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Vulvar pain syndromes:
Causes and treatment of vestibulodynia
Although the origins of vestibulodynia are incompletely
understood, this subset of vulvar pain is manageable
and—good news—even curable in some cases
Neal M. Lonky, MD, MPH, moderator; Libby Edwards, MD,
Jennifer Gunter, MD, and Hope K. Haefner, MD, panelists
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his three-part series concludes with
a look at vestibulodynia—pain that
is localized to the vulvar vestibule.
Much is known about this disorder, compared with our knowledge base in the recent
past, but much remains to be discovered.
Among the questions explored by the panelists in this article is whether vestibulodynia
and generalized vulvodynia are distinct entities—or different manifestations of the same
process.
Other questions addressed here:
• Do oral contraceptives (OCs) contribute to
vestibulodynia?
• What about herpes and genital warts? Are
they causes of vestibular pain?
• Are some women more vulnerable to vestibulodynia than others?
• Is the disorder curable?
• Does vestibulectomy provide definitive
treatment?
Part 1 of this series, which appeared in
the September 2011 issue, focused on generalized vulvar pain and its causes, features,
and diagnosis. Part 2, in the October issue,
took as its subject the treatment of vulvar
pain. Both are available in the archive at
obgmanagement.com.

What do we know about the
causes of vestibulodynia?
Dr. Lonky: What are the causes of provoked
vestibulodynia (PVD), also known as vulvar
vestibulitis syndrome? And what are the theories behind those causes?
Dr. Haefner: The specific cause is unknown.
Most likely, there isn’t a single cause. Theories
that have been proposed include abnormalities of embryologic development, infection,
inflammation, genetic and immune factors,
and nerve pathways.
Patients who have vestibulodynia may
also have interstitial cystitis. It has been noted that tissues from the vestibule and bladder have a common embryologic origin and,
therefore, are predisposed to similar pathologic responses when challenged.1,2
Candida albicans infection in patients
who experience vestibular pain has also been
studied. The exact association is difficult to
determine because many patients report
Candida infections without verified testing
for yeast. Bazin and colleagues found a very
weak association between infection and pain
on the vestibule.3
Inflammation—the “itis” in vestibulitis—has been excluded from the recent
continued on page 28
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I nternational Society for the Study of Vulvovaginal Disease (ISSVD) terminology because studies found no association
between excised tissue and inflammation.
Bohm-Starke and colleagues found low expression of the inflammatory markers cyclooxygenase 2 and inducible nitric oxide synthase in the vestibular mucosa of women
who had localized vestibular pain, as well as
in healthy women in the control group.4
Goetsch was one of the first researchers to explore a genetic association with
localized vulvar pain.5 Fifteen percent of
patients questioned over a 6-month period
were found to have localized vestibular pain.
Thirty-two percent had a female relative who

had dyspareunia or tampon intolerance,
raising the issue of a genetic predisposition.
Another genetic connection was found in a
study evaluating gene coding for interleukin
1-receptor antagonist.6–8
Krantz examined the nerve characteristics of the vulva and vagina.9 The region of
the hymeneal ring was richly supplied with
free nerve endings. No corpuscular endings
of any form were observed. Only free nerve
endings were observed in the fossa navicularis. A sparsity of nerve endings occurred in
the vagina, as compared with the region of
the fourchette, fossa navicularis, and hymeneal ring. More recent studies have analyzed
the nerve factors, thermoreceptors, and nociceptors in women with vulvar pain.10,11
Dr. Edwards: I feel strongly that vestibulodynia and generalized vulvodynia are the
same process. For example, tension headaches are supposed to be occipital, but some
people experience tension headaches that
are periorbital. Both are tension headaches
despite the different locations. And almost all
patients who experience any subset of vulvodynia have provoked vestibular pain. So the
only thing that separates vestibulodynia from
other patterns of vulvodynia is the option of
vestibulectomy for therapy.
I don’t think that vulvodynia and vestibulodynia are “wastebasket” names for
undiagnosable vulvar pain; rather, they are
specific disease processes produced by pelvic
floor dysfunction that predisposes a woman
to neuropathic pain with a trigger or to a systemic pain syndrome that includes an abnormal pelvic floor.
Dr. Gunter: There are probably many causes
of PVD, as Dr. Haefner suggested. There may
be an ignition hypothesis, whereby some outside inflammatory trigger or trauma produces
local neurogenic inflammation. However,
given the prevalence of other pain disorders,
there is probably also a need to have a lowered
threshold for these changes to occur—basically, a vulnerable neurologic platform.
For some women, local neural hyperplasia is probably a factor. It is possible that there
are different causes for primary and secondary vestibulodynia.
continued on page 30
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Look for depression in women given a diagnosis
of vulvodynia
Vulvodynia and depression often travel together. They are such
common comorbidities, in fact, that some physicians theorize that
vulvodynia may be a symptom of an underlying mood disorder,
such as depression, or that depression may be one manifestation of
chronic vulvar pain. Suffice it to say that chronic pain and depression
are often associated, and it is frequently difficult to determine whether
the relationship is one of cause and effect.
Comprehensive care of the patient who has vulvar pain, therefore, should include a thorough history, looking specifically for
depression (including sleep disorders) and eliciting information on any
suicidal thoughts or intentions.
Although many patients who have vulvodynia are treated with an
antidepressant, the dose that relieves pain may not be high enough
to attenuate an accompanying mood disorder. My approach is to
team up with a psychiatrist or psychologist who is familiar with vulvar
pain syndromes. Together, we monitor the patient and fine-tune the
therapeutic response.

—Neal M. Lonky, MD, MPH

Do oral contraceptives
contribute to vestibulodynia?
“Herpes is sometimes associated with
vulvar pain. The
lesions resolve, but
pain may continue
as post-herpetic
neuralgia.”
—Hope K. Haefner, MD
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Dr. Lonky: Is PVD more prevalent among
OC users?
Dr. Haefner: Controversy surrounds the
question of whether vestibulodynia and OC
use are linked. Some studies suggest no association12–14 and others suggest a possible
effect of OCs on vulvodynia.15–17 A study by
Reed and colleagues found no association
between taking OCs or hormone therapy at
enrollment and incident vulvodynia only in
the univariable analysis, but not when controlling for age at enrollment.18 This reflects
the finding that younger age was associated
with incident disease; younger age and use of
OCs are similarly associated.
Dr. Gunter: I am not a believer in a causeand-effect relationship between OC use and
vestibulodynia. I do not find the studies demonstrating an association convincing. Given
the supraphysiologic levels of hormones during pregnancy, if high hormone levels played
a role, we should also see a greater incidence
of vestibulodynia among women who have
several pregnancies at an early age.
Dr. Edwards: In my practice, stopping,
starting, and changing OCs has made no
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difference for patients. Topical estrogen supplementation in the occasional OC user who
has signs of low estrogen has been useful
at times.

Do herpes or genital warts
contribute to PVD?
Dr. Lonky: Does a history of vulvar herpes
or genital warts have any impact on the incidence of PVD?
Dr. Edwards: No.
Dr. Gunter: I agree that it has no impact.
Dr. Haefner: Herpes is sometimes associated with vulvar pain. The lesions resolve,
but pain may continue as post-herpetic neuralgia. As with shingles, a low threshold for
starting a patient on gabapentin to control
pain after herpes may be beneficial.
Genital warts rarely cause vulvar pain—
but the treatment may. Patients sometimes
feel pain following topical treatment, as well
as pain from surgical wart treatment.

Effect of demographic variables
Dr. Lonky: Does race, skin type, or hair or
eye color make a difference in the prevalence, manifestation of symptoms, or treatment of PVD?
Dr. Gunter: I am not aware of any studies
that confirm an association between vulvodynia and those factors.
Dr. Edwards: I don’t know whether any of
these variables make a difference. My own
impression—confirmed by informal study in
my office—is that vulvodynia patients weigh
less than my general dermatology patients
and are better educated. I sometimes get the
sense that my vulvodynia patients are more
likely to be fair.
Dr. Lonky: What age group is most commonly affected by PVD?
Dr. Edwards: In my experience the most
common age group is women 25 to 45 years
old, probably because they are the most
sexually active group old enough and tough
enough to pursue this issue.
Dr. Gunter: I believe it affects all women
equally, although women in their reproductive
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years are more likely to visit a gynecologist
and, therefore, probably more likely to be
given this diagnosis.

Is vestibulodynia curable?
Dr. Lonky: Do you believe that PVD and generalized vulvar dysesthesia are curable—or
just treatable?
Dr. Gunter: That depends on many variables. It is far more challenging to cure a patient who has multiple pain syndromes (for
example, fibromyalgia, migraines, and irritable bowel syndrome) than the woman who
simply has vestibulodynia or generalized vulvar pain. In addition, stress, anxiety, coping
skills, and depression all play a role. In my
opinion, a woman without comorbidity has
a good chance of having her symptoms wellcontrolled. Some will be cured (that is, able
to discontinue medications), and others will
need ongoing treatment but will not be bothered by their symptoms.
Dr. Haefner: The response to treatment in
many pain patients depends on the amount
of time that the pain has been present. Someone who has had pain for 30 years will probably not be cured 3 months after starting
treatment. However, someone with a short
duration of pain often gets good improvement. One hundred percent improvement is
rare, however. Many patients are able to approach the 80% improvement mark.
Dr. Edwards: I would say that these conditions are manageable more than curable,
although pure vestibulodynia—which is uncommon—is curable with surgery.

Is vestibulectomy
definitive treatment?
Dr. Lonky: Does vestibulectomy work as a
definitive treatment for PVD?
Dr. Gunter: Vestibulectomy—that is, resection of the vestibule and advancement
of vaginal mucosa—is well described for
women who have localized vestibulodynia.
The complication rate is low, with only 3%
of women reporting worsening of symptoms
after the procedure.19,20 Success rates range
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From the medical literature

Recommended reading on vulvodynia
and depression
Harlow BL, Stewart EG. A population-based assessment of chronic
unexplained vulvar pain: have we underestimated the prevalence of
vulvodynia? J Am Med Womens Assoc. 2003;58(2):82–88.
In this population-based study, 16% of women reported a history
of chronic unexplained vulvar pain, and nearly 7% reported current
symptoms.

Khandker M, Brady SS, Vitonis AF, Maclehose RF, Stewart EG, Harlow BL. The influence of depression and anxiety on risk of adult onset
vulvodynia [published online ahead of print August 8, 2011].
J Womens Health (Larchmt). doi:10.1089/jwh.2010.2661.
Vulvodynia was four times more likely among women who had antecedent mood or anxiety disorders than in women who didn’t. Vulvodynia was also associated with new or recurrent onset of mood or
anxiety disorders.

Masheb RM, Wang E, Lozano C, Kerns RD. Prevalence and correlates
of depression in treatment-seeking women with vulvodynia. J Obstet
Gynaecol. 2005;25(8):786–791.
Comorbid major depressive disorders in women who have vulvodynia
are related to greater pain severity and worse functioning.

Reed BD, Haefner HK, Punch MR, Roth RS, Gorenflo DW, Gillespie
BW. Psychosocial and sexual functioning in women with vulvodynia
and chronic pelvic pain. A comparative evaluation. J Reprod Med.
2000;45(8):624–632.
Women who have vulvodynia are psychologically similar to women who
don’t. A primary psychological cause of vulvodynia is not supported.

Tribo MJ, Andion O, Ros S, et al. Clinical characteristics and psychopathological profile of patients with vulvodynia: an observational and
descriptive study. Dermatology. 2008;216(1):24–30.
Psychiatric treatment may be a useful option to improve symptoms of
vulvodynia.

from 17% to 89%, although many studies are
retrospective reviews or include nonhomogenous populations, or both.19–21 A prospective
study (Level II) indicates a 52% reduction in
pain scores for women 6 months after vestibulectomy—and the scores continued to improve at evaluation at 2.5 years.22,23
Prospective studies indicate that vestibulectomy improves pain scores more than
cognitive behavioral therapy, biofeedback,
oral despiramine, and topical lidocaine.22,23
However, even surgery carries a robust
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Vestibulectomy technique

“I offer surgery for
vestibulodynia
after the patient
has failed at least
two therapies”

A

B

C

D

—Jennifer Gunter, MD

placebo response rate, and vulvar biopsy
alone has been associated with an improvement in pain scores in 67% of women.24,25
I offer surgery for vestibulodynia after
the patient has failed at least two therapies
(two topical treatments or one topical and
one oral treatment). I offer injections before proceeding, and almost all patients opt
to try them. I do not offer vestibulectomy to
patients who have unprovoked pain or pain
outside of resection margins.
Dr. Haefner: Surgical excision of the vulvar
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vestibule has met with success, in some studies, in more than 80% of cases, but it should
be reserved for women who have longstanding and localized vestibular pain in whom
other management options have failed.
The patient should undergo cotton-swab
testing to outline areas of pain before anesthesia is administered in the operating room.
Often, the incision will need to extend up to
the opening of the Skene’s ducts on the vestibule (Figure ). The incision is carried down
laterally along Hart’s line to the perianal skin,
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(A) Incision. In many cases, the incision needs to extend up to the opening of the Skene’s ducts on
the vestibule before it is carried down laterally along Hart’s line to the perianal skin, with the mucosa
undermined above the hymeneal ring. (B) Excision. Remove the tissue superior to the hymeneal ring.
(C) Advancement of vaginal mucosa. Further undermine the mucosa and advance it to close the defect.
(D) Suturing. Close the defect in two layers using absorbable suture.

Vulvar pain syndromes

and the mucosa is undermined above the hymeneal ring. The specimen is excised superior to the hymeneal ring. The vaginal tissue
is further undermined and brought down to
close the defect in two layers using absorbable suture. A review of this technique with
illustrations has been published.26
Dr. Lonky: Thank you all again for sharing
your considerable expertise, experience, and
insight.
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