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Dyspareunia is recurrent or persistent pain with sexual intercourse that causes distress. It affects
approximately 10% to 20% of U.S. women. Dyspareunia may be superficial, causing pain with attempted
vaginal insertion, or deep. Women with sexual pain are at increased risk of sexual dysfunction, rela-
tionship distress, diminished quality of life, anxiety, and depression. Because discussing sexual issues
may be uncomfortable, clinicians should create a safe and welcoming environment when taking a sex-
ual history, where patients describe the characteristics of the pain (e.g., location, intensity, duration).
Physical examination of the external genitalia includes visual inspection and sequential pressure with
a cotton swab, assessing for focal erythema or pain. A single-digit vaginal examination may identify
tender pelvic floor muscles, and a bimanual examination can assess for uterine retroversion and pelvic
masses. Common diagnoses include vulvodynia, inadequate lubrication, vaginal atrophy, postpartum
causes, pelvic floor dysfunction, endometriosis, and vaginismus. Treatment is focused on the cause
and may include lubricants, pelvic floor physical therapy, topical analgesics, vaginal estrogen, cog-
nitive behavior therapy, vaginal dilators, modified vestibulectomy, or onabotulinumtoxinA injections.
(Am Fam Physician. 2021;103(10):597-604. Copyright © 2021 American Academy of Family Physicians.)

Dyspareunia, recurrent or persistent painful risk factors and the multifactorial nature of the

sexual intercourse, is common and can affect
women’s mental and physical health and rela-
tionships.»? The prevalence of dyspareunia in
the United States is approximately 10% to 20%
and varies by age and population.” Women
with sexual pain are at increased risk of sexual
dysfunction, relationship distress, diminished
quality of life, anxiety, and depression.>* Many
women seeking medical care for sexual pain
report believing that their concerns are invali-
dated and dismissed.® Dyspareunia is a complex
disorder often involving both psychosocial and
physical conditions, requiring a detailed genito-
urinary examination and clinician knowledge of
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Patient information: A handout on this topic is available at
https://familydoctor.org/condition/dyspareunia.

disorder. Recommendations for treating dyspa-
reunia are determined by the patient’s current
anatomy.

Risk Factors

Several risk factors should prompt clinicians
to ask about painful sex.>**” Demographic risk
factors include younger age; White race; lower
socioeconomic status; and being in the post-
partum, perimenopausal, or postmenopausal
period. Psychosocial risk factors include depres-
sion, anxiety, low sexual satisfaction, and a
history of sexual abuse. Women who have had a
vacuum-assisted or forceps vaginal delivery, are
breastfeeding, or have had pelvic floor surgery are
also at an increased risk. Sexual pain may occur
with other conditions that cause pelvic pain, such
as irritable bowel syndrome, musculoskeletal dis-
orders, and fibromyalgia.!

History

Clinicians should create a safe and welcoming
environment where patients feel comfortable
discussing their sexuality. This includes avoiding
moral or religious judgment, using neutral and
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inclusive terms that avoid assumptions
about behavior or orientation, and rec-
ognizing that discussing sexual issues
may be uncomfortable for the patient
and clinician.® A detailed history
includes asking patients to describe
the characteristics of the pain (e.g.,
location, intensity, duration); symp-
toms involving other organs, such as
the bladder, bowel, or musculoskeletal
system; sexual behaviors that cause
pain; psychological history and symp-
toms; and current medical conditions.
Additional history should include
prior treatment for sexual dysfunction,
whether the patient has recently given
birth or is breastfeeding, and whether
there is a history of intimate partner
violence or sexual abuse.’

Determining which sexual activ-
ities are painful can suggest specific
diagnoses. Patients who have pain
with vaginal entry may have atrophy,
inadequate lubrication, pelvic floor
dysfunction, vaginitis, vulvodynia, or
vaginismus, whereas patients who have
deeper pain may have endometriosis
or structural or anatomic abnormal-
ities, such as uterine retroversion®°
(Table 1->1°-9).

Physical Examination

Patients with dyspareunia may have
anxiety about genital examinations. It
can be helpful to explain to the patient
why the examination is necessary
and how it may help with diagnosis
and treatment.” Offering the patient
a mirror to follow along during the
examination may help with patient
education about normal anatomy and
aid in pinpointing painful areas. Cli-
nicians should visually inspect the
external genitals, evaluating for atro-
phy, discoloration, erythema, lesions,
or trauma (Figure 1*°). For patients
reporting focal pain, clinicians should
localize the pain by using a small cot-
ton swab to systematically press on
the external genital tissue, including
the hymen.
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TABLE 1

Causes of Dyspareunia

Diagnosis Entry ordeep  Historical clues

Vulva and vagina

Dermatologic diseases (e.g.,  Entry Burning, dryness, pruritus

lichen sclerosus, lichen pla-

nus, contact dermatitis)™*

Inadequate lubrication?*4 Both Dryness; history of diabetes mellitus;
history of chemotherapy or use of
progestogens, aromatase inhibitors,
tamoxifen, or gonadotropin-releasing
hormone agonists

Pelvic floor dysfunction®!>t¢  Both Difficulty evacuating stool or emptying
bladder; aching after intercourse; pain in
lower back, thighs, or groin

Vaginal atrophy*? Both Burning, dryness

Vaginismus'’ Entry Difficulty achieving penetration; possi-
ble history of anxiety, sexual abuse or
trauma, or other causes of painful pen-
etration; sometimes no prior risk factors
are present

Vaginitis? Both Discharge, burning, or odor

Vulvodynial-1118 Entry Chronic burning, tearing, aching, or
stabbing vulvar pain of at least three
months’ duration

Bladder

Interstitial cystitis'® Deep Urinary urgency, frequency, and nocturia

Uterus and adnexa

Ovarian masses? Deep Lateralized pain with intercourse

Uterine retroversion®® Deep Pain may be related to sexual position;
may be associated with endometriosis

Pelvis

Adhesions or chronic pelvic ~ Deep May have lateralized, sharp pain; history

inflammatory disease? of pelvic inflammatory disease or pelvic
surgery

Endometriosis? Deep Family history; dysmenorrhea common

Information from references 1, 2, and 10-19
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Examination findings
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Additional testing

Treatment options

Visible skin changes (depen-
dent on condition)

Vulva may be normal or
appear dry

Painful vaginal muscles just
inside of the hymen during
single-digit examination

Tissue may appear pale and
dry (although may appear
normal in early menopause)

Involuntary contraction of
pelvic floor muscles with
attempted insertion of finger
or small speculum

Vaginal discharge

Vulva may be visually normal
or may have focal areas

of erythema around the
vestibule and hymen that are
painful, as elicited by a cotton
swab

Pain with palpation of blad-
der base

Pain with adnexal palpation

Retroverted uterus, may be
painful when moved cephalad

Possible fixation of pel-
vic organs on bimanual
examination

Generalized pelvic tender-
ness; nodularity may be
noted in cul-de-sac during
rectovaginal examination
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Biopsy may be necessary to confirm
diagnosis

Usually unnecessary

Usually unnecessary

Usually unnecessary

Identify psychosocial factors, such as
sexual abuse or anxiety

pH testing, microscopy, polymerase chain
reaction swab as indicated

Assess for comorbidities, such as depres-
sion, anxiety, a history of childhood sexual
or physical abuse, fibromyalgia, irritable
bowel syndrome, interstitial cystitis,
musculoskeletal disorders, or pelvic floor
muscle dysfunction; as indicated, rule out
other etiologies (e.g., testing for vaginitis)

Interstitial cystitis questionnaire; bladder
instillation; cystoscopy

Transvaginal ultrasonography

Usually unnecessary; transvaginal ultraso-
nography helpful to rule out myomas

Pelvic imaging to rule out other diagnoses

Generally unnecessary; laparoscopy if
diagnosis uncertain or patient desires

www.aafp.org/afp

Usually topical steroids; depends on diagnosis

Discontinuation of causative medication if possible; use of
vaginal moisturizers or lubricants

Pelvic floor physical therapy, gabapentin (Neurontin),
trigger point injections with local anesthetics or onabotu-
linumtoxinA (Botox), neuromodulation

Vaginal moisturizers or lubricants, topical estrogen,
ospemifene (Osphena), prasterone (Intrarosa)

Multidisciplinary approach includes cognitive behav-
ior therapy, psychotherapy, relationship and sexual
counseling, lubricants, sequential vaginal dilators, and
onabotulinumtoxinA injection

Antibiotic or antifungal therapy according to diagnosis

Patient education about vulvar hygiene and using cotton
underwear and pads, 2% lidocaine jelly or ointment applied
by cotton ball placed on vulva at bedtime, amitriptyline, oral
or compounded vaginal gabapentin, compounded vaginal
muscle relaxants, estrogen, selective serotonin or norepi-
nephrine reuptake inhibitors, pelvic floor physical therapy,
cognitive behavior therapy, amitriptyline, surgical excision

Dietary modification; antispasmodics; cimetidine (Tag-
amet); amitriptyline

Observation or laparoscopy as indicated

Modify sexual positions; vaginal pessary; hysterectomy

Nonopioid analgesics; laparoscopic adhesiolysis

Nonopioid analgesics, combined oral contraceptives, pro-
gestogens, levonorgestrel-releasing intrauterine system
(Mirena), elagolix (Orilissa), laparoscopic excision
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Next, the clinician should palpate the vagina begin-
ning with a lubricated single digit, assessing for a narrow
introitus or pain with palpation of the pelvic floor'® (Figure
2%). Palpating slowly through 360 degrees will allow the
clinician to evaluate the pelvic floor muscles (levator ani,
obturator internus, and piriformis) to determine whether
tension or pain occurs (unilaterally or bilaterally) and to
assess for pain from the urethra, bladder base, and cervix.?

If tolerated, some clinicians may find it easier to insert
a second finger for the remainder of the examination.
While the patient relaxes the abdominal muscles, the cli-
nician gently elevates the cervix to palpate the uterus (if
present) and each adnexa. Uterine prolapse or retroversion
may cause pain when the uterus is gently moved cephalad.
Women with deep dyspareunia, particularly those with rec-
tal pain or dyschezia, may have rectovaginal or uterosacral
nodularity that is palpable during rectovaginal examina-
tion. If indicated by history or examination findings, the

clinician should perform a speculum examination to assess
for vaginitis and order cervical cytology testing to screen
for sexually transmitted infections.

Differential Diagnosis

Many conditions can cause dyspareunia. Combining the
patient’s history with physical examination findings will
help elicit the cause, which may be multifactorial. Table 1
summarizes the causes of dyspareunia.>>!**

INADEQUATE LUBRICATION AND VAGINAL ATROPHY
Friction occurring during penetrative sex can cause trauma
to the vulvar and vaginal epithelium and subsequent pain.
Several conditions can cause inadequate lubrication, includ-
ing premature ovarian failure, bilateral oophorectomy,
menopause, pituitary tumors, postpartum status (including
breastfeeding), diabetes mellitus, chemotherapy, and radi-
ation therapy.'*"* Medications associated with vaginal dry-
ness include gonadotropin-releasing

4 FIGURE 1
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N hormone agonists, selective estrogen
receptor modulators, tamoxifen, aro-
matase inhibitors, progestogens, and
danazol.”?

Treatment of inadequate lubrication
includes the use of vaginal lubricants
or moisturizers." Vaginal moisturizers
are applied several times per week to
hydrate the vaginal mucosa and com-
pare favorably to vaginal estrogen for

o,zﬁnirgs otf S Erternalurethral reducing dryness, whereas lubricants

paraurethral ducts openin : :

(Skeneedliers) / ReOing are used only during intercourse.
Opening of Water- and silicone-based lubricants

can be used with condoms. Some
patients may prefer coconut, olive, or
vegetable oils, but these cannot be used
with condoms."

Genitourinary syndrome of meno-
pause, a recent term that encompasses
vulvovaginal atrophy, dryness, and
other effects of diminished estrogen,
affects up to 50% of women during
menopause and can cause dyspareu-
nia.'” Although genitourinary syn-
drome of menopause is common, about

360 degrees, noting any focal areas of erythema or pain.

2012 © Jordan Mastrodonato

Am Fam Physician. 2014,90(7).468.

-

External female genitalia. Clinicians should examine the external genitalia
visually and with a cotton swab, pressing on the vestibule sequentially in

Reprinted with permission from Seehusen DA, Baird DC, Bode DV. Dyspareunia in women

25% of patients with symptoms seek
care, perhaps from embarrassment or
because they believe such symptoms
are a normal part of aging.?! Because
vulvar tissue may appear normal in
early menopause, treatment should be
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Vaginal lubricants and moisturizers may provide tem-
porary relief for patients with genitourinary syndrome of
menopause. Vaginal estrogen is the most effective therapy for
symptomatic women.”? Both systemic and vaginal estrogen
are effective, but vaginal therapy has less systemic absorption
and provides faster relief.!> A Cochrane review found that
vaginal creams, rings, and tablets all have similar effective-
ness for treating genitourinary syndrome of menopause.*

Women with a history of breast cancer or who prefer
nonestrogen treatment options for moderate to severe dys-
pareunia due to genitourinary syndrome of menopause
may benefit from ospemifene (Osphena) or prasterone
(Intrarosa). Ospemifene is an oral selective estrogen receptor
modulator effective for treating menopausal dyspareunia.®

Ospemifene is contraindicated in patients at risk of throm-
boembolism."? Prasterone is a vaginal dehydroepiandroste-
rone formulation shown to increase epithelial thickness and
to decrease pain with intercourse.**

According to Goodrx.com, Osphena costs $223, and
Intrarosa costs $207 for a one-month supply; neither drug
is available as a generic. A 30-day estradiol insert (Femring)
costs $50 for generic and $600 for the brand. A 30-day sup-
ply of estradiol tablets (Vagifem) costs $50 for generic and
$185 for the brand, and one tube of estradiol vaginal cream
(Estrace) costs $50 for generic and $365 for the brand.

Vaginal laser therapy to increase vaginal epithelial
thickness and decrease dyspareunia is a newer therapy for
genitourinary syndrome of menopause. A randomized pro-

spective comparison of fractionated

FIGURE 2
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N\ carbon-dioxidelaser therapy and estro-
gen cream found nonstatistically signif-
icant improvements in genitourinary
syndrome of menopause symptoms and
sexual function at six months with both
treatment options. About 70% to 80%
of women reported that they were sat-
isfied with either treatment.?® Although
this study found that no serious adverse
events occurred with laser therapy, the
U.S. Food and Drug Administration
issued a statement cautioning that it
has not approved any energy-based
devices for vaginal relaxation or the
treatment of vulvovaginal atrophy and
that such treatment may cause dyspa-
reunia, scarring, and burns.?”” Further,
the American College of Obstetricians
and Gynecologists concludes that more
data are needed to evaluate the safety,
effectiveness, adverse events, and long-
term outcomes of laser therapy for
treating genitourinary syndrome of
menopause.*

PELVIC FLOOR DYSFUNCTION

examination.

2012 © Jordan Mastrodonato

Am Fam Physician. 2014,90(7):468.

-

Single-finger examination for the evaluation of dyspareunia. Insert one
lubricated finger into the vagina and gently palpate through 360 degrees,
assessing for pelvic floor muscle pain, uterine retroversion, tenderness
with uterine manipulation, bladder base tenderness, and pelvic masses.
Patients with involuntary muscle spasm (vaginismus) may not tolerate the

Reprinted with permission from Seehusen DA, Baird DC, Bode DV. Dyspareunia in women

Pelvic floor muscle dysfunction may
cause pain with vaginal insertion or
during intercourse and may cause uri-
nary dysfunction and defecatory and
pelvic pain.”” To assess the pelvic floor
anatomy and function, the clinician
should first ask the patient to contract
the pelvic floor muscles, which should
lift the perineum.”” Muscle tenderness

May 15, 2021 * Volume 103, Number 10

www.aafp.org/afp

/s assessed by inserting a lubricated

American Family Physician 601



finger into the introitus and pressing
against the pelvic floor by rotating the
finger 360 degrees'® (Figure 2*°). Pelvic
floor physical therapy should be con-
sidered when appropriate, preferably
with someone specialized in treating
pelvic floor disorders.”® Other treat-
ments that are used instead of, or in
conjunction with, physical therapy
include neuropathic pain modula-
tors, such as gabapentin (Neurontin);
trigger point injections with local
anesthetics or onabotulinumtoxinA
(Botox); and neuromodulation of the

DYSPAREUNIA

Clinical recommendation

Comments

Tenderness of the vaginal muscles during single-digit
examination may indicate pelvic floor dysfunction.®

Clinicians should assess patients with vulvodynia for
associated conditions, such as depression, anxiety,
history of childhood sexual or physical abuse, fibro-
myalgia, irritable bowel syndrome, and pelvic floor
muscle dysfunction.'?

Vaginal estrogen tablets, creams, and rings are all
similarly effective treatments for dyspareunia that

Systematic
review

Expert consen-
sus and narrative
reviews

Cochrane
review

posterior tibial, pudendal, or sacral
nerves using nerve stimulators.>!>?

Treatment options for vulvodynia include avoiding Cc
vulvar irritants, using cotton underwear and pads,

topical analgesics, estrogen, compounded or oral

gabapentin, compounded muscle relaxants, amitrip-

tyline, selective serotonin or norepinephrine reuptake
inhibitors, pelvic floor physical therapy, cognitive

behavior therapy, and surgical excision 2118

VULVODYNIA

Vulvodynia is defined as chronic
genital pain of at least three months’
duration that has no known etiology.
The pain can be provoked (triggered by
touch, such as inserting a tampon or
attempted sexual intercourse), unpro-
voked (occurring without touch), or
mixed.?”” Vulvodynia is further catego-
rized as generalized (pain affecting the
entire vulva) or localized (pain specific to the vestibule and
introitus, formerly known as vulvar vestibulitis).*>*° Vulvo-
dynia is common, with a lifetime prevalence of 10% to 28%
in reproductive-aged women.”

Women with vulvodynia may report burning, tearing,
aching, or stabbing pain." Pruritis is uncommon with this
condition and should suggest another diagnosis."! Vul-
vodynia is associated with several comorbidities, such as
fibromyalgia, irritable bowel syndrome, interstitial cystitis,
and pelvic floor muscle dysfunction; psychosocial factors
include depression, anxiety, and a history of childhood
sexual or physical abuse.*® Clinicians should assess for and
treat these comorbid conditions when managing patients
with vulvodynia.">!"

Patients with provoked vulvodynia may have erythema
and localized tenderness adjacent to the hymen, usually on
the posterior vestibule, that are best identified with sequen-
tial pressure from a cotton swab. Documenting the location
with reference to the “clock face” may assist with future
examinations to determine whether therapy is successful.
Cultures, biopsy, or microscopy can be performed as indi-
cated to rule out other causes of vulvar pain (e.g., candidal
or bacterial infections; dermatologic conditions, such as
lichen sclerosus, lichen planus, or contact dermatitis).

602 American Family Physician

www.aafp.org/afp

is due to genitourinary syndrome of menopause
(vaginal atrophy).??

Clinical practice
guidelines based
on consensus

A = consistent, good-quality patient-oriented evidence; B = inconsistent or limited-quality
patient-oriented evidence; C = consensus, disease-oriented evidence, usual practice, expert
opinion, or case series. For information about the SORT evidence rating system, go to https://
www.aafp.org/afpsort.

Because vulvodynia is a multifactorial disorder, treat-
ment will likely require a multidisciplinary team approach.?
Many treatment options have been reported, although often
without significant supporting evidence.* Patients may ben-
efit from education about vulvar hygiene, such as avoidance
of harsh detergents or perfumed vulvar products, washing
with only soap and water, wearing 100% cotton underwear,
and using cotton menstrual pads.'® Medical treatment
options include topical agents, such as 2% lidocaine jelly
or ointment applied by cotton ball at bedtime, estrogen,
compounded gabapentin, and compounded vaginal muscle
relaxants. Pelvic floor physical therapy; cognitive behavior
therapy; onabotulinumtoxinA pelvic floor injections; and
oral medications, including amitriptyline, gabapentin, or
selective serotonin or norepinephrine reuptake inhibitors,
may also be helpful.**" If medical treatment is unsuccess-
tul for patients with provoked vulvodynia, surgical excision
(e.g., modified vestibulectomy) is an option.?

POSTPARTUM DYSPAREUNIA

Postpartum sexual dysfunction, including dyspareunia,
is common. Among women who have had their first vag-
inal delivery, approximately 40% report painful sex three
months postpartum and 20% at six months postpartum.*

Volume 103, Number 10 * May 15, 2021
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Breastfeeding can cause vaginal dryness and pain with pen-
etration because of diminished estrogen."* Vacuum-assisted
delivery, forceps delivery, and perineal lacerations are
associated with prolonged dyspareunia, lasting at least six
months after delivery.”? Few women discuss postpartum
sexual dysfunction with their maternity care clinician.
Clinicians should question all postpartum patients about
sexual function. A validated screening questionnaire,
such as the Female Sexual Function Index (https:/www.
fsfiquestionnaire.com), may be used.*

If the examination rules out painful perineal scarring,
granulation tissue, pelvic floor muscle tenderness, lacera-
tion breakdown, or infection, use of lubricants during sexual
activity may alleviate pain. Women with poorly healed lacer-
ations and significant anatomic distortion may benefit more
from surgical repair than pelvic floor physical therapy.**

VAGINISMUS
Vaginismus (involuntary contraction of the pelvic floor
muscles with attempted vaginal penetration) is now
combined with dyspareunia into the term genito-pelvic
pain/penetration disorder.”® Vaginismus leads to fear or
anxiety about penetration, causing pelvic floor muscle con-
striction, which is distinct from causes of entry dyspareunia,
such as infections, vulvodynia, or pelvic floor dysfunction.”
Primary vaginismus occurs in patients who have never had
painless penetration, whereas secondary vaginismus occurs
when the patient previously had painless penetration but
now reports pain.*® Although vaginismus may be associated
with anxiety, fear, traumatic sexual experiences, or medi-
cal conditions that cause painful penetration, some patients
with vaginismus do not have any antecedent risk factors."”
Successful multidisciplinary treatment of vaginismus may
include cognitive behavior therapy, psychotherapy, relation-
ship and sexual counseling, vaginal lubricants, sequential
vaginal dilators, and onabotulinumtoxinA injection.”

This article updates a previous article on this topic by Seehusen,
et al,,?® and Heim.*”

Data Sources: A PubMed search was completed in Clinical
Queries using the key terms dyspareunia, vaginismus, vulvar
vestibulitis, pelvic floor disorders, sexual pain, vulvodynia, and
vestibulodynia. The search included meta-analyses, randomized
controlled trials, systematic reviews, clinical trials, and reviews.
Also searched were Ovid, Clinical Key, UpToDate, Cochrane
Library, Web of Science, Agency for Healthcare Research and
Quality evidence reports, and Essential Evidence Plus. Search
dates: February 1, 2020, and January 23, 2021.

The Authors

D. ASHLEY HILL, MD, is chair of the Department of Obstet-
rics and Gynecology at the AdventHealth Graduate Medical

May 15, 2021 * Volume 103, Number 10

www.aafp.org/afp

Education Program, Orlando, Fla.; a professor of obstetrics
and gynecology at the University of Central Florida College
of Medicine, Orlando; and medical director of AdventHealth
Obstetrics and Gynecology, Central Florida Division, Orlando.

CHANTEL A. TAYLOR, MD, is a fellow in the Women's Health
Junior Faculty fellowship at AdventHealth Orlando Family
Medicine Residency.

Address correspondence to D. Ashley Hill, MD, 235 East
Princeton St., Ste. 200, Orlando, FL 32804 (email: Ashley.Hill.
MD@AdventHealth.com). Reprints are not available from the
authors.

References

1. Sorensen J, Bautista KE, Lamvu G, et al. Evaluation and treatment of
female sexual pain: a clinical review. Cureus. 2018;10(3):e2379

2. Oshinowo A, lonescu A, Anim TE, et al. Dyspareunia and vulvodynia.
In: Valovska AT, ed. Pelvic Pain Management. Oxford University Press;
2016:44-57.

3. Landry T, Bergeron S. How young does vulvo-vaginal pain begin? Prev-
alence and characteristics of dyspareunia in adolescents. J Sex Med.
2009;6(4):927-935

4. De Graaff AA, Van Lankveld J, Smits LJ, et al. Dyspareunia and depres-
sive symptoms are associated with impaired sexual functioning in
women with endometriosis, whereas sexual functioning in their male
partners is not affected. Hum Reprod. 2016;31(11):2577-2586.

5. Braksmajer A. Struggles for medical legitimacy among women expe-
riencing sexual pain: a qualitative study. Women Health. 2018;58(4):
419-433.

6. Latthe P, Mignini L, Gray R, et al. Factors predisposing women to chronic

pelvic pain: systematic review. BMJ. 2006;332(7544):749-755.
. Laumann EQO, Paik A, Rosen RC. Sexual dysfunction in the United States:
prevalence and predictors [published correction appears in JAMA.
1999;281(13):1174]. JAMA. 1999;281(6):537-544.
8. Savoy M, O'Gurek D, Brown-James A. Sexual health history: techniques
and tips. Am Fam Physician. 2020;101(5):286-293. Accessed December
9, 2020. https://www.aafp.org/afp/2020/0301/p286.html

9. Goldstein AT, Pukall CF, Brown C, et al. Vulvodynia: assessment and
treatment. J Sex Med. 2016;13(4):572-590.

10. Fauconnier A, Dubuisson J-B, Foulot H, et al. Mobile uterine retrover-
sion is associated with dyspareunia and dysmenorrhea in an unselected
population of women. Eur J Obstet Gynecol Reprod Biol. 2006;127(2):
252-256.

11. Edwards L. Vulvodynia. Clin Obstet Gynecol. 2015;58(1):143-152.

12. Gandhi J, Chen A, Dagur G, et al. Genitourinary syndrome of meno-
pause: an overview of clinical manifestations, pathophysiology,
etiology, evaluation, and management. Am J Obstet Gynecol. 2016;
215(6):704-711.

13. Muniyappa R, Norton M, Dunn ME, et al. Diabetes and female sexual
dysfunction: moving beyond "benign neglect.” Curr Diab Rep. 2005;
5(3):230-236

14. American College of Obstetricians and Gynecologists’ Committee on
Practice Bulletins—Gynecology. Female sexual dysfunction: ACOG
practice bulletin clinical management guidelines for obstetrician gyne-
cologists, number 213. Obstet Gynecol. 2019;134(1).el-e18.

15. Faubion SS, Shuster LT, Bharucha AE. Recognition and management
of nonrelaxing pelvic floor dysfunction. Mayo Clin Proc. 2012;87(2):
187-193.

16. Meister MR, Shivakumar N, Sutcliffe S, et al. Physical examination tech-
niques for the assessment of pelvic floor myofascial pain: a systematic
review. Am J Obstet Gynecol. 2018;219(5):497.e1-497.e13.

~

American Family Physician 603



N

7

18.

19.

20.

21.
22.

23.

24.

25.

26.

27.

604 American Family Physician

DYSPAREUNIA

. Pacik PT, Geletta S. Vaginismus treatment: clinical trials follow up 241
patients. Sex Med. 2017;5(2):e114-e123.

Haefner HK, Collins ME, Davis GD, et al. The vulvodynia guideline. J Low
Genit Tract Dis. 2005;9(1):40-51.

Han E, Nguyen L, Sirls L, et al. Current best practice management of
interstitial cystitis/bladder pain syndrome. Ther Adv Urol. 2018;10(7):
197-211.

Seehusen DA, Baird DC, Bode DV. Dyspareunia in women. Am fam
Physician. 2014;90(7):465-470. Accessed December 9, 2020. https://
www.aafp.org/afp/2014/1001/p465.html

Palacios S. Managing urogenital atrophy. Maturitas. 2009;63(4):315-318.
Lethaby A, Ayeleke RO, Roberts H. Local oestrogen for vaginal atro-
phy in postmenopausal women. Cochrane Database Syst Rev. 2016;(8):
CD001500.

Constantine G, Graham S, Portman DJ, et al. Female sexual function
improved with ospemifene in postmenopausal women with vulvar
and vaginal atrophy: results of a randomized, placebo-controlled trial.
Climacteric. 2015;18(2):226-232.

Labrie F, Archer DF, Koltun W, et al.; VVA Prasterone Research Group.
Efficacy of intravaginal dehydroepiandrosterone (DHEA) on moderate
to severe dyspareunia and vaginal dryness, symptoms of vulvovaginal
atrophy, and of the genitourinary syndrome of menopause. Menopause.
2018;25(11):1339-1353.

GoodRx. Accessed January 23, 2021 [zip code 66202]. https://www.
goodrx.com

Paraiso MFR, Ferrando CA, Sokol ER, et al. A randomized clinical trial
comparing vaginal laser therapy to vaginal estrogen therapy in women
with genitourinary syndrome of menopause: the VelLVET Trial. Meno-
pause. 2020;27(1):50-56.

U.S. Food and Drug Administration. FDA warns against use of energy-
based devices to perform vaginal ‘rejuvenation” or vaginal cosmetic
procedures: FDA safety communication. Updated November 20, 2018.
Accessed January 23, 2021. https://www.fda.gov/medical-devices/
safety-communications/fda-warns-against-use-energy-based-
devices-perform-vaginal-rejuvenation-or-vaginal-cosmetic

29.

30.
31

32.

33.

34.

35.
36.

37.

www.aafp.org/afp

Lamvu G, Carrillo J, Witzeman K, et al. Musculoskeletal considerations
in female patients with chronic pelvic pain. Semin Reprod Med. 2018;
36(2):107-115.

Bornstein J, Goldstein AT, Stockdale CK, et al.; Consensus Vulvar Pain
Terminology Committee of the International Society for the Study of
Vulvovaginal Disease (ISSVD), the International Society for the Study
of Women's Sexual Health (ISSWSH), and the International Pelvic Pain
Society (IPPS). 2015 ISSVD, ISSWSH and IPPS consensus terminology
and classification of persistent vulvar pain and vulvodynia. Obstet Gyne-
col. 2016;127(4):745-751.

Pukall CF, Goldstein AT, Bergeron S, et al. Vulvodynia: definition, prev-
alence, impact, and pathophysiological factors. J Sex Med. 2016;13(3):
291-304.

Andrews JC. Vulvodynia interventions—systematic review and evidence
grading. Obstet Gynecol Surv. 2011;66(5):299-315.

Signorello LB, Harlow BL, Chekos AK, et al. Postpartum sexual function-
ing and its relationship to perineal trauma: a retrospective cohort study
of primiparous women. Am J Obstet Gynecol. 2001;184(5):881-888,
discussion 888-890.

Leeman LM, Rogers RG. Sex after childbirth: postpartum sexual func-
tion. Obstet Gynecol. 2012;119(3):647-655.

Bergman I, Westergren Sdderberg M, Ek M. Perineorrhaphy compared
with pelvic floor muscle therapy in women with late consequences of
a poorly healed second-degree perineal tear: a randomized controlled
trial. Obstet Gynecol. 2020;135(2):341-351.

Diagnostic and Statistical Manual of Mental Disorders. 5th ed. American
Psychiatric Association; 2014.

Crowley T, Goldmeier D, Hiller J. Diagnosing and managing vaginis-
mus. BMJ. 2009;338:b2284.

Heim LJ. Evaluation and differential diagnosis of dyspareunia. Am Fam
Physician. 2001;63(8):1535-1544. Accessed January 23, 2021. https://
www.aafp.org/afp/2001/0415/p1535.html

Volume 103, Number 10 * May 15, 2021



	_Hlk46846933

