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Summary
Background:  The  mainstream  long  term  management  of  recurrent  vulvovaginal  candidiasis
(RVVC) often  results  in  poor  outcomes.  It  is  expensive  and  unacceptable  for  many  women  who
therefore  have  incorporated  complementary  and  alternative  medicine  (CAM)  into  their  personal
care plan.
Objective:  To  ascertain  clinicians’  knowledge  of  CAM  and  their  recommendations  for  the  use  of
CAM and  non-pharmacological  management  in  women  with  RVVC.
Design and  setting:  Anonymous,  single  page,  self  completed  survey  using  convenience  sampling
at a  vulval  disorders  meeting  in  New  South  Wales,  Australia  in  2009.
Participants:  Sixty  six  health  professionals  (medical  practitioners,  dermatologists,  nurses  and
allied health  professionals).
Results:  Most  clinicians  reported  asking  about  their  patients’  use  of  CAM  and  non-
pharmacological  management  of  RVVC,  although  only  around  half  reported  recommending  it.
CAM management  included  lactobacillus,  oral  and  vaginal  yoghurt,  vinegar,  garlic,  Chinese
medicine  and  tea-tree  oil.  Non-pharmacological  management  included  dietary  changes  and

use of  cotton  undergarments.  Lactobacillus  was  the  most  commonly  recommended  CAM.
Conclusion:  CAM  is  popular  with  patients  and  many  clinicians  actively  recommend  its  use  in
RVVC despite  limited  supporting  evidence.  Further  research  in  the  area  of  CAM  and  RVVC  is
long overdue.
©  2012  Elsevier  Ltd.  All  rights  re
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ecurrent  vulvovaginal  candidiasis,  or  vaginal  thrush
RVVC),  is  defined  as  four  or  more  episodes  of  VVC  in  12
onths  and  affects  5—8%  of  women  of  reproductive  age.1

ymptoms  women  experience  include  itch  and  vaginal  dis-
harge  and  the  condition  can  have  a major  impact  on  both

he  sufferers  and  their  partners.  The  current  recommended
onventional  treatment  consists  of  high  doses  of  oral  or
aginal  anti-fungal  pharmaceuticals  to  induce  clinical
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Table  1  Clinicians’  perception  of  their  patients’  CAM  and
non-pharmacological  management  of  RVVC  (Survey  Question
3a: ‘‘Are  you  aware  of  any  of  your  patients  with  recurrent
vulvovaginal  candidiasis  using  any  of  the  following?’’).

Male  clinician
(n  =  14)
(n)  %

Female  clinician
(n =  50)
(n)  %

Lactobacillusa (10)  71 (49)  98
Oral  yoghurta (9)  64 (41)  82
Vaginal  yoghurtb (6)  43  (37)  74
Vinegar  (5)  35  (25)  47
Cotton  underweara (8)  57  (49)  92
Special  dieta (9)  64  (43)  86
Garlic  (1)  7  (7)  14
Chinese  medicine  (2)  14  (11)  22
Betadine  (0)  0  (0)  0
Tea tree  oil  (0)  0  (1)  7
Bleach  (0)  0  (1)  7
Aci-gel  (0)  0  (0)  0
Lemon juice  (0)  0  (1)  7
Borax (0)  0  (1)  7
Dettol (0)  0  (1)  7

p
c
R

Two  clinicians  recommended  douching  with  vinegar,  and
one  recommended  the  use  of  vaginal  acidifying  agents.  A
total  of  11  (16%)  said  that  they  would  recommend  use  of
vinegar  to  their  patients.

Table  2  Recommendation  of  CAM  or  non-pharmacological
methods  of  management  to  patients  with  RVVC  (Survey  ques-
tion 3b:  ‘‘Do  you  ever  recommend  any  of  the  following  for
patients  with  recurrent  vulvovaginal  candidiasis?’’).

Male  clinician
(n  =  14)
(n)  %

Female  clinician
(n =  50)
(n)  %

Lactobacillusa (6)  43  (27)  54
Oral  yoghurta (4)  28  (16)  32
Vaginal  yoghurt  (1)  7  (11)  22
Vinegar  (2)  14  (9)  18
Cotton  underwearb (10)  71  (48)  96
Special  diet  (6)  43  (12)  24
Garlic  (1)  7  (0)  0
Chinese  medicine  (1)  7  (0)  0
Betadine  (1)  7  (0)  0
Tea tree  oil  (0)  0  (0)  0
Bleach  (0)  0  (0)  0
Aci-gel  (1)  7  (0)  0
Lemon juice  (0)  0  (0)  0
Borax (0)  0  (0)  0
Use  of  complementary  and  alternative  medicine  in  recurren

remission,  followed  by  long  term  maintenance  therapy  of
weekly  or  monthly  treatment.2 Despite  its  expense,  many
women  obtain  little  long  term  relief  from  this  treatment,
with  50%  experiencing  recurrences  of  RVVC  within  months
of  completing  long  term  therapy.2 Some  women  experience
side  effects  from  the  treatment  including  headaches  and
gastrointestinal  disturbance.2

The  lack  of  effective  treatment  results  in  many  women
turning  to  complementary  and  alternative  medicines  (CAM),
which  includes  treatment  such  as  oral  or  vaginal  yoghurt,
lactobacillus  supplements  and  tea  tree  oil.  Conventional
health  professionals  need  to  be  familiar  with  CAM,  as  its
community  use  in  developed  countries  is  so  widespread.3

However,  there  is  a  building  body  of  literature  that  demon-
strates  that  many  women  do  not  inform  their  medical  doctor
of  their  CAM  use.4 Although  there  are  two  papers  inves-
tigating  patients’  use  of  CAM  in  RVVC,5,6 there  are  no
papers  reporting  clinicians’  self  reported  knowledge  of  their
patients’  use  of  CAM,  nor  their  personal  recommendations.
This  paper  explores  use  of  CAM  in  RVVC  from  clinicians’
perspectives.

Methods

A  brief  self-complete  survey  with  closed  and  open-ended
questions  regarding  RVVC  and  CAM  use  was  conducted
in  June  2009  using  a  convenience  sample  of  health  pro-
fessionals  at  a  vulvovaginal  disorders  scientific  meeting.
Participating  multidisciplinary  clinicians  were  asked  to  doc-
ument  which  CAM  they  thought  their  patients  used  for  RVVC,
as  well  as  whether  they  themselves  recommend  these  ther-
apies.  Ethics  approval  was  obtained  through  University  of
Melbourne’s  Human  Ethics  Advisory  Group.

Results

The  vulvovaginal  disorders  conference  was  attended  by  160
health  professionals.  The  survey  was  completed  by  66,  giving
a  response  rate  of  41%.  The  respondents  included  obstetri-
cians/gynaecologists  (n  =  37),  general  (family)  practitioners
(n  =  13),  dermatologists  (n  =  8),  sexual  health  physicians
(n  =  4),  and  a  single  nurse,  physiotherapist,  acupunctur-
ist,  and  obstetrics  and  gynaecology  trainee.  The  majority
(n  =  55;  86%)  reported  that  they  had  more  than  two  years
experience  in  managing  RVVC.

Clinicians’  self-reported  awareness  of  their  patients’  use
of  CAM  and  non  pharmacological  treatments  for  RVVC  is
reported  in  Table  1.  Most  clinicians  (88%)  reported  their
patients’  use  of  measures  such  as  probiotics,  yoghurt  and
vinegar,  although  only  half  actually  recommended  these
measures  to  their  patients  (see  Table  2).  In  this  survey,
female  clinicians  were  more  likely  than  males  to  suggest
vaginal  yoghurt  to  their  patients,  and  overall,  female  clini-
cians  were  more  likely  to  be  aware  of  and  recommend  CAM
and  non-pharmacological  management  for  their  patients
with  RVVC.

Participants  were  asked  to  recall  their  recommended

treatment  of  their  last  patient  with  RVVC.  Most  clinicians
who  recommended  CAM  suggested  it  be  used  in  addition  to
conventional  management.  Dietary  changes  were  common:
78%  reported  awareness  of  specific  dietary  changes  by  their
a Gender not specified (n = 3).
b Gender not specified (n = 2).

atients,  such  as  sugar  reduction.  A  quarter  (27%)  of  the
linicians  recommended  dietary  changes  for  treatment  of
VVC.
Dettol (0)  0  (0)  0
a Gender not specified (n = 2).
b Gender not specified (n = 3).
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Only  one  clinician  recommended  the  use  of  Traditional
hinese  Medicine.

The  frustration  of  managing  RVVC  was  demonstrated  by
wo  comments,  both  from  gynaecologists  with  more  than
wo  years  experience:

 O&G  1:  ‘‘Naturopathic  tonics:  anything  that  works  for
them  to  reduce  symptoms’’

 O&G  2:  ‘‘Exclude  all  treatments:  return  to  warm  water
spray  and  non-touch  dry.  Patients  I  see  already  had  more
treatments  than  I  could  think  of.’’

iscussion

linicians  with  an  interest  in  vulval  disorders  report  a  high
wareness  of  CAM  use  by  their  patients.  Overall  we  found
hat  female  clinicians  were  more  likely  than  male  clinicians
o  be  aware  of  their  patients’  use  of  CAM,  as  well  as  being
ore  likely  to  recommend  CAM.  This  finding  concurs  with
revious  studies.7

Probiotics  such  as  lactobacillus  were  the  most  commonly
ecommended  CAM  in  this  survey.  The  presumed  mechanism
s  that  increasing  the  ‘good  bacteria’  will  reduce  pathogenic
ffects  of  other  commensal  organisms,  such  as  Candida
pecies.8 However,  in  VVC,  unlike  other  causes  of  vagini-
is  such  as  bacterial  vaginosis  and  Trichomonis  vaginalis,
aginal  pH  is  variable,  and  in  most  cases  is  within  normal
imits.9 Lactobacillus,  which  increases  the  vaginal  pH,  has
een  shown  to  be  associated  with  an  decrease  rather  than
n  increase  in  Candida  species  colonisation.10,11 The  role
f  lactobacillis  in  reducing  infection  remains  equivocal.8,12

imilarly,  the  use  of  vinegar  to  restore  vaginal  pH  is  not
urrently  supported  by  the  literature.

Dietary  changes  to  reduce  recurrence  of  VVC  were  rec-
mmended  by  27%  of  study  participants.  Controversy  exists
egarding  the  role  of  diet,  in  particular  of  sugar,  in  RVVC,13—16

lthough  later  research  suggested  that  diet  may  be  impli-
ated  in  some  women  with  RVVC.1,16 It  seems  that  a  subset
f  women  who  report  onset  of  symptoms  with  sugar  binges
ay  respond  to  alteration  of  diet.16

In  this  survey,  although  19%  of  clinicians  were  aware  of
heir  patients’  use  of  Traditional  Chinese  Medicine  (TCM),
nly  one  clinician  (0.01%)  recommended  it  to  their  patients
or  RVVC,  concurring  with  Xue  et  al.4 who  found  that  TCM
as  least  likely  CAM  to  be  recommended  by  Australian  physi-
ians.  Xue’s  paper  however  may  represent  a  biased  sample,
n  account  of  being  based  on  telephone  interviews  with
nglish  speaking  women,  not  representing  a  large  propor-
ion  of  TCM  users.  Regulatory  restrictions  in  Australia  may
lso  account  for  this  low  uptake  of  TCM.17

Despite  its  popularity,  the  evidence  supporting  the  use  of
AM  in  RVVC  is  currently  weak.

This  is  a  small  study,  with  a  low  response  rate,  typical
f  health  professional  surveys.  Convenience  sampling  was
sed,  which  may  pose  problems  with  generalisability  of  the
esults.  However,  since  most  cases  of  RVVC  are  referred  to
hose  with  more  knowledge  and  experience  in  dealing  with

ulvovaginal  complaints,  this  targeted  sample  of  health  pro-
essionals,  the  majority  of  whom  had  more  than  two  years  of
xperience  with  vulvovaginal  complaints,  represents  those
ho  are  more  likely  to  come  into  contact  with  women  with
C.J.  Watson  et  al.

his  condition  than  many  clinicians.  Limitations  of  this  study
nclude  the  self-report  nature,  and  it  is  unclear  whether
atients  did  not  disclose  use  of  a particular  CAM  to  their
linician,  or  whether  the  clinician  did  not  enquire  about  its
se.

This  study  is  however  the  first  study  to  explore  clinicians’
nowledge  of  the  use  of  CAM  by  their  patients,  and  their
ecommendations  of  CAM  for  RVVC.  These  results  provide  a
tarting  point  for  future  investigation.

onclusions

AM  remains  a  popular  addition  or  alternative  for  women
ith  RVVC,  most  likely  due  to  poor  response  to  conventional
edical  treatments.  Although  some  CAM  modalities  such  as
robiotics  are  not  supported  by  research,  they  are  widely
ecommended  and  used  by  patients,  and  are  considered
nlikely  to  do  harm.  Clinicians  should  ascertain  what  CAM
odalities  are  used  by  their  patients,  and  where  available

nsure  that  they  are  aware  of  supporting  evidence.  Further
esearch  in  the  use  of  CAM  in  RVVC  from  both  a  patient’s  and
he  clinician’s  point  of  view  is  long  overdue.
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