
Vaginal discharge is one of the commonest gynae-
cological complaints seen in general practice.

Physiological discharge and vaginal infection account
for the majority of cases (see Table 1).1

     Although most patients with vaginal discharge can
be satisfactorily managed in primary care, patients
with recurrent or recalcitrant symptoms may benefit
from a review at a genitourinary medicine (GUM)
clinic.
     This review covers the management of physiolog-
ical discharge, bacterial vaginosis (BV), vulvovaginal
candidosis (VVC) and trichomoniasis (TV).

Physiological discharge
Odourless and clear discharge without vaginal irrita-
tion is most likely to be physiological; it is a diagnosis

of exclusion (see Table 2). It may cause slight staining
of the underwear and the nature of the discharge may
vary according to the time in the woman’s menstrual
cycle. Ovulation, sexual arousal and cervical ectro-
pion can all cause an increase in the volume of vaginal
discharge.1

     Historically, treatment of cervical ectropion has
been offered to reduce the volume of excessive dis-
charge. However, there is no systematic review of the
efficacy of techniques such as electrocautery,2 and
offering such treatment may reinforce the woman’s
belief that her discharge is abnormal. 
     Once pathological causes have been excluded,
explanation and reassurance are usually all that 
is required for women with physiological vaginal 
discharge.
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Bacterial vaginosis
BV is a complex alteration in the vaginal flora char-
acterised by an overgrowth of anaerobic bacteria such
as Gardnerella vaginalis and a reduction in concentra-
tion of lactobacilli. The cause is unclear, although BV
can sometimes be associated with various sexually
transmitted infections (STIs). If no STIs are found,
male partners do not need treatment. A high rate of
concordance for BV has been found in female part-
ners, although the benefit of simultaneously treating
female partners of women with BV has not been
proven.

Epidemiology
BV is by far the commonest cause of abnormal vagi-
nal discharge or malodour in women of childbearing
age. It is not considered an STI. Its prevalence varies
from 5 to 50 per cent in various study populations.
Risk factors include multiple sexual partners, change
of sexual partner, early age of first sexual inter-
course, vaginal douching, use of an intrauterine
device, racial origin (more common in black women
than white), low social class and smoking.3 Co-infec-
tion with Chlamydia, gonorrhoea and trichomoniasis
is common.4

     BV may remit and relapse, persist for several
months (usually remitting after repeated treatments)
or resolve spontaneously.5 Oral contraceptive pills and
condom usage are negatively associated with it.

Clinical features
Most women have an offensive, fishy-smelling vaginal
discharge noticed by the patient or her partner.
Odour increases after sexual intercourse. It is not asso-
ciated with soreness, itching or irritation, and about
half of women have no symptoms. On examination a
thin, discoloured, homogeneous discharge with
abnormal odour may be noticed coating the walls of
the vagina and vestibule.

     BV is confirmed when three out of the following
four Amsel’s criteria6 are met:
• vaginal pH >4.5
• thin, grey-white, homogeneous discharge
• a strong fishy odour on adding 10 per cent potas-
sium hydroxide (KOH) to a specimen on a glass slide
(positive ‘whiff’ test)
• presence of ‘clue cells’ (vaginal epithelial cells heav-
ily coated with bacteria) on microscopy.
     However, in the primary-care setting many patients
can be diagnosed by observation of typical thin, grey-
white, homogeneous discharge in someone with
appropriate history. The diagnosis is supported by the
demonstration of a pH of greater that 4.5 on narrow-
range pH paper (see Figure 1). 
     Growth of Gardnerella vaginalis on a high-vaginal
swab (HVS) is not diagnostic of BV as this is present
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• a good history and examination of the genitalia are

essential in order to establish the correct diagnosis

• the intimate nature of vaginal examination requires 

both informed consent and the offer of a chaperone 

throughout the examination

• vaginal fluid represents discharge not only from the 

vagina but also from the cervix, vestibular glands 

and endometrium

• an itchy discharge is often due to candidosis, a non-

itchy discharge with a fishy smell to bacterial 

vaginosis

Table 1. Points to consider when evaluating vaginal discharge

Table 2. Important causes of vaginal discharge

Infection

Nonsexual transmission – male partners do not need 

treatment 

bacterial vaginosis

candidosis

Sexual transmission – partners need evaluation and 

treatment 

Chlamydia trachomatis

Neisseriae gonorrhoeae

trichomoniasis

cervical herpes infection 

cervical and vaginal warts

Physiological

pregnancy

ovulation

menstruation

sexual stimulation

Noninfective

cervical ectropion

cervical polyps

cervical cancer

Miscellaneous

retained tampons and condoms

foreign body 

postabortion, postnatal (retained products)

trauma

allergy (rare)

Atrophic (postmenopausal) vaginitis



in up to 50 per cent of women with normal dis-
charge.
     Although BV used to be regarded as a benign con-
dition, it is associated with complications during
pregnancy and following pelvic instrumentation (see
Table 3).7

Management
Not all women with BV need treatment. In sympto-
matic women with a low risk of complications, gen-
eral advice to avoid douching or scented bath
products and to use condoms for sexual intercourse
may reduce the frequency of recurrences. A full STI
screen should be offered as BV may co-exist with or
mimic some STIs. Indications for treatment are
women who are:
• symptomatic
• undergoing termination of pregnancy, who should
be routinely offered testing and treatment for BV3,8

(if no testing is available, metronidazole 1g rectally at
the time of termination should be given)
• pregnant with a history of ‘idiopathic’ preterm
delivery, who are at a high risk of recurrence of pre-
mature birth. There is some evidence that screening
and treatment of BV with oral metronidazole 400mg
twice daily for five days early in the second trimester
in these high-risk pregnant women may prevent
preterm birth.
     Oral metronidazole (400mg twice daily for five to
seven days or 2g stat) is the recommended treatment
of symptomatic BV, but relapse may occur in up to 60
per cent of patients at three months.5 Table 4 com-
pares various regimens.
     Oral metronidazole is the most cost effective,
and topical treatment should be reser ved for
women who cannot tolerate oral therapy. Although
not widely used, another possible option is the use
of a 1g dose of per rectal metronidazole (inserted
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after lubrication) for those who are unable to toler-
ate the oral route.
     Topical clindamycin (Dalacin) can cause VVC and
damage latex condoms.
     Tinidazole (Fasigyn, 2g single dose orally) is occa-
sionally used but has a similar side-effect profile to
metronidazole. 
     Some women find over-the-counter topical vaginal
preparations such as Balance Activ helpful for spo-
radic or recurrent BV. At present there is insufficient
evidence to support the efficacy of such products.
     The management of frequent recurrent episodes
of BV is challenging and there is no established opti-

mal approach. Suppressive therapy with metronida-
zole gel twice a week for four to six months, or with
oral metronidazole 400mg twice a day for three 
days before and after menstruation, may improve
symptoms.3

     Routine follow-up is not necessary for uncompli-
cated BV. GUM referral is indicated for the manage-
ment of recurrent BV or if an STI is identified. 

Vulvovaginal candidosis
Sexually active women have a 75 per cent lifetime risk
of developing symptomatic VVC. Predisposing factors
are listed in Table 5. Often both vulva and vagina are
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Figure 1. Diagnosis of vaginal discharge in patients >25 years using symptoms and signs
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Fishy/offensive odour
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Discharge has other

appearance



concurrently infected by Candida, explaining the
rationale for treating both these sites when topical
antifungals are used.

Clinical features
Vulval irritation with or without vaginal discharge
is the commonest presentation.10 Vaginal discharge
classically tends to be ‘like cottage cheese’ (see
Figure 2) with a distinctive but inoffensive odour,
but is often variable. Vulval irritation, when severe,
can disturb sleep and sexual function. Superficial
dyspareunia is also common and may be the only
symptom. 
     ‘External’ or ‘contact’ dysuria due to candidosis is
often misdiagnosed as an episode of urinary tract
infection and inappropriately treated with antibiotics.
Another frequent and important error is to diagnose
candidosis in a woman presenting with vulval symp-
toms when she has genital herpes. Both of these com-
mon misdiagnoses can be avoided by performing a
vulval examination.
     Examination of the vulva may show the presence
of curdy discharge with vulval erythema, fissuring,
satellite lesions and oedema. Tinea cruris and peri-
anal candidosis may co-exist.

Laboratory aspects
Although 95 per cent of cases are due to Candida albi-
cans, a non-albicans yeast (C. glabratamost commonly)
accounts for about 5 per cent of the isolates. The clin-
ical symptoms are indistinguishable. Despite increas-
ing use of over-the-counter antifungal treatments,
there does not seem to be any rise in the prevalence
of non-albicans Candida in HIV-seronegative
women.5,11

     Most laboratories do not routinely perform species
identification on HVS cultures. However, type and
sensitivity tests can be requested in selected cases and
this is most helpful in dealing with infection due to
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Table 3. Morbidity associated with bacterial vaginosis7

PID

PID following induced abortion

vaginal cuff cellulitis and abscess formation following 

vaginal hysterectomy

Pregnancy-related complications

amniotic fluid infection

chorioamnionitis

postpartum endometritis

premature rupture of membranes

preterm delivery and low-birth-weight babies



non-albicans species, which often show some degree
of resistance to commonly used antifungals.6,12

General advice
• Patients with candidosis should be helped to under-
stand the nature of their condition. This will allay
many of the patient’s (and perhaps their partner’s)
concerns and anxieties. 
• Patients without symptoms do not need treatment (the
prevalence of Candida in asymptomatic women on cul-
ture is 15-20 per cent). However, treatment is often given
if antibiotics are being prescribed for another condition.
• Asymptomatic vulval infection is common in those
with vaginal candidosis. Simultaneous use of topical
therapy to the vagina and vulva is recommended and
may help to reduce relapse. If there is marked vulval
inflammation, a cream containing both antifungal
and steroid may give quicker symptom relief.
• Intravaginal preparations can be used during men-
struation.
• Intravaginal cream may be preferred to a pessary
by some women as it does not leave a chalky residue
after use.
• Many topical preparations may damage latex con-
doms and diaphragms and patients should be advised
about this.
• The use of well-ventilated clothing and cotton
underwear could be of value in preventing candidosis
in some women.
• Some women report an association between binges
of sugar confectionery and exacerbation of candidosis
symptoms. Restriction of dietary intake of refined sug-
ars in such patients may be helpful.

Treatment
Imidazole, triazole and polyene antifungal agents are
used to treat VVC. There is little difference in efficacy
between oral and topical treatment. Table 6 compares
the imidazole and azole agents.
     Imidazole antifungals Intravaginal imidazoles are
still the mainstay of treatment. There is no significant
difference among various imidazole preparations as
regards their efficacy. Similarly, there is no clear evi-
dence of any difference in persistent symptoms
between shorter or longer durations of treatment (1–
14 days). Intravaginal imidazoles tend to have a higher
frequency of local vulval irritation compared to oral
treatments.9,14
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Table 4. Commonly used regimens in bacterial vaginosis

Metronidazole         oral                       400–500mg twice            84–96%

                                                          daily for 5–7 days

                                                            or 2g single dose           

Tinidazole                oral                       2g single dose                 70–80%

Metronidazole         intravaginal          5g nocte for 5 days         75%

0.75% gel              

Clindamycin           intravaginal          nocte for 7 days              86%

2% cream

Clindamycin            oral                       300mg twice daily for     70–80%

                                                            7 days

Drug                       Route                   Dosage                           Cure rate 

                                                                                                    at 4 weeks7,9

Table 5. Predisposing factors for developing symptomatic 

vulvovaginal candidosis Figure 2. Characteristic white discharge in candidosis

pregnancy

drugs

broad-spectrum antibiotics

high-oestrogen combined contraceptive pills*

corticosteroids

immunosuppressive agents

obesity 

diabetes mellitus

immunodeficiency states, eg AIDS

sexual behaviour

– receptive orogenital sexual contact

– frequency and periodicity of sexual intercourse

*low-dose oestrogen pills do not increase the frequency

of VVC
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     Triazole antifungals Fluconazole is the most com-
monly used oral antifungal agent. Its long half-life (24–
30 hours) and very good absorption from the gut (90
per cent) allows single-dose therapy (150mg stat),
whereas itraconazole needs two doses (200mg twice a
day for one day).
     Polyene antifungals Nystatin pessaries have now
been discontinued and are therefore not a treatment
option for women with VVC.
     Other agents Amphotericin, flucytosine, boric acid
and crystal (gentian) violet are occasionally used in
specialist practice, especially for the treatment of non-
albicans Candida, based on the sensitivity profile of the
isolates.
     Drug interactions Important drug interactions relate
to multiple-dose antifungal treatment and include:
• itraconazole, which should be avoided in those at
risk of heart failure, especially patients treated with
negatively inotropic drugs

• avoid miconazole (Gyno-Daktarin) in patients who
are on gliclazide or glipizide
• use of itraconazole should be avoided in pat ients
who are on ator vastatin and tolterodine (Det -
rusitol).
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Table 6. Comparison of imidazole and azole antifungal agents

Examples                           clotrimazole, miconazole and econazole         fluconazole, itraconazole and ketoconazole

Route of application          vaginal and vulval                                             oral 

Mechanism of                   interfere with yeast cell wall synthesis by        damage the fungal cell membrane by 

action13                           reduction in the formation of ergosterol          inhibition of the enzyme demethylase

                                         interfere with fungal oxidative enzymes           inhibition of fungal cytochrome P450

                                         to cause lethal accumulation of                      

                                         hydrogen peroxide

Systemic absorption         minimal                                                              significant absorption from gut

Effect on latex                   risk of damage to latex condoms and              none

                                         diaphragms

Cure rate                           80–95%                                                             80–95%

User friendliness               some women find use difficult, messy             ease of oral administration

                                         and painful to apply

                                         risk of treatment ‘slipping out’

Ideal time to use                for bedtime use                                                 can be taken any time of day

Suitability in presence      less effective                                                     systemic absorption and high tissue levels 

of marked skin                                                                                           make them drug of choice

involvement

Use in pregnancy              clotrimazole is considered safe                        contraindicated

Use in breast-feeding        clotrimazole is considered safe                        contraindicated

                                         Imidazole antifungals                                      Azole antifungals

Table 7. Maintenance regimens for recurrent vulvovaginal candidosis7,12

Fluconazole                       oral                 150mg weekly or       6 months

                                                                50mg daily               

Itraconazole                      oral                 50–100mg daily         6 months

Clotrimazole pessary        vaginal           500mg weekly           6 months

Clotrimazole vaginal         vaginal           5g weekly                  6 months

cream (10%)

Drug                                 Route            Dose                          Duration



     Treatment of the male partner There is no evidence
that treatment of an asymptomatic partner is 
beneficial. However, the sexual partner may occasion-
ally be the source of infection and reinfection and, in
selected instances, the male partner should be
treated.
     Follow-up Single-dose therapy is very effective and
no follow-up is usually required.1 Failure of treatment
should prompt one to review the diagnosis, adher-
ence with treatment, presence of an underlying pre-
disposing factor and to consider the possibility of
resistant Candida species (non-albicans Candida
species).

Recurrent VVC
This is defined as four or more mycologically proven
symptomatic episodes per annum.10,15 This can be a
difficult group to deal with as relapse after stopping
treatment occurs in at least 50 per cent of patients.11,16

This is usually due to azole-susceptible C. albicans and
is probably best managed in a GUM setting.
     Treatment Induction therapy with three single doses
of fluconazole 150mg (one dose every 72 hours), or
10–14 days of topical azole therapy, should be fol-
lowed by a maintenance regimen for six months (see
Table 7).7,12

Candidosis in pregnancy
Both asymptomatic and symptomatic VVC is much
more common during pregnancy (up to 30–40 per
cent on culture). This tends to resolve after delivery.
It is important to exclude gestational diabetes in
these patients. The mainstay of treatment is clo -
trimazole pessaries and cream. Longer duration 
of treatment may be necessary as response tends 
to be slower. Oral antifungal agents are contra -
indicated.

Trichomoniasis
Features of TV are shown in Table 8.
     Metronidazole remains the drug of choice with
a cure rate of about 95 per cent. The usual regimen
is 400mg by mouth twice a day for five to seven days
taken after food, with clear advice to avoid alcohol
for the duration of treatment and for 48 hours
thereafter to prevent a disulfiram-like reaction.17

Sexual abstinence should be advised for the dura-
tion of treatment and until the partner has com-
pleted treatment.
     A 2g single dose of oral metronidazole is almost as
effective but is best avoided in pregnancy and breast-
feeding (significant amount in milk).
     Treatment failure usually represents reinfection,
nonadherence or low plasma levels due to vomiting.
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Figure 3. Profuse frothy discharge in trichomoniasis

• transmission in adults is almost always by sexual 

contact

• it is uncommon compared to VVC and BV 

• in women, the vagina is the main site of infection but 

concurrent urethral infection is common

• up to 50 per cent of infections in women and the 

majority in men are asymptomatic

• the commonest symptoms in women are discharge

(often profuse and frothy, see Figure 3), itching, dysuria,

dyspareunia and vaginal or vulval soreness

• diagnosis is made by microscopic examination of a wet 

smear and/or culture of a high vaginal swab*

• male partner(s) should receive epidemiological 

treatment as tests in males are very insensitive

• it is highly recommended that patients and their 

partners are screened for other STIs

*many specialist clinics are moving away from the routine

use of high vaginal swabs in asymptomatic women; how-

ever, it is important to rule out Trichomonas vaginalis in

women complaining of abnormal vaginal discharge; this can

be done either with a high vaginal culture or with newer

methods such as PCR swabs or point-of-care tests if they

are available

Table 8. Features of trichomoniasis
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Metronidazole resistance is very rare; when it is sus-
pected or the patient is intolerant or allergic, GUM
referral is recommended.

Conclusion
Abnormal vaginal discharge can be easily managed
in primary care provided that an accurate diagnosis
is made. This can be achieved through a good history
and a genital examination in the majority of cases.
The joint Health Protection Agency and British
Infection Association guide Management and
Laboratory Diagnosis of Abnormal Vaginal Discharge is
excellent for use in the non-GUM setting.18

     Since vaginal discharge is one of the most common
complaints seen in primary care, a proper under-
standing of the management of this condition is essen-
tial for the delivery of quality healthcare.
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Prescription review
In 2011, GPs in England wrote a total of 1.14 million
prescriptions for topical products to treat vaginitis at
a total cost of £6.4 million – a slight fall in volume and
a small increase in costs compared with 2010. 
     Clotrimazole formulations continued to dominate
prescribing, accounting for 91 per cent of volume and
88 per cent of spending. The most expensive formu-
lations of clotrimazole were Canesten Duo (oral 
fluconazole/clotrimazole cream) and Canesten
Combi Cream (2 per cent and 10 per cent clotrima-
zole creams), both of which averaged over £7 per
scrip. The presentations of pessaries plus cream were
together the most frequently prescribed, with 45 per
cent of clotrimazole scrips and 46 per cent of costs.
     Prescribing and spending on other preparations
changed little or increased slightly compared with the
previous year.

Table 9. Number and cost of prescriptions for vaginitis,
England, 2011

clindamycin 2% 41 469 11.43
cream

clotrimazole 1033 5608 5.43

Combi (pess + cream) 465 2567 4.83–6.48

Duo (oral + cream) 55 430 7.81

Combi cream (int + 17 134 7.88
ext cream)

cream 218 1207 4.91–8.68

pessaries/tabs 278 1270 2.94–4.94

econazole 18 70 3.89

fenticonazole 0.4 1.6 4.00

metronidazole gel 22 104 4.73

miconazole 26 123 4.73

                                      No. scrips  Cost Cost per

                                      (000s)        (£000s) scrip (£)


