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Background: Vaginismus is a gynecologic disorder with persistent vaginal spasm whenever any penetration is attempted. This leads 
to a failure of penetration. Vaginismus’ true prevalence is unknown and reporting heavily biased. A similar condition is happening in 
Indonesia, where our facility treats >200 new cases/year. No standardized vaginismus treatment protocol is available internationally, so 
this retrospective study evaluates our multidisciplinary assisted dilatation protocol and the obstetric outcomes of our patients.
Methods: This is a retrospective cohort study of all patients presenting with vaginismus undergoing assisted dilatation between 01/01/ 
2022 and 31/12/2023. Diagnosis is through the presence of vaginal muscle spasms precluding penetration and/or severe penetrative 
pain, as confirmed by history and physical examination. We included all patients undergoing assisted dilatation in this timeframe. We 
employed a standardised multidisciplinary approach involving gynaecologist, psychiatrist and specialist nurses. It combines botulinum 
toxin A injections, dilator exercises and psychiatric medications. Patients are followed up 6–8 weeks post-dilatation and their obstetric 
outcomes are recorded through an online questionnaire.
Results: We included 513 patients. 85.4% (438/513) presented due to failure of penetration. The average age at consultation was 
30.39 ± 4.75 years. Most patients came from the island of Java (76.8%; 394/513), were undergraduates (83.3%; 309/371) and worked 
in the private sector (49.5%; 254/513). The median duration of vaginismus prior to presenting for treatment was 36 months (range 
1–252 months). 45.8% (235/315) had experienced medical trauma previously, 46.6% (239/513) had marital trauma and 56.7% (291/ 
513) had social trauma. 61.2% (314/513) attended follow-up and 89.4% (281/314) achieved penetration post-discharge. 23.7% (52/ 
219) displayed involuntary movements during follow-up examination. Patients required a median of 4 weeks to achieve penetration 
and most achieved penetration at 1st attempt. 51% (159/312) reported pregnancy post-procedure with 85.1% (120/141) achieving it 
spontaneously. 9.2% (13/141) experienced splash pregnancies. 88% (102/116) of pregnancies were term but 94.2% (98/104) opted for 
caesarean section.
Conclusion: Our assisted dilatation protocol, emphasizing on both multidisciplinary and multimodal approach, may be offered for 
standardized vaginismus treatment.
Keywords: vaginismus, assisted dilatation, multidisciplinary, botulinum toxin

Introduction
Vaginismus is a gynaecologic disorder with persistent vaginal closure when any form of penetration is attempted, 
whether by a penis, finger, tampon or speculum.1,2 This often makes vaginal penetration during intercourse extremely 
difficult if not impossible.1 Additionally, this condition precludes transvaginal gynaecological examination.3 

Unfortunately, vaginismus is often retreated to the silent corners of discussion, which makes its true prevalence 
practically unknown.3 A Danish study put vaginismus prevalence at less than 1% of general female population.1 
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Studies ranging from Africa to the Middle East have put the prevalence at a wider range, between 7 and 68%.1,4–7 As 
such, the true prevalence may remain unknown as guilt, shame and secrecy continue to confine vaginismus into the dark.1

Vaginismus’ etiology is still debated, and vaginismus remains a taboo for many couples in many parts of the world. 
Many healthcare professionals also struggle to discuss vaginismus openly.8 They have cited lack of training and 
communication skills to engage in vaginismus treatment.8 A similar situation is present in Indonesia, where the authors 
are based. The Indonesian population is mostly a conservative country with strong religious backgrounds shaping the 
general mindset of the population, including on family ideals and sexual practices.9,10 There is a strong emphasis on 
married couples to reach the family ideal of having offspring(s) of their own and so, sexual issues including infertility 
and penetration difficulties tend to be sidelined.10–12 Despite the presence of a dedicated support group (Vaginismus 
Indonesia at www.vaginismusindonesia.com), vaginismus has persisted as a cultural taboo, which has not helped in 
determining its disease burden.

Vaginismus management is a challenge due to a lack of standardized protocol internationally. A variety of treatments, 
including pelvic floor physiotherapy, vaginal dilators, muscle relaxants (eg. nitroglycerin ointment and botulinum toxin), 
and cognitive behavioral therapy has been offered with varying levels of efficacy.13 The latest review highlighted the 
many options of treatment but the lack of gold-standard management recommendation.14 Trials often struggle with small 
number of patients, as highlighted by the relatively small number of total patients (863 total patients) across 18 studies, 
averaging <50 patients per study.14 Additionally, vaginismus is associated with adverse obstetrical outcomes as 
vaginismus patients have a significantly increased rates of elective caesarean sections upon maternal requests, thereby 
exposing them to potential complications during and after the surgery.15

Our facility has spearheaded vaginismus care in Indonesia since starting the nation’s first vaginismus-dedicated clinic 
in 2017.16 We have consistently cared for >200 new vaginismus patients per year, including during the COVID-19 
pandemic. At our facility, we have adopted a multidisciplinary approach for vaginismus treatment, in which a dedicated 
team of consultant gynecologist, consultant psychiatrist, anesthesiologist and specialist nurses are involved. Such 
approach is necessary as vaginismus patients often present with a psychiatric/mental health comorbidity alongside 
their gynaecological complaint. Thus, in this retrospective research, we are evaluating our own protocol and would 
like to present our results, in the hope of other centers adopting a similar holistic approach for the benefit of vaginismus 
patients. This study, emphasizing a multidisciplinary and multimodal approach, is aimed to evaluate the clinical and 
obstetric outcomes of patients following our assisted dilatation protocol for vaginismus at Indonesia’s largest dedicated 
center.

Materials and Methods
This is a retrospective cohort study involving all patients undergoing assisted dilatation for vaginismus at a private 
women and children’s hospital in Bandung, Indonesia. We recruited all patients presenting with vaginismus that under
went assisted dilatation between 1 January 2022 and 31 December 2023. We opted for total sampling of patients as it was 
feasible. We also included patients that might have presented earlier than 1 January 2022 for their initial consultation but 
only opted for the procedure within the study timeframe. We followed patients after their discharge on their follow-up 
visit(s) to the hospital and should they not present themselves again, we provided an online questionnaire for them to fill, 
with details on their current state, any symptoms and subsequent reproductive history. Our exclusion criteria:

We excluded patients presenting within the study timeframe but opted to have the procedure outside the time frame.
We excluded patients deciding to have the procedure at another hospital and those that declined to have their cases 
being included in this audit.

In our hospital, we have introduced a management protocol for vaginismus called assisted dilatation procedure. This 
protocol is a modification of Pacik et al’s original multimodal protocol.17–19 Assisted dilatation procedure is a sequence 
of multidisciplinary medical procedures with the objective of producing adequate self-vaginal dilatation that is worth
while, humane, trauma-free and progress in vaginal penetration that is trouble-free. This procedure mimics the mechan
ical stretching of vagina, providing exposure and understanding to the patient of what a successful vaginal penetration 
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should be like.20 In addition, it has a psychological benefit of lessening post-traumatic stress disorder (PTSD) and 
phobias due to vaginismus.21 For this reason, we have instituted the involvement of a consultant psychiatrist who is 
deeply concerned with vaginismus from the very beginning of care, as we often encounter vaginismus patients with co- 
existing mental health disorders from their experience with vaginismus. The protocol up to the procedure is as follows:

1. Presenting patient with signs and symptoms of vaginismus is seen by the consultant gynecologist. Diagnosis is 
based on characteristic patient history of involuntary vaginal spasms, precluding penetration or causing severe 
vaginal pain, confirmed through physical examination.

2. After the diagnosis is confirmed, a reflex consultation with the consultant psychiatrist is offered for an assessment 
of their quality of life (QoL), mental health condition, trauma-triggering events and pain-related trauma, marital 
wellbeing and sexual wellbeing. Should the patient refuse such consultation, it is noted down in the patient 
electronic case notes.

3. The patient is offered a treatment with assisted dilatation usually at the following day. If the patient agrees, then 
she is admitted to the gynaecology ward and started on psychiatric medications consisting of anti-depressant 
(serotonin selective reuptake inhibitors) and anti-psychotic medications at low dosages.

4. On the day of the procedure, patient is transported to the operating theatre.
5. Patient is given TIVA (total intravenous anaesthesia) before being positioned to lithotomy.
6. After positioning to lithotomy, any involuntary movements on the patient’s buttocks, thighs, legs and hands are 

noted. If such involuntary movements are noted, an increase in the TIVA dose will be administered by the 
anaesthetist in charge.

7. The combination of anaesthetic drugs is at the discretion of the anaesthetist. For pre-induction, generally 
midazolam is used. For induction and maintenance, any of the following drugs may be used singly or in 
combination: propofol, sodium thiopenthal, fentanyl or sevoflurane.

8. The procedure is started by inserting a speculum into the vagina to allow for inspection of the vagina and the 
cervix.

9. Type A Botulinum toxin is then injected for a total dose of 100 IU. 50 IU of botulinum toxin is injected into the 
right bulbospongiosus muscle at 7–9 o’clock direction. Another 50 IU of botulinum toxin is injected into the left 
bulbospongiosus muscle at 3–5 o’clock direction.

10. A injection of local anaesthetic mixture composed of bupivacaine and epinephrine is given to the right and left 
lateral walls of the vagina. This is to ensure that the patient wakes up with minimal pain and is comfortable with 
the largest possible dilator inside her vagina. Injections on the anterior and posterior walls of the vagina are 
avoided to prevent incontinence.

11. Progressive dilatation is carried out by inserting the largest possible dilator according to the vagina’s capacity (#6 
or #7), accompanied by digital evaluation.

12. Procedure is concluded by a bimanual examination and continuous dilator application.
13. The patient is transferred to the recovery room where her vital signs are monitored continuously.
14. After patient fully regains her consciousness, re-evaluation is carried out. In the absence of complicating factors, 

eg. excessive hemorrhage, patient is transferred back to the gynaecology ward.

The following protocol concerns the patient in the gynaecology ward and her subsequent follow-up visits:

1. Patient is transferred to a private room in the gynaecology ward. In our facility, vaginismus patients are treated in 
private en-suite rooms.

2. With the nurse’s assistance, patient is asked to remove the dilator from her vagina and requested to urinate.
3. Patient is guided to perform self-dilatation under the supervision of the consultant gynaecologist (RAW). She will 

independently hold, control, insert, remove, and rotate the dilator, without any physical intervention from anyone 
including the consultant gynaecologist. The supervision provided is mediated only through verbal instructions and 
encouragement without any physical intervention.
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4. Throughout this process, the consultant gynaecologist performs a continuous assessment of the patient’s overall 
condition, ie. anxiety, eye contact, involuntary physical movements, mechanical process of dilatation, the patient’s 
ability to control and coordinate her limbs, the patient’s concentration, initiative and ability to follow instructions.

5. Once adequate self-dilatation is achieved, patient is considered able to continue dilatation. She is provided 
a guided checklist for continuing self-dilatation for the next 24 hours. During her self-dilatation, patient is 
asked to perform the procedure by herself, without the intrusion or the assistance of her partner and/or nursing 
staff.

6. In general, patients are admitted for at least 24 hours after starting the self-dilatation procedure. However, if 
required from the consultant’s assessment, the patient’s stay may be extended for another day.

7. Patient is provided with another consultation with the consultant psychiatric whilst in the ward. Top up dosages of 
psychiatric medication (eg. Selective serotonin reuptake inhibitors/SSRIs or D2-antagonists) are provided at the 
clinician’s discretion.

8. Patient is provided with information on continuing her practice at home after discharge, the dos and don’ts and the 
expected follow-up appointment at the gynaecology clinic.

9. After discharge, there are no limits to the patient’s physical activity. Patient is expected to resume daily activities 
without any hindrance.

10. Patient is asked to continue gradual dilatation practice according to the provided module, up to 2 times per day, 
preferably in the morning and the evening.

11. After 6–8 weeks post-procedure completion, patient is expected to come for a follow-up appointment for a direct 
observation. During follow-up appointment, patient history is taken, including her adherence to dilatation 
schedule, adherence to medication and other complaints. Patient is asked for her consent to undergo gynaecologic 
examination, in the form of digital vaginal examination, speculum exam and transvaginal ultrasound. During this 
exam, any involuntary bodily movements are documented, if present. If vaginal muscle spasm and/or involuntary 
movement are still present, the examination is immediately halted and the patient is informed to attend another 
follow-up.

12. After her gynaecologic follow-up appointment, patient is offered a reflex consultation on the same day to the 
psychiatric clinic, in which she will undergo a follow-up assessment. Further follow-ups, if required, are discussed 
and agreed with the consultant psychiatrist.

13. If no further visits are deemed necessary, patient is then discharged from care.

The patients undergoing assisted dilatation between 1 January 2022 and 31 December 2023 are identified through their 
medical records and case notes. Between March and April 2025, the consultant gynaecologist personally sent the patients 
an online questionnaire to fill in, asking about their current conditions and reproductive history. The customised 
questionnaire included questions asking for presenting complaint, the number of weeks and attempts required to achieve 
sexual penetration (if successful) and details of any pregnancy after discharge. This questionnaire was not to validate the 
vaginismus diagnosis and/or accompanying mental health conditions as they were considered completely treated upon 
discharged. This questionnaire included a written consent form which the patients were specifically asked to complete 
prior to agreeing to proceed with the questionnaire. Thus, all patients responding to the questionnaire had specifically 
provided a written consent and acknowledged the use of their data for the purposes of this study. Patients that did not 
respond to our request were recorded. However, we did not send another request to non-responding patients for reasons 
discussed later in Discussion. Patient data are collected and tabulated into a customized Microsoft Excel spreadsheet with 
their data anonymized, coded and standardized. We collected data on the following variables: chief complaint, age at 
consultation (female patient and male spouse), origin, educational background, employment status, median duration of 
vaginismus, patient history, psychiatric history, follow-up attendance, number of weeks to penetration, number of 
attempts to penetration, and details surrounding any pregnancy after treatment (type of pregnancy, outcome and delivery 
method). A flowchart (Figure 1) depicting the stages of patient care and the study performed is presented below.

Statistical analysis is performed as required. Numerical data are presented in mean ± standard deviations for parametric 
data with median (range) presented for non-parametric data. Percentages are presented followed by their numerators and 
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denominators in brackets. Descriptive statistical calculations are carried out on all variables. Further statistical analysis is 
carried out for number of weeks to penetration and number of attempts of penetration. Kolmogorov–Smirnov test is used to 
assess data normality. They are analysed by Student’s t-test when parametric and Mann–Whitney U-test when non- 

Patient with signs and symptoms of vaginismus 

Patient is scheduled for assisted dilatation procedure 
+ concurrent psychiatric assessment and treatment 

Assisted Dilatation Procedure (under TIVA): 
  Intravaginal injection of Botulinum toxin and bupivacaine 

   Insertion of largest tolerable vaginal dilator

Consultant gynecologic evaluation  
Diagnosis of vaginismus confirmation 

  Supervised self-dilatation 
  24–48 hour evaluation of consistency and outcome 

  Hospital discharge

6–8 Week Follow-Up (post-procedure visit at outpatient unit) 
  Adherence & Medication Review 

  Trial of Pelvic Examination

Decision:  

Absence of Involuntary Spasm, successful 
gynaecological examination 

YES – Successful procedure 
  Continue for Ob/Gyn and Psychiatric 

Follow-Up  

NO – Persistent Spasm 

Re-Evaluation by Gynecologic consultant 
& Psychiatrist 

weeks) for re-evaluation 

 times failure of re-evaluation 

titi
ti

Figure 1 Flowchart of Vaginismus Management.
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parametric. A p-value of <0.05 is considered statistically significant. Statistical analysis is carried out using IBM SPSS for 
Mac version 30. Spreadsheets are made on Microsoft Excel as part of the Office365 suite for Mac.

This study complies with the Declaration of Helsinki and received its ethical clearance from the Research Ethics 
Committee of the Faculty of Medicine of Universitas Padjadjaran, Indonesia, with the registration number of 1276/UN6/ 
KEP/EC/2024.

Results
There were 513 patients included in this study, of which 54.4% (277/513) were in 2022 and 45.6% (234/513) were in 
2023 (Table 1). 10.6% (513/4838) of new patients presenting to our hospital were vaginismus patients across 2022–2023. 
85.4% (438/513) of patients presented due to failure of penetration in intercourse, whilst 14.6% (75/513) reported 
difficult and/or painful penetration. The overall average age at consultation for the female patient was 30.39 ± 4.75 

Table 1 Patient Demographics

Variable 2022 2023 Overall

Number of patients 277 (54.4%) 234 (45.6%) 513

Chief complaint

Failure of penetration 249 (89.2%) 189 (80.8%) 438 (85.4%)*

Painful penetration 30 (10.8%) 45 (19.2%) 75 (14.6%)*

Age at consultation (female patient)

Mean (SD) 30.67 (4.78) 30.05 (4.47) 30.39 (4.75)

Median (range) 30 (19–53) 30 (21–49) 30 (19–53)

Age at consultation (male spouse)

Mean (SD) 32.11 (5.87) 31.50 (4.98) 31.82 (5.46)

Median (range) 31 (22–55) 31 (22–49) 31 (22–55)

Origin

Java 214 (77%) 180 (77.3%) 394 (76.8%)*

Sumatera 28 (10.1%) 28 (12%) 56 (10.9%)*

Borneo 15 (5.4%) 11 (4.7%) 26 (5.1%)*

Sulawesi 9 (3.2%) 5 (2.1%) 14 (2.7%)*

Bali 6 (2.2%) 1 (0.4%) 7 (1.4%)*

Nusa Tenggara 4 (1.4%) 3 (1.3%) 7 (1.4%)*

Moluccas 1 (0.4%) 4 (1.7%) 5 (1%)*

Papua 1 (0.4%) 1 (0.4%) 2 (0.4%)*

Educational background

Up to high school 17 (8.5%) 16 (9.3%) 33 (8.9%)*

Undergraduate 170 (85.4%) 139 (80.8%) 309 (83.3%)*

Postgraduate 12 (6%) 17 (9.9%) 29 (7.8%)*

(Continued)
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(median 30, range 19–53) and 12.7% (65/513) presented above 35 years old. The male partner’s (where available) 
average at consultation was 31.82 ± 5.46 (median 31).

In both years, whilst most patients came from the island of Java at 76.8% (394/513) we had patients coming from all 
parts of Indonesia, the furthest being from Papua. Undergraduates formed the majority of patients at 83.3% (309/371) and 
most patients worked in the private sector at 49.5% (254/513).

The median duration of vaginismus prior to presenting for treatment was 36 months (range 1–252 months). Up to 1 in 
10 (52/513) had been pregnant previously. More than half, at 53.6% (275/513), had had previous consultations regarding 
vaginismus with other health professionals prior to coming to our clinic and unfortunately, 51.1% (262/513) had 
experienced some degree of traumatic medical experience with health professionals. Nine patients (1.7%, 9/513) had 
attempted assisted reproductive technology (ART) previously.

Upon consultation with the consultant psychiatrist, 45.8% (235/513) disclosed that they had experienced medical 
trauma whilst seeking help for their vaginismus. 46.6% (239/513) of patients reported that they had experienced marital 
trauma before the procedure. More than half, at 56.7% (291/513) had experienced social trauma before the procedure, 
and they had reported having received neither diagnosis from mental health professionals nor treatment for mental health 
conditions.

Most patients at 99.4% (510/513) required/underwent the procedure once whilst 0.6% (3/513) underwent a second 
procedure. The three patients underwent their first procedure in 2022 and had a repeat procedure in 2023.

Upon discharge, overall, 61.2% (314/513) attended follow-up visit post-procedure at 6–8 weeks post-discharge 
(Table 2). 89.4% (281/314) reported penetration post-discharge when questioned at follow-up. 79.4% (174/219) achieved 
gynecological examination. 78.5% (172/219) said they adhered to the self-dilatation protocol. 23.7% (52/219) still 
exhibited involuntary movement when examined at follow-up visit.

Due to not all patients having attended follow-up, we sent out an online questionnaire to all patients in March– 
April 2025 to all patients undergoing assisted dilatation procedure in 2022–2023. 60.8% (312/513) filled the online 

Table 1 (Continued). 

Variable 2022 2023 Overall

Employment status

Housewife 100 (30.5%) 67 (29.3%) 167

Private officer 128 (39%) 126 (55%) 254

Government officer 25 (7.6%) 20 (8.7%) 45

Entrepreneur 25 (7.6%) 16 (7%) 41

Median duration of vaginismus (months) 36 (1–240) 36 (1–252) 36 (1–252)

Patient history

Ever pregnant (splash pregnancy) 29 (10.5%) 23 (9.8%) 52 (10.1%)*

Previous consultation on vaginismus 140 (50.5%) 135 (57.7%) 275 (53.6%)*

Traumatic medical experience 140 (50.5%) 122 (52.1%) 262 (51.1%)*

Ever attempted ART 2 (0.7%) 7 (3%) 9 (1.7%)*

Psychiatric history (after vaginismus symptoms)

Medical trauma 116 (49.4%) 119 50.6%) 235 (45.8%)*

Marital trauma 80 (33.5%) 159 (66.5%) 239 (46.6%)*

Social trauma 118 (40.6%) 173 (59.4%) 291 (56.7%)*

Notes: *Overall percentages use 513 patients as the denominator.
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questionnaire and 91% (284/312) patients had reported continuous penetration after being discharged from follow-up. 
The mean number of weeks for 1st penetration to occur is 10.4 ± 15.7 weeks, whilst median was 4 weeks, range 
1–180 weeks. There was a statistically significant difference in the median number of weeks required between 2022 and 
2023 with p = 0.025 (Mann–Whitney U-Test). The self-reported median number of penetrations attempts before 
achieving complete penetration at intercourse was 1 attempt, range 1–15 attempts. There was not a statistically significant 
difference between the number of attempts across both years with p = 0.512 (Mann–Whitney U-Test).

In this questionnaire, we also surveyed the obstetric outcomes of patients (Table 3) and we got 312 responses. 
However, not all responses were completely filled. 51% (159/312) of patients reported that they had achieved pregnancy. 
However, not all patients disclosed of their method of conception. Among those who did, 85.1% (120/141) conceived 
spontaneously, 5.7% (8/141) conceived through assisted reproductive technology and 9.2% (13/141) had splash preg
nancies. Splash pregnancies are pregnancies that occur without penile penetration into the vagina. One hundred and 

Table 2 Patient Follow-Up Post-Assisted Dilatation

Variable 2022 2023 Overall

Follow-up attendance after assisted dilatation 192 (69.3%) 122 (52.1%) 314 (61.2%)

Penile penetration post-discharge 164 (85.4%) 117 (50%) 281 (89.4%)

Adherence to self-dilatation protocol* 83 (43.2%) 89 (38%) 172 (78.5%)

Gynecological exam at follow-up* 84 (43.8%) 90 (38.5%) 174 (79.4%)

Involuntary movement (difficult gynecological exam) at follow-up* 18 (9.4%) 34 (14.5%) 52 (23.7%)

Number of weeks to penetration

Mean (SD) 8.6 (17.8) 12.8 (12.1) 10.4 (15.7)

Median (range) 4 (0–180) 8 (1–52) 4 (1–180)

p-value** 0.025

Number of attempts to penetration

Median (range) 2 (1–15) 1 (1–15) 1 (1–15)

p-value** 0.512

Notes: *Percentages were calculated from a total of 219 patients. ** p-values were calculated using Mann–Whitney U-Test.

Table 3 Obstetric Outcomes of Surveyed Vaginismus 
Patients

Variable 2022 2023 Total

Pregnancy

Pregnancy 93 (58.5%) 66 (41.5%) 159

No pregnancy 46 (44.7%) 57 (55.3%) 103

Type of pregnancy

Natural conception 73 (60.8%) 47 (39.2%) 120

ART pregnancy 4 (50%) 4 (50%) 8

Splash pregnancy 6 (46.2%) 7 (53.8%) 13

(Continued)
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sixteen patients reported the pregnancy outcomes, with 88% (102/116) achieving term delivery. Most patients at 94.2% 
(98/104) delivered by caesarean section.

Discussion
Vaginismus is a gynaecologic disorder with involuntary and persistent vaginal closure when any form of penetration is 
attempted, whether by a penis, finger, tampon or speculum.22 In the latest International Classification of Diseases (ICD) 
11th edition, it is now classified under sexual pain-penetration disorder, which is different from ICD-10, which classified 
it under pain and other conditions associated with the female genital organs (ie. vagina) and menstrual cycle.23,24 In the 
latest edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM-5), the diagnoses of vaginismus and 
dyspareunia have been collapsed into a single diagnostic entity called “genito-pelvic pain/penetration disorder” due to 
their substantial clinical overlap and the absence of reliable discriminatory markers.13,22,25–27 GPPPD manifests through 
four core symptom dimensions (Criterion A), encompassing persistent or recurrent difficulties with vaginal penetration 
during intercourse, genito-pelvic pain during penetration or attempts thereof, marked fear of pain associated with vaginal 
penetration, and notable tension or tightening of the pelvic floor during attempted vaginal penetration.13,25–27

Principal Findings
Vaginismus’ etiology remains unknown and often called idiopathic, and it is not limited to a particular group. It affects all 
kinds of people from every tribe and language, across difference levels of educational attainment and socioeconomic 
status, as demonstrated by our data. We found that our patients originated from all regions of Indonesia, despite our 
hospital’s location in the island of Java, Indonesia’s most populous island. We also found that most patients in our cohort 
were undergraduates. This may be explained by the socio-economic profile our patients presenting to our private hospital, 
which tend to come from middle-class to upper-class background. Furthermore, in this study, we only included patients 
that underwent surgery at our facility and as vaginismus is not covered by the national health insurance scheme of 
Indonesia, the out-of-pocket expenses for this surgery might have excluded a lot of patients from undergoing the 
procedure. Interestingly, the same observation has been reported elsewhere in Iran and Turkey. Their studies also had 
a similar weakness, as they only reviewed patients presenting to their clinic and another reason might have been that 
undergraduates and/or postgraduates were more meticulous regarding their sexual health and would be better equipped to 
enquire of their conditions.28

Patients often presented to our facility after a protracted duration of vaginismus. The median duration was 36 months, 
considerably longer than the timeframe for infertility diagnosis. Low awareness, both from the public and medical 
community, may prevent women from seeking help early and getting the appropriate diagnosis and treatment at a timely 
manner.29–31 Lack of spousal support, unfavorable interpersonal relationship with a spouse and in some communities, 
patriarchy, form the first barrier to seeking help.31,32 Additionally, the healthcare system is still predominantly 

Table 3 (Continued). 

Variable 2022 2023 Total

Outcome

Abortion 4 (40%) 6 (60%) 10

Preterm delivery 3 (75%) 1 (25%) 4

Term delivery 66 (64.7%) 36 (35.3%) 102

Delivery method

Caesarean section 64 (65.3%) 34 (34.7%) 98

Vaginal delivery 5 (83.3%) 1 (16.7%) 6

Notes: Percentages calculated use 2022 and 2023 numbers respec
tively as numerators and the total number as the denominator.
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androcentric, and women’s concerns of painful sex are often dismissed as normal and given generic and inappropriate 
advice to “relax” during sexual intercourse.17,30 Such unsympathetic response may stem from the physician’s lack of 
confidence and reluctance in initiating discussion of sexual matters.2 This contributes to women receiving misinformation 
and prevents them from seeking further help.30,31

Our data seem to corroborate this argument. More than half of our patients had sought consultations with other health 
professionals prior to presenting to our facility and 51% of patients had also reported a traumatic medical experience. 
Such traumas may stem from verbal abuse from the health professionals.30 Whilst not formally recorded by our 
consultant gynaecologist (RAW), patients often reported of condescending remarks from their previous gynecologist, 
eerily similar to a previous study by Pacik et al17 Worst still, patients also reported of physical abuse through 
inappropriate and painful vaginal examinations.30

Review of Literature on Vaginismus and Pain
Painful experiences shape future prognosis. The prolonged experience of pain, ie. at least 3 months, contribute to stress, 
anxiety, depression, and interference in normal everyday function. Post-traumatic stress disorder and chronic pain, eg. in 
vaginismus, often coexist.33 They show a bidirectional relationship due to shared neural mechanisms and the fear- 
avoidance model. The development of chronic pain and PTSD is called the Triple Vulnerability Model. The model 
suggests that there are three integrated vulnerabilities that need to be present for one to develop a disorder: biological 
vulnerabilities, generalized psychological vulnerabilities, and specific psychological vulnerabilities.33,34

Vaginismus experience inevitably caused a lot of psychosocial traumas for the patient and their partner.35 The most 
common problem is mental health problem, sexual problems, unconsummated marriage, infertility, and extramarital 
affairs.27,36–38 Couple with longer vaginismus period possibly have higher level of catastrophic moments and phobia, 
negative self-image cognition, and self-stigma.1,27 The health-related stigma and discrimination in vaginismus cases are 
harmful and affect the help-seeking behavior.39,40 This is most evident amongst our patients. By their own admission, 
45.8% (235/513) disclosed that they had experienced medical trauma from their vaginismus symptoms; 46.6% (239/513) 
had experienced marital trauma before the procedure; and 56.7% (291/513) had experienced social trauma. Thus, 
a trauma-informed care is a prerequisite for health professionals managing vaginismus patients, to avoid any form of re- 
victimization and the addition of new traumas to patients.41,42

Psychological trauma from self-guilt and facing the shame co-occur with chronic pain during sexual activities, 
causing life-impairing distress.43,44 Excessive dread of pain during the penetration trial is a common symptom that can 
induce trauma in patients, leading to phobic disorder.45 Involuntary spasm of the pelvic floor, which receive neural input 
from both the autonomic nervous systems sympathetic and parasympathetic systems, may be part of the wider defense 
reaction of the body to stress.27 Most cases showed the involuntary response, such as closing the thighs, elevating the 
buttocks, avoiding intimate moments, stiffness in the thighs, and trembling. All this response was the automatic body 
response to prevent the penetration moment, the fear-avoidance moment. This condition also happens during vaginal 
examination.45 This further underlines the urgency and the necessity of psychological treatment for vaginismus patients, 
as the primary goal is not penetration per se, but rather to support the patient in her journey to recovery.

Another example of PTSD amongst vaginismus patients is the somewhat muted response towards the online 
questionnaire we distributed. Whilst 60.8% (312/513) filled the online questionnaire, we noticed that many entries 
were filled partially and even, sparsely. Some patients only put in their names and dates of birth but then discontinued the 
questionnaire. Other examples were “blank entries”, in which the patients had clicked the link provided but not going 
past the introduction page of the questionnaire. It is our suspicion that this questionnaire was an act of “revisiting the 
trauma” for some patients, and such experience was too overwhelming as it re-triggered the immense emotional pain that 
they had been through.43–45

Clinical Results and Implications
Botulinum toxin was used to aid vaginal dilatation.18,19 There are several suggested mechanisms to how botulinum toxin 
ameliorates pain in vaginismus patients.46 Vaginismus is associated with muscle overactivity and spasm, and botulinum 
toxin may block acetylcholine release at the neuromuscular junctions.46 With reduced muscle spasm, gradually, there is 
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an easing of muscular pain and ability to achieve assisted vaginal dilatation.46 The effects of botulinum toxin are not 
instantaneous and so, to provide more immediate pain relief, we added local anaesthetic drugs (eg. bupivacaine and 
epinephrine). However, we observe that the stepwise dilatation using dilators is the primary contributor to the progressive 
reduction of vaginal spasms, aided by botulinum toxin and local anaesthetics.

Our results regarding penetration post-procedure are in line with other studies. Our patients reported that >90% 
achieved continuous penetration after hospital discharge. This is better than the previous results from Pacik et al with 
71% of patients achieving pain-free penetration after procedure.18 The use of sensate focus technique during the initial 
self-dilatation by the patient in the ward could contribute to the positive outcome. The sensate focus technique, originally 
described by Masters and Johnson, consists of “a series of structured instructions for touching activities to help couples 
overcome anxiety and increase comfort with physical intimacy.”47–49 The consultant gynaecologist (RAW) was present in 
the same room during the first supervised session of self-dilatation and would give verbal instructions alongside 
empathetic reassurances without direct physical intervention. Further instructions for the patient and her partner were 
provided to overcome anxiety and be more comfortable with the dilatation process. This technique, similar to Jindal’s 
report, was effective in allowing patients adhere to the self-dilatation protocol, resume intimacy with their partner and 
eventually succeeding in gynaecological examination at follow-up.47

Our data will add more data to the suggested efficacy of combining botulinum toxin injection, vaginal dilator therapy 
and psychiatric support for managing vaginismus. A recent meta-analysis highlighted the challenges of managing 
vaginismus, as over 10-year period between 2015–2025, various studies only managed to recruit 863 patients.14 Our 
results agree with the meta-analysis reporting that combined psychosexual interventions had the biggest success rate 
(86%), followed by botulinum toxin injection (85%), cognitive behavioral therapy (82%) and finally vaginal dilator 
therapy (78%).14

We are aware of the somewhat low follow-up attendance at only 61%. Whilst travel costs might have been prohibitive 
for some couples, others might not have attended the follow-up visit due to fears and associated denial. This is a possible 
attrition bias, and this is a limitation for our study. It is worth noting that whilst almost 90% reported penetration post- 
discharge, less than 80% could achieve vaginal exam. About 23% of patients still had involuntary movements when they 
were examined at the follow-up visit. This could suggest that some patients had experienced such complex deep-lasting 
traumas that were not easily cured with a single assisted dilatation procedure.

A notable finding was the median number of weeks to penetration at 4 weeks. It allowed a significant time for patients 
to be confident in achieving self-dilatation, free of trauma, which in turn gave them the added confidence and, finally, 
impetus to attempt sexual penetration with their partner. This is reflected by the patients’ own admission of achieving 
penetration in their first attempt. Whilst there may be a recall bias, we suspect minimal recall bias here as achieving full 
penetration would have been a significant milestone.

Our findings on obstetric outcomes are in line with published results elsewhere. Most patients achieved conception 
naturally through sexual intercourse, and this is similar to a meta-analysis by Baril et al15 This is somewhat expected, as 
their barrier to conception is the lack of sexual penetration. Once this issue is resolved, most patients could conceive as 
their reproductive organs were functioning normally. Most patients managed to reach term gestation, similar to Baril 
et al’s results15 Finally, most patients opted for caesarean section. Unfortunately, there are no data on why they opted for 
caesarean section as they were from out of town and chose to deliver at their respective hospitals. We also did not include 
a question on why they had caesarean section in the questionnaire as it would have introduced another possible source of 
response bias. This high caesarean section rate is similar to other studies with Baril et al reporting that up to one-quarter 
of all caesarean sections amongst vaginismus patients are done upon maternal request.15 This may reflect the fear of 
experiencing the pain of childbirth and the associated vulvovaginal traumas/tears among these women.15 Furthermore, 
caesarean section can be performed on the basis of preventing secondary vaginismus in the future.50 Secondary 
vaginismus can reach up to 30% according to an Indian study.50

We continue in our efforts to further enlighten the general Indonesian public on vaginismus. Our consultant 
gynaecologist, RAW, received a national award from the Indonesian museum of world records (Museum Rekor Dunia 
Indonesia) for his contributions in vaginismus and the support group Vaginismus Indonesia continues to present talks and 
seminars on the topic.16
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Strengths and Limitations
This study has several strengths. Firstly, ours is the largest hospital by number in treating vaginismus patients in 
Indonesia, and to our knowledge, in Southeast Asia. This is highlighted by a recent meta-analysis that only managed 
to combine 863 patients across 18 studies, highlighting the need for large-scale studies on vaginismus.14 Secondly, we 
have established a clear protocol with multidisciplinary team approach in patient treatments. Prior to launching our 
vaginismus service, we initiated a compulsory training for the nursing staff, administrative staff and even our security 
team to enable them in providing a compassionate service with minimal prejudice from beginning to end. Fourthly, this is 
the largest audit of vaginismus patients to date from Indonesia. Our experience in managing vaginismus patients amidst 
our country’s religious background with conservative principles and family values may provide a new insight on holistic 
vaginismus management.

However, this study has several limitations too. Firstly, this was a retrospective audit and it lacked a comparison 
group, thereby limiting causal inference. Secondly, it suffers from various biases, ie. recall bias, attrition bias and 
selection bias, which might hamper its adoption in other health facilities. Thirdly, several aspects in the patient data were 
filled incorrectly and/or missing so for some variables, the analysis could not involve all patients. Fourthly, the 
questionnaire only had a 60% response. Whilst this was satisfactory considering we only distributed the questionnaire 
once, we also suspect that some patients refused or were hesitant in answering the questionnaire due to fears of re- 
traumatization. Finally, we do not have the data on why patients were offered caesarean section for their delivery. More 
proper research is thus needed, in which prospective patients are explicitly informed about a future questionnaire and 
then asked for their consent to fill in the questionnaire when requested. We are also modifying our protocol as we suggest 
necessary improvements in the timeframe where patients are allowed to attempt vaginal penetration. We hope to publish 
our results in the future.

Conclusion
Vaginismus is a disease with complex condition with multiple consequences in biological, psychological and socio- 
cultural domains. Co-existing mental health disorders due to protracted duration of vaginismus suggest that 
a comprehensive simultaneous assisted dilatation procedure and psychiatric treatment along with strong patient commit
ments towards cure are required for improving clinical outcomes. More research is necessary to evaluate the lasting effect 
of our protocol, the general long-term outcomes and the adoption of our protocol for other centers of vaginismus care.
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