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Abstract Vulvodynia has recently been recognized as a

significant health problem among women, with a consid-

erable proportion experiencing psychological distress and

sexual dysfunction for many years. This study used a

material-discursive framework and a qualitative method-

ology to investigate women’s subjective experience of

vulvodynia within the context of a hetero-sexual relation-

ship, and their negotiation of coitus, commonly associated

with vulvar pain. Seven women, who had experienced

vulvodynia between 2 and 10 years, took part in in-depth

interviews. Thematic decomposition drawing on a Fou-

cauldian framework for interpretation identified that six of

the seven women took up subject positions of ‘‘inadequate

woman’’ and ‘‘inadequate partner,’’ positioning themselves

as failures for experiencing pain during coitus, which they

interpreted as affecting their ability to satisfy their partners

sexually, resulting in feelings of shame, guilt, and a de-

creased desire for sexual contact. This was interpreted in

relation to dominant discourses of femininity and hetero-

sexuality, which conflate a woman’s sexuality with her

need to be romantically attached to a man, position men as

having a driven need for sex, and uphold coitus as the

organizing feature of hetero-sex. Only one woman posi-

tioned herself as an ‘‘adequate woman/partner,’’ associated

with having renegotiated the coital imperative and the male

sex drive discourse within her relationship. These posi-

tions, along with women’s agentic attempts to resist them,

were discussed in relation to their impact on hetero-sexual

women’s negotiation of vulvodynia. Implications for future

research and vulvodynia treatment regimes are also raised.
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Introduction

The impact of vulvodynia has been far greater than

physical pain. Over time, my feelings of inadequacy

have grown: I felt inadequate as a wife, inadequate as a

woman. I began to resent my body and the fact that it was

‘‘faulty.’’ Feelings of ugliness grew also. [Cherie].

Cherie wrote these words as part of her own personal

‘‘story of vulvodynia’’ before she had knowledge of this

study. During her interview for this study, Cherie said

vulvodynia impacted her on an ‘‘emotional, physical, and

spiritual level’’ and that she hoped she could help other

women to ‘‘avoid some of the stuff I put myself through,

about all the shame stuff, [that] something was wrong with

me, and the secrecy and not allowing myself to acknowl-

edge the hugeness of it and if you could avoid some of that

battle it would be a lot easier.’’ Unfortunately, Cherie’s

experience of vulvodynia is not unique.

The International Society for the Study of Vulvovaginal

Disease has recently defined vulvodynia as ‘‘vulvar dis-

comfort, most often described as burning pain, occurring in

the absence of relevant visible findings or a specific, clin-

ically identifiable, neurologic disorder’’ (Haefner et al., 2005,

p. 41). Some women report vulvar pain commencing with

first attempts at tampon insertion while other women report

pain-free, enjoyable sexual intercourse for many years prior
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to onset (Reed, Advincula, Fonde, Gorenflo, & Haefner,

2003). A population based study specifically designed to

assess vulvar pain reported that 16% of women had suffered

from chronic vulvar pain at some time in their life (Harlow &

Stewart, 2003). When this figure was further limited to wo-

men who had no history of other pelvic disorders and those

who specifically reported pain associated with sexual inter-

course, the rate remained high at 10%. Despite affecting one

in ten women, vulvodynia remains relatively unrecognized

and misunderstood by many general practitioners and

gynecologists, resulting in symptoms being misdiagnosed

and mismanaged for many years (Gates, 2000; Pagano, 1999;

Reed, 2004).

Research efforts examining the etiology and treatment

of vulvodynia have, so far, produced varied and sometimes

conflicting conclusions. Difficulties begin with the com-

plexities of a firm diagnosis. While gynecological exam-

inations should exclude any known, treatable causes of

vulvar pain before a woman is classified as having vulvo-

dynia, this often presents a serious challenge to physicians

due to the presence of numerous urogenital and dermato-

logical conditions that frequently co-occur (Binik, 2003;

Graziottin & Brotto, 2004; Haefner et al., 2005). Biophys-

iological studies suggest there are numerous factors that

may contribute to vulvodynia. A variety of urogenital in-

fections and skin irritations of the vulvar may cause nerves

in this area to become hypersensitive and, over time, a

neurological ‘‘pain loop’’ may develop (Jones, 2000; Reid,

2003; Ridley, 1996). Psychosocial etiological pathways,

such as personality characteristics, psychopathology, his-

tory of sexual abuse, and sexual and relationship adjustment

have also been suggested; however, the correlational and

cross-sectional nature of this research has resulted in debate

as to whether these are causal factors or consequences of

vulvodynia (Gates, 2000; Jantos & White, 1997; Masheb,

Brondolo, & Kerns, 2002; Meana, Binik, Khalife, & Cohen,

1998; Reed et al., 2000; Wojnarowska, Mayor, Simkin, &

Day, 1997).

Current research into the psychosocial effects of living

with vulvodynia suggests many women suffer psychological

distress, with reports of high rates of depression, anxiety, and

decreased sexual satisfaction (Gates, 2000; Jantos & White,

1997; Masheb et al., 2002; Meana, Binik, Khalife, & Cohen,

1997a; Sackett, Gates, Heckman-Stone, Kobus, & Galask,

2001; Stewart, Reicher, Gerulath, & Boydell, 1994; Wo-

jnarowska et al., 1997), lower levels of relationship adjust-

ment (Meana et al., 1997a; Sackett et al., 2001), physical

and emotional limitations (Masheb et al., 2002; Sackett et

al., 2001), and decrements in self-esteem (Katz, 1996).

A number of researchers and clinicians have called for

vulvodynia to be reclassified as a chronic pain syndrome in

an attempt to move beyond the current bio-physiological

emphasis (Bergeron, Binik, Khalife, & Pagidas, 1997; Binik,

Meana, Berkley, & Khalife, 1999; Meana, Binik, Khalife, &

Cohen, 1997b; Pukall, Payne, Binik, & Khalife, 2003; Turk

& Okifuji, 2002). Binik (2005) argued that dyspareunia

meets all the criteria in the DSM-IV for pain disorder and

that, significantly, the pain experienced by many women

with vulvodynia is similar to the characteristics of other

pain syndromes and is not unique to sexual intercourse, as it

also occurs during a variety of other activities, such as

tampon insertion, bicycle riding or wearing tight jeans. In

response, Graziottin (2005) argued that the current classi-

fication of dyspareunia as a ‘‘sexual pain disorder’’ help-

fully encompasses both the chronic pain experienced by

women and the impact of that pain on their sexual health.

There were 19 nineteen additional responses to Binik’s

(2005) article, indicative of the breadth of debate around,

and the growing interest in, chronic vulvar pain and its

treatment.

Despite this ongoing debate, vulvodynia treatment re-

mains primarily biomedically focused, with attention fo-

cused on muscle hypertonicity in the vulvar which often

makes penetrative vaginal-penis sex extremely painful and

the neurological pain loop that develops over time (Graz-

iottin & Brotto, 2004; Reid, 2003). Unfortunately, a strong

biomedical focus encourages treatment regimes that ‘‘fix

the woman’’ for pain free coitus and views any decrements

in psychological or relational functioning as individual

pathology rather than as an understandable reaction to

chronic vulvar pain (Nicolson, 1993). At least 26 treatment

options have been developed aimed at reducing the pain

associated with vulvodynia, despite the absence of any

large clinical trials evaluating their benefit (Binik, 2003;

Edwards, 2003; Green, Christmas, Goldmeier, Byrne, &

Kocsis, 2001; Stewart, 2003).

In a qualitative study that examined women’s subjective

experience of vulvar pain, Katz (1996) reported that women

spoke of isolation, feelings of sexual inadequacy and loss of

femininity, guilt, shame, loss of self, and diminished confi-

dence. Such experiences cannot be encapsulated within a

narrow biomedical model. In contrast, a recent study by

Kaler (2006), based on the experiences of women who live

with chronic vulvar pain, examined the ways in which wo-

men’s experience of such pain intersected with dominant

discourses of hetero-sexuality and gender. In other areas of

women’s health, researchers have also shown how material

symptoms are mediated by relational and discursive factors

in conditions such as postnatal depression (Mauthner, 1999;

Nicolson, 1998), premenstrual syndrome (Ussher, 2004),

sexual dysfunction (Tiefer, 1994), and menopause (Hunter &

O’Dea, 1997). This work draws on Foucault’s (1972) post-

structuralist deconstruction of knowledge and power, which

highlights how sociohistorical forces and, in particular, the

discursive and material practices located within particular

sociohistorical contexts, constrain and govern behavior.

Arch Sex Behav (2008) 37:294–304 295

123



From this perspective, a hetero-sexual woman’s expe-

rience of vulvodynia might be understood to emerge within

her simultaneous negotiation of dominant discourses of

femininity and hetero-sexuality, which conflate a woman’s

sexuality with her need to be romantically attached to a

man (Potts, 2002) and uphold coitus as the organizing

feature of hetero-sex (Nicolson & Burr, 2003; Potts, 2002),

motivating women to engage in painful coitus due to their

desire to maintain some status as a ‘‘desirable woman’’

or a ‘‘caring hetero-sexual partner.’’ Conversely, the conse-

quences of transgressing dominant discourses and social

norms may lead to significant emotional or relational distress.

While Kaler’s (2006) study focused on what the experience of

vulvar pain has to say about the ‘‘enmeshment of gender,

(hetero)sexuality and bodily practices,’’ it places less em-

phasis on the implications of these enmeshments for research

and clinical interventions in relation to vulvodynia. A theo-

retical understanding of why women continue to subjugate

their own needs to the perceived needs of their partner’s, de-

spite the physical and psychological trauma that results from

painful coitus (Graziottin & Brotto, 2004), could helpfully

inform vulvodynia treatment regimes. However, to date, no

effort has been made to investigate the ‘‘psychologic symp-

tomology’’ of women with vulvodynia from a discursive

perspective. This was the aim of the current study.

The current study adopted both a material-discursive

approach (Ussher, 1997), embedded within a critical realist

epistemology (Bhaskar, 1989) and a qualitative method-

ology, to investigate how a woman’s experience of material

factors associated with vulvodynia, such as pain and the

negotiation of sex, were constructed and experienced

within the context of broader discourses of gender and

sexuality. Critical realism has been recently positioned as a

way forward for research examining health in a sociocul-

tural context (Williams, 2003), and is an epistemological

standpoint which recognizes the materiality of the body,

and other aspects of experience, but conceptualizes this

materiality as always mediated by discourse, by culture,

language and social or political practices (Bhaskar, 1989).

Critical realists accept the legitimacy of subjective expe-

rience, and the utilization of a variety of methodologies,

both qualitative and quantitative, without the findings of

one being privileged above the other (Sayer, 2000), thus

allowing the findings of qualitative research to be inte-

grated into existing knowledge about vulvodynia collected

through standardized quantitative measures. Within this

framework, positioning theory was used to interpret the

data. As outlined by Davies and Harré (1990) in their

seminal paper:

Positioning as we will use it is the discursive process

whereby selves are located in conversations as

observably and subjectively coherent participants in

jointly produced story lines. There can be interactive

positioning in which what one person says positions

another. And there can be reflexive positioning in

which one positions oneself. However, it would be a

mistake to assume that, in either case, positioning is

necessarily intentional. One lives one’s life in terms of

one’s ongoingly produced self, whoever might be

responsible for its production. (p. 48)

Given that difficulties with coitus are central both to treat-

ment regimes and women’s self-reports of vulvodynia, the

research questions were:

1. What subject positions do hetero-sexual women with

vulvodynia take up in relation to their sexuality when

coital sex is limited or painful?

2. In what ways do these subject positions impact upon

women’s negotiation of material and discursive aspects

of vulvodynia within a hetero-sexual relationship?

Method

Participants

Seven Anglo-Australian women aged between 18 and

41 years (M age = 27) participated in the study. In accor-

dance with established protocols in qualitative research,

sampling was discontinued when information redundancy

was reached, and no additional information was forthcom-

ing (Miles & Huberman, 1994). All women reported having

vulvodynia symptoms for longer than 12 months, a medical

diagnosis of vulvodynia for longer than 6 months, and a

current or recent hetero-sexual relationship for longer than

nine months. No differentiation was made on the basis of

whether the participant had unprovoked or provoked vulv-

odynia (continuous pain, versus pain following contact) as it

was expected that women would share a similar experience

of pain during coitus, even if those with unprovoked vulv-

odynia also experienced pain independent of coitus. Exclusion

criteria included any gynecological surgery in the previous

two years unrelated to vulvodynia and any diagnosed chronic

pain conditions unrelated to vulvodynia. Only one woman was

excluded from the study as her age exceeded the upper age

limit set at 41 years to avoid confounding of menopausal or

peri-menopausal symptoms.

Six of the women were currently partnered of which four

were co-habitating. One woman, Katherine, had recently been

in a relationship. Five of the seven women were tertiary

educated. Three women (Anna, Katherine, and Nina) had

experienced vulvodynia symptoms for 2–5 years and the

remainder had experienced symptoms for 5–10 years.
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Procedure

A total of 47 information letters detailing the study were

disseminated through a vulvar pain clinic in Sydney which

specializes in the psychophysiological monitoring of

chronic vulvar pain. Women attending the clinic received

the letters in a sealed envelope at the end of their consul-

tation. Five information letters were emailed to women on

the mailing list of the Sydney based vulvodynia support

group. Only one of the women interviewed, Cherie, had

attended this small support group. Full ethics approval was

received for the study.

One pilot interview was conducted to assess the suit-

ability of the interview questions. The interviews were

semi-structured and conducted as a dialogue between two

women, the interviewer and the participant. Four questions

were used as a guide to ensure each area of interest was

addressed during the interview: (1) Please tell me about

your experience of living with vulvodynia. (2) Has living

with vulvodynia affected how you see yourself as a woman?

(3) Has living with vulvodynia affected how you see

yourself as a ‘‘sexual being’’? (4) Has living with vulvo-

dynia affected your relationship with your partner? The aim

of the interview was to encourage ‘‘open, detailed and

reflexive discussion’’ (Gavey & McPhillips, 1999, p. 355).

While the interviewer honored the primacy of the women’s

experiences, initial reflections were shared during the

interview and women were invited to reflect more deeply

about their experiences (Gavey & McPhillips, 1999).

Interviews were conducted face-to-face by the first

author. They were audiotaped and lasted between 60 and

100 min. Before commencing the interview, women signed

a consent form and completed a brief demographic ques-

tionnaire asking about age, current relationship status,

diagnosis, and duration of vulvodynia symptoms. At the

close of the interview, all women were given contact infor-

mation for the Sydney vulvodynia support group, ‘‘Group

V,’’ and the contact number of their closest Women’s Health

Centre where they could access free counseling.

Women were asked to choose a pseudonym which was

then used to ensure anonymity on their transcript and in any

published material. Partner’s and children’s names were

also replaced by pseudonyms during transcription. Apart

from these amendments, interviews were transcribed by the

interviewer verbatim. Women received a printed copy of

their own transcript. One participant, Cherie, gave the

interviewer a copy of her written ‘‘story of vulvodynia’’

(prepared for a public testimonial prior to knowledge of this

study and given to the interviewer after her face-to-face

interview). This participant’s written story was consistent

with the information shared in her interview; therefore, it

was included in the data analysis as part of her experience of

vulvodynia.

Data analysis

Thematic deconstruction was used as a method of analysis,

interpreted though the use of a Foucauldian post-structur-

alist framework (Willig, 2004), which examined the sub-

ject positions women with vulvodynia take up in regard

to their hetero-sexuality, and how these subject positions

impacted on their negotiation of both material and dis-

cursive aspects of vulvodynia. This analysis was based on

the premise that there is an ongoing dynamic relationship

between the subject positions individuals take up, the

practices they engage in, and what they think or feel, i.e.

their subjectivity (Davies & Harre, 1999; Willig, 2004).

After transcription, interview transcripts and Cherie’s

prewritten story were read and re-read a number of times

by the interviewer to identify overall themes, which were

then discussed between the researchers. Themes were then

grouped together, and then checked for emerging patterns,

for variability and consistency across participants, and for

the function and effects of specific themes. After further

discussion between the researchers, and within a broader

research group, these themes were then clustered into a

coding frame that depicted the main subject positions

evident in the women’s stories. The interviewer then used

QSR NVivo software, to code and index the main themes

throughout the transcripts.

Reflexivity

Reflexivity is the act of reflecting on the role the researcher

plays through their own ‘‘personal, political and intellectual

autobiographies...in creating, interpreting and theorising

data’’ (McKay, Ryan, & Sumsion, 2003, p. 52). Reflexivity

was a critical factor in this research due to the experience

of the interviewer, who is also an Anglo-Celtic Australian

woman, negotiating a hetero-sexual relationship while

living with vulvodynia. This experience meant that the

interviewer was very much ‘‘in’’s the research from an

insider perspective (Humphreys, 2005). In contrast, the

second author had no personal experience of vulvodynia

and, in addition, while she has a prior history of hetero-

sexuality, she is now in a lesbian relationship. The authors

intentionally used this insider–outsider contrast to enhance

the research design and analysis by reflecting on how each

author’s individual material-discursive history constrained

or enhanced their interpretation of the data, allowing for

the many taken for granted assumptions associated with

hetero-sex and vulvodynia to be explored and challenged at

a reflexive level.

At the stage of data collection, the authors decided to

make known to the participants the interviewer’s experi-

ence of vulvodynia, in order to be able to provide an honest

answer if participants questioned the interviewer about this
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issue, and because it may have become apparent during the

discussion. A declaration at the outset therefore ensured

consistency across interviews. However, the authors were

keenly aware of the potential for this disclosure to limit the

richness of participant’s explanations due to an assumption

of shared knowledge. The interviewer therefore adopted a

position of unknowing questioner, informing her partici-

pants that ‘‘women’s experiences of vulvodynia are not all

the same, and thus I don’t assume that my experience of

vulvodynia is the same as yours. The purpose of this

interview is to examine your experience of living with

vulvodynia.’’

Results

Participants identified a range of emotional issues associ-

ated with vulvodynia, including anger, embarrassment,

fear, grief, confusion, and self-surveillance. However, the

predominant themes which emerged associated with the

subject positions women adopt in relation to their sexuality

were those of ‘‘inadequate sexual partner’’ and ‘‘inadequate

woman.’’ Only one woman, Sophia, positioned herself as an

‘‘adequate woman/sexual partner.’’ Most women also re-

ported experiences of ‘‘resisting the inadequate woman/

sexual partner’’ position. The reported experiences of wo-

men who identified as having unprovoked vulvodynia were

similar to those who identified as having provoked vulvo-

dynia. (The woman who positioned herself as ‘‘adequate’’

and half of the women who positioned themselves as

‘‘inadequate’’ reported having provoked vulvodynia). The

following analysis focused on how the four main subject

positions—‘‘inadequate sexual partner,’’ ‘‘inadequate wo-

man,’’ ‘‘adequate woman/sexual partner,’’ and ‘‘resisting the

inadequate woman/sexual partner’’—were constituted by

dominant discourses of femininity and hetero-sexuality and

how these positions impacted on the women’s lived expe-

rience of vulvodynia in the context of their hetero-sexual

relationships.

Inadequate sexual partner

The subject position of ‘‘inadequate sexual partner’’ was

associated with adherence to the ‘‘male sex drive’’ discourse,

which defines man’s ‘‘need’’ for coitus as a biological drive

which his female partner must accommodate (Hollway, 1989;

Nicolson & Burr, 2003; Potts, 2002). Anna, Katherine, Cherie,

Charlotte, and Nina referred to themselves as ‘‘not normal,’’

‘‘worthless,’’ ‘‘useless,’’ ‘‘broken,’’ and ‘‘dysfunctional’’ be-

cause they positioned themselves as being unable to satisfy the

perceived sexual needs of their partner.

Charlotte: I still count periods of time between having

sex and you know...I’m still very aware of how much

can he take...you’re letting him down and why would

you stay with someone who’s inadequate in some way.

Anna: ...I was just so like, there’s no point in being

with you, there’s no point because I can’t fulfil my

role as I said, there’s things you want, there’s things I

want to give you and I can’t do that, and then there’s a

lot of pressure, he’s a male and he’s very, he’s 23, he

wants to get it all out of his system and he just can’t

(laugh), he goes ‘‘I’m missing out, look I should be

having more sex than this at 23’’ and I’m like (quiet

voice) ‘‘I know you should.’’

Other women took up the position of ‘‘inadequate partner’’

even when they said their male partners were ‘‘incredibly

supportive.’’ For example, while Cherie reported feeling

‘‘inadequate as a partner [and] as a woman,’’ she also said

there was never any pressure for coitus from her partner:

‘‘He’s amazing, like he’s been totally understanding, he’s

never put any pressure on me to do anything, he’s allowed

me to set the tone of our relationship’’.

The women discussed all acts of physical intimacy in

relation to the ‘‘coital imperative’’ (McPhillips, Braun, &

Gavey, 2001; Potts, 2002), which posits that ‘‘real sex’’

equals coitus: penetration of the vagina by the penis. Char-

lotte commented that ‘‘it’s very difficult not to feel stress

about it, you know, going and having other intimate acts

without kind of having the crescendo.’’ She went on to say:

Charlotte: ...what I think I would need is for him to

say, ‘‘under no circumstances for the next six months

am I going in there, I don’t even want penetration,

that’s all. I’m not going to attempt, I’m not going to

expect it, and it’s banned, absolutely banned.’’ Maybe

that would be, I think that would give me some sort of

relief. Maybe that’s what I should do (laugh).

Kathryn: Can you do that?

Charlotte: Yeah, again, I think it’s going back to

believing that, you know, they still really want it and

you’ll disappoint them in some way.

Similarly, Nina appeared to struggle to find a way of con-

ceiving of sex beyond coitus when questioned about how she

might reshape her sexual relationship with her partner:

Why should I bother because we’re not going to be

able to have intercourse which is just going to be a

disappointment for him and for me so why would I

bother...and I don’t want to seem like I’m leading him

on.

As was typical of the women interviewed, Nina reported

that not participating in intercourse, irrespective of her own

or her partner’s desires, was associated with considerable

guilt: ‘‘I feel guilty and I feel bad because I’m not able to

keep going.’’ Cherie explained her experience of inade-
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quacy by articulating the difference between guilt and

shame:

You just feel like, sure there’s something wrong with me

as opposed to I’ve done something wrong, which I would

define ‘‘guilt’’ as I’ve done something, and ‘‘shame’’ as I

am wrong.

Cherie’s reports of her ‘‘shame,’’ despite her husband’s

‘‘total understanding and support,’’ highlight the significant

influence of discourses on thoughts and behavior, regard-

less of material context (Willig, 2004).

All of the women positioned their experience of vulvo-

dynia as being shaped by pressure that they perceived to

exist within their current relational context. All of the

women reported attempting sexual intercourse at times,

despite the resulting pain, however, they also reported

imagining a context where they could avoid this situation.

Anna had entertained the idea of being single: ‘‘It would just

be me, I don’t have to sexually answer to anything’’; Katherine

said that ‘‘when I’m not in a relationship I can just ignore it’’;

and Jackie said ‘‘you would be better off to be a lesbian having

this.’’ These reports suggest that it is pressure, or perceived

pressure, for coitus within hetero-sexual relationships, due to a

desire to be ‘normal’, or to achieve sexual pleasure, which is

a critical factor in hetero-sexual women’s experiences of

vulvodynia.

Inadequate woman

The inextricable linking of femininity with dominant dis-

courses of hetero-sexuality was evidenced in the women’s

accounts of vulvodynia. Confirming Kaler’s (2006) report

that women with vulvodynia characterized themselves as

‘‘not a real woman,’’ Charlotte reported that she perceived

her identity as a woman to be directly linked to her ability

to attract and keep a man, drawing connections between

her experience of vulvodynia and that of a woman whose

face has been burnt:

I was able to chop and change men and be really good

at it, it just opened loads of doors... and to have that

side of you suddenly, well it wasn’t suddenly taken

away um, it’s kind of like having a pretty face and

being in a burns accident or a fire or something, so that

you lose a big part of yourself that you relied on for,

you know, choices.

Discourses of femininity which position the ‘‘good’’ woman

as sexually passive or receptive, as well as caring and

nurturing in relation to men (Ussher, 1997), were also uti-

lized by women to privilege their partner’s need for coitus

over their own need for, or right to, pain-free sex.

Nina: ...when I first had the bleeding and everything I

wouldn’t say anything because I didn’t want to make

him feel bad and sort of go, you know, I have to stop,

I can’t, I have to stop now because it’s painful. I just

put up with it.

All women talked of the physical and emotional conse-

quences that resulted from participation in painful coitus:

‘‘yep, straight away burning itching raw...this isn’t worth it

and it’d still be in the same state four days later’’ [Jackie];

‘‘I bled incredibly, it was really traumatic’’ [Cherie]; ‘‘on a

couple of occasions, I’d have anxiety attacks...I’d start

panicking’’ [Nina]; ‘‘I didn’t say it hurt but I was just really

resenting it and thinking in my mind, this must be what it

feels like to be raped’’ [Katherine]; ‘‘it’s the first thing I

think of with any sort of intimate act, is it may lead up to,

it’s oh my god, it’s going to hurt’’ [Charlotte].

Despite these reports of pain, all women, except Anna,

positioned their current partner as more supportive and

understanding than they imagined other men might be: ‘‘If

anything was to happen sort of thing, I don’t think I could

meet another guy. I don’t think that many men would

understand it’’ [Jackie]; ‘‘if it had been my ex-boyfriend, he

probably would have broken up with me’’ [Nina].

Younger women who positioned themselves as ‘‘inade-

quate’’ were aware of the growing liberal permissive dis-

course identified by Hollway (1989). However, compared to

the popular representations of permissive women as adven-

turous, skillful, and eager for sex (Hollway, 1989; Potts,

2002), the younger women reported feeling immature,

inexperienced, and constrained by the material limits of their

vulvar pain:

Just in the media, it’s like women’s desires are por-

trayed as so much wanting intercourse just as if that’s

the normal thing to do and like the easy thing to do, like

it’s really easy...you just feel a bit, not embarrassed but,

yeah I guess embarrassed, cause it’s expected that

everyone is 23 and doing whatever you want, whereas I

can’t really [Katherine].

Thus, while the liberal permissive discourse may appear to

bring greater freedom for women in hetero-sexual relation-

ships, it does not appear to challenge the ‘‘coital imperative’’.

Adequate woman/sexual partner

In contrast, one interviewee, Sophia, did not position herself

as either an inadequate woman or an inadequate sexual

partner. Through the adoption of an egalitarian relational

discourse which did not privilege one partner’s needs or

concerns over the others, Sophia reported that, as a couple,

she and her partner were able to dismiss the ‘‘coital

imperative’’ and experiment with other sexual practices:

I guess at one stage I was, okay, I just won’t start

anything because then I feel bad if I don’t go towards
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penetrative sex. He said, ‘‘gosh, I don’t care, you’re

allowed to give my bum a squeeze and you know

(laugh), and give me a grope and all those things and

I’m not going to expect you to launch on top of me.’’

Kathryn: And you believed him?

Sophia: I did (laugh), so, um, yeah that took a bit of

time to get used to...so it’s just a case of this is where I’m

standing, and if he initiated something I’d just let him

know, he’d go, ‘‘yeah, that’s fine, we just won’t do that,’’

so we figured that there were lots of other options out

there.

Sophia said her initial ‘‘bad’’ feelings about not being able

to participate in coitus were dispelled through their open

communication and she now reports feeling ‘‘confident and

happy in the bedroom,’’ despite her inability to engage

regularly in coital sex.

Resisting the positioning of ‘‘inadequate woman/sexual

partner’’

While ‘‘inadequacy’’ was prominent in the women’s talk,

there were also many accounts of resistance. After talking

about her ‘‘massive guilt,’’ Anna corrected the interviewer

in the following extract, indicating she was not totally accept-

ing of the ‘‘male sexual drive’’ discourse which positioned her

as an inadequate sexual partner:

Anna: ...he’ll say it outright you know well I’m not

getting enough and it’s like then this massive guilt.

Kathryn: And yet, I mean it’s a contradiction for

you and him because although he’s not getting en-

ough...

Anna: Or what he feels he should have.

A further example of resistance was evident in Anna’s

account of attempting to accommodate her partner’s need

for coitus by negotiating a non-monogamous relationship,

thus retaining her status as a hetero-sexual partner without

having to endure pain during coital sex:

I got to such a point where I’ve gone well, just be here

with me, and you go and sleep with someone else,

release it and then I’m here you know, everything’ll

stay the same...I’ll just be here to, you know, to fill it in.

Through emphasizing her caring, nurturing nature, where

she’ll ‘‘just be there...to fill in,’’ Anna is attempting to

reconstruct the position of woman and resist the conflation

of woman with ‘‘inadequate sexual partner’’.

Similarly, Charlotte had also begun to critically reflect on

the positions she took up, emphasizing her caring qualities

as a ‘‘new woman’’:

Charlotte: ...but again, that’s a confidence thing, you

know, go back, are you fully developed as the new

woman or are you really that good without your

sexuality, are you really that good?

Kathryn: What is a new woman?

Charlotte: Well, just, well more of a balance, more

of a companion, more of a support mechanism, more

of the other things.

Knowledge of less traditional discourses of sexuality, such

as feminist or egalitarian discourses, also opened up dis-

cursive spaces where women could question the position of

‘‘inadequate woman,’’ as can be seen in the following

example:

Um... well, I’ve always been quite feminist I guess, so

I don’t think of a woman’s role as just being, you

know, sexual in a relationship, so I also sort of was

thinking well, you know, if my boyfriend was thinking

he wasn’t having enough sex then I was, one of my

reactions in my head was sort of like, well you’re

lucky you get it all (laugh) kind of like, don’t expect

anything, but I also did think I should be able to do

this at another point, on the other hand. So I was

thinking both things. I wasn’t just thinking one or the

other [Katherine].

Katherine’s talk reflect the poststructuralist concept of a

‘‘non-unitary subject,’’ one where a plurality of possible,

and often contradictory, subject positions renders dominant

discourses unstable (Gavey, 1989).

Discussion

This thematic analysis of hetero-sexual women’s subjective

experience of vulvodynia found that most women took up

positions of ‘‘inadequate woman’’ and ‘‘inadequate sexual

partner’’ when they were unable to regularly engage in

coitus. The women used dominant discursive constructions

of ‘‘successful’’ hetero-sex (Potts, 2002) as reference points

for their experience, centering on the ‘‘coital imperative’’

equating sex with penetration of the vagina by the penis.

Discourses of femininity which position the ‘‘good’’ woman

as sexually passive or receptive, as well as caring and

nurturing in relation to men (Ussher, 1997), were also uti-

lized by women in this study to privilege their partner’s

need for coitus over their own need for, or right to, pain-free

sex. The women’s reports were symbolic of the self-

renunciation encouraged by discourses of femininity which

place the responsibility for the man’s physical and emo-

tional needs on the woman (O’Grady, 2005). The women’s

subjectivity was thus constrained by discourses of hetero-

sexuality and femininity, which position woman as an ob-

ject of a man’s desire, the means for satisfaction of his

sexual drive and the reproductive imperative, as well as

being a passive, acquiescent partner. Thus, women strug-
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gled to see themselves as ‘‘adequate’’ even when they could

have coitus occasionally, and even when they had negoti-

ated a non-coital relationship that they reported to be sat-

isfying to themselves and their partner.

Previous inconsistencies in vulvodynia research can be

re-examined in light of this analysis, which suggests that the

influence of intra- and interpersonal factors may be

dependent upon the subject position a woman adopts. For

example, women who adopt an ‘‘adequate woman/sexual

partner’’ subject position may be more likely to engage in

pain-free non-coital sex, and experience it as pleasurable,

intimate, and emotionally satisfying. In contrast, women

who adopt an ‘‘inadequate woman/sexual partner’’ position

may see the same non-coital acts as a reminder of their

inability to satisfy their partner sexually, resulting in feel-

ings of guilt, shame, and a decreased desire for sexual

contact. Thus, any research that attempts to account for

inconsistencies in correlations between dyspareunia and

coitus, wherein women experience pain on coitus, but still

engage in the act (Meana et al., 1997a; Reed et al., 2003),

must take into account the discursive constructions of hetero-

sexuality and femininity. As this research study has shown,

the decision to engage in coitus was not solely influenced by

the potential for physical pain, or by one’s psychological

status, but by multiple factors, such as the desire to maintain

intimacy, to achieve sexual pleasure, the embodied expec-

tations of femininity, and the need to maintain status as a

valued hetero-sexual partner. These are also explanatory

factors in broader analyses of why any woman or man en-

gages in sex that is unwanted, uncomfortable, or painful

(Gavey, 2005), and thus the findings of this study have

broader implications beyond the experience of vulvodynia.

Taking up a subject position is never a once and for all

act. Women in this study were reflexive and creative, both

in their struggle to conform to, and resist, dominant dis-

courses of sexuality (Haug, 1999). Women were engaged in

a dynamic, ongoing negotiation between adequacy and

inadequacy and between the materiality of pain and the

meanings of femininity and sexuality within a specific

relational context. This process, however, was bound by the

women’s discursive economy, which inextricably links

femininity and hetero-sexuality to create few, if any, posi-

tive positions for women that do not conflate a woman’s

sexuality with her need to be romantically attached to a man

(Ussher, 1997). These discourses also exclude any positive

positions for hetero-sexual women who cannot, or who

choose not to, participate in coitus regularly. Non-coital sex

is considered as peripheral to real sex: as foreplay, after

play, or immature play, or as safe sex–but never as real sex

(Tiefer, 1994). Women who choose non-coital sex risk

punitive consequences, such as the derogatory labels of

‘‘frigid’’ or ‘‘prick tease,’’ or a diagnosis of sexual dys-

function (Nicolson, 1993).

When a woman perceives she cannot fulfill normative

(or desired) functions of hetero-sexuality, she may judge

herself as ‘‘inadequate’’ through a process of reflexive self-

positioning (Moghaddam, 1999). This process takes place

at an intrapersonal level, identified by Foucault (1977) as

an internalized self-policing whereby individuals con-

stantly appraise their performance against cultural ideals.

Falling short of these ideals can lead to feelings of inferi-

ority and inadequacy (O’Grady, 2005), as was the experi-

ence of most women in this study. The adoption of an

‘‘inadequate’’ position means accepting a position of infe-

riority, being ‘‘less than’’ what one believes one should be,

which Kaufman (1993) calls shame. Shame is highly dis-

empowering and can result in self-silencing and isolation

(Seu, 1995). Combined with the taboo associated with fe-

male genitalia and the discussion of sexual practices, this

can act to constrain women from seeking professional help

for their symptoms, or from communicating honestly with

partners and experimenting with alternative forms of inti-

macy. Silenced by shame, and a fear of physical pain,

women may choose indirect methods of avoiding sexual

contact which are open to misinterpretation by their partner

and which leave deeply felt emotions unexpressed. As self-

silencing has also been associated with depression (Jack,

1991), this may provide partial explanation for the fact that

some women with vulvodynia struggle with depression,

and in extreme cases, suicidal ideation (Jones, 2004; Kas-

chak, 1992; Kaufman, 1993). A deconstruction of the pri-

macy of coitus to a hetero-sexual relationship, however,

may greatly facilitate a woman’s ability to negotiate inti-

mate spaces that are free of the physical and psychological

pain they have come to associate with painful coitus. The

one woman in this study who viewed herself as adequate

had, through a process of open communication with her

partner, reconstructed a positive (hetero)sexual relationship

that accommodated her inability to engage in coitus regu-

larly. When women perceive their positions as a hetero-

sexual partner to be precarious, they may engage in self-

silencing of the pain they experience, both physically and

psychologically, from coitus.

Despite the negative consequences of taking up positions

of inadequacy, most women in this study reported sustain-

ing strong relationships with their current partner. The

reasons for this are not clear from the current study, but

indicate that there are other sustaining features of a hetero-

sexual relationship that were not accessed by the interview

questions used here. It may indicate a willingness in male

partners to renegotiate coital sex, suggesting that men may

not position their female partner as an ‘‘inadequate woman’’

or ‘‘inadequate sexual partner’’ when she cannot engage

regularly in coital sex. In a recent study that asked men and

women if they could imagine a hetero-sexual relationship

without coitus, almost half of the participants said they
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could (McPhillips et al., 2001), and many hetero-sexual

relationships do endure despite mismatches between part-

ners’ desires for sexual activities (Mooney Somers, 2005).

Thus, the women interviewed in the present study may have

been inaccurate in their perception of their partner’s need

for coitus, suggesting that, in practice, the ‘‘coital impera-

tive’’ may not be so imperative after all. Including the

partners of women with vulvodynia in future research

would clarify this issue.

The accounts analyzed here were not presented as being

representative of all women’s experiences of vulvodynia. This

analysis was a snapshot of a dynamic process, used in this

context to gain insight into the influence of discursive factors in

the subjective and bodily experience of vulvodynia. However,

given the rich data produced by this qualitative analysis of

vulvodynia, it is clear that further investigation is warranted.

Future research should endeavor to broaden the sample to in-

clude women who are not presenting for professional help for

vulvodynia, as well as those in different relational contexts,

and with different lengths of symptom duration, as well as the

experience of partners, thus enabling researchers to compare

and contrast the material and discursive forces at play in dif-

ferent contexts, and give a clearer picture of the negotiation of

symptoms over time.

This article has examined vulvodynia from a material-

discursive standpoint, arguing that the discursive con-

struction of gender and sexuality, and the subject positions

women adopt in relation to these discourses, need to be

considered in any analysis of the etiology and treatment of

distress associated with this disorder. Subject positions

offer ways of being and behaving (Willig, 2004); therefore,

they have real implications for the negotiation of the

material aspects of vulvodynia: factors which have previ-

ously been conceptualized in a reductionist manner in

cross-sectional questionnaire based studies framed within a

positivist epistemological standpoint.

The aim of this material-discursive analysis has not been

to disembody vulvodynia, but rather to acknowledge that a

woman experiences vulvodynia both physically and sub-

jectively (Stoppard, 1998) and to highlight the difficulty of

reducing the emergent experience to unitary etiological

factors. While medical assessment is imperative and an

accurate diagnosis often brings significant relief to women,

individualized biomedical treatment alone does not address

the full impact of vulvar pain on a woman’s life. Vulvodynia

is being continuously constructed in the lived experience of

each woman, the outcome of reciprocal interactions between

material (pain, relational context, diagnosis, and treatment)

and discursive (gender, sexuality, relationship, and medical)

factors. A material-discursive framework, which is capable

of engaging all of these factors, is imperative for the

implementation of a multi-factorial approach to vulvodynia

that could significantly improve women’s subjective expe-

rience of this disorder and intersect positively with inter-

ventions. This approach would acknowledge the materiality

of the embodied experience of vulvodynia, as well as the

psychological experience of women, and the discursive

context in which sexuality and femininity are constructed

and experienced.

A multi-factorial approach to interventions could include

a radical deconstruction of the embodied discourses of

femininity and hetero-sexuality to challenge current

thoughts and practice, which may have a significant impact

on the practices women engage in as well as their subjective

experience of vulvodynia (Gavey & McPhillips, 1999). A

simple direction to abstain from coitus during treatment

may be more efficacious if accompanied by an intervention

such as narrative therapy aimed at deconstructing those

discourses that have come to automatically guide women’s

and men’s subjectivity and practice (Gavey & McPhillips,

1999). This deconstruction can draw on subtle inconsis-

tencies in the meaning of coitus, womanhood, and the

transmission of intimacy, to open up discursive spaces for

critical reflection (Gavey et al., 1999). When coitus can be

seen as no longer critical to intimacy, hetero-sexual women

and men are more likely to be able to maintain an active

engagement in exploring alternative practices of sexual

pleasure which will contribute to a sustained intimacy and

closeness from which they can draw considerable support.

Women who can position themselves as ‘‘adequate’’ and

who are also positioned as such by their male partner may

thus no longer feel impelled to engage in painful coitus or

experience thoughts of self-recrimination for their norma-

tive failings, thus minimizing experiences of anxiety, fear,

resentment, guilt, shame, and isolation, and the positioning

of both the body and self as ‘‘faulty.’’

Acknowledgments Thanks are extended to Julie Mooney Somers

and Emilee Gilbert, who commented on an earlier draft of this article,

and to other members of the Gender Culture and Health Research

Unit, Janette Perz, Georgia Ovenden, Mirjana Sandoval, Beverly

Johnson and Megan Brock, who commented on the ongoing research.

References

Bergeron, S., Binik, Y. M., Khalife, S., & Pagidas, K. (1997). Vulvar

vestibulitis syndrome: A critical review. The Clinical Journal of
Pain, 13, 27–42.

Bhaskar, R. (1989). Reclaiming reality: A critical introduction to
contemporary philosophy. London: Verso.

Binik, Y. M. (2003). Dyspareunia resulting from vulvar vestibulitis

syndrome: A neglected health problem. Psychiatric Times, 1,

69–73.

Binik, Y. M. (2005). Should dyspareunia be retained as a sexual

dysfunction in DSM-V? A painful classification decision.

Archives of Sexual Behavior, 34, 11–21.

Binik, Y. M., Meana, M., Berkley, K., & Khalife, S. (1999). The

sexual pain disorders: Is the pain sexual or is the sex painful?

Annual Review of Sex Research, 10, 210–235.

302 Arch Sex Behav (2008) 37:294–304

123



Davies, B., & Harre, R. (1990). Positioning: The discursive produc-

tion of selves. Journal for the Theory of Social Behavior, 20, 43–

63.

Davies, B., & Harre, R. (1999). Positioning and personhood. In R.

Harre & L. van Langenhove (Eds.), Positioning theory: Moral
contexts of international action (pp. 32–52). Oxford: Blackwell.

Edwards, L. (2003). New concepts in vulvodynia. American Journal
of Obstetrics & Gynecology, 189, 24–30.

Foucault, M. (1972). The archeology of knowledge. London: Tavi-

stock.

Foucault, M. (1977). Discipline and punish: The birth of the prison.

Harmondsworth: Penguin.

Gates, E. A. (2000). Sexual behaviours and sexual self-schema in

women with vulvar vestibulitis. Dissertation Abstracts Interna-
tional: Section B: The Sciences and Engineering, 6, 6119.

Gavey, N. (1989). Feminist poststructuralism and discourse analysis.

Psychology of Women Quarterly, 13, 459–475.

Gavey, N. (2005). Just sex? The cultural scaffolding of rape. East

Sussex: Routledge.

Gavey, N., & McPhillips, K. (1999). Subject to romance: Heterosex-

ual passivity as an obstacle to women initiating condom use.

Psychology of Women Quarterly, 23, 349–367.

Gavey, N., McPhillips, K., & Braun, V. (1999). Interruptus coitus:

Heterosexuals account for intercourse. Sexualities, 2, 35–68.

Graziottin, A. (2005). Why deny dyspareunia its sexual meaning?

Archives of Sexual Behavior, 34, 32–34.

Graziottin, A., & Brotto, L. A. (2004). Vulvar vestibulitis syndrome: A

clinical approach. Journal of Sex & Marital Therapy, 30, 125–139.

Green, J., Christmas, P., Goldmeier, D., Byrne, M., & Kocsis, A.

(2001). A review of physical and psychological factors in vulvar

vestibulitis syndrome. International Journal of STD & AIDS, 12,

705–709.

Haefner, H., Collins, M. E., Davis, G. D., Edwards, L., Kaufman, R.

H., Lynch, P. J., et al. (2005). The vulvodynia guide. Journal of
Lower Genital Tract Disease, 9, 40–51.

Harlow, B. L., & Stewart, E. G. (2003). A population-based assessment of

chronic unexplained vulvar pain: Have we underestimated the

prevalence of vulvodynia?. Journal of the American Medical
Women’s Association, 58, 82–88.

Haug, F. (1999). Female sexualization: A collective work of memory
(E. Carter, Trans.). London: Verso.

Hollway, W. (1989). Subjectivity and method in psychology: Gender,

meaning and science. London: Sage.

Humphreys, M. (2005). Getting personal: Reflexivity and autoethno-

graphic vignettes. Qualitative Inquiry, 11, 840–860.

Hunter, M. S., & O’Dea, I. (1997). Menopause: Body changes and

multiple meanings. In J. M. Ussher (Ed.), Body talk: The material
and discursive construction of sexuality, madness and reproduction
(pp. 199–222). London: Routledge.

Jack, D. C. (1991). Silencing the self: Women and depression.

Cambridge, MA: Harvard University Press.

Jantos, M., & White, G. (1997). The vestibulitis syndrome: Medical

and psychosexual assessment of a cohort of patients. Journal of
Reproductive Medicine, 42, 145–152.

Jones, R. W. (2000). Vulval pain. Pain Reviews, 7, 15–24.

Jones, D. W. (2004). Shame and loss: Narrative and identity in families

with a member suffering from mental illness. In W. Hollway (Ed.),

Psycho-social research (Vol. 10, pp. 69–93). London: Lawrence-

Wishart.

Kaler, N. (2006). Unreal women: Sex, gender identity and the lived

experience of vulvar pain. Feminist Review, 82, 50–75.

Kaschak, E. (1992). Engendered lives: A new psychology of women’s
experience. New York: BasicBooks.

Katz, S. R. (1996). The experience of chronic vulvar pain: Psychosocial

dimensions and the sense of self. Dissertation Abstracts Interna-
tional: Section B: The Sciences and Engineering, 56, 704B.

Kaufman, G. (1993). The psychology of shame: Theory and treatment
of shame-based syndromes. London: Routledge.

Masheb, R. M., Brondolo, E., & Kerns, R. D. (2002). A multidimen-

sional, case-control study of women with self-identified chronic

vulvar pain. Pain Medicine, 3, 253–259.

Mauthner, N. A. (1999). ‘‘Feeling low and feeling really bad about

feeling low’’: Women’s experiences of motherhood and post-

partum depression. Canadian Psychology, 40, 143–161.

McKay, E., Ryan, S., & Sumsion, T. (2003). Three journeys towards

reflexivity. In L. Finaly & B. Gough (Eds.), Reflexivity: A
practical guide for researchers in health and social sciences (pp.

93–114). Oxford: Blackwell Science.

McPhillips, K., Braun, V., & Gavey, N. (2001). Defining (hetero)sex:

How imperative is the ‘‘coital imperative’’? Women’s Studies
International Forum, 24, 229–240.

Meana, M., Binik, Y. M., Khalife, S., & Cohen, D. (1997a). Biopsycho-

social profile of women with dyspareunia. Obstetrics & Gynecology,
90, 583–589.

Meana, M., Binik, Y. M., Khalife, S., & Cohen, D. (1997b). Dyspareunia:

Sexual dysfunction or pain syndrome?. Journal of Nervous and
Mental Disease, 185, 561–569.

Meana, M., Binik, I., Khalife, S., & Cohen, D. (1998). Affect and

marital adjustment in women’s rating of dyspareunic pain.

Canadian Journal of Psychiatry, 43, 381–385.

Miles, M. B., & Huberman, A. M. (1994). Qualitative data analysis:
An expanded sourcebook (2nd ed.). Thousand Oaks, CA: Sage.

Moghaddam, F. M. (1999). Reflexive positioning: Culture and private

discourse. In R. Harre & L. van Langenhove (Eds.), Positioning
theory: Moral contexts of intentional action (pp. 74–86). Oxford:

Blackwell.

Mooney Somers, J. (2005). The construction and negotiation of
hegemonic discourses of heterosexual male sexuality. Unpub-

lished doctoral dissertation, University of Western Sydney.

Nicolson, P. (1993). Deconstructing sexology: Understanding the

pathologisation of female sexuality. Journal of Reproductive and
Infant Psychology, 11, 191–201.

Nicolson, P. (1998). Post-natal depression: Psychology, science, and
the transition to motherhood. New York: Routledge.

Nicolson, P., & Burr, J. (2003). What is normal about women’s (hetero)

sexual desire and orgasm? A report of an in-depth interview study.

Social Science & Medicine, 57, 1735–1745.

O’Grady, H. (2005). Woman’s relationship with herself: Gender,
Foucault and therapy. London: Routledge.

Pagano, R. (1999). Vulvar vestibulitis syndrome: An often unrec-

ognised cause of dyspareunia. Australian New Zealand Journal
of Obstetrics & Gynaecology, 39, 79–83.

Potts, A. (2002). The science/fiction of sex: Feminist deconstruction
and the vocabularies of heterosex. London: Routledge.

Pukall, C., Payne, K. A., Binik, Y. M., & Khalife, S. (2003). Pain

measurement in vulvodynia. Journal of Sex & Marital Therapy,
29(s), 111–120.

Reed, B. D. (2004). Vulvodynia: Study finds genital pain more common

than believed. Obgyn & Reproduction Week Atlanta, pp. 30–31.

Reed, B. D., Advincula, A. P., Fonde, K. R., Gorenflo, D. W., &

Haefner, H. K. (2003). Sexual activities and attitudes of women

with vulvar dysesthesia. Obstetrics & Gynecology, 102, 325–

331.

Reed, B. D., Haefner, H. K., Punch, M. R., Roth, R. S., Gorenflo, D.

W., & Gillespie, B. W. (2000). Psychosocial and sexual

functioning in women with vulvodynia and chronic pelvic pain:

A comparative evaluation. Journal of Reproductive Medicine,
45, 624–632.

Reid, R. (2003). Update: Vulvodynia. Medical Observer, 36–37.

Ridley, C. M. (1996). Vulvodynia: Evolution of classification and

management. Journal of the European Academy of Dermatology
and Venereology, 7, 129–134.

Arch Sex Behav (2008) 37:294–304 303

123



Sackett, S., Gates, E., Heckman-Stone, C., Kobus, A. M., & Galask,

R. (2001). Psychosexual aspects of vulvar vestibulitis. Journal of
Reproductive Medicine, 46, 593–598.

Sayer, A. (2000). Realism and social science. London: Sage.

Seu, I. B. (1995). A psychoanalytic feminist inquiry into shame.

Unpublished doctoral dissertation, University of London.

Stewart, D., Reicher, A. E., Gerulath, A. H., & Boydell, K. M. (1994).

Vulvodynia and psychological distress. Obstetrics & Gynecol-
ogy, 84, 587–590.

Stewart, E. G. (2003). Treatment options for vulvar vestibulitis:

Considering how successful surgery is, how do you tell a young

woman who’s unable to have intercourse that she needs to learn

to live with her pain? Even so, a surgical approach is only for

carefully selected women—Usually those with primary vestib-

ulitis who has exhausted other treatment options. Contemporary
Obstetrics/Gynecology, 48, 47–54.

Stoppard, J. M. (1998). Dis-ordering depression in women: Toward a

materialist-discursive account. Theory and Psychology, 8, 79–99.

Tiefer, L. (1994). The medicalization of impotence: Normalizing

phallocentrism. Gender and Society, 8, 363–377.

Turk, D. C., & Okifuji, A. (2002). Psychological factors in chronic pain:

Evolution and revolution. Journal of Consulting and Clinical
Psychology, 70, 678–690.

Ussher, J. (1997). Fantasies of femininity: Reframing the boundaries
of sex. London: Penguin.

Ussher, J. (2004). Premenstrual syndrome and self-policing: Ruptures

in self-silencing leading to increased self-surveillance and

blaming of the body. Social Theory & Health, 2, 254–272.

Williams, S. J. (2003). Beyond meaning, discourse and the empirical

world: Critical realist reflections on health. Social Theory &
Health, 1, 42–71.

Willig, C. (2004). Discourse analysis and health psychology. In M.

Murray (Ed.), Critical health psychology (pp. 155–169). Lon-

don: MacMillan.

Wojnarowska, F., Mayor, R., Simkin, S., & Day, A. (1997). Psycholog-

ical characteristics and outcome of patients attending a clinic for

vulval disease. Journal of the European Academy of Dermatology
and Venereology, 8, 121–129.

304 Arch Sex Behav (2008) 37:294–304

123


	‘‘If Sex Hurts, Am I Still a Woman?&rdquo; The Subjective Experience of Vulvodynia in Hetero-Sexual Women
	Abstract
	Introduction
	Method
	Participants
	Procedure
	Data analysis
	Reflexivity

	Results
	Inadequate sexual partner
	Inadequate woman
	Adequate woman/sexual partner
	Resisting the positioning of ‘‘inadequate woman/sexual partner&rdquo;

	Discussion
	Acknowledgments
	References



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (None)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (ISO Coated)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Perceptual
  /DetectBlends true
  /ColorConversionStrategy /sRGB
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /SyntheticBoldness 1.00
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 524288
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveEPSInfo true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts false
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 150
  /ColorImageDepth -1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages false
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /ColorImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 150
  /GrayImageDepth -1
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 600
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org?)
  /PDFXTrapped /False

  /Description <<
    /ENU <>
    /DEU <>
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [2834.646 2834.646]
>> setpagedevice


