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 Other less frequent etiologies require a specialist treatment that goes beyond 

the scope of this chapter. 

 Treatment of Vaginismus 

 Vaginismus should be treated with a multimodal approach, given its com-

plex neurobiological, muscular, and psychosexual etiology. Particular attention 

has to be given to the patient’s sexual education to reduce generalized anxiety 

and systemic arousal, to modulate negative aff ects (such as fear, disgust, or 

repulsion to touch, body image concerns, loss of self-esteem and self-confi dence, 

and fear of abandonment by the partner), and to improve the control of the 

pelvic fl oor muscles. 

 Depending on the intensity of the phobic attitude, the general anxiety arousal 

may be reduced with pharmacologic treatment (low-dose selective serotonin 

reuptake inhibitor or SSRI, such as paroxetine, anxiolytic, such as alprazolam, 

or myorelaxant, such as diazepam) (Graziottin, 2006b; Plaut et al., 2004). 

 Th e muscular component can be addressed with multiple approaches (see 

the paragraph on the muscular treatment in vulvar vestibulitis patients). It is 

important to remind the patient to avoid intercourse until therapies have had 

good results, while active foreplay is encouraged. 

 For patients aff ected by vaginismus, gentle masturbation and self- or couple 

massage can be very useful. Teaching better control of pelvic fl oor muscles can 

improve voluntary relaxation. Th is involves suggesting exercises with vaginal 

dilators. During the exercise the woman or her partner inserts lubricated, con-

toured cylinders of increasing diameter into the vagina, while the woman actively 

relaxes the levator ani muscles, so that the vagina gradually accommodates to an 

object approximating the size of the erect penis (Plaut et al., 2004). 

 If possible, concurrent psychotherapy, sex therapy, or couples therapy should 

be recommended when signifi cant psychodynamic or relationship issues are 

evident (Plaut et al., 2004; Katz & Tabisel, 2004; Leiblum, 2000). Psychosex-

ual or behavioral therapy are the fi rst-line treatments of lifelong dyspareunia 

associated with vaginismus (Graziottin, 2006b; Graziottin & Brotto, 2004; 

Leiblum, 2000). Th ey should be off ered in parallel with a progressive reha-

bilitation of the pelvic fl oor and a pharmacologic treatment to modulate the 

intense systemic arousal in the subset of intensely phobic patients (Graziottin, 

2006b; Plaut et al., 2004). In this latter group, comorbidity with sexual aver-

sion disorder should be investigated and treated. 

 Treatment of endometriosis can be medical or surgical. Use of continuous 

hormonal contraceptives (without the seven or fi ve days of interruption) or of 

noretisterone acetate (2.5 milligrams per day continuously) is associated with a 

signifi cant reduction of dyspareunia, dysmenorrhea, dyschezia (straining with 

stools), and nonmenstrual pain (Vercellini et al., 2003). Surgery of endometriosis 
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may be associated with reduction of coital pain in 60 percent of cases. How-

ever, approximately 25 percent do get worse after surgery ( Crosignani, Olive, 

Berqqvist, & Luciano, 2006). 

 PSYCHOSEXUAL APPROACH 

 Th e health practitioner should aim at understanding and treating individual 

lifelong or acquired personal psychological problems or FSD or couple issues 

that may contribute to the complex multifactorial pathophysiology of sexual 

pain disorders (Graziottin, 2003a, 2006a). Th ese include the following: 

 1.  psychodynamic treatment in case of severe psychosexual problems, such as life-
long or acquired FSD or previous abuse, or of inadequate coping modalities; 

 2.  short-term behavioral therapy (Graziottin, 2003a, 2006a, 2006b; Plaut et al., 
2004), which is mandatory when vaginismus, erotic aversion, or sexual inhibition 
are present and when FSDs are secondary to sexual pain; 

 3.  couples therapy, when relational factors are an issue in maintaining FSD after 
etiological sexual pain treatment—psychosexual support may be necessary to 
help the couple to (re)gain a satisfactory sexual intimacy and coital pleasure after 
months or years of frustration, disappointment, secondary FSD, and avoidance of 
intimacy (Plaut et al., 2004); 

 4.  treatment of the partner when male factors (inclusive of an abusive/aggressive 
attitude) may contribute to the persistence of pain (Graziottin, 2003a, 2006b; 
Plaut et al., 2004). 

 REFERRAL RESOURCES 

 Th e multisystemic and multifactorial etiologies of sexual pain disorders 

require a professional multidisciplinary team. Appropriate referral is a key part 

of a successful treatment (Graziottin, 2006a). Th ese professionals include medi-

cal practitioners with a special knowledge of sexuality (for sexual dysfunction in 

either partner), urologists or andrologists (when the male partner experiences 

erectile or ejaculatory problems that require medical intervention), oncologists 

(when hormonal treatment is considered for cancer survivors), psychiatrists 

(when depression and anxiety are associated with sexual dysfunction), sex ther-

apists and counselors (to carry our psychosexual counseling), couples therapists 

(when relationship issues are primary contributors to the sexual dysfunction), 

individual psychotherapists (when personal psychodynamic issues are inhibit-

ing sexual function), and physical therapists (when hyper- or hypotonicity of 

the pelvic fl oor is a contributing factor) (Plaut et al., 2004). 

 CONCLUSION 

 Pain is hardly ever psychogenic, and dyspareunia is no exception. Treatment 

of sexual pain disorders requires a comprehensive diagnosis of predisposing, 
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precipitating, and maintaining factors in their respective biological, psycho-

sexual, and relational components. Th e biological component, historically the 

most neglected, needs to be fully appreciated in each patient with a careful 

history and competent physical exam as it is often key to complete sexual 

healing. 

 A multimodal approach is rewarding in terms of positive outcomes, thus 

off ering women and couples the possibility of improving their sex lives. 

 NOTES 

1.  When pain is a symptom indicating impending or current damage to the body, it 
is a friend and is defi ned as “nociceptive.” When pain becomes chronic, independent from 
the original etiology, as it is generated by the pain fi bers and nerve centers themselves, it 
becomes an enemy and is called “neuropathic.” Persistent chronic infl ammation with over-
production of nerve growth factors and other neurotrophins by the hyperactive mast cell is 
one of the key factors contributing to the shift of pain from nociceptive to neuropathic. 

2.  See Wesselmann et al. (1997) for a   review of the comorbidity between dyspareu-
nia and anorectal and/or urologic symptoms. Unfortunately, these symptoms are often not 
included in the clinical history, resulting in ignorance of pelvic comorbidities. 

3.  Ganglion impar block is the anthalgic block of the ganglion of Walter, the last impar 
ganglion of the sympathetic chain. Th is ganglion is the main peripheral station where all 
the pain fi bers from the genitals arrive to get to the medulla. With this local analgesia a 
progressive percentage of pain signals are blocked before they even enter the spinal cord. 
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