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Many women suffer from genital pain, often associated with additional sexual problems.
Sexual pain is not just sexual, but influences everyday life of women.
Women who suffer from persistent sexual pain often fail to seek professional care.
Women with sexual pain who seek care for their pain, report low treatment effects.
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a b s t r a c t

Background and aims: Female genital pain is a debilitating problem that negatively affects several
aspects of the life of women. Several studies present figures of prevalence indicating that the problem
affects nearly 20% of young women. However, many women fail to consult health care and the estimated
prevalence therefore remains insecure. Historically, genital pain was commonly viewed as either physio-
logical or psychosexual. Although the current field of research and clinical expertise in general agree upon
a biopsychosocial conceptualization, less is known about the manifestation of the problem in everyday
life and the experience of seeking health care among afflicted women. The objectives of the present study
was to examine genital pain in a general female population living in Sweden cross-sectionally in terms
of prevalence, sexual function, sexual satisfaction and help seeking, and to identify possible predictors
of genital pain among women.
Methods: The study was a population-based study using a postal questionnaire administered to 4052
women (age 18–-35). Of these 944 (response rate: 23%) took part in the study.
Results: Genital pain of six months duration was reported by 16.1% of the women. Women with pain
more commonly reported fungal infections, other pain problems, sexual dysfunctions and symptoms
of anxiety than pain-free women and in addition lower sexual satisfaction. There were no differences
in sexual frequency. Pain was most commonly reported during sexual intercourse, but many women
also experienced pain during non-sexual activities, with pain durations of several hours after the pain
eliciting activity was interrupted. Of those reporting pain, 50% had sought care for their pain. The most
common was to counsel a doctor and to receive topical treatment. However, the experienced effects of
the treatments were on average low. In the explanatory model, fungal infections, and sexual dysfunctions
were associated with genital pain.
Conclusions: The study had a low response rate, but still indicates that genital pain is common and
negatively affects several aspects of women’ life, not just sexual activities. Although many women report
pro-longed pain experiences, many fail to consult health care and among those who seek care the effects
of treatment are on average poor. There are strong associations between sexual dysfunctions (lack of
sexual arousal, vaginal muscle tension hindering intercourse) and genital pain that, based on previous
findings in this field of research, might be viewed in terms of circular maintaining processes.

Implications: Female genital pain is not just limited to the sexual context, but often negatively affects
several situations in women’ life. The size of the problem calls for immediate development of preven-
tive interventions and treatme
sexuality among women and
evidence based interventions
poor treatment options for wo
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. Introduction

Genital pain among women resulting in painful intercourse has
een reported to be far more common than previously expected
ith prevalence figures for the general female population ranging

etween 10 and 13% [1]. Among women less than 30 years of age
ne of five reports chronic unexplained vulvar pain [2,3]. In clini-
al samples the corresponding numbers range between 34 and 72%
4,5]. Additionally, there are findings indicating that these condi-
ions are increasing [1]. However, figures of prevalence especially
ased on clinical samples should be interpreted with caution since
large part of women with genital pain do not consult healthcare

or their problem [2].
Within the psychological discipline and the DSM [6], pain

uring intercourse (dyspareunia) is categorized as a sexual dys-
unction and thereby the only type of pain outside of the diagnostic
ategory of ‘pain disorder’. One criticism raised towards the DSM
lassification concerns the fact that the pain is defined primarily
y the activity it is interfering with which isolates it from all
ther pain syndromes [7]. Thereby the condition of dyspareunia is
rimarily described as an intercourse problem. However, several
tudies demonstrate that women reporting painful intercourse,
ften experiences pain also in other situations, not involving sexual
enetration (gynecological exam, touch, exercise, etc.)[8,9]. During
he last decade arguments have been raised as to view dyspareunia
s a pain disorder from a biopsychosocial perspective rather than
s a sexual dysfunction [7,10]. The International Society for the
tudy of Vulvovaginal Disease, (ISSVD), defines female genital pain
y its location and quality, occurring in the absence of relevant
isible findings or a specific clinically identifiable, neurologic
isorder. The pain might be provoked by sexual or nonsexual
timulation or by both [11]. These discrepancies regarding how
enital/sexual pain should be viewed goes to show that there is
need of continued studies of the pain experience in genital pain

nd its consequences in everyday life of women.
Female genital pain and its sexual consequences has histori-

ally been an under-researched area, and were previously mostly
tudied from either a biomedical or a psychosexual perspective.
hereby, in comparison with other long-term pain conditions,
nowledge on genital pain from a biopsychosocial perspective is
carce. There is a great lack of studies regarding the prevalence, eti-
logy and assessment of women’s genital pain conditions, resulting
lso in a lack of efficient treatment models. Although certain fac-
ors have been linked to genital pain, e.g. infections [12–14], pelvic
oor muscle dysfunction [15], dyadic maladjustment [16], little is
nown of the relative role they play in the course of pain and to
hat degree such factors might explain the development of pain. In

ddition, in female genital pain, sexual function tends to be overly
ocused on intercourse and often fail to acknowledge other types
f sexual behaviors, sexual dysfunctions and the woman’ own per-
eption of her sexual life. In sum, there is a continued need for
tudies especially in the general population examining the experi-
nce of genital pain among women, health-care consumption and
redictive factors.

The aim of the present study was to examine female genital pain
n terms of the pain experience and pain-related activities. In order
o further illustrate patterns of health-care consumption experi-
nces of seeking care and treatment were also included. Finally,
he study sought to examine associations between pain, sexual
ysfunctions, mental health and the woman’ satisfaction with her
exual life.
. Method

.1. Design

This was a cross-sectional study, conducted as a postal survey.
al of Pain 5 (2014) 19–25

2.2. Participants and setting

The initial sample consisted of 4252 women (age 18-–35) ran-
domly chosen from the general population in two cities in the
middle of Sweden. The sample was chosen using a random selec-
tion program conducted by SPAR (Statens Personadressregister)
which is a company that administers data on all individuals living
in Sweden. This is the standard procedure used in Sweden to create
randomly chosen samples from the general population since it is
efficient both in terms of time and resources. In addition a selec-
tion procedure can be saved and traced and replicated for follow-up
analyses in further studies. Of the initial sample, 200 had to be
excluded due to unknown addresses or because they had moved.
Of the remaining 4052 women, 950 answered the questionnaire. A
few cases were lost due to missing data, resulting in a final sample
of 944 participants (response rate: 23%).

Postal surveys were administered to women of two middle-
sized municipals in mid Sweden. The participants were groped into
three age groups (18-–23, 24-–29, 30-–35 years). The size of each
age group was weighed according to the size of the total number of
women within in that specific age range in the general population
of the two municipals. To give a valid representation of the study-
population, the number of participants was also weighed in respect
of the relative size of each of the two municipals.

2.3. Measures

Participants answered an extensive questionnaire including
standardized self-reports inventories as well as specific items cho-
sen to address the focus of the current study. Background variables
included age, civil status, number of children, educational level, and
occupational status.

Gynecological health: Gynecological health was measured with
questions including experiences of abortion, contraceptive meth-
ods, and experiences of gynecological symptoms (e.g. infections;
“Have you been troubled by fungal infection/s?”).

Physical health: Included questions on common symptoms such
as headache, aches in the body, uneasy stomach, distress/worry,
sleeping difficulties) and how often these symptoms occur. The
respondents also had to answer questions regarding the use of dif-
ferent types of medications (e.g. “Do you use sleeping medication?”).
In addition questions on other types of pain conditions given and
included pain in the last three months, pain duration and pain
location.

Experiences of violence; was measured by questions regarding
sexual, physical and psychological abuse (e.g. “Have you experi-
enced any kind of sexual abuse, i.e. being forced to sex/had sex
against your will”).

Mental health: Mental health was measured with the Hospital
Anxiety and Depression Scale (HADS) which is a standardized self-
report inventory used to screen for anxiety and depression. The
scale has shown to be reliable and gives a valid measure of the
magnitude of the emotional disorder [17], also in Swedish normat-
ive data [18]. The scale has fourteen items whereof seven relate to
anxiety and seven to depression. An analysis in the current sample
gives a Cronbach’s alpha at 0.82. In the statistical analysis HADS of
the current data is treated as two separate variables following the
division into the two subscales, anxiety and depression

Sexual function: Questions on sexual function included sexual
frequency (non-penetrative sexual activity with a partner, penetra-
tive sex with partner and sexual masturbation without a partner),
e.g. “How often do you have sexual intercourse with a partner?”

Sexual satisfaction was measured with a 10 point scale; (“How sat-
isfied are you with your sexual life during the last month?”). Sexual
dysfunctions included questions on other sexual problems such
as; difficulties/inability to have an orgasm, lack/absence of desire,
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ack/absence of sexual arousal, and tightening of the pelvic floor
uscles hindering sexual intercourse.
Genital pain: Was measured by several items specifically cre-

ted for the present study. The main question asked whether the
oman had experienced genital pain/burning sensations lasting

or at least one month, experienced during the last three months
yes/no).

A visual analog scale measured pain intensity. Duration of pain
as measured both in general (six point scale ranging from ‘never’

o ‘always’) but also the situation-specific duration of pain in terms
f how long pain was present before it subsided after being pro-
oked (multiple choice ranging from ‘declines directly’ to ‘hurts
ll the time’). Pain frequency was measured in relation to several
ifferent activities in terms of how often the woman experienced
ain in those situation (multiple choice ranging from ‘always’ to

never’).
Help-seeking behaviors were examined by asking participants

ow many times they had sought help for their pain, what type
f professionals they had been seeing (e.g. physician, midwife),
hat kind of treatments they had received (multiple choice) and

heir perceived result of those treatments (6 point scale ranging
rom ‘worse’ to ‘total pain relief’). Questions regarding reason
or not seeking care were also included and alternatives were
iven (e.g. ‘not knowing where to go’, or ‘to ashamed to seek
are’).

.4. Procedure

Data was gathered during eight consecutive weeks with one
eminder after four weeks. Each woman was sent a questionnaire
ogether with a letter giving detailed information about the study,

o her home address, and asked to return the questionnaire by
ost. A reminder together with a second questionnaire was sent
ut to those that did not answer the first survey. All women were
olunteers, and by participating, giving their informed consent.

able 1
eneral description of the sample, differences between women with and without genital

Women without pain (N = 666)

Background
Age, M (SD) 27.0 (4.93)
Partner, N (%) 510 (75.4)
Children, N (%) 255 (37.9)
Education

High 372 (54.9)
Occupation N (%)

Working/studying 580 (85.4)
Unemployment/Retired/sick-leave 99 (14.6)

Gynecology and health
Contraceptives: duration pill, M (SD) 76.42 (58.45)
Fungal Infection 317 (50.5)
Other body pains 138 (20.9)
Experiences of violence, N (%)

Sexual 59 (8.6)
Physical 127 (18.5)

Sexual
Sexual frequency, M (SD)

Non-penetrative sex 1.86 (.97)
Sexual Intercourse 2.62 (1.08)
Masturbation 2.18 (1.18)

Sexual dysfunction, N (%)
Desire 221 (32.3)
Arousal 93 (13.6)
Tension 82 (12.0)
Orgasm 172 (25.1)

Sexual satisfaction, M (SD) 6.70 (2.50)
Psychological
HADS anxiety 11.46 (2.59)
HADS depression 9.31 (1.90)

a Pearson Chi-square.
al of Pain 5 (2014) 19–25 21

Confidentiality was emphasized. The study was approved by the
ethical committee at Umeå University.

2.5. Statistical analysis

Descriptive data on background characteristics, pain, health,
and gynecological symptoms were examined. Mean comparisons
between women with and without pain were calculated), and data
on pain frequency and help seeking was examined using t-tests
(continuous data), and non parametric tests (Chi-square for cat-
egorical data). In a final step a multivariate logistic regression
analysis (MRA) was built for sexual pain including those vari-
ables that significantly differed between women with and without
persistent pain. The data was controlled for multicollinearity and
showed no tendencies towards such problem (VIF below 10, Toler-
ance well above .1), and was assumed to meet the assumptions for
an MRA to be performed [19]. For the bivariate analysis, the p-level
was set to .01 and for the multivariate analaysis of .05

3. Results

3.1. General description the sample

The sample consisted of 944 women between 18 and 35 years
(M = 27.0). Among all women, 704 (74.6%) had a sexual partner, and
of these 688 (97.7%) were heterosexual relationships. Of the total
sample, 89% stated that they were sexually active. Of those women
who were single, 104 women (11%) were actively searching for a
partner. One third had children (303 women, 32.1%).

Of the total sample between 10 and 15% reported different forms
of frequent symptoms of pain such as bodily aches, headache and

stomachache.

Of the total sample, 50% (472 women) had a higher education
and 75.2% (710 women) had a daily occupation of work or studies
(Table 1).

pain.

women with pain (6 months) (N = 152) Difference p-value

26.9 (4.43) .13 .774
123 (80.9) 2.89a .236
56 (37.3) .0016a .963

92 (61.0) 2.09 .149

135 (89.4 1.64 .200
16 (10.6) 1.64 .200

74.78 (49.60) 1.44 .866
98 (70.1) 17.38a .000
59 (38.9) 21.79a .000

22 (14.5) 4.89a .027
41 (27.0) 5.52a .019

2.04 (1.14) .18 .080
2.57 (1.01) .08 .592
2.07 (0.97) .13 .308

83 (54.6) 26.85a .000
49 (32.2) 30.75a .000
61 (40.1) 69.64a .000
62 (40.8) 15.19a .000
5.92 (2.54) .78 .001

12.48 (2.28) 1.02 .000
9.10 (1.58) .21 .213
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Table 2
Genital pain (6 months): frequency, and pain-related activities, (N = 152).

Variable n (%)

Pain frequency
Pain only with intercourse 63 (41.4)
Every week 29 (19.1)
Every day 11 (7.2)
Constant pain 6 (3.9)

Pain-related activities
Penetrative Sexual activity 117 (77.0)
Sexual activity (non-penetrative) 71 (46.7)
Tampon insertion 83 (54.6)
Angry/anxious/stressed 28 (18.4)
Physical exercise 73 (48.0)
Wearing tight clothes 71 (46.7)

Activity-related pain duration
Activity termination = pain relief 34 (22.4)
Pain subsides 1–4 hours 66 (43.4)
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Table 3
Description of health-care consumption and experience of treatment effects in
women with previous and present genital pain.

Previously troubled
(N = 94)

Present pain
(N = 152)

Seeking care, N (%) 56 (59.6) 81 (53.3)
Experiences of seeking care, M (Sd) 4.14 (3.35) 4.26 (3.42)
Topical creama, N (%) 33 (35.0) 50 (32.8)

Total pain reliefb 3 (9.1) – –
Partial pain reliefb 24 (72.7) 30 (60.0)

Analgesics, N (%)a 29 (30.9) 50 (32.8)
Total pain reliefb 1 (3.4) – –
Partial pain reliefb 18 (62.1) 28 (56.0)

Relaxation training, N (%)a 15 (16.0) 38 (25.0)
Total pain reliefb 1 (6.7) – –
Partial pain reliefb 7 (47.0) 25 (65.8)

Dilation exercises, N (%)a 5 (5.3) 17 (11.2)
Total pain reliefb – – – –
Partial pain reliefb 3 (60.0) 9 (52.9)

Psychological treatment, N (%)a 10 (10.6) 24 (15.8)
Total pain reliefb 4 (40.0) – –
Partial pain reliefb 2 (20.0) 8 (33.3)

which leads to nociceptor sensitization in the vulvar region causing
pain during intercourse [21]. In the present study this association
remained even after participants with shorter pain durations had
been excluded which seem to indicate that the link between pain

Table 4
Factors associated with persistent genital pain.

Variable B SE OR p-value 95% CI

Orgasm difficulties 0.062 0.37 0.94 0.865 0.46–1.93
Lack of desire 0.55 0.26 1.73 0.033 1.05–2.88
Lack of arousal 2.13 0.75 8.44 0.004 1.96–36.38
Vaginal muscle tension 2.91 0.60 18.41 0.000 5.69–59.60
Other pain problems 0.43 0.24 1.54 0.070 0.97–2.44
Pain ≥ 24 hours 11 (7.2)
Constant pain 6 (3.9)

.2. Genital pain

.2.1. Prevalence, duration, and pain-related activity
Of the total sample, 318 women (33.7%) answered that they had

een troubled by genital pain for at least 1 month duration during
he last three months. When examining the data, many of these
omen described that their pain was due to yeast-infection and

fter adequate medication subsided after 1–2 months. Therefore,
he criterion for persistent genital pain was set to pain experienced
or at least 6 months duration (which will be used hereafter when
ddressing women with genital pain). Of the total sample 16.1%
152) women fulfilled this criterion. Of all women, 10% reported
hat they previously had been troubled by genital pain (6 months
uration), but were pain free at present.

Among women with pain, the mean duration of pain was 4.6
ears (Sd: 4.85) and mean pain intensity was 5.24 (Sd: 2.41) mea-
ured on a Visual Analogue Scale (VAS).

As shown in Table 2, pain was most commonly experienced
uring intercourse/penetrative sexual activity. Other activities
ssociated with pain were; tampon insertion, physical exercise,
earing tight clothes and sexual activities other than inter-

ourse/penetration. Reports on pain frequency showed that for
ost women pain was absent as long as pain-eliciting activities
ere avoided. However, 30% reported pain every week and 10%
ad pain every day. The most common picture described by these
omen was that pain remained 1–4 h after pain-eliciting activ-

ty (e.g. sexual intercourse). For some women pain disappeared
irectly when the pain-eliciting activities were interrupted while
smaller group reported pain that remained more than 24 h.

.2.2. Consulting health care and receiving treatment
Among women who had present or previous experiences of

ain, 56% had sought health-care for their symptoms, most com-
only consulting a midwife or a physician. Those who answered

hat they had not consulted professional care stated that pain disap-
eared by itself. More than half of the women experiencing genital
ain had not been in contact with health care system. Reasons for
ot seeking care were; ‘the pain got better by itself’ (13.2%), ‘do not
now where to go’ (8.6%), ‘to ashamed of my pain’, (5.3%). Of those
eeking care, a majority had positive experiences of consulting a
rofessional for their pain condition.

The most common treatment received was topical cream and/or

nalgesics. Of those who used such treatments, a majority reported
partial pain relief. Relaxation training and psychological counsel-

ng were also reported, but these interventions were not common.
owever, psychological treatments, (although only received by a
a Number of individuals who has tried the treatment (%).
b Number of individuals (of those who tried the treatment) that report

total/partial pain relief (%).

small proportion of the women), was associated with the highest
percentages of partial and total pain relief (Table 3).

3.2.3. Factors associated with persistent genital pain
Several of the components regarding sexual dysfunctions were

associated with persistent genital pain. The model explained 17.2%
of the variance in genital pain (Nagelkerke R = .172) (Table 4).

4. Discussion

In the present sample 318 women (33.7%) reported present or
previous experiences of genital pain, but for most women (17.6%)
this was described as minor infections reaching pain relief within
1–2 months. However, the data still indicates that a consider-
able number of women (16.1%) experience persistent genital pain.
Although there was a modest response rate (23%), these figures are
in line with previous population studies of female genital pain [1,2].
With regard to socioeconomic variables, the present sample is simi-
lar to other studies where women with and without pain have been
compared and examined [e.g. 20].

4.1. Genital pain-associated factors

Women with pain more often reported recurrent fungal infec-
tions, which has previously been associated with sexual pain
[12–14]. Genital infections might trigger an inflammatory process
Fungal infection 0.67 0.23 1.95 0.004 1.23–3.08
Sexual satisfaction −.008 0.04 0.92 0.052 0.085–1.00
HADS depression 0.07 0.06 1.07 0.271 0.95–1.21
HADS anxiety 0.04 0.05 0.96 0.403 0.88–1.05
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nd fungal infections illustrates not just transient problems but a
ersistent pattern of genital symptoms and pain. On the other hand,

t might be plausible that women reporting genital pain are more
asily diagnosed with different types of infections, since they con-
ult health care for their pain. Vulvar pain is a frequent complaint
f for example patients with recurrent fungal infections [22–24].

Those women who report persistent genital pain also more
ften reported sexual dysfunctions (lack of desire/arousal, orgasm
ifficulties and increased vaginal muscle tension hindering pene-
ration). In addition, lack of desire and arousal and vaginal tension
ere associated with pain in the regression model. Genital pain
as previously been associated with other types of sexual dysfunc-
ions (e.g. lack of arousal and difficulties reaching orgasm) [8,25].
owever, women with genital pain have not been found to dif-

er from normal populations with regard to physiological genital
esponsiveness to sexual stimuli although they commonly report
ower subjectively experienced sexual arousal [26]. This has been
nterpreted as women with genital pain symptoms primarily expe-
ience pain conditioned to the sexual situation, rather than pain
aused by an insufficient sexual response [26,27]. Indeed, the antic-
pation of pain may directly act to disturb both the physiological
nd psychological sexual response, and thereby results in further
exual dysfunctions [28]. When sexual intercourse is attempted in
he absence of adequate sexual arousal it might result in increased
riction of the vulva and high risk of increased pain experience
nd maintained fear of pain. Dysfunctions of the pelvic floor mus-
les have repeatedly been linked to genital pain among women
8,15,29]. A recent study on women with vulvodynia showed signif-
cant higher muscle tone, decreased flexibility, and lower relaxation
apacity when compared to pain free controls [30]. Reissing and
olleagues [15] posit that vaginal muscle tension may work as a
rotective response to pain and over time develop into an increased
esting tone.

Surprisingly, there were no differences in sexual frequency
etween women with pain compared to pain free controls. How-
ver, women with genital pain reported a significant lower level
f sexual satisfaction. The literature has shown that many women
ontinue to have sexual intercourse despite of pain [12,31,32]
hich has been explained by feeling of guilt and fear of losing

heir partner [33,34]. The behavior of ignoring and suppressing pain
hile activities are assumed, despite a worsening of symptoms, is

dentified as endurance coping [35] and has been described in other
ain populations and associated with prolonged sick-leave and
unctional disability [36]. To continue having intercourse despite of
ain, in the absence of adequate arousal and lubrication, increases
he risk of prolonged pain and maintenance of fear, catastrophizing
nd avoidance.

Women with and without pain did not differ in terms of ear-
ier victimization in terms of sexual or physical abuse although
he difference in experiences of abuse almost reached significance.
istory of sexual and physical victimization has been the most
xamined etiologic psychosocial variable in genital pain. How-
ver, studies predominately refute an association [37–39]. Among
omen with genial pain, there are findings that indicate that the

ssociation between pain and earlier trauma is mediated by the
oman’ own associations between her symptoms and the trauma.
omen who perceive a link between their pain and past sexual

buse report worse sexual functioning than those who do not [40].

.1.1. Genital pain and related activities
The pain experienced by women in the present sample is

escribed to affect not just sexual life but also other activities and

hereby limiting the daily life of women. Which also have been
eported by others [8,9]. It appears that stimulation of the painful
rea produces pain regardless of the activity. Other non-genital
ain conditions may also interfere with sexual function. Yet sexual
al of Pain 5 (2014) 19–25 23

impairment is not considered central to those diagnoses since
the pain is not genital. In the present study, many women report
pain that remains for several hours after the pain eliciting activity
and clearly goes beyond the sexual setting. Describing pain during
intercourse as a sexual disorder therefore limits the pain to a
certain context, which results in an inadequate picture of the prob-
lem. The present findings are more in line with the terminology
of the ISSVD [11], which presents vulvodynia in terms of a pain
problem provoked by sexual or non-sexual stimuli, or both, rather
than defining pain as a sexual dysfunction as used in the DSM.

4.2. Seeking help: experiences of treatment

Genital pain has been described as a pain condition where
many individuals experience pain without consulting health care
[2]. A similar picture emerged in the present study were half
of those women who reported chronic genital pain did not seek
care. Among all women with previous or present experiences of
pain, the most common picture given was to consult a physi-
cian/midwife and to receive topical cream/pain medication which
for less than half gave a partial or total pain relief. Although a major-
ity reported that they had positive experiences from their contacts
with health, the reported treatment effects gave a more nega-
tive picture. This strongly motivates development of treatment
regimes that effectively targets the symptoms of pain. In addition,
the present results do not seem to reflect treatments incorporat-
ing a biopsychosocial perspective with interventions targeting the
physiology, psychology and social dimensions of pain, although
psychological treatments seemed to indicate promising results in
the present sample. This deviates from guidelines regarding the
treatment of other chronic pain conditions [41] and needs imme-
diate attention in clinical care. Female genital pain is known to
be clearly influenced by cognitive and affective factors, where e.g.
catastrophizing, fear of pain, and hyper vigilance in addition to
lower self-efficacy are clearly associated with the experience of
pain [42]. Studies on psychological treatments, based on cogni-
tive behavior therapy (CBT) have reported promising results for
women with genital pain [43,44]. However, there is still a consid-
erable lack of treatment options for many women troubled with
genital care, and few clinics have adopted a structured CBT perspec-
tive on this type of pain, although such interventions are included
as standard care for many other long-term pain conditions. This
might be due to that these pain problems traditionally have been
strictly conceptualized as medical conditions treated by midwifes
and/or gynecologists lacking knowledge in psychological treat-
ment of pain. In sum, there is a need for continued development
of effective interventions for female genital pain and to increase
availability of such interventions to all women.

4.3. Limitations

Although the results add to the picture of female genital pain in
the general population, the study suffers from several limitations
which ought to be mentioned. The study reports a considerable
prevalence of sexual pain among women. However, the response
rate was limited to 23% of the original sample which may threaten
the reliability of the results and reported prevalence should there-
fore be interpreted with caution. In addition, the low response
rate might also create difficulties with generalizability. There is a
risk that those with pain, in worse health and on sick-leave are
more prone to participate due to more time and higher motivation.

Thereby, the attrition could represent higher functional individ-
uals who play a smaller risk of developing persistent genital pain.
When drawing conclusions regarding how to generalize the results
caution should be taken to these circumstances.
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Only the women’ self-reports of pain were taken and no objec-
ive assessment of genital pain and possible type of specific
iagnosis were performed. Therefore the figures reported in the
resent study are based on a possible variety of diagnoses. Despite
his they add to the picture of women’ experiences and conse-
uences of genital pain. These findings are of great importance for
reventive work and for clinicians in order to address the issue of
exual pain and to adapt treatment to the woman in need.

The questionnaire included both standardized self-report
nventories (HADS), and specific items created to measure the vari-
bles of interest. Variables relating to sexual function/satisfaction/
ehavior were operationalized in terms of a number of selected
uestions in order to limit the size of the questionnaire. This might
eriously threaten the validity of the results and the reader’ abil-
ty to make inferences to previous and future studies. However,
he items that were used to measure sexual function were mainly
sed to quantify different aspects of sexual activity and symptoms
f sexual problems which would be less sensitive than for exam-
le to create a measure for a complex concept such as depression.
exual satisfaction was measured using a 10-point scale where
articipants were asked to grade their subjective sexual satisfac-
ion. This way of measurement was chosen as a short alternative to
apture the individual’s subjective view on her present situation.
owever, this measurement might be more sensitive to day-to-day
ariations in e.g. mood etc., Therefore there is a risk for the indi-
idual measurement to be biased according to other factors such
s pain intensity, present relationship satisfaction etc. However,
hen analyzing data for the whole sample, such variations will
robably balance. In sum, to enhance replicability and comparisons
ithin the research field, future studies should consider using val-

dated instruments for sexual satisfaction, e.g. The Golombuk Rust
nventory of Sexual Satisfaction (GRISS) [45].

Finally, genital pain is a pain problem highly dependent on social
spects, not the least an intimate relationship with a partner. The
resent study did not include data on dyadic adjustment which in
revious studies has been associated with sexual function, pain and
exual satisfaction among women with pain [16]. To fully capture
he complexity of genital pain, further studies of the role of the
artner are needed.

.4. Conclusions, implications and future needs

Many women report genital pain, which is often associated with
dditional sexual problems. Sexual pain is then not just sexual; but
nfluences several aspects of the life of women in terms of activ-
ties and duration after activity. Many women with genital pain
lso report other pain condition which further might reinforce pain
ehaviors and inflict emotional stress of the individual. Still, many
omen with persistent pain fail to consult healthcare, and among

hose seeking professional care, there is a lack of efficient treat-
ent interventions. There is a long way before female genital pain

s viewed as the debilitating health problem it is for women.
This calls for immediate development of preventive interven-

ions that focus on encouraging a healthy sexuality among young
omen. In addition, there is a need to initiate clinical studies build-

ng the base for evidence based treatments of female sexual pain.
econdly, to contribute to a progression of the understanding of
emale sexual pain, cross-sectional data as presented here, should
e replicated using prospective design in order to more clearly
utline the course and development of female sexual pain and to
dentify possible risk factors from a biopsychosocial perspective.
onflict of interest

None.

[

[

al of Pain 5 (2014) 19–25

References

[1] Danielsson I, Sjöberg I, Stenlund H, Wikman M. Prevalence and incidence of
prolonged and severe dyspareunia in women: results from a population study.
Scand J Public Health 2003;31:113–8.

[2] Harlow BL, Stewart EG. A population-based assessment of chronic unexplained
vulvar pain: have we underestimated the prevalence of vulvodynia. J Am Med
Women’s Assoc 2003;58:82–8.

[3] Landry T, Bergeron S. How young does vulvo-vaginal pain begin? Preva-
lence and characteristics of dyspareunia in adolescents. J Sex Med 2009;6:
927–35.

[4] Berglund AL, Nigaard L, Rylander E. Vulvar pain, sexual behavior and gen-
ital infections in a young population: a pilot study. Acta Obst Gyn Scand
2002;81:738–42.

[5] Nusbaum MH, Gamble G, Skinner B, Heiman J. The high prevalence of sex-
ual concerns among women seeking routine gynecological care. J Fam Pract
2000;49:229–32.

[6] American Psychiatric Association (APA). Diagnostic and statistical manual of
mental disorders. 4th ed. Text Revision. Washington, DC: American Psychiatric
Association; 2000.

[7] Binik YM. Should dyspareunia be retained as a sexual dysfunction in DSM-IV:
a painful classification decision. Arch Sex Behav 2005;34:11–21.

[8] Reissing ED, Binik YM, Khalife S, Cohen D, Amsel R. Vaginal spasm, pain and
behavior: an empirical investigation of the reliability of the diagnosis of vagin-
ismus. Arch Sex Behav 2004;33:5–17.

[9] Bergeron S, Binik YM, Khalife S, Pagidas K, Glazer H. A randomized comparison
of group cognitive-behavioral therapy, surface electromyographic biofeedback
and vestibulectomy in the treatment of dyspareunia resulting from vulvar
vestibulitis. Pain 2001;91:297–306.

10] Binik YM. The DSM diagnostic criteria for dyspareunia. Arc Sex Behav
2010;39:292–303.

11] Moyal-Barracco M, Lynch PJ. 2003 ISSVD terminology and classification of vul-
vodynia: a historical perspective. J Reprod Med 2004;49:772–7.

12] Arnold LD, Bachmann GA, Rosen R, Kelly S, Rhoads GG. Vulvodynia: character-
istics and associations with comorbidities and quality of life. Obstet Gynecol
2006;107:617–24.

13] Ridley CM. Vulvodynia: evolution of classification and management. J Eur Acad
Dermatol Venereol 1996;7:129–34.

14] Arnold LD, Bachman GA, Rosen R, Rhoads GG. Assessment of vulvodynia symp-
toms in a sample of US women: a prevalence survey with nested case control
study. Am J Obstet Gynecol 2007;196:128e1–6e.

15] Reissing ED, Brown C, Lord MJ, Binik YM, Khalife S. Pelvic floor muscle function-
ing in women with vulva vestibulitis syndrome. J Psychosom Obstet Gynecol
2005;26:107–13.

16] Smith KB, Pukall CF. A systematic review of relationship adjustment and
sexual satisfaction among women with provoked vestibulodynia. J Sex Res
2011;48:166–91.

17] Zigmond AS, Snaith RP. The hospital anxiety and depression scale. Acta Psyc-
hiatr Scand 1983;67:361–70.

18] Lisspers J, Nygren A, Söderman E. Hospital anxiety and depression scale
(HAD): some psychometric data for a Swedish sample. Acta Psychiatr Scand
1997;96:281–6.

19] Field A. Discovering statistics using SPSS. 2nd Ed. London: Sage Publications
Ltd; 2005.

20] Jablonska B, Soares JF, Sundin Ö. Pain among women: associations with socio-
economic and work conditions. Eur J Pain 2006;10:435–47.

21] van Lankveld JJ, Granot M, Weijmar Schultz WC. Sex Med 2010;7:615–31.
22] Nyirjesy P, Peyton C, Weitz M, Mathew L, Culhane J. Causesof chronic vagini-

tis: analysis of a prospective database of affected women. Obstet Gynecol
2006;108:1185–91.

23] Sobel JD. Candidal vulvovaginitis. Clin Obstet Gynecol 1993;36:153–65.
24] Eckert LO, Hawes SE, Stevens CE, Koutsky LA, Eschenbach DA, Holmes KK.

Vulvovaginal candidiasis: clinical manifestations, risk factors, management
algorithm. Obstet Gynecol 1998;92:757–65.

25] Masheb RM, Lozano-Blanco C, Kohorn EI, Minkin MJ, Kerns RD. Assessing sex-
ual function and dyspareunia with the female sexual function index (FSFI) in
women with dyspareunia. J Sex Marital Ther 2004;30:315–24.

26] Brauer M, Laan E, ter Kuile MM. Sexual arousal in women with superficial
dyspareunia. Arch Sex Behav 2006;35:191–200.

27] Payne KA, Binik YM, Pukall CF, Thaler L, Amsel R, Khalife S. Effects of arousal
on genital and non-genital sensation: a comparison of women with vulvar
vestibulitis syndrome and healthy controls. Arch Sex Behav 2007;36:289–300.

28] Basson R. The recurrent pain and sexual sequelae of provoked vestibulodynia:
a perpetuating cycle. J Sex Med 2012;9:2077–92.

29] Van der Velde J, Everaerd W. The relationship between involuntary pelvic floor
muscle activity, muscle awareness and experienced threat in women with and
without vaginismus. Behav Res Ther 2001;39:395–408.

30] Gentilcore-Saulnier E, McLean L, Goldfinger C, Pukall CF, Chamberlain S. Pelvic
floor muscle assessment outcomes in women with and without provoked
vestibulodynia and the impact of a physical therapy program. J Sex Med
2010;7:1003–22.

31] Borg C, Peters ML, Schultz WW, de Jong PJ. Vaginismus: heightened harm avoid-

ance and pain catastrophizing cognitions. J Sex Med 2012;9:558–67.

32] Reed BD, Haefner HK, Punch HR, Roth RS, Gorenflo DW, Gillespie BW. Psychoso-
cial and sexual functioning in women with vulvodynia and chronic pelvic pain:
a comparative study. J Reprod Med 2000;45:624–32.



Journ

[

[

[

[

[

[

[

[

[

[

[

[44] Masheb RM, Kerns RD, Lozano C, Minkin MJ, Richman S. A randomized clinical
trial for women with vulvodynia: cognitive-behavioral therapy vs. supportive
J. Thomtén / Scandinavian

33] Elmerstig E, Wiljma B, Berterö RNT. Why do young women continue to have
intercourse despite pain. J Adolesc Health 2008;43:357–63.

34] Gordon AS, Panahian-Jand M, McComb F, Melegari C, Sharp S. Characteristics
of women with vulvar pain disorders: responders to a web-based survey. J Sex
Marital Ther 2003;29:45–58.

35] Hasenbring MI, Verbunt JA. Fear-avoidance and endurance-related responses
to pain: new models of behavior and their consequences for clinical practice.
Clin J Pain 2010;26:747–53.

36] Hasenbring MI. Endurance strategies—a neglected phenomenon in the research
and therapy of chronic pain. Der Schmertz 1993;7:304–13.

37] Dalton VK, Haefner HK, Reed BD, Senapati S, Cook A. Victimization in patients
with vulvar dysesthesia/vestibulodynia: is there an increased prevalence. J
Reprod Med 2002;47:829–34.
38] Danielsson I, Sjöberg I, Wikman M. Vulvar vestibulitis: medical, psychosex-
ual and psychosocial aspects, a case-control study. Acta Obstet Gyn Scan
2000;79:872–8.

39] Lauman EO, Paik A, Rosen RC. Sexual dysfunction in the Unisted States: preva-
lence and predictors. J Am Med Assoc 1999;281:537–44.

[

al of Pain 5 (2014) 19–25 25

40] Leclerc B, Bergeron S, Binik YM, Kahlife S. History of sexual and physical abuse
in women with dysparaeunia: associations with pain, psychosocial adjustment
and sexual functioning. J Sex Med 2010;7:971–80.

41] The Swedish Council on Technology Assessment in Health Care (SBU). Methods
for treating chronic pain: a systematic review (Swedish). SBU;2006.

42] Desrochers G, Bergeron S, Khalifé S, Dupuis MJ, Jodoin M. Provoked vestibulo-
dynia: psychological predictors of topical and cognitive-behavioral treatment
outcome. Behav Res Ther 2010;48:106–15.

43] Bergeron S, Khalifé S, Glazer HI, Binik YM. Surgical and behavioral treatments
for vestibulodynia: two-and-one-half year follow-up and predictors of out-
come. Obstet Gynecol 2008;111:159–66.
psychotherapy. Pain 2009;141:31–40.
45] Rust J, Golombok S. The Golombok Rust Inventory of Sexual Satisfaction (GRISS).

Br J Clin Psychol 1985;24:63–4.


	Living with genital pain: Sexual function, satisfaction, and help-seeking among women living in Sweden
	1 Introduction
	2 Method
	2.1 Design
	2.2 Participants and setting
	2.3 Measures
	2.4 Procedure
	2.5 Statistical analysis

	3 Results
	3.1 General description the sample
	3.2 Genital pain
	3.2.1 Prevalence, duration, and pain-related activity
	3.2.2 Consulting health care and receiving treatment
	3.2.3 Factors associated with persistent genital pain


	4 Discussion
	4.1 Genital pain-associated factors
	4.1.1 Genital pain and related activities

	4.2 Seeking help: experiences of treatment
	4.3 Limitations
	4.4 Conclusions, implications and future needs

	Conflict of interest
	References


