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1.1  Introduction

Sexual pain is very common and can involve a wide 
range of disorders that involve the vulva, vagina, cer-
vix, uterus, adnexa, pelvic floor muscles, and the 
nerves that innervate these structures. The terminol-
ogy of these disorders has changed over time and this 
relates to the changing understanding of these condi-
tions. In order to fully understand sexual pain and 
urogenital pain, a thorough examination of the his-
torical and current terminology is very useful. A thor-
ough history of the terminology, nosology, and 
associated prevalence has recently been published 
[1]. Additionally, other substantial reviews have been 
conducted in terms of terminology and mechanisms 
of chronic pelvic pain that encompass sexual and 
genital pain. It is important to consider that pelvic 
pain mechanisms may involve acute and chronic pro-
cesses, both peripheral and central, and may also 
have a significant emotional component. This chap-
ter introduces the definitions of chronic pelvic pain, 
vulvodynia, and bladder pain syndrome (BPS). We 
then focus on the history of the nosology of sexual 
pain syndromes.

1.2  Chronic Pelvic Pain Nosology

Chronic pelvic pain is multifactorial but always 
involves a persistent perception of pain perceived by 
the person to originate in the pelvis. Often women 
associate their pain with their gynecological organs 
but the pain can originate in any pelvic structure, 
including the bowel, bladder, blood vessels, nerves, 
and muscles. The fifth edition of the Diagnostic and 
Statistical Manual of Mental Disorders (DSM-5) char-
acterized genito-pelvic pain disorder as requiring six 
months of symptoms, which is also in line with other 
societies [2]. Chronic pelvic pain can affect everyday 
activities separate from sexual activity but can also 
encompass sexual pain disorders as well as organ-spe-
cific pain disorders. Chronic pelvic pain is discussed in 
detail in Chapter 35.

1.3  Bladder Pain Syndrome

BPS has been defined as the occurrence of persistent 
or recurrent pain in the urinary bladder region, and is 
accompanied by other symptoms, including pain with 
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filling/emptying or increased urgency and frequency 
[2]. This syndrome was previously called interstitial 
cystitis and this terminology is still frequently used. 
The distinguishing characteristic of BPS is that the 
current etiology is not infectious, though these patients 
may have experienced infections in the past, and the 
symptoms may have begun with an infection. The 
diagnosis is made based on the location and quality of 
pain being related directly to the bladder and usually 
relieved by emptying. BPS frequently occurs with 
other chronic pelvic pain syndromes such as overac-
tive pelvic floor muscle dysfunction as well as sexual 
pain syndromes such as vulvodynia. BPS is examined 
in depth in Chapter 32.

1.4  Nosology of Sexual Pain

In clinical practice and in research settings, the three 
most frequently used terms to describe sexual pain in 
women are vulvodynia, dyspareunia, and vaginismus. 
The term “vulvodynia” (chronic vulvar pain) is derived 
from the combination of the words “vulva” (the exter-
nal genitalia in females) and Odyne, the Greek Goddess 
of Pain. Ancient texts include descriptions of vulvo-
dynia, including the writings of Soranus of Ephesus 
[3]. It was not until the nineteenth century, however, 
that the term “dyspareunia” (i.e. pain during inter-
course) was first used by Robert Barnes in 1878 in his 
treatise A Clinical History of the Medical and Surgical 
Diseases of Women [4]. Finally, the term “vaginismus,” 
which refers to an involuntary contraction of the 
musculature of the vagina that interferes with inter-
course, was coined by J. Marion Sims in 1862 [5]. The 
first scientific description of vulvodynia was published 
in the late nineteenth century by Thomas [6]. He char-
acterized this condition as an “excessive sensibility of 
the nerves supplying the mucous membrane of some 
portion of the vulva, sometimes confined to the vesti-
bule … and other times to one labium minus.” In addi-
tion, the Scottish gynecologist Alexander Skene, for 
whom the periurethral glands are named, reported “a 
super sensitiveness of the vulva. When, however, the 
examining finger comes in contact with the hyperaes-
thetic part, the patient complains of pain, which is 
sometimes so great as to cause her to cry out” [7]. 
There has always been controversy on the source of 

the pain in dyspareunia and in the mid twentieth 
century Dickinson documented that in a majority of 
women suffering from dyspareunia the source of pain 
could be localized to the hymen, urethra, and four-
chette [8]. Further research examined the role of 
inflammation in vulvodynia. Because the connection 
between inflammation and pain was becoming clear, 
various authors coined the terms “focal vulvitis,” “ves-
tibular adenitis,” “focal vestibulitis vulvae,” and later 
“vulva vestibulitis syndrome” [3].

In the 1980s Freidrich and Woodruff published a 
detailed description of the vulvar vestibule, address-
ing anatomical features that are most associated with 
pain [3]. Friedrich also published an early account of 
28 women with symptoms of vulvodynia, which he 
called vulvar vestibulitis syndrome (VVS). The diag-
nosis was defined as pain on touch, localized to the 
vestibule and with associated vestibular findings. 
Friedrich went on to become a founding member of 
the International Society for the Study of Vulvovaginal 
Disease (ISSVD), which has since become a leading 
society in terms of research, advocacy, and nosology 
related to vulvodynia. The ISSVD was formed in 1970 
and had their first congress in 1971 [3]. In 1975, the 
ISSVD described generalized vulvodynia (GVD), also 
known as “essential” or “dysesthetic” vulvodynia, as 
“burning vulva syndrome” at its World Congress. 
Eight years later, the ISSVD adopted the first standard 
definition of GVD as “chronic vulvar discomfort, 
characterized by the patient’s complaint of burning 
and sometimes stinging, irritating, or raw sensations”. 
As more providers showed an interest in vulvodynia, 
the focus narrowed onto the different subtypes of this 
condition, describing vestibular pain as distinct from 
generalized vulvar pain and pain that is not solely 
related to sexual activity. There were significant 
changes toward the end of the twentieth century in 
the understanding and nomenclature of vulvar and 
sexual pain. In 1992, a thorough review of vulvodynia 
incorporated the role of dermatoses, infection, inflam-
mation, and neuralgia [9]. In 1999 the ISSVD replaced 
vestibulitis with “vestibulodynia,” which was the 
result of the new understanding that inflammation is 
not the only cause of vestibular pain [10]. Later, in 
2003, the ISSVD expanded on the term of vulvodynia, 
distinguishing the role of stimulation and location, 
labeling it “provoked” or “unprovoked” as well as 



Nosology of Pelvic Pain and Vulvodynia 3

“localized or generalized.” The term provoked vestib-
ulodynia (PVD) refers to provoked pain that is local-
ized to the vulvar vestibule, whereas GVD refers to 
unprovoked, diffuse vulvar pain affecting the entire 
vulvar region [10].

The updated 2003 ISSVD terminology formed the 
foundation of vulvodynia research for the next decade. 
Research continued to explore possible causative fac-
tors for vulvodynia such as hormonal, inflammatory, 
neuroproliferative, musculoskeletal, and genetic. 
Further research focused on treatment options. Lastly, 
additional studies introduced new modifying descrip-
tors such as primary/secondary and intermittent/
persistent.

Because of the substantial advances in the under-
standing of vulvodynia made since the start of the 
twenty-first century, in 2015 the ISSVD, the 
International Society for the Study of Women’s Sexual 

Health (ISSWSH), the International Pelvic Pain 
Society (IPPS), and representatives from the American 
Congress of Obstetricians and Gynecologists (ACOG) 
and the National Vulvodynia Association (NVA) con-
vened a consensus congress to revise the vulvar pain 
and vulvodynia nomenclature [11]. The final termi-
nology was accepted by all three societies during July 
and August, 2015 (Table  1.1). This new terminology 
should be used for both vulvovaginal pain and vulvo-
dynia research.

The consensus terminology is divided into two sec-
tions. The first section describes “vulvar pain caused 
by a specific disorder.” This section contains vulvar 
pain conditions for which a cause can be clearly iden-
tified (e.g. pain due to herpes genitalis, lichen sclero-
sus, genital cutting). The second section describes the 
new definition of vulvodynia: vulvar pain of at least 
three months’ duration, without clear identifiable 

Table 1.1  The 2015 ISSVD, ISSWSH, IPPS vulvar pain and vulvodynia nomenclature.

A)  Vulvar pain caused by a specific disorder
●● Infectious (eg, recurrent candidiasis, herpes)
●● Inflammatory (eg, lichen sclerosus, lichen planus, immunobullous disorders)
●● Neoplastic (eg, Paget disease, squamous cell carcinoma)
●● Neurologic (eg, postherpetic neuralgia, nerve compression or injury, neuroma)
●● Trauma (eg, female genital cutting, obstetrical)
●● Iatrogenic (eg, postoperative, chemotherapy, radiation)
●● Hormonal deficiencies (eg, genitourinary syndrome of menopause)
●● Vulvodynia—vulvar pain of at least 3 months’ duration, without clear identifiable cause, which may have potential 

associated factors. The following are potential descriptors:
B)  Localized (eg, vestibulodynia, clitorodynia) or generalized or mixed (localized and generalized)

●● Provoked (eg, insertional, contact) or spontaneous or mixed (provoked and spontaneous)
●● Onset (primary or secondary)
●● Temporal pattern (intermittent, persistent, constant,

Appendix: potential factors associated with vulvodynia
●● Comorbidities and other pain syndromes (eg, painful bladder syndrome, fibromyalgia, irritable bowel syndrome, 

temporomandibular disorder)
●● Genetics
●● Hormonal factors (eg, pharmacologically induced)
●● Inflammation
●● Musculoskeletal (eg, pelvic muscle overactivity, myofascial, biomechanical)
●● Neurologic mechanisms

–– Central (spine, brain)
–– Peripheral: neuroproliferation

●● Psychosocial factors (eg, mood, interpersonal, coping, role, sexual function)
●● Structural defects (eg, perineal descent)
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cause, which may have potential associated factors. A 
special section of part two defines the descriptors of 
vulvodynia. These descriptors help to describe the 
location of the pain as well as the temporal pattern of 
the pain. This section reflects the findings that pain 
characteristics typically used to define persistent pain 
conditions may be more useful for classifying vulvo-
dynia subtypes than specifiers based on hypothesized 
etiology. Examples of this therefore might include 
“primary provoked vestibulodynia” or “secondary 
spontaneous intermittent clitorodynia” [12].

However, the most significant difference between 
the 2015 terminology and the 2003 terminology is the 
addition of “potential associated factors” [11]. This 
addition represents a paradigm shift in the approach 
to vulvodynia, resulting from research that has shown 
that several factors may be associated with the devel-
opment and maintenance of the condition, rendering 
vulvodynia likely the result of a multifactorial process. 
Given that these associated factors may be leading the 
direction of future basic science studies and treatment 
trials, it is important to elaborate on each of them:

1.4.1  Genetic Factors

Several studies suggest that some women have a 
genetic predisposition to developing this condition via 
at least three mechanisms, which can sometimes over-
lap: genetic polymorphisms that increase the risk of 
candidiasis or other infections; genetic changes that 
allow prolonged or exaggerated inflammatory 
responses; and increased susceptibility to hormonal 
changes associated with oral contraceptive pills [13–
16]. These genetic factors are addressed in Chapter 8.

1.4.2  Hormonal Factors

The tissues of the vulva and vagina are both respon-
sive and dependent on sex steroids (hormones) for 
proper health and function. There are many causes of 
decreased sex steroids, both natural and iatrogenic, 
that can lead to dyspareunia. The most common cause 
of decreased sex steroids in women is menopause (dis-
cussed in Chapter  30). Other physiological causes 
include anovulation secondary to all of the following: 
lactation, anorexia, hypothalamic amenorrhea, exces-
sive physical activity or physiological stress, and 

hyperprolactinemia. Iatrogenic causes of decreased 
circulating sex steroids include oophorectomy, which 
leads to immediate menopause, and hysterectomy 
(without oophorectomy) and commonly prescribed 
medications, such as combined hormonal contracep-
tives (CHCs) [17]. CHC use leads to a reduction in 
serum estradiol and free testosterone by decreasing 
ovarian production of estrogen and total testosterone 
based on negative feedback and by inducing the liver 
to produce increased levels of sex hormone binding 
globulin (SHBG). SHBG binds free circulating testos-
terone and estradiol, with a preference for testoster-
one. In addition, some CHCs contain synthetic 
progestogens that act as testosterone antagonists at the 
androgen receptor, most notably drospirenone, which 
is an analog of spironolactone [18]. It has been shown 
that CHCs cause histopathological changes in the ves-
tibular mucosa, thereby increasing vulnerability to 
mechanical strain and decreasing mechanical pain 
thresholds [19]. Given their effects on sex steroids, it is 
perhaps not surprising that studies have shown that 
CHCs are associated with an increased risk of vestibu-
lodynia. Iatrogenic causes of hormonally associated 
vestibulodynia are discussed in depth in Chapter 7.

1.4.3  Inflammation

Although women with vestibulodynia and healthy 
women both have inflammatory cells in the vestibular 
mucosa, the relative abundance and organization of 
these cells may differ between women with and with-
out vestibulodynia. Research has demonstrated that 
women with vestibulodynia have higher densities of B 
lymphocytes and mature mucosal IgA-plasma cells. In 
addition, both B and T lymphocytes are arranged into 
germinal centers in women with vestibulodynia, but 
not in controls [20]. In addition, other authors have 
found an increase in mast cell density in the mucosa of 
women with vestibulodynia [21]. Furthermore, many 
studies have shown increased proinflammatory 
cytokines, neurokines, and chemokines in biopsies of 
women with vulvodynia [22, 23]. In addition, a height-
ened systemic inflammatory response has been dem-
onstrated by researchers using a topical cutaneous 
challenge with yeast in vulvodynia cases compared to 
controls [24]. The role of inflammation in vulvodynia 
is further outlined in Chapter 4.
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1.4.4  Musculoskeletal

The discomfort of vulvodynia can also be associated 
with pelvic floor muscle overactivity or hypertonicity. 
Prolonged use of these muscles can result in decreased 
tissue oxygenation, muscle overactivity, shortening of 
sarcomeres, and the development of myofascial trigger 
points [25]. Hypertonicity of the muscles that insert at 
the posterior vestibule – the pubococcygeus, puborec-
talis, and superficial transverse perinei – can lead to 
allodynia (as seen in vestibulodynia) in the posterior 
vestibule. Hypertonicity of deeper muscles (e.g. ileo-
coccygeus, coccygeus, and obturator internus) can 
lead to vaginal or deep thrusting dyspareunia [26]. In 
addition, overactivity of the bulbocavernosus and 
ischiocavernosus is associated with clitorodynia [27]. 
As the pelvic floor musculature plays such an impor-
tant role in pelvic pain and vulvodynia, it is discussed 
in greater detail in Chapters 6, 16, 23, and 24.

1.4.5  Neurological Mechanisms

1.4.5.1  Central
Several controlled studies have demonstrated that 
women with vulvodynia have evidence of central 
sensitization. Pukall et al. were the first to examine 
women with vulvodynia using functional magnetic 
resonance imaging [28]. The results of this study 
indicated that women with vestibulodynia exhibited 
evidence of augmented neural activity in response to 
painful vestibular stimulation in areas involved in 
pain modulation, such as the somatosensory, insu-
lar, and anterior cingulate regions, areas that are 
commonly activated in patients with other pain con-
ditions. In addition, non-painful pressure led to sig-
nificant activation levels in insular, frontal, and 
somatosensory regions in women with vestibulo-
dynia. These results suggest that women with vulvo-
dynia have an increased perception of non-painful 
and painful stimulation to the vestibule. A detailed 
exploration of pain processes can be found in 
Chapters 3 and 9.

1.4.5.2  Peripheral: Neuroproliferation
Researchers have found that women with PVD may 
have up to 10 times increased density of C-afferent 
nociceptor nerve endings in their vestibular mucosa 

compared with normal women [29, 30]. In addition, 
Bornstein et al. found increased numbers of mast cells 
in vestibular tissue of women with vulvodynia. 
Persistently activated mast cells release nerve growth 
factor and heparanase that allow newly sprouted nerve 
endings to invade the superficial mucosa of the vesti-
bule [31]. The role of neuroproliferation in vulvodynia 
is examined in Chapter 5.

1.4.6  Psychosocial Factors

Population-based studies have shown that anxiety, 
depression, childhood victimization, and post-trau-
matic stress are risk factors for the development of 
vulvodynia [32]. Women with vulvodynia were four 
times more likely to have a history of a prior mood 
or anxiety disorder as compared to women without 
vulvodynia. Psychological factors associated with 
greater pain intensity or sexual dysfunction in 
women with vulvodynia include pain catastrophiz-
ing, fear of pain, hypervigilance to pain, lower pain 
self-efficacy, negative attributions about the pain, 
avoidance, anxiety, and depression [33]. These 
issues are thoroughly explored in Chapters 11, 17, 
and 25.

1.4.7  Embryological/Congenital Factors

The co-occurrence of vulvodynia with interstitial 
cystitis/BPS may be related to a congenital disorder 
of urogenital sinus-derived endothelium [34]. 
Additional evidence to support this hypothesis is that 
women with primary vestibulodynia exhibit umbili-
cal hypersensitivity more often than women with 
secondary vestibulodynia and non-affected women, 
suggesting that some cases of primary vestibulodynia 
may be associated with a congenital neuronal hyper-
plasia in tissue derived from the primitive urogenital 
sinus [35.

1.4.8  Associated Factors: Conclusion

It is likely that one or more of these associated factors 
may be clinically prominent, and may help in choos-
ing further evaluation methods and treatments. In 
addition, these associated factors may be the basis for 
future treatment trials.
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1.5  Other Definitions of Vulvar Pain

It is important to note that other professional societies 
have also tried to address terminology related to dys-
pareunia. For example, the International Association 
for the Study of Pain includes a section on “Pain of 
Vaginismus or Dyspareunia” [1]. These classifications 
were updated in 2011 to included generalized and pro-
voked vulvar pain syndrome, reflecting the growing 
understanding that vulvar pain presents in a variety of 
ways. Vulvodynia is included in the International 
Classification of Disease (ICD-10), and includes modi-
fiers of “other” and unspecified.”

The American Psychological Association’s fourth 
edition of the Diagnostic and Statistical Manual 
(DSM-IV) has two separate “Sexual Pain Disorders” 
included in their section on sexual dysfunctions, 
which they labeled “dyspareunia” and “vaginismus” 
[36, 37]. The most recent edition (DSM-5) combined 
these two into a single category of Genito-pelvic Pain/
Penetration Disorder (GPPPD) [36, 37]. This change 
occurred for several reasons. First, the defining feature 
required for diagnosis of vaginismus in previous gen-
erations of the DSM was the presence of vaginal mus-
cle spasm. Research, however, has failed to prove the 
presence of muscle spasm as a valid or reliable diag-
nostic criterion. Second, diagnosis based solely on 

vaginal spasm does not address the elements of fear of 
penetration, anxiety, and pain, which are integral 
components of this condition. Lastly, several studies 
have shown that clinicians have a very difficult time 
distinguishing between dyspareunia, vestibulodynia, 
and vaginismus, and thus the similarities outweigh 
the differences.

1.6  Conclusion

The history of modern medicine’s understanding of 
vulvodynia reflects the slow progress that is being 
made in addressing women’s sexual health concerns. 
We now understand that there are many etiologies of 
sexual pain, and pain confined to the vulva encom-
passes multiple systems, including neurological, mus-
culoskeletal, hormonal, dermatological, and 
inflammatory. The importance of a thorough and 
accurate nosology allows providers and patients to 
understand both the causes and manifestations of vul-
var pain in addition to directing them toward treat-
ment options. Vulvodynia is highly prevalent during a 
woman’s lifetime and as we train more providers to 
recognize its multifaceted nature, the more we are able 
to offer solutions to this common and distressing 
condition.
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2.1  Introduction

Assessing the impact of chronic vulvar pain is chal-
lenging and is marred by methodological challenges 
including lack of consistent definitions  [1], differing 
assessment techniques [1], inter-person variability of 
pain reports, the difficulty for women to disclose their 
genital pain [2], and differences in cultural norms 
related to the reporting and description of vulvar pain 
[3], particularly with sex. However, regardless of such 
study limitations, most studies have found that vulvo-
dynia, generally defined by chronic vulvar pain of any 
type, is not rare in the general population [4–7] and 
affects diverse communities [3, 5, 8]. This chapter 
focuses on the burden of vulvodynia by discussing 
both its quantitative burden, as described by preva-
lence rates, as well as the personal and social burden 
of living with chronic vulvar pain, which is often com-
pounded by gender-specific roles and norms such as 
with pregnancy [9].

2.2  Prevalence

Prevalence estimates derived from population sam-
ples are important in understanding the burden of 
vulvodynia, particularly because it has been esti-
mated that approximately 40–49% of women with 
chronic vulvar pain do not seek medical care for their pain 
[5, 10, 11], therefore leaving clinic-based estimates 

unreliable and likely dramatically underestimating the 
true prevalence. Large population-based studies of 
vulvodynia have found that in the general population 
roughly 7–10% of women have experienced some 
type of chronic vulvar pain in their lifetimes [4–6, 
12], whereas other studies have found somewhat 
wide-ranging prevalence estimates of up to 16% [11, 
13]. Ethnicity has been found to affect population-
based estimates of the prevalence of vulvodynia. 
Examining different groups throughout the United 
States, Hispanic women have consistently been found 
to be 40–80% more likely to have vulvodynia than 
their white counterparts [4, 11]. This same group has 
been found to have increased risk of developing 
vulvodynia [14]. Other race groups are as likely, or 
less likely, to report symptoms of vulvodynia.

There are several research-related factors that may 
influence the variation in population-based preva-
lence estimates and thus present major challenges to 
enumerating the burden of vulvodynia. Definitions for 
vulvodynia have evolved over the course of its study, 
and at times still differ according to whom is defining 
it. Addressing the need for a unified definition, 
particularly with differences in clinical presentation 
and pathophysiology, a consensus panel recently pro-
posed terminology and schema for the classification 
of vulvodynia [1]. It is not known how incorporation 
of these clarifications in definition into research 
practice may impact future prevalence estimates of 
vulvodynia. Aside from the definitions themselves, other 
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methodological issues, such as the need to exclusively 
use surveys for the determination of prevalence in 
population-based studies as compared to studies that 
used clinical examinations, are also a point of varia-
tion. However, this issue may not be as important as 
previously believed: in a study by Harlow et  al. in 
which women who reported symptoms consistent 
with vulvodynia received a clinical examination to 
confirm the assessment, 77% were confirmed to 
have vulvodynia [15]. In addition, Reed et  al. found 
that pain histories reported on a survey had high 
agreement with histories taken from a medical profes-
sional during a clinic visit, and that nearly all (96%) of 
women who were clinically examined after reporting 
a positive history of vulvodynia were confirmed to 
have it [12].

There are also non-survey tools for assessing the 
prevalence of vulvar pain, including a vulvar algesi-
ometer [16] to semi-quantitatively measure pain sensi-
tivity, that have been used to assess prevalence. 
Although these methods standardize the amount of 
pressure administered across patients, they do not cor-
rect for inherent differences in perception of pain 
between women. Another such test is the tampon test 
developed by Foster et al. [17], which is a measure of 
intra-person change in pain and reflects self-adminis-
tered provoked and pragmatic daily pain experiences 
for women [18, 19].

It has been reported that a group of women with 
vulvodynia are commonly affected by other chronic 
pain conditions, such as fibromyalgia, irritable bowel 
syndrome, temporomandibular disorder, or interstitial 
cystitis [2]. Collectively, these conditions have been termed 
“comorbid chronic pain conditions” or “chronic over-
lapping pain conditions” and among women who have 
such diagnoses, the prevalence rates of vulvodynia are 
higher than among women who lack any history of 
chronic pain elsewhere in their bodies. It has been 
estimated that nearly half of women with vulvodynia 
have at least one comorbid condition [2]. There is evi-
dence also that these comorbid conditions, as well as 
the number of comorbid conditions, are associated 
with a more severe clinical presentation of vulvodynia 
[20]. In addition, it has been found that women with 
vulvodynia and another comorbid pain condition are 
more likely to have a more severe natural history in 
which they are less likely to achieve remission from 

their vulvar pain, and if they do achieve remission are 
more likely to have their vulvar pain return [21]. The 
natural history and severity of vulvodynia also 
have great impact on the lives of the women; as an 
example, women who have intermittent vulvar pain 
are more likely to achieve pregnancy than their coun-
terparts who report constant pain [22]. Taken together, 
prevalence estimates confirm that vulvodynia is not 
rare, and these studies have assisted in delineating the 
risk factors that may increase women’s risk of develop-
ing vulvodynia in the population.

2.3  Comorbid Conditions

Vulvodynia can be considered a chronic pain condi-
tion that can be explained by the biopsychosocial 
model of pain, one in which the chronicity of pain is 
influenced by the interrelatedness of biological, psy-
chological, and social factors [23–25]. Some of these 
factors, such as anxiety or catastrophizing, may have 
developed antecedent to the vulvodynia and therefore 
could be associated with its development, while others 
like depression may occur as a result of the condition 
itself. In addition, the presence of chronic overlapping 
pain conditions is associated with impaired mental 
health, such as heightened feelings of isolation and 
invalidation by others of their pain status, and there-
fore likely to be associated with womens’ psychosocial 
well-being [26].

2.4  Relevance to the Individual 
Woman, Family, and Society

Vulvodynia can be associated with reduced quality of 
life [27]. The burden of vulvodynia for each individual 
has been measured in many ways, including by how 
the pain interferes with daily activities, using what is 
termed “pain interference.” A general measure of pain 
interference is the Brief Pain Inventory (BPI) scale that 
measures how pain may affect activity, mood, work, 
relationships, sleep, and enjoyment – which, in women 
with vulvodynia, has been associated with vulvar pain 
levels [28]. High scores on the BPI are expected with 
any chronic pain condition; however, vulvodynia 
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presents unique challenges to daily pain interference 
reports, particularly with social relationships.

With the chronicity of vulvar pain, and growing 
feelings of isolation and invalidation, reports of 
increased distress have been reported not only for 
the affected women themselves but also their sexual 
partners, thus perpetuating a cycle of distress [29–
31]. In fact, women may have higher coital pain and 
anxiety at times when they perceive that their part-
ner is responding negatively to their vulvar condi-
tion [32, 33]. Although it is not currently clear what 
mechanism is involved in how partner responses 
directly impact women’s coital pain level, there is 
evidence suggesting that negative partner responses 
increase pain catastrophizing in the woman and 
that the couple’s responses to vulvar pain may miti-
gate increased pain during coitus [31].

Women often report that they find it difficult to 
speak to others about their vulvar pain. This reluc-
tance can even extend to the closest relationships that 
would otherwise provide the greatest support to them; 
in one report, 39% of women were comfortable with 
family and 26% with women friends only [2]. In addi-
tion, there is evidence that higher pain levels are asso-
ciated with speaking about their vulvar pain to friends, 
indicating that sometimes women may wait to speak 
of their pain to these loved ones once they simply can 
no longer hide it [2].

Gender-related norms may also play a role in 
acceptance of vulvodynia, particularly pertaining 
to painful sex. In a qualitative study of pregnant 
women with vulvodynia, a consistent theme of 
accepting painful sex for the purpose of pregnancy 
emerged [9].

2.5  Multidisciplinary Treatment

Given the complex biopsychosocial nature of the 
development and sequelae of vulvodynia, multidisci-
plinary approaches that include medical, physiologi-
cal, and psychological approaches to treating the 
condition have been sought, with some being effica-
cious for certain outcomes including improved sexual 
functioning [34, 35]. However, it is currently recog-
nized that more evidence is needed to make recom-
mendations using multidisciplinary approaches [35].

2.6  Recommendations

Clinicians and other researchers should play an important 
role in the improved understanding of the common 
occurrence (prevalence) of vulvodynia with other 
comorbid conditions, including chronic overlapping 
pain conditions. Better understanding of the co-occur-
rence of these conditions will assist in identification of 
high-risk groups for incident and prevalent vulvo-
dynia, elucidation of the potentially separate natural 
histories for vulvodynia that may differ according to 
the presence or absent of comorbid conditions, and 
may call upon the need for multidisciplinary care in 
treating affected women.

In addition, social interactions altered by chronic 
pain – and those social relationships that are uniquely 
influenced by vulvodynia, such as romantic and sexual 
relationships – should be strengthened. Therefore, it is 
imperative that we develop an improved understand-
ing of the mechanisms by which social determinants 
may perpetuate vulvar pain or worsen its severity. 
From this knowledge, social interventions to mitigate 
these factors should be sought. Social relations would 
include partner-focused approaches but also extend to 
other members of social networks that could ulti-
mately provide support for the woman.

2.7  Conclusion

Vulvodynia carries a high burden in society, due to 
both its common prevalence and the effect of its seque-
lae on women, their partners, family, and communi-
ties. This condition often occurs in the presence of 
other comorbid conditions, including other chronic 
pain conditions, and when this clustering of condi-
tions occurs, an increased prevalence of vulvodynia is 
expected and can predict the severity of vulvodynia 
and its prognosis. Future careful description of the 
prevalence of vulvodynia should incorporate the 
increased rates in high-risk groups, such as among 
women with related comorbid conditions. Multidisci
plinary approaches to treatment of vulvodynia itself, 
along with any other comorbid conditions, has been 
shown to be more effective than unimodal interven-
tions. Women with vulvar pain are reluctant to discuss 
their pain, and have feelings of isolation. With regard 
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to social relationships, interventions that include or 
target sexual partners of affected women have shown 
promise in promoting healthier, more supportive rela-
tionships. Therefore, the development of further inter-
ventions to improve social relationships – that extend 

beyond sex or romantic partners – should be developed 
in order to provide further social support for women 
with vulvodynia. Collectively, the burden of vulvo-
dynia should be recognized as something extending 
beyond its prevalence alone.
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