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History. The number of perimenopausal and postmenopausal women with dyspareunia is difficult 

to determine and is underreported. The prevalence of dyspareunia as a consequence of the 

genitourinary syndrome of menopause (GSM) or vulvovaginal atrophy (VVA) ranges from 40% 

to 84%,1 but although they are the most common causes of painful intercourse in the 

postmenopausal woman, they are not the only causes. Most reviews of postmenopausal 

dyspareunia only study dyspareunia because of GSM/VVA or only include women aged younger 

than 60 years, even though it has been established that women remain interested in sex well into 

their 60s, 70s, or even 80s.2 Data from the Study of Women’s Health Across the Nation 

demonstrated that dyspareunia increased over the menopause transition but only included women 

up to age 52 years who were currently engaging in intercourse.3 

 

It is incumbent on the clinician to specifically ask about dyspareunia, because patients rarely 

initiate a conversation regarding sexual concerns but are willing to discuss the topic once initiated 

by the clinician.4 Many women assume that pain with sex is a normal part of aging, with no 

treatment available and therefore do not broach the topic.5 

 

Asking whether someone is sexually active is a standard entry question to determine whether 

further inquiry is needed. This is problematic because the definition of sexually active is not precise. 

A woman may say no if she is not currently in a relationship, if she is not able to have sex but 

would like to, if she masturbates but does not have a partner, or because she does not know why 

you are asking. A more precise entry question is: Are you satisfied with your sexual function? or 

Many women have sexual concerns such as low libido, pain with sexual activity, or inability to 

have an orgasm. Are any of those a concern for you?  

Dyspareunia in the postmenopausal woman is often multifactorial and requires 
a thorough history, a targeted physical examination, and coordination of 

multiple disciplines, including medical professionals, pelvic floor physical 
therapists, and sex therapists. Although we have come a long way since early 

assessments of painful sex, evaluation and treatment of dyspareunia remain an 
unmet need. This is particularly true in postmenopausal women in whom it is 
commonly assumed that pain with penetrative sex is solely a consequence of 

atrophy. 



 

 

Causes of dyspareunia. Genitourinary syndrome of menopause is the most common cause of 

dyspareunia because of the hormonal vestibulodynia and vaginal atrophy that are consequences of 

estrogen deprivation. However, painful penetration can also be a consequence of dermatologic 

pathology, infections, gynecologic or nongynecologic pelvic conditions, pelvic floor hypertonicity, 

or central sensitization.6 In the postmenopausal population, it is common to have more than one 

diagnosis. The causes of dyspareunia are conventionally divided into superficial and deep 

dyspareunia; however, because both superficial and deep dyspareunia commonly occur together, 

it is more appropriate to divide the causes of dyspareunia by types of conditions:  

 

   Hormonal. Vaginal atrophy, vulvar atrophy, and hormonal vestibulodynia commonly occur 

because of hypoestrogenemia. The vagina and vestibule must be evaluated and treated as separate 

entities because many treatment failures are specifically because of inadequate treatment of the 

vestibule. 

 

   Vulvar dermatologic/inflammatory. Dermatologic disease of the vulva can negatively affect the 

ability to have penetrative sex because of itching, burning, and skin fissures.7 Symptoms are often 

exacerbated in the menopausal population because of concomitant atrophy from hypoestrogenemia.  

 

   Infectious/Inflammatory. Rates of sexually transmitted infections continue to increase in older 

adults but are often overlooked. Bacterial vaginosis and yeast infections are less common in 

postmenopausal women than in women of reproductive age.8 However, the vaginal microbiome 

of woman using local or systemic estrogen has the same susceptibility to vaginitis as a younger 

woman. Dyspareunia may be the only indication of an otherwise asymptomatic urinary tract 

infection.9  

 

   Neoplastic. Any cancer or precancer involving the vulva, vagina, or pelvis should be considered 

as a source of sexual pain.  

 

   Neurologic. Vulvar and pelvic neurologic conditions including neuroproliferative 

vestibulodynia, postherpetic neuralgia, and pudendal neuralgia can originate painful penetration.  

 

   Iatrogenic. Cancer treatments such as chemotherapy, pelvic radiation, and pelvic surgery can 

initiate dyspareunia. New-onset postoperative deep dyspareunia occurs in up to 2.3% of women 

as a structural consequence of total hysterectomy, even when performed for benign indications.10 

In a series of patients undergoing hysterectomy, all cases of deep dyspareunia after hysterectomy 

were related to the removal of the cervix, resulting in an eleven-fold increase in postoperative 

dyspareunia. 

 

   Musculoskeletal. Hypertonic pelvic floor, vaginismus, arthritis, hip pain, and generalized 

myalgias may result in dyspareunia. Increased pelvic muscle tone can be the primary etiology of 

dyspareunia or a secondary reaction to long-term pain. 

 

   Structural. In a secondary analysis of 1,337 women with pelvic organ prolapse, 9.6% of sexually 

active women reported preoperative dyspareunia.11 In addition to pelvic organ prolapse, pelvic 

masses, adhesions, vaginal strictures constipation, and diverticular disease also should be 

considered.  



 

 

 

Diagnostic tests. In addition to history, diagnostic tests contribute to obtaining an accurate 

diagnosis and informing an appropriate course of therapy.  

 

   Physical examination. A targeted physical examination of the vulva, vagina, pelvic organs, and 

pelvic floor is essential in the evaluation of dyspareunia.12 Evaluation without an appropriate 

physical examination can result in misdiagnosis and failed treatment.  

 

   Vaginal pH. Vaginal pH may be obtained by digitally placing a strip of pH paper 

(phenaphthazine nitrazine) along the lateral wall of the vagina. A pH of 6.0 to 7.5 is strongly 

suggestive of vaginal atrophy.13 A pH less than 5 suggests that dyspareunia is not because of 

hypoestrogenemia and will not respond to estrogen therapy.  

 

   Vulvar biopsy. A vulvar biopsy should be performed if there is any suspicion of malignancy or 

if a diagnosis cannot be made confidently by visual inspection and other noninvasive methods. 

 

   Cotton swab test. Mapping vulvar pain using a cotton swab is helpful if there are no discernable 

lesions. This is an accurate diagnostic tool for vestibulodynia. 

 

   Vulvoscopy and photography. Magnification of the vulva can facilitate not only the diagnosis 

but also documentation of vulvar skin conditions.14 

 

   Screening for infection Sexually transmitted infections, vulvovaginitis, pelvic inflammatory 

disease, endometritis, and asymptomatic urinary tract infections are more common causes of 

dyspareunia in premenopausal women but still must be excluded in the postmenopausal 

population.9,10 

 

   Vaginal dilator assessment. Although commonly appreciated as a therapeutic tool, vaginal 

dilators are also a diagnostic tool. Sequential placement of graduated vaginal dilators objectively 

measures the patient’s baseline ability to tolerate penetrative sexual activity and identifies the 

presence of vaginismus. 

 

   Diagnostic imaging. Although not routinely needed, imaging such as ultrasound or magnetic 

resonance imaging can be useful in the presence of deep dyspareunia and may be indicated based 

on clinical findings and an index of suspicion. 

 

Treatment. Despite the availability of safe and effective treatment options, most women are not 

treated.5 Treatment is diagnosis-specific and is detailed elsewhere.12 Regardless of the initial 

etiology of dyspareunia, secondary hypertonic pelvic floor tension commonly occurs. In such 

situations, resolution of pain will not occur without pelvic floor physical therapy to erase the 

“muscle memory.” A multidisciplinary approach incorporating pelvic floor physical therapists and 

certified sex therapists to address the relationship and psychological issues that frequently 

accompany long-standing dyspareunia is an integral part of therapy.15 

 

Pearls. With life expectancy increasing and the functional health of older adults improving, the 

identification and treatment of dyspareunia represent a huge unmet need. There are safe and 



 

 

effective treatments for virtually every cause of dyspareunia, but even the most common cause of 

postmenopausal dyspareunia, GSM, is only treated in less than 10% of symptomatic women. The 

assumption that GSM is the only etiology for pain can lead to frequent treatment failures. In 

addition to maintaining a broad differential when evaluating dyspareunia, it is important to 

consider barriers (cost, time, ability) to treatment. 
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