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 With one third of the female population already past the age of 

50, the primary complaints of menopause—including vulvovaginal 

atrophy and sexual pain—are becoming alarmingly prevalent.

Postmenopausal dyspareunia—
a problem for the 21st century

History of dyspareunia
At her latest visit, a 56-year-old woman who is 7 years 

postmenopausal relates that she has been experiencing 

worsening pain with intercourse to the point that she now 

has very little sex drive at all. This problem began approxi-

mately 1 year after she discontinued hormone therapy in 

the wake of reports that it causes cancer and heart attack. 

She has been offered both local vaginal and systemic hor-

mone therapy, but is too frightened to use any hormones at 

all. Sexual lubricants no longer seem to work. 

 How do you counsel her about these symptoms? And 

what therapy do you offer?

Physicians and other health-care practitioners are 
seeing a large and growing number of genitouri-
nary and sexual-related complaints among meno-

pausal women—so much so that it has reached epidemic 
proportions. Yet dyspareunia is underreported and un-
dertreated, and quality of life suff ers for these women.

In this article, I focus on two interrelated causes of 
this epidemic:
   •  vaginal dryness and vulvovaginal atrophy (VVA) and 

the impact of these conditions on women’s sexual 
function and psychosocial well-being

   • barriers to optimal treatment.
I also explore how ObGyns’ role in this area of care 

is evolving—as a way to understand how you can better 
serve this expanding segment of our patient population.

Dyspareunia can have many causes, including endo-
metriosis, interstitial cystitis, surgical scarring, injury that 
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occurs during childbirth, and psychosocial 
origin (such as a history of sexual abuse). Our 
focus here is on dyspareunia due to VVA. 

Just how sizable is the 
postmenopausal population?
About 32% of the female population is older 
than 50 years.1 Th at means that around 48 
million women are currently menopausal, or 
will become so over the next few years.

Because average life expectancy ap-
proaches 80 years in the United States and 
other countries of the industrialized world,2 
many women will live approximately 40 
years beyond menopause or their fi nal men-
strual period. Th eir quality of life during the 
second half of their life is dependent on both 
physical and psychosocial health.

Postmenopausal dyspareunia isn’t new
Sexual issues arising from physical causes—
dyspareunia among them—have long ac-
counted for a large share of medical concerns 

reported by postmenopausal women. In a 
1985 survey, for example, dyspareunia ac-
counted for 42.5% of their complaints.3

But epidemiologic studies to determine 
the prevalence of female sexual dysfunction 
in postmenopausal women are diffi  cult to 
carry out. Why? Because researchers would 
need to 1) address changes over time and 2) 
distinguish problems of sexual function from 
those brought on by aging.4

Th e techniques and methodology for 
researching female sexual dysfunction con-
tinue to evolve, creating new defi nitions of 
the stages of menopause and new diagnostic 
approaches to female sexual dysfunction. 

However, based on available studies, 
Dennerstein and Hayes concluded that:
   •  postmenopausal women report a high rate 

of sexual dysfunction (higher than men)
   •  psychosocial factors can ameliorate a 

decline in sexual function
   •  “vaginal dryness and dyspareunia seem 

to be driven primarily by declining es-
tradiol.”4

The WHI and its domino effect
Millions of postmenopausal women stopped 
taking estrogen-based therapy in the wake of 
widespread media coverage after 2002 pub-
lication of data from the estrogen–progestin 
arm of the Women’s Health Initiative (WHI), 
which purported to show, among other 
things, an increased risk of breast cancer.5

For decades, many postmenopausal 
women achieved medical management of 
VVA through long-term use of systemic hor-
mone replacement therapy (HRT), which they 
used primarily to control other chronic symp-
toms of menopause, such as hot fl ashes. 

After the WHI data were published (and 
misrepresented), reduced usage of estrogen-
based HRT “unmasked” vaginal symptoms, 
including sexual pain, due to the eff ects of 
estrogen defi ciency on the vaginal epithe-
lium and vaginal blood fl ow. Since then, we 
have been forced to examine anew the natu-
ral history of menopause. 

Within days or weeks of discontinuing 
HRT, women may reexperience the acute va-

A postmenopausal woman reports a problem with 
pain during sex. What should you do?

›  Sexual pain as a category of female sexual dysfunction is relevant 

at any age; for postmenopausal women dealing with vaginal dry-

ness as a result of estrogen defi ciency, it may well be the dominant 

issue. When determining the cause of a sexual problem in a post-

menopausal woman, put dyspareunia caused by vaginal dryness 

(as well as its psychosocial consequences) at the top of the list of 

possibilities. 

›  Bring up the topic of vaginal dryness and sexual pain with post-

menopausal patients as part of the routine yearly exam, and ex-

plain the therapeutic capabilities of all available options.

›  Estrogen therapy, either local or systemic, remains the standard 

when lubricants are inadequate. Make every effort to counsel the 

patient about the real risk:benefi t ratio of estrogen use. 

›  If the patient is reluctant to use estrogen therapy, discuss with her 

the option of short-term local estrogen use, with the understanding 

that more acceptable options may become available in the near 

future. This may facilitate acceptance of short-term hormonal treat-

ment and allow the patient to maintain her vaginal health and much 

of her vaginal sexual function.

›  Keep abreast of both present and future options for therapy.
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somotor symptoms that accompany estrogen 
withdrawal—most commonly hot fl ashes, 
night sweats, sleeplessness, palpitations, and 
headaches. Over time—anywhere from 6 
months to several years—the body adjusts to 
the loss or withdrawal of estrogen, and these 
vasomotor symptoms eventually diminish or 
resolve. Not so for the longer-term physical 
eff ects of chronic low serum levels of estro-
gen, which worsen over time.

Approximately 6 months after discon-
tinuing estrogen therapy, postmenopausal 
women may begin to experience vaginal dry-
ness and VVA. As the years pass, other side 
eff ects of estrogen defi ciency arise: bone loss, 
joint pain, mood alteration (including depres-
sion), change in skin tone, hair loss, and cardi-
ac and central nervous system changes. Th ese 
side eff ects do not resolve spontaneously; in 
fact, they grow worse as a woman ages. Th ey 
may have deleterious psychosocial as well as 
physical impacts on her life—especially on 
the quality of her intimate relationship. 

Is 60 the new 40?
Many women and men in the large cohort 
known as the Baby Boomer generation con-
tinue to be sexually active into their 60s, 70s, 
and 80s, as demonstrated by a 2007 study of 
sexuality and health in older adults.6 In the 
57- to 64-year-old age group, 61.6% of women 
and 83.7% of men were sexually active (de-
fi ned as sexual activity with a partner within 
the past 12 months). In the 65- to 74-year-old 
group, 39.5% of women and 67% of men were 
sexually active; and in the 75- to 85-year-old 
group, 16.7% of women and 38.5% of men 
were sexually active (TABLE, page 40). 

Th ese fi ndings indicate that fewer wom-
en than men remain sexually active during 
their later years. One reason may be the epi-
demic of sexual-related symptoms among 
postmenopausal women. In the same survey, 
34.3% of women 57 to 64 years old reported 
avoiding sex because of:
   • pain during intercourse (17.8%)
   • diffi  culty with lubrication (35.9%).

Across all groups, the most prevalent sex-
ual problem was low desire (43%).6 Around 

40% of postmenopausal women reported no 
sexual activity in the past 12 months, as well 
as lack of interest in sex. Th is number may 
include women who have ceased to have sex 

Here’s what to ask a postmenopausal patient when 
she complains of dyspareunia

Clarify the report (adjust appropriately for same-sex partner)

›  Where does it hurt? Describe the pain.

›   When does it hurt? Does the pain occur 1) with penile contact at the 

opening of the vagina, 2) once the penis is partially in, 3) with full entry, 

4) after some thrusting, 5) after deep thrusting, 6) with the partner’s 

ejaculation, 7) after withdrawal, or 8) with subsequent micturition?

›  Does your body tense when your partner is attempting, or you are 

attempting, to insert his penis? What are your thoughts and feel-

ings at this time?

›   How long does the pain last? 

›  Does touching cause pain? Does it hurt when you ride a bicycle or 

wear tight clothes? Does penetration by tampons or fi ngers hurt?

Assess the pelvic fl oor

›  Do you recognize the feeling of pelvic fl oor muscle tension during 

sexual contact?

›   Do you recognize the feeling of pelvic fl oor muscle tension in other 

(nonsexual) situations?

Evaluate arousal

›    Do you feel subjectively excited when you attempt intercourse? 

›  Does your vagina become suffi ciently moist? Do you recognize the 

feeling of drying up?

Determine the consequences of the complaint

›  What do you do when you experience pain during sexual contact? 

Do you continue? Or do you stop whatever is causing the pain?

›  Do you continue to include intercourse or attempts at intercourse 

in your lovemaking, or do you use other methods of achieving sex-

ual fulfi llment? If you use other ways to make love, do you and your 

partner clearly understand that intercourse will not be attempted?

›  What other effect does the pain have on your sexual relationship?

Explore biomedical antecedents

›  When and how did the pain start?

›  What tests have you undergone?

›  What treatment have you received?

Source: Adapted from Basson R, et al.12

CONTINUED ON PAGE 40
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because of vaginal dryness and dyspareunia, 
thereby reducing the percentage reporting 
these symptoms (TABLE). 

Assessing menopause-related sexual 
function is a challenge
Although the transition phases of meno-
pause have been well studied and reported 
for decades, few of these studies have includ-
ed questions about the impact of menopause 
on sexual function.7 When longitudinal stud-
ies that included the classifi cation of female 
sexual dysfunction began to appear, they 
provided evidence of the important role that 
VVA and psychosocial factors play in female 
sexual dysfunction.8

In the fourth year of the Melbourne 
Women’s Midlife Health Project longitudinal 
study, six variables related to sexual function 
were identifi ed. Th ree were determinate of 
sexual function:
   • feelings for the partner 
   • problems related to the partner 

   • vaginal dryness/dyspareunia. 
Th e other three variables—sexual respon-

siveness, frequency of sexual activity, and libi-
do—were dependent or outcome variables. 

By the sixth year of this study, two vari-
ables had increased in signifi cance: vaginal 
dryness/dyspareunia and partner problems.7

Sexual pain and relationship 
problems can create a vicious cycle
Th e interrelationship of vaginal dryness, 
sexual pain, fl agging desire, and psychoso-
cial parameters can produce a vicious cycle. 
A woman experiencing or anticipating pain 
may have diminished sexual desire or avoid 
sex altogether. During intercourse, the brain’s 
awareness of vaginal pain may trigger a phys-
iologic response that can cause the muscles 
of the vagina to tighten and lubrication to de-
crease. Th e result? Greater vaginal pain. 

Th is vicious cycle can contribute to rela-
tionship issues with the sexual partner and 
harm a woman’s psychosocial well-being. Re-

 Activity or problem,  Number of                     Report, by age group (95% confi dence interval*)

 by gender respondents  57–64 yr (%) 65–74 yr (%) 75–85 yr (%)

 
Sexually active in previous 12 months†

 Men 1,385 83.7 (77.6–89.8) 67.0 (62.1–72.0) 38.5 (33.6–43.5)

 Women 1,501 61.6 (56.7–66.4) 39.5 (34.6–44.4) 16.7 (12.5–21.0)

Diffi culty with lubrication

 Women 495 35.9 (29.6–42.2) 43.2 (34.8–51.5) 43.6 (27.0–60.2)

Pain during intercourse

 Men 878 3.0 (1.1–4.8) 3.2 (1.2–5.3) 1.0 (0–2.5)

 Women 506 17.8 (13.3–22.2) 18.6 (10.8–26.3) 11.8 (4.3–19.4)

Avoidance of sex due to sexual problems**

 Men 533 22.1 (17.3–26.9) 30.1 (23.2–37.0) 25.7 (14.9–36.4)

 Women 357 34.3 (25.0–43.7) 30.5 (21.5–39.4) 22.7 (9.4–35.9)

Source: Adapted from Lindau ST, et al.6

*  Adjusted odds ratios are based on a logistic regression including the age group and self-rated health status as covariates, esti-

mated separately for men and women. The confi dence interval is based on the inversion of the Wald tests constructed with the 

use of design-based standard errors.
† These data exclude 107 respondents who reported at least one sexual problem.

** This question was asked only of respondents who reported at least one sexual problem.

 Older adults are having sex—and experiencing sexual problems TABLE

During intercourse, 
the brain’s awareness 
of vaginal pain may 
trigger a physiologic 
response that can 
cause the muscles 
of the vagina to 
tighten and lubrica-
tion to decrease

40_OBGM0309   4040_OBGM0309   40 2/20/09   5:45:50 PM2/20/09   5:45:50 PM



obgmanagement.com Vol. 21  No. 3  |  March 2009  |  OBG Management 41

sentment, anger, and misunderstanding may 
arise when a couple is dealing with problems 
of sexual function, and these stressors can 
damage many aspects of the relationship, 
further exacerbating sexual diffi  culties. 

An additional and very important di-
mension of these issues is their potential im-
pact on the family unit.

VVA can diminish overall well-being
In a 2007 survey reported at the North Amer-
ican Menopause Society (NAMS), one third 
to one half of 506 respondents said that VVA 
had a bad eff ect on their sexual interest, 
mood, self-esteem, and the intimate rela-
tionship (FIGURE 1).9 Reports from in-depth 
interviews were consistent with survey re-
sults and off ered further insight into a wom-
an’s emotional response to the condition of 
vaginal dryness and its impact on her life. 
Women found the condition “embarrassing,” 
something they had to endure but didn’t talk 
about, and felt that it had a major impact on 
their self-esteem and intimate relationship.

Clinicians often don’t ask about VVA, 
and patients are reluctant to talk
Among women of all ages, dyspareunia is un-
derreported and undertreated. In the survey 
reported at NAMS, 40% of respondents said 
that their physician had never asked them 
about the problem of VVA (FIGURE 2).9 

Women themselves may be reluctant to 
discuss the problem with physicians, nurse 
practitioners, or other health-care provid-
ers out of embarrassment or the assumption 
that there is nothing to be done about the 
problem. Nevertheless, more than 40% of re-
spondents said they would be highly likely to 
seek treatment for VVA if they had a concern 
about urogenital complications of the condi-
tion (FIGURE 3, page 42).9

Another barrier may be the sense that 
asking the health-care provider about sex 
may embarrass him or her. As a result, suf-
ferers do not anticipate help from their phy-
sician and other members of the health-care 
profession and fail to seek treatment or coun-
seling for this chronic medical condition.10,11

In a 1999 telephone survey of 500 adults 

25 years of age or older, 71% said they thought 
that their doctor would dismiss concerns about 
sexual problems, but 85% said they would talk 
to their physician anyway if they had a problem, 
even though they might not get treatment.11 In 
that survey, 91% of married men and 84% of 
married women rated a satisfying sex life as 
important to quality of life.11

 Dyspareunia affects more than interest in 
sex— relationships, mood, and self-esteem suffer
 FIGURE 1

Simon JA, Komi J. Vulvovaginal atrophy (VVA) negatively impacts sexual function, 

psychosocial well-being, and partner relationships. Poster presented at North Ameri-

can Menopause Association Annual Meeting; October 3-6, 2007; Dallas, Texas.
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 Do physicians ask about dyspareunia? 
Most women surveyed said “rarely” or “never”
 FIGURE 2

Simon JA, Komi J. Vulvovaginal atrophy (VVA) negatively impacts sexual function, 

psychosocial well-being, and partner relationships. Poster presented at North Ameri-

can Menopause Association Annual Meeting; October 3-6, 2007; Dallas, Texas.
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Another important and often overlooked 
limitation on this type of discussion is the 
time constraints that busy clinicians face, es-
pecially with the low reimbursement off ered 
by managed care. Sexual problems can hardly 
be adequately discussed in 7 to 10 minutes.

Women have performance anxiety, too
It is well known that men with even a mild 
degree of erectile dysfunction can suff er from 
performance anxiety, but the fact that women 
can also suff er from this phenomenon is not 
given as much attention. Such anxiety can be 
a factor in relationship diffi  culties. With both 
partners perhaps feeling anxious about sexual 
performance, a couple may avoid even simple 
acts of aff ection, such as holding hands, to 
avoid raising the other’s expectations. 

Exacerbating the situation is the fact that 
many men use widely prescribed phospho-
diesterase type 5 (PDE5) inhibitors, whereas 
women are contending with barriers to con-
tinued sexual activity as they age. It does not 
take a psychologist to understand that this 
imbalance often adds to emotional strain 
and tension between partners.

Popular media address the issue 
Look beyond what our postmenopausal pa-
tients tell us directly—to the popular media 

and online forums—to appreciate the scope of 
sexual pain as a major issue among postmeno-
pausal women. Evidence of psychosocial ef-
fects is found on numerous Web sites—some 
from organizations, others designed by wom-
en seeking help from each other. 

Red Hot Mamas 
(www.redhotmamas.org)

Th is organization aims to empower women 
through menopause education. Highlighted 
in the Winter 2007/2008 Red Hot Mamas 
Report is a survey done in conjunction with 
Harris Interactive exploring the impact of 
menopausal symptoms on a woman’s sex 
life, which found that 47% of women who 
have VVA have avoided or stopped sex com-
pletely because it was uncomfortable, com-
pared with 23% of normal women.

Power Surge 
(www.power-surge.com)

Th is Web site off ers a list of strategies for deal-
ing with sexual pain, including an overview 
of hormone-based prescription and nonpre-
scription products, along with a variety of 
over-the-counter, natural, holistic, and herbal 
therapies for treating dyspareunia.

What is the physician’s role?
Given the epidemic of sexual pain, it is cru-
cial that physicians and others who care 
for postmenopausal women increase their 
awareness of this issue and pay special atten-
tion to its psychosocial parameters.

Ask patients about sexual function in 
general and dyspareunia in particular as part 
of the routine annual visit. A simple opening 
“Yes/No” question, such as “Are you sexu-
ally active?” can lead to further questions ap-
propriate to the patient. For example, if the 
answer is “No,” the follow-up question might 
be, “Does that bother you or your partner?” 
Further discussion may uncover whether the 
lack of sexual activity is a cause of distress 
and identify which variables are involved. 

If, instead, the answer is “Yes,” follow-up 
questions can identify the presence of com-
mon postmenopausal physical issues, such 

Simon JA, Komi J. Vulvovaginal atrophy (VVA) negatively impacts sexual function, psychosocial 

well-being, and partner relationships. Poster presented at North American Menopause Association 

Annual Meeting; October 3-6, 2007; Dallas, Texas.
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as vaginal dryness and diffi  culty with lubri-
cation. Th e visit then can turn to strategies to 
ameliorate those conditions.

When a patient reports dyspareunia, 
further diagnostic information such as pre-
cise location, degree of arousal, and reaction 
to pain can help determine the appropriate 
course of treatment. For an approach to this 
aspect of ascertaining patient history, see the 
list of sample questions on page 39.12 

During the physical, pay particular atten-
tion to any physical abnormalities or organic 
causes of sexual pain. Questions designed 
to characterize the location and nature of 
the pain can pinpoint the cause. Sexual pain 
arising from VVA is likely to 1) be localized at 
the introitus and 2) occur with penile entry.

Treatments in the pipeline
For decades, hormone-based treatments have 
been the predominant therapeutic option for 

vaginal dryness. Often they are a secondary 
benefi t of hormone therapy for vasomotor 
symptoms and osteoporosis. Estrogen can be 
delivered in the form of oral tablet, transder-
mal patch, gel, spray, or vaginal ring for sys-
temic use, or as vaginal cream, ring, or tablet 
for local use.

However, despite data to the contrary 
and our reassurances to the patient about 
overall safety, a large number of women, and 
many primary care providers, are no longer 
inclined to use short- or long-term HRT in 
any presentation. 

Other women may have risk factors that 
contraindicate exogenous hormones. 

Nonhormonal options for vaginal dry-
ness and dyspareunia are limited, and there 
are no approved systemic or oral nonestro-
gen options. Over-the-counter topical lubri-
cants can ease some of the symptoms of VVA 
temporarily and allow successful vaginal 
penetration in many cases. Some may cause 

Think female sexual function is linear? Think again

Since the mid-1990s, the availability of validated scales to measure 

female sexual function has increased rapidly and enabled research-

ers to better identify, quantify, and evaluate treatments for female 

sexual dysfunction.7 Over time, we have moved away from the some-

what mechanical sequence inherent in the linear progression of de-

sire leading to genital stimulation followed by arousal and orgasm 

toward an appreciation of the multiple physical, emotional, and sub-

jective factors that are at play in women’s sexual function.

 By 1998, a classifi cation scheme was developed to further the 

means to study and discuss disorders of desire, arousal, orgasm, 

and sexual pain.8 Further contextual defi nitions of sexual dysfunc-

tion are under consideration.13 

 Basson proposed one new model of female sexual function (see 

the diagram), and observed that

…women identify many reasons they are sexual over and be-

yond inherent sexual drive or “hunger.” Women tell of want-

ing to increase emotional closeness, commitment, sharing, 

tenderness, and tolerance, and to show the partner that he 

or she has been missed (emotionally or physically). Such in-

timacy-based reasons motivate the woman to fi nd a way to 

become sexually aroused. This arousal is not spontaneous 

but triggered by deliberately sought sexual stimuli.13

In this fl ow of physical and emotional variables in-

volved in female sexual function, categories interact. 

For example, low desire can be and is frequently sec-

ondary to the anticipation of pain during sexual inter-

course. Arousal can be hampered by lack of vaginal 

lubrication—perhaps inhibited by the anticipation of 

pain. Secondary orgasmic disorders can result from 

low desire, diffi culty of arousal, and sexual pain.14 Sex-

ual pain can affect sexual function at any point on this 

continuum.

Intimacy-based model of 
female sexual response cycle

Emotional 
intimacy

Spontaneous
sexual drive

Emotional 
and physical
satisfaction

Sexual 
arousal

Sexual
stimuli

Arousal 
and sexual 

desire

Seeking out 
and being 
receptive to

Biological 
and psy-
chological 
factors

43_OBGM0309   4343_OBGM0309   43 2/20/09   5:46:02 PM2/20/09   5:46:02 PM



OBG Management  |  March 2009  |  Vol. 21  No. 344

Dyspareunia

vaginal warming and pleasant sensations, 
but overall they treat the symptom rather 
than the source of pain. Moreover, many pa-
tients consider local lubricants messy and in-
convenient and claim they “ruin the mood.” 

Th e use of vaginal dilators along with 
estrogen or lubricant therapy is an often-
forgotten adjunct to therapy for dyspareunia 
caused by VVA (FIGURE 4).

New SERMs are in development
Preclinical and clinical research into the 
diverse class of selective estrogen receptor 
modulators (SERMs) to treat estrogen-medi-
ated disease produced tamoxifen for breast 
cancer prevention and raloxifene for both 
vertebral osteoporosis and breast cancer pre-
vention. Each SERM seems to have unique 
tissue selectivity. Th e antiestrogenic activity 
of tamoxifen and raloxifene extends to the 
vagina and can exacerbate vaginal dryness. 

A new generation of orally active SERMs 
is under investigation specifi cally for the 
treatment of chronic vaginal symptoms. 
Th ese new agents target the nonvaginal 
treatment of VVA and associated symptoms. 
Th e fi rst oral SERM for long-term treatment 
of these symptoms, ospemifene (Ophena), 
may become available in the near future. It is 
a novel SERM that has both anti-estrogenic 
and estrogenic actions, depending on the 
tissue. It was shown to signifi cantly improve 
both vaginal dryness and dyspareunia in a 
large placebo-controlled trial.15  
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 Mechanical dilation of the vagina 
is a useful adjunct
 FIGURE 4

Mechanical dilation is often needed to restore penetration capability in the vagina, 

even after hormonal treatment. The focus should be on the vaginal introitus, with 

the top 25% to 35% of the dilator inserted into the opening once a day for 15 

minutes, increasing the dilator diameter over time.
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