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Abstract

Vulvar vestibulitis is a highly prevalent and underinvestigated pain syndrome that is

considered the most common subtype ofdyspareunia, or painful intercourse, in pre­

menopausal women. The tirst chapter of this thesis consisls ofa critical review of the

vulvar vestibulilis Iiterature, covering descriptive, diagnostic, etiologic, and treatment

aspects. This is followed by a rettospective study of 38 women, investigating the

sucœss of vestibulec1omy, a frequendy recommended Medical treatment for vulvar

vestibulitis. Resolts from structured telephone interviews pertaining 10 dyspareunia and

sexual function show tbat 63.2% of participants experienced a significant improvement

or a complete cure while 36.8% reported moderate to no improvement. The third and

fourth chaptets are based on a randomized treabDent outeome study of women with

vulvar vestibulitis. Data from 146 participants taking pan in the recnJitment phase of the

treabDent outoome study were used ta investigare the reliability of the vulvar vestibulitis

diagnosis. Findings demonstrate moderate 10 substantial inter-rater agreement and test­

retest reliability. The fourth paper repons results from the randomized comparison of 78

wornen meeting study selection criteria and usigned either 10 group cognitive-behavioral

therapy, surface elecuomyographic biofeedback. or vestibulectomy. They were assessed

at pretreatment, posareatment and 6-montb follow-up via gynecological examinalions, a

structured interview and standard questionnaires pertaining 10 dyspareunia. sexual

fonction, and psychosocial adjusbDent. Results from the treabnent outeome study

demonstrate that 1) participants from die tbœe tœatment conditions significantly improve

!rom pretreatment to 6-montb follow-up on ail pain measures. and 2) vestibulectomy is

significandy more sucœssfu1 tban biofeedback and aroup cognitive-bebavionl therapy

in relieving wlvar vestibulitis. Findinp ûom Ibis set of studies sugest tbat vulvar

vestibulitis caR be œliably diaposed and sucœssfu1ly 1œated.
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Résumé

La vestibulite vulvaire est un syndrome de douleur extrêmement répandu et sous­

investigué qui est considéœ comme une des sources les plus frequentes de dyspareunie.

ou douleur pendant les relations sexuelles. chez les femmes préménopausées.. Le

premier chapitre de cette thèse consiste en une revue critique de la documentation sur la

vestibulite vulvaire qui couvre les aspects descriptifs, diagnostiques, étiologiques et

thérapeutiques.. Ceci est suivi d'une étude rétrospective de 38 femmes portant sur le

succès de la vestibulectomie, une intervention médicale souvent recommendée pour

traiter la vestibulite. Les multats d'entrevues téléphoniques dirigées ayant ttait à la

dyspareunie et lia fooction sexueUe démontrent que 63.2'f, des participantes rapportent

une amélioration signifICative ou une guérison complète alors que 36.8% rapponent une

amélioration moyenne, peu d'amélioration, ou aucune amélioration. Les troisièmes et

quatrièmes chapitres sont basés sur une étude comparative de traitement de femmes

atteintes de vestibulite wlvaire. Dans le troisième chapitre. les données de 146

participantes prenant part au processus de recrutement de l'étude de traitement ont été

utilisées afm d'évaluer la fidélité du diagnostic de veslibuüte. Les œsuttats témoignent

d'une fidélité inter-juge et d'une fidélité test-retest qualifiées de moyenne l substantielle.

Le quatrième chapiue rapporte les ~talS de l'étude comparative l répartition aléatoire

de 78 femmes renconttant les aifères de sélec:tion et ayant été usignées soit lia thérapie

cognitivo-componemenraIe de poupe, la rétroaction biologique, ou la vestibulectomie.

EUes ont été évaluées pré-ll'aitement, post-traitement et l un suivi de six mois par le biais

d'eumens gynécologiques. d'une entrevue dirigée et de questionnaires ayant Irait lia

dyspareunie ainsi qu'au fonctionnement sexuel et psychoaocial. Les râultats de cette

élUde démOD1reIlt que 1) les participantes des trois trlÏtemeDlS s'améliorent de façon

significative du p.lraitementau suivi de six mois S1D' toutes les mesures de douleur et

2) la vestibulectomie est siprificllimnent plus efticace que la rétroae1ion biololique et

i
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que la thérapie cognitivo-comportementale de groupe pour le soulagement de la

vestibulite. us conclusions de cet ensemble d'études suggèrent que la vestibulite

vulvaire peut être diagnostiquée de manière fidèle et peut être ttaitée avec succès.
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Statement of Original Conlribuûons

The papen included in tbis thesis conttibute to the advancement ofknowledge in

three domains of researcb: pain, sexuality, and gynecology. The review of the literature

is the tirst comprehensive and critical review of studies pertaiDing ta vulvar vestibulitis

syndrome which clearly positions vulvar vesûbuHIÏS as a multifaetorial pain condition

that should he investigated as such. In addition to consûtuting a step forward in tenDS of

its methodological rigor, the surgery follow-up study is the flfSt of its kind ta assess

outeome by an independent investigator. as weU as the first ta inquire about the impact

of this procedure on different dimensions of pain and sexual functioning. The third

study represents the fust aaempt ta evaluate the reliability of the vulvar vestibulitis

diagnosis and 10 question the validity ofcuneot diagnostic criteria. It is also the fust 10

show that the cotton-swab test is a reliable measure of pain when patient pain ratings are

computed systematically. The fourtll study is the tirst randomized treatment outeome

study in the area ofsexual dysfunction altogetber. and the tirst randomized tteaUDent

outeome study of vulvar vestibulitis. As such, it constitutes the most sl1'insent test to

date of the efficacy ofone of the most frequently œcommended gynecological

interventions. Î. e., vestibulee1Omy. as weU as of biofeedback and cognitive-behavioral

therapy. In summary, the research presented in dUs thesis will impact on how wlvar

vestibulitis is conceptualized. investigated and ueated in the future, and highlights the

necessity of adopting a biopsychosocial approach to study this perplexing pain disorder•
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Introduction

The major portion of the introduction 10 this thesis is covered by the fll"St paper,

entitled "Vulvar vestibulitis syndrome: A critica1 review" (Bergeron, Binik, Khalifé, cl

Pagidas, 1997), wbicb reviews the literature on vulvar vestibulitis 10 June 1995, and the

Literature Review Update, wbicb follows that paper and œpons subsequent research.

The rationale for investigating vulvar vestibulitis syndrome lay in the fact thal il wu

the most !requent subtype of dyspareunia in premenopausal women (Friedrich, 1988;

Meana. Binik, Khalifé, & Cohen. 1997), wbicb is one of the most prevalent and

underrecognized female sexual dysfuncûons. There are severa! reasons why wlvar

vestibulitis is best conceptualized within a biopsychosocial perspective and represents an

interesting model for studying issues genera11y included under the rubric of healtb

psychology: 1) vulvar vestibuütis is one of the few pain conditions for which pain can

he eücited in a controUed environment. as it is linked ta direct sensory s1imulation; 2) the

pain is located in the remale genitalia. whicb are non-neutral pans of the body; 3) the

pain occurs within the context of an intimare aetivity during whicb the partner actually

causes the pain and witnesses the patient's pain behaviors and emotional reactions. and

4) the etiology of wlvar vestibulitis is unclear and Most padlological fmdîngs are non

significant. thus leaving much room for cognitive interpretations of signs and

symptoms.

The researcb presenled in tbis thesis pertains primarily to the treatment of vulvar

vestibulitis. Tbe choice 10 focus on dûs aspect of the disorder stemmed from bath

theoretical and clinical preoccupations. Dyspareunia is one of two female sexual

dysfunctions for wbicb tbeIe are inadequate data to claim efficaciODS treaanents (Heiman

& Meston. 1997); tbeJe wu tbus ID urgent oeed ID empirically validare interventions

curœndy used ID œUeve painful intercourse, and more spedfica1ly. vulvar vestibulitis. Il

aIso appeared important to determine to wbat extent psycbolop:a1 approacbes could

1
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yield outeomes companble to that of the standard medical intervention ­

vestibulectomy. The resuIts ofsuch an investigation bad the potential ta infonn us about

possible etiological patbways leading to the development of vulvar vestibulitis and te

increase the standards of eue for women suffering from this frustrating condition.

The objectives of the tirst empirical study, "The surgical1reabnent of vulvar

vestibulitis syndrome: A follow-up study" (Bergeron, Bouchud, Fortier, Binik, &

Khalifé. 1997) were the foUowing: 1) ta detennine the suitability oC including a

vestibulectomy condition in arandollli2d treabDent outcome study we were planning ta

conduet in the future, 2) 10 relrospectively evaluate the effecâveness of vestibulectomy

in relieving dyspareunia and împroving sexual functioning, an 3) 10 identify factors

associated with post-operative outeome. The objectives of the second empirical study,

"Vulvar vestibulitis syndrome: Reliability ofdiagnosis and validity ofcorrent diagnostic

criteria" (Bergeron, Binik, Khalüé, Pagidas, & Glm:r, 1998a) were to assess 1) the

reliability of the vulvar vestibuliûs diagnosis as defmed by Friedrich in 1987, 2) the

validity of Friedrich's diagnostic criteria, and 3) the usefulness of these criteria in the

diagnostic process. The objectives of tbe tbird empirical study, "A randomized

comparison ofgroup cognitive-behavioral therapy, surface electtomyographic

biofeedback. and vestibulectomy in the tœatment of dyspareunia resulting from wIvar

vestibuütis" (Bergeron, Binik, Khalifé, Pagidas, & Glazer, 1998b) were 1) to

prospectively evaluate and compare the differential efficacy ofgroup cognitive­

bebavioral tberapy (GCBT), sEMG biofeedback, and vestibulectomy in reHevins

dyspareunia u weB u improvïnl sexual function and psychosocial adjustment; 2) 10

conlribute to tbe empirical validation of cognitive, bebavioral. ad Medical intervenûons

in the treatment ofdyspareuniL

2
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Vulvar Vestibulitis Syndrome: A Critical Review

*Sophic Bergeron. o.sc.. *Yitzchak M. Binik. Ph.O•• tSamir Khalifé. M.D•• and
tKelly Pagidus. M.D.

-Orllar,mt'''' of P.f.\'clwItJRY. MrGiII U,,;,,'crsity. and tDcpa"""1!1It of OhSltlrics and G."'II!(·O/Ol:.\'. McGiII Unil·l!nit~·.
RCJ."al Wcmrin IIn.fpitu/. Mn",r~QI. Qu,bec. CaliDda

A""net:
Objedive: Vulvar veslihuliais 5yndromc (VVS) is Ihou~hl 10 he Ihe musi

rrcqu~nl QU5C uf dysparcunin in premcnupausal women and is onc of lhc majur
suhlypc:s oC vulvodynia. Vulvar YCSlibulilis is a chronic. persislcnl elinieal syn·
cJrunu: eharaetcrizcd by severe pain on vcstibular louch or allcmptcd vaginal
cnlry. c.:xquisilc Icndemcs.~ 10 a eolton·swah palpation of lhe vestihular nrca.
and physicallindinp confincd la vcslihulilf crythcma. The purpose of Ihis papcr
is 10 critically revie.. the descriplive. diagnostic:. ctiologie. and trealment studics
on VVS. MClhodolugical problc:ms are highlishted. and future guidclincs for
resenrch are rroposed.
.DII.a SCMln:es: Rdc:rencc:s were obtainc:d from a MEDLINE sc:arch c:ovcring

the pcriod from January 1984 until June 1995. The: indexing term ··vulvar vestihul·
ici," was used. and the seareh was constrained ta English.language anicles.
References from other relevant sources. sueh as lexIS and bibliographies. wcre
also included.

S....y Selection: Ali anielcs pcrtainin~ to VVS wcre reviewed.
D.'a Es....iaa: Ali dala relevant 10 Ihe dc:.~plivc. diullnostic:. c:ti"lln[:ic.

and trcalmena aspects of VVS were ineludc:d.o... Sy8.11et1i1: Pain symplomatology lc:nd4i la he undcrcmphasizcd in 1he
euncnl dc:scrirtivc 5tudics. The trend in c:tioIO(tic:a1 rcscareh is ln focus on hi~

mcdic:al raetors such as eandidiasis and human papillomavirus (HPV). Only il

fcw sludics adurt a nonreduetionnisl apprnaeh. Sur[lery is the trcalmenl Orlinn
with the: highcsl reported suecess raie. Medical management is underinycstigalc.:cJ.
considcring ilS widcsl'read U!C. Pain management Icchniquc:.4i such as bin(c.:c.:dhnck
and hc:havior thc:rary show pramising rcsults.

C....--.: A pain syndrome eonccf\tualÎ7..1tion is suggestcd as the m051
usc:ful nppro.1ch ror salvin, CURent cmpirical and elinial problcms.

Key Wonb: Vulvar ve5tibulitis syndromc:-Dysparc:unia-Vulvodynia­
VuIvar pain.

•

The vulvar vcslihulitis syndrome (VVS) was prob.
ahly dC5crihed over a ccnlury ago (1) and i!' currently
Ihought 10 t'te the mast {rcquc:nt cause of coilal pain
in prcrnenopausal women (2.3). Dcspitc this. il is not

Manusaipt suhmillcd May 16. 1996: rcvision n:ccived ScplI:m·
hc:r 17. 1996: acc.pled ror publicllion Oct.r Z9. lM.
A~rL'SS tOrTcspondc:nce and reprint fI.:quc:sts la Dr. Yilzchak

M.lJinik. Depanmenl orPlydaolut-y. Mdiillllni'fcnity. 1205 Dr.
Pc:nlic:ld Ave•• Monlnial. O~hc:C'. tUA lUI. Canada.

4 27

menlioned in the most rccenl cdilion oC the Interna·
tional Association (or the Sludy of Pain (rASP) C/4f·
sificatiol. ofClirollic Pnilr (4). A 'rC:lson for Ihis omis·
sion may stem Crom the fact that gynecologislS have
only recenlly begun to rccognize the condition as
wonhy of serious clinical aucntion.

VuIvar vestibulitis is a chronic. persistent clinical
syndrome charaeterized by severe pain on vestibular
touch or auempted vaginal entry. c:xquisile tender·
Ress 10 a cotton·swab palpation of lhe \',,:slibular arca.
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and physical findings confined 10 vestihular erythcma
(5). Il has sparked the intercst of a growing number
uf health care praclilioners. including gynecologislS.
d~rmalologists. urologists. psychiatrists. and psychol­
ogislS. The syndrome is considered to he one of the
major suhtyp~s of vulvar pain and dysparcunia
(~.J.6). Moreovcr. it is 5uspccted to lle incrcasingly
prc\·alenl. with reponed rates of ~ 1StN- in general
i!ynecological practice (5.7.8).

The purposc of this paper is to critically re\'iew
the descriptive. diagnostic. etiologic. and trcalmenl
literature on VVS. A pain syndrome conceptualiza­
tion is suggcstcd as the most usefui approach for
suh·ing currcnt empirical and dinical (lruhlcms. and
fUIure research guidelines are proposed. References
wcre obtained from a MEDLINE search covcring
the period from January 1984 unlil June 1995 and
from other relevant sources such as texts and bibliog­
raphies.

HISTORV

More lhan a c:entury ago. Thomas (9\ descrihed
a condition characterized by "hypcracslhesia of the
vulva." with a primary complainl of dyspareunia.
Skene (1) pro,·idcd a similar description in his classic
Trl-ati.tc· tin tl." D;$ea$~$ 0/ W"lIlrlf ( 1MM']). and in thc
samc yenr. Kclogg (10) suggcsted ··sensitive: puints
ahout the mouth of the vagina" as il ClUse of dysril­
rcunia. Kclly (Il) later described lender rcd spots al
lhe \'aginal outlet that orten rendered intercourse
Hnd pelvic examination impossible. Dickinson (12)
round that 73c:f oC his sample of dyspareunic women
had a primarily physical cause fur their complaint.
with a sizeable number suffering [rum pain invulving
the hymcn. the urethral meatus. and the fourchette.
A similar condilion was then described by O'Donneli
( 13 l. in which he attributcd the ohserved chronic
inflammation to incomplete rupture of the hymen.
Pelis.~ and Hewilt (14) wc:re the next to report on
JU ca~s of ooerythematous vulvitis en l'laques." a
condition in which dyspareunia WilS the major symp­
tom. They found an acute and chronic inRammation
of the sUbepitht:lial layers of the posterior vestibule
&Apon histolo,ical examination. Subsequently. Davis
ct al. (15) discussed "vulvitis circumsc:ripta (llasma
cdlularis:· \\'hich displayed il striking c:Iinica similar­
ily to the condition described hy Pelisse and Hewitl
( l-l). At ahout thc samc time. Woudrurr and P..rmley
( 16) reponed on IS cases of ··infection oC the minor
vestibular glands.·~ These patients presented with
complaints oC introital discomfon and/or dyspareu-

nia. with symploms hein!! ccntcrcu aruunu the vl:sti­
bule and adjacent hym..:nal rin~. rricdrich (17) alsu
rcported in that year ur li conùitiun with the saOle
symploms. which he Côlllcd ··vcstihulur adcnilis:' lt
is impossible ta determin~whethl:r ail of thcsc inves­
tigalors were referring tu the samc cunùition. hut the
various descriptions shan: a n:Olilrkahlc similarity.
The syndrome has sincc rl:cci\'cd uther ue~ignatiuns.

such as "buming vuh..a syndromc" (lM). ""focal vuh"i­
tis" (19). and ··focal \"cstibuli\is vulvae" (20). bUI
mast investigators now a~rec on Friedrich's l'lH7 pro­
posed terminology of \'ulvar vcstihulitis syndrome
(VVS) as the standard nom~nc1ature for lhis condi­
lion (5).

CLINICAt DESCRIPTION

Women suffering from VVS are typically in lhcir
205 and 305 and ofCaucasian origin. They complain ur
a severc. burning pain al the vaginal introilUS durin~

pcnilc cntry and during ulher ïlClivitics such as lmn­
pon use. fin8er insenion. and gynccological examinil·
tions (3.5.7.8.16.21-27). Postcoital burning is also of­
len reponcd and can pcrsist for scveral hour5 or cvcn
days (2427). The lack uf physical lindings May rcsult
in a womaR being lold hy her gyncculugist lhal noth­
ing is wrong and that thc pruhlem i~ (lsychulugicill
(16212829). Un1i1 a diu[!nosis uf VVS is cunsidercd.
the m05t common trcall11ënlS arc il \'urict)' ur vilgimtl
creams. which are usually unsuccl:ssful (sec Trent­
ment).

Typically. vestibular (lain can de\'clop cilhcr gradu­
ally orsuddenly. following a period of pain-Crec inter­
course. or during the fir§t intercourse attem(ll. In the
latter case. the syndrome is classHicd as primary. and
in the former. as secondary (3.7.22). Tbcse aulhors
repon an approximalcly c:ven split bctween primury
and secondary onset.

There is almo5t uni~ersal agreement that VVS im­
pacts Ireatly on scxu..1 functioning. ilffccting huth
the quali1y and 1he frequcncy of sexual ilCtivitics.
Despite this. empirical data arc scarcc. ln the unly
controlled empirical study. Meana ct al. (3) found
that compared with mUlched contrais. women wilh
VVS ·had a signifiQntly lower frcquency of intcr­
course. lower levels uf d&:sirc and arou.'iid. ,and Ics.~

orgasmic suc:c:css ""ith inlercourse ,1OU milftu.d stimu­
lation by the parlner. Alung the s:lmc lines. Scho\'cr
ct al. (27) found that 51'k uf the wumcn in thcir
sample had low sexual dcsirc. 57C"Jl hm! p'ktr luhricil­
tion. S7~ had situational anorgasmia. and Mt"l suC­
fered from vaginismus.

s
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St41nuanJ pdvic cxaminations typically rc\'eal no
Ji'C~ISC ur ilhnurmality. The.: findings ubtaincd
thrnugh (llher y.yncclllu!!icai t:x:lms arc usually lim­
ilcL1 lu knl1wn urganic probh.:ms and cannaI he.: di­
rt:c.:tly linkcd to the expcric.:ncc of pain. Histopalho­
lu~icill studie.:s 10 dille have ucmonslrated only a
dtrnnic. l1unsrt,.·cilic intlilmmillion of the: vcslihular
art:il. a{fecting mustly Ihl: superficial stroma and
somctimcs the cpithc1ium (5Jt 19.24.26.30-32). The
\'cstibular 2lands. which arc nnt round in ail women
and whus~Ï'unction remains unknown. arc nol usuaJly
aŒ:cled hy the innammation. In facto they can cven
he nhscnt from the affecled vestibular areas (5.19.32).

DIAC.NOSIS

The dingno5is of VVS is cntirely hased on clinical
uhsen'ations. Friedrich (5) cSlablishcd the following
Jin~nostic criteria: (a) severe pain on vestibular touch
ur ilucmf'lcd vagiftill entry. (h) Ic:nderness to pressure
1(~;lliled wilhin the vulvar vestibule, and (c) physical
lindings cunfined tn vcstihular t:rythcma. Despit.: the
ahscnce uf studies regardinat thcir diagnostic validity
:and rcliabililY. many rescarchers implicitly or explic­
ill,· wurk with lhe~c uscrul criteria. Friedrich's lirst
cri.crion rerers to introital d)'~rJélreu'nia and does not
in il,c1f sen'c lU differcnliate VVS rrom other condi­
linns Ihat an: a source o{ supc:rJicial coital pain. The
mcthod uscd to inve5li(!ate the second criterion is
the cutton-swah tesl. a proc:c:durc in which a collon­
1ippcd applicalor is used 10 locali7.c pain in the poste­
riur purt of the vestibule. Finally. Friedrich's third
critcriun. Ihe presence of vestibular erythcma. may
he dirficult. consideringthat this finding is not consis­
le.:nlly reported by gynccologists and that distinguish­
inr.1 \'ilrvine Ic:vcls of redness mav not bc a reliable
c1inical·prtXedurc exœpt at the c~tremes.Moreover.
erythema is a common symptom of many vulvar dis­
cases.

Asidc {rom Friedrich'" criteria, othèr relevant in­
furmation is usually taken into account to (onnulate
the dialnosis or VVS. In a reœnt repon, the Interna­
lional Society for the Study of Vulvar Disease states
that VVS is a chronie: and persistent condition that
·'docs not include ~-ymptoms associatcd with acute

. innanlmulurv conditions or with immcdiate postop·
cr.llivc changes: thase symptoms resolve with appro­
l'nate thc:rapy or after a ressonable postoperalive
perind·· (33). An arbitrary but reasonable culofr
point or a 6-month-symptom-du~tion period has
hceft suggested by,'anous investil.ton (2.19.28).

WS must he dif(crentiated (rom 1 broad raDie of
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\'ulvar and cuitai rain conditions that may he cun­
fuscd with il. The syndrome is currenlly considered
to he ,1 subsct of vulvodynia. a general condilion
charactcrizcd by chronic. unexplained vuIvar pain
with as.'iOCialed complainls of buming. stinging. irriln­
lion ur rawncss. imd minimal ph~'sical findings
(:!tJ.)4). Apilrt fmm YYS. \'ulvar dc:mlatoses. c:ycli~

vulvovaginitis. veslibular papillomatosis. and dyses­
lhetic vulvodynia are usually included in this cale­
gory (6.35).

The syndrome is also gaining increased attention
as a significant c:ontributor ta eDitai pain. Indeed. il
has becn loosely classified as an arganic cause of
dyspareunia in the psychology literature (e.g.• 36).
As such. il needs 10 be distinguished (rom sever.1
olher gynecological problems that have been round
10 cause pain upon intercourse. Meana et al. (3) have
classified lhcsc problems as follows: (a) vulvar/vagi·
nal alrophy. which consists of a thinnin, of the vulvar
and vaginal mucosa gcncrally allributed la an eslru­
gen deficiency in postmenopausal women: (h) physi­
cal lindings other lhan VVS and vaginal atroph)..
including problcms such as pelvic conditions and pro­
lapscd uterus. among olhers; and (c) coital pain with­
out any indication or a physical cause. Finally. some
of the syndromes classified in the vulvodynia cate:­
gory. such aiS cyclic vulvovaginitis, can alsa be thc
source of painful intercourse.

Therc is still some confusion about how 10 distin­
guish the various vulvar and coital pain condilions.
Many overlap and co-occ:ur. sueh as cyclic vulvovagi­
nilis and vestibular papillomatosis. both of which
have also becn associated with the onsc:l oC vulvar
vestibulitis (3.28.37-45). Although some Buthors
have altcmptcd to outline general principles to distin­
guish VVS Crom other types of vulvar or coital pain
(35.46), therc is a paualy of empirical investilltions
oC the pain symptomatology in the VVS literature.

mOLOGY

A wide range of factors has been proposed to ex·
plain the etiology of VVS. Most of them are derived
from clinical case reports ramer than controlled stud­
ies. The result is a wide variety of intereslinl but
unsubstantialed hypolhescs.

CadidIMil
A hislory of recunent candidiasis infections is one

of the most consistendy reponed ftndinp associalecl
wilh the onset of YYS (5.19.27.28.42..47-49). Two
studies have compared the gynecological histories
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of vuIvar vestibulitis patients with those of control
subjects (3.40). 80th investigations found that
women wilh VVS had suffered from significantly
more Candida infections than normal controls. with
s80Ck of the patients having a positive past hislory
as opposed la 21 Ck Cor controls. However. this associ­
ation is based on patient selC-report of past infections.
and attempls ta document a current infection al the
lime: of the study have been disappointin~ (14).
1ndeed. bOlh Meana Cl al. (~) and Bazin et al.
(12) failed to find a high prevalence of culture­
documentcd Candida infections among their sam­
pies. It is difficult to determine whether women are
reporting on past gyneco1ogica1 diagnoses or self­
dia~noses that were inaccurate. or whether they pre­
\'iously suffered (rom aUlhentic Cauditlo infections.

Two additional studies explored the Iink helwccn
VVS and candidiasis. Marinoff and Turner (~2) wcrc
unsuccessful in their atlempt to demonstrate a hyper­
scnsitivity to Candida in women with \'VS. Pyka ct
al. (32). in their histopathological study. were not
able ta detect any infiltrat~ indicative of a dclayed­
type hyperscnsitivity.

Human papillo.....irus
Human papillomavirus (HPV) infections hi:IVC long

hcen eonsidcred to play a major etiologieal role in lhe
devclopment of YYS (lt44.45). Howevef. the initial
st udies investigating this a5SOCiation lacked control
~roups. In addition. histologie diilgnosis of liPV in­
fection in the vulva is much less reliahle than that in
the e:crvix. The virus is thus presumed to be o\'erdiag~

nosed (6.27.46). Even when the polymerase chain
reae:lion (PCR) technique is utilized. results are con­
tradictory. Findings (rom twu case-control studies
conductcd with this techniLiue show th.1l HPV was
present in only 5.3-9.'" of the women with WS.
frequencies no dirrcrenl than thase of controls
(~.50). In a similar study. Bergeron et al. (51) failed
to find evidenc:e of HPV in any of their subjects wilh
V"S. In contrast. Umpierre ct al. (45) detected HPV
usin!! peR in 8S~ of their cases. although sample
size was small. Another controlled study demon­
strated that patients with VVS reported signiticantly
more past condylomata infections. which are caused
hy HP\'. than normal controls (40). No hiopsy speci­
mens were analyzed. Using in-situ hybridization anal·
ysis. Prayson et al. (31) were unahle to !'uhstantiale
the ctiological l'ole of HPV in VVS. Finally. (ioctsch
(7) round that onl~· a minority of suhjects in her sludy
had a known history of HPV infection. although thcre
was no comparison group. More controlled studies

are nceùc.:d to eJuclùatc the current cunfusion sur·
roundin!! (he association hc.:l\\'l'l'Il t IPV ilnd VVS.

I.trolenie r.don
Many authors have suggestcù lhat antifungal and

other prcscribed vaginal creams may in fact play ë.I

l'ole in the development of VVS (7.27.2~L35). The
recent tr:msformatiun of thesc a~.:nts from prescrip.
tian status to "ovcr-the-counlcr" status may C;IUSC

furthcr dama~e. FluorouraciL ust:d tu tn:at hum.m
papillomavirus infections and condylomata acumi·
nata. is suspected of aggravating the syndrome (46).

Systemic antibiotics and topical steroids. both pre·
scribed in suspected cases of vaginitis. may also he
hannful. The potential l'ole of iatro!!cnic cfrects ha~

not been empirically dcmonstratcù hut dues cunsli·
IUle a seemingly frcqucnt dinical ul'1ser\'.llinn wnrllly
oC funher investigatiun.

Immune runetion and allergies
Ashman and Ott (37) suggestcd that :lutoimmunity

might be a factor in recurrent val!inal candidosis anLl
YYS. On the hasis of datél "rom animal sludics. thcy
proposed that in !tnme suscef'tihlc individuals. anti­
gens of Candida alhiC'ons arc cross-rcaclivc Wilh cer­
tain vulvovaginal ti~suc: antigens. therehy aborting
an effective immune rc:sponse a~ains1 the organism.
They further postulated that after rCf'catcd infec­
tions. the immune system ofthcsc 5usccf'tihle individ­
uals hecomcs hypcrn:activc ugainsllhc cruss-rc..~ti\'c
antigcns. thus weakcning the immune resf'0nsc anu
creating local infiammatory responses initiillcd hy
these self-reactive ccIls. The aUlhon hYJlnthcsill'~

lhat these responses could he lr1{![!ered hy hormonill
chan~esor other stresses. Pykét Cl al. (~~) wc:rc unilhlc:
10 contirm or dc:ny an Immune complex .,..~is fnr \ 'VS
through hislopathulo!!ical ob!\er\'ation. nor did thcy
find evidence of an allergie reaclinn.

Friedrich (5) reported that 4M~ of the womc:n in
his sample wcre allergie: 10 une or more suhstances.
Thcse data. howevcr. werc based on sclf-rcf'urts
rather than allcrgy tcsting. and the study lacked a
comparison group. In a pair-matchcd case·cont~ol

study based oh self-rcf'0rting. Mann ct al. (4U) found
that histories of multif'le allergies wcre signiticantly
more prevalent in the patient group than in the cnn·
trol group (59~ as opposed to 31c:r). No specifie Iype
of allergy "'I!' rcported wilh ~rcatc:r rrcqucnc.1'.
Through the us.: of pillch lests. MariOl,rf ïand Turner
(42) \Vere unable to cunfirm the prc.:scncc uf an illler­
gie or irritant rcaction 10 tOPÎCêlllhcrapic:s prescriheLl
for vaginal candidiasi~ in their samf'lc uf lJ \\'umen.
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1inally. ail ,LUlUimnlum: n.:~pun'\c: was also proposcd
:l' thl.' nh:dlana,m unc.h:rlyinJ,! the oh'ier'\'cd associa­
lion hc:lwl.'c:n \ul\'ar \'cstihulili!'l and interstitial cysti­
lis.. 'llthuu!!h no !\uppurting dalél wcrc prescnted (25).

Ilnnlluna' factors
Bazin ct al. (~:!) round th,ll \\Iomen who had first

uscd oral conlrtlccptivcs bcforc the age of 17 bad an
II-fuld incrcasc: in relative risk of developing the
svndrnmc:. Earl\' rnenarche was also associated with
&,'n increilsco ri~k. The aUlhor~ hypothësize that the
rnle of the mucus sccrcted by the vestibular glands
ma~' he to protect the fra~ile \'uJvar epilhelium of
the: \'cstihuh: against vaginal secretions. Hormones
cunlëline:d in uml contnlcepti\'e:s could modify the
4uality and 'fuantity of the mucus.leading to a dimin­
ishcd protc:ction of the vestibule. which would then
hccume chronically irritated through the law-pH va­
ginal dischar!!e of the reproductive years.

Othcr rdatcd nhservation!\ rminting toward a hor­
munnl ctinlngy include u reported increitsc in pain
illte:nsity immcdiatcly l''rec:edin~ menses (19.27.52).
Simihlrly. (llhers have noticed thal symptoms vary
dCl"cnding on the period in the menstrual cycle (5).
Morcovcr. estrogen Ihcral"Y and high-dose estragen
oral cuntraccrtÏ\'cs have both hccn associated with
incrcascd asymptnmiltic \'aginal coloni7.iltion of Can­
dit/li and candidill \'ilginili'\. lhe (••clur most cum­
munir linkcd tu \'VS (53). Inlcrestingly. Goetseh (7)
not~d lhat for ~1'ë o( the ..omc:n in her study. VVS
had started pOSI partum. evcn when the infants had
hccn delivcrcd hy cesarean section. Funhermore. the
pust-partum lime WilS oCten rccaJlcd as the lime of
wor~ü pain by lhase already suffering from VVS.

Urethnl conditions a. sympaahetiallly
....in••iaed pain

A hYJ10thcsis lhat has rcccntly received inc:reasing
'lucntÎon is the association hetween urethral condi­
lions. vuIvar vestibulitis. and sympathetically main­
tained pain. A link between WS and intcrstitial cys­
litis \\tas suggcsled by McCurmack (25). who reponed
that the Iwo conditions occurred logether in a high
T'rornnion of ~'omen in his sample. The syndromes
wcrc agitin as.~ociillcd in a rcccnt case repon sludy
(lf thrce wnmen !\urrering from hoth conditions (54).
Intcrc:stin~ly. the tis.~ucs invulv&.:d in the syndromes
(hlaudc:r. urcthra. and vestihule) ail derivc: from the
cmhryunic urogenital sinus. Both conditions remain
misundc:rslood and an: imponanl causes of genitouri­
nary pain in ~'oung women. wilh physical findings
limitcd to nanspccific inflammation.

8
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A rclatcd finding is that of Pcckham c:t al. (19).
who reportcd thal six of the nine women who partici­
pated in thcir in-dcpth clinical investigation had a
hislory of priar urinary tract infection. Schover et al.
(27) also found lhat 31'k oC their palients had il his­
tory of repeated urinary tract infections. 80th studies
rclied on patient sclf-reponing.

Anolhcr group of rcscarchers round thal wamen
with VVS displaycd significantly greater urethral
prcssure variability than did normal contrais and
other chronic pain subjecls. aCter age. race. and panty
were controlled for (23). even though thcre was not
a significant diffcrencc in the proponion of urina'1·
tract complaints bct\Yecn groups. The authors attrib­
utcd this variahility to a variation in muscle tone of
the urethra. They bclicve that their data may link
VVS to sympalhcticaJly-maintained pain. This type
of pain is characterized by continuous burning and
is exacerbatcd by movement. stimulation. or stress.
Vasomotor instahility and muscle spasm nlay he pres­
ent as weil (4). Other researchers have also proposed
that \'ulvar rain syndromes and interstitia1 cy5tilis
may constitutc sympathctically mainlained pain.
sometimes referred ta as "reftex sympathetic dystro­
phy" (6.JS.5S.56). The therapeutic suc:ccss of biofeed­
back (for pelvic ftoor muscles) in alleviating ,·ulvar
pain. as suggc§lcd hy Glulcr et al. (55) (sec Treal­
ment J. h:nds sUf1f1urt lU Ihe hypulhcsÎs lhar an aUlu·
Ramic pain mechani'im may play a role in 'he cI;nl.'l:Y
and mainu:nancc of VVS. .

V..inismus
Somc clinicians have observed that women suffcr­

ing from VVS prcsent with concomitant vaginismus
(27JS.47). It is not clcar [rom thcse reports whethcr
the vaginismus is thought to precede or result (rom
vulvar vcstibulitis. nor is the melhod for diagnosing
vaginismus and distinguishing it trom VVS ever spee­
ified. Howcver. this mcc:hanism could explain some of
the rcported sucœss in trelting VVS tbrough vapnal
dilatation (47_";7).

Ge.etic predisposition
Goetsch (7) and Bergeron el al. (58) reroned tbat

hetwccn one-quartcr and one-third of the women in
their samples knew of a female relative with dyspa.
rcunia or ··intolc:ranc:t.: of tampons." In Goet5Ch·s
stud~·. the association was stronlc:st wilh cluse family
members of women who had primary WS: ci,hl out
of Icn knew of a fema'e relative Iuffering (rom coital
pain. None oC these studies bad matched control
groups.

TM CliltialJ,.",., 01'" VoL /J. No. 1. ,,,,,
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Some support for a genetie predisposition ean also
h~ drawn from the observation lhat women suffer­
ing from VVS are primarily or Caucasian urigin
(5.7.l9.2~.27 .28.55), Sorne authors have suggestt:d
that this mav reftect an anatomie \'ariation in the
sensitivity oC' the \'cslibular tissue (46), Other socio­
cultural and socioeconomic factors can also cxplain
this clinical ubservation.

Calcium o,,!'lale
One g.roup of researchers has suggestcd that exccss

oxalate in the urine irritates the vulvar epithelium.
causing severe buming (52). In lheir case study of a
patient who 5ufCered Crom symptoms of vulvar vesti­
hulitis as weil as Crom generalizcd vulvar pain. they
noticed that the degree of ftuctuation in the urinary
constituents (pH. oxalate. c:tc.) was greater in the
patient than in related and unrelaled contrais. This
intriguing finding has not been replicated since. and
to our knowlcdge. no other studies pertaining ta cal­
cium oxylate or diet have been published to date.

PsycholGlial '''on
There is liule mention in the literature oC psycho­

logical factors as etiololical agents. Psychological is­
sues arc discussed mainly in the context oC the emo­
tional suppon provided 10 patients in the lrcatment
of the syndrome. Two empirical sludies have al­
lempled to investisate the possible raie oC psycholog­
ic-.l1 variables in \'VS. Schover Cl al. (27) found that
the 27 women ~..ho completed lheir psyehological
evaluation scored within norms on measures oC cou­
ple adjustment and general psychologieal adjustment.
Funher inquiry throUlh structured interviews re­
vcaled that lhe onset of pain was oClen linked 10 a
strcssful pcriod in the women's life. such as dirficulty
in a relalionship. The authors also reported lhal the
interview data. contrary to questionnaire data. sug·
gested that reillionship connict. somalization disor­
der. and depressive symploms appeared to he panic­
ularly commun among these womeR. They Inribule
this disc:repan~· ta the patients' rcluctance 10 relate
thcir vulvar pain 10 psychologie stress. This finding
rcquircs confirmation with a larger sample. a mntched
control group. and more standardi7.ed measurements.

Meana el al. (3) found no differcnces between 54
VVS patients and normal. malched contrais on mea­
sures of lteneral psydlological adjustment (BrieC
SymJltom Invenlory) and n:lationship mljustmcnt
(Locke-Wallace !1.farital Adjustmenl Scale). With re­
gard 10 5(:xu...lil~·. they found that women surrcring
from VVS were significantly more erotophobic than

ntf' (1m'CI.1 },..ntfÛ ,,;r-. V,II. /J. Nil_ 1. IW7
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controls. ha\'ing mnn: cons,-=rvHlÎ\'c alliludcs lu­
wards scxuality"

TRt:ATMENT

On the basis of the ~XiSlin!! studie~. the litcralUrL:
on VVS trcatmcnl can bc divided inlo thrce cale~u­

ries: surgical interventions. medical managc:mcnl.
and cugnitivL:-hcha,"iurallpain n16lna~Cmcnl lhcrap~'.

Surgef)'
Surgical interventions consist of vcstibuleclomy

and laser therapy. Vestibul~ctomy has becn the most
frequenlly invcsligated trcatment for VVS and the
one most consistently rcpurled as achic\'ing lhc hcsl
therapcutic outcomc. The:!O sludi~s ilrc summarilcd
in Table 1. The surgery. first proposcd by Woodruff
and Parmley (16) and o(ten reCerrcd to as modified
perineoplasty. consisls oC an excision of the hymen
and oC ail the sensitivc arcas of the "cstihule. most
frequently lucated in the posterior fourchette. to a
depth of -2 mm. The valtinal mucosa is then mohi·
lized and brought downward 10 caver the cxcised
area (5.28). This procedurc is typic:ally carried OUI as
day surgery with the patient under !!cncral anesth~­

sia. Healing of the arc.. lasts 4-M wc:cks and includcs
silZ baths and ice packs to relieve immcdiatc disc:um­
fon. Women arc t~·pic.llly instrucl~d ta gradually rc­
sume intercourse aCter -H wecks (40.59). Vestihulec:­
tomy is usually recomm~nded fulluwing the.: failurc
of medical management. as is lascr therap)',

Laser trealment is 3 controvc:rsial modality und
is suspected 10 have potc:ntially aggravating c:CCects
(6.46). To our knov.·I~dl!c.only thrce tn:atmc:nl UUI­

come studies have hcen conduclcd u!iing this type uf
surgery (sec Table t ). The CO~ la~er Icchnulny.y was
used in the 19805 for ablation of the vcstibular area
to a depth oC 1.5 mm to 1 cm. More rccently. the
flashlamp-exciaed dye laser techniquc waslhe suhjcc:t
of a large study undertaken by Reid ct al. (56). Il is
thought 10 have less nelt3ti\'c consequences than the
CO;! laser technique.

Success. although nl:Ver clcarly dcfincd. is usually
rc:poned in tcrins of complete cure or significant im­
provemenl. It is typically mcasurcd through a one­
time selC-repon rating of pain during intercourse.
Success rates rangc= Crom 43 lu l00Ck fur excisionid
surgery. wilh the majority uf cstimatcs surr"s.~in~ th~'

60'1- mark: rcportcd succcss fur lil~cr sur!!cry ran~es

(rom 53 to 66'ii- (sec T.lblc 1l. Unl"ortunatcly. the~c

conclusions ilre weakc:ned hy multiple mcthuduluy.i­
cal Oaws. Control groups arc mis.'\ing in must uf the
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studies. pain measuremenl is rudimcnlary or not
specified al ail. lengtb of follow-up varies consider­
ably wilhin and between studies. and therapeulic suc­
cess i5 seldom clearly defined. Furthcrmorc. uni·
formly slandardized protocols are rilre~ scic:cliun
criteria are either minimal. unclear andlor unsystem·
alic: and evalultion of trealmenl is always nonblind.
rendering it highly subjective (for more dctails. see
Table 1). The variation in surgieal techniqucs creales
aRother problem. Additionally. the possible oceur­
enee of other treatments during thc pcriod bClwecn
the surgery and the follow-up inquiry are never men·
lioncd. making it impossible to anfibule the improvc­
ment in pain solely 10 the surgieal procedure.

Some authors state thal conjoint sexuli eounseling.
consisting primarily of dilatation exercises. enhances
surgery outcomes (27.47.57). For example. Sehovcr
cl al. (27) found that the wornen who had at Icast one
session of postoperative sex therapy had signiticantly
bener outcomes than those who refused this session.
The explanation they provide is that this additional
sexual counseUns may remove some of the muscJe
tension (vaginismus) and low sexual arousal (poor
luhrieation) that have resultcd from longstanding
dyspareunia and that eontrihute lo vulvar irritation.

Medial ...........
Medical management usually involves the applica­

tion of a varicly of topical ointments such as anesthe·
tics. antifungals. and antihiolics: the prescription of
s~"5lcmie medicalions; and olher treatments such ilS

inlerreron. Repons oC mcdical mUnill:clI1enl cClicu.-y
range (rom dinical accounls lU cmpiriCiI sludics. We
found a total of 11 empiric:al sludics. ail of which are
ineluded in Table 2. References ciled in the text
but not ineluded in the table are anicles on non·
c:mpirical accounts.

Topieal ancsthetics such as lidocainc jclly have
hecn lhought to relieve discomCon tcmporarily and
make intercourse possible in seme milder cases of
vulvar pain (60.61). Lubricants 5uch as vesetable
shortening are also recommended for the same rea·
sons (62-64). Antirunpl. antibiolie. antiviral. and
conieosleroid creams are gcnerally considcred 10 he
ineffec:tive in Ihe treatment of the syndrome. al·
thoup to our knowledge no eontrolled clinical trials
have been c:ondueted (2.16.19.26.40.65).

Friedrich (2) condueted small. uncontrolled pilot
studies comparina live differcnt medications: isntrcli·
nuin.da~nc.and acyclovir laken or..lly. ilnd proges·
terone and capsaicin applied 1000ically (sec: Table 2).
Lcngth of Collow.up varied across the sludies. The

results ucrnonslraleù lhat half of the wumen ·who.
were prescrib~d acyclo\'ir rcport~d il d~creasc in S~­

verity and duration uf thdr pain. The olhcr ùrug
round ta be of hclr ,",'il!l carsnicin: nver hulf uf lhe
wornen in the grouJl using il signilicanlly rcduceù ur
e1iminated their pain and IcmJerncss. Capsnicin h:ls
becn used in cases uf reflex sympalhctic ùystruflhy
and other chrunie pain syndrumes (h6), CunsicJcrin~

lhat the initial applications of topical capsnicin arc
execedingly painful. future ~lullies with nther suh·
stance P antagonists lhat are lcss polent innammillury
agents may he useful.

Intralesional alpha interferon injcctions have nnt
received approval from the Unilcd St.ues Food and
Drug Administration 3S a treatment for YVS hut ilrc
approved for the trcatment of ecndylomata. Thcy
are thus usually resen'c:d for patÏt.:nts prescntin!! wilh
concomitant HPV infections. Ifcolposcopic or hinpsy
findings arc dcvoid uf HPV changes. alpha interfcrull
injections should not hc utili7.ed for the lrcatOlcnt
of VVS. Interferon. which has immunumoduliltnry.
antiviral. and antiproliCc:ratÏ\'c propcrties. is gcncrally
injeClcd into the arrected arca of the \'cstihule ~\'cr..1
limes a week for -4 wccks (n7). Rcporlcd succcss
rates range frnm 3H to KH'".r. ""ith the majurily ur
resuhs situaled around the :,O'l mark (sc:c: Tahle: ~).

Some unpleasant sidc cffect~ arc rcrurtcd. such m~

low·grade fcver and nu-like S)'mptom!l\ (flJ). ,\)­
though this trcatment urtion i!l\ timc-c()nsumin~ and
ex.,en"Îve. the stuilies lu lIiuc: yie:ld rrnmisin~ r~sull".

Calcium citrate Iilhlets J1rc:s~rihctJ ln ",ndif~' u~..·
latc crystalluria wc:rc altrihutcll lhe: cumpleta: rdi\."f
of vul\'ar pain in one ra:portcd case (:'2). Amitrirt~'.

line has becn mentiun~d in the litcrature as a ptbSihlc
trealment for VVS~ although onc author r..:purts thill
it appcars nul la be very eff..:ctive for this SUMeI ut"
vulvodynia patients (~~). the use uf tricyelie nntidc­
pressants in low d~s may warranl furthcr slud~·. as

this t)"))C of medic:ation is widclr uscd in pain man­
agement.

,......-..
Pain mana~cmenl for YVS has ~nnsisted uf mlt~.II-

iti~ such a..; bobavior âlRd scx lherapy. hiufeedback.
c:old application. and ilcupuncturc:. Ahramo\' e:t id.
(47) nOled that three uf the scycn women in th~ir

sample who werc offercd sclual eounscling and trcat­
ment wilh vaginal dilalUrs bccau.'ic of 5usrectcd \'agi­
nismus wcre ahle tn reMlme inh:rcuuNc. The: muhun.
did not dc:sc:riite the Ircatmcnt prngranl. Wcijmilr
Schultzct al. (57) found lhill il a:umhiOilliun uf surec",
and bchavior thcrapy was nol significéUllly mnr~ ct:.

Th.. C1i11ia1/J.,,,,. tif1'. V,Il /J. Nu. l, 1W7
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lc:cti\ c: lh.Ul heh'l\'ior thcrapy .donc. Howc\'cr. trent­
ment \\ëIS not ,landilrUllCU. which Iimils lhe \"alidity
III thc lil1Jin~s, ~Ull\.:lhdcss.cunsidcrin~the nonin\'a­
,i\'cncss uf psychlllogicai pain mana(!emenLlherapies
and lhcir pHst succ&.:~s in Lhe milnagement of other
dlrunic pain symlrmnc:s (tttJ). thes&.: lincJings an: prnm­
ising.

ln il re:cc:nt study by Glazer cl al. (55). 33 women
\\'ilh VVS undcrwcnl ~iofcedback training in order
tn reducc: what was pn:sumed lu be a hypc:rlonicity
nf lheir pch'ic l100r muscles. Sustained lÏluscular hy­
pcrtnnicil)' has f1rcviuusly becn hypothesized to pro­
duce ischcmia and subsequently the rcl~ase of pain­
cliciling substances (70). Artcr an avera~e oC 16
\\'ceks of practice. ~2 of the 2M women who were
ahstilining from intercourse at the beginning of the
sludy resumed this activity. and 17 out of the 33
wumc:n in thc sample reported pain-frec intercourse.
'nlCSC initial resuhs arc very promising and requirc
rc:plication in a randomized controlled trial.

Sc:cor and Fertiua (63) suacstc:d acupuncture as
a pussible treatment for YYS. since il has been suc­
ccs....ful in the management of other cbronic pain con­
ditiuns. The :application of cold is another option that
is effective: in the lre:almenl of nther types of pain
..nll that is already heinl presaihcd 10 soothe postop­
erativc discomfort following vestihuleetomy. Il is also
frequcnUy mentioned h~· patients as an effective self­
tn:atl11c:nt that pru\·idc."S h:mpnrary relief of the
pain (-aH).

SUMMARY AND FlJTlJRE GUIDELINES
FOR RESEARCH

The descriptive reatures of VVS have been primar­
ily documcnted via clinical case studies. Although
therc is a detinile need for epidc:miological studies.
t"he relative consislency of information l''resc:nled in
case studies and the corroboraling evidence from
cuntrolled studic:s (e.1- 40) lend suppon to these
reportcd descriptions.

Despite the faet that il is the central manifestation
of YYS. pain symptomatology tends to bc underem­
philsizcd in the CURent studics. More knowledse
;ahuut pnin charilclcrislics (c.~.• unset. lemporall"at­
tern. locatiun. inlensit~·) may alsu improve the relia­
hility ilnd validity of the diagnostic: proccss. The pres­
cnt diagnostic criteria are subject to interpretalion.
as is shown by the different definilions of VVS and
lhe varying selection criteria included in Tables 1 and
2. Recent data demonsarate that pain classification
variables. more spccifically the location and temporal
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pallern of the: pain. as opposed 10 sexual dysfunction
variahles. arc the oest preuiclors uf potenlial physical
facturs in the ctiulugy of dysparcunia (c.g.. 3). Non~·
theless. wc necd more information about the impact
of VVS on rc:lationship ildjuslmcnl and scxual rune·
lioning uf p~aticnts amJ lhcir parLners.

Despite the extensive list of etiological factors that
have been associated witb YYS. there has been liulr.:
progrcss in this area. This can be explained partly hy
lhe fact that VVS has only been recenlly recognizcd
as a significant gynecological condition but alsa by
the lack of melhodologically sound etiological inves­
tigations. The omission of control groups (e.g.•
5.7_8.19.24.27.42.44.4S.47-58). small sampie sizes (e.g•.
7.19.27.44.47). unclcar selection criteria andlor het­
erogcneous samples (e.g.• 5.19.27.40) and unreliable
measurcment (c.g.• 5.8.19.27.44.45) contribute 10

weakening the quality of the knowledJc. Finally.
cross-sectional designs do not allow for the differenti­
ation between factors that are a result of the pain
from thase that may have conlributed ta ilS onset9

maintenance. and exacerbation.
Anolhcr problem lies in the unidimensional ap­

proach usuaUyacJoptcd in dcsigning the studics. Th~
current trend in etiological sludies is ta focus on bio­
medial factors. However. concomitant or!lanic pa­
thology is rarely demonstratcd and can. in fact. be
vicwed as an exclusion criterion to the diagnosis of
YYS. Only a few etiolugical studies have adopted a
nonreduclionist approach (c.g. 3.27). As is sugested
by Many of the etiological hypotheses (hormonal.
immunologie. etc.). VVS cannot be solely explained
by local mechanisms. Il is thus imponanl la venture
beyond unidimensional sensory.physiologi~models
oC pain_ which postulate that the pain experience
is directly proponional to local tissue damage. In
contrast. biopsychosoc:ial models encompassing the
raie of psychological. behavioral. and scnsory pro­
cesses are more representative of the majority ofpain
syndromes (71) and are undoublebly the most fruilful
Cor the study or yys.

One promising avenue of etiological research is
the invcstiption ofcentral pain mechanisms that may
play a raie in causing and maintaâning YYS. The
hypothesis that VVS may constitute sympilthctically
maintained pain (SMP) (e.g. SSJ6) bas received linle
direct empirical suppon and appears problematic.
consideringthc numerous controversies surrounding
the definition and validity of SMP (72-74). Nonetbe­
less. this hypothesis has drawn the attention of the
field towlrd the ~ludyof pain mecbanisms. which bad
been hilheno overlooked.
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Central mec-hanisms arc thought to play a raie in
other types of acute recurrent gynecological pains
such as dysmenorrhea (75). although therc is still
linle knowledge concerning how information (rom
the vulva and vagina arriving in the central nervous
system is processed. Central factors may explain the
reported success of pain management and sex ther­
apy techniques in addressing lhe bchavioral and cog­
nitive companent5 of pain.

As for peripheral pr0CC5Sing mcchanisms. thcre is
growing cxpcrimental evidcncc from ianimnl sludics
that visceral tissues exhibit an allered sensitivity in
palhological conditions like inftammation. in such
a wa)' that "sUent'· affcrents can become active
(76). More spccifically. mucosal arCcrents projecling
through the pelvic ncrve (which innervates the vagi­
nal canal. the bladder. and the urethra. among other
areas) thal do not respond to noxious mechanic:al
stimuli seem to he activated in inftammatory states
(76). There is.1so evidence that inOammation oC vis­
ceral 0'lans tan induœ a similar altered sensitivity
in the donal hom neurons of the spinal cord. a phe­
nomenon referred to as centralsensitÎZation (76.n).
Such changes in central neural function arc thought
to play a significant role in the lIcvclopment of patha­
lugial pain (77).

U indeed periph.:ral physinflathulugical stalc5
could brina on changcs in the cJu:itability of the CNS.
leadingto pain hypersensitivilY. it could explain the
scemingly unrel.led associations of VVS with histor­
i~~ of candidiasis. condylomata infcC:lion5. rcrcatcd
urinary tract infections. and iatrogenic harm. ail of
which constitute palhol08ic:a1 and/or injurious events
c.lCCuring in the area of the vulva and vagina. Other
f'roposcd etioloaical mechanisms. such as wcak im­
mune functioning or hormonal factors. could contrib­
ute ta further activation of the central nennus system
ofsensitized patients. This hypolhesi5 serves a heuris­
tie purpose in uniCying some of the current eliulogical
observations and highlights the need for human and
animal researeh looking specifically inlo vu~var

flain mechanisms.
The treatment oC VVS has be.:n a frustraling cnter­

prise for ail he.llh professionals conccrned. as none
of the cumnl options have brought about satisfac­
to~' rc:sults. Despite the faet lhat many gynccologisls
are reluetant la recommend surgic:al treatment of
VVS. the majority oC outcome 5tudics penain to this
modality. Surlery is also the treatment option with
the highe5t rc:por1ed suceess ralc. Medical manage­
ment is underinve5tipted. espec:ially considerinJ ilS
\\'idcsrrcad use. This may he due in flart to clinical

reports of ilS lack of crticacy. More rcccnt. noninva­
sive pain management lechniques SUCh as hiufeetl­
hack and hchavior thcrapy show prumising results.
Furthcrmore. health care practÎtioncrs arc bcginnin~

to rec:onceplualize the lrcatment of VVS in terms uf
long-term managemenl (65). as is the case for other
pain syndromes such as chronic low hiu:k pain. In
addition. authors generally agrcc about the im pur­
tance of providing patients with psycholugicéll sup­
port. At Ihis point. lhcrc is il prcssin~ ner...d fur
prospective randomizcd dinical trials to provide sys­
tematic data into herelafore uncontrolled clinical ob­
servalions.

ln summary. a lack uf cmphasis on pain symptmn­
atology is reftecled in the descriptive. diagnostic. etio­
logial. and treatmenl investigations conducled lU

date. More rigorous. mullidisciplinary research ef­
fans are nec:dc:d in ordcr 10 facilil3tc its propcr inves­
tigation. Our review suggcsts that ail aspects of rc­
search will benefit (rom a c:onceptuaIi7.8tion of VVS
as a localized pain syndrome. The adoption of a pain
syndrome conceptuali1.ation will result in <a) descrip­
tive sludies investigaling the central phenomcnun.
the pain: (h) more rcliablc diattnustic proccdurcs:
(c) a nonreductionisl scareh for eliology: and (d)

muhimodaltreatmcnl~focUSt:d on an cpisodic recur·
rcnl pain. ail of which will broaden our insight inlU
this prevalent women·s heallh problcm.
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LiteralUre Review Update

During the period between June 1995 and November 1998, there has continued 10

he a proliferation of articles on wIvar vestibuIitis, panicuJarly in the gynecology

literatuœ. The syndrome is also gaining recognition in the sexology üterature, as

exemplified by its reœnt mention by two psycbologist autbors in a review ofempirically

validated treabDents Cor sexual dysCunctions (Heiman & Mes1On, 1997). They suggest

that the different types of disorders included under the beading of dyspareunia need

further diagnostic differentiation and conceph"Uzation in orcier 10 evaluate tailored

treatments. This suppons the research presented in this tbesis.

There bave been no new studies penaining 10 the diagnosis of wlvar vestibuIitis. In

tenDs ofetiology, one study bas shown lhat the mie of urinary oxalates as instigators of

vulvar pain is doubtful, although they may constitute nonspecific irritants (Baggish,

Sze, & Johnson, 1997). Two bistopathological studies bave demonsttated that women

with vulvar vestibuHtis have no more inOammatory œlls in the vestibule than Donnai

controls (Friedman, 1995; Nylander Lundqvist, 1997). Additionally, in this last study,

panicipants ail tested negative for human papillomavirus. However, Foster and Hasday

(1997) found significandy more elevared levels of inflammatory cytokines in women

with vulvar vestibulilis as compaœd to controls. Paradoxically, the cytokines were

lowest in the aœa of bigbesl hyperalgesÎl, the wlvar vestibule, and mgher in the vulvar

region. Fmally, Westrtim and Willén (1998) found hiaher densities and numbers of

nerve fibers in vestibular specimens of women with vulvar vesibulitis in comparison 10

vestibular specimens ofcontrols. The number ofcontrols wu bowever much smaller

than the number ofcases. The autbon' bypotbesïs c:oncemiDg the etiologica1 role of

vestibular neural byperpluïa Ibus WID'IDIS furtber œsean:h.

11uee studies were publisbed relardinllbe psychosexual funclioninl of women

with vulvar vestibulitis. White and Jantos (1998) reponed tbat in comparison 10
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nonnative data, women with wlvar vestibutitis weœ more 1i1œly to have a reduced

amusaI potential and Jess intere51 in înteltourse. Van Lankveld, Weijenborg, and Ter

Kui1e (1996) found tbat wben c:ompared ta nonnative data, women with wlvar

vestibulitis had more frequent problems with lubric:alion, amusai, and negative emotions

in sexual interactions with Ibeir partners. l'bey also bad higber levels of somatization

tban Donns, a fmding similar ta tbat of Jantos and White (1997), who Doted that their

cohort ofpatients with vulvar vestibulltis satisfied a nurnber ofsomatization disorder

criteria. 1bese findings relatiDg ta somalizatioD were Dot confmned by Mean&, Binik,

Khalifé, &Cohen (1991), who c:ompared theu vulvar vestibulitis participants 10 nonnal

matehed controls. A more extensive investigation of somatization needs 10 he condue:ted

before any finn conclusions can be drawn about its role in Ihe development.

maintenance and/or exacerbation of paiDful inteltourse..

More studies were published on the topic of vestibuIectomy (Bornstein, Goldik,

Stolar, zanati, & Abramovici, 1997; Bornstein, ZUfati, Goldik, & Abramovici, 1995;

Chaim, Meriwetber, Gollik. Quresbi, & Sobel, 1996; Foster, BultS, Shah, &

Woodruff, 1995; Goetscb, 1996; Keboe & Luesley, 1996; Wolf, Abramov, Wolman, &

David, 1995), demonstrating sucœss rates equivalent ta those reporœd in the critical

review of the Hterature tbat serves u the inttoduction ta this tbesis (Bergeron, Binik,

Khalifé, & Pagidas, 1997). Methodological problems were also the same u those

mentioned in the review of the Uterature (chap&er 1). Bornstein, Goldik et al. (1997)

sbowed that women who bave suffered froID dyspareUDia since their first intercourse

auempt have lower sucœss rates tban women who bave experienœd a period of pain­

free intercourse before develoPÎlll wlvar vestibuHtis..
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Transition Text 1

The critical leview of the literature confirmed tbat vestibu1eetomy was the treabDent

modality with the hiallest sucœss rates but that the studies evaluating its efticacy had

numerous methodological problems, namely tbat 1Ieatment sucœss was never clearly

defined, that reseaœbers rarely iDquired about sexual functioning and pain, and that

these studies were conducted by the surgeon wfto had perfonned the vestibulectomy.

Considering the fact tbat we u1timately wanted 10 conduet a randorniml treabDent

outeome study of vulvar vestibulitis tbat would include the cunent standard medical

intervention, i. e., vestibu1ectomy, and that il wu still a controversial procedure, we

proœeded to pedonn our own study of the efticacy of vestibule<:tomy whiJe correcting

the methodological Oaws of previous investigations. The followiDg manusaipt reports

the results of this study•
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The Surgical Treatment of Vulvar Vestibulitis
Syndrome: A Follow-Up Study

SOPHIE BERGERONt CÉliNE BOUCHARD, MICHEL FORTIER
YITZCHAK }rI. BIN/K and SAMIR KHALIFÉ

This study evaluaud the effectivmtss of vestibultctomy in Telieving
ctnta[ pain and improving suua[function in 'W01M1l diapostd with
vulvar vtStibulitis. VuLvar vestibulitis synd7'01M, a chrrmic, n(Jftsp~

cific inflammation of the vulvar vestibule, probably reprtSmts the
most frequmt subl,pe of fWtmmopausal dyspa1't:Uftia. Participants
wne 38 womm who undtnllmt v,stibulectom, at a univnsity hospi­
ttJllNtwtm 1986 and 1994. TeltfJhOM interviews wtre ctmducttd to
tJSStSS whethtr vestibulectomy or otker subsequmt trtiUmnats affecttd
eDitai pain and semai functioning. Lnagth of postoptTativefoll~
ufl rangtti [Tom 1.1 to JO years. with a 7MtJn of J.J Jean. Vesti­
bulectomy yitlded a positive outCOfM fOT 63.2% of the participants
and moderate to no improvemnat for the other 36.8%. Tht surgery
wt1S linUd to a sipificant incrtcue in inlncount frequency for the
mtire sample and to an inCTease in oral and mtJnual stimulation fOT
the womm with su«essful surgical outcomt.S. No otAer factors 'UJtTe
sipiftcantly associaled with tTeatmnzt out~.

Dyspareunia is the most common sexuaJ complaint sponWleously re­
poned to gynecologists.1 with communit}' prevalence rates estimated to
be between 10% and 15%.::.3 Dyspareunia is also the female sexual d~
function most often associated with physical patholog)'.~ It is character­
ized by genital pain experienced primarily during intercourse. although
pain can also occur before or after coital acùvity. Its intensity can range
from a mild discomfon to a sharp, buming pain, and it can he located
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anywhcrc from the cxtcmal genitalia to the abdomen. Dyspareunia often
causes marked disuess and may he a factor of discord in intimate rela­
tionships. considering its significant impact on sexual functioning. (For
an extensive review of the dysparcunia literature, sec Meana and Binik.6)

The only conuolled empirical study penaining to the description and
ctiology of dyspareunia revealed the existence of four distinct subtypes
that diffcr on the basis of physical findings.: Onc of the subtypes, vulvar
vcstibulitis syndrome (WS), is cWTently thought to be the main cause
of dysparcunia in premenopausal women.!.! Moreover, this condition is
highly prevalent, with reponed rates ofup to 15% in general gynecologi­
cal practice. IO

WS wu probably described ovcr a century agO.1I·12 It is characterized
by severe pain on vestibular touch or attempted vaginal entry, point
tendemess to colton-tip palpation of the vulvar vestibule, and physica1
findings confined to vestibular erythema." Irritation and buming can
penist for hours or days aCter sexual activity, and many patiena also
repon localized pain from tampon use, tinger insertion, and gynecologi­
cal examinations. I

4-16 Most of the women experiencing WS are in their
20s and 50s and have typically consulted severa! health professiona1s
before receiving the dïagnosis.. Approximately half develop eoital pain
after a period of pain-Cree intercourse, and for the other half, the pain
has been present sinee their fint intercourse experience..1.10.11 Interfer­
ence with intercourse and other sexual activities cao range from mild to
severe. with some couples avoiding all fonns of sexual contan

Although many etiological hypotheses have been proposed. current
understanding of WS is limited because mon of the proposed causal
explanations are derived Crom c1inical case reporu. This state of afFairs
is paroy due to the faet mat health professionals have only recendy hepn
to recognize mis condition as wonhy of serious clinica1 and scientific
attention. The trend in current etiological research is to Cocus on bit>
medical facton, such as repeated ~'east infections (candidiasis), human
papilloma\irus. and hormonal faclon, such as the early use of oral con­
traceptives. 1~-21 ln tenns of psychological facton, women experiencing
VVS repon normal levels of relationship satisfaction and psyehological
adjusunent.ll.l6.Z! However, relational and psychosexuai facton may be
involved in mainwning the pain. In recent reviews, we have proposed
that a pain syndrome conceptualization taking iota account the multidi­
mensionalilt~, of the pain experience and incorporaùng biological and
psychosocial facton is the most useful approach for the swdy and treat­
ment of all types of coital pain.:s.:·

Despite limited knowledge, severa! U'eaunenlS have been developed in
an attempt to relieve the pain associated with "VS. Vestibuleetomy bas
been the most investigated intervention to date,:· with over 20 published
studies e\'a1uating iu efficaC)'. This minor surgery, often referred to as
modified perineoplasty, is usuaU,- recommended foUowing the failure of
medical managemenL It cansislS of an excision of the hymen and oC all
the sensitive areas of the vestibule. most frequently located in the poste­
rior fourchette, 10 a depth of approximately 2 mm. The vaginal mucosa
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is then sometimes mobilized and brought downward to cover the excised
area.13S This procedure is typically carried out as day surgery under
general anesthesia. Women are insuucted to gradually resume inter·
course after approximately 6 to 8 weeks.~7 More recent studies have
compared or presented minor variations in the surgical technique.21.29

There has been much controversy about wing a surgical intervention
to relieve coital pain due to WS. Many facton have fueled this canua­
versy. ranging from a lack of infonnation about the nature ofWS to a
reluctarlce to use an in\'3Sive. albeit common treatment. Despite the fact
that most of the surgery OUlCome sludies repon success rates higher
than 6O%.:.!4 these resulu are weakened by multiple methodologica1 flaws.
Control groups are missing in most of the studies, pain measurement is
rudimentary or not specified at ail. length of foUow-up is olten quite
shon. and the therapeutic criteria for success are seldom dearly defined.
Funhermore. standardized study protocols are rare; selection criteria for
surgeryare minimal. unclear. or unsystematic: and evaluation of treat­
ment is always nonblind. Variation in surgical techniques creates another
problem. In addition. the possible occurrence ofother tteaunents during
the period between the surgery and the follow-up inquiry is never men·
tioned. making it impossible to auribute the improvement in pain solely
to the surgical procedure. Finall~·. the impact ofvestibuleClomy on sexual
functioning has never been investigated.

One goal of the present study was to detcnnine the suitability ofincJud­
ing a vestibulectomy condition in a randomized ueaunent outeome stud~'

we were planning to conducL lu primary advantages over pl'e\'ious stud­
ies are the following: (a) Assessment interviews were conducted by an
independent researcher not as50Ciated wim the surgeons; (b) the etJect
ofvestibulectomy on sexual functioning wu investipted; (c) therapeutic
success. selection criteria. and study procedures were dcarly defined:
and (d) potential confounding treaunenu were taken ioto accounL ln
summary. the goals of the study were to reaospectively evaluate the effec·
tiveness of vestibulectomy in relieving coital pain and imprOYing sexual
functioning and to identify factors associaled with postoperaüve
outcome.

MErHOD

Participanu

Panicipanu were 38 women who had undergone vestibulectomy at a
university hospital belWeen 1986 and 1994. The researchers were able to
contact 53 of the 70 women who initially underwent vestibuleClomy: 46
verball~· agreed to panicipate. and 38 retumed their signed consent
forme Al the time of the assessment interview, the majority of women
were married (24.3~) or cohabitating with their panners (45.9CJJ). Oth­
ers were either dating one penon (21.6~) or were single (8.1~). Most
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panicipants were French Canadian (92.1 %) , a few were from other Cana­
dian provinces (5.3%), and one was American (2.690). The mean age
was 28.2 years (range = 19-52). The mean level of education was 14.8
years of scbooling (range = 10-19), which is equivalent to the second
year of university.

Prior to surgery, all participants underwent colposcopy and had cervi­
cal cultures for gonolThea and Chltllll'Jdi4. ACter massage of the Bartholin
glands, samples were taken al the duct openings for ChlamydiIJ trach".
matis, UT,apltu1ll4, and M,coplfl.S1ll4 cultures. AlI active infections were
treated. Patients included in the swdy met the following selection crite­
ria: (a) the three VVS criteria (ina-oital dyspareunia, point tendemess to
a cotlon-tip palpation of vestibular gland orifices, and physical findings
confined to vestibular erythema). (b) moderate ta severe inlerference
with intercourse, (c) no active infections, (d) experience ofVVS sym~

toms for a minimum of 6 months, and (e) failure of more conservative
medical treatments (e.g., conicosteroid and anesthetic creams).

Materials and ProcedU,.,

SU'fical r"laftiqtU. Vestibulectomies were performed by one of three
gynecologists (Céline Bouchard. Michel Fonier. or Samir Khalifé) in
accordance with the foUowing protoc:ol: The hymen and all the sensitive
areas oC the vestibule. most frequently located in the posterior fourchette,
were excised in a U-shape to a depth oCapproximately 2 mm. The \oaginal
mucosa was men mobilized if necessu}p, brought downward to cover the
excised area. and sutured to the skin.

r,l,phtml IftlnVÏtw l'roctdurt. Women who underwent vestibulec­
tamies between 1986 and 1994 \Vere contaeted by a nurse, who inquired
about their inleresl in participating in a shon. confidential lelephone
inteniew regarding their surgery. Consent Corms were sent to the women
who verbally agreed to take part in the study. Once a woman had re­
tumed her signed consent form, she wu contacted by an independent
research associale (Sophie Bergeron), who then proceeded to conduct
a suuctured telephone interview comprising 36 questions penaining 10
the outcome oC the vestibulectomy. current pain during intercourse,
other treaunents, and sexual and couple funcuoning. The Mean length
of the interviews wu 15 min.

The change in inuoitai dyspareunia foUowing the surgery was mea­
sured on a scale ranging from 1 (no imfWDWJMftt) to 5 (amplttt r"i,f).
Success wu defined a priori as sipiftaJfti impruwmmt (4) or compl," ,.,li,/
(5) .•\Iodlf'ate improWJllnlt (S). Littl, ifflflrowmerat (2). and no improVlfllnlt
(1) ratings were categorized as unsuccessful outeomes.

RESULTS

Outconw of Vtstibul,ctorny

Length of postoperative Collow-up ranged from 1.1 to 10 years. with a
Mean oC !.! years. On the basis of our a priori criteria. vestibuleclomy
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was successful for 63.2% of the women and unsuccessful for the other
36.8%. More specifically, 36.8% of participants reponed complete relief
of their pain, 26.3% reponed a great improvement, 13.2% reponed mad­
erate improvement. 7.9% reponed tilde improvement, and 15.8% re­
poned no improvemenL Of those who reponed no improvement, one
woman stated Ùlat her pain was wone as a result of the surgery. In
addition, coital pain returned for 2 of the women who initially experi­
enced complete relief of their pain and were considered successful out­
cornes. In one case, coiraI pain returned 6 montlls after surgery. and in
the other pain returned 21/2 years later.

For 53.3% of the wornen who had a successful outcome, the length of
time between their vestibulectomy and the complete relief or significant
reduction of their pain wu 2 to 4 months. For 13.3%. this period was
less than 2 months, and for another 20.0~ it wu between 4 and 6
months. whereas for 13.4% over 6 months elapsed belore they could
consider the surgery to he a success.

Inquiry about Pain characteristics following unsuecessful surgical out­
come revealed mat the level of pain wu moderate, with a Mean intensity
of :tO on a scale of 1 to 5. Coital pain significandy inlerfered with inter­
course for 27.3% of the wornen with unsuccessful outeomes. whereas
other women reponed less interference or none al all. The frequency of
pain \'aried, with the majority ofwomen (63.6C1») nol experiencing coitaI
pain al every intercourse attempt.

Sorne participants reponed having tried other means of alleviating
their coitaI pain following the vestibulectomy. Among the women with
unsuccessful OUlcomes. 3 were without pain al me ÙDle of the assessment
interview. Two women attributed the relief of their pain 10 the Caet that
they disconùnued the use of oral contraceptives, and anotber wu cured
b~' interferon injections. As for the women wim successful surgery out·
cornes. 29.2% reponed making minor changes in their sexual behavior
(e.g.. changing intercourse positions. prolonging sex play). 16.7% under·
went sorne form of psychotherap}~ (individual. sex, or couple therapy,
relaxation exercises, etc.), 4.2% tried alternative U'eaunents (e.g.• ho­
meopathic remedies. acupuncture), 12.5% had other medical ueatments
(e.g., hormone replacement therapy), and 45.8% used some son of
cream or gel (e.g.• lubricant jelly. anesthetic gel) at some point during
the follow..up periode

Finally, 65.8% of participants said they would undergo the surgery
. again (among which were included 87.5% orthe women with successful

outcomes and 28.6% of the wornen with unsuccessful oUlcomes).
whereas 23.7% would have preferred to try another ttcalment before
the \'estibulectom~',and IO.5C1» were not sure.

Impact of Vtsubul«tomy on SDtual Functitmiflf

Paired-samples t tests were perfonnecl to evaluate the impact of vestit>
ulectomy on sexual functioning (see Table 1). In the overall ample. the
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TABLE 1
Sexual functioning

Succ~

(.'1 :as :!-4)
f;,ilurr

(.\'. 1·f)
Emire IiIIIIplr

CN· 38)

Soual beha\;or
(per month)

~fanua1 sumul.ation
Oral stimulation
Intercnune
~tUlurbalion

Mean Mean I·Tail Sig Mean ~fean I-Tail Sig Mean ~ean I·Tail Sig
Briare ..\fter Briore ..\fter Before ACter

3.31 6.31 0.01- 6.12 ".i3 0.16 ...37 5.71 0.09
2.62 ".31 0.02- 5.12 ".lH 0.20 3.57 -4.26 0.1"
3.63 7.68 0.04- :1.~ fi.i7 O.OS- 3.71 7.31 0.01-
0.93 1.39 0.0; 2.15 2.00 0.35 1.41 1.6.1 0.18

•

monthly frequencies of manual stimulation. oral sÙD1ulation. inter­
course. and masturbation were higher in the 6 months preceding the
assessment inten;ew than in the 6 months prececling the surgery, aI­
though this düference wu significant only for intercourse. Similarly. in
the group of women with s\lccessful surger~- outcornes, the postvesti­
bulectomy frequencies of ail sexual beha\ion were higher man the pre­
vestibulectomy frequencies. and this difFerence was significant for
manual and oral stimulation as weil as for intercourse. For the women
with unsuccessful surgery outcomes. Crequency of intercourse was also
significantl~' higher alter vestibulectomy. Taken together, these findings
suggest that vestibulectomy has a general positive impact on sexual func­
tioning.

Successful and unsuccessful outcornes were compared with independ­
ent~ples 1 teslS for continuous variables and Mann-Whitne)' tests for
categorical variables, Age, years of formai education, length of Collow­
up. and prevestibulectom)' frequency of sexual activities (manual and
oral stimulation, intercoune. and masturbation) did not durer signifi­
canùy between the (wo groups. Women with 5uccessful and unsuccessful
surgery outcomes also did not difFer significantly with regard to marital
status. prevestibulectorny relationship satisfaction, degree of support
from panner. and confidence in treaunenL

A second set of analyses wu performed using a logistic regression
model composed of \wiables that were not significantly cOrTelated to
one another. approached signifiance, or could plausibly he associated
with outcome. The dependent variable was vestibuleclomy outcome (suc­
cessful \'5. unsuccessful). The model included age, relaùonship satisfac­
tion. and confidence in U'eatment. This model classified 71.9% of the
cases correctly. However, il did nOI significantly predicl outcome. X:!(8,
.\T = 32) = 12.9, P= .12.

\'\'S ChtJTllcuristics

The researchen' telephone interview included sorne general questions
about "VS itself. such as the impact of the syndrome on the lives of the
panicipanlS. Ali women staled that their coita! pain had affeeted their
sexual functioRing, 73.7% stated mat it had affeeted their relationship
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with their panner. 60.5% Celt that il had some effect on their mental
heaJth. and 42.1 % Celt it had sorne effecl on their selC~steem. When
asked about other family members experiencing dyspareunia, 25% of
the women reported that they knew al leasl one female relative who had
coital pain.

DISCUSSION

The resuIts of the present study confinn the efficacy ofvestibuJectomy
in relieving coital pain due to WS. The surgica1 ueaunent of WS wu
linked to a significant increase in intercourse frequency for women who
underwent the surgery, independent of surgical outeome, and to a sig­
nificant increase in manual and oral stimulation for women who had
successful surgery OUlcomcs. The vestibulectomy success rates found in
this study are consisten1 with findings of other similar investipùons and
support the use of this surgery when less invasive ueaunenu are unsuc­
ccssful. Furthermore, these results are in accordance with the observa­
tion that. compared wim other treatmenrs, this modality resulrs in the
besl outcomes to date.24 Despite the fact that certain health professionals
still have reservations regarding the surgical treaunent of WS. there
appears to he minimal surgical risk and minimal patient complainrs fol­
lowing vestibulectomy. Unfonunately, our analyses did not enable us to
identify potential prediclors of outcome. This May he due in pan to the
Jack of statistical power associated with our small sample and to the
reuospective nature of the design.

Inquiring about the use of other treatments as weil as haYing a longer
follow-up period appear imporw1t. as thc)' yielded a more detailed and
comprehensive repon of the efficacy ofvestibuleclomy. Considering that
sorne sludy partiClpants had used other methods to alleviate their pain
following the surgery. it is possible Ûlat some of these measures (e.g.,
the use of lubricant jelly. relaxaùon exercises) contributed 10 the overall
OUlcome. Nonetheless, it will be important 10 control for IUch efrecu in
future sludies. Also of interest is the reoccurrence of syrnptoms foUowing
the surgery. as happened in 2 out of 24 IUccessful cases in mis sample.
A more consen'ative criterion might have resulted in these cases heing
classified as unsuccessful. In addition. this study shows that improvement
in pain following \'estibulectomy an 50metimes take over 6 months.

The outcome data demonstrate that for the women who stiU experi­
enced sorne cohal pain foUowing vestibulectomy, the intensity of their
pain was moderate. Only 27.3% reponed significant interference wim
intercourse. Funhermore, about half of the women did not experience
pain at every intercourse attempt, suggesting mat olber psychosexual
components may play a role in the experience of pain. Tbese findings
also illustrate the fact that the degree of improvement following vesti­
buleclomy is conùnuous and mat the reponed outeome ultimately lies
in the l~-pe of dependent measure or rating scale used.

Repons of paniàpants regarding the impact of WS on imporwlt
aspects of their self-idenüty, such as their sexuaI funcùoning. their rD­
mantic relationships, and their self~teem, testify 10 the fact that mis
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syndrome may cause significant disttess and should alen health profes­
sionals to these patients' need for continued suppon. The finding that
25% of participants knew of a female relative experiencing dyspareunia
is consistent with Goetseh'59 repon and may point toward the possibility
of a genetic predisposition.

Almough the present INdy has sorne ofthe same methodological prob­
lems common to other vestibulectomy investigations (rettospectÎVe, no
control group). it constitutes a first step in integraùng quantitative evalu­
ation of pain and sexual functioning iota outcome measures, as these
NO cenual aspecu of WS have been largely neglected by researchers
and clinicians alike.24 A randomized clinical tteabDent trial of the efticacy
of vestibuJectomy seerns warranted, considering the consistency of our
data with previous studies. One such trial is currendy underway in our
center.

Overai1, the data are consistent with the notion that coita! pain is a
multifaceted syndrome comprising sensory. behavioral, interpenonal,
and psychosexual aspects, which are probably best addressed by a multidi­
mensional perspective based on a pain syndrome conceptualization.ts To
this effect, stumes like that of Schover, Youngs. and Cannata" and
Weijmar Schula. et al.· provide interesting means of improving current
surgical treatments by combining them wim sex therapy techniques. pav­
ing the way toward a multidiscipünary approach to the ueatment of
dyspareunia.
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Transition Text 2

In reviewing the vulvar vestibulitis literature, we found no studies on diagnostic

reüability and validity. This led ta some confusion in the interpretation ofcorrent

diagnostic criteria, as demonstrated by the beterogeneous samples included in the studies

published ta date. Furthennore, tbere were little data conceming pain characteristics,

although c1înieal case studies reported that the women often described their pain as a

buming sensalion. Sînce our foUow-up study of vestibulectomy patients bad comumed

the success of this iDterventiœ, we bad decided 10 go ahead and conduct a randomi7œ

treatment ouœome study of wlvar vestibulilÏS. The participant selection process of this

randomized trial allowed us to examine alarge nomber of women with different types of

dyspareunia and ta test tbem on IWo separate ocxasions before they reœived treatmenL

We used tbat opportunity to galber some data conœming the reüability of the vulvar

vestibuliûs diagnosis. We also wanted 10 assess the validity ofcurrent diagnostic

criteria. The foUowing manuscript repons the results of this study.
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Vulvar vestibulitis syndrome: Reliability of diagnosis
and validity of eucrent diagnostic criteria

Sophie Berleron, BSc, Yltzchak M. Blnllt, PhD, Samlr Kabllf4, MD,

Kelly Pagldu, MD, and Howard 1. Gluer, PhD

OBJECTIVES: The goal of this study wu 10 assess the reliability of the diagnosis of

vulvar vestibulitis and the validity of Friedrich's criteria for this diagnosis.

STUDY DFSIGN: In a university bospital, 146 dyspareunic women underwent two

sets of gynecological examinalions, took pan in a slI'UCtured interview and filled out the

McGill-MeIzack Pain Questionnaire. Reliability wu assessed using kappa and

conelational analyses. Validity wu examined using correlational and discriminant

function analyses.

RESULTS: Inter-rater agreement and test-retest reüability ranged from moderate to

substantial for the vulvar veslibulitis diagnosis. OfFriedrich's 3 criteria for wlvar

vestibuJitis, ooly ~ndem~ss ID p'~SSU't withill lM wlvar wstibul~ differentiated

between women widl and without this condition. As for pain quality, 88.1% of vulvar

vestibulitis panicipants chose adjectives referring ta a thermal quality and 86.6% chose

adjectives referring to an incisive pressure sensation.

CONCLUSIONS: Vulvar vesûbulitis is a distinct clinical enlity tbat CID be reliably

diagnosed.

Key Words: Vulvar vestibulitis. dyspareUDia. vulvodynia, sexual pain disorder,

diagnosis
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Since Friedrich proposed the terminology in 19871, the diagnostic criteria for wIvar

vestibuHtis syndrome have been the following: (1) severe pain on vestibular touch or

attempted vaginal entry, (2) tendemess ta pressure localized within the wlvar vestibule,

and (3) physical findings confined ta vestibular erythema of various degrees. Despite the

absence ofstudies regarding the diagnostic reliability and validity of these criteria, many

resean:hers and clinicians implicitly or explicidy work with them, as they constitute the

fIrst attempt at formulating an operational diagnosis. However, Friedrich's defmition

has been subject 10 varying interpretations, leading ta potenûally heterogeneous samples

in sbldies purporting to investigare volvar vestibulitis.2 ln addition, many researcbers

bave been using other cüagnostic criteria such as erythematolU vestibular lesions on

colposcopy and nonspecific inflammation on histopatbology, without evidence that these

increase diagnostic reliability.3. 4 Another implicit criterion not currendy operationalized

is a minimum of six months' duration of the symptoms.5

Indeed, the present criteria may not be sufficient te differentiale vulvar vestibulitis

from othee vulvar and coïtai pain syndromes. For eumple, vestibular erythema are a

common symptom of many typeS of wlvar intlammalion and tbere is no empirical

evidence tbat they distinguish wlvar vestibulitis from other wlvovaginal conditions.

The tenn tentkmess ID pressure does not seem to aœurately reflect the thennal sensation

or the severe pain that Many women witb volvar vestibulilis report during the cotton­

swab test In addition, the tirst crïterion lacks in clarity 15 it faiJs 10 differentiate between

veslibular toucb and auempted vqinal enay. These constiture distinct aetivities 1hat

usually correspond to two düfeœnt measures of pain. one heing die cotton-swab test

and the otber, a self-repon ofpain intensity during atlempted intercourse. In faet. the

extent to whicb tbese two reports of pain conelate is unknOWD. The purposes of tbis

study were Ibos ta asseas a) the œ6abi1ity of die vulvar vestibuHûs diaposis u defiœd

by Friedrich. b) the validity ofFriedrichts diaposlic criteria, and c) the usefulness of

tbese criteria in die diapostic process.
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Materi81 and Methods

Participants weœ 146 dyspareunie women recruited between January and JuIy 1996

through local media announcements and professional referrals. Potential subjects were

screened over the telephone by a traiDed clinical associate. If interested, women were

interviewed at the Oepartment ofObstetrics and Oynecology of a university hospital,

where study procedures were explained and informed consent,was obtained. Women

not meeting the selection criteria were referred appropriarely. This study protocol wu

approved by the McOill Institutional Etbics Review Board.

Participants in the study met the following inclusion criteria: 1) pain during

intercourse which is a) subjectively dis1ressing, b) occurs(ed) on most intercourse

attempts, and c) bas lasled for al leasl six montbs; women who stopped attempting

intercourse as a result of the pain were included ü the pain couId he confirmed during

the gynecological examinatioDS or througb a recent attempt al inren:ourse. Exclusion

criteria were the following: 1) pelvic or vaginal pain not clearly linked 10 intercourse; 2)

a bistory ofJemitted eoital pain: 3) presence of one of the following: a) major medical

and/or psychiatrie illness. b) active infection, and c) vaginismus; S) ongoing treatment

foreoital pain; 6) pregnancy; 7) age Jess 1ban 18 or greater than 50.

Participants took part in a strue:tuœd interview administered by a trained clinical

associate. The interview covered socio-demographic information, medical bistory, and a

detailed description and history of coïtai pain and other possible vulvarlpelvic pain,

including a self-report measure of painful inteR:ourse and the McGill-Melzack Pain

Questionnaire.61bis adjective check list is a widely used, reliable and valid measure of

bath qualitalive and quantitalive aspects ofpain.

On die fnt visit, eacb woman Wlderwent two independeDt l)'IIeCological

euminalions canied out accordiD, ta the foUowin& srandardi7al prorocol: 1) a urine

sampJe wu obtaiœd from each palient; 2) a brief interview about pat medical bistory,

medicadon, and obstetricallJYDeColoJical biatory. includin, painful intercourse, wu
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conducted by the gyneçologist perfonning the farst examination; 3) vaginal cultures were

taken for CondidtI, GardnerelllJ and TricMmotIfJS, as well as a Pap smear if the patient

had not been tested in the past year; 4) a cotton-swab palpation of the following vulvar

areas wu canied out: a) labia majora and Iabia minora (nghl, Ieft and midüne), and six

vestibular sites (in a clockwise fuhion: 12 o'clock, then 12 10 3, 3 to 6,6,6 to 9. and 9

ta 12 o'clock); S) the degree of vestibular erythema wu evaluated by each gynecologist

on a scale of 0 (none) te 3 (severe) and noted on a standardized (onn; 6) a standard

bimanual palpation of the following areas was curied out: vagina (antenor vaginal wall,

pubococcygeal muscle, uterosacralligament, insertion of speculum, insel1Îon of fmger),

uterus (cervix and corpus wim and without motion), and adnexae (with and without

motion). Patients rated the pain at each site on a scaIe of 0 (no pain) ta 10 (wont pain

ever); a œsearcb assistant recorded patients' pain ratings on a standardized fonn for ail

of the above-mentioned sites. In addition, any other physical findings were noted, as

were the gyneçologists' final diagnoses.

Gynecologists were instlUcted 10 use Friedrich's criteria as best they couJd to

diagnose vulvar vestibulitis syndrome. These criteria were stated as follows: 1) pain

limited ta intercourse and other aetivities involving vestibular pressure (e.g. bicycling);

2) moderate ta severe pain in one or more locations of the vestibule during the cotton­

swab test; 3) presence of vestibular erythemL

AlI panicipants were asted 10 remain untreated and to discontinue use of potential

allergens (e.g. perfumed soaps) for aminimum of six weeks, at which point they were

schedu1ed for two additionalgynecolop examinations. identical to the initial ODeS and

done independendy by the same gyneçologjsts. The order ofgynecologists carrying out

the examination al lime 1was reversed al lime 2. Al dûs second appointment,

panicipants wae infonned ofexaminadoD reluits.

Stadsdcal analyses were conducted by examining: 1) the relationsbip betweeD socio­

demopapbic variables (age, income, educadonallevel, birthplace, œlipOD, marital
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status, parity, language of interview) and dependent measures (pain and physical

finelings); 2) the reliability of the gynecologists' vulvar vestibulitis diagnoses (kappa); 3)

the validity of Friedrich's tbree diagnostic criteria (Pearson product moment

correlations, Spearman tank arder correlations, kappa, and descriptive statistics) and

their usefulness in diaposis (discriminant fonction analyses).

Results

One-hundred two out ofa total of 146 participants completed all the medical and

psychosocial testing. Twenty-six women dropped out of the study alter the fnt set of

gynecological examiDations and eighteen were Dot tested asecond time by one of the

gynecologists. Five women did not complete the sttuctured interview. The women who

dropped out of the sbJdy were not significandy different from the remaining participants

on any of the demographic or pain variables.

Sample delllOlr8phla. The following demographic information is based on the

141 participants who completed the gynecological œsling and interviews al lime 1. The

mean ±SD age of the panicipants was 27.7 ±6.3 years (range 19 10 50). One hundred

twenty (85.1'11) were bom in North America, 9 (6.4") in Europe, S (3•.5'11) in

Latin/South America, and 7 (S.()fI,) on othercontinents. Language of interview was

French for 87 (61.7%) women and Englisb for 54 (38.3'1). Household annual income

was between 0 and 19,999$ for 6.5 (46.1") wornen, between 20 and 39,999$ for 29

(20.6%), between 40 and 59,9995 for 19 (13..5"'), and over 60,000$ for 28 (19.9lfJ).

The mean ±SD nomber ofyears ofSChOOÜD' was 16.1 :t 2.9. Seventy-four (S2.SCJJ)

panicipants were Calbolic, 9 (6.4") were Protestant, 9 (6.4.,) weœ lewisb, .s (3.5")

practiced anotber religion, and 44 (31.2.,) did not identify with any religion. Twenty­

one (14.9'11) weœ married, 49 (34.8lfJ) wete livina wim tbeir panner, 40 (28.4,.,) weœ

replarly datinl a panner, and 31 (22.,) did DOl baw a relular panner. 1birteen (9.2,.,)

women bad experienced cbildbinIL The Mean :t SD dunIion ofdie coital pain problem
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was 66.3 ±62.9 months.. None of the socio-demographic variables were significandy

associated with our dependent measures.

ReilabllJty 01 the dlapOIIs 01 vulvar vesdbulJds. At the fust set of

gynecological examiDations (lime 1), both gynecologists agreed on the diagnosis of

vulvar vestibulitis for 126 women and on another pain or non-pain related problem for

Il women.. They could not agree on a diagnosis for nine women. The percentage

agreement between the !wo gynecologists for the diagnosis of vulvar vestibulitis versus

other diagnoses (one single category including all non-vulvar vestibulitis diagnoses) wu

93.8%, yielding a kappa of 0.68.. At the second set of examinations (tilDe 2), 98 women

were diagnosed by both gynecologists with wlvar vestibulitis, two were diagnosed with

another pain or non-pain relared problem, and two could not he reüably diagnosed.. The

percentage agreement al tilDe 2 \VIS 98..0,*" yielding a kappa of0.66. In tenns of tesl­

retest reliability, the perœntage agreements between tilDes 1and 2 for each of the

gynecologists were respectively 96..7'11 (k=O.49) and 93.9'11 (k=O.S4)..

In addition, bath gynecologist8 agreed that 34.1'11 (N=43) of women diagnosed

with wlvar vestibulitis al lime 1 &Iso had deep pelvic pain.. This subset of women wu

Dot significandy different froID the women with only wlvar veslibulilis on any of the

pain or demognpbic variables excepl for two scales of the MdJill-Melzack Pain

Questionnaire (evalualive and miscellaneous).. Women diagnosed widl wlvar vestibulitis

and deep pain were dlerefore excluded from analyses pertaining 10 this questionnaire.

Otherwise, the following 8DI1yses involve participants diagnosed widl wlvar veslibulitis

only as well as abose widl vulvar vestibulitis and concomitaDt deep pain..

RellabUlty ud YaUdity 01 Frledrleb'l tbne dI....OItfe erlteriL The

following analyses are based on tbe sampJe of 126 women diagnosed wim wlvar

ves1ibulitis by bath Iynecologists Il tilDe 1.

(1) Severe ptIÏII 011 wnibultlr IDllda or~",,*d"'lilial entry.. Pain on tltUmp_d

va,inlJl en"., wu an inclusion criterion for Ibis study and wu documenœd by a one
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time patient self-report oftypical pain during intercourse on a scale of 0 (no pain) to 10

(worst pain ever). The Median pain rating was 7.0. Aside from presenting with

dyspareunia (severe pain on.•.attempted vaginal entry), women suffering from vulvar

vestibulitis reported experiencing pain associated with a nomber of activities, sexual and

other (severe pain on vestibular touch) (see Table 1). Excluding the subset of women

with concomitant deep pelvic pain, a qualitative description of the pain was obtained

based on the McGill·Melzack Pain Questionnaire adjectives: 88.1% of the participants

chose adjectives that described a thermal quality (hot, buming, scalding, or searing) and

86.6% chose adjectives that described incisive pressure (sharp, cutting, or lacerating).

(2) Tendemess to pressure localized within the vulvar vestibule. Patient pain ratings

from each of the four gynecological examinations were averaged for every vestibular

palpation site. Mean ratings ranged from 2.45 at the 12 o'clock site to 7.58 at the 9 to 12

o'clock site. These Mean patient pain ratings were then correlated (Speannan's

correlation coefficient) between gynecologists' examinations at bath limes 1and 2.

Although the means from one gynecologist's examinations (K. P.) tended to he lower,

all pain ratings were significantly correlated (see Table m. In addition, using paired­

samples t-tests, participants' Mean pain ratings were compared within gynecologists; no

significant differences were found between participants' mean pain ratings at limes 1and

2 for either of the gynecologists. In tenus of the pattern of the pain, the mean pain

ratings were lower at 12 o'clock for all exams and the mean 12 to 3 o'clock ratings were

the second lowest rating ofeach exam. Vestibular pain did not otherwise exhibit a

specifie pattern. The most painful areas encompassed the 3 10 6, 6, 6 10 9 and 9 to 12

o'elock areas. Alter averaging the participants' six vestibular pain ratings per

examination, we analyzed the four distributions and round that they were all nonnally

disbibuted, with 52.1% 10 71.2% of cases falling between 4.5 and 7.S.

Pain in the areas of the labia majora and labia minora was minimal for bath sets of

exams, witb Mean patient pain latinp for these areas ranging from 0 ta 1.49 (see Table
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m. Within tbis limited range of pain inteDSity, ratings were significandy bigher for the

labia minora than for the labia majora (Wilcoxon, p < 0.00001). More specifically,

79.5% of participants did nol report pain in the labia majora al any of the 4

gynecological ewninations, whereas only 15.S% of participants oever reported pain in

the labia minora. When resuIts of the four examinations were collapsed together. the

mean pain rating for the labia minora was 1.0.

In order to examine the degree ofassociation between Friedrich's criteria 1and 2,

we collapsed the participants' six vestibular pain ratings for each gYIlecologist's set of

examinations to fonn two iDdices of vestibular pain (criterion 2). These indices were

then conelated with the measure of self-reponed pain during iDtercourse on a scale of 0

to 10 (criterion 1); tbis yielded an r of 0.28 (p < 0.01) for S. K. and an r of 0.04 Cp not

significant) for K. P.

(3) Physical jindings confined ID vestibular erythema ofvariow dtgrets.

Comparison of the two gynecologists' erythema ratings (Spearman's conelation

coefficient) revealed an r of 0.06 Cp not significanl) al time 1and an r of -0.04 Cp not

significant) at tilDe 2. As for test-retesl reliability, comparison between tilDes 1and 2 for

each doctor resulted in correlations of0.11 Cp not significant) and 0.23 Cp <0.02). In

order to explore funher the degree of inter-rater agreement, erythema ratings were

recoded to fOnD ooly two categories, i. e., presence or absence oferythema, and kappa

analyses were performed. Results show tbat the perœntage agreement between the two

gynecologists at time 1 wu 59.8." yie1dinl a kappa of0.12, and that the perœntage

agreement at lime 2 wu 83.3,., yieldinl a kappa of -0.08. The perœntale agreements

between tilDes 1and 2 foreacb of the Iynecologists weœ respeclively 64.2~ (k=O.lO)

and 33.3% (k=-O.13).

Relatloublp betweeD l'rledrlell'. criteria ... eI....ncatioD. Stepwise

discriminant function analyses were conducted 10 test up ta wbat point Friedric:h's duee

diagnostic criteria were effective in discrimiDadnl participants who weœ suffering from
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vulvar vestibulitis from those who were noL Although there is a large size difference

between these two categories, prior probabilities were assumed to he equal in the

classification analysis in order 10 have a conservative measure of significance.

Tendemess to pressure within the vulvar vestibule was operationalized by averaging the

six patient vestibular pain ratings (cotton-swab test) to fonn one index of vestibular pain

per examination. Erythema was recoded as present or absent The discriminant function

analysis for the tirst gynecologist's examinations al lime 1 resulted in one significant

fonction [x2(l, N=117)=50.50, P < 0.00001] in which ooly the tendemess to pressure

within the vulvar vestibule criterion wu included. The classification analysis indicated

that 90.4% of cases were correctIy classified. The discriminant function for the second

gYQecologist's examinatioDS at lime 1 yielded one significant function [x2(2,

N=87)=S8.48,p < 0.00001] in which both the tenderness to pressure within the vulvar

vestibule and the attempted vaginal entry criteria were included, resulting in 92.5% of

the cases being correcdy classified. The discriminant fonction for the f1l'st gynecologist's

examinations at lime 2 yielded one significant function [x2(1, N=I07)=13.23. p <

0.0005] in which ooly the tenderness to pressure within the vulvar vestibule criterion

was included. The classification analysis indicated that 89.7% of cases were correctIy

classified. Fmally. the discriminant function for the second gynecologist's examinations

at time 2 aIso yielded one significant function [x2(2, N=15)=S.21,p < 0.05] in which

ooly the tenderness to pressure within the vulvar vestibule criterion was included,

classifying 91.7% of cases correctIy.

Comment

The results of the present study are the tirst ta demonstrate that vulvar vestibulitis

syndrome constibJtes a clinical entity that can he reliably diagnosed This is supported by

the substantial inter-rater agreement belWeen the two gynecologists at bath limes 1and 2

and by the moderate test-retest reliability.''Jbe observed discrepancy between the
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perœntage agreement figures and the kappa values is due to the high sensitivity of the

kappa statistic ta the number ofcategories8 and to the proportions of true positive and

true negative cases in the sample.9 In the current study, the high frequency of the vulvar

vestibulitis diagnosis contributed to lower the kappa values. Reliability findings obtained

fram samples with different base rates may not he comparable.9

Findings ûom the McGill-Melzack Pain Questionnaire show that 88.1% of vulvar

vestibulitis participants chose adjectives that described a thermal quality and 86.6%

chose adjectives that described an incisive pressure sensation. These results demoDStrate

that there is a remarkable consistency in the pain descriptions of women with wlvar

vestibulitis. They also corroborate clinical accounts which often describe a burning pain;

however, an incisive pressure sensation had never been previously documented. Pain

quality reports are important in the diagnosis and classification of pain and may he very

useful in distinguishing hetween different genital and pelvic pain syndromes.

Although patient pain ratings ûom the cotton-swab test were significantly correlated

between gynecologists for each of the vestibular and labial palpation sites, they tended to

differ depending on which gynecologist conducted the exam. The vestibular patient pain

ratings based on one gynecologist's examinations (K. P.) were often lower than those

elicited by the other gynecologist. This difference appears to result from the differing

degrees of pressure applied by each gynecologist and was the source of disagreement

for the majority ofcases that could not he reliably diagnosed. Use of an algesiometer or

Von Frey hairs may solve this problem (e.g. 10). Nonetheless, average patient

vestibular pain ratings were not significantly different from lime 1 to time 2. Takeo

togetber, these results show that the cotton-swab test involving patient pain ratings is a

reliable measure ofpain that should he used in future outeome studies. Funbennore,

resullS from the discriminant function analyses support the discriminant validity of this

measure.
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Our data confum that pain due ta wlvar vestibulitis is Hmited to the vulvar vestibule

and tbat consequendy, pain within the labia majora and labia minora is generaUy non..

existent This is illustrated by the fact tbat 79.5% of the women did Dot report pain in the

labia majora al any of tbe 4 gynecological examinations. In contrast, 84.5'11 rePOned

pain in the tabia minora, a1tbougb the mean pain rating was very low. These fmdings

may serve to distinguish wlvar vestibuHûs from chronic vulvar pain syndromes wbere

pain may he felt in the enÛle vulvar area.

Despite the fact that the mean pain ratings were lowest at the 12 o'clock and 12 to 3

o'clock sites, vestibular pain did not otberwise exhibit a specific pattern. This is contrary

to whal bas been anecdotally mentioned in the üterature,Il , 12 where pain bas been

reported 10 be worse between 4 and 8 o'clock or in the region of the Banholin glands

(posterior fowchette). The fact tbat the 12 10 3 o'clock area wu generaUy less painful

than the 9 ta 12 o'clock region may be explained by the clockwise pattern of the cotton­

swab examination. Future studies and clinica1 examinations should counterbalance the

order of palpation in the cotton·swab test

The averaged vestibular palient pain ralings were nonnally dislributed for each of the

gynecological examinations. Similarly, Goetseh11 found thal swab sensitivity occurred

along a continuum. 1bese fmdings suuest that the pain of vulvar vestibulitis is best

repœsented as a continuum and that caregorical diagnostic boundaries based solelyon

the cotton·swab test may be somewhat arbitrary. Future studies using the cotton·swab

test for selection of participants should Ibus adopt an a priori cut-off point for patient

pain ralings.

We found tbat !hem is only a west œladonsbip between self-reported pain during

intercourse and patient pain ratings taken durinl the coaon·swab test. A low correlation

between Iaboratory and funetiOD measures ofpain is COIDIDon to many cbronic pain

syndromes.13 From a biopsycbosocial perspective, Ibis west relationsbip CID also be

partlyexplained by tbe fact Ibatan intimate sexual relalionsbip and a JYDeC0logical
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examination are two very dis1inet situations associated with different interpersonal and

emotional eues. In addition, our meuure ofself-reporœd pain during intercourse is

retrospective and represents an average over tilDe (last six montbs); perhaps the use of a

daily pain monitoring diary would provide a beuer estimate of the relationship between

these two measwes of pain. Our results aIso point to the importance ofclarifying

Friedrich's rust criterion wbich includes bath vestibuliu touch and attempted vaginal

entry. Finally, the weak association between self-reported pain during intercourse and

cotton-swab test pain ralings suggests the need to include bath outeome measures in

future clinical trials.

Inter-rater agreement and test-retest reliability for the presence or absence of

erythema were poor7• suggesting that despite the fact that it is one of Friedrich's three

diagnostic aiteria, it May oot significandy coolribute 10 diagnostic decision-making.

This conclusion was further supported by the results ofdiscriminant function analyses.

which revealed that teNk,.ss to pressure within the vulvar vestibule was the only

criterion that differentiated between women who were diagnosed as having vulvar

vestibulitis and those who were noL Additional support is also provided by Friedman14

and Moyal-Barraco et aL,15 who found that nonnal controls were not significandy

different from vulvar vestibulitis women in tenDS of the presence oferythematous

lesions.

The diagnostic procedure used in this study contruts wim that of other authors4. 16

who typically require erythematous vestibular lesions on colposcopy and nonspecific

inflammation on histopatbology ID mate tbeir wlv. vestibulilis dialllosis.

Colposcopies were not performed beJe because our previous researeh suUested that tbis

examination did nol add new iDfonnation.17, II Furtbermore, wben comparing the

patbological œsults ofvestibular biopsies raten Crom asymptomalic women to tbose

taken from patients wim vulvar vestibuütis, both Friedman14 and Nylander Lundqviatl9

found the same bistopalbolopcal cbanaes in bath lIOups. namely nonspecifte
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inflammation. Tbese findings taken with those of the present study suggest that the

presence oferythematous lesions and/or inflammation are not neœssary diagnostic

indicators.

Based on the findings of this study, mDtÙr(J~ 10 sn~r~ pain during atUmpted

peMtratiora and mDtÙratt 10 severe pain iimited 10 lM vulvar vestibule as conjiTml!d by a

cottoll-swab ~st appear 10 he the two main diagnostic criteria for wlvar vestibulitis.

Additionally, pain uperiencedas a IMmttU tJNlIor QII incisive pressure sensation is

described by a majority of women with vulvar vestibulitis and thus merits diagnostic

consideration. Future studies are needed 10 provide additional validation of these

proposed criteria and 10 shed more light on the complex may of factors that contribute

ta cause and maintain this fmsttating recurrent pain syndrome.
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Table 1. Percentage of women diagnosed with

vulvar vestibuIitis reporting pain in other situations

N

SIaOdard gynecoIogical WIll 99 90.0

Urinatioo aftcr intcrtourse 71 80.7

Fmger insertion 78 72.9

Tampon insertion 50 6S.8

Tampon nmoval 49 64.S

Panner manual stimulatiQD SI 46.8

Frictioa wilb c10dùnl 38 34.9

Sponingacûvity 22 20.0

UriDaIioo in geoeral 20 18.2

Panner oral SlimulalioD IS 14.3

MMturt8âœ aloDe 15 14.3

Otber activity 6 S.S
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TüIe D. Vulvar vestibulitis womeo's mean wlvar pain ratinp

Tune 1 Tune 2

•

Site

(dIàwiIe)

S. IC. K. P. ra s. K. K. P. rit

YC"ihuJc;

12o'dock 2.45 2.89 0.35·· 2.45 2.52 0.42··

12 10 3 o'dock 6.41 4.52 0.39- 6.06 4.96 0.60·

3106o'doct 7.SS 5.61 0.43- 7.35 5.87 0.58·

6o'cloct 7.30 5.81 0.39- 6.92 6.25 0.57·

61090'doct 7.S5 6.46 0.45· 7.35 6.79 0.62-

9 10 12 o'doct 7.58 6.43 0.38- 7.24 6.95 0.64·

LIbia

....... ri&hl 0.00 0.19 - 0.01 0.20 0.37tt

majoIaleft 0.00 0.21 - 0.01 0.06 O.44t

majora midlioe 0.00 0.16 - 0.01 0.23 0.35tt

minora rilbl 0.61 1.30 0.44· 0.88 1.47 O.43t

S3
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miaoIa Ieft 0.55

....DtidiiDe 0.84

1.28

1.38

0.09

0.42·

0.91

1.08

1.49

1.38

0.36tt

0.33tt

•

*p<.OOOOI, .*p<.OOO2, tp<.OOOI, ttp<.OOI

L Spearman rank order correlations between S.K. and K.P. patient self-report pain ratings: ÛlDe 1.

b. Spearman rank oRler correlations between S.K. and K.P. patient self-report pain ratings: lime 2.
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Transition Text 3

As mentioned in Transition Text 2, based on the positive results of the

vesûbulectomy follow·up study. we decided to conduct a randomized treatment outeome

study that would include this surgical intervention. Our review of the üteratwe as weil as

our biopsychosocial approacb Ied us to become inteœsted in two other treabDents that

appeared most promising. Le., surface electromyographic biofeedhack and cognitive­

bebavioral tberapy focusing on sexual functioning and pain. We chose ID administer the

three treatments separately as opPOsed to comparing llealment combinations because

none of tbese interventions bad yet been tested in a randomi2d trial. We thus wanted 10

investigate the efficacy ofeacb tteabDent modaHty on ils OWD, as weil as to assess how

each perfonned in comparison te others. We were particularly interested in evaluating

the success rates ofeach of the two bebavioral treatments in comparison to the

vesûbulectomy, the standard Medical intervention for vulvar vestibulitis. The following

manuscript reports the results of Ibis study•
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A nndomized comparison

Running bead: RANDOMIZED TREATMENT OUlCOME sroDY OF

DYSPAREUNIA

A randomized comparison ofgroup cognilive-behavioral tberapy, surface

electtomyographic biofeedback. and vestibulectomy in the ueaunent of dyspareunia

resultiDg from vulvar vestibulitis

Sophie Bergeron, Yitzebak M. Binik. Samir Khalifé, and Kelly Pagidas

McGill University

Montréal, Québec, Canada

Howard 1. Glazer

Comell University Medical Conege

56



•

•

A randomimd comparison

Abs1l'lCt

This study compared group cognitive-behavioral therapy, electromyographic biofeedback,

and vestibulectomy in the treatmenl of dyspareUDia resulting from volvar vesûbuHtÎS.

Subjeets were 78 women nndomly 8SSÎgned ta 1of 3 treabDent conditions and assessed

al pretreabDent, posttreatmenl and 6-month follow-up via gynecological examinatioDS,

struetured interviews and standard Questionnaires pertaining ta pain, sexuaI function, and

psychosocial adjustment~ compared with pretrealment, ail treatment groups reponed

statistically sîgnificanl reductioDS on pain measures al posttreatment and 6-month follow­

up, although the vestibulectomy group wu significandy more successful than the 2 other

groups. AIl 3 groups sîgnifteandy improved on measures of psychological adjustment and

sexual fonction from pretteabDenl to 6-month follow-up. Results souesl that wornen

with dyspareunia cao benetit ûom bath Medical and bebavioral interventions.
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A randomi7A:d comparison

Chronie or recurrent pain involving the female reproductive system is a neglected,

poorly understood, and eoslly women's bealth problem. Chronie pelvie pain is al the

source of 25% of laparascopies performed annually in the U.S. and is the third leading

indication for hysterectomy (Walling &. Reiter, 1995). Dyspareunia, or painful

intercourse, a recwrent acute pain, affects 10 - 151f, of women in Nonb America

(Laumann, Oagnon, Michael, &. Michaels, 1994; WaJkeret al., 1991). In addition to

disrupting sexual relations, dyspareunia impacts negatively on relaûonship adjustment and

general psyehological well-being (Bergeron, Bouchard, Fortier, Binik, &. Khalifé, 1997;

Meana, Binik, Khalifé, & Cohen, 19978).

Witbin the mental healtb domain, the challenging task of treating dyspareunia bas

usually been Ieft ID cognitive-bebaviorally oriented tberapists interested in sexuality and/or

pain. Typical interventions aim at reducing the pain and improving sexual funetion; lhey

include Kegel exeltises, systematie desensitizatioD, vaginal düatation, and relaxation

(Lazarus, 1989; Meana & BiDik, 1994). More specifically, cognitive-behavioral sex

therapy techniques are thought ID reduœ the conditioned fear of pain and the lack of

amusai associated with painful intercourse. They CID be delivered in individual, couple,

or less frequendy, group fonnat. Group cognitive-behavioral therapy for pain is usually

as effective as individual therapy (Turk, Meichenbaum, &. Oeaest, 1983).10 tenns of

treatmenl outeome, theœ have only been (Wo retrospective studies condueted with a

population of premenopausal women, and these show tbat 43 to 68% of women who

undergo individual behavioral sex Iberapy 1reaUDents benefit from asignificant

improvement or complete relief of their pain (Abramov, Wolman, & David, 1994;

Weijmar SCbultz et al., 1995). However, neither of tbese treaanents were standardized,

whicb limits the validity of die tindings.

Smfaœ electtomyopaphic (sEMG) biofeedblck bas also been used succ:essfully in

die treabDent of Vlrious cbronic pain syndromes (e.a. headaches) but bas only œœndy

been adapted for the specifte purpose ofœduc:ina dyspareunia. Gluer, Rodke,
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A randomized comparison

Swencionis, Hertz. " Young (1995) were the tirst ta clemonstrate that sEMG biofeedback

is effective in relieving painfuI intercourse. In their unconttolled study, 33 wornen

suffering from different types of vulvar pain underwent sEMO biofeedback training in

order to reduce the instability and hypertonicity of their pelvie tloor muscles. Sustained

muscular bypertonicity bas previously been bypotbesized ta produœ ischemia and

subsequently the release ofpain-eliciting substances (FIor & Turk. 1984). After an

average of 16 weeks of practice. 22 of the 28 women who were abstaining from

intercourse at the beginning of the study resumed tbis activity. and 52% of the women in

the entire sample reponed pain free inteltourse. In reviewing the eurrently available non­

medieal interventions for dyspareunia, Heiman and Mestan (1997) eoncluded that mental

bealth professionals cannot claim efficacious treaUDents.

As is the ease for other sexual problems sucb 85 ereclile dysfonction. painful

intercourse bas Dot solely been the domain of psychology and psychiatry. Indeed,

dyspareunia is the mast common sexual complaint spontaneously reponed to

gynecologists (Steege, 1984). Althougb the somalie tteabDents traditionally prescribed by

physieians (e.g. topical ointments, oral medieations, surgery, ete.) bave not been

adequately empirically validated, the lack of proven efficacy of psychological

interventions and the growinl field of medical and pharmacological treaUDents for sexual

dysfunction (e.g. Viagra for eœctile difficulties and selective serotonin reuptake inhibitors

for premature ejaculation) have Ied 10 a renewed inlerest in Medical approacbes. As a

result. the eorrent state of affairs for many women suffering from dyspareunia is tbal they

are referred bact and fortb belWeen gynecologists and mental health pmfessionals. who

provide contlicting rationales and advice conceming inœrvention. Apan from a few

exceptions. (e.g. Schover, Younp, &Cannata. 1992), multidiscipliDary approacbes

involving bealtb eue practitioners froID differenl bactpounds are rare. TbeJe is tbus

elearly a need for systematic comparative OUICome studies of the different interventions in

order to pide c1iDical œcommendadoDS in the aeatmenl ofdyspareunia.
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Part of the delay in treatment evaluation can he attributed to conceptual difficulties.

Dyspareunia bas traditionally heen viewed as a unitary syndrome with the only

classification distinctions lying in broad, dichotomous descriptors such as historical,

situational, and organiclpsychogenic variables. This has led it 10 he conceptuali:œd

altematively as a sexual dysfunction, a psychosomatic gynecological problem, and a pain

syndrome (Lynch, 1985; McKay, 1989; McKay, 1992; Meana & Binik, 1994; Rosen &

Leiblum, 1995), although none of these characterizations were based on scientific

evidence. However, a recent empirical study shed some light on this conceptual issue by

demonstrating the existence of severa! distinct subtypes that düfer on the basis of physical

findings (Meana, Binik, Khalüé, & Cohen, 1997b). The Most common of these subtypes

is thought te he wlvar vestibulitis syndrome, a condition characterized by a sharp,

buming pain locared within and limited to the wlvar vestibule (vaginal entry) and elicired

primarily via pressure applied ta the area. This distressing syndrome affects mostly young

wornen and bas no clear etiological detenninants, al~ough it has been associated with

repeated yeast infections and other W'OgenitaI intlammatory conditions (Bergeron, Binik,

Khalifé, & Pagidas, 1997; Marinoff & Turner, 1991: Peckham, Maki, Patterson, &

Rafez, 1986). Diagnosis is made during a gynecological examination with the cotton­

swab test, a procedure during which the physician applies pressure to different points all

around the vestibule; bath test-retest and inter-rater reliability have been shawn to he very

goad (Bergeron, Binik, Khalifé, Pagidas, & Glazer, 1998). With a prevalence rate of

15% in general gynecologic practice (Goetseh, 1991), wlvar vestibulitis is currently

considered the main cause of dyspareunia in premenopausal women (Friedrich, 1988;

Meana et al, 1997a) and is gaining considerable attention in the gynecology literature.

Along with attempts to relieve the pain via varions toPical applications, gynecologists

developed a surgery designed to excise the painful tissue in the wlvar vestibule. Although

still a controversial procedure, vestibulectomy is becoming a frequently recommended
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surgical intervention and bas been the most investigated tteaUDent for vulvar vestibulitis•

witb over 20 published studies, albeit retrospective, evaluating its efticacy. The presumed

rationale underlying vestibulectomy is that the removal ofdamaged nerve endings located

in the painful area will resuIt in complete eradication of the pain. This procedure, fJrSl

proposed by Woodruff and Pannley (1983), is typically canied out as day surgery under

general anestbesia and Iasts about 30 minutes. Although success rates range from 43 ­

100%, wim the majority of estimates surpassing the 60% mark, tbese conclusions are

weakened by multiple methodological tlaws (Bergeron et al., 1997).

Altbough vestibuleetomy is fast becoming the mostrecommended treatment for vulvar

vestibulitis syndrome, there is no rmn knowledge as ta whetber it meets optimal

standards of care. Furtbermore, its invasiveness may not appeal to a majority of patients.

It is conœivable that non-invasive behavioral treabDent modalities could provide

comparable outeomes witbout the inherent risks and disadvantages of asurgical

procedure. As such, tbey would represent a much needed alternative to vestibulectomy.

The purpose of the present study was thus two-fold: 1) 10 prospectively evaluate and

compare the differential efficacy ofgroup cognitive-behavioral tberapy (GCBT), sEMG

biofeedback, and vestibulectomy in relieving dyspareunia as weB as improving sexual

function and psychosocial adjustment; 2) 10 conlribute 10 the empirical validation of

cognitive, behavioral, and MediCal interventions in the Il'e8bnent ofdyspareunia.

Method

Panicipants weœ 87 women sufferinl from wlvar vestibulitis. l'bey were selected

from a pool of 168 dyspareunic women recruiled between lanuary and lu1y 1996 tbrougb

local media announcements and professional refenals. As part of tbe seleclioD process.
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potential panicipants were screened over the telephone by a trained cünical assocïate. If

interested, women were interviewed and examined al the Depanment of Obstetrics and

Gynecology ofa university hospital, where study procedures were explained and

informed consent wu obtained. This study protocol was approved by our institution's

ethics review board.

Participants in the treatment study met the foDowing inclusion criteria: 1) pain during

intercourse which is a) subjectively distressing, b) occW'S(ed) on most intercourse

atternpts, and c) bas wted for at least six months; women who stopped attempting

intercourse as a result of the pain were included if the pain could he continned during the

gynecological examinations or through a recent attempt at intercourse; 2) pain Iimited to

intercourse and other activities involving vestibuIar pressure (e.g. bicycling); 3) moderate

ta severe pain in one or more locations of the vestibule during the cotton-swab test (cf

Procedure); this wu operaûonalized as a minimum avenge patient pain rating of4 on a

scale of 0 ta 10. Exclusion criteria were the foUowing: 1) Pelvie or vaginal pain not clearly

linked to intercourse; 2) a bistory of remitted dyspareunia; 3) presence ofone of the

foOowing: a) major medical and/or psychiatrie i1lness, b) active infection, and c)

vaginismus; 5) ongoing tleaUDent for dyspareunia; 6) pregnancy; 7) age less tban 18 or

greater than 50.

Prpœdure

On the first visit, eacb potenlial panicipant underwent two independent gynec:ological

evaluations carried out according to the followinl standardized protoeol: 1) a urine sample

was obtained from eacb patient; 2) a brief interview about pasl medical history,

medieatioD, and obstetricalllYDeC01opcal bistory. includiD, painful intercourse, wu

conducted by the 1YDeC0lopstperformina die tint ex.mination; 3) vqinal cullUJeS were

taken for 0wJidII, Cianlne,,1la and Trichomolltll. as weB as a Pap smear ifdie palient bad
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not been tested in the put year; 4) acotton-swab palpation of the following vulvar areas

was canied out: a) labia majora and labia minora (rigbt, left and midline), and six

vestibular sites (in a clockwise fubion: 12 o'clock, then 1210 3, 3 ta 6,6,6 ta 9, and 9

to 12 o'clock); tbis is commonly referred 10 as the cotton-swab test and constitutes the

main diagnostic tool for wlvar vestibuBds; S) the degree of vestibular erythema wu

evaluated by eacb gynecologist on a scale of 0 (none) ta 3 (severe) and noted on a

standardized form; 6) aunimanual and one digit single banded palpation wu perfonned;

7) a standard bimanual palpation of the following areas wu canied out: vagina (anterior

vaginal wall, pubococcygeal muscle, uterosacralligament), uterus (cervix and corpus

with and without motion), and adneue (widl and without motion). Patients rated the pain

at each site on a scale of0 (no pain) 10 10 (worst pain ever); a research assistant recorded

patients' pain ratings on a standardized fonn for ail of the above-menûoned sites. In

addition, any other physical fmdiDgs were noted, as were the gynecologists' fmal

diagnoses. A struetured interview and standardized questionnaires followed the

gynecological examinalions.

Participants were asked ta remain untrealed and ta discontinue use of potenlial

chemical aUergens for a minimum ofsix weeks, al wbich point they were scheduled for

two additional gynecologica1 examinadoDS, idenlical ta the initial ones and carried out

independently by the same gynecologists. The order ofgynecologists carrying out the

examination al tilDe 1was reversed at lime 2. Bued on the above procedwe. we found

substantial inter-rater reliability for 1be diaposis of wlvar vestibuHtis (kappa values

ranging from .66 ID .68, and perœntale agreement rangiD. ûom 93.8 to 98.9'1,) and

moderate test-retest retiability (kappa values ranpn. from .49 ID .54, and perœntage

agreement ranging from 93.910 96.7,*,) (Bergeron et al., 1998).

At tbe second appointment, participants weœ infonned as to wbe1ber they met the

study selection criteria or DoL Women Dot meelinl dlese criteria (N =58) were œfeued

appropriately. Twenty-1bree women met our selection criteria but did DOt take pan in the
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study; theyeither 1) could not he reached at the lime of randomization (N = S), 2) were

unable to commit ta the study procedures (planning to move, ete.) (N = 9),3) were

unwiIling to he randomized (N = 7), or 4) were relieved of sorne of their pain at the time

of randomization (N = 2). lbese 23 women were not significantly different from the

women who agreed to be randomized on any of the sociodemographic or pretreawent

dependent measures. Participants having provided wrilten consent were randomized 10

one of three treatment conditions: vestibuIectomy, sEMG biofeedback, or GCBT. AlI

treatments were free of charge to the participants, as were the materials required 10

practice the exercises.

Yestibulectomy. The vestibulectomy condition consisted of a minor day surgical

procedure involving the excision of the vestibular area followed by vaginal advancemenl

Participants were randomly assigned to one of !Wo gynecologists with similar experience

in carrying out vestibulectomies. lbese were the same who conducted the gynecological

examinations (S. K. and K. P.). AlI women undergoing the vestibulectomy met with the

gynecologist they had been assigned to in arder te receive detailed information about

vulvar vestibulitis and the surgery, as well as 10 silO fonnal hospital papers (including a

consent fonn) given to any patient undergoing surgery. They also had to undergo a

presurgery physical checkup and blood tests. The vestibulectomy lasted about 30 minutes

and was condueted onder general anesthesia. ACter the vestibulectomy was perfonned.

participants were given analgesics and were recommended ta take sitz baths as needed.

They had direct telephone access 10 their treating gYnecologist in case of complications;

none were reported. Participants retumed ta work on average tbree days following the

surgery. Six weeks postsurgery, each woman met again with her assigned surgeon for an

assessment of the healing in the wlvar vestibule and verbal instructions conceming how

te gradually resume intercourse.

sEMG Biofeedbac1r, Biofeedbact ttaining involved the insertion (by the woman

berselt) ofa small single-user sEMG seDSOr (about one and a balf inch long and one inch
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wide) inta the vagina. Insertion of the sensor lOOk place in private. The participant was

fully clothed during the biofeedback training sessions. An initial pelvic tloor muscle

sEMG assessment wu conducted at session 1, whicb aIso involved education about

vulvar vestibulitis and information about the biofeedback treatmenL The remainder of the

tteatment involved practicing aseries ofmuscular contraction/relaxation exercises wilh a

view 10 increasing proprioception, maintaining stable contractions and using the pelvic

fioor muscles exclusively. The procedure Cor sEMG measurement of pelvic floor

musculanue is weil worked out and reliable (Glazer et al, 1995; White, Jant08, cl Glaur.

1997).

The lWO therapists 10 whom participants were randomly assigned were Ph.D.level

clinical psychologists who received an intensive two-day training workshop and week1y

telephone supervision by Howard 1. Glazer, Ph.D. The two female therapists were

simüar in age and professional experience. Tbey used the following automated protocol:

1) One 6O-second prebaseHne rest period; 2) Six maximum intensity rapid contractions or

Dicts (phasic contractions). Bach contraction is preceded by a 12-second test period; 3)

Six maximum intensity 12-second contractions (tonic conttactions). Bacb contraction is

preœded by a 12-second rest period; 4) One maximum intensity 6O-second contraction

(endurance contraction) preceded by a 3Q-second rest; S) One 6O-second postbaseline rest

periode Doring the remainder of the sessions, thenpists focused on issues conceming

treabDent compliance, progress, difficu1ties with practiœ and negllÏve or

counterproducûve practice habits. 8exual functionîng wu Dol discussed except al the

initial assessment, wbich was co-led by Dr. Gluer hîmself. Weekly 45 minute-sEMG

biofeedback training sessions weœ pven to the patients for four weeks. 1bese sessions

were then given once every two weeks for a period ofeight weeb, for a total ofeigbt

training sessions aver a period of 12 MW.. This treaanent aIso included ll'aininl in the

use of a portable sEMG home lI'Iiner for daily home practice sessiODS. Eadl home

practice session consisted of60 œpeûtions ofa lQ.secOlld relaxation period altemated
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with a 10-second maximum contraction period (20 minutes). Home practice sessions

were prescribed twice a clay. Instructions for bome training were given both orally in the

initial session and in writing on a bandaut.

The following instrumentation was employed: a) a surface electromyographic single­

user vaginal sensor, b) a portable sEMG biofeedback instrument, and c) computerized

electromyographic data acquisition equipment. The sEMO single-user vaginal sensor

(Model T60S0) is manuCactured by Thought Technology LId., MonUûl, Québec,

Canada. This single-user sensor eliminates conœms about adequate sœrilization, is easily

ïnserted by the patient in private, widl minimal ins1nJCtion, minimal dîscomfort and

without the need to completely disrobe.

The portable sEMG biofeedback instrument used by patients for home practice was

specifically developed for use wim the above described sensor for rebabilitation of pelvic

Door musculature. Il is a U-Control60Hz Model T8825 manufactured by Thought

Technology LId., Montreal, Québec, Canada. This instrument provides visual feedback in

the fonn of a series of IS ügbts. Microvolt noge settïngs allow the biofeeback lights to be

set to a range wbich matcbes the patient's COD1I'8Ctile amplitudes. Two üghts beside the

biofeedhack ligbts altemate illuminaûon for 10 seconds each, instrueting the patient ta

altemately contraet and relax the pelvic floor muscles.

The computerized sEMG data acquisition system wu used for assessments of pelvic

floor musculature. It consisted of the FlexiPlus sEMG signal processing hardware and the

Glazer Pelvic Roor Muscle Rebabilitalion Propam. Version 2.2 (Biobebavioral Medical

Rehabilitation,1acksonville. Florida) opera1Ûll on a Pentium 166Hz laptop computer.

GeBT. GeRT involved a combinalion ofcopitive and behavioral techniques aimed

al reducing pain and improvinl sexual fonCtiOD. GCBT wu delivered in a format of

seven to eight women per JI'OUP and consisted of two-bour sessions. The sessions were

condueted once a week for four weeb by eitber one Masters (S. B.) or one PbD. level

cHnica1 psychologist speciaIized in copitive-bebavioral sex tberapy. These sessions were
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then given once every two weeks for a Period of eight weeks. Participants were randomly

assigned to either therapist taking inlo account the language of the group (French or

English). The two female therapists were similar in professional experience and were

trained before the study via a treabnent manual designed specifically for this purpose by

the fmt and second author of this paper. This training involved careful reading and

discussion of the treabDent manual before the beginning of the study as weIl as before

each therapy session. Therapists also received joint weekly supervision with an

experienced Ph.O. level cognitive-behavioral psychologistlsex therapist who was famillar

with the manual. Adherence to the tteatment manual was assessed by two trained clinical

associates who viewed and coded a random sample of videotapes representing a quarter

of aIl entire therapy sessions, with an inter-rater reliability of .87. Based on this coding of

videotapes, therapists adhered to the treattnent manuaI 89.6% of the tilDe.

The treatment package included the following: infonnation about the nature of GCBT;

education and infonnation about vulvar vestibulitis and how dyspareunia impacts on

desire, arousal and orgasm; education conceming a multifactoriaI view of pain; education

about sexual anatomy; relaxation techniques, Kegel exercises (contracting and releasing

pubococcygeus muscles), vaginal dilatation exercises (inserting increasingly larger fmgers

into their vagina while in a relaxed state) and cognitive restructuring exercises (replacing

erroneous or irrational beliefs about pain and sexuality by more realistic ones). Avoidance

of sexual activities was also acûvely and regularly addressed.

Dependent Measures

The following outeome measures were administered al the first visit of the participant

selection process (pretteattnent), at posttreattnent, and at 6-month follow-up. They

involved, al each assessment, a sttuctured interview, (WO independent gynecological

examinations, and standardized questionnaires. Data for three of the pain measures
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(vestibular pain index, Pain Rating Index and Sensory scale of the McGill Pain

Questionnaire) were also collected at the second visit arter the 6-week baseline periode

Eiin. Pain dependent measures included: a) a vestibular pain index, derived from the

two independent gynecological examinations conducted at each assessmenl The

participant pain ratings (scale of 0 te 10) taken during the cotton-swab test at six different

points in the vulvar vestibule were averaged across the two gynecological examinations

(per assessment) to fonn one single index of vestibular pain. Vestibular participant pain

ratings bave been found to correlate significandy between gynecologists for each

palpation site, and the cotton-swab test bas been shown ta discriminate between wornen

with and without vulvar vestibulitis (Bergeron et al, 1998): b) a self-report rneasure of

the intensity of painful intercourse on a scale of 010 10, talœn during the structured

interview; c) the Pain Rating Index (PRI) of the McGill Pain Questionnaire (MPQ)

(Melzack, 1975), aglobal score of the multidimensional pain experience, and d) the

Sensory scale of the MPQ, comprised of adjectives that describe the sensory qualities of

the pain. The rationale for including this scale rests on a finding fram one of our previous

studies, where 88.1% of vulvar vestibulitis participants chose adjectives referring to a

thermal quality and 86.6% chose adjectives referring to an incisive pressure sensation,

both being dimensions of the Sensory scale. (Bergeron et al., 1998). The MPQ is a well­

known and widely used adjective cbecklist which assesses both qualitative and

quantitative aspects of pain and is sensitive to the effects of different therapies on chronic

pain (Melzack et Katz, 1992).

Selva] fuQÇtiooioa. SemaI fonction dependent measures included: a) the Semai

History FOnD (Nowinsü &. LoPiccolo, 1979), a measure ofsemai function evaluating

desire, amusai, orgasm, frequency of sexual activities, and overall sexual satisfaction.

Twelve of the original 28 items are used ta calculate the Global Sexual Functioning score,

wbicb was used in this study and bas demonstrated gcod reliability and validity (Creti et

al., 1998). Lower scores indicate better sexual functioning; b) the Sexuallnfonnation
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scale of the Derogatis Sexual Funetioning Inventory (Derogatis & Melisaratos, 1979) is a

reliable and valid measure ofsexual knowledge which contains 26 ttue..false items; c) a

self-report measure of frequency of intercourse per month, taken during the structured

interview.

Psycboloacal adjugent Psychological adjusunent wu assessed using the Brief

Symptom Inventory (Derogatis. 1992). a ~3-item self-report inventory designed to ret1ect

the psychological symptom patterns of psychiatrie and medieal patients as weil as

community non-patient respondents. It has 9 primary symptom dimensions and 3 global

indices. We used the Global Severity Index, which is a measure of overall psychologica1

distress.

Couple satisfaction, Relationship satisfaction was assessed using the Locke-Wallace

Marital AdjUSIIDent Scale (Locke &Wallaœ, 19~9). a brief l~ item measure of marital

satisfaction that has become one of the standard measures of relationship satisfaction. Il

has undergone numerous reliability and validity studies suppol1ing Us ability ta

discriminate distressed from non-distœssed couples. We adapted the scale ta include

cohabiting couples as well. Participants who were not cohabiting did not fill out this

measure.

Participant eyaluatiQDS. Two questions about tteatment satisfaction [scale of 0

(completely dissatisfied) ID 10 (completely satisfied)] and subjective improvement [sca1e

of 0 (warse) ta S (complete cure)] were incorporated iota the posttreabDent and 6-month

follow-up interviews.

Adherence. Treatment adberence for sEMG biofeedback and &eX tberapy/pain

management wu measuœd via tiequency radnlS of weetly practice ofexercises.

Cœdibility AliOI" Treatmentcœdibility was assessed al die first treatment session or

during tbe presuqery appoinanent usina two questions raœd on a scale of0 (oot al ail) 10

10 (compJetely): 1) Up ID wlultpoilltdo yoll think lM "..tmmt)YI" CIre receiving is
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logical in terms ofilS tf/icacy in aUevÜJtillg vulvar VtstibuUtis syndro1M? and 2) How

COIIfitknt art yo" that tht prtSDIt trtatmmt wiU improvt ,o"rpain condition?

Data were analY2d using a repeated meuures mullivariate analysis of variance

(MANOVA) approach widl lime as the within-subjeclS variable and treatment condition as

the between-subjeets variable. Outeome measures were clustered per conceptual domain

(treatment credibility, pain, sexual funclion, patient treabDent evaluations). When

multivariate resuIts were significant, univariate analyses were conducted. If significant,

these were foUowed by planned contrasts or post-boc comparisons widl Bonferroni

corrections. For variables nol significandy conelated with any other (psychological

adjusbDent, couple satisfaction), a repeated measures ANOVA approach was used.

Greenhouse-Geisser adjusbDent wu applied te compensate for violations of homogeneity

ofcovariances. MANCOVA analyses on posttreabDent and 6-month follow-up measures

using pretreatment measures as covariaœs were aIso conducred. We repon aIl the resulls

of the MANOVAs because these analyses involve unadjusted means; results of the

MANCOVAs are reported only when they are different from mose of the MANOVAA

Perœntage of pain reduction wu compured for eacb treallDent condition by substtacting

the 6-montb follow-up mean from the pretreatment Mean and dividing this value by the

pretreatment Mean. Correlational and chi-square analyses wele used 10 investigate the

relationsbip between sociodemograpbic variables and pretreatment dependent measures,

as weil as the relationship between socio-demographic variables, pre1reabDent dependent

measures and 1Iea1lDent out.eome œ pain measures al 6-montb fonow-up in order ta

determiDe relevant covariates and to identify preclictors of OulCOlDe•
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Results

Ftnal SamgIe Sim

Nme women (seven from the vestibulectomy condition, one from the sEMG

biofeedback condition, and one from the GCBT condition) who had agreed ta participate

dropped out of the study refore receiving treaanent They were not different from the

women who completed treabDent on any of the sociodemographic or pretreatment

dependent measures except for the Global Severity Index of the Briel Symptom Inventory

Cl= -4.76, Il< .0001), on which they showed signiflCandy more psychological disttess.

No funher data were coUected conceming these women. 1bere were significandy more

pretreabDent drop-outs in the vestibulectomy condition, x2 (2, H = 87) = 8.92, Il < .01

than in the two other tre8bDent conditions.

Two women from the sEMG biofeedback condition failed to attend the posttreatment

assessment, and eight more dropped out before the 6-month follow-up. 1bree women

from the vestibuIectomy condition alsa failed ta attend the 6.montb foDow-up assessmenL

lbere were significandy more drop-outs in the sEMG biofeedback condition, x2 (2, li.=

78) =13.06, Il < .001. The 13 drop-outs were not significantly different from the women

who completed aU three assessments on any of the sociodemographic or pretreatment

dependent measuœs. They were iDcluded in the analyses by using imputations for

missing values (carryina values forward) and reducing the error degrees of fœedom by

the number of estimated values iD order to minimize the risk ofType 1errar. l'be final

sample size mus included the 78 participants who underwent treaIIDent. They were

typically young, educaœd, nulliparous women widl low income. This sociodemographic

pattern is simiJar to that reported in otber studies (e.,. Bazin et al., 1994; Foster,

Robinson. & Davis. 1993). Detailed sociodemopapbic characteris1ics of tbe sample are

shown iD Table 1. Theœ weœ no sipificant diffeœnces between tœaanent groups on illY
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of the sociodemograpbic variables or pretreabDent dependent measures. In addition, none

of the sociodemograpbic variables were signiticantly correlated witb the pretreabnent

dependent measures.

T'MtrneQ! CredibiliLY

Treatment credibility ratings were high for all three groups, as shawn in Table 2.

ResuIts from the MANOVA indicated asignificant TreabDent condition main effecl, E(4,

136) =4.41, Il < .002. Univariate analyses demonsttated that GCBT panicipants' ratings

were signiticantly lower than those of the vestibulectomy panicipants for logic of

treabDenl, E(2, 69) =4.32, Il < .02, and for confidence in treatment, E(2, 69) =9.21, Il <

.0001. Planned comparisons showed that OCBT panicipantst raûngs were also

significantly lower than those of the sEMG biofeedback participants for confidence in

treabDenl, E(2, 69) =12.05, Il < .001. Correlational analyses with Bonferroni correction

revealed that lopc of treatment was inversely re1aled to self...reponed pain during

intercourse at 6...month foUow-up, [= -.3S, Il < .01. TreabDentcredibility ratings were not

otherwise correlated widl pain meuures al6-month foUow...up.

Treatment Adherence

Treatmenl adherence wu defmed as complying with al leut 70'11 of the bomework

exen:ises. Sixty-five percent of OCBT participants complied with treatmenl, as compared

10 S7,., ofsEMG biofeedback panic:ipants. Chi-square analyses revealed no significant

difference in adherenœ between treatment conditions. For the sEMG biofeedback and the

GCBT groups analyted separaœly orcoUapsed toplher, there weœ no significant

correlations between degree of adbereDœ ta IleallDentœgimen and 6-month follow-up

measures of pain.
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Pain OutçQme Measures

There were no significant differences between the pretreatment measures and those

taken immediately arter the 6-week ba.seline period for the vestibular pain index (cotton­

swab test), the PRI and the Sensory scale of the MPQ.

The means and standard deviations for the pain outcome measures by treatment

condition and time of assessment are shown in Table 3. Results from the MANOVA

indicated a significant Time main effect, f(8, 68) = 18.44, Il < .01 and a significant Tune

X Treannentcondition interaction, f(16, 136) =3.26, 11.< .01. Univariate analyses

indicated the following:

1) For the vestibularpain index, there was a significant Time main effect, E(2, 74) =

53.68, Il..< .01, a significant Treatment condition main effec!, f(2, 75) = 6.24, Il < .01,

and a significant Time X Treatmentcondition interaction effect, f(4, 148) = 13.24, Il <

.01. Analysis of simple effects and planned comparisons revealed that at posttreatment,

vestibulectomy participants had significandy lower pain levels on vestibular pressure than

bath GCBT participants, f(2, 75) =17.75,11.< .01, and sEMG biofeedback participants,

[.(2, 75) =20.60,11-< .01. The same pattern held true al the 6-month follow-up, E(2, 75)

=7.72, 1l< .01, and f(2, 75) =8.99, Il < .01. Participants from aIl three treatment

conditions improved significantly from pretreatment ta 6..month follow-up:

vestibulectomy, f(2, 74) = 59.66, 11 < .01, sEMG biofeedback, E(2, 74) = 6.59, Il<

.01, and GCBT, f(2, 74) = 10.26, Jl < .01. Planned comparisons showed that bath

vestibulectomy, f(2, 74) =9.86, Il < .01 and sEMG biofeedback. f(2, 74) =99.95, 11.<

.01 participants significandy improved from pre- ta posttreatment The average percentage

of pain reduction from pretreatment ta 6-month follow-up was 70.0% for the

vestibulectomy participants, 23.7% for the sEMG biofeedback participants, and 28.6%

for the GCBT participants•
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2) For the self-reponedptJin iIIumity dJlnng intercourse, there wu asigniticant TUDe

main effect, f(2, 74) = 45.93, 11-< .01, showing that taken together, participants

signiticandy improved from preb'eatment to 6-month foUow-up. Post-boc analyses

revealed !bat participants as a whole signiticandy improved from pre- 10 posttreatment, f(

2, 74) = 45.45, IL< .01, and from posttreatment to 6-month foUow-up, E(2, 74) = 11.71,

IL< .01. MANCOVA analyses using the pretreabDent measure as a covariate yielded the

following additional findings: a Treatment condition main effect was round, E(2, 74) =

3.74, Il < .05, indicating that for posttreatment and 6..month foUow-up taken together,

participants from the vestibulectomy condition were significandy more improved than

those from the GCBT condition. Planned comparisons indicated that participants from the

vestibulectomy condition were also significandy more improved than tbose from the

sEMG biofeeback condition, E(2, 74) =S.17, IL< .01. The average percentage of pain

reduetion from pretreabDent to 6-month foUow-up wu 52.S% for the vestibulectomy

panicipants, 35.0% for the sEMG biofeedback panicipants, and 37.5% for the GCBT

participants.

3) For the MPQ-PRl, there was asignificant TIlDe main effect, E(2, 74) = 12.22, Jl <

.01, sbowing that taken 1Ogetber, participants significandy improved from pretteabDent 10

6-month foUow-up. Post-boc analyses revealed that participants as a whole significandy

improved from pre- 10 post1l'e8bDent, E(2, 74) =6.66,11-< .01, and from posttreatmenl1O

6-montb follow-up, E(2, 74) = 11.09, IL< .01. The average perœntage of pain reduction

Û'om pretœaunent to 6-month follow-up wu 46.8CJ1 for the ves1ibulectomy participants,

22.8% for the sEMG biofeedback participants, and 27.7'11 for the OCBT participants.

4) For the S~1ISOry scal~ oflM MPQ, there wu a sipificant Tune main effecl, E(2,

74) = 9.77, JI < .01, sbowing tbat taken topther, participants significandy improved

from preueaunent to 6-montb foUow-up. Post-boc analyses demonstrated tbat participants

as a wbole significantly improved from pre- 10 posUreaIIDent,E(2, 74) =6.17, Il < .01,

and from posttrea1lDent to 6-mon1b follow-up, f(2, 74) =8.20, JI < .01. MANCOVA
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analyses using the pretreatment measure as a covariate yielded the following additional

tindings: a Treatment condition main effect was found, E(2. 74) =3.79, Jl < .05,

indicating that for posureaUDent and 6-month foDow-up taken togetber, panicipants from

the vestibulectomy condition were signifiCUldy more improved than those from the

GCBT conditioD. Planned comparisons indicared tbat participants from the

vestibulectomy condition were also significandy more improved than those Û'om the

sEMG biofeeback condition, f(2, 74) =4.23, ~< .05. The average percentage of pain

reduetion ûom pretrealment te 6-month follow-up was 47.1% for the vestibulectomy

participants, 19.0% for the sEMG biofeedback panicipants. and 20.7% for the OCBT

participants.

Semal FUOetioo Outcome Measurcs

The means and standard deviatioDS for the sexual funcûon outeome measures by

treaUDent condition and ûme of assessment are shown in Table 3. Results from the

MANOVA indicated aTune main effed, E(8, 68) = 4.00, Il < .01, but no interaction

effecl Univariate analyses indicated the fonowing:

1) For the S~XIUII History Form, there wu a signüicant lune main effect. E(2, 74) =
5.60, Il < .01, shoWÏDg that as a whole, participants significandy improved from

prelreabDent to 6-month follow-up. Planned comparisons demonstrated that participants

also significandy improved from posureacment 10 6-month foUow-up, fa. 74) = 10.53.

Il < .01. The Mean for normal women aaed 21-46 is .46 (Creti et al•• 1998); al ~month

follow-up, participants from ail thœe lleabnent poups are thus wilhin tbe Donnai range.

2) For the Information sllbsctJIe ofthe DSFI, tbere was a significant Tune main effect.

f(2, 74) =3.91.1L< .OS. demonstratiDl tbat taten ua wbole. participants sipificandy

improved from pœaeabDent to 6-montb follow-up. Planned comparisons revealed tbat

participants Wete aIso sipiflClDdy impmwcl fmm pœ- to posareatment. E(2. 74) =4.63.
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It< .OS. Means al all tbree assessment limes are above the Mean for female sexuaI

dysfunction patients (20.22) and female non-patient DormaIs (21.31) (Derogatis &

Melisaratos, 1979).

3) For frequency ofintercourse, there wu a significant Tune main effect, E(2, 74) =

10.80, Il < .01, showing that taken together, participants significantly irnproved from

posttreatment to 6-montb follow-up. Planned comparisons did not demonstrate a

significant difference between pretreatment and 6-month follow-up. Means al all three

assessment limes are below the Mean frequency of intercourse for wornen aged 25-29,

which is 7.5 limes per month (Laumann et aI., 1994).

Couple Satisfaction Outçome Measure

The means and standard deviations for the wcJce-Wallace Marital Adjustment Scale

by treatment condition and lime of assessment are shown in Table 3. ResuIts from the

ANOVA yielded a significant Tune X Treatment condition interaction, f(4, 74) = 4.24, Il

< .01. Analyses of simple effects revealed that for the GCBT condition, participants'

couple satisfaction significantly declined from pretreatment ta 6-month follow-up, f(2,

37) = 8.00, Il < .01. Planned comparisons showed that their satisfaction aIso significantly

declined from pre- to posttreatment, f(2, 37) = 11.53, Il < .01. ANCOVA analyses using

the pretreatment measure as a covariate yielded the foUowing additional fmdings: a

Treatment condition main effeet was found, f(2, 37) = 6.04, Il < .01, indicating that for

posttreatment and 6-montb follow-up taken together, participants from the vestibulectomy

condition were significantly more satistied with their relationship than those from the

GCBT condition. Planned comparisons showed mat sEMG biofeedback participants were

also significandy more satistied widl their relationship than thase from the GCBT

conditioD, f(2. 37) =4.43, Il < .OS. Means al ail tbree assessment times are above or

witbin noDDS (mean for women =108.4) (Kimmel & Van der Veen, 1974)•

76



•

•

A randomized comparison

Psyeholoacal AdiJ!lD1ent OurcOQlC MeMJll'e

The means and standard deviations for the BSI-GSI by treatment condition and lime

of assessment are shown in Table 3. Results from the ANOVA indicated a Time main

effect, E(2. 74) = 7.29, JL< .01, demonstrating that participants as a whole had a

significantly better psychological adjustment al 6-month follow-up as compared ta

pretreatment. Planned comparisons also revealed that participants displayed a significanùy

better psychological adjusbDent at post- as compared ta pretreatment, f(2. 74) = 6.72.11

< .01. Means at aU three assessments are below the clinical eut-off point (T-score =63):

at 6-month follow-up. participants from ail three treatment conditions are within nonns

(T-score = SOl (Dero8alis et Melisaratos. 1983).

Paaicjgant EvaluatjoQS

The means and standard deviations for the participantevaluations by treaunent

condition and tilDe ofassessment are shown in Table 3. ResuIts from the MANOVA

indicated a significant Tune X Treatment condition interaction. f(4, 144) =3.85.11 < .01.

Univariate analyses indieated the foUowing:

1) For subjlctiv, improWIMllt, Ibere wu a significanl Tune main effect, f(l. 73) =
4.96, Il < .OS, showing that participants u a wbole reponed a signitiCIDt improvement

from posttreabDent ID 6-month follow-up.

2) For tr,atnlDlt satisjQction, tbere wu a significanllllDe X Treaanenl condition

interaction, f(2, 73) = 4.55, IL< .05. Analyses of simple effects revealed that sEMG

biofeedback participants were sipiflClDdy Jess sadsfied al 6-month foUow-up as

compared to posareaIIIlent, E(l, 73) = 6.57. IL< .05, and tbat sEMG biofeedback

participants wme significandy Jess salisfied than vestibulectomy participants al6-montb

foUow-up. f(2, 73) =4.18, JL< .05. Planned comparisons indieated that sEMG
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biofeedback participants were also significandy less satisfied than GeBT participants al 6­

month follow-up,E(2, 73) =4.17, IL< .OS.

10 arder to funber explore tteatment satisfaction, we conducted coaelational analyses

(with Bonfenoni correction) 10 fmd out whether satisfaction wu assoclated with

symptom reduction on our pain outeome measures. At 6-month follow-up, satisfaction

wu significantly inversely correlated wilh pain during the cotton-swab test (vestibular

pain index), L= -.61, p < .001. The same pattern of results wu found for self-reponed

pain intensity during intercourse, L= -.S7, IL< .00S, and for the MPQ-PRI, L= -.S l, IL<

.01.

Treabnent 1UCceas

Treattnent success wu defmed as a self-reponed great improvement or complete relief

of pain on the subjective improvement measure of the participant treabnent evaluations (4

or Son a scale of 0 to S). For the vestibulectomy ttea1lllent condition, 63.6% of

participants can be considered ta bave a successful outeome al posttreabDent, and 68.2%

al6.month follow-up. However, 9.1% of participants (N = 2) were worse al

posttteabDent lbese !Wo participants' subjective impression was confinned by aIl of their

pain measures excepl tbe vestibular pain index. For the sEMG biofeedback condition,

30.8'11 can be said to bave a successfuI outeome al posttreabDent, and 34.6% al 6.month

follow-up. For GCBT, 17.9" can be viewed as successful outeomes al posureabDent,

and 39.3C11 al 6.month follow-up.

Predicton of treaJmeot gutmme

In order to eumine Ille extent to wbicb 6-mondl foDow-up results on our four pain

outeome measures were associated wilb pretrealment or sociodemopaphic variables. we
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conducted a series ofCOlTelational analyses using a BonfelTODÎ correction. No

pretreatment or sociodemograpbic variables were significantly associated with the pain

outcome variables, except for the pœviously œported negative correlation between logic

of treabnent and self-reponed pain during intercourse al 6-month follow-up (Treatment

credibility section).

Discussion

Four main conclusions can be drawn from the results of this study: 1) there are

potentiallyefficacious biological and psychosocial treatments for wlvar vestibulitis; 2)

based on pain measures, vestibulectomy is significantly more successful than sEMG

biofeeback and GCBT; 3) the tbree 1reabDents provide equally positive sexual function

and psychological adjustmenl outeomes; 4) gains are maintained al 6-month follow-up for

panicipants in all treatment conditioDS.

These findings cannot be easily accounted for by a placebo or attention effect 1) the

Mean duration of the vulvar vestibulitis problem prior to study entry was close 10 five

years and most women reported tryinl a Dumber of differenl Medical treatments before

entering the study; 2) imponaDt differenlial lreabDent effects were found: 3) GCBT

participants did not experienœ a significant change in tbeir pain with the cotton-swab test

(vestibular pain index) froID pre- 10 posUIeabDent, even thoulh titis wu the treabnent

condition in which the women œœived tbe most cliDical attention; 4) tbeœ were no

significant changes in pain during the 6-week baseliDe period, despite multiple

gynecological examinalioDS, an extensive psychosocial evalualioD, Uld the expectatioD of

entering a tteatment study.

Findings of tbis study show tbat veslibulectomy participants bad sipificandy lower

leveJs ofpain during the COttoD-swab test (vestibular pain index) of the gyneœlopea1

examinalion tban participants froID tbe OCBT and sEMG biofeedback conditions, bath al
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posttreabDent and al6-month follow-up, and that when these two assessments were taken

togetber (MANCOVA analyses), they aIso bad significandy lower levels of pain during

intercourse and lower MPQ Sensory scores. The bigh success rate of this treatment is also

demonstrated by participants' evaluations of treatment (68.2% reported a great

improvement or a complete cure) and by the average percenrages of pain redoction (from

46.8% to 70.0%, depending on the outeome meuure). Although it is problematic to inter

etiology from treatment outeome, the superiority of vestibulectomy over the two

hehavioral treatments is consistent with the involvement of PeJ'Ïpheral mechanisms in the

development and maintenance of vuIvar vestibulitis. The successful outeome of

vestibulectomy needs nonetheless to be considered witbin a Jarger perspective. Two out

of our 22 surgery participants were worse after the intervention, and seven women who

bad initially been randomized 10 vestibulectomy refused 10 go ahead with the treatmenL

Mad we been able 10 include this subset of participants in our analyses, the results might

not have supported the superiority of vestibulectomy. The high preueaanent drop-out rate

funher suggests that a significant percentage of women are reticent to undergo soch an

invuive procedure.

Decreases in pain for participants in the sEMG biofeedback condition range from

22.8% 10 35.0%, depending on the outeome measure, and 34.6% of panicipants can he

considered ta have asucœssful outeome al 6-month fonow-up. lbese numbers are

somewhat lower tban those reported in the fnt published retrospeclive sbldy of sEMO

biofeedback (Gluer et al., 1995), wbere the reponed success rate was 52%. This may he

1inked te the way the treabDenl was deüvered in dUs study U opPOsed to the Gluer et al.

(1995) study, in wbich participants were 1) thought to be 100% compliant with

homework exercises. 2) suffering from various typeS of vulvar pain as opposed 10 ooly

vulvar vestibulitis, 3) receivinl other concomiaant ueaanents. an 4) the two tberapists

deüvering die lle8lment weœ Jess experienœd tban 1be 1berapist in the original GJazer el

al. (1995) study.

80



•

•

A randomized comparison

The significantly bigber droP-OUl rare in the sEMG biofeedback as compared to the

two other treabDents and the significantly lower satisfaction rate al the 6-month foUow-up

show that a substanûal nomber of participants experienced difficulties in following

through with this intervention. This appears to he independent of the outeome because

participants in the GCBT did not drop-out and bad similar outcomes. Il is possible that the

large lime invesunenl and the repetitive exercises May he responsible for this negative

effecl These results highlight the importance ofcarefully assessing patient characteristics

such as motivation before considering sEMG biofeedback as an appropriate treatment. In

terms of tleabnent mechanisms, sEMG biofeedback affects behavioral factors by reducing

both resting muscle tension and instability as weil as involuntary contraction upen

penetration by teaehing participants to gain more control over their pelvic Ooar muscles.

Considering that sustained muscle tension May diminish blood Dow to adjacent areas,

sEMG biofeedback May also he affectïng sensory factors by allowing blood ta circulate

more Creely in the vaginal are&.

Decreases in pain for GCBT participants range ûom 27.7% ta 37.5%, depending on

the outeome measure, and 39.3'1 of participants can be considered ta have a successful

outeome al &-month follow-up. Such a degree of improvement resuIting from a cognitive­

behavioral approach is quiœ encouraging in Hgbt of findings from ameta-analysis

conducœd by Fior, Fydrich. and Turk (1992), who found that the average reduction in

pain intensity for muItidisciplinary pain clinic patients &ClOSS 65 sbldïes was 37'fJ. In

addition, no pardcipants dropped-out of OCBT once Ille treatmeDt bad hegon. OCBT may

reduce anxiety by givinl panicipants more conuol over lheir pain and by changing the

meaning of Ille situalÎon for tbem. tbereby aff'ec:dng copitive and emotional factors. The

group aspect of the treaIIDent may pmeluce cbanp in social expecwions by nonnalizing

dyspareunia for panicipants. OCBT appears ta do Htde for the sensory component of

Pain. u shown by results of die coUOn-swab test (vestibular pain index) and the Sensory

scale of die MPQ. Sîmi1ar ta ailler psycbolopcal treaUDents, we nOlice that it took a
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longer period of time for the OCBT participants to benetit from the positive effects of the

therapy. This should be taken into consideration in clinical settings when dispensing

cognitive-behavioral sex tberapyand pain management The significandy lower initial

treatment credibility ofOCBT may have affecœd outeome; the negative correlation

between the logic of lreatlllent and self-reponed pain during intercourse at 6-month

follow-up supports this hypothesis. Sucb fmdings highligbts the need to improve our

presentation of psychological pain trealments ID patients. As Turk and Rudy (1990) have

pointed out, programs involving psychological interventions olten sound like 1eam to

live with pain' kinds of treatments, a message that may he incompatible witb patients'

own goals and expectancies.

AlI three treatment8 have an equally positive effect on sexual funetioning and

psychological adjustmenl OCBT appears to impact on relationship adjustment in a

negative way; tbis may only reflect the disruption of the couples' status quo, since this

treatment is the only one in which the panner is involved, by way of bis participation in

the homework exercises. The fmding that women assigned to GCBT do not improve their

sexual functioning significandy more than the others remains puzzling. This may he due

to the fact that improved sexual function is dependent on the degree of pain that one

experiences. However, the results also show Ihat a significant reduction in pain, as found

in the vestibulectomy condition, does not necessarily bring about increased frequency of

intercourse or better overall sexual functioning. lbese conflicting results higblight the

need for our research designs to take into account the multifactorial nature of dyspareunia

by incorporaling measures wgetinl behavioral, somalie. cognitive, affective, sexual, and

relational dimensions of the pain, somethinl that is rarely done in tteatment outeome

5tUdies of vulvar vestibulitis (Bergeron et al., 1997). Funhermore. tbey suggest tbat

multimodallreallDe1lt appl'OlCbes may be essential to acbieve significant improvement in

all aspects of the disorder (Bergeron, Binik. Khalifé. Meana et al., 1997)
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Indeed. medical and psychosocial tteabDents are not mutuallyexclusive and can he

combined in an effon to provide wornen suffering from dyspareunia with the best

possible outeomes. Within a multidisciplinary framework, OCBT and sEMG biofeedback

represent promising alternatives 10 vesâbulectomy because they do not involve significant

pbysical risks. Future studies should consider combiniDg behavioral interventions sucb as

OCBT and sEMG biofeeback 10 evaluate whether their effects are additive and can equal

those of vestibulectomy.
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Table 1

SociodempIRPbic cbaraçtetWiq of the umgJe

~.-.---~-----,---------~-------~-_._-----

Variable Vestibulectomy sEMG Biofeedback GeRT Total

Age (years)

Id 26.2 27.0 27.1 26.8

m 4.8 6.3 5.0 5.4

Pain duration (months)

M 56.4 63.4 52.3 57.4

sn 35.9 65.2 41.0 49.5

Education (years)

lit 15.5 16.0 16.3 16.0

sn 3.3 2.0 1.8 2.4

Religion

Catholic 14 16 17 47

Protestant 1 2 1 4

lewish 1 0 2 3

Other 0 2 0 2

None 6 8 8 22

Plaœofbinb

North America 22 2S 24 71

Europe 0 3 2 5

Latin/South Amer. 0 0 1 1

Other 0 0 1 1

Marital SIlIUS

• No partner 5 4 5 14
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• Dating S 8 6 19

Cohabiting 10 Il 12 33

Married 2 S S 12

Language of interview

French 18 21 19 58

English 4 7 9 20

Annual income

0-199995 8 Il 15 34

20 000 .. 39 999$ 6 3 3 12

40 000 - 59 9995 4 8 4 16

> 60 000$ 4 6 6 16

Ever experienced childbirth

Yes 1 3 1 5

No 21 2S 27 73

Note. GCBT =group cogniûve..behavioral therapy; sEMG =surface electromyographic•

•
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Table 2

Credibility ratinls by lreallDent condition

Variable VestibuIectomy sEMG Biofeedback OCBT

•

Logic

M 8.31 8.14 7.32

sn 1.40 1.30 1.12

Confidence

M 8.31 7.96 6.68

sn 1.49 1.35 1.36

Note. GCBT = group cognitive-behavioral therapy; sEMG = surface electromyographic.
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Table 3

Dp;pdcDl Meap',,?, by Pme of A&'Cl,mepl and Tmp'l!!C!)l Condition

Pretreatmenl Posureatment

•A randomi7ed comparison

6-month foUow-up

Measure and group Id sn M sn M .sn

PIin

Veslibular pain index

Vestibulectomy 6.34 1.85 1.89 1.68 1.90 2.24

sEMG Biofeedback 5.79 1.59 4.55 2.36 4.42 2.63

GeRT 5.45 1.88 5.26 2.00 3.89 2.09

PIin intensity durinl interooUl'Se

Veslibulectomy 7.18 1.62 3.93 3.25 3.41 3.17

sEMG Biofeedback 6.93 1.80 5.43 2.36 4.50 2.63

GeBT 7.14 1.53 6.00 2.13 4.46 2.47

MPQ-PRI

Veslibulectomy 26.82 14.68 15.86 16.18 14.27 13.06

sEMG Biofeedback 26.46 15.99 23.79 17.23 20.43 18.10

OCRT 28.93 12.29 27.75 15.09 20.93 14.18
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MPQ-Sensory scale

Veslibuleàomy 17.86 8.40 10.82 9.74 9.45 8.19

sEMG Biofeedback 17.07 8.34 15.S7 10.18 13.82 10.66

GeRT 18.61 7.28 IS.68 8.69 14.75 8.87

Sexual Function

Sexual History Form

Vestibuleàomy 0.47 0.11 0.49 0.14 0.45 0.15

sEMG Biofeedback 0.51 0.11 0.51 0.08 0.48 O.OS

GeRT 0.51 0.13 0.49 0.12 0.48 0.11

Frequency of ÏDlelœune

Veslibuleàomy 4.61 4.30 1.44 2.S5 5.74 5.47

sEMO Biofeedback 3.38 2.91 3.43 3.04 4.04 4.56

GeBT 3.69 3.22 3.25 3.84 3.92 3.77

D5F1, Infonnaûon subscale

Veslibuleàomy 21.68 1.91 22.41 1.74 22.46 1.90

sEMG Biofeedback 21.46 2.33 22.18 1.61 22.36 1.81

OCBT 21.82 2.31 21.75 2.15 22.25 1.84

Psycbological Adjustmenl

BSI-GSI

Vesûbulectomy 53.32 9.62 52.00 8.25 50.09 10.49
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sEMG Riofeedbact 54.11 8.78 51.29 8.93 50.79 9.39

GeRT 56.36 8.11 S2.89 7.21 51.79 7.61

Couple Satisfaction

L-WMAS

Vestibuledomy 111.73 17.02 117.45 17.53 121.00 12.67

sEMG Biofeedbact 116.31 13.79 117.13 14.09 111.56 17.72

GeBT 114.35 23.51 108.06 22.38 110.19 22.75

Paniclpant evaluations

Satisfaction

Vestibuledomy - 7.11 2.85 7.73 2.69

sEMG Biofeedbact - 6.54 2.55 5.62 3.03

GeRT - 6.91 1.42 7.07 2.09

Improvement

Veslibulectomy - 3.27 1.49 3.32 1.46

sEMG Biofeedbact - 2.46 1.24 2.69 1.46

GeRT - 2.43 1.07 3.00 1.09

Note. GeRT = group c:ognitive-behavioral tberapy; sEMG = surface electromyographic; MPQ-PRI = MeOil} Pain

Questionnaire - Pain Rating Index; DSFI = Derogaûs Sexual Funcûoning Inventory; BSI-GSI = Brief Symptom Inventory ­

Global Severity Index; L-W MAS = Locke-Wallace Marital Adjusbnenl Scale.
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Genenl Conclusion and Directions for Future Research

As this thesis is manuscript-based, the interpretation and implications ofeach set of

results are highlighted in the appropriate section ofeach individual paper. Thus this

conclusion section will focus primarily on directions for future research.

Overall, the review of the literature and the results of the three empirical studies

support the view that wlvar vestibulitis is a pain syndrome that can he reliably

diagnosed and sucœssfully treated by interventions targeting sensory, cognitive and

behavioral dimensions of the pain. However, the large percentage of women who cbose

adjectives from the Sensory scale of the McGill Pain Questionnaire (Melzack, 1975) as

well as the sucœss of vestibuIectomy suggest that, contrary ta what migbt bave been

expected in the case of a problem often conœptualized as a sexual dysfonction or a

psycbosomatic iUness, cognitive, affective and behavioral aspects May play a Jess

important mie !ban what was traditionally believed.

The randomized treallDent outcome study presented in tbis thesis bad a 6-month

follow-up, whicb is standard practice. Witb a view ta œsling the durability of the

treaunent effects we reported, a 2.5 year follow-up of our randomized treatment

outeome slUdy panicipants is planned for lanuary 1999. The major dependenl measures

tbat were administered at the 6-montb foUow-up will be given Igain ta the participants.

These include measures of pain soch as the cotton-swab test camed out during a

gynecological examina1ion u weB u standardized questionnaires penaining ta sexual

functioning, psycbological adjustment and relationship satisfaction. We bypotbesize that

treaunent gains will bave remaiDed the same or will bave improved and that the

frequency of inten:ourse will bave incœased. In addition, we are planning a multiœnter

randomiml aealment outeome sbldy tbat will combine c:opitive-bebavioral tberapy and

smfaœ electmmyopapbic biofeedback and compare Ibis iDtepated bebavioral aeaament

to vestibulectomy. Queslions of inteœst include: 1) la acombinalion ofbebavioral
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treatments more successful than either one alone? 2) Is a combination of behavioral

treatments as successful as vestibuIectomy, bath in terms of symptom reduction and of

cost-effectiveness13) Which treabnents work hest for which biopsychosocial profIles?

4) Is success with cogniûve-behavioral therapy associated with reductions in

catastrophization and other cognitive distortions (Sullivan, Bishop, & Pivik, 1995)? 5)

Do wornen widl a positive sexual self-schema (Andersen &, Cyranowski, 1994) benefit

more from treaunent, and is this true for a11 treabDent modalities?

As another extension of the research presented in this thesis, we will soon begin ta

recruit matebed controls in order 10 compare them te the women who took part in the

selection process ofour randomiz.ed treaunent outeome study. Matehed controIs will

undergo the same protocol that was administered pre-treatment ta the vulvar vestibulitis

participants. Aside from the measures mentioned in the report of the randomized

treatment outcome study (Bergeron, Binik, Khalüé, Pagidas, &, Glazer, 1998), the

protoeol included extensive measures of somatization and sexual and physical abuse.

This design will enable us to test hypotheses conceming, among other issues, the roles

of anxiety, depressioD and somatization in sexual morbidity and the experience of pain,

and whether women with vulvar vestibulitis have higher rates of sexual and physical

abuse as well as ofsomatization. There are Many UDSubstantiated claims concerning the

psychosexual functioning of vulvar vestibulitis sufferers, most of which have never

been the subject of rigorons research. This study will clarify sorne of these

misconceptions and will also provide a test of additional hypotheses which have nevee

been examined in a large..scale control1ed study, such as the co-occurence ofvulvar

vestibulitis and other unexplained pain problems (interstitial cystitis, fibromyalgia, ete.).

At the beginning of our randoll1Ï2d treatment outeome study, we asked our

participants wbether their male partners (when relevant) would be interested in taking
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part in a related study. Forty..three partners fllled out questionnaires penaining ta their

couple satisfaction, psycbological adjusbDent and sexual function, the same

questionnaires tbat the women had rllled out The data will aIlow us to characterize the

psychosexual profiles of the parbleu of women with vulvar vestibuIitis as weil as to

compare them 10 normative data. Additionally, it might provide answers to questions

conceming the relationship between couple satisfaction, psychological adjusbllent, and

pain. Results from this study CiD contribute 10 design trealmenl programs tailored 10 the

specifie needs of dyspareunic women and their parblers.

There are numerous other directions tbat research pertaining to wlvar vestibulitis

could take, some of tbem less related to the content of this thesis. For example, one

could focus on a more in..depth exploration of the mie of the panner. Current rmdings in

the healtb psychology literature suggest tbat significant olbers have an indirect impact on

disease stalus via variables such u pain behaviors (Bunnan 6\ Margolin, 1992). Severa!

studies investigating other pain problems have confmned that the spouse cao contribute

to reinforce and/or aggravate the pain (FIor, Kems, cl Turk, 1987; Ror, Turk, cl Rudy,

1989; Lousberg, Schmidt, & Groenman, 1992). More specifically, these stodies

demonstrated that spouse soücitousness wu associated wim increased pain severity.

One of the interesting aspects of dyspueunia is tbat the pain occurs within the context of

an intimate activity .. sex - in which the partœr IliUers and wimesses the woman's pain­

related behaviors and emotional reactions. For tbis reuon, il constitutes an ideal

situation 10 explore key hypotheses œlaliDg ID the mie played by the parbler in tbe

experience of pain and CID serve u a mode! for olber types ofpain syndromes.

Anotbercrucial and neg1ected issue is tbat ofmeasurement Afield of resean:h CID

only take offand grow once tbere Ile valid and reliable tneUures tbat aIlow for a

rigorous investigaliœ of the pbenomenaIl band Traditional pain measuœs are not

a1ways adequaœ to fu1Iy usess dyspareunia and ilS associaIed consequences. We bave

developed a diary..type masure ofpain durin. intercourse lDd odIeracûvities; we plan
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10 validate this measure in an effort ta circumvent the problem ofrettosPeetive data

reponing.

There is also an impottantneed ta pursue human and animal research regarding the

sensory components of the pain, for example by conducting sensory œsting to examine

tactile and pain tbresholds in women with vulvar vestibuJilis as compared ta conttols.

Snch a study is presendy heing carried out in our laboratory (Pukall, Binik, Abbott, Il.

Khalifé, 1998). Although there have been excellent animal studies (e.g. Berkley,

Benoist, Gautron, & Guilbaud, 1995), more research is needed to map out the

neuroanatomy of the female reproductive system in humans in order 10 fmd out more

about the basic mecbanisms underlying geDitai and pelvie pain. To this end, future

studies should aim al gaining a broader understanding of the structural and functional

pathways which transmit information about painful sensations from the female

reproductive system 10 the brain (Wesselmann, Bumeu. & Heinberg, 1997).

Despite the fact that Many pain problems appear ta have menstrual variations

(Berkley, in press), few systematic studies have been conducted regarding chronic

pelvic and vulvar pain. lbere are anecdotal repons of an iDcrease in pain intensity

immediately preœding menses (e.g. Peckbam, Maki, Paaerson, Il, Hafez, 1986) and of

changes in pain intensity dePending on mensttual phase (Friedrich, 1987). In addition,

one controlled investigation bas shown that women wbo had first used oral

contraceptives belore the age of 17 had an li-laid increase in relative risk of developing

wlvar vestibulitis (Bazin et al., 1994). Early menan:he wu also assœiared with an

incœased risk. Anotber conuoUed SlUdy bas œcendy demonstrared Ilrong menstrua1

variations in the muscle pain tbresbolds of women sufferinl froID dysmenorrbe&

(Giamberardino, Berkley, lem, de Biaonlina, & Vecchiet, 1997). More SlUdies are

needed ID examine the œlationsbip betweeD menslrUl1 cyclicity and the diffeœnt types of

dyspareunia and cbronic pelvic pain. Questions to inves1ilate migbt include: 1) wbicb
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aspects of the pain experience are affected by cyclicity Ce.g., sensory, affective,

evaluative, ete.)? and 2) does pain intensity vary depending on honnonaI status?

In addition to the fact that these research questions have the potential to lead te

crucial prevention measures and te novel treabDent strategies, the adoption of a

biopsychosociaI framework in the study of dyspareunia will also likely WOOD us about

issues common to other idiopathie pain problems•
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Appendix 1- Consent Form

The Surgical TreabDent of

VuIvar Vestibulitis Syndrome: A Follow-up SbJdy
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Hôpital du Saint-Sacrement
Centre hospitalier aftllié l l'Université Laval
1050, chemin Sainte-Foy, Québec, OIS 4L8

FORMULE DE CONSENTEMENT

PROJET DE RECHERCHE

Etude de suivi sur la vestlbulectomle

Depuis quelques années, un nombre croissant de femmes sont référées aux
gynécologues de l'Hôpital du Saint-Sacrement pour de la douleur ou de l'inconfon lia
région de la wlve lors des relations sexuelles (dyspareunie supedlcielle). Cet
inconfon, associé l une rougeur vulvaire localisée, fait partie d'un syndrome appelé
"vestibulite wlvaire". Après investigation, le médecin propose des traitements l base
de crèmes appliquées localement, d'injections au niveau de la vulve ou une
intervention chirurgicale appelée vestibu1edomie.

Le département d'obstétrique-gynécologie de l'Hôpital du Saint-Sacrement en
collaboration avec le dépanement de psychologie de IUniversité McGiIl de Montreal
réalise présentement une étude afin d'évaluer le résultat de l'intervention chirurgicale
"vestibulectomie" sur révolution de la condition. Pour cette étude, nous avons besoin
de la collaboration de femmes liées entre 15 et 35 ans qui ont subi une vestibulectomie
l l'Hôpital du Saint-SacremenL

Si j'accepte de participer l cette étude, je devrai ~pondœ l une entrevue téléphonique
initiale axée sur mon histoire gynécologique, la vestibulectomie que j'ai subie, la
douleur vulvaire. ma vie sexuelle et ma vie de couple. cette entrevue téléphonique sera
dirigée par Sophie Bel'leron, étudiante au doctorat en psycbolope sous la
responsabilité du docteur Irv Binik. professeur au département de psychologie de
IUniversité MdH11 et directeur du service de thérapie sexuelle et de thérapie de couple
de l'HÔpital Royal Victoria l Mon1l'éal. Ce quesdonnaire initial dure environ 10
minutes et poW1A êire 8uivi d'une enll'evue plus élaborée l l'HÔpital du Saint­
Sacrement sur le meme sujeL

Si j'accepte œue entrevue plus élabo•• je devrai me œndre lia clinique externe de
l'Hôpital du Saint-Sacrement pour rencontrer Sophie Bel1e1On. le n!pondrai l un
questionnaire extensif sur mes re1alioDS semelles, sur les résultaIS de la vestbulectomie
et je quanlifierai ma douleur sur une échelle visuelle. J'indiquerai mon accord ou non
de participer l cette entrevue plusélabo. lia flD de l'entretien téléphonique inilial. le
recevrai la somme de dix dollm (lO.()()$) lia suite de ma visite ll'Hôpital du Saint­
Sacrement pour couvrir mes frais de uanspon ou de stationnement

le comprends que les reaseipements qui semnt œcueülis seront confidentiels et ne
serviront qu'l des analyses statistiques. le comtRnds que les r6ponses au
questionnaire que je fournirai ne feront pas partie de mon dossier des archives
médicales.
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• fi est entendu qu'un refus de ma part n'affectera en rien la qualité des soins que je suis
en droit de recevoir de mon médecin.

Je suis libre de refuser ou de me retirer de cette étude en tout temps sans justification et
sans que ceci ne me cause prejudice quant lia qualité des soins que je suis en droit de
recevoir dans le futur. le conserve tous mes droits en signant ce consentement

Je comprends que je puisse l tout moment communiquer avec un des responsables de
l'étude ou leur collaboratrice si j'ai des questions l poser au sujet de l'étude ou de ma
participation.

J'accepte donc volontairement et librement de participer l cette étude sur le suivi de la
vestibuIeetomie.

Nom de la participante Signature de la participante Dare

Nom du titulaire de l'autorité Signature du titulaire de l'autorité Dale
parentale si la participante est
mineure (Igée de moins de 18 ans)

Nom de l'investigateur Signature de l'investigateur

•

RESPONSABLES:
Docteur Céline Bouchard, Hôpital du Saint-Sacrement, Québec, (418) 682-75Il
Docteur Michel Fortier, Hôpital du Saint·Sacrement, Québec, (418) 682-7511
Docteur Irv Binik, HÔpital Royal Victoria, Montreal, (514) 398-6094

COLLABORATRIeE:
Sophie Bergeron, HÔpital Royal Victoria, Montœal, (514) 398-5323
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Appendix 2 • Struetured Telephone Interview

The Surgical Treatment of

Vulvar Vestibulitis Syndrome: A Follow-up Study
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• numéro de la participante: _
date de l'entrevue: _

clare de la 1ère communication: _

(qulldoD 9)
(qaesdon 10)•

OuestiOQDaire té~QJ1e

Bonjour. Mon nom est Sophie Bergeron. Je travaille en collaboration avec les Dr.
Céline Bouchard et Michel Portier de l'Hôpital du Saint-Sacrement Nous avons reçu
votre fonnulaire de consentementconcemant l'étude sur la vestibulectomie. Je vous
appelle afin de procéder ll'entrevue téléphonique telle que mentionnée dans le
(annulaire de consentement cette entrevue dure environ quinze minutes et est
entièrement confidentielle. Désirez-vous faire l'entrevue maintenant ou préférez-vous
que je vous rappelle l un moment oà vous serez plus disponible? Maintenant _
Rendez-vous ultérieur (iaserire date) Je vais donc vous poser
quelques questions d'ordre plus général et nous passerons ensuite lia vestibulectomie
ainsi qu'lia douleur vaginale.

À moins d'Indication contraire, les eholx de r'ponses ne sont pas
'nu....r. à la partielpante. Os &entnt seulement à 'adUter la tache de
l'intervieweure.

A. INFORMAnON SOCIO-DÉMOGRAPHIQUE

1. Date de naissance: --' ,_
jour mois année

2. Lieu de naissance: _

3. Date de la chirurgie: ,_
mois année

4. Lequel des points suivants décrit le mieux votre statut civil actuel?

a) célibataire non en.- dans une relation
b) célibataire avec un partenaire œgulier depuis _ année(s)
c) en union de faitdepuis_année(s)
d) mariée depuis _ année(s)

S. Combien d'années d'études avez-vous complétées? _

B. DOULEUR

L Depuis votre cbinqie, ressentez-vous encore de la doulelU' lors de vos
relations sexueDes avecp!~on?

a) oui
b) non
c) je n'ai pas de œlalioDS sexueUes awc péaélralion
d) je n'ai pas eu de parfelllÎl8 depuis ma chirurgie
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Veuillez specifier:

2. Jusqu'l quel point votre douleur s'est-eUe amélioree suife lia chirurgie?

a) Amélioration complète (qu.tlon 10)
b) Grande amélioration
c) Amélioration moyenne
d) Peu d'amélioration
e) Pas d'amélioration

3. Quelle est la trequence à laquelle vous ressentez cette douleur?

a) rarement (10 - 20., des fois que j'ai des relations sexuelles)
b) à l'occasion (20 - 30 % des fois que j'ai des relations sexuelles)
c) souvent (30 - SO., des fois que j'ai des relations sexuelles)
d) très souvent (50 - 75 Cf, des fois que j'ai des relations sexuelles)
e) presque toujours (75 -99 If, des fois que j'ai des relations sexuelles)o toujours (100., des fois que j'ai des relations sexuelles)

4. Depuis votre vestibulectomie. avez-vous ressenti de la douleur avec tous vos
partenaires sexuels?

a) oui
b) non
c) je n'ai eu qu'un panenaire sexuel

Veuillez specifler:

s. À quel moment de la relation sexuelle la douleur apparail-elle généralement?

a) avant que le pénis ne touche au vagin
b) lorsque le pénis commence l entrer dans le vagin
c) lorsque le pénis est complètementen~ dans le vagin et commence un
mouvement de ~t-vient
d) immédiatementapJês la relalion sexueJJe
e) plus d'une demi-hewe apJês la relalion sexuelle

6. Une fois la douleur apparue, durant quelles étapes de la relalion sexuelle la
ressentez-vous?

a) seulement durant l'entrée du pénis
b) seulement durant le mouvement de va-«-vient du pénis
c) seulement polU' un peu de temps après la sanie du pénis
d) durant l'enne du pénis et aplà sa sortie
e) durant l'enU* du ~nis et durant le mouvement de va-et-vient
f) durant le mouvement de va-et-vient du _ etquelque temps après sa sortie
1) avant l'entœe du p6Dis. durant 10ft mouvement de va-et-vient et après sa sortie

109



• Spklfter la dune de la douleur:

Duree: secondes
___minutes
___ heures
___jours

7. À quel endroit de la ~gion génitale ressentez-vous habituellement la douleur?

a) l l'entrée du vagin
b) l l'intérieur du vagin
c) dans la région abdominale ou du bassin

8. Quelle est l'intensité de la douleur maintenant?

a) faible
b) inconfortable
c) forte
d) sévère
e) insupportable

9. Depuis votre vestibulectomie,jusqu'lquel point la douleur vous empeche-t-eUe
d'avoir des relations sexuelles avec pénétration?

a) pas du tout
b) un peu
c) assez
d) beaucoup
e) exUêmement

OUI NON
OUI NON
OUI NON

OUI NON
OUI NON
OUI NON
OUI NON
OUI NON
OUI NON
OUI NON

10. Depuis votre vestibulectomie, avez-vous régulièrement ressenti de la douleur dans
la région génitale l d'autres moments que la pénétration? OUI NON Enumérer
les Items non lllentionn. par la partldpante.

a) friction due l des vêtements serrés
b) quand vous urinez
c) ll'insenion d'un tampon
d) durant la masturbalion avec lamain ou avec un objet
e) lorsque votre partenaire vous stimule manuellement
o lorsque votre partenaire vous stimule oralement
a) lorsque voire partenaire insère un ou plusie1D'S doigts dans

voue vagin
h) lors d'un eumen gynécologique de rou1ine
i) je ressens de la douleur d'une façon pennanente, dans toutes

les situations et sans raison apparente
j) autte.

VeuillezP*iser:

•
110



•

•

li. Depuis combien de temps êtes-vous sans douleur?

a) moins de 6 mois
b) moins d'un an
c) entre 1et 2 ans
d) entre 2 et 3 ans
e) 3 ans el plus

U. Combien de temps après la chirurgie avez-vous été capable d'avoir une relation
sexuelle avec pénétration sans douleur?

a) moins de 2 mois
b) entre 2 et 4 mois
c) entre 4 et 6 mois
d) entre 6 et 8 mois
e) 8 mois et plus

13. Pensez-vous l d'autres façons dont votre douleur vaginale a changé depuis la
vestibulectomie? Veuillez spécifier:

14. Comment croyez-vous que le fait de ressentir de la douleur vaginale lors des
relations sexuelles a affecté votre vie? EnlilMrer les Items non mentionnés
par la partldpante.

a) estime de soi
b) joie de vivre 1bien-être
c) relations sexuelles
d) communication dans le couple
e) intention d'avoir des enfanta
o relations interpersonnelles
g) image corporelle
b) santé mentale (psychologique)
i) féminité

Veuillez spécifier:

OU, pour 1. le...... aJant npondu b)llo. en 1:

11. Comment cmyez-vousque le fait de ne plus œssentir de douleur vaginale lors des
relations sexuelles a affect6 voue vie? En......nr .. lte... DOD menUonn.
par la partldpante.

a) estime de soi
b) joie de vivre1bien-être
c) relalions sexuelles
d) COIDJDunicaliOll dans le couple
e) intention d'avoir des enfants
f) œlalions interpenonneDes
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g) image corporelle
h) santé mentale (psychologique)
i) féminité

Veuillez spécifier:

16. Quel était votre degré de confl8Dce en l'efficacité de la vestibulectomie avant d'en
subir une7

a) très confwlte
b) assez confiante
c) moyennement confWlte
d) peu confiante
e) très sceptique

17. Si c'était l recommencer, choisiriez-vous l nouveau de subir une vestibuIectomie?

OUI NON

Veuillez spécifier:

11. Attribuez-yous votre absence de douleur actuelle lia chirurgie? OUI _ NON_

Veuillez spéàfier:

C. COUPLE

1. AVInt votre vestibulectomie, queUe était votre satisfaction en ce qui concerne
l'entente et l'hannonie dans yotre couple?

a) lIês satisfaite
b) assez satisfaite
c) moyennement satisfaite
d) peu satisfaite
e) pu du tout satisfaite

2. êtes-vous satisfaite du supportque vous a procuré votre partenaire en ce qui
concerne votre douleur et votre cbinqie?

a) lIês satisfaite
b) liieZ satisfaite
c) moyennement satisfaite
d) peu satisfaite
e) pu du tout satisfaite
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• D. SEXUALITÉ

1. Avant votre vestibulectomie, quelle était la fréquence llaquelle vous vous
masturbiez? fois par mois.

2. Et depuis votre vestibulectomie? fois par mois

3. Avant voire vestibulectomie, quelle était la fréquence à laquelle votre partenaire
vous stimulait manuellement? fois par mois

4. Et depuis votre vestibuIectomie? fois par mois

s. Avant votre vestibulectomie, quelle était la fréquence l laquelle votre partenaire
008 stimulait oralement? fois par mois

6. Et depuis votre vestibulectomie? fois par mois

7. Avant votre vestibulectomie, combien de fois par mois en moyenne aviez-vous des
relations sexuelles avec Pénétration? fois par mois

8. Et depuis votre vestibulectomie? fois par mois

E.TRAITEMENTS

1. Depuis votre vestibulectomie, avez-vous essayé d'améliorer la douleur à
l'aide d'autres moyens? OUI NON (l'inteme.eure encerde les ea~orfes
dans lesquelles se situent les m'thodes ayant ft' employ&s et
nomme les eat.ories n'.yant pu 'tf mendonnfes)

(un lubrifiant pour vous-meme ou pour VOire
partenaire (par exemple, K-Y, Crisco), WIe Clème bydratante
(par exemple, PJevex ou autre Clême sans prescription), une crême avec:
cortic:ostérordes pœsaite par un~ une _ anestbésique (qui "aèle" la
exemple, œme PlemariD), une Cltme antifODpque, prendre des vitamines
(vitamine E, ...exemple)•

a) quelques changements mineurs

(par exemple, poner des sous-vêtements de coton, utiliser un
savon doux ou aucun savon, bains spéciaux, ete.)

b) changements dans vos pratiques sexuelles

(cbanger de position pour les relations sexuelles,
demander l votre panenaire d'aller plus lentement

essayer d'auplenter l'excitation sexuelle, par exemple,
prolonger les jeux préliminaiœs, porter des sous­
vêtements sexy, reluder des films érotiques. ou
changer de partenaire)

c) utiliser difféœnœs Clêmes

d) psycbotbérapie
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• (psychothérapie individuelle, thérapie de couple, thérapie sexuelle,
hypnose, exercices de relaxation)

e) médecine douœlaltemative

remèdes homéopathiques, produits naturels, herbes,
alimentation/diète (par exemple, réduire l'oxalate
de calcium, le sucre, ete.), physiothérapie/ostéopathie,
acupuncture, massothérapie, ete.

o autres traitements médicaux

thérapie hormonale par voie orale (comprimés tels que
PremarinlProvera), antibiotiques, etc.

g) autres. Veuillez spécifier:

OUI NON

OUI NON

•

2. Parmi les méthodes que vous avez mentionnées, cenaines vous ont-elles aidées à
soulager la douleur? OUI NON . SI non, l'intemeweun
p8SSe à la question suivante. SI oui: Pouvez-vous me dire lesquelles? Je
vais vous rappelez les types d'interventions que vous avez essayées et vous me
direz, ~ur chacune d'elles, si eUes vous ont aidé ou nOD. (l'intenleweure se
rf.re à la liste d-d_us et eneerde OUI ou NON pour dlacun des
types de traitements que la femme a ...y4.)

3. Quel est le nom du gynécologue qui a effectué voue vestibulectomie?

4. Y a-t-il d'autres membres de votre famille qui ont souffert ou souffrent
presentement de douleur pendant la pénétration? OUI _ NON_

Veuillez spécifier:
--.__ ••__~~, , • J ~-.--.-~ _

____I. '~~~--------_._-----------------

S. y a-t-il autre chose l propos de la douleur, la chirurgie, le traitement, ou votte
gynécologue dont vous atmeriez nous faire part? Avez-vous des questions?

6. Les informations que vous m'avez fournie aujourd'hui sont Uês importantes et
utiles pour noire œcberdle. seriez-vousin~ l paniciper l une enll'evue
personnelle portant sur la wstiblllectomie. dans le mime genre que ceDe que nous
venons de faile? L'eDtrevue se déroulerait l Québec (Sainte-Foy?) et durerait
environ une beuœ. Nous paierions vos frais de 1I'IDSpOttet de stationnement

114



SI non, l'intervieweure ,use au point suivant.
SI oui: Cette entrevue va sans doute avoir lieu d'ici quelques mois. Je vous
rappellerai en mai pour vous donner un rendez-vous.

Vous avez repondu l toutes les questions. Je vous remercie de votre coUaboration.
Vous nous avez rendu un grand service et surtout, vous rendez service aux femmes qui
souffrent de ce problème. Je vous téléphonerez d'ici quelques mois afin de vous
communiquer les resultats de l'étude. Au revoir.

• OUI__ NON__

•

Dur'e de l'entrevue: _
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Appendix 3 - Adverti5ements

Randomized Treaunent OUrcome Study
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Le Journal de Montréal, January 27 1996

•
The Gazette
January 27 1996

La Presse
January 27 1996
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• Pénétration douloureuse?

Prés de 15 % des
femmes souffrent
de dyspareunie.

C'est-à-dire qu'elles
éprouvent des douleurS
lors de la pénétration
vaginale. Presque la
moitié des cas seraient
causés par le syndrome
de la vestibulite vulvaire.
une inflammation chroni­
que du vestibule vulvai­
re - la région de la vul­
ve où se trouvent les ori­
fices du vagin et de
l'urètre - •selon une
étude menée en 1994 à
l'université McGiII, en
collaboration avec l'hO­
pital Royal Victoria.

Même si les cher­
cheurs ne connaissent
pas encore la cause
exacte de ce syndrome,
plusieurs traitements

prometteurs ont été ela­
borés: gestion de la
douleur. blofeedback et
ablation d'une petite
partie du vestibule. a
l'entrée du vagin. Cette
chirurgie cause mOins
de dommages qu'un
accouchement. selon le
gynécologue Saml~

Khalifé. Une autre étude
est présentement en
cours, toujours à McGiII
et au Royal Victona. et
l'équipe est à la recher­
che de participantes.
Les femmes choisies
bénéficieront d'un traite­
ment et d'un suivi gra­
tuits. Pour faire partie
de l'étude. communi­
quez avec Janet Brad­
ley ou Sophie Bergeron
au (514) 398-5323.
M.-F. C.

•

Magazine Santé, June 1996

c .
Rougeurs à la vulve. douleur vive au début de la pénéuation \'aginale. sensation de

brOlure? Diagnostic: vestibulite vuh'aire. Ce syndrome affecte 5% à10% des
femmes. surtout dans la vingtaine et la uentaine.1I s'agit d'une inflammation chronique
de la région de la vulve où se uouvent les orifices du vagin et de rurèue.•La douleurest
généralement uès intense et localisée àrenuée du vagin, mais cenaines patientes
n'éprouvent qu'une légère bnllure lors de la pénéuation... précise le DrSamir Khalifé.
gynécologue à l'hôpital Royal Victoria. Si les causes ne sont pas encore connues. les
hypothèses vont de divers allergènes aux infections (condylomes et candidose) en passant
par les incontournables facteurs psychologiques. Dans un premier temps. les
gynécologuesconseillentà leurs patientes d'éliminer les allergènes potentiels: savons et
produits de bain parfumés. dessous colorés (privilégier le colon blanc). serviettes sanitaires
parfumées. rampons. lubrifiants. etc. Si la douleur persiste, on arecours à un gel
anesthésique à base de lidocaïne appliqué à l'entrée du vagin. 5 à 10 minutes avant la
relation. Au Royal Vic. en ce moment. on entreprend une étude de cas et on propose trois
traitements: thérapie de gestion de la douleur. mofmJlKJdpourapprendreà détendre les
muscles autourdu ,"agin(ils sont plus tendus chez celles qui souffrent de vestibulite
vulvaire). ainsi que la vestibulectomie, qui consisteen l'ablation d'une petite panie du
vestibule, àl'entrée du vagin. Pour paniciperàcette étude etobtenir traitement, soutien
etsuivi gratuits. on téléphone àJanet Bradley ou Sophie Bergeron. au (514) 398-5323.
Magazine Elle Québec, August 1996 MARIE-FRANCECYR

118



•

•

Appendïx 4 - Consent FOnDS

Randomized TreabDent Outcome Study
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Royal Victoria Hospital
Depanment ofObstetrics
and Gynecology
Department of Psychology

Montreal General Hospital

Department of Obstetrics and Gynecology
McGill University

Department of Psychology

A gndomjzed contrpllc;d gr,aupeo1outcQIDe 'Nd)' for ulm yestibuUtis l)'Ddmme

Princigal inyestj.atPg

Dr. Irv Binik, Dr. Samir Khalifé, Dr. Kelly Pagidas, Dr. Howard I. Glazer,

Ms Sophie Bergeron and Mrs. Janet Bradley

SUBJECT CONSENT FORM '1

Pumose pf the luçpmenl

The purpose of this assessment is ta find out ifwomen interested in participating in a

trealJDent study for vulvar vestibuHlÏS syndrome, a type of intercourse pain, meet the

selection criteria. The study ta be condueted will investigate the effectiveness of three

trealJDents for wlvar vesdbulilis syndrome: vestibulectomy (a minor surgery). pain

management and biofeedback. It will also investigate factors that are lSSOciaœd with

treaUDent sucœss. 'Ibis attempt to beuer understand painful intercourse will belp health

professionals formulate more efficient aeaunents for women wbo experienœ this

frustratïng and disruptive condition.

Apep'pent prnçedurea
The panicipant will take pan in a structuled interview and answer questionnaires whicb ask

about ber medical bistory, coïtai pain, sexualityt sexual aUitudes, sexual abuse,

relationships, IDd cwrent pbysical and psycbolopcal symptoms (duradon =90 min.) and

in 2 standard gynecoloJÏCll euminatioDS wbicb may iDclude vaginal, cervical and urine

cultures wben indicated. Tbese cultures collSist of the lynecololÏSt taking a smear from the

cervix and anotber one from the vaama wim a Q-lip. This proceduœ is painless and will
ooly take a few seconds (1ike a Pap smear). Urine cultuœs are taken via a sample of urine,

and abus involve urinaliOll (in pdvare) in asmall container.

120



•

•

Two separate gynecologica1 examinations will be carried out by two different
gynecologists-one by Dr. Khalifé and one by Dr. Pagidas. Typically, these exams will he

carried out on one occasion. If the participant prefers, she will have the option of

undergoing the second exam on another day. The goal of the second examination is to

confinn the conclusions of the first A female researeh assistant will he present during the

examinations to write down the pain ratings tbat the participant will he asked 10 give at
different points during the examinatiODS. If alter the exams the participant is stiD interested
in participating in the study. she will be instrueted te discontinue aIl types of treatments and
use ofpotential allergens for a Period of6 weeks, at which time she will be œassessed
(gynecological exams only). This procedure has 2 goals: 1) lO enswe that the participant's
vulvar pain is not simply caused by an aUergen such as perfumed soap or a local cream,
and 2) to ensure tbat the resuIts of the sbldy will indeed he due 10 the treatment
administered during the 12-week period rather than ta some other treaUDents used hefore
entering the study. Moreover, the participant will he asked to fl1l out daily copies of the
Daily Pain Monitoring Fonn for 2 periods of 2 weeks during the 6-weeks pre-treabDent

periode This will take 2 to 3 minutes aday.

The participant will he conracted by telephone within 2-3 weeks of the assessment and will

he infonned about the resuJts of the festing. Any infection identified by the œstïng will he

fully treated. The participant will he told ifsile meets tbe selection criteria for the study al

the second assessment foUowing the 6-week period.1f me meets the selection criteria and
is still intetested in participaling in the study, the entire process of the study will he

explained 10 ber in details. Ifsbe does not meet the selection criteria or Ü she is not
interested in participaling in the Ibldy, she will he given 1reaUDent suggestions and will he

referred for appropriate Il'e8UDent

De0etita and dSkS

Participants taking pan in dUs assessment will benefil from a complete evalualion of their

vuIvar pain by a multidisciplînary team of reseuchers and clinicians specialized in paiDful

intercourse (dyspareUDia) and will be given treaIIDent recommendations. wbetber or not

tbey participat.e in the treatment Sbldy. Tbere Ile no risks involved in Ibis assessmenL

Comgm.gtiOQ

The uansponation costs of participants will be œimbursed to a maximum of SOS for the

entUe treatment study 011 pœsentatiOll of œœipts.
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Confideptjalin'

Two different records of the participant's examinations will he kept. The official hospital

records will have ber name on Ihem and will he bpt as are ail hospital records. These will

contain infonnation about the JYDeC0logical exams ooly (and cultures ifapplicable). A
second copy of results whicb will only he available ta memhers of the research team will

contain the assessment interview and questionnaires as weil as the gynecological
examinations. This second copy will only have a number on iL

Meigao' d&llls
Participation in this scœening assessment procedure is completely voluntary and a refusai
ta partîcipate will involve no penalty or loss ofbenefits. Furtherrnore. the participant is tiee

to withdraw from tbis assessment at any lime or to refuse 10 answer any questions posed
withoUl need of an explanation on ber part. P-mally, undergoing tbis assessment does in no
way obligate her 10 participate in the treabDent study. She can receive adequaœ treatment
without participating in the sbldy.

In the event tbat the participant bas any complaints or djssatisfactions with this research,

sile cao communicate them ta one of the principal investigators or to Dr. Dennis

Kalogeropoulos, Associate Dilector. 5ex and Couple lberapy Service, Royal Victoria
Hospital (tel. 842-1231, exL 4284).

If the participant bas any questions regarding ber rights as a research subject. sbe may
contact the Patient Represenlative al 842-1231, exL S6SS.

The screening assessment procedure for 1be study bas been explained to me and my

questions bave been IIlSWeIed to my satisfaction. 1qree to panicipate in tbe U&essmeDt

procedure for the studyentitled "A randomized controlled tre8bDent outeome study for
vulvar vestibulitis syndrome" condueted by Dr. Irv Binik, Dr. Samir lCbalifé, Dr. KeUy

Pagidas. Dr. Howard Olazer, Ms Sophie BelJeron and Mn. Janet Bradley, 85 the principal

investigators, DepL ofObstelrics and Oyaecology. and Sex &\ Couple Tberapy service.

Royal Victoria Hospital and Department of PsycbololY, McGill University (398-6094).

1will be pven a copy of Ibis consent fonn for my records and future reference•
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Signature

Name (print)------
Da

Witness

Dr. Irl Binik ------
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Hôpital Royal Victoria

Département d'Obstétrique

et de Gynécologie

Départment de Psychologie

Hôpital Général deMon~

Département d'Obstétrique

et de Gynécologie

Université Mdiill

Départment de Psychologie

Une équle grpsgective de traitement du gndmme de la yestibulite wlVIÎm

Cberçbews prigcipaui

Dr. Irv Binik, Dr. Samit Khalifé, Dr. Kelly Pagidas, Or. Howard l Glazer,
Mme Sophie Bergeron et Mme lanet Bradley

FORMULAIRE DE CONSENTEMENT '1

Objectif de l'éyaluatioo

La presente évaluation a pour but de déterminer si les femmes intéressées à participer l une

étude de traitement ponant sur le syndrome de la vestibulite wlvaire (douleur pendant les

relations sexuelles) rencontrent les critères de sélection. LI objectif de l'émde est

d'examiner l'efficacité de trois modalités de ttaitement: a) la vestibulec:tomie (chirurgie), b)

la thérapie sexuelle/gestion de la douleur, et c) la n!troaetiOD biologique, ainsi que les

facteurs associés l un résultat post-opératoire positif. Cette démarcbe vers une meilleure

compréhension de la douleur vulvaire vise l aider les professionnels de la santé l

développer des traitements plus efflClœS pour les femmes comme moi qui souffrent de ce

problème frustraDt et dérangeant

Pmcéduœs
La partiàpaDte prendra part l une entrewe diJi&ée et œpondra l des questionnaires portant
sur son histoire m6dicale, sa douleur pendant les relations sexuelles, sa sexualité, ses
attitudes sexuelles, llabus sexœl, sa reJalion de couple et ses symptômes actuels,

physiques et psycbololiques (dIRe totale =90 minutes). De plus. eUe subira deux
examens gynécologiques de routiDe qui pourraient inclure des cultmes vqinales. cervicales

et une culture d'urine, si indiqué. Dans ce cu, le lYI*olope pœndrait un prélèvement du
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col de l'utérus et un autre du vagin, etceci avec un Q-tip. Cette procédure ne durera que
quelques secondes et ne causera aucune douleur (semblable à un Pap test). La culwre
d'urine nécessite la production d'un échanûllon d'urine en privé.

Les deux examens seront faits par deux gynécologues-Dr. Khalifé et Dr. Pagidas,
préférablement le même jour, quoique la participante est libre de choisir de subir le second
examen l une date ultérieure. Le second examen a pour but de confmner les conclusions du

premier. Une assistante de recherche sera présente lors des examens afm de noter les
évaluations de la douleur qu'on demandera lla participante de donner à différents moments
des examens. Si, après les examens, la participante est toujours intéressée l prendre part à

l'étude, on lui demandera de cesser tout traitement et toute utilisation d'allergènes potentiels
pour une période minimale de six semaines, après quoi elle sera réexaminée afm de
confirmer le diagnostic. Cette procédure a deux objectifs: 1) s'assurer que sa douleur n'est

pas causée par un allergène (ex.: savon parfumé, crème vaginale, ete.), et 2) s'assurer que

les résultats de l'étude ne seront dOs qu'au traitement qu'elle aura reçu et non l d'auttes
soins utilisés avant sa participation l l'étude. De plus, on lui demandera de noter sa douleur

quotidiennement sur une feuille d'auto-observation pendant deux périodes de deux
semaines. Ceci ne prendra que quelques minutes par jour.

Les résultats des leSts seront communiqués lia participante par téléphone deux l trois

semaines suivant les examens. Toute infection décelée lors des tests sera Il'aitée.La

participante saura si eUe renconae les critères de sélection de l'éblde lors des examens
suivant la période de 6 semaines. Si eUe rencon1l'e les aitères de sélection et qu'eUe est
toujours intéressée l prendre pan à l'étude, on lui expliquera le déroulement complet de
l'étude. Si elle ne rencon1l'e pas les critères de sélection, ou si elle n'est plus intéressée l
participer l l'étude, on lui suggérera d'autres traitements et on la référera au professionel de
la santé approprié.

Risques et béMfjœs

la participantes prenant pan l cette évaluation bénéficieront d'une évaluation complète de

leur douleur wlvaiJe par une 61uipe multidisciplinaire de chelebeurs et de cliniciens
spécialisés dans le traitement de la dyspueUDie (douleur pendant les relations sexuelles).
Elles recevront des recommendadons de ll'aitemenl, qu'eUes participent dans l'étude de

traitement ou DOD. ceae évaluation ne comporte aucun risque•
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Comgensadon

Les coOts de transport des participantes seront remboursés jusqu'à concmrence de SOS et ce
pour toute l'étude de traitement, sur presentation de reçus.

ConfidenûtlUé
Les résultats de la presente évaluation seront inscrits dans deux dossiers: le premier, qui

incluera les cultures et les résultats des examens gynécologiques, demeurera àl'hOpital et
sera identifié par le nom de la participante. Le second dossier, qui incluera l'entrevue

dirigée. les questionnaires ainsi que les résultats des examens gynécologiques, demeurera à

la disposition de l'équipe de recherche seulement et sera identifié uniquement par un

numéro.

Qrpils des particiganres

nest entendu que la participante n'est nullement obligée de prendre part à cette procédure
de sélection el que son traitement ne sera affecté ni par son refus ni par son consentement
De plus. elle demeure libre de se retirer de cette évaluation en tout temps ou de refuser de
répondre à n'importe queUe question, et ce, sans avoir à fournir d'explication. Finalement,
sa participation à cette évaluation ne l'oblige pas à participer ll'étude de traitement EUe
peut recevoir un traitement approprié sans prendre part ll'étude.

Advenant que j'aie des plaintes ou des insatisfactions par rapport à cette recherche, je sais

que je peux les communiquer à un des chercheurs principaux ou à Dr. Dennis
Kalogeropoulos, Directeur Associé du Service de thérapie sexuelle et de thérapie de couple
de l'Hôpital Royal Victoria (tél: 842-1231, poste 4284).

Si j'ai des questions concernant mes droits comme sujet de recherche, je Peux m'adresser
au Représentant des Patients au 842·1231, poste 5655.

w procédures d'évaluation m'ont été expliquées clairement et on a repondu l mes
questions de façon satisfaisaDte. facœpte de participer à ceue procédure de sélection pour
le projet de recherche intitulé "Une ,bide IKQIIlf&tiye de ni_ment du gndmme de la

vegjbu1iJe wlyajm ", projet enuepris par Dr. Irv BiDik, Dr. Samîr Kbalifé, Dr. Kelly
Pagidas. Dr. Howard Gluer, Mme Sopbie Beqeron et Mme Janet Bradley, principaux
cbercheurs, ainsi que le D6partement d'ObstéUique et de Gynécolop et le Service de
thérapie sexuelle et de 1bérapie de couple de l'Hftpital Royal Victoria, de meme que le

Département de Psycholope de l'Universit6 McOi1l (398-6094).
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Une copie de ce formulaire de consentement me sera remis pour mes dossiers personnels et
pour référence future.

Signature

NomOeara
moul6es)

Témoin

Dr. Irv Binik
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Royal Victoria Hospital

Department of Obstelrics

and Gynecology
Department of Psycbology
Monttea1 General Hospital

Depanment of Obstetrics and Gynecology
MdJill University

Depanment of Psycbology

A randomized contrplled lreaunent Qutepme 'tud)' for wlyar Ve"tibulitis QDdrpme

Principal inyestjlatoQ

Or. Irv Binik. Dr. Samir Khalifé, Dr. Kelly Pagidas, Dr. Howard Glazer,
Ms Sophie Bergeron and Mrs. Janet Bradley

SUBJECT CONSENT FORM 12

Purœsc Qf the study

This study is being conducted 10 investigale the relative effectiveness of three different
tteabDents for vulvar vestibulitis syndrome (painful intercourse): 1) vestibuleetomy (a

minor surgery), 2) pain management, and 3) biofeedback. It will also investigate factors
that are associated with 1Iea1lDent success. This auempt to beaer understand painful
intercourse will help bea1th professionals fonnulate more efficient treabDents for women
who experience this trustraling and disruptive condition.

Sbldy pmeedures
The participant will be randomly assigned to one of the following treabDent conditions:
1) vesûbuIectomy, 2) group pain management. or 3) biofeedback. nus means that she will

have DO choiœ over wbicb trealment sile œœives, wbicb will be derermined by chance. AIl
treatments included in tbis study are staDdud ueaunents for wlvar vestibulitis syndrome.

Vlstibllkctomy A veslibu1ectomy is a minor day surpcal procedure in wbicb tbe paiDful
vulvar aœa is removed and vaginal tissue is pulled down 10 cover Ibis area. This procedure
causes Jess damage ID the vulvar uea duU1PVÏDI birtb. Vesdbulectomy is die Most
common treatment for wlvar vestibulilis syndrome. Pœvious saudîes show tbat 60 to aS,.
of tbe women who undeqo tbe suqery beaefit from a sipificant improvement or complete
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relief of their pain. This tteatment condition aIso requires a visit to the pre-admission clinic
for a physical checkup 10 assess the participant's pneral medical well..being and to undergo
some blood tests. The total amount of blood taken will be about 30 ml (6 teaspoons). These

blood tests are standard ones and include a CBC (complete blood culture) similar to the one
the participant migbt have during a regular pbysica1 cbeckup with ber family doctor, the

measurement of serum electrolytes, and adetennination of ber blood group. Possible

discomfons from blood tests include bruising and infection, although these are uncommon.
This pre-admission clinic procedure is the same for aU patients undergoing anesthesia al the

Royal Victoria Hospital. The surgery itself luIS about 4S minutes and will be conducted
under generaI anesthesia by Dr. Khalifé or Dr. Pagidas. l'bere are certain risks to

undergoing this surgical procedure. 1bere is a me chance thal 1might experienœ excessive
bleeding, infections, hematoma (an effusion of blood into the wlvar tissue), a
urethrovaginal flStula (an amonnal opening between the uretbra and the vaginal or a
rec10vaginal fistula (an abnonnal opening between the rectum and vaginal. The risk of
developing any of these complications is less than 1%. If the participant experiences a
complication, sile will contact ber surgeon wbo will immediately treat the complication.
l'bere is a sare Medical andlor surgical treabDent for ail possible complications. The

participant can consult Dr. Khalifé or Dr. Pagidas to obtain more infonnation about
treabDents for the abave mentioned rare complications. There are &Iso certain risks to the
use of anestbesia. General anestbesia is sometimes foDowed by a brief period of nauea.
Serious problems are extremely rare and are usuaDy caused by oxygen deprivation. The
risks of dying as a result of anestbesia, whatever the type, are exttemely rare,
approximately 1 in 200,000. No such dead1 bas occurred al the Royal Victoria Hospital in

the PUl 2S years. ACter the surgery, the panicipant will be given general post..surgery

instructions as weB u instructions on how ta facilitate bealing of the are&. Sbe will he able
10 leave the hospital2-3 houn alter completion of the surgical procedure. She should ut
someone 10 accompany or drive ber home sinœ theœ may S1ill be some minor effects of
anesthesia such as fatigue or slowed reaction lime. These effects, if they oceur, should he

totally gone 5-6 hours after die surpry is completed. The participant might experience
some wlvar pain durinl die weet foUoWÎftI the surgery, a1thougb Ibis will Dot neœssarily
accor. Ifsile experiences pain al tbis lime, it will not last more than about aweek. In any
case, sile will he given analIesics (pain tillers) alter the surgery, the cost of whicb will he

paid by the œsean:bers. Complete beaIin, of the aœa will take from 8 to 12 weeks. The

participant wül be able to œsume in_ourse 12 weeks after the surgery. Sbe will be able 10

retum 10 wort two clays after the surpry.
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Bioftedbaclc The goal of biofeedback treatment is to train wornen experiencing painful
intercourse to gain more control aver !heir overly tensed pelvic Ooor muscles, wbich are
thought to contribute to and maintain the pain. A previous study shows that S2'IJ of wornen
who undergo biofeedback ttaiDing benefit from a complete relief of their pain and the
average pain decrease for all women undergoing tbi5 treatment is 83". Biofeedback
training involves the insertion (by die woman berself) ofa small single-user EMG sensor

(about 1 112 inch long and 1inch wiele) into the vagin&. Insertion of the sensor takes place
in a private washroom of the examining room. The participant will be fully clothed during
the biofeedback training sessions. An initial pelvic floor muscle EMG assessment will he

condueted. The remainder of the tteabDent involves practicing series of muscu1ar

conttaetionlrelaxation exercises. adapling the contractions ta the feedback of the therapist

and screen monitor, whicb are bued on the measurement of pelvic Ooor muscle tension.
The person carrying out the biofeedback training will he a Masters or Ph.D. level clinical
psychologist. Weekly I-hour biofeedback training sessions will he given for 4 weeks.
lbese sessions will then be given once every 2 weets for a period of 8 weeks, for a total of
8 training sessions over a period of 12 weeks. AlI training sessions will he carried out at
the Royal Victoria Hospital This treabDent also includes training in the use of a ponable
EMG bome trainer for daily bome practice sessions ( two 20-mînute sessions per day of
praetice. 6 days/week. for a total of4 hourslweek of practice). The researchers wUl caver
the cost of the portable EMG bome trainer. Biofeedbact treabDent will not cause the

participant ta experience any more pain than usual.

Pain mD1IIJ8tIMnl The pain management treatment condition involves a combination ofsex
therapy and pain management tee:bniques. Pain management techniques have traditionally
been used 10 help patients cape wim and reduœ their pain (e.g. cancer pain. migraine
headacbes. ete.). Sex therapy techniques bave been used ta reduce the anxiety and lack of
arousal associated with painful intercourse. It is usumed tbat Ihese techniques also affect

some physical components such as the relualion of the vaginal muscles. Previous studies
show tbat 43 10 68'11 ofwomen who UIlderlo sex therapy tteabDents benetit from a
significant improvement or complete reliefof1beir pain. Pain manaaement tIea1IIlent wiJl he

given in a group format (7-8 women per group) and will consist of 2-bour JfOup sessions.
The sessions will be conducted once a weet for 4 weeks by a Muœrs or Pb.D. level
clinical psychologisL Tbese sessions will tben be pven once every 2 weeks for a perlod of
8 weeks. AlI sessions will !Je carried out Il the Royal ViClŒia Hospital. The treabDent
package will iDclude the foDoWÎllI: educalioD lDd iDfOl'lllllion about pain and sexuality,

education about sexual anaumy. relaD1iœ œcbDiques, Kelel exercises. valinal dilatation
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exercises and cognitive restrueturîng (replacing erroneous or irrational beliefs about pain

and sexuality by more realistic ones). Use of these techniques involves weekly bomework:

assignments (1 hour a week). Group pain management will not cause the participant ta

experience anymore pain than usuaL At no time will the participant he in the obligation ta

discuss anything involving information about herself which she does not want to reveal.

Video.,
Some sessions of the biofeedback and pain management lreabDent conditions will he

videotaped for the purposes of the study. The videotaping will not require any cameraman:
the video camera will be on a tripod. Acœss to these videos will he strietly reserved 10

members of the research team. They will he kept in a locked flling cabinet for 3 years after
the end of the study, al which time they will he erased. Bac:k ups will he kept in anotber
locked ftling cabinet and will also be erased 3 years after the end of the study. The
participant will have ta sign a Royal Victoria Hospital Audio-Visual consent fonn with

regard 10 this videotaping.

A$Rmlent procedureS

The participant will undergo 2 more assessments as pan of this study. bath similar to the
tirst one sile underwent. altbough of a shorter durmon. Tbese will take place after 12
weeks of tteatment (end of treatment), and 6 months after the end of treatmenL Eacb
assessment will involve a struetured interview and questionnaires which ut about the
panicipant's coital pain, sexuality, sexual attitudes, relationsbip(s), and cunent pbysical
and psycbological symptoms (duration =60 min.), and 2 standard gynec:ological
examinations which may include vaginal, cervical and urine cultures when indicated. Tbese

cultures COnsisl of the gynecologist takiDg a smear ûom the cervix and another one from
the vagina with aQ-tip. This procedure is painless and will only take a few seconds (1ike a
Pap smear). Urine cultures are taken via a sample of urine, and thus involve urinalion (in

private) in a smaIl container.

The participant will be asked to fiU out daily copies of the Daily Pain Monitoring FOnD on
wbicb sile will Jœep a record of ber pain 2 weeks pet month duriDg die 1Ieatmenl, and aIso

two weeks per montb during the 6 montbs follow-up period (prior to the final assessment

of ber pain).

The participant will be asked to discon1inue ail otber types of1reaIments for the toIa1

duration of the study, whicb willlast 9 mOlltbs: 3 montbs of tœa1ment and 6 montbs of
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follow-up after which she will take part in the final assessment of ber pain. The goal of this

procedure is to ensure tbat the leSults of the study will indeed he due to the tteatment

administered during the 12-week period rather than 10 some other treabDents that she might
have used during my 9-month participation in the study.

Benefits and ri"'S

Participants taking part in this study will henefit from one of tbree cutûng-edge treatments
and from reguIar evaluations of their wlvar pain by a multidisclplinary team ofresearcbers
and clinicians specialized in painful intercourse (dyspareunia). Other wornen currently
suffering from tbis problem as weil as future generations ofwomen May also gready
benefit Û'om the participant's involvemenL No risks are involved in undergoing the

biofeedback and pain management treabDents. Rare risks involved in undergoing the

vestibu1ectomy are underlined in the section on the description of this treatment modality.

Witbdrawal from the SOldx
The participant can withdraw from the study al any tilDe by phoning Sophie Bergeron or
Janet Bradley at 398-5323.

Alternative treatme0ll
If the tteatment of the participant's pain does not provide satisfactory results, she will he

offered other tteatment options through the usual hospital services. These options consist
of the 2 other treabDents studied in dûs project, as no other sucœssful tre8t1Dents exist in

Montreal al Ibis lime.

CompeMatiOQ

The transponation COlIS of participants will be reimbursed to amaximum of SO$ for the

entire treatment study on presentation of reœipts.

Coofideogali\Y

Two different records of the participant's examinations will be kept. 1be official hospital

records will have ber name on tbem and will be tept as are ail hospital re<:ords. These will

contain infonnation about die aynecological exams only (and cultures if applicable). A
second capy ofresults wbicb will only be avaiJable to memben of the research team will
contain tbe interviews and queslionnailes as weil as die JYDeC0logical ~aminalions. This
second copy will only bave a number on iL
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PanicilJ80t riablS

Participation in tbis treabDenl study is completely voluntary and a refusai to participate will
involve no penalty or loss of benefits. Furthennore, the participant is Cree to withdraw !rom

tbis study al any lime or to refuse ta answer any questions posed withOUl need of an

explanation on ber part. Sile CID reœive adequate treabDenl without participating in the

study, through regular hospital services.

In the event that the participant bas any complaints or dissatisfactions with this research,

she can communicate !hem te one of the principal investigators or to Dr. Dennis

Kalogeropoulos, Associate Director, Sex and Couple Therapy Service, Royal Victoria

Hospital (tel. 842-1231, local 4284).

If the participant bas any questions regarding ber ripts as a researcb subject, sbe may

contact the Patient Representative al 842·1231, ext 56SS.

The study hu been explained to me and my questions have been answered to my

satisfaction. 1agree ta participate in the study entitled "A randomi22d conttolled tteaUDent

outeome study for vulvar vestibulitis syndrome" conducted by Dr. Irv Binik. Dr. Samir

Khalüe. Dr. Kelly Pagidas. Dr. Howard Glazer. Ms Sophie Bergeron and Mrs.Janet

Bradley. as the principal investigators. DepL of Obsteaics and Gynecology, and Sex &

Couple lberapy Service. Royal Victoria Hospital and Depanment of Psychology. McOill
University (398-6094).

1will he given a copy of this consent fonn for my records and future reference.

Signature

Name (print)

Witœss

Dr. Irv Binik _
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Hôpital Royal Victoria
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Départment de Psychologie
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Une éNde mosg:ctîye de Ditemcnt du syndrome de la yealibulile yulYaire

Cbercbem prigcjpaua

Dr. Irv Binik. Dr. Samir Khalifé. Dr. Kelly Pagidas. Dr. Howard Glazer.

Mme Sophie Bergeron et Mme 1anet Bradley

FORMULAIRE DE CONSENTEMENT 12

But de l'étude

La présente étude a pour but d'examiner l'efficacité de trois modalités de traitement de la

vestibulite wlvaire (douleur pendant les relations sexuelles): 1) la vestibulectomie

(chirurgie), 2) la gestion de la douleur en groupe. et 3) la rell'oacâon biologique

(biofeedback). Un 5etond objectif de l'étude est d'examiner les facteurs associés à un

résultat de traitement positif. Cette démarche ven une meilleure comprehension de la
douleur pendant les relations sexuelles vise l aider les professionnels de la santé l

dévelopPer des Il'Bitements plus efficaces pour les femmes qui souffrent de ce problème
frustrant et dérangeanL

La participante sera assignée au basard l un des traitement suivants: 1) vestibulectomie. 2)

gestion de la douleur en JI'Oupe, ou 3) réll'OaCtion biologique. Ceci signifie qu'elle ne
pourra pas choisir le traitement qu'elle recevra; c'est le basard qui déterminera quel

ttaitemeDt elle va œœvoir. Tous les traitements inclus dans cette étude sont des II'Iitements

réguliers pour le syndrome de la veslibulite vulvaire.

V,stibllketomie Une wstibulectomie est uœ procédure cbinqicale mineure lors de

laquelle on excise superficiellement la région vulvaire douloureuse, qui est ensuite

recouverte par la partie inférieure du vqiD. Cette cbinqie cause moins de dommages lia
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région vulvaire qu'un simple accouchement La vestibulectomie est le traitement le plus
fréquemment utilisé pourenrayer la douleur occasionnée par la vestibuliœ vulvaire. Les

études portant sur ce traitement démontrent que 60 18S% des femmes qui subissent une
vesûbulectomie bénéficient d'une amélioration significative ou d'un soulagement complet
de leur douleur. Je comprends que si je suis assignée Ace traitement, œla nécessitera une

visite Ala clinique de p~-admission pour un examen physique afin d'évaluer mon état
médical général et de faire faire des prises de sang. La quantité totale de sang qui sera
prélevée équivaut environ 130 ml (6 cuillères l thé). Ces prises de sang font partie de la

procédure normale et comprennent une CSC (culture de sang complète) semblable l celle
que j'aurais lors d'un examen médical annuel avec mon médecin de famille, la mesure des

électrolytes du sérum, et une identification de mon groupe sanguin. nest possible que ces

prises de sang occasionnent certains inconfons tels des ecchymoses et de l'infection,
quoique cela soit très rare. Cette procédure de pré-admission est la meme pour tous les
patients subissant une anesthésie l l'HÔpital Royal Victoria. La chirurgie elle-même dure

environ 45 minutes et sera effectuée sous anesthésie générale par Dr. Khalifé ou Dr.
Pagidas. Je comprends que la chirurgie compone cenains risques. Dy a une faible chance
que j'aie des saignements excessifs, des infections, des hématomes (effusion de sang dans

le tissu vulvaire), une fistule urétbrovaginale (ouvenure anormale entre l'urètre et le vagin)
ou une fistule rectovaginale (ouverture anonnale entre le rectum et le vagin). Le risque de

développer une de ces complications est de moins de 1CIl. S'U arrivait que j'aie une
complication, je contacterais mon chirurgien qui ttaiterait la complication immédiatement n
existe un traitement médical et lou chirurgical sécuritaire pour toutes les compücations
possibles. Je peux consulter Dr. Khalifé ou Dr. Pagidas pour obtenir plus d'infonnations
concernant les traitements pour ces compUcations. Je comprends également que l'usage de
l'anesthésie comporte certains risques. L'anesthésie générale est parfois suivie d'une brève
période de nausée. Les problèmes sérieux sont extremement rares et sont généralement
causés par un manque d'oxygène. Les chances de mourir d'une anesthésie, peu impone

quel type, sont extrêmement rares, environ 1sur 200 000. Aucune de ces morts n'est
survenue l l'Hôpital Royal Victoria dans les demien 25 ans. Aplk la chirurgie, on me

donnera des instructions post-opératoîres générales, ainsi que des iDstructions qui aideront
l faciliter la guérison de la région douloureuse. Je peux quitter l'b6pjta12-3 heures après la

fin de la chirurgie. Dserait préférable que je demande l quelqu'un de m'accompagner ou de

me reconduire chez moi puisqu'il peut y avoir encore des effets miDeurs de l'anesthésie tels

la fatigue et ml temps de JâctiOll plus lent ces effets. s'Us ont Beu, devraient eue
complètement disparus 5-6 heures apres la fin de la cbinqie. Je comprends que je vais

peut-etœ ressentir de la douleur wlvaire durant la semaine suivant la cbinugie, quoique
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ceci n'aura pas nécessairement lieu. Si en effet je ressens de la douleur à ce moment, elle ne
durera pas plus d'une semaine. D'une façon ou d'une autre, on me donnera des
analgésiques (anû-douleur) après la chirurgie, dont le coOt sera défrayé par les chercheurs.

La guérison complète de la ~gion prendra environ de 8 l 12 semaines. Je paumai reprendre

mes relations sexuelles 12 semaines après la chirurgie. Je pourrai retourner au travail 2

jours après la chirurgie.

RitrotJction biologique u but de la ~troaction biologique (biofeedback) est d'enttainer les

femmes qui souffrent de douleur pendant les relations sexuelle à acquérir un meilleur
contrOle de leurs muscles vaginaux hypertendus, tension qui peut jouer un rôle dans le

maintien de la douleur. Une étude récente a démontré que S2~ des femmes qui subissent

un traitement de biofeedback bénéficient d'un soulagement complet de leur douleur et que la

diminuûon moyenne de la douleur de toutes les participantes est de 83.,. Le biofeedback

nécessite que la participante s'insère elle-même un peût détecteur EMG (environ 1 112
pouce de long and 1pouce de large) dans le vagin. L'insertion du détecteur a lieu dans la

salle de bain privée de la chambre d'examen. Je comprends que je serai complètement vetue

durant les sessions d'entrainement de biofeedback. Lors de la première session, une

première évaluation de la tension musculaire des muscles du vagin sera effectuée. La suite
du traitement implique la pratique quoûdienne d'une série d'exerdœs de

contractionlrelaxadon musculaire, en adaptant les contractions au feedback du thérapeute et
de l'écran d'ordinateur, basé sur la mesure de la tension musculaire vaginale. Le thérapeute
qui me donnera mon entrainemenl de biofeedback sera un psychologue possédant une
maitri.se ou un doctoraL Des sessions d'une beure d'enll'ainement au biofeedback seront

données 1fois/semaine pendant les 4 premières semaines de traitement Ces sessions
seront ensuite données If0is/2 semaines pour une période de 8 semaines, pour un total de 8
sessions d'entrainement durant une période de 12 semaines. Toutes les sessions auront lieu

ll'HOpitai Royal Victoria. Ce traitement inclut aussi un entrainement ll'utilisation d'un

appareil EMG ponatifqui servira pour les exercices lia maisoD
(deux sessions de 20 minutes par jour, 6 jours/semaine, pour un total de 4 heures/semaine

de pratique). Les chercheurs défraieront les COOlS du ENG portatif. Le ll'aitement de

biofeedback ne me causera pas plus de douleur qu'll'babitude.

Groupe tk galion tk1tJ douleur Des exeICiœs dérivés des techniques de thérapie sexuelle
onl été uûlisés po_œduiJe l'anxiéf6 et le manque d'excitation associés avec la douleur
pendanlles reJalions sexueUes. Les cheR:heurs croientque ces techniques affectent
éplement une composante pbysjque teUe la œlualiOll des muscles du vqin. Des études
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ont démontre que 43 168% des femmes qui pratiquent des techniques de thérapie sexuelle
bénéficient d'une amélioration significative ou d'un soulagement complet de leur douleur.
La gestion de la douleur en groupe consistera en une série de sessions de groupe d'une
dur6e de 2 heures chacune (7-8 femmes par grouPe). Ces sessions auront lieu 1

fois/semaine pour les 4 premières semaines et seront dirigées par un psychologue détenant
une maitrise ou un doctorat Les sessions seront ensuite données 1 fois12 semaines pour
une période de 8 semaines. Toutes les sessions auront lieu 11'HOpital Royal Victoria. Le

traitement incluera les éléments suivants: éducation et information concernant la douleur et

la sexualité. éducation concernant l'anatomie sexuelle. des techniques de relaxation. des

exercices Kegel. des exercices de dilatation vaginale et de la restructuration cognitive

(remplacer des pensées enonnées ou irrationneUes au sujet de la douleur et de la sexualité
par des pensées plus réalistes). L'utilisation de ces techniques compone des exercices lia
maison sur une base hebdomadaire (1 heure par semaine). Le traitement par la gestion de la
douleur ne me causera pas plus de douleur qu'll'habitude. Je comprends que je ne serai
obligée l aucun moment de discuter de quoi que ce soit l mon sujet que je ne désire révéler.

Eoœ&isqement vidéQ
Je comprends que cenaines sessions des traitements de biofeedback et de gestion de la
douleur seront ftlmées l l'aide d'une caméra vidéo pour les buts de l'étude. Ceci ne
nécessitera pas de caméraman; la caméra vidéo sera sur un trépied. L'accès l ces vidéos
sera SU'Îctement resel'Vé aux membres de l'équipe de recherche. La vidéos seront
conservés dans un classeur verroullé pendant 3 ans après la tin de l'étude; ils seront ensuite
effacés. Des doubles de ces vidéos seront conservés dans un autte classeur verrouillé et
seront eux aussi effacés 3 ans après la fin de l'étude. Je comprends que je devrai signer un
fonnulaire de consentement du Centte audio-visuel de IHOpital Royal Victoria en rappon

avec cet enregistrement vidéo.

PmcgdUJ'e§ d'gYaluatiQD

Je comprends que ma participation ll'étude inclut deux autres évaluations. toutes cieux
similaires lia première évaluation llaquelle j'ai pris pan. quoique de plus courte daRe.
CelJes.ci auront lieu respectivement après 12 semaines de ttaitement (fin du traitement). et
6 mois après la fm du traitement faccepte librement de participer l ces 2 évaluations.
cbacuDe incluant uœ entrevue diri&ée et des questionnaiœs concernant ma douleur pendant
la pén6tratiOD, ma sexuali~. mes attitudes sexuelles, ma(mes) relalioDS amoureuse(s) et
mes symptOmes physiques et psycbololiques actuels (d1Re=6O min.). ainsi que 2

examens gynécolopques ~luIiers qui pourraient inclure des cultures vagùlaJe. cervicale et
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une culture d'urine. si indiqué. Dans ce cas. le gynécologue prendrait un prélèvement du

col de l'utérus et un autre du vagin, et ceci avec un Q-tip. Cette procédure ne durera que
quelques secondes et ne causera aucune douleur (semblable l un Pap test). La culture
d'urine nécessite la production d'un écbantillon d'urine en privé.

faccepte librement de Doter ma douleur quotidiennement sur une feuille d'auto-observation

(Inventaire quotidien de la douleur) 2 semaines par mois pendant Je traitement, ainsi que 2
semaines par mois pendant les 6 mois suivant la fm du traitement (les 6 mois entte

l'évaluation de fin de traitement et l'évaluation fmale).

faccepte librement de discontinuer l'utilisation de tout autte type de traitement pour la durée totale
de l'étude, soit une durée de 9 mois: 3 mois de ttaitement, et 6 mois de suivi, après quoi je prendrai
part à l'évaluation finale de ma douleur. Cette procédure a pour fonction d'assurer que les résultats

de l'éblde seront effectivement dOs au traitement administré pendant la période de 12 semaines
plutôt qu'l d'autres traitements que j'aurais pu employer pendant la période de 9 mois de ma

participation ll'étude.

Je comprends que les résultats des évaluations seront inscrits dans deux dossiers: le
premier, qui incluera les cultures et les résultats des examens gynécologiques, demeurera à

l'hôpital et sera identifié par mon nom. Le second dossier, qui incluera l'entrewe dirigée,
les questionnaires ainsi que les résultats des examens gynécologiques, demeurera à la

disposition de l'équipe de re<:herche seulement et sera identifié uniquement par un numéro.

Bénéfices et risgPes
Je comprends que si le ttaitement de ma douleur vulvaire ne donne pas de résultats

satisfaisants, on m'offrira d'autres options de traitement par les services habituels de

l'hôpital, tels les 2 autres traitements étudiés dans le cadre de ce projet

nest entendu que je ne suis nullement obligée de parliciper l cette étude. De plus, je

demeure libre de me retirer de cette étude en tout temps ou de refuser de ~pondre l
n'importe queUe question, et ce, SIDS avoir l fournir d'expHcation. Je peux recevoir un

b'aitement approprié sans prendre pan ll'éblde, par les services réguliers de l'hOpital.

facœpte librement de participer au projet de rechercbe ÎDti~ "Une étlJde Il"NJCCdve de
PJitement du QJldmme de la VC5tjbuJite wlyaire ", projet entrepris par Dr. Irv BiDik, Dr.

Samir Kbalifé. Dr. KeDy Pqidas. Dr. Howard Gluer, Mme Sophie Bergeron et Mme
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Janet Bradley. principaux chercheurs. ainsi que le Département d'Obstétrique et de
Gynécologie et le Service de thérapie sexuelle et de thérapie de couple de l'Hôpital Royal
Victoria, de mame que le Dépanement de Psychologie de l'Université McGill (398-6094).

Advenant que j'aie des plaintes ou des insatisfactions par rapport à cette recherche. je sais

que je peux les communiquer à un des chercheurs principaux ou l Dr. Dennis

KalOgeropoul08, Directeur Associé du Service de thérapie sexuelle et de thérapie de couple
de l'Hôpital Royal Victoria (tél.: 842-1231. poste 4284).

Si j'ai des questions concernant mes droits comme sujet de recherche. je peux m'adresser

au Représentant des Patients au 842-1231, poste 5655.

Une copie de ce fonnulaire de consentement me sera remis pour mes dossiers personnels et
pour n!férence future.

Signature

Nom Oeares
mClU1œs)

Témoin

Or. Irv Binik -----------------
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Appendix 5 - Infonnation for Potential Participants

Randomized Treatment Outeome Study
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Ans.ets to lome of )'oot Questions...

What fi Vulvar V.tlbulltls SYJldrome?

Vulvar VeslibuHtis Syndrome (VVS) is a chronic, persistent gynecological condition
characterized by pain on attempted vaginal entry (intercourse, tampon insertion,

gynecologica1 exams, ete.), significant pain to a Q-tip palpation of the vestibule (entry of

vaginal, and physical findings limited to increased redness (irritation) of the wlva. It is one

of the major causes of painful intercourse in women onder 40. It is susped.ed 10 he

increasingly common, with rates of up ta 15% in a general gynecological practiœ. Little is

Imown about wbat causes VVS; il bas been Iinked to repeated vaginal infections.

Researchers have only begun to study it seriously about 10 yeus ago, and clinicians are
only beginning 10 find out about ilS existence. A review of ail the scientific articles

published on the topic cao he made available 10 you Ü you are interested in fmdîng out more
aboutVVS.

What Il the Vulvar VestlbuiJUI Syndrome Treatment Stady?

It is a large-scale sUldy put together by a mullidisciplinary team of researchers and
cUnicians specialized in painful intercourse (dyspareunia) and fonded by Health Canada and

Pftzer company. This team hu conducted another large-scale study on painful intercourse

in which over a 100 women participated. The present study is designed 10 investigate the
relative effectiveness oftluee different treabDents for Vulvar Vestibulitis Syndrome: 1)
vestibulectomy (minor surgery), 2) pain management, and 3) biofeedback. ~mety women
from the Montteal area will take part in this lreatment study.

How JODl Il the Itudy?

The study will lut 9 months: durinl the first 3 months, you will be undergoing treatment
(one of the duee tteatments menlioned above) and monitoring your pain 2 weeks per

month. During the foUowing 6 montha (wbich we call the follow-up perlod), you will keep

monitoring your pain 2 weeks per monda. This monitoriD, is the same u the one you did

duriDg the fint pan of the study, ript after your fllSt JYIlecolopea1 usessment.

Wllat about DI)' tlme"
The lime requiœd for each IlelllDent is explained clearly in 1be accompanyîDg CODSeIlt forme

Asiele froID tbat. you will be uked ID come in 10 the bospital for anotber assesament of

your pain (similar to die fiIIt ODe but Ibo...) immediately foDowiDI1be 3-mondl1leabDent
period, and aIao after die 6-montb foUow-up period. 1bese usessmeDIS will involve an
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interview and 2 gynecological exams. Throughout the study, you will be monitoring your
pain 2 weeks per montb, and tbis takes about 2 minutes per day. We will reimburse you for
your transportation expenses up ta a maximum of SOS.

Why can't 1 dloose my treatment?
Assigning every participant randomly ta one of3 treatment conditions allows ta evaluate

the effectiveness ofeach treatment witb a maximum of objecûvity. Otherwïse, the different

treatment groups would oot be companble and this would introduœ bias in the analysis of

the effectiveness of the treatments. We would never he able ta know if it is the treabnent

that is effective, or if it is some other factor or characteristic that is responsible for the

improvemeot of the panicipants. For this same reason, Janet Bradley, the resean:h
coordinator who conducts the interviews and organizes the assessments, will not be

infonned of what lreatment you are assigned 10.

What are the benents?

1. Regular gYDecological exams and laboratory examinatiODS, thus close attention given 10

your problem by a team of dedicated experts.
2. AIl services related 10 the Vulvu Vestibulitis Treatment Study are provided al no cost 10

you.

3. An opponunity for you ta reteive one of three cutting-edge tteatments, one of wbich is

not offered elsewhere in Canada (biofeedback).

4. An opportunity for you ta pU1icipaœ in a large-scale study which could have a major
impact on the tte8t1Dent ofpainful intertourse in our society. .

Wby let fnvolved?
This research program is a major effort aimed direcdy al treating pain dming intercourse.
Your participation will belp mate il work. You can personally benefit from Ibis study, and
other women cunendy suffering from this problem as well as future lenerations of women

may aIso gready benefit froID your involvemenL

This infonnation sbeet wu conceived by die principal researcbers: Dr. IrvinI Binik, Dr.
Samit Khalifé, Dr. Kelly Pqidas, Ms Sophie Berpron and Mn. Janet Bradley.
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Bé,lonses à Clne'Clnes-unes de vos questjous...

Qu'est-ce que le syndrome de la vestlbulfte vulvaire?
Le syndrome de la vestibuüte vulvaire (SVV) est une condition gynécologique chronique et
persistante charactérisée par la présence de douleur lors d'un essai de pénétration vaginale
(relations sexuelles, tampons, examens gynécologiques, ete.), une douleur significative
lors d'une palpation du vestibule (entrée du vagin) avec un Q-tip, et des symptômes
physiques limités Aune rougeur (irritation) de la vulve. C'est une des causes principales de

douleur pendant la pénétration chez les femmes de moins de 40 ans. PlusieW'S femmes

souffrent de ce problème, soit jusqu'AIS,., des femmes consultant un gynécologue. On

connait peu de choses au sujet du SVV; il a été Hé Ades infections vaginales répétées. Les
chercheurs ont seulement commencé Aétudier œ problème de façon sérieuse il y a 10 ans,

et les cliniciens commencent seulement au courant de son existence. Une revue de la

documentation portant sur le SVV peut vous êue procurée si vous désirez en savoir plus
sur ce problème.

#

Qu'est-e:e que l'Etude de traitement du syndrome de la vestlbuUte vulvaire?
C'est une étude majeure mise sur pied par une équipe multidisciplinaire composée de
chercheurs et de cliniciens spécialistes de la douleur pendant les relations sexuelles
(dyspareunie). Ce groupe est subventionné par Santé Canada et par la compagnie PflZer.
Cette équipe adéjà effectué une autre étude portant sur la douleur pendant les relations
sexueUes à laquelle plus de 100 femmes ont participé. L'objectif de a présente étude est
d'évaluer l'efficacité de trois traitements du syndrome de la vestibulite vulvaire: 1)
vestibulectomie (chirurgie mineure), 2) aestion de la douleur, and 3) rétroaction biologique

(biofeedback). Quatre-vingt-dix femmes de la région de Montréal prendront pan lia

présente étude de traitement

QueUe .t la dune de l''tude?
L'étude durera 9 mois: durant les 3 premiers mois. vous allez participer l un traitement (un

des ttois traitements ci-haut mentionnés) et remplir des ficbes d'auto-évaluation de votre
douleur deux semaines par mois. Durant les 6 mois suivants (que nous appelons la piriode

tU 'MilIi), vous allez continuer de rempHr des fiches d'auto-évaluation deux semaines par
mois. cene aUuHvaluation est la même que celle que vous awz effectuée pendant la

première étape de l'étude. tout de suite après votre premier eumen uœcologique.

Combien de temps devrai-Je ., co.....r?
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Le temps requis pour chaque traitement est expliqué clairement dans le fonnulaire de

consentement ci-joint Mis l part voue participation au traitement, on vous demandera de
vous présenter àl'hOpital pour une autre évaluation de votre douleur (semblable à la
première mais plus COUde) immédiatement après la fm des 3 mois de traitement (évaluation
post-traitement), et une dernière fois après la période de suivi de 6 mois (évaluation de

suivi). Ces évaluations comporteront une entrevue et 2 examens gynécologiques. Tout au
loog de l'étude, vous aIlez remplir des fiches d'auto-évaluatioo 2 semaines par mois, et ceci
preod environ 2 minutes par jour. Nous vous rembourserons vos frais de transport jusqu'à
un maximum de SOS.

Pourquoi De puis-Je choisir mon traitement?
Assigner chaque participante au hasard à un des 3 ttaitements permet d'évaluer l'efficacité
de chaque U'aitement avec un maximum d'objectivité. Auaement, les différents groupes de

traitement ne seraient pas comparables et cela introduirait un biais dans l'analyse de

l'efficacité des ttaïtements. Nous ne poumons donce pas savoir si c'est le traitement qui est
efficace ou si l'amélioration des participantes est due à un autte facteur. Pour cette meme
raison, Janet Bradley,la coordonatrice de recherche qui effecbJe les enttewes et qui
organise les évaluations, ne sera pas infonnée du traitement auquel vous serez assignée.

Quels sont les b'n'ftces?
1. Des examens gynécologiques et des analyses en laboratoire effectués sur une base

regulière, donc une aaention soutenue portée l votre problème par une équipe d'experts
dévoués.
2. Tous les services en rapport avec lÉtude de traitement du syndrome de la veslibulite
vulvaire vous sont offerts gratuitement
3. Une opportunité pour vous de recevoir un traitement parmi trois qui sont tous lia rme
pointe des connaissances scientifIQues, dont un n'est offen nulle part ailleurs au canada
(biofeedbKk).
4. Une opponunité pour vous de pardciper à une étude majeure qui aura un impact Uès
important sur le traitement des relations sexuelles douloureuses dans notre société.

PourquoI m'Impliquer'
Ce programme de recherche CODS1itœ un effort majeur dont l'objectif premier est le

IraÎtement de la douleur pendant les relations sexueDes. Voue participation aidera à sa mise

sur pied. Vous pouvez b6néficier personnellement de cette étude et d'autre femmes
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souffrant présentementand de ce problème ainsi que celles des générations futures pourront
aussi grandement bénéficier de votre panicipation à ce projeL

ce feuillet d'information aété conçu par les chercheurs principaux: Dr. Irv Binik, Dr.
Samir Khalifé, Dr. Kelly Pagidas, Mme Sophie Bergeron et Mme Janet Bradley
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Appendix 6 - Pre-Treatment Stnletured Interview

Randomized TreabDent Outeome Sbldy
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STRUCTURED INTERVIEW

WOMEN

Subject Number _

Referred from -------
Interviewer

Date of interview ------
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SOCIO·DEMOGRAPHIC INFORMATION

1) Date ofbirth , '_
mo clay year

2) Place of binb

1) Canada
2) United States
3) Western Europe
4) Eastern Europe
5) African
6) Asian
7) AusttaIia
8) Middle East
9) Laân America/South America
10) Caribbean

3) Wbat culture do you see yourself as most 8SSOCiated with1

1) French Canadïan
2) EngHm Canadian
3) Ameritan
4) Western European
S) Eastern European
6) African
7) Asian
8) Australian
9) Middle Eastern
10) Laân AmericanlSouth American
Il) Caribbean

4) Whal is your mother tongue? _

S) In what religion were you brougbt up? _

6) How many years of SCbooHnI do you have? _

7) What is the approximare total annual income of your household?

a) SOOO - $9,999 d) 530,000 - 539,000 1) $60,000 and over
b) 510,000 - $19,999 e) $40,000 - $49,999
c) 520,000 - $29,999 f) 550,000· $59,000
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2)

RELATIONSHIP HISTORY

Wbich of the following best describes your current situaûon?

a) no regular panner Il die moment
b) dating one panner regularly
c) living with apanner
d) married

How long have you been in the situation you circled above?

_____ years months

•

3) Ifyou have a partner. please state how oid he is. years

4) Would your panner he willing ta partîcipate in this study? YES NO

S) Have you experienced childbirth? YES NO

If yes. please specify , ofchildren _

6) How many times have you been legaUy separaœd or divorœd '1 _

7) Have you ever been widowed? YES NO

8) How Many partners have you lived with or been married to? _

9) How many romantie relationsbips bave you had in your life that you have
considered serious relationships? _

10) Wbat is the total number of partners you have had intercourse with? (lnclude one-
night stands) _

Il) How old were you when you had intercourse for the fnt tilDe? years

12) Do you remember il as bein. painful? YES NO

13) Was il the same pain as the one you experience DOW? YES NO
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• GYNECOLOGICAL HISTORY

1) Whic:h of the foUowing best describes your situation in tenus of menstruation in the
past 6 montlls?

a) 1menstruate reguJarly
b) 1have an irleguJar cycle
c) My periods are irregular because 1am approaching menopause
d) 1do not menslrUate because 1am breast feeding
e) 1do not menstruate bec:ause 1bad apartial hysterectomy
t) 1do not mensttuate because 1bad a total hystere<:tomy
g) 1do not menstruate because 1am post-menopausal
h) Other. Plesse specify _

2) If you are sUD menstruaUIII please rate on the foUowing scale the pain you
experience during your menslrUal periods.

76s43 8 9 10
wont

pain ever

3) Il you are post-menap.""', please stale when you had your last Period.

o 12
no pain

__....J' _
mo yr.

4) Il you are poIt.meno,...., are you on hormone replacement therapy'1 YES NO

If50, a) since wben? _--J'__
mo yr.

b) What are you cunendy taking? _

c) What dosage do you take1 _

d) Were you ever on some other fonn of hormone replaœment tberapy? YES NO

If50, please state i) what kind _
ü) wbat dosage~ _
iü) wbat lengdl of tilDe _

Ifoo!, have you everbeen? YES NO

S) Ifyou lOOk hormones and stopped. pleue state the reason wby.

• 6) Have you ever taken COD1rIœptiW piUs? YES NO
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• 7) If yes, at what age did you rU"St take them ? ____years

8) If yes, please state the total number of years and montbs in your liCe during which you
were taking contraceptive pills.

____ months ____yeus

s) Trying ta get pregnant
u) You are breast-feeding
w) No pannerlno measures

•

9) Which of the foUowïng best describes your situation at the moment in tenns of
contraception? (please circle as many as apply)

a) Douche b) Spermicide jelly or Coam
c) Condoms d) Diaphragm
e) Cervical cap 0 Sponge
g) IUD h) The pi1l
i) Moming-after pill j) Tubai Hgmon (tubes lied)
k) Hysterectomy 1) Panner bas vasectomy
m) You are infertile n) Panner is infertile
0) You no longer bave periods due p) Rhythm metbod (abstain when

to menopause owlating)
q) Panner exits before ejaculating r) No contraceptive measures taken

but do not want te get pregnant
t) You are prellJlDt
v) Do not engage in intercourse al ail
x) Other. Pleue specify

FOR WOMEN WHO BAVE EXPERIENCED CHILDBIRTB (' 10, Il, 12)

10) How many cesarean deüveries have you had? _

Il) How Many deüveries aided by an episiotomy have you had7 _

12) How many deliveries have you bad in which your vagina tore? _

13) How Many miscarriages have you bad?

14) How many abortions bave you bad? _

15) How Many yeut or oaber vqinal infections have you bad in the last 2 years7 _

a) What trea1ments did you use? _

b) How were they diaposed7 i) ctinical plus positive culture
ü) clinical only
üi)self-ctiqnoaed

16) Have you bad repeared yeast infections in tbe put? YES NO

151



• 17) How many bladder/urinary infections (cystitis) have you had in the last 2 years?

a) What treabDents did you use? _

b) How were mey diagnosed? i) clinical plus urinalysis
ü) clinica1 only
ili} other (pleue specify) _

18) Have you had repeated bladderlurinary infections (cystitis) in the put? YES NO

19) How often do you urinate in one day? _

20) Have you ever suffered from any of the following sexually transmitted diseases?
(Please check ü applicable)

Chlamydia _ _.­
Gardnerella vaginalis__
Genital herpes _
Genital warts _
Gonorrbea _
H.I.V~__
Syphilis~~__
Trichomoniasis _
Other Please specify _

21) Have you ever suffered from pelvic inflammatory disease?
YES. DOW
YES in past
NO

22) Have you ever had endometriosis?
YESnow
YES in past
NO

23) Have you had any of the foUoWÏDg gynecologicallgenital surgeries? Ifso, wben?

•

Hysœrectomy _
Laparoscopy _
Ovariectomy _
Tuballigation _
Laser for condyloma _Other _
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• PAIN HISTORY

1) Wben did you tirst start experiencing pain with intercourse?

___ montb ____ year

2) How did it stan?

a) with tirst intercourse
b) alter repeated candida! infections
c)afterchildbirth
d) for no apparent reason
e) change of partDer
f) alter repeated bladder infections
g)with onset of menopause
h) after gynecological surgery
i) life stress (e.g. marital conflict, tinancial problems)
j) after an abortionk) other _

3) Have you always felt pain during intercourse sinee your tirst experienœ of pain with
intercourse?

a)yes
b) no, ildepended on the panner
c) no, when 1stopped raking the pille it went away
d) no, il came and went without any apparent reuon
e) no, alter childbirth. it stopped temporarily and then came back
ono, alter tteatment , it stopped and tben came backg) no, otber _

4) Have you had more than one partner sinœ the pain started? YES NO

S) How many health professionals bave you consulted for the pain? _

6) Wbat diagnoses and 1I'eatments were you given by the bealth professionals ta whom you
repol1ed the pain?

Please Iist the name ofevery diagnosis, medicationltreatmenl you remember reœiVÏDg and
the number of limes you tooklunderwent the prescribed tteabDenL

Diagnosis Treatment Number of tilDes taken

• 7) nHave you ewr aaempted to 1Iealor aDeviate tbe pain in any of the following ways?
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•

•

Check off spednc method trled (e.l. clIanpDI mattress)

mHow much bas it belped on a scale from 0 (not at ail) to 10 (cured)

a) a variety of small measures
wearing cotton underwear _
using mlld soaps or no soap al aIl _
special baths _
changing your mattress _
other (please specify) _

b) changing aspects of your sex life
intercourse positions _
asking your partner ta go more slowly _
trying 10 enbance arousal by prolonging foreplay _
trying ta enbance arousal by wearing sexy clothîng _
trying ta enhance arousal by watebing erolic f1lm _
heing more sexually assenive _
changing partners ....- _
other (please specify) _

c) trying a variety of creams
applyiDg lubricant (e.g. K·Y or Crisco) ta yourself or your partner _
applying moisturizing cream (e.g. Plevex) _
applying corticosteroid cream as presaibed by a doctor _
applying an anesthetic jelly (e.g. Xylocaine ta freeze the area) _
applyiDg bonnonal cream (e.g. Premarin) _
antifungal cream _
other (please specify) _

d) alternative Medicine
supplemental vitamins (e.,. vitamin E)__
special diet (e.g. low in calcium oxalate, low su,ar ete.) _
bomeopatbic remedies Ce.g. berbs ornatural solutions) _
pbysiotberapy _
osteopathy _
acupuncture _
musage tberapy_---otber(please specify) _

e) psychologica1lœ1lJDeDts
individual psycbodlerapy _
marital/couple tberapy _
sex tberapy~.......__
hypnOSÏS, relaxation _
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•

•

Kegel and dilatation exercises _
biofeedback --
otber (p1ease specüy} _

1) other medical treatments
taking hormones orally (e.g. hormone plis e.g., PremarinlProvera) _
antibiotics~_~
systemic antifUDgals _
systemic antivirals _
interferon injectiollS _
other (please specüy> _

g) surgery
D&C _
laser ....... _
vestibuleetomy _

h) other (please specüy) _

9) Has any other memberofyourfamily suffered from the same problem?
YES NO Not discussed
IfY•• what relationship 10 you? _

10) Have you ever experienœd an inddentftllness involving vulvar pain in the past '1
YES NO

Please sPeCüy _
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How aroused 1am~__
How lona foreplay lasts~_
The place wbere we have intercourse _
The lime ofmy mensttual cycle _
Wbetber 1am lJlI1'Y wim my partDer__
Wbetber 1bave taken any drugs~__
Whelber 1baw bad an alcobolic beveraae _
How IODa we bad been bavina intercourse _

•

•

(ail WODlen presently havin. intercoune)

PAIN

1) Over the put 6 months approximately how many tilDes have you attempted 10 have
intereourse per month? (IF ANSWER = 0 proceed te page
14)

2) In the put 6 montlls, bave you ever experienced pain or significant discomfort before,
during or alter intercourse? YES NO If no, SKIP TO Q-S

3) Why do you think you bave pain widl intercourse? Wbat is your personaI theory about
your discomfon?

4) In the put 6 months approximately how many limes per month has your panner's erect
penis been able 10 enter your vagina (succeeded in baving intercourse)?
____ limes per month.

S) Over the past 6 months. what is the average length of lime tbat your panner's erect penis
is in your vagina ? minutes

6) In the last 6 months approximately how many times per month do you experience pain
due ta intercourse? tilDes per month.

7) Wben you do bave pain, is the pain always of the same intensity or does it vary?

YES NO (it varies)

8) If.ppUmble: Is there anytbina special about the ÛlDes when you have less or no
pain? Are Ibere any speda1 circumstances you CID identify? Please check offany
of the foDowing tbat apply or specify cirtumstanœs not lisled.

It depends on (put check mark on as many 15 apply)

How tired 1am~__
How lubrïcated 1am._--
The intercourse position we use _
How nervous or anxious 1am~__
The partner 1am baviDg sex wim__
Wbetber we are aJonc in the bouse__
The lime ofclay _
The IeDJtb of âme since the
Iastepisode of intercoune~__Otber (please specify) _
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• 9) When does the pain typical1y stan?

a) beCore penis touches vaginal opening
b) when penis stans ta enter vagina
c) when penis bas fully entered and is thrusting
e) within 112 hour after intercourse
o more than 112 hour after intercourse
g) other. Please specify _

10) How long does the pain typicaDy last ,

a) during penile entty only
b) during the penile thrusting only
c) only for a period arter penile exit
d) during penile entry and after peDÜe exil
e) during penile entty and during peDile thrusûng
1) during peDile thrusting and for some lime after penile exit
g) during penlle enlry, during penile tbrusûng and alter penile exit
h) il is Dever the same: there is no typical pattern

If il lasts after penile exit, plesse state for how long alter, the pain is Cell

TUDe: ___ minutes ___ hours ___ days

Il) Where do you typicany Ceel the pain during intercourse? Is there a specifie spot you
ean show me? If yes, where , (You may select more than one)
(Show model and code on the diagram)

a) al the vaginal opening
b) everywbere on the vulva
e) inside the vagina
d) in the pelvic or abdominal Iegion

vestibule

9-12_

6-9_

_12-3

_3-6

6
12) Rate the averaae inteDSity of1be pain al the enUy and/or lower part of the vagina (put 6
montbs) on a scaIe of 0 ta 10

•
o 1
no pain

2 3 4 5 6
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• 13) Rate the average intensity of the pain in the pelvic or abdominal region (put 6 months)
on a scale of 0 ta 10

876s432 9 10
worst

pain ever

14) In the past 6 montbs bave you œgularly experienced pain in your genital area in any of
the following situaûons?

o 1
no pain

a) Friction with clothing__
b) Urinating in general Urinating aCter intercourse _
c) Insening a tampon _
d) Removing a tampon _
e) Masturbating alone _
oPartner stimulating you manually _
g) Panner stimulating you orally _
h) Fmger insertion ~~_~
i) Standard gynecological examinaûon _
j) Sporting acûvity (pleue specify)~ _
k) Pain nol œlared ta any specific activity _
1) Other please specify _

15) Do you replutYsuffer from any of the foUowing pains? Please check off as many
of the following as apply.

Neck pain_
Pain in kidneys _
Sore throat_
Tootbacbes _
Earaches_Otber Please specify _

• 158



• (womeD DOt haviDI intercourse DOW)

PAIN

1) How long bas it been since the last time you had intercourse?

____ months _____ years

2) What is the reason you have not had intercourse in the past 6 months?

a) 1have no partner al the moment
b} it horts toc> much
c) 1have no desire
d) my partner bas eœction problem
e) my panner has no desire
o my partner is concemed about huning meg) otber _

3) Do you want ta resume intercourse? YES NO

•

4) When you bad intercourse in the past did you ever experience pain or significant
discomfon before, during or after intercourse? YES NO If no skip to Q-20

S) Why do you think you have pain with intercourse? What is your personallheory about
your discomCort?

6) In the past approximately how Many limes per month were you .uemptllII te haveintercourse 7 _

7) In the past approximately how many limes per montb has your panners creet penis
been able 10 enter your vqina (sucœeded in having intercourse)? âmes
permonth.

8) What was the Iveraae lengtb of tilDe that your panners ereet penis \VIS in your
vaJÎD& 1 minutes

9) How many tilDes per month did you experience pain due 10 iDreœoune? limes
permonth.

10) Wben you do bave pain, is die pain alwlYs tbe same inteDSity ordoes it vary?

YES NO (il varies)
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•

•

Il) Il.ppUeable: Is there anytbing special about the tilDes when you have less or no
pain? Are tbere any special cin:umstanees you cao identify? Please check offany
of the following that apply or specüy cin:umstanees not listed.

It depended on (put check mark on as many as apply)

How tired 1was How aroused 1was _
How lubricated 1wu How long foreplay lasted__
The intercourse position we used The place where wc had intercourse _
How nervous or anxious 1was The time ofmy mensttual cycle _
The parlDer 1was having sex with Whether 1was angr)' with my partner _
Whether we were alone in tbe house Whether1had taken any drup _
The time ofday _ Whether 1had an alcobolic beverage _
The length of âme sinœ the last episode of intercourse _
How long we had been having intercourse for__Other _ (please specify) _

12) Wben did the pain typicaIly start?

a} befme penis touched vaginal opening
b} wben penis swted 10 enter vagina
c) when penis had fullyentered and is tbrusting
e) immediately after intercourse
o more tban 112 bour after intercourse
g) other. Please specify _

13) How long did the pain typically Iut 1

a) during penile entry aoly
b) during peRÜe tbrusting only
c) only for a period arter peniJe exit
d) during penile entry and alter penile exit
e) during peDÜe eotry and duriDg peDile tbrusûng
oduring penile tbrusting and for some lime after peDile exit
g) during penile entry, during penile thrusting and alter peDÜe exit
h) it was never the same; tbere is DO typical pauem

If il Iasted alter penne exit. please state for how long after, the pain was Cell

Tune: minutes hours days

14) Where did you typicaIly feellbe pain during ÏDteltourse? Is tbere a specifie spot you
can show me? If yes, where 1 (You may select more than one)

(Show model and code on die diagram on next page)

a) al the vqiDal openÎDI
b) everywbere on tbe valva
c) inside 1be vqina
d) in 1be pelvic or abdominal œgion
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ye&tibule• ï2
9-12_ _12-3

6-9_ _3-6

6
1S) Rate the intensity of the pain al the entry and/or lower pan of the vagina on this scale of

Oto 10

o 1
no
pain

2 3 4 s 6 7 8 9 10
worst
pain ever

16) Rate the intensity of the pain in the pelvic or abdominal region on this scale of0 to 10

o 1
no
pain

2 3 4 s 6 7 8 9 10
worst
painever

•

17) Have you ever regularly experienœd pain in your genital area in any of the foUoWÎDg
situations?

a) Friction witb clothing__
b) Urinating in general Urinating after intercourse _
c) Inserling a campon _
d) Removing a tampon _
e) Masturbating alone _
oPanner stimulating you manually _
g) Partner stimulating you orally _
h) Fmger insertion ~

i) Standard gynecological examination _
j) Sportîng acûvity (pleue specify)~ _
t) Pain not related to any specifie acûvity _
1) Other please speclfy _

18) Do you npIarIy suffer from any of the foUowing pains? Please check off as many
of the foUowing as apply.

Neck pain_
Pain in Iddneys _
Sore throat _
Tootbacbes _
Earacbes_0Iber Please specify _
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•

ENTREVUE DIRIGÉE

FEMMES

Numéro du sujet _

Référée par _

Intervieweur _

Date de l'entrevue _
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•
,

INFORMATION SOCIO-DEMOGRAPHIQUE

1) Date de naissance , ,_
mois jour annœ

2) Lieu de naissance

1) Canada
2) Etats-Unis
3) Europe de l'Ouest
4) Europe de l'Est
S) Afrique
6) Asie
7) Australie
8) Moyen-orient
9) Amérique Latine/Amérique du Sud
10) Caralbbes

3) Quelle est la culture llaqueUe vous vous sentez le plus étroitement liée?

1) Québécoise
2) Canadienne Anglaise
3) Américaine
4) Européenne de l'Ouest
S) Européenne de l'Est
6) AfricaiDe
7) Asiatique
8) Austtalienne
9) Moyen-Orient
10) Latin~AméricainelSud-AméricaiDe

Il) ClraYbbes

4) QueUe est votre langue maternelle? _

S) Dans quelle religion avez-vous été élevée1 _

6) Combien d'années de scoluité avez-vous? _

7) Quel est le revenu annuel approximatif de votte ménqe1

•

a) SOOO - 59,999
b) S10,000 - 519,999
c) $20,000 - $29,999

d) 530,000 • 539,000
e) $40,000 - $49,999
f) 550,000 - S59,000
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1)• HISTOIRE RELATIONNELLE

Lequel des points suivants décrit le mieux voire statut civil actuel?

a) célibataire non engagée dans une relation
b) célibataire avec un panenaïre régulier
c) en union de fait
d) mariée depuis

2) Depuis combien de temps etes-vous dans la situation encerclée ci-dessus?

____~années ,mois

3) SI vous avez un partnenalre, quel Ige a-t-il? ans

4) Votre parte....re serait-il intéressé l participer l notre étude? OUI NON

S) Avez-vous déjà accouché? OUI NON

SI ouf, spécifier le ## d'enfants _

•

6)

7)

8)

9)

10)

Il)

12)

Combien de fois avez-vous été légalement séparœ ou divorcée? _

Avez-vous déjà été veuve? OUI NON

Av~ combien de partenaires avez-vous cohabité ou avez-vous été mariée?

Combien de relalions amoureuses considérées "sérieuses" avez-vous eu dans votre
vie? ----
Quel est le nombre total de partenaires avec qui vous avez eu des relations sexuelles
(incluant les aventures d'un soir) _

À quel Ige avez-vous eu votre première relation sexuelle? ans

Vous souvenez-vous de cette expérience comme étant quelque chose de
douloureux? OUI NON
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• HISTOIRE GYNÉCOLOGIQUE

1) Laquelle des situations suivantes caractérise le mieux vos menstruations des 6 derniers
mois?

a) rai des menstruations régulières
b) J'ai un cycle irrégulier
c) Mes menstruations sont irrégulières car j'approche la ménopause
d) Je n'ai pas de menstruations parce que je noums mon bébé au sein
e) Je n'ai pas de menstruations parce que j'ai subi une hystérectomie panielleoJe n'ai pas de menstruations parce que j'ai subi une hystérectomie complète
g) Je n'ai pas de menstruations parce que j'ai déjà eu ma ménopause
h) Autre. Veuillezspéciftef - _

2) SI vous ayez des menstruations, évaluez SUf l'échelle suivante l'intensité de la
douleur que vous ressentez lors de vos mensuuations.

o
aucune
douleur

1 2 3 4 s 6 7 8 9 10
douleur

la plus intense

SI oui, a) depuis quand?

•

3) SI vous avez d'J~ eu votre m4nopause, indiquez la date llaquelle vous avez eu
vos dernières menslJUatïons.

1
mois année

4) SI VOU avez d'J~ eu votre "DOpause, prenez-vous des hormones? OUI NON

_~/_~
mois année

b) QueUe sone d'hormones prenez-vous actuellement? _

c) Quelle est la dose? _

d) Avez-vous déjà pris d'lOues types d'hormones? OUI NON

SI oui, indiquez i) quelle sorte _
ü) queUe dose _
m) combien de temps. _

SI non, en avez-vous déjà pris? OUI NON

S) Si vous avez déjl pris des hormones et que vous avez arrêté d'en prendre, indiquez
pourquoi.
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• 6) Avez-vous déjà pris la pilule? OUI NON

7) SI ouf, à quel Ige avez-vous commencé à la prendre ? ,ans

8) SI oui, indiquez le nombre total d'années et de mois de voile vie durant lesquels vous
avez pris la pilule.

____,mois ____ années

a) Douche vaginale
c) Condoms
e) Cape cervicale
g) Le stérilet
i) Pilule du lendemain
le) Hystérectomie
m) Je suis infertile
0) Je n'ai plus de menstruations

en raison de ma ménopause
q) Colt interrompu

9) ~uel des points suivants caractérise le mieux votre situation actuelle en tennes de
contraception? (enceJtlez tous les items qui s'appliquent)

b) Gelée ou mousse spermicide
d)DiaphragmeoL'éponge
h) Lapüule

j) Ligature des trompes
1) Mon partenaire aeu une vasectomie
n) Mon partenaire est infertile
p) Méthode du calendrier (s'abstenir

pendant l'ovulation)
r) Pas de conttaœption mais je ne

veut pu devenir enceinte
s) ressaie de devenir enceinte t) Je suis enceinte
u) Je nourris mon bébé au sein v) Je n'ai pas de relations sexueUes
w) Pas de panenaireslpas de contraception x) Autre. Veuillez spéd11er

POUR LES FEMMES AYANT DÉJÀ ACCOUCHÉ (' 18,11,12)

10) Combien de césariennes avez-vous eu? _

Il) Combien d'accouchements avec épisiotomie avez-vous eu? _

12) Combien d'accouchements avec déchirement du vagin avez-vous eu? _

13) Combien de fausse-c:ouches avez-vous eu?

14) Combien d'avonements avez-vous eu? _

1S) Combien d'infections vaginales (candida, etc.) avez-vous eu dans les derniers deuxans? _

a) Quels traitements avez-vous utilis6? _

b) Comment les infections ont-eUes été diagnostiquées?
i) avis dum~etcultures positives
ü) avis du médecin seulement
iü) auteMIiapos1ic

• 16) Avez-vous eu des infections vqïna1es l ft!pétition dans le passé?
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• 17) Combien d'infections de la vessie ou urinaires (cystites) avez-vous eu dans les
derniers deux ans? _

a) Quels traitements avez-vous u1i1isé? _

b) Comment les infections ont-enes été diagnostiquées?
i) avis du médecin et analyse d'urine positive
ü) avis du médecin seulement
lli) aulre (veuillez spédfier) _

18) Avez-vous eu des infections de la vessie ou urinaires (cystites) à répétition dans le
passé? OUI NON

19) Combien de fois urinez-vous en une journée? _

20) Avez-vous déjà souffert des MTS (maladies transmises sexuellement) suivantes?
(Cochez si ça s'applique)

Cblamydia,_~~
OardnereUa vaginalis _
Herpes génitai, _
Condylomes _
Gonorrhée, _
H.I.V.....- _
Siphyllis,~~__
Trichomoniasis _
Autre Veuillez spédfier _

21) Avez-vous déjà souffert d'une salpingite?
OUI. présentement
OUI, dans le passé
NON

22) Avez-vous déjà souffert d'endoméaiose?
OUI, presentement
OUI, dans le passé
NON

23) Avez-vous déjà subi les chirurgies génitales/gynécologiques suivantes? Si oui. quand?

•

Hystéree:tomie, _
Laparoscopie _
Ovariectomie'----Ligatures des 1rOIDpeS, _
Laser pour condyomes. _
Autte _
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•

•

HISTOIRE DE LA DOULEUR
1) Quand avez-vous commencé l ressentir de la douleur pendant les relations sexuelles?

___mois ~année

2) Comment cela a-t-il commencé? (cochez tout ce qui s'applique)

a) avec ma première re1aIion sexuelle
b) après des infections vaginales n!pétées
c) après avoir accouché
d) sans raison apparente
e) quantfai changé de panenaire
1) après des infections urinaires ~pétées
g) avec l'arrivée de ma ménopause
h) après une chirurgie gynécologique
i) après un stress important (e.g. conflit conjugal, problèmes financiers,etc.)
j) après un avortementk) autte, _

3) Avez-vous toujours ressenti de la douleur pendant les relations sexuelles depuis la
première fois que vous avez ressenti ce type de douleur?

a) oui
b) non, ça dépend du partenaire
c) non, quand j'ai arrêté de prendre la pilule, la douleur est disparue, puis est revenue
d) non, ça vient et ça pan sans raison apparente
e) no, après avoir accouché, ça s'est arrêté temporairement et puis c'est revenu
t) non, après le traitement suivant . ça s'est arrêté el puis c'est revenug) non, autre _

4) Avez-vous eu plus d'un partenaire depuis que la douleur a commencé? OUI NON

S) Combien de professionnels de la santé avez-vous consulté pour votre
douleur? _

6) Quels diagnostics etquels traitements vous ont-ils été donnés par les professionnels de
la santé l qui vous avez parlé de voue douleur?

Veuillez dresser la liste de tous les diagnostics et médicaments/traitements dont vous vous
souvenez ainsi que Je nombre de fois que vous avez pris/subi Je traitement prescrit

Diagnosdc Traitement Nombre de fois reçu
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•

•

7) nAvez-vous déj1 essayé de traiter ou de soulager la douleur à raide des moyens
suivants?

Encerclez le moyen ainsi que la IMthocie utllls4e (ex.: chanier de matelas)

mJusqu'à quel point cette méthode vous a-t-elle aidé, sur une écbelle de 0 (pas du
tout) 110 (guérison complète)?

a) quelques changements mineurs
porter des sous-vêtements de coton _
utiliser un savon doux ou aucun savon _
bains spéciaux:-__
changer de matelas.~__
autre (veuillez spécifœrl _

b) changements dans vos pratiques sexuelles
changer de position pour les relations sexuelles, _
demander à votre partenaire d'aller plus lentement. _
essayer d'augmenter l'excitation sexuene en prolongeant les jeux préliminaires_
essayer d'augmenter l'excitation sexuene en portant des sous-vêtements sexy_
essayer d'augmenter l'excitation sexuelle en regarder des films érotiques_
vous atrumer davlDtage sexuellement~__
changer de partenaiJe~__
autre (veuillez spécifier) _

c) utiliser différentes crèmes
un lubrifiant pour vous-même ou pour votre partenaire (ex.: K-Y, Crisco) _
une crème bydratante (ex.: Plevex ou autte crème sans prescription)__
une crème avec corticostéroïdes prescrite par unmédecin_~~
une gelée anesthésique (qui ftgèle" la zone douloureuse, ex.: Xylocaine)__
une crème hormonale (ex.: crème Premarin). _
une crême antifonpque.~__
autre (veuillez specifier> _

d) médecine douœJaltemative
prendre des vitamines (ex.: vitamine E) _
remèdes homéopathiques (produits nauuels, herbes, ete.). _
alimentation/diète (ex.: Œduùe l'oxalate de calcium, le sucre, ete.), _
physiothérapie _
ostéopatbie~ _
acupunetuœ.~__
massolbérapie__~~
aulre (veuillezSJ*ifier),---------------
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•

e) psychothérapie
psychothérapie individueUe_
thérapie de coup)e,__
thérapie sexueUe _
bypnose, _
exercices de reIaxation~__
exercices Kegel ou de dilatation,__
biofeedback, _
autte (veuillez spécifier) _

oautres lraitements médicaux
thérapie honnonale par voie orale (comprimés tels que PremarinlProvera)
antibiotiques
antifongiques
anliviraux
injections d'interféron
autre (veuillez spécifier) _

g)cbirurgie
curetage
laser
vestibulectomie
autre (veuillez spécifier) _

h) autre (veuillez spécifier) _

8) y a-t-il d'auttes membres de votre famille qui souffrent ou qui ont souffen du même
problème? OUI NON Non discuté
SI oui, quelle est leur relalion avec vous? _

9) Dans le passé, vous est-il déjà anivé un incident comprenant de la douleur wlvaire?
OUI NON

Veuillezspécifier _
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•

(pour les femmes ayant présentement des relations sexuelles)

DOULEUR

1) Durant les derniers 6 mois, environ combien de fois par mois avez-vous essayé d'avoir
des relations sexuelles? (SI répoMe =0, allez à la page
14)

2) Durant les derniers 6 mois, avez-vous ressenti de la douleur ou un inconfort significatif
avant, pendant ou après les relations sexuelles? OUI NON SI non, allez l Q-4

3) Pourquoi croyez-vous que vous ressentez de la douleur pendant les relations sexuelles?
QueUe est voue théorie personnelle en ce qui concerne votre douleur?

4) Durant les derniers 6 mois, environ combien de fois par mois le pénis en érection de
votre partenaire a-t-il pu pénétrer votre vagin (relation sexuelle réussie)?
____.fois par mois

S) Durant les derniers 6 mois, le pénis en érection de votre partenaire demeure en moyenne
combien de temps dans votre vagin? minutes

6) Durant les derniers 6 mois environ, combien de fois par mois ressentez-vous de la
douleur pendant les relations sexuelles? fois par mois

7) Lorsque vous avez de la douleur, est--el1e toujours de la même intensité ou varie-t--el1e?

OUI NON (varie)

8) SI ça s'applique: Avez-vous remarqué quelque chose de spécial à propos des fois oà
vous avez plus ou moins de douleur? Pouvez-vous identifier des circonstances
particulièrement favorables ou défavorables? Veuillez cocher les points qui
s'appliquent Avoile cas ou spécifier les circonstances qui ne sont pas énumérées ci­
dessous.

Cela dépend de... (cochez tous les points qui s'appliquent)

Jusqu'A quel point je suis fati&*, _
Jusqu'A quel point je suis excitée~__
Jusqu'A quel point je suis lubrifiée _
La duœe des jeux préliminailes__~
La position que nous adoptons pour faire l'amour _
L'endroit o~ nous nous 1rouVODS_
Jusqu'l quel point je suis nerveuse ou anxïeuse, _
œ je me trouve daDa mm cycle menstrue__l __
Le partenaire avec lequel je me 1rOUVe:-_
Si je suis fic" conlie mon panenaire_
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• Si nous sommes seuls dans la maisonloooo-__
Le moment de la journée__
Si j'ai consommé un breuvage alcoolisé__
Si j'ai consommé des drogues,~__
Le durée de temps écoulé depuis noue dernière relation sexuelle _
La durée de notre relation sexuelle. _
Autte _(veuillez spécifier), _

9) Quand la douleur commenœ-t-elle habituellement?

a) avant que le pénis ne touche ll'entree du vagin
b) quand le pénis commence l entter dans le vagin
c) quand le pénis a complètement pénétré le vagin el qu'il y adu va-et-vient
e) moins d'Ill heure après la fin de la relalion sexuelle
t) plus d'1/2 heure après la fm de la relation sexuelle
g) autre (veuillez spécifier) _

10) Une fois la douleur appame, durant quelles étapes de la relation sexuelle la ressentez­
vous?

a) seulement durant l'enne du pénis
b) seulement durant le mouvement de v..et-vient du pénis
c) seulement pour un peu de temps après la IOnie du pénis
d) durantl'en1l'ée du pénis et après sa sonie
e) durant l'entrée du pénis et durant le mouvement de va-et-vient
t) durant le mouvement de va-et-vient du pénis et quelque temps après sa sortie
g) ll'entrée du pénis, durant son mouvement de va-et-vient et après sa sortie
h) ce n'est jamais pareü: ü n'y a pas de "pattern"

Stil y a Heu, indiquez la durée de la douleur après le rettait du pénis

Duree: minutes heures jours

Il) À quel endroit de la ~gion génitale ressentez-vous habituellement la douleur lors des
relations sexuelles? Pouvez-vous mtindiquer un endroit précis? SI oui, oà? (Vous
pouvez choisir plus d'un endroit) (Montru modHe et codez sur le
dJacramme)

a) ll'entree du vagin
b) partout sur la vulve
c) l l'intérieur du vagin
d) dans la n!pon abdominale (utérus. ete.)

yeatjbule

•
9-12_

6-9_

_12-3

_3-6
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• 12} Évaluez l'intensité moyenne de votre douleur ll'entrée et/ou l l'intérieur du vagin
(derniers 6 mois) sur une échelle de 0 110

o 1 2 3 4 S 6 7 8 9 10
aucune douleur
douleur la plus intense

13) avaluez l'intensité moyenne de votre douleur dans la région abdominale (derniers 6
mois) sor une échelle de 0 110

o
aucune
douleur

1 2 3 4 6 7 8 9 10
douleur

la plus intense

•

14) Durant les derniers 6 mois, avez-vous régulièrement ressenti de la douleur dans la
region génitale lors des situations suivantes?

a) friction due l des vetements senâ _
b) quand vous urinez. _
c) l l'insertion d'un tampon, _
d) en enlevant un tampon,~~__
e) durant la muturbadoD (seule) _
o lorsque voue partenaire vous stimule manueUement _
g) lorsque votJe partenaire vous stimule oralement:- _
h) en insérant un ou plusieurs doigts dans votre vagin _
i) lors d'un examen gynécologique régulier _
j) lors d'activité(s) sponive(s)__~~_
k) douleur sans IIÏSOn apparente, non-liée l une activité spécifique _
1) autre veuillez spécifier _

15) Souffrez-vous ripU.nment des douleurs suivantes? Cochez tous les points qui
s'appliquent.

Douleur au cou_
Douleur aux reins_
Maux de gorge_
Maux de dents_
Douleurs aux oreilles_Autre_Veuillez spécifier _
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• (pour les femmes n'ayant pas de relations sexuelles)

DOULEUR
1) Combien de temps cela fait-il que vous n'avez pas eu de relations sexuenes?

mois---- ____~années

OUI NON

•

2) Quelle est la raison pOur laquelle vous n'avez pas eu de relations sexuelles dans les
derniers 6 mois?

a) Je nIai pas de partenaire présentement
b) Ça fait trop mal
c) Je n'ai pas de désir sexuel
d) Mon partenaire a des problèmes d'érection
e) Mon partenaire n'a pas de désir sexuel
t) Mon partenaire apeur de me faire malg) Autle _

3) Désirez-vous recommencer l avoir des relations sexuelles?

4) Lors de vos relations sexuelles passées. avez-vous ressenti de la douleur ou un
inconfort significatifavant. pendant ou après les relations sexuelles? OUI NON
SI non, passez l Q-6

5) Pourquoi croyez-vous que vous ressentez de la douleur pendant les relations sexuelles?
Quelle est votre théorie personnelle en ce qui concerne voire douleur?

6) Dans le passé, environ combien de fois par mois essayiez-yous d'avoir des relationssexuelles? _

7) Dans le passé, environ combien de fois par mois le pénis en érection de votre
partenaire pouvait-n pénéller voue vqin (relation sexuelle réussie)?
___,fois par mois

8) Dans le passé. le pénis en érection de voile partenaire demeurait en moyenne combien de
temps dans votre vqin? minutes

9) Daas le passé, environ combien de fois par mois ressentiez-vous de la douleur pendant
les œlaûons sexuelles? fois par mois

10) Lorsque YOUS avez de ladouleur, est-eUe toujours de la nteme intensité ou varie-t-elle?

OUI NON (varie)
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•

•

Il) SI ça s'.ppUque: Avez-vous remarqué quelque chose de spéciall propos des fois
o~ vous aviez plus ou moins de douleur? Pouvez-vous identifier des circonstances
paniculièrement favorables ou défavorables? Veuillez cocher les points qui
s'appliquent l votre cas ou spécifier les circonstances qui ne sont pas énumérées ci­
dessous.

Cela dépendait de... (cochez tous les points qui s'appliquent)

Jusqu'à quel point j'étais fati~ _
Jusqu'à quel point j'étais eXC1tée,~__
Jusqu'à quel point j'étais lubrifiée, _
La durée des jeux preIiJninaire$_~
La position que nous adoptions pour faire l'amour _
L'endroit o~ nous nous ttouvions_
Jusqu'à quel point j'étais nerveuse ou anxïeuse _
00 je me trouvais dans mon cycle mensuuel,__
Le pattenaire avec lequel je me ttouvlÏS:.-_
Si j'étais fichée contre mon partenaire_
Si nous étions seuls dans la maïsoo _
Le moment de lajOUl1lée~_
Si j'avais consommé un breuvage a1coo1isé_
Si j'avais consommé des drogues,_---"!"~
Le durée de temps écoulé depuis DOire dernière relation sexuelle,-__
La durée de notre relation sexuelle, _
Autre _(veuillez spécifierl _

12) Quand la douleur commençait-t-elle habituellement?

a) avant que le pénis ne touche à l'entrée du vagin
b) quand le pénis commençait l entier dans le vagin
c) quand le pénis avait complètement pénétré le vagin et qu'il y avait du va-et-vient
e) moins d'Ill heure après la rm de la relation sexuelle
t) plus d'1/2 heure après la fin de la relation sexuelle
g) auue (veuillez~er) _

13) Une fois la douleur apparue, durant quelles étapes de la relation sexuelle la ressentiez­
vous?

a) seulement durant l'en~ du pénis
b) seulement durant le mouvement de va-et-vient du pénis
c) seulementpour un peu de temps après la sortie du pénis
d) durant renne du p6nis et après sa sortie
e) durant l'entœe du p6nis et durant le mouvement de va-et-viento durant le mouvement de vHt-vient du pénis et quelque temps après sa sortie
g) àl'enlrte du pénis, durant son mouvement de va-et-vient et après sa sortie
h) ce n'estjamlls pareil: il n'y a pas de "paaem"

S'il y a lieu, indiquez la dide de la douleur après le rettait du pénis

0UJde: minutes beures jours
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• 14) À quel endroit de la œgion génitale ressentiez-vous habituellement la douleur lors des
relations sexuelles? Pouvez-vous m'indiquer un endroit précis? SI oui. ob? (Vous
pouvez choisir plus d'un endroit) (Montrez mod~le et eodez sur le
dI8.ramme)

a) à l'eDtree du vagin
b) partout sur la wlve
c) à l'intérieur du vagin
d) dans la région abdominale (utérus. ete.)

yestibule

9-12_

6-9_

_12-3

_3-6

-6
15) Évaluez l'intensité moyenne de votre douleur à l'intérieur et/ou à l'entrée du vagin sur
une échelle de 0 l10

o 1 2 3 4 5 6 7 8 9 10
aucune douleur
douleur la plus intense

16) Évaluez l'intensité moyenne de votre douleur dans la région abdominale sur une échelle
deOll0

o
aucune
douleur

1 2 3 4 5 6 7 8 9 10
douleur

la plus intense

•

17) Avez-vous déjà régulièrement ressenti de la douleur dans la région génitale lors des
situations suivantes?

a) friction due l des vetemenlS sems,-,",~__
b) en urinant en urinant après une relation sexuelle _
c) ll'insertion d'un tampoD. _
d) en enlevant un tampoo._.........__
e) durant la masturbalion (seule)................_~
f) lorsque VOire partenaire vous sdmule manuellement... _
a) lorsque voue partenaire vous stimule oralemeDt...~----
b) en insérant un ou plusieun doÏJIS dans votre vagin, _
il lors d'un examen JY*ololÏQue réplier. _
j) lors d'aetiviU!(s) sportive(s)_~~ _
k) douleur sans raison IpJ!!Rnte, DOn·li~ lune aclivifé spécifique, _
1) autre wuillez spécifier, _
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•

18) Souffrez-vous répUirement des douleurs suivantes? Cochez tous les points qui
s'appliquenL

Douleur au cou_
Douleur aux reins_
Maux de gorge_
Maux de dents_
Douleurs aux oreilles_
Aub'e_Veuillez spécifier _
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Appendix 7 - Post-TreabDent and

6-month FoUow-Up Structured Interview

Randomized TreabDent Outeome Study
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STRUCTURED INTERVIEW

WOMEN

circle one or the other

Subject Number _

Referred from _

Interviewer _

Date of interview _
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1)
•

•

RELATIONSHIP HISTORY

Is your cUITent relalionsbip status the same as it wu al the lime of the first
interview? YES NO IfYES, go to the following section.

For women wbo's relatloDlhfp status Is cUlferent than al the ftnt Interview:

2) Which of the following best describes your cuneot situation?

a) no regular panner Il the moment
b) dating one putner regularly
c) living witb a panner
d)mmied

3) How long have you been in the situation you circled above1

____ years months

4) If you have a partner, please stale how old he is. years

5) Would your panner be wiUing 10 participate in this study? YES NO
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• GYNECOLOGICAL HISTORY
1) Please the average intensity of the pain you experienced during your menstrual periods

in the last 3 (or 6) months.

876S43 9 10
wont
painever

2) Wbich of the followiDg best describes your situation Il the moment in terms of
contraception? (please circle u Many u apply)

o 12
no pain

a) Douche
c) Condoms
e) Cervical cap
g) IUD
i) Moming-after pill
k) Hysterectomy
m) You are infertile
0) You no longer bave periods due

ta Menopause
q) Panner exilS befoœ ejaculaûDg

s) Trying to get pregnant
u) You are breast-feeding
w) No panner/no measures

b) Spennicide jelly or foam
d) Diaphragm
f) Sponge
h) The pill
j) Tuballigation (tubes lied)
1) Panner has vasectomy
n) Panner is inferlile
p) Rhythm metbod (abstain when

owlating)
r) No contraceptive measures taken

but do not want to get pregnant
t) You are pregnant
v) Do not engage in in~ourse al all
x) Other. Please specify

3) How Many yeut or otber vaginal infections bave you had in the last 3 (or 6) months?

a) What treatments did you use? _

b) How were they diagnosed? i) cünical plus positive culture
ü) clinica1 only
üi) self-diagnosed

4) How many bladderJurinary infections (cystitis) bave you bad in the last 3 (or 6)
montbs? _

a) Wbat treaanents did you use? _

b) How weœ they diqnosed? i) cünical plus uriDalysis
ü) clinica1 only
m) otber (plesse specify) _

•
S) In the Iast3 (or 6) montbs. approximately how often did you urinate in one clay ?
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• <ail women presently having intercourse)

PAIN

1) Over the past 3 (or 6) montbs approximately how many tilDes have you atteDlpled to
have intercourse per month'1 (IF ANSWER =0 proceed to
following section)

2) In the past 3 (or 6) montbs approximately how many tilDes per month has your
panners erect penis been able ID enter your vaJina (succeeded in having
intercourse)? times pee month.

3) In the past 3 (or 6) montbs, wbat wu the average length of âme that your partner's ereet
penis wu in your vagina ? minutes

4) In the past 3 (or 6) montlls, have you everexperienced pain or signifieant discomfort
before, during or after intercourse? YES NO If NO, skip to question 8.

S) In the last 3 (or 6) montbs approximately how many tilDes pee month did you experience
pain due 10 inten:ourse? times per month.

6) How long did the pain typicaIly last '1

a) during penile entry oniy
b) during the penile thrusting oniy
c) onJy for a period after penile exit
d) during penile entty and alter peDile exit
e) during penile eoay and during peDile tbrlœting
f) during peDile thrusting and for some lime after penile exit
g) during penlle entty, during peDile tJuusting and after peDÜe exit
h) il is nevee the same: tbere is no typical pattern

If it lasts alter penile exit, please state for how long after, the pain is Cell

Time: minutes bours days

7) Wbere did you typically feel the pain during inten:ourse1 Is there a specifie spot you
CID show me'1lf yes, where '1 (You may select more tban one)

a) al the vqinal opening
b) everywbere OD tbe vulva
e) iDside tbe vap
d) in the pelvic or abdominal region

8) Rate the average intensity of the pain at the enlry and/or lower part of the vagina (past 3
or 6 montbs) on a scale of0 to 10:

•
o 1
no
pain

2 3 4 S 6
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9) Rate the average int.ensity of the pain in the pelvic or abdominal region (past 3 or 6
months) on ascale of0 to 10:• o 1
no
pain

2 3 4 s 6 7 8 9 10
wont
painever

10) In the past 3 (or 6) montlls bave you regularly experienced pain in your genital area in
any of the ColloWÎDg situations?

a) Friction widl clothin.__
b) Urinating in geœral Urinating alter intercourse _
c) Inserting a tampon _
d) Removing a tampon _
e) Masturbaling alone _
oPanner stimulating you manually _
g) Partner stimuladng you orally _
b)Fm~rm~mon~~__~_
i) Standard gynecological examination _
j) Sporting activity (please specify)~ _
k) Pain not relat.ed to any specifie activity _
1) Other please specify _

Il) In the past 3 (or 6) months bave you aaempted to tteat or alleviale the pain in any other
way tban the ueaanent you reœived in the study? YES NO

IfYES. name treaUDent (s) used: _

12) Up to what point do you feel your pain bas improved Collowing the treatment you
received in the study?

a) Complete cure (no more pain)
b) Great improvement
c) Average improvement
d) Little improvement
e) No improvement
t) Worse

13) Can you think oC anytbing else, aide from the tteatment you reœived in the study, that
might bave eontributed to improve or eUminate your pain?

14) On a sclle oC 0 ta 10, pleue rate 10ur overaU satisfaction widl the treatment you
reœived:

•
012
completely
dissatisfied

3 4 5 6
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• (women DOt haviDI intercourse DOW)

PAIN

1) How long bas il been siDee the Iast âme you had intercourse?

___montbs _____ years

2) What is the reason you have not bad intercourse in the past 3 (or 6) montbs?

a) 1have no pannerat the moment
b) it bons 100 much
c) 1bave no desiœ
d) my panner bas an erection problem
e) my partnerbas no desire
t) my panner is concemed about hurting meg) otber _

3) Do you want to resume inteltourse? YES NO

4) Rate the average intensity of the pain al the enll'y and/or lower part of the vagina (past3
or 6 montbs) on this scale of 010 10:

o 1
no
pain

2 3 4 S 6 7 8 9 10
worst

painever

S) Rate the average intensity of the pain in the pelvic or abdominal Iepon (past 3 or 6
montbs) on tbis scaIe of0 ta 10:

o 1
no
pain

2 3 4 s 6 7 8 9 10
worst

painever

•

6) In the last 3 (or 6) months, have you experienced pain in your genital area in any of the
following situations?

a) Friction widl c1olbinl__
b) Urinating in general Urinating after inteltourse _
c) InserIing a tampon _
d) Removinl a tampon _
e) Masturbalinl alone _
f) Panner stimulating you manually _
g) Partner stimuladD. you orally _
h) Pinier insertion~~_~
i) Standard JYDeCOlopcal euminalion _
j) Sponîng aetivity (please specify)~ _
k) Pain DOt œlated to any speeïfic aetivity _
1) Other please specify _
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• 7) In the past 3 (or 6) months bave you attempted to lreat or al1eviate the pain in any other
way than the treatment you reœived in the study? YES NO

IfYES, name treatment (s) used: _

8) Up to what point do you feel your pain bas improved following the treabnent you
œœived in the study?

a) Complete cure (no more pain)
b) Great improvement
c) Average improvement
d) Uttle improvemenl
e) No improvement
f) Worse

9) Cao you think of anytbing else, aside from the treatmenl you received in the study, that
migbt bave conttibuted 10 improve or eliminate your pain?

la) On a scale of 0 to la, please rate your overall satisfaction with the treaUDent you
reœived:

•

012
completely
dissatisfted

3 4 s 6

18.5

7 8 9 la
completely
satisfied



•

•

,#

ENTREVUE DIRIGEE

FEMMES

El

encerclez l'UD ou l'autre

Numéro du sujet _

Référée par _

Intervieweur _

Date de l'entrevue _
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1)•

•

HISTOIRE RELATIONNELLE
Est-ce que votre statut civil est le même que lors de la première entrevue?
OUI NON Si OUI. passez lia section suivante.

Pour les femmes dont le statut dvll est eulf'rent de celui de la première
entrevue:

2) Lequel des points suivants décrit le mieux votte statut civll actuel?

a) célibataire non engagée dans une relation
b) célibataire avec: un partenaire régulier
c) en union de fait
d) mariée depuis

3) Depuis combien de temps êtes-vous dans la situation encerclée ci-dessus?

_____,années ,mois

4) SI vous avez un partnelUlln, quel Ige a-t-il? ans

5) Votre parte....n serait-il intéressé l participer l notre étude? OUI NON
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• "HISTOIRE GYNECOLOGIQUE
1) Evaluez sur l'échelle suivante l'intensité de la douleur que vous avez ressenti lors de

vos menstruations dans les derniers 3 (ou 6) mois:

o
aucune
douleur

1 2 3 4 s 6 7 8 9 10
douleur

la plus intense

2) Lequel des points suivants caractérise le mieux votre situation actuelle en termes de
contraception? (encerclez tous les items qui s'appliquent)

a} Douche vaginale
c) Condoms
e) Cape cervicale
g) Le stérilet
i) Pilule du lendemain
k) Hystérectomie
m) Je suis infertile
0) Je n'ai plus de menstruations

en raison de ma ménopause
q) Colt interrompu

s) ressaie de devenir enceinte
u) Je nourris mon bébé au sein
w) Pas de partenaires/pas de contraception

b) Gelée ou mousse spermicide
d)Diaphragme
f) L'éponge
h) La pilule
j) Ligature des trompes
1) Mon partenaire a eu une vasectomie
n) Mon partenaire est infertile
p) Méthode du calendrier (s'abstenir

pendant l'ovulation)
r) Pas de contraception mais je ne

veut pas devenir enceinte
t) Je suis enceinte
v) Je n'ai pas de relations sexuelles
x) Autre. Veuillez spécifIer

•

3) Combien d'infections vagillales (candida, ete.) avez-vous eu dans les derniers 3 (ou 6)
mois? _

a) Quels traitements avez-vous utilisé? _

b) Comment les infections ont-eUes été diagnostiquées?
i) avis du médecin et cultures positives
ü) avis du médecin seulement
m) auto-diagnostic

4) Combien d'infections de la vessie ou urinaires (cystites) avez-vous eu dans les derniers
3 (ou 6) mois? _

a) Quels tl'litemenw avez-vous utilisé? _

b) Comment les infections ont-eUes été diagnostiquées?
i) avis du médecin et analyse d'urine positive
ü) avis du médecin seulement
m) lUire (veuillez spécifier) _

S) Dans les derniers 3 (ou 6) mois, envïrœ combien de fois uriniez-vous en une journée?
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•

•

(pour les femmes ayant présentement des relations sexuelles)

DOULEUR

1) Durant les derniers 3 (ou 6) mois, environ combien de fois par mois avez-vous essayé
d'avoir des relations sexuelles? (SI REPONSE =0, passez
à la section suivante)

2) Durant les derniers 3 (ou 6) mois, environ combien de fois par mois le pénis en érection
de vaure partenaire a-t-il pu pénélrer votre vagin (relation sexuelle réussie)?
___fois par mois

3) Durant les derniers 3 (ou 6) mois, le pénis en érection de votre partenaire demeurait en
moyenne combien de temps dans votre vagin? minutes

4) Durant les derniers 3 (ou 6) mois, avez-vous ressenti de la douleur ou un inconfort
significatif avant, pendant ou après les relations sexuelles? OUI NON Si
NON, allez à la question 8.

S) Durant les demien 3 (ou 6) mois. environ combien de fois par mois ressentiez-vous de
la douleur pendant les relations sexuelles? fois par mois

6) Une fois la douleur apparoe, durant quelles étapes de la relalion sexuelle la ressentiez­
vous?

a) seulement durant l'entrée du pénis
b) seulement durant le mouvement de v~t-vient du pénis
c) seulementpour un peu de temps après la sortie du pénis
d) durant l'entrée du pénis et après sa sortie
e) durant l'en~ du pénis et durant le mouvement de va-et-vient
f) durant le mouvement de va-et-vient du pénis et quelque temps après sa sortie
g) l l'entrée du pénis, durant son mouvement de v~t-vient et après sa sonie
h) ce n'est jamais pareil: il n'y a pas de "pattern"

S'il y a lieu, indiquez la dUl'ée de la douleur après le retrait du pénis

Duree: minutes heures jours

7) À quel endroit de la région génitale ressentiez-vous habituellement la douleur lors des
relations sexuelles? Pouvez-vous m'indiquer un endroit précis? Si oui, oà? (Vous
pouvez choisir plus d'un endroit)

a) à l'entrée du vagin
b) panout sur la wlve
c) à l'intérieur du vqin
d) dans la l'épon abdominale (u*05, ete.)
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• 8) Évaluez l'intensité moyenne de votre douleur l l'entrée et/ou l l'intérieur du vagin
(derniers 3 ou 6 mois) sur une échelle de 0 110:

o 1 2 3 4 S 6 7 8 9 10
aucune douleur
douleur la plus intense

9) Évaluez l'intensité moyenne de votre douleur dans la région abdominale (derniers 3 ou 6
mois) sur une échelle de 0 l10:

o
aucune
douleur

1 2 3 4 s 6 7 8 9 10
douleur

la plus intense

•

10) Durant les derniers 3 (ou 6) mois, avez-vous n!gulièrement ressenti de la douleur
dans la région génitale lors des situations suivantes?

a) friction due l des vêtements serres._~__
b) quand vous urinez en urinant après une relalion sexuelle _
c) ll'insenion d'un tampon, _
d) en enlevant un tampoD,_~__
e) durant la muturbation (seuJe),~~_~
f) lorsque vo1l'e partenaire vous stimule manuellement... _
g) lorsque voue partenaire vous stimule oralement.... _
h) en insérant un ou plusieurs doigts dans votre vagin _
i) lors d'un examen gynécologique régulier _
j) lors d'activité{s) sportive(s)__~ _
k) douleur sans raison ap~nte, non-liée l une activité spécifique _
1) autre veuillez spécifier _

Il) Dans les derniers 3 (ou 6) mois, avez-vous essayé de traiter ou d'alléger la douleur de
d'autres façons que le traitement que vous avez reçu dans l'étude? OUI NON

Si OUI, nommez le(s) traitement(s) utilisées): _

12) Jusqu'à quel point croyez-vous que votre douleur s'est améliorée suite au traitement
que vous avez reçu dans l'étude?

a) Amélioralion complète (plus aucune douleur)
b) Grande unélioradon
c) Amélioralion moyenne
d) Peu d'amélioration
e) Pas d'améliorationoPire

13) Mis l pan le traitementque vous avez reçu dans l'étude. pensez-vous l lUtte chose qui
aurait pu conlribuer l am61iorer ou • éliminer voue douleur?
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• 14) Sur une échelle de 0 l10, évaluez voire satisfaction générale vis-A-vis le traitement que
vous avez reçu dans l'étude:

•

o 1
complètement
insatisfaite

2 3 4
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• (pour les femmes n'ayant pas de relations sexuelles)

DOULEUR
1) Combien de temps cela fait-il que vous n'avez pas eu de relations sexuelles?

____mois ____.._années

2) Quelle est la raison pour laquelle vous n'avez pas eu de relations sexuelles dans les
derniers 3 (ou 6) mois?

a) Je n'ai pas de partenaire présentement
b) Ça fait trop mal
c) Je n'ai pas de désir sexuel
d) Mon partenaire a des problèmes d'érection
e) Mon partenaire n'a pas de désir sexuel
f) Mon partenaire apeur de me faire malg) Aulre _

3) Désirez-vous recommencer l avoir des relations sexuelles? OUI NON

4) Évaluez l'intensité moyenne de votre douleur l l'intérieur el/ou ll'entree du vagin
(derniers 3 ou 6 mois) sur une échelle de 0 110:

o 1 2 3 4 S 6 7 8 9 10
aucune douleur
douleur la plus intense

S) Évaluez l'intensité moyenne de votre douleur dans la région abdominale (derniers 3 ou 6
mois) sur une échelle de 0 110:

o
aucune
douleur

1 2 3 4 S 6 7 8 9 10
douleur

la plus intense

•

6) Dans les derniers 3 (ou 6) mois, avez-vous déjà n!gulièrement ressenti de la douleur
dans la région pnitale lors des situations suivantes?

a) friction due l des vetements serrés,_~__
b) en urinant en urinant après une relation sexuene _
c) àl'inserûon d'un tampon _
d) en enlevant Wl tampoD,~~__
e) durant la masturbadoD (seuJe)~~_~o lorsque voire partenaire vous Slimule manuenement~ _
,) lorsque votre partenaiJe vous sdmule oralement......~ _
h) en iDsérant ml ou pluaieurs doilfs dans votre v-c"IJr-°o _
i) lors d'un eumen .,œcoloJique r6p1ier _
j) lors d'activi~(s) sportive(s) ~~_

k) douleur sans raison apparente. non-liée l une activité spécifique, _
1) auue ",uiDez spécifier _
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• 7) Dans les derniers 3 (ou 6) moïs, avez-vous essayé de traiter ou d'alléger la douleur de
d'autres façons que le U'aitement que vous avez reçu dans l'étude? OUI NON

Si OUI, nommez le(s) traitement(s) utilisées): _

8) Jusqu'à quel point croyez-vous que votre douleur s'est amélioree suite au traitement que
vous avez reçu dans l'étude?

a) Amélioration complète (plus aucune douleur)
b) Grande amélioration
c) Amélioration moyenœ
d) Peu d'amélioration
e) Pas d'amélioration
f)Pire

9) Mis à part le traitement que vous avez reçu dans l'étude, pensez-vous à autre chose qui
aurait pu conlribuer l améliorer ou à éliminer votre douleur?

10) Sur une échelle de 0 110, évaluez votre satisfaction générale vis-l-vis le traitement que
vous avez reçu dans l'étude:

•

o 1
complètement
insatisfaite

2 3 4 s

193

6 7 8 9 10
complètement
satisfaite



•

•

Appendîx 8 - McGill-Melzack Pain Questionnaire

Randomized Treatment Outeome Sbldy

194



•
McGill . MelzacK Pain Q uesticnnaire
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•
Qu_tlonnaire MelZIICk lur •• douleur (McGiII)
Nom du 0..11'" 0111 _

( 1·201(20)

___ I_--MCS) MCAE) MCTl PAICT) _

("·'51 C'I) (1'.'11

S A.....

,.....,..1,...... _,........".n1_

'.....E,....
T....
au. .re
Ou arr..

'1. "Iicfte
'1GIdIa...

,f. Que .....
QuI, .....

OuI 'en"Oue .,r.,.......J

...........
c.....1..,,­
A..........

• QUt "',"DIOl.
OUI " -
Que .......
Que Dli
Que.1IMe
Que /Nftiti

2.'"~IMQUe,""",...
3 0", Mue

OUI"
Oue .....,1

QUI """_.

J. Que..,.
OuI ....
QUI'....
OuIer.....
OUffCI_

•• QUI 'OUIftIIII
au ......
c .
·c......

•. Sout.
0......
Orue,.,...
'.......

1. OUI ."...
OUI 1"1
OUilorCi

" ,.....
1.......

•
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Appendix 9 - Locke-WalIaœ Marital Adjustment Scale

Randomized Treatment Outcome Study
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Name: Due:-------
• RELATIQNSBIP APBJSTMENT SCALE

1. Check die poiJlt on die sca1e below wbicb bat describes die d'lree of bappiaess.
everydliaa coDSidered. of your pres.. JIlIIri.eJre1I1iOllSbip. The middle poiœ.
..HAPPy" t represems die dep'H of happiAess "bich molt people let from claeir
mlrrilleJre1l1ioASilip, aad tbe sca1e ,radua11y ruaes oa. OJle ade~ mOle fe" wbo Ire very
uabappy in their mlrri.elre1l&ioDSbip. lAd 011 the otber.to those Ce" wbo aperience
mreme joy or felicity in marri.,e/re1I1iOllSbip.

. ~

Totally UAhappy
""t

Happy
5

, .
C. l

Perfectiy blppy

StaIe the approxi mile ateIIt oC .,reemeœ or disqreemat betWeu you lIId your mite
OA die followÙII items. Pieu. check lbe oae most appropria colUllUl for each item.

•

2. Hadlial
fllllÜY fiIwlces

3. MItterS of
recrel&ÏOJl

4. Demoasntioa
of affec:UOD

s. Frieads

6. Sa relllicms

7. CoavealiOJllÜty
(ri.Jalload. or
proper cOAducs)

S. PbüOlopby of
life

9. Ways of dealia.
wiIb parmer's
pIftIIU

Always
Airee

AImait
Al.ays
Aeree
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• 10. Wbell disagreemeœs arise. they usuaUy result in:

MlIlliviqUl_WOJlWlgiving in__Agreemem by IDUCUa! live ud take__

11. Do you lIId your mate e.aaage in outside iDEeresu togetber?

AIl of tbem_ Some of them __ Very few of tbem __ None of tbem_

12. Inleisure time do you genera11y prefer: Ta be "00 the go"? to stay Il bome?__
Does your mile gellera11y prefer: Ta be "on the go"? ta stay st bame? _

13. Do you ever wisb you had Aot married/moved in witb your panner?

Frequemly__ OccasioaaUy _ Rarely __ Never _

•

14. Ir you had your 1i1'e ta üve oVe!'. do you tbiat you woald:

Many/live wid! the same persan? _ MlI'l')'/live widla differeœ persan? _
Not mlftY It 111?__

15. Do you coafide in fOur mile?

AImait lever _ Rare!y __ 14 most thiqs _ la. everytbing _
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Nom: _

• 1.

Date: _

ENQUFru MA1tlTALE LOCKE-WALLACE

Veuillez cocber sur l'échelle ci·dessousle point qui déait le mieux le degré de bonheur
qui existe dans vocre mariage actuel. Le point central, 'HEUREUX', représente le degré
de bonheur que la plupart des gens éprouvent au cours de leur union maritale. L'écbelle
s'étend graduellement d'une part ven le petit nombre de penonnes dont le mariage est
très malheureux et, d'Rulre part. vers le pelit nombre qui vivent une expérience mariLale
de bonheur absolu.

Très malheureux Heureux

Veuillez indiquer pour chaque point suivant le degré approximatif d'accord ou de désaccord
entre vous et votre conjoint. Veuillez donner une seule réponse appropriée pour cbaque
item.

Toujoun
d'accord

Presque
toujours
d'accord

Désaccord Désaccord Presque
occa· fréquent toujours
sionnel en dé-

Toujours
en dé­
saccord

•

2. AdmiaisU'ltion du
budget familial

3. Récréation

4. Témoignages
d'affection

S. Amis

6. Relations sexuelles

7. Usages conventiollJlels
(coDformité aa exi­
gences de la société)

8. Pbilosophie
de la vie

9. Façon d'agir avec
la belle-famille

10. Lorsqu'il y a désaccord, ü en résUlte habituellement:

que l'époa cède que l'épouse cHe qu'ü y accord pli" COGCessiODS
IIlUluelles _

11. Est-ce aue vous et vove coAiOÎllt creaez1*t easemble *des IClivités*l'enmeur?

";',t~ ~~~-~_ ~~ IIM~
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12. Pendant vos heures de loisirs. vous préférez habituellement __sonir rester
li la maison. Votre conjoint préfère habituellement sortir rester à la maison

• 13. Avez-vous dej' souhaité ne pas être marié?

Fréquemment de temps en temps rarement jamais _

14. Si vous aviez le choix de refaire votre vie, que feriez-vous?

___Je marierais la même personne. __Je marierais quelqu'un d'autre__
___Je ne me marierais pas.

15. Vous vous confiez à volee conjoint:

•

presque jamais rarement _ le plupart du temps loujours _
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Appendix 10 • Brief Symptom Inventory

Randomized Treatment Outcome Study
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BSI SIDE 1

EDUCATION: _

~
ŒïÏJ

DATE 1
1 DAY \l'EAit 1

LOCATION: ---

NAME: _

V'SfTNUMeeR"

1 MARITAL STATUS MAit -SEP _DIV _WID -SING_
1
1, ------------

MALE

o

SEX

FEMALE

C, i

HOW MU CH WERE
VOU DISTRESSED ey:

1. Bodyache.

EXAMPLE

'INSTRUCTIONS: 1

eelow il • li.t of problems people lom.lim.1 hav•.
P,.... r.ad ••ch one carafully. and circla tha numba, to 1
the right that be.t delCrib•• HOW MUCH THAT PROS· 1
LEM HAS DISTRESSED OR SOTHERED VOU DUR·
ING THE PAST 7 DAYS INCLUDING TODAY. Circle 1

, only on. numb.r for .ach probl.m and do not Ikip any
item•• If VOU chang. your mind. ara•• vour first mark
carafully. Read th. e.ampte below befora beginning.
and if you hlve any qu.slions pl......k about them.

•

•

/ ...

\~~~~\HOW MUCH WERE YOU DISTRESSED SV: y~ ~ '" fi' ,(t' :,A, •

" --:;t. t(A. ... t'A.

1. N.rvou.n••• or .hakin••• in.id. 1 0 1 Z 3 .. 1

2. Faintn••• or dinine•• 2 0 1 2 3 "3. Th. id.a that .om.one el•• can control your thought. 3 0 1 Z 3 ..
4. Fa.ling oth.,. ara ta blam. for mo.t of vour troubl.s 4 0 1 2 3 ..
IS. Trouble r.membering thing. 5 0 1 2 3 "6. Fe.ling e••Uy annov.d or irrit.tad 8 0 1 2 3 "7. Pain. in h.art or ch••t 7 0 1 2 3 ..
8. FeeUng afr.id in open SpIC.' or on th. lueets 8 0 1 2 3 ..
9. Thought. of .nding your life 9 0 , 2 3 ..

10. Feeling that mo.t people cannat be trulted 10 0 1 2 3 ..
11. Poor Ippetit. 11 0 1 2 3 •
12. Suddenly .carad for no r.a.on 12 0 1 2 3 •
13. Temper outbur••• that VOU could not contrai 13 0 1 Z 3 ..
14. FeeUng lonely even wh.n you are with p.ople 14 0 1 2 3 •
11S. Fe.Ung blocked in getting thing. don. 15 0 1 2 3 4
18. Feeling lona'y 16 0 1 2 3 "17. Fe.Ung blu. 17 0 1 Z 3 ..
18. Fe.ling no inter••t in thing. 18 0 1 2 3 "19. F••Ung f.arful 19 0 , 2 3 ..
20. Vour feeUng. being .a.ny hurt 20 0 1 2 3 ..
21. Fe.ling that p.ople ar. unfrfend'y or di.like VOU 21 0 , Z 3 ..
22. FeeUng inferior to othe,. 22 0 1 2 3 ..
23. Nau.ea or UPRt .tomach 23 0 1 Z 3 ..
24. F••ling that VOU .re wa.ch.d or tllked about bV otheri 24 0 1 2 3 ..
21. Trouble falUng .....p 25 0 , 2 3 ..
28. Having ta check and double chack whlt vou do 21 0 1 2 3 ..
27. DiHiculty making deci.ion. 27 0 1 2 3 ..
28. Fe.ling .fraid ta trav.' on bu•••••ubw'VI. or tr.in. 28 0 , 2 3 ..
29. Trouble geuing your br.ath 29 0 1 Z 3 ..
30. Hot or coId .pen. 30 0 1 2 3 •
31. Having to avoid certain thing•• place•• or activitl•• b.cau.. the, fnghten vou 31 0 1 2 3 "32. Vour mind going blank 32 0 1 2 3 •
33. Numbne. or ting'int in ...n. of ,our body 33 0 , 2 3 ..
34. The id.a that you Ihould be puni.hed for vour sin. 34 0 , 2 3 •
31. Feelina ho_l••• about th. future 31 0 1 2 3 ..- ---

" . "_. "

203



B51 S'Dt: ~

'. ... \ ~\
HOW MUCH WERE VOU DISTRESSED BV \.lj. '. '. "'~ ,'-\\. \.~

\?". r;..\'?, ? '\

• \ 't;. \ -? \ ~""\~ (.
\ .' '.

36. Trouble concentrating 36 0

1

, 2 3 4

37. Feeling we.k in p.rt. of your body 37 0 1 2 3 4

38. Feeling 'enle or keved up 38 0 , 2 3 4

39. Thoughtl of death or dying 39 0
1

1 2 3 4

40. Hlving urge. to be.,. iniure. or harm someone 40 0

1

1 2 3 4

41. Having urge. to break or Ima.h thing. 41 0 1 2 3 4

42. Fe.ling very .elf-con.ciou. with other. 42 0 , 2 3 4

43. F.Ung unea.y in crowd., luch l'Ihopping or at a movie 43 0 ! 1 2 3 4

44. Never f..ling clo.e to another person .. 0 1
, 2 3 4

4&. Spell. of terror or panic 41 0
1

t 2 3 4

48. G.ning into frequent argument. 41 0

!
t 2 3 4

47. F.llnl n.rvou. wh.n vou ere I.ft Iione 47 0 1 2 3 4

48. Oth.,. not giving you proper credit for your achievamants 48 0 , 2 3 4

48. F.linl 10 ,..tl••• vou couldn't lit .tlll 48 0 1 2 3 •
&0. F••Ung. of worthl•••n••• 50 0 t 2 3 •
151. F.Ung thet people will tak. Idvlntage of you if vou let them 151 0 1 2 3 •
152. Feeling. of guilt 62 0 1 2 3 •
53. The id.e that lom.thing i. wrong with your mind 13 0 1 2 3 4

•
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Voici une U.t. d. probltme. dont •• ptaignent parfois le. gen•• U.ez attentivement ~h.que énoncé et .ne,re'., le
chiffre qui décrit le mieux COMBIEN YOUS AYEZ trf INCOMMQOflEI PAR CE PROILeME DURANT LES SEPT 171
DERNIERS JOURS. INCLUANT AWOURP'HUI ?•
Nom: _

.... 1. Nervosité ou impressions de tremblemenu int'rieurs

. 2. Faiblesse. ou étourdissements

~ 3. l'id'. que quelqu'un peut contrOler vos pens'es

~ 4. L'impression que d'autres sont responsables de la plupart
de vos probl6mes

5. Diffïcult' a vous rappeler certaines choses

6. Facilement irritée et contrari'e

7. Douleurs a la poitrine ou cardiaques

8. Peur dans des espaces ouverts ou sur la rue

9. Des pensées de vous enlever 1. vie

10. Le sentiment que vous ne pouvez pas avoir confiance en
personne

11 . Manque d'appétit

12. Soudainement effrav"lt sans raison

13. Crises de col.re incontrOlables

14. Sentiment d'Itre seulCe) mime avec: d'autres personnes

15. Blocage devant une tache aaccomplir

16. Vous sentir seune.

17. Vous sentir tristl, nostalgique

18. Abslnce d'int'rlt

19. Avoir PIur

20. Vous sentir facilement bless"e. ou froiu'le.

21 . Sentir Que le. gens ne sont pa. aimable. ou ne vous liment pas

16

Date: _

o • P•• du tout
1 • Un peu
2 • P"slblement
3 • BelUCOUP
4 • beeslivlmlnt

01234

o 1 234

01234

o 1 234

01234

o 1 234

o 1 234

o 1 234

o 1 234

01234

o 1 234

01234

o 1 234

o 1 234

o 1 234

o 1 234

01234

01234

01234

01234

•
22. Vou•••ntir inffrieur.e. aux autr••
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.23. Nausées, douleurs ou malaises. l'estomac

24. Sentiments Qu'on vous ob.erve ou Qu'on pari. de vous

".25. Difficult' • vou. endormir

1 26. Se.oin de v'rifier et d. re-v'rifier ce Que vous faites

27. Difficult' • prendre des d.cilions

28. Plur de prendri l'autobus, Il m'tro ou le train

. 29. Difficult' • prendre votre souffle

30. Bouff'es de challur ou des fri.sons

31. Besoin d"viter clrtains endroits, cenlines choses
ou cInainls activit's pareI qu'ils vous font plur

32. Des blancs de m'moir.

"
33. Engourdissements ou picotements dans certaines parties

du corps U••• bras, jambes, figure. etc.t

34. L'id.e Que vous devriez Itre puni(e, pour vos p'ch's

35. Sentiment dl pe.simisme face • l'avenir

·36. Oifficult' t vous concentrer

• 37. Sentiment de faiblesse dan. cenaines parties du corps

38. Sentiment de tension ou de surexcitation

39. Pensées en relation avec la mon

40. Envie de frapper, d'injurier ou de flire mal. Quelqu'un

41. Envie de bri.er ou d. fracas.er d.s objet.

. 42. Tendance al'anxi't' en pré.enci d'autre. perlonnes

43. Vous sentir mal al'ai•• dans de. foule. - au centre
d',chat ou lU cintlma

44. Ne jamais vou, .Intir prt. de quelqu'un d'autre

45. Moments de terreur et de panique

46. Vou. di.puter .ouvent
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1 • Un PlU
2 • Plssablemenl
3 • Be.ucoup
4 • Excessivement

17

01234

01234

01234

01234

01234

01234

01234

01234

o 1 234

o 1 234

o 1 234

o 1 234

o 1 234

01234

o 1 234

01234

o 1 234

01234

01 234

o 1 234

01 234

01234

01234

01234
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47.

. 48.

49.

. 50.

-51.

. 52.

,.,53•

Nervosit' lorsque vous Ites laiss'(e) .eul(e)

Sentiment de ne pa. lere reconnu(e) Avotre juste valeur

Vous sentir teUement tendu(e. que vous ne pouvez pas
re.ter en place

Sentiment d·lue bontne) • rien

Sentiment que les gens vont profiter de vous si vou.
le. lais.er f.ire.

Avoir de. sentiments d. culpabilit'

Avoir I·impre.sion que votre esprit (tlte. e't dllrang6(e)
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1 • Un peu
2 • Passablement
3 • Beaucoup
4 • Excessivement

18

01234

01234

01234
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Appendix Il - Sexual Infonnation Scale

Cerogatîs Sexual Functioning Inventory

Randomized Treaunent Outeome Study
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• SEXUAL KNOWLEDGE

Below are sorne statements concerning general information about sexual
functioning. Please read each statement carefully. Once you have read it,
indicate whether you agree with the statement or not by marking TRUE for
those you agree with. and FALSE for thase you do note

1•

2.

Usually men achieve orgasm more quickly
than wornen.

Having intercourse during menstruation
is not a healthy practiee.

TRUE

T

T

FALSE

F

F

3. The penis must be ereet lJefore ejaeulation
may oceUT. T

4. Sîmultaneous orgasm is not necessary for a
good sexual relationship. T

5. Masturbation by either partner is an
indieator of poor marital adjustment. T

6. A woman who has had a hysterectomy
ean no longer experience orgasme T

7 . Men reach the peak of their sexual drive
in their late teens while wornen reach
their peak during their 30's. T

8. A woman can become pregnant during
menstruation. T

9 . Most men and wornen lose interest in sex
after age 60. T

F

F

F

F

F

F

F

10. A male's argasm is more satisfying than
a female·s orgasme T

• Il. The prophylactic (rubber) protects against
conception and against venereal disease.
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12. Lubrication in the female shows sexual
excitement like the male's erection.

13. Oral-genital sex IS unhealthy because il
enhances the possibility of :ontracting
venereal disease.

14. Wornen who have fantasies during
intercourse are dissatisfied with their
sex lives.

15. Frequency of intercourse is an accurate
measure of success of a relationship.

16. A woman may be brought to orgasm by
manual stimulation of her geni tais.

17. Menopause in a woman creates a sharp
reduction in her sexual drive.

18. Wornen desire sex about as frequently
as men.

19. An effective form of contraception is
douching after intercourse.

20. After intercourse there is a period when a
man cannot respond to sexual stimulation.

21. Females cao majotain a sexual response
through multiple orgasms.

22. Most womeo are able to enjoy sex even
without experiencing orgasme

23. The bigger the penis the more satisfying
il is to the female in intercourse.

24. A woman can no longer become pregnant
once Menopause has begun.

2S . Erection in the male is brought about by
congestion of blood in the penis.
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26. The clitoris iS Dot a particularly sensiti ve
area of the female's genilals.
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INSTRUCTIONS

, .

Dans ce questionnaire, qui porte sur vos pensées et vos sentiments, vous serez
appelé à nous renseigner sur certaines de vos attitudes et opinions, et à nous dOMer
des renseignements concernant certaines de vos expériences sexuelles. Vos réponses
seront confidentielles et seuls les membres de l'équipe qui s'o~cupent directement de
la présente recherche pourront y avoir accès. A moins <tue vous n'en fassiez la
demande expresse, ces renseignements ne seront divullUés a persome d'autre. Le
présent inventaire comprend dix sections dont chacune· vous demande quelque chose
de légèrement différent. Dans certaines sections, vous aurez ainsi à repondre à des
questions, tandis que dans d'autres, vous devrez vous décrire.

Chaque section comporte une brève description de ce que vous aurez à faire.
Veuillez Ure les énoncés attentiv!ment et répondre à chacun d'eux.

SECTION 1

Voici quelques énoncés concernant J'information générale sur la physiologie sexuelle.
Une fois que vous les aurez lus attenûvement, ind1quez si vous etes d'accord ou non
avec chacun en cochant votre réponse (VRAI ou FAUX) dans la colonne appropriée.-

1. Habituellement, les hommes atteignent l'orsasme
plus rapidement que les femmes.

2. nn'est pas sain d'avoir des relations sexuelles
pendant les menstrua'tions.

J. Le pénis doi~ Itre en érection avant que
l'éjaculation puisse se produire.

4. L'orsasme simultané n'est pas néceaaire à une
boMe reJatlon sexuelle.

,. Le fait de se masturber est silne d'un mauvais
ajustement conjuaal.

,. La femme qui a eu une hystérectomie ne peut plus
avoir d'orlume.

7. Les hommes atteignent le sommet de leur besoin
sexuel à la fin ·de l'adolescence tal)d1s que les
fe~mes atte1lnent le leur~ caun de la trentaine.

1

1. Une femme peut devenir enceinte mime en éunt

• menstruée•
1,. La plupart des hommes et des femm. perdent taut

désir sexue! après 60 ans.
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VRAI FAUX-
0 0

0 0

0 0

0 0

0 0

0 0

0 0

o 0

o 0
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-OSFI

2'. L'érection (chez l'homme) est causée par un afflux
de sans dans le pénis.

26. Le clitoris n'est pas une partie particulièrement
sensible des organes génitaux de la femme•
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Appendix 12 - Sexual History Form

Randomized TreabDent Outcome Study
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• Name:------------- Dale: _

SUVAL HISIOBY FOIM

Please circle the most appropriate response ta each question.

1. How frequently do you and your panner have sexual intercourse or activity1

1)
2)
3)
4)

more than once a day S)
onceaday 6)
3 or 4 limes a week 7)
twice a week 8)

9)

once a weet
once every two weeks
onœamonth
less than once a month
notatall

2. How frequently would you like ta have sexual intercourse or acûvity1

1)
2)
3)
4)
5)

more than once aday 6)
once a day 7)
3 or 4 tilDes a week 8)
twicc a week 9)
once a week

once every two weeks
onœamonth
less than once a month
notatall

3. Who usually initialeS sexual intercourse or activity1

my panner usually does
my partner always does

1)
2)
3)

1always do 4)
1usually d S)
my panner and 1initiale
about equally oCten

4. Who would you ideally lilœ ta initiate sexual intercourse or acûvity1

my partner, usually
my panner always

4)
S)

1)
2)
3)

myself, always
myself, usually
my partner and 1equally
orten

S. How often do you masturbate (bling yourself ta orgasm in private)1

1)
2)
3)
4)
S)

more than once aday 6)
once aday 7)
3 or 4 times a week 8)
twiœ a week 9)
onceaweek

once every two weeks
onœamonth
less than once a month
notatall

6. For how many yean have you and your panner been having sexual intercourse1

•
1)
2)
3)

leu than 6 montbs 4)
less man 1 year S)
110 3 yean 6)

4 ta 6 years
7 ta 10 years
more tban 10 yean
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• 7. For bow long do you and your partner usually engage in sexual
foreplay (tissing, petting, ete.) before baving intercourse?

1) less Ihan 1minute S) Uta IS minutes
2) 1to 3 minutes 6) 16 10 30 minutes
3) 4 ta 6 minuleS 7) 30 minutes la one hour
4) 7 ta la minutes

8. How long does intercourse usually lut, trom entry of the penis
to the male's orgasmlclimax?

1) less than 1minute 6) nto 15 minutes
2) 1to 2 minutes 7) 15 10 20 minutes
3) 2 ta 4 minutes 8) 20 to 30 minutes
4) 4 ta 7 minutes 9) more than 30 minutes
5) 7 10 10 minutes

9. OyeraIl. how salisfactory ta you is your sexual relationship with your panner?

1) extremely JIIlS&tisfactory 4) sligbtly satisfactory
2) moderately lIIlSItisfactory 5) moderately satisfactory
3) sligbtly WlS8tifactory 6) extremely satisfactory

10. Qyerall. how salisfactory do you lhink your sexual relationship is to your panner?

1) extremely JIIl8Btisfactory 4) slightly satisfactory
2) moderately WlS8tisfactory S) moderately satisfactory
3) slightly lII1satisfactory 6) extremely satisfactory

11. When your partner makes sexual advances, how do you usually respond1

1) 1usually accepl with 3) often refuse
pleasure

2) accept reluctandy 4) usually refuse

12. If you try, is il possible ta reach orgasm (sensation of climax) through masturbation?

1) nearly always 4) seldom (about 25% of the
(over 90% of the ûme)
tilDe)

2) usually (about S) oever
75'11 of the ÛlDe

3) sometimes(about 6) have oever tried
50'11 of the ÛlDe

•
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• 13. Ifyou try, is it possible for you to reach orgasm (sensation ofclimax) through having your
genitals caressed by your partner?

1) nearly always 4) seldom (about 25% of the
(over 90% of the tilDe)
lime)

2) usuaUy(about75% 5) oever
of the lime)

3) sometimes (about 6) have oever tried
50% of the time)

14. If you try, is it possible for you to reach orgasm (sensation of climax) through sexual
intercourse?

1) nearly always 4) seldom (about 25% of
(over 90% of the the time)
time)

2) usually (about 75% 5) oever
of the lime)

3) sometimes (about 6) have oever tried
50% of the lime)

15. What is your usual reaction to eroûc or pornographie materials (e.g. pictures, movies,
books?)

1) greatly aroused 3) not aroused
2) somewhat aroused 4) negative (disgusted, repuJscd, ete.)

16. Does the male have any trouble getting an erecûon before intercourse begins?

1) oever 4) sometimes (50% of the tilDe)
2) rarely Oess titan 5) usually (75% of the lime)

10% of the time)
3) seldom Oess than 6) nearly always (over 90%

25% of the time) of the lime)

17. Does the male have any trouble keepïnl an erection once intercourse bas begun?

1) oever 4) sometimes (50% of the time)
2) rarely Oess titan S) usually (75% of the lime)

10% of the time) 6) nearly always (over 90% of
3) seldom (Jess tban of the lime)

2Slf, orthe lime)

•
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18. (WOMEN ONLY) Cao you reach orgasm (sensation ofclimax) through stimulation of your
genita1s by an electric vibrator or any other means (i.e., running water, rubbing with
sorne object, ete.)?

l) nearly always 4) seldom (about 25% of
(over 90% of the the lime)
lime)

2) usually (about 75% 5) oever
of the lime)

3) sometimes (about 6) have oever tried to
50% of the time)

19. (WOMEN ONLY) Cao you reach orgasm during sexual intercourse if, al the same lime,
your genitals are being caressed (by yourself or your partner with a vibrator, ete.)?

1) nearly a1ways 4) seldom (about 25% of
(over 90% of the the lime)
lime)

2) usually (about 75% 5) oever
of the lime)

3) sometimes (about 6) bave oever tried
50% oC the lime)

20. (WOMEN ONLY) Wben you have sex with your male (including foreplay and
intercourse) do you notice some of these thinlS happening: your breathing and pulse speed
up. wetness in your vagiDa, pleasurable sensations in your breaslS and genitals?

1) nearly always (over 4) seldom (about 25%
90% of the lime) of the lime)

2) usually (about 75% of 5) oever
the lime) 6) have never tried

3) someÛIDes (about 50%
of the lime)

21. (MEN ONLY) Do you ever ejaculate without any pleasurable sensation in your penis?

1) nearly always (over 4) seldom (about 25%
90'11 of the lime) of the lime)

2) usually (about 75% of S) oever
the time) 6) bave oever tried

3) somelimes (about SO'l1
of the lime)

1lŒ REMAINING QUES110NS ARE TO BE ANSWERED BY B01H MEN AND WOMEN

22. Does the male ejaculate (climax) without baving a full, bard erecûon'l

l) oever 4) sometimes(S~ of the time)
2) rarely Oess than 5) usuaIly (75'11 of the tilDe)

10., of the lime)
3) seldom (Jess than 6) nearly always (over 90'11 of

25'11 of the lime) the âme)
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• 23. Does the male ever reach orgasm while he is tIying to enter the vagina with bis penis?

1) never 4) sometimes (50% of the
lime)

2) rarely Oess than 10% S) usually (75% of the
of the lime) lime)

3) seldom Oess than 25% 6) nearlyalways (over
of the lime) 90% of the lime)

24. Is the female's vagina 50 "dry" or "ûght" that intercourse cannot occur?

1) oever 4) 50metimes (50% of the
lime)

2) rarely Oess Iban 5) usually (75% oC the
10% of the ûme) tilDe)

3) seldom Oess than 6) nearly always (over 90%
25% of the lime) of the tinte)

25. Do you feel pain in your genitals (sexual parts) during intercourse?

1) oever 4) someÛIDes (50% of the tilDe)
2) rarely Oess than 10% 5) usual1y (75% of the ûrne)

oC the lime)
3) seldom (less tban 6) Dearly a1ways (over 90% of

25% of the time) the time)

26. How oCten do you experience sexual~ (tbis rnay include wanting to have sex,
planning to have sex, feeling frustrated due ta lack of sex, ete.)?

1) more than once a day 6) once every two weeks
2) onceaday 7) onceamontlt
3) 3 or 4 ÛlDes a weelc 8) less than once a month
4) twice a week 9) notatall
5) once a week

27. When you have sex with your partner do you Ceel sexuaUy aroused (e.g., feeling "tumed
on", pleasure, excitement)?

1) nearlyalways (over 4) seldom (about 25%
90% of the lime) orthe lime)

2) usuaUy (about 75% of S) oever
the lime)

3) sometimes (about 50'11
of the lime)

28. When you bave sex witb your panner, do you have Degalive emotional œactions (e.g.•
fear, disgust, shame or guill)?

l) Dever 4) sometimes (S()'IJ of the time)
2) rarely Gess tban 10., 5) usually (75'11 of the lime)

of the lime)

• 3) seldom (less tban 6) nearly a1ways (over 90'11 of
2SClof tbe lime) tbetime)
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29. Does the male climax without ejaculatioD (semen coming out of the penis)?•

•

1)
2)

3)

never 4)
rarely Gess Iban 10% S)
orthe lime)
seldom (less than 6)
2S%ofthe ûme)

sometimes (SO% of the lime)
usually (7S% of the lime)

nearly always (over 90% of
theûme)
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• 7. Combien de temps durent habituellement vos "jeux preliminaires" avant d'avoir
une relation sexuelle?

1) Moins d'une minute S) De Uà 15 minutes
2) De 1à 3 minutes 6) De 16 à 20 minutes
3) De 4à 7 minutes 7) De 30 minutes à une heure
4) De 8 àlO minutes

8. Quelle est la durée moyenne de vos relations sexuelles habituellement. c'est-à-dire,
de la pénétration jusqu'll'orgasme de monsieur?

1) Moins d'une minute 6) De 11 à 15 minutes
2) De 1à 2 minutes 7) De 15 à 20 minutes
3) De 2 à 4 minutes 8) De 20 à30 minutes
4) De 4 à 7 minutes 9) Plus de 30 minutes
S) De 7 à 10 minutes

9. Dans l'ensemble, jusqu'à quel point diriez-vous que vos relations sexuelles avec
votre partenaire sont satisfaisantes pour vous?

1) ExttemementUua~f~tes 4) Légèrement satisfaisantes
2) Modérément insa~faisantes S) Modérément satisfaisantes
3) Légèrement insatisfaisantes 6) Extremement satisfaisanles

lO. Dans l'ensemble, jusqu'à quel point diriez-vous que vos relations sexuelles avec
votre panenaire sont satisfaisanles pour elleJlui?

1) Extremement insa~aisantes 4) Légèrement satisfaisantes
2) Modérément insatisfaisantes S) Modérément satisfaisantes
3) Légèrement insatisfaisanleS 6) Exaremement satisfaisantes

li. Quand votre partenaire vous fait des avances, comment répondez-vous
habituellement?

1) J'accepte habituellement avec plaisir 3) Je refuse souvent
2) J'accepte à contrecoeur 4) Je refuse habituellement

12. Si vous essayez, vous est-il possible d'atteindre l'orgasme par la masturbation?

1) Presque toujours, plus de 90% 4) Rarement, envrion 25% du temps
du temps.

2) Habituellement, environ 7S'IJ S) lamais
du temps.

3) Parfois, environ 50'11 du temps 6) le n'ai jamais essayé

13. Si vous essayez, vous est-il possible d'atteindre l'orlume grIœ aux caresses
que VOire partenaire vous fait aux oraanes ~nitaux?

1) Presque toujours, plus de go'll 4) Rarement, environ 2S'f,
du temps du temps

• 2) Habituellement, environ 75'11 5) Jamais
du temps

Je n'ai jamais essayé3) Putois. environ SOCJ, du temps 6)
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• 14. Si vous essayez, vous est-il possible d'atteindre l'orgasme par la relation sexuelle?

1) Presque toujours, plus de 90% 4) Rarement, environ 15%
du temps du temps

2) Habituellement, environ 7S% S) Jamais
du temps

3) Parfois, environ SO% du temps 6) Je n'ai jamais essayé

15. Quelle est votre réaction habituelle l du matériel érotique ou pornographique'!

1) Tlèsexcilé 3) Pas excité
2) Quelque peu excité 4) Réaction négative de dégoQt,

répulsion, ete.

16. Est-ce que monsieur a de la difficulté lobtenir une érection avant le début de la
relation sexuelle?

1) Jamais 4) Parfois, 50% du temps
2) Rarement, moins de 10% du temps S) Habituellement, 75% du temps
3) A l'occasion, moins de 25% du 6) Presque toujours, plus de 90%

temps du temps

17. Est-ce que monsieur a de la düficullé àconserver une érection avanl le début de la
relation sexuelle?

1) Jamais 4) Parfois, SO% du temps
2) Rarement, moins de 10% du temps 5) Habituellement, 75% du temps
3) A l'occasion, moins de 25% du 6) Presque toujours, plus de 90%

temps du temps

18. (poUR FEMMES SEULEMENT) Pouvez-vous aueindre l'orgasme par la
stimulation de vos organes génitaux l l'aide d'un vibrateur ou d'autres moyens tels
que l'eau courante, frottement d'un objet, ete.?

1) Presque toujours, plus de 90% 4) Rarement, environ 25% du temps
du temps

2) Habituellement, environ 7S% S) Jamais
du temps

3) Parfois, environ 50% du temps 6) Je n'ai jamais essayé

19. (POUR FEMMES SEULELMENT) Pouvez-vous atteindre l'orgasme durant la
relation sexuelle si vos orallleS génitaux sont caressés en même temps (par
vous-même, ou voue partenaire, un vibrateur, ete.)?

1) Presque toujours, plus 90,. 4) Rarement, environ 25,.
du temps du temps

2) Habituellement. environ 7S., 5) Jamais
du temps

3) Pufo~eDnronSO~dutemps 6) Je n'ai jamais essayé

•
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• 20. (poUR FEMMES SEULEMENT) Quand vous faites l'amour avec voue partenaire
("jeux préliminaires" et relation sexuelle compris). remarquez-vous que eenaines
des choses suivantes vous arrivent: accélération de voire respiration et de votre
pouls, lubrication de votre vagin, sensations plaisantes dans vos seins et vos organes
génitaux?

1) Presque toujoW'S. plus de 90% 4) Rarement, environ 25%
du temps du temps

2) Habituellement, environ 7S% S) Jamais
du temps

3) Parfois, environ SO% du temps 6) Je n'ai jamais essayé

21. (pOUR HOMMES SEULEMENT) Vous arrive-t-ïl d'éjaculer sans avoir de
sensation agréable au pénis?

1) Jamais 4) Parfois, SO% du temps
2) Rarement. moins de 10% du temps S) Habituellement, 75% du temps
3) A l'occasion. moins de 25% 6) Presque toujours, plus de 90%

du temps du temps

LES QUESTIONS SUIVANTES S'ADRESSENT A L'HOMME ET A LA
FEMME

22. Est-ce qu'il arrive à monsieur d'éjaculer sans avoir une érection complète. dure?

1) Jamais 4) Parfois, 50'11 du temps
2) Rarement, moins de 10% du temps S) Habituellement, 7S% du temps
3) A l'occasion. moins de 25% 6) Presque toujours. plus de 90%

du temps du temps

23. Est-ce qu'ü arrive l monsieur d'atteindre l'orgasme alors qu'il tente une pénétration?

1) Jamais 4) Parfois, 50% du temps
2) Rarement. moins de 10% du temps 5) Habituellement, 75% du temps
3) A l'occasion, moins de 2S% 6) Presque toujours. plus de 90%

du temps du IeJDps

24. Est-ce que la pénétration est impossible en raison du manque de lubrification ou
de la conttaetion du vagin?

1) Jamais 4) Parfois. 50'11 du temps
2) Rarement, moins de 10% du temps 5) Habituellement, 75,., du temps
3) A l'oœasioD, moins de 25'11 6) Presque toujours, plus de 90%

du temps du temps

25. Ressentez-vous de la douleur aux organes lénÎtlux durant la relation sexuelle?

1) Jamais 4) Pufois, 50,., du temps
2) Rarement, moins de 10., du temps 5) Habituellement, 7S., du temps
3) A l'occasion, moins de 25., 6) Presque toujours, plus de 90%

du temps du temps
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• 26. Aquel fréquence ressentez-vous du~ sexuel? npeut s'agir d'un désir de faire
l'amour, de projeter de faire l'amour, de se sentir frustré(e) sexuellelment du au
manque d'activité sexueUe, etc.

1) Plus d'une fois par jour 6) Une fois chaque deux semaines
2) Une fois par jour 7) Une fois par mois
3) De 314 fois par semaine 8) Moins d'une fois par mois
4) Deux fois par semaine 9) Jamais
5) Une fois par semaine

27. Quand vous faites l'amour avec votre partenaire, est~ que vous vous sentez
excilé(e) sexuellement?

1) Presque toujours, plus de 90% 4) Rarement, environ 25% du
du temps temps

2) Habituellelment, environ 75% du 5) Jamais
temps

3) Parfois, environ 50% du temps 6) Je n'ai jamais essayé

28. Lorsque vous faites l'amour avec votre partenaire, ressentez-vous des réactions
émotives négatives comme la peur, le dégoQt, la honte ou la culpabilité?

1) Jamais 4) Parfois, 50% du temps
2) Rarement, moins de 10% du temps S) Habituellement, 75% du temps
3) A l'occasion, moins de 25% 6) Presque toujours, plus de 90%

du temps du temps

29. Est-ce qu'il anive 1 monsieur d'atteindre l'orgasme sans éjaculer (sans spenne qui
sort du pénis)?

1) Jamais 4) Parfois, 50% du temps
2) Rarement, moins de 10% du temps S) Habituellement, 75% du temps
3) A l'occasion, moins de 25% 6) Presque toujours, plus de 90%

du temps du temps

•
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Appendix 13 - Standardized Gynecological Examination Fonn

Randomized Treaanent Ourcome Study
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GYNECOLOGICAL EXAMINATION• Date _

Subject # _

QynccolQlÎst pain ratioa

o 1
nopainmlld

Patient paiQ ratina

2
moderate

Date of last intercourse, _

Gynecologist _

3
severe

o 1 2 3 4 5 6 7 8 9 10
no wont
pain pain ever

E(ythema ratine

o
none

1
müd

2
moderate

3
severe

PAINRATING

• Labia mliom

Labja mjnora

RT
(gyne) (pl)

LT
Clyne) (pt)

MlDLINE
(gyne) (pt)



• PAINRADNQ

Vestibule (gyne) Vestibule (pt)

12 ï2

9-12 12-3 9-12_ _12-3

6-9 3-6 6-9_ _3-6

6 6

REMANANf OF TIJE HYMEN

Vestibule

_12-3

_3-6

•

6

ERyrnEMA RATING
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MA (code as IJFJSlMICl•

•

LESIONS/EROSION/SCARRINQlMICROPAPJLLOMNCONDYLQ

©

Othee si lnificapl clinical Ogd· .'DIS ID yulya
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• VAGINA

PAINRAIING

Aoaerior YA&inal wall lbladder)

(gyne) (pt)

PubococçYleal muscle

UterOSlCral liaamept

(gyne) (pt)

Rt_

Rt

(gyne) (pt)

Lt__

Ll__

Musçular cOQtractioQS ( ouler tbjrd. 1evator ADi )

(gyne) (pt)

Defore examinaûon

Touching the vuiva

Insertion of speculum

Insertion of fmgec

VAGINAL ATROPHY INDEX
Score

1 2 3

Excellent

2 fmgerbreadtbs
Rugared

Fair
Nonna!

Full
1 flDlerbreadth
Smoodt
Nanna!

Poor
Sparse
Atrophie. dry
< 1 fingerbreadth
Thin. friable
Shonened

Skîn eJasticity and turgor
Pubic haïr
Labia
Inttoitus
Vaginal mucosa
Vaginal depth

•
Total VAI score_

PBOLAPSED MUCOSA

Othee &anificaot clinicat fmdiol' in valÏDa
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UTERUS

PAINRATINQ

(gyne) (pt)

cervix without motion

corpus without motion

cervix with motion

corpus with motion

Pain at vaginal examination alone _

Pain at bimanual examination __

mobile utems _

immobile ulerus _

cervical ectropion yes no don't know
cervical polyp yes no don't know
prolapsed uterus yes no doo'tknow 123
fibroids yes no doo'tknow

anteverted UIenJS yes no doo'tknow
ÎDtenDediale uterus yes no doo'tknow
rettoverted uterus yes no doo'tknow

Othee Napificant çHnjcal Ondina' in the nICOlS gr œryjx
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•
felt_

mobile_

PAJNRATING

ADNEXAE

nolfelt_

immobile_

wilhoUl motion

wilh motion

(gyne) (pt)

Rt

Rt_

(gyne) (pt)

Lt__

Lt__

•

Pain al vaginal examination alone _

Pain al bimanual examination _

Othee Silnifisagt clmal fmdjgp in Idmpe
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PAIN BELADD DIAGNOSES
(please rank order your diagnoses)

No fmdings ünked to dyspareunia
Vulvar vestibulitis syndrome
Vaginal atrophy
Infection
Bladder sensitivity/compücaûons
Muscularcontraction/tension
Prolapsed uterus
Scarring from previous incision
Vulvar erosionllesions
Fibroids
Endomelriosis
Cysts
Tender utero-sacral ligaments
Tender uterus
Retroverted uterus
Polyps
Tender ovaries
Cervical eversion
Cervical inOammation
Condyloma
Atypical cell changes in PAP
Micropapilloma
Monoülial vaginitis
Squamous metaplasia
Congenital anatomical anomaly
Candidiasis
Other (please specüy)
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1. _
2. _
3. _
4. _
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Appendïx 14 • Instructions for Participant Treatment Compliance

Randomized Treatment Outeome SbJdy
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More information about kJl:Wment studIua

1. Your parUdpation ln the Vulvu VestlbuUtls Syndrome Treatment Study
Is appredated! This researcb endeavor is a large-scaIe study put together by a

multidisciplinary team of researcbers and clinicians specialized in painful intercourse
(dyspareunia) and funded by Health Canada and Pfizer company. As you know, this study
is trying ta detennine which treatments are the most effective in aIleviating pain caused by
the Vulvar Vestibuütis Syndrome. Over one-bundred and eighty women üom the Montreal
area will take pan in the initial assessment procedure of tbis study, and ninety women will

he selected ta undergo treabDenL It is boped that you will personally benetit from your
participating in the study and that many other women wim VVS may aJso greatly benetit
trom your contribution.

2. Your full coopentlon Il very Important to the ltudy. We bope thal you will

follow all study recommendations contained in this brochure, 50 tbat worldng together, we
may obtain the most accurate results. Ifanything is not clear, Please ask the appropriaœ
person to clarify it for you, he it your surgeon, therapist, the research coordinator Janet
Bradley, or Sophie Bergeron. Do Ilot Ms;tat~ to 4fk q"~stions. Please keep in mind that ta

reduce bias on our part, Janet Bradley is blind to the treatment condition you have been
assigned 10, i.e., she does not DOW what treabDent you are receiving, as sbe is the
independent assessor of the effectiveness of the IleabDents and conducts the assessment
interviews. Help us keep it that way by DOt telling her whicb treatment you were assigned
to.

3. Keep .ppolntllleDfI. The biofeedback and pain management treatment sessions are

very important If you are Dot able ta keep a schedu1ed appointment, call your therapist in

advance and mate a new appoînbnent. The same goes for the post-treatment and 6-moDtb
follow-up assessments (including gynecological exams and interview). Ifyou are nol able

lO keep a scheduled appoinaneDt for tbOle assessmeDIS. caU Janet Bndley (398-5323) as

saon as possible and reschedule witb ber.

4. Do your homeworIL Homework usignments given 10 you in the biofeedback and
pain management conditions are very important to die success of the 1lea1lDenL Ifyou are
unclear about how ta perfonn the bome eelCÎSeS, ask your therapist for funher
explanations. The tberapists are tbere to be1p you•
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5. ChaDle ln Residence. If you are moving, please let Janet Bradley know of your
change of address and telephone number as saon as possible.

Vacations. If you are planning 10 take a vacation during the treatment period of the

biofeedback and pain management conditions, please let your therapisl know in advance 50

that they CID either Iry to mate up for the canœled appointment(s) or they CID keep you up

10 date on what bas been going on in the group.

6. Other Treatments. Please refrain from undergoing any other trealments for YYS

while you are participating in the study (this includes the 6-month foDow-up period).

7. O8IIy Pain Ratln... Don't forgetto rtll in your daily pain rating forms at the limes
indicated on your instructions sheet accompanying them.

To reaeh Janet Bradley or Sophie Berleron, eali 398-5323. Pleue keep thls
Information sheet u • relerenee untD the end 01 the study.
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D'autres ioformaüogs cQocern.nt....C.élwlL.d.rajtemeot...

1. Votre partldpatlon ll'Étude de Traitement du Syndrome de la

Vestfbullte Vulvaire est .pp....rCe projet de recherche constitue une étude à

grande échelle conçue et organisée par une équipe multidisciplinaire de chercheurs et de
cliniciens spécialistes des relations sexuelles douloureuses (dyspareunie) et subventionnés
par Santé Canada et la compagnie Pflzer. Comme vous le savez, cette étude vise à

déterminer quels traitements sont les plus efficaces quant au soulagement de la douleur
causée par le Synrome de la Veslibulite Vulvaire. Plus de cent-qualre-vïngt femmes de la
région de Montréal prendront part lia procédure d'évaluation initiale, et quatre-vingt-dix

femmes seront sélectionnées pour recevoir un des traitements que nous offrons. nest
souhaité que vous bénéficierez personeOement de votre participation l l'étude et que
plusieurs autres femmes souffrant du SVV bénéficieront elles aussi grandement de votte
conbibution.

2. Votre pleine eoop4ntlon est tris Importante pour ."tude. Nous espérons
que vous suivrez toutes les œcommendations contenues dans ce mémo afm que, travaillant

ensemble, nous obtenions les résultats les plus exacts possibles. Si quelquechose n'est pas
clair, demandez des explications additionnelles lia personne appropriée, que ce soit votre
chirurgien(ne), thérapeute, la coordonatrice de recherche Janet Bradley, ou Sophie
Bergeron. N'hésiter.pas d poser des questions. Rappelez-vous que dans le but de prévenir
un biais de notre part, Janet Bndley est "aveugle" au traitement auquel vous avez été

assignée, c'est-l-dire qu'elle ne sait pas quel traitement vous recevez. Ceci est nécessaire
puisqu'elle est l'évaluatrice indépendante de l'efficacité des b'litements el est donc
responsable des entrevues d'évaluation. Aidez-nous l maintenir cet état de choses en ne lui
disant pas l quel traitement vous avez été assignée.

3. Gardez VOl rendez-vous. Les sessions de traitement de biofeedback et de gestion
de la douluer sontll'ès importantes. Si vous n'etes pas en mesure de garder un rendez­
vous, communiquez avec votre~ute ll'avanœ et reprenez un autre rendez-vous.
Même chose pour les évalualions post-traitement et 6-mois-de-suivi Cmeluant les examens
gynécologiques et une entrevue). Si vous etes dans l'impossibilité de larder un Iendez­
vous pour ces évalualioDS, communiquez avec Janet Bradley (398-5323) ll'avance et

reprenez un autre rendez-vous awc eUe•
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4. F8Ites VOl exerdces • la maison. Les exercices faisant partie des traitements de
biofeedback et de gestion de la douleur sont une composante essentielle du succès du
traitement Si certains de ces exereices ne sont pas clairs pour vous, demandez des
explications additionnelles l votre thérapeute. Les thérapeutes sont là pour vous aider.

5. D6......ment. Si vous déménagez, prenez soin de laisser votre nouvelle adresse et
votre nouveau numéro de téléphone lIanet Bradley le plus Iftt possible.

Vacances. Si vous planifiez prendre des vacances pendant la période de traitement du
biofeedback ou de la gestion de la douleur, prenez soin d'aviser votre thérapeute ll'avance
pour qu'elle puisse soit reprendre Ie(s) rendez-vous manqué, soit vous infonner de ce qui
s'est passé dans le groupe de ttaitement pendant votre absence.

fi. Autres Traite_nts. S.V.P. n'utilisez pas d'autres traitements pour le Syndrome de
la Vestibulite Vulvaire pendant que vous participez ll'étude (ceci inclut la période de suivi
de 6 mois).

7. inventaire Quotidien de la Douleur. N'oubliez pas de remplir vos fonnulaires
selon les dates indiquées sur la feuille d'instructions incluse dans la même enveloppe que
vos fonnulaires.

Pour communiquer avec J..t Braclley ou Sophie Seraeron, appelez au 398·

5323. S.V.P. conservez ce m'mo d'lnlormaUoD comme nl'renœ Jusqu'. la
nn de l"tude•
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Appendîx 15 • Treatment Expectancies Questionnaire

Randomized Treaunent OIlfcome Study
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• Subject 1: _

Date:-----

Ireatment clpeçtancia

Therapist:

The following questions should he answered based on your persona! opinion.

1. Up to what point do you tbink the tre8UDent you L"e reteiving is logical in tenns of ilS
efficacy in aIleviating vulvar vestibulilis syndrome?

o 1

not

atall

2 3 4 s 6 7 8 9 10

totally

logical

2. How confident are you that the present tteabDent will improve your pain condition'1

o 1
not

atall

2 3 4 s 6 7 8 9 10

totally

confident

•

3. Please rank order the treatments offered in this study by your own order of preference
(vestibulectomy. biofeedback. pain manapment).

tirst choiœ: _
~condchoice: ___
tbird cboiœ: _
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• Sujet#: _

Date: _

Attentes yls-à-yiLdu traitement

Thérapeute:

Répondez aux énoncés suivants en vous basant sur voue opinion personnelle.

1. Selon vous, jusqu'A quel point le lraitement que vous recevez est...illogique en tennes de

son efficacité à soulager la vestibulite vulvaire?

o 1

pas
du tout

2 3 4 s 6 7 8 9 10

totalement
logique

2. Jusqu'à quel point êtes-vous confiante que le présent ttaitement améliorera votre
problème de douleur?

o 1

pas
du tout

2 3 4 s 6 7 8 9 10

totalement
confiante

•

3. Classez les traitements offerts dans cette étude par ordre de pft!férence (vestibulectornie,
biofeedback, gestion de la douleur).

1er choix: _
2e choix: _
3e choix: _
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Appendix 16 •Treatment Manual

OCBT

Randomized Treatment Outeome Study

243



•

•

Treatment manuaI for
cognitive-behavioral group therapy

with women suffering from
vulvar vestibulitis syndrome

(Ç) Sophie Bergeron and Yitzchak M. Binik

Pans of this manual are adapted froID Pain and Behavioral Medicine: ACognitive­

Behavioral Approach (Turt. Meicbenbaum & Genest, 1983) and from Managing Pain

Before il Manages You (Caudill. 1995).
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Study-related issues for therapist

Preparation

Prior to the beginDing of treatment, the therapist will review the study mes of aU the

participants assigned to ber group. Sile will also read the review of the literanue on vulvar

vestibulitis syndrome by Bergeron. Binik. Khalifé and Pagidas (1997). During the course

of the tteabDent, the therapist will bave weekly sessions of I-bour supervision with a

speda1ist in cognitive-bebavioral group therapy for chronie i11nesses affecting sexual

function - Dennis Kalogeropoulos, Ph.D.

Initial cgntaq

Notification of participants as to the beginDing date, lime and location of the group

therapy will he made over the telepbone by the therapist one week prior to the ftrSl

treabDent session.

Rationale and overview of the cognitive-bebavioral approacb

as applied to vulvar vesibulitis

WbyaIJ'Qup?

Group cognitive-bebavioral ttea1IDent bas been shown to be as effective as individual

tberapy (e.g. Genest & Tart, 1979; Herman & Bapûste, 1981). Furthermore, il

capita1izes on lJ'Oup processes such u cohesiveness, self-disclosure, and suppon. (Turk,

Meichenbaum, & Oenest, 1983)•
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Brief oyerview of the çganitiye-bebayigglaggrpaçb M APplied to the treatmem of wlyar

vestibuüqs§YDdIorpe

Ta_ent apals. The purpose of Ibis manual is not ta provide a lengthy review of

cognitive-behavioral and group therapy principles. as botb therapists in this study bave a

strong background in cognitive-bebavioral therapy. especially as it applies to sexual

dysfunctions. and group work. We will thus only provide a brier overview of the goals of

cognitive-behavioral group therapy for vulvar vestibulitis syndrome:

1) Rec:onœptualization ofdyspareunia as amullidimensional pain disorder tbat is

intluenced, among other things, by thoughts, feelings, and behaviors.

2) Modification of thoughts, feelings, and behaviors associated witb painful intercourse

with a view ta increase adaptive coping and ID decrease maladaptive coping (e.g.,

catasttophization).

3) Consolidation ofskills acquired during the therapy and maintenance ofchange.

TheralJCUtic prpceas. The therapist will adhere. as much u possible, ID the following

guideÜDes:

1) Engender a collaborative workin. relationsbip widl ail participants in the group.

2) Use interventions tbat support and/or inaease group cohesion Ce.g. after a participant

bu revealed somelhing about berselft ut die otben ifdley bave everexperienced

anything similar).

3) Use aSocralic rather tban a didaclic approacb.

4) Clarify any potential lIÙSCOaœpdons by raisiDg1bem and discussiDg tbem.

S) Use the participants' eumples 10 illusuate wbat is meant by various concepts (e.g.

bow tbougbts CID affect pain)•
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6) Both validate and challenge the participants' view of their pain (e.g. "Il is completely

Donnai to Ceel this way... wbat might be anotber way of viewing the problem1).

Homework. An important part ofcognitive..behavioral therapy is the assignment of

bomework. Here are the goals of the exercises tbat will he recommended to the

participants:

1) To assess the cognitive, emoûonal and behavioral aspects of the participants' sexual

lunetion and intimate relaûonships and how these intluence and are affected by the pain

problem.

2) To examine the typical responses of significant others and the participants to painful

intercourse.

3) To mate the participants more aware of factors that exacerbate and alleviate their pain.

4) Ta belp the participants identify maladaptive responses ta painful intercourse.

S) Ta consolidate the use of coping procedures discussed during the group therapy

sessions.

6) Ta illustrate ta the participants and their signiticant others that progress can be made in

managing their pain.

7) To serve as reinforœrs and as enhancers ofself-efficacy as the participants achieve

goals.

8) To assist the therapist and participants in assessin, progresse

For each homewort assipmeDt, the tberapist will provide the rationale and an

explanation of tbe exercise on paper (for tbem ta brin, home) u weU as orally during the

group session. The tberapist will alwaysutÜ they bave any quesûons. Address potenâal

difficulties they mi&bt bave wim Ille bomewort. Empbuis sbould be placed on not

giving up, on consideriq wbat may baw conlributed ID 1be lack of sucœss, and on the
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imponance ofcontinued effort. with reinforcement of the effon, not just of SUcce5S. Give

participants some homework diary sheets (as a measure ofcompliance for us) that they

will ti1l out as they go aloog.

Session by session guidelines

Session 1

InttoductiOQ of thegmsl and garticjgants, (A) 1b~ therapist introduces herself. She will

explain that sbe bas read the participants' flles and that she knows where everybody is al

Sbe will emphasize initial individual differences and the ones that will he noticed as each

member progresses. She will mention the following points: 1) participants should not

compare themselves to the others tao much as each will go al Ibeir own pace; 2) some

exercises will be relevant for some, and irrelevant for others; 3) the support of the group

will he important The tberapist will acknowledle participants' shyness re: talking about

their sex life in a group, with women they hardly DOW. (B) The therapist asks

participants 10 inttoduce themselves and sugests the foUowing insttuctions: each

participant cao briefly describe their pain bistory, onset, impact on sexual functioning,

cunent state of sexual fuJx:tioning (e.l. frequency of intercourse, desire, ecc.).

MplanatiQo of the "Riment Dlap. 1) The therapist will explain the nature of the pmgram

using specifie, credible eumples of bow pain manaaement worb and bow the mind

plays an important IOle in pain perception. Sbe will empbasize the credibility of die

program: e.g., "tbese are techniques that are used al tbe Royal Victoria Hospital in the

lleatment ofcancer pain, etc." B.a., "8y DOW, you bave probably been ta a number of

doctors who bave sugested tbat tbe pain is ail in your bead. 1bat is aCOIDIDOIl

misconœption about pain and il is nonsense. Il surely does Dot belp, and il simply is Dot
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true. Your pain is mal. The proper question is, what are the factors tbat influence the

pain? At one tilDe we used ta think tbat pain was a simple matter: Something hort your

body and you felt pain. But it is just Dot that simple. Many different things affect the pain

experience (e.g., surgery under hypnosis, athletes and dancers who do not feel pain until

the end of a performance, people who walk on bot coals, ete.). Throughout titis

workshop, we will examine ail the things that may he related 10 your pain 50 thal we can

select the best set of procedures to he used to reduce your pain and can help you have a

more satisfactory and pleasant sex life. Some will improve by SO%, others by 75%; il will

vary. Even ifyour pain doesn't go away completely, you'll he able to do more. To

achieve these goals, it is imPOl1ant for you ta understand that 1do Dot have any magical

techniques or procedures that will immediately take away your pain. Instead, we will

work togetber to develop tools that you will use in your everyday life to better understand

and evenmaIly alleviate the pain."

2) She will give panicipants an oulline of the 8 sessions and give them time ta read il

3) Sbe will eücit infonnaûon regarding the panicipants' expectations conœming the

program and deal with their reservations, skepticism, ete.

4) Sbe will answer questions about the nature of the prosram and the outline as well as

clarify any misconceptions.

EducatioQ and dise"c;on m; wIyar yeslïbuUti§. lbe Ihenpist will educare panicipants

about vulvar vestibuU1is syndrome (VVS). 1) Sile will Jive tbem the review of the

üterature on vulvar veslibulilis by Beqeron, BiDik, Kbalifé and Pagidas (1997) and tell

tbem 10 read the article Il hcme and ta keep in mind tbat we will discuss it next weet.
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2) Infonnation about vuIvar vestibulitis syndrome:

-symptoms and diagnostic criteria: entry dyspareunia. pain during cotton-swab tes~

redness, pain during other 8CûvitÎeS such as tampon insertion, ete.

-mostly found in women between 18 and 30

-prevalenœ rate of up 10 15'11

-begins eitber from tirst intercourse attempt or 1ateron, following repeated yeast

infections or other trauma to the are!, or for no apparent reason

-likely multifactorial etiology, altbougb liUle is known: yeast infections, past trauma to the

area, honnonal component, immunological component, cenUal sensitization (nerve fibers

and brain possibly overly sensitive to pain, in relation to past trauma)

-these participants will have already received education about treabDent but you can mise

the issue and answer their questions if they have any

-history of seeing Many doctors; usually women think they are Dot nonnal; are ashamed;

cannat ta1k about it to many people

-impact on sexual functioniDg (diminished desire and arousaL diminished frequency of

intercourse, al1 ofwhicb are most probably a consequenœ of the pain); may lead to couple

problems

-no psychological problems, no more sexual abuse than normal women (e. g. Meana,

Binik, Khalifé and Coben, 1997)

3) The therapist will ask participants ü llley recognize tbemselves in tbis description u

weU u elicit their reactioDS and normalize wbal they may be feeling_

4) The therapist will use the mbber mode! ta identüy die location of the pain; she will let

everybody bandle il and will answer questions..
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Education agd djacPn\,on te; gbeggmeOQn of gain. The tberapist will educate participants

about pain and discuss some of the mytbs ofpain (wrife Mytbs 1 and 2 on the

blackboard).

E.g. "Tbere are various ideas or mytbs about pain that patients and their significant others

often bave. 1am not sure ifyou believe these, but they are worth our going over and

considering where they fit and do not fit with your own notions."

Malec, Glasgow, Ely, and Kling (1977) oCrer the following mytbs about pain:

1) MYTH #1: Ifpbysicians can't cure your pain or fmd out exactly what is causing il,

then your pain must be in your imagination. FALSE.

"Besides, loomg at il another way, ail pain is "in your head." After all, your brain is in

your bead. The brain is what tells you if you hurt, how much you hort, where you hun,

and what to do about iL Even wben you hort because you bit your thumb with a hammer,

the pain is "in your head." This is why psychological methods of pain control work,

because they involve your braïn, wbich is the one who perceives pain. You CID leam ta

keep pain from bothering you."

2) MYTH #2. Ifyou CID mate your pain Jess by psycbololÏcal self-c:onttoI. then the pain

wu"all in your bead" ta begin witb. FALSE.

"Although some of the outward sians of pain may he visible, pain is a private, individual

experience. And because il is 50 priVll8, 50 individual, DO two people undeqo exacdy the

same feelings ofpain from tbe same source. Many _sbeside tbe Ïllteruity ofdie

stinIIIlIIIioII condUle to 1be experience ofpain. On IWO diffeœnloccasions, you may
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experience quite different pain from exacdy the same external stimulation (e.g. differences

in pain radogs Ô'Om the same sûmulation, peni1e penetration and thrusting). Still another

example: In severa! tribes, women in labor apparendy experience no pain. They simply

stop their work to have die baby and retum to work immediately afterwards. Up until

very reœntly, in North America the average hospital stay after birth was from S to 7 days.

lbese women are not experiencing the intense, debilltating pain that is usual in our

culture. Obviouslyt pain is influenced by many things."

3) The therapist can have the participants generate examples of tbeir own to suppon the

contention that pain is more than a consequence of the specific so-called physical cause.

B.g. " 1have read in the interviews tbat Many of you noticed that the pain varies

depending on bow aroused you are, bow lubricated you are, which partner you are with,

how anxious you are, ete."

4) The therapist. via discussion, can begin ta get the panicipants thinking about how

different factors affect the pain experienœ and higblight the variations in their corrent

pain. At dûs point the intention is more to mise issues than ta fmd solutions. The

tberapist's probes are designed to begin the reconceptualization process in which the

participant plays an active mie in conbibuting to ber presenting problems and is not a

helpless bystander or vicdm of the pain. As Ibis œconœptualigtion emerges, one

implication is that something could be done to change the behaviors, feelings, and

tboughts that affect the pain experience.

Horpework. nIE 1BERAP1STGIVES PARnCIPANTS mE LOCAnON EXERCISE

AND PAIN DIARY HANOOUI'•
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1) Localization exercise. The tberapist will explain the ntlonale of the location exercise:

the goal is ta gain more control over their pain; ü they DOW exacdy where it bons, this

will affect their perœption of the pain. FUJ1hermore, they can use titis informaûon to

inform and educate their pal1De1'S and co vary sexual aetiviûes.

How ta do It: the therapist will instructs everybody ta go home and locate the painful

area themselves, with their fmgers or with a cotton-swab tip; she will ask them te draw a

picture of their genitals (usiDg amïrror), highlighting the painful are&. She will mate sure

they understand and will answer their questions. She sbould go over the exercise handaut

with them.

2) Pain diary. The therapist will explain dle ntlonale ofPain Diary exeICises: the goal is

to better understand the pain and what influences iL They may have an intuitive

understanding of this, but to actually see it on paper, with the pain ratings, will make il

clearer and more concrele and wü1 help in implementing the various treatment techniques.

The pain intensity ratings will provide an opportunity to determine wbether the pain

intensity follows any particular pattern. The tberapist and participants can consider

memory aids for filling out the diary (e.g., placing reminders at sttategic points, soch as

on the bedside table, in the washroom, ete.).

How to do It the therapist will explain the Pain Diary exerdses. Sbe will mate sure

tlley undentand and will answer their questions. Sile win go over the pain diary bandout

witb them.

Oeneral inCor re: panner. The tberapist will sugest that participants sbare witb tbeir

panner any information discussed in the JIOUP dIal tbey tbink migbt belp bim understand
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VVS more and contribute to the pain management process (e.g. infonnation about

amusai, ete.).

Sbldy-related igues. 1) The therapist will bave participants nll out expectations fonn and

pain questionnaires (explaining that these are for the purposes of the study). 2) Sile will

give them the Daily Pain Monitoring fonns (for the purposes of the study) and go overthe

instructions with them. 3) She will give them the "More info about the study.•• ft handouL

4) Sile will give back participants copies of their signed consent fonn.

Session 2

Queation geriod re; ws article. ne tberapist will ask the panicipants wbether they read

the review anicle on VVS. Do they have any questions? Did they have their panners read

it (ifapplicable)1 The tberapist cao take a few minutes ta discuss the article with them.

Beyjew of bomework. 1) The therapist will ask the participants if they encounter any

problems widl the pain diary. Do they envision any potential problems1 Sile can belp

them generate concrete solutions Ce.g. a reminder system because they keep forgetting 10

fill out the diary) and Jet them DOW tbat tbey wW discuss the diary more in depth next

weet. 2) The therapist will review the pain location exercise. How did they Ceel while

doing the exeteise? What do Ibey thint of tbeir geDitals? She CID discuss issues soch as

anatomy, apPe8l'lJlœ, smell, ete. Did tbey show the area 10 Iheir partners1 Is il clearer 10

them DOW? What impact migbt Ibis bave on their percepûon of pain? She sbould dispel

any mytbs or unreaIis1ic ideas they may have about their aenitals (e.g. "vulvar vestibulitis

bas deformed my genitals")•
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DescosirizalÎoo ÇJcrci§e. 1) The therapist will inttoduce the Betty Dodson video entit1ed

self-Ioving and explain its ntloœle: lbere are two purposes 10 watehing this video: 1)

to desensitize them re: looking al their genitals. talking about tbeir genitaJs, and more

generally, masturbating. Again, tbis is all pan of gaining more conb'ol over tbeir pain, and

tbis starts witb knowing tbeir geDitals and being comfonable with them, and eventually

knowing what gives tbem sexual pleasuœ. The therapist can WarD them that some May

fmd the content a bit crode, or shocking. We are not suggesting they go out and do the

same as in the video; it is used as a desensitization tooL 2) to introduce masturbation:

Many of them are avoiding an types of sexual aetivity. The therapist CID explain to them

that this is important as they need ta renew with some fonn of sexual activity to try to fmd

pleasure again in sexuality (10 wake up tbeir dormant sexuality). Masturbation is the

activity during which they have the most control and also during which there is a goad

chance they will not experience pain. It is very impottant ta start reexperiencing sexual

pleasure, since now they may he associating their vulva and vagina ooly with pain. They

need to start associating these body parts with pleasure again.

2) Therapist and participants will wateh the tirst 112 bour of the video.

3) Therapist and participants can discuss the video. How did they Ceel? What did they

think? Were tbey shocked1 Surprïsed?

4) The therapist sbould sugest tbat they Iry the mirrorIdrawing exercise aglin; perbaps

tbey will bave a more positive perspective after haviDg viewed this video.

pjscuyiOP; a djfferept yiew ofgain. The tberapist will provide a reconœptnaUzalion of

pain followiDg tbe pœ-coall'Ol mode). empbuizina tbat thougbts and feelinp CID

exacerbaœ the pain experienœd. 1) Sile will belp die participants to develop a mcxe
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differentiated view - one that implies voluntary conttol by the panicipant over components

of the pain. lbese components include (a) unpleasant pbysical sensations over which the

participant may exert control, (h) pain-related thougbts and images, (c) pain-related

feelings, and (d) pain-related behaviors. 2) To illustrate each component, the therapist

should use the panicipants' own experiences or own data (pain diaries, ete.) and should

thus encourage panicipants to offer their own examples.

E. g. from Kami, Doertler, Parker, and Armentrout (1981): "Pain may begin with bodily

damage or injury or with disease. A pain message ûom the site of injury is sent tbrough a

mecbanism that works like a "gate to the brain." The brain then interprets tbis message.

This gate can be partially or fully oPened orclosed, detennining the amount of pain. A

variety of physical, emolional, and mental factors may open or close the gate." The

following can he discussed wim the group, although the therapist should keep in mind

that tbis model does not fully apply to painful intercourse. For this reason, she should not

write it on the blackboard, but aclapt il as mucb as possible to dyspareunia:

Factors thlIt opDI the gale

1. Physical factors

a. Extent of iDjury or trauma ta the area

b. Readiness of tbe nervous system to send pain signais.

c. Inapproprîate aetivity leveL

2. Emotional stress

a. Depression

b. Anxiety

c. Worry

d. Tension

e. Anger
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3. Mental factors

a. Focusing on the pain

b. Boredom due to minimal involvement in Hfe activities

c. Nonadaptive attitudes

Factors that close the gale

1. Physical factors

a. Medication

b. Counterstimulation (cold, musage, acupuncture)

c. Appropriate aetivity level

2. Relative emotional stability

a. Relaxation

b. Positive emotions Ce.g., bappiness, optimism).

c. Adequate rest

3. Mental factors

a. ure involvement and increased interest in Hfe activities

b. Intense concentration

c. Adaptive attibldes

3) The therapist CID empbasize the porential for the participants ta control pain and

discomfort.

Homewgrk" The therapist will introduce the brelllhing eurcise, starting with its

ntioMle: "as Many of you bave noticed, the anticipation of pain creates anxiety1 wbich

bas two consequences: (a) it inbibits arousal. wbicb in tum inbibits lubrication, wbich

incœases the pain upon peœll'ldon; (b) il often coDlributes to ID involuntary contraction

of the vaginal muscles, wbich lIu. mates pene1ralion a lot more paiDfuI. and sometimes
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impossible (write those 2 points on the blackboard in the fonn ofadiagram). For these

reasons, an important part of the treatment is 10 learn to reduce anxiety. One major way in

whicb they willleam ta do tbis is via a brealbinglrelaxation techniques.

For centuries bumankind bas been provided with instructions for bringing about a

quieting response (the contrary of a stress response), called tbe 'relaxation response'

(RR). This natural bodily reflex bowever does not happen IUtomatically. It requires

practice with cenain mental techniques before it can he called upon te counter anxiety.

Many techniques can bring about titis natural response, altbougb two simple steps are

common ta all of them: (a) focusing onels mind on a repetitive phrase, ward, breath, or

action; (h) adopting a passive attiblde toward the thoughts that go tbrough one's head.

The physical effects of the RR can be divided inta: (a) immediate changes, which accur

wbile a person is focusing on a repetitive ward, phrase, breath or action, and (b) long­

tenn changes, which occur alter repeated practiœ for at least a month, and are present

even wben a person is not sitting quiedy practicing an RR technique. People report a

decrease in anxiety and depression, as well as an ability ta cope with life stressors. The

key ta bringing about RR is focused awareness. Your breathing can be the object of mat

focus. Nonna! bread1ing patterns CID he disrupted by anxiety and pain.

There are IWO types of breathing: cbest breatbing (short, sballow breaths.

characteristic of anxiety) and diapbragmatic or abdominal breathing (abdomen rising and

falling, like babies, briDls about a feeling ofcalm and relaxation). Before doing any other

exercises in tbis therapy, you need to become aware ofbow you breathe. Place one band

on your breastbone and one band on your beUy buuon. Close your eyes and become

aware of what is mOVÏDI wben you breatbe in and out. If il is your abdomen, you are

a1ready breathing diapbraamalicaUy. If il is your cbest, you need to Ieam bow to bœatbe

from the abdomen. ft
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How to do Il: Diapbragmatic breathiDg: "Place your bands just below your belly button.

Close your eyes and imagine a balloon inside your abdomen. Bach lime you breatbe in,

imagine the baIIoon filling with air. Eac:b lime you breathe out, imagine the balloon

collapsing.ft The therapist will practice il with tbem for about Sminutes and ask !hem Ü

tbey have any questions or concems. Sbe will ask them to practiœ diaphragmatic

breathing al home. They cao counl 10 breaths and start again. They CID try il for about S

minutes a tïme. as often as possible. such as once a etay. NO HANDOUT.

SessioQ 3

Reyiew ofbQmeWOIk. The therapist will review the mirror/drawing exercise again: How

wu il different after baving seen the video? Do tbey bave any more comments about the

video, their genitals, tbeir discomfort, ete.?

pjscussiQD te: pain dim. The therapist will continue edueating participants about pain via

tbeir diary entries. Sile will bave a look al the diaries of some participants and encourage

tbem ta share witb each otber their respective pain diary entries and then begin ta

speculate on reasons for the changes in pain levels. 1be group members tbemselves cao

begin to sugest some of the complex relationships among behavior, cognitions. affect,

environmental events, and pain, wbicb will fonn the buis for later interventions. The

therapist can facilitate die acbievement of iDsigbt into the possible connec:tion between

certain situational events, sucb as contlict, and the variability of pain, using clinically

sensitive questions and the data .atbered by the participants. The goal is for the

participants to stan entenaining the nodon tbal1be pain theyexperienœ is indeed complex

and subject to a variety of inOuences. lbrouJbout tbe discussion, the tberapist CID

encourage group members to view the formulaliOll oftbeir problems and strategy

planning u cooperatiw efforts, DOl as iDterpretations and techniques rigidly imposed on
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them by the therapist E.g. "You have ail done a good job of fJlling in your pain diary. 1

wonder if you have noted anything special about what you have recorded. For example,

some participants may fmd varying pain ratings: do you bave some ideu as to wby that

rnight he? n

Impact of pain QO tbouabg. emQligns and bebayiQg. The therapist will discuss the impact

of pain on thoughts, feelings. physical sensations and behavior, and in retum the impact

mat thoughts, feelings, and physical sensations such as amusaI rnight have on the pain

experience. She will explain ta participants the details of the vicious cycle and continue to

educate them about the impact ofcoïtai pain on desire, arousal and orgasm, baving tbem

generate their own examples: How bas their sex Iife cbanged since the pain? How do tbey

Ceel about these changes? Wbat does baving pain during intercourse Mean ta them7

Piscussion te: aYQidanœ of semai actMties and mie Qf panner. The therapist will belp

participants 10 identify ü tbey have been avoiding seXe Sbe will work at breaking

avoidaDce babit ü some of them are avoiding (this will be an ongoing task throughout the

tberapy): How do they avoid sex? Do they have unrealislic bellefs or less adaptive

attitudes about sex? She can use the düferent levels tbey are at 10 facilitate their leaming

from one another. What are some of the reasons why they avoid sex? Pain is one, but

wbat about activities tha1 are not painful? Wbat sexual aetivilies do not involve pain? Cao

they practiœ tbese? Cm lbey show tbeir panner bow tbey masturbate so as 10 avoid any

pain? The therapist can lead Ille discussion toward die partner's reacûons to the pain.

How migbt tbese conUibute ta the pain experience? Could !bey discuss these issues witb

tbeir panner? The tberapist sbould bave tbem generate some potential ideasisolutiODS ad

suggest some berself ü neœssary. She cm write some of these on the blackboard. Sile

sbould potentïate tbeir own copinl skil1s and JÎve tbem the opportunity ID leam from one
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anollle"'s coping skills. all the whüe empbasizing the potential they have to control their

pain.

DisclWioo te; means that cao he PRd tg ingease desîre. The therapist will ask

participants to Ihink about ways to increase their desire for sex and write those on the

blackboard and on a list tbat she will give bact to them the following week. ff they are

shy about this, she can stan generating ideas herself (e.g.• fantasy rehearsal, erotic

material, discussing tbeir frustrations widl their partner) and slowly bring them to do it

themselves. She should use humor to dissipate their discomfon ifany.

HQmework. 1) The tberapist will discuss the breathing eurcise they practiced during the

week and teaeh !hem a more fonnal brealbing exercise; she will a.sk them to do il beCOle

the dilatation exercïse thst will he explained in s few minutes. She will mate sure they

understand and will answer their questions: What steps do they need to taire ta auain the

goal of practicing the breatbing exercises? Do tbey envision any potential problems? Can

they think of solutions? "Breathing and relaxation exerc:ises are not the same as relaxing

via reading a book or listening to music; these aetivities do not bring about the KR".

How to do It: nIE THERAPIST GIVES PARTICIPANTS THE BREATHINO AND

DUATAnONEXERCISES HANDOtrr. Sbe goes over the bandout witb tbem and

practites the exercise once widl them for about 5 minutes.

2) 88do"'e for the diltJttJtion eurcis,: "the goal is to desensidze yourself 10 tbe

aasociation ofsometbin. iDside your VIJÏDI and pain. Get acquainted with the feeling of

baving SOmetbinl in your vqiDa wbile Dot experiencinl any pain and wbile in complete

cODuol of the situatiOll•
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Bow to do It: The tberapist will explain the dilatation and ask them to do il once a day,

preœded by the breathing exen:ise. The insenion should ideally be about 2 inches deep.

but may stan with Jess. depending on where tbey are al They can use Jubricant 10

facilitate the insertion (not KY jelly because it becomes sticky; il is preferable 10 use

Astroglide). They can start witb a cotton-swab ifa finger is tao difficuIl They cao use

other things later on (zucchinis. canots, ete.; use humor whüe mentioning this!).

Session 4

Reyiew Qf hgmework. 1) The therapist will review the breathing exercise and the

dilatation: Did tbey encounler any probIems? How anxious did they feel? Did tbey notice

if their vaginal muscles contraeted wben they lried ta enter tbeir finger? Cao tbey generale

solutions? 2) She will give them the list of ideu œ: desire Û'om last week's session. She

will have them s.'we their experiences with the group re: the application of some of the

ideas they had conœming how 10 increase desire: Have they noticed any change in their

desire? Did they discuss any of the suggestions with tbeir partners?

DiscuyiOQ m: bQW to iocm'sc arguy'. 1) The therapist will ask participants al what point

during sex do they experience arousal problems. This may vary considerably from one

woman to the other. Sile will ask tbem 10 think about ways 10 increase their sexual amusai

and write thase on the blackboard and on a list for the following Met, giving tbem the

opportuDity to Jeun from eacb other. Sile will add some suggestions herselfifneœssary

and discuss ways to impIement tbese: Wbal migbt pœvent them from implementing those

cbanges (e.g. mytb of simple, spontlfteous sex). Do they foœsee any probJems witb their

panner in tenns of the changes they want to mate in tbeir sex life? The tberapist should

suUest they discuss some of tbeir feelinp about Ibis wim tbeit parlDers. 2) Could

anytbing else besicles an1icipalion of pain be inbibiting arousal1 The tberapist CID bave
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tbem generaœ eumples. E.g.• issues witb receiving pleasuœ. feeling guüty that lbey have

pain and lbat their boyfriend or busband has ta put up with a "dysfunctional partner",

difÏteulties in communieating preferences, especiaUy regarding new ways ta diminish or

avoid the pain, focusing only on the partner's arousal, negative body image, ete. The

therapist should encourage them ta address some of these issues witb tbeir panner.

Homework. THE lHERAPIST GIVES PARTICIPANTS nIE RELAXATION AND

KEGEL EXERCISES HANDOUT.

How to do It: 1) The therapist will teach participants another breathin, exercise,

emphasizing that they should use whatever works best for them, only once they have tried

all of the techniques that will be shown to them. She will go over the bandout with them,

practiœ the exercise once with them and answer their questions. Exercise: counting

breaths ta 10 for 10 minutes (count on the exhale) (see instructions on the handout).

2) Ratloll8le of the K",l I~rcises: " the goal of these exercises it to help you gain

greater conttol over your pubococcygeal muscles. the ones that circle the vagina and that

you may involuntary contraet in fear of pain upon penetralion".

How to do It: The therapist will teach participants the exercise (see handaut). She will

mate sure they understand and willll1Swer their questions. She will reçommend that they

practice the exercises 10 minutes a day. What steps do they need ta take to auain goal of

praclicing the Kegel exerdses everyday? Do theyanticipate any poten1ial pmblems? Can

tbey generate solutions?

Sepjon ,
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Reyiew ofbomewgrk: 1) The therapist will discuss the relaxation exen:ise; wbat they

liked, what they did not like, the problems encountered and how they are coping wim

tbem, etc. What do they need ta ensure tbat they attain their goal oC praeticing the

technique once a day? (e.g. find rigbt tilDe ta practiœ, take phone off hook, etc.).

Sile can suggest that they use the breathing exen:ises al other tilDes, e.g. beCore a

gynecological exam, before having sex (Le., help them ta generalize this skill).

2) The therapist will discuss dilatation and ilS effect on pain. How is the partner reacting

to these exen:ises? Have they ttied it with bis tinlel? 3) The therapist will discuss the

Kegel exen:ises; any problems? Can they think of solutions? Could these exercises he

used before agynecological exam or before penetration ta help prevent muscle

contractions? Could these exercises belp tbem generate sexual feelings? (i.e., help them

genel'Zllim tbis sIdll). 4) How did applying amusai techniques work for tbem and their

partners? The therapist can sugsest more ways ta increase sexuaI interest if these bave not

aIready come up (identifying sexual needs, œading and viewing erotic material.

fantasizing, ete.). Wbat migbt be preventing them from trying out some of the desire and

amusai techniques that have been suggested? Why do the things they know about sexual

pIeasure sudden1y become irrelevant when they start ta feel the pain?

Agpmachlayojdaoœ CR.: 1) The therapist will brin, up the issue of homework in

general and avoidanœ in pardcular: wbat miabl be preventing them from doing all of the

exen:ises? Could il be linked 10 tbem Dot accepting tbeir pain problem? To some blacks

tbat they are unaware of? To scbeduHng problems? To inlimacy problems? Reempbasize

the importance ofaccepting tbat they bave aœcuaent pain problem tbat will not go away

magically. 2) The therapist will ut participants 10-Pie in Ille foDowina exen:ise: they

sbould divide asbeet ofpaper into two columns and Iist in the first one alI the œuons tbat

mate tbem WlDt to do the exen:ises and in 1be second column alI the reuons that mate
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tbem want to avoid doing the exercises. The tberapist will ask panicipants to sbare what

they wrote with the group and problem-solve with them.

CQpitiye remueturiol. Tbe therapist will begin ta help participants 10 identify thoughts

that they say ta themselves when tbey are anticipating pain, using the Pain Diary eotries.

She will teaeh them how ta replace these anxiety-provoking thoughts by more realistic,

relaxing thoughts. Site will as)[ them te start noticing the automatic thoughts that go

through lheir head wben they are anticipaûng pain, when they are experieocing pain, and

alter an episode of painful intercourse, tell them ta write these 00 paper and ta bring the

material at the next session. She will suuest that they practiœ cognitive resb'Ucturing

before and during the dilatation exerdses, as weil as wben they are engaging in sexual

activities with tbeir partners.

HomewQrk. nIE THERAPIST GIVES PARTICIPANTS TIŒ COGNITIVE

RESTRUC1URING HANDOUT.

1) Cognitivt restructllrillg: RadoMle: The therapist will explain ta panicipants that

unrealistic thoughts about pain. such as eatlStrophizalion, are liDked to higber pain

intensityt among otber reasons because they provoe anxiety and anxiety is related ta

increases in pain inteDSity. These maladaptive tbougbts aIso limit healtby coping and CID

conlribute 10 maintain unproductive interactions between partners.

Ho. to do ft: The therapist will divide the copitive restrueturing into 3 steps that sile

cao list on the blactboard: Ca> preparing for die oaset of pain: anticipation ofpain.

(b) confronling and bandliDl the sensations: pain durîng and alter intercourse, (c)

bandJiDg feelings after ID episode of painful interœune. Sile will 10 over the bandout

witb participants and will answer tbeir questions.
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2) Cold application (e.g. they could use it for pain after intercourse). RatloDllle: The

therapist will explain to pancipants tbat the use ofcold olten reduœs pain intensity and

can reduœ inflammation to the wivU' area following intercourse.

How to do It: She can suggest Ihey use a bag of frozen vegetables wrapped in a bath

cloth and use humor during this discussion.

Sessiop 6

DiscUssion Je: pmlRM and aetbaçb: The therapist will di8cuss progress (based on pain

ratings. pain diary, ete.) and give positive reinforcemenL What are the areas of

düficulties? She can also do some problem-solving by discussing what problems they are

encountering in general (resistance in themselves, partners, etc.), how to deal with

setbacks. ete. and nonnalize setbacks.

Reyiew of bomewgrk: l'be therapist cao teview and discuss 1) the dilatation: Have they

tried it with their panner yet? Do tbey have any problems? 2) the Kegel exercises and Iheir

effect on vaginal contractions just preceding penetration, as weU as their effect on sexual

arousa1: 3) the amusal and desire suuestions: Have tbey ttied them out? How do mey

affect their sexual feelinp and their pain?

Disçu,viOQ te; aexual OfCdA and 'mrdYCDCM. 1) The tberapist CID use the following

questions to guide tbe discussion: Are tbere sexual œeds clearer? Are they userting their

semai needs? Wbat difficulties Ile tbeyencounterinl widl dleir panners? 2) Tbe tberapist

will educate panidpants about wbat self-lSSeJ1iœ is and is DOL

268



•

•

CQpitiye restructurigl. nIE 1HERAPIST GIVES PARTICIPANTS mE COGNITIVE

RESTRUCTURING WORKSHEET.

1) The therapist discusses the eognitive restrueturing widl participants: Did they notice

their automatie thoughts1 Wu there anything special about them? Did they notice a link

between their pain level and their automatie thoughts? Did tbey note their automatie

thoughts on pape!? The therapist can write seme of them on the blackboard. 2} The

therapist ractiœs reframing these tboughts with participants (replacing tbem widl more

realistic ones) based on the grid out1ined on the worksheet: Wbat steps do they need ta

take ta attain goal ofapplying the cognitive restrueturing1 Can they think of any solutions

to the problems they are encounterïng? The tberapist should sugest that they practice tbis

as often as possible al bome because il represents a sldll that they need ta muter. H they

do not practice, they will not acquire mastery and thus the restrueturing will not he very

effective. 3) The tberapist and participants will practice cognitive resttueturing as a group,

with one generaûng negative, hannful starements, and the others providing more realistic,

pain decreasing statements in retum. This can he done in conjunction with the examples

on the blackboard

Homework; 1) Givinglrtctiving t2rcist ID do QI home: The therapist will explain the

exercise of givinglreœiving pleasure (Sensate Focus n. giving both ilS ntlo"'e and the

details of ho. to do It.

2) The tberapisl will explain the IISt ofXylocaint. emphasizing the importance of not

enpging in more viaorous intelCourse (10 U to avoid buming due to irritation); she will

give each of tbem tbeir prescripdOll from Dr. KIIalif6. Do tbey foresee any potential

problems witb the use ofXylocaiDe?
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Session'

Reyiew Qf bomework. 1) The tberapist will discuss the cognitive restrueturing: Did they

notice any effect on sexual feelings and on pain? Do tbey tee! they master the technique

well? What problems are tbey experienciDg?lbe therapist CID do some more on the

blackboard Ü tbey do not seem ta understand it weil. 2) The therapist will continue the

arousal and desire discussion, the review ofexercises and problems, etc. 3) She will

discuss the Kegel and dilatation exertises: How is it different with their panners

compared to when they are alone14) Sbe will also discuss the application ofXylocaine:

Did any of them try it? Wbat are the advUltages and disadvantages of using Xylocaine? If

il is causing them more pain, they should stop using il Did they notice any effects on

their sexua! feelings or their pain?

Qiscupion te; M'MiDI ooeseKEth panner. The therapist will discuss problems

participants might be encountering with their partners re: pain and sex (or problems they

are afraid of encountering with a new partDer ifthey do not presently bave one). She will

discuss assertiveness and communication with p8l1Der. Sile can have them think of one

area of difficulty (e.,. initiation, arousal problems, asserting semai needs, broaching the

tapie of sex, taking parmers' frustration too personally. ete.) and discuss reasons why it

is difficult for them to ta1k about certain of these issues widl Iheir panners, what are the

blacks, ete. It CID he useful 10 do some cognitive restrueturing with them re: some of

these issues (mostly, bave members of the lfOuP do it), reframe plOblems, ete. The

therapist should teach tbem basic communication skills sucb as bow to say somelhing,

when 10 say il, speaking from the "1" and sWing one's feelings as opposed 10 blaming

their panner, ete. She CID discuss dte disadVlDtages of Dot saying wbat is on tbeir miDd

(e.a. if tbey say 10 tbeir partner two years down the road thal tbey do Dot enjoy SOlDe
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semai behavior he bas had ail aloog, the partner may he more upset than ü they say il the

fast or second lime he does il).

Cgmmunic'tioo exercise. In the context of the above discussion, the therapist will ask

participants to separate a sbeet of paper inta two columns and to list on one side what they

believe ta he their communications strengths and on the other side wbat they believe to he

the communication difficulties or weaknesses that they wish ta improve on. The therapisl

will ask the participants ta share some of the infonnation on their list with other members

of the group.

Homework. mE nlERAPIST GIVES PARTICIPANTS THE LIST OF COPING

SELF-STATEMENTS HANDOUf.

How to do It: She goes over it with them and gives them examples of situations in

which they couId use these self-statements. The ratlonaie is the same u for cognitive

restrueturing.

SeyiOQ 8

Reyiew of wb" hM mn Jeamed Tbe therapist will review with participants what bas

been leamed: Do they feel they bave intepaled wbat tbey learned iDto tbeir regular

Iifestyle? Wbat will tbey do in the future ü they experienœ a period of inaeased pain, a

t1are-up?

Beyicw GJerciac. The tberapist will bave participants Mite down the proaress they made

and the issues Ibal are S1ill problemalic. Sbe will ut tbem ta sbaœ some of wbat tbey

wrote with tbe rest of the poUpe How do they plan to work on these issues?
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GeneralizalÎoQ ofDro.sa. 1) The therapist willlead this discussion by asking some of

the following questions: How can they ensure that they keep practicing what tbey have

leamed? What problems do they anticipate? Wbat might belp prevent these problems?

2) Sbe will discuss with tbem bow ta deal witb doctors in the future (self-assertion, ete.).

AnonyrnQUS eyaluatioo Qf treatmeot 1) The therapist will ask participants to write on

paper (anonymously) the swoglbs and weaknesses of this treabDenL 2) The therapist can

use sorne of the foUowing questions to discuss some of the issues they wrote on paper.

Was there anytbing tbey would bave wanted ta discuss or leam in the group but did not?

How could this treabDent he improved?

Stpdy-re1ated issues. 1) The therapist will infonn participants thal Janet Bradley will he

calling tbem or bas aIready called them re: their post...treabnent assessmenL She will call

them for their 6-montb follow-up assessment in 6 months. 2) She will remind them that

tbey can consult Dr. Khalifé or Dr. Pagidas even once the study is avec, for support, ete.

and that they cao aIso stay in lOoch with lanet Bradley alter the study is over.

looli for the future. 1) The therapist will &ive participants brochures (rom the Vulvar

Pain Foundation and (rom the National Vulvodynia Association. 2) She will suggest the

following books: 1) Lonnie Barbach, "For yourself", 2) Lonnie Barbacb, "For eacb

otber", 3) Margaret Caudill, "Managing pain belOte it manages you", and any other book

on sexuality that seems senoas and iDsIructive•
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pain IDIDAlcmegt

IreatmeDt Pwl

Session 1

Introductions (therapist and participants>

Explanation of the tteatment plan and of the basic elements of the pain management
program
Education and discussion re: wlvar vestibuIitis syndrome
Education and discussion œ: the phenomenon of pain
Home Exercise: Localization of pain

Home Exercise: Pain Diary

Questionnaire: Expectations toward treabDent
Pain questionnaires
Disb'ibution of Daily Pain Rating foODs

Copy of signed consent

Session 2

Question period re: VVS article
Discussion re: pain diary and pain localizaûon exercise
Desensitization exercise: video

Discussion: a different view of pain
Home Exercise: breathing

Session 3

Review of minor/drawing exercise
Discussion re: pain diary. Impact ofpain on thoughts, emotions, and behaviors
Discussion re: avoidaDce ofsexual aetivities and mie of panner
Discussion re: means that can be used ta increase desire

Discussion re: brealbinl exercises
Group and Home Ewcise: deep bœatbinl

Home Exerci.se: vqinal dilatation

SCSsjOD 4

Discussion te: bœadlinglDCl djlatation exercises: pmblems, solutions
Discussiœ re: die different ways ta iDcorporate die meus ta incœase desiœ into one's
sex Me: problems. solutions
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Discussion re: bow ta increase amusai
Home exercise: relaxation
Home Exercises: series of contraetions-release of the vaJina1 muscles (Kegel exercises)

Session'

Discussion re: breathing and dilatation exercises: impact on pain

Discussion re: Kegel exercises: problems, solutions, when to use them

Discussion re: the application of various means 10 inaease desire and arousal: impact on
pain

Discussion re: relaxation: impact on pain
Exercise ta do in therapy: approachlavoidanœ

Cognitive resttucturing: begin to identify automatic thoughts during the anticipation of
pain, the experienœ of pain and after having experienced pain

Home Exercise: note automatic thoughts on paper
Explanation of the use of iœ in the relief of pain after intercourse

Session 6

Discussion re: progress and setbacks: problem-solving
Discussion re: desire, arousal, breathing, dilatation, and Kegel exercises
Home exercise: giving-reœiving

Discussion re: sexual needs and sexual assertiveness
Cognitive restructuring: leaming techniques aimed at replacing unrealistic automatic
thoughts

by more realistic ones
a) anticipalion of pain
b) confronting pain sellSllions during penell'8tîon
c) emotions and tbougbts followiDg a pain episode
Explanation of the use of an anestbelic gel ta relieve pain during intercourse

SessiQn 7

Cognitive œstrueturinl: problems. solutions
Discussion re: desire and amusai
Discussion re: dilatation and KepI exeICisea: is il different with dleir panners1
Discussion re: asserIÏD. oneaelf witb panner
ExerciIe to do in tberapy: communicalioD S1IenJtbs and weaJcnesses

Discussion re: use of iœ and ofanesdletic gel
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Tool: list of self-statements

Seyioo 8

Revision of what bas been leamed: write list of accomplished progress, discussion
Revision ofdifficulties and of thiDgs that have not changed: acceptance, tools, other
resources

Discussion re: 6-month follow-up period: bow to continue practicing what has been
leamed, how 10 continue progressing
Anooymous evaluation of treatment
Book recommendations
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Séance 1

Présentations (thérapeute et panicipantes)

Explication du plan de U'aitement et des éléments de base du programme de gestion de la

douleur

Éducation et discussion portant sur la vestibulite vulvaire

Éducation et discussion portant sur le phénomène de la douleur
Exercice à faire chez soi: localisation de la douleur

Exercice à faire chez soi: journal de douleur

Questionnaire: Attentes vis-à-vis du ll'aitement
Questionnaires sur la douleur

Inventaires quotidiens de la douleur

Copie du (onnulaire de consentement signé

Séance 2

Questions concernant l'article portant sur la vesdbulite vulvaire

Discussion ponant sur les exercices de localisation de la douleur et le journal de douleur
Exercice de désensibilisalion: vidéo

Discussion portant sur une nouvelle vision de la douleur
Exercice à faire chez soi: respiration

Session 3

Revision de l'exercice de localisadon de la douleur: miroir et dessin
Discussion pottant sur l'exercice du joumal de la douleur. Impact des pensées, émotions,

sensations physiques et comportements sur la douleur et vice versa

Discussion ponant sur l'évitement des aetivitâ sexuelles et le r61e du partenaire

Discussion ponant sur les moyens qui peuvent êll'e utilisés afin d'augmenter le désir

sexuel
Exertice l faire chez soi et en poupe: respiration profonde

Ewcice à faire chez soi: dilatalion VllÏnaie

Séarg4

Discussion portant sur les exen:ices de respiration et de dUatalion: problèmes, solutions
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Discussion portant sur les différentes façons d'incorporer l sa vie sexuelle des moyens
visant à augmenter le désir sexuel: problèmes, solutions
Discussion pottant sur les moyens qui peuvent être utilisés afin d'augmenter l'excitation
sexuelle
Exen:ice à faire chez soi: relauIion
Exercices à faire chez soi: série de contractions-rellchements des muscles du vagin
(exercices Kegel)

Séance'
Discussion portant sur les exercices de respiration et de dilatation: impact sur la douleur
Discussion portant sur les exercices Kegel: problèmes, solutions, quand les uûüser
Discussion portant sur l'application de divers moyens visant à augmenter le désir et
l'excitations sexuene: impact sur la douleur
Discussion portant sur la relaxation: impact sur la douleur
Exercice à faire pendant la séanœ: approcbelévitement
Restructuration cognitive: commencer l ideDlifœr ses pensées automatiques lors de
l'anticipation de la douleur, lors de l'expérience de la douleur, et après avoir ressenti de la
douleur
Exercice à faire chez soi: noler sur papier ses pensées automatiques
Explication de l'utilisation de la glace pour soulager la douleur après les relations
sexuelles

Séanœ6

Discussion pottant sur le progrès et les dfficultés: résolution de problème
Discussion portant sur les exelCiœs visant l sûmuler le désir et l'excitation, la respiration,
les exercices Kegel et la dilatation
Exercice l faire chez soi avec le panenaiœ: donœr-œœvoir
Discussion portant sur les besoins sexuels ell'aftirmation de sa sexualité
Restructuration cognitive: apprentissage de techniques visant à remplacer les pensées

automaliques irréalistes et nuisibles par des pensées plus réalistes

a) anticipation de la douleur
b) CODÛOnter les sensations de douleur pendanlla pénécration

c) émotions et peusées suite l un épisode de douJeur
Explication de l'usqe d'un lei anesth4siaDt pour soulqer la colta1pe

Séapœ7
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Restructuration cognitive: problèmes. solutions
Discussion portant sur l'excitation et le désir

Discussion portant sur les exerdœs de dilatation et les exercices de Kegel: est-ce différent
avec leurs partenaires?

Discussion: s'affmner vis-à-vis son partenaire sexœL
Exercice à faire pendant la séance: savoir communiquer: forces et faiblesses
Discussion pottant sur l'uti1isation de la glace et du gel anesthésiant
Outil: liste d'aftinDations à se dire à soï-meme.

SéanceS

Revision des apprentissages: écrire liste des progrès accomplis, discussion
Revision des difficultés et des choses qui n'ont pas changé: acceptation, outils, autres
ressources

Discussion ponant sur la période de 6 mois de suivi: comment continuer àmettre en
pratique ce qui a été appris; comment continuer à progresser
Évaluation anonyme du traitement

Recommendation de livres qui aideront l poursuivre le travail entrepris
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• To fill out after engaging in an 8Ctivity tbat caused pain (e.g. intercourse, fmgel insertion,
ete.). The items in italics (II, 12, 13, 14, 15) refelonly to pain experienced during sexual
aetivilies.

Name: _ Date:----
2. TlIDe: _

4. Pain intensity (0 to 10): _

6. Duralion of the pain: _

1. Day: _

3. Time ofmensttual cycle _

S. Cause of the pain _
7. Where were you? _

8. What were you feeHng and tbinking just prior ta the pain , _

9. What were you feeling and thinking during the pain? _

10. What were you feeling and tbinking alter the pain? _

Il. How much tilM did YO" s~nd on sex play? _

12. How aTolUed WtTe yo" (0 ID 10)? _

13. How lubricated wert yo" (0 to 10)? _

14. Up ID whatpoint wlre YOII ;n the moodfOT su (0 ID 10)? _

15. What WQS ,ollrpartMr's reaction to YOllr pain? _

16. How relaxed did you Ceel (0 lI0)? _
17. What did you do 10 try 10 reduce the pain? _

18. How effective was titis? (Circle die appropriate number).

•

o=did not help al ail

3 =belped a lot
Additional cpmmen":

1=belped very liU1e
4 =stopped the pain
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• Remplir I.........tement après avoir fait une activité ayant causé de la douleur (ex.:
relation sexuelle avec pénétration, insertion de doigt(s), ete.). Les questions en italique
(Il, 12, 13, 14, 15) se rapportent seulement Ala douleur ressentie lors d'activités
sexuelles.

Nom: _ Date: _

2.Heure: _

4. Intensité de la douleur (0 à 10):_
6. Duree de la douleur: _

•

1. Jour: _

3. Moment du cycle mensttuel: _
S. Cause de la douleur: _
7. O~ étiez-vous? _

8. Que ressentiez-vous et l quoi pensiez-vous précédant la douIeur? _

9. Que ressentiez-vous et l quoi pensiez-vous en pendant la douleur? _

10. Que ressentiez-vous et l quoi pensiez-vous après la douleur? _

Il. Combien de temps avez-volIS consacré majeu priliminaires? _
12. JIISqu'à quel point étiez-volIS ucitie (0 à 10)? _

13. Jusqu'à quel point étiez-volIS lubrifiée (0 à 10)? _

14. Jusqu'à quel point aviez-vous envie d'tlWJir IUle relation semeUe (0 à JO)? _
15. Comment 1Iotre~naire a-t-il réagi à la douleur? _
16.1usqutl quel point vous sentiez-vous détendue (0 110)? _
17. Qu'avez-vous fait pour diminuer la douleur? _

18. Jusqu'A quel pointcela a-t-il été efficace? (Encerclez la n!ponse appropriée).
o=nta pas du tout aidé 1=a 1Iès peu aidé 2=a quelque peu aidé
3 =a beaucoup aidé 4 =a arreré la douleur

CODImtPlIIRI Md'dODa"':
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JnstnJctions

~
SessiOQ l

Prepare a file in which you will keep aIl the material used in the pain
management group. Always bring your file to eacb of the group meetings.

Elcra. Ji Pain dI'tI
The Pain diary constitutes a tool that will belp you better understand your pain and the
factors that influence il The diary will also help you measure your progress in the weeks
to come. We will use the Pain diary regularly in our group discussions.

Fill in a Pain diary fonn Immecllately following eacb event baving caused you pain.

Answer all the questions, exœpt those that don't relate to the activity you just engaged in.

For example, cenain questions only pertain ta sexual activities, Ibus ifyou fl1l out a Pain

diary fonn following a non·sexual activity, ignore!bose questions.

EUmy 2; LgqllgdQD Qf the Illn

During the group session, we have identifted wbere the pain is located on the model.
Now, il's your tom ta idenlüy where the pain is located on yourself.

Necessary materlal: mirror, sheet of paper, crayon or pen.

Choose a moment during wbicb you DOW you will not he disturbed. If neceuary,
unplug the phone or leave the answering machine on. To tee1 more al eue, you can also

cboose a room wbere you CID lock the door. If the idea ofdoing this exercise makes you
a bit nervous, take a bath before starting. or engage in anotber activity tbat usually helps

you to relax.

Observe your geDitals attentively, usina the mirror. Toucb different points 10 see wbere
die pain is locared. MIke a drawina of your &eDitais, and indicaœ on die drawina wbere

tbe pain is locat.ed. Artistic talent doesn't maaer! Wbat counts is beiDg able to l'UJjze die

pain, i.e., 10 DOW euet1y wbere il buna and wbere it doesn't bon.
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Ifyou tty the exercise once and fmd that il'S not worldng out Ce.g. you're feeling

uncomfortable, ete.}, repeat il a second lime, a tbird lime, ete., until you feel relatively at
ease and are able to mate a drawing of your geDitais.

Wbüe observing your geDitals, note your reactions on the back of the sheet on wbich you
did the drawing. Write everything that goes through your head, without censuring

yourself. For example, you May experience cenain mICtions towards the appearance of
your genita1s, their smeU, ete.
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Directiyes
Exercices à faire chez soi

Séance l

Préparez-vous un fichier dans lequel vous conserverez tout le matériel
utilisé lors de l'atelier de gestion de la douleur. Apportez toujours vob'e
fichier à chacune des rencontres de groupe.

Excrclce 1; Journal de douleur

Le Journal de douleur constitue un outil qui vous aidera à mieux comprendre votte
douleur et les facteurs qui l'influencent Le Journal vous aidera aussi l mesurer votre
progrès au rll des semaines. Nous nous servirons régulièrement du Journal de douleur
lors de nos discussions de groupe.

Remplissez un exemplaire du Journal de douleur Immédiatement après chaque
événement ayant suscité de la douleur.

Répondez à toutes les questions, saufcelles qui ne se rapportent pas à l'activité que vous
venez de faire. Par exemple, cenaines questions se rapportent uniquement l une relation
sexuelle, donc si vous remplissez votre journal de douleur suivant une activité nOD­

sexuelle, ignorez ces questions.

Elcmee 2; LOC'I'paoD de 1. douleur

En groupe, nous avons identifié oà se situe la douleur sur le modèle. Maintenant, c'est l
votre tour d'identifier la douleur sur vous-mêmes.

MaUriei ......re: miroir, feuille de papier, crayon ou stylo.

Choisissez un moment lors duquel vous savez que vous ne serez pas dérangée. Si
nécessaire, décrocbez le ~pbone ou branchez le répondeur téléphonique. Pour vous

'Sentir plus ll'aise, vous pouvez élalement vous installer dans un endroit oà vous pouaez
verrouiller la porte. Si l'idée de faire cet exercice vous rend un peu nerveuse, prenez un
bain avant de commencer, ou faites une aube aclivit6 qui vous détend habituellement
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Observez vos organes génitaux attentivement, l l'aide du miroir. Touchez à différents
endroits pour voir oà se situe la douleur. Faites un dessin de vos organes génitaux, et
montrez sur le dessin oà se situe la douleur pour vous. Le talent artistique importe peu!
Ce qui compte, c'est que vous aniviez llocaliser la douleur, l savoir exactement oà ça
fait mal, et oà ça ne fait pas mal

Si vous essayez l'exercice une première fois et que ça ne se passe pas bien (ex.: vous
vous sentez trop malll'aise, ete.), répétez-le une seconde fois, une troisième fois, ete.,
jusqu'à ce que vous vous sentiez relativement à l'aise et que vous arriviez à faire un
dessin.

En observant vos organes génitaux, notez vos réactions ll'endos de la feuille sur laquelle
vous faites votre dessin. Ecrivez tout ce qui vous passe par la tete, sans vous censurer.
Par exemple, vous avez peut-être des n1actions vis-à-vis l'apparence de vos organes
génitaux, leur odeur, ete.
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JnstnJctjons

~
Sessjon 3

Eurdae 3; Dccl b"'thlDa

Choose a moment during wbich you know you will not he disturbed. H necessary,
unplug the phone or leave the answering machine on. To fee! more at ease, you can also

choose a room where you can lock the daor. If the idea of domg this exercise makes you
a bit nervous, tate a bath before staning, or engage in another acûvity that usually helps
you to relax.

1. Lie down on your back or in acomfonabIe chair or sofa.
2. Tate shon and deep breaths, maintaining the air in your lungs after each one. Go
slowly; take your lime.
3. Keep the air in your lungs for a couple of seconds, and then slowlyexhale, slighdy
opening your mouth. While exhaling, notice the sensation ofcalm and relaxation that you
are bringing forth with titis type of breathing.
4. You can increase the relaxation effect by concentrating on words like "calm",
"peacefulness", and "relaxation" whlle exhaling.

S. Repeat the exercise 10 consecutive limes.

6. Repeat this sequence of 10 breatbs once aday or more.

If inttuding thoughts or worries cross your mind, imagine that your mind is a sieve and
that alJ the thoughts just pass tbrough its boles. Don't hang on ta your thoughts.

EUrd•• '; QII,"tlOI

Choose a moment during wbich you Imow you will not be disturbed. If necessary,
unplug the phone or leave the answering machine on. To feeI more at ease, you CID also

cboose a room where you can lock the door. If the idea ofdomg Ibis exercise mates you
a bit nervous, taIœ a balb before starting, or elllaae in another activity that usua1ly belps
you 10 relax.

Practice one dlla....oD ex.rd. per clay. The sequence of exercises on the following
page will serve 15 a model. altboup you wUl DOt always neœssarily follow it precisely.
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• As is evident by the sequence and the fact tbat you must do one exercise a day, you will

often repeat the same exercise two or tluee days in a row, which will enable you to muter
il weIL When you fee! tbat you have mastered agiven exercise, go on to the next one.
You may progress slower or faster than the model sequence. Go at your own pace,
mating sure that you praetice one exen:ise a day.

First, do the breathing exercise described above. Then do a düalation exercise, starting

with exercise 1 (insertion of your smallest finger). Once you have succeeded in inserting
the (mger. keep it insened for about Sminutes, continuing to taire <Jeep breaths. Vou
might not succeed righl away. If you can~ insert your linger, just touch the entry of your
vagina with the tip of the finger. You can try inserting it fanher the nell tilDe you do the

exercise. Observe bow you're feeling (anxious, frustrated, etc.). Don't bang on 10 those
emotions; concentrate on your breathing. If you feel pain during the exercise, note il in the

Pain Journal, just as for any other activity.

Gradation of djIatatjon exercip

•

1. insert smallest fmger aloue
2. iosen second smallest finger alone
3. insert third smallest finger alone
4. insen index or middle finler and move aroood gendy
s. insert partner's smallest tinler themselves
6. insen partner's index tbemselves
7. have panner insert bis index
8. insert 2 of their own fingers alone
9. have panner insert bis index and move around gendy

10. have pllUler insert 2 finlers
Il. insert 2 fingers a10ne and mave around aendy
12. bave pllUler iDsen 2 finlers and move around gendy
13. insert penis tbemselves with no tbrusting
14. bave partner insert penis with no tbrusdng

IS. auempt gende tbrustiDa. teaehing panner
what kind of tbrusting bans Jess
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Directiyes
Exercices à faire cbez soi

Séanc;e3

Ex,rde' 3; l''glratlog Drofogdc

Choisissez un moment lors duquel vous savez que vous ne serez pas dérangée. Si

nécessaire, décrochez le téléphone ou branchez le répondeur téléphonique. Pour vous
sentir plus à l'aise, vous pouvez également vous installer dans un endroit où vous pourrez
verrouiller la porte.

1. Étendez-vous sur le dos ou asseyez-vous dans un fauteuil confonable.
2. Prenez de courtes et profondes inspirations, en maintenant l'air dans vos poumons
après chacune des inspiralions. Allez-y lentement.
3. Maintenez l'air dans vos poumons pour quelques secondes, et expiiez lentement, en
ouvrant légèrement la bouche. En expirant, prenez conscience de la sensation de calme et
de relaxation que vous venez de faire apparaitre avec ce genre de respiration.
4. Vous pouvez augmenter l'effet de détente en vous concentrant sur des mots tels

"calme", "détente", et "relaxation" lors de l'expiration.
5. Répétez cet exercice 10 fois consécutives.
6. Répétez la séquence de 10 respirations 1 fois par jour.

Si des préoccupations ou des inquiétudes traversent voue esprit, imaginez que votre esprit
est une passoire et que toutes les pensées qui vous déconcentrent traversent les trous de la

passoire. Ne vous accrochez pas l vos pensées.

BUrc'a 4; QlI'tatiOp

Choisissez un moment lors duquel vous savez que vous ne serez pas dérangée. Si
néœSlaire, décrochez le téléphone ou branchez le répondeur télépbonique. Pour vous
sentir plus à l'aise. vous pouvez 6&alement vous installer dans un endroit oà vous pourrez
verrouiller la porte.

Pratiquez un exerdœ de ....dOII .......... La s61uence a-dessous vous servira
de modèle, quoique vous ne la suivrez pu n6:essairement lia Jettre. Comme vous
pou~z le constater. vous allez souvent ~p6ter le même exen:iœ deux ou trois jours de
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suite, ce qui vous pennettta de bien le mat1riser. Quand vous sentez que vous mailrisez
bien un des exercices, passez au suivant nest possible que vous progressiez plus
lentement ou plus rapidement que la séquence de progression ci-dessous. Allez à votre
rythme, en vous assurant de pratiquer un exercice par jour.

En premier lieu, faites l'exercice de respiration profonde décrit ci-haut Faites ensuite un
exercice de dilatation, en commençant par l'exercice 1 (insertion du petit doigt). Lorsque
vous avez œussi l insérer le doigt, gardez-le ainsi pendant environ S minutes, en
continuant de prendre des respirations profondes. fi est possible que vous n'arriviez pas à

insérer votre doigt. Si c'est le cas, touchez seulement l'entrée de votre vagin avec votre
doigt Vous pourrez essayer de l'insérer la prochaine fois que vous pratiquerez l'exercice.
Observez comment vous vous sentez (anxieuse, frustrée, ete.). Ne vous accrochez pas l

ces émotions; concentrez-vous plutôt sur VOire respiralion. Si vous ressentez de la douleur
en faisant l'exercice, notez-le dans votre Journal de Douleur, comme vou le feriez pour
n'importe quelle autre activité.

SéQuence des exercices de dilatation

1. insérez votre petit doigt Séance 3

2. insérez doigt just un peu plus gros que petit doigt Séance 3

3. insérez doigt du milieur (majeur) Séance 3

4. insérez index ou majeur et bougez le doigt en douceur Séance 4

S. insérez vous-mêmes le pelit doigt de votre partenaire Séance 4

6. insérez vous-même l'index de voue panenaïre Séance 4

7. demandez l votre partenaire d'insérer son index Séance 4

8. insérez 2 de vos doigts Séance S

9. demandez l votre partenaire d'insérer son index et de bouger doucement Séance S

10. demandez l votre partenaire d'insérer 2 doigts Séance 6

Il. insérez 2 de vos doiats et bougez doucement Séance 6

12. demandez l votre panenaire d'ins*er 2 doists et de bouger doucement Séance 6

13. insérez vous-meme Je pénis de voire parœnaiœ saas va-et-vient Séance 7

14. demandez l votre panenaire d'iDséœr son p!nis sans va-et-vient SéaDce 7

IS. essayez un mouvement de va-et-vienten douceur. indiquant Séance 7
l voire partenaire quel type de va-et-vient vous pJ6érez
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InStructiODS

~
Session 4

Exerdse Si Rel.ptlon

Choose a moment during which you DOW you will not he disturbed. If neœssary,

unplug the phone or Ieave the answering machine on. To feel more al ease, you cao also
choose aroom where you can lock the door. If the idea of doing this exercise mates you
a bit nervous, take a bath before stirling, orengage in another activity that usually belps
you to relax.

1. Sit in acomfortable chair, keeping agoad posture (bact straight, ete.).
2. Close your eyes and breath regularly, breathing from the abdomen rather tban from the
cheSL
3. Once you are successfully breatbing from your abdomen, stan counting your breaths

from 1 ta 10, counting on the exhale. For example, breath in once, and on the exhale,
count 1 in your head. Inhale again, and on the exhale, count 2 in your head, and continue
this way untill0. When you œach the Dumber 10, startagain al 1.

4. Concentrate ooly on your bœathing and your counting. You will notice that your mind

naturally wanders away from these two elements and that all sons of unrelated thoughts
will go through your head. When this occurs, simply bring back your mind 10 the

breathing and the counting. If you lose your count, stan again al 1.

S. Praetlce thls exerdse lor II minutes the ftnt wllk, and for 15 minutes
the IoIIowlnl weeki. You can place your wateh Dear you and open your eyes
periodically to see where you're al Soon enough you won't be needing your wateh and
will DOW preny mucb wbeD to stop.
6. Repeat the sequence of 10 or 15 minutes once a clay.

H intruding thougblS or worries cross your mind, imagine tbat your miDd is a sieve and
that all the thoughlS just pus throu,h its holes. Don't ban. on to your tbougblS.

Eurel., $; K_"
The goal ofKepi exelCises is ID increase your conuol over the muscles of tbe vagiDa 50

tbat you cao relu tbem completely durinl iDtereoune and dûs, despiœ of the pain. Wben
you involuntarily CODtraet tbose muscles, it conUibutes ID iDcœue the intensity of tbe

pain. It is tbos very important ID Jeun ID relu tbose muscles.
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To mlke contact with your vaginal muscles. try stopping the Oow of urine the next time
you'll go to the wlSbroom. The muscles tbat will enable you 10 do this are the muscles
tbat circle your vagina and urethra: these muscles are the ones youll he working on
during the Kegel exercises.

Choose a moment during which you DOW you will not he disturbed. If neœssary.
unplug the phone or leave the answering machine on. To feel more al eue. you can also

choose a room where you can Jock the docr. If the idea ofdoing this exercise makes you
a bit nervous. take a bath befote starting, or engage in another activity that usually helps
you ta relax.

Kegel exercises are easy 10 do. Stan by contraeting your vaginal muscles, and keep the
conlraction for 10 seconds (coont the seconds if you don't have an appropriate wateh).
Then relax the muscles for the folloWÎngl0 seconds. Contrael the muscles again and
maintain the contraction for 10 seconds. then relax for 10 seconds. and keep a1temating

this way between the contraction and the relaxation up ta a sequence 01 10
contractlons-IO relaxaUons.

Practice one sequence 01 Kegel exerdses per clay.

First, do the relaxation exercise described above. or a deep breathing exercise. Then do a
sequence of Kegel exercises. Ifyou Ceel pain during the exen:ise. note il in the Pain
Journal. jusl as for any other activity.
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pïrectiyes
Exercices à fajre chez soi

Séance 4

Exerdce $; Rellx,UoI

Choisissez un moment lors duquel vous savez que vous ne serez pas dérangée. Si

nécessaire, décrochez le téléphone ou branchez le repondeur téléphonique. Pour vous
sentir plus à l'aise, vous pouvez également vous installer dans un endroit oll vous poWTeZ

verrouiller la porte.

1. Asseyez-vous dans un fauteuil confortable, en prenant soin d'avoir une bonne posture.
2. Fennez les yeux. et prenez des respirations régulières, en respirant par le ventre plutOt
que par la poitrine.
3. Lorsque vous respirez bien par le ventre, commencez à compter vos respirations de 1à

10, en comptant sur l'expiration. Par exemple, vous inspirez une première fois, et sur
l'expiration, vous comptez 1dans votre tête. Vous inspirez une seconde fois, et sur
l'expiration, vous comptez 2 dans votre tête, ainsi de suite jusqu'l 10. Lorsque vous avez
atteint le chiffre 10, vous recommencez 11.
4. Concentrez-vous uniquement sur votre respiration et sur le comptage. Vous allez
constater que votre esprit s'éloillle naturellement de ces deux éléments et que toutes sortes
d'aucres choses vous passent par la tête. Lorsque cela se produit, ramenez simplement
votre esprit à votre respiration et au comptage. Si vous perdez le compte, recommencez à

1.

S. Pratiquez cet exerdee pendant environ 10 minutes la preml~re semaine,
et passez l 15 minutes la ..malne Sldvante. Vous pouvez placez votre montre
près de vous et vous ouvrir les yeux de temps l autre pour voir oà vous en êtes. Très

bientÔt, vous n'aurez plus besoin de la montre et saurez l peu près quand arrêter.
6. Répétez la séquence de 10 ou 15 minutes 1fois par jour.

Si des préoccupations ou des inquiétudes 1I'aversent VOile esprit. imaginez que voue esprit
est une passoire et que toutes les pensées qui vous déconcentrent ttaversent les trous de la
passoire. Ne vous accrocbez pas l vos pensées.

292



•

•

Egrde, Si ICgcJ

Les exercices de Kegel viseDt l augmenter votre contr6le sur les muscles de votre vagin
afin de pouvoir les détendre complètement lors de la pénétration, et ce malgré la douleur.
Lorsque vous les contractez sans vous en rendre compte, ceci augmente la sensation de
douleur. nest donc très important d'apprendre l rellcher ces muscles.

Mm de prendre contact avec les muslces de votre vagin, essayez d'arrêter le fiot d'urine la

prochaine fois que vous irez lia toüette. Les muscles qui vous pennettront de le faire sont
les muscles qui entourent votre vagin ainsi que votre urètre; ce sont ces muslœs que vous
allez travailler lors des exelCÏces de Kegel.

Choisissez un moment lors duquel vous savez que vous ne serez pas dérangée. Si

nécessaire, décrochez le téléphone ou branchez le répondeur téléphonique. Pour vous
sentir plus lraise, vous pouvez également vous installer dans un endroit oà vous pourrez
verrouiller la pone.

Les exercices de Kegel sont simples l faire. Commencez par contracter vos muscles du
vagin, et gardez la contraction pendant 10 secondes (comptez les secondes si vous n'avez
pas de montre appropriée). Ensuite rellchez vos muscles pendant les prochaines 10

secondes. Recommencez la con1l'aC1ion et maintenez-la pendant 10 secondes, puis
relAchez pendant 10 secondes, et ainsi de suite, pour une .quenee de 18
contnetlons·lO relldieDients.

Pratiquez une Rquenee d'exeraees de Keael P'" Jour.

En premier lieu, faites l'exercice de œ1ualion décrit ci-haut ou un exercice de respiration
profonde. Faites ensuite une B)ueDœ d'exercices de KegeL Si vous ressentez de la

douleur en faisant l'exercice, notez-le dans votre Journal de Douleur, comme vous le
feriez pour n'importe quelle autre activité•
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Instructions
Home exercises

Session 5

EUrd" 7; CQlnlttyc RestructudDI

Our thoughts bave a direct impact on the way we perœive and react ta events that happen
in our lives. The means we use ta cope with a given problem contribute in faet to modify
our perception of that problem. For example, the way you react 10 your pain has a direct

effect on how you perceive tbis pain. Tbus, certain ways of reacting are more constructive
than others in that they enable you ta experienœ less pain. Cognitive restructuring is a
technique whose goal is 10 help you to cope more efficiendy with the pain, thus enabling
you to perœive it u less intense. When you experienœ pain, certain thoughts come
automatically 10 miDd, and this at tbree important points in lime:

1) when you're anticipating pain
2) when youlre experiencing pain

3) alter apain episode

Cognitive resttucturing is a technique that you CID use 10 Jeam 10 cope with the abave
phases of the pain experienœ. This technique will belp you 10 react differendy 10 your
pain.

This week, pay attention ta the automatic thoughts Ibat will come ta mind during the tbree

phases mentioned above. Note them on paper and bring them ta the next session. Try ta

replace them by more realistic thougbts based on our discussion of session S•
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Pireetiyes
Exercices l faire chez soi

Séance'

Eordee 7; RcslrpcturaUop coplUu

Nos pensées ont un impact direct sur notre façon de percevoir et de réagir aux
événements. Les moyens que nous utilisons pour faire face l un problème donné
contribuent en fait l modifier notre perception du problème. Par exemple, votte façon de
réagir lia douleur a un effet direct sur votre perception de cette douleur. Ainsi, eenaines
façons de réagir sont plus constructives que d'autres en ce sens qu'elles pennetteDt de
ressentir moins de douleur. La restructuration cognitive est une technique dont le but est
de vous aider l mieux composer avec le douleur, et ainsi, de vous pennettre de la
percevoir d'une façon moins intense.

Lorsque vous ressentez de la douleur, cenaines pensées vous viennent automatiquement l

l'esprit. et ce l trois moments imPOnants:

1) lorsque vous anticipez la douleur
2) lorsque vous ressentez de la douleur
3) après avoir ressenti de la douleur

La resttucturation cognilive est une technique que vous pouvez utiliser afm de mieux
composer avec ces différentes étapes de la douleur. Cette technique vous penneura de

réagir à votre douleur différemment

Cette semaine, ponez attention aux pensées automaliques que vous aurez pendant les trois

étapes a-haut mentionnées. Notez-les sur papier et apportez-les lia prochaine séance.
Essayer de les remplacer par des pen*s plus rûlistes en vous basant sur noire
discussion de la séance S•
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COlline self-statemeNs

The goal of these self·statements is ta help you develop an active rather than a passive
attiwde towards your pain problem. When the pain appears. try to think of a plan that

incorporates various tools that we have discussed togetber. Develop your plan from the
very beginning of the pain experience; don't wail unûl the pain becomes unbearable. Il's

easier to maintain control of the situation wben the pain is not tao intense. Use the

following coping self-statements u needed.

1. STOP worrying. Worrying won't help the pain. What are some of the helpful things 1
can do instead?

2. l'm feeling anxious. l'm afraid that the pain May increase. That's naturaI. But that's no

reason 10 give up. Let me just breathe deeply and relax.

3. l'm feeling tense. That lets me DOW that 1should take some slow. deep breatbs and
concenttate on relaxing thougbts.

4. 1won't get overwhelmed. 111 just take one step at a time.

s. 1bave a lot of pain right now. Rather than lettïng the pain take conarol of my body and

my sex life.1 will tty to reduce il by concentrating on arousing fantasies and by breathing

deeply.

6. STOP these negative thoughts. Let me just conœntrat.e on one of the strategies that will

help me cape with the pain.
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Affirmations

L'objectif de ces affinnalions est de vous aider l développer une attitude active plutôt que
passive face l votre problème de douleur. Quand la douleur apparait, essayer de penser l

un plan d'action incorporant différents outils dont nous avons discuté ensemble.
Développez votre plan d'action dès le début de la douleur; n'attendez pas qu'elle soit
insoutenable. nest plus facüe de garder le contrôle de la situation quand la douleur n'est
pas trop intense. Utilisez les affinnations ci-dessous au besoin.

1. ARRETE de t'inquiéter. S'inquiéter n'aide pas la douleur. Quelles sont les outils que je
poumis uûliser maintenant plutOt que de m'inquiéter?

2. Je me sens anxieuse. rai peur que la douleur s'intensifie. C'est normal. Mais ce n'est
pas une raison pour abandonner. Je vais essayer de respirer profondément et de me
détendre.

3. Je me sens tendue. Ceci m'indique que je devrais porter attention à ma respiration et me
concentrer sur des pensées relaxantes.

4. Je ne me laisserai pas dépasser par les événemenl8. Je vais y aller une étape à la fois.

s. J'ai beaucoup de douleur p~ntemenL PlutOt que de laisser la douleur prendre
conttOle de mon corps et de ma relaûon sexuelle, je vais essayer de la réduire en me
concentrant sur des images qui me procurent de l'excitation sexuelle et en respiranL

6. ARRETE ces pensées négatives. Concentre-toi sur les stratégies qui t'aideront l réduire
la douleur.

297



•

•

Appendix 17 - Participant Compliance Fonn

OCBT

Randomized Trealment Outcome Sbldy
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Pain man8lement

Please fill out tbis fonn every week or every two weeks, depending on where we're at in

the schedule. Oive back titis compliance fonn to your thenpist at every session. Certain

exercises will not have been covered yet in the group at the time when you will he filling

out the forme Ftll out the fonn only for the exercises that have already been covered. Please
he as hOlleSt as possible; your compliance with the exercises will not he discussed in the

group. We need te know how you comply with the exercises in arder 10 evaluate the

overall effeetiveness of a the treatmenL

Patient': _

Name oftherapist: _

Last session .:

•

1practiced the breathing exercises tilDes this week these last

2 weeks.
1practiced the dilatation exercises times__._this week these last

2 weeks.
1practiced the relaxation exercises tilDes Chis, week these

last 2 WeeD.
1practiœd the ICegel exercises tilDes this week Ihese last 2

weeks.
1tried the Xylocaine âmes__~tbis week these last 2 weeks.

1tried cold application tilDes tbis week these last 2 weeu.
1practiœd cognitive restructuring exercises âmes dUs week _

these last 2 WeeD.
1practiœd desire exercises limes tbis, week these last 2

weeks.
1practiœd amusai exercises limes Ibis, week these last 2

weeks.
1used my 1ist ofcopina se1f·swements limes Ibis, week _

these last 2 weeks.
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Gestion de la douleur

Veuillez remplir ce fannulaire l chaque semaine ou l chaque deux semaines, dépendant
d'oà nous en sommes dans l'horaire des séances. Certains exercices n'auront pas encore
été couverts au moment oà vous remplirez le formulaire. Remplissez le fonnulaire
seulement pour les exercices ayant déjl été discutés dans le groupe. Retournez votre
formulaire au thérapeute l cbaque semaine. Essayez d'être le plus honnête possible lorsque
vous rempIissez le formulaire; votre adhérence au ttaiœmenl ne sera pas discutée dans le

groupe. Nous avons besoin de savoir si vous faites ou non les exercices afm d'évaluer
l'efficacité du traitement

Numéro de sujet: _
Nom du thérapeute: _

J'ai pratiqué les exercices de respiration fois cette semaine _

ces deux dernières semaines.
J'ai pratiqué les exercices de dilatation fois cette semaine _

ces deux dernières semaines.
rai pratiqué les exercices de relaxation fois cette semaine _
ces deux dernières semaines.
rai pratiqué les exercices de Kegel fois cette semaine ces
deux dernières semaines.
rai essayé le gel Xylocaine fois cette semaine ces deux
dernières semaines.
rai essayé l'application de froid limes this week tbese lut

2 weeks.
J'ai pratiqué la restructuration cognitive fois cette semaine _

ces deux dernières semaines.
rai pratiqué les exercices de désir sexuel fois cette semaine _

ces deux demières semaines.
rai pratiqué les exercices d'excitatiœ sexuelle fois cette semaine
____ces deux demikes semaines.

rai utilisé ma Iisre d'afrumatioDS fois cette semaine ces
deux derniêres semaines.
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Appendix 18 - sEMG Biofeedback Protocol

Randomized TreabDent Outcome SbJdy
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Do DOt forlet to redt....e wben you are not ut.. the equJpment!

General iMtruetigna

The tberapist will do the following: 1) looch the patient regularly; 2) advise the patient

not te move during the relaxation period as the sensor is a movement sensitive deviœ; 3)

check 10 sec wbether the patient is conuaeting too Many muscle groups al once, and/or not

breathing during the CODll'aCtion; 4) he careful not to overload the patient with too mucb

infonnation all al once; S) encourage the patient ID concenttate on the sensations in their

muscles, especially when they are getting it rigbt: " Did you Ceel that just now? How did it

feel? Remember this sensation and try 10 reaeate it during your next contraction"; 6)

instruct the patient not to 'œgrab' the muscles but rather to keep the contraction steady; 7)

explain to the patient that trying barder does not always work: "If you're slraining al1 over,

you're not doing it right Focus on the sensation; when it's right, you can always bring up

the Ievel of your contraction later on. It's better ta bave more conttol and less unpliblde at

fUSl". The tberapist can explain 10 the patient tbat "tbis is a neuromuscular activity, like

riding a bite or playing tennis. It's not a forœfulness feeling. and you have to figure it out

on your OWO. You cao't explain how to ride a bike, but once you get il, you know it". The

therapist CID give the image of "sucking up the sensor"; 8) check manually ta see ü the

super pubic tension is present; it should be there wben the patient is COD1I'ICâng the tight

way. 1be patient CID use muscle groups soch as Ille inner thilbs and die abdominals to aid

in the contrae1ion al fU'St. Tbey CID be IrIiDed to use 1bese accessory muscles at tirst and

then gndually. u the stren&tb of1beir con1nlCtion increases. !bey will he ins1nlCted to stop

using tbem; 9) will give a lot ofpositi~ feedblet to the patieDt and ICt as a coach.

ln case of a canœ1lalion. wbether fmm die patient or tbe tberapist. an appointmeDt will

he rescbeduled as 500D as possible, preferably durina the same weet Il the initial
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appoinbDenL If the patient has tbeir period, tbey can still come to tbeir appointmenL Just

mate sure the EMG signal is an autbenlic one (blood not interfering wim il).

SessiQn 1 (1 hour)

The tberapist will bave the name, patient number and file of the patient on band. They will

have reviewed the file in advance and Sophie Bergeron will bave answered any questions

they might have about the CISe.

nŒRAPIST

1. Review: Introduce yourself as Dr. X, clinical psychologist "1 will he your biofeedback

therapist for the duraûoD of the study. This is Dr. Howard Olazer from New York. the

originator of biofeedback training for wlvar vestibulitis syndrome. We will (mt ta1k a bit

about the bistory of your pain, and tben Dr. Glazer will expJain the treatment 10 you and

will do the initial evaluation of your Pelvic Ooor muscles. He will he here only for tbis first

session as he wanted ta meet every patient personally. Review bistory ofpatient: Ile,

relationship status, when and how pain started, sexual activity. Mike sure that you have

tbeir phone number. Encourage them 10 keep enaqing in or 10 renew sexual activity (no

sex therapy however). "The renewing ofsexuaI activity bas 2 purposes: a) you need to

have orgasms to rebabilitate the muscles, U the muscle responsible for the sensation of

orgasm is pan of the group of muscles we will be worldng on during dûs tberapy, and b)

fear incubates: the Jess you bave sex (due to fear of pain), the more your fear will grow, the

more you will keep avoiding sex, and the Jess able you will be 10 resume a DOnnai sex life

once the pain is IODe. EnJIIÏDI in sexua1lC1Îvities dW result in oqasm will mus fadlitate

the treabDeDL You need 10 S1II't associadDI sex widl pleasurable sensations lllin, wbedler

via masturbation or odIer DOD-penell'ldve sexuallCtivities. Do you bave any questions? rn
DOW let Dr. Gluer explain the treatmeDt 10 you·.

303



•

•

DOWARD I. GLAZER

2. RatioNJle: "1 will explain the assessment procedure 10 you in a few minutes. but tirst

Iet's tait about the rationale of the biofeedback training for vuIvar vestibuIitis syndrome

(VVS). You may be wondering bow working on your pelvic Ooor muscles will help

aDeviate pain in the tissue at the entry of your vagina. As you probably already DOW.

welre not sure about the causes of YYS. Everybody bas their own personal theory but

none bas been scientifically proven. The ooly sure thing we lmow is that Many of the

women suffering from your condition report a history of yeast infections. It's not cleu yet

how Ibis is related to the pain. Oynecologists bave started getting interested in titis

condition about 10-15 years ago. Many of tbem were noticing that women with VVS had

tense pelvic Ooor muscles (l'Il sbow these to you on a diagram in a couple of minutes).

Since other treatments 8uch as topical creams weren't very 8ucœssful. they thought about

looking more ioto how these tense muscles might be related te the pain. Docters swted

sending patients ta me. as 1wu already using biofeedback to treat urinary incontinence.

Traditionally, biofeedback bas been used to conuol the tension in muscles. either ta relax

them (as is the case with headaches) or the build sttength (urinary incontinence). In the

case of YYS. 1am cOllSÎStently finding that the muscles of women widl this condition are

unstable. tense and spasaic al rest. Furtbennore. women typically don't feel the muscle

tension and have liale control over these musc:les. We think that titis chronic tension and

instability conttibutes to maintain the tissue pain by addinI pressure 10 the nerves and blood

vessels, Ibus crealina a kiDd of vicious ciJcle ofpain. My previous studies show that when

you break down the tension ud let die muscle to relax, the pain disappears (show patient

nonDai and abnormal grapbs). lbus the ,011 of the biofeedback uainina is ID pin more

control over the pelvic 1100r muscles by doml replar exeJtises aDd to fatigue tbese

muscles œta relautiOD. Your pain won't disappeara1I al once. You will probably notice

limes wbere you haw no pain Il alI, and tben Il olller limes you will find your pain ID be
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just as bad or worse tban il was belore. In fact, you may fmd that during the fusl few

weeks ofbiofeedback training, your pain will be somewbat worse than before. This is the

nonnal bealing process when undergoÎDg this type of tteatmenL Do you bave any questions

al dùs point?"

3. Procedure: "Wbat we're loing 10 do today is 10 evaluate the œsting tension level of your

pelvie floor muscles, as well as the strength of your contractions. You can see bere on the

graph which muscles we are going 10 assess (show figure 8 in red). These are your

pubococcygeal muscles, which we beHeve are maintaining your pain. 1will ask you ta

privately insert a tampon-like deviœ ioto your vagina in the washroom in the hall. You will

insen it in the direction that puts the eord al the top. cord which will then simply bang from

the top of your pants, since you will fully redress yourself alter baving inserted the sensor.

You may experience some disc:omfort while inserting the device, but once il is inserted you

shouldn't feel any pain. This is your persona! sensor which you will bring home with you

in order ta do the home training exercises. You should always wash il with soap and water

befole and after using iL Heœ is some lubricant jelly ta facilitale the insertion. You can use

the same type ofjelly at home (KY, Astroglide, ete.)". The patienl will then go 10 the

neaœst wasbroom ta insen the sensor.

4. Arsessmem: "How did il g01 Are you feeHng any pain? Come and lie down in the chair

here". The therapist will place the recliner in a lyin. down position. "Are you comfonable?

Place your heels tagether like dûs, witb your lels outward". The therapist will place the

patient's legs iD the ri&bl position bïmselfJherself. "This will belp you ta relax. Now l'm

.oing to connect the sensor 10 die computer; you won't fee! a thînl". The tberapist looks al

the tension level at restand cbooses the proper screen Ce.,. 25 Mv, 50 Mv, ete.). "Ifyou

look on the sereen. you CID Bee your pelvic tloor musclesl restinl tension le~l". The

therapist CID comment on wbat ia cm tbe saeen in comparison to other promes sbow
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earlier. The tberapïst will !ben ask the patient to contraet tbeir pelvic floor muscles and to

bold the conttaetion for 10 seconds to mate sure tbat me is able 10 voluntarily contraet the

correct isolated muscle group. In many cases the patient will bave difficuJty either in

contracâng the muscles. sensiDg the contraction or isolaling the contraction to just the

pelvic Ooor. They will practiœ tbese contractions witb the therapist for about S minutes.

The therapist can print out agraph to he tept in the patientes file which will he used to

monitor progress, comparing it to graphs that will he produced later on. The therapist will

then start the automated dara collection protocol.

1. 1bree 20-second baseline periods.

2. Six 3-second contraction periods: the patient is asked CO create one strong. brief

contraction (senal function of muscles). Each contraction is preceded bya 12-second rest

periode

3. Twelve-second rest periode

4. Six 12-second contraction periods: the patient is asked 10 maintain ber contraction and

not to 'regrab' (sphincteric funclion of the muscles). Each contraction is preceded by a 12­

second rest periode

s. Tbirty to forly seconds of resL

6. One 6O-second contraction: the patient is asked ta try ta maintain the contraction above

the yellow liDe (supportive lunetioR of the muscles).

7. 1bree 2Q-second post-baseline periods.

The therapist will tben write in the data from tbe cuneot session: patient Dame and l,

intercourse or Dot in put 30 daya (yes =1. DO =2). pain ratina of lut pain, swe of

muscles, and homework. The data sbeet will be printed and iDsened iD the patient's me.
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s. HOfM training: The tberapist will adjusl the home trainer ta the palient's level of

contractions and will then ÎDStnlct the patient on how to practice these exereises. "You will

he practicing these exercises 20 minutes in die moming and 20 minutes al nighl (60

repelilions of the lo-second rest/IO-second contrael cycle). 1bese need 10 he focused and

intenlional exercises. You have 10 concenttate on the sensations of your pelvic tloor

muscles and use the feedback of the bome traiDer 10 perfect your contractions and to see if

you're relaxing the muscles. As the number of lights "on" go down during a contraction,

try to strengthen the contraction. You should be exhausted by the end of the 20 minutes. If

youtre not, it's because you're probably not doina the exercises the righl way. Do you

bave any questions?" The tberapisl will tben provide the patient with wrïtten homework

instructions.

nŒRAPIST

6. Sch~dIlle: "You will come here once a week for the foUowing 3 weeks, and for the

following 8 weeks you will come here every 2 weeks, for a total of 8 sessions over the

course of a 12-week period, as explained in the consent fonn you signed. Bach session will

last about 45 minutes. Don't forget to do your regular exercises al home wim the home

trainer, as this is the most important pan of the trea1ment. For this tJealment 10 he effective,

you need to he committed ta it". The therapist sbould men confmn the foUoWÎDg week's

appointment and provide the patient widl a phone number where they cao be easily reached

or where they can leave a message.

7. Daily Pain Rating Fomu The tberapist willaive the envelope containing 3-montbs of

fonns (total duratiœ of ueaanent). The tberapist will instruct tbe patient to start rl1ling out

the forms the foOowin, Monday, fm' a dUl'llion of2 weets. Sile will tben stop for the

followiDg 2 weeks, and tben SIart lllin. ne padent will receive more fonus (for die 6-

307



•

•

month foUow-up) wlJen sile goes for ber post-treatment assessment at the Royal Victoria

Hospital.

8. Treatment expectancits The therapist will ask the palient to fill out the Treattnent

Expectaneies forme Onœ the fonn is fiI1ed out. the patient can leave.

9. Complianct fonn The therapist will fill out a Compliance fonn for every patient, aCter

every session.

10. Complümct brochure The tberapist will band-out acompüanœ brochure te the patient

and instruct ber ta refer ta it for the remainder of the sbldy.

SeMiOQS 2. 3. 4. S. 6, 7 (4S minutes to 1 bour)

1. Revitw: n How are you? How have your exercises been going? Are you encountering

any problems1 How is your pain? Do you have any questions about the bome training?" Do

abit of small tait. discuss home II'Iining and pain. Ftll out complianœ sheeL Give tbem

positive feedback. Encourage them 10 keep engaging iD or ta renew sexual activity (no sex

therapy however). Repeat, if neœssary, something along tbese lines: "The renewing of

sexual activity bas 2 purposes: a) you need to bave orgasms to rehabilitare the muscles, as

the muscle respoDSible for the sensation oforpsm is pan of the group of muscles we will

he working on during Ibis therapy, and b) feu incubates: the less you bave sex (due 10 fear

of pain), the more your fear wiI1lJ'Ow, the more you will teep Ivoiding sex, and the less

able you will be ta resume a normal sex üfe once the pain is gone. Engaging in sexual

aetivities that result in orpsm willlbus flCi1itate die trealment You need 10 stan associating

sex with pleasurable sensatiOllS llain, whetber via mlS1Ul'balion or otber non-pene1l'alive

sexual activilies"•
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2. Proc~.r~: "Today we are basically going to do the same thiDg as last week, evaluating

the œsting tension Ievel of your pelvic tloor muscles, as weil as the strengtb of your

contractions. We're going ta do a bit of practice, and then we will run the protocol". Tell

the patient to go to the nearest wasbroom to insert the senser.

3. Assessment: nAre you feeling any pain? Come and lie down in the chair here". The

theraPist will place the recliner in a lying down position. ftAre you comfonable1 Place your

heels together like this, witb your legs outward". The therapist will place the patient's legs

in the right position hîmselfJherself. "This will belp you ta relax. Now rm going to

connect the sensor ta the computer; you won't feel a thing". The therapist looks at the

tension level at rest and chooses the proper saeen (e.g. 25 Mv, SO Mv, ete.). "If you look

on the screen, you can see your pelvic floor muscles' œsling tension level". The therapist

can comment on what is on the screen in comparison ta how il was the week before and

congratU1ate the patient on any progress that bas occurred. The tberapist will then ask the

patient to contraet their pelvic Ooor muscles and ta hold the contraction for 10 seconds.

Practice of these conlraCtions with the tberapist will continue for about S minutes,

following the general instructions outlined al the beginning of the protœol. At the end of

the practice session, the therapist CID print out a paph 10 be tept in the patient's me, which

will he used ta monitor propess, comparing il to grapbs that will he produced later on or

that were produced in the put The therapist wil1lhen srart the automated data collec:tion

protocol.

1. 1bree 2o-second baseliDe periods.

2. Six 3-second conuaetion periods: the patient is uted to create one 51IODI. brief

contraction (sexual func1iOll ofmuscles). Eacb contrae1ion is pœceded by a 12-second test

periode
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3. Twelve-second rest periode

4. Six 12-second contraction periods: the patient is asked to maintain bercontraction and

not to 'regrab' (sphincteric fonction of the muscles). Eacb contraction is preceded bya 12­

second lest periode

S. Thirty to forly seconds of resL

6. One 6O-second contraction: the patient is asked to try te maintain the contraction above

the yellow line (supportive function of the muscles).

7. Three 20-second post...baseline periods.

The therapist will tben write in the data from the corrent session: patient name and "

intercourse or not in past 30 days (yes =l, no =2), pain rating of last pain, state of

muscles, and homework. The data sheet will he printed and insened in the patientes flle.

4. HOml! training: The therapist will adjust the home trainer to the patient's Ievel of

contractions and will then ensure lbat the patient is practicing these exercises correcdy (not

doing anything else al the same âme, right position, ete.). The tberapist CID encourage the

patient to take notes or 10 write down whatever questions they migbt bave during the week.

Repeat, ifnecessary: "You will he practicing these exercises 20 minutes in the moming and

20 minutes at nigbt (60 repetitioDS of the l()...second œstllQ-second conttaet cycle). 1bese

need to he foc:used and intenlional exerdses. You have 10 CODCentrate on the sensations of

your pelvic tloor muscles and use the feedback of the home trainer 10 perfect your

contractions and 10 see ifyou're relaxing the muscles. As the numberoflilbts "on" go

down duriDg acontraction. 1I'y 10 Sb'eDamen the contraction. You should be exbausted by

the end of the 20 minutes. If you're DOt, it's because you're probably not doin, the

exercises the right way. "Don't negJect ta do your exerdses œ,uIarly wilh Ibe home

trainer, as tbis is the most important pan of Ibe lleaaDent. For this tœaanent ta he effective,

you need 10 be commiaed ta iL Do you bave any questions?"
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5. Schedllle: The therapist should then confmn the following appoînunenL

6. Compliallce form The therapist will fi1l out a Complianœ fonn for every patient, aCter

every session.

Session 8

1. Review: "How are you1 How bave your exercises been going? Are you encountering

any problems? How is your pain? Do you bave any questions about the home training?" Do

a bit of small talk, discuss home training and pain. Flll out compliance sheeL Give them

positive feedback. Encourage tbem to keep enlaging in or to renew sexual activity (no sex

therapy however). Repeat, ü necessary, sometbing aloRI these lines: "The renewing of

sexual activity bas 2 purposes: a) you need to have orgasms to rehabilitale the muscles, as

the muscle responsible for the sensation of orgasm is part of the group of muscles we will

he working on during this therapy, and b) fear incubates: the less you have sex (due ta fear

~~~~~~~~~~~~-~~~~~~

able you will he to resume a normal sex life once the pain is gone. Engaging in sexual

activities that result in orgasm will thus facilitate the treabDenL You need to start associating

sex with pleasurable sensations alain, whether via muturbatioR or other non-penettative

sexual activilies".

2. Procedure: "We are apin going to evaluate the restinl tension level of your pelvic Ooor

muscles, as well as the s1Ienatb ofyour conlrlCûoDS. Welœ tint goîng ta do a bit of

practiœ, and then we will run Ille protoeol". Tell the palient to go ID the nearest washroom

ta insert the seDSOl'•
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3. ÂSsessrMllr. ftAre you feeling any pain? Come and lie down in the chair here". The

therapist will place the recliner in a lying down position. "Are you comfonable? PIace your

heels together like thia, with your lep outward". The therapist will place the patient's legs

in the rigbl position himselflberself. "This will help you 10 relax. Now rm going 10

connect the sensor 10 the computer; you won't feel a tbing tf
• The therapist looks al the

tension level at ~st and cbooses the proper screen (e.g. 25 Mv, SO Mv, ete.). "lfyou look

on the screen, you can see your peIvie tloor muscles' resting tension level". The therapist

can comment on wbat is on the screen in comparison ta how it was the week before and

congratulate the patient on any progress that bas occurred. The therapist will then ask the

patient te contratt their pelvic Ooor muscles and te hold the conttaction for 10 seconds.

Practiœ of these contractions with the therapist will continue for about S minutes,

following the general instructions outlined at the beginning of the protocol. At the end of

the practice session. the therapist can print out a IJ'Bph 10 he tept in the patient's nIe which

will be used to monitor progress, comparing it to grapbs that will be produced later on or

that were produced in the past. The therapist will then stan the automated data collection

protocol.

1. 1bree 2o-second baseline periods.

2. Six 3-second contraction periods: the patient is asked te create one strong, brief

contradion (sexual function of muscles). Bach contraction is preceded by a 12-second rest

period.

3. Twelve-second ml period.

4. Six 12·second contraction periods: the palient is asked 10 maintain ber contraction Uld

not 10 'regrabt (sphineteric func1ion of the muscles). Bach contraction is pœœded by a 12..

second œsl period.

S. Thirty to fony seconds of leSt
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6. One 6O-second contraction: the patient is asked ta try to maintain the conttaetion above

the yellow Une (supportive function of the muscles).

7. Three 20-second post-bueline periods.

The therapist will then write in the data from the cwrent session: patient name and "

intercourse or not in past 30 days (yes = l, no = 2), pain rating of last pain, state of

muscles. and homework.. The data sheet will he printed and insened in the patientls flle.

4. HOIM training: The therapist will adjust the home ttainer ta the patientls level of

contractions and will !ben ensure that the patient is practicing tbese exercises correctly (not

doing anything else al the same lime, right position, ete.). "You will he practicing these

exercises 20 minutes in the moming and 20 minutes al night (60 rePeûtions of the 10­

second rest/H)·second contraet cycle) for the following 6 months, even though this is our

last appointment 1will he calling you once a month for the following 6 Montils 10 discuss

the exercises with you. When 1cali you, 1will ask you to insert your sensor and to tell me

wbat !etter your resting tension level is at and what letter your conuaetion is al". Repeat, if

necessary: "The contractions need ta be focused and intentional exercises. You have to

concentrate on the sensations of your pelvic floor muscles and use the feedback of the

home Irainer 10 perfeet your contractions and to see ifyoulre relaxing the muscles. As the

number of lights "onft go down during a contraction, 1I'y ta sttengthen the contraction. You

should be exhausted by the end of the 20 minutes. Ifyou're not, ills because youlre

probably Dot doing the exercises the right way. "Donlt nelleet 10 do your exercises

regularly with the home trainer, as 1his is the most important part of die treatmenL For titis

treatment ta he effective, you need to he committed ta iL Do you have any questions?"
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s. Schedlde: The therapist should remind the patient of their foUow-up assessment (end of

June), and l'emind them as well Dot ta tell Janet Bradley what treatment they have reœived.

Wish the patient good lock.

6. ComplÎQ1JCeform The therapist will fill out aComplianœ fonn for every patient, after

every session.
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Appendix 19· ParticipantCompüance Fonn

sEMG Biofeedback

Randomized Treatment Outeome Study
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• Bloleedback

Patient': _

Date ofappoinbDent: _

Name oftherapist: _

Was patient present? YES NO

Session #: __

•

How Many home training practice sessions has the patient done in the last 7 days? (Min. =

0, Max. =14). Write down the number of sessions.

Additional comments:
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Appendix 20 - Home Training Insttuetions for Participants

sEMO Biofeedhack

Randomized TreabDent Outeome SbJdy
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Home uainiDI inStnlctiQDS

How mucb lime ger da.v Mould 1he doma tbese exerciles1

20 minutes in the moming

20 minutes al night

Each 20-mïnute pcriod is equivalent ID 60 repetiûoDS of the IO-second restllo-second

contraet cycle.

How &bould 1 he doioa the contractions?

1. Insen your personal sensor in your vagiDa, using seme water-based lubricant if you

wanl (e.g. KY, Asttoglide, ete.). Plug the sensor inta the home traîner. Place yourself in a

comfortable position, in a room where you DOW you won't he disturbed. Do llQ1 do

another activity al the same lime (e.g. talking on the phone, warching TV, ete.). Your

attention bas ta he entirely focused on your exercises. You can keep a clock or a wateh

nearby 10 make sure you're doml each set ofexercises for a duration of 20 minutes.

2. You stan your contraction when the light on your home uainer says "wort", and you

stop your contraction when the lilht says "rest".

3. During your home training, you will be doml the same kind ofcontractions Ibat you

leamed 10 do with your Iberapist during your first biofeedback session. The contractions

need 10 be focused and inteDlional exen:ises. You bave to concentrate on the sensations of

your pelvic tloor muscles and use the feedback of the home uainer 10 perfect your

cOD1nCtiODS and to see ifyou're œlaxin. the muscles. As the number of ligbts "wortH 10

down duriDg a contraction, II')' to S1IenJ1ben the contraclion. You sbould be exbausted by

die end of the 20 minutes.
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Wbat MpgeM if1miss a 2Q.minute exerclse gerigd duri0l a day1

Ifyou bappen to miss one of your morninl praetiœs. mate up for it at some other time

during the day (e.l. lunch tïme). If this is not possible. or ifyou miss an evening practice,

just make sure you keep doing your two praeûces the next clay and aIl of the following

days. Anotber thing to do is to tty to understand wby you missed a practice session and to

see what you could do to prevent tbis from happening again in the future. Ifone of the

reasons is that youtre feeling discouraged. or that youtre not sure if you're doing your

exercises properly, discuss il witb your therapisL She is tbere 10 help you.

Dow lona will il he be'ore 1Mart aina BQ imgrgyememjo my gain?

During the fmt few weeks. you may actually experience an increase in pain intensity. This

is a nonnal part of the tteaUDent process. After those fmt weeks, you will start

experiencing diminished pain intensity. a1though this will not happen ail al once.

Sometimes, you will feel almost no pain. and other tilDes. you will Cee! as though your pain

bas increased again. These kinds of variations in pain intensity are to he expected. Patience

and practice are your besl allies!
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JnSb1lctions pour les exercices la la maison

Combien de temPS par jour dois-je cooM'irer l ces exercices?

20 minutes le matin
20 minutes le soir

Chaque période de 20 minutes équivaut à 60 répétitions du cycle de lo-secondes-reposlIO...
secondes- contraction.

Comment dois-je faire les cOQtractions?

1. Insérez votre sonde personnelle dans votre vagin, en utilisant un lubrifllDt àbase d'eau
si vous le désirez (ex.: KY, Astroglide, ete.). Branchez la sonde dans votre appareil de
biofeedback ponatif. Installez-vous dans une position comfortable, dans une pièce oà vous
ne serez pas dérangée. Vous ne devez DIa faire une autre activité en même temps (ex.:
parler au téléphone, regarder la télévision, ete.). Votre attention doit être entièrement
focalisée sur vos exercices. Vous pouvez garder une horloge ou une montre près de vous
afm de vous assurer que vous faites chaque séance d'exercices pour une durée de 20

minutes.

2. Vous commencez VOile contraction quand la lumiêre sur votre appareil portatif indiqœ

"work", et vous arrêtez votre contraction quand la lumière indique "rest".

3. Durant vos pratiques quotidiennes, vous allez exécuter le même genre de contractions
que vous avez appris l faire avec voire thérapeute lors de voue première séance de

biofeedback. Les contraelions doivent eue exécutées avec intention et concenualion. Vous
devez vous concentrer sur les sensations dans vos muscles pelviens et utiliser le "feedback"

de votre appareil ponatifafin de perfectionner vos contractions, ainsi qu'afin de voir si

vous détendez bien vos muscles. A mesure que le nombre de lumières "work" diminuent
dunnt une contraction. essayez de œnforcer cette con1l'lCtion. Vous devriez elle épuisée l

la fin du 20 minutes.
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Ou'mjye-t-U si je mangpe une de mes &ganœJ d'exercice durant une journge7

Si vous manquez une de vos séances du matin. reprenez..}a à un autte moment de la journée
(ex.: au cliner). Si cela n'est pas possible. ou si vous manquez une de vos séances du soir,

assurez..vous seulement de continuer à pratiquer vos exercices deux fois par jour le
lendemain et tous les jours qui suivront. Une autre chose l faire est d'essayer de
comprendre pourquoi vous avez manqué une séance de pratique et de penser à ce que vous
pourriez faire afin de vous assurer que cela ne se reproduise plus. Si une des raisons est
que vous vous sentez découngée. ou que vous n'etes pas certaine de bien faire les

exercices. discutez..en avec votre thérapeute. Elle est lA pour vous aider.

Combien de temps cela pRDdrJ..t-il aYant Que je commence l voir une amgJioration de ma

dou1ew?

Durant les premières semaines. vous allez probablement ressentir une hausse d'intensité de

la douleur. Ceci est une composante normale du processus de traitement. Après ces
premières semaines, vous commencerez l ressentir une diminution de l'intensité de la

douleur, quoique ceci ne se produira pas d'un seul coup. Parfois, vous ne ressentirez
presque pas de douleur, et d'autres fois, vous aurez l'impression que votre douleur est plus
forte. Vous pouvez vous attendre à de telles variations dans l'intensité de votre douleur. La
patience et la pratique sont vos meilleurs alliés!
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