
Medical Journal of Babylon-Vol. 8- No. 4  -2011               1122 -مجلة بابل الطبية- المجلد الثامن - العدد الرابع  

Kareema A. Al-Khafajii, Ban Alwash and Huda Hadi Al-Hassnawi                                                                                       651 

 

 

 
 
 
 
 

Abstract 
    Vulvar pruritius is a common complaint in females of all ages. However, little has been published on 

pruritius vulvae in children as a primary symptom. A total of 70 cases of pre pubertal girls collected 

from private clinics, aged 8 months to 9 years at the time period from June 2009 to January 

2010.History was taken regarding family history, economic state, present history and presence of other 

diseases. The chief complaint of them was   pruritius vulvae ,from which 20 cases (28.57%) had 

dysuria, as well as clinical examination reveled;  redness of   vulvae was found in 48 cases (68.57%), 

vaginal  discharge in 10 cases  (14.28%) and vaginal bleeding in  two case( 2.8%).Vulval and  perianal 

Molloscum contagiosum lesion in 8 cases (11.4%)while the least  vulval and perianal genital warts in 

(7.1%).On laboratory diagnosis using tape test searching for pin worm ova ,only30cases( 42.9%) out of 

the 70 cases had positive result. Gram stain of swabs have been taken from the 10 cases of vaginal 

discharge who were suspected sexually abused children reveals gram negative diplococcic of gonorrhea 

in 6 cases and demonstration of pseudohyphae on  the smear was taken from the  red vulvae on 4 cases. 

    Isolation and identification of bacterial isolates were found in 18 cases, and Candida species in 4 

cases. The most frequently isolated bacteria were Streptococcus faecalis and Neisseria gonorrheae in 

6cases (21.4%), Escherichia coli 4cases (14.3%), Staphylococcus aureus 3cases (10.7%), Streptococcus 

agalagtiae and Streptococcus pyogenes 2cases (7.1%) for each, Proteus mirabilis 1case (3. 6%) and 

Candida spp.4cases (14. 3%). 

 الخلاصة
   الأطفالالمهبليه في  ومع ذلك القليل سجل عن الحكه,الأعماربكل  مشكله شائعة في النساء المهبلية الحكة           

, للفترة من  سنة9شهور و  8 الخاصه تتراوح أعمارهم بين العيادةفي سن قبل المراهقه جمع من  بنت 70من مجموع   كأعراض أوليه. 
تاريخ العائلة والحالة ألمعاشيه  والتاريخ الحالي للمرض  تم ألاستجواب الجيد عن.2000إلى كانون الثاني  2009    شهر حزيران

 من حرقه أثناء التبول, يعانيان%( 25,82حاله )20حكه مهبليه شديده ,ومنها  مريضاتلل  ألرئيسيهألشكوى .أخرىووجود أمراض 
 ,%(08,25حالات)00 مهبليه في إفرازات,%(75,82حاله)85المهبل في  احمرار في ذلك دل الفحص الطبي على وجود  إلىاضافه 

 و ثأليل جنسية حول فتحة الشرج%( 00,8الات )ح 5داء أللؤلؤ الساري حول الشرج والمهبل في    %(2,5)ونزف مهبلي في حلتين
 حاله00, فقط ألدبوسيهبيوض الديدان   للبحث عن وجود tape testألمختبري باستعمال الفحص   %(.2,0حالات) 5والمهبل في 

والمشبوه  هحالات يعانين من إفرازات مهبلي 00ل  صبغة كرام للعينات المأخوذه حاله أظهرت نتائج موجبه,20من مجموع  %(82,9)
الكاذبه  الفطريه مع وجود الخيوط حالات 7لثنائي المكورات الخاصه بمرض السيلان ل ألتابعهجنسيا أعطت سالبة الغرام  مستغلينبأنهم 

.أكثر حالات 8حاله وأجناس المبيضات في 05البكتريا في  لعزل وتشخيص عز حالات. 8هبل المحمر لممن المسح المأخوذه من ال
 ثم %(8, 20)7عزلت من حالات  Streptococcus faecalis and Neisseria gonorrheaeانتشارا كانت  البكترياعزل 

Staphylococcus aureus  (, ثم 00,2حالات) 0في%Streptococcus agalagtiae and Streptococcus pyogenes 
 .%(08,0حالات ) 8المبيضات في  , وأجناس%(0,7في حاله واحده)Proteus mirabilis منها, لكل  (% 2,0)حالتينفي 

ـــــــــــــــــ ـــــــــــــــــ ـــــــــــــــــ ـــــــــــــــــ ـــــــــــــــــ ـــــــــــــــــ ـــــــــــــــــــــــــــــــــــــ ـــــــــــــــــ ـــــــــــــــــــــــــ ـــــــــــ ـــــــــــــــــ ــــــــــــــــــــــــــ ـــــــــــ ـــــــــــــــــ ـــــــــــــــــ ـــــــــــــــــ ـــــــــــــــــ ـــــــــــــــــ ـــــــــــــــــ ــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــ ــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــ  ــــــــــــــــــــــــــــــــ
Introduction 

ulvovaginitis in the prepubertal 

child is the most common 

gynecological complaint seen 

in Pediatric and dermatological practice 

[1]. Vulvovaginal complaints in 

prepubertal children may be the result 

of infection, congenital abnormalities, V 
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trauma, or dermatologic conditions[2]. 

Vaginitis may have a nonspecific 

etiology or may be due to known 

pathogens.               

    Symptoms include vaginal 

discharge, erythema, soreness, 

pruritius, dysuria, and  bleeding. 

Occasionally, urinary tract or bowel 

symptoms may be interpreted by a 

child as vulvar or vaginal complaints. 

vulvovaginal infections may be caused 

by specific infections originated from: 

respiratory ,enteric pathogens, or 

sexually acquired organisms as a result 

of sexual abuse  [3] 

     Non- specific vulvovaginitis is 

responsible for 25 to 75 percent of 

vulvovaginitis in prepubertal girls. 

There are a number of potential factors 

in children that increase their risk of 

vulvovaginitis: lack of labial 

development, unestrogenized thin 

mucosa, more alkaline pH (pH 7) than 

postmenarchal girls/women, poor 

hygiene, bubble baths, shampoos, 

deodorant soaps, obesity, foreign 

bodies, and choice of clothing 

(leotards, tights, and blue jeans). Lack 

of protective hair and labial fat pad and 

lack of protective lactobacilli promotes 

infection [2,3]. 

 
 
     Improper wiping of the vaginal 

area after voiding, masturbation, and 

simply sitting in tights for a few hours 

may cause erythema, skin breakdown 

and discomfort in the vulval area. The 

vulval inflammation may progress and 

lead to a secondary vaginitis .Skin 

disorders such as  atopic dermatitis, 

scabies, chicken pox, are other causes 

of non- specific prepubertal 

vulvovaginitis [4,5]. 
 
   Group A Beta-hemolytic 

streptococcus (GABHS) is not an 

uncommon cause of vulvovaginitis. It 

is often accompanied by an anal 

streptococcal proctitis (which presents 

as a beefy, red, well demarcated ring 

the size of a quarter around the anal 

area). GABHS vulvovaginitis presents 

with a purulent vaginal discharge 

which may simply manifest itself as 

soiling on the child s panties.. Candida 

vulvovaginitis is extremely uncommon 

in the prepubertal child who is no 

longer wearing diapers. It must be 

remembered however that some of 

these children do wear diapers at night 

only (nocturnal enuresis) until they are 

well beyond 5 years of age and they 

may be susceptible to a Candidal 

vulvovaginitis [1]. The sexually 

acquired infections seen in the 

prepubertal child  include N. 

gonorrhea, Gardnerella  vaginalis, 

Trichomonas, C. Trachomatis, Herpes 

Simplex and Condyloma accuminata. 

These are all extremely unusual 

organisms to find in the prepubertal 

child and must immediately raise the 

suspicion of possible sexual abuse [2]. 
     

Vaginal foreign bodies must be 

considered in all cases of recurrent 

vulvovaginitis. The most common 

foreign bodies in the vagina are wads 

of toilet paper (which are not radio-

opaque). Pinworm infestations are not 

infrequently associated with 

vulvovaginal irritation [6]. Lichen 

sclerosis is rare in the prepubertal child 

but has a characteristic white 

parchment-like epithelium that often 

appears in a figure of eight pattern 

around the vagina and anus [7,8].
 
  

 

Patients and Method 

    A total of 70 cases of pre pubertal 

girls collected from private clinics, 

aged 8 months to 9 years at the time 

period from June 2009 to January 

2010. Initial history should include 

home remedies, prescription creams or 

other medications that may have 

already been used .Medical history of 

eczema, contact dermatitis, other recent 

upper respiratory, pharyngeal or 

gastrointestinal infections, and diabetes 

should also be assessed. The question 

of sexual abuse should not be 

overlooked, and when indicated, a 

review of the social situation should be 

conducted to record who is involved or 
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comes in contact with the child on a 

daily basis
 

[9]. After a complete 

physical examination, a genital 

examination can be performed in the 

frog-leg or knee-chest position, and 

using  a smaller caliber urethral swab  

is better tolerated than a typical cotton-

tipped swab. one swab was rubbed on a 

glass slide with drop of KOH for direct 

examination by microscopy for clue 

cells, pseudohyphae, leukocytes, and 

bacteria according to the standard 

laboratory methods [10,11], while the 

other swab was immediately cultured 

onto a number of agar plates especially 

human blood, and Sabauroud's agar 

plates were incubated aerobically at 

37°C for 48 hours and the isolates were 

identified using standard procedures  

assessed  according to (MacFaddin,, 

2000) [12]. 

     The patients with vaginal discharge 

were especially screened for Neisseria 

gonorrhoeae, Trichomonas vaginalis 

and Candida by gram stain and 

culture.[13,14,15]. Ultrasound and 

hormonal assay was done for the two 

patients presented with pruritius vulvae 

and bleeding.                                                                                     

 

Results and Discussion 
      Most cases of vulvovaginitis in the 

pediatric population are nonspecific in 

nature ,and have no significant 

bacterial cause. These cases are most 

commonly present with a history of 

vulvovaginal irritation and erythema 

for months to years that may have 

responded to broad-spectrum 

antibiotics, but then recur. In many 

cases, the neutral pH of the vagina 

allows rectal bacteria to overgrow in 

the vagina and create these symptoms 

even when there is an attempt at 

adequate hygiene. These cases are best 

treated with symptomatic relief with 

one to two soaks in warm tub water 

daily and post bath use of a barrier 

cream such as zinc oxide or another 

diaper rash ointment. If there is not 

relief within 48-72 h, or there is a 

discharge, a specific cause should be 

ruled out with a culture
 
[12]. 

    Among the seventy patients 

collected in our study; 20 cases 

(28.57%) had dysuria in addition to the 

chief complaint Pruritis vulvae. 

Regarding the economic state of our 

patients; 66.7% had high economic 

state, while the remaining (33.3%) of 

them were  of low state. On the clinical 

examination we found presence of 

redness of external genetlia in 48 cases 

(68.57%), vaginal discharge in 10 cases 

(14.28%), and vaginal bleeding in  two 

case ( 2.8%), Vulval and perianal 

molloscum contagiosum lesion in 

8cases (11.4) while vulval and perianal 

genital warts in 5 cases (7.1%) Table 

(1). 

 

Table 1 Presentation of patients with Pruritis vulvae in prepubertal age group 

 

Types of clinical features No. of 

patients 

Percentage 

(%) 

Pruritis 70 100 

Redness 48 68.57 

Dysurea 20 28.57 

Discharge 10 14.28 

Perianal and genital Molloscum contagiosum 8 11.4 

Genital warts 5 7.1 

 Vaginal bleeding  2  2.8 

Vulvovaginitis caused by specific 

organisms can be divided into 

nonsexual and sexually transmitted 

etiologies. Isolation of the predominant 

organism is important, and testing for 

the presence of gonorrhea and 

chlamydia should be performed when 

appropriate. Normal vaginal flora 

includes mixed aerobes and anaerobes, 

commonly Staphylococcus 
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epidermidis, diptheroids, lactobacilli 

and anaerobic bacteria such as 

bacteroide. [17] Typically, no treatment 

is indicated for this mixed picture of 

commonly occurring organisms. The 

predominant bacterial flora isolated in 

cases of vulvovaginitis include 

Streptococcus pyogenes, 

Staphylococcus aureus, Proteus 

mirabilis, Neisseria meningitides, 

Streptococcus pneumonia, Enterococci, 

Escherichia coli and Gardnerella 

vaginalis. Bacterial-associated vaginitis 

is best treated by antibiotics directed 

toward the specific organism [18]. 

  In study the two patients presented 

with pruritius vulvae and bleeding, 

ultrasound examination and hormonal 

assay revealed no abnormality, and 

clinical examination revealed the blood 

is menstrual in origin. Microbial 

pathogens were isolated from culture 

the vulvas swab specimens of 22 girls 

(31.4%), while the rest 48 (68.6%) 

gave negative results .Among the total 

number of our patients 70 (100%), 

infection with a single bacterium was 

identified in 22 cases, while Candida 

spp. were isolated from in 4 cases. The 

most frequently isolated bacteria were 

Streptococcus faecalis and Neisseria 

gonorrheae 6 cases ( 21.4%), 

Escherichia coli 4 cases ( 14.3%), 

Staphylococcus aureus 3 cases 

(10.7%), Streptococcus agalagtiae and 

Streptococcus pyogenes 2 cases( 7.1%) 

for each, Proteus mirabilis 1case(3. 

6%). And Candida 4 cases (14. 3%). 

(Table 2). 

 

Table 2 Shows types of bacterial and fungal isolates from patients with pruritius 

vulvae. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

          

Candida albicans can be found 

in healthy patients on the skin, mouth, 

colon and vaginal mucosa. This fungus 

is responsible for diaper dermatitis that 

presents with erythematous skin in the 

diaper area involving the inguinal 

folds. There may also be scattered 

satellite lesions. Fungal vulvovaginitis 

is much more common in the 

postadolescent female. In children, 

candidal infections are uncommon 

outside of the diaper period. Presenting 

symptoms of candidiasis includes 

pruritius, erythematous mucosa and 

thick white vaginal discharge. 

Inflammation may be severe enough to 

produce erosive changes to the vulva 

that cause burning with urination. 

Diagnosis is made by visualization of 

hyphae or budding yeast on potassium 

hydroxide preparation. Treatment 

consists of topical antifungal creams 

including nystatin, miconazole, 

clotrimazole or terconazole creams. If 

erythema is intense, adding a topical 

hydrocortisone preparation may be 

Types of bacteria Number Percentage 

(%) 

Streptococcus faecalis 

 

6 21.4 

Neisseria gonorrheae 6 21.4 

Escherichia coli 4 14. 3 

Staphylococcus aureus 3 10.7 

Streptococcus agalagtiae 2 7.1 

Streptococcus pyogenes 2 7.1 

Proteus mirabilis 1 3.6 

Candida 4 14. 3 

Total 28 100 
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helpful. Children who are 

immunosuppressed can receive oral 

fluconazole suspension, via a 4.5mg/kg 

single dose.
 
[19]. 

     Sexually transmitted infections 

include Neisseria gonorrhea, 

Chlamydia trachomatis and 

Trichomonas vaginalis. Trichomonas is 

rare in children or adolescents unless 

they have been sexually abused, as this 

pathogen generally prefers a vagina 

exposed to the action of estrogens [20]. 

Diagnosis is made by wet mount and 

treated with metronidazole 15 

mg/kg/day three-times daily for 7 days. 

In sexually abused children, the 

incidence of gono-coccal infections 

ranges from 5 to 20%, while the 

incidence of chlamydial infections 

ranges from 2 to 13% [16].
 
 In our 

study the family denied any sexual 

exposure of their children. 

    In one prospective study evaluating 

vulvovaginitis in patients 12 months to 

12 years of age, infections from 

streptococcus, particularly S. pyogenes, 

were the most common infection 

diagnosed [21].
 
 In another study of 80 

prepubertal girls with vulvovaginitis, S. 

pyogenes was the pathogen in 59%,
 
her 

infection should respond to appropriate 

oral antibiotic therapy, such as 

penicillin or ampicillin. Recurrent 

vulvovaginitis with S. pyogenes has 

been documented from asymptomatic 

bacterial carriage within the 

nasopharynx [22,23].
 
 

     Other studies have shown that the 

evaluation of constipation should be 

included as part of the management of 

vulvovaginitis. Constipation is 

commonly present in children with 

vulvovaginitis, and may contribute to 

vulvar and vaginal colonization of 

coliform bacteria. Painful vaginitis may 

also lead to the child withholding 

bowel movements, which further 

complicates the problem [24].
 

When 

compared with women of childbearing 

age and menopausal women, the 

highest occurrence of vaginal Gram-

negative bacteria, mainly E. coli, was 

in prepubescent girls [25]
.  

In the direct examination of smears of 

anal swabs (tape test) we detected the 

presence of pin worm's ova in 36.4%. 

On the other hand 63.6% had negative 

result (Table 3). 

 

Table 3 Number and percentage of patients presented with pin worms ova by tape test 

 

Tape 

test 

(No.) 

Pin 

worms 

ova 

(positive

) 

Percentage (%) Pin worms 

ova 

(negative) 

Percentage (%) Total 

70 30 42.9 40 57.1 100 

      

Surveys in Canada in the 1960s show a 

prevalence of pinworms’ infestation 

was found in 40-60% in 

schoolchildren, and 30% in preschool 

children [26]. Much more recent 

surveys in Swedish children have put 

the figure at about a quarter of children 

8-11 [27]. Infection rates start to rise in 

October and tend to reach a peak in 

midwinter [28] . Nearly half the parents 

who report threadworm infection in 

their child report that the infection 

returns in the same year [29].  

     The isolation of N gonorrheae from 

a prepubertal child is probably the most 

useful indicator of sexual abuse or 

activity. It has generally been 

recommended that all children 

suspected of being sexually abused 

have cultures obtained from genitals, 

rectum, and pharynx [6]. Condylomata 

cumenata have been reported in 1–2% 

of abused children and 50% to 75% of 
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cases of genital warts in children 

reported in the literature appear to be 

the result of abuse.  Like C 

trachomatis, HPV can be acquired 

perinatally, leading to juvenile 

laryngeal papillomatosis and genital 

warts; however, data on the risk of 

transmission are limited. There is a 

large asymptomatic reservoir, Whilst of 

those infected with genital HPV it is 

estimated that only a "small 

percentage"
 
 (between 1%

 
 and 5%

 
) 

develop genital warts, those infected 

can still transmit the virus[6]. 

Molloscum contagiosum is a disease 

caused by a poxvirus of the 

Molluscipox virus genus that produces 

a benign self-limited papular eruption 

of multiple umbilicated cutaneous 

tumors. Less then 5% of the children in 

the United States are believed to be 

infected [30]. 
 

 

 
Pictures for collected cases 

  

 
Vaginal discharge and erythema  genital Molloscum contagiosum  perianal Molloscum 

contagiosum  Molloscum contagiosum 

 
                     This patient has oral, genital and perianal warts 

 

Conclusion 
   The gynecological problems 

encountered in children and 

adolescents are often both medically 

and psychologically complex and thus 

require a highly skilled and coherent 

approach. There is a large spectrum of 

diagnoses that cause vulvovaginitis. 

Careful history and examination should 

be performed to rule out vaginitis from 

sexual abuse, or from chemical or 

dermatologic causes. Vaginitis from 
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specific organisms can be treated with 

appropriate antibiotics, and in 

persistent cases an examination under 

anesthesia is indicated to rule out the 

presence of a foreign body or anatomic 

cause of the discharge.                                                     
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