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INTRODUCTION
Plasma cell vulvitis (PCV) is a rare, idiopathic

inflammatory dermatosis of the vulva and rarely the
oral mucosa and glans penis. PCV most commonly
occurs in the fifth to eighth decades of life.1,2

Clinically, it presents as chronic red-brown or orange
well-demarcated macules or patches that are 1-3 cm
in diameter accompanied by erosions and cayenne
pepper-colored spots.1,2 PCV ranges from being
asymptomatic to presenting with burning pain,
dyspareunia, and pruritus.2

While the etiology of PCV remains unclear, there
are several potential causes, including hormonal,
viral, irritant, and potentially autoimmune fac-
tors.1,2 Histologically, the infiltrate of PCV is
composed primarily of polyclonal plasma cells,
but lozenge- or diamond-shaped keratinocytes,
erythrocyte extravasation, and hemosiderin depo-
sition may also be observed. The plasma cell
infiltrate observed on tissue biopsy is sufficient
for a diagnosis of PCV, when plasma cells compose
$ 50% of the sample.2

There is no gold standard of treatment for PCV,
and this condition is often refractory to treatment.
Current treatment options include strong topical
corticosteroids, topical calcineurin inhibitors, topical
immunomodulators, surgical excision, liquid nitro-
gen cryotherapy, carbon dioxide laser ablation, and
the synthetic retinoid etretinate.1-3 However, these
treatments do not provide a consistently effective
treatment response across patient trials.
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This cases series highlights 3 patients with suc-
cessful treatment of PCV with 100 mg of hydrocor-
tisone suppositories alternating with 1 g estradiol
0.01% vaginal cream every night for 4-8 weeks.
CASE SERIES
Case 1

A 57-year-old woman presented with complaints
of constant pain, inflammation, irritation, and pruri-
tus of her vulva and vagina accompanied by redness,
dyspareunia, and dysuria for the past 3 years. She
had previously tried clobetasol cream and estrogen
topical cream without success. On physical exami-
nation, she presented with orange-brown lesions of
her left labia minora, introitus, and periurethra.
Histologically, tissue from the left vaginal introitus
showed a slightly irregular epidermis, with change
centered around the dermoepidermal surface with
vacuolar changes of basal cells, band-like infiltration
of leukocytes in the papillary dermis, and dysker-
atosis. The inflammatory infiltrate contained
numerous plasma cells, consistent with PCV.

The patient began a regimen of betamethasone
dipropionate 0.05% topical ointment on her vulva
once daily and then transitioned to a regimen of
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Fig 1. Plasma cell vulvitis. Case 2. A, A 59-year-old woman with confluent, painful, red-orange,
glistening papules coalescing into plaques on the right introitus. B, After 10 weeks of treatment
with 1 g topical estradiol 0.01% vaginal cream 3 times a week, alternating with hydrocortisone
100 mg suppository with resolution of symptoms and lesions.
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alternating days of estradiol 10 mcg vaginal tablets
and hydrocortisone 100 mg suppositories. These
treatments resulted in partial symptomatic and clin-
ical improvement. The patient then began 1 g
estradiol 0.01% vaginal cream and 100 mg hydrocor-
tisone suppositories on alternating days, and she
experienced complete symptomatic and clinical
improvement in 3 weeks. She continues to have
symptomatic and clinical relief after 5 months of
treatment with no erosions on exam.

Case 2
A 59-year-old woman presented for long-standing

vulvar burning pain, dysuria, and dyspareunia. She
previously tried to manage her symptoms with oral
estrogen, low- and high-dose topical steroids, and
other bland emollients with only slight relief. On
physical examination, she presented with scattered
orange-red erosions with a size of 1-4 mm on her
introitus (Fig 1, A) and a periurethral lesion. A biopsy
of her left introitus and left labia majus showed a
dense lichenoid inflammatory infiltrate composed of
plasma cells, eosinophils, and lymphocytes, suggest-
ing a diagnosis of PCV.

Initially, treatments of betamethasone dipropio-
nate 0.05% topical ointment twice a day, intralesional
triamcinolone 10 mg/cc injections, 1 g topical estra-
diol 0.01% vaginal cream, and doxycycline 100 mg
twice a day were all attempted with some symptom-
atic but no significant clinical improvements. Then,
she initiated 100 mg of hydrocortisone suppositories
3 times a week in addition to 1 g topical estradiol
0.01% vaginal cream twice a week. Ten weeks later,
she reported complete symptomatic relief, and her
physical exam showed marked improvement with
faint light brown patches on her introitus (Fig 1, B)
and a light brown periurethral lesion.

At that time, she began to taper her treatment, first
by changing to hydrocortisone 100 mg suppositories
twice weekly and estrogen cream 3 times weekly,
then decreasing after 1 month to hydrocortisone
100 mg suppositories once weekly and estrogen
3 times weekly. As her condition continued to
improve, with no symptoms and only a slight,
1-mm, brown urethral lesion on physical examina-
tion 7 months following the initiation of hydrocorti-
sone and estrogen, she continued to taper by
removing the use of hydrocortisone and prescribing
only topical estrogen 3 times weekly.

Case 3
A 47-year-old woman presenting with a past

medical history of lichen sclerosus and generalized
morphea began experiencing vulvar pruritus and
irritation with increased urinary frequency and
urgency. She also reported a vaginal, painful, pul-
sating, and rough lesion. She used over-the-counter
bland emollients and clobetasol twice weekly to
manage her lichen sclerosus. On physical examina-
tion, she presented with a red-brown, tender patch



Fig 2. Plasma cell vulvitis. Case 3. A, A 47-year-old woman presented with increased erythema
and rawness, with a red-brown, glistening, atrophic erosion on her left introitus. B, After
6 weeks of treatment with 1 g topical estradiol 0.01% vaginal cream 3 times a week, alternating
with hydrocortisone 100 mg suppository with complete resolution.
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on the left vestibule, agglutination of the labia
minora, and a narrow introitus (Fig 2, A). PCV was
initially suspected; however, the patient had a pre-
vious biopsy of the oral mucosa showing oral
pemphigus, and she was given a diagnosis of
pemphigus vulgaris of the vaginal mucosa. She
began using clobetasol 0.05% topical gel to her vulva
twice daily.

The patient returned to clinic 3 years later with
worsening of the red isolated lesion on her left
vaginal wall and increased erythema and bleeding. A
biopsy of her left introitus was obtained. The biopsy
showed dense infiltrates of lymphocytes and plasma
cells and polytypia of plasma cells on in situ hybrid-
ization studies for k and l light chains. The biopsy
results confirmed PCV as the diagnosis. The patient
was treated with hydrocortisone 100 mg supposi-
tories alternating with estradiol 10 mcg vaginal
tablets every other day for 4 weeks. Four weeks
later, she reported no improvement. Her treatment
was modified to 1 g estradiol 0.01% vaginal cream 3
times a week alternating with hydrocortisone 100mg
suppositories. Six weeks after beginning the estra-
diol cream, she presented with resolution of the red
erosive lesion (Fig 2, B). She began to taper her
treatment, switching to 1 g topical estradiol 0.01%
vaginal cream and hydrocortisone 100 mg supposi-
tories twice a week for 1 month, then reducing
the hydrocortisone 100 mg suppositories to once
weekly. This patient continues to have resolution of
her symptoms and no PCV lesions on exam.
DISCUSSION
Here we describe 3 patients with plasma cell

vulvitis who had a significant clinical response with
treatment of hydrocortisone 100 mg suppositories
nightly alternating with 1 g estradiol 0.01% vaginal
cream for 4-8 weeks. There is currently no standard
of care treatment for PCV. Limited information is
available regarding duration of therapy, treatment
time to resolution, and treatment efficacy.2 Our
treatment regimen was well-tolerated and provided
both clinical and symptomatic relief. Local estrogen
therapy with estradiol vaginal tablets has a low safety
risk profile, and studies have not shown increased
risk of breast cancer, endometrial cancer, or cardio-
vascular events.4,5 Estradiol 0.01% vaginal cream is
also well-tolerated; however, more systemic absorp-
tion occurs with the cream compared to low-dose
vaginal tablets. If patients are undergoing treatment
for breast cancer or have a history of breast cancer,
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dermatologists should discuss this treatment with
their patient’s oncologist.

One barrier to treating PCV is our poor under-
standing of vaginal drug absorption, which de-
pends on membrane penetration and the solubility
of the drug in the vaginal lumen. Vaginal drug
absorption is affected by epithelium thickness,
viscosity of vaginal mucus, and the volume and
pH of vaginal fluid, which differs in each patient.
Vaginal fluid contains a large amount of water, so
any drug intended for vaginal delivery requires a
certain degree of solubility in water. Also, low-
molecular weight lipophilic drugs such as proges-
terone and estrone are more likely to be vaginally
absorbed than large-molecular weight lipophilic or
hydrophilic drugs, such as testosterone and hydro-
cortisone.6 Our preparation of hydrocortisone
100 mg in suppository form increases the amount
of time the drug is in contact with the vaginal
epithelium. This can help improve the poor absor-
bance of hydrocortisone.

All patients experienced a delay to diagnosis
mirroring previous findings of a five-year average
delay of diagnosis.7 Prior to beginning this combi-
nation therapy, all patients were prescribed 4 or
more treatment regimens with varying degrees of
results. The continuation of symptoms with multiple
treatments led to patient frustration and feelings of
hopelessness with their disease. Hydrocortisone
100 mg suppositories alternating with 1 g estradiol
0.01% vaginal cream provided significant clinical and
symptomatic relief for patients suffering from this
rare condition.
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