
Dyspareunia

Samir Abdel Aziz Khalaf

Professor OBGYN

Al-Azhar University

President

www.ArabicOBGYN.net

http://arabicobgyn.net/
http://arabicobgyn.net/


Dyspareunia 

Painful coitus or attempted 

coitus.
Etiology 
Dyspareunia is usually introital but may also occur before, during, or 
after intercourse. 

1-The cause may be psychological factors :The most common 
psychologic cause is vaginismus .

2-local trauma (e.g., hymenal tears, laceration of the fourchette, 
bruising of the urethral meatus). After an injury, painful superficial 
ulcerations may develop. 

3- inadequate lubrication, usually secondary to improper or 
insufficient foreplay; forceful pressure against a sensitive urethra 
during coitus; 

4- introital lesions due to inflammatory conditions (e.g., vestibulitis); 
infections (eg, abscesses of Bartholin's glands or ducts);

5- inflammation of labial sweat glands

6-abnormalities of the female genital tract (e.g., congenital septum, 
a rigid hymen); and dermatologic disorders (e.g., lichen sclerosis). 



Etiology (cont.)

Acquired dyspareunia is unrelated to first coitus and often develops years 
later. 

Causes include :

1-menopausal involution with dryness and thinning of the mucosa, 2- tight 
introitus secondary to perineorrhaphy after an episiotomy or plastic repair of 
the vagina, 

3- marked retroflexion of the uterus with ovaries prolapsed into the cul-de-
sac,

4-endometriosis,   5-vaginitis,  6-suburethral diverticulum,  

7- pelvic inflammatory disease 8- Radiation therapy for malignancy may 
result in dyspareunia. 

Psychologic and related factors are similar to those involved in female 
orgasmic disorder . Inadequate stimulation or psychologic inhibition of 
arousal may result in inadequate vaginal lubrication and cause coital pain.



Diagnosis

Pain during or after coitus is the chief complaint.

The location and nature of the pain may help in 
the diagnosis; eg, pain on deep thrusting may 
indicate lesions of the uterus and/or broad 
ligament (Deep dyspareunia).

A general medical and sexual history and a 
physical and pelvic examination usually uncover 
the etiology.

Local introital lesions and uterine displacement 
or other pelvic pathology can be detected by 
examination, for which anesthesia is sometimes 
required .



Prophylaxis and Treatment

Examination of both partners before marriage or sexual 
activity; a frank explanation of the reproductive and 
sexual organs, their functions, and the physiologic and 
psychologic factors involved in sexual intercourse; and 
guidance in sexual techniques may prevent problems. 

Most important is listening to the partners' concerns and 
answering their questions. 

Existing lesions or defects should be corrected, if 
possible. For example, a tight hymenal ring may be 
stretched in the physician's office. An anesthetic 
ointment (eg, 1% lidocaine) should be used before each 
treatment.



Treatment

Treating uncomplicated injuries is 

simple. Temporarily avoiding 

intercourse is important. A soothing 

ointment (eg, 1% dibucaine, 1% or 2% 

lidocaine) may be applied externally. 

Sitz baths can relieve vulvar distress. 

Liberal use of a water-soluble lubricant 

just before coitus can usually prevent 

pain and spasm.



Treatment

A local estrogenic preparation or oral estrogen 
replacement therapy  helps women with 
postmenopausal vaginitis.

Cysts or abscesses should be excised; inflamed 
labia must be kept clean and dry. For treatment 
of vulvovaginitis,  If the vulva is swollen and 
painful, a wet dressing of dilute aluminum 
acetate solution may be applied locally. An 
analgesic, such as codeine 30 to 60 mg po with 
acetaminophen 500 mg po q 4 h, is indicated if 
the pain is severe.



Educational discussions with both 

partners is recommended. 

However, if dyspareunia is long-

standing or if the underlying 

psychologic factors cannot be 

corrected, the patient should be 

referred to a psychiatrist. 


