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VAGINAL DRYNESS: CASE 
STUDIES OF PRIMARY CARE 
MANAGEMENT
Vaginal dryness can be the result of a number of di6erent causes.  
The following article looks at three case histories displaying a number  
of scenarios GPs might encounter
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Case one
Mrs J is a 68-year-old lady who came to see me with 
classical symptoms of a urinary tract infection. As I 
was prescribing her antibiotics I noticed in her records 
that this was actually the third course of antibiotics 
she had received from the practice in the past three 
months. On further questioning I discovered that 
she had symptoms of increased urinary frequency 
and dysuria which had been worsening over the few 
months. Her last menstrual period was when she 
was 53-years-old and she was fortunate in that she 
experienced minimal menopausal symptoms around 
that time. She had never taken any hormone treatment, 
either locally or systemically. However, when I asked 
her directly she told me that she had been experiencing 
worsening vaginal irritation over the past year or 
two and her vaginal area often felt very sore. She was 
not sexually active. She had never had any vaginal 
bleeding since her menopause. 

Mrs J had symptoms to suggest vulvo-vaginal 
atrophy (VVA). This is sometimes referred to as 
‘genitourinary syndrome of menopause (GSM)’, 
which is aimed at making the description of 
symptoms more inclusive and more user- friendly.1 
VVA is very common, affecting around 50% of post-
menopausal women. However, many women do not 
seek medical advice, often due to embarrassment or 
lack of knowledge about this condition.2 The absence 
of oestrogen stimulation in the vagina results in loss 
of rugae (folds in the vaginal mucosa) and there is a 
shortening and narrowing of the vagina. The mucosa 
of the vagina, introitus, and labia minora becomes 
thin and pale. As oestrogen receptors are present on 
the vagina, urethra, bladder trigone and the pelvic 
!oor, all these areas can be affected by a lack of 
oestrogen. Atrophic symptoms affecting the vagina 
and lower urinary tract can be progressive and do 
not improve without treatment. Unlike hot !ushes 
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Case two
Mrs S is a 56-year-old lady who has hypertension 
that is controlled on anti-hypertensive medication. 
Her last menstrual period was four years ago. 
She came to see me after being referred by one of 
my male partners for a vaginal examination. She 
had been complaining of increased frequency of 
micturition recently. She had also been complaining 
of dyspareunia and vaginal dryness over the past few 
months. She had tried using KY jelly as a lubricant, 
but this had made her symptoms worse. More 
recently she and her husband had just stopped having 
sexual intercourse as it was so painful for her. 

I noticed that her oral HRT had been stopped 
around six months ago by one of my colleagues as 
he was concerned about her taking HRT and having 
hypertension. She then told me that her symptoms 
actually started soon after stopping HRT. 

On examination she had signs of vaginal atrophy. 
A urine dipstix was negative and she has also had 
several negative MSUs undertaken in the past.

We had a long discussion about the bene#ts and 
risks of HRT. NICE guidance5 clearly states that in the 
majority of women under 60 years, the bene#ts of HRT 
usually outweigh any risks. I reassured her about this 
and she decided that she really wanted to start taking 
her HRT again as she felt so much better in many 
ways when she was taking it. Since stopping HRT 
her energy levels had reduced, she was experiencing 
horrendous night sweats and she had become far more 
anxious than she used to be. Hypertension is not a 
contra-indication to taking HRT so I started her on a 
continuous combined preparation. I reviewed her three 
months later and she was feeling considerably better. 

related to the menopause that usually resolve over 
time, VVA usually has a chronic progressive nature 
throughout the menopausal transition and beyond.3

Examination showed some signs of vaginal atrophy 
with a thin mucosa with diffuse erythema. A vaginal 
examination was uncomfortable, which can be 
common in women with atrophic vaginitis. She was 
prescribed some topical oestrogen in the form of a 
ring and when I reviewed her three months’ later for a 
change of the ring she was already noticing a marked 
improvement of her symptoms.

Topical oestrogen in the form of vaginal tablets, 
cream or ring may be very suitable for this patient. 
Some women who are not sexually active do not want 
to use topical treatment on a regular basis, so may 
prefer to elect for the vaginal ring, which should be 
replaced every three months. This can be undertaken by 
the practice nurse, a doctor or the patient herself.

The doses of these preparations is very small as 
they work locally. They therefore do not have any of 
the systemic side effects or risks of taking systemic 
HRT.  Women need to be reassured regarding this. 
There is no evidence that topical oestrogen causes 
endometrial proliferation after long-term use, which 
means that women do not need to receive concomitant 
progestogen, as topical oestrogen does not stimulate  
the endometrium.

Topical oestrogen leads to an improvement in 
vaginal symptoms and also a reduction in pH.4 The 
maximum bene#t with topical oestrogen is usually 
achieved after a few months, but it can take a year in 
some women. These products often need to be given in 
the long term to continue to improve symptoms and 
NICE has stated that it is safe to do this.5
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Her menopausal symptoms had nearly all gone and but 
she was still experiencing symptoms related to vaginal 
dryness. I gave her a prescription for some vaginal 
oestrogen tablets (to use locally) and these have worked 
well to improve her local symptoms.  

Systemic HRT is not usually recommended as 
#rst-line treatment for those women with only 
vaginal symptoms and no menopausal symptoms. 
However, around 10-25% of women receiving 
systemic HRT still have symptoms and so will require 
topical oestrogen in addition to HRT. If symptoms 
have not improved with hormonal treatment, then 
another underlying cause of the symptoms should be 
considered (eg, dermatitis, vulvodynia).

Case three 
Mrs P is a 52-year-old lady who came to see me 
for a review of her depression. She had been taking 
sertraline for depression for the past four months. She 
had ovarian cancer diagnosed four years previously 
and had undergone a total abdominal hysterectomy 
and bilateral salphingo-oophrectomy. She had also 
received chemotherapy and all her recent blood tests 
and scans were normal. While she remained very 
anxious about the possibility of recurrence of her 
cancer, her depression had notably improved. I asked 
her about any menopausal symptoms and she had 
not experienced any vasomotor symptoms or other 
menopausal symptoms. However, when I asked her 
directly about whether she had any vaginal dryness 
she admitted that she had been suffering for a while 
but had never spoken to anyone about it. She was very 
embarrassed but relieved to be able to talk about it.

She was not keen to have any topical oestrogen 
even though she had no contra-indications to it. I gave 
her some samples of different vaginal moisturisers 
and lubricants to try. She returned two months later 
and was absolutely delighted as her symptoms had 
signi#cantly improved. She was using a vaginal 
moisturiser on a regular basis and using a lubricant 
during sexual intercourse. Her sexual relationship with 
her husband had also dramatically improved.

Personal lubricants and moisturisers can be very 
effective at relieving discomfort and pain during 
sexual intercourse for women with mild to moderate 
vaginal dryness, particularly those who have a genuine 
contra-indication to oestrogen, or who choose not to 
use oestrogen.4 The only contra-indications to using 
topical oestrogens are active breast cancer and also 
undiagnosed vaginal or uterine bleeding.6

Although personal lubricants and moisturisers 
have demonstrated effectiveness, they differ in 
terms of their composition, and certain individual 
components may be of concern in speci#c situations. 
Therefore, it is important to choose the most 
appropriate lubricant or moisturiser to best suit the 
needs of the individual patient.

A wide variety of personal lubricants are 
commercially available, either as water-, silicone-, 

mineral oil-, or plant oil-based products, and are 
applied to the vagina and vulva (and the partner’s 
penis if required) prior to sex. These provide short-
term relief and they can improve dryness during 
sexual intercourse. They are particularly bene#cial for 
women whose vaginal dryness is a concern only or 
mainly during sexual intercourse. Any type of oil-based 
lubricant is not suitable for use with condoms as the oil 
can weaken the condoms, causing them to fail.

Vaginal moisturisers are bio-adhesive so attach 
to mucin and epithelial cells on the vaginal wall and 
therefore retain water. They can also lower vaginal pH. 
Moisturisers should be used regularly and can be used 
in the long term if they are bene#cial.  

Women should be advised to choose a product 
that is optimally balanced in terms of both osmolality 
and pH, and is physiologically most similar to natural 
vaginal secretions.4 Details of the different pH and 
osmolalities can be found in this article and some 
manufacturers will be able to give these values.

Summary
It is important that all healthcare professionals 
have a low threshold for asking women about any 
symptoms of vaginal dryness as many women are 
needlessly suffering and are too embarrassed to initiate 
conversation about their symptoms. There are really 
good, effective treatments available and women should 
be made aware of these. In addition, women with 
urinary symptoms may improve with local oestrogen 
and so it is important that vulvo-vaginal atrophy is 
considered as a potential cause in women.
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SUMMARY OF KEY POINTS

1 Many women do not talk about their symptoms and are not 
receiving treatment

2 Oestrogen deficiency can also lead to urinary symptoms 

3 Treatment choices include HRT, vaginal oestrogen, vaginal 
lubricants and moisturisers

4 Vaginal oestrogen can be safely used in the long term

5 A combination of treatments can be given

6 Women taking systemic HRT can still have vaginal dryness 
which needs treatment


