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ABSTRACT

Introduction. Provoked vestibulodynia is a prevalent yet misunderstood women’s sexual health issue. In particular,
data concerning relationship characteristics and psychosexual functioning of partners of these women are scarce.
Moreover, no research to date has examined the role of the partner in vestibulodynia.
Aims. This study aimed to characterize and compare the psychosexual proﬁles of women with vestibulodynia and
their partners, in addition to exploring whether partner-related variables correlated with women’s pain and associated psychosexual functioning.
Methods. Forty-three couples in which the woman suffered from vestibulodynia completed self-report questionnaires focusing on their sexual functioning, dyadic adjustment, and psychological adjustment. Women were
diagnosed using the cotton-swab test during a standardized gynecological examination. They also took part in a
structured interview during which they were asked about their pain during intercourse and frequency of intercourse.
They also completed a questionnaire about their perceptions of their partners’ responses to the pain.
Main Outcome Measures. Dependent measures for both members of the couple included the Sexual History Form,
the Locke-Wallace Marital Adjustment Scale and the Brief Symptom Inventory. Women completed a horizontal
analog scale assessing the intensity of their pain during intercourse and reported their frequency of intercourse per
month.
Results. Findings show that women with vestibulodynia and their partners did not differ from population norms
with regard to global sexual functioning, dyadic adjustment and psychological adjustment. However, mean frequency
of intercourse was lower than the standard for this age group. Also, women had signiﬁcantly poorer sexual
functioning than men. In addition, a regression analysis revealed that partner solicitousness and hostility were
signiﬁcantly associated with higher levels of pain during intercourse.
Conclusions. Results suggest that although the psychosexual and relationship characteristics of partners of women
with vestibulodynia are within norms, their responses may play a role in the experience of pain. Desrosiers M,
Bergeron S, Meana M, Leclerc B, Binik YM, and Khalifé S. Psychosexual characteristics of vestibulodynia
couples: Partner solicitousness and hostility are associated with pain. J Sex Med 2008;5:418–427.
Key Words. Vestibulodynia; Dyspareunia; Vulvodynia; Couple; Partner; Female Sexual Dysfunction

Introduction

A

ccording to the most recent deﬁnition of the
International Society for the Study of Vulvovaginal Disease (ISSVD), vulvodynia consists
of “vulvar discomfort, most often described as
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burning pain, occurring in the absence of relevant
visible ﬁndings or a speciﬁc, clinically identiﬁable,
neurologic disorder” [1]. In 2003, the ISSVD
revised its classiﬁcation of vulvodynia and based it
on two broad types of symptom presentations,
namely localized vulvar pain, which refers to the
© 2007 International Society for Sexual Medicine
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involvement of a portion of the vulva, and generalized vulvar pain, which concerns the entire vulva.
The main subtype of localized vulvodynia is provoked vestibulodynia, formerly termed vulvar
vestibulitis syndrome [1]. It is thought to be the
most common cause of dyspareunia among young
women [2,3]. With a prevalence rate of 12% in the
general population, vestibulodynia is characterized
by moderate to severe pain located in the vestibular area and is provoked by attempted vaginal penetration or other activities involving pressure to
the vestibule (e.g., tampon insertion, gynaecological examination, etc.) [4,5].
In spite of increasing research efforts aimed
at understanding the mechanisms underlying the
development of vestibulodynia, its etiology remains
unknown. Nonetheless, researchers have begun to
document its negative impact on women’s psychosexual functioning. Indeed, women with vestibulodynia have reported reductions in their sexual
desire, arousal and frequency of intercourse, difﬁculties reaching orgasm, and negative emotions
during sex [6–8]. Reports of psychological distress
have been inconsistent across studies, with a majority indicating that there is no difference between
women with and without vestibulodynia [9,10].
Also, women with vestibulodynia have not reported
poorer dyadic adjustment than controls [6,10].
However, data on relationship characteristics
and/or psychosexual functioning of partners are
scarce, with only one published study to date focusing on these issues. van Lankveld and his collaborators established the psychosexual proﬁles of 43
women with vestibulodynia and their partners and
compared them with existing norms. Results indicate that partners were satisﬁed with their romantic
relationships and that they had little sexualityrelated distress. The potential impact of the partner
on the woman’s pain experience was not evaluated
in this study [7]. Whereas the role of the partner in
the experience of other types of pain has been
extensively documented, no research to date has
examined the inﬂuence of the partner in vestibulodynia—a pain condition intimately linked to
the presence of a signiﬁcant other [11–14]. In fact,
vestibulodynia may be optimally suited for the
study of partner inﬂuence on pain. The signiﬁcant
other is the trigger of the woman’s pain during
intercourseandhealsosuffersthenegativerepercussions of this pain in his sex life and romantic relationship. His emotional involvement in the experience
of vestibulodynia thus appears unavoidable.
In other chronic pain syndromes, partner
responses to patient pain behaviors have been
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identiﬁed as predictors of pain intensity [12,15–
17]. Within an operant learning framework,
Fordyce theorized that the spouse, being the
most proximal witness of the patient’s suffering,
can inadvertently become a powerful reinforcement agent, thereby contributing to increases in
pain and reductions in the patient’s activity level
[18]. Several studies focusing on signiﬁcant
others’ responses to patients’ pain have subsequently supported this operant learning model
[13,19–21].
Indeed, it has been suggested that pain behavior
reinforcement via demonstrations of sympathy,
attention, and support from the partners increases
the occurrence of these behaviors among patients
[13,19,22–27]. These types of partner reactions
toward the experience of the patients’ pain have
been termed “solicitous responses” [19]. It seems
that the partner’s solicitous responses are wellintended but may inadvertently contribute to the
patient’s avoidance of his or her usual activities and
encourage passivity. In fact, patient reports of their
partners’ solicitous responses have been found
to be positively correlated with patient pain levels
and negatively correlated with their level of activity [12,16,17,22,28].
Signiﬁcant others’ negative responses also
appear to inﬂuence the experience of individuals
suffering from chronic pain. Patient evaluations
of partner negative behaviors toward their pain
(avoidance and critical remarks) were identiﬁed by
Waltz, Kriegel, and van’t Pad Bosh as related to
greater pain intensity [29]. In addition, partner
negative responses regarding patient pain behaviors have been shown to be related to greater psychosocial difﬁculties and pain-related functional
deﬁcits [12,17,30,31].
In the only study targeting the role of the
romantic relationship in the experience of pain
during intercourse, Meana, Binik, Khalifé, and
Cohen measured anxiety, depression, and dyadic
adjustment in 76 women with different types of
dyspareunia. In the subgroup of 33 women with
vestibulodynia, the authors found that higher
dyadic adjustment was an independent predictor
of lower pain intensity [32]. This ﬁnding does
not corroborate what is generally observed in the
ﬁeld of chronic pain. The authors argued that, in
the case of dyspareunia, solicitous responses were
a marker for a general partner sensitivity toward
the patient’s pain during sexual activity that could
consequently result in pain-reducing sexual
behaviors. Thus, dyspareunia might be a special
case of recurring pain in which the partner’s
J Sex Med 2008;5:418–427
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solicitude could decrease rather than increase
pain [32]. However, this study did not involve the
partners and included only a general measure of
dyadic adjustment rather than a questionnaire
focused speciﬁcally on partner responses to pain.
Though the authors inferred the existence of
solicitous behaviors, this variable was not measured directly.
Aims

The goals of the present study were (i) to characterize and compare the psychological characteristics, dyadic adjustment, and sexual function of
women with vestibulodynia and their partners; and
(ii) to explore whether partner-related variables
inﬂuence women’s pain and adjustment.

Methods
Participating couples were selected via a sample
of women with vestibulodynia who took part in a
treatment study carried out in a university health
center [33]. Recruitment of the initial treatment
study sample was conducted through health professional referrals and advertisements in local
newspapers. For the purposes of the present study,
women completed all measures at the pretreatment assessment and were asked at that time if
their partners would be interested in taking part
in a study concerning romantic relationships
and dyspareunia. Approximately 3 months later, a
research assistant communicated with the partners
by telephone to conﬁrm their interest. Of the 123
women involved in a relationship and solicited for
the present study, 21 said during the pretreatment
assessment that their partner would not be interested, 43 initially reported that their partners
would want to participate but when contacted, the
partners could not be reached or declined participation, 59 partners verbally agreed to participate
and were sent the study materials by mail, and 43
actually returned their consent forms and questionnaires. The ﬁnal sample size was thus comprised of 43 couples.
The inclusion criteria for the women were the
following: (i) pain during sexual intercourse for at
least 6 months prior to participation in the study;
(ii) pain was a source of subjective distress and
occurred in 75% of penetration attempts; (iii) pain
was limited to sexual intercourse and other activities involving pressure to the vestibular area (e.g.,
bicycle); (iv) moderate to severe pain located at
more than one site in the vestibular area during the
cotton-swab test (see Procedure section); pain
J Sex Med 2008;5:418–427
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intensity of at least 4 on a scale of 0 to 10; (v) being
in an ongoing romantic relationship with the same
partner since at least 6 months (as assessed during
the structured interview). Exclusion criteria were
the following: (i) vulvar pain unrelated to sexual
intercourse or vestibular area pressure; (ii) history
of dyspareunia that is currently asymptomatic; (iii)
presence of one of the following problems (a)
severe psychiatric or medical disorder, (b) active
vaginal infection, (c) vaginismus (women unable to
engage in intercourse and unable to undergo a
gynaecological examination); (iv) being currently
under treatment for dyspareunia; (v) pregnancy;
(vi) being less than 18 years or more than 45 years
of age. There were no speciﬁc selection criteria for
the male partners. During the telephone contact,
the research assistant ensured that all participating
male partners had a vestibulodynia partner who
was still in pain, independent of treatment status.
The present study was approved by our institutional review board.
After reading and signing the consent form, the
women ﬁrst took part in a standardized gynecological examination to conﬁrm their eligibility to participate in the study. During this exam, urine and
vaginal cultures were obtained in order to assess the
presence of urinary tract infections, Candidiasis,
Gardnerella, and Trichomonas, which were exclusion criteria for this study. A Pap test was also
carried out for women who did not have one in the
last year. To determine the presence of vestibulodynia, a cotton-swab test was performed by the
gynecologist. The reliability of the cotton-swab
test and its ability to distinguish between women
who suffer from vestibulodynia and those who
are not affected has been well demonstrated [5].
During this test, women evaluated their pain at six
different locations in the vestibular area (12, 12 to 3,
3 to 6, 6 to 9, and 9 to 12 hours) on a scale ranging
from 0 to 10. Then, an average score was computed.
In addition, any other physical ﬁndings were noted,
as were the gynecologists’ ﬁnal diagnoses. A short
interview concerning gynecological and obstetrical
history, including painful intercourse, was conducted by the gynecologist carrying out the examination. Women who reported being unable to
engage in intercourse and who could not complete
the gynecological examination were excluded from
the study and referred for treatment.
Following the gynecological examination, a
structured interview was carried out by a trained
clinical associate during which information concerning age, marital status, education, household
income, mother tongue, and religious afﬁliation of
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the women was collected. Female participants were
also asked about their pain during intercourse and
frequency of intercourse. In addition, they completed several standardized questionnaires at this
pretreatment assessment (see Main Outcome Measures), including one about their perceptions of
their partners’ responses to the pain.
The subscale “partner solicitousness” of the
Multidimensional Coital Pain Scale (MCPS)—a
questionnaire that we developed based on
the West Haven-Yale Multidimensional Pain
Inventory—was completed by the women in our
sample [M. Meana, Y.M. Binik, S. Bergeron,
unpubl. data, 34]. It consists of 10 items assessing
how women suffering from vestibulodynia perceive their partners’ responses to their pain during
intercourse. On a scale ranging from 0 to 10, participants evaluated the frequency with which their
partners reacted in a variety of supportive ways
when they experienced pain [34]. The higher the
score, the more the woman perceived responses of
sympathy, attention, and support from her partner
during her experience of pain. The “partner solicitousness” subscale has adequate internal consistency (Cronbach’s alpha = 0.69) and test–retest
reliability (0.46, P < 0.0001) [M. Meana, Y.M.
Binik, S. Bergeron, unpubl. data].
Following their verbal consent during the ﬁrst
telephone contact, partners were mailed two
copies of the consent form, an instruction sheet
outlining the guidelines to follow when completing the questionnaires, the questionnaires per se,
and a stamped and preaddressed envelope for the
return of the package. If the research team did
not receive the questionnaires after 2 weeks, a
research assistant made a follow-up telephone call
in order to ensure that they had received the
package, to ask whether they had any questions,
and to remind them to complete and mail the
questionnaires. No sociodemographic information pertaining speciﬁcally to the partners was
collected.
Statistical analyses were carried out using spss
13.0 software. First, descriptive analyses allowed
us to characterize women with vestibulodynia and
their partners. Independent-samples t-tests were
then conducted to compare the psychological and
dyadic adjustment and sexual function of women
and men. Correlation analyses were performed in
order to identify possible links between the different variables under study. Finally, a linear regression analysis was conducted to examine predictive
relationships between partner-related variables
and the women’s pain.
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Main Outcome Measures

Pain Intensity
During the structured interview, women evaluated
their pain during intercourse (last 6 months) using
a horizontal analog scale ranging from 0 to 10.
The scale offered participants a concrete support
enabling them to circle on paper the number
which best corresponded to their pain intensity.
The validity of this type of scale is well documented [35]. It correlates positively and signiﬁcantly with other pain intensity measures [35].
Sexual Functioning
The Sexual History Form (SHF) was used in order
to obtain an index of global sexual functioning of
the men and women in our sample [36]. The SHF
is a 28-item questionnaire commonly used to
evaluate sexual desire, sexual arousal, orgasm, frequency of sexual activities, and sexual satisfaction
among men and women. A global score of sexual
functioning is obtained by using 12 of the 28 original items, which are representative of the multiple
dimensions of sexual behavior and sexual function.
A lower score indicates better sexual functioning.
This global index of sexual functioning has shown
good reliability and validity [37].
Dyadic Adjustment
The Locke-Wallace Marital Adjustment Scale was
administered to men and women who participated
in the study [38]. This scale comprises a total of
15 items and has been extensively validated [39].
It evaluates relationship satisfaction with multiple
choice items concerning demonstrations of affection, philosophy of life, friends, sexual intercourse,
etc. This questionnaire also includes a seven point
Likert scale in which respondents indicate the
number that best represents the degree of happiness currently existing within their relationship.
The total score can range between 2 and 158, with
an average of 100. Higher scores indicate better
adjustment. For the purpose of this study, item
wording was edited to apply to dating, cohabiting,
as well as married couples.
Psychological Adjustment
Both members of each couple completed the Brief
Symptom Inventory (BSI), a reliable and valid selfreport measure of 53 items evaluating different
psychological problems [40]. Norms are available
for psychiatric as well as nonpatient men and
women. Respondents indicate the extent to which
they were bothered by each symptom listed during
J Sex Med 2008;5:418–427
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the last 7 days, using a multiple choice set of
answers ranging from “not at all” to “excessively.”
This questionnaire includes nine subscales (somatization, obsession-compulsion, interpersonal
sensitivity, depression, anxiety, paranoid ideation,
psychoticism, phobic anxiety, and hostility) and
three global indices indicating global psychological distress.
Results

Psychosexual Profile of Women with Vestibulodynia
and Their Partners
The data were normally distributed except for
the women’s total score on the SHF. A logarithmic
transformation was applied to this variable in
order to obtain a normal distribution. The sample’s sociodemographic characteristics are detailed
in Table 1. Both women and men were just under
30 years of age and the average educational level of
women was roughly equivalent to a bachelor’s
degree. The majority of women were Frenchspeaking, had a Catholic afﬁliation, were cohabiting or married, and childless.
Women with vestibulodynia who were initially
solicited but whose partner did not decide to parTable 1

Sociodemographic characteristics of the sample
X̄

Age (years)
Women
Men
Women’s duration of pain (years)
Women’s pain intensity/10*
Women’s education level (years)

Women’s religious affiliation
Catholic
Protestant
Jewish
Other
None
Marital status
Regular partner
Cohabiting
Married
Women’s mother tongue
French
English
Couple’s annual income
$0–19,999
$20,000–39,000
$40,000–59,000
>$60,000
Childbirth (women)
Uniparous or multiparous
Nulliparous
N = 43 unless otherwise specified.
*N = 42.
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SD

28.63
29.88
5.72
7.19
15.84

5.18
6.04
3.70
1.78
2.39

%

N

69.80
7.00
4.70
2.30
16.30

30
3
2
1
7

23.30
48.80
27.90

10
21
12

76.70
23.30

33
10

34.90
18.60
23.30
23.30

15
8
10
10

18.60
81.40

8
35

Table 2 Men and women’s mean psychological and
dyadic adjustment, sexual functioning, and frequency of
intercourse
X̄
BSI (GSI)
Women
Men
Locke-Wallace
Women
Men
SHF
Women
Men
Women’s sexual intercourse frequency
(per month)

SD

52.60
53.70

8.59
10.93

115.67
107.37

11.64
23.09

0.49*
0.33
4.52

0.11
0.06
3.46

*P < 0.01.
N = 43.
BSI = Brief Symptom Inventory; GSI = global severity index; SHF = Sexual
History Form; Locke-Wallace = Locke-Wallace Marital Adjustment Scale.

ticipate were not different than the study participants on any of the sociodemographic variables. In
addition, nonparticipants did not differ from participants in terms of their global sexual functioning, frequency of intercourse and pain. However,
their dyadic adjustment—although still within
norms—was signiﬁcantly poorer (t = 2.55,
P < 0.01), as was their psychological adjustment
(t = -4.24, P < 0.0001).
The data pertaining to men and women’s
psychosexual proﬁles are presented in Table 2.
Psychological adjustment of participants, as measured by the BSI, did not differ from population
norms. Men and women in this sample showed
levels of psychological distress that are similar
to what is found in the normal population (total
T score for women = 52; total T score for
men = 55) [40]. Both men and women’s dyadic
adjustment average scores were above the norm
of 100. As for sexual functioning, men and
women had scores comparable to those obtained
in a population without a sexual dysfunction
(man X̄ = 0.37, SD = 0.08; woman X̄ = 0.49,
SD = 0.14). However, the frequency of sexual
intercourse reported by women was signiﬁcantly
below the standard norms for this age group. In
contrast to women aged from 25 to 29 years
in the general population who report engaging in
sexual intercourse an average of 7.5 times per
month, the women in our sample reported a frequency of 4.52 times per month [41]. Women
and men did not differ from one another in terms
of psychological and dyadic adjustment, although
women reported signiﬁcantly poorer sexual functioning than men (t = 9.44, P < 0.01).
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Table 3

Pain
SHF-M
SHF-W
LW-M
LW-W
MCPS-W
Hostil-M

Intercorrelations of measures of pain, sexual function, dyadic adjustment, and partner reactions
SHF-M

SHF-W

LW-M

LW-W

MCPS-W

Hostil-M

Freq-W

0.06
—

0.17
-0.30
—

-0.13
-0.02
0.13
—

-0.04
0.05
-0.44*
0.16
—

0.48*
-0.01
0.04
0.00
-0.03
—

0.45*
0.04
-0.10
-0.24
0.06
0.12
—

-0.29
-0.00
0.10
-0.08
-0.10
0.12
0.01

*P < 0.01.
N = 43.
Pain = pain intensity on scale of 0 to 10; SHF = Sexual History Form (M = men; W = women); LW = Locke-Wallace Marital Adjustment Scale (M = men;
W = women); MCPS = Multidimensional Coital Pain Scale—Partner solicitousness subscale (W = women); Hostil = Hostility Scale from the Brief Symptom
Inventory (BSI) (M = men); Freq = Sexual intercourse frequency (per month) (W = women).

Correlates of Pain During Intercourse
Intercorrelations of pain during intercourse,
sexual functioning, frequency of intercourse, psychological distress, dyadic adjustment, and partner
reactions are presented in Table 3. Sociodemographic variables did not correlate signiﬁcantly
with any of these measures. First, the women’s
score on the SHF correlated negatively with their
score on the Locke-Wallace Marital Adjustment
Scale (r = –0.44, P < 0.01), indicating that better
sexual functioning was associated with better
dyadic adjustment. Second, pain during intercourse correlated positively with the partner solicitousness subscale of the MCPS (r = 0.48,
P < 0.01), suggesting that women’s reports of
positive/solicitous partner reactions were signiﬁcantly related to higher pain intensity. Third, the
hostility subscale of the BSI for the partners
(BSI-M) correlated positively with women’s pain
during intercourse (r = 0.45, P < 0.01), indicating
that general expressions of hostility from the male
partner (aggression, irritability, rage, and resentment) were associated with higher pain intensity
[40]. No other correlations involving the BSI subscales were signiﬁcant. Finally, sexual functioning
was not correlated with pain during intercourse.
Partner Solicitousness and Hostility as Predictors of
Pain During Intercourse
A traditional linear regression analysis was performed in order to examine the extent to which
partner-related variables predicted pain intensity
during intercourse. Based on results of the correlations, the partner hostility subscale of the BSI
and the partner solicitousness subscale of the
MCPS were selected as independent variables for
this analysis. As shown in Table 4, each variable
contributed signiﬁcant unique variance to the prediction of pain during intercourse in women with
vestibulodynia. Partner hostility accounted for

16% of the variance in pain intensity and perceived
partner solicitousness accounted for 19% of
the variance. The percentage of common variance
explained by these two variables was 4%. The
model combining both variables was signiﬁcant
and accounted for 36% of the variance
(F(2,40) = 12.73; P < 0.001).
Discussion

The present study aimed, in part, to describe and
compare the psychosexual proﬁles of women
suffering from provoked vestibulodynia and their
partners. Couples in this sample did not differ
from a normal population in regard to psychological distress, dyadic adjustment, and global sexual
functioning. However, the sexual activity frequency of these couples was signiﬁcantly lower
than what is usually observed in the general population for this age group. Results concerning
dyadic adjustment and psychological distress of
women suffering from vestibulodynia corroborate
those found by several other authors [6,7].
However, studies that have compared women
with vestibulodynia to a reference group generally
report a signiﬁcant deterioration in sexual functioning [6]. Our divergent results can be explained
in part by our reliance on existing norms rather
than a matched-control group and by the measure
Table 4 Summary of linear regression analysis
examining the unique contribution of partner hostility and
perceived partner solicitousness to the prediction of pain
(N = 43)

Partner hostility
Perceived partner
solicitousness

B

SE B

b

0.07
0.04

0.02
0.01

0.40*
0.44*

*P < 0.01.
R 2 = 0.39, F(2,40) = 12.73, P < 0.001. Adj. R 2 = 0.36.
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we used to assess sexual functioning, for which
norms are not extensive. Also, our sample was
mainly composed of highly educated, catholic
women, who may not be comparable to women of
the general population. In addition, these couples
were recruited among a group of women participating in a treatment study and this may represent
a sampling bias toward those who were coping
more effectively with the problem. Indeed, when
we compared participants with nonparticipants,
we found that the latter had signiﬁcantly poorer
dyadic and psychological adjustment—although
these were still within norms. Lastly, our ﬁndings
concerning diminished intercourse frequency does
corroborate those of other studies and conﬁrm
that sexual activity is negatively impacted by
vestibulodynia [6].
With regard to partners, our ﬁndings mirror
those of van Lankveld et al. who found that, compared with norms, partners of women suffering
from vestibulodynia did not report more psychological, relational, and sexual distress [7]. Perhaps
the relatively young age of the men in our sample
partly explains their relative lack of psychosexual
impairment.
The second purpose of this study was to explore
whether variables related to the partner could have
an impact on the experience of pain in women with
vestibulodynia. Consistent with data from the pain
literature, results suggest that the partners indeed
have a role to play in the modulation of pain.
Speciﬁcally, the men’s general emotional state and
intercourse-speciﬁc behavioral reactions appeared
to exert an inﬂuence on the women’s pain intensity. Women who reported what they perceived
to be solicitous reactions from their partners or
who had more generally hostile men as partners
reported more intense pain. These results corroborate those found for other chronic pain
conditions with regard to how relationship
factors predict pain intensity and disability
[22,24,26,27,42,43]. In these studies, partners’
solicitous responses in addition to partners’ negative responses contributed to the exacerbation of
pain. However, contrary to what was found by
Meana et al., dyadic adjustment did not correlate
with pain intensity in our sample [32].
With respect to solicitous responses, it is possible that partner demonstrations of attention,
support, and empathy for the woman’s pain could
constitute reinforcements that encourage the
avoidance of sexual intercourse and promote
higher pain appraisals, as suggested by Fordyce
[18]. Further, in the speciﬁc case of vestibulodynia,
J Sex Med 2008;5:418–427

Desrosiers et al.
solicitous reactions from the male partner could
contribute to reinforce women’s catastrophic
thinking concerning their pain condition. Catastrophizing is considered to be the most robust
psychosocial predictor of pain intensity in chronic
pain conditions [44]. Finally, from a systems perspective, such reactions could be interpreted as a
form of collusion whereby the partner becomes
an enabler who “needs” the dyspareunia to serve
some other psychological need of his and maintain
a maladaptive stability in the relationship.
As for negative partner reactions, hostility
could compromise the psychological adjustment
of women with vestibulodynia in subtle ways, as
has been reported in the chronic pain literature
[42,45]. More speciﬁcally, negative and hostile
responses from the partner appear strongly
related to increases in patients’ depressive symptoms [12,30,46]. Moreover, depressive symptomatology is a predictor of pain intensity and
disability among individuals with chronic pain
and among women suffering from vestibulodynia
[47–52]. Although the relatively young women in
our study did not report depressive symptoms,
the cumulative impact of vestibulodynia over the
years in the context of a relationship marred by
hostility could result in mood disturbances as
well as pain intensiﬁcation. Partner hostility
could also impact on pain intensity by creating an
unfavorable context for sexual intercourse that is
not conducive to either effective pain management strategies or a less penetration-focused,
more ﬂexible sexual repertoire. The ultimate
result could be a fueling of the anxiety and hypervigilance observed in women with vestibulodynia,
as well as pelvic ﬂoor hypertonicity—factors associated with the maintenance and exacerbation of
genital pain [53–57].
The present study entails a number of limitations. First, the correlational nature of the design
does not make it possible to infer causality regarding the impact of the partners’ reactions on pain
intensity. Nevertheless, it can serve as a platform
from which to elaborate future prospective studies
that would assess whether partner reactions at
baseline might predict pain intensity several
months or years later. Second, some of the questionnaires used in the study limit the conclusions
that can be drawn from the results. Indeed, the
hostility scale of the BSI is not designed to
measure hostile attitudes speciﬁc to chronic pain.
However, there is no available validated questionnaire that is speciﬁcally designed for the partners
of women with dyspareunia. The development of
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this type of questionnaire is warranted in order to
stimulate the expansion of knowledge in this ﬁeld.
Further, the MCPS is still in the process of being
validated, thus limiting conﬁdence in results emanating from it. Third, considering that the sample
size is relatively small and homogeneous in terms
of the presence of vulvar pain, ﬁndings may not be
generalizable to the entire population of women
with dyspareunia. In addition, the response rate of
the partners was fairly low, and our comparative
analyses between women participants and nonparticipants suggest that nonparticipants were more
distressed, which may have introduced a bias in
our sample in favor of more well adjusted couples.
Nonetheless, our sample was comparable to van
Lankveld et al.’s with regard to sociodemographic
characteristics and pain duration [7]. Moreover,
women in this sample are similar to women who
participated in epidemiological studies of vulvovaginal pain [4,58].
Despite these limitations, this study provides
the ﬁrst empirical demonstration that partner
reactions to pain during intercourse may contribute to an increase in pain intensity and thus constitutes preliminary support of the role of dyadic
variables in the experience of vulvo-vaginal pain.
More research is necessary to determine patient
characteristics and conditions that may mediate
the impact of partner solicitous responses or
hostility demonstrations on pain intensity. Pain
duration, pain adaptation style, and the kind of
responses given by the partners when facing
women’s pain behaviors have been identiﬁed as
playing a role in other pain problems [19,20,59].
Furthermore, prospective studies including a
broader range of variables should be carried out
in order to establish causal relationships and to
reﬂect the complexity of couple interactions
and their inﬂuence on the experience of genital
pain.
Conclusions

In summary, results suggest that although the
psychosexual and relationship characteristics of
partners of women with vestibulodynia are within
norms, their responses may play a role in the experience of pain. Speciﬁcally, partner solicitousness
and hostility were predictive of higher pain intensity during intercourse. Clinically, these results
stress the importance of considering partnerrelated variables in the treatment of vestibulodynia
and of including the partner in sex therapy treatments for dyspareunia.
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