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ABSTRACT

Vulvodynia is an underdiagnosed: pain syndrome with persistent duration, usually without an
identifiable organic cause. It negatively affects the quality of life, mental health and romantic
relationships and sexual function of women. This review aimed to systematically appraise the
available data on the effectiveness of Cognitive Behavioral Therapy on perceived pain and
sexual functioning of women with vulvodynia from randomized clinical trials irrespective of
their time of publication. The review was performed following the PRISMA guidelines. The
literature search was conducted based on specific eligibility criteria in the PubMed, Psycinfo,
and Scopus databases using appropriate keywords. The methodological quality of the included
studies was assessed with the Jadad Scale. The search resulted in 10 randomized clinical trials
that compared the effectiveness of Cognitive Behavioral Therapy compared to other
psychotherapeutic approaches and clinical, pharmaceutical, and surgical interventions on 835
women with vulvodynia. The results, which were synthesized narratively based on
intervention type and outcomes assessed, revealed the superiority of Cognitive Behavioral
Therapy compared to topical treatments with significant improvements in sexual function and
pain management, particularly evident at follow-up assessments. Comparisons with other
psychotherapeutic approaches (mindfulness-based cognitive therapy, supportive
psychotherapy) resulted in similar results. Compared to physiotherapeutic and surgical
protocols, Cognitive Behavioral Therapy resulted in more favorable findings, although the
improvement regarding sexual function was significant mostly at the 6-month follow-up
measurements. Cognitive Behavioral Therapy appeared to help by restructuring dysfunctional
beliefs, reducing pain catastrophizing, and developing alternative pain coping strategies.
Despite the encouraging evidence, variations with respect to the cognitive-behavioral
interventions, comparison groups, and assessment tools used to assess the variables under
investigation, direct comparison of the findings was challenging. The results highlighted
Cognitive Behavioral Therapy as a promising, non-pharmacological approach to the
management of vulvodynia. Education of psychotherapists and clinicians, particularly
gynecologists, would contribute to early diagnosis and effective treatment of vulvodynia.

KEYWORDS: Vulvodynia, cognitive behavioral therapy, vulvar pain, female sexual function,
randomized control trial, systematic review.
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Introduction

Vulvodynia refers to vulvar pain with a duration of at least three months and without a
specifically identified cause.” It can be either localized to one area, generalized to multiple
areas, or mixed. It can be provoked (e.g., vaginal penetration), spontaneous, or mixed. The
onset of vulvodynia could be classified as either primary (e.g., during the first intercourse) or
secondary (occurring later in life). Regarding the pain pattern, this can be either continuous
or constant, rhythmic or intermittent, and transient or brief.” Its prevalence has been
estimated at 8%,> while its incidence is over 4 cases per 100 person-years, with younger
women appearing as more vulnerable (7.6 cases per 100 person-years at 20 years of age,
compared with 3.3 cases per 100 person-years at 60 years of age).®

Vulvodynia affects women’s health-related quality of life,” their psychological well-being
and romantic relationships,® while the pain’s chronicity may cause physical disability.” One of
the main domains affected is sexual health; it increases sexual distress and reduces sexual
satisfaction and function.’® One of the main reasons for its impact is the lack of proper and
timely treatment. In the US, 40% of women with relevant symptomatology choose not to seek
treatment, while 60% of those who do seek help visit at least three clinicians before receiving
the correct diagnosis.’ Regarding Europe, only 10-25% receive the correct diagnosis as 40-65%
of gynecologists have no relevant diagnostic knowledge, and 20% of them support that their
specialty is not the one to initiate treatment.™

The heterogeneity of vulvodynia patients creates a significant challenge in the
identification of a “gold standard” treatment approach. To date, the treatment of choice
largely depends on_expert opinion. Its treatment includes pharmacological and/or non-
pharmacological interventions, while for some cases, surgical procedures are performed.
Regarding the pharmacological regimens, these include topical (e.g., lidocaine, gabapentin, or
amitriptyline cream, botulinum toxin injections), vaginal (e.g., diazepam suppositories), and
oral (e.g., oral amitriptyline or gabapentin, antifungals) medication. However, even under
medication, women self-report a 6.7/10 pain intensity in relevant instruments, 60% of them
consume alcohol, and 43% combine alcohol and analgesics (including opioids) to reduce
pain.*? Concerning surgical procedures, vulvar vestibulectomy is recommended when typical,
non-invasive procedures are ineffective.>'* However, when comparing conservative and
surgical interventions, pain and sexual function outcomes are similar,** implying that the non-
invasive treatment is preferable. Among the non-pharmacological treatments, pelvic floor
physical therapy,” acupuncture,* hypnotherapy,’’ and fractional CO, laser therapy'® consist
of alternative approaches. Yet, the efficacy of the first three approaches still requires further
investigation with RCTs, while the FDA warns against the use of energy devices for vulvodynia
due to possible adverse effects.™

Given the low efficacy and side-effect profile of medications for vulvodynia, attention has
shifted towards psychological interventions, mostly over the past decade. Cognitive
behavioral therapy (CBT) aims to challenge maladaptive thoughts regarding pain, disrupt
avoidant behaviors, manage catastrophizing, and enhance coping mechanisms.?° The present
study aimed to systematically appraise randomized clinical trials regarding the efficacy of CBT
on vulvodynia in terms of pain and sexual function.

Methods

The study was designed according to the PRISMA statement guidelines.” This systematic
review was not registered in any prospective review registry. Stages of research incorporated
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problem formulation, thorough search of the existing research, data extraction and quality
evaluation, and, lastly, data analysis and presentation. Studies included in this review followed
specific inclusion/exclusion criteria as indicated below.

Eligibility criteria

The studies had to investigate the efficacy of CBT on vulvodynia in adult women irrespective
of its type. For this review, interventions were considered as CBT if they incorporated core
cognitive-behavioral principles, including psychoeducation, cognitive . restructuring,
behavioral strategies for pain management, and skills training. Diagnosis of vulvodynia had to
be established by a gynaecological examination and not self-reports. The primary outcome of
interest had to be perceived pain and sexual function. The comparison interventions and the
CBT protocol did not constitute reasons for exclusion, while the studies had to report the
protocol’s details (duration, number of sessions, etc.). The studies had to be published in the
English language by peer-reviewed journals. Research protocols without providing sufficient
data were not included. The time of publication did not constitute a criterion of exclusion.

Search strategy

Pubmed, Scopus, and PsycInfo databases were thoroughly searched for relevant studies from
the 1st until the 28" of November 2024. Research was conducted by two reviewing
investigators, using the following terms: “vulvodynia” OR “vulvar pain” AND “CBT” OR
“cognitive behavior therapy” OR/“cognitive behavior treatment” OR “cognitive behavior
intervention” AND “efficacy” OR “outcomes”, and were adopted accordingly when necessary.
Titles, keywords, and abstracts of each study were screened for eligibility. All eligible studies
were managed and documented using the Zotero reference management software. A
backward search (hand search of reference lists) of included papers was conducted to identify
additional studies relevant to the topic. All studies were assessed according to the eligibility
criteria.

Data extraction

Summary tables were developed to display key features of the included studies, such as study
design, population characteristics, comparator type, CBT format, and reported outcomes
related to pain and sexual function. These tables facilitated subgroup comparisons and
enhanced the transparency of the synthesis process. In addition, a PRISMA 2020 flow diagram
was used to visually represent the study selection process, including the number of records
identified, screened, assessed for eligibility, and included in the final synthesis. For each
outcome of interest (pain and sexual function), effect measures as reported in the original
trials were extracted. These typically included mean differences, standard deviations, and p-
values for between-group and within-group comparisons. No data transformation or
statistical imputation was required for the synthesis. All included studies reported complete
outcome data, and no conversions or estimations of missing summary statistics were
necessary. Included studies were grouped for narrative synthesis based on the type of
comparator intervention (e.g., pharmaceutical, surgical, psychotherapeutic, or physical
therapy) and the format of CBT delivery (individual, group, or couple-based).

Quality evaluation

Methodological quality assessment was performed independently by two researchers with
the modified version of the Jadad scale,?* as described in previous research.”® The scale
evaluates 8 domains regarding the methodological soundness of each study: randomization,
blinding, withdrawals, dropouts, inclusion/exclusion criteria, description of possible adverse
effects of the implemented interventions, and statistical analyses. The total score is computed
by summing the score of each item, with the total score ranging between 0 to 8. A study



receiving a total score between 0 to 3 is considered of low quality, whereas total scores
between 4 and 8 indicate a methodological approach of high quality.

Results

Study selection process

The initial search yielded 87 potentially eligible studies. After removing duplicates and
screening 56 titles and abstracts based on the eligibility criteria, 32 articleswere fully assessed.
The final step of research resulted in 10 RCTs. The detailed screening procedure is illustrated
in Figure 1.

Basic characteristics of the included studies

The studies were RCTs, conducted primarily in Canada, with two of them coming from the
United States and Sweden, and held between 2001 and 2021. All the included studies
evaluated the effectiveness of CBT for adult women with vulvodynia. In total, 835 women with
the diagnosis were included. All studies used.the diagnostic criterion of a gynecological
examination with a cotton swab test. The.mean age ranged from 26.4 to 43.0 years. Among
the included studies, six implemented group CBT sessions,?** two of them provided
individualized sessions,*>* while in two, couples CBT treatment was implemented.*"*? In the
majority of the studies, CBT involved focusing on psychoeducation, cognitive restructuring
techniques, communication techniques, and pain management. Intervention protocols lasted
between eight and 13 weeks, and each session had a duration of 60 to 150 minutes. When
implemented in group settings, interventions were held in groups of 5-10 people. Concerning
the comparison groups, four of them included topical treatments (lidocaine,
corticosteroids),**?°*¥® one of them applied a physical therapy intervention, three of them
implemented mindfulness-based cognitive therapy,’*?® one of them vestibulectomy and
biofeedback,?® and one supportive psychotherapy sessions.?® All of the included studies
assessed pain intensity and female sexual functioning and related psychological
characteristics, such as pain anxiety,”’ catastrophizing pain,?***3%*? and pain coping
strategies.>® Secondary psychological characteristics, such as pain tolerance, self-efficacy,*
and personality characteristics?® were also assessed in a portion of the studies. One of the
studies performed measurements which referred to the partner’s perception of pain,** while
one study evaluated both partners’ sexual function.** Measurements were performed with
the use of self-report instruments, while one study used a vulvalgesiometer for pain
assessment.”” The synthesis relied on the statistical information provided in each study.
Summary statistics (e.g., p-values) were extracted where available. However, standardized
effect estimates (e.g., Cohen’s d, confidence intervals) were not consistently reported across
studies and were therefore not recalculated. The basic characteristics of the included studies
are presented in Table 1.

Main results based on the research question

Three of the included studies examined the comparative effectiveness of CBT and
mindfulness-based CBT (MBCBT) psychotherapy. Two of these studies reported significant
post-treatment improvements in sexual function for both intervention groups (p <0.001).2%
However, these effects remained statistically significant at the six-month follow-up in only one
study.?® Furthermore, the same study found comparable improvements between the groups
across all other measured outcomes, including psychological functioning and perceived
change. Notably, self-reported pain reduction was greater in the mindfulness-based cognitive
psychotherapy group.?® The third RCT comparing CBT and MBCBT found that those with higher
baseline pain reported the greater reductions regardless of treatment. However, women with
longer relationships, as well as women with primary vulvodynia in the CBT arm, reported



greater reduction. It was also reported that the relationship length moderated sexual function
(p<0.01).” Women in shorter relationships improved more with MBCBT, whereas women in
longer relationships improved more on sexual function with CBT. Masheb and colleagues
compared CBT and supportive psychotherapy. With respect to pain severity during physical
examination, this was significantly reduced to a greater degree for the CBT arm (p=.014).* In
addition, results reported a significantly greater improvement in sexual function (p=.034) pre-
to post-treatment.*

Regarding the four studies that compared CBT with topical treatments, results were
contradictory, with a tendency in favor of CBT. Three of them reported better sexual function
for the CBT group. This improvement was noted only for the CBT group at the post-treatment
measurement by one study (p=0.000),*! and this was greater for women whose partner
demonstrated higher levels of anxiety (p<0.01) and for women with lower sexual goals
(p=0.001).>! The second study resulted in a significant difference in sexual function in favor of
the CBT groups, but only 6 months post-treatment.* The third RCT yielded significantly more
improvements for the CBT arm in pain unpleasantness (p<.001) at 6-month follow-up, pain
anxiety (p<.001) and pain catastrophizing at post-treatment and 6-month follow-up, and
sexual distress at post-treatment (p<.001).** The last study found no significant differences
between groups. However, for CBT, higher levels of fear of pain and catastrophizing post-
treatment contributed to higher pain intensity at follow-up measurements, whereas higher
levels of self-efficacy regarding pain management were associated with less pain post-
treatment.”

One of the included studies compared CBT and physical therapy. The comparison arm
implemented muscle relaxation techniques and progressive vaginal penetration exercises.>* A
decrease in vulvar pain during sexual intercourse was found for both groups. With respect to
coping strategies, an improvement was reported for both arms pre- and post-treatment, but
this was statisticallysignificant only for the CBT group (p<0.001). Sexual function did not differ
significantly between pre- and post-treatment for either of the arms, but was significantly
improved only for the CBT group at the 6-month follow-up assessment (p=0.013).*°

One study implemented a 3-group comparison, by implementing psychotherapeutic
(CBT), surgical (vestibulectomy), and neuromuscular rehabilitation (surface
electromyographic biofeedback) interventions.”* Bergeron and colleagues reported
significantly reduced pain (p<0.01) for all three interventions, with the greatest reduction
being reported by the vestibulectomy group at post-treatment and at 6-month follow-up.**
Concerning sexual function, a significant improvement was noted for all three groups (p<0.01)
between post-treatment and 6-month follow-up.

Quality evaluation results based on the modified Jadad Scale

The assessment of the studies” methodological assessment was conducted with the modified
Jadad Scale.”” All of the included RCTs were of high quality, with an overall score between 5
and 7 (on a scale of 0-8). All studies used randomization, ensuring a high level of internal
validity. Variations in the adequacy of the randomization process were noted, as some studies
were not double-blinded. However, the nature of the CBT intervention constitutes double-
blind protocols difficult to implement. All studies clearly described their eligibility criteria,
improving sample comparability. However, only one study reported adverse events or
potential side effects of the applied interventions. Lastly, most studies used appropriate
statistical methods, increasing the reliability of the findings. Results of the quality evaluation
are being provided as supplementary material (S1). A quantitative synthesis was conducted
due to heterogeneity in interventions and outcomes.

Discussion



Vulvodynia is a chronic condition with a significant impact on sexual function, psychological
well-being, and interpersonal relationships.'® Despite its high prevalence, the lack of early
diagnosis and the absence of a universally accepted treatment protocol make its management
difficult.®* Existing pharmacological and surgical approaches often do not produce satisfactory
results, leading patients to seek alternative interventions. To the authors’ knowledge, this is
the first systematic review investigating the effectiveness of CBT as a non-pharmacological
option, focusing on its role in reducing perceived pain and improving sexual function.

Given the methodological and clinical heterogeneity of the included studies, the
discussion is thematically organized based on two main axes: the type of comparator
intervention (e.g., pharmaceutical, psychotherapeutic, etc.) and the delivery format of CBT
(e.g., group-based, individual, or couple therapy). This subgroup-oriented structure aimed to
clarify the interpretability of findings across diverse clinical contexts and intervention settings.

Concerning pharmaceutical interventions, even though the findings were slightly
contradictory, the four studies that compared CBT and topical treatments underscored the
superiority of CBT, particularly over time. Regarding sexual function, CBT yielded significantly
better outcomes for three of them,?**>*' and'no significant differences post-treatment
regarding pain.”>**?'?? However, for two.of them, the 6-month follow-up measurements
revealed improvements in pain for the CBT arms.”*?*? A plausible explanation for the lack of
difference immediately post-treatment could be related to the impact of expectation and
immediate response to treatment, regardless of the method.®> It is known that
pharmacological approaches can influence the individual's short-term experience, through
mechanisms such as enhancing self-confidence in symptom management and general
attention to health care.®® However, the maintenance of benefits over time, as seen in the
results of the studies after 6 months, may reflect more stable changes achieved through CBT.
As shown by literature regarding chronic pain, CBT helps individuals identify and reframe
dysfunctional thoughts about pain, thereby reducing catastrophizing—a factor that often
increases thesubjective perception of pain.*” Through techniques such as selective attention
regulation and cognitive restructuring,®® participants may have learned to cope with pain in
more adaptive'ways, reducing the stress response and passive avoidant behavior. This finding
could also be examined through a neurobiological perspective. Chronic pain is associated with
increased activity in brain areas involved in emotional regulation and pain processing, such as
the amygdala and the prefrontal cortex.?® CBT has been shown to contribute to neuroplasticity
by remodeling these networks, reducing pain hypersensitivity, and enhancing emotional
regulation.*® After all, empirical and theoretical evidence substantiate the long-term efficacy
of CBT, as it enables individuals to develop the skills necessary to function as their therapist.*!

Four of the included studies compared CBT with other psychotherapeutic approaches.
Three of them compared CBT with MBCBT, and the comparison groups concluded in similar
findings. Even though the percentages of women who reported improvements in terms of
pain intensity and sexual function were greater for the CBT group,®® especially for those in
longer relationships,?” no significant differences between groups were found for both
variables.”® The similar effectiveness of CBT and MBCBT may be explained by the similarities
in the protocols applied in the studies. Both treatments included common techniques, such
as psychoeducation, relaxation exercises, and pain management strategies,?* "> which are key
mechanisms of improvement for both pain intensity and sexual function.*>** Also, MBCBT
incorporates CBT elements,** probably offering similar benefits, even if the mechanisms of
action differ. As far as the fourth study is concerned, this compared CBT with supportive
psychotherapy.®® Results highlighted the efficacy of CBT, with participants reporting significant
improvements in pain severity as well as sexual function, with these changes being maintained
even one year later. CBT directly targets the cognitive and behavioral mechanisms that
maintain pain and difficulties in sexual functioning.**® Through the identification and
modification of dysfunctional thoughts, exposure, and training in coping techniques, CBT



offers more structured strategies compared to supportive psychotherapy. Empathy and active
listening are core principles of every psychotherapeutic intervention, including CBT. Thereby,
the additional targeted techniques for symptom relief may explain why participants who
received CBT sessions reported better outcomes, a finding that comes in line with previous
research comparing the two approaches.®*’

Two of the studies compared CBT with non-pharmaceutical and non-psychotherapeutic
interventions, with their findings being contradictory.”* One of them made a three-way
comparison by examining the efficacy of vestibulectomy, sSEMG biofeedback, and CBT on pain
and sexual function. All three interventions resulted in significant improvements for their
participants post-treatment, and gains were maintained at 6-month follow-up for all
conditions.”* These results appear encouraging; however, when carefully examining the
study’s characteristics, interesting findings occur. For example, a large number of participants
in the vestibulectomy refused to go on with the procedure, and some of the analyses were
conducted based on estimated and not collected data. In addition, there was a statistically
significant dropout rate for the sEMG biofeedback group, possibly implying that the time
needed to be invested in this approach and the repetitive exercises may discourage patients
from complying with the protocol. The fact thatthe CBT group did not improve sexual function
in a greater way compared to sSEMG and vestibulectomy could be characterized as puzzling.
This may be because improved sexual function is dependent on the degree of pain that one
experiences, as at the baseline measurements, women in the CBT group reported lower pain
levels and better sexual function compared to the other groups. With respect to the other
study, this compared CBT with a physiotherapy protocol. Again, outcomes were significantly
improved for both groups, but the important difference was at the 6-month follow-up
measurement. The CBT group maintained the improvement for sexual function,
complementing its effect on the overall psychological well-being, reduction in anxiety related
to sexual activity, and sustained improvements in pain management.*°

One notable aspect of the included studies is their differentiation regarding the way CBT
was delivered. Inaddition to the comparator type, the mode of CBT delivery (group, individual,
or couple-based) was also considered as a qualitative axis for interpretation, as it may
influence both therapeutic outcomes and patient engagement. Six of them applied group CBT,
whereas two of them couple CBT and two individualized sessions. Even though a direct
comparison would probably be unfounded due to the different number of studies, when
comparing the group and the individualized interventions, group-level interventions appeared
as more efficient. They enhanced the sense of support and sharing of experiences, while
individual sessions provided more targeted intervention on individual problems. Desrochers
et al. reported that individual CBT sessions showed slightly better results in pain management
and reductions.”® In contrast, Brotto et al. demonstrated that group CBT sessions were
beneficial, particularly for women in long-term relationships, highlighting that group dynamics
can act as an additional factor enhancing therapeutic outcomes. Concerning the couple’s CBT,
the interesting finding lies in the fact that the partner’s perceptions affected the outcomes
regarding pain and sexual function,** and when the woman improved in terms of pain and
sexual function, so did the partner’s pain catastrophizing and sexual anxiety and function.?
This finding confirms results from a pilot study highlighting that, following CBT, partners
reduced pain catastrophizing.” The fact that partner pain catastrophizing contributes to
women’s pain in vulvodynia samples and that partners also endure sexual difficulties due to
the diagnosis emphasizes the importance of the relationship’s intimacy, underlining how the
perception and management of pain by the partner can directly affect the other's experience.

The present review demonstrates specific strengths, such as adherence to the PRISMA
guidelines, inclusion of only RCTs, and thorough assessment of the studies’” methodological
quality. To further clarify the interpretability and practical relevance of our findings, the
following two sections discuss key methodological limitations of the included studies,



followed by the clinical implications and potential applications of CBT in vulvodynia
management.

Despite its strengths, this review bears certain limitations that must be acknowledged.
The first concerns the heterogeneity of CBT protocols; some focused on restructuring
dysfunctional thoughts and pain management, while others included self-efficacy training or
communication skills. In addition, the comparator interventions varied widely (e.g.,
medication, physical therapy, surgery), making direct comparisons more complex. There was
also an inconsistency in outcome measures; most were based on self-report;, with only one
study using an objective tool for pain measurement. An additional methodological issue that
arises concerns the absence of sample size calculation (power analysis) in several of the
included studies. This omission limits the internal validity of their results, as the adequacy of
the sample to detect statistically significant differences is not ensured. Furthermore, it makes
it difficult to draw firm conclusions and reduces the generalizability of the review findings.*
Although the available data did not allow the conduction of a meta-analysis and thus a formal
guantitative assessment of publication bias (e.g., funnel plot, Egger’s test) was not feasible,
the possibility of publication bias remains a notable limitation of the present review. To
minimize this risk, a comprehensive search strategy was employed across multiple databases,
along with a backward reference search of included studies. Nonetheless, it is possible that
unpublished trials or studies with non-significant results were omitted, which could have
affected the completeness and objectivity of the findings.

From a clinical standpoint, CBT emerges as a promising non-pharmacological treatment
for vulvodynia. Considering the high rates of misdiagnosis or delayed diagnosis, clinician
education —particularly among gynecologists— is crucial. Additionally, couple-based CBT
appears especially beneficial, not only for improving individual outcomes but also for
addressing dyadic dynamics that influence pain perception and sexual satisfaction. Findings
from a couple of-interventions highlight the importance of partner involvement in the
therapeutic process, as changes in their attitudes and perceptions directly affect the woman's
pain experience and sexual functioning. Future interventions could systematically incorporate
the partner to jointly manage the problem, enhancing empathy and preventing
catastrophizing on both sides. Assessing the quality of the relationship, sexual communication,
and the partner's beliefs about pain can guide individualized interventions and improve the
overall effectiveness of treatment.

In summary, CBT appears to be an effective non-pharmacological intervention for
reducing pain and improving sexual function in women with vulvodynia. Despite
heterogeneity in study designs and outcome measures, the findings indicate promising and
sustained benefits, particularly when interventions are tailored to individual or couple
dynamics. Future research with standardized methodologies and partner-inclusive
approaches may further strengthen the evidence base and inform clinical practice.
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Table 1. Basic characteristics of the included studies (N=10)

Sample's
characteristics
Study [total N, mean
characteristics age, (SD)] Intervention (N) Comparison (N) Measurements Main results
N=39, 10 2-hrs group CBT
sessions for 13 weeks (7-8
women/group). Both  groups reported significant
Psychoeducation, N=30, twice daily improvements post-treatment. The CBT
Kegel exercises, application of 1% group reported significantly reduced pain
communication skills, hydrocortisone cream for (p=0.03) and better sexual function (p =
Bergeron et al., cognitive 13 weeks, educational MPQ, FSFI, PCS, 0.01) at the 6-month follow up compared
2016, Canada (25) N=69, 26.9 (6.09)  restructuring material on vulvodynia PISES to the topical treatment group.
N=22,vestibulectomy (30’
surgical procedure under
general anesthesia- At posttreatment, vestibulectomy
excision of the vestibular participants had significantly lower pain
N=24, 8 2 hrs group CBT areatoa2 mmdepth & 1 levels than both group CBT, (p<0.01), and
sessions for 12 weeks. cm width); N=25, sEMG biofeedback participants, (p<0.01). The
Psychoeducation, biofeedback (contractions significance was maintained at the 6-
Kegel exercises, & rest periods)- training MPQ, Global Sexual month follow-up (p<0.01). Participants
communication skills, in the use of a portable Functioning score from all three treatments improved
Bergeron et al., cognitive SEMG home trainer for (Sexual History significantly from pre-treatment to 6-
2001, Canada (24) N=78, 26.8 (5.4) restructuring daily practice sessions. Form), FSFI, BSI-GSI  month follow-up (p<0.01).
N=47, couple CBT, 12 Couple CBT yielded significantly more
weekly sessions Of 75 mins. improvements than lidocaine in pain
Psychoeducation, impact of  N=51, topical lidocaine unpleasantness (p<.001) at 6-month
provoked vulvodynia on treatment. 5% lidocaine follow-up, pain anxiety (p<.001) and pain
N=108 (& sexuality, multifactorial view ointment on the vulvar catastrophizing at post-treatment and 6-
Bergeron et al., partners) (27.0) of pain, vaginal dilation vestibule nightly for 12 FSFI, IIEF, PASS, month follow-up, and sexual distress at
2021, Canada (32) (6.2) exercises, cognitive weeks PCS, FSDS-R post-treatment (p<.001), and resulted in



Brotto et al., 2020,
Canada (27)

Brotto et al., 2019,
Canada (26)

N=87,32.3(8.2)

N=122, 32.35
(8.21)

restructuring, expansion of
the sexual repertoire,
exercises to improve pain
and sexuality-relevant
couple interactions, partner
responses to pain,

sexual motivation, and
relationship intimacy

N=45, CBT, 8 2.5hrs group
sessions. Psychoeducation,
behavioral skills training,
cognitive techniques,
communication skills
training

N=58, 8 2 hrs group CBT
sessions for 8 weeks.
Psychoeducation,
behavioral skills training,
cognitive techniques,
communication skills
training, education on how
provoked vulvodynia affects

N=42, MBCBT, 8 2.5hrs
group sessions.
Psychoeducation on
provoked vulvodynia,
mindfulness exercises
(mindful eating, body
scan, mindfulness of
breath, mindfulness of
sounds and thoughts
self-compassion practice).
Provocation of mild (non-
genital) pain in session and
provoking vestibular pain
athome

N=64, MBCBT.
Mindfulness exercises
(mindful eating, body
scan, mindfulness of
breath, mindful-

ness of sounds and
thoughts, and self-
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FFMQ, FSFl, self-
report pain
intensity, PCS

FSFI, FSDS-R, VAS,
vulvalgesiometer
for pain
assessment, PCS,
PVAQ, CPAQ

better treatment satisfaction and global
sexuality improvements (p<.001) at both
time points. Partners significantly
improved in their sexual function, sexual
distress, and pain catastrophizing from
pre- to post-treatment and pre-treatment
to 6-month follow-up, with no significant
group differences. At post-treatment and
6-month follow-up, women and partners
in CBT were significantly more satisfied
with their treatment than those of the
lidocaine group (p=0.000).

Those with primary provoked vulvodynia
improved more in the CBT condition
(p<0.01). Relationship length moderated
sexual function (p<0.01). Women in
shorter relationships improved more with
MBCBT. Women in longer relationships
improved more on sexual function with
CBT.

Between group comparison revealed
insignificant  differences in pain
improvement (p=0.409) and sexual
function (p=0.821). 43% reported
moderate or great improvement in pain
(51% in the CBT group and 35% in the
MBCBT group) at post-treatment and 63%
at 6 months’ follow-up (68% in CBT group



Desrochers et al.,
2010, Canada (29)

Brown et al., 2021,
Canada (28)

N=69, 26.5 (6.0)

N=130, 32.5 (8.3)

sexual desire, motivation,
and function

N=31, ten 90-min group
sessions, 5-10
women/group.
Psychoeducation,

Kegel exercises,
communication skills,
cognitive restructuring

N=, 8 weekly 2.25 hrs group
CBT sessions.
Psychoeducation, cessation
of sexual activity, gradual
re-introduction of vaginal
penetration

compassion practice),
education on how
provoked vulvodynia
affects sexual desire,
motivation, and function,
exposure techniques.

N=38, topical treatment
(corticosteroid analgesic
cream) twice daily
application, use of a
water-based lubricant

during intercourse VAQ, PISES

N=, 8 weekly MBCBT 2.25
hrs sessions. Mindfulness
exercises (body scan,
mindfulness of

breath, self-compassion

practice) ASI-3, PQICQ
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FSFI, VAS, MPQ,
STAI, PASS-20, PCS,

PCS, CPAQ, TIPI,

and 58% in MBCBT group). In terms of
sexual function, 43% reported moderate
or great improvement at post-treatment
(48% in the CBT group/38% in the MBCBT
group), and, at 6 months’ follow-up, 59%
of participants reported moderate or
great improvement (60% in the CBT
group/59% in the MBCBT group).

No significant differences were found
between groups. Participants of the
topical treatment group with higher
catastrophizing (p=0.04) and lower self-
efficacy (p=0.01) at the start tended to
have more severe pain after six months.
For CBT, higher levels of baseline fear of
pain and catastrophizing contributed to
higher pain intensity at follow-up,
whereas higher levels of pain self-efficacy
were significantly associated with less
pain (p=0.03).

No between-group significant difference
was found for vaginal intercourse rates
(p=0.384). MBCBT group was more likely
to resume vaginal penetration if their
chronic pain acceptance at pretreatment
was higher (p=0.01). No time by treatment
group interaction (p=0.209). For the CBT
group, those with lower pretreatment
pain acceptance were more likely to
resume vaginal penetration (p=0.070), but
this was marginally significant.



Goldfinger et al.,
2015, Canada (30)

Rosen et al., 2021,
Canada (31)

Masheb et al.,
2009, USA (33)

N=20, 26.4 (8.7)

N=108 (&
partners), 27.0
(6.2)

N=47, 43.0 (12.1)

N=10, eight 1.5-hour
individualized CBT sessions.
Psychoeducation,
reconceptualization of
provoked vulvodynia as a
pain condition,
desensitization exercises,
sexual communication skills
training, cognitive
restructuring

N=53, Couple CBT, 12
weekly 75-minute sessions.
Psychoeducation, breathing
techniques, vaginal dilation
exercises;

cognitive restructuring,
expansion of sexual
repertoire

N=22, 10 weekly CBT
individual 60-minute
sessions. Self-

management skills
regarding thoughts, feelings
and behaviors, pain coping
skills, role-playing, problem-
solving.

N=10, eight 1.5-hour one-
on-one physical therapy
sessions (exercises,
manual techniques, sEMG,
progressive vaginal
penetration exercises with
silicone vaginal

dilators

N=55, 5% lidocaine
ointment

on the vulvar vestibule
nightly for 12 weeks

N=25, 10 weekly individual
60-minute sessions of
supportive psychotherapy.
Participants’ assistance in
emotional expression,
empathetic
understanding, active
listening

FSFI, PCS, CSQ,MPQ

NRS, FSFI, STAI,
WHYMP (partner
perception of pain),
couple's sexual
goals (intimacy,
avoidance etc.)

MPI, MPQ, FSFI,
BDI, PASS

Both groups demonstrated significant
decreases in vulvar pain during sexual
intercourse, with 70% and 80% of
participants in the CBT and physical
therapy groups demonstrating a
moderate clinically important decrease in
pain (30%) after treatment. No between-
group differences were found post-
treatment. The CBT demonstrated better
sexual functioning at 6-months follow-up
(p=0.013).

Sexual function was significantly improved
for the CBT group post-treatment
(p=0.000). The improvement was greater
for those women whose partner
demonstrated higher levels of anxiety
(p<0.01) and for women with lower sexual
goals (p=0.001).

CBT group reported significantly greater
improvement in pain severity (p=.014),
and improvement in sexual function
(p=.034) (pre- to post- treatment).
Participants in the CBT group reported
significantly greater improvement, and
satisfaction in 1-year follow-up than
participants in the supportive
psychotherapy group (p<.05).
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Abbreviations: CBT=Cognitive Behavioral Therapy; MBCBT=Mindfulness Based Cognitive Behavioral Therapy; MPI=Multidimensional Pain Inventory; MPQ=McGill Pain
Questionnaire; FSFI=Female Sexual Function Index; IIEF= International Index of Erectile Function; BDI=Beck Depression Inventory; PASS=Pain Anxiety Symptoms Scale;
PCS= Pain Catastrophizing Scale; CSQ=Coping Strategies Questionnaire; VAS= Numeric Visual Analogue Scale; STAI=State-Trait Anxiety Inventory; PVAQ=Pain and Vigilance
Awareness Questionnaire; PISES=Painful Intercourse Self-Efficacy Scale; SFI= Sexual Functioning Inventory; BSI-GSI=Global Severity Index of the Brief Symptom Inventory;
PVAQ=Pain Vigilance and Awareness Questionnaire, CPAQ=Chronic Pain Acceptance Questionnaire, FSDS-R=Female Sexual Distress Scale-Revised; STAI=State-Trait
Anxiety Inventory; PASS-20=Pain Anxiety Symptoms Scale; MFSQ=McCoy Female Sexuality Questionnaire; HADS=Hospital Anxiety and Depression Scale; MFSQ=M cCoy
Female Sexuality Questionnaire; FFMQ= Five-Facet Mindfulness Questionnaire; NRS= Numeric rating scale for pain during intercourse; WHYMP= West Haven-Yale
Multidimensional Pain Inventory; TIPI=Ten-Item Personality Inventory, ASI-3=Anxiety Sensitivity Index, PQICQ=Patient Global Impression of Change questionnaire
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ANAZKOMNHzH

ZUOTNUOTIKA OLVOOKOTINGN TNG AMOTEAECHATIKOTNTAG TG 'VWOLAKAG
TuunepldpopiknG Ospamneiog yio Tov TOVo Kat T oe§ovalAikn Asttovpyia otnv
atdoloduvia.

frapudpaiia Mmuein,! lovAia Kokka,? HpakARg Moupikng?

1.  A'Matevtikn ko FuvaikoAoyikn KAwvikn, Meviko Noookopeio EAsva BeviléAovu,
Adnva, EAAabda

2. A'Wuyxiatpikn KAwvikn, latpikn ZxoAn, EGviko kot Kamodiotplako Mavemntotn o
Adnvwv, Elbiko latpeio Sefovadiknc Yyeiac, Atyiviiteto Noookoueio, AGnva,
EAAada

IXTOPIKO APOPOY: MapairndOnke 20 Oefpouapiou 2025/ AvabewprBnke 9 louviou 2025 /
AnpootelBnke Aladiktuakd 5 Auyouotou 2025

NEPINHWH
H aibowobuvia amotelel éva umodlayvwopévo oUVOPORO TIOVOU LE emipovn SLapKela
ouvNBwe xwpic avayvwpiown opyavikn attio. Emnpedlel apvntikd tv motdtnta {wnc, TNV
PUXIKN UYELQ, TIC POUOVTLKEG OXECELG KL TN O£EOUAALKN) AELTOUPYLKOTNTO TWV YUVOLKWV.
IKOMOG TNE MApouoag OVOOKOTMNOoNG ATAV N CUCTNUOTLK TIPOCEYYLON TWV E€PEUVNTIKWY
Sedopévwyv Tou €xouv TPOKUPEL ATO TUXOLOTIOLNUEVEG KALVIKEG SOKIUEG OXETIKA UE TNV
OMIOTEAECLATIKOTNTO TNG MVWOLAKAG ZUUTEPLPOPLKNG Ogpameiac otov avTAouPfavopevo
TOVO Kal TN O£€OUAALKr) AELTOUPYLKOTNTA YUVOLKWY HE odoloduvia, aoXETwe XPOVIKAC
oTyun¢ dnuooieuong. H avaokonnon mpaypatonoonke oUpbwva UE TG KATEUOUVTAPLEG
odényiec PRISMA. H avalntnon t¢g BLRAoypadiac mpaypotonol)dnke BACEL CUYKEKPLUEVWV
KpLtnplwv KataAAnAotnTag otig Baocelg dedopévwv Pubmed, Psycinfo kal Scopus pe tn xprion
TWV KATAANAWV A£€ewV-KAELOLA. H peBodoloyikr) moldTNTo TwWV CUMIEPIAAUBAVOUEVWY
pueletwv aflohoynBnke pe to Jadad Scale. H avalitnon katéAnée oe 10 peléteg mou
OUVEKPLVOLV TNV OMOTEAECLATIKOTNTA TNG M'VWOLAKN ¢ ZupmepLdopLkn g Oepareiag ev cuykploel
HE GAAEG PUXOOEPATIEUTIKEC TIPOOEYYIOELG KOl KALVLKEG, POPUOKEUTIKEG KOL XELPOUPYLKEG
napeppaocelg oe 835 yuvaikeg pe adotoduvia. Ta anmoteAéopata oVASELEOV TNV UTLEPOXT) TNG
M'vwolakng Zuumnepldoplkng Ospamneiag oe oxEon e TOTUKEC GOPUAKEUTIKEG Beparmeleg e
ONUAVTLKEC BEATIWOELG 0T oe€ouallkn Asttoupyia Kat Tn Slaxeiplon Tou mOVou, KUPLWG OE
BaBog xpdvou. Ot cuykpioelg pue AAeg PuxoBepATIEVTIKES TIPOOEYYIOELS (YWwolakn Oepareia
Baolopévn oTNV EVOUVELSNTOTNTA, UTTOOTNPLKTLKY YuxoBepamneia) katéAnéav ce mapopola
amoteAéopata. Ev ouykploel pe ¢GUOLKOBEPATEUTIKA KOl XELPOUPYLKA TIPWTOKOAA, N
l'vwolakr Zuumnepldoplkny Oepameia KotéAnge oe €UVOIKOTEPA ATIOTEAECUATA, OV KAl N
BeAtiwon ¢ oe€ouaAlkng AeLToupylag ATOV CNUAVTLKA KUPLwG KATA TNV mapakoAolBnon 6
UAVEG HETA TNV OAOKANpwon Twv mapepBacewv. H Mvwaolakn uumnepldoplkrn Oepareia
davnke va Bonbd péow ™G audoBrntnong SUcAELTOUPYIKWY OKEPEWY, TNG HELWONG TNG
KaTaoTpodOoAOYLKAC eppnveiog yUpw amod Tov TOVO, KAl TNV avATTugn eVAaAAAKTIKWY
OTPATNYKWY  OVTLUETWTIOAG Tou. [Mapd Ttig evBoppuvtikég evdelelg,  umrpxav
Sladopomnolnoelg os eminedo yVwOLAKWY-CUUTEPLDOPLKWY TAPEUPACEWY, TWV OUASWV
oUYKpLONG Kol Twv epyaleiwv afloAdynong Twv umod Slepevvnon HetaBAntwy, yeyovog mou
KaBlotd SUCKOAN TNV Apecn oUYKpLon Twv supnudtwyv. Ta omoteAéoparta, Ta omoia
napouotalovial adnynUATiKa BAacsl TUTIOU MOPEUPAONG KOl EUPNUATWY, avadelfav ™
M'vwolakr Zupnepldoplky Oepameia we Lo UTIOOXOUEVN, N GOPUAKEVUTIKH TIPOCEYYLON YL




™ OSloxelplon ¢ awdowoduviag. H ekmaideuon Twv KAWVIKWV ylOTPWYV KoL Twv
JuxoBepamevtwv Ba ocupPdaiel otnv evioxuon TG Eykalpng Sldyvwong Kal TV
amnoteAeopatiky Bepamneia autAg ¢ SLayvwong.

AEZEIZ EYPETHPIOY : Adoloduvia, yvwaolakn oupmneptdoplkny Bepameia, movog, oe€ouaAkn)
AELTOUPYLO, TUXALOTIOLNMEVN KALWVLKE SOKLUA, CUCTNUATIKY 0VO.OKOTNoN.

ErmupeAntrg ouyypadéag: lovAla Kokka, A' MaleuTtikny kot TuvatkoAhoyikry KAwikr, Teviko
Noookopeio EAeva BeviZélou, Aewdopog Baotdioong Zodlag 72-74, 11528, ABrva, EAAGSQ,
Email: Kokka.ioulia@gmail.com, louliakok@med.uoa.gr



mailto:Kokka.ioulia@gmail.com
mailto:Iouliakok@med.uoa.gr

