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Abstract

Introduction: Vaginismus is a recurrent or persistent spasm of the muscles of the outer third of the vagina that
interferes with coitus. The diagnosis of vaginismus is challenging since it requires the exclusion of possible organic
comorbidities. Vaginismus needs to be differentiated from dyspareunia. This article comprehensively discusses
the approach to diagnosis and management of vaginismus and highlights its differences from dyspareunia.
Methods: A literature search was conducted in PubMed®, ScienceDirect, and Google Scholar databases on
February 7-8, 2024, using Boolean combinations of the specified keywords. No specific timeframe was used.
Editorials, commentaries, and articles other than written in English and Indonesian were excluded.

Results: The review found that vaginismus is characterized by involuntary pelvic floor muscle contractions
and significant anxiety towards penetration, which is diagnosed mainly through patient history and physical
examination. In contrast, dyspareunia encompasses a wider range of pain, which may be superficial or deep and
can result from various physiological or psychological factors. Differentiating between the two conditions requires
a detailed clinical interview, physical examination, and possibly additional tests to identify the specific cause.
Conclusion: Treatment for vaginismus focuses on reducing fear and pelvic muscle spasms, while dyspareunia
focuses on addressing the underlying cause and pain management.
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Pendekatan Diagnosis pada Vaginismus dan Cara Membedakannya dengan
Dispareunia

Abstrak

Pendahuluan: Vaginismus adalah spasme otot-otot sepertiga bagian luar vagina yang berulang atau terus-menerus
dan mengganggu koitus. Diagnosis vaginismus menantang dan memerlukan eksklusi kemungkinan komorbiditas
organik. Vaginismus perlu dibedakan dengan dispareunia. Artikel ini membahas pendekatan diagnosis dan
penatalaksanaan vaginismus secara komprehensif dan menyoroti perbedaannya dengan dispareunia.

Metode: Pencarian literatur dilakukan di basis data PubMed®, ScienceDirect, dan Google Scholar pada tanggal
7 — 8 Februari 2024 dengan menggunakan kombinasi Boolean dari kata kunci yang ditentukan. Tidak ada jangka
waktu tertentu yang digunakan dalam pencarian artikel untuk tinjauan literatur ini. Editorial, komentar, dan artikel
yang tidak berbahasa Inggris dan Indonesia tidak disertakan.

Hasil: Tinjauan menunjukkan bahwa vaginismus ditandai oleh kontraksi involunter otot dasar panggul serta
kecemasan signifikan terhadap penetrasi. Diagnosis utama didasarkan pada riwayat pasien dan pemeriksaan fisik.
Sebaliknya, dispareunia mencakup spektrum nyeri, baik superfisial maupun dalam, yang dapat dipicu oleh berbagai
faktor fisiologis atau psikologis. Untuk membedakan kedua kondisi tersebut, diperlukan wawancara klinis yang
mendetail, pemeriksaan fisik, dan tes tambahan guna mengidentifikasi penyebab spesifik.

Kesimpulan: Terapi untuk vaginismus berfokus pada pengurangan rasa takut dan spasme otot panggul, sedangkan
dispareunia berfokus pada penanganan penyebab yang mendasari dan manajemen nyeri.

Kata kunci: Diagnosis, dyspareunia, tatalaksana, vaginismus
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Introduction

Vaginismus is a common medical problem,
affecting about 1-7% of the female
population worldwide.'> These conditions
are poorly understood and underdiagnosed,
leaving many women without support. Other
sexual pain disorders, such as vestibulodynia,
vulvodynia, and dyspareunia, also remain
poorly  understood!  Vaginismus and
dyspareunia are now combined into genito-
pelvic pain/penetration disorder. Meanwhile,
dyspareunia 1is recurrent or persistent
pain during sexual intercourse that causes
discomfort.’ Treatment for dyspareunia
includes addressing the underlying cause
and pain management, whereas vaginismus
treatment focuses on reducing fear and pelvic
muscle spasms. As the treatment approach for
these two conditions is slightly different, all
efforts should be made to diagnose correctly.*
This article comprehensively discusses the
approach to diagnosis and management of
vaginismus and highlights its differences
from dyspareunia.

Methods

This literature review was written based on
various studies focusing on the diagnosis
and management of vaginismus. A scoping
literature search was conducted in PubMed®,
ScienceDirect, and Google Scholar databases
on February 7-8, 2024. The search was
conducted using a combination of Boolean
and the following search terms: “Vaginismus”
OR “Dyspareunia” AND “Diagnosis” AND
“Management”. No specific timeframe was
used in the article search for this literature
review. Editorials, commentaries, and articles
other than in English and Indonesian are
excluded.

Definition

Based on the Diagnostic and Statistical

Manual of Mental Disorders, the 4th Edition,
Text Revision (DSM IV-TR), vaginismus is
defined as recurrent or persistent spasms of
the muscles of the outer third of the vagina
which interfere with coitus and cause distress
and interpersonal difficulties.” Dyspareunia
is characterized by genital pain and/or pelvic
pain. Due to the challenges in differentiating
between the two, DSM-5 combines them into
asingle entity of genitopelvic pain/penetration
disorder.® Involuntary spasm of the pelvic
muscles is in the surrounding the outer third
of the vagina, especially the perineal muscles
and levator ani muscles. In severe cases of
vaginismus, the thigh adductor muscles,
rectus abdominis, and gluteus muscles may
be involved. These reflex contractions are
triggered by an imagined or anticipated
attempt at vaginal penetration or during the
act of intromission or coitus.’

Etiology

Currently, there is no definitive etiology for
vaginismus. Most researchers and clinicians
agreethatvaginismusisapsychophysiological
problem involving cognitive, behavioral,
and physiological factors.® The most
commonly proposed psychological factors
are negative sexual attitudes, psychological
and/or physical trauma, and relationship
difficulties.” Physiological or biological
factors include organic pathology and pelvic
floor muscle dysfunction. Anumber of organic
pathologies (e.g., hymenal abnormalities,
infection, vestibulodynia, trauma associated
with genital surgery or radiotherapy, vaginal
atrophy, pelvic congestion, endometriosis,
vaginal lesions and tumors, vaginal scars from
injury, childbirth or surgery, and irritation
caused by douches, spermicides, or latex
in condoms), resulting in painful/difficult/
impossible vaginal penetration have been
suggested as etiological factors.’ Pelvic floor
muscle dysfunction (e.g., hypertonicity and
reduced muscle control) has been proposed
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as a predisposing factor in the development
of vaginismus. However, it remains unclear
whether pelvic floor dysfunction is a
predisposing factor or a symptom. To date,
no controlled longitudinal studies have
investigated the role of pelvic floor muscle
dysfunction in the etiology of vaginismus.’

Diagnosis

Diagnosing vaginismus can be challenging,
especially as patients often present with
concurrent vulvar, pelvic floor, and pelvic
pain. Patients presenting with symptoms
suggestive of vaginismus require a thorough
examination to make a differential diagnosis
and rule out organic comorbidities. A detailed
medical, psychosocial, and sexual history is
required, as outlined in Table 1. A thorough
history will help identify relevant etiologic
and contributory factors and assist in making

a differential diagnosis.®

Moreover, genital examination s
necessary to make a differential diagnosis of
vaginismus. Visual examination of the vulva
may indicate fissures, ulceration, atrophy,
fungal infection, or other superficial skin
problems, such as genital warts or herpes
simplex virus. Swabs of the external or
lower vagina to assess for other possible
pathologies are indicated. Cotton tips should
then be used to assess pain by touch or light
pressure around the vestibule to assess for
triggered vestibulodynia (Figure 1).*#

A one-finger vaginal examination may
be useful to assess the pelvic floor muscles.
One lubricated finger is inserted into the
vagina and palpated slowly to 360° to
assess for pelvic floor muscle pain, uterine
retroversion, tenderness during uterine
manipulation, bladder base tenderness, and
pelvic masses. Patients with involuntary

Table 1 History taking of patient suspected of having vaginismus

Site-specific pain

Pain location - superficial or deep, vulva or vagina

Onset of pain - before, with or after penetration

Is penetration possible all the way through?

Is it possible to insert a finger or tampon
Intensity of pain
Description of pain - burning, itching

Pain chronology - if multiple pain locations, in what order?

Is the pain lifelong or acquired?
What therapies have been tried?
Medical history

Other vaginal-related symptoms, including vaginal discharge, burning, and itching

Gynecological comorbidities,

pelvic pain-related conditions

including

endometriosis, fibroids, and persistent

Bladder and gastrointestinal-related symptoms

History of sexually transmitted diseases

History of lacerations from childbirth, episiotomy, or other trauma

History of abdominal or genitourinary surgery or radiation

History of skin diseases such as eczema, psoriasis, or other dermatitis

Current use of contraceptives
Use of medications
Drug or alcohol consumption
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Psychosocial context

Patient’s view of the problem and contributing factors

Whether the problem has existed in other relationships

Partner’s willingness to discuss the problem

History of sexual or physical abuse

Stressor factors

Comorbid depression or anxiety disorder

Patient goals and what would be considered satisfactory or target conditions
Relationship/sexual history

Relationship status

Whether sexually active

Other sexual dysfunctions, such as difficulty with arousal, lubrication, or orgasm
Whether able to achieve arousal or climax

Traumatic sexual history

History of traumatic genital examination

Anxiety level during penetration

Anxiety level during genital examination

What examinations make the patient feel anxious
Cited from: Kushner RF, 20243
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Figure 1. Female external genital examination.
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Figure 2 One-finger examination to evaluate dyspareunia.
Cited from: Gross E & Brubaker L, 20223
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Table 2 Diagnostic Criteria of Vaginismus

1. Subjective criteria

Persistent and repeated difficulty or inability to allow the entry of the penis, fingers, or any object into the
vagina despite the expressed desire of the female partner due to emotional distress or fear of pain, due to ex-
cessive and unreasonable anticipation or attempts at penetration leading to capricious avoidance of vaginal
penetration.

2. Objective criteria

A. Clinical criteria

Muscle spasm during clinical vaginal examination, characterized by tension and tightening of the pelvic floor
muscles during attempted sexual intercourse/vaginal penetration.

B. Laboratory criteria

Increased muscle tone on EMG examination during induction of vaginismus by vaginal dilators or attempted
penetration.

3. Frequency duration criteria

Symptoms persist for 6 months or more, with inability or difficulty to penetrate during most attempts
(>50%).

4. Exclusion criteria

No secondary cause for pain/difficulty in penetration

Cited from Raveendran and Rajini, 2024*

Table 3 Interpretation of Diagnostic Criteria of Vaginismus

Subjective Objective Frequency Exclusion .
e . . . o .. Interpretation
criteria criteria duration criteria criteria
+ + + + Vaginismus
- + - + Asymptomatic vaginismus
+ + - + Transient vaginismus
With charac- .. :
. . Vaginismus dyspareunia overlap
+ + + teristic dys-
i syndrome
pareunia
With charac- . - .
. Transient vaginismus dyspareunia
+ + - teristic dys-
: overlap syndrome
pareunia
+ - + + Probable vaginismus
+ - - + Probable transient vaginismus

Cited from Raveendran and Rajini, 2024*
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muscle spasms (vaginismus) may not tolerate
this examination (Figure 2).> The patient
should be observed carefully during the
examination. Signs of anxiety or distress,
such as gluteal tightening, the elevation of
the buttocks off the table or curled toes, are
indications that the examination should be
stopped. The speculum examination should
not be performed in these patients until
therapeutic interventions are attempted to
manage the symptoms.?

A recent study proposed that vaginismus
diagnosis criteria consist of subjective,
objective, frequency duration, and exclusion
criteria (Table 2). The interpretation of the
results of each of these criteria is described
in Table 3.

Classification
Lamont, in 1978, classified vaginismus based
on the patient’s history and behavior during

gynecological examination (Table 4).

Table 4. Lamont Classification

Difference between Vaginismus and
Dyspareunia

Vaginismus and dyspareunia are now
combined into genito-pelvic pain and

impaired penetration.!> Dyspareunia is
recurrent or persistent pain during sexual
intercourse  that  causes  discomfort.’
Dyspareunia is mainly caused by physical or
medical factors, while vaginismus is mainly
caused by psychological factors. Moreover,
dyspareunia is associated with sexual abuse,
while vaginismus is associated with sexual and
emotional abuse. Treatment for dyspareunia
includes addressing the underlying cause
and pain management, while vaginismus
treatment focuses on reducing fear and pelvic
muscle spasms.* Excessive fear of pain
during penetration is a common symptom
reported by vaginismus patients. A phobia
is defined as “a marked and persistent fear
that is excessive or unreasonably triggered
by the presence or anticipation of a specific

Grade

Description

Lamont grade 1

Lamont grade 2

Lamont grade 3

Lamont grade 4 .
close, patient retreats

Patient may relax for pelvic examination

Buttocks lifted off the table. Early retreat

Generalized retreat: buttocks lift up, thighs

Perineal and levator spasm: resolv-
ing with certainty

Patient is unable to relax for pelvic examination Perineal spasm: maintained

throughout the pelvis

Levator spasm and buttock eleva-
tion

Spasm of levator and perineum, el-
evation: adduction and retraction

A generalized retreat as in grade 4 plus a viscer-

al reaction, which may cause one or more of the

following: palpitations, hyperventilation, sweat-

Lamont grade 5

ing, violent trembling, uncontrollable shaking,

screaming, hysteria, wanting to jump off the

table, feeling unconscious, nausea, vomiting,

and even the urge to attack the doctor.

Cited from Pacik, 2011, 2014'%!!
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object or situation;” thus, vaginismus is
considered a phobia. People with dyspareunia
experience pain but do not avoid situations
of vaginal penetration, in contrast to those
with vaginismus, which suggests that the
avoidance of vaginal penetration in people
with vaginismus cannot be explained by pain
alone.*

Treatment

Recent clinical practice guidelines on
female sexual dysfunction recommend an
individualized, multidisciplinary approach

to vaginismus tailored to the underlying
causative  factors and  comorbidities
present.'?arousal, orgasm, or pain (1 Table
5 outlines the current treatment options
for vaginismus and the level of supporting
evidence for each treatment. In most cases,
successful treatment of vaginismus occurs
with a combination of patient education,
pelvic floor muscle relaxation, use of vaginal
trainers, and psychological therapy.?

Three main types of pharmacological
therapies have been proposed for vaginismus:
local anesthetics (e.g., lidocaine), muscle
relaxants (e.g., nitroglycerin ointment and

Table S Vaginismus Treatment Options

Treatment

Patient’s knowledge

Pelvic floor muscle relax-

ation

Vaginal trainer

Systematic desensitization

Cognitive behavior therapy

Pharmacologic treatment

the underlying mechanisms and factors that contribute to
their experience.

Various methods can be used to achieve this, including

dilators).
A trainer (previously known as a dilator) is a plastic or
silicone rod with a rounded end, which is used to apply

e Level of
Description .
evidence
Patient’s knowledge about vaginismus, vulvovaginal anat-
omy, and pelvic floor anatomy can help people understand 1B
verbal instructions, EMG biofeedback, ultrasound biofeed- 1B
back, and the use of assistive devices (previously known as
1IB

pressure to the vaginal entrance and, if possible, inserted
into the vagina. Trainers are usually available in sets of
progressively larger sizes for use. Some practitioners prefer
to teach patients to use their own fingers instead of aids.
Systematic desensitization is a type of sex behavior therapy
in which pelvic floor muscle relaxation and the insertion of
dilators or fingers into the vagina are used to reduce anxiety
and fear associated with penetration.

Graded exposure training coupled with cognitive restructur-
ing to reduce sexual avoidance behavior.

Most medications for vaginismus have limited evidence
and are therefore not recommended by clinical practice
guidelines. Botulinum toxin A Injections of botulinum tox-
in A into the puborectalis and pubococcygeus are increas-
ingly used to treat vaginismus but have limited supporting
evidence.

Cited from: Kushner RF, 20243
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botulinum toxin), and anxiolytic drugs. Local
anesthetics, such as lidocaine gel, have been
proposed based on the rationale that vaginal
muscle spasm is caused by repetitive pain
experienced with vaginal penetration and,
therefore, the use of topical anesthetics aimed
at reducing pain is hypothesized to resolve
the spasm.’

Botulinum toxin, a temporary muscle
paralyzer, has been recommended to treat
vaginismus to reduce pelvic floor muscle
hypertonicity.” The use of Botox to treat
vaginismus was first reported by Brin and
Vapnek in 1997. This reported case of
secondary vaginismus was treated first with
10 units of Botox, followed by 40 units of
Botox. The patient was able to have sexual
intercourse for the first time in 8 years. The
results lasted for 24 months of follow-up.’
Pacik reported vaginismus therapy using a
combination of intravaginal Botox (100-150
units) followed by intravaginal bupivacaine
(20-30 ml 0.25% with epinephrine 1:400,000)
for the bulbocavernosus, pubococcygeus, and
puborectalis muscles in 20 patients treated
under anesthesia. At the end of the procedure,
patients experienced progressive dilation
while still under anesthesia, waking up in the
recovery room. This resulted in a cure rate
that exceeded 90%.'°

Pacik and Simon, in a recent clinical trial,
used multimodal therapy for 241 vaginismus
patients. Multimodal therapy consists of
intravaginal botulinum toxin (Botox) A
and bupivacaine injections, progressive
dilation under conscious sedation, indwelling
dilators, follow-up and support with office
visits, phone calls, emails, dilations logs, and
FSFI reports. Botox was kept on ice until
ready to inject.”® One vial of 100 U frozen
Botox was diluted with 2 mL preservative-
free saline without foaming or shaking the
vial, giving a concentration of 2.5 U/0.05
mL (50 U Botox per 1 mL syringe). Using
a pediatric speculum and bending the needle
to 30°, Botox 50 U (1 mL) was injected into

the right bulbospongiosus, and Botox 50 U
(20 injections = 1 mL) was injected into the
left side of the submucosal area of the lateral
introitus, marked by the remaining fragment
of the hymen, at hours 7 to 9 on the patient’s
right and hours 3 to 5 on her left (Figure 3)."
[Mlumination is required for this procedure.
Injections are given above, into, and below
the hymen fragment on each side to cover
the entire width of the bulbospongiosus.
Intramuscular injections were found to be
unnecessary and caused more bleeding
(Botox is known to spread about 1 cm from
the injection site). When other areas of spasm
or tightness in the levator ani were identified,
an additional 50 U was injected submucosally
into the affected muscle in the same divided
dose."?

Botox works by blocking the release of
acetylcholine at the neuromuscular junction,
which results in chemodenervation, causing
temporary flaccid paralysis. In the initial
binding stage, the toxin attaches rapidly
and strongly to receptors on the surface
membrane of presynaptic nerve cells. Then,
the toxin is internalized by crossing the
presynaptic nerve membrane. Finally, the
toxin interferes with calcium-mediated
acetylcholine release, reducing end plate
potential and causing paralysis. Botox does
not affect postganglionic cholinergic or
sympathetic transmission. Restoration of
impulse transmission occurs gradually as new
nerve terminals grow and contact is made
with postsynaptic motor end plates, a process
that takes several months.'* In vaginismus
therapy, Botox will likely act on the nerve
that innervates the bulbospongiosus. The
bulbospongiosus is innervated by the deep
branch of the perineal nerve (S2-S4), which
is a branch of the pudendal nerve.

In summary, vaginismus is characterized
byinvoluntarypelvicfloormusclecontractions
and significant anxiety about penetration,
diagnosed primarily through patient history
and physical examination. In contrast,
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Hymen

Figure 3 Injection of submucosal Botox into the bulbospongiosus using the hymen
fragment as a marker. The needle is bent 30 at its center to facilitate injection."

dyspareunia encompasses a broader range of
pain, potentially superficial or deep, and may
result from various psychological factors.
Accurate differentiation involves a detailed
clinical interview, physical examination, and
sometimes additional tests to identify specific
causes. Treatment for vaginismus focuses
on reducing fear and pelvic muscle spasms,
while dyspareunia focuses on addressing
the underlying cause and pain management.
A multidisciplinary approach involving
gynecologists, psychologists, and physical
therapists is required for effective diagnosis
and treatment.
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