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Objectives

• To learn how and when operate for 

vestibulodynia 

• To learn how and when to operate for 

vulvar granuloma fissuratum

• To learn when and how to operate for 

clitoral phimosis 



Rational for Surgery in 

Vestibulodynia

• Localized allodynia of neuroproliferative 
vestibulodynia is due to an increased density of C-
afferent nociceptors in the vestibular mucosa.

• Excision of vestibular mucosa removes this neuronal 
hyperplasia.

• Vaginal advancement replaces the abnormal mucosa 
with tissue that is histologically and embryologically 
different tissue.1

1. AT Goldstein, D Klingman, K Christopher, C Johnson, SC Marinoff. Outcome Assessment of Vulvar Vestibulectomy with Vaginal 

Advancement for Vulvar Vestibulitis Syndrome: Results of a Post-operative Questionnaire Survey. J Sex Med. 2006 Sep;3(5):923-31



History of Surgery for “Vestibulitis”

• First described by Woodruff  and Palmley in 1983.

• Several different variations of surgery 

(perineoplasty, vestibulectomy, vestibuloplasty)

• 44 papers in the literature (more than 1400 patients)

• 41/44  demonstrate > 80% success with the 

procedure.

Bornstein and Zarfati.  Female Sexual Pain Disorders: Evaluation and Management. Andrew Goldstein, Caroline Pukall, Irwin 

Goldstein (Editors) Blackwell-Wiley, 2009.



Vulvar Vestibulectomy 

• Small changes in surgical technique greatly 

decrease surgical complications and significantly 

improve surgical success.



Vulvar Vestibulectomy

• Removal of the entire vestibule reduces the risk of 
recurrence and improves satisfaction with surgery.1 

• Some authors recommend “pain mapping” and excise 
the most painful areas. 2

1  AT Goldstein. Surgery for Vulvar Vestibulitis.  J Sex Med. 2006;3:559-562. .

2. M Goetxh  J Reprod Med. 2008 Jun;53(6):407-12



Vulvar Vestibulectomy

• Excise the vestibular mucosa 3mm deep and remove the entire  hymen. 

Excision of Bartholin glands is not necessary and limits blood loss, 

hematoma, and post surgical pain.



Vulvar Vestibulectomy

• Separate enough vaginal mucosa from the recto-

vaginal fascia so that the advancement flap will 

not be under tension.



Vulvar Vestibulectomy

• Use mattress stitches to secure the advancement flap in the 

advanced position. This minimizes the risks of scar tissue 

and hematoma. 



Vulvar Vestibulectomy

• Approximate the advancement flap with 
interrupted stitches to reduce the risk of hematoma 
and dehiscence. 



Vulvar Vestibulectomy
• Bed-rest for 2 weeks and 

limited activity for 6 

weeks. 

• Ice for 7 days and sitz 

baths 4x/day for 2 weeks.

• Pyrex vaginal dilators 

nightly for 10 minutes 

starting after 6 weeks.

• Sex therapy or physical 

therapy therapy prn.



Vestibulectomy- Conclusions

• Very high long-term patient satisfaction with vulvar 

vestibulectomy. 93-99%1

• Very low complication rate with vulvar vestibulectomy. 

Cautionary statements to patients should include the true 

rate of complications.1

• Proper surgical technique limits complications and 

improves success.

• Until further evidence demonstrates other treatments with 

high long-term cure rates, vestibulectomy should be 

offered to patients, and not just as a “last resort.”1

1.  AT Goldstein, D Klingman, K Christopher, C Johnson, SC Marinoff. Outcome Assessment of Vulvar Vestibulectomy with Vaginal

Advancement for Vulvar Vestibulitis Syndrome: Results of a Post-operative Questionnaire Survey. J Sex Med. 2006 Sep;3(5):923-31



Vulvar Granuloma Fissuratum
• Narrowing of the 

introitus and continued 

tearing at the posterior 

fourchette. May be a 

consequence of atrophy, 

vulvar dermatoses 

(lichen sclerosus) or 

from a poorly healed (or 

repaired) episiotomy.

1. Rouzier, R., et al., Perineoplasty for the treatment of introital stenosis related to 

vulvar lichen sclerosus. Am J Obstet Gynecol, 2002. 186(1): p. 49-52.       



Vulvar Granuloma Fissuratum

• Must first treat the cause of the recurrent tear: 
clobetasol if lichen sclerosus 
estradiol/testosterone if atrophy

• First try vaginal dilators (Pyrex are best)

• If failed conservative therapy two surgical 
options exist:

1. Fenton’s procedure 

2. Superfiscial perineoplasty with vaginal 
advancement



Vulvar Granuloma Fissuratum 

• Fenton’s procedure: excise the fissure horizontally 

and close with vertical interrupted stitches. 50%-

60% success rate and can be done in the office.

• Superfiscial perineoplasty- remove mucosal tissue 

from the hymen to the perineum and perform a 

vaginal advancement- Do not approximate 

muscles unless absolutely necessary. 85%-90% 

success but a 3-4 week recovery. 

Rouzier et al. Am J Obstet Gynecol. 2002 Jan;186(1):49-52. 











Surgery for 

Clitoral 

Phimosis

AT Goldstein, LJ Burrows. Surgical treatment of clitoral phimosis caused by lichen sclerosus. Am J Obstet Gynecol. 

2007 Feb;196(2):126.e1-4. 



• Use a lacrimal probe to lyse any adhesions between the 
clitoris and prepuce.



Use a mosquito clamp to crush the prepuce in the midline.
Incise the prepuce with an Iris scissors.



Continue clobetasol twice daily on a cotton swab and 
retract the prepuce 4x/day.



Pudendal neuromodulation for 

Pudendal neuralgia and PGAD


