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Section I: Understanding Vaginismus

- = — —
Muscles are relaxed, Muscles tighten involuntarily,
allowing penetration making penetration painful
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What Is Vaginismus?

Vaginismus is a condition characterized by the involuntary contraction of the
muscles surrounding the vaginal opening when penetration is attempted. This
response is automatic and occurs without conscious control, even when a
woman wishes to allow penetration.

Medically, vaginismus is classified under Genito-Pelvic Pain/Penetration
Disorder (GPPPD) and can range from discomfort during penetration to
complete inability to tolerate vaginal penetration, including sexual intercourse,
tampon insertion, or gynecological examinations. The condition primarily
involves the pelvic floor muscles, particularly the levator ani muscle group. In
vaginismus, an exaggerated protective reflex causes these muscles to contract

involuntarily, making vaginal penetration painful, difficult, or impossible.
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How Common Is It?

Prevalence estimates for vaginismus vary considerably depending on how it is
defined and measured, ranging from approximately 0.5% to 7% of women in
population studies. However, these figures almost certainly underestimate the
true burden of the condition. Research consistently shows that women with
vaginismus wait an average of three to seven years before receiving an accurate
diagnosis — largely because the topic remains taboo, healthcare providers may
lack specific training, and many women assume that painful penetration is simply
normal.

In clinical settings focused on sexual pain disorders, vaginismus accounts for a
significant proportion of referrals. Pelvic floor physiotherapy practices that
specialise in this area report high patient volumes, suggesting the clinical
presentation is far more frequent than general statistics imply. Across cultures
and age groups, vaginismus appears to be a universal human condition — not a

product of any single society, religion, or background.

VAGINISMUS

is of two types
]

PRIMARY VAGINISMUS SECONDARY VAGINISMUS

gleslly  Penetration has never (\ Develops after a period of
been possible or comfortable kL’ previously comfortable
o at any time. *  penetration.

Both types are real, treatable and not "in your head”.
® With the right support, most individuals can overcome vaginismus.
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Primary Vaginismus
Primary vaginismus is a form of vaginismus in which comfortable vaginal penetration
has never been achieved. Individuals experience difficulty with sexual intercourse,
tampon insertion, or gynecological examinations from the outset, with no history of
pain-free penetration.

* Present from the first attempt at vaginal penetration.
The condition is multifactorial and may involve psychological, neurological, muscular,
and medical factors, including fear of pain, anxiety, pelvic floor muscle overactivity,
and increased pain sensitivity.

* Multifactorial condition involving psychological, neurological, muscular, and

medical factors.

The hallmark feature is the involuntary contraction of the pelvic floor muscles,
particularly the levator ani muscle group, during anticipated or attempted
penetration. This response occurs automatically and is not under voluntary control.

* Defining feature: involuntary pelvic floor muscle contraction.

* Primarily involves the levator ani muscle group.
Symptoms often remain unrecognized for years, leading to delays in diagnosis and

treatment.

GYNAECOLOGICAL
EXAMINATION

TAMPON USE

FIRST ATTEMPT
Discomfort or inability
present from the

ity Degnning Mo prior period of normal, pain-free penetration.
Discomfort present across all forms of penetration from the outset.
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Secondary Vaginismus

It is a form of vaginismus that develops after a period of previously comfortable
and pain-free vaginal penetration. Individuals typically have a history of normal
sexual intercourse, tampon use, or gynecological examinations before the
onset of symptoms.

e The condition is often triggered by factors such as childbirth-related
trauma, pelvic surgery, recurrent infections, chronic pelvic pain disorders,
hormonal changes, menopause, or traumatic sexual experiences. These
events may increase pain sensitivity and lead to the development of an
involuntary protective response of the pelvic floor muscles.

As a result, the pelvic floor muscles, particularly the levator ani muscle group,
contract involuntarily during anticipated or attempted penetration, causing
pain, difficulty, or inability to tolerate penetration. This response occurs
automatically and may persist even after the original trigger has resolved.

A distinguishing feature of secondary vaginismus is the presence of a previous

period of comfortable vaginal penetration before symptoms developed.

When penetration is attempted or anticipated,
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Want to know more about primary

and  secondary  vaginismus?
Explore the blog linked below for
additional  insights,  practical
guidance, and a  deeper
understanding of these two forms
of vaginismus.

Primary and Secondary Vaginismus

)



https://fertilia.in/blog/primary-vs-secondary-vaginismus/

7 fertilia

Section 2: What Happens in the Body?

The Pelvic Floor and lts Role:

The pelvic floor is a hammock-shaped group of muscles, ligaments, and
connective tissues spanning the base of the pelvis from the pubic bone to the
tailbone. These structures perform an extraordinary range of tasks:

e supporting the bladder, uterus, and bowel; facilitating urination,
defecation, and sexual function; and working with the core musculature for
posture and stability.

¢ In a healthy, relaxed state, the pelvic floor can stretch and accommodate
penetration with minimal resistance.

In vaginismus, the muscles of the pelvic floor — particularly those closest to the
vaginal entrance — become hyperactive. The term hypertonicity refers to a
state of persistent, elevated resting tension in a muscle beyond what is
functionally appropriate. A hypertonic pelvic floor is always working harder than
it needs to, and when it encounters the additional signal of attempted

penetration, it contracts further rather than releasing.

HEALTHY PELVIC FLOOR PELVIC FLOOR IN VAGINISMUS
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The Pain-Fear-Tension Cycle

Vaginismus is often maintained by a self-reinforcing pain-fear-tension cycle. The cycle
may begin with pain, discomfort, or even the anticipation of pain during penetration.

¢ In response, the brain activates a protective stress response, leading to involuntary
contraction of the pelvic floor muscles. This muscle tightening increases resistance to
penetration, making the experience more painful or difficult and reinforcing the
perception of threat.

Over time, repeated painful experiences can strengthen this response, causing the body
to anticipate danger even before penetration occurs. As a result, pelvic floor muscles may
contract automatically in anticipation of intercourse, tampon insertion, or a gynecological
examination.

e Importantly, the pain and muscle spasm associated with vaginismus are real
physiological responses and not merely psychological in nature. Research has
demonstrated increased pelvic floor muscle activity in individuals with vaginismus,
highlighting the close interaction between the nervous system, pain perception, and
muscle function.

As the cycle continues, fear, muscle tension, and pain reinforce one another, making

symptoms more persistent unless the underlying response is addressed through

Real

appropriate treatment and rehabilitation.
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Why Penetration Becomes Difficult or Impossible

* In vaginismus, the pelvic floor muscles contract involuntarily in response
to actual or anticipated penetration. As these muscles tighten, the
vaginal opening narrows and the vaginal walls are pressed together,
creating significant resistance to entry. This muscular response is
automatic and occurs outside conscious control.

» Attempting penetration against this resistance does not relax the muscles;
instead, it often triggers a stronger protective contraction. The nervous
system interprets forceful penetration as a potential threat, further
increasing pelvic floor muscle activity and amplifying pain.

» From a physiological perspective, the levator ani and surrounding pelvic
floor muscles become hypertonic, meaning they remain in a state of
excessive tension. This increased muscle tone reduces the ability of the
vaginal tissues to stretch and accommodate penetration comfortably.

e Repeated painful attempts at penetration can increase pain
sensitivity and reinforce the pain-fear-tension cycle, causing the body
to anticipate pain and trigger involuntary muscle contraction even before
penetration occurs. For this reason, vaginismus cannot be overcome
through force or persistence.

o Effective treatment focuses on relaxing the pelvic floor muscles,
reducing nervous system sensitization, and gradually retraining the

body's response to penetration in a safe and controlled manner.
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Common Signs and Symptoms

The presentation of vaginismus is often consistent across individuals, although
symptom severity, triggers, and the degree of functional impairment may vary.
Symptoms commonly occur during situations involving vaginal penetration and
can affect sexual function, menstrual product use, gynecological care, and

emotional well-being.

Dyspareunia (Pain During Intercourse)

Pain during attempted vaginal intercourse is one of the most frequently reported
symptoms of vaginismus. The pain is typically localized to the vaginal entrance
and may be described as burning, stinging, sharp pain, pressure, tearing, or the
sensation of "hitting a wall." In some individuals, penetration may be possible
but associated with significant discomfort, while in others penetration may be
completely impossible.

The pain results from involuntary contraction of the pelvic floor muscles, which
increases resistance at the vaginal opening. Unlike deep pelvic pain conditions
such as endometriosis, the discomfort associated with vaginismus is most

commonly experienced at the point of entry.

Superficial
Vs, SUPERFICIAL

ST L~ S

Deep
Dyspareunia




If this topic resonates
with your experience,
the blog below offers
further information and

guidance.
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https://fertilia.in/blog/dyspareunia-vs-vaginismus-how-doctors-tell-them-apart/
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Difficulty with Tampon or Menstrual Cup Use

Many individuals with vaginismus experience pain, resistance, or inability to
insert tampons or menstrual cups. For some, difficulty with menstrual products
represents the earliest indication that vaginal penetration is problematic and
may precede diagnosis by several years.

Attempts at insertion may produce discomfort, muscle tightening, or a
sensation that the tampon cannot pass through the vaginal opening. As a
result, some individuals avoid internal menstrual products altogether without

recognizing an underlying pelvic floor condition.

Difficulty with Gynecological Examinations

Individuals  with vaginismus may experience difficulty tolerating routine
gynecological examinations that require vaginal insertion, including pelvic
examinations, speculum examinations, and cervical screening tests. The involuntary
contraction of the pelvic floor muscles can result in pain, discomfort, significant
resistance, or complete inability to tolerate insertion.

In many cases, the anticipation of the examination itself may trigger the protective
muscular response, even before physical contact occurs. As a result, gynecological

visits can become distressing experiences, leading some individuals to postpone or

avoid important preventive and reproductive healthcare.
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Anticipatory Anxiety and Fear of Pain

Perhaps more than any other symptom, it is the anticipatory nature of
vaginismus that defines the lived experience. Women describe dreading
intimate encounters, planning arguments to avoid sex, lying awake before
gynaecological appointments, or experiencing a physical shift in their body —
a closing, a tensing — the moment penetration enters the realm of possibility.
This fear is not irrational: it is based on past experience, or on a deeply
learned body response. But it is also one of the most tractable aspects of

treatment.

The Tightening or Closing Sensation

Women frequently describe a specific sensation during attempted
penetration: a sense of the vaginal entrance closing, snapping shut, or
becoming a solid barrier. Some describe it as if there is no opening at all.
This is the subjective experience of the levator ani and perineal muscles in full
contraction — the physical mechanism behind what feels like anatomical
absence. Understanding this as a functional muscle response, rather than a

structural problem, is often enormously reassuring.
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Many women spend months or even years searching for
answers, trying different approaches without knowing where
to start. At Fertilia, we bring together medical guidance,

pelvic floor rehabilitation, and emotional support in one
structured recovery pathway, tailored to your individual needs.
Everything is delivered online, allowing you to access expert
care from anywhere in India.

Healing
Begins with
Understanding

Ready to take the first step? Click the link
below to start your recovery journey

Online Vaginismus Treatment Program
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: Causes Of Vaginismus

Relationship and Interpersonal Factors

Relationship dynamics can contribute to vaginismus in ways that are often

subtle. A partner who is impatient, dismissive, or who communicates — even

non-verbally — that penetration is expected regardless of discomfort may

compound the physiological difficulty. Conversely, some women report that

the kindness and understanding of a supportive partner created the safety

needed to begin recovery. Trust, communication, and mutual respect are not

merely nice adjuncts to treatment — they are neurologically relevant: safety in

the relational environment down-regulates the threat response that drives the

muscular reflex.
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Cultural, Religious, and Social Factors

The messages an individual receives about their body,
sexuality, and genital anatomy can influence their perceptions
of intimacy and penetration. Cultural, religious, or social
beliefs that associate sex with shame, fear, guilt, or danger
may contribute to increased anxiety and a protective response
toward sexual activity. In some individuals, these early
experiences can shape how the nervous system responds when

penetration is attempted.

Psychological and Emotional Factors

Psychological and emotional factors can also contribute to the
development of vaginismus. Anxiety, fear of pain, concerns
related to sexual activity, or previous painful and distressing
experiences may create learned associations between
penetration and threat. Over time, these associations can
trigger an involuntary protective reflex, resulting in pelvic floor
muscle contraction. However, many individuals with vaginismus
have no identifiable psychological or emotional trigger,

highlighting the multifactorial nature of the condition.
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Idiopathic Vaginismus

For a substantial proportion of women, no psychological, historical, or
physical cause is ever identified. The vaginismus appears to arise from
individual variation in nervous system sensitivity, pelvic floor muscle tone,
or pain processing pathways. This is neither unusual nor untreatable.
Idiopathic vaginismus responds to the same pelvic floor physiotherapy,
graduated exposure, and anxiety-management strategies as vaginismus
with an identified cause. Searching exhaustively for a cause — and

failing to find one — should not delay treatment.

¢ o
,

Hypertonic Hormonal Changes Chronic UTl's Or
Pelvic Floor Muscles Yeast Infections

Unresolved Neurological

Psychological Conditions
Factors
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Section 5: True Vaginismus vs Conditions That Can Mimic It

This is arguably the most clinically important chapter in this guide. Painful
penetration and pelvic tension do not always mean vaginismus. A number of
conditions produce symptoms that are superficially identical but require
fundamentally different management. Treating a vulval dermatosis with vaginal
dilators, or approaching a pelvic inflammatory disease with relaxation exercises, not
only fails to help — it can delay necessary treatment and worsen outcomes.

Accurate diagnosis is the foundation of effective care.

1.Vulvodynia and Vestibulodynia

e The term vulvodynia simply means “pain of the vulva.” It is not a single disease,
but a symptom-based diagnosis describing chronic or recurrent vulvar pain that
has no clear infectious, dermatologic, or malignant cause. The vulva includes the
mons pubis, labia minora, vestibule (the entrance to the vagina), urethral
opening, vaginal opening, and the Bartholin’s and Skene's glands.

e A common subset is vestibulodynia, where pain is confined to the vulvar vestibule
(the tissue immediately surrounding the vaginal opening). This is often described
as burning, stinging, or sharp pain at the point of penetration or even with light
touch.

The distinction from vaginismus matters because the primary driver in
vestibulodynia is neurological sensitisation of the peripheral tissue, not
muscular hypertonicity. Many women develop secondary pelvic floor tightening
in response to the vulval pain — meaning both conditions can coexist. A clinician
who examines only for muscular tension may miss the primary diagnosis entirely.
Cotton swab mapping of the vestibule, which tests pain thresholds at different

points around the opening, is the standard diagnostic tool.
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Vulvodynia-vs-Vaginismus-

Burning-vs-Spasm
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Not sure whether your symptoms are related
to vaginismus or vestibulodynia? The blog
linked above may help you better understand
the differences between these conditions.
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2. Vaginal Infections
Both candidal (yeast) infections and bacterial vaginosis can cause
sufficient vaginal inflammation to make penetration acutely painful.
Recurrent yeast infections are a particular culprit: the repeated cycle of
inflammation, itching, and discomfort can establish a conditioned fear
response that persists even after the infection resolves. Women who have
experienced frequent yeast infections over years may develop secondary
vaginismus through exactly this mechanism. The diagnostic key is that
infection-related pain is typically accompanied by discharge, odour, or
external symptoms — features absent in uncomplicated vaginismus.
3. Vaginal Dryness and Hormonal Insufficiency
Adequate vaginal lubrication depends on oestrogen. When oestrogen falls
— as it does after menopause, during breastfeeding, following
oophorectomy, or as a side effect of hormonal contraception — the
vaginal mucosa thins, loses elasticity, and produces insufficient natural
lubrication. The result is friction-related pain during penetration that is
structurally identical in character to vaginismus-related pain. The
distinction is clinical: a woman who has comfortable penetration with
generous lubricant or topical oestrogen does not have vaginismus.

Hormonal deficiency requires hormonal management.
Symptoms of vaginal dryness
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Vaginal itching Light bleeding Recurring urinary Soreness in the
following intercourse tract infections vagina area
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4. Endometriosis

Endometriosis is a condition in which tissue histologically similar to the uterine
lining grows outside the uterus — on the ovaries, fallopian tubes, pelvic
peritoneum, or bowel. When endometrial deposits are located in the pouch of
Douglas (the space behind the uterus) or on the uterosacral ligaments,
penetration can produce a deep, aching, or stabbing pain that is most
pronounced during certain positions or times of the menstrual cycle. This deep
dyspareunia is characteristically different in quality and location from the
superficial, entry-point pain of vaginismus. Endometriosis frequently goes
undiagnosed for years and requires specialist evaluation including ultrasound
and, often, diagnostic laparoscopy.

5. Pelvic Inflammatory Disease (PID)

Pelvic inflammatory disease is an ascending infection of the upper
reproductive tract — uterus, fallopian tubes, and ovaries — most commonly
caused by sexually transmitted organisms including Chlamydia trachomatis
and Neisseria gonorrhoeae. Chronic or recurrent PID can cause adhesions,
scarring, and ongoing pelvic pain that includes dyspareunia. Unlike vaginismus,
PID is associated with systemic features (fever, abnormal discharge, cervical
motion tenderness on examination) and requires antibiotic treatment to

prevent long-term complications including infertility.
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Early diagnosi ectopic pregnancy. and chronic pelvic pain.

and improve outcomes. Early treatment is erucial.
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6. Adenomyosis

Adenomyosis involves the migration of endometrial glands into the muscular
wall of the uterus (myometrium), causing the uterus to become enlarged,
boggy, and tender. Deep penetration in women with adenomyosis can
produce significant pain due to uterine displacement and pressure on
affected tissues. The pain typically worsens during menstruation and may be
accompanied by heavy periods and a sensation of pelvic pressure or fullness.

Transvaginal ultrasound and MRI are the primary imaging tools for diagnosis.

7. Lichen Sclerosus

Lichen sclerosus is a chronic inflammatory dermatosis affecting the vulval
and perianal skin, characterised by white, parchment-like skin changes, loss
of normal architecture, and — in advanced cases — narrowing of the vaginal
introitus through scarring. The condition causes intense itching, fragility, and
pain. Penetration against scarred or inflamed tissue can cause fissuring and
bleeding. Lichen sclerosus responds to high-potency topical corticosteroids
but requires ongoing management; it is not a psychological or muscular
problem, and dilator therapy alone will not address the underlying tissue

changes.
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8. Genitourinary Syndrome of Menopause (GSM)

Genitourinary syndrome of menopause encompasses the spectrum of
vulvovaginal, urological, and sexual symptoms that result from the oestrogen
deficiency of the menopause transition and beyond. The vaginal epithelium
thins, loses rugae, becomes pale and friable, and loses its normal acidic pH. The
vestibule may narrow. Penetration becomes progressively more uncomfortable
and eventually painful — a process that, if left untreated, can lead women to
avoid intercourse entirely and develop secondary vaginismus through the fear-
pain cycle. Topical low-dose vaginal oestrogen is highly effective, safe, and the
treatment of choice.

9. Post-Childbirth and Surgical Scarring

Perineal tears, episiotomy repairs, and pelvic surgical incisions can leave scar
tissue that is less elastic than the surrounding tissue, creating a point of traction
and pain during penetration. The area of an episiotomy scar, in particular, may
become hypersensitive — a phenomenon called scar neuroma. Secondary
vaginismus is common in the postnatal period, where it may coexist with scar-
related pain, pelvic floor dysfunction, postnatal anxiety, and hormonal changes
from breastfeeding. A thorough postnatal assessment should include scar

assessment alongside muscle tone evaluation.

. . . .
Genitourinary Syndrome Post-Childbirth and
. .
of Menopause (GSM) Surgical Scarring
A collection of symptoms and signs due to decreased estrogen Scarring after childbirth {tears or episiotomy) or surgeries
affecting the vulva, vagina, urethra, and bladder. (C-section, hysterectomy, etc.) can cause pain, tightness,
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9. Congenital Anomalies and Hymenal Variants

A small number of women have structural anatomical variations
affecting the vaginal introitus, including imperforate hymen,
microperforate or septate hymen, and congenital vaginal anomalies
such as Mayer-Rokitansky-Kiister-Hauser (MRKH) syndrome. These
conditions can sometimes mimic vaginismus because individuals may
report difficulty or inability to achieve vaginal penetration,
discomfort during attempted intercourse, or challenges with tampon
insertion.

However, unlike vaginismus, where penetration is limited by an
involuntary pelvic floor muscle contraction, congenital anomalies
involve a physical structural barrier or anatomical limitation. Careful
clinical examination is therefore essential to distinguish these
conditions from vaginismus, as management typically requires
surgical or specialized medical intervention rather than pelvic floor

rehabilitation alone.

How These Conditions Can Mimic Vaginismus
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Section 6: How Vaginismus Is Diagnosed

There is no blood test, imaging study, or laboratory marker that diagnoses vaginismus.
The diagnosis is clinical — arrived at through a careful combination of history,
symptom assessment, and physical examination. What a good clinician is doing is less
a process of confirming vaginismus and more a process of ruling out other causes of
pelvic pain and penetration difficulty. What remains, when other conditions have been

excluded and the history is consistent, is vaginismus.

The Clinical History

A thorough history includes the onset and character of pain, its relationship to the
menstrual cycle, the presence or absence of pain with non-penetrative stimulation,
previous pelvic surgeries or deliveries, gynaecological history, psychosexual history,
relationship context, and any prior treatment attempts. The clinician should ask about
tampon use, gynaecological examination tolerance, and — where relevant — previous
sexual trauma, not as a mandatory feature but as part of a comprehensive picture.
Pelvic Examination

A pelvic examination in a woman with suspected vaginismus should be conducted
with exceptional sensitivity. Many clinicians who specialise in this area will offer the
woman complete control over the pace and extent of the examination. The
examination has several objectives: to assess for vulval skin changes, to evaluate the
vestibular tissue for tenderness, to attempt a single-digit internal assessment of pelvic
floor muscle tone, and to assess for other pelvic pathology. In women with severe
vaginismus, internal examination may not be possible at the initial visit — and this in
itself can confirm the diagnosis.

Ruling Out Other Causes

Depending on the history and examination findings, additional investigations may be
warranted: vaginal swabs to exclude infection, hormone profile to assess oestrogen
levels, pelvic ultrasound to screen for endometriosis or structural abnormality, or
dermatology referral if a vulval skin condition is suspected. The vaginismus diagnosis is
strengthened when these investigations return normal results and the history is

consistent.
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Section 7: Management and Treatment of Vaginismus

The treatment of vaginismus is highly effective. Success rates in systematic
reviews of multimodal treatment programmes consistently exceed 80-90%,
with many studies reporting rates of successful penetration approaching
100% for motivated women who complete full programmes. This is not a
condition you simply manage — it is one that large numbers of women fully
overcome.

Education and Reassurance

The first and most underappreciated component of vaginismus treatment is
accurate information delivered by a compassionate clinician. Many women arrive
at their first appointment believing their anatomy is abnormal, that they will never
be able to have intercourse, or that something is fundamentally broken.
Understanding that the vaginal opening is structurally present and normal, that
the muscles involved are functional and trainable, and that the condition has a
clear mechanism and established treatment pathway — this knowledge alone

begins to shift the threat appraisal that drives the muscular reflex.

The first and most underappreciated component of vaginismus treatment is accurate information
delivered by a compassionate clinician,
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Pelvic Floor Physiotherapy

Pelvic floor physiotherapy is the cornerstone of vaginismus treatment. A
specialist physiotherapist works with the woman to address muscular
hypertonicity through a combination of internal and external manual
techniques, biofeedback, breathing retraining, and graduated vaginal
desensitisation. The assessment involves a sensitive evaluation of pelvic

floor muscle tone, coordination, and strength — and the treatment is

individualised to the specific pattern of dysfunction found.

Treatment also focuses on improving body awareness, reducing fear
associated with penetration, and restoring the ability of the pelvic floor
muscles to relax appropriately. With consistent therapy and guided
practice, many women experience significant improvements in comfort,

confidence, sexual function, and overall quality of life.
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Vaginal Dilator Therapy

Vaginal dilators — smooth, tapered cylindrical devices available in
graduated sizes — are a central tool in vaginismus treatment. Their purpose
is not to stretch the vagina mechanically but to provide a controlled,
graduated desensitisation experience that teaches the nervous system to
tolerate vaginal insertion without activating the protective reflex. Beginning
with the smallest size that can be inserted comfortably, the woman
progresses at her own pace through increasing sizes. The dilators are used
at home, in a private and relaxed environment, alongside breathing and
relaxation techniques. The key principle is that dilator use should never be
painful. If any size causes pain, the response is to return to a smaller size
and consolidate, not to push through the discomfort. Forcing the process is
counterproductive: it confirms to the nervous system that penetration is

dangerous, reinforcing the very response the therapy seeks to resolve.
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Want to know more about vaginal dilators, including
how they are used, when they are recommended,
and where they can be purchased?

Click the link below to learn more

ﬁVaginal Dilators

L
-
Looking for personalized support on your recovery
journey? Reach out to us to know more about our online
vaginismus recovery program. We provide guided dilator

therapy, pelvic floor rehabilitation, education, one-to-one
support, and more—all tailored to your individual needs

Click the link below to get started

VRecover From Vaginismus, Online


https://fertilia.in/blog/vaginal-dilators-in-india-sizes-how-to-use-where-to-buy/
https://fertilia.in/programs/vaginismus/
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Cognitive Behavioural Therapy (CBT)

CBT addresses the cognitive dimensions of vaginismus — the catastrophic

thinking patterns, avoidance behaviours, and threat interpretations that

maintain the pain-fear-tension cycle. A CBT-trained therapist will work with

the woman to identify specific thought patterns associated with anticipated

penetration, evaluate their accuracy and helpfulness, and develop alternative

cognitive frameworks. Behavioural components include structured exposure

hierarchies that parallel dilator therapy.

Sex Therapy and Couples Counselling

Sex therapy — a specialised form of psychotherapy focused on sexual

functioning and intimacy — is particularly valuable when vaginismus has

created relationship strain, communication breakdown, or sexual avoidance

patterns that the couple struggles to address together. A sex therapist may

intfroduce structured exercises modelled on sensate focus techniques, where

the couple engages in a graduated programme of physical intimacy without

the goal of penetration, allowing pleasure and trust to be rebuilt without

pressure.
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Here are a few examples of exercises commonly used to support vaginismus
treatment. These techniques help reduce pelvic floor tension, improve body
awareness, and develop greater control over pelvic floor relaxation. They are
most effective when practised regularly in a calm, comfortable, and
pressure-free environment.
Diaphragmatic Breathing: Slow, deep breathing encourages the pelvic
floor muscles to relax naturally through coordinated diaphragm movement.
Reverse Kegels: Gentle downward release of the pelvic floor muscles helps
counteract the excessive tightness commonly seen in vaginismus.
Progressive Muscle Relaxation: Systematically tensing and relaxing
different muscle groups teaches the body to recognise and achieve a
relaxed state.
Body Awareness and Mirror Work: Guided self-observation helps improve
familiarity with genital anatomy, reduce fear, and build confidence and

comfort with one's body.
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Wondering why standard kegel exercises may
worsen vaginismus, while reverse kegels are

often recommended?

Click the link below to learn more about the difference

and when each approach may be appropriate

Reverse-kegels vs Standard - kegels
N

W


https://fertilia.in/blog/reverse-kegels-pelvic-floor-down-training-vaginismus/
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Section 8: The Pariner's Role in Recovery

Vaginismus is, in many of its presentations, a condition that affects a
relationship as much as an individual. Partners are not simply observers of the
treatment process — they are participants in it. Their understanding, patience,

and behaviour can significantly accelerate or impede recovery.

How Partners Can Help

¢ Educate yourself about vaginismus. Understanding that the muscle
contraction is involuntary — not a rejection, not a choice, not a lack of
attraction — removes blame from both sides of the relationship.

e Create a genuinely pressure-free environment. The nervous system
cannot down-regulate its threat response when it senses pressure or
expectation. Make it clear, in words and in behaviour, that penetration is
not a goal that must be achieved within any particular timeframe.

¢ Celebrate non-penetrative intimacy. Physical closeness, pleasure, and
connection are not diminished by the absence of penetration. Investing in
and enjoying what is possible, rather than focusing on what is not,
maintains relational warmth and reduces the shame the woman may
carry.

e Attend therapy sessions together when invited. Understanding the
physiological mechanisms and treatment rationale directly from the
healthcare team builds shared understanding and communicates
commitment.

¢ Check in gently and without agenda. 'How are you feeling today? Is
there anything you need?' delivered without expectation is very different

from 'Have you been doing your dilator exercises?’
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What Partners Should Avoid

» Expressing frustration, impatience, or disappointment about the pace of
recovery.

* Suggesting that the problem is psychological in a dismissive sense, such as
saying "just relax” or "you're overthinking it."

+ Attempting penetration when the woman has indicated she is not
ready, or applying any form of physical pressure.

* Framing the condition as something being done to them, or making the
woman feel responsible for the partner's emotional distress.

* Comparing the relationship to others or implying that intercourse is a
marital obligation.

* Repeatedly asking when penetration will be possible or focusing
exclusively on treatment outcomes.

* Dismissing or minimising pain, fear, or emotional distress associated
with the condition.

» Treating recovery as a test of willpower rather than a legitimate medical
and physiological condition.

* Rushing through exercises, dilator therapy, or intimacy-building
activities before sufficient comfort has been achieved.

* Using guilt, emotional withdrawal, criticism, or silent treatment in
response to sexual difficulties.

* Focusing solely on penetrative intercourse while neglecting other forms
of intimacy, affection, and connection.

» Seeking reassurance in ways that increase pressure, such as repeatedly
questioning progress or expressing fears about the future of the
relationship.

* Assuming setbacks indicate failure, as recovery is often gradual and
non-linear.

* Making jokes, negative comments, or insensitive remarks about the

condition or its impact on intimacy.



Key FAQs: Vaginismus and Fertility

1.

10.

Can | get pregnant if | have vaginismus?
Yes. Vaginismus does not affect ovulation, egg quality, fertilization, implantation,

or the ability to carry a pregnancy. It primarily affects vaginal penetration
rather than fertility itself.

Will | need IUI or IVF to conceive?

Not necessarily. Many women conceive naturally after successful treatment

of vaginismus. Fertility treatments are usually considered only when additional
fertility factors are present or when natural conception is not possible.

Can vaginismus be treated successfully?

Yes. Vaginismus is a highly treatable condition. Most women experience significant
improvement with appropriate treatment, including pelvic floor physiotherapy,
relaxation techniques, dilator therapy, and psychological support when needed.

Can | undergo fertility evaluations and gynecological examinations 5,

if | have vaginismus? J‘(

Yes. Healthcare professionals familiar with vaginismus can
modify examinations and procedures to make them more
comfortable and manageable.

Does vaginismus affect the success of fertility treatments?

No. Vaginismus does not reduce the success rates of fertility treatments.

It mainly affects comfort during certain examinations or procedures rather
than reproductive outcomes.

Can | have a healthy pregnancy if | have vaginismus?

Yes. Vaginismus does not affect the ability to have a healthy pregnancy.
Many women with vaginismus go on to have healthy pregnancies

and healthy babies.

Does having vaginismus mean | will need a Caesarean section?
No. Vaginismus alene is not an indication for a Caesarean section.
Many women with vaginismus have successful vaginal deliveries.

Can vaginismus return after treatment?

Sometimes. Symptoms may occasionally reappear during periods of stress
or after painful experiences, but early intervention and continued self-
management strategies are usually effective.

How long does treatment usually take?
Recovery varies between individuals. Many women notice meaningful improvement
within a few weeks to months of consistent treatment and practice,

What is the most important thing to remember?
Vaginismus is common, real, and treatable. It does not mean you cannot become
pregnant or have a fulfilling sexual and reproductive life. With the right support,

psychologist/sex therapist) provide the best outcomes.

recovery is achievable for most women. @
Early diagnosis and a multidisciplinary approach (gynecologist, physiotherapist, K
You deserve support. You deserve answers.



Hope and Recovery

Vaginismus is one of the most treatable conditions in sexual medicine. That is
not a platitude — it is a statement grounded in decades of clinical research and
thousands of individual treatment outcomes. Success rates in well-designed
treatment programmes consistently exceed 80%, and many studies report
complete resolution of penetration difficulty in over 90% of women who

complete a full multimodal programme.

What Improvement Looks Like

Recovery from vaginismus is rarely linear. There are weeks of rapid progress and
weeks where nothing seems to change. There are moments of discouragement
and moments of profound relief. The overall trajectory, with consistent effort
and appropriate support, is toward increasing comfort and decreasing fear.
Markers of progress include: reduction in anticipatory anxiety before intimate
encounters; ability to tolerate progressively larger dilator sizes without pain;
increased confidence in body awareness and control; and, eventually,
comfortable penetrative intercourse. It is worth noting that success in
vaginismus treatment is not defined solely by medical standards or treatment
milestones. Rather, it is defined by the goals and priorities of the individual
woman. For some, success means comfortable intercourse and natural
conception. For others, it may be the ability to undergo a cervical screening test
without distress, tolerate a gynecological examination, or feel more comfortable
and confident in their own body. Each goal is valid, and every step of progress

represents meaningful recovery.

Disclaimer: This guide is intended for educational purposes only and provides general information

s

about vaginismus. It is not a substitute for professional medical advice,

ignosis, or treatment.

Always consult your doctor, gynecologist, pelvic floor physiotherapist, or other qualified healthcare

professional regarding any symptoms, concerns, or treatment decisi The severity, and

treatment d:

of vagini can vary significantly between individuals. Therefore, assessment
and management should always be tailored to the individual's specific circumstances. Never delay
seeking professional medical care or disregard medical advice based on information contained in

this guide.



\V You Are Not Alone

If you have reached this point in the guide, take a moment to
acknowledge yourself. Living with vaginismus can feel confusing,
isolating, and overwhelming at times—but recovery is possible, and
support is available. Every small step matters, and every recovery
Journey is unique. With the right guidance, patience, and support,
many women go on to experience greater comfort, confidence, and
freedom. If you would like personalized support, we would be
happy to help. Connect with our team for one-to-one online
guidance and take the first step towards recovery. Our supportive
and compassionate approach is designed to help you move forward
with confidence, at a pace that feels right for you. Click the link
below to get started

Recover From Vaginismus, Online Q

With Love and Support @
Team Fertilia


https://fertilia.in/programs/vaginismus/
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