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Abstract Vulvodynia, the experience of an idiopathic pain in
the form of burning, soreness, or throbbing in the vulval area, affects
around 4-16% of the population. The current review used system-
atic search strategies and meta-ethnography as a means of identi-
fying, analyzing, and synthesizing the existing literature pertain-
ing to women’s subjective experiences of living with vulvodynia.
Four key concepts were identified: (1) Social Constructions: Sex,
Women, and Femininity: Women experienced negative conse-
quences of social narratives around womanhood, sexuality, and
femininity, including the prioritization of penetrative sex, the belief
that it is the role of women to provide sex for men, and media por-
trayals of sex as easy and natural. (2) Seeking Help: Women expe-
rienced the healthcare system as dismissive, sometimes being pre-
scribed treatments that exacerbated the experience of pain. (3) Psy-
chological and Relational Impact of Vulvodynia: Women experi-
enced feeling shame and guilt, which in turn led to the experience of
psychological distress, low mood, anxiety, and low self-esteem.
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Moreover, women reported feeling silenced which in turn affected
their heterosexual relationships and their peer relationships by feel-
ing social isolated. (4) A Way Forward: Women found changing
narratives, as well as group and individual multidisciplinary
approaches, helpful in managing vulvodynia. The findings of
the review conclude that interventions at the individual level,
as well as interventions aimed at equipping women to challenge
social narratives, may be helpful for the psychological well-being
of women with vulvodynia.

Keywords Vulvodynia - Vulval/Vulvar pain -
Meta-ethnography

Introduction

Vulval pain is the experience of pain in the form of burning,
soreness, or throbbing in the vulval area (Nunns & Murphy,
2012). It has been classified by the International Society for
the Study of Vulvovaginal Diseases into two categories, namely
pain caused by specific, identifiable, and underlying disorders and
idiopathic pain in the absence of identifiable underlying disease
(Harlow & Stewart, 2003). The term vulvodynia refers to the latter
classification and is the focus of this review.

Quantitative research demonstrates that vulvodynia is very
common, affecting 25% of all women at some point in their life-
time and around 8% of women at any one time (Reed et al., 2012),
with other estimates of prevalence varying from 4 to 16% (Epp-
steiner, Boardman, & Stockdale, 2014). It affects women of any
age (Nunns & Murphy, 2012), with rate of the first onset greatest
before the age of 25 (Harlow et al., 2014). Prevalence is similar for
African-American women and white women; however, Hispanic
women are around 1.4 times more likely to experience vulvodynia
(Harlow et al.,2014). The reasons for this are unknown. Despite the
relatively high prevalence, little is known about the underlying eti-
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ology, with several causative factors likely, including (but not lim-
ited to) embryology, neuropathic pain, and infection, which may all
contribute to the experience of pain differently for different women
(forareview, see Eppsteiner et al.,2014). Furthermore, quantitative
research examining the possible causative experience of a history of
sexual abuse produces inconsistent findings, making firm conclu-
sions difficult to draw (Reed et al., 2000).

Obtaining a diagnosis of vulvodynia is often time-consuming
and difficult, most likely due to diagnostic complexity plus alack of
awareness among healthcare professionals (Toeima & Nieto,
2011). Treatment has tended to have a biomedical focus based
upon expert opinion, clinical experience, and observational stud-
ies, as very few randomized control trials exist (Ayling & Ussher,
2008). Treatment includes skin care guidance, topical and oral med-
ications, surgery, physiotherapy, and psychotherapy, with a multi-
disciplinary approach often needed for successful treatment (Epp-
steiner et al., 2014). Quantitative research into the physical
experience of vulvodynia demonstrates numerous impacts,
including experiences of discomfort and/or severe pain, imping-
ing on a variety of activities such as using tampons, engaging in
penetrative vaginal sex, wearing tight clothing, practicing sports,
or even everyday activities such as sitting, walking, or sleeping
(Ponte, Klemperer, Sahay, & Chren, 2009; Reed, 2006). Fur-
thermore, quantitative research into the experience of pain demon-
strates how vulvodynia also impacts psychosocial functioning,
with women who experience vulvodynia suffering from increased
rates of anxiety, depression, sexual dissatisfaction, and reduced
self-esteem (Gates & Galask, 2001).

While clearly contributing to our understanding of vulvo-
dynia, the research into women’s experiences of vulvodynia out-
lined above is quantitative in nature, with some studies suffering
methodological limitations such as lack of control groups, or
vague inclusion/exclusion criteria (Marriott & Thompson, 2008).
Moreover, quantitative methodology, by its nature, requires con-
verting social phenomena to numerical values in order to carry out
statistical analysis. Qualitative methodology, on the other hand,
aims to explore, describe, and interpret the personal and social
experiences of participants (Smith, 2007), offering broader insights
into how women may experience vulvodynia. The current review
therefore aims to summarize the qualitative literature pertaining to
women’s experiences of vulvodynia.

However, before reviewing this qualitative literature, it is help-
ful to provide a brief overview of the broader feminist literature
pertaining to women’s sexuality and the medicalization of women’s
bodies, in order to provide a contextual backdrop to the experiences
that women with vulvodynia likely face, given the nature of their
pain and the nature of the medical environment in which they find
themselves.

There are several key areas which would be useful to visit
here, including: the coital imperative, phallocentrism, and patri-
archal ideologies (Du Plessis, 2015; Exner, Dworkin, Hoffman,
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& Ehrhardt, 2003; McPhillips, Braun, & Gavey, 2001), the
hydraulic male sex drive assumption (explained below) (Gavey,
McPhillips, & Doherty,2001; Vitellone, 2000), the negating
medical profession, and the medicalization of women’s bodies
(Marken, 1996; Tiefer, 2001).

The “coital imperative” is the notion that “real” sex equals
penetration of the vagina by the penis (coitus) and it places this
particular sexual act as central to “normal” heterosex (Jackson,
1984; McPhillips et al., 2001). “Phallocentrism” and “patriarchal
ideologies” in this area have been defined in feminist sexology
research as, respectively, viewing penile erections as the essence
of male sexuality and satisfaction, and the expectation of female
submission to provide pleasure and meet the sexual as well as the
emotional needs of men (Du Plessis, 2015). Feminist sexology
research provides examples of how each of these factors can impact
upon women’s experience of sexuality, often in a limiting way. For
example, while reviewing sexology literature into HIV and AIDS
prevention, Exner et al. (2003) highlighted several detrimental narra-
tives surrounding sex, including men as sexual initiators and orches-
trators (Byers, 1996) and a universal sexual double standard that
gives men greater sexual freedom and rights of sexual determi-
nation than women (Blanc, 2001), both of which contribute to
prohibiting women from owning their own sexuality and assert-
ing their own needs or desires (Segal, 1994). Moreover, feminist
sexology research has begun to examine the way in which the
media have replaced traditional regulators of sexual practice (his-
torically religious leaders) as the authority on normal sexual prac-
tice (Du Plessis, 2015). Specifically, Du Plessis, using discourse
analysis, concluded in an examination of media outlets that the
media are still underpinned by patriarchal notions of male sex-
uality which limit both male and female sexuality to predefined
gender relation such as the penis as an icon of sexual pleasure
for both men and women; “real” sex equals penile—vaginal pen-
etration and anything other than this is “foreplay” and therefore
of secondary importance; men have a“need”for sex thatis biolog-
ical and innate and women are obliged to satisfy it, which all restrict
women’s sexuality to a framework that is inflexible and limited in
possibilities.

The hegemonic heterosexual male sex drive is presented as
aninnate need for penetrative sex, something to be satiated by
women and prioritized over their own pleasure, as well as being
“non-negotiable, spontaneous and uninterruptible” (Vitellone,
2000, p. 156). Research into the promotion of safer sex has explored
how the condom is seen as feminizing as its use by men represents a
demonstration of a degree of control over sexual behavior that is in
conflict with the idea of the male sex drive as an innate, unin-
terruptible, and powerful hydraulic force (Vitellone, 2000). Sim-
ilarly, campaigns such as the “If it’s not on, it’s not on” slogan
portray an underlying assumption that women must take respon-
sibility for condom use (i.e., that “it’s on”), reconstituting the
ideology of male (hetero)sexuality as an uninterruptible, hydraulic
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instinct which must be satisfied (Gavey et al., 2001; Vitellone,
2000). As such, narratives of masculine identity that go unchal-
lenged prevent both condom use and non-penetrative sexual activ-
ities, leaving little room for sexual satisfaction to be gained from
anything other than coitus for both men and women limiting men
and women’s experiences when it comes to sex and pleasure.

Feminist sexology researchers argue that much research into
sexuality is rooted in male perspectives and understandings
(Amaro, Rai, & Reed, 2001; Exner et al., 2003), therefore, often
negating women’s experiences and their needs. This arguably
has translated into clinical practice, with the literature suggest-
ing that doctors may perceive female patients as “inherently
dependent”and “lacking incommonsense,”a view thatrational-
izes “paternalistic attitudes and advice” (Gannon, 1998, p. 295).
Similarresearch highlights a male bias in medicine, whereby the
unchanging male body that maintains a state of equilibrium and
stability is seen as “normal,” while the constantly changing female
body (through menstruation, pregnancy and menopause) is seen
as pathological (Marken, 1996). Prior to the medicalization of
women’s bodies, women’s complaints were often explained
away as being “all in their heads,” insanity or hysteria (Marken,
1996; Tasca, Rapetti, Carta, & Fadda, 2012). The themes of the
medical profession viewing women through a paternalistic lens
and as pathological by nature, while ignoring social structures
that negatively impact upon women, should be borne in mind
when considering the experiences of women with vulvodynia.

In sum, previous feminist literature has already identified
several key areas that may be pertinent to women’s experiences
of vulvodynia including the coital imperative, the male hydraulic
sex drive, and phallocentrism. Quantitative research to date has
focused on the prevalence of vulvodynia, with estimates varying
from four to sixteen percent of women, and there is a lack of
understanding of the etiology of the disease, with several cau-
sative factorslikely (Eppsteineretal.,2014). Further, obtaining a
diagnosis of vulvodynia is time-consuming and difficult, partly
duetoalack of awareness in healthcare professionals (Toeima &
Nieto, 2011), and while a variety of treatment options have been
researched, evidence regarding effectiveness above and beyond
placebo is nominal, with individualized, multidisciplinary approa-
ches likely to be needed, along with future research into how these
can be most effectively developed (Eppsteiner et al., 2014).

Therefore, given the complexity and seeming necessity foran
individualized assessment and management of vulvodynia,
along with the need for further research into which multidisci-
plinary approaches are likely to be of benefit to women, the cur-
rentreview aimstodevelop abroaderunderstanding of women’s
experiences of vulvodynia by reviewing and analyzing the exist-
ing, yet sparse, qualitative literature regarding women’s expe-
riences of vulvodynia, thus developing an understanding of women’s
personal and social experiences of living with vulvodynia, using a
qualitative method of synthesis: meta-ethnography.

Method

The current review aimed to explore, analyze, and summarize the
experiences of women in relation to any aspect of living with vul-
vodynia, in order to further our understanding by answering the
question: Whatare women’s subjective experiences of living with
vulvodynia?

Search Methods and Inclusion Criteria

A systematic search strategy and meta-ethnography were employed
as a means of identifying and synthesizing all relevant literature.

The following online databases (and interfaces) were searched
on January 21, 2016, using developed search strategies synony-
mous with “vulva* pain” OR “vulvodynia” OR “vestibulodynia”
OR “vestibulitis” AND “interview*” OR “qualitative stud*” OR
“experience”: MEDLINE (Ovid); CINAHL plus (EBSCOhost);
Scopus (SciVerse); PsycINFO (EBSCOhost); and Social Sci-
ences Citation Index (SSCI; Thomson Reuters). Figure 1 outlines
an example search. Experts in the field were contacted to further
identify missing papers. References were hand searched, and lit-
erature referenced on the Vulval Pain Society website was examined
for possible inclusion. The inclusion criteria for papers were: uti-
lization of unstructured or semi-structured qualitative interviews
and qualitative analysis methods; exploration of the views of women
with a diagnosis of idiopathic vulval pain (vulvodynia, vestibu-
lodynia, vulvar/vulval vestibulitis); and obtainment of full text pub-
lished in English, in peer-reviewed journals. Figure 2 outlines the
stages of the search process.

Search Outcome

Table 1 details the included studies. A total of 227 papers were
identified, and all abstracts and titles screened for relevance, with
those not meeting the inclusion criteria excluded. Following the
initial screening, 34 papers remained and the full manuscripts of
these were obtained. The study inclusion/exclusion criteria were
applied to each remaining paper by author RS, and also indepen-
dently rated between a further three researchers RD, JE, and CT
(see Acknowledgments). Agreement was met between researchers
for the nine papers included in this literature review, from which
185 women were interviewed.

Quality Appraisal and Critique of Papers

No paper was excluded on the basis of the quality assessment,
so as not to limit the potential for new insights to be found.
However, the Critical Appraisal Skills Programme (CASP,
2014) tool for qualitative research was utilized in order to
structure critique of the papers included and to inform on the
strengths and limitations of any such insights. Table 2 pro-
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Fig.1 Example search terms

O 01N LN B~ W —

10 #5 AND #9
11 english.lg
12 #10 AND #11

Total papers found 175

vides an overview of the quality of each paper included in the
study. The nine papers identified relate to seven studies, with
papers by Buchan, Munday, Ravenhill, Wiggs, and Brooks (2007)
and Munday, Buchan, Ravenhill, Wiggs, and Brooks (2007)
reporting outcomes of one study, and papers by Sadownik,
Seal, and Brotto (2012a, b) reporting outcomes of another study.
Only three studies provided information pertaining to the episte-
mological standpoint of the authors (Ayling & Ussher, 2008; Kaler,
2006; Marriott & Thompson, 2008); the remaining authors failed to
adequately discuss this. All the studies constitute valuable research
and contribute to the existing knowledge.

Data Abstraction and Synthesis

Data were abstracted and synthesized using meta-ethnography
(Noblit & Hare, 1988), guided by a previously published worked
example (Britten et al., 2002). Meta-ethnography aims to produce
asynthesis that demonstrates how original studies includedina
given review are conceptually organized in relation to one another.
In essence, the key concepts (stand-out ideas, themes, and interpre-
tations within the original study) are treated as data. The key con-
cepts are analyzed to determine whether they are reciprocal across
studies (using reciprocal analysis: do they have similar concepts
that support one another?) or refutational (using refutational anal-
ysis: do they differ from and refute each other?). A table is con-
structed to facilitate this process (see Table 3). Finally, from this
process, a “line of argument”is developed which represents novel
third-order interpretations, thus, further contributing to the exist-
ing literature above and beyond the summation of the concepts
from the original papers.

Results

The demographic details of participants are outlined in Table 1. It
is of note that all studies had a majority Caucasian and heterosex-
ual sample; were conducted in “Western countries” (Canada,
U.S., Australia, and UK), which could be argued to have relatively
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SciVerse SCOPUS 1823 to January week 3 2016

TITLE-ABS-KEY vulvodynia

TITLE-ABS-KEY vulva* pain

(TITLE-ABS-KEY vulvar vestibulitis syndrome OR TITLE-ABS-KEY vestibulitis)
(TITLE-ABS-KEY provoked vestibulodynia OR TITLE-ABS-KEY vestibulodynia)
#1 OR #2 OR #3 OR #4

TITLE-ABS-KEY interview*

TITLE-ABS-KEY qualitative stud*

TITLE-ABS-KEY experience

#6 OR #7 OR #8

similar cultural, economic and political influences; and showed a
trend for women taking part to be “educated.”

The methods of analysis and aims of each study differed.
Ayling and Ussher (2008) and Kaler (2006) both used discursive
analysis, aiming to investigate the subject positions that women
take up in relation to their sexuality when coitus is painful, and to
understand more about the enmeshment of gender and (hetero)-
sexual practices, respectively. Similarly, Marriott and Thomp-
son (2008) used interpretative phenomenological analysis
to explore the meaning women make of their experiences with vul-
vodynia. In contrast to this, Johnson, Harwood, and Nguyen (2015)
used framework analysis to produce themes, while Brotto, Basson,
Carlson, and Zhu (2013), Buchan et al. (2007), Munday et al.
(2007), and Sadownik et al. (2012a, b) all used thematic/content
analysis in order to evaluate the experiences of women before and
after participating in various multidisciplinary group interven-
tions. It may therefore be expected that the findings of the papers
may differ due to the differing, albeit qualitative, methodologies.

Four key concepts were identified: (1) Societal Constructions:
Sex, Women, and Femininity, (2) Seeking Help, (3) Psycholog-
ical and Relational Impact of Vulvodynia and (4) A Way Forward.
The studies all related to one another through contribution to the
following key concepts.

Key Concept 1: Societal Constructions: Sex, Women,
and Femininity

This key concept refers to experiences that women described
in their interviews, which authors of the original papers identified
and labeled as constructions that were unhelpful to women experi-
encing vulvodynia. Within the concept, four sub-concepts were
identified:

Sub-concept 1: The Coital Imperative

The women discussed all acts of physical intimacy in
relation to the “coital imperative” (McPhillips et al., 2001;
Potts,2002), which posits that “real sex” equals coitus:
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CINAHL n=22
MEDLINE n =60
PsycINFO n =106
Scopus n=175
SSCI n=46
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No qualitative analysis
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Fig.2 Identification of papers flow diagram [Adapted From: Moher, Liberati, Tetzlaff, Altman and The PRISMA Group (2009).]

penetration of the vagina by the penis (Ayling &
Ussher, 2008, p. 298).

Six out of seven studies described a theme surrounding the
notion of the “coital imperative” (Ayling & Ussher, 2008; Buchan
etal.,2007; Johnson et al., 2015; Kaler, 2006; Marriott &

Thompson, 2008; Sadownik et al., 2012b). Women with vulvody-
nia across the studies held the view that sex was only “real,”
“proper,” or “normal” if it involved coitus (Ayling & Ussher,
2008; Kaler, 2006; Marriott & Thompson, 2008). These beliefs
impacted upon women who “grieved over their inability to engage

@ Springer



Arch Sex Behav (2018) 47:577-595

582

1oured
drew © pey APUALInD (%46)
81 oy Jo £ ‘sdiysuonefor
[enxaso1ajoy ur A[snoradxd
Jo Apuarmo axom sjuedronred 1y

BIUAPOA[NA

M JUu)SISU0d swoydwAs

pey | = u "(od£) Aue)

BIUAPOA[NA [}IM pasouSerp
AJ[euLIoy usaq pey L[ =u

(0¥—90) t¢

w—”~\

Q[3UIS ¢ = U {PIJIOAIP
1 = U ‘me[ UOWWOD
C=upaLew (O] =u

(sypuour oyz—9)
SYIUOW 47" GQ UBIIA

BIUApO[NQNSIA PAYOAOI]

(¥$—00) 1€

61 =u
weidoid erukpoana
Areurjdrosipnnu
e ur Sunedronred
Jo soouarradxa s uowom
BIUApONQqIISIA PAYOAOI]

o[3urs
1 = u ‘diysuoneyor
[enxasoraly / =u

(s1eak 1
—syjuowr )
SIBAA ¢ UBIIA

SOINQIISAA JEATNA

(y-81) LT

ured
[eANA (1M SUIAT]
Jo oouarradxo

UBIQSI[ © SB J[osIoy
paygnuaprt juedronred
QoM [ pue [enxasiq
SE SOA[OSWAY}
pagnuapt
syuedronred

QoM 7 PUB MITAIDUI

Iouled o[eu W)

-3uof & yim Surag

1O paLLIBW IOYIID

arom syuedronred
qom JO 9%€9

RIUAPOA[NA
AIepuod9s pue Arewtd
SOE-pIu 03 sO-prua
Kyofew oy YPim
£SOG-pIU 0 SUA) e
SUOTIORIUI Paseq
-qom papua-uado
0L = U SMIIAIUI
90BJ-01-00B] 07 = U

RIUAPOA[NA
paziferouad payoaoidun pey
0S[E QWOS puk BIUKPOA[NA

pazi[eoo] ‘payoaoid pey [y

(85—20) 9¢

@N”‘_\

JuowraSeuew

0 yoeoidde Areurjdrosrpnnux

© 0} osuodsoy ‘I]

»

‘(s1e9k 7"/ uoneInp
ueowr) pareued g =u

(s1e9K 97—7) paamboe
g =u ‘Suofeyij9g=u

erukponquso A
payoAolq

(89-12) O

yI=u

Apnys oAnjeyIfenb
V (QIAOYdIND
eIuApo[nqnsaA
payoaoxd

diysuonefar
[eNX3s013)aY Ul
u20q APUA0dI = Ju
¢(Suniqeyoos yorym
Jo ) paroured
Apuarmnd = gu

Kyirenxas pue
smeys diysuoneroy

Apsnoraaid
syyuow 9>
sisougeIp e pey
[[e ‘s1eak O[—¢ = pu (93uer)
‘s1eok G—g = ¢u  swoydwAs jo ypSuo]
BIUAPOATIA sasouserq
(I1v-81) LT oFe oferony
L=u azis ordureg
uuIoMm
[BNX3S01a19Y

ur BIUAPOA[NA

RIUAPOATNA (I ® [euosiadioyur ured 1eAnA JO 10] JUSUNEAT) 10 9ouatradxo
uswom Fuowe saousLadxs So0UaLIadX3 §,USWOM pue [RUOSIS  90USLIAAXA PaAI] Ay Juounean ojul LU0l AW T 1p10140yeq aanUS0o aAnoafqns
aanonpoidar :, uaIp[Iyod Mok Jo uoneio[dxa aAneIEnb <Kyururuoy pue ‘KInuapt ‘ropuod BIUAPOA[NA )M pue ssou[njpur YT, . L uewom
oAvy pue Y3noIyl 05 0J9ABYNOK,, B :BIUAPO[NQNSIA POYOAOI] O} S)ealy) SuISeuely XS USWIOM [B2IU[)  USWOM jo Apmis daneenby  pajeisojur ue jo joedwy  © [[IS [ We ‘SMNY XS I, apIL
s10¢ z1o0z 8002 9002 002 €10z 8002 Tax
uosdwoy, ‘[e 19 Aepunjy
‘[2 10 uosuyop (q pue ®) '[2 10 JIumopes PuR NOLLIBIA ey pue ‘e 10 uryong ‘[e 10 onoig 1oyss() pue Surdy  sonsuoRIRyd ApMmS

SONSIIAIORIRYO ApN)s pue sAIpn)s papn[ou] [ I[qe]

pringer

A's



583

Arch Sex Behav (2018) 47:577-595

sIsATeue yoeordde aarsInosip
sowdyy dojoaap [ea13ojouswouayd [eLIO)EW/SISATRUR SIsA[eue Jo
03 JOMAWEBJ SJUAD JO 9duanbag oneway ], aanejardioyuy SISA[eUE QAISINOSI(] Surpoo oneway [, sIsA[eue Juejuo)) oneway],  poyjow dAne)end)
pHom
Jouur 2ANTUS0d jutodpuess
S [enpIAIpUL UB [ea13ojowasido
$s900€ 03 9[qrssod Iopuag 9z1109Y) KSorowayside /oandadsiod
- - snjey) uondunssy 0) S110JJ2 ISTUTI - - JSI[eaI [BONIID) [eon2109Y ],
syuowr g1-9
JSB[ AU} UI YIIq UAIS BIUAPOA[NA
10 UONE)SAT JO SYoaMm G ISIY ysiSug 03 pajearun ured
oy unpim ‘Kourusard 0y toud uaoYNS Yeads 01 9[qe eluApo[ngnsaA 1uoIYd pasouserp
RIUAPOANA ()M JUSISUOD ‘SISOUSRIp [eNULISJJIP SHinqnsaA RIUAPOANA pay0A01d JO SISOUSRIA oy spukpoarna o)
swojdwAs 10 ‘Jo sisouserp ou ‘oFe aanonpordar [eANA JO sISOUSEIQ K1epuodes 10 Apmis QHAOUJINT pareforun A1081ns BLIOIIO
{681 pade 3upyeads ysiSug /Tesnedouswr-arg [esnedoucw-ary  Arewirad yprm uswo pp - ) parerdwo) [0130[00QUAS ON  UOISN[IXJ/UOISN[OU]
SUOT)IBIAUI PIseq
-QAM JO SMITAIIUL arreuuonsanb
‘Teuorssojord omydeiSouwrop
wimredisod ojur pue Jwoy o d1uI[d ur Jwoy 1o [ed1paw MITAINUT PAINIONNS pUB SMIIAINUI (dnoi3
KoueuSoxd ssoxoe ured reAnA MITAIIUT PAINJONNS-TUDS SIUI[O UT MOIAIAUL pUE ‘S9)I1SqoM KIISIOATUN/OTUT[O/QWOH -nwes auoydaya) 90vJ-03-908] SNO0J/MITAIAUL
pajeSnsaAul Jey) Apnjs 11040 ‘epeue)) ‘“IOANOJUBA PAINIONIS-TWAS PRJB[aI ‘UOTJBIOOSSE ‘marazour yydap 10 908J-0)-908,] PAINONIS-TWAS ‘Sumyes
Anoadsoid ‘urfuo euoneu ur wei3oid erukpoana curejurg ‘orurpo ured BIUAPOANA -UT PAINJONIS-TWAS 3] ‘epeue)) ‘A110 )sB0D ‘erensny ‘AQUpAS pue ojdues)
2107—010¢ © WOl pAINIOSY Areurpdosipnnjy  [BA[NA IsTeIoads SN [RUOIIRU JO IONQ[SMAN  ‘PIOJIBAA ‘901AI0s uted JeA[np  Isom uejrjodonow oS1e  ur omurpd ured JeA[np UOI93[[0d BIR(]
AIym d1om “(ardures [e10}
Y1 JO %68 ‘9] = ) papiaoid ud)sey ueIsy
SeM UOIBULIOJUI SIY) YITym QIPPIA ¢ = U ‘UBISY INOS ysnug ueadoing Jseq ¢ = U ‘A1saduy uelensny
J10j syuapuodsal [y "1I0Y0d VS 9 = U ‘ueIpeue)-oImng [[ = U 2one) § = U UBOLIDWY ATYA AIYA 10 YsnLIg YA ueadomnyg g=1u -uoxeg o[Suy = zu  Ayeuoneu/Kyomuyig
uonednpa
Arepuodas-jsod
uonsanb oy Jomsue Jou e s syuedronred
PIp | pue ‘0215ap © paureiqo QoM JO 9/ ¢ soa13op
Ky J0U JO JAYIoYM UOTEINP uoneINpa [00YIS syuapNys € = u M punoisyoeq enpeis Suraey
9591100 owos pey Jrey AjIeaN yS1y [ =u ‘uoneonpa LIoyjow awn-[[ng SIWOU0II01I0S 0M] YIIM UOTIEONP s[rejop
*99139p [BI0}00P 10 S IQ)SBW = U Arepuooes-1sod g1 =u [ =u ‘pakojdwoy =u Jo KjotreA pareonpyg Krepuooss-jsod [[y  pejeonpe A1enioy = gu JTWOU0IA0I0S
S10C cloc 800C 900¢ L00T €10C 800C Tes X
uosdwoy, ‘Te 10 Aepunjy
‘[& 19 uosuyof (q pue ) ‘Te 12 JuMmopes pue )JOLLIBJA 1o7ey] pue ‘[e 12 ueyong ‘[e 12 onoig 10yss() pue Suly  sonsLeoeIRyd Apms

panunuod y9[qel,

pringer

A



Arch Sex Behav (2018) 47:577-595

584

POOYIYIOIA G pue ‘Adueudaid
Surpre3ar suonjeydoadxe
pUE SUIOOUOD) “§ {Sunyew

[CRILE

Yrumopes) owwrerdoid
SIY) JO SIyauaq paAredrad
ay) AJnuapt 0 19p10

ur owwel3oxd eruApoana
Areurjdrosipnnu oy)

ut pajedronied oym uowom

Joseouarradxaoyyarordxaog,

(¥ e 12 yrumopes)

sdiysuornyefar
11oy) uo ured [eA[nA

soonoeid A[1poq pue

(‘e 10 Aepunjp) 9o1ApE

Kreyarp pue ‘AderoyporsAyd

‘KdexoyioyoAsd

‘JUSW)EAT) PUE UOTIEN[EAD

[eorpaut jo Surstduwod

SururesSoxd juowraSeuew

Areurjdrosipnnu

aaneISaur ue ur Sunedronred

Kdezoyy
[eIOIARYRq QATTUS0D

diysuonefar
[ENX25012)aY

B ()Im BIUKPOA[NA
Jo syoadse
QAISINDSIP [BLIAJEW
Jo uonenogsou

s uowom uodn
joedur suonisod
100[qns asoy)

op skem jeym ur g

[njured

1O pajIwf ST X3
23100 UM A)I[eNnXas
119y} 03 uonear ur dn
aye1 eIuKpOA[NA 1M
UQWOM [BNXIS0IANAY
op suonisod

100(qns jeym

-UOISIO9P UQWISAI Judwiean Quwiwres3oxd BIUApoA[nA K)1enxas(010)ay) s 3uore sojdrournd I
pue ured 19A0 [0T)UO)) ¢ ‘SI[OI Kreurpdrosipnnux Jooedwr oy atopdxy J19puag 210/ oYM BIUAPOA[NA ssounjpurw aAnoadsiod
pue sdiysuone[al e 9Y) Ul JUSWI[[OIUD ured 7O JUSWYSIWUD s uswos jo dnoi3 sapeIsorur jery QAISINOSIP
*z sojo1 pue sdiysuonepr 01 Joud WISAS aIeoyI[EaY [PA[NA JOJ PAJBON) 9} JNOQE [BOASI UBD © Jo asuodsal ayy dpenfead oL, weiSoxd yusunean © WOIJ RIUAPOANA
ueomar) | :Aoueuord Y} YIIM SUOTIORIUIT Sureq pue Suraey jo Koy yeym 103 ured (e 30 ueyONg) BIUAPOATNA dnoi3 ur 1ed Suryey M USWOM
J19)je pue SuLInp ‘a10joq 11913 Jo Ayirenb soouaLadxo 1oy JeA[nA Juo)sisiod 10J Judwiean pue djoy UQWOM JO $9UILIAd X Jo . A3ojowo)dwAs
so1do) Surmor[og oy s309)ye Q) pue saAl[ syuaned JO oYew udwWoM M USWOoM Su1ssodoe Jo soouarradxa aAne)enb orjoyoAsd,, sasayodAy
BIUAPOATNA Moy 210[dx2 0], Ino Jo Ayrfenb oy arofdxe o],  Surueow ay) a10[dxyg  Jo soar oy dnayer o, S UQWIOM 9)BN[BAD O, oy a10[dx0 0, Y 9reSNsAUT O, pue swry
S10C cloc 800C 900¢ L00T €10C 800C Tes X
uosdwoy, ‘Te 10 Aepunjy
‘[& 19 uosuyof (q pue ) ‘Te 12 JuMmopes pue )JOLLIBJA 1o7ey] pue ‘[e 12 ueyong ‘[e 12 onoig 10yss() pue Suly  sonsLeoeIRyd Apms

panunuod y9[qel,

pringer

A's



585

Arch Sex Behav (2018) 47:577-595

X

diqenje A
A
A
A

DY N N Y G

N

A

X

dlqenje A
A
A
A

D N Y Y G

N

A

.
alqen[eA

N
A
N

D Y Y

hY

y

y.)
alqen[eA

N
X
N

YN NN %

hY

x
alqen[eA

X
X
y

Y x 3N %

hY

y,

x
alqen[eA

y.
y.
y.

% % N ) ) %

hY

y

y

dlqenje A
A
A
A

D N N Y G

N

A

(yutod puess [eor3ojowd)side
119y} ssnosIp A[eyenbape pue I9pIsuod SIoydIedsal Ay} o]
uonsanb parfipoy
{OIeISAI ) SI 9[qen[eA MOH
{S3UIpuY JO JUSWIL]S T8O B I S|
{,SN0I0T LI A[JUAIOYJNS SISATRUR BIEP ) SEAN
{UOTIRIOPISUOD OJUI UINE] UIQ SANSSI [BIIY)D dALH
{Pa19pISu0d A[oenbope
u29q syuedronted pue 10yoIeasaI UaaM1dq diysuone[al Ay sey
({,9NSST [OIBISAI Y} PISSAIPPE Iy} AbM B UI PAJI[[0 BIBP YY) SBAM
{yoI1easa1 ay) Jo suire ) 0} Aeridordde £391ens JuoU INIOAT AY) SEAN
{U0Ieasa1 Yy Jo swire ay) ssaIppe 03 deridordde uSisop yoIeasar oy sepp
(orendoidde A3ojopoyjewr aanyeyEND © ST
{JOIe9saI AY) JO SUWITE A JO JUSUIAIR)S Jed[D B 9IAY) SBA\
suosanb Jgyo
(,01d0o) S1IsayIUAS 9] 0] JUBAS[AI YOIBISAL ) S|

(SISA[eUE BJEDP PUB UOI}OI[[0J BIEP JO SPOYIAW dATe)I[enb y10q dAJoAUL
JIoM JeY) PIP pue YoIeasar aaneienb woiy s3urpuy uo jrodar reded ot seoq

suosanb uiuaa1dg

(S100)
‘e19
uosuyof

(q°eZ102)
‘TR
yrumopeg

(8000
uosdwoyJ,

pue JOLLIBJA

(9000)
1018y

(L00D) TB 10

Kepuniy “(L00T)
‘Te 19 ueyong

(€102)
'R
onorg

(8002)
Ioyss)
pue Sur Ay

[003 SV 9y uo paseq-festerdde Ayfend) zaqeq,

pringer

A



Arch Sex Behav (2018) 47:577-595

586

w)sKs Sumoeiy dojs
pauswidey oFpajmouy] I onjoImau
Teuorssojoid yireay & pIp AJuo sisouSerq ’
¢ Xe[a1 0) paau
Jo3yoe] 1, AZe10,, 99} 03 3Ly jureidwoo S1souSeIp [eo1paW ® Jo provp
£91800APE puE 119dXd pI[eA € jou uoneznuoL ‘uoissajord ssuero1sAyd £q plog,

UMO I19U) 2q 0] SUIPAAN  /UBWIOM OIJOINAU Y], [P AY) WoIj JuawaSpny  uoissajoid [eorpaul je Josuy
SWIAISAS
QIROY)[EAY PUE SJUSUIIEA)
[eo1pawW ) WO}
Keme paAOUL USWIOM S JUdUIBAT) dUIeS
swoydwAs ur syuowrorordw] i s)sta pojeadoy  Juowyeen) ysniyy pajeadoy -

Ayreuwriou/A)enxasord)oy
/Kymururunoy
Jo refeniod eipojN

(e1powt $109[qO XIS Se UQWO A

Ay ur) ASe? puE UNJ ST XIS $a130[09p!1
s104)0 10J Jey) uondoorod QANBULIOUOIdIAY Je JoSue ON
BIUAPOATNA I JUSISHIP [T
K1oA1[op pue ‘vondosuod
‘SnNOYJIP AN[NIS]

wn

11 ,[B91,, B JO Q0UISqR

—oSenew  Jeal,,

BJON ‘UBWIOM B3I,

B ION {USW 0] UOTIR[AIIIAY)

WOIJ SAWO0D AIonuayne
§,UQWOM JeY) Bap]

SONIATIOE [ENXS A[uemIom
[Sur]op 10 xos [Sur]aey XS )M
Jo 91qedes Sureq jou sno3o[eue AJUTUIS]
¢ uewom [eare [Sureq] jou,, - ¢AJIUIUIWRJ JO SSOT

(123JO JoUULD BIUAPOATNA
)M USUWIOM PUR) JUBM
uaur Jey) AJIPOWIWOD B St XS

X938

[ree1] 103 posu [eo130[01q
Q[eUI PAAIRIIR ‘stoutred
Q[eul JO UONBZNLIOL  ‘puly 0) pIey st uew poos y

sdrysuonear unpim

X2s Jo A)I[eNua)) Xas 0}
Ppeo[ Aew yorym Aoewumnur
Kue JO 9UBPIOAY (X3S

xas uraey 2q 03 pasoddns
are om A[Tesrdofoiq jeyy
JRI9g $95IN0JINUI = X3S

QATOOUOD 0} JIPIO UT X3S Koewmur TearsAyd

2Inod ou Je Jredsoq
{SISOUSeIp JO JoI[oY
Suruonsenb
-J198/paqImSIp
A[[euonowd
Sur[ea) uswom 19|
suerorsAyd jo opmmy

Sureq

-T1om [eor3ofoyoAsd

uo pajoedur yorym
JUSWIBAT) JUSLINODY

AA1ydE Jouued A3}
JEUM JO UQWIOM
Surpurar sAAI|
X35  Jewiou,, Jo

suonejuasardor eIpojy

2UIPYUOD (JO SSO[)
Wa9)$-J[9S (JO Ssof)
uone[osI [100S
QIISOp [BNXJS JO SSO]
(xas [1eai]
way) 9AI3 01 9[qeun
QI9M AU} paLLIOM
[0 1nq) oanzoddns
se rouyred
1134} paqLIdsap
UQWOoM ISOJ
Xas [[ea1] 0y
peo] Aew j1jey) 189
10J 1081U09 Ted1sAyd
Aue Surddoyg
‘pardwope

juauroAoidwr oN -

[opowr

Jo uoneual|y —  [eorpaw 9y} Jo douaLadxyg

s1sauagone[

djoy 3uryaas :z 1daouoos £ay]

X35 JO $10]
Suraey oq pnoys o[doad Juno x

Asea se xas Aeniod eIpojy

X9s Jo Sunuem

- se uowom Aeniod BIpo]y  uowom Jo [eAeniod eIpIJy

uewom ([ear) poos e Juraq
sSureoy s, uew & Sunany
jou/ypim dn Sumng ‘uour

—  Sunoenje 10J AIUIPI JO (SSO[)  SSO[ 29 [uBWIOM] [BAI [B] JON

paznuoud st yorym
SMJI00 10§ PadU [eJIS0[0Iq
© OARY USJA] ‘9q P[nom
U JOYO Uey) SuIpueISIOpUn Juem

- Qrow st Jouyred Auwrjey) eop]  A[[earudwiiey) Sury)ouo ayJ,

ured oyndsop

X9s [[Ba1] 9ARY 0) SnUIUOD)
Jewiou,,

st diysuone[al [enxas e ur smo)

[njured aAey 01 Sumunuo) JoaouepioAy  [njured aAey 03 Sumunuo) [ea118Y) JoIfeg [11S X3S 9ATIRIIOUS] - SNII00 = Xas [Bal JBY) JoI[og daneraduwl 81100 9y,
£nnunuaf pup oM Xas JUOPINLISUOD [D12100S : [ 1daouod L))
(q ‘Te 19 Aepunjy
‘[ 10 UOSUYO[ PpUEE) [BIIYUIMOPES uosduioy ], pue OLLIBIAl 191ey] pue ‘Te 10 ueyong ‘Te 30 onolg 19yss() pue Sury

sIsATeue pre 0) 9[qe], € 9[qel,

pringer

A's



587

Arch Sex Behav (2018) 47:577-595

110ddns/uonepijea
—(19D)
Surureay s

pue uonRULIO U

10U9)sI| poo3 € pue SuLed
91 ‘sonienb uewom

- [euonipen,, soyio Sundopy -

sdnoig
woy JudwaAoxdwr

sdnoi3 woiy

Juewom denbapeur,,

Jo uontsod oy) Suruonsenb
o) SUIMO[[e 3SINOISIP
ueLIR)I[e3Q/ISTUID,] ("3
Sunmynu/Surred) senienb

Kquewom ,, 1010 U0 SUISNO0] QATIRIIEU UT 9OUAISJJIP

YHIqpPIIYO BIA 93po[mouy] J9A0 KoBOLJo-J[9S juourromodurd
ur ured jo uonezieuwrou pasearour {Jonuod Jurure3oy pue
pue ooue)doooy Suowromodwyg - - “guowromodwy UONeZI[BULION - QouaIopIp [eonoeld v
pApMLOf KoM D 1 1dao10d L2y
WLIOU 9} 2uIeddq
(X9s pI0AR 0))
pademooua uotsn[od uayodsup)
JOU SEAM UONBOTUNUWIWOD
jey) Sunso3sns swojqoxd
UoNEITUNUIWOd [B0X3S 9pIY 03 PSIN
J10100p/1udned 19119q (Sunesrunwwod ured X3s SuIAey Jo sAem
Kq pasoxdwr oq pinod K)[NOYJIP) USWIOM eI, IeATNA JNOQE SIAYI0 10110 Sutiofdxe 10J Io11rRq
ssa501d 23 Jey) uonNsa33ng - - ym Surpuoq Aynoyjiq 03 Y[e) 03 A)1[Iqeuf - SeMm UOTBITUNUIOD-UON uowIoMm JO Suru[Ig
sonbruyoo)
pa1sa33ns
JuswISSeLIRqUID ‘KjorXue SsansIp SuIeys pue uohel[iuny JUQWISSBLIRQUID Sursnoead Surpuejsiopun JIn3 pue ‘Qwreys
‘paudIRAYSIP ‘uonsneyXy [eo130[0YoAsqd uonoalar jo 1eaq .SSaUIaY0,, JO SUI[I9] Jowreys jou Je I[IND stoured 9yidsap ‘owreys ‘$SAMSIP [BII30[0YdAS
p1ukpoarna fo 1ovdui [puonvja. puv [p2130j0ydLsd ayj : ¢ 1daduod L2y
Jeal
10U, 10§21}
pue_peay peay Awr ur e,
Aw ut yre,, J1esAw
.peay N0k sem ured oy) Jojoadse ar00e im  Fuoim
Urq[es I, [99J 0)9peI  Jey) [99] O} OBy  SUIYIoWOS = [eI1S0[0YoAS
JJear,,
—Apoq ay) woij J[9s yorjop jou s J1 uay)
0] QIS9P V :QJBdIuNWWod [eor3ofoyoAsd
‘o[qeAowar 0 Surn pue  Suimouy,, ST BTUAPOATNA
2 [PUID)IXA = [BOIPIIN Apoq a3 jo Surpaag —  JIIBY) UIDOUOD Y - 11ds Apoq/puruu oy,
(q ‘Te 10 Aepunjy
‘[B 19 UOSUYO[ pUBE) [BIYUIMOPRS uosduwioy J, pue NOLLIRIAl 191ey] pue ‘[e 19 ueyong ‘T8 19 onolg 19yss) pue Sury

panunuod ¢Iajqel,

pringer

A



588

Arch Sex Behav (2018) 47:577-595

in sexual intercourse” (Sadownik et al., 2012b, p. 25) or “believed
they were expected toacceptit” (Buchan etal., 2007, p. 18). As
aresult of these beliefs, and in some cases the desire to conceive
achild, women continued to engage in painful penetrative sex: “You
have to go through it and have your children that you wanted to have
anyway” (Johnson et al., 2015, p. 7). Kaler (2006) and Ayling and
Ussher (2008) suggested that a desire to be normal and the normative
role that intercourse plays is “a critical factor in hetero-sexual
women’s experiences of vulvodynia” (Ayling & Ussher, 2008,
p- 299), with the “coital imperative” excluding “any positive
positions for heterosexual women who cannot, or who choose
not to, participate in coitus” (Ayling & Ussher, 2008, p. 301).

Sub-concept 2: The One Thing That Men Really Want

The subject position of “inadequate sexual partner” was asso-
ciated with adherence to the “male sex drive” discourse, which
defines man’s “need” for coitus as a biological drive which his
female partner must accommodate (Holloway, 1989; Nicol-
son & Burr, 2003; Potts, 2002) (Ayling & Ussher, 2008,
p- 298).

This sub-concept was identified in four of the seven studies
(Ayling & Ussher, 2008; Buchanetal.,2007; Kaler, 2006;
Marriott & Thompson, 2008). It refers to a belief held by partic-
ipants that men have a “need” for sex and “would be upset by lack
of sex” (Marriott & Thompson, 2008, p. 249). Furthermore, women
believed it was a woman’s “duty” to satisfy that need (Ayling &
Ussher, 2008; Marriott & Thompson, 2008). As such, women
“privileged” their partner’s “need” for penetrative sex over their
own “need for, or right to, pain-free sex” (Ayling & Ussher, 2008,
p- 299).

Moreover, many women “positioned their current partner
as more supportive and understanding than they imagined other
men might be” (Ayling & Ussher, 2008, p. 299; Buchan et al.,
2007; Kaler, 2006; Marriott & Thompson, 2008). Despite this,
participants continued to hold the contradictory belief that “un-
derstanding men” were “rare and difficult to find” (Kaler, 2006,
p- 68). The authors used this contradiction to confront women’s
perceptions of their partners’ “need” for coitus, instead suggesting
that women’s perception that they are unable to provide “the one
thing that men really want” could be challenged (Kaler, 2006,
p. 60).

Sub-concept 3: Not [a] Real [Woman] and Loss

In response to the question “Does vulvodynia affect your
sense of self as a woman?” women expressed a sense of
themselves as “degendered” and “defeminized” by vulvo-
dynia (Kaler, 2006, p. 60).

@ Springer

Five out of seven studies (Ayling & Ussher, 2008; Buchan
etal., 2007; Johnson et al., 2015; Kaler, 2006; Marriott &
Thompson, 2008) reported themes relating to a sense of “loss
of femininity” (Marriott & Thompson, 2008, p. 248), not being
capable of “doing womanly sexual activities” (Johnson et al.,
2015, p.9.), or an “inability to claim womanhood as an identity”
(Kaler, 2006, p. 62), which was specifically linked to women’s
inability to engage in intercourse and to the ability to “attract and
keep a man” (Ayling & Ussher, 2008, p. 299). As such, authors
reported that women’s sense of femininity was defined by whether
men would view them as desirable, with some women viewing
themselves as “something no man would desire if he knew what
he was getting himself into” (Kaler, 2006, p. 64). Kaler (2006) sug-
gested that heterosexuality can be seen as a “set of market relations
and transactions in which men “contracted” for sex with women”
(p. 71). Therefore, women may perceive (consciously or uncon-
sciously) a loss of “currency” (sex), due to difficulties in “per-
forming” coitus. Women therefore worried about “false adver-
tising” regarding sexual intercourse (Kaler, 2006, p. 64), risking
“punitive consequences, such as the derogatory labels of “frigid’
or ‘prick tease’ or a diagnosis of ‘sexual dysfunction” (Marriott
& Thompson, 2008, p. 301), perhaps further contributing to
women’s feelings of being “fake” or “pseudo-women” and con-
firming themselves as “unreal women” (Kaler, 2006, p. 63).

Sub-concept 4: Media Portrayal of Women

This was exacerbated by media representations, especially
in women’s magazines, of what constituted “normal” sex
lives. It reminded them of what they could not achieve and
perpetuated the feeling of failure (Buchan et al., 2007,

p. 17).

Five of the seven studies referred to themes relating to per-
ceived societal or cultural norms regarding sex, often perpetuated
by mediarepresentations of how sex and relationships “should”be
(Ayling & Ussher, 2008; Buchan et al., 2007; Johnsonetal., 2015;
Kaler, 2006; Marriott & Thompson, 2008). These societal norms
and perceptions cultivated negative self-evaluations in women
with vulvodynia, leading to a sense of alienation in comparison
to “other ‘healthy’ heterosexual women” for whom sex (or indeed
conception and birth of children; Johnson et al., 2015) was per-
ceived to be “easy and natural,” further leaving women with a feel-
ing that “I'm having all these problems” and “the rest of the world
isn’t” (Marriott & Thompson, 2008, p. 249). In particular, the por-
trayal of young women in the media as “skillful,”“eager” (Ayling
& Ussher, 2008, p. 229) and “even more sexually active because of
their youth” (Marriott & Thompson, 2008, p. 249) was highlighted
as impacting negatively upon study participants, leaving them feel-
ing “inexperienced,” “immature,” and “constrained by the material
limits of their vulval pain” (Ayling & Ussher, 2008, p. 229).
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Key Concept 2: Seeking Help

Five studies described themes relating to the key concept of Seek-
ing Help. This key concept is comprised of three sub-concepts; (1)
iatrogenesis, (2) negative experiences of the medical model and
(3) the mind/body split, all of which relate to women’s expe-
riences of seeking help for their vulvodynia.

Sub-concept 1: latrogenesis

“Jatrogenesis” or an “iatrogenic effect” refers to an “illness
caused by medical examination or treatment” (oxforddic-
tionaries.com). Four studies (and five papers) presented findings
relating to this sub-concept (Brotto et al., 2013; Buchan et al.,
2007; Johnson et al., 2015; Marriott & Thompson, 2008; Munday
etal., 2007). Three studies described how women reported being
repeatedly prescribed thrush treatment in the absence of candida
(yeast) infections (Brotto et al., 2013; Buchan et al., 2007; Mar-
riott & Thompson, 2008), while Johnson et al. described how
participants described their pain as becoming more under self-con-
trol as “they moved away from medical treatments and healthcare
systems” (p. 9). At best, women described how repeated thrush
treatment had no effect on their experience of pain (Marriott &
Thompson, 2008) and, at worst, women described a worsening
of symptoms (Brotto et al., 2013; Buchan et al., 2007).

Women described side effects of certain medications (e.g,.
amitriptyline), such as weight gain, which led to the experience
of iatrogenic difficulties affecting their self-esteem and sexuality
(Munday et al., 2007), and attributed delays in treatment/referrals
ashaving a direct causative detrimental effect on their mental health
(Buchan et al., 2007).

Sub-concept 2: Negative Experiences of the Medical Model

Like most women in the study, Sue directed her strongest
emotions against medical professionals and institutions
which women believed had belittled and misdiagnosed
vulvodynia, rather than at the more nebulous and hard-
to-pin-down targets of hegemonic norms of gender and
sexuality (Kaler, 2006, p. 69).

Six out of seven studies outlined themes relating the experi-
ence of the medical model. Women reported seeing multiple
healthcare professionals who had very little knowledge about vul-
vodynia (Buchan et al., 2007; Johnson et al., 2015; Marriott &
Thompson, 2008; Sadownik et al., 2012a, b). Specifically, sur-
rounding pregnancy, women felt that knowledge about the impact
of vulvodynia was lacking, with advice often being contradictory to
women’s experiences (Johnson etal., 2015). Moreover, women felt
they were mistreated by healthcare professionals because of their
gender, often experiencing the suggestion that they were “crazy,”
“neurotic,” “frigid,” needed to “relax,” or that sex was just painful
for women (Johnson et al., 2015; Kaler, 2006; Marriott &

Thompson, 2008; Sadownik et al., 2012b), which left women
feeling “emotionally disturbed and self-questioning” (Buchanetal.,
2007, p. 17), and experiencing feelings of “anger,” “shame,” and
“stigma” (Marriott & Thompson, 2008, pp. 254-255).

Sub-concept 3: The Mind/Body Split

Some women felt that there was more hope of overcoming
the pain if it were physical in origin, but that it was almost
hopeless if it were psychological. It seemed that a medical
condition could be externalized and hopefully removed,
but that a psychological aspect of the pain indicated some-
thing wrong with them “internally,” in the core aspects of
themselves (Marriott & Thompson, 2008, p. 252).

Five studies outlined themes that pertained to women’s dis-
tress at the implication that the pain was “all in their head” (Brotto
etal.,2013; Johnson et al., 2015; Kaler, 2006; Marriott &
Thompson, 2008; Sadownik et al., 2012b). Kaler (2006) theorizes
about this, suggesting that women “expressed a yearning” for the
“mind/body split,” and that women “wanted a way to disconnect
the troubled body from the real, essential self, an assurance that
our bodies, to twist the well-known phrase, are not ourselves”
(Kaler, 2006, p. 67).

Key Concept 3: The Psychological and Relational
Impact of Vulvodynia

Women described both interpersonal effects of vulvodynia
(relationships with others) and intrapersonal effects of vulvodynia
(relationship with themselves). This key concept was found within
all seven studies and is comprised of the sub-concepts: (1) psycho-
logical distress, shame, and guilt and (2) silencing women.

Sub-concept 1: Psychological Distress, Shame, and Guilt

Participants reported negative changes in their mood, includ-
ing frustration, anxiety, stress, and depression (Sadownik
etal., 2012b, p. 25).

Psychological distress was a prevalent theme across all seven
studies. Buchan et al. (2007), Johnson et al. (2015), Sadownik
etal. (2012a), and Brotto et al. (2013) all report psychological
difficulties in the women they interviewed, including low self-
esteem, fear, anxiety, frustration, an altered self-image, inad-
equacy, guilt, shame, and “depression that varied from low mood
to clinical depression requiring antidepressant medication” (Buchan
etal., 2007, p. 17).

However, while also noting the experiences of these psycho-
logical difficulties in their studies, Ayling and Ussher (2008),
Kaler (2006) and Marriott and Thompson (2008) all move beyond
the identification of psychological difficulties, suggesting that
these difficulties are not solely brought about by the experience of
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pain or the inability to have sex per se, but rather as a result of social
narratives and discourses (outlined in key concept 1) that contribute
largely to the negative psychological experiences of women with
vulvodynia. For example, Marriott and Thompson (2008) postu-
lated that women with vulvodynia experience shame due to the
social contextualization of their evaluation of themselves, as
they perceive others to see them (i.e., abnormal or “other”), which in
turn leads to the experience of low mood and anxiety (Gilbert,
2006). Similarly, Ayling and Ussher (2008) noted that women
reported experiences of “shame” in spite of support from partners.
They suggest that this contradiction occurs due to significant dis-
courses around coitus establishing heterosexual relationships as
normal, regardless of the material context of an intimate partner
who is supportive and non-pressurizing. Moreover, they found that
women who did position themselves as an “inadequate woman/
sexual partner” experienced “guilt, shame, and a decreased desire
for sexual contact.” In contrast, one woman, through use of egal-
itarian discourse, was able to challenge these unhelpful discourses
and as such reported being “confident” and “happy” (Ayling &
Ussher, 2008). Finally, Kaler (2006) specifically addressed the
experience of guilt that women with vulvodynia experience, sug-
gesting that the objectification of women as sexual objects leads
them to feel a sense of inauthenticity or guilt: “from the outside
world, they might be mistaken for a proper sexual object, being
attractive and desirable, but on the inside they were “bad” or
“spoiled” (Kaler, 2006, p. 64).

Moreover, as discussed in Key Concept 2, the authors of the
papers report that iatrogenic medication, negative interactions
with the healthcare system, and the notion of the mind/body split
also exacerbated the experience of psychological distress in these
women with vulvodynia. As such, itis likely that the experience of
socially contextualized shame, based upon social narratives of
what constitutes “normal” gender and sexuality, as well as interac-
tions with the healthcare system, may play a key role in moder-
ating the psychological difficulties experienced by women with
vulvodynia.

Sub-concept 2: Silencing of Women

Shame is highly disempowering and can result in self-
silencing and isolation (Seu, 1995). Combined with the
taboo associated with female genitalia and the discussion of
sexual practices, this can act to constrain women from seek-
ing professional help for their symptoms, or from com-
municating honestly with their partners and experimenting
with alternative forms of intimacy (Ayling & Ussher, 2008,
p- 301).

Three studies discussed the difficulty faced by women in
communicating openly about their experiences of vulvodynia
(Ayling & Ussher,2008; Buchanetal.,2007; Kaler, 2000).
Women seemed to understand that they needed to remain silent
about their vulvodynia, a necessity that Ayling and Ussher (2008)
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attribute to the taboo surrounding sex, particularly women and sex,
while Johnson et al. (2015, p. 7) allude to embarrassment as being a
factor in women remaining silent. Indeed, in one study, some
women had not talked to anyone about their pain (Buchanetal.,
2007), highlighting the pressure experienced by women to remain
silent about their experiences. In relation to this, in one study, Buchan
et al. (2007) described how the lack of communication would lead to
a situation where the “women were in fear of experiencing pain
and so avoided sex, and partners were fearful of causing pain,
and therefore an unspoken collusion to avoid sex became the
norm” (p. 17). Similarly, Johnson et al. (2015, p. 7) reported that
several participants suggested that “open communication between
patient and provider nurtured by mutual recognition of the emo-
tional aspects of pain” would improve their experiences with the
healthcare profession.

The self-silencing that women engaged in rendered them
socially isolated and thus unsupported, and as such, vulvodynia
modified women’s relationships with other women, as well as
their relationships with men. Kaler (2006) observed that women
with vulvodynia often reported finding themselves excluded or
separated from communities of women, whereby “if a woman
had no heterosex to talk about, she could find herself an outsider
in communities of women structured by heteronormative dis-
courses” (Kaler, 2006, p. 65).

The action, or rather inaction, of women remaining silent
abouttheir vulvodynia, has serious psychological consequences,
with Buchan et al. (2007) concluding that women’s need to hide
their vulvodynia from peers and social networks “exacerbated
their feelings of abnormality, social isolation, and difference; that
further eroded their social identity, self-esteem, and confidence”
(Buchan et al., 2007, p. 17). Moreover, previous literature sug-
gesting that self-silencing is linked to increased rates of depres-
sion (Jack, 1991) is used as evidence by Ayling and Ussher (2008)
to explain, to some degree, why women with vulvodynia experi-
ence psychological difficulties including, “in extreme cases, suici-
dal ideation” (Ayling & Ussher, 2008, p. 301).

Key Concept 4: A Way Forward

The final key concept, A Way Forward, was referenced in four
studies (Ayling & Ussher, 2008; Brotto et al., 2013; Buchan
etal.,2007; Munday etal., 2007; Sadownik etal.,2012a), and
iscomprised of the sub-concepts (1) a practical difference and
(2) a different narrative.

Sub-concept 1: A Practical Difference

Women reported that there were some practical changes that
allowed them to “move forward” in relation to their vulvodynia,
which focused on two main areas: (1) increasing communication
with partners and (2) empowerment and control.

Women who attended Brotto et al.’s (2013) integrated mind-
fulness and cognitive behavioral group reported that the information
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provided at these sessions about vulvodynia enabled women to
“open up a dialogue” with partners through sharing the informa-
tion and being helped to define and talk about the vulvodynia. The
women reported that this impacted upon the quality of their rela-
tionships by increasing understanding and “relationship cohesive-
ness” (Brottoetal.,2013, p. 10). In support of this, addressing feel-
ings of shame in therapy and providing women with information
was also found to facilitate communication with partners in other
studies (Buchan et al., 2007; Munday et al., 2007).

Sadownik et al. (2012a, b), Buchan et al. (2007), and Brotto
etal. (2013) all reported that their intervention groups, which con-
sisted of multidisciplinary approaches including physiotherapy,
psychotherapy, and mindfulness, contributed to an increased “sense
of empowerment” (Sadownik et al., 2012a, p. 1091), “improved
sense of self-efficacy” (Brotto et al., 2013, pp. 11-12), and
“empowered them and gave them control of the condition”
(Munday et al., 2007, p. 21), which in turn “served to lessen
the emotional and psychological burden of their disease”
(Brotto et al., 2013, p. 12). Further, Brotto et al. reported that fol-
lowing the intervention groups, “the theme of normalization was
evident: women described a sense of relief in learning that they
were not alone in their suffering and they directly credited this
normalization to some of their subsequent improvements” (p.
12). This theme of normalization was also evident for pregnant
women, who found that normalization around childbirth pain
brought “some degree of comfort’ (Johnsonetal., 2015,
p. 9-10).

Sub-concept 2: A Different Narrative

In two studies (Ayling & Ussher, 2008; Kaler, 2006), women
who were able to adopt different narratives around womanhood,
minimized experiences of “anxiety, fear, resentment, guilt, shame,
isolation, and the positioning of both the body and self as “faulty’”
(Ayling & Ussher, 2008, p. 301). The changes that were reported
centred on adopting different and more helpful narratives around
sex and finding new narratives of “how to be a woman.” Firstly, the
one woman who was able to adopt “an egalitarian relational dis-
course,” which did not “privilege one partner’s needs or concerns
over the others,” allowed her, and her partner, to “dismiss the
‘coital imperative,” and experiment with other sexual practices,”
which in turn freed this woman from the “physical and psycho-
logical pain” which had previously been linked with painful coitus
(Ayling & Ussher, 2008, p.299). However, it must be borne in mind
that only one woman across the studies reported adopting a more
helpful egalitarian discourse and reasons for this warrant further
exploration. Secondly, some women rejected the notion that inter-
course made them a woman, and instead adopted other (non-sex-
ual) behaviors, particularly those associated with a traditional
view of “womanhood,” such as mothering and caring, which enabled
women to maintain the concept of “essential womanhood” (Kaler,
2006, p. 68). Similarly, Ayling and Ussher (2008) found that women

attempted to renegotiate the construct of womanhood, instead
emphasizing “caring qualities” and a “nurturing nature.”

Before the Discussion section, and in keeping with a meta-
ethnographic methodology, the next section will explore the
extent to which the papers were reciprocal and/or refutational.
This reciprocal and refutational analysis helps inform the authors’
“third-order interpretations.” These “third-order interpretations”
outlined in the “line of argument” section draw together the entirety
of the analysis (including the reciprocal/refutational analysis) to pro-
duce new ideas, moving our understanding beyond the summation of
the concepts from the original papers, contributing new insights into
this topic area of vulvodynia.

Reciprocal and Refutational Analysis

Overall, the studies do not refute each other. Despite this apparent
lack of contradiction across the studies, papers which explicitly
described and acknowledged the authors’ epistemological stand-
point, utilizing methods of analysis in keeping with their episte-
mologies, tended to place the difficulties experienced by these
women with vulvodynia within the context of (often unhelpful)
cultural ideologies around sex, gender, and womanhood (Ayling
& Ussher, 2008; Kaler, 2006; Marriott & Thompson, 2008). In
contrast, papers using content/thematic analysis, with no reference
to epistemological standpoint tended to place the difficulties within
the individual, moving away from understanding within a cultural
context and moving toward the individualized treatment of women
from a variety of perspectives such as physiotherapy, medication,
or local anesthetic products, psychotherapy, mainly in the form of
CBT or mindfulness and dietary advice.

In this way, the studies comprised two groups, which (although
sometimes over-lapping) are not in contradiction, but rather com-
plement and mutually support each other:

e “Overt epistemology papers ”primarily concerned with critical
realist, feminist, and phenomenological perspectives (Ayling
& Ussher, 2008; Kaler, 2006; Marriott & Thompson, 2008).

e “Thematic papers ’primarily concerned with categorization
and theming of qualitative data as a way of evaluating interven-
tions (using a pre- and post-methodology), or experiences, not
situated with a specified epistemological framework (Brotto
etal.,2013; Buchan et al., 2007; Johnson et al., 2015; Munday
et al., 2007; Sadownik et al., 2012a, b).

This may explain the different foci of conclusions each group
of papers draws, with “overt epistemology papers” centering on the
helpfulness of changes in narrative, while the “thematic papers”
focus on individual experience, without taking into account social
and cultural factors and the helpfulness of individualized multi-
disciplinary approaches. Interestingly, despite the differences, both
changing narratives and individualized approaches allowed women
to open up communication with others, which women resoundingly
reported as being helpful and improving the feelings of shame,
stigma, and associated low mood and anxiety.
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Line of Argument

Following this review, we can more firmly conclude that the
women in the included studies experienced negative conse-
quences of social narratives around womanhood, sexuality,
and femininity, including the prioritization of penetrative sex, the
belief that women’s role is to provide sex for men, and the portrayal
of sex by the media as easy and natural. These discourses affected
women’s relationships, both intimate heterosexual relationships
and relationships with other women, from whom the women with
vulvodynia felt excluded. Moreover, women experienced the
healthcare system as dismissive, sometimes being prescribed treat-
ments that exacerbated their pain. These experiences left women
feeling silenced and isolated, and experiencing shame and guilt
because of the social taboo, especially around female sexuality,
whichin turn led to the experience of psychological distress, low
mood, anxiety, and low self-esteem.

However, the review also suggests that educating women
about vulvodynia and empowering them to gain a sense of control
over their experience of pain in the form of multidisciplinary group
work (grounded within an individualistic approach) is helpful for
women (Brotto et al., 2013; Buchan et al., 2007; Munday et al.,
2007; Sadownik et al., 2012a, b), although the long-term outcomes
of these groups are yet to be measured. Incorporating discussions
around unhelpful social constructs may prevent individualized
interventions (designed to “fix” women) unwittingly “blaming” or
holding women solely responsible for the management of vul-
vodynia and its psychological consequences.

Overall, this review demonstrates that heteronormative
patriarchal ideologies play a significant role in how the women in
the included studies experience vulvodynia. Most importantly, it
highlights the psychological impact of living with pain in an inti-
mate area which is so inextricably tied up with sexuality and gen-
der, in a culture that conflates sex with penis in vagina penetration
and penis in vagina penetration with womanhood.

Discussion

It is clear from reviewing the literature that women with vul-
vodynia described in numerous studies as subscribing to many
unhelpful phenomena previously documented and explored by
feminist sexology researchers since the 1980s (Jackson, 1984).
In the majority of papers, women adhered to dominant notions
of sexual acts focused on the coital imperative, phallocentrism,
patriarchal ideologies, and the hydraulic male sex drive (Du
Plessis, 2015; Exner et al., 2003; Gavey et al., 2001; Marken,
1996; McPhillipsetal.,2001; Tiefer,2001; Vitellone, 2000). In
keeping with previous findings, women with vulvodynia are lim-
ited by these constructions as they leave little room for alternative
ways of gaining sexual satisfaction and pleasure. Similarly to Du

@ Springer

Plessis’ (2015) work regarding the media as an agent for dictating
sexual normalcy, women seemed to be heavily influenced by
media outlets when it came to assessing themselves in compar-
ison to “the norm,” often reporting that it offered little in the way of
alternatives to limited patriarchal narratives of sex. While simul-
taneously demonstrating that women are still hindered by patriar-
chal ideologies surrounding sex, the current review also demon-
strates that a culminating consequence of such ideologies is that
women with vulvodynia feel they are “not real women,” a theme
that was described in the majority of studies. This same theme has
been reported in previous research where women experience
anorgasmia (Lavie & Willig, 2005), demonstrating the impact of
being unable to subscribe to narrow patriarchal narratives of sex-
ual normalcy.

Perhaps more worryingly, when interacting with the medical
model, women with vulvodynia reported similar experiences to
those previously documented in feminist sexology literature. For
example, women felt they were patronized by medical profes-
sionals because of their gender, which is in keeping with previous
literature detailing the paternalistic attitudes of doctors toward
women (Gannon, 1998). Moreover, the current study also sup-
ports previous quantitative research that demonstrates the lack of
knowledge among doctors surrounding vulvodynia (Toeima &
Nieto, 2011) with the majority of papers reporting this experience
by women. Consequently, understanding doctors’ lack of aware-
ness of, and negating attitude toward vulvodynia, as impacting
directly upon increased distress and worsening experience of vul-
vodynia, is something this review adds. This notion that interact-
ing with healthcare services may be causing more harm than good
for women warrants further, closer examination.

The qualitative literature reviewed here supports and is sup-
ported by previous quantitative literature pertaining to the psy-
chological consequences of living with vulvodynia (Gates &
Galask, 2001). However, by examining previous feminist sex-
ology literature and qualitative literature on women’s experiences
of vulvodynia, we begin to understand the complexity of these psy-
chological difficulties, with patriarchal ideologies, media portray-
als of sexual normalcy, and interactions with uninformed and
negating medical professionals all likely to be contributing to the
psychological consequences, perhaps above and beyond the expe-
rience of pain itself (Marriott & Thompson, 2008). Further, the
media promotes innate, inflexible accounts of male sexuality as
being in need of penetration and prioritization, thus silencing any
communication on alternative ways of having sex, preventing the
exploration of pleasure for both women with vulvodynia and their
partners.

Implications

The findings from the current review demonstrate that the dif-
ficulties women with vulvodynia face need to be addressed two-



Arch Sex Behav (2018) 47:577-595

593

fold: firstly by hypothesizing what treatments may be helpful for
individual women, especially relating to the psychological impact
of living with vulvodynia; and secondly, and perhaps most impor-
tantly, by proposing where changes in unhelpful social construc-
tion and narratives could be targeted.

The current review highlights shame as a particularly pre-
dominant psychological difficulty that arose for many of the women
within the reviewed literature. Thus, it could be postulated that
therapeutic models of shame (see Gilbert, 2006) may be partic-
ularly helpful in understanding the psychological experiences of
women with vulvodynia, which conceptualize shame as “the under-
lying desire to be valued and seen as a talented, deserving, desirable
individual” (Gilbert, 2006, p. 87). Formulating vulvodynia using
models of shame, and intervening, using for instance, compassion-
based therapy (Gilbert, 2006), may be one helpful way to begin
to alleviate psychological difficulties in women with vulvody-
nia. Similarly, the importance of changing narratives was high-
lighted across the studies as a particularly helpful action for women
with vulvodynia. Therefore, it could also be tentatively concluded
from this review that therapies from a constructionist perspective
such as solution-focused therapy (De Shazer & Dolan, 2007), cog-
nitive behavioral therapies (Hawton, Salkovskis, Kirk, & Clark,
1989), and narrative therapy (White & Epston, 1990) may also be
useful for women with vulvodynia, helping them recognize and
challenge unhelpful narratives developed within a cultural context
(Harper & Spellman, 2006). Finally, given the relational nature of
the distress associated with vulvodynia, couples therapy may also
be of benefit and, along with the other therapies mentioned, is worthy
of future research to ascertain effectiveness within this client group.

However, given the recommendations drawn from the find-
ings of this review, interventions should not solely be aimed at the
individual level (i.e., challenging women’s negative—implied
faulty—thinking, or working on their pelvic floor muscles or learn-
ing how to have pain-free intercourse), based on the notion of “fix-
ing” women, but rather using psychological perspectives to help
women (their partners, healthcare professionals and any further
important others) understand and begin to deconstruct unhelpful
narratives and reconstruct more helpful ones around vulvodynia,
gender, and sexuality that begin to challenge ingrained societal
scripts. In keeping with this, Du Plessis (2015) concludes that
both media and primary healthcare professionals should rein-
troduce sex within as wide a definition as possible that affirms
pleasure over the whole body and encourage people to explore
and experiment with pleasurable feelings associated with non-
genital erogenous zones in order to disestablish the dominance
of phallocentric versions of sex. In doing so, there is the potential
to empower both men and women to create mutual sexual rela-
tionships based on communication and respect (Du Plessis, 2015).

Similarly, the World Health Organization’s sexual health pro-
grams recognizes that the media, primary healthcare profes-
sionals, education systems and societies as a whole, allhave arole

to play in providing information that is “free from discrimination,
gender bias and stigma” (WHO, 2010). Specifically, some par-
ticularly pertinent suggestions for action include training health
professionals and teachers in sexuality and sexual health, pro-
moting interventions that influence social norms and promote
gender equality, particularly through media (radio & TV pro-
grams) and providing health services that are comprehensive
(WHO, 2010). The authors from this review would add that
training for health professionals regarding sexuality and sexual
health should also include training around patriarchal ideologies
and that providing comprehensive health services should also
encompass a knowledge of vulvodynia at the primary care level,
but also the provision of specialist vulvodynia services at sec-
ondary and tertiary levels that are easily accessed.

Methodological Considerations

There are several limitations to the current research. Although
systematic review guidance was utilized in order to ensure the
rigorous searching procedures outlined above, it is possible that
not all relevant literature were identified. The review only inclu-
ded studies published in English and in peer-reviewed journals,
excluding any research in other languages or research in other
sources, such as theses/dissertations, the inclusion of which would
have been beyond the scope of the current review. The current
paper excluded research whereby women had been interviewed
with their partners, for several reasons: first of all, women inter-
viewed in the presence of a partner may feel unable to give true
and accurate accounts of their experiences, either consciously
orunconsciously, and secondly, the experience of partners was
notthe focus of thisreview. For these reasons, the experience of
couples would be better served by a separate review. The studies
reviewed only offer insights gained from predominantly young
(i.e., pre-menopausal), white, educated, heterosexual women liv-
ing in Westernized, English-speaking societies, who have access
tohealth services. Therefore, the findings and conclusions of this
review cannot be assumed to apply to other groups of women
differing in culture, education, socioeconomic status, ethnicity,
and healthcare access.

Despite these limitations, the current review has several
strengths, including the utilization of a strict and rigorous system-
atic searching in line with PRISMA guidance (Moher, Liberati,
Totzlaff, Altman, & The PRISM Group, 2009). The Critical
Appraisal Skills Programme (2014) tool, a well-recognized and
widely used quality assessment tool, was utilized in order to qual-
ity assess papers to provide context for the included papers. Finally,
in-depth analysis and synthesis of the data was undertaken, rather
than simple categorization of the findings, allowing the current
review to contribute new insights, furthering our understanding
of vulvodynia, and allowing reliable and useful implications for
clinical practice to be drawn.
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Future Research

Following this review, several areas warrant further investigation
inorder to begin to improve this under-researched and under-recog-
nized health condition. This includes research with women from
different ethnic and cultural backgrounds, asexual, bisexual and
lesbian women and women who are postmenopausal. Moreover,
the journey toward diagnosis was mentioned consistently through-
out the papers as being particularly problematic for women with
vulvodynia, impacting upon psychological well-being. There is
only one paper focused on this specific topic. Unfortunately, due
to methodological weaknesses, it is difficult to draw conclusions
about how and why this journey is particularly problematic and
distressing for women. Therefore, further research into women’s
experiences of the journey toward diagnosis and its impact upon the
psychological well-being of women is warranted, so that reliable
and firm conclusions can be drawn in order to improve this process
for women with vulvodynia. Research into devising, implement-
ing, and evaluating psychological interventions, based on the obser-
vations made in the current review, is warranted. It would be helpful
to review existing research into the effectiveness of psychological
interventions for women with vulvodynia as a starting point for
developing both one-to-one therapy and group therapy for sec-
ondary psychological difficulties suffered by these women. Finally,
research focused on changing and broadening notions of sexuality
within healthcare, education and media institutions and how this may
benefit participants with vulvodynia is of the utmost importance.

Conclusion

Qualitative research pertaining to the experiences of women
with vulvodynia consistently reports psychological difficul-
ties. From reviewing the literature, it seems that interventions
aimed at helping the individual woman’s experience of pain,
as well as interventions aimed at changing social narratives,
may be helpful for the psychological well-being of women
with vulvodynia.
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