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A systematic review of the efficacy of CBT
on pain and sexual function of vulvodynia
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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 eligi-
bility 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, pharma-
ceutical, 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 topi-
cal 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 evi-
dence, 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, sys-
tematic review.

Corresponding author: loulia Kokka, First Department of Psychiatry, School of Medicine, National and Kapodistrian University of
Athens, Outpatient Specialty Clinic for Sexual Health, Eginition Hospital, 72-74 Vas. Sofias Ave., GR-115 28 Athens, Greece - e-mail:
Kokka.ioulia@gmail.com, louliakok@med.uoa.gr



300 G.Bitzietal

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, gener-
alized 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 prima-
ry (e.g., during the first intercourse) or secondary (oc-
curring later in life). Regarding the pain pattern, this
can be either continuous or constant, rhythmic or inter-
mittent, 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 per-
son-years at 60 years of age).®

Vulvodynia affects women’s health-related quality of
life,” their psychological well-being and romantic rela-
tionships,® while the pain’s chronicity may cause physi-
cal disability.® One of the main domains affected is sex-
ual health; it increases sexual distress and reduces sex-
ual satisfaction and function.’ One of the main reasons
forits impact is the lack of proper and timely treatment.
In the US, 40% of women with relevant symptomatolo-
gy 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, on-
ly 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 treat-
ment includes pharmacological and/or non-pharma-
cological interventions, while for some cases, surgical
procedures are performed. Regarding the pharmaco-
logical 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, antifun-
gals) 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-in-
vasive procedures are ineffective.'*'* However, when
comparing conservative and surgical interventions,
pain and sexual function outcomes are similar,’ im-
plying that the non-invasive treatment is preferable.

Among the non-pharmacological treatments, pelvic
floor physical therapy,'® acupuncture,’® hypnothera-
py,'” and fractional CO, laser therapy'® consists of alter-
native approaches. Yet, the efficacy of the first three ap-
proaches 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 med-
ications for vulvodynia, attention has shifted towards
psychological interventions, mostly over the past dec-
ade. Cognitive behavioral therapy (CBT) aims to chal-
lenge maladaptive thoughts regarding pain, disrupt
avoidant behaviors, manage catastrophizing, and en-
hance coping mechanisms.? The present study aimed
to systematically appraise randomized clinical trials re-
garding the efficacy of CBT on vulvodynia in terms of
pain and sexual function.

Material and Method

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 problem formulation, thorough
search of the existing research, data extraction and
quality evaluation, and, lastly, data analysis and pres-
entation. Studies included in this review followed spe-
cific 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 gynecological examination and not self-reports.
The primary outcome of interest had to be perceived
pain and sexual function. The comparison interven-
tions and the CBT protocol did not constitute reasons
for exclusion, while the studies had to report the pro-
tocol’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 exclu-
sion.

Search strategy

Pubmed, Scopus, and Psycinfo databases were thor-
oughly searched for relevant studies from the 1st until
the 28th of November 2024. Research was conducted



by two reviewing investigators, using the following
terms: “vulvodynia” OR “vulvar pain” AND “CBT” OR “cog-
nitive behavior therapy” OR “cognitive behavior treat-
ment” OR “cognitive behavior intervention” AND “effi-
cacy” OR “outcomes”, and were adopted accordingly
when necessary. Titles, keywords, and abstracts of each
study were screened for eligibility. All eligible stud-
ies 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 eligi-
bility criteria.

Data extraction

Summary tables were developed to display key fea-
tures of the included studies, such as study design,
population characteristics, comparator type, CBT for-
mat, and reported outcomes related to pain and sexual
function. These tables facilitated subgroup compari-
sons 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 syn-
thesis. 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 be-
tween-group and within-group comparisons. No data
transformation or statistical imputation was required
for the synthesis. All included studies reported com-
plete 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., pharmaceu-
tical, 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: randomiza-
tion, blinding, withdrawals, dropouts, inclusion/exclu-
sion criteria, description of possible adverse effects of
the implemented interventions, and statistical analy-
ses. 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 con-
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sidered 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 stud-
ies. After removing duplicates and screening 56 titles
and abstracts based on the eligibility criteria, 32 arti-
cles were fully assessed. The final step of research re-
sulted 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 exam-
ination 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 cou-
ples CBT treatment was implemented.?'3? In the major-
ity of the studies, CBT involved focusing on psychoed-
ucation, cognitive restructuring techniques, communi-
cation techniques, and pain management. Intervention
protocols lasted between eight and 13 weeks, and each
session had a duration of 60 to 150 minutes. When im-
plemented in group settings, interventions were held
in groups of 5-10 people. Concerning the comparison
groups, four of them included topical treatments (li-
docaine, corticosteroids),?*?°3'32 one of them applied
a physical therapy intervention,*® three of them imple-
mented mindfulness-based cognitive therapy,*-2% one
of them vestibulectomy and biofeedback, and one
supportive psychotherapy session.?® All of the includ-
ed studies assessed pain intensity and female sexual
functioning and related psychological characteristics,
such as pain anxiety,?” catastrophizing pain,2*26-3032
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 that referred to the partner’s percep-
tion 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
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Records identified through Additional records identified
databases (n=87) through other sources (n=82)

A A

Records after duplicates removed
(n=56)

A 4

Records exluded: irrelevant

A4

Records screened (n=56)

v

topics, reviews (n=24)

Full-text articles assessed for eligibility
(n=32)

A 4

Full-text excluded for
not meeting with eligibility

v

Studies included in the
qualitative synthesis
(n=10)

| Included I | Eligibility I | Screening I |Indentification|

Figure 1. Flow diagram of the study selection process.

in each study. Summary statistics (e.g., p-values) were
extracted where available. However, standardized ef-
fect 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 research questions

Three of the included studies examined the compar-
ative effectiveness of CBT and mindfulness-based CBT
(MBCBT) psychotherapy. Two of these studies report-
ed significant post-treatment improvements in sexual
function for both intervention groups (p < 0.001).268
However, these effects remained statistically signifi-
cant at the six-month follow-up in only one study.*
Furthermore, the same study found comparable im-
provements between the groups across all other meas-
ured outcomes, including psychological functioning
and perceived change. Notably, self-reported pain re-
duction was greater in the mindfulness-based cogni-
tive 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

criteria (n=22)

- Not an RCT (n=7)

- Study protocol (n=3)

- Pilot study (n=2)

- pharmacological comparison (n=9)

- self-reported diagnosis
of vulvodynia (n=1)

that the relationship length moderated sexual function
(p<0.01).2 Women in shorter relationships improved
more with MBCBT, whereas women in longer relation-
ships 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).2* 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-treat-
ment 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).2' The second study result-
ed 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 cat-
astrophizing at post-treatment and 6-month follow-up,
and sexual distress at post-treatment (p<.001).3? The
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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-treat-
ment.”

One of the included studies compared CBT and phys-
ical therapy. The comparison arm implemented muscle
relaxation techniques and progressive vaginal penetra-
tion 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 sta-
tistically significant 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).3°

One study implemented a 3-group comparison, by
implementing psychotherapeutic (CBT), surgical (ves-
tibulectomy), and neuromuscular rehabilitation (sur-
face electromyographic biofeedback) interventions.?
Bergeron and colleagues reported significantly re-
duced pain (p<0.01) for all three interventions, with
the greatest reduction being reported by the vesti-
bulectomy 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.

Quiality evaluation results based on the modified
Jadad Scale

The assessment of the studies’ methodological as-
sessment 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 stud-
ies were not double-blinded. However, the nature of
the CBT intervention constitutes double-blind proto-
cols difficult to implement. All studies clearly described
their eligibility criteria, improving sample comparabil-
ity. However, only one study reported adverse events
or potential side effects of the applied interventions.
Lastly, most studies used appropriate statistical meth-
ods, increasing the reliability of the findings. Results
of the quality evaluation are being provided as sup-
plementary material (51). 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 ab-
sence of a universally accepted treatment protocol
make its management difficult.>* Existing pharmaco-
logical and surgical approaches often do not produce
satisfactory results, leading patients to seek alterna-
tive interventions. To the authors’ knowledge, this is
the first systematic review investigating the effective-
ness of CBT as a non-pharmacological option, focus-
ing on its role in reducing perceived pain and improv-
ing 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 com-
parator intervention (e.g., pharmaceutical, psycho-
therapeutic, etc.) and the delivery format of CBT (e.g.,
group-based, individual, or couple therapy). This sub-
group-oriented structure aimed to clarify the interpret-
ability 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 signifi-
cantly better outcomes for three of them,24,25,31 and
no significant differences post-treatment regarding
pain.?>?3132 However, for two of them, the 6-month fol-
low-up measurements revealed improvements in pain
for the CBT arms.?>32 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 mech-
anisms 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 catastrophiz-
ing — a factor that often increases the subjective per-
ception of pain.’” Through techniques such as selective
attention regulation and cognitive restructuring,® par-
ticipants may have learned to cope with pain in more
adaptive ways, reducing the stress response and pas-
sive avoidant behavior. This finding could also be ex-



amined from 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 re-
modeling these networks, reducing pain hypersensi-
tivity, 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 own
therapist.”!

Four of the included studies compared CBT with oth-
er psychotherapeutic approaches. Three of them com-
pared CBT with MBCBT, and the comparison groups
concluded with similar findings. Even though the per-
centages of women who reported improvements in
terms of pain intensity and sexual function were great-
er 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 stud-
ies. Both treatments included common techniques,
such as psychoeducation, relaxation exercises, and
pain management strategies,?*?® which are key mech-
anisms of improvement for both pain intensity and
sexual function.**** Also, MBCBT incorporates CBT ele-
ments,** probably offering similar benefits, even if the
mechanisms of action differ. As far as the fourth study
is concerned, this compared CBT with supportive psy-
chotherapy.® 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 di-
rectly targets the cognitive and behavioral mechanisms
that maintain pain and difficulties in sexual function-
ing.*4¢ Through the identification and modification of
dysfunctional thoughts, exposure, and training in cop-
ing techniques, CBT offers more structured strategies
compared to supportive psychotherapy. Empathy and
active listening are core principles of every psycho-
therapeutic intervention, including CBT. Thereby, the
additional targeted techniques for symptom relief may
explain why participants who received CBT sessions re-
ported better outcomes, a finding that is in line with
previous research comparing the two approaches.®

Two of the studies compared CBT with non-phar-
maceutical and non-psychotherapeutic interventions,
with their findings being contradictory.?* One of them
made a three-way comparison by examining the effi-
cacy of vestibulectomy, sEMG biofeedback, and CBT
on pain and sexual function. All three interventions
resulted in significant improvements for their partic-
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ipants post-treatment, and gains were maintained at
6-month follow-up for all conditions.?* These results ap-
pear encouraging; however, when carefully examining
the study’s characteristics, interesting findings occur.
For example, many 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 sig-
nificant dropout rate for the sEMG biofeedback group,
possibly implying that the time needed to be invested
in this approach and the repetitive exercises may dis-
courage patients from complying with the protocol.
The fact that the CBT group did not improve sexual
function in a greater way compared to sEMG and ves-
tibulectomy could be characterized as puzzling. This
may be because improved sexual function is depend-
ent 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 oth-
er study, this compared CBT with a physiotherapy pro-
tocol. Again, outcomes were significantly improved for
both groups, but the important difference was at the
6-month follow-up measurement. The CBT group main-
tained the improvement for sexual function, comple-
menting its effect on the overall psychological well-be-
ing, 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.
In addition 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 pa-
tient engagement. Six of them applied to group CBT,
whereas two of them couple CBT and two individual-
ized sessions. Even though a direct comparison would
probably be unfounded due to the different number
of studies, when comparing the group and the indi-
vidualized interventions, group-level interventions
appeared as more efficient. They enhanced the sense
of support and sharing of experiences, while individ-
ual 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 out-
comes. Concerning the couple’s CBT, the interesting
finding lies in the fact that the partner’s perceptions
affected the outcomes regarding pain and sexual
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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 high-
lighting that, following CBT, partners reduced pain
catastrophizing.”® The fact that partner pain catastro-
phizing contributes to women’s pain in vulvodynia
samples and that partners also endure sexual difficul-
ties 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 interpret-
ability and practical relevance of our findings, the fol-
lowing two sections discuss key methodological limi-
tations of the included studies, followed by the clinical
implications and potential applications of CBT in vulvo-
dynia management.

Despite its strengths, this review bears certain limi-
tations that must be acknowledged. The first concerns
the heterogeneity of CBT protocols; some focused-on
restructuring dysfunctional thoughts and pain man-
agement, 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 measure-
ment. An additional methodological issue that aris-
es 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 sig-
nificant 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 quantitative assess-
ment of publication bias (e.g., funnel plot, Egger’s
test) was not feasible, the possibility of publication bi-
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ZUOTNMATIKI] AVAOKOMNON TG AMMOTEAECHATIKOTNTAG
™G NVWoIaKNG ZUUMTEPLPOPIKNG Ospaneiag yia Tov movo
Kat T oe§ovalikn Asettoupyia otnv atdotoduvia

FapugpaAid Mmitdr,' lovAia Kokka,? HpakAng Moupikng?

TA” Matsutikny kat FuvaikoAoyikry KAwvikn, leviké Noookoueio EAeva Bevi(éou, ABrva,
2A” Yuyiatpikry KAvikn, latpikry ZxoAn, EOviké kar Kamodiotpiaké Mavemotriuio ABnvwy, Eidiké latpeio SeéovaAikng Yyeiag, Ayivriteio
Noookoueio, ABriva

IZTOPIKO APOPOY: MapaArjpbnke 20 OePpouapiou 2025/AvabewpriBnke 9 louviou 2025/Anuooctetbnke Aladiktuakd 5 AuyouoTtou 2025

NEPINHYH

H aidoloduvia amotelei éva umodlayvwopuévo ouvEpouo TTOVOU He emipovn SIdpKeEla cUVHBWE XWPIC avayvVwPIoIpN 0pyavikni

attia. Emnpeddel apvnTikd TNV mototnta Cwrig, TNV WUXIKN UYEIQ, TIC POUAVTIKEG OXEOELG KAl TN 0EEOVANIKN AEITOVPYIKOTNTA TWV

YUVAIKWV. ZKOTTOC TN TTAPOVCAE AvaoKOTTNoNG ATAV N GUCTNATIKI TTPOCEYYION TWV EPELVNTIKWV SESOUEVWV TTOU £XOUV TTPO-
KUPEL amd TUXALOTIOINUEVES KAIVIKEG SOKIUEC OXETIKA HE TNV OTTOTEAECUATIKOTNTA TNG VWOLAKAG ZUUTEPIPOPIKAG Oepameiag

OTOV AVTINAUBAVOUEVO TIOVO Kal TN 6EEOUAAIKA AEITOUPYIKOTNTA YUVALKWY PE aidoloduvia, aoxETwE XPOVIKAG OTIYMAS dnuoaoi-
guonc. H avackomnon mpaypatomolifnke cup@Wva He TIg katevBuvthplec odnyiec PRISMA. H avalritnon tng BiBAoypagiag

mpaypatomoliOnke BACEL CUYKEKPIUEVWVY KPITNPIwV KataAAnAdTnTag oTig Baoelg Sdedopévwy Pubmed, Psycinfo kai Scopus pe

™ xpron Twv KatdAANAwv Aé€ewv-kAeS1d. H peBodoloyikn moldtnTa Twv cupmepIAapuBavouévwy HeEAETWY a&loAoyrnOnkKe pe

1o Jadad Scale. H avalntnon katéAn&e o€ 10 LEAETEG TTOU CUVEKPIVAV TNV ATTOTEAECUATIKOTNTA TNG [VWOIAKNAG ZUUTIEPIPOPLKAG

Ogparmeiag eV oLYKPIoEL HE AANEG YUXOOEPATTEVTIKEG TIPOOEYYIOELG KAl KAVIKEG, PAPUOKEUTIKEG KAl XELPOUPYLKEG TTAPEUBATELG

o€ 835 yuvaikeg pe atdotoduvia. Ta amoteAéopata avadeléav tnv umepoxn NG IVwolakng ZUUTEPIPOPIKNG OepaTeiag o oxé-
On UE TOTIKEG PAPHAKEVTIKEG Bepameieg e oNUAVTIKEG BEATIWOELG 0TN 0e€0VANIKN AglToupyia Kal Tn Slaxeiplon Tou movou,
KUpiwg o€ Babo¢ xpodvou. Ot CUYKPIOELG e ANNEG YUXODEPATIEVTIKEG TPOOEYYIOELS (YVwolakr Bepameia Baciopévn otnv evou-
veldnTdTNTA, UMOOTNPIKTIKN YuxoBepameia) katéAngav og mapduola anoteAéopata. Ev cuykpioel pe puolkoBepameuTIKA Kal

XELPOUPYIKA TTIPWTOKOAAQ, N TVWGlaKN ZUPmEPIPOPIKA Oepameia KATEANEE O EVVOIKOTEPA AMOTEAECHATA, AV Kal N BeATiwon

NG 0e€OUANIKAC AEITOVPYIAC TAV ONUAVTIKE KUPIWG KATA TNV mapakoAouBnon 6 UAVEC HETA TNV OAOKARPWON TWV TTAPEU-
Baocswv. H Tvwolakn Zuumepipoplkn Ogpamneia @Aavnke va Fondd péow tTnG ap@ioBritnong SUCAEITOUPYIKWY OKEDEWY, TNG
MEIWONC TNG KATAOTPOPOANOYIKNG EPUNVEIAG YUpW aTTd ToV TTOVO, KAl TNV avATTTUEN EVAANAKTIKWY OTPATNYIKWY AVTIMETWTTIONG
Tou. Mapd Tig evOappUVTIKEG EVOEIEELS, UTTHPXAV SLOPOPOTIOINTELG OE EMMITIESO YVWOIAKWY-CUUTIEPIPOPIKWY TTAPEUBATEWY, TWV
OUAdwV oLYKPIoNG Kal TwV epyaleiwv a&lohdynong Twv umd Slepelivnon PETABANTWY, YEYOVOC TTOU KaB1oTd SUOKOAN TNV Ape-
on oUYKplon TV eupnuUdtwy. Ta amoteAéouata, Ta omoia mapoucidlovTal a@nynUATIKA BAcel TUTTOL TTaPEUBaong Kal eupn-
pdtwy, avadel&av tn Vwaotakr ZUPTEPLPOPIKN Ogpameia wG KA UTTOOXOMEVN, KN GAPHAKEVTIKA TTPOCEYYLoN Yia T Slaxeipion

NG atdoloduviac. H ekmaideuon Twv KAIVIKWV YIATpWV Kal Twv YuxoBepameutwv Ba cupBAAel oTnv evioxuon tng yKaipng
S1dyvwong Kal Tnv amoteAeopaTikn Oepameia autrig Tng dtayvwong.

NEZEIX EYPETHPIOY: Aiboloduvia, yvwaolakr cuumeplpoplkn Beparmeia, mévog, oe€ovalikn AelToupyia, Tuxalomotnuévn
KAWVIKN) SOKIUN, CUCTNUATIKA AvVAoKOTTNON.

2uyypapéag emkotvwviag: lovAia Kokka, A" Wuxtatpikn KAvikr, latpikn ZxoAn, EBviké kat Kamodiotplakd Mavemotrpio ABnvwy, Eidiko
latpeio Xe§ovalikng Yyeiag, Atyvritelo Noookopeio, Aew. Bao. Zogiag 72-74, 115 28 ABrjva, AlevBuvon e-mail: Kokka.ioulia@gmail.com,
louliakok@med.uoa.gr



