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ABSTRACT

Introduction. Persistent genital arousal disorder (PGAD) is an intrusive and unremitting disorder for which several
possible etiologies and treatments have been suggested.
Aim. To describe a woman who developed PGAD in association with a periclitoral mass, a potential physical cause
of the disorder that has not been previously described in the medical literature.
Methods. A postmenopausal woman presented with 6 months of persistent, unrelenting genital arousal and clitoral
pain that was unrelated to sexual stimuli. Careful examination revealed a tender, ﬁrm, mobile, left-sided mass that
appeared to compress the dorsal nerve of the clitoris.
Results. Complete excision of the mass resulted in full resolution of her symptoms over several weeks.
Conclusion. Localized causes of persistent genital arousal, though rare, should be included in the differential
diagnosis PGAD as detection and treatment can lead to a complete recovery. Bedell S, Goldstein AT, and Burrows
L. A periclitoral mass as a cause of persistent genital arousal disorder. J Sex Med 2014;11:136-139.
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Introduction

P

ersistent genital arousal disorder (PGAD)
is deﬁned as spontaneous, intrusive, and
unwanted genital arousal that occurs in the
absence of sexual desire or stimulation. Any awareness of subjective arousal is typically but not
invariably unpleasant. Arousal is unrelieved by one
or more orgasms or sexual activity, and the feelings
of arousal may persist for hours or days [1].
Because the etiology and pathophysiology have
not been fully elucidated, much of what is known
about PGAD is the result of multiple case reports
and limited systemic research. Proposed etiologies
include vascular, neurological, pharmacological,
and psychological [2–4]. Regarding vascular
causes, an increased incidence of pelvic varices has
been found in women that meet criteria for PGAD
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compared with that of the general population
[3,5]. Waldinger et al. used magnetic resonance
imaging (MRI) technology to localize varices to
the vagina, labia majora and minora, uterus, cervix,
and ovarian veins in women with PGAD [5]. They
further suggest that the presence of pelvic varices
may induce local sensory neuropathy that is
responsible for the sensations experienced by
affected women [5]. Speciﬁcally, a sensory neuropathy of the dorsal nerve of the clitoris and/or
pudendal nerve is suggested, as the authors were
able to provoke both pre-orgasmic and orgasmic
sensations in all of the patients studied by applying
a relatively low amount of static mechanical pressure to the pudendal dermatome [5]. Evidence of
PGAD secondary to pudendal neuropathy is
further emphasized by a case report of a woman
whose symptoms of spontaneous orgasms and
persistent genital symptoms were temporarily
relieved with a pudendal nerve block. Interestingly, a clitorodectomy in the same patient did not
© 2013 International Society for Sexual Medicine
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give relief, thereby proving that she did not have
pathology localized to the clitoris [6]. Recently,
Tarlov cysts have also been suggested as a type of
peripheral insult that can potentially contribute to
the spectrum of PGAD pathology [7]. These
perineurial lesions characteristically form on
dorsal (sensory) roots in the S2 and S3 regions of
the sacral spine and expand as a result of ﬁlling
with cerebrospinal ﬂuid; the subsequent compression of the sensory nerve roots can generate paresthesias and/or dysesthesias, and patients report
similar symptoms of PGAD including genital,
buttock, leg, and lower back pain [7]. In a study
investigating the prevalence of Tarlov cysts in
PGAD, Komisaruk and Lee demonstrated the
presence of at least one such lesion in 12 out of 18
women (66.7%) who suffered from PGAD and
previously underwent a diagnostic MRI [7]. They
conclude that this high incidence strongly suggests
that Tarlov cysts serve as a possible etiological
factor underlying PGAD and advise physicians to
rule out this cause in the absence of other pathology [7]. Psychological factors as a cause of PGAD
have been less consistent. Some investigators have
recognized increased rates of sexual abuse among
patients with PGAD, while others have failed to
replicate an increased incidence [3]. Authors that
have identiﬁed this increased correlation speculate
that a history of sexual trauma or abuse may result
in negative associations with genital arousal [8].
Similarly, Leiblum et al. found that both women
with PGAD who met all criteria for diagnosis and
women who only met some criteria reported
increased rates of sexual abuse. However, women
who met all qualifying criteria were signiﬁcantly
more anxious, more likely to monitor their physical sensations, and more likely to endorse negative
feelings about their genital sensations [9]. A subsequent hypothesis of this ﬁnding is that for
certain women, psychological factors, namely,
anxiety, can augment and sustain PGAD symptoms [9]. Regarding pharmacological causes, some
case reports describe a temporal relationship
between the onset of PGAD symptoms and the
initiation or cessation of antidepressants or other
mood stabilizers [2]. Speciﬁcally, out of 364
women surveyed who ﬁt the criteria for PGAD,
ﬁve clearly identiﬁed the start of their symptoms
after the discontinuation of their selective serotonin
reuptake
inhibitor
(SSRI)/serotoninnorepinephrine reuptake inhibitor and one after
the initiation of her SSRI. It is hypothesized that
these medications and the neurotransmitters that
they affect have the potential to be stimulatory or

disinhibitory to central nervous system structures
that control arousal [2]. Additionally, because
genital sexual arousal is in part mediated by hypothalamic and limbic dopaminergic systems, some
physicians have hypothesized that hyperactive
dopamine release may play a signiﬁcant role [10].
Other possible mechanisms include a return to
baseline sexual function and increased attentiveness to genital sensations that had been previously
suppressed by the medication [2].
In this report, we illustrate a case of PGAD
resulting from a periclitoral mass, a rare type of
peripheral insult.
Case Report

A 51-year-old gravida zero postmenopausal Caucasian woman presented to a referral center for
vulvar disorders for a consultation with complaints
of “heightened sexual desire” and a palpable,
painful, periclitoral mass for 6 months. In addition
to burning pain, she reported a “persistent sensation,” similar to sexual arousal. The patient
reported that the mass enlarged with sexual stimulation, including intercourse and direct rubbing,
and the sensation of constant arousal was
unwanted, disturbing, and distressing. Furthermore, the sensation was present in the absence of
sexual activity and was exacerbated by nonsexual
stimuli. To relieve the sensation of persistent
arousal, she had to masturbate or have intercourse
many times per day. The patient acquired some
relief when orgasm was achieved but never had
complete resolution of symptoms. The referring
gynecologist had performed a percutaneous drainage of the mass and had removed some serous
ﬂuid, but a hard subcutaneous nodule persisted.
The patient reported moderate relief of her pain
and arousal after drainage; however, her symptoms
never fully resolved. Her medical, surgical, psychiatric, family, and social histories were noncontributory and she was not taking any medications.
Vulvar examination revealed a ﬁrm, tender
8 mm ¥ 8 mm subcutaneous nodule approximately
1 cm lateral to the glans clitoris on the patient’s
left side (Figure 1A). The remainder of the exam
was normal and the patient’s complete blood count
with differential was within normal limits. The
patient was subsequently diagnosed with PGAD
secondary to a periclitoral mass.
The mass was excised in an operating room
using careful dissection through a 1-cm incision (Figure 1B). Histopathology of the mass
revealed a papillary hidradenoma (hidradenoma
J Sex Med 2014;11:136–139
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Figure 1 (A) Mass indicated at 1 o’clock position in relation to the patient’s clitoris. (B) Mass after a 1-cm incision was made.

papilliferum) (Figure 2). Following the excision of
the mass, the patient reported a gradual resolution
of all pain and PGAD symptoms over several
weeks, and she did not report any loss of clitoral or
perineal sensation.
Discussion

PGAD is an enigmatic condition that likely results
from multiple physical and/or psychological etiologies. Because it lacks a deﬁnitive pathogenesis,
a streamlined method of systematic diagnosis and
treatment has not yet been developed with certitude. Despite this, a collection of case reports and
studies have guided management thus far. The
woman described in this report presented with a
typical history of a patient with PGAD as she was
experiencing unrelenting physiological response
characteristics of sexual arousal that were triggered

Figure 2 Photomicrograph of the papillary hidradenoma. It
demonstrates complex papillary structures with fine fibrovascular cores covered by two layers of cells; a basal layer of
flattened myoepithelial cells and a luminal layer of tall, bland
appearing columnar cells with apocrine differentiation.

J Sex Med 2014;11:136–139

spontaneously or by nonsexual stimuli, which were
subjectively intrusive and unwanted [1]. She had
no prior history of psychotropic medication use
and was otherwise healthy. Moreover, physical
exam conﬁrmed the patient’s report of the presence of a palpable periclitoral mass. The temporary abatement of pain and arousal symptoms
reported by the patient after percutaneous drainage of the mass was performed further emphasized
that her PGAD symptoms were directly related to
this peripheral insult.
The pudendal nerve originates from the S2–S4
segments of the sacral plexus and terminates into
three branches [11]. The dorsal nerve of the clitoris
is one branch that arises after the pudendal nerve
exits the pudendal canal. It courses along the dorsal
aspect of the clitoral body at the 11 and 1 o’clock
positions [12] and is believed to carry only sensory
ﬁbers [11]. It logically follows that any mass that
impinges on this nerve might lead to the sensory
perception of clitoral pain or to persistent stimulation. While no direct physical or histological tests
were performed to conﬁrm a direct contiguity
between the mass and the dorsal nerve of the clitoris,
physical proximity was inferred based on the known
anatomy of the nerve’s course, the mass’ location,
and the patient’s symptoms related to the mass.
Papillary hidradenomas are a rare, benign,
cystic type of tumor that primarily occur in the
vulva of Caucasian women. They typically present
as solitary, slow-growing, painless nodules mostly
on the labia majora or minora, in the sulcus
between them, or in the perianal area [13]. A case
series outlining the various histological and morphological patterns of these tumors indicate that
those located on the clitoris are rare [14]. They are
believed to arise from the anogenital mammarylike glands and exhibit both apocrine and eccrine
differentiation [14,15]. Because of their benign
and cystic nature, local surgical excision is
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regarded as an adequate treatment [13,16]. As the
patient’s prior physician only drained the lesion, it
is assumed that her symptoms returned once the
hidradenoma reﬁlled with serous ﬂuid and the subsequent enlargement led to impingement upon the
left dorsal nerve of the clitoris. Only after complete excision did her symptoms resolve.
Conclusion

This report emphasizes that PGAD is likely due to
various etiologies, and as such no consistent model
of management exists. While cases of peripheral
neuropathies and other physical insults have been
reported [3,5–7], incidences of a local mass leading
to PGAD symptoms are not present in the literature. This case serves as the ﬁrst report of a periclitoral mass causing PGAD. Peripheral causes of
persistent sexual arousal should continue to be
considered in the differential diagnosis of patients
with PGAD, especially in patients without a
history of psychotropic medication use. A targeted
physical exam should be carefully performed as
well to rule out the possibility of a local mass.
Though rare, masses compressing on the dorsal
nerve of the clitoris can be a potential cause, and
complete excision can lead to symptom relief.
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