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Introduction

The etiology of chronic dysuria can be diagnostically 
challenging as it is associated with a variety of conditions, 
including urinary tract infection, renal or bladder calculi, 
interstitial cystitis, bladder or urethral neoplasm, urethral 
diverticulum or stricture, postmenopausal atrophy, vulvar 
lesions, and vaginitis [1]. 

In postmenopausal women, dysuria may often be 
accompanied by other symptoms of genitourinary syndrome 
of menopause, including dyspareunia, dryness, and sexual 
dysfunction. Physicians may attribute all of these symptoms 
to estrogen defi ciency, but other differential diagnoses must 

be considered, including lichen simplex chronicus, lichen 
sclerosus, lichen planus, and other vaginal dermatoses [2]. For 
those women who report vulvovaginal symptoms, emotional 
impact and impact on sexual function are not uncommon [3].

The diagnostic workup of chronic dysuria may include basic 
urine studies such as urinalysis and culture, urine cytology, and 
cystoscopy and radiographic imaging. Physical examination 
should encompass assessment of urethra and vagina for signs 
of abnormal discharge, lesions, diverticuli, atrophy, and pelvic 
fl oor dysfunction. Cultures of the vagina and urethra are often 
useful in assessing for infection and infl ammation as dysuria 
can be a symptom of vaginitis or urethritis [4].

Well-delineated mucosal lesions of the periclitoral area 
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often may not be identifi ed as the primary etiology for dysuria 
and dyspareunia. This case series identifi es patients with 
chronic dysuria and dyspareunia for whom discreet periclitoral 
lesions were identifi ed and treated.

Methods

A retrospective review was performed on twelve women 
with chronic dysuria and identifi able erythematous periclitoral 
mucosal lesions, who were evaluated between September 1, 
2012 and September 30, 2014. Symptoms included chronic 
dysuria, periurethral or periclitoral burning, urinary frequency, 
periclitoral pain, and dyspareunia (Table 1). All patients 
had a history of empiric treatment with multiple courses of 
antibiotics, but with negative urine cultures. Five patients 
had been previously treated for vaginal candidiasis and 1 
for pseudomonal vaginitis. All patients were found to have 
equidistant punctate erosions of the periclitoral and urethral 
mucosa arranged linearly in the midline crease (Figure 1). The 
lesions were erythematous and very tender to palpation with 
a cotton swab. Nonerythematous punctate erosions were also 
observed, but were found to be nontender. 

Three patients were treated with dual therapy consisting 
of topical estradiol cream for vaginal tissue atrophy combined 
with clobetasol for infl ammation. Nine patients were treated 

with topical estradiol cream as monotherapy applied twice a 
day to the periclitoral affected area. 

Our study received approval from our institutional review 
board, and a waiver for informed consent for this retrospective 
review was granted. Signed consent was obtained from the 
patient whose photograph is included in this manuscript.

Results

The mean age of the patients treated was 46 years 
with a median age of 51 years (range, 17-73). Five patients 
were premenopausal, 1 was perimenopausal, and 6 were 
postmenopausal. Nine patients were available for evaluation 
post-therapy and 3 were lost to follow-up. Seven of the 9 
patients seen in follow-up experienced improvement in 
voiding symptoms and pelvic pain (2 pre-, 1 peri-, and 4 
postmenopausal), while 2 did not respond to therapy (1 pre- 
and 1 postmenopausal). All 3 patients on dual therapy had a 
clinical response in contrast to 4 of the 6 monotherapy patients. 

Follow-up examination revealed visual improvement of 
the erythematous periclitoral lesions in 3 patients (2 pre- 
and 1 postmenopausal) where lesions were still present, but 
erythema was improved. There was complete resolution 
of the erythema in periclitoral lesions in 3 (1 peri-, and 2 
postmenopausal; and these patients had experienced marked 
improvement in symptoms. One patient had a limited response 
to therapy based on visual appearance (postmenopausal, dual 
therapy) and had resolution of erythema in only 1 of 4 lesions 
(Figure 1). She subsequently underwent diagnostic elliptical 
excision of these lesions under general anesthesia, resulting in 
complete resolution of periclitoral pain and dysuria. Pathology 
revealed reactive epithelial changes and minimal nonspecifi c 
chronic infl ammation with periodic acid-Schiff stain negative 
for fungal organisms.

Discussion

Topical therapy to the vaginal tissue is frequently used for 
various gynecologic health disorders. Patients are often treated 
with topical estradiol cream for treatment of recurrent urinary 
tract infections in the presence of vulvar and urethral atrophy.5 
Erythematous periclitoral atrophic erosions appear to be an 
etiology of chronic dysuria and dyspareunia. 

It is possible that in some patients with symptoms of 
recurrent urinary tract infection, treatment with estradiol 
cream may be effective because it provides treatment for a 
discreet mucosal lesion rather than only addressing atrophic 
changes. While nonerythematous punctate erosions can be 
observed in the periclitoral midline in asymptomatic women 
with atrophy, erythema of these erosions appears to be 
associated with extensive symptomatology. In this case series, 
identifi cation of a previously unknown lesion in the midline 
between the clitoris and urethra was observed and initially 
thought to be associated with atrophy. Multiple patients had 
been seen by previous physicians with infectious etiology ruled 
out, including negative herpes simplex testing. Because of the 
erythema, clobetasol was used to decrease infl ammation and 
estradiol was applied to address atrophy. After improvement 

Table 1: Presenting Symptoms of the 12 Patients.

Patient Age Dysuria
Urinary 

Frequency

Periurethral/ 
Periclitoral 

Burning

Periclitoral 
Pain

Anterior 
Dyspareunia

Pelvic 
Pressure

1 73 YES YES YES YES YES YES

2 51 YES YES YES

3 31 YES YES YES YES

4 55 YES

5 17 YES YES

6 30 YES YES YES

7 71 YES YES

8 40 YES YES YES YES YES

9 54 YES

10 52 YES YES

11 56 YES YES YES

12 23 YES YES YES YES YES

Figure 1: Lesion After Topical Therapy. Arrow identifi es the nonerythematous 
periclitoral lesion after treatment, which lies below the erythematous periclitoral 
lesions.
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was observed using this dual therapy, we elected to proceed 
with monotherapy with estradiol because of concerns of 
promoting atrophy in the periurethral area with extended use of 
clobetasol. It was observed that patients continued to improve 
with estradiol cream alone. Whether dual or monotherapy is 
superior may be the focus of further research. 

Further studies are also needed to determine the prevalence 
of midline periclitoral atrophic erosions in asymptomatic 
women and whether women are at increased risk for signifi cant 
dysuria if the lesions become infl amed. The etiology of these 
lesions is unclear. Although the erosive lesions appear in some 
cases to be associated with atrophy, there is a wide age range 
and associated menopausal status in this case series. 

Of interest was the dramatic, immediate clinical response 
of the patient who underwent surgical excision. The risks of 
surgical excision in this area may include injury to the urethra 
or clitoris, resulting in signifi cant pain and sexual dysfunction, 
and was only undertaken in this case as a diagnostic procedure. 
However, excisional biopsy may provide a surgical option for 
lesions that do not respond to medical therapy.

Conclusions

We review this case series of 12 women with dysuria and 
dyspareunia who presented with negative urine cultures and 
erythematous punctate lesions of uncertain etiology in the 
midline periclitoral area. Identifi cation of these lesions required 
a thorough pelvic examination. Treatment with estradiol cream 

or a combination of topical clobetasol and estradiol cream 
appears to be associated with visual and symptomatic resolution 
of these lesions. Identifi cation and treatment of erythematous 
periclitoral lesions may provide a good clinical response for 
those presenting with aseptic dysuria or dyspareunia. Further 
investigation of the etiology of these lesions may present new 
options for treatment for affected persons.
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