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The Optimal Discipline for Assessing and Managing
Pain During Sex
Rosemary Basson, M.D.
Departments of Psychiatry and Obstetrics & Gynecology,
B.C. Centre for Sexual Medicine, Vancouver General
Hospital, Echelon 5, 855 West 12th Avenue, Vancouver,
British Columbia V5Z 1M9, Canada; e-mail: sexmed@
interchange.ubc.ca.

If Chronic Dyspareunia Is An Example of Chronic Pain,
Should It Be Assessed and Managed
by Specialists in Chronic Pain?
Despite the above, there are theoretical and practical
arguments against no longer assessing and managing
chronic dyspareunia as a sexual dysfunction.
1. Sexuality crosses many dimensions of human
experience such that problematic sex arises from
and/or affects these many dimensions. It could
be argued that very few sexual dysfunctions are
purely sexual entities. A recent typical morning
in our sexual medicine clinic illustrated this.
The first patient had the most common form of
generalized erectile dysfunction (ED), namely,
generalized progressive acquired ED associated
with vascular impairment, known to involve endothelial dysfunction, loss of helicine arterioles,
and loss of cavernosal smooth muscle. Should this
be considered an example of vascular disease and
be moved to the province of the internist? This
first patient retained sexual desire, orgasm, and
ejaculation and his mind was as sexually healthy
as formerly. Similarly, the second patient, a 42year-old woman with multiple sclerosis (MS),
had acquired orgasmic disorder but with ongoing
sexual desire (at least in between exacerbations of
MS), ability to be subjectively sexually aroused,
and no pain with any sexual acts. She has a neurological condition. Should her loss of orgasm be
the province of the neurologist? My third patient,
a physically well woman of 28, had low sexual
interest/desire. Rarely is she subjectively sexually
excited when she is sexual with her husband but
she does lubricate sufficiently such that there is
no discomfort or pain, i.e., she is diagnosed with
the new definition “subjective arousal disorder”
co-morbid with hypoactive sexual desire/interest
disorder (Basson et al., 2003). Her sexual problems were long term–the whole of her sexual
life save the first 6 months or so. Her history
included loss of her father in a motor vehicle

I am grateful for the opportunity to comment on three
questions raised by Binik’s scholarly essay. Firstly, is
chronic dyspareunia an example of chronic pain or of
sexual dysfunction? If it is the former, should it be
assessed and managed by specialists in chronic pain?
Thirdly, is the multiple etiology of chronic dyspareunia
atypical of sexual dysfunction?
Is Chronic Dyspareunia an Example of Chronic Pain?
The mechanisms underlying the chronic but intermittent pain of dyspareunia are largely unknown. Mainly
comprising stimulus-invoked pain (the specific stimulus
being that of penile containment and its movement),
chronic dyspareunia may also be associated with spontaneous pain. Examples include women with chronic
pelvic pain exacerbated by intercourse and women with
vulvodynia associated with localized vulvar dysesthesia,
formerly known as vulvar vestibulitis syndrome. In the
latter syndrome, the stimulus often is not only penile
contact but contact with ejaculation fluid, with the
woman’s own urine, with tampon, fingers, dildo, etc.
Other forms of chronic deeper dyspareunia for which the
pathophysiology is quite unclear may not be replicated by
other stimuli, including pelvic examination. Chronicity
and (partial) response to tricyclic antidepressants and anticonvulsants support the conclusion chronic dyspareunia is
an example of chronic pain. Moreover, the most common
form, namely localized vulvar dysesthesia, is thought to
be on the basis of neurogenic inflammation (Zolnoun,
Hartmann, & Steege, 2003), as is another very common
non-sexual pain, namely, migraine (Pappagalo, Szabo,
Esposito, Lokesh, & Velez, 2002; Strassman, Raymond,
& Burstein, 1996).
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A move to the Pain Disorders category of the DSMV would take dyspareunia out of the manual altogether
and, in effect, air brush it out of the research and
clinical picture. The Pain Disorder category of the current
version of the Diagnostic and Statistical Manual of Mental
Disorders (American Psychiatric Association, 2000) does
not list any specific pains. No one would recognize it as
the new home of dyspareunia. It is difficult to fathom how
that would engender more research or clinical interest
of any variety. As a matter of fact, one could easier
make an argument to eliminate the Pain Disorder category
altogether, considering the current criteria fit anyone who
has ever been in any significant pain at any time. A second
concern is one of overstating the primacy of the pain in
dyspareunia, to the detriment of sexual function considerations. Even if we consider dyspareunia to be primarily
a pain disorder, it is a pain disorder that interferes with
sexual function in a more direct fashion than most. “Not
tonight, dear, I have a headache” augers a touch better
than “Not ever, dear, I have dyspareunia.” Finally, the
move to the Pain Disorders category raises concerns about
the increasing medicalization of problems that impact on
sexual function (Tiefer, 2001b). The medical attribution
is validating for many women (Meana, Binik, Khalifé, &
Cohen, 1999), but it risks a decontextualization that will
divorce the problem from its true complexity and result in
sub-optimal outcomes.

Balancing Concerns While Waiting for More Data
It seems the pendulum has swung from considerations of dyspareunia as a pain that manifests deeply
seated psychosexual conflicts to dyspareunia as a pain
like any other, with an unfortunate yet incidental relation
to sexual function. The trajectory is understandable and
has borne fruit; however, the maturing of this idea now
calls for a more integrated approach to both questions of
sex and of pain and the complexities of the context in
which they both happen. First, we have to throw the net
a little wider to truly understand the pain and the sex of
dyspareunia. VVS is only part of the catch. And if we are
intent on re-classification, it seems there is at least one
alternative that does not risk the loss of visibility, neglect
of sexual impact, and the over-medicalization attendant
in the move to the Pain Disorders: Keep dyspareunia
within the Sexual Dysfunction category of the DSMV, but change the “Sexual Pain Disorders” to “Pain
Disorders Impacting on Sexual Function.” Although not
perfectly capturing the probable bi-directionality of sex
and pain, this new sub-category would achieve at least
three seemingly worthwhile goals: (1) it would account
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for both the pain and sexual components of dyspareunia
and vaginismus; (2) it would eliminate the theoretically
and empirically unsound concept of “sexual pain” and;
(3) it would open up the diagnosis and treatment for other
pain disorders interacting with sexual function. There
are surely other potential solutions to this taxonomical
conundrum, but we need to remain vigilant to the pull
of dichotomies. It is crucial that our zeal to give the
pain of dyspareunia its research and clinical due does
not result in the creation of new but also misguided
dualisms.
Dyspareunia: Another Argument for Removal
Charles Moser, Ph.D., M.D.
Institute for Advanced Study of Human Sexuality, 45
Castro St., #125, San Francisco, California 94114; e-mail:
docx2@ix.netcom.com.
Binik’s recommendation that Dyspareunia be removed
from the Sexual Dysfunction section of the DSM supports
my previous criticisms of the Sexual and Gender Identity
Disorders diagnostic category in the DSM. The DSM
is the result of faulty logic, inconsistent thinking, and
does not adhere to its own standards. The classification
of “sexual” disorders as distinct and different from the
various other categories of the DSM has been random,
inconsistent, arbitrary, and politically motivated (Moser,
2001, 2002; Moser & Kleinplatz, in press).
The text of the DSM acknowledges that “the utility
and credibility of the DSM-IV-TR require it . . . be supported by an extensive empirical foundation” (American
Psychiatric Association, 2000, p. xxiii), but my own literature search found no support for separating Dyspareunia
from other pain disorders or designating it as a Sexual
Dysfunction. In short, why should psychosomatic genital
pain be classified differently from psychosomatic chest
pain, if both “. . . are associated with sexual intercourse”
(American Psychiatric Association, 2000, p. 566)?
The stated goal of the DSM-IV is “. . . to provide
a helpful guide to clinical practice . . . and . . . clarity”
(American Psychiatric Association, 2000, p. xxiii), but,
as Binik demonstrates, defining Dyspareunia as a sexual
dysfunction has not guided clinical practice or provided
clarity. The result has been to limit the application
of pain management techniques and the chronic pain
perspective to this problem. Clinical implications of the
current nosology are discussed elsewhere in this issue by
Kleinplatz (2005).
It is important to understand the historical evolution
of Dyspareunia in the DSM, how it became a sexual
disorder, and how the sexual disorders were separated
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from other psychiatric diagnoses. In the DSM-I, under
“Psychophysiologic Autonomic and Visceral Disorders”
(American Psychiatric Association, 1952, p. 29), different
psychophysiologic reactions were listed by organ system (e.g., respiratory, gastrointestinal, cardiovascular).
Dyspareunia was not specifically named, but logically
would have been listed under “genitourinary reaction.”
In the DSM-II, the name of the category was shortened
to “Psychophysiologic Disorders” and “genito-urinary
disorder” now specifically included both impotence and
dyspareunia (American Psychiatric Association, 1968,
pp. 46–47). Both the DSM-I and II contained the
phrase “. . . in which emotional factors play a causative
role” (American Psychiatric Association, 1952, p. 30;
(American Psychiatric Association, 1968, p. 47) to
emphasize the requirement that the pain or physical
symptoms had a psychiatric origin.
The DSM-III (American Psychiatric Association,
1980) was a complete conceptual revision of the DSM. It
was an attempt to create an atheoretical document, specifically removing psychoanalytic language and diagnostic
groupings which dominated earlier editions of the DSM. A
conscious decision was made, “. . . to group all the sexual
disorders together” (American Psychiatric Association,
1980, p. 246). New developments in and the successes of
sex therapy as outlined by Masters and Johnson (1970)
and Kaplan (1974) probably spurred this decision, but it
was essentially an arbitrary decision. Nevertheless, once
the decision was made, it has never been reconsidered
seriously.
Similarly, DSM-III (American Psychiatric Association, 1980) also grouped the physical manifestations of
psychiatric disorders together as Somatoform Disorders.
These included Conversion Disorder and Psychogenic
Pain Disorder, which respectively encompassed many
of the Neuroses and the Psychophysiologic Disorders
of DSM-II (American Psychiatric Association, 1968),
but with the “sexual” diagnoses removed from this
category. For example, “. . . conversion symptoms involving sexual dysfunctions are not coded as Conversion Disorder, but rather as Psychosexual Dysfunction”
(American Psychiatric Association, 1980, p. 246). Dyspareunia was the only entity removed from the Psychophysiologic Disorders, renamed “Functional Dyspareunia,” and also placed in the Psychosexual Dysfunctions
section.
Both Conversion Disorder and Psychogenic Pain
Disorder still emphasized the psychological cause of
the disorder: “. . . psychological factors are judged to be
etiologically involved . . .” (American Psychiatric Association, 1980, pp. 247, 249). The Psychosexual Dysfunctions were less dependent on etiology, only excluding the
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diagnosis when the dysfunction “. . . is attributed entirely
to organic factors” (American Psychiatric Association,
1980, p. 275).
Currently, in the DSM-IV-TR, the diagnosis of
Pain Disorder is considered a mental disorder only if
“. . . psychological factors are judged to have a major role
in the onset, severity, exacerbation, or maintenance of the
pain” (American Psychiatric Association, 2000, p. 499).
The equivalent statement for Dyspareunia only indicates
that the pain is not due exclusively to non-psychological
factors. This implies that the usual apprehension, anxiety,
and avoidance associated with a physiologically based
pain syndrome would be supportive of a Dyspareunia
diagnosis, but not a Pain Disorder. No reason is given
for this disparity.
One problem with the decision to group all the sexual
disorders together is that it was not complete. Psychogenic
genital pain during coitus was sexual; vomiting at the
thought of sex was not. Constant psychogenic genital
pain, but with exacerbations associated with coitus,
was not clearly addressed. Neither Psychogenic Pain
Disorder nor Functional Dyspareunia are mentioned in the
differential diagnosis discussion of the other, suggesting
both diagnoses were possible.
With the formal separation of sexual and non-sexual
diagnoses in DSM-III (American Psychiatric Association,
1980), the task of revising these diagnoses fell to different
Work Groups (subcommittees). The result is that newer
conceptions of one disorder may not have been reflected
in the other section. Sexual disorders were understood
as if they were, in essence, “sexual” and diagnostically
distinct from non-sexual problems without the scientific
data or even theory to support this nosology. This lack
of a theoretical grounding for the division of sexual and
non-sexual diagnoses may be partly responsible for the
poor treatment outcome of Dyspareunia.
The DSM-IV-TR notes that “. . . each of the mental
disorders is conceptualized as a clinically significant
behavioral or psychological syndrome or pattern that
occurs in an individual that is associated with present
distress [e.g., a painful symptom]” (American Psychiatric
Association, 2000, p. xxxi). It is tautological to define the
pain as the symptom which causes pain. The diagnostic
criteria for Pain Disorder avoid this pitfall by specifying
the need for psychological factors which cause, exacerbate, or maintain the pain.
Another problem is the heterosexual bias in this
diagnosis, as there must be “. . . genital pain with sexual
intercourse” (American Psychiatric Association, 2000,
p. 556). Not everyone desires coitus or is heterosexual.
The focus on coitus was typical for 1980, but is revealing
of continuing bias.
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The DSM nosology has led to an unusual state of
affairs. Dyspareunia is not a symptom of another disorder;
if it were, that diagnosis would be made. Dyspareunia
is not its own diagnosis, for then it would be a pain
disorder. The cause does not have to be sexual, but it is
a sexual diagnosis. Psychological factors are not required
to have a major role in the onset, severity, exacerbation,
or maintenance of the pain, but if they do, it is not
considered a Pain Disorder which is defined that way. It is
presumed to be a psychiatric disorder, even though many
(if not most) of these individuals suffer from concomitant
medical conditions. It is a disorder which only applies to
sexual intercourse, psychogenic pain with other sex acts
are not defined. Other non-coital sex acts which result in
genital pain do not warrant a Dyspareunia diagnosis.
The present situation is reminiscent of 30 odd years
ago, when psychiatry believed that homosexuality was a
sexual disorder, also without empirical data. Dyspareunia
is another example of a sexual disorder whose categorization was not motivated by empirical evidence; it is not
consistent with the diagnostic standards presented in the
DSM; it is inconsistent with the logic underlying the DSM
nosology; and it has not been beneficial clinically for those
who suffer from this problem. Dyspareunia is another
diagnosis in the Sexual and Gender Identity Disorders
section of the DSM that should be removed. Removal will
not mean those previously diagnosed with Dyspareunia do
not suffer from a mental disorder, only that they will now
need to meet the Pain Disorder criteria.
Making the Case for Sexual Pain: Let’s Not Throw
Out the Baby with the Bath Water
Kimberley Payne, B.A.
Department of Psychology, McGill University, 1205
Docteur Penfield Avenue, Montreal, Quebec H3A 1B1,
Canada; e-mail: kimpayne@ego.psych.mcgill.ca.
In Binik’s critique of the current DSM-IV-TR classification of dyspareunia (American Psychiatric Association,
2000), he provides evidence for the following three
assertions: (1) dyspareunia fits the diagnostic criteria for
a Pain Disorder; (2) dyspareunia does not fit the category
of Sexual Dysfunctions; and (3) a re-conceptualization
of dyspareunia under the category of Pain Disorder will
have a positive influence on research and treatment. While
Binik provides substantial conceptual and empirical evidence for the first assertion, which therefore need not be
addressed, the other two assertions remain problematic.
What follows is a critique of Binik’s position and an
alternative solution to the categorization dilemma posed
by the concept of sexual pain.
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According to Binik, dyspareunia does not fit the
category of sexual dysfunctions primarily because these
are organized according to the phases of the sexual
response cycle with which they interfere. Thus, the section
is as follows: Sexual Desire disorders, Sexual Arousal
Disorders, Orgasmic Disorders, and finally, Sexual Pain
Disorders. However, it remains uncertain why this organizational detail should constitute a critique of the
categorization of dyspareunia as a sexual dysfunction,
unless of course the implication is that dyspareunia does
not interfere with any phase of the sexual response
cycle. It has been repeatedly shown that women with
dyspareunia experience impairment across all stages of
the sexual response cycle, including but not limited to,
lower frequencies of intercourse and self-stimulation,
lower levels of desire, arousal, pleasure, and lubrication,
less success at achieving orgasm, a more negative sexual
self-schema, and more negative feelings and attitudes
regarding sexuality (Gates & Galask, 2001; Jantos &
White, 1997; Meana, Binik, Khalifé, & Cohen, 1997;
Nunns & Mandal, 1997; Reissing, Binik, Khalifé, Cohen,
& Amsel, 2003; van Lankveld, Weijenborg, & Ter
Kuile, 1996; Wouda, Hartman, Bakker, Bakker, & van
de Wiel, 1998). Although a thorough review of this
literature is not within the scope of this critique, all
phases of the sexual response cycle are clearly affected
by the experience of pain during intercourse. This is
consistent with clinical reports of women suffering from
dyspareunia, who frequently describe not only a decrease
in pleasure during penile insertion or thrusting, but also
a co-morbid decrease in sexual desire for a wide range
of non-penetrative activities and a more general sense of
disconnection with their sexuality. Therefore, the current
classification of dyspareunia does not reflect a lack of fit
with sexual impairment, but rather, an overarching impact
on the sexual response cycle which cannot be limited to
one phase in particular. Dyspareunia is also unique from
other pain disorders given this profound impact on sexual
functioning. While one could argue that many different
pains can interfere with sexual functioning (such as lower
back pain inhibiting some sexual positions), it is unlikely
that other pains will have the same devastating impact on
sexuality given the location of the pain in dyspareunia.
Given that dyspareunia has such a tremendous impact
on all aspects of sexual functioning, it is a particularly
suitable candidate for the category of sexual dysfunction;
however, Binik further argues that the major symptom
in dyspareunia is the pain rather than the interference
with sexual intercourse. Supporting this notion, Binik
raises the important point that women with dyspareunia
experience pain in non-sexual contexts as well. Certainly,
an important theoretical issue for the classification of

