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Objectives 

 Learn a differentiate diagnosis for 

dyspareunia

 Learn how decreased hormones cause 

dyspareunia

 Learn how hypertonus of the pelvic floor 

muscles cause dyspareunia 

 Learn how neuroproliferation causes 

dyspareunia 



What do you want to know? 

 24 year old woman 

presents to your 

clinic with an 18 

months history of 

“knife-like” pain 

upon penetration.

 Gradual onset of 

pain after 2 years of 

pain free 

intercourse.



Primum Non Nocere

 Do not attribute dyspareunia to sexual abuse, anxiety, or 
depression just because YOU can’t figure out what is going 
on. 

 Chronic dyspareunia is almost never caused by chronic 
bacterial infections such as bacterial vaginosis. Do not 
attempt to sterilize the vagina. Do not treat GBS, E.coli, 
Klebsiella, and other non-pathogenic species. 

 Do not use topical steroids without a diagnosis.

 Do not use topical steroids as a treatment for vulvodynia

 Do not biopsy unless you have some idea what the 
diagnosis is. 

 Don’t suggest : a glass of wine, a lubricant, an erotic 
video, etc. 



Vulvodynia

 Odyne- The Greek Goddess of Pain

 “dynia” is an abnormal pain response 

 “Vulvodynia” is the term used to 

describe chronic pain or discomfort of 

the vulva. The nature of the pain may 

vary from woman to woman; 

vulvodynia is a constellation of 

symptoms commonly described as 

burning, stinging, cutting, irritation, or 

rawness



Vulvodynia is typically subdivided:

1.Location 

• generalized 

• localized (vestibule, clitoris) 

2. Chronicity 

•provocation 

•persistent pain

So you can have a:

1)“provoked vestibulodynia” “PVD”

2)“non-provoked generalized vulvodynia”



“Obtaining a diagnosis of 

vulvodynia can be difficult 

and time consuming. 

Vulvodynia tends to be 

diagnosed only when other 

causes of vulvar pain, such 

as infection or skin 

diseases, have been ruled 

out.”



Problems with the “diagnosis” 

of vulvodynia

 As defined it is a symptom not a diagnosis.

 Differentiating between provoked and non-

provoked pain is usually not useful.

 The definition implies that it is impossible (or at 

least very difficult) to determine the cause of a 

specific woman’s vulvar pain. 

 The “diagnosis” ignores significant discoveries 

over the last 12 years in the study of vulvodynia. 



I believe, however, that….

1. in the last 12 years “we” have made many 

important advances in the study of 

vulvodynia. We know much more than we 

give ourselves credit for. 

2. with a very thorough history, physical, a 

differential diagnosis of the specific disease 

process can be determined and this will 

determine the correct diagnosis and 

treatment. 



Physical exam 

 Visual inspection of the vulva. 

 Vulvoscopy with biopsy if indicated 

 Cotton swab test 

 Vaginal exam with a pediatric speculum-

insert without touching the vestibule. 

 Examination of pelvic floor muscles

 Palpation of the urethra and bladder 



Use all the data you have 

collected from the history, 

physical, tests, and procedure 

and apply them to the 

differential diagnosis.



DDx of INTROITAL DYSPAREUNIA 

(VESTIBULODYNIA- PVD)  

 Hormonally Mediated Vestibulodynia

 Hypertonic Pelvic Floor Muscle Dysfunction

 Neuroproliferative Vestibulodynia 

 Lichen sclerosus, Lichen planus

 Desquamative Inflammatory Vaginitis 

 Chronic Candidiasis

 Vulvar Granuloma Fissuratum 





The pain is throughout the entire 

vestibule…..

 Hormonally mediated vestibulodynia 

 Neuroproliferative vestibulodynia 

1.Congenital 

2.Acquired

 Inflammatory



Most commonly caused by 

hormonal contraceptives Be 

(may not resolve just by 

stopping OCPs.)

Other causes include: 

menopause, oophorectomy,  

hormonal control of 

endometriosis or hirsutism, 

breast-feeding, infertility 

treatments, treatment of 

breast cancer

Hormonally Mediated PVD 

Burrows LJ, Goldstein AT. Vulvodynia. J Sex Med 2008;5:5-15.



Vestibulodynia-OCP Induced

Women who use OCPs before 17 yo have a RR of 9.2 of developing 

vestibulodynia. Women who start later have a RR 4.6.1 More common 

with anti-androgenic and low doses OCPs. As the vestibule is rich in 

androgen receptors, low free testosterone may cause atrophy or 

glandular dysfunction.

Women on OCP have altered morphological pattern with low  and 

sparse dermal papillae. Might affect interlocking function of dermal 

papillae making epithelium more sensitive to stress (i.e., mechanical 

strain) 2

Normal Vestibular Epithelium2 Vestibular Epithelium of 

Women on OCPs2

1. Bazin S, Bouchard C, Brisson J et al.Obstet Gynecol 1994 Jan;83(1):47-50

2. Johannesson U et al Br J Dermatol. 2007, 157: 487-493)



 Diffuse vestibular 

tenderness of the 

entire vestibule

 Ostia of glands are 

frequently 

erythematous. The 

vestibule may have a 

diffuse pallor with 

superimposed 

erythema. 

 Low estradiol, low 

free testosterone, 

very high SHBG. 

Burrows LJ, Goldstein AT. Vulvodynia. J Sex Med 2008;5:5-15.



Hormonally mediated PVD

 Treatment: Stop 
hormonal 
contraceptives 
then use: estradiol 
0.02%/testosteron
e 0.1% in 
methylcellulose 
BID to the 
vestibule. Expect 
no improvement 
for 6 weeks, 50% 
by 12 weeks.

Burrows LJ, Goldstein AT. Vulvodynia. J Sex Med 2008;5:5-15.



The pain is throughout the entire 

vestibule…..

 Hormonally mediated vestibulodynia 

 Neuroproliferative vestibulodynia 

1.Congenital 

2.Acquired 

 Inflammatory



Neuroproliferative vestibulodynia 

Bonstein et al in Female Sexual Pain Disorders: Evaluation and Management. Andrew Goldstein, 

Caroline Pukall, Irwin Goldstein (Editors) Blackwell-Wiley, 2009.



Congenital Neuroproliferative 

 Increased density of C-
afferent nociceptors in the 
vestibular mucosa.1,2

 Nociceptors extend into the 
superficial dermis

 Primary: congenital 
neuronal hyperplasia in the 
primitive urogenital 
endoderm.

 Umbilical 
hypersensitivity1

1. Burrows LJ, Klingman D, Pukall CF, et al. Umbilical hypersensitivity in women with primary vestibulodynia. J Reprod 

Med. 2008 Jun;53(6):413-6

2. Bohm-Starke N, Hilliges M, Falconer C, et al: Neurochemical characterization of the vestibular nerves in women with 

vulvar vestibulitis syndrome. Gynecol Obstet Invest 1999;48: 270–275



Acquired Neuroproliferative 
 Women report onset of 

symptoms after severe or 
recurrent candidiasis or allergic 
reaction1,2

 Polymorphism in genes coding 
for IL-1ra, IL-1b2,3

 Decreased INF-a3

 Elevated TNF, IL-1b, IL-6, IL-8, 
Heparanse3

 Increased mast cells in mucosa4

 Persistent inflammation can lead 
to a proliferation of C-afferent 
nociceptor4

1. Harlow BL Ann Epidemiol. 2009 Nov;19(11):771-77

2. Witkin SS Am J Obstet Gynecol. 2002 Mar;186(3):361-4.

Foster Am J Obstet Gynecol. 2007 Apr;196(4):346.e1-8

1. Bornstein J Int J Gynecol Pathol. 2008 Jan;27(1):136-41.





The pain is much worse 

at 4,6, & 8 o’clock 

position of the vestibule  

(and there is minimal, or 

no pain, on either side of 

the urethra.)

Tenderness and 

tightness  of the levator 

ani muscles. 



Hypertonic Pelvic Floor 

Muscle Dysfunction 

• Increased tone causes a decrease in blood flow and 

oxygen to the muscles of the pelvic floor. This leads to a 

build up of lactic acid. 

• Symptoms include: generalized vulvar pain or burning, and 

superficial (mucosal tenderness) where the muscle insert 

(4,6,8 o’clock on the vestibule) which causes severe 

introital dyspareunia, urinary symptoms (frequency, 

hesitancy, incomplete emptying) constipation, 

hemorrhoids, and rectal fissures

• Physical exam reveals erythema where the muscles insert 

at the vestibule, multiple trigger points, muscles 

weakness and an inability to hold a sustained contraction. 





The pain is mainly in the 
vestibule but there is 
irritation, erythema, and  
fissures on the perineum

Leukorrhea and Parabasal 
cells on microscopy



Desquamative Inflammatory 

Vaginitis (D.I.V.) 

 Intensely inflammatory vaginitis of unknown etiology 

(infection, ELP, estrogen deficiency, cervical ectropion) 

 Women complain of a COPIUS yellow discharge that 

requires them to wear a pad or change underwear 

several times a day. The discharge “dries like glue” and 

ruins underwear.

 Physical findings: pain at the vestibule (posteror > 

anterior) and induration/erythema wherever the 

discharge touches.

 Wet mount- pH >5.5, +++++WBCs, ++++parabasal cells. 

(frequently confused with trichomonas & BV) 



Chronic Candidiasis
 Culture for speciation and sensitivity are 

very important. Send patients home with 
culturette tubes. Treat orally instead of 
topically as topical medications contain 
potential allergens.  

 C. Albican responds very well with 
fluconazole 150mg weekly for 6 months + 
Nystatin 500,000 units orally three time 
daily for 3-6 months + probiotics + dietary 
changes.

 T. Glabrata responds to Boric acid 600mg 
daily for 3 weeksor flucytosine 17% cream 
for three weeks. 

 BV does not cause chronic dyspareunia! 
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