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Abstract

Background: Genito-pelvic pain and penetration disorder (GPPPD) affects multiple aspects of a woman’s life, yet its biopsychosocial impact in
the Italian context remains underexplored.
Aim: This study aimed to investigate differences in psychosocial and sexual well-being between women with and without self-reported GPPPD.
Methods: A sample of 310 women (Mage = 29.08 ± 7.93, range = 18-57) was recruited and divided into two groups: 141 women who self-
reported suffering from GPPPD and 169 women who reported not suffering from it. Data were collected through online platforms and the Italian
versions of the Vaginal Penetration Cognition Questionnaire, the Toronto Alexithymia Scale, the Parental Bonding Instrument, the Romance
Qualities Scale, the Female Sexual Function Index, and the Satisfaction with Life Scale were administered. Since there is no Italian version of
the Vaginal Penetration Cognition Questionnaire, its psychometric properties were preliminarily evaluated in an independent and convenience
sample of 170 women (Mage = 28.28 ± 7.64, Range = 18-49). To explore whether the two groups differed on the study variables, a series of
multivariate analyses of variance were carried out.
Outcomes: The outcomes of the study were the levels of the vaginal penetration-related cognitions, alexithymia, relationships with mother and
partner, and life and sexual satisfaction.
Results: Women with GPPPD reported higher negative cognitions related to penetration, higher levels of alexithymia, a lower quality of the
relationship with both the partner and the mother, as well as lower life and sexual satisfaction than the control group.
Clinical Translation: These findings emphasize the need for multidisciplinary approaches addressing cognitive, emotional, and relational factors
to improve the well-being of women with GPPPD.
Strengths and Limitations: Strengths include the comprehensive assessment of biopsychosocial factors. Limitations involve reliance on self-
reported diagnosis, potential recruitment bias, and the cross-sectional nature of the study.
Conclusion: The study highlights the extensive impact of GPPPD on women’s well-being, emphasizing the importance of tailored interventions
targeting the disorder’s psychological and relational dimensions.

Keywords: alexithymia; couple relationship; relational aspects; satisfaction with life; sexuality; vaginal penetration cognition questionnaire.

Introduction

Sexuality represents a central aspect of human life, influencing
its satisfaction and quality of life.1 However, female sexuality
and sexual pleasure still remain a taboo in cultures charac-
terized by patriarchal and religious values such as the Italian
one. In fact, Italian culture, characterized by religious influ-
ences and limited sexual education,2 tends to promote models
of sexuality that can create feelings of guilt and difficul-
ties with experiencing intimacy.1 These factors may increase
the predisposition to sexual disorders such as genito-pelvic
pain and penetration disorder (GPPPD).1,3-5 GPPPD refers
to persistent difficulties with vaginal penetration during sex-
ual intercourse or achieving full penetration. It encompasses
involuntary contractions of the pelvic floor muscles during
penetration attempts, significant pain in the vulvovaginal or
pelvic area, and feelings or fear or anxiety related to these

attempts.6,7 The prevalence of GPPPD in European countries
is reported to be 9%-11.9% of the female population affected,
with higher prevalence in Spain and Ireland.8 However, scarce
data exist in the Italian context, partially due to the difficulties
women face in self-reporting sexual disorders, thus resulting
in a lack of accurate data. The difficulty related to diagnostic
estimates is also worsened by the recent diagnostic change that
merged the former diagnoses of vaginismus and dyspareunia,
combining them under GPPPD.6,7

Given the complexity of the disorder and the lack of data
related to the Italian context, this work aims to understand
how Italian women experience GPPPD adopting a biopsy-
chosocial perspective.3,9 Indeed, international literature
has already highlighted the biopsychosocial complexity of
GPPPD, exploring the role of biological (such as pelvic
floor hypertonicity),10,11 psychological (emotional and cog-
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nitive),12,13 and social (relational dynamics, cultural norms,
and stigma)12,14 factors in the genesis and maintenance of the
disorder.3

From the emotional point of view, the inability to identify
emotions, the tendency to limit emotional arousal to the phys-
ical level, and the tendency to somatization (that characterize
alexithymic individuals) are related to sexual dysfunctions,
including vaginismus.15 Studies have found a positive asso-
ciation between alexithymia, increased somatosensory ampli-
fication, and a high level of physiological arousal that lead to
prolonged muscle tension typical of GPPPD.16,17

From a cognitive point of view, the literature has reported
the importance of catastrophic thoughts triggered by painful
sexual experiences, as they produce somatic hypervigilance,
amplifying potentially negative sensations and triggering neg-
ative emotions (such as fear and disgust) associated with sex-
ual activity.18 This creates pelvic floor hypertonicity, vaginal
contraction, and arousal impairment (resulting in decreased
lubrication): even in the presence of an attempt at sexual
intercourse, painful experiences are provoked.19

Among relational factors contributing, the relationship with
the mother has also been analyzed in international literature:
this delicate relationship should be renegotiated from adoles-
cence to gain a higher level of autonomy that helps young
women find a way to form their own sexual identity; however,
sometimes the mother may feel the need to maintain control
over her daughter, preventing her physical and emotional
emancipation, resulting in high levels of excessive maternal
care and overprotection, and anxious or preoccupied attach-
ment styles.3,20 These factors may contribute to the genesis
and maintenance of GPPPD through negative messages about
sexuality in terms of shame, dirtiness, ruin, and anxiety.21

Moreover, studies have emphasized that the partner’s reaction
and couple communication can significantly influence the
pain experience and overall sexual well-being: in particu-
lar, empathetic support and good communication improve
women’s satisfaction and sexual functioning, while frustrated
and hostile behavior over failure worsens the pain experience
and limits problem resolution.3,22

However, much of this literature focuses on predominantly
Anglophone cultural contexts, leaving a knowledge gap in
others, such as the Italian one, and limiting the exploration
of elements that may be identified as transcultural or culture-
dependent. This represents a step forward toward a more
inclusive and culturally sensitive approach to sexuality
research, as the lack of awareness and the consequent silence
around these issues can leave many women undiagnosed or
untreated. To sum up, the few studies that exist in the Italian
context highlight that the main purpose of this manuscript
is to analyze the impact of self-reported GPPPD on the life
experiences of a sample of Italian women and to verify if
there are differences between a sample of women with self-
reported GPPPD and a sample of women who did not report
any sexual disorder in terms of: cognitions about sexuality,
the ability to recognize emotions (alexithymia), relationship
with their mother, relationship with their partner, and sexual
and life well-being.

Method

Procedure and participants

The recruitment of participants was carried out through
advertisements on social networking sites (eg, Instagram and
Facebook) containing the link to the questionnaire. Moreover,

since the target population consisted of women with GPPPD,
the survey link was also shared in specific groups related
to GPPPD to ensure the recruitment of a more targeted
sample. Participation was voluntary and women who chose
to participate in the study gave their informed consent. The
study was approved by the Committee on Bioethics of the
University of Pisa (n. 25/2023 ) and conducted in compliance
with the principles of the Declaration of Helsinki. The only
inclusion criteria to participate was to have an age equal to
or greater than 18 years, which represents the age of majority
according to Italian law. Overall, the sample was composed
by 310 women (Mage = 29.08 ± 7.93, range = 18-57) divided
into: (1) a group of 141 women who self-declared to suffer
from GPPPD and (2) a group of 169 women who declared
that they did not suffer from it.

Measure

An ad-hoc questionnaire was administered to collect socio-
demographic data (ie, age, ethnicity, educational level, occu-
pation, and relationship status).

The presence of the disorder was assessed by asking par-
ticipants to answer the item “I suffer from GPPPD” (0 = no;
1 = yes) and, only for the group that declared it, for how many
years they suffer from such disorder. To reduce ambiguity,
participants were provided with a brief definition of what is
meant by GPPPD, namely that it is “a condition characterized
by persistent or recurring genital pain during intercourse or
attempts at penetration.”

For all the following questionnaires, the internal consis-
tency values are reported in Table 4, and higher scores cor-
respond to higher levels of the assessed dimension.

The Vaginal Penetration Cognition Questionnaire (VPCQ)13

was used to assess different cognitions about penetration. The
VPCQ contains 22 items rated on a 7-point Likert-type scale
(from 0 = not at all applicable to 6 = very strongly applicable)
and measures five different aspects of vaginal penetration
cognition through five subscales namely control cognitions,
catastrophic and pain cognitions, self-image cognitions,
positive cognitions, and genital incompatibility cognitions.
Since there is no Italian version of the VPCQ, the back-
translation procedure and preliminary statistical analysis were
performed (see below see “Statistical analyses”).

The Italian version23 of the Toronto Alexithymia Scale
(TAS-20)24 was used to assess alexithymia. The TAS-20 is a
self-report measure consisting of 20 items rated on a 5-point
Likert scale (from 1 = strongly disagree to 5 = strongly agree).
It comprises three factors: difficulty describing feelings, diffi-
culty identifying feelings, and externally-oriented thinking.

The Italian version25 of the Parental Bonding Instrument
(PBI)26 was used to assess the quality of women’s relationships
with their mothers. The PBI is a self-report scale comprising
21 items rated on a 4-point Likert-type (from 0 = very likely to
3 = very unlikely) intended to measure three different aspects
of the quality of relationship related to Care, Encouragement
toward autonomy, and Overprotection.

The Italian version27 of the Romance Qualities Scale
(RQS)28 was used to assess the quality of romantic rela-
tionship and was administered only to those who claimed
to be involved in a romantic relationship (ie, engaged or
married). The RQS is a self-report scale consisting of 22
items rated on a 6-point Likert scale (from 1 = Absolutely
false to 5 = Absolutely true), which assesses five main
dimensions namely Conflict, Companionship, Help, Security,
and Closeness.
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The Italian version29 of the Female Sexual Function Index
(FSFI)30 was used to investigate female sexual dysfunction.
The FSFI is a 19-item self-reported measure rated on a 5-point
Likert scale (or 6-point, depending on the item), ranging from
0 (or 1) to 5, and allows to investigate six domains: desire,
arousal, lubrication, orgasm, satisfaction, and pain.

The Italian version31 of the Satisfaction with Life Scale
(SWLS)32 was used to assess the participants’ global life
satisfaction. The SWLS is a 5-item self-report scored using a
7-point scale (from 1 = strongly disagree to 7 = strongly agree).

Statistical analyses

Before the main analysis of the study, to verify the dimension-
ality of the Italian version of the VPCQ, a confirmatory factor
analysis (CFA) was conducted on the Italian version of the
VPCQ using a sample independent of the study population,
as recommended by the literature.33 The CFA was performed
using the lavaan package34 for the R statistical software (ver-
sion 4.2.1) using the robust maximum likelihood estimation
method. The goodness of fit was evaluated using the χ2 (and
its degrees of freedom and P-value), the Root Mean Square
Error of Approximation (RMSEA), the Standardized Root
Mean Square Residual (SRMR), and the Comparative Fit
Index (CFI) considering the following cutoff scores: χ2/df ≤ 3,
RMSEA < 0.08, SRMR < 0.08, and CFI > 0.90.35,36 Internal
consistency of the VPCQ was evaluated using Cronbach’s
alpha (α) and omega McDonald (ω) and a value ≥.7 is
considered acceptable.37 The sample size required for this
purpose was determined by reference to the N:t rule of thumb
concerning the minimum recommended ratio of sample size
(N) to number of items (t) of the questionnaire, a ratio of at
least 5:1.38 In particular, since VPCQ has 22 items, the min-
imum sample size is 22 × 5 = 110. Therefore, an independent
and convenience sample of 170 women (Mage = 28.28 ± 7.64,
Range = 18-49) was recruited. Sociodemographic characteris-
tics are shown in Supplementary Table 1.

Following this preliminary validation, descriptive statis-
tics and bivariate correlations were computed in the main
sample (n = 310). In order to compare the two groups on
socio-demographic variables, a series of χ2 test or t-test
were conducted, depending on the categorical or continu-
ous nature of variables. To explore whether the two groups
differ on the study variables, six multivariate analyses of
variance (MANOVAs) were carried out. In particular, the first
MANOVA was performed using the five dimensions of the
VPCQ, the second with the three dimensions of the TAS-20,
the third with the three dimensions of the PBI, the fourth
with the five dimensions of the RQS and the fifth with the
six domains of the FSFI. For all MANOVAs, the independent
variable was the two groups (who self-reported to suffer from
GPPPD and who not). Finally, in order to explore differences
between the two groups on the level of life satisfaction, a
univariate analysis of variance (ANOVA) was carried out with
the score obtained on the relative instrument.

Results

Preliminary results

Concerning the factor structure of the VPCQ, the results
of CFA showed an acceptable fit [χ2 = 349.976, df = 199,
P < .001; χ2/df = 1.76; RMSEA = 0.067 (90% CI = 0.057-
0.076), CFI = 0.91, SRMR = 0.058] confirming the five-factor
structure. Standardized factor loading ranged from 0.52 to

0.91, all of which were statistically significant, as well as the
estimated correlations among the five factors (Figure 1).

Results for the internal consistency and the means and
standard deviations of the dimensions of the VPCQ are shown
in Table 1. Overall, the internal consistency values were found
to be good (.86) to excellent (.92), except for the dimension
of “genital incompatibility cognitions” which nevertheless
showed an acceptable value (.77).

Main findings

The socio-demographic characteristics of the two groups are
presented in Table 2. As shown, no significant differences by
groups emerged.

Moreover, as reported in Table 3, significant low-to-
moderate correlations in the expected direction were found.

As regards the presence of any differences between the
two groups, the first MANOVA revealed a significant differ-
ence [Wilks’ Lambda = 0.348; F(5, 304) = 114.157, P < .001,
η2 = 0.65]. Subsequent univariate ANOVAs for each depen-
dent variable revealed those who self-reported to suffer from
GPPPD reported higher cognition of lack of control, catas-
trophic and pain cognitions, negative self-image cognitions,
genital incompatibility cognitions, and lower positive cogni-
tions than women who did not declare to suffer from GPPPD.

The second MANOVA revealed a significant difference
between groups [Wilks’ Lambda = 0.920; F(3, 306) = 8.923,
P < .001, η2 = 0.05]. In particular, subsequent ANOVAs
showed that women who self-reported to suffer from GPPPD
reported higher levels in all three factors of alexithymia
compared to the control group.

The third MANOVA revealed significant differences by
group [Wilks’ Lambda = 0.951; F(3, 306) = 5.268, P = .001,
η2 = 0.05]. Subsequent ANOVAs revealed that those self-
reported to suffer from GPPPD reported higher levels of
maternal overprotection and lower levels of maternal care
and encouragement toward autonomy compared to women
who said they did not suffer from this disorder.

The fourth MANOVA showed significant differences
between the two groups [Wilks’ Lambda = 0.920; F(5,
320) = 4.011, P = .002, η2 = 0.08]. Specifically, the subsequent
ANOVAs showed that those who claimed to suffer from
GPPPD reported higher levels of conflict and lower levels
of companionship, help, and closeness in their couple
relationship than women in the other group.

The fifth MANOVA showed statistically significant
differences between groups [Wilks’ Lambda = 0.427; F(6,
303) = 67.852, P < .001, η2 = 0.57]. Specifically, the subse-
quent ANOVAs showed that those who claimed to have
GPPPD had lower scores in all domains of sexual functioning
(ie, desire, arousal, lubrication, orgasm, satisfaction, and pain)
than women who did not claim to have GPPPD.

Finally, the ANOVA highlighted significant effects by group.
In particular, women self-reported with GPPPD reported
lower levels of life satisfaction than women who did not
declare it.

All descriptive statistics and ANOVAs results are presented
in Table 4.

Discussion

This study indicates that Italian women who report suffering
from GPPPD have higher levels of negative cognitions related
to penetration, higher levels of alexithymia, impaired sexual
function, lower levels of life satisfaction, and lower quality
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Figure 1. Path diagram from the CFA of the Italian version of the VPCQ. Note: The rectangles represent measured variables, and the large ovals are the
latent constructs. Standardized coefficients are reported.

of their couple relationship and maternal bond compared to
those who do not report suffering from GPPPD.

The results align with existing literature, highlighting the
negative biopsychosocial impact of GPPPD on women’s lives.3

Specifically, in Italy, women with GPPPD tend to show catas-
trophic cognitions about vaginal penetration, including beliefs
that penetration will be extremely painful, harmful, or impos-
sible, possibly as a response to chronic pain and discomfort
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Table 1. Internal consistency coefficients and descriptive statistics for the dimensions of VPCQ.

Variables α ω M DS Skewness Kurtosis

1. Control cognitions .92 .92 3.51 6.02 2.08 3.36
2. Catastrophic and
pain cognitions

.91 .92 3.91 6.79 2.27 4.86

3. Self-image cognitions .87 .88 6.03 7.42 1.90 3.63
4. Positive cognitions .86 .86 19.75 6.02 −0.57 −0.10
5. Genital
incompatibility
cognitions

.77 na 2.04 3.02 1.61 1.81

Abbreviations: na = not applicable; VPCQ = Vaginal Penetration Cognition Questionnaire.

Table 2. Socio-demographic characteristics of sample.

Control group (n = 169) Clinical group (n = 141) t (308) P
M (SD) M (SD)

Age 29.81 (8.35) 28.21 (7.34) 1.780 .076
Years with the disorder – 7.28 (6.44)

n (%) n (%) χ2 (df ) P

Birthplace Italy 168 (99.40) 139 (98.60) 0.548 (1) .459
Abroad 1 (0.6) 2 (1.40)

Educational
level

Middle school 5 (3.00) 3 (2.10) 0.365 (2) .833
High school diploma 75 (44.40) 60 (42.60)
Bachelor’s degree or higher 89 (52.70) 78 (55.30)

Occupation Employed 118 (69.80) 86 (61.00) 3.166 (3) .367
Student 37 (21.90) 43 (30.50)
Working student 4 (2.40) 3 (2.10)
Unemployed/housewife 10 (5.90) 9 (6.40)

Relationship
status

Single 32 (18.90) 42 (29.80) 5.104 (2) .078
Engaged 71 (42.00) 49 (34.80)
Married 66 (39.10) 50 (35.50)

during sexual experiences. Moreover, they reported dysfunc-
tional thoughts and fears regarding penetrative sex, in line
with literature.13 These negative expectations and anxiety can
perpetuate and intensify sexual pain, as suggested by cognitive
theories.10,39 The higher level of alexithymia among women
with GPPPD, compared to those without the disorder, may
potentially contribute to the perpetuation of sexual pain and
distress through mechanisms such as somatosensory ampli-
fication and prolonged muscle tension, which are typical of
GPPPD.16 These cognitions and emotions related to sexual
penetration and intercourse found in women with GPPPD
may be amplified by the Italian cultural context, which is
characterized by religious and patriarchal norms.

Moreover, women who referred GPPPD reported impaired
sexual function and lower levels of life satisfaction, indicat-
ing that the disorder significantly compromises not only the
quality of sexual life but also overall quality of life, leading
to frustration and helplessness. The impact of the disorder
on sexual functioning seems to be linked to the relationship
with the partner. In fact, our results showed that women with
GPPPD reported a couple relationship characterized by higher
conflict and lower complicity, help, and closeness compared
to women without the disorder. In other words, experiencing
physical pain and emotional difficulties associated with the
disorder can negatively affect emotional and physical intimacy
with the partner. Similarly, a high level of conflict and a low
quality of emotional support can aggravate the perception
of isolation and anxiety during sexual activity. A partner’s
lack of understanding and support can intensify the feeling
of vulnerability, and all these aspects can perpetuate the

pain–fear cycle.22 Notably, the results showed no difference
between the two groups in feelings of security within cou-
ple relationships, indicating that despite the disorder, there
is confidence in overcoming problems and the belief that
the relationship represents a strong bond that can continue
despite difficulties and/or conflicts. This aspect can be inter-
preted as a form of relational resilience, reflecting the cultural
emphasis in Italy on maintaining long-term relationships and
prioritizing family cohesion.40 However, it may also function
as a mechanism that perpetuates the disorder by normalizing
or minimizing its impact on women’s well-being, as partners
and couples might prioritize the stability of the relation-
ship over addressing the individual distress caused by the
disorder.

In addition, relationships with the mother were highlighted
as important, with women reporting higher levels of over-
protection and lower levels of care and encouragement for
autonomy, which could negatively influence sexual autonomy
and body acceptance in line with a previous study.20 This
maternal style could reduce the discussion about sexuality or
focus it mostly on issues related to abstinence, pregnancy, birth
control, and safe sex,41,42 as opposed to sexual experience
and pleasure. This could be true in the specific Italian context
where sexuality is mainly influenced by religious beliefs, pro-
moting feelings of guilt and shame.1 Moreover, these mater-
nal attitudes may lead daughters to defend themselves from
intimate relationships and the possibility of losing control,
leading to the development of GPPPD.

Finally, although not among the primary aims of this study,
the findings suggested that the VPCQ is a valid and reliable
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Table 4. Descriptive statistics and statistical comparisons of the two groups on the study variables.

Total sample Control group (n = 169) Clinical group (n = 141)
α ω M (SD) M (SD) M (SD) F (df ) P η

2

VPCQ-CC .90 .91 5.85 (7.50) 1.12 (2.57) 11.50 (7.77) 267.03 (1308) <.001 .46
VPCQ-CP .93 .94 9.32 (10.43) 1.90 (3.80) 18.23 (8.73) 481.80 (1308) <.001 .61
VPCQ-SI .85 .87 9.36 (9.45) 3.99 (4.68) 15.79 (9.72) 194.92 (1308) <.001 .39
VPCQ-PC .78 .81 18.33 (6.81) 21.66 (5.20) 14.32 (6.36) 124.90 (1308) <.001 .29
VPCQ-GI .83 na 2.96 (4.00) 0.81 (1.69) 5.54 (4.42) 164.64 (1308) <.001 .35
TAS-20-DDF .86 .86 13.44 (5.58) 12.50 (5.54) 14.57 (5.54) 11.01 (1308) .001 .04
TAS-20-DIF .89 .89 17.64 (7.40) 15.75 (4.67) 19.90 (7.43) 26.23 (1308) <.001 .08
TAS-20-EO .74 .74 16.26 (4.70) 15.75 (4.67) 16.88 (4.67) 4.53 (1308) .034 .01
PBI-C .93 .93 32.15 (8.09) 33.08 (8.30) 31.04 (7.72) 4.98 (1308) .026 .01
PBI-A .86 .86 18.06 (4.35) 18.51 (4.44) 17.52 (4.20) 4.02 (1308) .046 .01
PBI-O .79 .80 7.88 (3.24) 7.24 (3.04) 8.65 (3.31) 15.24 (1308) <.001 .05
RQS-CN .77 .78 9.52 (4.03) 9.05 (3.80)a 10.17 (4.25)b 4.52 (1324) .035 .02
RQS-CM .71 .71 11.89 (1.57) 12.19 (1.22)a 11.47 (2.07)b 11.37 (1324) <.001 .05
RQS-H .70 .70 23.22 (2.10) 23.45 (1.81)a 22.90 (2.41)b 4.06 (1324) .045 .02
RQS-S .72 .72 21.29 (2.94) 21.45 (2.93)a 21.06 (2.96)b 1.02 (1324) .313 .01
RQS-CL .73 .72 23.30 (2.13) 23.65 (1.95)a 22.82 (2.26)b 9.10 (1324) .003 .04
FSFI-D .91 na 3.48 (1.22) 3.83 (1.07) 3.06 (1.26) 33.90 (1308) <.001 .10
FSFI-A .96 .96 4.07 (1.70) 4.92 (1.13) 3.06 (1.71) 130.23 (1308) <.001 .30
FSFI-L .96 .94 4.07 (1.81) 4.94 (1.33) 3.03 (1.76) 117.61 (1308) <.001 .28
FSFI-O .96 .96 3.84 (1.88) 4.56 (1.51) 2.99 (1.92) 64.85 (1308) <.001 .17
FSFI-S .94 .94 4.09 (1.80) 4.97 (1.24) 3.03 (1.80) 124.63 (1308) <.001 .29
FSFI-P .96 .96 3.71 (2.32) 5.29 (1.34) 1.82 (1.77) 386.14 (1308) <.001 .56
SWLS .92 .92 18.39 (7.12) 19.93 (7.03) 16.54 (6.80) 18.42 (1308) <.001 .06

Abbreviations: na = not applicable; VPCQ = Vaginal Penetration Cognition Questionnaire; VPCQ-CC = Control cognition; VPCQ-CP = Catastrophic and
pain cognitions; VPCQ-SI = Self-image cognitions; VPCQ-PC = Positive cognitions; VPCQ-GI = Genital incompatibility cognitions; TAS = Toronto Alexithymia
Scale; TAS-DDF = Difficulty describing feelings; TAS-DIF = Difficulty identifying feelings; TAS-EO = Externally-oriented thinking; PBI = Parental Bonding
Instrument; PBI-C = Care; PBI-A = Encouragement toward autonomy; PBI-O = Overprotection; RQS = Romance Qualities Scale; RQS-CN = Conflict; RQS-
CM = Companionship; RQS-H = Help; RQS-S = Security; RQS-CL = Closeness; FSFI = Female Sexual Function Index; FSFI-D = Desire; FSFI-A = Arousal; FSFI-
L = Lubrication; FSFI-O = Orgasm; FSFI-S = Satisfaction; FSFI-P = Pain; SWL = Satisfaction with Life. a137 women. b99 women.

instrument for evaluating cognitions related to penetration
and sexuality in Italian women, as well as its ability to
discriminate between women with and without GPPPD.

Limitations and strengths

Despite the interesting nature of our findings, this study is not
without limitations. The sample, though adequate for statis-
tical analysis, may not be fully representative of the general
population of women with GPPPD in Italy, with potential
selection bias due to social media recruitment and to voluntary
participation. The cross-sectional design limits causal infer-
ences between variables, and self-administered questionnaires
may be influenced by recall bias, self-censorship, or lack of
awareness of certain experiences. The absence of objective
measurements of physical-biological parameters also limits
the study. Last but not least, we have to underline that we have
only subjects who self-report having GPPPD as a “clinical
group,”not with a diagnosis by a professional of sexual and/or
mental health; such a limitation suggests that we have to
take our results with caution, not generalizing them to a true
clinical population.

Despite the limitations, it must be recognized that this study
has some strengths linked to the multidisciplinary approach
(explored physical, psychological, relational, and cognitive
variables) and the use of well-validated psychometric tools for
data collection, which helped ensure the robustness of the data
collected and the analysis. This contributes to existing liter-
ature by providing empirical evidence on the understanding
of the disorder and can inform future research. In particular,
longitudinal studies are recommended to establish causal rela-
tionships and identify potential risk and protective factors.

Finally, the findings have important clinical implications for
the treatment and support of women with GPPPD and con-
tribute valuable empirical evidence to the existing literature,
particularly in the Italian context.

Conclusion

The present study provides an empirical foundation for under-
standing GPPPD in Italian women to develop effective treat-
ment strategies. Moreover, the results confirm the validity and
reliability of the VPCQ in the Italian population, supporting
its use as a valuable tool for assessing cognitions related to
penetration and sexuality. Additionally, the findings highlight
the pivotal role of negative cognitions, alexithymia, and inter-
personal relationships in the manifestation of GPPPD, empha-
sizing the need for a multidisciplinary approach to enhance the
quality of life for women affected by this condition. Therefore,
from a clinical perspective, the study underscores the impor-
tance of implementing targeted psychological and sexual inter-
ventions such as educational strategies, cognitive-behavioral
techniques, emotional awareness enhancement, and pain man-
agement interventions, with a particular emphasis on involv-
ing partners and families in treatment strategies. Furthermore,
evaluating the effectiveness of multidimensional interventions
based on this study’s findings could further advance treatment
approaches for GPPPD.
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