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Lysis of Vulvar Adhesions and Sexual Function 
in Vulvar Lichen Sclerosus
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Sylvia Lorenzini, BBA, Rosa Hahn, BS, Chailee Moss, MD, and Andrew T. Goldstein, MD

OBJECTIVE: To evaluate the effects of surgical interven-

tions, specifically surgical correction of introital stenosis 

and clitoral phimosis in a procedure called lysis of vulvar 

adhesions, on sexual function, sexual distress, and overall 

patient satisfaction in individuals with vulvar lichen 

sclerosus.

METHODS: A pre–post intervention mixed-methods 

cohort study was conducted on patients at three urban 

medical centers treating vulvar disorders from December 

2013 to January 2025. Participants completed preopera-

tive and postoperative assessments, including the Female 

Sexual Function Index, Female Sexual Distress Scale, and 

descriptive response questions regarding surgical out-

comes. Statistical analysis was conducted with descrip-

tive statistics and paired-sample t tests. Thematic analysis 

was conducted on patient narratives to capture qualita-

tive outcomes.

RESULTS: A total of 86 patients (median age 48.2614.0 

years) participated in the study, completing both preop-

erative and postoperative surveys. Female Sexual Dis-

tress Scale scores decreased from 30.2611.84 

preoperatively to 16.6613.40 postoperatively (P,.001), 
with 82.4% (61 of 74) reporting improved (decreased) 

sexual distress. The mean Female Sexual Function Index 

score improved significantly from 15.067.87 preopera-

tively to 22.768.35 postoperatively (P,.001), indicating 
improvement in sexual function. Patient satisfaction 

was 93.0% (80 of 86), and 95.3% of patients (82 of 86) 

indicated that they would recommend the surgery to 

others; 7.0% (6 of 86) expressed dissatisfaction with sur-

gical experience or outcomes. A qualitative analysis of 

patient responses revealed key themes, including 

improved sexual function, pain reduction, and psycho-

logical relief. Although 33.7% of patients reported some 

degree of recurrent scarring, clinically meaningful recur-

rence requiring revision surgery occurred in only 10.5% 

of cases (9 of 86) within a mean of 3.9 years. Patients 

reported improvement after revisional surgery. 

CONCLUSION: Patients with vulvar lichen sclerosus 

who undergo surgical management of vulvar adhesions 

report significant improvements in sexual function and 

distress with high satisfaction rates. Although a small 

subset of patients required revision surgeries, the overall 

positive outcomes support the procedure as an effective 

intervention for symptomatic scarring in the setting of 

vulvar lichen sclerosus. These results emphasize the need 

for providing adequate preoperative counseling and 

setting realistic expectations of outcomes to optimize 

long-term success and patient satisfaction.

(O&G Open 2026;3:1–10)
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V ulvar lichen sclerosus is a chronic inflammatory
skin condition affecting primarily the anogenital

region, often leading to anatomic changes of the 
vulva. 1,2 Progressive vulvar lichen sclerosus may 
cause significant vulvar scarring, 3 sexual dysfunction, 4 

and an increased risk of squamous cell carcinoma. 4,5
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Scarring may distort vulvar anatomy, causing labial 
resorption, introital stenosis, and recurring introital 
fissures. 2,3,6,7 In more than 500 premenopausal 
women with vulvar lichen sclerosus, dyspareunia 
and tearing with vaginal intercourse were the most 
common and distressing symptoms. 8 Scarring of the 
clitoral prepuce and the glans clitoris leads to clitoral 
adhesions and phimosis, with extensive scarring often 
referred to as a buried clitoris. 9–11 Smegmatic pseudo-
cyst and keratin pearls are associated with clitoral 
phimosis and may present as persistent clitoral 
pain. 10,12 A meta-analysis of 23 studies reported 
a 59% prevalence of sexual dysfunction among pa-
tients with vulvar lichen sclerosus. 4 Topical cortico-
steroids have been shown to decrease histologic 
inflammation and risk of vulvar squamous cell carci-
noma but do not typically reverse vulvar scarring. 13– 
15 Studies indicate that even after adequate medical 
treatment for vulvar lichen sclerosus, patients con-
tinue to report lower sexual function, likely related 
to persistent scarring. 7 Surgical intervention currently 
stands as the main treatment approach to address 
symptomatic vulvar scarring caused by vulvar lichen 
sclerosus. 9 Procedures such as lysis of vulvar adhe-
sions and surgery for clitoral phimosis aim to restore 
vulvar anatomy and to improve sexual function. 16–18 

The purpose of this study was to evaluate the effect of 
surgical intervention, specifically surgical correction 
of introital stenosis and clitoral phimosis in a proce-
dure called lysis of vulvar adhesions, on sexual dys-
function, sexual distress, and patient satisfaction.

METHODS

A pre–post intervention mixed-methods cohort study 
was conducted at a single institution comprising three 
urban clinics specializing in vulvar disorders to iden-
tify women who had undergone lysis of vulvar adhe-
sions, including surgical correction of introital stenosis 
or clitoral phimosis caused by anogenital vulvar 
lichen sclerosus, between December 2013 and Janu-
ary 2025. The study included a retrospective evalua-
tion of surgical patients with preoperative 
questionnaires and a prospective component wherein 
individuals were contacted for postsurgical outcome 
measures. All surgical candidates had biopsy‐con-
firmed vulvar lichen sclerosus that was in remission 
(no clinical evidence of lichenification) at the time of 
surgery. Indications for surgery included clitoral pain, 
recurrent smegmatic pseudocyst, decreased clitoral 
sensation, pain with vaginal penetration, or psycho-
logical distress resulting from vulvar scarring. Two 
surgeons (J.M.K. and A.T.G.) performed the proce-
dures and provided all postoperative care. Surgical

techniques and postoperative care were comparable 
between the two surgeons and at all three sites. This 
study was approved by the Biomedical Research Alli-
ance of New York IRB (study 21-12-276-865). All 
participants provided written informed consent before 
data collection.

The surgical procedure to treat clitoral phimosis 
was previously described by Goldstein et al. 9 The 
following steps were carried out: A lacrimal duct 
probe was introduced between the clitoris and pre-
puce to bluntly lyse any adhesions. Subsequently, 
a dorsal incision, approximately 5 mm in length, 
was made in the prepuce with Iris scissors, followed 
by further lysis of remaining adhesions with the lacri-
mal duct probe. Hemostasis was achieved through 
direct pressure with or without application of the top-
ical astringent Monsel solution (ferric subsulfate). 
Lysis of vulvar adhesions has been described and 
demonstrated in video format. 19 Specifically, midline 
introital narrowing was corrected by vertically incis-
ing tissue bands with a scalpel and then bluntly 
stretching these incisions until a normal introital diam-
eter was restored. Furthermore, narrowing of the pos-
terior fourchette was addressed by horizontal excision 
of the restrictive adhesion band, stretching the inci-
sion to restore the normal introital width. Hemostasis 
was obtained with the Monsel solution. No sutures are 
placed in this surgical technique. 19

Postoperatively, patients applied clobetasol 0.05% 
ointment to the surgical site daily to prevent the 
Köebner phenomenon (reactivation of vulvar lichen 
sclerosus). In addition, patients were instructed to 
retract the surgical sites, including the clitoral prepuce 
and introitus, four to six times daily during healing to 
prevent recurrent adhesions. Dilator therapy was ini-
tiated after adequate healing was confirmed, about 4– 
6 weeks postoperatively. Once surgical site healing 
was complete, the application frequency of clobetasol 
ointment was reduced to twice weekly as maintenance 
therapy. Figure 1 demonstrates presurgical and post-
surgical anatomy.

Patients with vulvar lichen sclerosus who had 
undergone specified surgeries were identified from 
a clinic surgical list maintained by the practice 
manager for documentation purposes spanning 
12 years. Electronic medical records were reviewed 
to ensure that all surgical patients were included. 
Patients 18 years of age or older with vulvar lichen 
sclerosus who had undergone surgical correction of 
introital stenosis and clitoral phimosis in a procedure 
called lysis of vulvar adhesions (described previously) 
and had completed the FSFI (Female Sexual Function 
Index) 20 and the FSDS-R (Female Sexual Distress
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Scale–Revised 21 ; standardized assessments of sexual 
function and distress) before the surgery met the inclu-
sion criteria. The FSFI is a validated 19-question sur-
vey with six sections to assess desire, arousal, 
lubrication, orgasm, satisfaction, and pain, with sub-
domain scores ranging from 0 to 6 and total score 
ranging from 2 to 36. The threshold score to distin-
guish sexual dysfunction is 26.55 or less. 20 The min-
imal clinically important difference for the FSFI is 
a total score of approximately 4.2 points and a change 
of 1.0 in specific domains. 22 The FSDS-R is a validated 
13-question survey that assesses distress associated 
with inadequate or impaired sexual function. Each 
item is rated on a 5-point scale (0–5), with total scores 
ranging from 0 to 52. A score of 11 or higher indicates 
clinically significant sexual distress. 21 The minimal 
clinically important difference for the FSDS-R is 6 
points. 23

For this study, participants who had undergone 
surgery were contacted by email or telephone by 
three research assistants (E.G., A.G., and G.N.) and 
were asked to complete a 52-question survey, which 
included a 20-item researcher-derived postsurgical 
outcome questionnaire, the FSDS-R, and the FSFI. 
Patients were contacted at least 3 months after sur-
gery. Surveys were intended to examine outcomes 
from procedure healing (approximately 3 months) to 
the time of contact for this mixed-methods study. The 
survey was administered through a secure web-based 
platform that included a digital consent form. Patients 
were informed that their responses would be deiden-
tified during data analysis. The 20-item postsurgical 
outcome questionnaire included open-ended ques-
tions on patient satisfaction with the surgery; effects 
on clitoral sensation, orgasm, and dyspareunia; post-

operative complications; and recurrent vulvar scar-
ring. Postprocedural orgasmic function and 
dyspareunia were each assessed by self-reported yes/ 
no questions, percentage of postprocedural improve-
ment (0–100%), and free response. Increased postpro-
cedural clitoral sensitivity was assessed by a yes/no 
question (Appendix 1, available online at https:// 
links.lww.com/AOG/E767).

Statistical analysis of outcomes was conducted 
with descriptive statistics (mean, median, SD) and 
paired-sample t tests. Key assumptions were assessed 
for the paired t tests. For comparisons of those who 
responded to the questionnaires (participants) and 
those who did not respond or declined participation 
(nonparticipants), continuous variables were com-
pared with the use of independent-samples t tests 
and categorical variables with x 2 tests. The Fisher 
exact test was used if any expected cell count was less 
than 5. Two-sided values of P,.05 were considered 
statistically significant. Qualitative data from open-
ended survey questions underwent thematic analysis 
following the Braun and Clark 24 analysis process. The 
data were transferred from the survey free text into 
a deidentified document and were reviewed indepen-
dently by two researchers for familiarization. The text 
was coded to identify recurring themes, which were 
reviewed and compared between the two coders to 
ensure agreement. Disagreements were reviewed with 
a supervising coder. This process allowed a sequential 
explanatory interpretation wherein the qualitative 
narratives provide context to the statistical data.

RESULTS

Of 148 individuals identified in the surgical database of 
the practices from 2013 to 2025, 95 patients were

Fig. 1. A. Complete clitoral phi-
mosis and introital stenosis with 
anterior and posterior adhesion in 
the setting of vulvar lichen scle-
rosus in remission. B. Postoperative 
outcome with resolution of clitoral 
phimosis and clitoral adhesion, as 
well as resolution of introital ste-
nosis with excellent healing.

Krapf. Lysis of Vulvar Adhesions and 
Sexual Function. O&G Open 2026.
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successfully contacted. Nine patients (9.5%) declined 
participation. A total of 86 patients completed the 20-
question postsurgical outcome questionnaire (partici-
pants). Of these, 74 completed both the preoperative 
and postoperative FSDS questionnaires, and 71 com-
pleted both the preoperative and postoperative FSFI 
questionnaires. A total of 53 surgical patients were 
not able to be included in the study: 41 were unable 
to be contacted after 3 attempts, 9 had disabled phone 
numbers or email addresses, and 3 were duplicate en-

tries on the surgical list (Fig. 2). The 53 patients not 
included and the nine who declined participation were 
considered nonparticipants. Table 1 shows the charac-
teristics of participants (n586) and the nonparticipants 
(n562) in the study. There was no statistically signifi-
cant difference in age at surgery, age contacted, or 
estrogen use between groups. Nonparticipants were 
more likely to use topical clobetasol at the time of 
surgery compared with participants. For participants, 
the median age at time of surgery was

Fig. 2. Flow diagram of participa-
tion. FSDS-R, Female Sexual Dis-
tress Scale-Revised; FSFI, Female 
Sexual Function Index.

Krapf. Lysis of Vulvar Adhesions and 
Sexual Function. O&G Open 2026.
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48.2614.0 years, which was comparable to that of non-
participants (Table 1). The average elapsed time since 
surgery for all surgical patients was 5.163.1 years, with 
a range of 6.3 months–11.1 years. For participants, 
mean6SD time elapsed between surgery and question-
naire completion was 4.3563.17 years. There was no 
significant difference between time elapsed between 
surgery and time of study for participants (mean6SD 
4.563.2 years) compared with nonparticipants 
(mean6SD 6.663.3 years, P,.001).

The mean6SD recovery time among participants 
was 5.365.6 weeks, with 15 individuals unable to pro-
vide a definitive recovery time period. Postoperative 
complications were reported by 7 patients (8.1%), 
which included issues related to anesthesia or posi-
tioning, including severe constipation, hip pain result-
ing in difficulty walking, and dental injury during 
intubation (n54); postoperative urinary tract infection 
or symptoms (n52); and postoperative bleeding 
requiring placement of suture (n51). Recurrence of 
scarring to any degree was reported in 33.7% of par-
ticipants (29 of 86). It was noted that patients who had 
more time pass since the surgery were more likely to 
report recurrent scarring. Of the 86 participants 
included in this study, 10.5% (9 of 86) had clinically 
meaningful recurrent scarring that prompted revisio-
nal surgery after the initial procedure. The average 
time between the primary and revisional surgeries 
was 3.962.1 years. Revisions were indicated because 
of severity of lichen sclerosus, recurrence of vulvar

adhesions, and return of symptoms such as dyspareu-
nia and sexual distress. All patients who underwent 
revision surgery reported significant improvements in 
sexual function, reduced sexual distress, and overall 
satisfaction postoperatively.

Of the 74 individuals who completed the pre-
operative and postoperative FSDS-R, there was a statis-
tically significant reduction in FSDS-R scores from 
before the intervention (mean6SD 30.24611.84) and 
after the intervention (mean6SD 16.61613.40) aver-
ages (P,.001) (Fig. 3A). Preoperatively, 63.5% of par-
ticipants (47 of 74) had FSDS-R scores exceeding the 
standardized threshold of 11, indicating significant sex-
ual distress, and postoperatively, this was 20.3% (15 of 
74). Scores decreased for 82.4% of the patients (61 of 
74) (Fig. 3B). After surgery, 43.2% of participants (32 of 
74) changed from scores meeting criteria for sexual 
distress to scores below the threshold for distress. Con-
versely, 14.9% of participants (11 of 74) who initially 
scored below the threshold preoperatively had postop-
erative scores above the threshold, suggesting 
increased sexual distress. The distribution of FSDS-R 
scores before and after surgery is shown in Figure 4.

Of the 71 individuals who completed the pre-
operative and postoperative FSFI, there was a statisti-
cally significant increase in FSFI scores from before 
the intervention (mean6SD 15.067.87) and after the 
intervention (mean6SD 22.768.35) averages 
(P,.001) (Fig. 5A). Preoperatively, 95.77% of partic-
ipants (68 of 71) had FSFI scores below the

Table 1. Characteristics of Participants and Nonparticipants

Characteristic Participants * (n586) Nonparticipants † (n562) P

Age at surgery, mean6SD (y) 48.23614.0 48.77612.2 .81 
Age contacted, mean6SD (y) 52.42614.52 55.37612.94 .22 

Missing data 5 (6.0) 4 (6.7) —    
Age survey complete, mean6SD (y) 52.57614.27 NA — 
Surgical complications 16 (19.27) NR —   
Estrogen use

Before 45 (55.6) 25 (49.0) .46   
Missing data 2 (2.4) 9 (15.0) —    
After 47 (57.3) 23 (45.1) .17   
Missing data 1 (1.2) 9 (15.0) —    

Clobetasol use
Before, 65 (80.3) 44 (86.3) .37   
Missing data 2 (2.4) 9 (15.0) —    
After 74 (90.2) 51 (100.0) .01   * 

Missing data 1 (1.2) 9 (15.0) —   

NA, not applicable; NR, not reported.
NA indicates data not applicable to that group (eg, survey completion among nonrespondents). NR indicates data not collected or 

unavailable.
Values are n (%) unless indicated otherwise.
* Participants include patients who completed the preoperative and postoperative Female Sexual Distress Scale–Revised or Female Sexual 

Function Index, as well as the postsurgical outcome questionnaire.
† Nonparticipants include patients unable to be contacted and patients who declined participation.
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standardized benchmark of 26.55, indicating sexual 
dysfunction, with scores ranging from 2.0 to 32.8, 
which improved to 60.56% (43 of 71) postoperatively 
(Fig. 5B). After surgery, 38.03% of participants (27 of 
71) changed from scores meeting criteria for sexual 
dysfunction to scores above the threshold postopera-
tively. However, two women who initially scored 
above the threshold preoperatively changed to scores 
meeting the criteria for sexual dysfunction postopera-
tively. A statistical analysis of weighted FSFI subsec-
tion scores identified significant improvement in total 
scores and all subsections between preoperative and 
postoperative outcomes (Table 2). The most substan-
tial improvement was seen in the pain subsection, 
with scores improving from 1.5561.81 to 3.7962.30 
(P,.0001).

Of the 86 participants who completed the 20-
question postsurgical outcome questionnaire, 93% 
(80 of 86) reported satisfaction with the procedure,

with 64.0% (55 of 86) reporting being very satisfied 
and 29.1% (25 of 86) reporting being satisfied. Over-
all, 7.0% (6 of 86) were not satisfied with the proce-
dure. In addition, 95.3% (82 of 86) indicated they 
would recommend the surgery to others with similar 
symptoms, whereas 4.7% (4 of 86) would not and 0% 
(0 of 86) were unsure. Data on clitoral sensation, 
orgasmic function, and dyspareunia are presented in 
Figure 6. Among the 59.3% of patients (51 of 86) who 
reported decreased clitoral sensation before surgery, 
86.3% (44 of 51) indicated an increase in clitoral sen-
sitivity after surgery (Fig. 6A). Among the 64.0% of 
patients (44 of 86) who reported deceased ability to 
orgasm before surgery, 92.7% (51 of 55) described at 
least a 50% improvement in their ability to orgasm 
after surgery (Fig. 6B). In this sample, 77.9% of pa-
tients (67 of 86) reported experiencing pain with sex-
ual intercourse or penetration before surgery, 12.8% 
(11 of 86) indicated that they had not experienced

Fig. 4. Preoperative (Pre-Op) vs 
postoperative (Post-Op) FSDS 
(Female Sexual Distress Scale) score 
distribution.

Krapf. Lysis of Vulvar Adhesions and 
Sexual Function. O&G Open 2026.

Fig. 3. A. Preoperative (Pre-Op) and postoperative (Post-Op) FSDS (Female Sexual Distress Scale) scores. Preoperative 
mean6SD 30.24611.84; postoperative mean6SD 16.61613.40 (*P,.001, n574). B. Percent meeting criteria for signifi-
cant sexual distress (FSDS score above 11), preoperative vs postoperative.

Krapf. Lysis of Vulvar Adhesions and Sexual Function. O&G Open 2026.
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pain during intercourse, one respondent (1.2%) had 
not engaged in penetrative sex, and seven (8.1%) re-
ported other reasons for sexual pain. Participants who 
reported preoperative dyspareunia (59 participants) 
were asked to indicate their perceived percentage of 
improvement in pain (0% indicating no improvement 
and 100% indicating complete relief from pain). After 
postoperative healing, at least 50% improvement in 
pain was noted by 89.8% of participants (53 of 59) 
(Fig. 6C).

The thematic analysis identified five primary 
categories of patient-reported outcomes after surgical 
intervention for vulvar lichen sclerosus: improved 
sexual function, pain reduction, psychological well-
being, partial improvement with recurrence con-
cerns, and disappointment or frustration. Improved 
sexual function was defined by participants reporting 
increased clitoral sensitivity and enhanced ability to 
achieve orgasm, with increased frequency and inten-
sity and reduced tearing during intercourse. Pain 
reduction was characterized by a significant decrease 
in discomfort, particularly relief from pain caused by 
scarring and fissures, which previously affected daily 
activities and sexual interactions. Psychological well-
being was described by improvements in patients’

confidence and self-perception, with many reporting 
a better relationship with their vulvar anatomy and 
reduced psychologic distress. Partial improvement 
and recurrence were defined by patients experienc-
ing initial benefits from surgery followed by a return 
of symptoms, including scarring and discomfort, 
over time, as well as fear of recurrence. Three pa-
tients expressed disappointment and frustration 
regarding surgical outcomes, including unmet ex-
pectations for symptom relief and overall improve-
ment. Table 3 details representative quotes organized 
by theme.

DISCUSSION

Our study found that individuals with vulvar lichen 
sclerosus who underwent surgical interventions to 
address scarring showed improvement in sexual 
dysfunction, sexual distress, and overall satisfaction. 
Over 80% of participants demonstrated improvement 
in sexual distress, and almost 40% of participants no 
longer met criteria for sexual dysfunction after sur-
gery. Pain, arousal, lubrication, and satisfaction all 
improved. These results underscore the importance of 
pain reduction in enhancing overall sexual function 
and satisfaction.

Table 2. Preoperative and Postoperative Female Sexual Function Index Domain Scores (n571)

FSFI Domain Before, Mean6SD After, Mean6SD P MCID 1 or Higher Achieved

Desire 2.6161.12 3.2461.24 ,.001 No
Arousal 2.5861.71 3.6361.83 ,.001 Yes
Lubrication 2.4361.96 3.4861.96 ,.001 Yes
Orgasm 2.9562.09 3.5862.04 ,.01 No
Satisfaction 2.8761.40 4.1161.62 ,.001 Yes
Pain 1.5561.81 3.7962.30 ,.001 Yes

FSFI, Female Sexual Function Index; MCID, minimal clinically important difference.
Values are presented as mean6SD. P values are from paired t tests comparing preoperative and postoperative FSFI domain scores.

Fig. 5. A. Preoperative (Pre-Op) and postoperative (Post-Op) FSFI (Female Sexual Function Index) scores. Preoperative 
mean6SD 15.067.87; postoperative mean6SD 22.768.35 (*P,.001, n571). B. Percentage of patients meeting criteria for 
sexual dysfunction (FSFI score less than 26.55), preoperative vs postoperative.

Krapf. Lysis of Vulvar Adhesions and Sexual Function. O&G Open 2026.
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Overall, patient satisfaction with the procedure 
was high. Qualitative responses indicated restored 
sexual confidence and reduced distress, with a minor-
ity expressing frustration resulting from recurrent 
symptoms. Recurrent scarring (any degree) was the

most reported surgical complication, noted in one-
third of patients; however, 1 in 10 patients had clini-
cally meaningful recurrence prompting surgical revi-
sion within approximately 4 years. Improvement was 
reported after all surgical revision procedures. Of

Table 3. Thematic Analysis of Patient Quotes

Themes Patient Quotes

Improved sexual function “Orgasms are much more intense, last longer, and I have less ripping of my skin during intercourse.” 
“I had been unable to achieve orgasm for 7 years . . Now I could resume sexual relations with my 
husband.”
“It is easier and takes less time to reach an orgasm.”
“I can now have enjoyable sex and orgasms without ripping skin in my vaginal area.”
“After the procedure I felt like I finally had normal anatomy and was able to understand the ’good’ 
sensitivity in the area!”
“My clitoral sensation has increased dramatically so now I am able to reach orgasm just with hand 
stimulation and a variety of vibrators.”

Reduced pain/discomfort “I experienced discomfort because of extra skin that had grown from lichen sclerosus, but after surgery, I 
felt completely normal and comfortable.”
“I had pain after having an orgasm because of the skin that was partially covering the clitoris. . After 
the surgery, I have almost no pain after orgasm.”
“After the lysis procedure, the skin around the opening to my vagina and near my clitoris was more 
relaxed because the scarred tissue was removed.”
“I am able to have sex pretty much pain-free . but scar tissue in the opening of the vagina sometimes 
causes discomfort upon strong penetration.”

Psychological well-being “I was no longer mentally horrified.”
“I am a lot more confident now because I was really self-conscious due to the atrophy.”
“I used to cringe when looking at my vagina, and the surgery forced me to have to look at it and 
understand it, and it has made a lot of difference as I explore pleasurable sensations.”

Partial improvement/ 
recurrence

“Improved by about 40 percent, but not back to normal.”
“70% (improvement) at the beginning. Now it has gone down to maybe 50%. I have had problems 
keeping the area open and the skin has reformed over my clitoris again.”
“It was 100% pain free for 4 years. It would be painful if I had sex now. I can only fit a small dilator 
there now.”
“I had more sensation, but it did not last long and the scarring came back. I had to have another vulvar 
surgery.”
“Sheath of skin removed, but I have no labia around the outside of my vagina and not much strength 
and sensation to grasp.”
“100%. I am definitely pain free now. However since this is an autoimmune disorder, I constantly fear 
it will come back.”

Disappointment/ 
frustration

“Just the emotional letdown of no decrease in pain. I’d gotten my hope up, and my partner had a hard 
time with the disappointment/grief I felt at the lack of results.”
“Absolutely no good results and extreme pain post op and never able to have sexual relations.” 
“My surgery resulted in no change, so it was quite a hefty expense and a medically invasive procedure 
that wasn’t necessary, so I wouldn’t do it again.”

Fig. 6. A. Percentage of patients reporting increased clitoral sensitivity postoperatively. B. Percentage of patients reporting 
improvement in ability to achieve orgasm postoperatively by category (0–25%, 25–50%, 50–75%, 75–100%). C. Percentage of 
patients reporting improvement in dyspareunia postoperatively by category (0–25%, 25–50%, 50–75%, 75–100%).

Krapf. Lysis of Vulvar Adhesions and Sexual Function. O&G Open 2026.
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note, most recurrent scarring did not affect high satis-
faction rates with the results of the procedure, under-
scoring that appropriate counseling for reasonable 
expectations is critical. Despite reported improve-
ments, a small subset of patients continued to experi-
ence sexual dysfunction and distress, highlighting the 
need for careful patient selection, preoperative coun-
seling, and postoperative follow-up to optimize 
outcomes.

It is important to note that degree of scarring does 
not necessarily correlate with level of sexual dysfunc-
tion, especially regarding clitoral phimosis and clitoral 
sensation and orgasm. Indications for surgery in the 
current cohort included clitoral pain, recurrent smeg-
matic pseudocyst, decreased clitoral sensation, pain 
with vaginal penetration, or psychological distress 
caused by vulvar scarring. In a qualitative study, three 
primary motives for undergoing vulvar surgery were 
identified: aligning with perceived norms of woman-
hood, meeting sexual expectations of a male partner, 
and regaining ability to experience intimacy and 
sexual enjoyment. 25 Our study found through quanti-
tative and qualitative measures that surgery often suc-
cessfully addressed these concerns.

Previous studies support the efficacy of surgical 
intervention in the treatment of vulvar lichen sclero-
sus–related scarring. An early study describing out-
comes for lysis of clitoral adhesions in 25 patients 
with vulvar lichen sclerosus showed an 88% satisfac-
tion rate, and 75% of patients noted improved clitoral 
sensation and orgasm postoperatively. 18 Two recent 
studies evaluating in-office lysis of clitoral adhesions 
included a small subset of patients with vulvar lichen 
sclerosus and found overall improvement in pain and 
sexual function. Separate statistics on patients with 
vulvar lichen sclerosus were not analyzed in either 
study. Recurrence rate ranged from 24 to 28%, with 
most patients undergoing one to two revision proce-
dures. 16,26 It is important to note that patients with 
vulvar lichen sclerosus often have more severe clitoral 
phimosis compared with other potential causes of cli-
toral adhesions. This may explain why we found rel-
atively greater improvement in sexual function 
parameters in the present study. It is not surprising 
that the recurrence rate is likely higher in the vulvar 
lichen sclerosus population compared with other pa-
tients with clitoral adhesions because of the inflamma-
tory component of the condition.

A retrospective review of 50 patients with vulvar 
lichen sclerosus who underwent perineoplasty for 
introital stenosis reported 90% improvement of dys-
pareunia and 86% improvement in sexual function. 17 

A more recent study reported similar improvement

rates using perineal capillary perforator flaps. 27 How-
ever, recovery from these more extensive procedures is 
significantly longer. In 41 patients with vulvar lichen 
sclerosus who underwent vulvar surgery following 
techniques similar to those in the present study, Lauber 
et al 28 noted over a 90% satisfaction rate, with 68% 
reporting a better sexual life after the procedure. This 
study evaluates a larger case list with more robust out-
come measures, including validated questionnaires; 
specific questions on clitoral sensation, orgasm, and 
dyspareunia; and qualitative responses. Beyond satis-
faction rates to those reported, these additional data 
help surgeons and patients answer questions on specific 
outcome expectations and are essential in informed 
consent for this procedure.

Strengths of this study include the use of validated 
measures of sexual function and distress. This quan-
titative assessment is further complimented by a the-
matic analysis of patient narratives, offering 
a comprehensive understanding of both the physical 
and psychologic outcomes of surgical interventions. 
Second, this is the largest study to date examining the 
association between surgical intervention and sexual 
dysfunction in women with vulvar lichen sclerosus. In 
addition, the 12-year follow-up period allows the 
assessment of both short- and long-term surgical out-
comes. Approximately one-third of surgical patients 
could not be contacted; however, there was no statis-
tical difference in baseline characteristics between the 
participants in the study and those who did not 
respond or declined participation.

There are several limitations in this study. Recall 
bias may influence patient-reported outcomes, which 
could potentially exaggerate or underestimate experi-
ence and perceived outcomes. In addition, there is the 
potential for response bias because the research was 
conducted at the same clinics where the participants 
received care. The role of aging and its natural effects 
on sexual function must be considered in the interpre-
tation of these findings. Sexual function often declines 
with age because of such factors as hormonal changes, 
reduced vaginal lubrication, and changes in libido. 
The data reflect the outcomes of surgeons at specialty 
practices focusing on vulvar lichen sclerosus, which 
may limit generalizability, and outcomes may vary if 
surgeons have limited experience with this popula-
tion. Areas for future research include identifying fac-
tors leading to recurrence severity and determining 
best practice to address these factors to enhance 
patient selection and to minimize clinically meaning-
ful recurrence.

Surgical intervention for vulvar lichen sclerosus 
results in significant improvements in sexual function
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and distress, with high levels of patient satisfaction. 
Although a minority of patients experienced compli-
cations or required revision surgery, the overall 
findings reinforce the effectiveness of surgical inter-
ventions for symptomatic vulvar lichen sclerosus– 
related scarring. These outcomes highlight the impor-
tance of individualized preoperative counseling and 
setting realistic expectations of outcomes to ensure 
optimal results and long-term satisfaction.
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