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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 inter-
mittent 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 spon-
taneous 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 anti-
convulsants 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).

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 en-
dothelial 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 42-
year-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 neu-
rological 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 prob-
lems 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
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accident when she was four, “loss” of her mother
to her stepfather and to her new baby brother
when she was seven, and loss of various friends
due to multiple moves of the family during her
childhood. The risk of further loss of (nonsexual)
intimate relationships was huge, such that further
intimacy was defended against. Sexual intimacy
was thus almost impossible. I would argue that
this patient’s problem also was not strictly about
sex but about intimacy. Sexual symptoms are
extremely common. The underlying etiologies
stem from multiple disciplines.

2. Chronic dyspareunia, more often than not, leads to
other sexual dysfunctions in either partner, most
commonly low sexual desire in women (Basson,
1998). I would suggest management of their pain
with current chronic pain interventions within
a sexual dysfunction framework, by a clinician
trained in sexual medicine, is needed.

Is the Multiple Etiology of Chronic Dyspareunia
Atypical for a Sexual Dysfunction?

Binik is concerned that the term “dyspareunia”
reflects pain of many different etiologies and is thus
not appropriate/typical for a sexual dysfunction. I would
suggest that it is indeed typical. A familiar example would
be chronic low desire/low interest reported by a woman
with a 20-year loveless non-erotic marriage where sex
is relegated to perfunctory intercourse once a week. A
similar report of lack of desire/lack of interest (at any stage
during the sexual experience) is also reported by a young
woman with previously rewarding sexual experiences,
subsequent to premature loss of all ovarian tissue from
surgery, depriving her of some 50% of her androgen
production. The major importance of acknowledging
vastly different etiologies of similar sexual symptoms
caused the recently convened International Committee
proposing revised and expanded definitions of women’s
sexual dysfunction to strongly recommended the use of
contextual descriptors within the diagnostic framework
(Basson et al., 2003).

Conclusion

Thus, I would counter Binik’s correct formulation
of chronic dyspareunia as an example of chronic pain
with the argument that the majority of sexual dysfunctions
can be considered to be more accurately something else.
However, the importance of men’s and women’s need for
pain free and rewarding sexual experiences merits the
maintenance and indeed the expansion of the disciplines

of sexual medicine and sexology. These disciplines teach
a sensitive, respectful, but sexually detailed interdisci-
plinary biopsychosocial approach. I strongly advocate
keeping dyspareunia within their mandate and therefore of
retaining dyspareunia as a sexual dysfunction in DSM-V.
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THE SERPENT . . . You see things; and you say “Why?”
But I dream things that never were; and I say “Why not?”

George Bernard Shaw, Back to Methuselah, Part I, Act 1

This is bound to be a minority report coming as it
does from an obstetrician/gynecologist/sexologist in most
likely a sea of commentaries from psychotherapists. Even
if the psychotherapists are medical, i.e., psychiatrists, their
charter forbids hands-on management, thus precluding a
careful vaginal examination. Since I am going to make a
case for dyspareunia having a foot in both camps of psyche
and soma, the fact remains no matter what is concluded by
this commentary, no study of dyspareunia can be complete
without a critical pelvic examination to confirm or exclude
a physical component. In turn, this is why Binik’s article is
important. Binik has assembled a multidisciplinary team
in his unit reminiscent of the heyday of Stony Brook in
the 1960’s and 1970’s. A volume of well-respected work
has already emanated from Montréal over some years,
affording us the input from sexually aware gynecologists
as well as psychotherapists.

Before any further discussion, I am moved to jump
to the end of the article first. Binik tells us that, “As
an administrator, I have also noted that it is easier to
‘sell’ the idea of allocating resources to pain treatment
than allocating them to the treatment of sexual problems.”
And “as a seeker of research funding . . . new governmental
funding initiatives for pain related to dyspareunia . . . this is
not being matched in the sexuality area where funding is
constantly under attack.” If this whole exercise is merely
one to facilitate funding rather than exposing a genuine
need to reclassify dyspareunia in order that patients will
benefit from new management models, all bets are off. I
believe Binik has the latter at heart, but in the light of what
I call the “female sexual dysfunction debacle,” where an
attempt has been made to create a new disease already
covered adequately by existing terminology to facilitate
research funding, permit me my cynicism. It is a statement
I wanted to make from the outset.
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By way of background, as a medical specialist for
34 of my 40 years since graduation, one of my mantras
has been the Shaw quotation heading this review (often
wrongly attributed to the late Robert Kennedy). So, upon
reading Binik’s article, any initial shock perceived was
rapidly replaced by, “Why not?” Like Binik, I shall
limit my remarks to female dyspareunia, but analogous
conditions are found in males, such as anismus and proctalgia

fugax. One of my pet hates is being told by a patient
that previous therapists have told her either “It’s all in
your head” or, after a pile of tests and scans have been
performed, “I can find nothing wrong with you,” leading
the woman to think her medical attendants believe she
is imagining the symptoms. However, in fairness to my
medical colleagues, there is so much to learn and this
mass of material is expanding like the “big bang” over
the years. So a lot of doctors feel moved to treat most
ailments with either a “magic bullet” or by surgery.
They haven’t learned the very real therapeutic but time-
consuming value of just talking to patients, that doctors
themselves are just as valid a medical instrument (Balint,
1968). Since pain is the most common symptom which
brings patients to see a doctor, more doctors need to learn
that different patients perceive, evaluate, and act upon
given symptoms differently which, in turn, make them
behave in differing manners, dubbed Illness Behavior (IB)
and Abnormal illness Behavior (AIB) (Pilowsky, 1978). Singh
(1981) then showed us that patients may well exhibit AIB,
but that it also matters what kind of doctor treats what kind
of patient, and that Abnormal Treatment Behaviour (ATB) may
be exhibited. Then came concepts of somatization (e.g.
Ford, 1986; Lipowski, 1987), and then an extension of IB
and AIB, Pain Behavior (Tyrer, 1986). The consciousness
of gynecologists regarding their responsibilities towards
patients’ sexual difficulties needs to be raised. After all,
no sexuality, no obstetrics and gynecology (Black, 1974)!

An inevitable interest in psychosomatic obstetrics
and gynecology started 30 years ago, and I absorbed these
concepts well known to psychotherapists, but absent from
our mainstream specialist medical literature. I have come
to learn that the word “pain” is a form of “currency” used
by patients to mean various things, but above all, it is a
cry for some sort of help. Each of our medical specialties,
of necessity representing a narrower band of medical
knowledge hived off from the entire medical “cake,” has
its own “currency” to describe pain syndromes within
that specialty. Such “currencies” include fibromyalgia,
chronic fatigue syndrome, irritable bowel or bladder syn-
dromes, muscular and migraine headaches, premenstrual
syndrome, chronic pelvic pain, or finally–vulvodynia.

Whereas Binik’s case to redefine the term dyspare-
unia and to reclassify sexual dysfunctions as a result is

absolutely fair, the various forms of dyspareunia definitely
will not completely sit well in either a revised DSM
or ICD. As I already hinted, there is a foot in both
camps, an interface. Binik chooses to exclude vaginismus
from his discussion, I really know not why, and I am
moved to touch upon it briefly. Vaginismus is vaunted as
the classical example of a psychosomatic condition. The
psyche is willing, used to be willing or maybe wasn’t
ever willing, but the soma is saying a definite “No”! We
have the chicken or egg situation here. Has the fear of
penetration/pain/mutilation led to this condition or have
painful, unsuccessful attempts at intercourse led to the
involuntary pain behaviour and apareunia? Later on, Binik
cites an increased degree of marital distress in vulvar
vestibulitis syndrome (VVS). Again, what came first?
Vaginismus will never fit in the ICD. Separately, lack
of sexual arousal and its sequelae are a potent cause of
introital dyspareunia plus the pelvic congestion syndrome
experienced some hours later. I have always held the view,
based on long experience with very positive outcomes,
that whereas the patient may say, “Doctor, I don’t enjoy
sex because it hurts,” I respond, “Au contraire, sex hurts
because you don’t enjoy it” (Black, 1991). When Binik
cites the classical words, “Not tonight dear, I have a
headache,” of course this is not dyspareunic pain, but it is
a “currency” or code, a subtext.

Turning to specifics, Binik and his team are bringing
us groundbreaking research in qualifying and quantifying
genital pain scientifically for the first time. I agree
wholeheartedly that there are not two types of pain in the
body viz. sexual and non-sexual pain, but we have tended
to think as if there were. His group’s finding of touch
thresholds being significantly lower in VVS subjects
exemplifies AIB, i.e., what kind of patient is having the
pain? Special situations he cites such as firstly the woman
who experiences the pain of subsequent dyspareunia prior

to her first “sexual experience” (intercourse?) will very
likely be describing the Pelvic Congestion Syndrome
(PCS), the female equivalent of “blue” or “lover’s balls.”
Secondly, the woman who experiences the pain of VVS
years after painful adolescent tampon experiences will
very likely be describing underlying suboptimal perineal
hygiene ± secondary vaginismus (Black, 1988). Even
Pagano (1999) associated chronic moniliasis with VVS.
However, I contend that if a woman is penetrated when
incompletely aroused, the physiological self-opening and
self-lubricating mechanisms of the vagina and vulva are
not activated. Such forceful entry of an unwelcoming,
dry, narrow orifice will cause mini-abrasions around the
introitus. They will take some 36–48 hours to heal over. In
the interim, every time urine is passed, her nerve endings
will smart since the urine is both acidic and at deep
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body temperature (Black, 2000). The quoted prevalence
of VVS as being approximately 12% strikes me as high
and certainly 12% of sexually active women do not have
symptoms of VVS. I listen in awe when Binik cites a
≈70% reduction in VVS pain after vestibulectomy. I have
discussed this with him, and still await comparable results
from other units.

Most of the dyspareunias described represent a
dynamic situation, in that is there is penile thrusting
causing pain at the introitus or deep within the pelvis
where pelvic organs are being displaced, squeezed or
ligaments pulled. The non-dynamic situations where sex-
related pains are experienced are the orgasmic dysfunc-
tions including preorgasmia, PCS sometimes long after
intercourse, colpalgia fugax, and VVS, which can linger
on for days. Where Binik cites a lack of clarity in
interpretations within DSM-III and DSM-IV-TR, at least
some of the editors of either volume must still be alive,
why not ask them? Binik notes there has never been
a randomized controlled treatment outcome study for
dyspareunia. So, what are we going to do? Have one group
incapable of or forbidden to climax versus controls? Easier
said than done.

As we become more aware of pain behaviors and,
in turn, of more effective pain management, various
textbooks will have to be rewritten. This will take a long
time from now before such new concepts and treatment
modalities percolate down the line to young doctors
and psychologists. It is clear that special doctors, not
all doctors, will need to be more aware of patients’
sexual difficulties in the same way you cannot expect
all psychotherapists to be comfortable with managing
sexual dysfunctions. It is also patently clear that neither
psychologists nor doctors have all the answers. Together
we will get somewhere. I know from my own management
of vaginismus over 36 years, many still apareunic women
have come referred to me via psychiatrists and psycholo-
gists and I have been successful in helping them achieve
not only intercourse, but to accept their vagina as a normal
organ and to enable women to insert creams, tampons,
etc., as any “normal” woman can. Women presenting
with sexual pain syndromes must have a critical pelvic
examination somewhere along the line.

I cannot see all of the sexual pain syndromes ever
being reclassified and shifted over to the ICD. There are
distinct psychological and somatic components in most
of the problems. If it comes to pass that a shift happens, I
make a plea that medical educators and textbook authors
add some novel integrative tables into their teaching. In
other words, in the same way we are taught perspectives
such as the ocular, cutaneous or arthritic manifestations of
disease, I believe we should see new tables devoted to the

sexual consequences of systemic disease. Finally, if this
whole exercise is merely one to facilitate funding rather
than exposing a genuine need to reclassify dyspareunia
in order that patients will benefit from new management
models, all bets are off.
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Binik addresses several previously unexplored questions
about the clinical problem of dyspareunia and offers data
from his own research to help clarify its clinical charac-
teristics. His most provocative comments, however, come
with the suggestion to change the DSM classification
of the disorder to one of urogenital pain rather than
sexual dysfunction. We applaud Binik’s attention to this
understudied and commonly misunderstood condition and
the impetus it has provided to the scientific community
to respond to his suggestion. Here, we provide a brief
response to the general messages of the article. Ultimately,
however, we make the case that reclassification would
not aid in the diagnosis or treatment of dyspareunia.
In doing so, we will offer the following perspectives:
(1) We found the literature review unnecessarily limited
in focus, with important work comparing dyspareunia to
other types of sexual dysfunction omitted; (2) Binik’s own
data, while interesting, represents only a subgroup of the
heterogeneous population of dyspareunia patients; (3) the
closing arguments regarding advances to be gained with
the treatment of dyspareunia by pain specialists are of
clinical interest, although they are peripheral to the central
question of classification.

Binik likens dyspareunia to pain syndromes and his
research with patients suffering from vulvar vestibulitis
(VV) provides the basis for several arguments. VV
patients accounted for 46% of the cases in Meana, Binik,
Khalifé, and Cohen (1997) and 100% in Pukall, Binik,
Khalifé, Amsel, and Abbott (2002). VV accounts for a
small (albeit unknown) portion of all dyspareunia cases.
As such, it is a population and body of research with
unknown generalizability to all dyspareunia cases. The
Meana et al. (1997a) and Pukall et al. (2002) data suggest
commonalities of dyspareunia and VV with pain disor-
ders, as would be predicted. The data do not, however,
prove that dyspareunia is only (or even predominantly)
consistent with pain disorders rather sexual disorders.
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Binik asserts that there is little justification for
continuing to classify dyspareunia as a sexual dysfunction.
Following the discussion of the similarity of dyspareunia
and pain disorders, the “flip side” argument for Binik
would have been a presentation of data showing the dissim-

ilarity of dyspareunia sufferers with individuals with other
sexual disorders. In fact, there are many data suggesting
the opposite, i.e., the similarity of dyspareunia patients to
other sexual dysfunction cases. For example, Laumann,
Paik, and Rosen (2001) conducted multinomial logistic
regression analyses to identify psychosocial and medical
risk factors for a number of sexual disorders using data
from the population based sample in the National Health
and Social Life Survey. Among others, two findings are of
relevance to this discussion. First, when modeled statisti-
cally, “sexual pain disorders” emerged as a distinct latent
construct, related though separate from other sexual disor-
ders. Second, similarity in risk factors for dyspareunia and
other sexual difficulties were found. For example, women
experiencing urinary tract infection were at increased
risk for sexual pain and also impaired sexual arousal.
Women reporting substantial change (decrease) in annual
household income during the previous four years reported
sexual pain as well as inhibited sexual desire. Finally,
emotional problems/stress increased risk for all sexual
dysfunctions, not only or not to the exclusion of dyspare-
unia. Results are similar for decrements in quality of life.

Binik correctly notes that desire, arousal, and orgasm
are diagnosed by their interference in the underlying
physiologic processes without reference to a specific
behavior (e.g., sexual intercourse). We agree and note
further that the behavior of intercourse is relevant to
the diagnosis of dyspareunia. We add, however, that
inclusion of intercourse may be unnecessarily limiting, as
some women can report pain with sexual touching or the
anticipation of sexual events (Binik, Bergeron, & Khalifé,
2000; Heiman, 1995). Still, the inclusion of intercourse
is important and is pathogenic for many patients (see
Schover, 1995).

Experimental data also demonstrate the importance
of this behavior for women with dyspareunia. Wouda
et al. (1998) compared sexual responsiveness in 18
women with dyspareunia to 16 healthy controls using
a vaginal plethysmograph and self-report measures of
arousal. Readings were taken at rest and during three
video segments depicting primarily oral sexual activities,
cunnilingus only, and coitus. Vaginal plethysmograph
readings for the two groups were equivalent for the oral
segments but significantly differed for regments depicting
coitus. As predicted, women with dyspareunia showed
decreased vasocongestion, even though their subjective
reports of arousal were equivalent to those of women

without sexual dysfunction. These data suggest disruption
in sexual response does occur for dyspareunia patients (as
it does with other types of sexual dysfunction) and provide
general support for the diagnostic utility of including in-
terference with intercourse as one marker of dyspareunia.
These data are illustrative of other literature providing
support for the similarity of dyspareunia with other sexual
dysfunction diagnoses (Laumann et al., 2001).

Binik correctly notes the symptom overlap in the
DSM description of dyspareunia and pain disorders. We
would add that overlap among DSM diagnoses is common
and, of course, problematic (see Widiger & Clark, 2000 for
a discussion of DSM nosology). Several examples can be
cited. A variety of disorders share overlapping symptoms,
including childhood mania, attention deficit hyperactiv-
ity disorder, and conduct disorder (Kim & Miklowitz,
2002); PTSD and major depressive disorder (Franklin
& Zimmerman, 2001); and autism and schizophrenia
(Konstantareas & Hewitt, 2001). Some argue that PTSD
should be classified as a dissociative rather than anxiety
disorder (for a review see Brett, 1996). Unlike Binik, we
do not agree that the overlap suggests that one diagnosis
(pain) is better suited than another (sexual dysfunction) for
dyspareunia. Alternatively, what overlap does guarantee is
the unreliability of many diagnostic decisions, including
those for dyspareunia.

Binik goes on to suggest that reclassification of
dyspareunia as a pain syndrome would, necessarily,
result in a paradigm shift such that pain specialists
would become the discipline guiding any treatment
team. He makes the observation that with the current
classification of dyspareunia the involvement of pain
specialists is rare. He suggests that the more typical
scenario is one of guidance by gynecologists and mental
health professionals, who, in Binik’s view, have “taken
little interest” in dyspareunia. If pain specialists are not
currently involved in treating dyspareunia (and there is
no empirical evidence to indicate this is or is not the
case), the inclusion of pain specialists is not an issue
to be remedied by reclassification, but by education for
professionals that emphasizes multidisciplinary treatment
and alteration by professionals of referral and consultation
patterns. The development and dissemination of practice
standards for treatment would also be important and would
provide another mechanism to underscore the necessity
of multidisciplinary treatment (see Basson [2002] and
Graziottin [2001] for relevant discussions of assessment
and treatment of sexual pain).

We note that the biopsychosocial approach aimed at
pain control, illness reduction, and sex promotion, already
occurs but, unfortunately, it may not be widespread.
Heiman (1995), for example, provided a case example
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of collaboration of pain specialists and sex therapists for a
woman with complaints of dyspareunia and fibromyalgia.
Similarly, Schover (1995) described a case of a woman
receiving combined sex therapy and vulvar surgery for
chronic dyspareunia. Some treatment centers currently
offering state of the art treatment of sexual dysfunction do
so with a multidisciplinary staff (e.g., Institute for Sexual
Medicine at Boston University Medical School; Female
Sexual Medicine Center at UCLA). Such centers include
specialists from urology, gynecology, psychology, nurs-
ing, and radiology, with endocrinologists, neurologists,
and others serving as consultants. We applaud Binik’s
discussion of needed efforts for comprehensive treatment
for dyspareunia patients, but the absence of comprehen-
sive treatment is likely not a problem caused or remedied
by DSM classification (Widinger & Clark, 2000).

In summary, Binik and colleagues have advanced
our clinical understanding of dyspareunia and offer com-
pelling arguments regarding the unmet needs of patients.
VV patients represent one subgroup of the population, and
additional research is needed to identify other subgroups.
In short, clarification of the clinical diversity that can be
found among all patients diagnosed with dyspareunia is
needed. We offer that the classification of dyspareunia as
a sexual disorder, flawed as it may be, is the diagnostic
category with the greatest clinical utility at present.
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Binik is correct in questioning the wisdom of the use
of the term “dyspareunia” in DSM. As a gynecologist
with a long-standing special interest in vulvovaginal
clinical pathology, I would have thought that the term
was out of place in a classification of psychiatric diag-
noses. Essentially, the arguments are about semantics.
“Dyspareunia” is nothing more than a symptom. It is
the symptom of a large number of disease states which
can arise from infections, other inflammatory disorders,
congenital and neoplastic disorders, altered hormonal
states as well as psychologically mediated disorders of
function. It is not clear to me what DSM-IV is referring
to under “Dyspareunia (Not Due to a General Medical
Condition)”—possibly dysesthesia.

Difficult or painful intercourse (dyspareunia) is
certainly common in the community (Marin, King,

Dennerstein, & Sfameni, 1998) and is acknowledged as
such by the undergraduate and postgraduate courses with
which I have been associated. For example, it receives
appropriate attention in an undergraduate text to which I
recently contributed (O’Connor & Kovacs, 2003).

Vulvar vestibulitis syndrome remains the subject of
much debate (Marin & Dennerstein, 2002; Sackett &
Galask, 2002) and its inclusion in this discussion is bound
to muddy the waters. In contrast to Binik, my prediction
for vulvar vestibulitis syndrome (Dennerstein & Scurry,
1999) is that it is destined for the dustbin of the diagnos-
tically destitute. As with other comparable syndromes in
this area (leucorrhoea, non-specific vaginitis, leukoplakia,
etc.), improved clinical and laboratory investigation will
elucidate the multiple disease processes responsible so
that we shall not continue to confuse symptoms with
diagnoses.
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The question of whether psychosocial correlates of
dyspareunia are more relevant to pain syndromes or to
sexual dysfunction is complex and deserves a deeper
consideration than is offered by Binik. The fundamental
issue is whether we can show that potentially pathogenic
life experiences and social conditions are specific to, or
separable from, sexual difficulties, pain or, indeed, any of
the common chronic disorders.

Child sexual abuse (CSA) is possibly the most
frequently studied psychosocial insult to be linked with
health problems in adults. Binik stated that sexual abuse
is thought to interfere with sexual function, but has not
been shown to correlate with dyspareunia; however, he
did not consider observations of significant associations
between CSA and self-reported dyspareunia (Golding,
1994; Walker et al., 1999) and the broader categories
of genital/pelvic pain in women that may include dys-
pareunia (Finestone et al., 2000; Green, Flowe-Valencia,
Rosenblum, & Tait, 1999; Hulme, 2000; Lampe et al.,
2003). Although Binik and colleagues and some other re-
searchers (e.g., Bornstein, Zarfati, Goldik, & Abramovici,
1999; Edgardh & Abdelnoor, 2003; Romans, Belaise,
Martin, Morris, & Raffi, 2002) do not find an association
between dyspareunia and sexual maltreatment, a more
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appropriate conclusion is that the correlational patterns
are conflicting rather than clear-cut.

Of course, CSA is linked with a plethora of psy-
chological and physical disorders. In addition to a wide
spectrum of mental health problems (Fergusson & Mullen,
1999), various clinical and population-based studies find
CSA to be associated with physical disorders as diverse as
diabetes, heart disease, arthritis, asthma, and non-epileptic
attack disorder (Golding, 1994; Reilly, Baker, Rhodes, &
Salmon, 1999; Romans et al., 2002). Some of these link-
ages are biologically or psychopathologically plausible;
others are not. Unfortunately, much of the data are clouded
by potential biases in recall of the sometimes distant
experiences and the context surrounding them. If this
occurs during interviews about general health or chronic
diseases that do not have an overtly sexual dimension,
then how much more likely is recall bias when we take
sexual histories of women living with dyspareunia?

If we focus on the broad category of chronic pain
disorders, it is also difficult to find clear evidence for or
against an association with psychosocial factors, including
sexual abuse. For example, there is current argument about
links between CSA and chronic low back pain (Linton,
1997; Nickel, Egle, & Hardt, 2002). Prevalence of pain in
most major body sites has been found to be high among
women who report a history of such abuse (Green et al.,
1999; Hulme, 2000; Walker et al., 1999). Others find
little or no association with general body pain, including
fibromyalgia (Raphael, Widom, & Lange, 2001; Taylor,
Trotter, & Csuka, 1995). The answer is unlikely to become
clearer through uncritical comparison of lists of published
papers that find evidence either way, given that the studies
involve different clinical samples, research designs, and
measurements.

Binik’s thesis is helped by findings from an elegant,
prospective study by Raphael et al. (2001), in which
known victims of CSA were followed into adulthood
and assessed for pain complaints. There were no signif-
icant associations between objectively determined abuse
history and five measures of pain symptoms and pain-
related illness. Although pain during intercourse was not
specifically assessed, Raphael et al. offer the most con-
vincing evidence to date that CSA does not precede pain
disorders and question whether “medically unexplained”
pain should be thought to have psychological origins.

Sexual dysfunction is heterogeneous. Some manifes-
tations are primarily psychological, such as poor sexual
self-esteem, lack of interest, anxiety or depression during
sexual activity, and a general inability to find sex pleasur-
able. Common physical characteristics include persistent
infection, vaginal dryness, and excessive tenderness. The
origins of severe genital pain are complex, but might most

plausibly be related to physical causes (Bornstein et al.,
1999).

As Binik pointed out, little research has examined
the extent to which psychosocial or physical factors might
explain variation in subtypes of sexual dysfunction. In a
small community survey, Schloredt and Heiman (2003)
found that women sexually and/or physically abused
during childhood did not differ from others in relation to
sexual pain, difficulties in arousal and achieving orgasm,
and sexual desire; however, those with a history of CSA
had significantly more negative perceptions about their
sexuality and more negative mood during sexual arousal.

This question stimulated further analysis of data from
a recent telephone-based survey of a randomly selected
national sample of the Australian adult population (aged
18-59 years). In separate papers, we have reported data
on child sexual abuse (Dunne, Purdie, Cook, Boyle, &
Najman, 2003) and sexual dysfunction (Najman, Dunne,
Boyle, Cook, & Purdie, 2003), but have not yet reported
relationships between these two variables.

The survey methods have been described in detail
by Purdie, Dunne, Boyle, Cook, and Najman (2002). Vol-
unteers answered questions about a wide range of health
and sexual issues. Our questions on sexual dysfunction
were adapted from a study by Laumann, Paik, and Rosen
(1999) and included one item specifically asking about
experiences of persistent physical pain during intercourse
for several months or more during the preceding year and,
for women, six other questions about sexual dysfunction.
Prevalence estimates were quite similar to those reported
by Laumann et al. for a similarly-aged national sample in
the United States (Najman et al., 2003). There were nine
questions about a range of unwanted sexual experiences
prior to the age of 16 years. The prevalence of attempted
or completed penetrative CSA (combined oral, vaginal,
anal) among females was 12.2% (Dunne et al., 2003).

Associations between history of penetrative CSA and
the measures of sexual dysfunction are shown in Table I.
We compared women who reported a history of pene-
trative abuse with other women because this particular
experience is most strongly associated with adverse health
outcomes (Bulik, Prescott, & Kendler, 2001; Fergusson
& Mullen, 1999). The analysis is based on data from
771 women who were not virgins and who answered
all questions about CSA and sexual dysfunction. The
findings offer some support for the dissociation that would
be predicted by Binik. That is, CSA was significantly
associated with higher prevalence of anorgasmia, “finding
sex not pleasurable,” and anxiety over performance. It was
not significantly associated with persistent pain during
intercourse and difficulty in becoming lubricated. One
common psychological problem (lack of interest in sex)
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Table I. Penetrative Childhood Sexual Abuse (CSA) and Symptoms of Sexual
Dysfunction among Women

Penetrative CSA category

Symptom No (%) Yes (%) Odds ratio 95% CI

Lack of interest in sex 32.9 41.4 1.37 0.95–1.99
Unable to achieve orgasm 18.6 31.3 1.80 1.22–2.65
Reach orgasm too quickly 9.0 12.1 1.32 0.76–2.30
Physical pain during intercourse 15.8 23.2 1.51 0.98–2.31
Not find sex pleasurable 17.4 30.3 1.85 1.25–2.73
Anxious about performance 11.9 21.2 1.79 1.16–2.76
Trouble becoming lubricated 20.5 24.2 1.20 0.79–1.84

Note: Item wording was “During the past 12 months, has there been a period of several
months or more when you . . . ”

was not associated with CSA and a rarer difficulty for
women (reaching orgasm too quickly) was also not
associated with CSA history.

One interpretation of these data is that early sexual
trauma affects the primarily psychological aspects of
sexual dysfunction. In contrast, persistent pain during
intercourse and difficulty achieving lubrication could be
considered as primarily physical manifestations. These
data are only indicative and the differences in odds ratios
across the various aspects of sexual dysfunction were
not very large. Overall though, there is some suggestion
that pain during intercourse might be differentiated from
sexual dysfunction by this potent psychosocial variable.
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Binik claims that the definition and diagnostic criteria for
dyspareunia “make little sense and should be scrapped”
and argues that “on both empirical and theoretical
grounds,” the current category “be discarded,” that is,
removed from the sexual disorders section of DSM-IV-
TR and reclassified as a “urogenital pain disorder” in the
Somatoform Disorders section.

Making such a radical change to the DSM-IV-TR,
such as eliminating a category, should require a high
threshold of empirical evidence–the evidence presented
by Binik is far from convincing. Changes to the DSM-
IV-TR involving the addition or deletion of categories
require a careful analysis of its potential advantages and
disadvantages. Although Binik purports that reclassifying

dyspareunia will have certain advantages (which I review
and question below), Binik ignores any consideration of
the potential disadvantages.

The main organizational principle behind grouping
disorders together within major diagnostic groupings in
the DSM is “descriptive and pragmatic . . . rather than on
an empirical foundation or theory about pathogenesis”
(Phillips, Price, Greenberg, & Rasmussen, 2003). Most
commonly, the overriding goal is to group together
disorders that share a presenting symptom in order to
encourage appropriate differential diagnosis (e.g., mood
disorders are grouped together into a single diagnostic
class in order to facilitate the differential diagnosis of
depressed, elevated, or irritable mood). In other cases,
disorders are grouped together because of clinical utility
(e.g., somatoform disorders are grouped together because
of the need to exclude an occult general medical condition
as the etiology for the bodily symptoms) or in order to
facilitate lookup by mental health professionals working
in a particular setting (e.g., grouping together disorders
first diagnosed in infancy, childhood, or adolescence).

Thus, whether or not dyspareunia should be classified
as a sexual disorder or a pain disorder in the DSM-
IV-TR should depend on whether it is more clinically
useful for dyspareunia to remain a separate category in the
sexual disorder section of DSM-IV-TR or to be folded into
the pain disorders category in the Somatoform Disorders
section. (First et al., 2004; Kendell & Jablensky, 2003).
Binik’s claim that the pain in dyspareunia is similar to
other pain is not particularly persuasive since it is well
established that particular psychiatric symptoms are not
diagnostic of any disorder and that the same psychiatric
symptoms occur across many different disorders and
across different diagnostic groupings. For example, Pope
and Lipinski (1978) demonstrated that the so-called first
rank symptoms of schizophrenia (e.g., thought insertion),
which were thought to be diagnostic of schizophrenia,
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appear in both schizophrenia and mania, disorders in-
cluded within different diagnostic groupings of the DSM.

Furthermore, virtually all of the empirical data cited
by Binik (i.e., sensory testing, brain mapping, physical and
psychosocial correlates, treatment response) are confined
to women suffering from vulvar vestibulitis syndrome
(VVS), since it “provided an easily localized type of pain
which could be conveniently measured in the laboratory.”
However, according to the current DSM-IV-TR definition
of dyspareunia, rather than being considered a subtype
of dyspareunia (as Binik does), women with VVS do not
meet criteria for dyspareunia but instead are considered to
have a Pain Disorder. In particular, the criteria for dyspare-
unia exclude a diagnosis of dyspareunia if the pain during
intercourse is exclusively due to a general medical condi-
tion. VVS is considered to be an “inflammatory disease
of the cervix, vagina, and vulva,” and has been assigned
a diagnostic code of 616.10 in the ICD-9-CM (the classi-
fication of general medical conditions used by all health
care professionals in the United States). Thus, almost all
of the cited studies are irrelevant in terms of supporting an
argument that dyspareunia is a pain disorder since these
women are not considered to have dyspareunia!

The main purported advantage cited by Binik, from
a clinical utility perspective, of folding dyspareunia into
the DSM-IV-TR pain disorders is in the area of treatment.
Binik claims that “conceptualizing dyspareunia as a sex-
ual dysfunction limits the range of treatments to be con-
sidered to different psychotherapies directed at the sexual
problem or to medical/surgical interventions directed at
the underlying pathology” and that “pain, as opposed to
sex-oriented therapies, are the starting point for treatment
of dyspareunia.” However, Binik notes that “there are no
empirically validated treatments for dyspareunia.” Thus, it
remains an empirically open question whether treatments
taken from the traditional armamentarium of pain control
are superior to behavioral or psychological interventions–
it is likely that a multidisciplinary approach may be
the most appropriate. In fact, as Binik notes, “even if
pain is diminished, then there is still an important need
for intervention to promote sexuality,” arguing for the
continued relevance of sex therapy in the treatment of
dyspareunia. In any case, why should its current placement
in the “sexual pain disorders” section of DSM prevent the
application of pain approaches to its treatment?

Binik also claims additional practical reasons for
eliminating dyspareunia as a sexual disorder, including
improving the therapeutic alliance with their patients by
encouraging clinicians to focus more on the pain. Why
not simply educate clinicians about the importance of
focusing on the pain? In any case, how would reclassifying
dyspareunia from a “sexual pain disorder” (as it is now) to

a pain disorder in the Somatoform Disorder section lead
to a shift in the focus on pain? Binik also expresses hope
that the reclassification will result in a greater allocation
of treatment resources and increased research interest
and funding opportunities. As a matter of policy, DSM
decisions are never based on reimbursement or research
funding issues, largely because these problems are almost
never related to the classification itself but instead rep-
resent more fundamental issues (such as stigmatization)
which would not be rectified by superficial tinkering with
the DSM.

Binik’s proposal to reclassify dyspareunia does have
some potential disadvantages that he fails to consider.
First, I should clarify precisely what his proposal entails
on a practical level. Under Binik’s proposal, dyspareunia,
which is now assigned the diagnostic code of 302.76,
would be eliminated and instead the clinician would make
a diagnosis of a Pain Disorder. If psychological factors
are judged to have the major role in the onset, severity,
exacerbation or maintenance of the pain, then the diag-
nosis of “Pain Disorder Associated with Psychological
Factors” is made and a code of 307.80 is assigned. If both
psychological factors and a general medical condition are
judged to have an important role in the pain, then “Pain
Disorder Associated with Both Psychological Factors and
a General Medical Condition” is diagnosed and two codes
are given: 307.89 on Axis I and the code for the general
medical condition or anatomical site of the pain on Axis
III (e.g., 616.10 for VVS). If no psychological factors
are involved, then only the general medical condition or
anatomical site is coded (on Axis III). Thus, under Binik’s
proposal, the unique diagnostic code for dyspareunia
would be lost, potentially inhibiting record keeping
and the specificity of diagnostic reporting, since there
would be no way to differentiate between dyspareunia
and other pain disorders associated with psychological
factors. Furthermore, by removing dyspareunia from the
sexual disorders section, it may potentially reduce the
likelihood that other co-morbid sexual dysfunctions will
be diagnosed and treated, which, as Binik’s own data
suggest, are still relevant problems in this population.

I do applaud the attention that Binik’s article brings
to this relatively neglected category in the DSM. For
example, during the literature review phase of the DSM-
IV revision process, the only issue considered by the
Sexual Disorders Workgroup was whether to reinstate
the DSM-III exclusion criterion that had been removed
in DSM-III-R (Schiavi, 1996). Binik does point out
important problems with the category. For example,
labeling dyspareunia a sexual dysfunction is confusing
since the DSM text defines sexual dysfunctions in terms
of a dysfunction in one of the various phases of the
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sexual response cycle (i.e., desire, arousal, orgasm) and
dyspareunia is not linked to any particular phase of the
cycle. Furthermore, although dyspareunia is defined in
terms of genital pain associated with sexual intercourse,
the lack of clarity regarding whether the pain occurs in
other situations makes the boundaries of this disorder
potentially confusing. His article provides a useful starting
point for the literature review process that will undoubt-
edly set the stage for the DSM-V deliberations.
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The thought-provoking and well-argued article of Binik
is challenging. His proposal to reconceptualize the het-
erogeneous group of coital pains as “urogenital (sexual)
pain disorders” would have been worthy of attention for a
nosological change had he not proposed to delete the key
word “sexual.”

Dyspareunia indicates the urogenital pain caused by
intercourse. This is a specific, but not unique, triggering
factor. Coital pain interferes with intercourse, as Binik
states, but it is caused by it as well. Urogenital pain, on
the other hand, may be caused by many other factors.
Dyspareunia is, indeed, a sexual dysfunction with a
multifactorial and multisystemic etiology (Graziottin,
2001, 2003a, 2003b, 2003c; Graziottin, Nicolosi, &
Caliari, 2001a). Predisposing, precipitating, and maintain-
ing factors, both psychosexual and biological (muscular,
endocrine, immune, neurologic, vascular, iatrogenic) may
variably interact in the individual woman contributing
to a continuum of symptoms of increasing severity
and potential for impairment. The key pathophysiolog-
ical factors involved in dyspareunia may change over
time, when the persistence of unaddressed causal fac-
tors upregulates the immune and pain systems (Bohm-
Starke, Hilliges, Blomgren, Falconer, & Rylander, 1999;
Bohm-Starke, Hilliges, Blomgren, Falconer, & Rylander,
2001; Bohm-Starke, Hilliges, Brodda-Jansen, Rylander,
& Torebjork, 2001; Graziottin & Brotto, 2004). This
is why from the medical and pathophysiological point
of view Binik’s reasoning has some weaknesses that
contradict his proposal.

First, Binik does not consider the concept of the nat-
ural history of dyspareunia. He discusses different clinical
situations, with no comment on the key parameter of time
from onset of the symptom. Time is not simply a sterile

chronological concept, but the influencing witness of the
complex changes that pathophysiological factors undergo
when chronic tissue damage is in play. This change does
not modify the category of the disorder (a cancer remains
a cancer even if it is complicated by unbearable pain and
does not become “a pain disorder” even if it requires
specific multimodal anthalgic treatment). If we look at
the natural history of a disease or a disorder like a movie,
it is easy to understand that the moment of the clinical
diagnosis is equivalent to focus on a single frame in a
movie. The protagonist(s) we will encounter can change as
the story unfolds over time. The natural history of disease
is no exception. Unfortunately, all of Binik’s argument on
dyspareunia focuses only on the final picture of a very
specific cause of introital pain, i.e., vulvar vestibulitis
(VV), dismissing the many other types of superficial,
mid-vaginal, and deep dyspareunia. He stresses that VV
and related vestibular pain may be present before the
first intercourse. This is true but does not disqualify
dyspareunia as a sexual disorder. It simply means that
from a life-span perspective, a chronic inflammation of
the introital mucosa leading to neuropathic pain may be
triggered by a heterogeneous set of damaging factors.
Urine leakage in enuretic children and adolescents may
cause VV before the very first intercourse (Chiozza &
Graziottin, in press). Indeed, VV may be pre-existing,
concomitant or consequent to intercourse, which may
worsen the mucosal damage through the mechanical
trauma it provokes when dry mucosa in a non-aroused
condition and/or a tightened pelvic floor increase the
introital vulnerability. Binik does not seem to consider
(or at least does not mention in his paper) the key
difference between “nociceptive pain” that is present at
the beginning of dyspareunia’s natural history (when the
etiology is other than pre-existing VV) and “neuropathic
pain” that may be present when months and years of
repetitive mucosal damage have occurred, i.e., late in the
natural history of this disorder (Baron, Levine, & Fields,
1999; Baron, Schattssneider, Binder, Siebrect, & Wasner,
2002; Bonica, 1990; Vincenti & Graziottin, in press).
Nociceptive pain indicates ongoing damage caused by
coitus, from which the woman might try to withdraw
to protect herself from further damage and pain. It is
a symptom of very different etiologic factors that are
causing dyspareunia. Neuropathic pain becomes indepen-
dent from the initial predisposing and precipitating coital
trauma or inflammatory event. It is generated within the
pain system and becomes a disease per se (Graziottin &
Brotto, 2004; Graziottin & Vincenti, 2002; Vincenti &
Graziottin, in press). At this point of the natural history,
pain may become spontaneous or associated with non-
coital events, like biking, having finger foreplay, wearing
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tight jeans or a tampon. This late change is typical of
VV, to which much excellent research of Binik is devoted
(Bergeron, Binik, Khalifé, & Pagidas, 1997; Bergeron et
al., 2001; Pukall, Binik, Khalifé, Amsel, & Abbott, 2002;
Pukall, Strigo, Binik, Khalifé, & Bushnell, 2003; Meana,
Binik, Khalifé, & Cohen, 1997). Indeed, after months or
years of persistent inflammation and pain, the anatomical
and biochemical tissue picture may shift from a reactive
situation to a microtraumatic event to a self-maintained
chronic inflammation with an upregulated pain system.

This shift to neuropathic pain is neither constant
nor typical (dyspareunia caused by etiologies different
from VV rarely has neuropathic characteristics). The
shift may depend on the plasticity (neuroplasticity and
psychoplasticity) of the pain system, on the persistence
of damaging factors (including coitus without genital
arousal on vulnerable mucosa), and/or on the individual
vulnerability of the immune and pain systems themselves
in a subset of women affected by VV. This may support
the final inclusion of VV-related pain in chronic pain dis-
orders, as it shares features in common with other chronic
pelvic pains; however, this neuropathic outcome cannot
and should not be generalized to all types of dyspareunia.

In particular, this generalization should be avoided
when lifelong, introital dyspareunia may be caused by
vaginismus, not severe enough to prevent penetration but
sufficient to cause genital arousal disorder and coital
pain. Without intercourse or other attempts at vaginal
penetration (like the gynecological examination, which
symbolically may mimic what is most feared, i.e., in-
tercourse), there is no pain. In contradiction to previous
research, severe vaginismus has been recently shown to be
characterized by abnormally increased basal tonic activity
of the levator ani muscle, associated with a lack of or
reduced ability to inhibit it with straining (Graziottin,
Bottanelli, & Bertolasi, in press).

Contradicting what Binik says, dyspareunia does
interfere with other dimensions of sexual function: Un-
wanted pain is the strongest reflex inhibitor of genital
arousal, thus causing or contributing to vaginal dryness.
This increases the vulnerability of the introital mucosa to
coital mechanical trauma. It may also cause secondary loss
of sexual desire and central arousal, with further orgasmic
difficulties. Indeed, in my series of patients suffering
from dyspareunia caused by VV, 58.1% reported acquired
desire disorders, 50% acquired arousal disorders, and
40.3% acquired coital orgasmic difficulties (Graziottin,
Caliari, & Nicolosi, 2001b). The resulting acquired sexual
co-morbidity further complicates the clinical picture from
the psychosexual point of view.

Second, Binik uses the terms VV and dyspareunia
interchangeably; however, VV is a heterogeneous condi-

tion that is the leading cause of dyspareunia in the fertile
age (Friedrich, 1987; Graziottin, 2001, 2003a) but cannot
be used as synonymous for or assimilated to it. This is
confusing. All the arguments Binik used in support of
his thesis are based on research into VV. However, dys-
pareunia may be caused by factors very different than VV.
For example, the majority of postmenopausal dyspareunia
cases are associated and co-morbid with genital arousal
disorders related to the hypoestrogenic condition. It is
unusual for these cases to evolve into neuropathic pain,
unless it was formerly present and reactivated by topical
estrogenic treatment (Graziottin, 2003b, 2003c).

Third, chronic VV (but not dyspareunia) may be
considered a typical pain syndrome, like Interstitial
Cystitis (IC), two conditions with an impressive sharing
of pathophysiology (Tarr, Selo-Ojeme, & Onwude, 2003).
Among the key factors, the upregulation of mastcells with
production of nerve growth factors, which induces the
proliferation of pain fibers; the neurogenically mediated
inflammation backwards to the sensory nerves; the re-
cruitment of silent pain fibers, the “cross-talk” between
nerves sharing the same tissue innervation in neighbouring
organs (like bladder and vestibule); and the lowering of
the central pain threshold (Tarr et al., 2003). Last, but not
least, there is the average diagnostic delay, up to 4.8 years
for VV (Graziottin, Nicolosi, & Caliari, 2001a ) and 4 to
7 years for IC.

Fourth, Binik assumes that different etiologies of
either introital or deep coital pain argue against the
appropriateness of using a common word like dyspareunia
to encompass all of them. This objection sounds strange
to a physician, who knows that any major symptom may
be caused by and related to very different etiologies
(multifactorial) and involve different biological systems
(multisystemic). The concept of differential diagnosis
exists precisely to stress the need to look at the potentially
different pathophysiologies behind the common symptom
that is only the emerging tip of the clinical iceberg.
Dyspareunia is no exception: the difficulty is having
gynecologists trained to make an early and appropriate
multisystemic and multifactorial differential diagnosis.

Fifth, the great risk of including dyspareunia in the
chronic pain syndromes is that this will cause a further
diagnostic omission in those early cases when pain is
only nociceptive, and which would be easily treated if an
appropriate etiologic diagnosis were made.

Sixth, Binik suggests that including dyspareunia in
urogenital chronic pain disorders would ease the funding
for the research. This is the weakest argument. No other
condition has been miscategorized, with the associated
risk of missing many patients who could benefit from an
early differential diagnosis, only to find better funding.
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VV is a urogenital pain syndrome. Binik’s argument is
accurate for VV, but not for dyspareunia per se.

What indeed should be stressed is the frequent uro-
genital sexual co-morbidity, even in the earlier phases of
dyspareunia. Latent class analysis of sexual dysfunctions
by risk factors in women indicate that urinary tract symp-
toms have a relative risk (RR) = 4.02 (2.75–5.89) of being
associated with arousal disorders, and a RR = 7.61 (4.06–
14.26) of being associated with sexual pain disorders, ac-
cording to the epidemiological survey of Laumann, Paik,
and Rosen (1999). When actively asked about urogenital
co-morbidity, 38.7% of my series of VV patients reported
lower urinary tract symptoms (LUTS) (Graziottin et al.,
2001a). In Salonia et al.’s (2004) cross-sectional study,
dyspareunia was reported in 44% of LUTS patients. On
average, 40% of patients report a shared pathophysiology
that unfortunately has been overlooked in most of the cur-
rent literature and medical teaching, with a missed or de-
layed diagnosis leading to chronic pain and coital pain in a
significant percentage of cases. This would support broad-
ening the category of “urogenital sexual pain disorders.”

Instead of fighting for new classifications, we should
urge physicians and particularly gynecologists, who nat-
urally have the clinical and semiological background
to detect the etiology of coital pain, to improve their
diagnostic skills. Location of pain and its onset are
the strongest predictors of its organicity (Meana et al.,
1997; Graziottin, Nicolosi, & Caliari, 2001c), with the
gynecological examination being able to elicit the same
characteristics of pain in 90% of cases. This is a diagnostic
possibility that would be missed by other physicians with
no gynecological training.

Seventh and last, to maintain that dyspareunia is a
sexual pain disorder would stress the fact that relieving
pain is half the treatment. The other half is to (re)gain the
sexual pleasure. The expression “sexual pain disorders”
(or “urogenital sexual pain disorders”), inclusive of
dyspareunia and vaginismus, encompasses the continuum
and respects both the key features. Deleting the sexual
component would mean missing a key aspect for under-
standing both the pathophysiology and meaning of coital
pain, thus further exposing women to endless doctor-
shopping in the attempt to find proper diagnosis and
treatment. This is why I strongly object to this proposal.
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As a sociologist who researches the effects of vulvar
pain on women’s self-concepts and social relations, I
wholeheartedly support Binik’s contention that dyspare-
unia should not be a diagnostic category in the DSM. I
will not recapitulate his excellent nosological argument
for considering dyspareunia a pain problem rather than a
sexual disorder. Instead, I will contextualize his argument
within my own research with women living with vulvar
pain. Drawing from this research, I believe that the
reclassification of dyspareunia is necessary and important.
It is not only good science, but also has substantial
implications for the lives of women who live with genital
pain disorders. Based on my work, on the history of the
medical categorization of dyspareunia and vulvodynia, I
also argue that the retention of dyspareunia as a DSM
diagnostic category is a hangover from a less enlightened
era of medicine.

Since 2002, I have interviewed women with id-
iopathic vulvar pain producing dyspareunia about the
ways in which their condition has affected their lives.1

Participants in the study currently number over 100,
recruited through the National Vulvodynia Association
and other points of contact for women with vulvar pain,
and have participated in either an in-person interview or a
web-based open-ended questionnaire. For these women,
pain during intercourse is the most significant limitation
that vulvodynia places on their daily functioning, and
most of the interviews have focused on the experience of
persistent dyspareunia. Women draw their understandings
of their own dyspareunia from the ways that others,
particularly others considered knowledgeable, react to
their reports of pain during intercourse. Throughout this
project, I have been struck by the fact that the way that
their pain is defined and categorized, whether by the
women themselves, by their partners, or by the medical
professionals they encounter, matters tremendously to
these women.

Managing the psychological aspects of pain with
intercourse emerged as the most difficult part of in-
teraction with the medical professions.2 When asked if
they had received unhelpful medical advice or treatment

1This research is financially supported by the Social Sciences and
Humanities Research Council of Canada through their Standard Grants
programme.

2I should stress here that these women were quite aware that pain in
such a sensitive and psychosocially significant part of the body can be
connected to psychic distress, and many had sought psychological help
to deal with some of the personal and relational issues surrounding
vulvar pain. However, they did not believe that their pain condition
was primarily psychological or primarily sexual in nature, indirectly
complementing Binik and Meana’s findings that the physiological
manifestations of vulvar pain correspond more strongly to a pain
condition taxonomy than a sexual dysfunction one.
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for their pain, 34% mentioned being told that their
problems were “psychological” or “all in your head” as
the most unhelpful thing they had been told, compared
with 6% who said that being advised to have major
surgery was the least helpful medical advice they had
ever received, and 6% naming the misuse of steroid
creams.3 They reported being told that they were frigid,
sexually dysfunctional, repressed, or otherwise sexually
abnormal because they experienced pain; in other words,
in these women’s encounters with medical practitioners,
their accounts of pain were generalized into diagnoses that
their entire sexual being was somehow sick. The retention
of dyspareunia in the category of sexual dysfunction,
rather than its integration into the more accurate category
of pain disorder, implicitly underpins this tendency to
generalize dyspareunia to a broader form of sexual failure.

Having their pain described as part of a more general
sort of sexual failure was detrimental to their well-being
and, in many cases, led them to believe that they were
“crazy,” “nuts,” or a “head case,” as several of them
described themselves. Not surprisingly, then, 34% of
participants, when asked how they felt after receiving a
name and diagnosis for their condition (mainly vulvar
vestibulitis or dysesthetic vulvodynia), said that their
dominant feeling was “relief that I wasn’t crazy.” A new
approach to the medical management of genital pain–an
approach which defines the pain as the problem, not as
a symptom of broader underlying psychiatric problems–
would make a tremendous difference for women with
vulvodynia.4 The pitfalls of treating dyspareunia as if it
were primarily a sexual dysfunction are evident in the
testimonies of women who sought medical advice for
their pain. Space permits me to include only a few of their
comments:

This is [a story] to make your jaw drop. One
doctor . . . photocopied some manuals geared at 12-year-
olds, about anxieties a girl might have before having sex.
She implied that I must not have been ready for sex, have
since been traumatized by it, and am therefore projecting

3These answers were generated spontaneously in response to an open-
ended question; in other words, the women were not presented with a
list of possible answers to choose from.

4Removing dyspareunia from DSM-IV is not just a matter of doing
something nice for women so they feel better about themselves.
Women’s conception of their pain as physical or psychological has
definite consequences for pain severity. With respect to dyspareunia,
Meana, Binik, Khalifé, and Cohen (1999) investigated the relationship
of women’s attribution of pain during intercourse to measures of pain
experienced, independent of organic pathology. Women who believed
their pain was caused by psychosocial factors such as relationship
problems or anxiety reported higher levels of pain and distress than did
women who believed their pain was due to physical factors.

pain onto myself. Here I am, an adult, being treated like
a little girl who’s “not ready.”

I am [angry] that I have this [condition] and [angry]
that it isn’t taken seriously and researched more. . . . I
wonder how many years women have been told that this
is psychological and they have sex issues.

After the first month and a half of literally sobbing in
the bathroom after sex [from the pain], I went to my
first doctor who told me that I was frigid and I should go
home and take care of my man. He said, “We [the medical
profession] have a name for it. It’s frigid. Go home and
take care of your man.” I’ll never forget the quote. I was
19. . . . I thought I was crazy for years, because after that
doctor I think it took six or seven more doctors until
somebody had actually seen somebody else with this
problem . . . I had another ten doctors tell me I was crazy,
it went from “you are actually crazy” to “it’s all in your
head.” They were sympathetic, but [they said] “Yes, you
have this problem but it’s all in your head and you need
to go see a psychologist.” That’s another seven or eight
years of doctors saying, “This [vulvar pain] is bizarre but
it’s all in your head, go and see a psychiatrist.” Then I
went to pain management [clinic and] they had people
with migraines and back pains and so that is when I began
to see that this is a problem that other people have and I
am not crazy.

The classification of dyspareunia as a sexual dys-
function is a holdover from a less enlightened era of
medicine, in which women’s reports of pain were much
more likely than men’s to be met with some form of
the “it must be in your head” explanation from their
doctors, including gynecologists. At the same time,
poorly-informed Freudian notions about the relationship
between gender and sexuality influenced some (though
not all) doctors’ responses to patients who complained of
genital pain. Genital pain was thus vulnerable to being
read as a manifestation of disturbances of women’s minds
and social relationships, rather than as an organic ailment
(Kaler, 2003).

Painful intercourse is far from the only health
problem hampered by excessive psychological attribution.
Many conditions which afflict primarily women and
which are characterized by pain have been ascribed to psy-
chological problems, including endometriosis, premen-
strual syndrome, chronic fatigue syndrome, and migraine
headaches. Vulvar pain, however, has attracted a great
many psychosocial explanations, even when compared
with other pain conditions with equally mysterious etiolo-
gies. Unlike headaches or joint pain, vulvar pain is located
in the very part of the body said to define womanhood,
femininity, and sexuality. Within the medical history of
the last century, women’s sexual organs and their disorders
have been amply endowed with symbolic significance for
the state of women’s psyches and social lives.



36 Peer Commentaries on Binik (2005)

Fortunately, clinical understandings of vulvar pain
have moved past the point of ascribing it to psychological
dysfunction. In the latter quarter of the 20th century,
medical understanding of genital pain has gone from a
paradigm in which it was understood as a manifestation
of marital problems, to a paradigm in which it was
understood as a characterological dysfunction, to, finally,
a paradigm in which it is understood primarily as a pain
phenomenon, which may or may not be an expression
of underlying psychological or social conflicts (Kaler,
2003).

Compare, for instance, Dodson and Friedrich’s
(1978) description of women with dyspareunia as
“ . . . manifest[ing] signs of neurosis, dependent person-
ality, guilt feelings, emotional lability while denying psy-
chological difficulties . . . [who] receive a secondary gain
from their symptom complex, i.e., a reason not to engage
in sexual activity. . . . Patients with persistent symptoms
should be promptly referred for psychiatric care” (pp. 24–
25) with the more recent approach advocated by Graziottin
et al. (2001), in which clinicians are urged to begin their
treatment by creating a detailed “pain map” which focuses
on the specific qualities of the pain (intensity, localization,
duration, quality, etc.), thereby making the pain itself the
focus of attention, rather than assuming that the pain as a
symptom of underlying problems, be they psychological
or physiological. By extracting dyspareunia from the
category of sexual dysfunction and subsuming it under
the category of pain disorder, Binik’s proposal to amend
the DSM-V will reflect this evolution in the understanding
of genital pain.

Perhaps pain during intercourse might be concep-
tualized by analogy with weight loss. Like dyspareunia,
weight loss is a subjective bodily experience the etiology
of which is often difficult to identify. Some cases of weight
loss are associated with psychological disorders, such as
bulimia or anorexia, and other cases are associated with
medical conditions not thought to have a psychological
component, such as hyperthyroidism or parasitical infec-
tion. Weight loss thus properly appears in the DSM-IV
as a symptom which, in conjunction with other criteria,
may warrant the use of a diagnostic category. However,
weight loss is not a diagnostic category in and of itself, and
any move to give it independent categorical status would
clearly be inappropriate. So too, then, with dyspareunia.
Pain during intercourse is a functional problem which may

signify the presence of a psychological disorder, but it is
not a disorder unto itself.

I congratulate Binik on his radical but eminently
sensible proposal to move dyspareunia into the category
of pain disorder, and hope that other clinicians and
researchers will also see the wisdom of this proposal.
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Binik is to be commended for his recommendation that
Dyspareunia be removed from the Sexual Dysfunction
section of the DSM. There are a variety of conceptual,
empirical, and practical problems with the classification
of Dyspareunia as a sexual dysfunction. The purpose of
diagnostic classifications is to offer a clinical shorthand
so as to facilitate treatment decisions and research.
If the diagnosis is erroneous or misleading or if the
foundations for its classifications are faulty, treatment can
be compromised and research misdirected.

In the first two editions of the DSM, which were
psychoanalytically based, “sexual” pain was classified
under psychosomatic pain. With the advent of the DSM-
III (American Psychiatric Association, 1980), the goal
of the DSM was to be empirically based and atheoret-
ical but attaining this goal has been elusive. “Sexual”
problems came to be treated differently and classified
separately from the “non-sexual” disorders. In the DSM-
III, Dyspareunia was classified as a “Sexual Dysfunction.”
It was specifically excluded from the pain disorders, that
is, from the section of the DSM where Binik argues so
persuasively that it rightfully belongs. The flaws Binik has
demonstrated in the Dyspareunia diagnosis as defined in
the DSM parallel those discussed previously in reference
to the Paraphilias (Moser, 2001; Moser & Kleinplatz, in
press). The argument that the APA has not fulfilled its
own criteria for classification and inclusion in the DSM is
discussed by Moser (2005) in his commentary.

“Sexual” behaviors and “sexual” pain have been
singled out as different and distinct from other kinds of
problems and pain. The rationale for this shift has neither
been justified on theoretical grounds nor is there evidence
to support the distinguishing of “sexual” problems on
empirical grounds. Problems related to sex have been
pathologized as if they were, in essence, “sexual” and
diagnostically distinct without the scientific data to back
up this nosology (Moser, 2001; Moser & Kleinplatz, in
press).

The trend towards pathologizing “sexual” problems
has not abated; on the contrary, some (Carnes, 1991,
Kafka, 2001) have proposed the addition of other sexual
diagnoses (e.g., “sexual addiction” and “nonparaphilic hy-
persexuality”), without the requisite empirical evidence,
to the DSM.
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It may be illusory to think that we can analyze sexual
problems atheoretically and devoid of the sex-negative
context in which they occur and are regarded as patho-
logical. Diagnosing problems as “sexual” may add to
the stigma surrounding common difficulties and may
ultimately impede appropriate intervention.

The difficulty in sorting out what constitutes a
sexual dysfunction (illustrated by numerous critiques
of the 2000 Consensus Conference on female sexual
dysfunctions published as a special issue of the Journal

of Sex & Marital Therapy [Segraves, 2001]) is complicated by
the lack of consensus surrounding what constitutes sexual
“normalcy,” health, or well-being. Substantive theoretical
and empirical formulations are conspicuously absent with
regard to the nature of sexual problems, let alone the
specifics of how to delineate, identify, and classify them.

In the DSM-IV-TR, a sexual dysfunction is defined
as “. . . a disturbance in the processes that characterize the
sexual response cycle or by pain associated with sexual
intercourse” (American Psychiatric Association, 2000,
p. 535). This definition and, more specifically, the wording
of the Dyspareunia section illuminate the heterosexist bias
in this diagnosis, as there must be “. . . genital pain with
sexual intercourse” (American Psychiatric Association,
2000, p. 556). Not everyone is heterosexual or wants to
engage in intercourse. In addition, the section is oriented
towards function versus dysfunction (i.e., performance)
rather than pain and pleasure (i.e., subjective experience).

In some instances, the DSM nosology has hindered
treatment of complex biopsychosocial problems. In practi-
cal terms, the separating out of sexual problems from other
problems works to the disadvantage of many patients. In
the case of women who present with pain on intercourse,
the diagnosis of Dyspareunia as a sexual disorder em-
phasizes the manifestation of the problem rather than the
underlying problem, leading to the treatment of the wrong
problem. Many different problems can be confounded that
are actually quite disparate in nature, from episiotomy
scars to infections and from tumors to endometriosis.
Thus, another reason for supporting Binik in removing
the designation of genital pain as a sexual disorder is to
refocus attention and thereby to get at useful directions
for treatment.

In the existing nosology, clinicians end up treating
either the mind or the body rather than the woman or the
couple who suffer from her genital pain. The etiologic
subtype must be either psychologic or combined (i.e.,
physical and psychologic etiology). Pain caused by a
physical problem, without a psychological component
that has a role in the cause or maintenance of the pain,
is excluded. The current designation supports mind-body
dualism. The causes of genital pain are often difficult to

ascertain on medical examination. When no organic cause
is readily identifiable, the woman is often (mis)treated as if
the pain were all in her head. The pain aspect of this painful
disorder has been overlooked and misdiagnosed, whether
we regard it as “psychogenic” or “organic.” Regardless of
the origins of her pain, which certainly merit appropriate
investigation, the outcome, that is, her pain per se and
its effect on the woman and her relationship(s) are often
ignored or treated inadequately.

Binik reports being surprised upon discovering that
no instruments were available for measuring female
genital pain given the ready availability of measures for
corneal, oral, penile, and other bodily pain. His surprise
seems surprising. Women’s pain at physical complaints is
often minimized, such that the underlying disorders are
often overlooked. If the complaint is regarded as “sexual,”
women are often doubly dismissed. Clinicians tend to
trivialize and dismiss suffering which affects sexual-
ity, whether in the routine treatment of arthritis and
diabetes–most egregiously in women; we create and
exacerbate iatrogenic sexual problems via chemotherapy,
breast augmentation, the “management” of childbirth,
treatment of depression and anxiety; we often ignore the
sexual component of rehabilitation from heart attacks,
strokes, traumatic injury, and other chronic illnesses and
disabilities.

Binik’s analysis leads to implications for the training
of physicians and other clinicians. Physicians who are
uncomfortable with sexuality must learn to deal with it
(Maurice, 1999) rather than dumping/transferring the pa-
tients (and problems) who disquiet them into the hands of
mental health professionals as a default option. Physicians
who are trained to ask a series of questions routinely
about pain (e.g., “Where does it hurt?” and “What seems
to trigger or exacerbate the pain?”) tend to get rather
squeamish when enquiring about genital pain. At present,
too many women are at risk of falling through the cracks in
the medical system because no one has either established
the location of their pain nor determined when in the
course of which sexual or other acts it seems to hurt most.

Unfortunately, no matter where the diagnosis is
placed, we have paid too little attention to the treatment
of pain. Placing Dyspareunia into the pain section will not
mystically solve this problem nor will patients automat-
ically receive better care. Binik’s argument suggests that
we will be needing either clinicians who are specialized in
dealing with both sexuality and pain or integrated, multi-
disciplinary teams to deal with women (and perhaps men)
who experience genital pain.

Binik is convincing in his argument that Dyspareunia
should be removed as a Sexual Dysfunction from the
DSM-V. It may also be time to re-evaluate the entire
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classification of “sexual” disorders in the DSM. If there
is neither theoretical rationale nor empirical evidence nor
clinical advantage in such designations, as is clearly the
case with Dyspareunia, the foundations for this section
warrant careful scrutiny with an eye to pruning other
diagnoses that do more harm than good.
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The classification of disease states is an ever-evolving
phenomenon. Every specialty transforms its nosology in
response to new scientific findings and the theoretical
paradigms they stimulate. Psychiatric nosology is no
exception, but it is also responsive to cultural and
political movements. The etiology, pathogenesis, and
natural history of relatively few medical diseases are
thoroughly understood despite our ability to effectively
treat, delay, and sometimes prevent morbidity. I cannot
think of a single serious mental illness that is profoundly
understood in these terms, even though there is buoyant
hope that one day soon scientists will find the molecular
and neurophysiological bases for emotional suffering.
Many common, chronic, disabling, and baffling problems
involve pain–fibromyalgia, irritable bowel syndrome, mi-
graine headaches, and dyspareunia to name but four. They
find their way to both physicians’ and mental health pro-
fessionals’ offices. Binik, who has led more than a decade
of scientific inquiry into the symptom of pain during inter-
course, wants the DSM-V to change the way one of these
is classified. When he speaks, we should listen carefully.

The DSM-IV-TR, like its earlier iterations, is a tool
for educating students, organizing and funding research,
and triggering payment for clinical services. It contains
many controversies. Despite its utility during clinical
evaluation processes, it is not particularly useful to
experienced clinicians, who are more focused on how to
intervene with the forces that maintain a problem than how
to classify the problem. There are many ways to diagnose
and understand problems (Kendell & Jablensky, 2003).
Uncertainty about the validity and meaning of sexual
diagnoses peak at higher levels for women’s than men’s
sexual concerns (Bancroft, Loftus, & Long, 2003; Nathan,
2003). Binik’s suggestion to reclassify dyspareunia as a
pain disorder is the second recent attempt to redo aspects
of the nosology of female sexual dysfunction. The first
attempt was stimulated by the anticipation that a PDE-5
inhibitor would be a great help to women with arousal

dysfunctions (Basson et al., 2000). It is now languishing
because the efficacy of sildenafil for these women could
not be convincingly demonstrated to exceed placebo
response rates (Berman, Berman, Toler, Gill, & Haughie,
2003). In addition, many felt that the distinctions made
between arousal and desire disorders in numerous studies
were arbitrary (Levine, 2003). I bring this up because the
most compelling reason to change any nosology is a clar-
ification of a condition’s etiology, pathogenesis, natural
history, or treatment. It is not the hope of future findings.

Many medical conditions share the nosological
dilemmas of Dyspareunia. Chronic Obstructive Lung
Disease (COPD), for example, is a codable diagnosis
that is not a single entity. Like the painful response
to intercourse in Dyspareunia, COPD is a collection
of conditions that share a physiological impairment–a
marked limitation of expiratory airflow. COPD patients
vary in color and weight (“pink puffers” vs. “blue
bloaters”), exercise capacity, impairments in other organs
(Rennard, 2004) and psychological response to their
condition. Despite assumptions that COPD is caused by
smoking, 20 percent of patients have never smoked. While
COPD can be fatal, Dyspareunia might only be fatal for
patients’ aspiration of sexual fulfillment.

The symptom of painful genital activity, which we
refer to as dyspareunia, becomes a diagnosis, Dyspareunia,
when gynecological attention fails to explain or eradicate
the symptom. Painful intercourse due to metastatic cancer
to the vagina is only dyspareunia–it is not Dyspareunia.
Patients with Dyspareunia vary in terms of sensitivity
to vulvar touch, associated spasms of the pelvic floor
musculature, interest in other sexual activities, and the
characteristics of the pain. Like all chronic conditions,
Dyspareunia has numerous psychosocial impacts on the
woman and her sexual partner (Bergeron, Meana, Binik,
& Khalifé, 2003). It is now clear that the original
sex therapy techniques for Vaginismus and Dyspareunia
do not adequately address the dread of pain, the pain
itself, and the intersection of forces than maintain the
pain. Modern treatment involves multiple modalities
and multiple professionals. The results, as Binik has
enumerated, are respectable, although no one is shouting
“cure” or promising a voluptuous sexual life. We should
not overlook the fact that we do not know very much about
the untreated natural history of Dyspareunia.

If we classify Dyspareunia as a sexual dysfunction,
we imply that it significantly interferes with the symptom
bearer’s sexual desire, arousal, and orgasm sequence. In
fact, it does often, but not invariably. Some women learn
to avoid genital activities that cause pain and still manage
to have orgasms regularly. Others have intercourse despite
the pain. Binik’s group has ascertained that most of the
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women with Dyspareunia have reduced indices of sexual
activity. Keeping Dyspareunia under the rubric Sexual
Dysfunction will continue to alert clinicians that the pain
significantly impairs sexual life. It does not dictate that
the treatment approach should be “sex therapy,” whatever
that now means. Afterall, we give a PDE-5 inhibitor for
erectile dysfunction to most patients without sex therapy.

If we classify Dyspareunia as a pelvic floor disorder,
as the physical therapists do, we would be emphasizing
the hypertonicity of the circumvaginal and pelvic girdle
muscles. The patients who have no muscular obstruction
to penetration in the face of pain don’t get to the physical
therapists for treatment. Those who do are often helped
significantly. The physical therapists’ vaginal examination
can more sensitively detect and treat the hypertonicity
than the gynecologist whose focus is not primarily on
musculature.

If we classify Dyspareunia as a pain disorder, as
Binik suggests, it might lead to more referrals to the pain
management teams. Research into genital pain conditions
might be more easily funded. The problem is more likely
to get multidisciplinary attention in large medical centers.
But, paradoxically, few pain management teams have a
tradition of comfort and skill in dealing with sexual life.
Perhaps this would be a loss as the patient certainly is
aware of her sexual limitations.

I am not convinced that science has already leapt
forward in clarifying the etiology, pathogenesis, or nat-
ural history of Dyspareunia. It is not as though health
professionals did not know the problem was pain; it was
that we didn’t know how to eradicate it. We still do not
understand how it is set up. Binik has played a great part
in demonstrating that, despite the unanswered questions,
today a woman with Dyspareunia can be far better treated
than in the past. The treatments, which in no sense should
be disparaged, do not make the problem disappear. There
is much work to be done on this and other common
impediments to sexual comfort and pleasure.

While I am not opposed to Binik’s suggestion, neither
am I greatly enthusiastic about it. I agree the name should
be changed from Dyspareunia because of the obvious
confusion between the symptom and the diagnosis and
the history of the neglect of the problem.

I have a suggestion. Let’s call the problem Chronic
Obstructive Vaginal Disease (COVD). The pathogenesis
is known to involve various combinations of pain, fear,
dread, and spasm. The etiology must be further studied not
only with groups of cases, but through careful case-by-
case life history studies within the emerging subgroups,
such as VVS. COVD implies no hegemony of any one
group of specialists as urogenital pain disorder might.
Instead, we should build upon Binik’s work and assemble

teams of mental health professionals, pain specialists,
physical therapists, gynecologists, and perhaps even the
clergy to carry the important work forward.
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Sexual function is the latest discipline of human physiol-
ogy to be investigated scientifically. Our current knowl-
edge regarding sexual function and dysfunction is in a
state of metamorphosis, with scarce scientific analysis and
few controlled studies (than most of the other disciplines).
The ongoing discussion regarding the classification of
dyspareunia (as pain disorder or sexual dysfunction) paves
the way for debating and pooling ideas, for scientific
research, and investigations. The final goal should be
addressing patient’s concerns in a uniform, professional,
and research guided manner for furthering the science,
art, and discipline of sexual medicine.

Sexual function should be viewed as an interaction
between two human individuals with a balanced cy-
cle of desire, performance (arousal and orgasm), and
intimacy. Sexual dysfunction could then be identified as
the symptomatic recognition (of either individuals) of
disruptive imbalance in the sexual function cycles. The
sexual relationship is particular, specific, and individual
to each and every couple. Consequently, any perceived
disharmony or dysfunction is specifically addressed
and individually managed, in relation to that particular
couple’s relationship.

Pain, distressing as it is to patients, serves the impor-
tant function of attracting the patient’s (and physician’s)
attention to an underlying problem, while providing rest
(dysfunction) to the organ in question. Pain is defined by
the International Association for the study of pain (IASP)
as “an unpleasant sensory and emotional experience associated with

actual or potential tissue damage, or described in terms of such

damage” (Mersky & Bagduk, 1994). Many clinicians would
identify with this definition. They would acknowledge the
complexity of pain, as a phenomenon, and the discrepancy
between tissue damage, perception of magnitude of pain,
and the possible impact on the individual’s physical and
psychological function. This is apparent in both women
and men who experience pain during sex, with impact on
the physical, psychological, and/or sexual functions (of
either or both partners). Dyspareunia is also complicated
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by the involvement of two individuals (when one, or both,
could experience pain and one, the other, or both, may
suffer the consequences of dysfunction (being sexual or
otherwise). The recognition of the American Pain Society
of pain as the “fifth vital sign” implies that health care
workers should actively seek to assess, record, interpret
and manage pain (McCaffory & Paseroc, 1997). This
represents a striking development in the attitude of the
medical establishment towards pain. The responsibility
of the healthcare team was perceived previously as to
control the patient’s expression of pain (Fogerhaugh,
1974). Good clinical practice guidelines (General Medical
Council [GMC] of the United Kingdom, 2004) advocate
that the doctor “must provide the necessary care, to alleviate pain and

distress, whether or not curative treatment is possible.” The previous
set of guidelines did not address pain or give it such
recognition (GMC, 2004). The listing of “sexual pain” and
its classification by the American Psychiatric Association
furthers the interests and responsibilities of the health care
profession in its management.

Dyspareunia is usually perceived as a female disorder,
ignoring the clinical observation that males may expe-
rience and complain of pain during sexual intercourse.
There is also the misconception that sexual dysfunction,
as a result of dyspareunia, is a feminine symptom.
Clinical experience and public convention indicate that
men suffer sexual dysfunction, and impotence, when
sexual intercourse becomes associated with suffering
and agony of the female partner. This is why “sexual
dysfunction” should be considered as a reflection of the
sexual relationship of the couple and not a unique problem of
one partner only in the relationship. On a therapeutic
level, the management of dyspareunia will need to be
designed in relation to the couple’s specific situation
and circumstances (whether one or both complain of
dysfunction). Clinically, if either partner is suffering from
sexual pain, either or both parties may end up with sexual
dysfunction. Understandably, the pain and dysfunction
come to the attention of the medical establishment when
either or both partners complain (if the suffering is long,
severe, embarrassing, and/or leading to disruption in the
relationship). Practically, we do not know the incidence,
frequency, duration, pattern, recurrence, severity, type,
causes, treatment, and/or response of dyspareunia. We
do not know either about its prevalence in different
age groups, personality types or cultural, socioeconomic,
and/or ethnic subgroups. The role of the intermix of
partners and couples (within all the above variables) is
not identified either. We don’t know of the incidence of
dyspareunia as an etiology of sexual dysfunction. What we
cannot ignore clinically is that many partners who suffer
pain during sexual intercourse experience, complain of,

and seek treatment for sexual dysfunction. The incidence
of patients who have dyspareunia but suffer no sexual
dysfunction is not known either. Notably, there are con-
ditions when dyspareunia may be the prevailing problem
and where sexual dysfunction is of secondary concern
to the couple. In other conditions, dyspareunia may be
mild/moderate, but recurrent, and could lead to sexual
dysfunction. The relative female to male contribution of
the cause (dyspareunia) and result (sexual dysfunction)
requires further investigations.

Clinical experience indicates that the majority of
patients who complain of dyspareunia would seek the
management of pain, expecting that any associated sexual
dysfunction will consequently resolve. On investigation,
many cases would have an underlying organic cause, the
treatment of which will cure both pain and dysfunction.
In fewer cases, the organic cause may not be curable
and, therefore, the clinical course would seek to address
alleviating pain and dysfunction. Sexual pain could
be of short duration and low intensity and, therefore,
is not perceived by either partner as of dysfunctional
importance. In other occasions, the main problem is sexual
disharmony and dysfunction when the female partner may
revert to dyspareunia as an excuse for disengagement.

In our current stage of clinical knowledge, the view
that dyspareunia should be considered as a pain disorder
rather than a sexual disorder is going to be based on
collective opinions rather than scientific research. It is
also impractical to attempt to reverse the classification
without supportive evidence. The learned opinion, of
clinicians working in the field of sexual medicine, should
be supplemented by extensive research and investigations.
The view that dyspareunia should be considered as a pain
disorder rather than a sexual dysfunction should not be
viewed as too pedantic and ignores theoretical rational and
supporting clinical experience and evidence. The debate
regarding the classification of dyspareunia should lead
us to research these questions. The answers should help
us to respond to the specific concerns of the couple (i.e.,
pain or sexual dysfunction), which must be prioritized and
managed accordingly. The findings should help to identify
the relative contribution of either condition to the other
and their prevalence in the population and consequently
their categorisation as disease disorder.

In conclusion, more patients complain of sexual
pain than dysfunction on presenting with dyspareunia.
The patient and the clinician would seek to address the
pain problem as the first step and, therefore, it would be
appropriate to classify dyspareunia under pain disorders.
Our suggestions emerge from the current state of knowl-
edge and more research into the relationship between
dyspareunia and sexual dysfunction would help to clarify
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the situation to clinicians, to the benefit of our patients.
The research should improve our understanding of the
prevalence, etiology, and management of dyspareunia so
that we may conduct our responsibility and duty of care
to alleviate the patient’s pain and dysfunction (be it sexual
or otherwise).
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The essay by Binik addresses an important and timely
question: Should dyspareunia be retained as a sexual
dysfunction in DSM-V? The diagnosis of dyspareunia
has been passed down from previous editions of the DSM
with little scrutiny or empirical support for its validity
as a diagnostic entity. We would like to praise Binik
for inciting a dialogue and creating an opportunity that
will hopefully lead to a paradigm shift in our thinking.
Research of women’s sexual dysfunction and women’s
urogenital pain disorders will undoubtedly benefit from
such a frank and much needed discussion.

In reading this commentary, please note that we treat
patients with vulvodynia within a collaborative and mul-
tidisciplinary medical setting. Our approach to treatment
is grounded in a chronic pain framework, which is one
of the three perspectives to understanding dyspareunia
described by Binik. Similar to many other issues, we feel
strongly that questions surrounding the classification of
dyspareunia hinge upon one’s adopted perspective. We
would like to comment on Binik’s analysis of the three
proposed perspectives: a sexual dysfunction approach, a
chronic pain approach, and a gynecologic approach. For
each, we raise a relevant diagnostic question and provide
our suggestions for a classificatory course of action.

A Sexual Dysfunction Approach

Binik takes a chronic pain perspective and he lays
forth quite compelling theoretical arguments against
classifying dyspareunia as a sexual dysfunction. First,
current diagnostic criteria for pain disorder imply there
are two types of pain in the world (i.e., sexual and non-
sexual pain). Second, the current diagnostic criteria for
dyspareunia do not account for genital pain associated
with other activities (e.g., tampon insertion) that may
reproduce the same pain experienced with sexual activity.

Third, unlike other pain syndromes, the diagnosis of
dyspareunia is defined by disruption of function.

It is disappointing that the definitions and classi-
fications of female sexual dysfunction have not moved
forward despite efforts to revise existing criteria (Basson
et al., 2000). Unfortunately, a major limiting factor has
been the lack of research and funding for women’s sexual
dysfunction. Little data exist regarding the prevalence
of dyspareunia in different populations (e.g., community
samples, women with sexual dysfunction, post-menopau-
sal women, etc.). Furthermore, reliable and valid criteria
for dyspareunia as a diagnosis do not exist. In addition, it
is similarly unknown whether sex therapy for dyspareunia
is effective, as there have been few controlled clinical
trials using sex therapy for women with dyspareunia.

Probably the greatest obstacle for dyspareunia as
a DSM diagnosis is the considerable co-morbidity with
other sexual dysfunctions and medical conditions. For ex-
ample, there is a fair amount of empirical data that contra-
dicts the distinction between dyspareunia and vaginismus.

This raises the question of whether dyspareunia is
useful as a DSM sexual pain disorder or rather as a
symptom of other sexual disorders. Given the absence of
empirical support for the diagnosis, we feel Appendix B in
the DSM-IV, which contains criteria sets for further study,
represents a more appropriate placement for dyspareunia.

A Chronic Pain Approach

Binik’s empirical arguments for a chronic pain
approach are also compelling, despite the small literature
which provides their basis. In our own laboratory, we
have implemented and encouraged a multidimensional
assessment of pain for patients with vulvodynia (Masheb,
Nash, Brondolo, & Kerns, 2000). Using psychosocial
measures relevant for chronic pain patients, we have
found that women with chronic vulvar pain report worse
functioning on these measures than women without
any chronic pain (Masheb, Brondolo, & Kerns, 2002).
This lends support to Binik’s argument that physical
and psychosocial correlates of dyspareunia are more
relevant to pain. Furthermore, in a nearly completed
trial of 50 women with vulvodynia randomly assigned
to individual cognitive-behavioral therapy (i.e., a chronic
pain treatment adapted for vulvodynia) or supportive
psychotherapy, we are finding (1) greater than 40%
reductions in pain severity; (2) statistically significant
decreases in dyspareunia, and (3) statistically significant
improvements in overall sexual function. These results
are similar to those reported by Bergeron et al. (2001)
for group cognitive-behavioral therapy for women
with vulvar vestibulitis syndrome, but with a more
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heterogeneous sample of vulvodynia patients. These
findings also provide further support for Binik’s argument
that pain therapies are effective in treating dyspareunia.

While we are in favor of Binik’s proposal to develop
a classification system for the different urogenital pain
syndromes, clearly more research is needed to determine
which conditions are distinct entities. For example, to
date, little empirical evidence exists to support the
proposed subtyping of vulvodynia.

Thus, another important question is whether dyspare-
unia should be dropped as a DSM sexual pain disorder, but
kept as a possible symptom of other pain disorders. At a
minimum, we feel the qualifier “does not meet criteria for
Dyspareunia” should be eliminated from the diagnostic
criteria for Pain Disorder, so that patients suffering from
urogenital pain conditions, such as vulvodynia, would be
included under this diagnosis.

A Gynecologic Approach

From the organic/gynecological perspective, under-
standing dyspareunia as a symptom, rather than as a
diagnosis, has been extremely helpful. The symptom leads
the gynecologist to consider numerous differential diag-
noses of medical etiologies for vulvar and/or vaginal pain,
either with or without penetration. These may include,
but are not limited to vaginitis, vulvar dermatoses, puden-
dal neuralgia, myofascial injury, coccygodynia, chronic
interstitial cystitis, endometriosis, adenomyosis, urethral
diverticulum, pelvic inflammatory disease, peripheral
neuropathies, and hypoestrogenic states; however, when
all of the above are ruled out or available treatments
are deemed ineffective, gynecologists and healthcare
professionals are at a loss for recommending a course
of action. One advantage of conceptualizing dyspareunia
as a pain problem, rather than a sexual problem, is that
pain management options would be considered in these
scenarios.

Recent attention to the assessment and treatment of
pain in primary care settings originated from the American
Pain Society which created the phrase “Pain: The 5th Vital
Sign,” and has since been promoted and accepted by other
national health organizations. Estimates for dyspareunia
range from 6.5% to 13% (Danielsson, Sjöberg, Stenlund,
& Wikman, 2003). Lifetime and point prevalence rates
of vulvar pain are 16% and 7%, respectively (Harlow &
Stewart, 2003). While there may be considerable overlap,
clearly these numbers suggest that pain of the urogenital
tract is a significant public health problem.

This raises the final question of whether dyspareunia
should be dropped as a DSM diagnosis, but kept as a

symptom of conditions of the vulva, vagina, and pelvis.
We feel it is imperative that healthcare professionals assess
for pain of the urogenital tract similar to pain in other areas
of the body.

Conclusion

Given the lack of empirical support for dyspareunia
as a DSM diagnosis, at a minimum, dyspareunia should
be relegated as a category for further study. Furthermore,
eliminating the qualifier “does not meet criteria for
Dyspareunia” from the criteria set for Pain Disorder
would allow for the inclusion of pain conditions of the
urogenital tract. More research is needed to differentiate
disorders of the urogenital tract, and more training and
advocacy is needed to make healthcare practitioners aware
of urogenital pain conditions.

DOI: 10.1007/s10508-005-7472-0

Teasing Apart the Pain from the Sex: Is the Pendulum Swinging Too

Far?

Marta Meana, Ph.D.

Department of Psychology, University of Nevada, Las
Vegas, 4505 Maryland Parkway, Las Vegas, Nevada
89154-5030; e-mail: meana@unlv.nevada.edu.

When Binik and I first reviewed the dyspareunia literature
over 10 years ago, we found a dearth of empirical
research, inconsistent use of an inadequate taxonomy,
dualistic theorizing about etiology, and a lack of controlled
treatment outcome studies (Meana & Binik, 1994). No
surprise there. This was and continues to be true of a
good part of the literature on any number of disorders, the
female sexual dysfunctions being no exception (Heiman,
2002; Heiman & Meston, 1997; Schover & Leiblum,
1994). The truly striking feature was the lack of research or
clinical emphasis on the one and only presenting symptom
of dyspareunia: pain. No one seemed interested in the
properties of the pain or in their relation to etiology and/or
treatment.

Ten years later, the literature looks dramatically dif-
ferent. The surge of excellent pain-centered dyspareunia
research, mostly emanating from Binik’s lab, has largely
remedied the once glaring omission. As Binik’s first
collaborator in this research effort and clearly a proponent
of the pain approach, I am nonetheless concerned that
it may be premature and even unadvisable to embrace
his conclusions just yet. Do all the data really indicate
a reconceptualization of dyspareunia as a pain disorder
rather than as a sexual dysfunction? And, even if they
do, will the transfer of dyspareunia from the “Sexual
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Dysfunctions” into the “Pain Disorders” section of the
future version of the Diagnostic and Statistical Manual of Mental

Disorders (DSM) have its intended effect or could it risk
banishing dyspareunia from research and clinical con-
sciousness? I will attempt to address these two concerns
and suggest a friendly amendment to Binik’s main motion.

Where Have All the Subtypes Gone?

Binik builds his empirical argument for a pain
disorder conceptualization of dyspareunia on a number
of recent studies (Bergeron et al., 2001, 2002; Granot,
Friedman, Yarnitsky, & Zimmer, 2002; Meana, Binik,
Khalifé, & Cohen, 1997a, 1997b; Pukall, Binik, Khalifé,
Amsel, & Abbott, 2002; Pukall, Strigo, Binik, Khalifé, &
Bushnell, 2003). The problem here is that the samples
in all but the Meana et al. (1997a, 1997b) study consist
exclusively of women with vulvar vestibulitis syndrome
(VVS). VVS is but one type of dyspareunia, yet Binik
uses the terms interchangeably at various points in his
argument. Now, further data collection may indicate that
close to all of pre-menopausal dyspareunia is indeed
VVS, but we are not there yet. Furthermore, the little
comparative data we have from the original Meana et al.
(1997a, 1997b) study indicate otherwise.

The diagnostic dyspareunia subtypes in the Meana
et al. (1997a, 1997b) study consisted of three substantial
groups: no obvious physical pathology, VVS, and mixed
physical findings. For the purpose of illustration, I
will focus on the no-obvious-pathology group, which
represented a quarter of the sample. Unlike the VVS
group, whose pain was without exception introital and
linked to all types of introital stimulation, a pain profile
could not be produced for the no-obvious-pathology
group. Pain location was equally distributed in a diffuse
presentation across six possible sites. Although there were
significant reports of pain with activities other than sexual
intercourse, only 54% reported pain with gynecological
examinations and a whole 30% reported pain with non-
penetrative sexual stimulation, compared to only 17%
of those with VVS. In terms of a psychosocial profile,
the no-obvious-pathology group was the only one to
report significantly elevated psychological symptoma-
tology (obsessive compulsive tendencies, interpersonal
sensitivity, depression, phobic anxiety) and relationship
maladjustment in comparison to controls (Meana et al.,
1997a, 1997b).

Thus, in relation to Binik’s argument for the primacy
of pain over sexual dysfunction, this dyspareunia subtype
does not fit the bill quite as neatly as the VVS one
does. The pain does not seem to have a specific location,

it seems more closely linked to sexual context, and
psychological symptomatology is fairly prominent. A
couple of caveats are in order here. The sophistication
of our pain measurement in that study had not reached
the levels later attained by both Bergeron et al. (2001)
and Pukall et al. (2002). It is possible that the use of the
vulvogesiometer would have resulted in a re-classification
of these cases, yielding different results. In addition, our
sample was comparatively small; however, the distinc-
tiveness of this sub-sample suggests the possibility of a
subtype of dyspareunia notably different from VVS in
terms of pain and psychological characteristics. I offer
it as an example to moderate and delay conclusions
about dyspareunia based primarily on data from VVS
cases. Would we find sensory dysregulation and a typical
pain signature in the brains of women with other types
of dyspareunia? We do not know because they have
not been studied. Would findings one way or another
characterize the pain these women report as less of a
Pain Disorder and more of a sexual dysfunction? Maybe
the time has come for us to think about this a little
differently.

Dyspareunia in the Pain Disorders:
Moving Up or Moving Out?

Binik’s argument for moving dyspareunia out of the
Sexual Dysfunctions into the Pain Disorders seems em-
pirically premature, given the dearth of data on anything
but VVS. It may also be theoretically and practically
questionable. Without venturing into the quagmire of
discussing the myriad factors that should determine
psychiatric classification in the DSM-V, let us examine
some of the potential gains and losses of this move.

There is little question that the pain emphasis
we initiated a decade ago has been a productive and
clinically significant development, at the very least in our
understanding and treatment of VVS. Treatments have
incorporated elements of the pain management repertoire
(e.g., physical therapy, hypnosis, surgery) and possibly
augmented the efficacy of more traditional sex therapy
techniques, such as vaginal dilatation, script modification,
and arousal enhancement. This has all happened without a
re-classification and the momentum promises to continue.
The “dyspareunia is better than no pareunia at all” forces
seem to be in retreat and it is hard to believe that they will
rise again. The existing empirical support for the intensity
of the pain felt by these women and the negative impact
of the disorder on their individual and relational well-
being is likely to inform all future empirically validated
treatment efforts.
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A move to the Pain Disorders category of the DSM-
V 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 consid-
erations. 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 consider-
ations 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 DSM-
V, 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
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.
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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 sup-
ported by an extensive empirical foundation” (American
Psychiatric Association, 2000, p. xxiii), but my own liter-
ature 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” (Amer-
ican 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 sys-
tem (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” (Amer-
ican 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, specif-
ically 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 Associa-
tion, 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 in-
volving sexual dysfunctions are not coded as Conver-
sion Disorder, but rather as Psychosexual Dysfunction”
(American Psychiatric Association, 1980, p. 246). Dys-
pareunia was the only entity removed from the Psy-
chophysiologic Disorders, renamed “Functional Dyspare-
unia,” 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 etio-
logically involved . . .” (American Psychiatric Association,
1980, pp. 247, 249). The Psychosexual Dysfunctions
were less dependent on etiology, only excluding the

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, exacer-
bate, 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.



46 Peer Commentaries on Binik (2005)

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 categoriza-
tion 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.

DOI: 10.1007/s10508-005-7474-y

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 classifica-
tion 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 evi-
dence 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.

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 or-
ganizational 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
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mental disorders is, “What constitutes a major symptom?”
Traditionally, this has been identified as the patient’s
chief complaint and failing that, the chief complaint as
deemed by others in the patient’s environment. Binik also
raises the important point that classifying a dysfunction
according to the activities with which it interferes does not
constitute a valid clinical entity. However, what happens in
instances where the interference is the chief complaint?
Take the case of agoraphobia or social phobia, where
the major symptom could be argued to be anxiety. These
diagnostic categories emphasize an impaired activity such
as leaving the home or engaging in social interaction. As
with dyspareunia, the anxiety felt by these patients no
doubt interferes with other activities as well; however,
their chief complaint (and thus the “major symptom”) has
been defined behaviorally. It has been my experience that
most women suffering from dyspareunia seek treatment
due to the inability to engage in intercourse rather than
the pain per se. Tampons and tight jeans can be avoided;
however, the act of sexual intercourse is so highly valued
in our society that these women often feel defective and
sexually inadequate. To classify their pain as a Pain
Disorder alone would be to deny their true experience
of this condition.

I have made the argument thus far that dyspareunia
is a sexual dysfunction; however, dyspareunia also meets
diagnostic criteria for a Pain Disorder if not for being
specifically excluded. Binik fears this sends the message
that there are two kinds of pain in the world: those
that are sexual and those that are not. This is a valid
concern. If the current DSM classification system leads
health professionals to believe that the pain of dyspareunia
is somewhat less “real” or not worthy of concern or
treatment independent of addressing sexual or couple
functioning, this would be a mistake. Therefore, I rec-
ommend a dual coding whereby urogenital pain may be
coded under Pain Disorder as Binik suggests, with or
without dyspareunia, thereby retaining a coding under the
sexual dysfunctions reflecting the very unique and sexual
implications of this pain. Likewise, though various mental
disorders in the DSM share many aspects in common,
more diagnostic information is retained by coding these
separately when co-morbid.

Binik also raises the issue of treatment. If pain
treatment approaches are more effective than sex therapy
in treating dyspareunia, it should then be classified under
the category of Pain Disorder to capture the attention of the
appropriate clinicians and encourage relevant treatment
strategies. However, within his thorough review, Binik
only illustrated that the addition of pain-management
techniques to sex therapy in a group therapy treatment plan
as done by Bergeron, Binik, Khalifé, Pagidas, and Glazer

(2001) has empirical support for the treatment of vulvar
vestibulitis syndrome. To date, no one has compared sex
therapy to pain management techniques in a randomized
treatment outcome trial and this is unlikely ever to be
done. Binik raises a worthy concern that pain manage-
ment techniques should be integrated into traditional sex
therapy approaches for the treatment of dyspareunia.
Thus, it would be beneficial that sex therapists work in
conjunction with these professionals and/or adopt some
of these techniques themselves. In this respect, I feel
dyspareunia should also remain under the category of
Sexual Dysfunctions lest medical professionals attempt
to treat the pain without addressing sexuality. Although
this can be beneficial for pain reduction as in the case of
vestibulectomy (see Bergeron, Binik, Khalifé, & Pagidas,
1997), research has shown that simply reducing the pain
does not necessarily result in an improvement in sexual
functioning (Bergeron et al., 2001).

Finally, Binik highlights the profound influence our
conceptual models can have on research. The conceptual-
ization of dyspareunia as a Pain Disorder has inspired
much work on the pain component of “painful sex”
emerging from his laboratory (Pukall, Payne, Binik, &
Khalifé, 2003). This work has served to improve our
understanding of these conditions (particularly vulvar
vestibulitis syndrome) and will no doubt continue to do
so. However, with the exception of the measurement
of sexual dysfunction, one cannot help but notice the
relative scarcity of knowledge on the sexual component
of dyspareunia. Binik aptly notes this neglect within
the literature, particularly when addressing the question
of whether the physical and psychosocial correlates of
dyspareunia are more relevant to pain or to sex. Similarly,
Binik also notes the absence of a theoretical model for
the classification of dyspareunia as a sexual dysfunction.
Therefore, dyspareunia should be maintained under the
sexual dysfunctions in the hopes of promoting research
on this highly relevant component.

Most recently, I have completed a study examining
the cognitive processing of pain in a sample of women
suffering from vulvar vestibulitis syndrome and matched
healthy control women (Payne, Binik, Amsel, & Khalifé,
2005; in press). The results of this study suggested that
women with vulvar vestibulitis exhibit an attentional
bias for pain stimuli predicted by anxiety and fear of
pain. In addition to exacerbating the salience of pain,
this attentional bias may also serve to distract from
sexual stimuli during sexual activity. Similarly, Barlow
(1986) has suggested that in men with erectile dysfunction
anxiety produces a focus on task-irrelevant stimuli such as
concerns regarding non-performance. This is theorized to
produce a distraction away from sexual stimuli resulting
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in impaired sexual arousal. A similar process could be
occurring in women with dyspareunia. That is, the antici-
pation of pain may be triggering an off-task focus on pain
and related concerns about non-performance, resulting in
less attention to erotic cues and impaired sexual arousal,
possibly further exacerbating the pain experience. Cer-
tainly, it is not uncommon for women with dyspareunia
to recount an incident or a one-night-stand where they
were so sexually aroused that they did not feel the
pain. Research examining the relationship between sexual
arousal and pain perception is currently underway. How-
ever, these tentative speculations pave the way for further
research into the sexual component of dyspareunia which
may itself have important implications for diagnostic
classification.
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Binik usefully reviews the history of the classification
and conceptualization of dyspareunia. He shows how
historically the term has implied the etiologic role of
psychological factors. To me, he provides compelling
evidence that it makes no sense to continue to classify
dyspareunia as a sexual dysfunction. Instead, he proposes
that in the DSM it be classified as a “sexual pain
disorder,” claiming that it meets the criteria for a DSM
pain disorder. Does it? Criterion C of a DSM-IV Pain
Disorder is: Psychological factors are judged to have an important

role in the onset, severity, exacerbation or maintenance of the pain.

I find it puzzling that Binik, having rejected the
historic meaning of the term which emphasized the
central etiologic role of psychological factors, apparently
believes that this criterion applies to dyspareunia. He
certainly does not believe that there is evidence that
psychological factors are related to the onset of dyspare-
unia. He provides no evidence that psychological factors
play a more prominent role in the severity, exacerbation or

maintenance of dyspareunia than they do in many general
medical disorders. He shows how the treatment and
management of dyspareunia should focus on the pain and
how little mental health expertise has to offer. This leads
to only one conclusion: dyspareunia should no longer
be classified as a mental disorder, but instead should be
classified as a general medical disorder. I ask Binik: Why
not?
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In his well written and thoughtful article, Binik argues per-
suasively that dyspareunia should be classified (primarily
in the DSM) as a pain disorder (based on its primary symp-
tom of genital pain) rather than as its current classification,
a sexual disorder (by virtue of its disruption of normal
sexual functioning). Obviously, both features of the
disorder are important, but Binik offers many reasons why
pain, not sex, should be the overriding organizing element.

It seems to me that while some elements of Binik’s
case are quite strong, others are less so and detract from
his overall argument. Further, while it could be viewed as
the main focus of his article, for me the issue of whether
or not the DSM should re-categorize dyspareunia seems
far less important than how we think about and treat this
important and difficult clinical problem.

Binik and his colleagues are to be congratulated for
advancing our understanding of the nature of at least
one important type of dyspareunia, vulvar vestibulitis
syndrome (VVS). The finding that VVS may be associated
with non-genital sensory functioning is particularly im-
portant, as is the development of the vulvalgesiometer, an
important new tool both for research and clinical practice.
He clearly makes the case for separating VVS from other
types of dyspareunia, as has been done with vaginismus.
But it is not clear whether their findings regarding VVS,
which form the basis of many of Binik’s arguments
regarding reclassification, apply to any of the other types
of dyspareunia. This aside, let me examine some of Binik’s
arguments in favor of reclassifying dyspareunia as a pain
disorder rather then a sexual disorder.

Binik fairly points out that (1) pain is a primary com-
plaint of those presenting with dyspareunia, (2) the pain of
dyspareunia can often be evidenced outside of sexual con-
texts (e.g., with tampon insertion), (3) brain pain centers
register some types of dyspareunia in a manner similar to
other types of pain, and (4) treatment of dyspareunia using
techniques designed for more typical sexual dysfunctions
(e.g., secondary erectile dysfunction) has not been highly
successful. But are these reason enough to change how
dyspareunia should be categorized in the DSM? If not,
what about the other arguments made by Binik?

Binik implies that the relative lack of research
on dyspareunia is largely a consequence of its current
categorization, yet the validity of this assertion is far from
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clear. There are many reasons why some disorders get
the clinical or research attention they may deserve, while
others do not. At best, the label used for categorizing a
disorder is only one (and probably not a very strong one at
that) such reason. He also argues that if dyspareunia was
viewed more like other pain disorders, treating clinicians
would focus more on the pain and would be more
integrative in their treatment. I believe it is likely that
most clinicians treating dyspareunia (e.g., gynecologists,
sex therapists) are already far more focused on the pain
than Binik gives them credit for. Further, non-medical
clinicians have often shown a willingness to broaden
the treatment options (e.g., beyond psychotherapy or sex
therapy) for sexual disorders (e.g., erectile dysfunction
and premature ejaculation) when medical advances in
their treatment have become apparent (Strassberg, 1994).

It is also far from a given that pain specialists will
prove to be more integrative or more successful in treating
dyspareunia than gynecologists or sex therapists have
proven to be. I would argue that current treatment of
other pain disorders is often far less integrative than Binik
suggests. Outside of multimodal pain clinics (which,
on a large scale, are a relatively recent phenomenon),
much pain treatment is still quite discipline specific. For
example, in the case of chronic back pain, you have
chiropractors suggesting spinal adjustments, internists
prescribing drugs, surgeons offering surgery, physical
therapists doing their thing, and psychotherapists teaching
relaxation training and self-hypnosis. In many (most?)
such cases, a practitioner will involve other specialists
only when their approach has failed.

Calling for a broader view of dyspareunia, especially
VVS, makes very good sense, especially in light of Binik’s
research. But is it critical to this movement that we ignore
or downplay the very critical impact dyspareunia has on
sexual functioning? In my experience, it is this feature
of the disorder that is usually responsible for the woman
seeking treatment, usually often only after having lived
(along with her partner) with the problem for years. As
a result, it is often (usually?) advantageous to include
some type of couple’s counseling as part of the assessment
and treatment of the disorder. One possible advantage to
keeping dyspareunia categorized as a sexual (as opposed
to a pain) disorder in DSM is that it could encourage
treatment providers to consider the sexual (both individual
and dyadic) implications of the problem and its treatment.
In recent years, we have learned that physicians and
others sometimes need to be encouraged to consider more
than symptom removal as part of the treatment of sexual
disorders (Strassberg, 1994; Tiefer, 1994).

From my perspective, things sum up as follows.
Binik and his colleagues have added immeasurably to

our understanding of dyspareunia, particularly a major
subgroup of those with this disorder: women with VVS.
He clearly has a case for moving dyspareunia (or at
least VVS) out of the DSM category of sexual disorder
and into the category of pain disorders (e.g., genital, or
genitourinary pain disorder). But to me, the case doesn’t
seem as strong or as one-sided as he wishes to portray
it. In particular, I don’t believe he has made the case
that clinical approaches to the condition or research into
its etiology, nature, or treatment have been significantly
hampered specifically because of the DSM category under
which the disorder has appeared, nor that treatment and
research of the condition would be dramatically improved
by a category change. Certainly, the movement over the
years in the DSM treatment of homosexuality (i.e., from
always a disorder, to only a disorder if the person doesn’t
want to be homosexual [i.e., ego-dystonic homosexuality],
to [virtually] no longer a disorder) has, in and of itself,
probably changed the minds or approaches of very few
clinicians or researchers.

I believe that the most likely reason for a change in
the way dyspareunia is approached by most clinicians or
researchers will be the programmatic, careful, and creative
work of a few researchers such as Binik. For this, he
should be applauded. Has Binik, in this article, made a
reasonable case for at least the consideration of changing
how the DSM or other diagnostic systems treat VVS and
other forms of dyspareunia? I think he has. Is the case as
much a “no-brainer” as he seems inclined to try to make
it? I don’t believe so. Would such a change necessarily be
a good thing? This seems far from clear, but maybe. Still,
the change seems worth considering.

Much more importantly, however, Binik has made
clear that we need to develop a better understanding of
the etiology, nature, and treatment of dyspareunia. This
can, and should, happen whether or not the disorder, or its
subcategories, changes location in the DSM or anywhere
else. “A rose by any other name . . . ”
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I have spilled gallons of ink over many years criticizing
the sexual dysfunction nomenclature in the Diagnostic

and Statistical Manual (DSM) of the American Psychiatric
Association as it applies to women (Tiefer, 1988, 1991,
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1992, 1996, 2004). I believe it was a mistake for the
American Psychiatric Association (1980) to base a
normative model for women’s sexuality on physiological
research wherein Masters and Johnson (1966) described
a universal “human sexual response cycle.” Masters and
Johnson (1966) had used a highly selective sample in their
research and in addition had coached their participants.
The resulting normative cycle was inconsistent with what
decades of feminist research had shown to be a highly
diverse range of women’s sexual responses in response
to culture and circumstances.

The genital-performance focus of the DSM nomen-
clature lent itself to a reductionist view of sexual satis-
faction and experience that was easily hijacked by the
pharmaceutical industry when, following the blockbuster
launch of Viagra in 1998, it went looking for an approach
to women’s sexual problems that would support the
promotion of genitally-acting drugs for women (Basson
et al., 2000; Tiefer, 2001).

In response to the inadequacies of the DSM nomencla-
ture (and in despair over the new industry involvement), I
convened a multidisciplinary Working Group on “A New
View of Women’s Sexual Problems” in 2000. We drafted
a document that offered an alternative system of classifi-
cation we have used as the basis of an activist educational
campaign about the dangers of medicalizing women’s sex-
ual problems (Kaschak & Tiefer, 2001; http://www.fsd-
alert.org/ manifesto.html). So, I am no fan of the current
DSM nomenclature, and have probably done as much as
anyone to analyze its flaws and offer other perspectives.

My criticisms have, however, focused on the uni-
versalized notions of desire, arousal, and orgasm in
dysfunction nomenclature, and not on the inclusion of
dyspareunia and sexual pain. Immersed in the feminist
literature on women’s health, I was more than aware
of the disgraceful history of neglect and mishandling of
women’s complaints of pelvic pain and thus it seemed that
dyspareunia was the only sexual dysfunction with validity
in women’s lives.

Sources of Sexuality Nomenclature

The DSM view of sexual dysfunction is based on the
widespread cultural norm that sexual function, for both
men and women, consists in being able to perform het-
erosexual intercourse. The cultural norm itself, of course,
is not explicitly stated. Rather, we see the norm assumed in
and refracted through the research of Masters and Johnson
(1966) and the clinical addenda of psychiatrists Kaplan
(1977) and Lief (1977). Contemporary norms require
not only that sexually healthy people perform sexual
intercourse but experience desire for it and perform it

with control and enjoyment, and the clinical nomenclature
reflects those changes.

Of course, in clinical texts, these socially constructed
and evolving cultural norms are presented as universal
clinical norms, as if scientific research had uncovered some
bedrock sexual nature based in biology and derived from
evolution. The assumption that there is a universal human
blueprint for sexual function is essential for defining
variations as “dysfunctional,” i.e., clinically abnormal,
despite the global and gendered variation in sexual
preferences, scripts and satisfactions.

Uses of Sexuality Nomenclature

The development of DSM nomenclature for sexual
function and dysfunction served a variety of professional
and social needs. Irvine (1990) argued that conceptual-
izing sexuality within a medical framework generated
respectability, professional legitimacy, and financial op-
portunity for physicians and sexologists. Taking a larger
perspective, classifying sexual problems within a medical
framework offered moral legitimacy, i.e., permission, for
pleasurable sex in an era when, especially for women,
the entitlement to sexual pleasure was only beginning
to be accepted. Classification legitimized clinical inquiry
and treatment, professional education, health insurance
coverage, and research attention. Anyone who contem-
plates revisions of sexuality nomenclature must not forget
that such systems serve various purposes for multiple
audiences, and have an impact on policy and social values
as well as clinical practice.

History of Women and Sexual Pain

Looked at from this perspective, the inclusion
of women’s problems with sexual pain in the sexual
dysfunction classification system was a positive step.
Professional organizations (e.g., International Society for
Vulvovaginal Diseases; http://www.issvd.org) and patient
advocacy organizations (e.g., National Vulvodynia Asso-
ciation; http://www.nva.org) use the official recognition
to encourage public awareness, research, better medical
treatment, and insurance coverage.

The support is extremely important, as there is
no shortage of evidence that the experience of un-
wanted pain during sexual relations is common, poorly
managed, and creates great personal and marital mis-
ery (http://www.nva.org/nva newsletter/harlow.html). Be-
yond women’s lack of sexual satisfaction or lack of or-
gasms, the common experience of pain during intercourse
or vaginal penetration lies at the heart of the feminist
critique of patriarchal sexual relations (e.g., Boston
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Women’s Health Collective, 1998, pp. 256–257). Feminist
sex therapists have repeatedly called for downplaying the
importance of coitus because of the prevalence of sexual
pain (Kleinplatz, 2001; McCormick, 1994). Ironically, as
if to embrace this feminist view, the newest addition
to clinical listings is “noncoital sexual pain disorder”
(Basson et al., 2000, p. 890). Coitus-related pain, however,
remains primary.

Although the phrase “sexual pain” does not appear
in the Declaration of Sexual Rights of the World Asso-
ciation of Sexology (http://www.tc.umn.edu/∼colem001/
was/wdeclara.htm), it is implicit in the emphasis on the
rights to bodily integrity, sexual pleasure, and autonomy.
The promotion of the “right to sexual health care” as
a public health issue will do a great deal to eradicate
women’s global burden of sexual pain.

Sexuality Nomenclature as Sexual Politics

Binik argues here and in numerous other places that
“sexual pain disorder” makes no sense because “there
is no special type of pain that is sexual in nature” and
that sexual pain should become a subcategory of “pain
disorders.” But this represents a misunderstanding both
of what constitutes a sexual problem and of the role of
professional nomenclature.

As the multidisciplinary “Working Group” stated in
its manifesto, “Sexual problems [are best defined] as dis-
content or dissatisfaction with any emotional, physical, or
relational aspect of sexual experience” (Kaschak & Tiefer,
2001, p. 5; http://www.fsd-alert.org/manifesto.html). We
recommended that professional nomenclature dispense
with the idea of norms and deviance, a truly radical
paradigm shift, and move to a model wherein sexuality
was viewed as a cultural construct and individuals could
have various subjective or performance problems. Thus,
sexual pain would be like swimming pain or swimming
phobia, a problem that a person had with a desired
behavior, not with some universal capacity.

As long as there are expert-based listings of sexual
dysfunctions, we do women a disservice by failing to
include pain as one of them. Of course, I’m more than
happy to dispense with such norms entirely.
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Binik presents a solid case for the reclassification of
dyspareunia as a pain disorder: the current DSM desig-

nation of dyspareunia as a sexual dysfunction lacks both
empirical support and a theoretical rationale. Binik also
argues that reclassification has important clinical, social,
and political implications. I will comment and elaborate
on some of these implications.

Binik notes that there are no validated criteria to
support the current differentiation of dyspareunia into “or-
ganic/due to a medical condition/psychogenic/combined
factors.” In practice, psychogenic dyspareunia is di-
agnosed when relevant organic factors are excluded,
but no formal criteria, data, or procedures allow the
systematic exclusion of organic factors. Similarly, the
literature on psychosocial correlates of dyspareunia is
spotty and contradictory. In some studies, women who
suffer from VVS also exhibit higher levels of multifarious
symptoms, including anxiety, hypervigilance, depression,
somatic complaints, and marital distress. Although some
experts have suggested a biopsychosocial approach to
the treatment of sexual dysfunction, the practical result
has been a “serial undisciplinary” strategy starting with
medical interventions, followed by psychotherapy/sex
therapy, and, then, possibly surgery. Binik documents that
this strategy has not been generally successful.

The psychological and psychosomatic correlates of
dyspareunia resemble those of menopausal syndrome:
they are highly variable, diverse, amorphous, and not
reliably demonstrable. In these aspects, the psycholog-
ical and psychosomatic correlates of both disorders,
dyspareunia and menopausal syndrome, resemble the
symptoms of some of the folk-illnesses described in
the medical-anthropological literature (Townsend, 1980).
When general complaints such as these are not tied
to any demonstrable organic cause, they are especially
vulnerable to the impact of social factors that shape
illness behavior. Admittedly, all symptoms of disease that
become organized into illness behavior do so through
a process of negotiation. The impact of sociocultural
factors, however, on this “construction of clinical reality”
(Kleinman, 1988; Kleinman, Eisenberg, & Good, 1978)
is most pronounced when symptoms are relatively amor-
phous, diverse, and ambiguous (Townsend, 1978, 1982).
Clinicians often play a crucial role in this process.

In a pioneering study of symptom variation, Dono-
van (1951) found that the method of clinical history-
taking places disproportionate emphasis on the symptoms
to which the physician directs the patient’s attention.
Donovan, over a period of several months, repeatedly
interviewed women who were diagnosed by physicians as
suffering from “menopausal syndrome.” Of these women,
95 percent appeared to be highly suggestible and had
had a series of similar complaints before menopause.
Donovan concluded that symptoms of emotional stress
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occurred with menopause only if there had been a past
history of emotional problems, and that considerable
variability appeared in the reporting of symptoms in
different interviews with the same woman.

Similarly, in a sample of 250 questionnaires collected
and analyzed by the Woman in Midstream group, although
only about 60 percent of the sample sought medical
treatment for organic symptoms of the climacteric from
their family physicians or gynecologists, 75 percent
received estrogen therapy. For 11 percent, no treatment
was prescribed and for 9 percent psychiatric therapy was
recommended. The most alarming finding was that 55 per-
cent received prescriptions for psychotropic medications
(Bart & Grossman, 1976). More recent studies suggest
that gender stereotypes continue to affect both primary
care and psychiatric practice (Cleary, Burns, & Nycz,
1990; Redman, Webb, Hennrikus, Gordon, & Sanson-
Fisher, 1991; Townsend, 1995).

Binik notes that dyspareunia is rare among men, and
relevant literature is scant. This raises the question of
whether pain associated with prostate disorders, which
frequently interferes with intercourse, is diagnosed as
dyspareunia. I suspect not for the following reasons:
(1) an organic cause is obvious; (2) an implicit assumption
operates that dyspareunia is not a male disorder and
therefore the pain in male patients cannot represent
dyspareunia; (3) the stereotype operates that women are
more likely than men to invent excuses in order to
avoid intercourse (Binik’s classic “Not tonight dear, I
have a headache”); male pain is “real” and therefore
not diagnosed as dyspareunia. Certainly, the fact that
the original classification of dyspareunia was made by
a Victorian male and focused on interference with coitus
is consistent with this interpretation. To be sure, some
statistical reality underlies this stereotype: the average
male continues to complain about coital infrequency
more than the average female (Townsend, 1998). The
image, however, of women avoiding intercourse through
psychological and psychosomatic complaints should not
be allowed to affect the diagnosis and treatment of
urogenital pain.

Under Binik’s proposed reclassification, gender
stereotypes are less likely to influence research, diagnosis,
and treatment. For example, when researchers focused on
pain and the specific diagnosis of VVS, patients were
more sensitive than controls to pain in other areas of their
bodies as well as the genitalia; in fact, the patients’ touch
threshold was equivalent to the controls’ pain threshold.
Without this focus on pain, and the sophisticated methods
for measuring it, these patients could have been viewed
as suffering from psychological disorders, or, worse, as
simply examples of women who don’t like sex.

Twenty-five years ago, Utian (1979), an endocrinol-
ogist, argued that the diagnosis of menopausal syndrome
should be restricted to those organic changes directly and
empirically related to estrogen insufficiency: amenorrhea,
hot flushes, and vaginal atrophy. A host of other symptoms
that are commonly listed as components of climacteric
syndrome are not empirically associated with estrogen
lack and should therefore be excluded (e.g., anxiety,
depression, frigidity, and irritability). Furthermore, Utian
argued that these indices were too vague and impre-
cise to play any meaningful role in the pharmacologic
evaluation and physiologic characterization of patients,
and that they should therefore be dropped from clinical
practice. Binik makes a similar case for a refocus on
pain, which is certainly a more objectively measurable
symptom than interference with an activity. Thus, for both
dyspareunia and menopausal syndrome, the restriction
of criteria and focus allows researchers to draw on a
solid corpus of research on physiologic manifestations
and correlates, and enables clinicians to diagnose more
reliably, and presumably, to treat more effectively. For
these reasons, the reclassification is a sound idea and long
overdue.
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Clarifying the Question

Is dyspareunia (painful sexual intercourse) a sexual
dysfunction or a pain disorder? Binik argues vigorously
for the latter conclusion (see also Binik et al., 2002;
Meana et al., 1999b). To many, this may look like a
false dichotomy or a distinction that makes no difference;
however, from the perspective of the harmful dysfunction
(HD) analysis of the concept of disorder (Wakefield,
1992, 1999), I agree with Binik that the question is
conceptually meaningful. The HD analysis holds that a
harmful condition is a disorder if and only if it is caused
by a dysfunction in the individual (i.e., inability of some
internal mechanism to perform a biologically designed
function). Thus, the super-ordinate category (e.g., “pain
disorder” versus “sexual dysfunction”) under which a
specific DSM disorder category is placed can matter
because it can indicate the kinds of mechanisms and
functions that have failed. Thus, for example, anxiety
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disorders are conditions inferred to be due to dysfunctions
of one sort or another in mental mechanisms biologically
designed to generate and regulate anxiety.

It is underlying dysfunctions that generally define
disorders; two superficially similar conditions may be
classified as different disorders if they are found to be
generated by different underlying dysfunctions, and two
superficially different conditions may be classified as
variants of the same disorder if they result from the same
underlying dysfunction. Many disorders involve multiple
levels of dysfunction, and generally disorders are iden-
tified by the deepest level dysfunction from which the
rest result, if there is one. In the case of dyspareunia, it
is clear that there is syndromal harm both in the form of
pain and in the form of inhibited or less pleasurable sexual
functioning. So, Binik’s claim that dyspareunia is really
a pain disorder makes the most sense when posed as a
claim about what is the deepest level of dysfunction that
can plausibly be inferred to underlie conditions currently
classified as dyspareunia.

If this approach is accepted, then what may appear to
be a pointless classificatory question can be translated into
a potentially interesting conceptual/theoretical question:
Is dyspareunia a failure of function of sexual mechanisms
or of pain mechanisms (or both or neither)? I think this
is not far from the way that Binik implicitly construes his
question, but in any event this is how I shall construe the
question.

There are two sources of information to resolve
this question. One is the logic of the diagnostic criteria
themselves. The other is recent factual evidence and theo-
retical developments concerning the conditions currently
considered dyspareunia, reviewed by Binik in the target
article. I explore both in my comments below.

Why Binik’s Arguments Are Not Persuasive

Binik presents a great variety of practical and
theoretical arguments for reclassifying dyspareunia under
pain disorders. Before considering the issue on its merits, I
indicate why I find his arguments unpersuasive. Yes, treat-
ment of dyspareunia may involve management of pain,
but it may also involve management of sexual interaction
to minimize discomfort and allow for sexual satisfaction
(Binik notes that reducing pain does not necessarily bring
sexual activity back to normal, underscoring this point).
Yes, techniques used to treat pain disorders may be
useful in treating dyspareunia, but that does not mean
that the condition is a pain disorder, nor does diagnostic
category determine or limit the kind of treatment one
can pursue. Yes, dyspareunia pain is similar qualitatively

to other pain, leaves a “pain signature” in the brain,
and can be characterized using the usual dimensions for
describing pain (e.g., temporal occurrence and spatial
location), but that just follows tautologically from the
fact that it is pain, and nothing follows from this about
whether it is a pain disorder (most pain is not a pain
disorder). Yes, including such details as specific location
within the genital region and temporal triggering during
sexual activity leads to better predictive validity regarding
certain categories of physical problems over and above
what is predictable from DSM criteria for dyspareunia
alone; however, such additional information should be
expected to yield added validity irrespective of how
the conditions are classified, and the same information
would have to be added to DSM pain disorders as well
because such information is not included under the DSM
“pain disorder” diagnostic coding, which just specifies
the general anatomical region (e.g., “genital”). Yes, the
evidence is that DSM dyspareunia is not a unitary disorder
and lacks face validity as a unitary construct, but that is
true of many DSM categories by the very nature of the
syndromal approach, and it is true also of DSM genital
pain disorder.

One of Binik’s main arguments is that, contrary
to DSM criteria, the pain in conditions classified as
dyspareunia is not in fact “associated with intercourse.”
Here, as elsewhere, Binik tends to write in generalizations
as though all cases are the same, rather than draw-
ing distinctions between subtypes. As a generalization,
Binik’s assertion, which relies on Meana’s (1999) study,
is misleading. Of a sample of women presenting with
pain during intercourse, only about one-fifth reported
pain from each of the following three non-intercourse cir-
cumstances: friction with clothing, urination, and manual
stimulation (these are probably mostly cases of VVS, to
which I return later). The “non-intercourse” pain referred
to by Binik that is experienced by larger numbers of
women consisted of pain experienced from other forms
of vaginal penetration, including finger insertion (almost
half the women), gynecological exam (about two-thirds),
and tampon insertion (about one-third). These all involve
vaginal penetration in ways not biologically designed. It
would seem that in the sense intended by the DSM, these
facts are consistent with the DSM requirement that the
pain be “associated with intercourse,” which is intended to
apply to interference with sexually designed functioning.
In any event, if the criteria were changed to “associated
with vaginal penetration,” a necessary prerequisite for
intercourse, nothing would be lost and the supposed
exceptions eliminated.

In response to the objection that the diagnosis of dys-
pareunia is analogous to accepted diagnostic categories
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such as dyspepsia and dysmenorrhea, Binik argues, first,
that these other categories are not useful because they
lump together different sources of pain. But such syn-
dromal categories that lump together diverse underlying
dysfunctions are useful as long as we lack conclusive
knowledge of specific etiologies and need some way of
identifying a domain of dysfunctions on the basis of
their superficial effects, and Binik himself states that “we
know little about etiology.” Transferring conditions en
masse from dyspareunia to pain disorder without such
an understanding would be premature. Second, Binik
argues that the analogy between dyspareunia and these
other conditions is logically faulty because, whereas
both dyspepsia and dysmenorrhea refer to pain asso-
ciated with a physiological process, dyspareunia refers
to pain associated with an interpersonal behavior. But,
certain behaviors are part of our biologically designed
capacities, and when the capacity is impaired there
is just as much a dysfunction as when a physiologi-
cal process is impaired. Stuttering, for example, is a
genuine disorder even though the dysfunction involves
incapacity of speech behavior. The analogy is indeed
logically faulty, but for an entirely different reason–
dyspepsia and dysmenorrhea do not necessarily interfere
with the digestive or menstrual functions, respectively,
but rather are painful effects of those processes (note,
however, that they are commonly classified not as pain
disorders but as digestive and gynecological problems).
In contrast, dyspareunia actually does interfere with
the capacity to engage in and enjoy intercourse, a
biological function of the sexual organs. Thus, if any-
thing, the disanalogy argues for the greater sense in
identifying dyspareunia versus the others as a functional
disorder.

In a similar vein, Binik argues that intercourse
itself is not part of the standard sexual response cy-
cle of desire-arousal-orgasm; thus, interference with
intercourse is not a sexual dysfunction. But surely the
entire cycle is biologically designed at least in part
to create the capacity for, bring about, and coordinate
with intercourse and to allow a capacity for pleasurable
intercourse. Why else do women have mechanisms for
lubrication or a vulvar vestibule that allows penetration?
So, when Binik states that “dyspareunia is not linked
to, and does not interfere specifically with, any stage
of the sexual response cycle,” this is manifestly false.
The function of pleasure or at least lack of substan-
tial pain under standard coital conditions is implicitly
part of sexual functioning. The capacity for penetration
and intercourse with pleasure is an integral part of
the sexual response cycle from a biological functional
standpoint.

The Functional Logic of DSM Diagnostic
Criteria for Dyspareunia

An examination of the current DSM criteria for
dyspareunia from a harmful-dysfunction perspective un-
derscores the functional nature of the concept. I focus
here on Criterion A, “recurrent or persistent genital pain
associated with sexual intercourse in either a male or a
female.” Criterion B, the “clinical significance” criterion,
is of a kind that I (Spitzer & Wakefield, 1999) have
critiqued elsewhere as redundant; in this case, abnormal
pain during intercourse is a disorder irrespective of
whether one is distressed about it or whether one gets
into interpersonal difficulty over it.

In Criterion A, “sexual intercourse” is intended to
refer only to genital-genital intercourse. There is a good
explanation for this limitation, from the perspective of the
HD analysis. Only genital-genital intercourse represents a
sexual process that we believe to be biologically designed
and (we believe) designed to occur without substantial
pain. The same cannot be said for other forms of sexual
intercourse. There is no clear evolutionary rationale as to
why, say, vigorous digital probing of the vagina might not
cause some pain. Fellatio can be painful either when teeth
impact the penis or when penile penetration of the oral
orifice is too vigorous or deep, but no one thinks that such
pain represents a disorder, even if it occurs regularly due
to the lack of skill or other features of the participants. In
contrast to genital-genital intercourse in which structures
are specifically designed for that function, other forms of
sex, however natural the desire, exploit bodily structures
not obviously designed for such use. (Of course, such
beliefs are open to challenge, as in the comment that it
cannot be accidental that our hands hang at just the right
height to facilitate masturbation.)

This is not merely a theoretical issue. There are at-
tempts to extend dyspareunia to other than genital-genital
intercourse, and there is especially a certain impetus to
doing so given the depathologization of homosexuality.
For example, unsurprisingly, pain is not uncommon during
receptive anal intercourse (Rosser, Short, Thurmes, &
Coleman, 1998). It has recently been proposed that the
category “anodyspareunia,” denoting painful receptive
anal intercourse, be defined using clinical criteria similar
to those for the current category of dyspareunia. Although
such pain may pose a relationship challenge and thus a
problem in living for some, the HD analysis suggests that
it makes no sense to consider it a disorder, however useful
it may be to direct clinical intervention to its relief. Of
course, if there are psychological dysfunctions involved
in the cause, exacerbation, or maintenance of such pain,
that would be a different story.



Peer Commentaries on Binik (2005) 55

Even in genital-genital intercourse, there are many
non-pathological sources of pain that could incorrectly
fall under Criterion A. From some studies, it appears
that many women, perhaps most, experience some in-
cidental pain during intercourse. Some couples engage
in sexual positions or activities that can easily or even
expectably create some pain, such as vigorous pounding-
style thrusting or entry at an unusual and potentially
painful angle. Such pain, even if recurrent because of
preferred sexual practices, is not a disorder. There are
also basic mismatches (e.g., in genital size) that may
result in pain. Note that while 70% of Meana’s (1999)
sample of women reporting painful intercourse reported
having pain with all partners, thus likely excluding many
situational or relationship etiologies, 30% did not. About
10% of the women in Meana’s (1999) study attributed
their pain to either a mismatch in genital size (vagina
too tight or penis too large) or problematic love-making
techniques, and there is no particular reason to doubt all
these self-diagnoses. In such cases, the woman has neither
a sexual nor a pain disorder, though there is certainly a
problem. Finding ways for the criteria to exclude such
non-pathological causes of recurrent pain might help
increase validity.

The moral of these comments is that intuitions about
what is and is not the disorder of dyspareunia follow a
functional logic based on how we think the sexual organs
are biologically designed to function during intercourse.
Thus, there is nothing wrong, all else being equal, with
specifying a dysfunction in terms of interference with the
intercourse function of the vagina due to abnormal pain.
(Of course, Binik would argue that all else is not equal
because in fact there is a known deeper pain dysfunction
of which the genital pain during intercourse is just an
incidental result.) Surely one can at least say that there
is such a sexual dysfunction “secondary to” some other,
deeper disorder that generates pain when intercourse is
attempted. Whether Binik is correct that there exists a
pain disorder is to be considered presently.

Probable Etiologies of Dyspareunia

In assessing Binik’s classificatory argument, one
needs to keep in mind what is known or at least tentatively
believed about the etiology of pathological genital pain
during intercourse. In an exhaustive assessment of 112
women with dyspareunia that included three different
gynecological examinations, Meana et al. (1997) found
that the women fell into four groups (although Binik notes
that the actual situation appears to be more complex),
of which three appeared physically based: 46% suffered

from vulvar vestibulitis (VVS: heightened touch and pain
sensitivity, and severe pain, tenderness, and inflammation
of the vulvar vestibule when touched or rubbed, often
involving a burning-like or cutting-like sensation; thought
to be a variety of vulvodynia); 13% suffered from vaginal
atrophy (usually estrogen-deficiency induced); and 17%
suffered from other physical causes (e.g., prolapsed
uterus, endometriosis).

Binik places particular emphasis on the approxi-
mately half of dyspareunic women with VVS, so the
etiology of VVS takes on some importance. There are
several theories of VVS, none very compelling. One idea
is that it is due to chronic inflammation, but studies suggest
that most women have chronic inflammatory reactions in
the vulvar area and so the response of those with VVS
is not explained. A plausible suggestion is that VVS is a
mild form of vulvodynia, a condition typically manifested
by a cutting/burning type pain similar to VVS’s but one
that occurs more continuously; VVS, the theory goes, is a
milder form of vulvodynia in which the pain emerges only
upon stimulation; however, the etiology of vulvodynia is
unknown. Another theory mentioned by Binik was based
on Pukall et al.’s (2002) finding that women with VVS
are generally more sensitive than controls to tactile and
pain stimulation to non-vulvar regions of the skin. Thus,
Binik suggests, VVS may involve a general disorder of
hypersensitivity to tactile and pain stimuli, in which pain
emerges at a lower threshold than usual in the vulva.
However, even if lower-than-average sensory thresholds
play a role in VVS, no evidence is offered that such below-
average thresholds constitute a disorder, and it seems
implausible that a general disorder of this kind would give
rise to a pain problem in just one area of the body. The
one thing that is a reasonable surmise at this point, and is
generally agreed, is that VVS and vulvodynia are general
medical conditions, as are the conditions underlying pain
in the other two categories discussed so far.

The fourth group, comprising 24% of the women, had
no dyspareunia-related physical findings whatever. This,
of course, does not necessarily imply that the condition is
purely functional, but neither do physical findings imply
the condition is not partly psychogenic; however, there is
a sizable population in whom dyspareunia appears to be
unrelated to any of the usual physical causes, raising the
question of whether sexual feelings and concerns play a
role. The case report literature, while of course challenge-
able on various scientific grounds, contains persuasive
reports of cases of dyspareunia that appear to be directly
psychogenic and sexual-conflict related. (For one such
case, including an enduring cure through resolution of
conflictual sexual feelings, see Eagle [1993].) Given the
high prevalence estimates of dyspareunia, even a relatively
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small subgroup of this kind would warrant retention of
dyspareunia as a “sexual dysfunction” category.

Although acknowledging that etiology is currently
not established, and quite aware of the 24% with no
physical finding, Binik does clearly believe that physical
etiologies of the kind represented by the first three
categories represent the likely future of the field: “My
prediction is that future research will confirm vulvar
vestibulitis as a distinct syndrome and point to the
existence of a number of other urogenital pain syndromes
which will replace our current discrete categories of
dyspareunia and vaginismus.” If this prediction turns out
to be correct, then there indeed ought to be changes in
the DSM. But, leaving aside the prematurity of Binik’s
proposal, we need to ask: In the event that virtually all
cases of dyspareunia do turn out to be of this physical
kind, or at least for the conditions that do, is Binik correct
that the change should be a shift to pain disorders?

Why Pain Disorder Is Not the Answer

In this section, I argue that Binik is incorrect in
suggesting that conditions presently falling under dys-
pareunia can be better reconceptualized as pain disorders.
His claim, when placed within the harmful dysfunction
framework, comes down to the following: underlying the
interference with sexual function is a deeper dysfunction
of pain response.

A pain disorder (again, to follow the HD logic that
I think is implicit in Binik’s proposal) is a HD of the
pain response system. There are many such disorders,
including psychogenic, physiogenic, and mixed etiologies
of forms of either hypoesthesia or hyperesthesia with
respect to the pain response. The DSM criteria for
“pain disorder associated with psychological factors” do
roughly imply such a dysfunction in virtue of Criterion
C, “Psychological factors are judged to have an important
role in the onset, severity, exacerbation, or maintenance
of the pain” (American Psychiatric Association, 2000,
p. 503). The criteria for “pain disorder associated with
both psychological factors and a general medical condi-
tion” also imply dysfunction because they, too, require that
psychological factors play a significant (though not exclu-
sive) role in pain generation or maintenance. Of course,
psychological factors normally play a role in mediating
the intensity of and reaction to pain, due to both individual
and cultural meanings. But, if psychological factors have
an exclusive or “important” role in creating, increasing,
or maintaining physical pain due to idiosyncratic ex-
pectancies or meanings that go beyond the usual cultural
and individual variations, that is prima facie a dysfunction

because pain is designed primarily as a physical-based
response system in which physical stimulus or lesion
roughly determines type and degree of pain. The central
involvement of psychological factors in generating pain
suggests something has gone wrong with the relationship
between psychological and pain mechanisms due to a
presumed psychological dysfunction.

Binik’s analysis implies that most, if not all, cases of
dyspareunia are not psychologically mediated but rather
are due to general medical conditions. As defined by
the DSM, however, “pain disorder associated with a
general medical condition” (PD-GMC) is a conceptually
confused category that has no prima facie credentials as a
disorder at all. Note that I am not merely claiming that
DSM PD-GMC is a physical rather than a mental disorder.
In the preface to the criteria, the DSM itself explicitly
recognizes that the conditions falling under criteria for
PD-GMC are not mental disorders: “The following is not
considered to be a mental disorder and is included here
to facilitate differential diagnosis” (American Psychiatric
Association, 2000, p. 503). Rather, my point is that the
criteria do not define any disorder, mental or physical.
Here is what substitutes for criterion C in PD-GMC: “A
general medical condition has a major role in the onset,
severity, exacerbation, or maintenance of the pain. (If
psychological factors are present, they are not judged to
have a major role in the onset, severity, exacerbation,
or maintenance of the pain.)” (American Psychiatric
Association, 2000, p. 503).

This criterion merely states that the pain must be
caused by a general medical condition (GMC). Pain due to
a GMC is generally undesirable and often warrants clinical
management, but it is not itself a disorder. It is a symptom
(indicator) of a disorder, but unlike some symptoms, it
does not itself represent a superficial dysfunction caused
by a deeper underlying dysfunction, as for example, the
boils of chicken pox are both a symptom of the underlying
dysfunction caused by the viral invasion of the tissues as
well as a dermatological abnormality in their own right.
Rather, the pain system is biologically designed to cause
pain as the normal response to violations of bodily tissue
integrity, and such pain, even when severe and deserving
of management, is a perfectly normal response. The
criteria confuse problematic pain or the need to manage
pain with pain disorder, thus implying the absurdity that
virtually any medical condition in which pain is a problem
worth addressing, from broken arms to heart attacks, also
involves a second “pain disorder.”

Pain is not the same as pain disorder. The very
same chronic abdominal pain may be normal if it is a
response to an overly tight belt, a symptom of disorder
(but a normal response and not a disorder itself) if a
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response to an abdominal injury, and a pain disorder
if unrelated in the biologically designed way to any
external or internal stimulus but rather a matter of the
pain response being somehow abnormally triggered. Le-
gitimate pain disorders form a small minority of the many
painful medical conditions that would currently fall under
PD-GMC.

It should now be clear that the fact that many
instances of dyspareunia, as Binik’s research group has
characterized and elucidated the condition, fall under
“pain disorder” is sheerly a result of faulty, invalid criteria.
The majority of cases examined by Binik’s group in their
recent samples likely have no pain disorder or at least
there is no evidence that they do. Rather, they have a
variety of general medical conditions that give rise to
pain during intercourse, and the evidence suggests that
the resulting pain is a normal pain response to the medical
conditions and not a disordered pain response in which
the pain mechanisms are failing to perform as biologically
designed. Vulvar vestibulitis is the premier example.

Conclusion

So, should we reconceptualize dyspareunia as “pain
disorders that interfere with sexuality rather than as sexual
disorders characterized by pain” (Binik et al., 2002,
p. 425)? The promise of the DSM syndromal symptom-
based classificatory system is that it will lead to its own
demise. It will do this by facilitating cumulative research
that will eventually lead to etiological understanding that
will yield more construct valid categories of disorder.
Thus, it is not unreasonable, as evidence about etiology
accumulates, to ask questions like the one posed by Binik,
as to whether classificatory changes are warranted. In
the case of dyspareunia, however, the etiologies are not
yet firmly enough established to warrant such action.
Moreover, there seems to be at least a minority of cases
that could well involve sexual-conflict etiologies and thus
might be best kept as a sexual dysfunction category.
Most importantly, the best knowledge we have about
the non-sexual etiologies suggests that they are general
medical conditions that cause pain as an expectable
response and that there is no additional pain disorder.
Indeed, the DSM criteria for pain disorder due to a
general medical condition are so invalid and confused
that nothing should be placed there until the criteria are
revised to be more valid indicators of pain disorders.
Meanwhile, the best guess is that the kinds of conditions
that Binik describes are general medical conditions that
cause pain that interferes with basic sexual functioning,
and thus these conditions would seem to be classic cases

of “sexual dysfunctions secondary to a general medical
condition.” And, there is no reason to think that in general
there are underlying pain disorders mediating between
the general medical conditions and the interference with
sexual function.
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