VAGINISMUS:
Vaginismus can be defined as an involuntary spasm of the muscles surrounding the vaginal opening. This muscular contraction tends to occur with any attempt at vaginal penetration, making it extremely painful or impossible. Women with vaginismus are usually capable of becoming sexually aroused, achieving lubrication, and even orgasm with external stimulation. Unfortunately many sufferers however become avoidant towards sex with apprehension of pain and a sense of failure. It is a cause of unconsummated marriage with social, cultural and religious consequences.
Vaginismus can be primary, where she has never been able to have penetrative intercourse, or secondary where having once been able to experience intercourse, she is no longer able to be penetrated, due to the involuntary muscle spasms. The degree of vaginal spasm may prevent penetration of any kind, even with a finger or tampon; others are only provoked into spasm by attempted penile penetration. Secondary vaginismus can follow a painful attempt at penetration, pelvic trauma, a psychological shock. Be particularly on the look out for sexual abuse or trauma. The area of autonomic hypersensitivity appears to be in the serotonergic areas of the brain as with other forms of sexual dysfunction; co-morbidity exists therefore between vaginismus and anxiety / depressive disorders, eating disorders and pain disorders such as fibromyalgia.
Assessment must be done by an experienced sexual health physician. A full medical, psychosexual, and social history should be taken and attitudes explored towards body image, sexuality including masturbation explored. A detailed history is taken of menarche, early sexual experiences and family attitudes to sexuality. A history of child sexual abuse (CSA) should always be kept in mind. The issue of pelvic examination needs to needs to be approached with great sensitivity. I find it helpful to have the sexual partner present both as chaperone but also for education. Previous examinations may have caused quite severe pain which will have worsened the condition. It is sometimes better to conduct the examination on her second visit when she has had a chance to get to know the clinician better, to prepare herself and perhaps to invite her sexual partner.
The vulva should be carefully examined for any sign of dermatitis, fissuring or inflammation. Particular attention is directed to check for signs of lichen sclerosis, herpetic lesions, or the characteristic flare at the posterior fourchette, exquisitely sensitive and characteristic of vestibulitis. The usual finding in vaginismus is a tender hump of contracted muscle present just inside the posterior vagina. Gently pressing on this will reproduce the patient’s pain. Ask her if she is able to squeeze or relax this muscle and she will often have little or no control of her vaginal and pelvic muscles. This lack of biofeedback between brain and vaginal seems a crucial factor in the condition.
Real Time Ultrasound Scanning, (RTUS) has been used extensibly by physiotherapists to target pelvic floor muscle rehabilitation and increase core stability, however the scan allows accurate assessment and training for vaginal and pelvic floor muscles without the need to insert any probe into the vagina. One or two sessions with an experienced women’s health physiotherapist can lead to considerable improvement in coordination of these muscles and a consequent improvement in vaginismus. [image: image1.jpg]



Along with improved coordination of the voluntary muscles it is essential that the sufferer gain and improved knowledge of her sexual anatomy and the physiology of the normal sexual response. Such psychosexual education is an integral part of any therapeutic intervention for vaginismus. Poor vaginal lubrication commonly coexists with vaginismus and may be aggravated by oral contraception. Apprehension of pain and heightened levels of anxiety further contribute to vaginal dryness. The use of a good quality lubricant, designed specifically for sexual use makes a great deal of difference both to the enjoyment of sexual play as well as to eventual penetration.
Anxiety management and relaxation techniques should also be taught. Breath control techniques similar to those taught for meditation and yoga will suppress an exaggerated autonomic response and enhance both sexual arousal as well as improve vaginal spasm.

Having improved the sufferer’s sexual knowledge, taught relaxation techniques and control of the vaginal muscles, graded penetration exercises are advised. Although many clinicians advise the use of vaginal dilators, I prefer the less clinical approach of using fingers, initially those of the patient and then those of her sexual partner. Beginning with the gentle insertion of a well-lubricated finger as part of self examination and progressing to the insertion of 2 fingers and gentle stretching. This is advised as a form of internal vaginal massage. When this is accomplished without pain, the patient is encouraged to let her partner do the same thing, perhaps after a period of external stimulation, but always under her strict control; it is essential that she does not feel that she has lost control of the penetration process.
Once finger penetration has been accomplished successfully, she is ready to attempt the first penile penetration. The following procedure is strongly recommended: After adequate sexual stimulation and the use of a lubricant, the patient is advised to kneel astride her partner, facing his head and lining up her knees with his nipples; this achieves the right angle in most couples. She should use one hand to splay open the vulva and use the other to guide her partner’s penis. She should then contract her vaginal muscles strongly for a few seconds and, at the moment of relaxation, lower herself onto her partner’s penis guiding him with her hand. If penetration is successful then neither should move at all but simply enjoy the sensation and offer each other congratulations. Obviously if she is a virgin, a certain amount of discomfort should be expected. Once she feels comfortably she might try contacting her vaginal muscles gently or rocking very slightly back and forwards; she should not attempt to move up and down on the penis until she can accomplish these movements without pain. The man must be advised not to thrust against her but to offer encouragement and be patient! Once sexual intercourse has been achieved in this position, the couple can experiment with other positions, and with male penetration and thrusting. She should always feel in control however, as unpredictable activity can cause anxiety, apprehension and vaginal tension. Usually a couple progress quite quickly after achieving initial vaginal penetration.
The couple should be counselled carefully about potential failures. Individual sufferers may require more intensive psychotherapy, particularly where there is a history of sexual abuse or trauma. Occasionally drug treatment of underlying anxiety disorder or depression is also needed. Very occasionally surgical correction is required where there is scarring or fibrosis from trauma including birth trauma. Surgery should be reserved only for treatment failures where such specific pathology exists.
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