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Review

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.
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Introduction

Vulvodynia refers to vulvar pain with a duration of at 
least three months and without a specifically identified 
cause.1 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.2 Its prevalence has been 
estimated at 8%,3–5 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).6 

Vulvodynia affects women’s health-related quality of 
life,7 their psychological well-being and romantic rela-
tionships,8 while the pain’s chronicity may cause physi-
cal disability.9 One of the main domains affected is sex-
ual health; it increases sexual distress and reduces sex-
ual satisfaction and function.10 One of the main reasons 
for its 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.3 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.11 

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.12 Concerning surgical procedures, vulvar 
vestibulectomy is recommended when typical, non-in-
vasive procedures are ineffective.13,14 However, when 
comparing conservative and surgical interventions, 
pain and sexual function outcomes are similar,14 im-
plying that the non-invasive treatment is preferable. 

Among the non-pharmacological treatments, pelvic 
floor physical therapy,15 acupuncture,16 hypnothera-
py,17 and fractional CO2 laser therapy18 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.19 

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.20 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.21 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 
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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,22 as described in previous 
research.23 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-

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,24–29 two of them 
provided individualized sessions,30,31 while in two cou-
ples CBT treatment was implemented.31,32 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),24,29,31,32 one of them applied 
a physical therapy intervention,30 three of them imple-
mented mindfulness-based cognitive therapy,26–28 one 
of them vestibulectomy and biofeedback,25 and one 
supportive psychotherapy session.30 All of the includ-
ed studies assessed pain intensity and female sexual 
functioning and related psychological characteristics, 
such as pain anxiety,27 catastrophizing pain,24,26–30,32 
and pain coping strategies.30 Secondary psychological 
characteristics, such as pain tolerance,30 self-efficacy,29 
and personality characteristics28 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,31 while one study evaluated both partners’ 
sexual function.32 Measurements were performed with 
the use of self-report instruments, while one study 
used a vulvalgesiometer for pain assessment.27 The 
synthesis relied on the statistical information provided 
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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).26,28 
However, these effects remained statistically signifi-
cant at the six-month follow-up in only one study.26 
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.26 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).27 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).33 In addition, 
results reported a significantly greater improvement in 
sexual function (p=.034) pre- to post-treatment.33 

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),31 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).31 The second study result-
ed in a significant difference in sexual function in favor 
of the CBT groups, but only 6 months post-treatment.24 
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).32 The 

Figure 1. Flow diagram of the study selection process.

In
de

nt
if

ic
at

io
n

Sc
re

en
in

g
El

ig
ib

ili
ty

In
cl

ud
ed

Additional records identified
through other sources (n=82)

Records identified through
databases (n=87)

Records after duplicates removed
(n=56)

Records screened (n=56)

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

Studies included in the
qualitative synthesis

(n=10)

Records exluded: irrelevant
topics, reviews (n=24)

Full-text excluded for
not meeting with eligibility
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)



Psychiatriki  303
Ta

bl
e 

1.
 B

as
ic

 c
ha

ra
ct

er
is

tic
s 

of
 t

he
 in

cl
ud

ed
 s

tu
di

es
 (N

=1
0)

.

St
ud

y 
ch

ar
ac

te
ris

tic
s

Sa
m

pl
e’

s 
ch

ar
ac

te
ris

tic
s 

[t
ot

al
 N

, m
ea

n 
ag

e,
 

(S
D

)]

In
te

rv
en

tio
n 

(N
)

Co
m

pa
ris

on
 (N

)
M

ea
su

re
m

en
ts

M
ai

n 
re

su
lts

Be
rg

er
on

 e
t a

l 2
01

6,
 

Ca
na

da
25

N
=6

9,
 2

6.
9 

(6
.0

9)
N

=
39

, 
10

 2
-h

rs
 g

ro
up

 C
BT

 
se

ss
io

ns
 f

or
 1

3 
w

ee
ks

 (
7-

8 
w

om
en

/g
ro

up
). 

Ps
yc

ho


ed
uc

at
io

n,
  

Ke
ge

l e
xe

rc
is

es
, 

co
m

m
un

ic
at

io
n 

sk
ill

s,
 c

og
-

ni
tiv

e 
re

st
ru

ct
ur

in
g

N
=3

0,
 tw

ic
e 

da
ily

 a
pp

lic
at

io
n 

of
 

1%
 h

yd
ro

co
rt

is
on

e 
cr

ea
m

 fo
r 1

3 
w

ee
ks

, e
du

ca
tio

na
l m

at
er

ia
l o

n 
vu

lv
od

yn
ia

M
PQ

, 
FS

FI
, 

PC
S,

 
PI

SE
S

Bo
th

 g
ro

up
s 

re
po

rt
ed

 s
ig

ni
fic

an
t i

m
pr

ov
em

en
ts

 
po

st
-t

re
at

m
en

t. 
Th

e 
CB

T 
gr

ou
p 

re
po

rt
ed

 s
ig

ni
f-

ic
an

tly
 re

du
ce

d 
pa

in
 (p

=0
.0

3)
 a

nd
 b

et
te

r s
ex

ua
l 

fu
nc

tio
n 

(p
 =

 0
.0

1)
 a

t 
th

e 
6-

m
on

th
 f

ol
lo

w
-u

p 
co

m
pa

re
d 

to
 t

he
 t

op
ic

al
 t

re
at

m
en

t 
gr

ou
p.

 

Be
rg

er
on

 e
t a

l 2
00

1,
 

Ca
na

da
24

N
=7

8,
 2

6.
8 

(5
.4

)
Ν

=2
4,

 8
 2

 h
rs

 g
ro

up
 C

BT
 se

s-
si

on
s 

fo
r 

12
 w

ee
ks

. P
sy

ch
o

ed
uc

at
io

n,
 K

eg
el

 e
xe

rc
is

es
, 

co
m

m
un

ic
at

io
n 

sk
ill

s,
 a

nd
 

co
gn

iti
ve

re
st

ru
ct

ur
in

g

Ν
=

22
,v

es
tib

ul
ec

to
m

y 
(3

0’
 s

ur
-

gi
ca

l 
pr

oc
ed

ur
e 

un
de

r 
ge

ne
ra

l 
an

es
th

es
ia

-e
xc

is
io

n 
of

 t
he

 v
es

-
tib

ul
ar

 a
re

a 
to

 a
 2

 m
m

 d
ep

th
 &

 
1 

cm
 w

id
th

); 
Ν

=2
5,

 s
EM

G
 b

io
-

fe
ed

ba
ck

 (
co

nt
ra

ct
io

ns
 &

 r
es

t 
pe

rio
ds

)- 
tr

ai
ni

ng
 in

 t
he

 u
se

 o
f 

a 
po

rt
ab

le
 s

EM
G

 h
om

e 
tr

ai
ne

r 
fo

r 
da

ily
 p

ra
ct

ic
e 

se
ss

io
ns

.

M
PQ

, G
lo

ba
l S

ex
ua

l 
Fu

nc
tio

ni
ng

 s
co

re
 

(S
ex

ua
l 

H
is

to
ry

 
Fo

rm
), 

FS
FI

, 
BS

I-
G

SI

A
t 

po
st

tr
ea

tm
en

t, 
ve

st
ib

ul
ec

to
m

y 
pa

rt
ic

ip
an

ts
 

ha
d 

si
gn

ifi
ca

nt
ly

 l
ow

er
 p

ai
n 

le
ve

ls
 t

ha
n 

bo
th

 
gr

ou
p 

CB
T,

 (
p<

0.
01

), 
an

d 
bi

of
ee

db
ac

k 
pa

rt
ic

i-
pa

nt
s 

(p
<0

.0
1)

. T
he

 s
ig

ni
fic

an
ce

 w
as

 m
ai

nt
ai

ne
d 

at
 t

he
 6

-m
on

th
 fo

llo
w

-u
p 

(p
<0

.0
1)

. P
ar

tic
ip

an
ts

 
fr

om
 a

ll 
th

re
e 

tr
ea

tm
en

ts
 im

pr
ov

ed
 s

ig
ni

fic
an

t-
ly

 f
ro

m
 p

re
-t

re
at

m
en

t 
to

 6
-m

on
th

 f
ol

lo
w

-u
p 

(p
<0

.0
1)

.

Be
rg

er
on

 e
t a

l 2
02

1,
 

Ca
na

da
32

N
=1

08
 (&

 p
ar

tn
er

s)
 

(2
7.

0)
 (6

.2
)

Ν
=4

7,
 c

ou
pl

e 
CB

T,
 1

2 
w

ee
kl

y 
se

ss
io

ns
 0

f 7
5 

m
in

s. 
Ps

yc
ho


ed

uc
at

io
n,

 i
m

pa
ct

 o
f 

pr
o-

vo
ke

d 
vu

lv
od

yn
ia

 o
n 

se
x-

ua
lit

y,
 

m
ul

tif
ac

to
ria

l 
vi

ew
 

of
 

pa
in

, 
va

gi
na

l 
di

la
tio

n 
ex

er
ci

se
s, 

co
gn

iti
ve

 r
es

tr
uc

-
tu

rin
g,

 
ex

pa
ns

io
n 

of
 

th
e 

se
xu

al
 r

ep
er

to
ire

, 
ex

er
ci

se
s 

to
 i

m
pr

ov
e 

pa
in

 a
nd

 s
ex

u-
al

ity
-r

el
ev

an
t 

co
up

le
 i

nt
er

-
ac

tio
ns

, 
pa

rt
ne

r 
re

sp
on

se
s 

to
 p

ai
n,

 s
ex

ua
l 

m
ot

iv
at

io
n,

 
an

d 
re

la
tio

ns
hi

p 
in

tim
ac

y

Ν
=

51
, 

to
pi

ca
l 

lid
oc

ai
ne

 t
re

at
-

m
en

t. 
5%

 l
id

oc
ai

ne
 o

in
tm

en
t 

on
 t

he
 v

ul
va

r 
ve

st
ib

ul
e 

ni
gh

tly
 

fo
r 

12
 w

ee
ks

FS
FI

, 
IIE

F,
 

PA
SS

, 
PC

S,
 F

SD
S-

R
Co

up
le

 C
BT

 y
ie

ld
ed

 s
ig

ni
fic

an
tly

 m
or

e 
im

pr
ov

e-
m

en
ts

 t
ha

n 
lid

oc
ai

ne
 i

n 
pa

in
 u

np
le

as
an

tn
es

s 
(p

<.
00

1)
 a

t 
6-

m
on

th
 f

ol
lo

w
-u

p,
 p

ai
n 

an
xi

et
y 

(p
<.

00
1)

 a
nd

 p
ai

n 
ca

ta
st

ro
ph

iz
in

g 
at

 p
os

t-
tr

ea
t-

m
en

t 
an

d 
6-

m
on

th
 f

ol
lo

w
-u

p,
 a

nd
 s

ex
ua

l 
di

s-
tr

es
s 

at
 p

os
t-

tr
ea

tm
en

t 
(p

<.
00

1)
, a

nd
 r

es
ul

te
d 

in
 

be
tt

er
 t

re
at

m
en

t 
sa

tis
fa

ct
io

n 
an

d 
gl

ob
al

 s
ex

ua
l-

ity
 im

pr
ov

em
en

ts
 (

p<
.0

01
) 

at
 b

ot
h 

tim
e 

po
in

ts
. 

Pa
rt

ne
rs

 s
ig

ni
fic

an
tly

 i
m

pr
ov

ed
 i

n 
th

ei
r 

se
xu

al
 

fu
nc

tio
n,

 se
xu

al
 d

is
tr

es
s, 

an
d 

pa
in

 c
at

as
tr

op
hi

zi
ng

 
fro

m
 p

re
- 

to
 p

os
t-

tr
ea

tm
en

t 
an

d 
pr

e-
tr

ea
tm

en
t 

to
 6

-m
on

th
 fo

llo
w

-u
p,

 w
ith

 n
o 

si
gn

ifi
ca

nt
 g

ro
up

 
di

ffe
re

nc
es

. A
t 

po
st

-t
re

at
m

en
t 

an
d 

6-
m

on
th

 f
ol

-
lo

w
-u

p,
 w

om
en

 a
nd

 p
ar

tn
er

s 
in

 C
BT

 w
er

e 
si

gn
if-

ic
an

tly
 m

or
e 

sa
tis

fie
d 

w
ith

 t
he

ir 
tr

ea
tm

en
t 

th
an

 
th

os
e 

of
 t

he
 li

do
ca

in
e 

gr
ou

p 
(p

=0
.0

00
).

Br
ot

to
 

et
 

al
 

20
20

, 
Ca

na
da

27
N

=8
7,

 3
2.

3 
(8

.2
)

N
=

45
, 

CB
T,

 8
 2

.5
hr

s 
gr

ou
p 

se
ss

io
ns

. 
Ps

yc
ho

ed
uc

at
io

n,
 

be
ha

vi
or

al
 

sk
ill

s 
tr

ai
ni

ng
, 

co
gn

iti
ve

 t
ec

hn
iq

ue
s,

 c
om

-
m

un
ic

at
io

n 
sk

ill
s 

tr
ai

ni
ng

N
=4

2,
 M

BC
BT

, 8
 2

.5
 h

rs
 g

ro
up

 se
s-

sio
ns

. P
sy

ch
oe

du
ca

tio
n 

pr
ov

ok
ed

 
vu

lv
od

yn
ia

, m
in

df
ul

ne
ss

 e
xe

rc
is-

es
 (

m
in

df
ul

 e
at

in
g,

 b
od

y 
sc

an
, 

m
in

df
ul

ne
ss

 o
f 

br
ea

th
, m

in
df

ul
-

ne
ss

 o
f 

so
un

ds
 a

nd
 t

ho
ug

ht
s, 

se
lf-

co
m

pa
ss

io
n 

pr
ac

tic
e)

. P
ro

vo


ca
tio

n 
of

 m
ild

 (n
on

-g
en

ita
l) 

pa
in

 
in

 s
es

sio
n 

an
d 

pr
ov

ok
in

g 
ve

st
ib

-
ul

ar
 p

ai
n 

at
 h

om
e

FF
M

Q
, F

SF
I, 

se
lf-

re
-

po
rt

 p
ai

n 
in

te
ns

ity
, 

PC
S

Th
os

e 
w

ith
 

pr
im

ar
y 

pr
ov

ok
ed

 
vu

lv
od

yn
ia

 
im

pr
ov

ed
 m

or
e 

in
 t

he
 C

BT
 c

on
di

tio
n 

(p
<0

.0
1)

. 
Re

la
tio

ns
hi

p 
le

ng
th

 m
od

er
at

ed
 s

ex
ua

l 
fu

nc
-

tio
n 

(p
<

0.
01

). 
W

om
en

 i
n 

sh
or

te
r 

re
la

tio
ns

hi
ps

 
im

pr
ov

ed
 m

or
e 

w
ith

 M
BC

BT
. W

om
en

 in
 lo

ng
er

 
re

la
tio

ns
hi

ps
 im

pr
ov

ed
 m

or
e 

on
 s

ex
ua

l f
un

ct
io

n 
w

ith
 C

BT
.

Co
nt

in
ue

s



304  G. Bitzi et al

Br
ot

to
 e

t 
al

 2
01

9,
 

Ca
na

da
26

N
=1

22
, 3

2.
35

 (8
.2

1)
N

=5
8,

 8
 2

-h
ou

r 
gr

ou
p 

CB
T 

se
ss

io
ns

 fo
r 8

 w
ee

ks
. P

sy
ch

o
ed

uc
at

io
n,

 b
eh

av
io

ra
l 

sk
ill

s 
tr

ai
ni

ng
, 

co
gn

iti
ve

 
te

ch
ni


qu

es
, 

co
m

m
un

ic
at

io
n 

sk
ill

s 
tr

ai
ni

ng
, 

an
d 

ed
uc

at
io

n 
on

 
ho

w
  

pr
ov

ok
ed

 v
ul

vo
dy

ni
a 

af
fe

ct
s 

se
xu

al
 d

es
ire

, 
m

ot
i-

va
tio

n,
 a

nd
 fu

nc
tio

n

N
=6

4,
 M

BC
BT

. M
in

df
ul

ne
ss

 e
xe

r-
ci

se
s 

(m
in

df
ul

 e
at

in
g,

 b
od

y 
sc

an
, 

m
in

df
ul

ne
ss

 o
f 

br
ea

th
, 

m
in

d-
fu

ln
es

s-
 

ne
ss

 
of

 
so

un
ds

 
an

d 
th

ou
gh

ts
, a

nd
 s

el
f- 

co
m

pa
ss

io
n 

pr
ac

tic
e)

, e
du

ca
tio

n 
on

 h
ow

 p
ro

-
vo

ke
d 

vu
lv

od
yn

ia
 a

ffe
ct

s 
se

xu
al

 
de

sir
e,

 m
ot

iv
at

io
n,

 a
nd

 fu
nc

tio
n,

 
an

d 
ex

po
su

re
 te

ch
ni

qu
es

. 

FS
FI

, 
FS

D
S-

R,
 V

A
S,

 
vu

lv
al

g
es

io
m

et
er

 
fo

r 
pa

in
 

as
se

ss
-

m
en

t, 
PC

S,
 P

VA
Q

, 
CP

AQ

Be
tw

ee
n-

gr
ou

p 
co

m
pa

ri
so

n 
re

ve
al

ed
 

in
si

g-
ni

fic
an

t 
di

ff
er

en
ce

s 
in

 
pa

in
 

im
pr

ov
em

en
t 

(p
=

0.
40

9)
 a

nd
 s

ex
ua

l f
un

ct
io

n 
(p

=
0.

82
1)

. 4
3%

 
re

po
rt

ed
 m

od
er

at
e 

or
 g

re
at

 i
m

pr
ov

em
en

t 
in

 
pa

in
 (

51
%

 i
n 

th
e 

CB
T 

gr
ou

p 
an

d 
35

%
 i

n 
th

e 
M

BC
BT

 g
ro

up
) a

t 
po

st
-t

re
at

m
en

t 
an

d 
63

%
 a

t 
6 

m
on

th
s’ 

fo
llo

w
-u

p 
(6

8%
 in

 C
BT

 g
ro

up
 a

nd
 5

8%
 

in
 M

BC
BT

 g
ro

up
). 

In
 t

er
m

s 
of

 s
ex

ua
l f

un
ct

io
n,

 
43

%
 re

po
rt

ed
 m

od
er

at
e 

or
 g

re
at

 im
pr

ov
em

en
t 

at
 p

os
t-

tr
ea

tm
en

t 
(4

8%
 in

 t
he

 C
BT

 g
ro

up
/3

8%
 

in
 t

he
 M

BC
BT

 g
ro

up
), 

an
d,

 a
t 

6 
m

on
th

s’ 
fo

l-
lo

w
-u

p,
 5

9%
 o

f 
pa

rt
ic

ip
an

ts
 r

ep
or

te
d 

m
od

-
er

at
e 

or
 g

re
at

 i
m

pr
ov

em
en

t 
(6

0%
 i

n 
th

e 
CB

T 
gr

ou
p/

59
%

 in
 t

he
 M

BC
BT

 g
ro

up
).

D
es

ro
ch

er
s 

et
 a

l 
20

10
, C

an
ad

a29

N
=6

9,
 2

6.
5 

(6
.0

)
N

=3
1,

 te
n 

90
-m

in
 g

ro
up

 se
s-

si
on

s,
 5

-1
0 

w
om

en
/g

ro
up

. 
Ps

yc
ho

ed
uc

at
io

n,
 

Ke
ge

l 
ex

er
ci

se
s,

 
co

m
m

un
ic

at
io

n 
sk

ill
s, 

an
d 

co
gn

iti
ve

 re
st

ru
c-

tu
rin

g

N
=

38
, 

to
pi

ca
l 

tr
ea

tm
en

t 
(c

or
-

tic
os

te
ro

id
 

an
al

ge
si

c 
cr

ea
m

) 
tw

ic
e 

da
ily

 a
pp

lic
at

io
n,

 u
se

 o
f 

a 
w

at
er

-b
as

ed
 lu

br
ic

an
t 

du
rin

g 
in

te
rc

ou
rs

e

FS
FI

, 
VA

S,
 

M
PQ

, 
ST

A
I, 

PA
SS

-2
0,

 P
CS

, 
VA

Q
, P

IS
ES

N
o 

si
gn

ifi
ca

nt
 d

iff
er

en
ce

s 
w

er
e 

fo
un

d 
be

tw
ee

n 
gr

ou
ps

. 
Pa

rt
ic

ip
an

ts
 o

f 
th

e 
to

pi
ca

l 
tr

ea
tm

en
t 

gr
ou

p 
w

ith
 h

ig
he

r 
ca

ta
st

ro
ph

e 
(p

=
0.

04
) 

an
d 

lo
w

er
 s

el
f-

ef
fic

ac
y 

(p
=

0.
01

) 
at

 t
he

 s
ta

rt
 t

en
d-

ed
 t

o 
ha

ve
 m

or
e 

se
ve

re
 p

ai
n 

af
te

r 
si

x 
m

on
th

s.
 

Fo
r 

CB
T,

 h
ig

he
r 

le
ve

ls
 o

f 
ba

se
lin

e 
fe

ar
 o

f 
pa

in
 

an
d 

ca
ta

st
ro

ph
iz

in
g 

co
nt

rib
ut

ed
 to

 h
ig

he
r p

ai
n 

in
te

ns
ity

 a
t f

ol
lo

w
-u

p,
 w

he
re

as
 h

ig
he

r l
ev

el
s 

of
 

pa
in

 s
el

f-
ef

fic
ac

y 
w

er
e 

si
gn

ifi
ca

nt
ly

 a
ss

oc
ia

te
d 

w
ith

 le
ss

 p
ai

n 
(p

=
0.

03
).

Br
ow

n 
et

 a
l 2

02
1,

 
Ca

na
da

28

N
=1

30
, 3

2.
5 

(8
.3

)
N

=,
 8

 w
ee

kl
y 

2.
25

-h
r 

gr
ou

p 
C

BT
 

se
ss

io
ns

. 
Ps

yc
ho


ed

uc
at

io
n,

 
ce

ss
at

io
n 

of
 

se
xu

al
 a

ct
iv

ity
, a

nd
 g

ra
du

al
 

re
in

tr
od

uc
tio

n 
of

 
va

gi
na

l 
pe

ne
tr

at
io

n

N
=

, 
8 

w
ee

kl
y 

M
BC

BT
 2

.2
5 

hr
s 

se
ss

io
ns

. 
M

in
df

ul
ne

ss
 e

xe
rc

is
-

es
 (

bo
dy

 s
ca

n,
 m

in
df

ul
ne

ss
 o

f 
br

ea
th

, 
se

lf-
co

m
pa

ss
io

n 
pr

ac
-

tic
e)

PC
S,

 
CP

A
Q

, 
TI

PI
, 

A
SI

-3
, P

Q
IC

Q
N

o 
si

gn
ifi

ca
nt

 d
iff

er
en

ce
 b

et
w

ee
n 

gr
ou

ps
 w

as
 

fo
un

d 
fo

r 
va

gi
na

l 
in

te
rc

ou
rs

e 
ra

te
s 

(p
=

0.
38

4)
. 

M
BC

BT
 g

ro
up

 w
as

 m
or

e 
lik

el
y 

to
 re

su
m

e 
va

gi
na

l 
pe

ne
tr

at
io

n 
if 

th
ei

r 
ch

ro
ni

c 
pa

in
 a

cc
ep

ta
nc

e 
at

 
pr

et
re

at
m

en
t 

w
as

 h
ig

he
r 

(p
=0

.0
1)

. N
o 

tim
e 

fo
r 

tr
ea

tm
en

t 
gr

ou
p 

in
te

ra
ct

io
n 

(p
=0

.2
09

). 
Fo

r 
th

e 
CB

T 
gr

ou
p,

 t
ho

se
 w

ith
 lo

w
er

 p
re

tr
ea

tm
en

t 
pa

in
 

ac
ce

pt
an

ce
 w

er
e 

m
or

e 
lik

el
y 

to
 r

es
um

e 
va

gi
na

l 
pe

ne
tr

at
io

n 
(p

=0
.0

70
), 

bu
t 

th
is

 w
as

 m
ar

gi
na

lly
 

si
gn

ifi
ca

nt
.

Ta
bl

e 
1.

 C
on

di
nu

ed
.

St
ud

y 
ch

ar
ac

te
ris

tic
s

Sa
m

pl
e’

s 
ch

ar
ac

te
ris

tic
s 

[t
ot

al
 N

, m
ea

n 
ag

e,
 

(S
D

)]

In
te

rv
en

tio
n 

(N
)

Co
m

pa
ris

on
 (N

)
M

ea
su

re
m

en
ts

M
ai

n 
re

su
lts

Co
nt

in
ue

s



Psychiatriki  305

G
ol

df
in

ge
r 

et
 a

l 
20

15
, C

an
ad

a30

N
=2

0,
 2

6.
4 

(8
.7

)
N

=
10

, 
ei

gh
t 

1.
5-

ho
ur

 i
nd

i-
vi

du
al

iz
ed

 
CB

T 
se

ss
io

ns
. 

Ps
yc

ho
ed

uc
at

io
n,

 
re

co
n-

ce
pt

ua
liz

at
io

n 
of

 p
ro

vo
ke

d 
vu

lv
od

yn
ia

 a
s 

a 
pa

in
 c

on
di

-
tio

n,
 d

es
en

si
tiz

at
io

n 
ex

er
ci

s-
es

, 
se

xu
al

 c
om

m
un

ic
at

io
n 

sk
ill

s 
tr

ai
ni

ng
, a

nd
 c

og
ni

tiv
e 

re
st

ru
ct

ur
in

g

N
=

10
, 

ei
gh

t 
1.

5-
ho

ur
 o

ne
-o

n-
on

e 
ph

ys
ic

al
 t

he
ra

py
 s

es
si

on
s 

(e
xe

rc
is

es
, 

m
an

ua
l 

te
ch

ni
qu

es
, 

sE
M

G
, p

ro
gr

es
si

ve
 v

ag
in

al
 p

en
-

et
ra

tio
n 

ex
er

ci
se

s 
w

ith
 s

ili
co

ne
 

va
gi

na
l d

ila
to

rs

FS
FI

, P
CS

, C
SQ

,M
PQ

Bo
th

 g
ro

up
s 

de
m

on
st

ra
te

d 
sig

ni
fic

an
t 

de
cr

ea
se

s 
in

 v
ul

va
r p

ai
n 

du
rin

g 
se

xu
al

 in
te

rc
ou

rs
e,

 w
ith

 7
0%

 
an

d 
80

%
 o

f 
pa

rt
ic

ip
an

ts
 in

 t
he

 C
BT

 a
nd

 p
hy

sic
al

 
th

er
ap

y 
gr

ou
ps

 d
em

on
st

ra
tin

g 
a 

m
od

er
at

e 
cl

in
i-

ca
lly

 im
po

rt
an

t d
ec

re
as

e 
in

 p
ai

n 
(3

0%
) a

fte
r t

re
at

-
m

en
t. 

N
o 

di
ffe

re
nc

es
 b

et
w

ee
n-

gr
ou

p 
w

er
e 

fo
un

d 
po

st
-t

re
at

m
en

t. 
Th

e 
CB

T 
de

m
on

st
ra

te
d 

be
tt

er
 se

x-
ua

l f
un

ct
io

ni
ng

 a
t 6

-m
on

th
 fo

llo
w

-u
p 

(p
=0

.0
13

).

Ro
se

n 
et

 
al

 
20

21
, 

Ca
na

da
31

N
=

10
8 

(&
 

pa
rt

ne
rs

), 
27

.0
 (6

.2
) 

Ν
=

53
, 

Co
up

le
 

C
BT

, 
12

 
w

ee
kl

y 
75

-m
in

ut
e 

se
ss

io
ns

. 
Ps

yc
ho

ed
uc

at
io

n,
 b

re
at

hi
ng

 
te

ch
ni

qu
es

, v
ag

in
al

 d
ila

tio
n 

ex
er

ci
se

s. 
co

gn
iti

ve
 r

es
tr

uc
-

tu
rin

g,
 e

xp
an

si
on

 o
f 

se
xu

al
 

re
pe

rt
oi

re

Ν
=

55
, 

5%
 l

id
oc

ai
ne

 o
in

tm
en

t 
on

 t
he

 v
ul

va
r 

ve
st

ib
ul

e 
ni

gh
tly

 
fo

r 
12

 w
ee

ks

N
RS

, F
SF

I, 
ST

AI
, 

W
H

YM
P 

(p
ar

tn
er

 
pe

rc
ep

tio
n 

of
 

pa
in

), 
co

up
le

’s 
se

xu
al

 g
oa

ls
 (i

nt
i-

m
ac

y,
 a

vo
id

an
ce

 
et

c.
)

Se
xu

al
 f

un
ct

io
n 

w
as

 s
ig

ni
fic

an
tly

 im
pr

ov
ed

 f
or

 
th

e 
CB

T 
gr

ou
p 

po
st

-t
re

at
m

en
t 

(p
=

0.
00

0)
. 

Th
e 

im
pr

ov
em

en
t 

w
as

 g
re

at
er

 f
or

 t
ho

se
 w

om
en

 
w

ho
se

 p
ar

tn
er

 d
em

on
st

ra
te

d 
hi

gh
er

 l
ev

el
s 

of
 

an
xi

et
y 

(p
<

0.
01

) 
an

d 
fo

r 
w

om
en

 w
ith

 l
ow

er
 

se
xu

al
 g

oa
ls

 (p
=0

.0
01

).

M
as

he
b 

et
 a

l 
20

09
, 

U
SA

33

N
=4

7,
 4

3.
0 

(1
2.

1)
N

=
22

, 
10

 w
ee

kl
y 

CB
T 

in
di

-
vi

du
al

 6
0-

m
in

ut
e 

se
ss

io
ns

. 
Se

lf
-m

an
ag

em
en

t 
sk

ill
s 

re
ga

rd
in

g 
th

ou
gh

ts
, 

fe
el

-
in

gs
, 

an
d 

be
ha

vi
or

s,
 p

ai
n 

co
pi

ng
 s

ki
lls

, 
ro

le
-p

la
yi

ng
, 

an
d 

pr
ob

le
m

-s
ol

vi
ng

.

N
=

25
, 

10
 

w
ee

kl
y 

in
di

vi
du

al
 

60
-m

in
ut

e 
se

ss
io

ns
 o

f 
su

pp
or

t-
iv

e 
ps

yc
ho

th
er

ap
y.

 P
ar

tic
ip

an
ts

’ 
as

si
st

an
ce

 in
 e

m
ot

io
na

l e
xp

re
s-

si
on

, 
em

pa
th

et
ic

 u
nd

er
st

an
d-

in
g,

 a
ct

iv
e 

lis
te

ni
ng

M
PI

, 
M

PQ
, 

FS
FI

, 
BD

I, 
PA

SS
C

BT
 r

ep
or

te
d 

si
gn

ifi
ca

nt
ly

 g
re

at
er

 i
m

pr
ov

e-
m

en
t 

in
 p

ai
n 

se
ve

ri
ty

 (
p=

.0
14

), 
an

d 
im

pr
ov

e-
m

en
t 

in
 s

ex
ua

l 
fu

nc
ti

on
 (

p=
.0

34
) 

(p
re

- 
to

 
po

st
-t

re
at

m
en

t)
. P

ar
ti

ci
pa

nt
s 

in
 th

e 
C

BT
 g

ro
up

 
re

po
rt

ed
 s

ig
ni

fic
an

tl
y 

gr
ea

te
r 

im
pr

ov
em

en
t 

an
d 

sa
ti

sf
ac

ti
on

 in
 1

-y
ea

r 
fo

llo
w

-u
p 

th
an

 p
ar

-
ti

ci
pa

nt
s 

in
 t

he
 s

up
po

rt
iv

e 
ps

yc
ho

th
er

ap
y 

gr
ou

p 
(p

<
.0

5)
.

A
bb

re
vi

at
io

ns
: C

BT
=C

og
ni

tiv
e 

Be
ha

vi
or

al
 T

he
ra

py
; M

BC
BT

=M
in

df
ul

ne
ss

 B
as

ed
 C

og
ni

tiv
e 

Be
ha

vi
or

al
 T

he
ra

py
; M

PI
=M

ul
tid

im
en

si
on

al
 P

ai
n 

In
ve

nt
or

y;
 M

PQ
=M

cG
ill

 P
ai

n 
Q

ue
st

io
nn

ai
re

; 
FS

FI
=F

em
al

e 
Se

xu
al

 F
un

ct
io

n 
In

de
x;

 II
EF

= 
In

te
rn

at
io

na
l I

nd
ex

 o
f E

re
ct

ile
 F

un
ct

io
n;

 B
D

I=
Be

ck
 D

ep
re

ss
io

n 
In

ve
nt

or
y;

 P
A

SS
=P

ai
n 

A
nx

ie
ty

 S
ym

pt
om

s 
Sc

al
e;

 P
CS

= 
Pa

in
 C

at
as

tr
op

hi
zi

ng
 

Sc
al

e;
 C

SQ
=

Co
pi

ng
 S

tr
at

eg
ie

s 
Q

ue
st

io
nn

ai
re

; V
A

S=
 N

um
er

ic
 V

is
ua

l 
A

na
lo

gu
e 

Sc
al

e;
 S

TA
I=

St
at

e-
Tr

ai
t 

A
nx

ie
ty

 I
nv

en
to

ry
; 

PV
A

Q
=

Pa
in

 a
nd

 V
ig

ila
nc

e 
Aw

ar
en

es
s 

Q
ue

st
io

nn
ai

re
; 

PI
SE

S=
Pa

in
fu

l I
nt

er
co

ur
se

 S
el

f-
Ef

fic
ac

y 
Sc

al
e;

 S
FI

= 
Se

xu
al

 F
un

ct
io

ni
ng

 In
ve

nt
or

y;
 B

SI
-G

SI
=G

lo
ba

l S
ev

er
ity

 In
de

x 
of

 th
e 

Br
ie

f S
ym

pt
om

 In
ve

nt
or

y;
 P

VA
Q

=P
ai

n 
Vi

gi
la

nc
e 

an
d 

Aw
ar

en
es

s 
Q

ue
st

io
nn

ai
re

, C
PA

Q
=C

hr
on

ic
 P

ai
n 

A
cc

ep
ta

nc
e 

Q
ue

st
io

nn
ai

re
, F

SD
S-

R=
Fe

m
al

e 
Se

xu
al

 D
is

tr
es

s 
Sc

al
e-

Re
vi

se
d;

 S
TA

I=
St

at
e-

Tr
ai

t A
nx

ie
ty

 In
ve

nt
or

y;
 P

A
SS

-2
0=

Pa
in

 A
nx

ie
ty

 S
ym

pt
om

s 
Sc

al
e;

 M
FS

Q
=M

cC
oy

 F
em

al
e 

Se
xu

al
ity

 Q
ue

st
io

nn
ai

re
; H

A
D

S=
H

os
pi

ta
l A

nx
ie

ty
 a

nd
 D

ep
re

ss
io

n 
Sc

al
e;

 M
FS

Q
=M

cC
oy

 F
em

al
e 

Se
xu

al
ity

 Q
ue

st
io

nn
ai

re
; F

FM
Q

= 
Fi

ve
-F

ac
et

 M
in

df
ul

ne
ss

 
Q

ue
st

io
nn

ai
re

; N
RS

= 
N

um
er

ic
 r

at
in

g 
sc

al
e 

fo
r 

pa
in

 d
ur

in
g 

in
te

rc
ou

rs
e;

 W
H

YM
P=

 W
es

t 
H

av
en

-Y
al

e 
M

ul
tid

im
en

si
on

al
 P

ai
n 

In
ve

nt
or

y;
 T

IP
I=

Te
n-

Ite
m

 P
er

so
na

lit
y 

In
ve

nt
or

y,
 A

SI
-

3=
A

nx
ie

ty
 S

en
si

tiv
ity

 In
de

x,
 P

Q
IC

Q
=P

at
ie

nt
 G

lo
ba

l I
m

pr
es

si
on

 o
f C

ha
ng

e 
qu

es
tio

nn
ai

re

Ta
bl

e 
1.

 C
on

di
nu

ed
.

St
ud

y 
ch

ar
ac

te
ris

tic
s

Sa
m

pl
e’

s 
ch

ar
ac

te
ris

tic
s 

[t
ot

al
 N

, m
ea

n 
ag

e,
 

(S
D

)]

In
te

rv
en

tio
n 

(N
)

Co
m

pa
ris

on
 (N

)
M

ea
su

re
m

en
ts

M
ai

n 
re

su
lts



306  G. Bitzi et al

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.29 

One of the included studies compared CBT and phys-
ical therapy. The comparison arm implemented muscle 
relaxation techniques and progressive vaginal penetra-
tion exercises.30 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).30 

One study implemented a 3-group comparison, by 
implementing psychotherapeutic (CBT), surgical (ves-
tibulectomy), and neuromuscular rehabilitation (sur-
face electromyographic biofeedback) interventions.24 
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.24 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 as-
sessment was conducted with the modified Jadad 
Scale.22 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 (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.10 Despite its high 
prevalence, the lack of early diagnosis and the ab-
sence of a universally accepted treatment protocol 
make its management difficult.34 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.25,29,31,32 However, for two of them, the 6-month fol-
low-up measurements revealed improvements in pain 
for the CBT arms.25,32 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.35 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.36 
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.37 Through techniques such as selective 
attention regulation and cognitive restructuring,38 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-
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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.39 CBT 
has been shown to contribute to neuroplasticity by re-
modeling these networks, reducing pain hypersensi-
tivity, and enhancing emotional regulation.40 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.41 

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,26 especially for those in longer 
relationships,27 no significant differences between 
groups were found for both variables.26–28 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,26–28 which are key mech-
anisms of improvement for both pain intensity and 
sexual function.42,43 Also, MBCBT incorporates CBT ele-
ments,44 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.33 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.45,46 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.8,47

Two of the studies compared CBT with non-phar-
maceutical and non-psychotherapeutic interventions, 
with their findings being contradictory.24 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-

ipants post-treatment, and gains were maintained at 
6-month follow-up for all conditions.24 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.30

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.29 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,31 and when the woman improved in terms 
of pain and sexual function, so did the partner’s pain 
catastrophizing and sexual anxiety and function.32 
This finding confirms results from a pilot study high-
lighting that, following CBT, partners reduced pain 
catastrophizing.48 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.49 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-

as remains a notable limitation of the present review. 
To minimize this risk, a comprehensive search strat-
egy was employed across multiple databases, along 
with a backward reference search of included stud-
ies. Nonetheless, it is possible that unpublished trials 
or studies with non-significant results were omitted, 
which could have affected the completeness and ob-
jectivity of the findings. 

From a clinical standpoint, CBT emerges as a prom-
ising 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 improv-
ing individual outcomes but also for addressing dyad-
ic 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 ex-
perience and sexual functioning. Future interventions 
could systematically incorporate the partner to jointly 
manage the problem, enhancing empathy and pre-
venting catastrophe on both sides. Assessing the qual-
ity 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-phar-
macological intervention for reducing pain and im-
proving sexual function in women with vulvodynia. 
Despite heterogeneity in study designs and outcome 
measures, the findings indicate promising and sus-
tained benefits, particularly when interventions are tai-
lored to individual or couple dynamics. Future research 
with standardized methodologies and partner-inclu-
sive approaches may further strengthen the evidence 
base and inform clinical practice.

Supplementary materials

Supplementary material associated with this article 
can be found, in the online version, at doi: https://doi.
org/10.22365/jpsych.2025.013
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ΠΕΡΙΛΗΨΗ

Η αιδοιοδυνία αποτελεί ένα υποδιαγνωσμένο σύνδρομο πόνου με επίμονη διάρκεια συνήθως χωρίς αναγνωρίσιμη οργανική 
αιτία. Επηρεάζει αρνητικά την ποιότητα ζωής, την ψυχική υγεία, τις ρομαντικές σχέσεις και τη σεξουαλική λειτουργικότητα των 
γυναικών. Σκοπός της παρούσας ανασκόπησης ήταν η συστηματική προσέγγιση των ερευνητικών δεδομένων που έχουν προ-
κύψει από τυχαιοποιημένες κλινικές δοκιμές σχετικά με την αποτελεσματικότητα της Γνωσιακής Συμπεριφορικής Θεραπείας 
στον αντιλαμβανόμενο πόνο και τη σεξουαλική λειτουργικότητα γυναικών με αιδοιοδυνία, ασχέτως χρονικής στιγμής δημοσί-
ευσης. Η ανασκόπηση πραγματοποιήθηκε σύμφωνα με τις κατευθυντήριες οδηγίες PRISMA. Η αναζήτηση της βιβλιογραφίας 
πραγματοποιήθηκε βάσει συγκεκριμένων κριτηρίων καταλληλότητας στις βάσεις δεδομένων Pubmed, PsycInfo και Scopus με 
τη χρήση των κατάλληλων λέξεων-κλειδιά. Η μεθοδολογική ποιότητα των συμπεριλαμβανομένων μελετών αξιολογήθηκε με 
το Jadad Scale. Η αναζήτηση κατέληξε σε 10 μελέτες που συνέκριναν την αποτελεσματικότητα της Γνωσιακής Συμπεριφορικής 
Θεραπείας εν συγκρίσει με άλλες ψυχοθεραπευτικές προσεγγίσεις και κλινικές, φαρμακευτικές και χειρουργικές παρεμβάσεις 
σε 835 γυναίκες με αιδοιοδυνία. Τα αποτελέσματα ανάδειξαν την υπεροχή της Γνωσιακής Συμπεριφορικής Θεραπείας σε σχέ-
ση με τοπικές φαρμακευτικές θεραπείες με σημαντικές βελτιώσεις στη σεξουαλική λειτουργία και τη διαχείριση του πόνου, 
κυρίως σε βάθος χρόνου. Οι συγκρίσεις με άλλες ψυχοθεραπευτικές προσεγγίσεις (γνωσιακή θεραπεία βασισμένη στην ενσυ-
νειδητότητα, υποστηρικτική ψυχοθεραπεία) κατέληξαν σε παρόμοια αποτελέσματα. Εν συγκρίσει με φυσικοθεραπευτικά και 
χειρουργικά πρωτόκολλα, η Γνωσιακή Συμπεριφορική Θεραπεία κατέληξε σε ευνοϊκότερα αποτελέσματα, αν και η βελτίωση 
της σεξουαλικής λειτουργίας ήταν σημαντική κυρίως κατά την παρακολούθηση 6 μήνες μετά την ολοκλήρωση των παρεμ-
βάσεων. Η Γνωσιακή Συμπεριφορική Θεραπεία φάνηκε να βοηθά μέσω της αμφισβήτησης δυσλειτουργικών σκέψεων, της 
μείωσης της καταστροφολογικής ερμηνείας γύρω από τον πόνο, και την ανάπτυξη εναλλακτικών στρατηγικών αντιμετώπισής 
του. Παρά τις ενθαρρυντικές ενδείξεις, υπήρχαν διαφοροποιήσεις σε επίπεδο γνωσιακών-συμπεριφορικών παρεμβάσεων, των 
ομάδων σύγκρισης και των εργαλείων αξιολόγησης των υπό διερεύνηση μεταβλητών, γεγονός που καθιστά δύσκολη την άμε-
ση σύγκριση των ευρημάτων. Τα αποτελέσματα, τα οποία παρουσιάζονται αφηγηματικά βάσει τύπου παρέμβασης και ευρη-
μάτων, ανάδειξαν τη Γνωσιακή Συμπεριφορική Θεραπεία ως μια υποσχόμενη, μη φαρμακευτική προσέγγιση για τη διαχείριση 
της αιδοιοδυνίας. Η εκπαίδευση των κλινικών γιατρών και των ψυχοθεραπευτών θα συμβάλει στην ενίσχυση της έγκαιρης 
διάγνωσης και την αποτελεσματική θεραπεία αυτής της διάγνωσης.
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κλινική δοκιμή, συστηματική ανασκόπηση.


