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GUEST EDITORIAL

The role of physiotherapy in the management of vulvodynia

Vulvodynia is an umbrella term used to describe pain or 
discomfort in the vulva, lasting for more than three months 
and for which no obvious aetiology can be found (Bornstein 
et al 2016). Understandably, the condition creates significant 
physical, psychological, and emotional issues for the woman 
affected and her intimate partner. 

The clinical presentation of women with vulvodynia varies 
greatly, which means that taking a thorough history and 
performing a careful examination is essential for the 
interpretation of the presentation and for ruling out differential 
diagnoses of vulval pain (Cox and Neville 2012). This variability 
also means that there is no set recipe for managing someone 
with vulvodynia: each woman needs an individualised 
assessment and intervention plan that addresses the specific 
biological, psychological, and social factors contributing to her 
pain, and the impact of her pain on her life (Chalmers 2015). 

Although physiotherapists are often the first point of contact for 
a woman with vulvodynia, it is important to also get a medical 
assessment because there are several conditions that can present 
as, or alongside, vulvodynia. Differential or co-existing diagnoses 
include dermatological conditions, both benign and malignant, 
vulvovaginal infections, and pudendal neuralgia. Where co-
existing diagnoses have been excluded or effectively managed, 
physiotherapy can be effective in reducing pain and improving 
quality of life in women with vulvodynia (for example, Bergeron 
et al (2002), Goldfinger et al (2009), Hartmann et al (2007)). 
Due to the complex nature of vulvodynia, physiotherapists 
treating women with this condition should have advanced 
education in the field of women’s health. Here we outline 
the evidence-based recommendations for the physiotherapy 
management of women presenting with vulvodynia. 

Recommendation 1: Validation 

Often the first step on a woman’s road to recovery is having her 
pain validated as being real (Sadownik 2014). This validation can 
bring comfort and counter any thoughts she may have that the 
condition is imagined or ‘all in her head’. It is often helpful to 
have the woman’s partner present during these conversations 
to further legitimise her pain experience. Labeling the pain as 
vulvodynia validates that the pain exists but is not driven by 
sinister or harmful pathology. Evaluating the impact of pain 
on the individual’s life (Chalmers 2015) is also validating and, 
critically, important for planning management.

Recommendation 2: Education

Patient education is considered best-practice for many pain 
conditions, including back pain (Reese and Mittag 2013), neck 
pain (Yu et al 2014), and fibromyalgia (Ablin et al 2013). While 
several narrative reviews advocate patient education for the 
treatment of vulvodynia (Cox and Neville 2012, Haefner et al 
2005, Mandal et al 2010), the exact content of this education 
is vague. Previous research has highlighted the efficacy of pain 
biology education – so called ‘explaining pain’ – in patients 
with chronic low back pain (Moseley et al 2004). While no such 
research has been conducted in women with vulvodynia, there 

are similarities that exist between low back pain and vulvodynia, 
for example both are not usually associated with structural 
pathology; both involve changes in the central nervous system; 
and both benefit from a biopsychosocial approach. Best practice 
management of vulvodynia currently includes pain biology 
education that aims to increase the woman’s understanding of 
the biological mechanisms underpinning their condition and to 
reduce the perceived threat associated with their pain. 

Education on simple management techniques can also be 
beneficial (Goldstein and Burrows 2008). Women can be 
advised to avoid irritants (soaps or body washes, vaginal 
douching, having bubble baths, and using scented sanitary 
pads or tampons (Edwards 2003, Glazer and Ledger 2002)). 
The vagina has its own cleaning and pH regulatory mechanisms, 
mediated by a large amount of ‘good’ bacteria. There is no need 
to clean the inside of the vagina and the external vulva simply 
requires washing with warm water and patting dry with a towel. 
Moisturising the vulva after washing with a non-perfumed 
cream is recommended in clinical guidelines (Haefner et al 2005, 
Henzell and Berzins 2015), although supportive clinical studies 
are lacking. 

Addressing a woman’s sexual concerns is essential. There is no 
consensus on whether the best approach is to remain sexually 
active or to abstain, and it may differ from woman to woman. 
Abstinence may help patients to avoid aggravating factors 
but can also take a toll on intimate relationships. If a patient 
remains in a penetrative sexual relationship, they can be advised 
use olive or coconut oil as a lubricant because they are free of 
synthetic materials or perfumes. 

Recommendation 3: Stress and anxiety reduction

Women with vulvodynia often relate the onset or exacerbation 
of their symptoms to stress and anxiety (Arnold et al 2006, 
Ehrström et al 2009). Relaxation techniques, in particular 
progressive relaxation, has positive physiological effects on those 
suffering from anxiety (Borkovec and Sides 1979). Most clinical 
guidelines on vulvodynia recommend relaxation (Haefner et 
al 2005, Mandal et al 2010, Reed 2006), although the exact 
method or dosage remains unclear. We recommend a gentle 
progressive muscle relaxation technique that includes the pelvic 
floor muscles (for example, the audio guide available from 
http://www.patricianeumann.com.au). 

Recommendation 4: Pelvic floor muscle down-training

Women with vulvodynia often have pelvic floor muscle 
dysfunction (PFMD). Pelvic floor resting muscle tone is higher 
and contractions are slower and weaker in women with 
vulvodynia than in healthy women (Glazer et al 1998, White 
et al 1997). PFMD can be assessed by using a 1-finger digital 
examination of the muscles and/or by using biofeedback. If 
PFMD is observed, the aim of the intervention should be to 
reduce resting muscle tone. This is achieved through ‘down-
training’ of the pelvic floor muscles, and can be performed 
independently or with the use of biofeedback. 
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Down-training the pelvic floor is difficult for most women. There 
are different techniques that can be used and not all women will 
respond to the same technique. Gentle contract-relax exercises, 
such as those used in a progressive muscle relaxation technique, 
can be helpful in improving a woman’s proprioceptive awareness 
of her pelvic floor muscles (Bergeron et al 2002). Maximal pelvic 
floor muscle contractions, such as those made popular by Kegel 
(1948), are not supported. The focus of exercises should be on 
the relaxation of the pelvic floor muscles; a gentle, sub-maximal 
contraction followed by relaxation can be helpful for women 
to perceive the sensation of the pelvic floor relaxing. However, 
if these contractions evoke pain they should be avoided, with 
exercises focusing solely on relaxation. Specific dosage for pelvic 
floor down-training exercises is vague; however, two 20-minute 
sessions per day are often recommended (Edwards 2003, Hollis 
2000).

Intravaginal biofeedback is a helpful addition to pelvic floor 
down-training exercises because it allows patients to visualise 
their muscle activity (Bergeron et al 2002). It is especially 
useful in its portability and affordability; patients can complete 
their pelvic floor down-training exercises at home and receive 
immediate feedback on their performance (Edwards 2003). 

Recommendation 5: Referral 

An effective management plan for vulvodynia will include 
addressing all of the biological, psychological, and social 
factors that contribute to a woman’s pain. To address these 
factors appropriately, physiotherapists should not work alone: 
clinical guidelines recommend a multidisciplinary approach 
involving physiotherapists, medical doctors, gynaecologists, pain 
specialists, and counselors or psychologists (Mandal et al 2010). 

Other clinical treatments 

There are three other commonly used techniques for treating 
women with vulvodynia for which there is little supporting 
evidence: pelvic floor muscle release, vaginal dilators, and 
electrical stimulation. While their efficacy is unknown, it would 
seem prudent to consider the potential risks or side effects 
and the pressing need for further research. Pelvic floor muscle 
release has been used in combination with other treatments 
such as biofeedback and relaxation with good patient outcomes 
(Bergeron et al 2002); however, it is difficult to surmise the 
actual effect of the soft-tissue release technique. Relevant here 
is that the technique requires the insertion of a digit which is 
often painful for women with vulvodynia (Foster et al 2009) 
and the evidence to suggest that deep soft-tissue massage 
has no effect on the targeted effect - flexibility of soft-tissue 
(for example, Thomson et al (2015)). Despite these limitations, 
deep soft-tissue release remains a popular technique used to 
treat vulvodynia. Theoretically, vaginal dilators may be helpful 
to desensitise the vaginal introitus and allow women to regain 
confidence in engaging in sexual intercourse (Wylie et al 2004). 
However, again, there is currently little empirical support for this 
theory. There is one randomised controlled trial investigating the 
efficacy of transcutaneous electrical nerve stimulation (TENS) in 
the treatment of vestibulodynia, a subtype of vulvodynia (Murina 
et al 2008). That trial showed significantly improved pain scores 
in the TENS group versus the sham treatment group; however, 
these findings are yet to be replicated. The broad picture that 

emerges when available treatments for vulvodynia are appraised 
is one of desperate need for rigorous clinical studies and frank 
appraisal of pathophysiological models, some of which are retro-
fitted to apparently effective interventions, some have been 
disproved and some, one might suggest, are nonsense.

Summary

The complex nature of vulvodynia can cause frustration for 
patients and clinicians alike. Physiotherapy can be an effective 
treatment for vulvodynia, although the specific techniques used 
to treat the condition can vary widely and much remains to 
be elucidated with regards to why some treatments seem to 
work. As the evidence currently stands, management plans for 
women with vulvodynia should be individualised and target the 
specific factors contributing to the individual’s pain presentation, 
itself dependent on a thorough biopsychosocial assessment. 
Key components of a physiotherapy intervention will usually 
involve: (1) validating the pain as real, (2) educating women on 
pain biology and simple management techniques, (3) relaxation 
for stress and anxiety management, (4) pelvic floor muscle 
down-training, and (5) integration of care with other health 
professions, such that physiotherapists work alongside others 
professions to ensure that the specific biological, psychological, 
and social factors contributing to each woman’s pain experience 
are addressed. 
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