to infection and inflammation, pelvic floor muscle dysfunction, vestibular mucosa alterations due to hormonal contraception use, and gene variations that inhibit pain regulation have all been implicated in increasing risk of developing vulvodynia. Several psychological risk factors associated with vulvodynia have been identified. Women with depression or anxiety disorders are four times more likely to develop vulvodynia. 20 In a survey of 125 women with symptoms of vulvodynia, the authors found that childhood physical abuse and victimization was associated with an increased risk of developing vulvodynia as an adult.23 Other psychological factors linked to an increase in severity of pain in women with vulvodynia are fear avoidance, pain catastrophizing, and lower pain self-efficacy.20 These factors can attribute to increased chronic pain symptoms throughout the whole body and present more evidence towards many cases of vulvodynia fitting into the category of central sensitization.
Similar to vaginismus, the treatment for vulvodynia should be multidisciplinary. The variety of treatment options available include vulvar care guidelines, psychological interventions, pharmacological interventions, pelvic floor physical therapy, and vestibulectomy.20 Vulvar care recommendations should be made by any health care provider in conjunction with other treatments. These recommendations include guidance on proper laundry products, what clothing to avoid, bathing and hygiene information, contraception options, and lubricant options during intercourse.24 See Appendix B for full vulvar care recommendations.
Psychological interventions can be delivered individually, with a couple, or in a group setting. Sessions should include pain management techniques, communication and understanding about sexual function, and address thoughts and emotions surrounding genital pain and how it affects individual and relational intimacy.25  In a study with a 2.5 year follow up, authors assessed the efficacy of cognitive-behavioral therapy, biofeedback, and vestibulectomy in decreasing self-reported pain during intercourse patients with provoked vestibulodynia. Among 51 patients, there was no significant difference between vestibulectomy and cognitive-behavioral therapy, while biofeedback did have significantly worse pain scores. After long-term follow up, all three treatments were successful in maintaining pain reduction during intercourse for patients. The study also found that patients with increased fear of sex responded worse to vestibulectomy, and this should be considered when deciding what treatments a patient should pursue.26 This study suggests that psychological interventions should be incorporated into standard treatment for patients with vulvodynia, due to the low cost and low risk nature of cognitive-behavioral therapy. 
A few different medications are often prescribed in attempt to treat symptoms of vulvodynia. Local anesthetics such as topical lidocaine and Botox injections are sometimes used in attempt to desensitize peripheral nerves. Most research shows between 0-50% efficacy, so these medications are not recommended for sole treatment or long-term treatment of vulvodynia.25 Anti-inflammatory agents such as corticosteroids are sometimes used in attempt to treat the chronic inflammatory effect that vulvodynia can have at the cellular level. Research does not support efficacy of low-dose corticosteroids, and high doses of corticosteroids can have various negative effects on global soft tissue, so corticosteroids are not recommended as a treatment method.25 In a literature review on antidepressant medications used to treat vulvodynia, authors did not find sufficient evidence to support using these medications for treatment.27 Overall, pharmacological therapies for vulvodynia have poor research supporting their efficacy and use for treatment. 
Pelvic floor physical therapy is a treatment modality that can be very effective in normalizing movement and pain patterns in women with vulvodynia. Similar to PFPT for vaginismus, treatment sessions may include patient education, internal manual therapy, strength training, and biofeedback.25 Many women with vulvodynia have a tight, shortened pelvic floor with increased tone due to increase stress and tension held in the pelvic floor musculature. An article about treating a short pelvic floor describes different treatment techniques including transvaginal manual therapy and connective tissue manipulation. By identifying tight and painful musculature, often in the second and third layer of the pelvic floor, the therapist provides pressure until the muscle relaxes and the pain alleviates. The patient may also be asked to contract and relax the muscles to improve stretch. Connective tissue manipulation can be done through skin rolling of the lower abdomen and focusing on areas with noted tissue restriction.28  It is unclear whether these manual therapy techniques provide the necessary manipulation of the muscle or tissue or if the outside input acts to retrain the nervous system to receive input without processing it as pain. As with any other physical therapy, the patient is assessed for tissue restrictions and weaknesses throughout the pelvis and lower extremity and will be treated with appropriate stretching and strengthening.28 In case control series with eleven women with provoked vestibulodynia compared to eleven control women, the authors assessed the efficacy of a pelvic floor physical therapy program on pelvic floor muscle function and quality of life. The treatment provided included intravaginal manual therapy on soft tissue, use of dilators, biofeedback, pelvic floor strength training with quick contractions and longer holds for endurance, and education on vulvar care. After eight one hour PFPT treatment sessions, the pelvic floor muscle function of the group with vulvodynia was not significantly different than the healthy control, and the participants reported their pain and quality of life was significantly improved.29 Although the sample size was small, this evidence supports pelvic floor physical therapy as a treatment for vulvodynia. 
The last common intervention of vulvodynia, specifically for provoked vestibulodynia, is a vestibulectomy. A vestibulectomy is the surgical removal of painful and irritated tissue of the vestibule and is often done when other conservative management is unsuccessful. In a study of 31 women who underwent a vestibulectomy, 100% of women reported reduced pain scores and 57% of women reported no or minimal pain following surgery. Several studies have shown that the procedure is effective in reducing pain in the short-term and long-term.30 In a meta-analysis of 33 studies, the authors found that 70% of patients that underwent a vestibulectomy had significant reductions in pain during intercourse.20 Of course, with any surgery there are risks involved. Risks of a vestibulectomy include bleeding, infection, surgical pain, scar tissue formation, and cyst formation. These are rare but should be discussed between the patient and surgeon when choosing the procedure.25 It should be emphasized that this surgical procedure is only supported in the research for individuals with provoked vestibulodynia, not for other types of vulvodynia. 
[bookmark: _GoBack]Vaginismus and vulvodynia are two diagnoses that are commonly seen among pelvic floor physical therapists. Both of these diagnoses can contribute to or be comorbid with a broader diagnosis of chronic pelvic pain. For both diagnoses, there is a lack of proper diagnosis and treatment.10,21 It is not under the scope of physical therapists to diagnose patients with medical diagnoses, but proper subjective and objective measures should be taken to understand the complaint of pelvic pain in patients. If a therapist sees indications of either of these diagnoses that have not been addressed by a gynecologist or other medical doctor, they should report these findings and encourage their patients to receive the proper multidisciplinary care. More research must be done to further investigate the best treatment for diagnoses involving pelvic floor dysfunction. The current evidence for treatment for both conditions discussed above is poor and lacking randomized controlled trials to demonstrate the most therapeutic methods for treatment. As the field of pelvic floor physical therapy continues to grow, there will be many opportunities available to participate in research for both of these conditions as well as other diagnoses that contribute to chronic pelvic pain. 
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Appendix A: Pelvic Floor Anatomy 
All images retrieved from Gray’s Anatomy for Students, Pelvis and Perineum.4
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Figure 1: Layer 1- Superficial Genital Muscles. 
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Figure 2: Layer 2 – Urogenital Diaphragm. 
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Figure 3: Layer 3- Pelvic Diaphragm. 
[image: mage result for vulvodynia]
Figure 4: Superficial Female Genitalia.
Appendix B: Vulvar Care Guidelines
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[image: ]Vuvlar Care Guidelines from St. Louis University Physician Group, Oct 2016.24
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Guidelines for Vulvar Skin Care 
NOTE: Our goal is to promote healthy vulvar skin and decrease or relieve vaginal and vulvar 
symptoms. This is accomplished by the avoidance of potential contact irritants, chemicals, moisture, or 
rubbing (friction). These guidelines are based upon past success!  
LAUNDRY PRODUCTS  



1. Use a detergent free of dyes, enzymes and perfumes ​  Use a​ “Free and Clear” detergent​  on 
any clothing that comes in contact with your vulva​  such as your underwear, exercise clothes, 
towels, or pajama bottoms.  Baby detergents are usually scented so should not be used. 



2. Do not use a fabric softener ​in the washer or dryer on these articles of clothing. If you do use 
dryer sheets with the rest of your clothes, for any loads, ​you must hang dry your underwear, 



towels, and any other clothing that comes in contact with your vulva​ . White vinegar can be 
used in the washer as a natural softener, and dry balls can help combat static.  



3. Stain Removing Products.​ Bleach or stain removers are not recommended for your 
underwear. 



CLOTHING  



1. Wear all cotton underwear​ ​with a white crotch ​ ​not​  nylon with a cotton crotch. Cotton allows 
air in and moisture out. Nylon underwear with a cotton crotch are acceptable ONLY if you are 
able to cut away the nylon covering the cotton crotch.  Thong type underwear is not 
recommended on a daily basis. Sleeping without underwear is advised, loose fitting pajama 
pants or boxers are acceptable. 



2. Avoid full pantyhose.​ If you wear them, cut out the diamond crotch ( be sure to leave about 
1/4 to 1/2 inch of fabric from the seam to prevent running) OR  wear thigh high hose.  



3. Avoid tight clothing, especially clothing made of synthetic fabrics. ​ Remove wet bathing and 
exercise clothing as soon as you can.  Limit use of spanx type garments. 



BATHING AND HYGIENE  



1. Avoid bath soaps, lotions, gels, etc. which contain perfumes.​ These may smell nice but can 
be irritating. This includes many baby products and feminine hygiene products marked "gentle" 
or "mild".   ​Do not use body washes ​!  We suggest any of the following soaps in a ​ bar​ form: 
Dove-Hypoallergenic, all natural olive oil soap, Neutrogena, Basis, or Pears.  



2. Hand soap Dispensers:​  use a liquid fragrance free soap. 
3. Hand sanitizers: ​  Before touching the vulvar skin, wash with a recommended soap to avoid 



irritation from the alcohol and chemicals in the hand sanitizers 
4. Avoid all bubble baths, bath salts and scented oils.  
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pants or boxers are acceptable. 

2.

Avoid full pantyhose. 

 If you wear them, cut out the diamond crotch ( be sure to leave about 

1/4 to 1/2 inch of fabric from the seam to prevent running) OR  wear thigh high hose.  

3.

Avoid tight clothing, especially clothing made of synthetic fabrics. 

 Remove wet bathing and 

exercise clothing as soon as you can.  Limit use of spanx type garments. 

BATHING AND HYGIENE

  

1.

Avoid bath soaps, lotions, gels, etc. which contain perfumes. 

 These may smell nice but can 

be irritating. This includes many baby products and feminine hygiene products marked "gentle" 

or "mild".   

 

Do not use body washes

 

!  We suggest any of the following soaps in a

  bar 

 form: 

Dove-Hypoallergenic, all natural olive oil soap, Neutrogena, Basis, or Pears.

  

2.

Hand soap Dispensers: 

  use a liquid fragrance free soap. 

3.

Hand sanitizers: 

  Before touching the vulvar skin, wash with a recommended soap to avoid 

irritation from the alcohol and chemicals in the hand sanitizers 

4.

Avoid all bubble baths, bath salts and scented oils.
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5. Do not scrub vulvar skin with a washcloth, loofa or net sponge​. Washing with your hands is 
adequate for good cleaning.  



6. Do not use hot water while bathing or showering.  Use ​Only ​ ​luke-warm to cool water.  
7. Pat dry rather than rubbing with a towel ​or use a hairdryer on a ​cool​ setting to dry the vulva.  
8. Baking Soda soaks.​ Soak in lukewarm ( ​not hot​) bath water with 4-5 tablespoons of baking 



soda to help soothe vulvar itching and burning. ​A sitz bath that goes on the toilet is best​. 
Soak 1 to 3 times a day for 5-10 minutes when you have vulvar symptoms.  A sitz bath tub is 
available without a prescription at your pharmacy or medical supply store. 



9. Use white, unscented toilet paper. ​  Avoid “ultra-soft or ultra strong” products, they are overly 
processed with chlorine and formaldehyde. Use a basic toilet paper such as Angel Soft, Scott or 
7​th​ Generation. Avoid “wiping” after urinating; blot, dab or rinse with tap water only. 



10. Avoid all feminine hygiene sprays, perfumes, adult or baby wipes.​ Pour lukewarm water 
over the vulva after urinating if urine causes burning of the skin.  



11. Avoid the use of deodorized pads and tampons.​ Tampons should be used when the blood 
flow is heavy enough to soak one tampon in four hours or less. Mensturation cups are also 
acceptable.  Use only pads that have a cotton liner that comes in contact with your skin ( ​no dry 
weave pads ​).  



12. Do not use over-the-counter creams or ointments ​ until you ask your health care provider. 
When buying ointments, be sure that they are paraben and fragrance free. 



13.  Small amounts of extra virgin olive oil ​, ​vegetable oil, coconut oil, or solid shortening ​ may 
be applied to your vulva and vagina as often as needed to protect and moisturize the skin. It 
also helps to decrease skin irritation during your period, and when you urinate 



14. DO NOT DOUCHE.​ Baking soda soaks help rinse away extra discharge & help with odor.  
15. DO NOT SHAVE​, ​wax or laser​ the vulvar area ( ​the bikini line is ok ​).  
16. Some women ​may have problems with chronic dampness. ​Keeping dry is important​ .  



o Do not wear pads daily​ as they block the free flow of air and rub on the tissues 
o Choose cotton fabrics whenever you can. Keep an extra pair of underwear with you in a 



small bag and change if you become damp during the day at work/school.  
o  A non-talc containg powder such as ​Zeosorb Powder ​ may be applied to the vulva and 



groin area one to two times per day to help absorb moisture.  
17. Dryness and irritation ​ during intercourse may be helped by using a lubricant. Use a small 



amount of a pure vegetable oil/olive oil/shortening. The vegetable products contain no 
chemicals to irritate vulvar/vaginal skin, and will rinse away with water and will not increase 
your chances of infection. Water-based products like ​K-Y Jelly​  tend to dry before intercourse is 
over and also contain chemicals that can irritate your vulvar skin. It may be helpful to use a 
non-lubricated, non-spermicidal condom, and use vegetable oil as the lubricant.  



BIRTH CONTROL OPTIONS  
1. All hormonal contraceptives effect vaginal secretions but should not cause vaginitis.  
2. Lubricated condoms, contraceptive jellies, creams, or sponges may cause itching and burning. 



Ask your health care provider for help.  
3. The use of latex condoms with a vegetable oil as a lubricant (#17 above) is suggested to protect 



your skin. Oil based lubricants may affect the integrity of condoms when used for birth control 
or prevention of sexually transmitted diseases. Our experience has not found this to be a 
problem with vegetable based oils. However, the Centers for Disease Control recommend that 
condoms not be used with any oil based lubricants for birth control or prevention of sexually 
transmitted disease.  
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