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BACKGROUND 

B AC KG R O U N D

woman inserts anything vaginally—
including tampons—or after a period 
of pain-free insertion. Pain can also 
be constant or only when provoked 
with insertion. Causes of pelvic pain 

Pain with sexual intercourse is quite 
common, affecting about 1 in 5 
reproductive-aged women. Pelvic 
pain can be primary or secondary, 
so, it can occur from the first time a 



3B AC KG R O U N D

a result, painful sex is referred to as 
a “biopsychosocial puzzle,” often 
requiring integrative or multidisci-
plinary assessment and treatment. 

are extremely wide-ranging and can 
be physical (e.g., vaginal birth, injury, 
or endometriosis), psychological 
(e.g., chronic stress or fear of pain), 
or some combination of factors. As 

SUMMARY OF RESEARCH

TABLE OF CONTENTS

BACKGROUND	 2

FINDINGS FROM COUPLES	 6

FINDINGS FROM CLINICIANS	 11

RECOMMENDATIONS	 13

FURTHER READING	 15



4

THE GOAL:  

THE RESEARCH 

•	 churchgoing evangelical Christians 

•	 �PIV (penis-in-vagina sex, or intercourse) was chronically painful or impossible for 
women from first attempt 

•	 partners were interviewed separately 

•	 ranged in age from 22-38 (average: 28) 

•	 married 4 months to 14 years (average: 4 years) 

•	 �82.5% White (17.5% mixed race/ethnicity, African American/Black, or Latino/Hispanic) 

•	 11 pelvic floor physical therapists, 5 mental health professionals (e.g., LPC, LMFT, 
clinical psychologist) 

•	 age range: 22-55 (average: 35) 

•	 regularly work with women/couples affected by painful intercourse 

•	 Practicing 3 months to 30 years (average: 7 years) 

•	 67% White/Caucasian (33% Asian/Pacific Islander, African American/Black) 

20 HETEROSEXUAL MARRIED COUPLES  

16 CLINICIANS
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A COMMUNICATION FOCUS

INTERVIEWS WITH:

cause of pain in the first place. We know less 
about how religious partners’ communication 
with each other and with others impacts their 
ability to cope and seek support. 

As with many other health issues, communi-
cation plays a central role in the sexual pain 
experience. Researchers know that verbal and 
nonverbal messages about sex, purity, gender, 
and religion/spirituality may be part of the 

T H E  G OA L  &  T H E  R E S E A R C H



WHY STUDY  
EVANGELICAL CHRISTIANS? 

Forty-one percent (41%) of U.S. adults iden-
tify as “born-again or evangelical,” and 1 in 2 
evangelical Christians believe premarital sex 
is a sin, even in committed relationships. This 
belief is not unique to evangelical Christianity, 
but the Evangelical Purity Movement of the 
1990s and 2000s forged a purity culture that 
strongly shaped the sexual expectations of 
many young people, promising sacred and 
mutually satisfying sex to those who wait for 

marriage in obedience to God. The result? 
Countless couples discovered only after mak-
ing a lifelong marital commitment that sex 
was chronically painful or even impossible. 
But unless there’s abuse or infidelity, painful 
sex isn’t really a reason to divorce, leaving 
couples no choice but to cope—not only with 
the pain, but also with the fact that they may 
have made things worse by trying to do the 
right thing.  

5WH Y  EVA N G E L I CA L  C H R I ST I A N S



SUMMARY OF RESEARCH

SUMMARY OF 
RESEARCH FINDINGS 

WHAT HELPED COUPLES COPE?
( R E ) F R A M I N G  T H E  S E XUA L  PA I N  E XPE R I E N C E
For example...
•	 Defining and re-defining intimacy to include non-sexual activity, and re-defining sex to include 

non-penetrative activity like oral sex or manual stimulation. (Note: This strategy backfired for 
some women who felt shame around premarital sexual activity, leaving them wondering, “If 
sex is more than PIV [penis-in-vagina intercourse], does that mean I had premarital sex?”) 

•	 Blaming external factors such as physical injury or evangelical purity culture, which helped 
both spouses feel less like the pain was because of something inherently wrong with them 
or their marriage. 

•	 Framing the experience as a long and non-linear journey to healing.  

•	 Finding opportunity in the pain, such as being an encouragement to others going through 
something similar or seeing God use the situation to bring them closer together.

STU M B L I N G  T H R O U G H  I T  TO G E T H E R
For example...
•	 Cultivating teamwork (e.g., troubleshooting during sex, attending medical appointments 

together), which helped couples feel like they were “in it together.”  (Note: problem-solving 
could put couples into an “analytical mindset,” which reduced sexual arousal and desire for 
both partners.) 

•	 Engaging in emotional and spiritual labor to cope and care for each other, which often looked 
like husbands concealing their feelings of disappointment, frustration, and powerlessness to 
remain positive and encouraging for their wives, and wives concealing their pain or low libido 
to prevent their husbands from feeling unwanted or rejected. (Note: both partners often 
viewed husbands’ concealment of negative emotion positively, but wives’ concealment of 
pain and negative emotion negatively.) 

•	 Discussing the emotional meaning of the sexual experience to each of them, which was one 
of the most valuable coping strategies. 

O UT S I D E  S U PP O RT
For example...
•	 While some couples seemed to be fine without any formal intervention, most sought a range 

of treatment (individually or together), with treatment that bridged the mental and physical 
being most helpful, especially pelvic floor physical therapy.  

•	 Selective and high-quality social support from friends, family, and mentors.  

•	 Emotionally honest prayer to God, which included expressing anger and disappointment, 
and asking for wisdom, protection from “the enemy,” and spiritual virtues (like patience or 
strength) that would help them cope and lead them on the right path to healing.
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WHY DID COUPLES AVOID, DELAY, OR WITHDRAW 
PROFESSIONAL AND/OR SOCIAL SUPPORT?

WHY DID COUPLES SEEK 
PROFESSIONAL AND/OR SOCIAL 

Learning to relate to 

each other sexually and 

navigating the relational 

challenges associated 

with painful sex were 

Usually more distressing 

than the pain itself. 

T H I N K I N G  I T  WI L L  R E S O LVE

S H A M E  A N D  ST I G M A

N O  ( PE R C E I VE D )  N E E D  O R  B E N E F I T

D I S C LO S U R E  D I L E M M A S

D I S E N F R A N C H I S I N G  TA L K 

I N ACC E S S I B I L I TY 

N O  C H A N G E  O R  WO R S E  WI T H 
C U R R E N T  A PPR OAC H 

D I F F E R E N T  VA L I D  R E A S O N

N E E D  F O R  E M OT I O N A L  S U PP O RT

R E F E R R A L  O R  R E CO M M E N DAT I O N 

M E D I AT E D  S E XUA L  H E A LT H  I N F O R M AT I O N

At first, most couples believed that over time, the pain would resolve on its own or they would be 
able to figure it out.

People outside the relationship often did not know how to respond or help, which reinforced 
feelings of shame and stigma around painful sex. 

Either the pain was manageable with couples’ current approach, or one or both partners did not 
see any benefit in seeking treatment or sharing with others outside the relationship.

How much to share and whom to share it with, since the issue felt very private and was usually 
seen as the wife’s information to share. (Note: many husbands hadn’t shared their experience 
with a single person outside of their spouse.) 

Constant questioning and stereotyping women experienced when trying to describe their pain, 
especially from doctors. 

Certain treatment(s) were not covered by insurance, or the location was too far away.

For most couples, repeated attempts at intercourse made 
the pain worse and decreased arousal

Some had sought support for a different overlapping physical or relational health issue that 
seemed like a more valid reason than the pain, which ended up giving them the opportunity to 
focus on the pain or the distress the pain was causing in the marriage

Many couples reached a breaking point and were desperate 
for support. 

Some referrals were game changers; others were unhelpful. 

Learning from a podcast, blog, or social media post that persistent pain isn’t normal or that 
treatment exists. 

KEY FINDING:
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WHAT MEMORABLE MESSAGES IMPACTED 
COUPLES’ EXPERIENCE OF COPING AND SUPPORT? 

Typical Message Content 1 Possible Impact2 
S O C I A L I Z I N G  M E S S AG E S  A B O UT  S E X
Purity Culture 
Messages

“Premarital sex is a sin.”3

“Men want, need, or are entitled 
to sex in marriage.” 

“Women and girls are responsi-
ble for men’s sexual purity.” 

“Men will be tempted to use 
pornography or have an affair 
if women do not give them sex.”

	» Difficulty re-defining intimacy (i.e., con-
tending with premarital sexual activity; 
negotiating meaning and definition of 
“sex”)  

	» Wife’s distrust in husband  

	» Wife’s steep drop in libido after getting 
married 

	» Hyper-fixation on figuring out PIV and 
not hurting wife 

	» Catalyst for (Re)framing the Sexual Pain 
Experience and Stumbling Through it 
Together

Unrealistic or 
Romanticized 
Ideal

“Sex (in marriage) is fun, easy, 
and pleasurable for both part-
ners.” 

“Sex is beautiful, sacred, and 
God’s design.” 

“Sex is sexy.” 

Messages romanticizing wed-
ding night and honeymoon

	» Range of negative emotions (confusion, 
shock, frustration, anger) 

	» Cognitive dissonance regarding faith 

	» Catalyst for (Re)framing the Sexual Pain 
Experience and Stumbling Through it 
Together  

	» Delayed support (Disclosure Dilemmas, 
Shame and Stigma)

Incomplete, 
Inaccurate, 
and Vague 
Sexual Health 
Information

Focus on dangers of premarital 
sex (e.g., pregnancy, STDs) 

“Sex will be painful (at first).” 

“You’ll figure it out.”  

“Sex will be great if the relation-
ship is healthy.”

	» Delayed support (Thinking it Will 
Resolve, No [Perceived] Need or Benefit, 
Shame and Stigma) 

	» Range of negative emotions (frustra-
tion, anger, confusion)

1 �These examples are not meant to be read in a particular order or linked to the possible impact in any 
particular way.

2 �Participants' accounts indicate many possible positive and negative impacts of memorable messages, but 
establishing cause and effect was beyond the scope of this qualitative analysis. 

3 �Quotation marks are added around typical message content illustratively and may not reflect exact messages 
participants heard. Message sources included friends, family (parents, siblings, extended family members), 
clinicians (pelvic floor therapists, gynecologists, mental health professionals), Christian media (books 
by evangelical authors, Christian podcasts, social media influencers), secular media (movies, TV shows, 
podcasts, books), coworkers, church contexts (pastors, lay church leaders, youth group, sermons), and 
educational contexts (teachers, professors, lectures). 

SUMMARY OF RESEARCH
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Typical Message Content Possible Impact
D I S M I S S I VE  R E S P O N S E S  TO  PA I N  D I S C LO S U R E
Hasty 
Sensemaking

Unhelpful questions and 
assumptions about cause of 
pain (e.g., sexual trauma, rela-
tionship problems) 

Misdiagnoses 

Reference to message source’s 
own experience 

	» Dismissed one or more aspects of the 
sexual pain experience  

	» Delayed or withdrawn social support or 
intervention 

	» Sadness and grief when the pain did 
not resolve

Simple Solutions “Sex will be easy and less painful 
in a different atmosphere (i.e., 
with a loving partner).”  

“Drink wine.” 

“Just relax.” 

“Use more/different lube.” 

“Read the Bible or pray more.” 

Disenfranchising Talk

	» Delayed or withdrawn social support or 
intervention 

	» Reinforced feelings of brokenness, fail-
ure, and insecurity  

	» Assumed a quick fix to sexual pain that 
couples had not already tried 

	» Range of negative emotions (frustra-
tion, shame, anger)  

	» Difficulty assigning blame to external 
factors 

	» Catalyzed selective and high-quality 
network support (i.e., to avoid hearing 
more simple solutions) 

	» Some reduction of pain and discomfort 

Insensitivity and 
Dismissal

Silence/no response 

Asking when couple wants to 
have children 

Greater concern with how hus-
band is doing  

Responses of shock and con-
fusion 

Clinician not reading medical 
chart 

Clinician using Disenfranchis-
ing Talk (e.g., questioning pain 
or saying they can do noth-
ing else since they have tried  
everything)

	» Strong negative emotion (anger, frus-
tration) 

	» Medical mistrust 

	» Avoided, delayed, or withdrawn support 
from social networks and clinicians due 
to Shame and Stigma and Disclosure 
Dilemmas 

	» Hyper-awareness during sex (husbands 
do not want to reinforce previous trau-
matic medical experiences)

SUMMARY OF RESEARCH

(MEMORABLE MESSAGES CONTINUED)
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Typical Message Content Possible Impact
I N T E R VE N I N G  A N D  B U F F E R I N G  M E S S AG E S
Va l i d at i o n Passive validation (i.e., legitimiz-

ing pain experience) 

Mediated Sexual Health Infor-
mation 

Nonverbal presence (“sitting 
with” or “grieving with”) 

Empathic responses 

Asking thoughtful questions 
cautiously

	» Feeling less broken, less alone, and less 
like it was their fault  

	» Reduction of pain and discomfort 

	» Catalyst for reframing and teamwork 
behaviors  

	» Grieving the messages and events lead-
ing to sexual pain 

	» Support-seeking

Advocacy Going above and beyond to 
find a solution 

Husband halting PIV 

(Psycho)ducation about anat-
omy and sexual health

	» Energizing emotions (empowerment, 
hope, relief, validation) 

	» Wife feeling like her needs mattered 

	» Reduction in husbands’ feelings of pow-
erlessness and frustration 

	» Catalyst for teamwork and sexual com-
munication 

	» Support-seeking (especially holistic 
treatment)

F l e x i b l e 
S e x u a l 
E x p e c tat i o n s

“Sex is more than PIV.” 

“You can take it slow and don’t 
have to have sex on the wed-
ding night.” 

Debunking romanticized ide-
als about sex in media and the 
church 

New form of Unrealistic or 
Romanticized Ideal (e.g., “Sex 
can still be AMAZING!”)

	» Easier time reframing the sexual pain 
experience 

	» Less distress on wedding night and 
throughout early marriage 

	» Increased frustration when PIV is still 
painful or impossible 

Sp  i r i t u a l 
T r u t h s

Bible verses/stories (e.g., Job, 
Jonah, David) 

Corrective teachings or inter-
pretations of Bible verses/
stories 

“Suffering is normal and pur-
poseful.” 

“A husband should be sacri-
ficial and prioritize his wife’s 
pleasure.”  

“God is gracious and merciful.”

	» Reduction of shame related to premar-
ital sexual activity. 

	» Aided in reframing the sexual pain 
experience 

	» Normalization of emotionally honest 
prayer  

	» Range of positive and negative emo-
tions (e.g., anger at church culture)

(MEMORABLE MESSAGES CONTINUED)
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WHAT FACTORS DO CLINICIANS BELIEVE IMPACT 
WOMEN’S/COUPLES’ ABILITY TO COPE, SEEK 
SUPPORT, AND HEAL? 

Factor Clinicians sought to manage this by...
SYST E M I C  FAC TO R S
Knowledge Levels about 
Sexuality and TreatmenT 
Options

Debunking misconceptions, providing psychoeducation, and 
emphasizing that pelvic pain is “common, but not normal" (i.e., 
should not be normalized, since it is treatable).

Multiple Layers of Shame 
and Stigma

Minimizing patients’ or clients’ shame by affirming their courage 
to seek treatment, validating their pain, and creating a trusting 
environment; destigmatizing and normalizing sexual health by 
personifying anatomy and using humor to neutralize percep-
tions of sexuality.

M o r a l ,  M e d i c a l ,  a n d 
M e d i a  M e s s a g e s

Helping women/couples revise their sexual scripts, though this 
could be more complicated for couples who attach spiritual 
meaning to PIV.

I N D I VI D UA L  FAC TO R S
Access to Holistic Care Seeking out supplemental training or partnerships related to 

sexual health, mental health, or pain science, to provide more 
holistic support for their patients or clients.

Sense of Self Instilling hope for healing by validating women’s pain and cel-
ebrating small wins with them during appointments, which 
was helpful for women with low self-esteem or self-defeating 
behaviors.

Overlapping Conditions Validating women’s courage to seek support, since oftentimes 
women discovered painful sex is not normal when they came 
in for different concerns. Notably, overlapping conditions (e.g., 
complex PTSD, chronic stress or anxiety, endometriosis, IBS) 
could prolong treatment, but also created the opportunity to 
treat sexual pain. 

Buy-in (i.e., Readiness or 
Willingness) 

Suggesting patients pause certain forms of treatment (e.g., 
pelvic floor therapy) to seek other forms of treatment (e.g., psy-
chotherapy) that may render care more effective.

Autonomy and Control Empowering women to have autonomy and control in their 
treatment, bodies, and romantic relationships through (a) being 
clear about each step in the treatment process, (b) providing 
space for women’s authentic expression of their needs and val-
ues, and (c) reminding women healing was for them and not 
(just) their partners. 

SUMMARY OF RESEARCH
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Factor Clinicians sought to manage this by...
R E L AT I O N A L  FAC TO R S
Sexual Communication 
During and About Sexual 
Activity

Asking patients/clients what their goals are and what sex means 
to them; referring patients/clients to blogs or books; providing 
pelvic health education to male partners. 

Partner Support Offering to involve male partners in the treatment process; sug-
gesting couples’ or sex therapy if the woman with sexual pain is 
plateauing in her treatment.

R E L I G I O U S  CO N S I D E R AT I O N S
Long Journey Acknowledging the healing process may take time for women 

who are unraveling years of sexual messaging and multiple layers 
of shame.

Religious Identity 
Negotiation

Understanding what a patient’s or client’s faith means to them 
and what they perceive the relationship is between their religion 
and their sexual pain, before presuming a specific relationship 
or meaning. 

Also, providing space for clients to express grief, anger, and resent-
ment towards God and their religious community and to aid them 
in “deprogramming” the messages they had heard growing up 
(only to the degree clients are comfortable with, since religion 
could be women's or couples’ primary source of support).

Perceived Patient-
Provider (Dis)similarity

Drawing on shared identity when appropriate to build trust, and 
being mindful that identity difference may impact clients’ open-
ness in treatment.

Current Partner as Only 
Reference Point

Creating a safe space for religious client/patient to share about 
previous sexual experiences (which women may feel reluctant 
to share due to shame), which may aid in assessing prior sexual 
function.1 

1 �No clinicians explicilty described this strategy, but this suggestion is offered here based on clinicians' 
accounts and prior literature.	

CLINICIAN PERCEPTIONS CONTINUED 

SUMMARY OF RESEARCH

Clinicians believed coping differences were less about religion than other factors such as 
moral conservativism, parental upbringing, education level, and societal messages about 
sex. However, they believed religion was often intertwined with these factors.

KEY FINDING:
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The two most helpful points of 

communication intervention for 

couples were: 

(1) Before the wedding night and 

(2) When the female partner or 

the couple first seeks support for 

painful intercourse.

1 3R E CO M M E N DAT I O N S

RECOMMENDATIONS
FOR.. .

COUPLES 

CLINICIANS CHURCHES 

-�Work as a team to seek professional sup-
port early, including a trusted mentor or 
therapist for male partner to process with. 

-�Look for clinician who meets the most 
immediate support need and has sup-
plemental training in other therapies (for 
example, a counselor who has knowledge 
of pelvic pain, or a pelvic floor therapist who 
has a certification in mental health). 

-�Work toward communicating the emo-
tional meaning of the pain experience.

-�Don’t assume history of sexual trauma or 
abuse. 

-�If you think there are psychogenic factors 
at play, be sure to repeatedly validate 
women’s physical pain experience. 

-�If facilitating couples therapy, use the fact 
that both partners are often walking on 
eggshells during sex to facilitate empathy 
between them. 

-�Revise premarital education cur-
riculum to involve Christian sex 
therapists or pelvic floor therapists. 

-�Avoid outsourcing explicit discus-
sions of sex to gynecologists or 
Christian marriage books. 

-�Emphasize that intercourse does 
not need to happen on the wed-
ding night. 

SUMMARY OF RESEARCH
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