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Abstract: Aim: To evaluate the level of knowledge of vaginismus in its psychological and sexual causes, the use of medical hypnosis as a 
therapeutic support, and to create an ad hoc hypnotic model for its treatment trough a grid comprising all dimensions used in the various 
researches considered in the literature. Methods: The review was performed by consulting the electronic Medline database (PubMed), DSM 
IV-TR and 5, Benini’s biopsychosocial relational theories, and extracts abstracts  data from various medical and sexology publications. Results: 
The vaginismic woman seems to present a psychobiological vulnerability, mainly triggered by hyperactivity of the emotional sphere and by 
a muscular hypertonus of the pelvic floor that influences the sexual sphere. The data support the idea of a general defensive reaction as a 
mechanism of involuntary muscular activity of the pelvic floor and a close connection between vaginismus, pelvic contraction, emotional 
motor system and biological anguishes of the reptilian mind. Conclusions: Further to the effectiveness of a multidisciplinary-approach in the 
treatment of vaginismus, hypnosis seems to have an impact in shortening therapy time, in pain management and anxiety reduction. According 
to Benini’s approach, the cause of vaginismus is not identified in the fear of penetration but rather in the anguish of the reptilian mind.
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INTRODUCTION
Vaginismus affects the fertile female population in the per-
centage of 0.5-1%1, and as many as 15-17%2 of the popula-
tion is treated for coital pain. This literature review is aimed 
to explore the psychological and sexual aspects of vaginis-
mus, in order to build a protocol of functional and effective 
therapeutic interventions using hypnosis, an extremely flex-
ible method for all health care providers.

METHODS AND MODELS OF STUDY  
FOR VAGINISMUS
The Medline database (PubMed) has been used search-
ing the following keywords: “vaginismus”, “hypnosis and 
vaginismus”, “pain and vaginismus”, “hypnosis and pain” 
“emotional motor system”, “hypnosis and safe place”, “in-
nervation of the pelvic organs”, taking into account Engel’s 
biopsychosocial model3, the definition and the criteria ac-
cording to the DSM (Diagnostic and Statistical Manual of 
Mental Disorders), MacLean’s Triune Brain model4, and 
Benini’s biopsychosocial relational psychology5.
Engel’s biopsychosocial model. It is a person-centred 
model, developed by Engel in 1977 based on the multidi-
mensional conception of health submitted in 1947 by the 
WHO (World Health Organization)6. The model proposes 
to define health as a state of complete physical, mental and 
social well-being and not merely the absence of disease3. 
In this model all people are included in a network of bio-
logical, psychological and social relationships that influence 
health both in themselves and by interacting with each oth-
er. The importance of the genetic and biological factor is 
closely correlated with the psychological factor that takes 
into account the mental, emotional and spiritual dimension 
(dimensions that impact on the health) and with the social 
factor that includes systems such as family, community, cul-
ture, socio-economic status and the possibility of access to 
health care.
MacLean’s Triune Brain. Paul MacLean formulated the 
theory of the “Triune Brain”4, a brain made of three levels 
developed in the course of human evolution and present-
ing different characteristics. Reptilian or Primal Brain, the 
oldest, Paleomammalian or Limbic Brain, and Neomam-
malian, the most recent and advanced. The reptilian brain, 
which developed first, is positioned on the brainstem and 
includes the rachid bulb and the midbrain. Although human 
beings developed the subsequent brains during the period 

of their evolution, the former brain was not lost. Therefore, 
according to the tripartite division, the human being has 
three different mental levels, each one with its own char-
acteristics. According to MacLean, the human mind has a 
cellular memory based on the memory of all the informa-
tion received during its existence, stored and organized in 
order to interact with the internal and external world and to 
reach a state of adaptation. In a nutshell, the mind is com-
posed of a biological cellular memory (biological mind), a 
psychological cellular memory (psychological mind), and a 
social cellular memory (social mind). Considering that the 
first task of the human being is to adapt to the environment 
(both physical, rational and social), the stored information   
is fundamental for the adaptation. The lack of adequate in-
formation therefore becomes the subsequent cause of anxi-
eties and fears.
Benini’s reptilian brain and biological mind. According 
to Benini theory, the biological mind deals with the primary 
survival needs as nutrition, hydration, sleep, thermoregula-
tion, body care, disease care, movement, relaxation, play, 
sexuality, territory. Through its function  each individual is 
able to satisfy the self-preservative needs that can be classi-
fied in terms of physical security (care and maintenance of 
the body) and environmental safety needs (search for safe 
environments). When a person perceives a danger that may 
jeopardize the integrity of her body, health or surrounding 
environment and at the same time is not able to adequate-
ly respond to the needs of self-preservation, some sentinels  
better defined as biological anguishes activate5. Their task is 
merely informative, to communicate to the person that the 
methods currently implemented are not effective and must 
be modified to restore a biological balance.
The anguishes of the biological mind. Biological anguish-
es can be considered guardians of survival. They activate to 
signal that the integrity and health of the body are at risk, 
and that the surrounding environment threatens to compro-
mise the safety of the individual. These threats arise when 
the human being does not respond correctly to the demands 
of self-preservation, or when he is temporarily unable to do 
it because insurmountable obstacles arise between him and 
his needs for self-preservation. The biological anguishes of 
fragmentation activate when the body is in danger as in the 
case of environmental disasters, serious illnesses and acci-
dents, malnutrition, violence, torture and poor care, or in all 
situations in which the individual is not able to satisfy the 
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physical security needs. Fragmentation anguish succeeds 
in triggering ancestral and violent defenses which strong-
ly reactivate the animalistic part present in every human 
being, a part accustomed to the struggle for survival. The 
reemergence of the “animal part” allows the individual to 
endure hunger, cold and pain for longer. Strength and ag-
gression increase to such an extent that he overcomes situa-
tions previously unthinkable and terrifying. In some cases, 
the activation of fragmentation anguish manages to save the 
human being, in others it can do nothing, in others it re-
mains active even in absence of danger. In this last case, the 
anguish loses its adaptive meaning and turns from guardian 
into an aggressor leading the individual to perceive it as an 
enemy from which  he must defend himself7. The biolog-
ical anguishes of persecution activate when an individual 
perceives in his own living environment the presence of a 
danger that could damage his physical safety or that of the 
family, that is to say in all situations in which the human 
being is not able to meet his own security needs. 

PAIN (Physical and psychological)
According to IASP’s (International  Association  for the 
Study of Pain) “pain is an unpleasant sensory and emotional 
experience associated with actual or potential tissue dam-
age or otherwise described as such”8. According to Bun-
ker9 pain is “whatever the experiencing person says it is, 
existing whenever he says it”. Pain has different dimension; 
it can be manifested with anxiety, mood disorders, depres-
sion, feelings of loneliness, incompleteness and inability to 
control the situation. The emotional consequences produced 
by pain can lead to the outcome of feelings such as: fear 
that pain can become uncontrollable, fear of dying, fear of 
losing mental or physical self-control, fear of losing one’s 
social role, fear of losing one’s autonomy. Fears, moods, 
feelings and the character of the person have the ability to 
influence, increasing or decreasing, the perception of pain. 
The brain areas that respond when we experience physical 
pain are the same areas that are also activated in case of 
psychological10 pain. In particular, the areas involved are 
the anterior cingulate cortex and the anterior insula. Bese-
dowsky11 demonstrated that stress plays a significant role 
in the production of cortisol, a hormone able to suppress 
the response of the immune system. Pert12 discovered the 
neuropeptides, molecules responsible for the transmission 
of information between the cells of the nervous system, the 
blood, the immune system and the intestine. The biological 
regulation systems interact, exchange information through 
neuropeptides one another, and are profoundly influenced 
by psychological states. Negative emotions produce a nega-
tive chemical change in the body13.

EMOTIONAL MOTOR SYSTEM AND PELVIC FLOOR
The voluntary motor system does not have direct control of 
the pelvic organs, but rather, only some control of the striat-
ed muscles of the pelvic floor. The pelvic floor motoneurons 
are located in the nucleus of Onuf, which innervate all parts 
of the pelvic floor, including the external urethral sphinc-
ter and the external anal sphincter. Interestingly, the motor 
cortex cannot contract these muscles separately, but only as 
a unit. Furthermore, the motor cortex cannot continuously 
keep contracting the pelvic floor muscles, which means that 
a strong uncontrolled urge for micturition or defecation can-
not be stopped for a long time, leading to urge-incontinence. 
The real control of the pelvic organs is through the emotion-
al motor system. The emotional motor system also controls 
basic motor activities such as blood pressure, heart rate, res-
piration, and vocalization. An important role is played by 
the sympathetic and parasympathetic systems, the socalled 

autonomic motor systems as they cannot be controlled vol-
untarily by the emotional motor system. Fortunately, the 
sympathetic and parasympathetic motor systems are under 
very strong control of the emotional motor system in the 
brainstem and prefrontal cortex. The sympathetic system is 
especially activated when the individual has to immediately 
defend its existence (i.e. by fighting an aggressor or by fly-
ing from a dangerous situation [fight or flight]) or, reversely, 
when it has to catch animals to obtain food to survive). In 
contrast, the parasympathetic system is active in safe situ-
ations, when energy can be spent on motor activities such 
as eating, drinking, and digesting food. Also, the activities 
of the pelvic organs, such as micturition, defecation, and 
sexual activities, can take place only when the situation is 
safe. The individual eats food and digests it by activation 
of the stomach, duodenum, jejunum, ileum, and colon. The 
distal colon and rectum in the pelvis get rid of, as well as an 
important bacterial component, also the food that could not 
be digested. All these organs are activated by the parasym-
pathetic system. The bladder is the pelvic organ that takes 
care of the urine produced by the kidneys. However, the 
bladder cannot empty itself from urine when the individual 
is in danger and the sympathetic system is active. In this 
context, the sympathetic fibers inhibit bladder contractions. 
The parasympathetic fibers also control the pelvic organs 
involved in sexual behaviour and the resulting pregnancy 
in women. The sacral parasympathetic motoneurons that 
innervate all the pelvic organs are specifically controlled by 
the so called Pelvic Organ Stimulating Center (POSC). The 
POSC in turn is controlled by the the periaqueductal gray 
(PAG) located in the mesencephalon (midbrain) the prima-
ry control center for descending pain modulation which re-
ceives, to be activated, instructions from higher brain levels 
such as the amygdala, bed nucleus of the stria terminalis, 
and various regions of the hypothalamus. The PAG also re-
ceives information regarding the situation of the individual 
from more rostral brain regions of which, in humans, the 
most important is the medial orbitofrontal cortex where it 
is decided whether the PAG can activate the POSC to start 
micturition, or defecation, or parturition or increase vagi-
nal vasocongestion and lubrication. A possible reduction of 
PAG-POSC system activity causes absence of vaginal vaso-
congestion and lubrication14.

VAGINISMUS
Definitions: «recurrent or persistent involuntary contraction 
of the perineal muscles surrounding the outer third of the 
vagina at attempt of penetration»15, «whether or not asso-
ciated with a variable degree of phobia of penetration»16, 
«persistent or recurrent difficulty for the woman to accept 
vaginal penetration of the penis, a finger or an object, despite 
the woman’s expressed desire to do it. There is often pho-
bic avoidance and an anticipatory fear of pain. Anatomical 
abnormalities or other physical abnormalities must be ex-
cluded or treated»17. The vaginismus, from a psychoanalytic 
point of view, is symptom of conversion. Unresolved psy-
chosexual conflicts are often seen as cause of the reaction: 
“women fear falling into the power of the man, being in-
jured or exploded within by him. Under these circumstanc-
es, the vagina becomes in phantasy of biting organ which is 
going to render harmless the menacing penis”18,19. The phys-
ical causes of primary vaginismus, present from the begin-
ning of the sexual life, are to be considered extremely rare. 
The main factor of “mechanical” obstacle to penetration can 
be connected to a particularly fibrous and rigid hymen (or 
cribrose or narrow) which fails to distend20. Other physical 
factors can be specific syndromes such as: Müllerian vagi-
nal agenesis, typical of Rokitansky’s syndrome, or acciden-
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tal or provoked scarring in genital traumas with particular 
reference to infibulations associated with clitoridectomy21. 
Studies and electromyographic assessment of the levator 
muscle show how vaginismus can be a myogenic compo-
nent that occurs with marked hypertonicity of the muscle 
itself with inversion of command17. Physical causes more 
frequently cause a spasm of the levator muscle that makes 
the coitus painful or impossible, a spasm that appears after 
a period of more or less normal relations, resulting in a sec-
ondary vaginismus, especially if there is also an acquired 
attitude of avoiding penetration22.
Diagnostic criteria DSM (Diagnostic and Statistical 
Manual of Mental Disorders). Vaginismus and dyspareu-
nia, often strictly associated but difficult to distinguish, have 
been incorporated into a single entry named genito-pelvic 
pain/penetration disorder (GPPPD). The proposal to join 
them into a sole disorder arose from the real difficulty to 
differentiate these two disorders clinically. The DSM IV-
TR15 proposes a differential diagnosis between “Sexual 
dysfunction due to a general medical condition (dyspareu-
nia due to physiological effects such as: insufficient vagi-
nal lubrication, pelvic pathology due to vaginal or urinary 
infections, endometriosis, adhesions or vaginal scar tissue, 
vaginal atrophy post-menopause, fall in estrogen during 
breastfeeding, urinary tract irritation or infections, gastro-
intestinal disorders) and “Substance-induced sexual dys-
function” (dyspareunia caused, for example, by the use of 
fluphenazine, thioridazine and amoxapine). If dyspareunia 
is concomitant with one of the described dysfunctions and 
intrapsychic combined with interpersonal factors, a diag-
nosis of “Dyspareunia due to Combined Factors” will be 
proposed, if there are no dysfunctions due to general or sub-
stance-induced medical conditions, an evaluation of “dys-
pareunia due to psychological factors”15 will be suggested. 
As opposed to the previous edition, the DSM-523 sexual dys-
function are no more included in the same category but in 
three distinct ones: gender dysphoria, paraphilic disorders, 
sexual dysfunctions.
DSM 5. Criteria. A) Lack or significant reduction in sexual 
desire/arousal due to at least three of the following prob-
lems: persistently or recurrently deficient (or absent) sex-
ual/erotic fantasies and desire for sexual activity, reduced 
or no initiation of sexual activity, no response to partner’s 
attempts, absent or reduced sexual excitement or pleasure 
during most sexual activity, absent sexual interest or arousal 
in response to sexual stimulation, absent or reduced genital 
or nonessential sensations during sexual activity. 
B) Symptoms with six months requirement. The temporal 
characteristics must be evaluated, whether the disorder oc-
curs at the beginning of the sexual-life (primary) or if it 
has appeared later, after a period of normal sexual function 
(secondary or acquired).
C) The problem causes clinically significant distress or im-
pediments.
D) Sexual dysfunction is not better justified by another axis 
I* disorder. It is not due solely to the direct physiological 
effects of a substance or a general medical condition. In or-
der to make a good diagnosis it is important to point out the 
contextual characteristics: the disorder could be of a gen-
eralized type, that is present in every situation even with 
possible different partners, or situational when it is limited 
to a partner or specific situations24. It is also important to 
assess the degree of stress (“distress”) that arises as a result 
of the disorder25.

*In the DSM-IV Axis I  provides information about the 
following clinical disorders: anxiety, mood, somatoform, 
eating, psychotropic substance-related, dissociative, psy-

chotic, sexual and gender identity (desire or arousal dis-
order, absent or early orgasm, dyspareunia, vaginismus, 
paraphilias like fetishism, pedophilia, masochism, sadism, 
voyeurism, exhibitionism).

STUDY RESULTS
The literature review shows the efficacy of a multidisci-
plinary model in the treatment of vaginismus. The bio-
psychosocial model (BPS) is the basic structure for under-
standing whether a person is healthy or in illness; never-
theless this model has limitations: 1) cannot be considered 
scientific; 2) in the field of biological psychiatry, mental 
disorders derive from faulty biology; 3) the approach of 
“physicians”  considers that the levels of biological, psy-
chological and social analysis are or epiphenomena or can 
be completely reduced to the body. In fact, Ghaemi claims 
that the doctor who embraces the BPS model takes the se-
rious risk of losing the limits of his knowledge and skills26. 
Biopsychosocial relational psychology assumes that mental 
illnesses reside in the ability of the three minds to com-
municate one another4. Critics believe that, assuming every 
mental disorder with a biopsychosocial model, there is the 
risk of increasing the gap between biology and psychology 
as if they were two separate fields in medicine. If a phys-
ical damage is considered exclusively from the biopsy-
chosocial point of view, the treatment could be confused 
or have serious consequences. Some mental disorders can 
be explained by the biopsychosocial relational model but 
it is erroneously assumed that the model is applicable to 
any disease26. We can conclude that the biopsychosocial 
approach is very useful for health and health care in some 
situations. Pennebaker27 stated that the perception of phys-
ical sensations is not based solely on peripheral receptor 
information. Situational signals seem to influence percep-
tion. Psychophysiological studies on sexual arousal in wom-
en  have shown changes in the visibility of body sensations 
between and within subjects28. Van der Velde declares “we 
investigated the relationship between involuntary pelvic 
floor muscle activity during exposure to emotional film 
excerpts.  We found an increase in pelvic floor muscle ac-
tivity during threatening and sexually-threatening film ex-
cerpts29”. From the neurobiological point of view, co-mor-
bidity appears with various phobias and anxiety disorders30.  
At this point the vaginismic woman seems to present a neu-
robiological vulnerability, mainly triggered by the hyper-
activity of the fundamental command emotion of anxiety/
fear31, which influences the sexual area with a specific psy-
chosomatic penetration phobia31. This vulnerability could be 
reinforced due to other phobias (agoraphobia, acrophobia, 
claustrophobia, etc.)20. The data support the idea of a general 
defensive reaction as a mechanism of involuntary muscular 
activity of the pelvic floor32. The biopsychosocial relational 
model is a clear mean for comprehending the functioning 
of minds, which is easy to understand and use. According 
to this model the area which is activated in vaginismus is 
the reptilian brain, so we can no longer speak of anxiety 
as a signal of unread emotion or conflicting emotions, but 
of a signal of real danger which activates biological or pri-
mordial defenses. From the reading and the application of 
Benini’s model, it is clear that the symptoms present in vag-
inismus can be phobic but the causes are deeper, stemming 
from the biological anguish. The term anguish should be 
used instead of the term anxiety when dealing with sexual 
dysfunctions, and technicians treating sexual dysfunctions 
should be aware they are not dealing with anxiety or pho-
bia, but with an anguish of the reptilian mind. The geni-
to-pelvic pain/penetration disorder is linked above all to 
Interest Disorder/Sexual Arousal33. It is to be underlined 
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that an accurate collection of the sexological history of the 
individual should be an integral part of the consultation, 
paying maximum attention to predisposing, precipitating 
and maintenance factors, both biological, psychosexual and 
relational, as they are factors that can certainly be an active 
and triggering cause of the disorder brought into gyneco-
logical (vulvar and vulvodynamic vestibulitis) and proctol-
ogyical (obstructive constipation, hemorrhoids, anal fissure) 
consultations34. The patient suffering from vaginismus must 
increasingly find acceptance on the part of doctors, pelvic 
floor rehabilitation technicians, psychotherapists and sexol-
ogists who, working with a team approach, can assess the 
vaginismus taking into account all aspects of the person’s 
life, as suggested by Engel’s biopsychosocial model. The 
patient should receive a diagnosis and a proper specialist 
referral. The more the patient is informed of all the factors 
involved in her own sexual disorders, the higher possibili-
ty of a reduction in treatment time, visible improvement of 
feelings of self-efficacy and decreasing of chronic illness 
risk, which leads to  possible increase in comorbidity.

THE EFFICACY OF HYPNOSIS  
IN THE MEDICAL FIELD
Hypnotherapy has by now received numerous awards in the 
scientific field, in application disciplines, in the medical, 
psychiatric and psychotherapeutic fields. Studies on fre-
quency analysis using EEG  suggest a correlation between 
hypnotic susceptibility and theta frequency band and by the 
Yapko’s school is highlighted that the brain of the subjects 
in hypnosis responds positively to the suggested experiences 
rather than to those actually perceived; biologically, the ef-
fects of hypnosis have been confirmed by modern imaging 
techniques and have shown changes in the activity of some 
regions of the subject’s brain when suggestions in hypnosis 

are given40.
Hypnosis has been found effective in many conditions:  
general and social anxiety39, general phobias39, anxiety 
and dental phobia in odontostomatology39,41, post-traumat-
ic stress disorders39, depression42, sleep disorders43, eating 
disorders44, obesity45, anorexia46, bulimia47, sexual dysfunc-
tions48, acute and chronic pain49, using the potentiality of the 
hypnotic analgesia39, such as in the treatment of the fibro-
myalgia39, rheumatoid arthritis50, severe burn and childbirth 
pain51,52, muscle tension headache39, migraine53, cancer pain 
and chemotherapy-induced nausea/vomiting54, surgical and 
gastroenterological, dermatological invasive procedures39,55, 
irritable bowel syndrome56, psoriasis and alopecia areata57, 
hypertension39.
Hypnosis and pain. Hypnosis seems to have a good ther-
apeutic impact in reducing therapy length and treating in-
dividual cases: the analgesic or antinociceptive effect of 
hypnosis is such as to reduce pain by at least 50%39. In a test 
with ischemic pain, researchers reported that highly hypno-
tizable subjects had an increase in pain tolerance of 113% 
versus a 26% increase in tolerance in poorly hypnotizable 
subjects39 in reducing anxiety58 and de-enhancing muscle 
rigidity. The study of the emotional motor system highlights 
the fundamental correlation between motor expression and 
psychological assumptions.
Hypnosis in female sexual dysfunctions. Hypnosis can 
help those suffering from sexual disorders either by accom-
panying the subject towards a greater awareness of the caus-
es of dysfunction, or by providing a resolving therapeutic 
intervention. This, in fact, allows to face with the complex 
multifactorial system at the base of the disorder that often 
includes relational, physiological factors, false beliefs as 
well as any previous traumatic experiences39,59,60. 
The efficacy of hypnosis in vaginismus. Hypnotherapy 
provides an acceptable time and cost effective therapeutic 
tool that helps resolve vaginismus and improves sexual sat-
isfaction in both spouses; although both behavior therapy 
and hypnotherapy were successful in treating vaginismus, 
hypnotherapy performed better than behavior therapy in 
reducing the level of the wifè s sex-related anxiety. In Pu-
kal’s60 research 8 women suffering from vulvodynia were 
subjected to six hypnotherapy sessions through which dif-
ferent parameters have been investigated: pain reported 
during gynecological examinations, vestibular pain thresh-
old and assessments about pain during sexual activity. The 
results reported a pain reduction during gynecological ex-
aminations and sexual activity resulting in increased sat-
isfaction and improved sexual life in general. Meissner61 
reports the holistic approach of the Chinese Medicine and 
Hypnotherapy leading to a substantial pain reduction in 
patients affected by endometriosis, as well as an increased 
birth rate in patients  refractory to conventional therapies. 
Fear and anxiety are of tremendous importance in the pro-
duction and maintenance of a symptom. Vaginismus, as a 
reaction of avoidance of an anxiety-producing situation, is 
readily amenable to treatment by systematic desensitization. 
Fuchs62 presented  a study on the treatment of vaginismus by 
hypnotic desensitization with a case-controlled group: good 
results achieved in 16 out of 18 patients, no relapse or sub-
stitutions of symptoms occurred at 2 to 5 years follow-up. 
Overall, studies show that hypnosis can be a promising 
treatment for sexual disorders, as shown by data on patients 
with vulvodynia63.

CONCLUSIONS
Despite the well documented beneficial aspects and meth-
odological quality of many studies, the limited data on fe-
male dysfunctions, in particular concerning vaginismus as 
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Table 1. Information and experiences to be collected in the histo-
ry for the patient suffering from vaginismus. List of backgrounds 
checks for the construction of a survey tool.

Negative educational models and examples, ancient trau-
mas (physical, emotional or sexual)35

Significant relationships; cultural or religious frustra-
tions36

Over attachment to the mother figure, fear of defloration, 
fear of childbirth31

Current interpersonal difficulties, sexual dysfunction of 
the partner, inadequate stimulation and / or unsatisfactory 
emotional and sexual context37

List of all diseases including psychiatric disorders, side 
effects from taking drugs, substance abuse34

Desire and arousal disorders or genital arousal and dys-
pareunia38

Gynecological conditions: hormonal alterations, recurrent 
vaginitis, prolapse, endometriosis, natural or iatrogenic 
menopause 34

Urological conditions such as recurrent cystitis, overactive 
bladder or urge, stress or mixed incontinence21

Diseases such as multiple sclerosis or pudendal nerve neu-
ralgia21

Myalgia of the levator muscle and any manifestations of 
hypotone or hypertonus of the same21

Dysmetabolic disorders, among the main diabetes and 
cardiovascular symptoms39

Proctological disorders, constipation34
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the only variable, require further research on psychological 
interventions in relation to this disorder, using randomized 
and controlled designs and larger samples. The need arises 
to evaluate the couple, in addition to the social and relation-
al aspects of the patient, as there is often an inducer of the 
symptom. As many as 32% of women’s partners with vag-
inismus have sexual dysfunctions, such as desire disorder, 
premature ejaculation, erection disorders64. Studies on the 
use of hypnosis in vaginismus confirm its strong ability to 
reduce anxiety, reduce pain and relax muscles. An interven-
tion protocol is needed that starts from an accurate inves-
tigation of the biopsychosocial dimensions, questionnaires 
and tests that measure the perception of physical and psy-
chological pain only in this dysfunction, differentiating it 
from dyspareunia; and of a hypnotic training that deals step 
by step with the dimensions that characterize vaginismus. 
Furthermore, there is the need for a thorough study on the 
patients’ ability to connect the body and emotional states 
restoring the dialogue between body and mind, a capacity 
present in each person evaluating how people can experi-
ence their emotions instead of using defenses such as rumi-
nation, avoidance or emotional freezing, and  how hypnosis 
therapy can foster communication between the deep mind 
and the emotional motor system, and consequently manage 
painful states and muscle rigidity. 	

ACKNOWLEDGEMENTS
I  thank Stefania Bertelli  for the help in drafting the work, 
and  Alessandra Pesavento for the English translation.

DISCLOSURES
The author declares  no conflict of interest, and  no  financial 
supports by any grant/research sponsor. 

REFERENCES 
1.	 Hirst JF, Baggaley MR, Watson JP. A four year survey of an in-

ner city psychosexual problems clinic. Sex Marital Ther 1996; 
11: 19-36.

2.	 Zanoio L, Barcellona E, Zacché G. Ginecologia e ostetricia. 
Edra Masson, 2013

3.	 Engel GL. The need for a new medical model: A challenge for 
biomedicine. Science 1977;196 :129-36.

4.	 MacLean PD.   A Mind of Three Minds: Educating the Triune 
Brain. Chicago, University of Chicago Press, 1978

5.	 Benini R. La salute e la malattia biopsicosociali e l’origine del-
le malattie psicogene. La psicologia biopsicosociale – 4, Bolo-
gna, Pendragon Ed, 2014

6.	 WHO (World Health Organization) Vol. 1, 1947
7.	 Benini R. L’uomo dei bisogni Vol. 1,   Pendragon Ed, 2006
8.	 The International Association for the Study of Pain.  Pain Rep. 

2018; 3: e643 Published online 2018 Mar 5. doi: 10.1097/
PR9.0000000000000643

9.	 Bunker C, Kowalski BL, Mary T. Textbook of basic nursing, 
9th ed. Lippincott Williams & Wilkins. 2008. ISBN 978-0-
7817- 6521-3

10.	 Argentero P, Cortese CG. Psicologia delle organizzazioni   Raf-
faello Cortina Ed, 2018

11.	 Besedovsky HO, Rey A, Sorkin E.  Lymphokine-containing 
supernatants from con A-stimulated cells increase corticoste-
rone blood levels.  J Immunol 1981; 126: 385-387 

12.	 Pert C. Molecole di Emozioni. Tea Ed, 2016
13.	 Cousins N. Anatomy of an illness as perceived by the patient. 

New Engl J  Med 1976; 295: 1458-1463 
14.	 Holstege G. How the emotional motor system controls the pel-

vic organs. Sexual Medicine Review 2016; 4: 303-328
15.	 American Psychiatric Association DSM IV Diagnostic and 

Statistical Manual for Mental Disorders. 4th ed. Washington, 
DC. 

      American Psychiatric Press. 1994
16.	 Basson R, Bertian J, Burnett A  et al. Report of the international 

consensus development conference on female sexual 
      dysfunction:  definitions and classifications. J Urol 2000; 163: 

888-893
17.	 Basson R, Leiblum S, Brotto L et al.  Definitions of women’s 

sexual dysfunction reconsidered: advocating expansion and 
       revision.  J Psychosom Obstet Ginecol 2003; 24: 221-29.
18.	 Fenichel O. The psychoanalytic theory of neurosis.  WW Nor-

ton & Co, New York, NY, 1945
19.	 Eagle M,  Migone M, Moro P et al.  Da Freud alla psicoanalisi 

contemporanea. Critica e integrazione Raffaello Cortina Ed, 2012
20.	 Plaut M, Graziottin A, Heaton J. Sexual dysfunction. Health 

Press, Oxford, UK, 2004
21.	 Jannini M, Lenzi A,  Maggi M. Sessuologia medica: trattato di 

psicosessuologia, medicina della sessualità e salute della cop-
pia. Edra Ed, 2017

22.	 Graziottin A. Sessuologia medica: maschile e femminile. Ver-
duci Ed, Roma, vol. 2, 2010

23.	 American Psychiatric Association DSM 5.  Diagnostic and Sta-
tistic Manual of Mental Disorders, 5th ed. Washington, DC, 

      American Psychiatric Press, 2013 
24.	 Reissing ED, Binik YM, Khalifé S. Does vaginismus exist? 

A critical review of the literature. J Nerv Ment Dis 1999;187: 
261- 274

25.	 Derogatis LR, Rosen R, Leiblum S et al. The female sexual 
distress scale: Initial validation of the standardized scale for 
assessment of sexually related personal distress. J Sex Marital 
Therapy 2002; 28: 317-330

26.	 Ghaemi SN. The rise and fall of the biopsychosocial model. Br 
J Psychiatry 2009;195:3-4

27.	 Pennebaker JW. La psicologia dei sintomi fisici. New York: 
Springer Verlag, 1982

28.	 Laan E, Everaerd W,  Evers A  et al. Assessment of female 
sexual arousal: Response specificity and construct validity. 
Psychophysiology 1995; 32: 476-485

29.	 Van der Velde J, Laan E, Everaerd W. Vaginismus, a compo-
nent of a general defensive reaction: An investigation of pelvic 
floor muscle activity during exposure to emotion inducing film 
excerpts in women with and without vaginismus. Int Urogyne-
col J Pelvic Floor Dysfunct  2001; 12: 328-331 

30.	 Panksepp J. Affective neuroscience: the foundation of human 
and animal emotions. Oxford University Press, New York, 
1998

31.	 Graziottin A. Il dolore segreto. Mondadori, Milano, 2005
32.	 Nieuwenhuys R, Voogd Jan D, Van Huijzen C. Il sistema ner-

voso centrale. Springer, 2010
33.	 Van der Velde J, Everaerd W. Voluntary control over pelvic flo-

or muscles in women with and without vaginismic reactions. 
Int Urogynecol J Pelvic Floor Dysfunct 1999;10: 230-236

34.	 Giovannelli C, Graziottin A. Stipsi e disfunzioni sessuali femmi-
nili: il ruolo del proctologo. Giorn It Ginecol 2006; 6: 277-281

35.	 Katz RC, Gipson M, Turner S.  Brief report: Recent findings on 
the sexual aversion scale. J Sex Marital Ther 1992; 18: 141-146

36.	 Hartmann U, Heiser K, Rüffer-Hesse C et al. Female sexual 
desire disorders: Subtypes, classification, personality factors, a 
new direction for treatment. World J Urol 2002; 20: 79-88

37.	 Harrison CM. Le vaginisme. Contraception Sex Fertil 1996; 
24: 223-238

38.	 Leiblum SR, Rosen RC. Principi e pratica di terapia sessuale 
CID Ed Internaz. 2004

39.	 De Benedittis G, Mammini C, Rago N.  La guida all’ipnosi 
evidence based.  Milano, Franco Angeli Ed. 2018

40.	 Keshavarza A. Treatment of vaginismus disorder with mental 
imagery and hypnotism : a case study. 3rd World Conference 
on Psychology, Counselling and Guidance.  Procedia-Social 
and Behavioral Sciences  2013; 84 252 – 255

41.	 Montgomery GH, Bovbjerg DH, Schnur JB et al. A randomi-
zed clinical trial of a brief hypnosis intervention to control side 
effects in breast surgery patients. J Natl Cancer Inst. 2007; 99: 
1304-1312

42.	 Alladin A,  Alibhai A. Cognitive hypnotherapy for depression: 
an empirical investigation. Internat J Clin Exp Hypnosis 2007; 
55: 147-66

43.	 Becker PM. Hypnosis in the management of sleep disorders. 
Sleep Medicine Clinics  2015; 10: 85-92

44.	 Kirsch I. Hypnotic enhancement of cognitive-behavioral wei-
ght loss tratments- another meta-reanalisis. J Consult Clin 
Psych 1996; 64: 317-319

45.	 Allison D, Faith B, Myles S. Hypnosis as an adjunct to co-
gnitive-behavioral psychotherapy for obesity: A meta-analytic 
reappraisal.  J Consult Clinical Psychology 1996; 64: 513-516

46.	 Walsh BJ.  Hypnotic alteration of body image in the eating di-
sordered. Am J Clinical Hypnosis 2008; 50: 301-310 DOI: 10.
1080/00029157.2008.10404297

47.	 Barabasz A, Barabasz M.  Single session manualized ego state 



101

therapy (est.	  for combat stress injury PTSD and ASD. Part 
2: the procedure. Intern J Clin Exper Hypnosis 2012; 60: 370 – 
381

48.	 Lemke W. Utilizing hypnosis and ego-state therapy to facilitate 
healthy adaptive differentiation in the treatment of sexual di-
sorders.  J Clin Hypn. 2005; 47:179-189

49.	 Patterson DR, Jensen MP. Hypnosis and clinical pain.  Psychol 
Bull 2003; 129:495–521

50.	 Domangue BB, Margolis C, Lieberman G et al. Biochemical 
correlates of hypnoanalgesia in arthritic pain patients. J Clin 
Psychiatry 1985; 46: 235-238

51.	 Patterson DR,  Ptacek JT. Dolore Baseline moderatore di anal-
gesia ipnotica per il trattamento di ustioni. J Consult Psicol 
Clin 1997; 65: 60-67

52.	 Harmon TM, Hynan MT, Tyre TE. Improved obstetric outco-
mes using hypnotic analgesia and skill mastery combined with 
childbirth education. J. Consult and Clin Psychol 1990; 58: 
525-530

53.	 Anderson JA, Basker MA, Dalton R. Migraine and hypnothe-
rapy. Int J Clin Exp Hypnosis  1975; 23: 48-58

54.	 Spiegel MD, Bloom RJ. Pain in metastatic breast cancer. Can-
cer 1983; 52: 341-345

55.	 Palsson OS, Whitehead WE. Psychological treatments in fun-
ctional gastrointestinal disorders: a primer for the gastroentero-
logist, Clin Gastroenterol Hepatol.  2013; 11:208-216

56.	 Whorwell PJ, Prior A, Faragher EB. Controlled trial of hyp-
notherapy in the treatment of severe refractory irritable bowel 
syndrome. Lancet 1984; 2:1232-4 

57.	 Kantor SD. Psoriasis Research Institute. Cutis 1990; 46: 321-322
58.	 Hammond DC. Hypnosis in the treatment of anxiety- and 

stress-related disorders. Expert Rev Neurother 2010;10:  263–273 
59.	 Al-Sughayir MA. Vaginismus treatment. Hypnotherapy vs 

behavior therapy Neurosciences (Riyadh) 2005;10:163-7
60.	 Pukall C, Kandyba K,  Amsel R et al.  Effectiveness of hypno-

sis for the treatment of vulvar vestibulitis syndrome: a prelimi-
nary investigation. J Sex Med 2007; 4: 417-425

61.	 Meissner K, Böhling B. Schweizer-Arau A. Long-term effects 
of traditional Chinese medicine and hypnotherapy in patients 
with severe endometriosis--a retrospective evaluation. Forsch 
Komplementmed. 2010;17:314-20

62.	 Fuchs K. Therapy of vaginismus by hypnotic desensitization. 
Am J Obstet Gynecol 1980;137:1-7

63.	 Araoz D. Hypnosis in human sexuality problems. Am J Clin 
Hypnosis 2005; 47: 229-242 

64.	 Reissing ED et al. Etiological correlates of vaginismus: sexual 
and physical abuse, sexual knowledge, sexual self-schema, and 
relationship adjustment. J Sex Marital Ther 2003; 29: 47-59

Correspondence:
Dr. Andrea Ambrosetti 
Psychologist, Psychotherapist, Clinical sexologist  
Via Sant’Antonio 2, Noventa Padovana, 35027 Padova, Italy 
email: andrea.ambrosetti@ordinepsicologiveneto.it  
Ph 0039 393 703 8264

Treatment of vaginismus by hypnotic psychotherapy

Multidisciplinary UroGyneProcto Editorial Comment
To improve the integration among the three segments of the pelvic floor, some of the articles published in Pelviperineology 
are commented on by Urologists, Gynecologists, Proctologists/Colo Rectal Surgeons or other Specialists, with their 
critical opinion and a teaching purpose. Differences, similarities and possible relationships between the data presented and 
what is known in the three fields of competence are stressed, or the absence of any analogy is indicated. The discussion is 
not a peer review, it concerns concepts, ideas, theories, not the methodology of the presentation.

Behavioural med... The validity of the concept of “vag-
inismus” has been extensively questioned. The DSM has 
struggled to respond to criticisms challenging its validity as 
right fromits inception, vaginismus has been a descriptive 
term that lacked any scientific evidence. The DSM’s spasm 
oriented diagnostic criteria and its listing of vaginismus to-
gether with dyspareunia as two separate pain disorders has 
confounded many researchers and clinicians. Studies uti-
lizing surface electromyography have consistently failed to 
differentiate between normal controls and vaginismic wom-
en on the basis of muscle tension or spasm, thereby ques-
tioning the validity of DSM’s classification system. What 

has been of interest is that the majority of “vaginismus” cas-
es meet the diagnostic criteria of vulvodynia, a recognized 
form of chronic vulvar pain, under the classification of the 
International Society for the Study of Vulvovaginal Disease 
(ISSVD). When theory and conjecture is set aside, hypnosis 
as a form of relaxation may aid in reducing the severity of 
penetration related pain, but this is yet to be demonstrated.

MAREK JANTOS PhD 
Behavioural Medicine Institute of Australia, 
South Australia & Department of Human Anatomy, 
Medical University of Lublin, Poland  marekjantos@gmail.com 

Urol...  The close correlation between emotional motor 
system and pelvic floor is well known. In this context, vag-
inismus is the result of a skeletal muscular hyperactivity 
that is activated for pain relief. From a urological point 
of view, pelvic pain may cause not only vaginismus but 
also dysuria due to a failure to relax the external urethral 
sphincter, for the same reasons for which vaginismus is 
determined. In other words, very often vaginismus is not 
an isolated symptom but it may be also associated with 
dysuria and in some cases also with anal hypertonus. In 
these cases the hypnosis could determine a positive effect 

for the improvement of the vaginismus due to a reduction 
of the skeletal muscular hyperactivity of the pelvic floor 
with a consequent  improvement of  micturition, This 
condition in urology is more evident in women and is de-
fined by some as urethral syndrome. In males the urethral 
syndrome is often confused with prostate hypertrophy or 
chronic infection.

SALVATORE SIRACUSANO MD 
Professor of Urology, University Verona, Italy 
salvatore.siracusano@univr.it 
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Gyn... In obstetrics, the “vaginismic women “  have high 
rate of labor dystocia and perineal morbidity. Interesting,  
in women with sexual disorders  there is an abnormal ac-
tivation of Pelvic Organ Stimulating Center (POSC) that 
trigger the obstetric labor starting from pelvic floor modi-
fications, by parasympathetic innervation. Indeed, to con-
tain the fetal body during vaginal delivery, the pelvic floor 
muscles must stretch and slide each other in their three 
different layers of deepness (levator ani, deep trasversus 
and superficial trasversus perinei). In “vaginismic women” 
with such alteration of neuronal transmission, this process 

can be more difficult. The proven efficacy of hypnother-
apy also in labor delivery, as in vaginismus can confirm 
the common origin of these muscular “dystocias “. It is 
interesting the couple approach with hypnotherapy in vag-
inismus, since it is not surprising that as many as 32% of 
vaginismic women’s partners have sexual dysfunction, the 
author says.

CHIARA ALESSI M.D.
Ostetricia e Ginecologia-Azienda Ospedaliera Padova, Italy
chiara.alessi@aopd.veneto.it 

Proctol... Trying to cure a functional hypertonus of the in-
ternal and external sphincters (in the absence of painful 
lesions such as anal fissure), considering it as responsible 
of obstructed defecation, may produce iatrogenic damages. 
A basal pressures of 100 mmHg or more is high but it does 
not mean constipation, while the lack of sphincter inhibi-
tory reflex in megarectum is a real internal sphincter prob-
lem. A non relaxing or paradoxically contracting external 
sphincter at straining in analogy with vaginismus has been 
initially defined anismus, or inverted command or sphinc-

ter dyssynergia. These conditions, the causes of which are 
not known, often suggest possible connections between 
viscera and emotions, and are cured by rehabilitation, in 
this way improving the difficult defecation if present. It is 
interesting to note that hypertonicity and dyssynergia are 
also highlighted in the so-called anodyspareunia in anal 
coitus in males and females.
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