Archives of Sexual Behavior (2023) 52:2249-2260
https://doi.org/10.1007/510508-023-02617-3

CLINICAL CASE REPORT SERIES q

Check for
updates

Psychological Treatment of Persistent Genital Arousal Disorder/
Genitopelvic Dysesthesia Using an Integrative Approach

Kathleen E. Merwin"3® - Lori A. Brotto?

Received: 5 January 2023 / Revised: 3 May 2023 / Accepted: 4 May 2023 / Published online: 30 May 2023
© The Author(s), under exclusive licence to Springer Science+Business Media, LLC, part of Springer Nature 2023

Abstract

Persistent genital arousal disorder/genitopelvic dysesthesia (PGAD/GPD) is characterized by persistent, unwanted physi-
ological genital arousal (i.e., sensitivity, fullness, and/or swelling) in the absence of sexual excitement or desire which can
persist for hours to days and causes significant impairment in psychosocial well-being (e.g., distress) and daily functioning.
The etiology and course of PGAD/GPD is still relatively unknown and, unsurprisingly, there are not yet clear evidence-based
treatment recommendations for those suffering from PGAD/GPD. We present the case of a 58-year-old woman with acquired
persistent genital arousal disorder, which began in March 2020; she believed she developed PGAD/GPD due to a period of
significant distress and anxiety related to the COVID-19 pandemic. After seeking medical diagnosis and treatment from
multiple healthcare providers and trying a combination of pharmacological and medical treatment modalities, she presented
for psychological treatment. An integrative therapy approach (3 assessment sessions, 11 treatment sessions), which included
cognitive behavior therapy, distress tolerance and emotion regulation skills from dialectical behavior therapy, and mindful-
ness practice, was utilized. The patient reported improvements anecdotally (e.g., decreased impact on occupational and social
functioning, greater self-compassion, less frequent and shorter duration of PGAD/GPD flare-ups, improved ability to cope
with PGAD/GPD symptoms, and decreased need for sleeping medication) and on self-report measures (e.g., lower PGAD/
GPD catastrophizing, lower anxiety and depression, and greater overall quality of life).We report the use of an integrative
(i-e., psychoeducational, cognitive behavioral, dialectical behavioral, and mindfulness-based) intervention, which may be an
effective psychological treatment for PGAD/GPD.

Keywords Persistent genital arousal disorder - Genitopelvic dysesthesia - Dialectical behavior therapy - Cognitive
behavioral therapy - Mindfulness - DSM-5

Introduction

Persistent genital arousal disorder/genitopelvic dysesthesia
(PGAD/GPD) is a distressing and rare disorder which is not
yet well understood. Generally, PGAD/GPD is character-
ized as the presence of persistent, unwanted physiological
genital arousal (i.e., sensitivity, fullness, and/or swelling) in
the absence of sexual excitement or desire which can persist
i i for hours to days and causes significant impairment in psy-
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University, Halifax, NS, Canada chosocial well-being (e.g., distress) and daily functioning.
) However, the conceptualization, diagnostic criteria, and ter-
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minology of this distressing condition are frequently evolving
(see Table 1). For instance, the terminology was recently
modified from PGAD to PGAD/GPD following the release of
a consensus and process of care paper from leading clinicians
and researchers in the area (Goldstein et al., 2021). Further, it
has been specified that the sensations could occur in various
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Table 1 Proposed diagnostic criteria and defining characteristics of PGAD/GPD based on the ISSWSH consensus expert opinion and existing

literature

Diagnostic criteria

(1) persistent or recurrent, unwanted or intrusive, distressing sensations of genital arousal (i.e., sensitivity, fullness, and/or swelling)

(2) that persists for at least 3 months

(3) may include other types of genito-pelvic dysesthesia (e.g., tingling, burning, itch, pain)

(4) most commonly experienced in the clitoris; can also occur in other genito-pelvic regions (e.g., vulva, vestibule, urethra, perineal region, blad-

der)

(5) may include being on the verge of orgasm, experiencing uncontrollable orgasms, and/or having an excessive number of orgasms

(6) not associated with concomitant sexual interests, thoughts, or fantasies

Possible associations with

(1) limited resolution, no resolution, or aggravation of symptoms by sexual activity

(2) compromised orgasm quality (e.g., aversive, impaired, altered frequency, intensity, timing, and/or pleasure)

(3) aggravation of genito-pelvic dysesthesia by certain circumstances (e.g., sitting, car driving, music or sounds, general anxiety, stress, or nerv-

ousness)
(4) despair, emotional lability, catastrophization, and/or suicidality

(5) on physical examination, absent evidence of genital arousal (i.e., genital lubrication, swelling of clitoris or labia; Goldstein et al., 2021)

ISSWSH International Society for the Study of Women’s Sexual Health. PGAD/GPD persistent genital arousal disorder/genitopelvic dysesthesia

genitopelvic areas (e.g., clitoris, vulva, bladder) and may be
aggravated by a multitude of psychological (e.g., stress, gen-
eral anxiety), sensory (e.g., music or sounds) and situational
(e.g., vibrations from a moving vehicle, sitting) factors (for
a detailed description of PGAD/GPD and why terminology
was modified, see Goldstein et al., 2021).

The estimated prevalence of PGAD/GPD ranges from
0.6 to 4.3%, suggesting that globally, many individuals are
affected (Dettore & Pagnini, 2020; Garvey et al., 2009; Jacko-
wich & Pukall, 2020b). Unfortunately, the etiology of PGAD/
GPD is not yet well understood. Research to date indicates
that PGAD/GPD is likely caused and maintained by a com-
bination of biological (e.g., pudendal neuropathy, paracentral
lobule hyperactivity), pharmacological (e.g., initiating/dis-
continuing SSRIs/SNRIs), psychological (e.g., depression,
anxiety, catastrophizing), and systems-level (e.g., lack of
awareness of PGAD/GPD by clinicians and the public) fac-
tors (for a review see Goldstein et al., 2021).

Overall, there is a dearth of research and literature about
treatment approaches for PGAD/GPD. However, current
evidence suggests that psychological, pharmacological, and
physiological treatment approaches may be appropriate and
effective (Goldstein et al., 2021; Martin-Vivar et al., 2022;
Pease et al., 2022; Pukall et al., 2022). A scoping review of
proposed treatments for PGAD/GPD (Martin-Vivar et al.,
2022) identified 38 studies and found evidence for physical
treatments such as surgery, neuromodulation, and pelvic floor
physiotherapy; pharmacological approaches such as the use
of paroxetine, duloxetine, and clonazepam; and psychother-
apy approaches such as cognitive-behavior therapy (CBT),
couples therapy, mindfulness, and hypnotherapy. Notably, the
scoping review only identified seven studies which examined
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psychological interventions, all of which were case studies.
Only one of these case studies used validated measures to
assess symptoms and response to treatment (e.g., depression
and anxiety, sleep quality, quality of life, intensity of symp-
toms, and marital interference; Elkins et al., 2014), while
most did not include any formal assessment of symptoms
over the course of treatment (Aswath et al., 2016; Curran,
2019; Eibye & Jensen, 2014; Hiller & Hekster, 2007; Hryriko
etal., 2017). Further, most of the existing psychotherapy case
studies provide very limited information about the therapeu-
tic techniques utilized (Aswath et al., 2016; Curran, 2019;
Eibye & Jensen, 2014; Hrynko et al., 2017). Indeed, some of
the sparse descriptions of psychotherapy in these case stud-
ies consisted of only: “supportive therapy” (Aswath et al.,
2016, p. 341), “trauma-focused therapy” (Curran, 2019, p.
188), “mindfulness therapy,” and “out-patient individual
therapy sessions” (Eibye & Jensen, 2014, p. 2). Only three
case studies provided some detail beyond therapeutic modal-
ity (i.e., Bilal & Cerniglia, 2020; Hiller & Hekster, 2007,
Hrynko et al., 2017) and a fourth case study was the only
one to provide a detailed description of their psychological
intervention (i.e., hypnotherapy; Elkins et al., 2014). Notably,
only one existing case study on a psychological treatment for
PGAD/GPD both utilized validated measures and included
a detailed description of the treatment (Elkins et al., 2014).
As Crowe et al. (2011) highlight, it is important for health-
related case studies to provide sufficient contextual informa-
tion (e.g., decision-making processes, treatment approaches)
and to include multiple sources of evidence (e.g., qualita-
tive and quantitative) when available. We present a clinical
case report which provides additional support (both qualita-
tive and quantitative) for the effectiveness of psychological
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approaches in treating PGAD/GPD and details the integrative
therapy approach utilized.

Case Report

The patient is a 58-year-old, White, heterosexual woman
who described herself as an Atheist. She had been married
for 37 years (relationship duration approximately 40 years)
and had three adult sons. At the beginning of the COVID-19
pandemic (end of February 2020/beginning of March 2020),
the patient reported an intense increase in stress and anxi-
ety, including difficulty sleeping due to her anxiety about the
pandemic. By March 2020, she reported feeling as if her
“nervous system was pinned” and she was “stuck in fight
or flight mode 24/7.” At the onset of her symptoms, she did
not have a primary care physician. She initially presented to
the emergency department' in March 2020 with what she
initially thought was a severe bladder infection (i.e., urge to
urinate, sore back, intense pain along her pelvis, feeling like
her clitoris was “on all the time,” in addition to vomiting, high
blood pressure, and intense anxiety/panic).” Between March
2020 and early April 2020, she presented to the emergency
department an additional six times with worsening symptoms
and experienced her healthcare team as extremely invalidat-
ing (e.g., making jokes about her). Over the course of these
seven visits to the emergency department, she was treated for
several infections despite testing negative for the presence of
an infection. By her final visit, she reportedly had not slept
for 11 days and had lost 15 1bs because she was unable to eat
due to constant nausea and vomiting. A family member of the
patient eventually suggested she see a primary care physician,
whom the patient had previously seen for hormone replace-
ment therapy during menopause; this physician suggested a
diagnosis of PGAD/GPD and referred her to a gynecologist.
The patient saw two gynecologists in the community before
eventually receiving a diagnosis of PGAD/GPD in July 2020
(approximately 4 months after symptom onset).

1" All healthcare treatment occurred in British Columbia, Canada,
which has a publicly funded universal health care system.

2 Existing literature has suggested that the nervous system, including
the autonomic nervous system, may be involved in the etiology and/or
maintenance of PGAD/GPD (Goldstein et al., 2021; Jackowich et al.,
2016; Leiblum et al., 2007). Additionally, factors such as stress have
been linked to the onset of PGAD/GPD symptoms (Goldstein et al.,
2021). Since the autonomic nervous system responses to stress can
include physiological changes such as increased blood pressure, nau-
sea, and vomiting (Ziegler, 2012), it is possible that some of her symp-
toms which seem unusual with PGAD/GPD are better explained by
her response to the stress of the COVID-19 pandemic. Further, several
other studies mention similar symptoms (e.g., nausea, vomiting, weight
loss, hypertension) being present in PGAD/GPD patients (Goldmeier
& Leiblum, 2008; Kamatchi & Ashley-Smith, 2013; Oaklander et al.,
2020; Scantlebury & Lucas, 2023).

In terms of previous treatment, she had been prescribed
several different medications (i.e., quetiapine, escitalopram,
clonazepam, gabapentin, tramadol, nortriptyline, Tylenol No.
3 with Codeine (T3s), topical lidocaine, and vaginal sup-
positories of diazepam) to address her PGAD/GPD symp-
toms, in addition to her depressive and anxiety symptoms.
She reported “some moments of relief [from PGAD/GPD
symptoms]” after three weeks of using a combination of
vaginal suppositories of diazepam and T3s, but overall, her
symptoms remained severe. She also reported that some of
the medications (e.g., nortriptyline) worsened her PGAD/
GPD symptoms.

One gynecologist referred the patient to a psychologist due
to her high suicide risk. The psychologist used an internal
family systems therapy approach (Anderson et al., 2017),
which the patient felt was not a good fit and ceased treatment.
The patient was eventually referred to the British Columbia
Centre for Vulvar Health, a multidisciplinary tertiary care
center in a large metropolitan city, which provides compre-
hensive assessment of individuals with vulvar health issues.
The gynecologist in the center then referred this patient to
a psychology resident (the first author) for psychological
treatment. At the time of referral, the patient was taking a
combination of prescribed medications for PGAD/GPD (i.e.,
tramadol 50 mg, clonazepam 0.5 mg, gabapentin 300 mg
[three times per day], and amitriptyline 100 mg) to address
her symptoms with limited effectiveness (e.g., provided
enough relief that she could sleep for a few hours, “walk
carefully”, and get dressed). She had been consistently tak-
ing these medications for 1 year 2 months and described this
combination of medications as “[taking] down the volume of
PGAD so [she] could think again” but still reported almost
constant PGAD/GPD symptoms which were significantly
distressing and impairing.

Assessment

Two initial sessions focused on providing the patient—who
had experienced invalidation and dismissal within the health-
care system—with the opportunity to share her experiences
and background in a validating environment, and to obtain
a general timeline of the PGAD/GPD onset and course. The
third session focused on a comprehensive psychosexual
assessment and discussion of treatment goals.

At the time of assessment, the patient continued to meet
the proposed diagnostic criteria for PGAD/GPD (Table 1).
There was no history of illnesses or injuries to her nerv-
ous system, although she did report having lifelong irritable
bowel syndrome and a recent diagnosis of interstitial cystitis
(after the onset of PGAD/GPD). Additionally, she reported
“possible bladder damage” during childbirth and a hysterec-
tomy at age 44. There was a history of hypertension (starting
at age 51) following a stressful period of time during which
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a family member was struggling with substance use. She
reported difficulties with anxiety and panic attacks, starting
at 14-years-old, which caused significant functional impair-
ment starting when she was in her thirties. At the time of
presenting for treatment, she was assessed and met DSM-5
criteria for generalized anxiety disorder with panic attacks
and described feeling constantly “hypervigilant” about any
physiological changes in her body, especially those related
to PGAD/GPD. She did not meet DSM-5 criteria for a major
depressive episode at the time of assessment but still reported
ongoing depressive symptoms. She may have met criteria for
persistent depressive disorder; however, this was not formally
assessed. She denied current suicidal ideation.

She grew up in an emotionally invalidating environment
and her mother allegedly had a history of substance abuse.
She described becoming hypervigilant and detail-oriented
as a child in order to maintain her safety. The patient also
reported two significant losses, her best-friend dying sud-
denly and her father dying approximately one year prior to
the pandemic following surgical complications. She denied
any past or current sexual, physical, or emotional abuse.

Regarding other aspects of her sexual functioning, she
reported current and past low spontaneous sexual desire
(solo and partnered) and was not distressed by this; she
also reported rarely experiencing sexual attraction to oth-
ers, instead describing her attraction as being emotional and
mental. She had not received any formal or informal sexual
education at home or in school as a child or adolescent. She
denied any non-consensual or unwanted sexual encounters;
however, she reported that her first experience of penetra-
tive sexual intercourse was “excruciating...like a knife.” She
denied pain during sexual intercourse with any other part-
ners, including her husband, but stated that she did not find
these sexual experiences satisfying or pleasant. She currently
avoided solo or partnered sexual activity and reported that
masturbation triggered PGAD/GPD flare-ups which lasted
for weeks.

The patient reported her PGAD/GPD symptoms were fre-
quently triggered by high levels of anxiety, and she attributed
the onset of PGAD/GPD to stress related to the COVID-19
pandemic. She was unable to wear pants for 18 months and
unable to sit down for long durations as these would worsen
her PGAD/GPD symptoms. The patient reportedly found
visual and auditory stimuli (e.g., lights, music, and televi-
sion) overstimulating and these caused increases in anxiety
and PGAD/GPD symptoms. Following the onset of PGAD/
GPD symptoms, the patient experienced intense feelings of
shame, felt socially isolated, had a major depressive episode
with frequent suicidal ideation (lasting eight months), and
elevated anxiety (lasting three months). The patient was
employed as a childbirth educator, doula, and doula edu-
cator, but had to retire from her profession in 2020 due to
her PGAD/GPD, anxiety, and depressive symptoms. After
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finding a combination of prescribed medications took “down
the volume” of her PGAD/GPD symptoms, she was unable
to return to her previous career but became self-employed
part-time in a family-owned bakery business. She reported
difficulty sleeping due to anxiety and PGAD/GPD symptoms
and described that she frequently awakened in the morning
with the physical sensation of a “level 10 orgasm.” At the
time of assessment, she described her PGAD/GPD symptoms
as “pre-orgasmic agony.”

Treatment

Treatment included a combination of psychoeducation, cog-
nitive behavioral therapy (CBT), mindfulness, and dialectical
behavior therapy (DBT). Eleven therapy sessions (typically
weekly, on average 50-min) were conducted online over the
course of four months. All sessions were conducted virtually
using the Zoom videoconferencing platform.

Initially, session content focused on psychoeducation
and mindfulness, then CBT strategies, followed by emotion
regulation and distress tolerance DBT skills. Importantly,
the therapeutic approach was truly integrated, with most ses-
sions involving therapeutic communication styles of DBT
(including during the assessment sessions) and a balance of
the core components of CBT, DBT skills, and mindfulness.
Additionally, an emphasis was placed on the dialectic of
acceptance and change throughout all sessions. A summary
of the session content/themes and homework assigned can
be found in Table 2.

Psychoeducation

The Fear-Avoidance Model of PGAD/GPD (Jackowich &
Pukall, 2020a) was introduced to the patient, who found it
validating and reported it fit her experience of PGAD/GPD
(Fig. 1). This model is based on a biopsychosocial frame-
work, which is commonly utilized in the chronic pain litera-
ture and has previously been applied to sexual pain disorders
(Davis et al., 2015; Thomtén & Linton, 2013). The Fear-
Avoidance Model of PGAD/GPD suggests that if the physical
symptoms of PGAD/GPD are interpreted as threatening, this
will lead to catastrophizing about and fear of these sensa-
tions. Consequently, individuals become hypervigilant and
engage in avoidance of behaviors/triggers related to sensa-
tions of arousal. Avoidance and hypervigilance then lead to
negative psychosocial outcomes (e.g., anxiety, depression,
decreased quality of life), which help to maintain the cycle
by contributing to the experience and awareness of arousal
sensations. Further, the Fear-Avoidance Model proposes that
cognitive and behavioral strategies (e.g., cognitive restructur-
ing, exposure, and relaxation) could be used to reduce fear
and catastrophizing, increase adaptive coping, and increase
acceptance of PGAD/GPD symptoms, which would then lead
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Table 2 Main content/theme(s) covered and homework assigned in each of the sessions

Session number Main session content/theme(s) and homework assigned

1and 2

10

11

Provide patient with space to tell her story; obtain timeline of PGAD/GPD. Provide validation, radical genuineness, and hope
Homework: N/A

Formal assessment (e.g., assess for anxiety and mood disorders, OCD, PGAD/GPD, collect additional psychosexual history)
Homework: PGAD/GPD tracking log (track symptoms as well as triggers, thoughts, emotions, and behaviors); consider treat-
ment goals

Discuss treatment goals and review PGAD/GPD tracking log; explore connections between events, thoughts, emotions, and
behaviors; explore PGAD/GPD and impact it has further. Validate the desire to avoid tracking and/or bringing awareness and
attention to PGAD/GPD symptoms, while also emphasizing the importance of doing so

Homework: PGAD/GPD tracking log

Review PGAD/GPD tracking log and discuss patterns. Psychoeducation about the Fear-Avoidance Model of PGAD/GPD.

Psychoeducation about core beliefs. Explore negative core beliefs related to anxiety, depression, and PGAD/GPD
In-Session Exercise: Decisional balance of holding current negative core belief versus an alternative, more balanced belief
Homework: PGAD/GPD tracking log; mindful breathing exercise; continue decisional balance

Review decisional balance. Psychoeducation about cognitive distortions and discuss which she commonly engages in. Psych-
oeducation on physiological anxiety response; introduce diaphragmatic breathing. Patient reported that when not hyper-
vigilant for a period of time she will then panic (“If I'm not constantly on alert and worried, the sky will fall” —somewhat
magical thinking); reviewed role of hypervigilance in PGAD/GPD Fear-Avoidance Model

In-Session Exercise: Diaphragmatic breathing

Homework: Behavioral experiment to challenge magical thinking (intentionally spend time thinking about therapist getting
sick, see if it happens); mindful breathing; diaphragmatic breathing; notice cognitive distortions

Patient had not done behavioral experiment homework because felt too anxious, was worried thinking about it would cause
therapist to get sick. Reviewed cognitive distortions homework. Patient reported that use of mindful breathing and diaphrag-
matic breathing allowed her to decrease amitriptyline dosage by 50%. Discussed how her coping mechanisms and ways of
thinking were adaptive/needed as a child, but are maladaptive now (e.g., called liar as child, became hypervigilant so she
could prove she was not a liar). Chaos and peace can coexist, PGAD/GPD symptoms can be present and I can cope/not panic
(i.e., two opposites can be true and exist at the same time—a dialectic)

Homework: Mindful breathing; diaphragmatic breathing; 15 min behavioral experiment (think about therapist stubbing toe, see
if it happens)

Did not do behavioral experiment homework; discussed resistance and cognitive distortions that were a barrier to completion.
Discussed internal versus external locus of control regarding experience of PGAD/GPD. Discussed how setting boundaries
with her family allowed her to enjoy and relax, which resulted in reduced frequency of PGAD/GPD flare-ups. Reported worst
PGAD/GPD flare-up since onset of PGAD/GPD, she was able to identify cognitive distortions, cope, and gradually increased
her physical activity with an acceptance-based attitude towards the PGAD/GPD symptoms; also reported she began to chal-
lenge her cognitive distortions, even though this had not been formally covered yet. Shame versus privacy (can keep PGAD/
GPD private if want to, but do not need to do so out of shame about it; can accept PGAD/GPD and still keep it private if
choose to do so)

Homework: Behavioral experiment (visualize therapist stubbing her toe in vivid detail and say “I hope [therapist’s name] stubs
her toe” aloud 5 times, see if it happens); mindful breathing

Discuss completed behavioral experiment —patient came to realize that thoughts do not have power (nor does her worry/hyper-
vigilance keep people safe or stop PGAD/GPD). Importance of boundaries. Introduced cognitive restructuring formally and
examined evidence for/against negative automatic thoughts (e.g., “They think I'm lying about PGAD”, “They do not care
enough about me to know about PGAD”). Patient spontaneously referred to her past hysterectomy as “delightful” (because
there was physical evidence that she hurt etc., so she felt she could relax without worry about judgement); discussed how this
related to her invalidating environment growing up as well as negative core beliefs

Homework: 7-column thought record; mindful breathing

Review thought record. Identified two important life events (death of father and death of best friend) and challenged thoughts
(e.g., that she was responsible/could have prevented these deaths) and checked the facts® about whether the emotion of guilt
was justified and/or helpful. Introduced concept of safety behaviors, identified safety behaviors for her to reduce

Homework: Thought records; mindful breathing; reduce safety behaviors (reassurance seeking/obsessive checking)

Reviewed thought records and reducing safety behaviors homework. Cognitive restructuring in-session, with focus on objec-
tive (rather than subjective) evidence. Patient reported she wakes up in a panic and with PGAD/GPD symptoms every morn-
ing. Introduced TIPP skill for when patient wakes up with PGAD/GPD symptoms and feelings of panic, then use cognitive
restructuring when intensity of emotions has decreased. Assessed sexual and relationship history now that patient finally
comfortable to do so

Homework: Thought records; TIPP; mindful breathing
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Table 2 (continued)

Session number Main session content/theme(s) and homework assigned

12 Reviewed how TIPP went. Patient reported she no longer needs to take any sleeping medication, using mindfulness instead.
Reviewed thought records and did in-session cognitive restructuring. Psychoeducation about emotion regulation. Revisited
the Fear-Avoidance Model of PGAD/GPD and core beliefs; explored how she has replaced her negative core belief with “I
am enough”. Discussion about how patient can accept that PGAD/GPD symptoms are there and control them somewhat (i.e.,
dialectic of acceptance and change). Discussed simply sitting with emotions (e.g., sadness) mindfully and nonjudgmentally
Homework: TIPP; cognitive restructuring; mindful breathing; start working on plan to maintain gains

13 Patient reported two difficult and stressful situations in past two weeks; discussed the link between her urge to prioritize others
well-being over her own and her negative core belief (“I am not good enough/unlovable”). Positive reinforcement of her
skillfulness during these stressful situations —she used all her coping skills and did not experience any PGAD/GPD symp-
toms in the past two weeks. Patient expressed fear about saying aloud that she had no PGAD/GPD symptoms for fear that
she would “jinx it” —did brief behavioral experiment about this (say aloud “I’m going to win 1 million dollars in 30 seconds”
and wait to see if it happens). Explored deeper fear related to getting “better” (i.e., if PGAD/GPD comes back then she has
“failed”). Cognitive restructuring in session. Introduced PLEASE skills from DBT. Started a plan to help her maintain her
gains and which skills to continue using

Homework: Thought records; mindful breathing; TIPP; PLEASE

14 Patient reported PGAD/GPD flare-up lasting three days; however, she did not engage in catastrophizing and simply used her
skills—resulting in her comparing the flare-up to a headache, rather than a “disaster”. Discussed her progress in therapy and
reviewed her scores on self-report measures across the course of therapy. Discussed therapeutic relationship coming to an
end; she had completed a thought record about therapy ending, which demonstrated her ability to effectively engage in cogni-
tive restructuring

Homework: N/A

PGAD/GPD =persistent genital arousal disorder/genitopelvic dysesthesia. DBT =dialectical behavior therapy. TIPP=DBT distress tolerance
skill; it is a mnemonic which stands for: Temperature (i.e., submerging face in ice water to elicit the dive response), Intense exercise, Paced
breathing, and Paired muscle relaxation (Linehan, 2015). PLEASE=DBT emotion regulation skill; it is a mnemonic which stands for: treat
PhysicaL illness, balanced Eating, avoid mood-Altering substances, balanced Sleep, and get Exercise (Linehan, 2015)

#Checking the facts is a DBT emotion regulation skill; however, this skill was not formally introduced in the DBT framework, rather a Socratic

dialogue was used to achieve the same effect

to reduced symptoms and increased engagement in activities
of daily living (i.e., recovery).

Cognitive Behavior Therapy-Based Strategies

Cognitive behavior therapy (CBT) has been shown to be an
effective psychotherapy approach for other sexual dysfunc-
tions (e.g., provoked vestibulodynia; Bergeron et al., 2016;
Goldfinger et al., 2016). Additionally, two case studies sup-
port the use of CBT-based techniques for PGAD/GPD (Bilal
& Cerniglia, 2020; Hiller & Hekster, 2007). Further, CBT is
an effective treatment for mood and anxiety disorders, sug-
gesting it could also be used to help address some of this
patient’s comorbidities. The CBT-specific strategies utilized
included: (1) a PGAD/GPD symptom tracking log to increase
awareness of symptoms as well as the connections between
triggers, thoughts, emotions, and PGAD/GPD symptoms; (2)
thought records and cognitive restructuring of cognitive dis-
tortions related to PGAD/GPD:; (3) identifying negative core
beliefs; (4) a decisional balance about holding current nega-
tive core belief vs. holding an alternative, more balanced core
belief; and (5) behavioral experiments to challenge PGAD/
GPD-related cognitive distortions, especially those related to
catastrophizing, fortune telling, and hypervigilance.
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Mindfulness-Based Strategies

Mindfulness-based therapy has been found to be effective
for sexual arousal (Brotto et al., 2008, 2022; Rashedi et al.,
2022) and sexual pain disorders in women (Boerner &
Rosen, 2015; Brotto et al., 2019; Dunkley & Brotto, 2016),
as well as anxiety and depression (Hofmann et al., 2010;
Khoury et al., 2013). Additionally, there is evidence from
the chronic pain literature that mindfulness therapy leads to
significantly greater reductions in pain catastrophizing and
stress-related affect, relative to CBT (Davis et al., 2015).
Given the role of catastrophizing in PGAD/GPD (Fear-
Avoidance Model of PGAD/GPD:; Fig. 1), mindfulness-
based therapy may be an effective treatment for PGAD/
GPD. Further, there is one case study supporting the
use of mindfulness-based cognitive therapy (MBCT) for
PGAD/GPD (Bilal & Cerniglia, 2020). As such, mindful-
ness skills were introduced and core tenets of mindfulness
were integrated throughout treatment. For instance, there
was a focus on remaining non-judgementally in the present
moment and developing metacognitive awareness, as well
as bringing awareness to sensations of PGAD/GPD with
equanimity and acceptance, curiosity, and self-compassion.
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Avoidance

symptoms
* Engagement in activities
of daily living

Hypervigilance

[Symptom Experience ]

Approach/Confrontation of

Fear of Physical Arousal

I\

Catastrophizing about Physical
Arousal

1

Negative Affectivity
Threatening Arousal/lllness

Fig. 1 Fear-Avoidance Model of PGAD/GPD. Note The Fear-Avoid-
ance Model as applied to PGAD/GPD. The left side (light grey)
depicts factors that maintain the cycle, and in turn, PGAD/GPD
symptoms. The right side (dark grey) depicts factors that help move
one out of the cycle, promoting symptom reduction and adaptation.
The grey dashed arrows represent associations between variables

Dialectical Behavior Therapy-Based Strategies

DBT is a gold-standard treatment for those with borderline
personality disorder, who struggle with emotion dysregula-
tion and distress tolerance (Linehan, 2015; Linehan et al.,
1991, 2015). Additionally, there is some evidence that DBT
skills training can be an effective treatment for chronic pain,
with improvements in emotion regulation, decreased pain
intensity and catastrophizing, as well as with mood, coping
behaviors, sleep, and general well-being (Linton & Fruzzetti,
2014; Norman-Nott et al., 2022). Further, DBT has recently
been suggested as a treatment approach for sexual dysfunc-
tions in those with a history of childhood sexual abuse (Wohl
& Kirschen, 2018), although has not yet been evaluated as
such.

The key components of DBT are a synthesis of accept-
ance with change, inclusion of mindfulness, emphasis on
the therapeutic relationship, and an emphasis on dialecti-
cal processes (Linehan, 1993). The biosocial theory behind
DBT was a particularly good fit for this patient given that the
invalidating environment she grew up in led to the develop-
ment of core beliefs and patterns of behavior which may have
contributed to the onset of and/or maintained her PGAD/
GPD. Further, this invalidating environment likely contrib-
uted to her struggling to label and modulate her physical

Symptoms
Identify cognitive distortions
Behavioral activation
Adaptive coping
Acceptance
Increased self-efficacy

Reduced Fear & Catastrophizing

¢ Cognitive restructuring (e.g.,
de-catastrophizing)

¢ Relaxation strategies

¢ Address other psychosocial
concerns (e.g., anxiety and
depression, interpersonal
relationships)

within the model that have been supported by research [e.g., asso-
ciation between catastrophizing and depression; (Jackowich et al.,
2018)]. Figure adapted from Jackowich and Pukall (2020a) and Gold-
stein et al. (2021). PGAD/GPD = persistent genital arousal disorder/
genitopelvic dysesthesia

and emotional arousal, tolerate distress, or to trust her own
emotional responses as valid interpretations of events (Line-
han, 1993).

General therapeutic communication styles from DBT were
utilized throughout treatment, including irreverent and recip-
rocal communication. Self-disclosure was also used for the
therapist to share her immediate personal reactions to the
patient and the patient’s behavior. Core DBT strategies of
problem-solving and validation (especially radical genuine-
ness) were utilized to strike a balance between change and
acceptance for PGAD/GPD. The patient seemed to respond
particularly well to the DBT therapeutic communication
styles, and a strong therapeutic alliance appeared to develop
in part due to these communication styles. Given the patient’s
past experiences with healthcare providers, a therapeutic alli-
ance that included a deep sense of trust and connectedness
was fundamental for engagement in treatment.

The distress tolerance TIPP skills were introduced to
help the patient manage extreme arousal (both emotional
and physiological). These skills are Temperature (i.e., sub-
merging face in ice water to elicit the dive response), Intense
exercise, Paced breathing, and Paired muscle relaxation
(Linehan, 2015). The emotion regulation PLEASE skills (i.e.,
treat PhysicaL illness, balanced Eating, avoid mood-Altering
substances, balanced Sleep, and get Exercise; Linehan, 2015)
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Fig.2 Patient scores on PGAD/

PGAD/GPD Catastrophizing Subscales

GPD catastrophizing subscales 14
over time. Note The patient’s
scores on the subscales of a 12 | @eeee s R ®aasrrccececccccccasnen
self-report measure of PGAD/
GPD catastrophizing (a 10
modified version of the Pain
Catastrophizing Scale; Sullivan
et al., 1995). PGAD/GPD =per- 8
sistent genital arousal disorder/ Ty
genitopelvic dysesthesia 6 ——g=— Rumination

4 ++ @+ Magnification

=& =Helplessness
2
0 + + +
Week 8 Week 10 Week 13

were introduced to help the patient decrease vulnerability
to negative emotions and increase emotional resilience.
The patient was encouraged to use TIPP when experienc-
ing either high levels of emotional distress or high levels
of physical distress associated with PGAD/GPD, which she
reported reduced her symptoms and quickly and effectively.
Given that she also tended to prioritize others and neglect her
own physical well-being (e.g., work for 15 h straight with no
breaks or food), these emotion regulation skills were a prior-
ity. However, the PLEASE skills were introduced towards the
end of therapy, when she was able to challenge the automatic
negative thoughts she had about taking care of herself, which
were related to an underlying core belief that she was unlov-
able, and thus willing to prioritize her own well-being.

Outcomes

At the end of treatment, the patient reported improvements,
which were assessed quantitatively (using self-report ques-
tionnaires) and qualitatively (through verbal self-report dur-
ing final therapy session).

Quantitative

Throughout treatment, the patient completed self-report
measures assessing depressive and anxiety symptoms (i.e.,
BDI-II and BAI; Beck & Steer, 1993; Beck et al., 1996),
quality of life (Functional Status Questionnaire; Jette et al.,
1986), as well as a measure assessing catastrophizing about
PGAD/GPD symptoms (i.e., Pain Catastrophizing Scale; Sul-
livan et al., 1995; this scale has previously been adapted and
utilized with PGAD/GPD samples; Jackowich et al., 2018).
Self-report measures were completed approximately every
two weeks. (Unfortunately, self-report measures were not
utilized for the first two months of treatment. Further, the
patient did not always complete every self-report measure at

@ Springer

each timepoint. This resulted in only three timepoints of data
collection for the self-report measures). Over the course of
therapy, the patient experienced a reduction in overall cata-
strophizing about PGAD/GPD symptoms, and reductions in
rumination, magnification, and feelings of helplessness about
PGAD/GPD (Fig. 2). Additionally, she experienced reduc-
tions in her depressive and anxiety symptoms (Fig. 3) and
increases in several aspects of her quality of life, including
intermediate activities of daily living (e.g., walking, doing
light housework, grocery shopping, driving a car, engaging
in vigorous exercise), work performance, mental health, and
quality of social interactions (Fig. 4).

Qualitative

The patient also verbally reported several areas of improve-
ment over the course of treatment and during her final treat-
ment session. She reported some decrease in the frequency
and severity of PGAD/GPD flare-ups, and—more impor-
tantly—she felt more confident in her ability to cope with
flare-ups and had more acceptance towards her condition
(e.g., “I may not always have PGAD, but if I do I know I am
in control and can cope with it”). Further, she began prior-
itizing herself and her own well-being, which was leading to
improved relationships with her family, especially her hus-
band. She had been able to begin exercising regularly without
fear of it triggering a PGAD/GPD flare-up. The patient used
mindfulness of breathing daily, which she reported reduced
her stress and allowed her to stop taking the amitriptyline.
The increased acceptance of PGAD/GPD sensations also
seemed to reduce distress associated with the presence of
physiological symptoms of PGAD/GPD and anxiety. She
was able to develop and hold an alternative, balanced core-
belief (“I am enough”), which she reported led to feelings of
increased self-worth and reduced distress and shame. There
were no notable changes in sexual functioning by the end
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Fig.4 Patient’s scores on the subscales of the Functional Status
Questionnaire. Note The Functional Status Questionnaire assesses
quality of life in six different areas: (1) Basic Activities of Daily Liv-
ing, (2) Intermediate Activities of Daily Living, (3) Mental Health,
(4) Work Performance, (5) Social Activities, and (6) Quality of
Interactions. The patient’s scores on basic activities of daily living
remained at 100 throughout treatment. Additionally, her scores on

of treatment (e.g., no changes in sexual desire) and she had
not resumed solo or partnered sexual activity. However, the
improved coping with PGAD/GPD did appear to result in
an improved romantic relationship with her husband. She
was even considering going on a vacation with her husband,
which she reportedly never would have considered prior to

intermediate activities of daily living, mental health, work perfor-
mance, and quality of interactions all increased over the course of
treatment. In contrast, her scores on the social activities’ subscale had
decreased slightly, although the client reported that this was not due
to PGAD/GPD, but rather other situational factors (i.e., the physical
and/or psychological health of two of her relatives declining). PGAD/
GPD =persistent genital arousal disorder/genitopelvic dysesthesia

treatment. Overall, at the end of treatment, the client stated
that this was the first time in her life that someone was listen-
ing to/hearing her, and that she had developed a new way of
thinking and relating to her PGAD/GPD and anxiety, as well
as improved coping skills.
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Discussion

We report a successful treatment of PGAD/GPD with an
integrative therapeutic approach which included psychoe-
ducation, CBT, DBT, and mindfulness. A review of the lit-
erature revealed only one case report of using CBT couples
therapy for PGAD/GPD (Hiller & Hekster, 2007) and one
case report using MBCT for PGAD/GPD (Bilal & Cerniglia,
2020); however, there were no other reports of an integrative
psychotherapeutic approach such as this. While this psycho-
logical treatment was technically provided in parallel with
pharmacotherapy (in line with current recommendations;
Goldstein et al., 2021), the patient had been on a consistent
medication regime for 1 year 2 months yet only experienced
marginal benefit. Further, she was able to reduce and then
taper off one of her medications (i.e., amitriptyline) because
she was experiencing benefit from the psychological inter-
vention. However, it is important to note that we cannot com-
pletely dismiss the marginal benefits she received from this
combination of medications—which provided enough relief
that she was able to do some activities of daily living and
engage in psychological treatment—nor that she was receiv-
ing pharmacotherapy and psychological therapy in parallel.

Additionally, it is important to note that the patient was no
longer experiencing frequent suicidal ideation and desire by
the time she presented for treatment. Had she continued to
endorse suicidal ideation and desire, the treatment approach
may have benefited from slight adjustment to reduce suicidal-
ity before targeting the PGAD/GPD. Specifically, DBT would
have been emphasized earlier in treatment (e.g., strategies
for orientation and commitment to treatment, introducing
distress tolerance skills earlier, focus on building a life worth
living, and daily tracking of suicidal ideation and urges).

Overall, we present a novel treatment approach for PGAD/
GPD, which targets different aspects of the Fear-Avoidance
Model of PGAD/GPD (e.g., catastrophizing, avoidance,
psychosocial distress/impairment), which seem to maintain
the disorder. People with PGAD/GPD typically present to
gynaecology and medical approaches are usually considered
first-line treatment. However, the success of the presented
integrative therapeutic approach suggests that psychological
treatments should be considered as a first-line treatment (or
at the very least in parallel with first-line pharmacological
treatments). Psychological treatment provides a cost-effec-
tive, accessible, and minimally invasive treatment option for
PGAD/GPD. We encourage gynaecologists and other medi-
cal health providers to understand the important role of these
therapeutic approaches and when to refer. We hope this clini-
cal case report will inform future research and treatment for
individuals with this distressing disorder.
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