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Physiotherapy for the treatment of vaginismus is perceived as an
intervention aimed to normalize muscle tone of the pelvic floor in
order to allow vaginal penetration in accordance with the traditional view of vaginal spasm as its defining feature. Newer definitions recognize the experience of anxiety as well as pain, and
effective treatment approaches should address these components as
well. Physiotherapists often encounter women who, as a result of
severe anxiety, are unable to undergo examination and treatment,
despite their expressed desire to do so. This article describes a therapeutic intervention designed to help women with vaginismus prepare for examination and treatment by addressing the component
of anxiety in real-life situations. This approach is also appropriate
for nurse practitioners and physicians who work with this patient
population and may be adapted for sex therapists to teach as a
home exercise.
Physiotherapy of the pelvic floor is recognized as an important component of treatment for women with vaginismus and dyspareunia and as adjunctive to sexual therapy and other psychotherapeutic interventions (Schultz
et al., 2005). Reports in the literature have described multimodal cognitive behavioral therapy and physiotherapy as effective in the treatment of women
with localized provoked vestibulodynia, and ascribe decreased pain and,
pelvic floor overactivity to the physiotherapy component (Bergeron & Lord,
2003). There is, however, a paucity of literature that describes this team approach for women with vaginismus, despite agreement that variable pelvic
floor muscle contraction is a defining feature of vaginismus (Basson et al.,
2004).
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Penetration anxiety and vaginal muscle contraction were traditionally
understood to be the defining characteristics for women with vaginismus
(American Psychiatric Association, 2000). Negative views about sexuality
(Ward & Ogden, 1994), anxiety (Watts & Nettle, 2010), aversion and disgust (Borg, de Jong, & Schultz, 2010), and a history of sex abuse (Reissing,
Binik, Khalife, Cohen, & Amsel, 2003) have also been associated with this
condition. Traditional treatment approaches have included psychodynamic
therapy, existential-experiential psychotherapy (Kleinplatz, 1998), cognitive
behavioral therapy, desensitization and exposure therapy as well as psychoeducation and instruction in dilators. Consistent with ethical codes, these
therapies do not involve genital examination or touch, and do not replicate
the woman’s experience with attempted penetration.
Current definitions of vaginismus recognize the experience of pain as
a salient feature (van Lankveld et al., 2010). This further underscores the
overlapping natures of vaginismus and dyspareunia and explains the emerging use of medical therapies such as botulism toxin (Ghazizadeh & Nikzad,
2004), electric stimulation (Seo, Choe, Lee, & Kim, 2005) and physiotherapy
(Rosenbaum, 2007). There is growing recognition that clinical counseling
that does not replicate, in vivo, the experience of anxiety in real-time situations of attempted penetration, may not be sufficient and may explain the
emergence of alternative therapies that utilize sexual surrogates (Ben-Zion,
Rothschild, Chudakov, & Aloni, 2007) and psychotherapist aided exposure
(Ter Kuile et al., 2009).
Physiotherapists treating women with vaginismus provide education,
teach general and pelvic floor relaxation, provide manual therapy such as
introital stretching techniques and pelvic floor massage, and work with dilators in vivo (Rosenbaum, 2005). Treatment often begins with genital observation using a mirror, genital touch, and eventually, penetration, although
many women are far too anxious and aversive to begin therapy at this stage.
The determination of when to begin is difficult, as women with vaginismus
are often motivated to progress with treatment, but despite their cognitive
desire to be examined, anxiety prevents them from allowing this to occur.
In many cases, women with vaginismus disassociate in order to allow an
examination to occur, especially in cases of trauma or past sexual abuse.
A thorough history and a detailed explanation of the therapy are important
in determining together with the client, when she is ready to undergo a
gynecological examination.

TREATMENT INTERVENTION
The following describes an exercise program, designed to prepare a client,
both physically and emotionally, for genital self-examination, genital selftouch, practitioner pelvic examination, finger and dilator insertion, and
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sexual intercourse. This program is particularly suitable for women with
vaginismus with generalized anxiety, or women with severe but specific
vaginismus related anxiety. This program is also particularly suited to women
with vaginismus from traditional populations, who cite the jarring transition
from modest dress and manner to completely naked exposure as being
particularly nonsyntonic (Ribner & Rosenbaum, 2004). Rather than provide
directives for the client to “relax,” she is instructed to be present and fully
aware of when she can feel relaxed. This may mean simply sitting in a chair
in the practitioner’s office, or lying on the table fully dressed and covered
with a sheet.
The purpose of this treatment intervention is to allow the client to
perceive the exact moment that she begins to feel anxiety. Often, there
is a discrepancy between the client’s cognitive desire and motivation to
succeed, and her physical and emotional ability to do so without feeling
anxious and defensive. The client’s cognitions are addressed throughout the
intervention, however, the client is instructed to pay less attention to her
thoughts and more to her feelings. Rather than try to “get rid” of the anxiety,
she is encouraged to allow herself to feel and contain the anxiety with the
understanding that she can always go back a step to where feels more secure.
This method allows the woman to feel in control of the exposure process,
and rather than view anxiety as frustratingly beyond her control, she learns
to recognize and accept it, begin to feel it less acutely, and finally, no longer
feel it.
The steps are as follows:
Step 1: Lying on the table. The client is asked to lie on the table, fully dressed,
covered with a sheet. She is asked to rate her level of anxiety from low to
high (0–5), and then asked what she needs in order to reach the number 0.
These needs may include lying on her side in a more protected posture,
the practitioner moving away from the table, or, she may need to get up
off the table and go back to sitting in the chair, where she was able to rate
herself at 0. Other “lowering anxiety” tools are introduced including deep
breathing techniques. The exercise is repeated until she is able to lie on
the table on her back with her knees flexed and together, and rate herself
at 0–1.
Step 2: Lying on the bed, fully dressed (with pants) and covered with a
sheet, the client is asked to bend her knees and separate her legs. She
is reminded that if she feels anxious with her knees open, she may do
what she needs to relieve her anxiety, which is likely to be a return to the
position of knees bent and together. This exercise is repeated until she is
able to rate her anxiety level with her legs apart at 0–1.
Step 3: As in Step 2 but without the sheet. Covering herself again with the
sheet is considered to be one of the lowering anxiety options available to
her.
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Step 4: As in Step 2 but wearing shorts instead of long pants, first with and
then without, the sheet.
Step 5: As in Step 2 but with underwear only, with and without the sheet.
Step 6: As in Step 2 without underwear, with and without the sheet.
The duration of this process may vary from one visit to up to six. Inability
to progress warrants referral to or discussion with the client’s psychotherapist
and possibly a referral to a psychiatrist for evaluation of antianxiety medications. The value of this process is that it allows the client to reach the genital
examination when she is far more prepared for it and can be both physically
and emotionally present during the examination with less likelihood of disassociation. Furthermore, it teaches the client to value her anxiety as a sign
of her motivation to progress. Once she has proceeded through these steps,
she may continue to utilize the anxiety reduction techniques as they apply
to self-touch of the genitals, self-touch of the vulvar vestibule and vaginal
finger insertion. She may further apply these techniques for gradual dilator
use with the practitioner and with her partner. This progression includes
self-insertion of the dilator, self-insertion with her partner holding dilator as
well, her partner inserting the dilator with the client holding it as well, and
finally, her partner inserting the dilator.

CONCLUSION
This article offers a progressive exercise program developed by the author, a
physiotherapist and sexual counselor with expertise in treating women with
sexual pain disorders. Because women with vaginismus tend to demonstrate
aversion and anxiety, patience and empathy are required in order to allow
the client to feel safe and contained. These techniques may be used by physicians and nurse practitioners treating women with vaginismus with dilator
therapy. Similarly, sex therapists using a cognitive behavioral approach may
incorporate these techniques by describing the steps and asking the client
to do them at home alone and in the presence of their partners. Last, it is
important to note that physiotherapy and cognitive behavioral therapy techniques may not be sufficient and that sex and couples therapy are important
components of treatment for women with vaginismus.
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