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Abstract
This article presents a clinical case of a 23-year-old female who developed vulvodynia and dyspareunia while taking 

combined oral contraceptives (OCs). The case study shows that physicians should not recommend any combination of OCs 
over another to reduce weight gain, headache, breast tenderness, breakthrough bleeding, sexual dysfunction, dyspareunia, and 
decreased libido. Hormonal contraception counseling should be based on known, evidence-based recommendations and not be 
limited to the unnecessary substitution of one drug for another.(International Journal of Biomedicine. 2021;11(4):590-593.) 
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Introduction
Modern hormonal contraception is generally an 

affordable, reversible, and highly effective family planning 
method. The frequency of sexual activity and sexual pleasure 
are positively correlated with satisfaction with contraception. 
OCs were not thought to improve sexual function in addition 
to reducing anxiety about the risk of unintended pregnancy. 
Few good quality studies report the effects of OC on female 
sexuality. The possible sexual side effects of OC are unknown 
to many patients and questionable to many physicians. 
Questions about the establishment of a causal relationship 
between the use of OC and sexual health continue to be 
relevant in clinical practice.(1)

Vulvar vestibulitis syndrome (VVS) is believed to 
be the leading cause of dyspareunia in premenopausal and 
postmenopausal women. Current epidemiological estimates 
suggest a prevalence in women of about 10%. Gynecologists 
who cannot find an organic basis for vulvar pain often advise 
their patients to see a mental health professional.(2)

On the other hand, mental health professionals can make 
various assumptions about the nature of pain, ranging from 
the peculiarities of sexual technique to the somatization of 
the problem. Women become increasingly frustrated with an 
endless series of referrals and little pain relief.

Case Presentation
A 23-year-old woman, a law student, reported that she 

had consulted a large number of gynecologists without any 
positive effect on her recurrent dyspareunia. The woman, 
having started sexual activity at the age of 21, immediately 
turned to the gynecologist for the selection of OC. Considering 
her complaints of severe acne on the face, chest, and back, 
the doctor recommended OC (Cyproteronum [2.0 mg] + 
Aethinyloestradiolum [0.035 mg]). During the next year 
of taking this OC, the patient noted an improvement in the 
quality of the skin, which consisted in the almost complete 
disappearance of acne on all parts of the body and face, she also 
noted good tolerance of the contraceptive drug, stable weight, 
and regular menstruation after 28 days for 4-5 days which has 
become less painful. A year later, the patient again turned to 
a gynecologist for a scheduled preventive examination. The 
gynecologist recommended that she replace the current OC 
with another (Drospirenonum [3 mg] + Aethinyloestradiolum 
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[0.002 mg] + Calcii levomefolas [0.451 mg]), arguing that 
the previous OC contains a high dose of hormones and is not 
suitable for someone of a young age. The patient started taking 
the recommended drug. Bloody spotting, headache, and pain 
during intercourse appeared within the next 3 months of taking 
the new OC. The patient again turned to the gynecologist with 
these complaints. The doctor’s recommendation was as follows: 
replace the second OC with a third OC (Drospirenonum [3 mg] 
+ Aethinyloestradiolum [0.003 mg] + Calcii levomefolas [0.451 
mg]). In the next 2 months, the intermenstrual flow stopped, 
but the pain or discomfort during intercourse did not disappear. 
At this time, the patient notes that the insertion of the tampon 
has become much more inconvenient and painful than usual, 
and she abandoned tampons and switched to sanitary napkins. 
The patient experienced severe burning and cutting pain during 
penetration with each intercourse, although she noted arousal 
and readiness for sex. Despite this pain, she continued sexual 
intercourse, after which a burning sensation persisted during 
urination for the next 2 days. Then the patient turned to different 
gynecologists, who each time replaced her OC with another. 
Thus, within one year, 7 substitutions of OC were recommended 
to her. In parallel, the doctors periodically prescribed treatment 
for yeast infections with fluconazole preparations. Last time, 
the patient again turned to the gynecologist with previous 
complaints about the inability to live a sexual life due to 
painful sensations during intercourse, the lack of effectiveness 
of substitutions for OC, and the use of antifungal treatment. 
After a gynecological examination, the doctor announced to the 
patient that she did not have any objective abnormalities in the 
vagina and recommended that she consult a psychiatrist. The 
patient informed us that she had not had intercourse for several 
months due to severe pain during the penetration attempt. 
This pain often lasted for several hours after intercourse and 
intensified with urination. The pain did not occur if there was no 
pressure on the vulva, for example, intercourse, gynecological 
examination, or tampon insertion. The patient became afraid of 
pain and reported avoiding opportunities for relationships and 
sex; she also reported a marked decrease in sexual desire.

According to her somatic history, the patient was in 
excellent health and did not take any medication. She also 
provided me with an extensive set of test results and doctors’ 
reports indicating that she did not have an infection, human 
papillomavirus, vulvovaginal disorder or disease, or any chronic 
disease or abnormal hormonal parameters. Gynecological 
examination with mirrors and colposcopy did not reveal any 
significant abnormalities. However, upon careful examination of 
the vulva and the vestibular zone of the entrance to the vagina, a 
shiny erythematous edematous mucosa attracted attention, and 
touching the vulvar mucosa with a gloved finger and a cotton 
swab caused the patient unbearable pain. Further, the patient 
was recommended to abolish hormonal contraception and at the 
same time to use Estriolum cream 1mg on the vulva 1 time per 
day for 3 weeks. At the end of this therapy, the patient reported 
that her pain had significantly decreased. After 2 months of 
observation, the patient decided to resume sexual activity, 
while she notes that the symptoms of vulvodynia practically do 
not bother her. The couple in this situation was asked to use a 
barrier method of protection.

Discussion
There are several scientific studies that have shown 

the relationship of OC with the development of dyspareunia, 
not only due to vaginal dryness, but also to the development 
of vestibulitis.(3-7) The likelihood of superficial pain during 
intercourse appears to be higher when OCs are first used at 
a young age, and increases with duration of use.(4-6) A study 
of Israeli women taking OC showed that 51% of them use 
low doses of estrogen (≤20 mcg) and 49% use higher doses 
of estrogen (30–35 mcg). Of the 132 women in the study, 
86 (65%) used OC: 68 (79%) used low doses of estrogen 
(P<0.002) compared to the general population), while only 18 
(21%) used higher doses of estrogen (P<0.002 compared to the 
general population). The authors conclude that significantly 
more patients with SVS use low doses of estrogen than those 
who use high doses of estrogen.(5)

In gynecology, the traditional diagnostic strategy for 
chronic dyspareunia is to look for organic causes and, in 
their absence, suggest a psychogenic etiology. In fact, there 
are no reliable organic diagnostic markers of VVS, and a 
routine gynecological examination does not imply a thorough 
examination of the vestibule of the vulva.(8) Interestingly, 
psychiatric nosologies are similar to gynecological ones and 
also define dyspareunia in terms of an organic/psychogenic 
dichotomy. Again, this position ignores the localization of 
pain. As a result, dyspareunia without an organic cause is 
determined by the activity that it interferes with, that is, sexual 
intercourse.

There are the following criteria for VVS: 1) severe pain 
on vestibular touch or attempt at vaginal entry; 2) sensitivity 
to pressure localized on the eve of the vulva; 3) vestibular 
erythema of varying degrees.(8) The diagnosis is usually based 
on the woman’s report of pain during penile penetration and is 
confirmed by palpation of a cotton swab on the vestibule of the 
vulva. Approximately 90% of women ultimately diagnosed with 
VVS describe their pain with adjectives such as “burning” or 
“cutting pain.”(9) Patients also usually describe their pain starting 
from the moment the penis enters the vagina. This pain can be 
reproduced by a gynecologist palpating the vestibule of the 
vulva with a cotton swab. This palpation is usually perceived 
as light pressure, but is extremely painful for women with 
VVS. Visual or colposcopic examinations of the vulva are 
not helpful in diagnosing VVS. On the other hand, there are 
numerous urogenital infections and dermatological conditions, 
the symptoms of which coincide with those of VVS.(10-13) There 
is also evidence indicating that VVS is difficult to distinguish 
from vaginismus.(14,15) Finally, there are a number of chronic 
pain syndromes of the vulva or genitourinary system, called 
essential or dysesthetic vulvodynia, in patients who experience 
pain during intercourse and a positive cotton swab test. Usually, 
these patients are easily distinguished from women with VVS in 
that their pain is not limited to external stimulation, but occurs 
spontaneously over long periods of time and often on a daily 
basis.(16) There is a very long list of proposed etiological factors 
and mechanisms for the development of VVS; however, this 
list is not accompanied by evidence-based randomized trials.(14) 
There are currently several weakly evidence-based findings:



592                                        O. Ya. Leshchenko / International Journal of Biomedicine 11(4) (2021) 590-593

1. SVS appears to be associated with the use of OCs 
containing a low dose of estrogen.(17)

2. There may be local vestibular changes, reflecting 
increased inflammation or increased nerve innervation.(18)

3. There is evidence of a possible genetic predisposition 
to VVS associated with the gene for interleukin-1 receptor 
antagonist (IL-1Ra), which is involved in inflammatory 
processes.(19)

4. Hypertonicity of the pelvic floor muscles is associated 
with urogenital pain.(20) 

The American College of Obstetricians and Gynecologists 
proposed an algorithm for the treatment of VVS, starting with 
conservative treatment and gradually moving to more invasive 
interventions. Interestingly, there is no randomized controlled 
evidence to support any of the proposed interventions.(21) In 
fact, there have been three randomized controlled trials that 
investigated medical interventions using cromolyn cream 
and fluconazole (showing ineffectiveness),(22,23) and topical 
estrogen and testosterone with good clinical results.(24-26) 

There are also two randomized controlled trials that have 
documented the effectiveness of non-medical approaches, 
such as cognitive behavioral therapy and biofeedback/pelvic 
floor physiotherapy and vestibulectomy.(27)

A recent review by Coelho et al. emphasized that OCs 
were associated with dyspareunia, not only due to possible 
vaginal dryness, but also due to the risk of vestibulitis.(1) 
Several studies indicate a link between OC use and vestibular 
pain.(3-7) The likelihood of superficial pain during intercourse 
appears to be higher when OCs are first used at a young age, and 
increases with duration of use.(4-6) Other authors also reported 
that the use of OC containing 20mg of ethinyl estradiol was 
a risk factor for the development of vestibulodynia.(6,28) Most 
international clinical guidelines believe that “Physicians 
should not recommend any combination of OC over 
another to reduce weight gain, headache, breast tenderness, 
breakthrough bleeding, mood disorders, acne, nausea, and 
decreased libido. There are no significant differences between 
the compositions.”(29) Long-term adverse symptoms are often 
alleviated by changes in OC; however, none of the OCs have 
been proven to be superior in terms of side effects.(30) With 
a decrease in libido, it is necessary to reassure the patient that 
this problem will disappear over time, otherwise, consider 
increasing the dose of estrogen if the current dose is low.(30,31) 
The adverse effects of OCs usually decrease to acceptance 
levels with continued use of the same drug. Physician 
reassurances that symptoms are likely to resolve within three 
to five months are often the only treatment needed.(32)

Conclusion 
Dyspareunia due to VVS is a fairly commonly 

misdiagnosed problem. The previously mentioned categorical 
classification systems capture the complex relationships 
between genital pain, sexual interference, fear of penetration, 
muscle tension, and emotional stress. Failure to assess and 
adequately address this problem is of great importance for 
the quality of life of women and their partners. It might be 
better to think of the problem as a chronic pain disorder 

rather than sexual dysfunction, as this focuses clinical and 
research attention on a central symptom of pain. Studies of 
adverse sexual effects in women using OCs are controversial 
and require further research, but advice on oral hormonal 
contraception should be based on known evidence-based 
recommendations and not be limited to the unreasonable 
substitution of one OC for another.
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