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SUMMARY

Objective: The aim of this study was to assess the effect of Cognitive Behavioral Therapy (CBT) on sexual functions of women with vaginismus and 
their husbands, their marital adjustment, and their levels of depression and anxiety symptoms. 

Method: Twenty-six couples diagnosed as vaginismus according to DSM-IV-TR diagnostic criteria in gynecology outpatient clinics of Izmir Ege 
Maternity Hospital and Gynecological Diseases Training and Research Hospital were included in the study.  The couples were treated with CBT 
through 50-minute sessions once a week.  Pre- and post-treatment, all couples were assessed using a Personal Information Form, Golombok-Rust 
Inventory of Sexual Satisfaction, Dyadic Adjustment Scale, Beck Depression Inventory, and Beck Anxiety Inventory.

Results: There were significant differences in the total and all subscales’ scores of sexual functions, significant increase in the marital adjustment, and 
a significant decrease in anxiety and depression symptom levels after CBT in women who completed the therapy (n = 20).   In the husbands, signifi-
cant recoveries were observed after the therapy in sexual functions total scores and subscales of satisfaction, avoidance, and impotence. However, there 
was no change in frequency, communication, sensuality, and in the premature ejaculation domains.  Also, the marital adjustment scores increased, 
and significant decreases were observed in depression and anxiety symptom levels.

Conclusion: It was observed that CBT is an appropriate therapy approach for vaginismus, and beneficial effects were observed in both women and 
their husbands in sexual functions, marital adjustment, and levels of depression and anxiety symptoms decreased.
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INTRODUCTION

Vaginismus is a female sexual dysfunction according to DSM-
IV-TR, and is recurrent or persistent involuntary spasm of the 
musculature outer one third of the vagina, which interferes 
with sexual intercourse (American Psychiatric Association 
2000).  These involuntary contractions are physical reactions 
that narrow the vaginal passage causing sexual intercourse to 
be unachievable or painful. Vaginismus, in DSM-5 (American 

Psychiatric Association 2013), was integrated into a new di-
agnostic category termed Genito-Pelvic Pain/Penetration 
Disorder, covering a wider range of pain and penetration 
problems. 

While the prevalence of vaginismus is 1-7% world-wide, 
the ratio has been documented to increase up to 5-17% 
under clinical conditions (Lahaie et al. 2010).  These ratios 
are observed to be much higher (41.7%, 58.06%, 41%, 
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respectively) in multiple studies (Oniz et al. 2007, Yasan and 
Gürgen 2009, Yıldırım et al. 2011) within our country.    

In the literature, different views have been put forth on the 
etiology of vaginismus.  Clinical reports and research findings 
show the relationship of vaginismus with several factors such 
as negative opinions about sexuality (Ward and Ogden 1994), 
anxiety (Watts and Nettle 2010), avoidance and disgust (Borg 
et al. 2010), quality of marital relationship (Hawton and 
Catalan 1990, Reissing et al. 2003) and the sexual function 
of partner (Binik et al. 2007, Doğan and Doğan 2008).  In 
the behavioral model proposed by Wijma and Wijma (1997), 
the relationship in the beginning occurs between an uncon-
ditioned stimulus, penetration, and unconditioned response 
(pain). Then, for example the thought of penetration itself, 
a neutral stimulus, matches with an unconditioned stimulus 
and turns into a conditioned stimulus, causing vaginal re-
sponse and pain as a conditioned response.  Much later, the 
response continues with negative reinforcement (avoidance of 
pain).  This model accepts that inner events including unhelp-
ful cognitions and mood states (i.e. fear) enhance and pursue 
the behavior of avoidance.  Specific cognitive and behavioral 
components of vaginismus are increased catastrophising of 
pain, negative self-image, feeling of sexual disgust, fears of 
intimacy and loss of control (Borg et al. 2012).  Once avoid-
ance of penetration happens, sexual function gets corrupted.  

Most of the women with vaginismus can achieve clitoral or-
gasm, wants and likes sexual intercourse unless it causes coi-
tus.  Nevertheless, these women are observed to have prob-
lems in many areas of sexual function (Tuğrul and Kabakçı 
1997, Doğan and Varol Saraçoğlu 2009, Konkan et al. 2012).  
Sexual problems in the male partners of women with vaginis-
mus have been suggested to disclose or increase vaginismus 
symptoms (Masters and Johnson 1970).  Although there are 
studies that uncovered sexual dysfunction in partners (Doğan 
and Doğan 2008, Özdemir et al. 2008, Zargooshi 2008, 
Eserdağ et al. 2012),  other reports have suggested that there 
is no sexual dysfunction (Özdel et al. 2013).  In all studies, 
the most common sexual dysfunction are erectile dysfunction 
and premature ejaculation.

In a review by Davis and Reissing (2007), while it was found 
out that the partners of women with vaginismus are defined 
as emotionally less mature, patient and understanding, and 
excessively anxious and mistrustful, it was mentioned in clini-
cal observations in addition to them that there is a consen-
sus that they accompanied their wives in avoidance of both 
vaginal intercourse and treatment, but the empirical studies 
neither confirmed nor invalidated them.  

Different consequences have been encountered about marital 
status of couples with vaginismus.  In a performed review, 
it was stated that clinical reports often associates with rela-
tionship adjustment in the development and/or maintenance 

of vaginismus, but no empirical support is mentioned in the 
literature (Davis and Reissing 2007).  Tuğrul and Kabakçı 
(1997) showed that most of the couples with vaginismus 
evaluated their marriage as satisfactory.  Doğan and Varol 
Saraçoğlu (2009) showed that there was no difference in 
terms of marital adjustment between vaginismus and the 
control group.  

McCabe et al. (2010) stated that depression has a marked role 
in sexual dysfunction. In addition, there has been both high-
level acute depression symptoms and prevalence of highly-
marked lifelong affective disorders in women and men with 
sexual dysfunction.  In a study performed on women with 
chronic pelvic pain, it was concluded that there was an as-
sociation with anxiety, depression, and sexual dysfunction 
(Kaya et al. 2006).  

Act of avoidance, feeling of threat, and fear of pain are behav-
ioral and cognitive aspects of anxiety, and anxiety is usually 
regarded as quite important for vaginismus etiologically (ter 
Kuile et al. 2007).  While Watts and Nettle (2010) concluded 
that tendency to anxiety is a predisposal factor for vaginis-
mus, Tuğrul and Kabakçı (1997) found that trait anxiety 
level together with other factors is a variable that can predict 
vaginismus.  

The treatment of vaginismus is basically psychological and, 
in systematical reviews, most of the treatments are seen to be 
systematic desensitization and Cognitive Behavioral Therapy 
(CBT) (LoFrisco 2011, Melnik et al. 2012).  Psychological 
treatments have been found to be more effective in treatment 
of vaginismus (van Lankveld et al. 2001, 2006); to have great 
impact on sexual pain (van Lankveld et al. 2006, ter Kuile et 
al. 2013); to provide more gain in reducing sexual anxiety; 
and to be effective on sexual functions. In the literature, CBT 
has been found to be effective in the treatment of vaginismus 
(Kabakçı and Batur 2003, Nasab and Farnoosh 2003, van 
Lankveld et al. 2006, ter Kuile et al. 2007, Yasan and Akdeniz 
2009, Özdel et al. 2012, Özdel et al. 2013). 

Psycho education, which helps a person (or partner) under-
stand and solve the problems; relaxation as a way of reintro-
ducing self-focus by teaching how an individual will define 
tension and teaching muscle-relaxation; pubococcygeal mus-
cle (Kegel) exercises aiming to teach the women the difference 
between the sensations of contracting and relaxing the mus-
cles around vagina; sensate focus exercises including the dis-
covery of body touch without the pressure of any penetration; 
exposure which wants women to place graded-size objects 
into vagina; cognitive re-structuring; and homework assign-
ments are the techniques used in CBT (Masters and Johnson 
1970, Jeng et al. 2006, ter Kuile et al. 2007).  Because of the 
multifactorial treatment of vaginismus, the relative effect of 
each component is still not clear.  Melnik et al. (2012), in 
their systematic review discusses the psychological treatments 
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of patients with vaginismus.  However, they were not able to 
find any difference among treatment types.  

Vaginismus is still a hot area of researchers because of the 
discussions on underlying maintaining factors (Reissing et 
al.  2003). There is need for efficiency studies to be carried 
out on this field because of those who still don’t or can’t get 
treated despite the treatment approaches.  Besides the effi-
ciency of treatment, it is important to determine what kind 
of additional changes take place in the other fields of sexual 
function and psychological symptoms that accompany vagi-
nismus after the therapy.  In studies conducted in our country 
regarding the efficiency of CBT in vaginismus patients, it has 
been observed that the circumstances of women have been 
generally evaluated and male partners have been assessed only 
in terms of sexual functions (Kabakçı and Batur 2003, Özdel 
et al. 2012, Özdel et al. 2013).  In this study, we aimed to 
assess the effects of CBT on sexual functions, marital adjust-
ment, and levels of depression and anxiety in both women 
with vaginismus and their husbands.  

METHOD

Participants

Twenty-six couples among 80 couples who applied for the gy-
necology outpatient clinics of Izmir Ege Maternity Hospital 
and Gynecological Diseases Training and Research Hospital 
in 2011-2014 were included in the study.  Among these were 
women who complained about not having coitus; who were 
diagnosed vaginismus according to DSM-IV-TR (American 
Psychiatric Association 2000) diagnostic criteria through the 
assessment of psychiatrist after gynecologic examination; and 
who were directed to the researcher.  DSM-IV-TR diagnostic 
criteria were used in this study because this study got started 
before DSM-5 was published.  There were no exclusion crite-
ria for this study.  Six couples of those who accepted to take 
part in the study did not complete the treatment.  The mean 
age of the women who did not complete the treatment was 
25.33±3.88 (age range, 18-29), and the mean age of men was 
29.0±2.60 (age range, 25-32), while the mean marriage dura-
tion was 21.16 months (SS=20.94), ranging 3 to 48 months 
(4 years).  The mean age of women who completed the treat-
ment 25.70±4.62 (age range, 19-36) and the mean age of 
men was 29.55±4.21 (age range, 23-40), while the mean mar-
riage duration was 14.65 months (SS=10.85), ranging 3 to 42 
months (3.5 years).  85% of the couples, having completed 
the treatment, stated that they married companionately, 85% 
stated that they did not have any line of descent with their 
husbands.  On the other hand, 40% of women (n=8), and 
35% of men (n=7) stated that they decided to marry in less 
than a year after they got introduced. Sociodemographic and 
various descriptive features of the participants having com-
pleted the treatment are given in Table 1. 

Data Collection Tools 

Personal Information Form: It is a form that includes the 
questions about the participants’ sociodemographic, marital 
situation, and other descriptive features such as gender, age, 
educational background, marriage duration, type of marriage.

Golombok-Rust Inventory of Sexual Satisfaction (GRISS): 
GRISS is an assessment instrument for evaluating the quality 
of sexual relation and sexual dysfunction.  The obtained total 
score provides a general idea about the quality of sexual func-
tions, subscale scores reveal more detailed information about 
several aspects of sexual functioning.  There are 7 subscales, 
5 of which are common (frequency, communication, satis-
faction, avoidance, and sensuality), which were prepared for 
women and men separately, each of which is composed of 28 
items.  The response of the items is made on five point Likert 
scale.   High scores point out the deterioration in the quality 

Table 1. Sociodemographic and several descriptive features of 
participants (n= 20)

Women Men

n % n %

Age (year) (M±SD) 25.70±4.62 29.55±4.21

Education

   Primary Education 11 55.0 8 40.0

   High School 5 25.0 7 35.0

   University 4 20.0 5 25.0

Income

   Low 2 10.0 2 10.0

   Middle 14 70.0 16 80.0

   Well 4 20.0 2 10.0

Settlement Place

   Village 3 15.0 3 15.0

   Town 1 5.0 1 5.0

   City 2 10.0 1 5.0

   Metropolis 14 70.0 15 75.0

Occupation

   Unemployed - - 1 5.0

   Public Official - - 1 5.0

   Worker 5 25.0 15 75.0

   Housewife 15 75.0 - -

   Self-Employment - - 3 15.0

Masturbating

   Yes 8 40.0 20 100.0

   No 12 60.0 - -

The Age of First 
Masturbation (M±SS)

18.50±6.02 14.35±1.95

Getting Psychological Help Before

   Yes 9 45.0 5 25.0

   No 11 55.0 15 75.0
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of sexual life and in sexual functioning.   The raw scores ob-
tained can be converted into standard scores ranging 1 to 9 
later on, and scores of 5 or over 5 are defined as the deteriora-
tion of sexual intercourse or functions.  Turkish adaptation 
of the inventory developed by Rust and Golombok (1986) 
was carried out by Tuğrul et al. (1993) and evidence has been 
obtained about its validity and reliability. 

Dyadic Adjustment Scale (DAS): DAS is a self-report scale, 
composed of four subscales (dyadic satisfaction, dyadic con-
sensus, dyadic cohesion, affectional expression), covering 
32 items of five or six point Likert type, and developed by 
Spainer (1976) to measure the quality of marriage.  From the 
scale, a total of five scores were obtained (four subscale scores 
and one total score that comes out by addition of these sub-
scores).  The scores from the scale ranged 0 to 151 and high 
scores are regarded as high marital adjustment.  The validity 
and reliability study was carried out by Fışıloğlu and Demir 
(2000) in the Turkish sample of the scale.  

Beck Depression Inventory (BDI): It is a scale of 21 items 
measuring vegetative, emotional, cognitive, and motivational 
symptoms observed in depression.  Each of the items deter-
mines a behavioral pattern specific to depression and covers 
self-assessment sentences with 4 options from less to more 
(0-3).   The scores from the scale ranged from 0 to 63 and 
high scores indicate that depression symptom level or sever-
ity is high.   The validity and reliability studies of the scale 
developed by Beck et al. (1979) were made by Hisli (1988) 
in our country. 

Beck Anxiety Inventory (BAI): It is a Likert type scale scored 
between 0 and 3, with 21 items used to determine the sever-
ity of anxiety symptoms from which individuals suffer.  The 
total score can be taken from the scale ranges from 0 to 63, 
the highness of total scores indicate the severity of the anxiety, 
which the individual suffers from.  The Turkish adaptation of 
the scale developed by Beck et al. (1988) was made by Ulusoy 
et al. (1998).  

Procedure 

Before starting the therapy, couples were informed about 
the study and treatment, and an informed volunteer consent 
form was taken from those that wanted to participate in the 
study (the interview continued with the couples who did not 
want to participate but wanted to get help).  During this in-
terview, although man wouldn’t do homework assignments 
or less assignments than their wives for a long time in terms 
of treatment motivation and result, the importance of par-
ticipating in the sessions together and that this problem is 
the one interesting them both were told to men so that both 
their wives should understand that the problem was not only 
their own problem, and they should be supported, and the 
problems to be encountered should be solved together.  It 

was mentioned that therapy would continue as a lesson for 
a while and this could be perceived to be so mechanical and 
they could not get pleasure from sexuality.  

Therapy was performed once a week in almost 50-minute ses-
sions.  According to the function of the program, each session 
was devoted to the review of previous session and discussion 
of homework assignments.  The sessions were completed by 
giving feedback, homework assignments, and taking back 
feedback from the couples.  All sessions were conducted by 
the first author, an experienced therapist having taken theo-
retical education and followed up patients under supervision.  
In the course of the research, the involved articles of Ethical 
Regulations of Turkish Psychological Association (TPA) were 
taken as a basis in terms of ethical principles to follow.  

At the first session in the therapy program, couples were first 
separately then together interviewed.  In addition, a detailed 
sexual and family history was taken.  A structured form was 
used for sexual history.  At the first session, sexual organs were 
told to couples with several visual tools as a psycho education, 
while wrong beliefs were tried to be corrected.   In this session, 
Kegel exercises were taught to women (to be used throughout 
all therapy), then sexual intercourse was forbidden to reduce 
their performance anxiety, and published sources for home 
reading and a CD of sexual training were given to them.  
Each couple was given previously arranged forms to record 
their homework assignments to do every week.  Couples filled 
in the scales given to them at this session.

At the following sessions, a psycho education was given fo-
cusing on their knowing cognitive, emotional, behavioral, 
and physiological elements of phobic avoidance and their 
understanding the relationship depending on cognitive 
theory rationale between cognition, emotion and behavior.  
Depending on this, couples were taught that some cogni-
tions caused this avoidance behavior (i.e. the thoughts that 
she will feel so much pain during the sexual intercourse, that 
her sexual organ is so narrow for her partner’s sexual organ 
to penetrate, that there will be so much bleeding, and that 
in some women there will be a defect in their sexual organs).  
Woman was assigned homework how to catch up her negative 
automatic thoughts and to write down her thoughts, emo-
tions, and behaviors during the intercourse by defining them.  
After this, progressive relaxation exercise and cognitive re-
structuring techniques were taught to women and men, and 
they were asked to use these throughout the therapy.

Sensate focus and graded exposure (vaginal self-dilatation) 
were applied with cognitive re-structuring.  The importance 
of talking to each other was told to couples during these ses-
sions (saying what they wanted or didn’t want during the 
intercourse).  After the level of anxiety reduced and woman 
felt ready, vaginal self-dilatation exercises (finger exercises) 
were tried and given as homework assignments.  The rational 
for finger exercises was told to couples at the beginning of 
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therapy, and they were informed that during these exercises 
that the hymen could be harmed.  During the finger exer-
cises, the woman was asked to get help from her husband, to 
use Kegel and relaxation exercises, and to notice and change 
her automatic thoughts.  During this exercise, woman was 
asked to hold a finger inside vagina until contraction and fear 
passed, and she was expected to increase the holding period 
each time.  In couples that successfully completed all these 
steps, the repetition of each step started with the finger of the 
husband after the finger of woman.  The next step was not 
passed unless the preceding step was finished.  It was ensured 
that couples should share their wishes from each other about 
sexuality and marriage, and share their complains about each 
other, and their problems about their marriage and adjust-
ment to homework assignments given were tried to be solved 
during the session.  The couples that completed the finger ex-
ercises were allowed to have sexual intercourse with the wom-
en in the top position in particular (but with the information 
that what is important is the position they feel comfortable).  
Before allowing them to have sexual intercourse, the couples 
were reminded about the different sexual positions and the 
techniques they used throughout the whole treatment.  Penis 
exercises also preceded gradually just like finger exercises (first 
penis touches around vagina, little penetration, and deeper 
penetration).  Without the in-and-out act of the penis, the 
trials were continued by increasing the period of the penis in-
side vagina.  Consummation happened in couples in different 
positions (woman on top or down).  Termination criteria in 
the treatment were that the participants could easily achieve 
sexual intercourse in the positions they wanted.  Therapy was 
completed after the couples had a consummation, and the 
number of sessions ranged from 6 to 19 (M=9.80, SS=3.98).  
Of all the couples having started therapy, 3 couples did not 
continue treatment without giving any reasons after the 1st 

session, 2 couples after the 2nd session, and 1 couple after the 
3rd session. The couples having completed the therapy were 
given appointment one week after vaginal penetration took 
place; both feedback and last measures were taken. 

Statistical Analysis

Statistical analyses were carried out by using SPSS 18 
(Statistical Package for the Social Sciences) packaged software 
for Windows.  Mann-Whitney U test was carried out to deter-
mine whether there is a difference in the some demographic 
features and pretest measures of couples having and not hav-
ing completed treatment.  The pretest and posttest measures 
of the couples having completed treatment were assessed with 
One-Way Repeated Measures of Analysis of Variance.  The 
Pearson correlation analysis was performed to assess the rela-
tionship between the number of therapy sessions and pretest 
and posttest measures of the couples having completed treat-
ment.  A p-value of less than 0.05 was considered significant.

RESULTS

There was no statistically significant difference with the 
Mann-Whitney U test in age, marriage duration, pretest 
measures of GRISS, DAS, BDI, and BAI of men and women 
having and not having completed treatment (p > 0.05).

It was observed that there were significant differences be-
tween pretest and posttest measures of GRISS, DAS, BDI, 
and BAI of women with vaginismus having completed treat-
ment (Table 2).  It was understood that all subscale and total 
scores of GRISS, depression, and anxiety scores declined in 
the posttest.  All subscales and total scores of DAS increased.  

Table 2. Comparison of pretest posttest scale scores of women (n= 20)

Scales Pretest Posttest

M SD M SD F p

GRISS

   Frequency 3.35 1.66 1.90 0.78   24.247 < 0.001

   Communication 2.90 2.71 1.75 1.29     8.300 0.010*

   Satisfaction 4.50 2.43 2.15 1.13   33.550 < 0.001

   Avoidance 4.25 3.49 1.25 1.51   17.629 < 0.001

   Sensuality 2.80 2.52 1.70 1.45     8.240 0.010*

   Vaginismus 14.40 2.08 3.50 1.39 403.826 < 0.001

   Anorgasmia 5.90 3.29 3.20 1.47   23.840 < 0.001

   Total Score 44.55 12.94 18.55 6.96 132.004 < 0.001

DAS 

   Dyadic Satisfaction 38.35   5.79 43.85 2.79   36.492 < 0.001

   Dyadic Consensus 53.15 6.40 56.45 4.50   21.988 < 0.001

   Dyadic Cohesion 16.40 4.36 17.85 2.51     9.405 0.006**

   Affectional Expression 7.85 1.92 10.75 1.01   55.291 < 0.001

   Total Score 115.75 14.17 128.90 8.29   66.606 < 0.001

BDI 21.10 7.54 9.20 3.33   95.445 < 0.001

BAI 26.70 12.58 11.05 5.19   77.266 < 0.001
*p<0.05, **p<0.01
GRISS: Golombok-Rust Inventory of Sexual Satisfaction, DAS: Dyadic Adjustment Scale, BDI: Beck Depression Inventory, BAI: Beck Anxiety Inventory
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p<0.01) and BAI (r=0.59, p<0.01) scores.  It is observed that, 
as the frequency and sensuality scores of sexual functions 
and scores of depression and anxiety increased, the number 
of therapy sessions increased.  Significant correlation was not 
found in men between the number of therapy sessions and 
pretest-posttest measures (p>0.05).  

DISCUSSION

In women with vaginismus applied CBT, significant differ-
ences and decreases in favor of recovery in all subscales of sex-
ual functions such as frequency, communication, satisfaction, 
avoidance, sensuality, vaginismus and anorgasmia and total 
scores of sexual functions after treatment were found.  There 
were marked decreases after treatment in total scores and 
avoidance and vaginismus subscales that got 5 or more than 5 
scores before treatment in standardized scores.  It can be said 
that recovery in all fields of sexual functions was achieved by 

Table 3. Comparison of pretest posttest scale scores of men (n= 20)
Scales Pretest Posttest

M SD M SD F p

GRISS
   Frequency 2.85 2.10 2.60 1.84 4.130 0.056
   Communication 1.95 1.93 1.90 1.68 0.322 0.577
   Satisfaction 5.55 3.54 3.00 1.77 28.418 < 0.001
   Avoidance 0.70 1.03 0.10 0.44 9.243 0.007**
   Sensuality 0.75 1.16 0.45 0.75 4.171 0.055
   Premature Ejeculation 4.55 3.77 4.35 3.66 2.923 0.104
   Impotence 2.05 1.93 1.70 1.52 4.412 0.049*
   Total Score 20.90 7.63 15.90 6.46 65.972 < 0.001
DAS 
   Dyadic Satisfaction 40.30 4.76 42.25 3.55 23.707 < 0.001
   Dyadic Consensus 51.85 7.64 53.50 6.16 12.532 0.002**
   Dyadic Cohesion 17.15 3.84 18.25 3.09 13.604 0.002**
   Affectional Expression 9.45 1.90 10.15 1.53 18.255 < 0.001
   Total Score 118.75 14.33 124.15 11.32 38.105 < 0.001
BDI 9.15 6.65 4.45 2.78 26.716 < 0.001
BAI 7.60 5.48 3.65 2.73 35.513 < 0.001
*p<0.05, **p<0.01

GRISS: Golombok-Rust Inventory of Sexual Satisfaction, DAS: Dyadic Adjustment Scale, BDI: Beck Depression Inventory, BAI: Beck Anxiety Inventory

Figure 2. Men’s standardized scores from pretest posttest Golombok-Rust 
Inventory of Sexual Satisfaction

Figure 1. Women’s standardized scores from pretest posttest Golombok-Rust 
Inventory of Sexual Satisfaction

It was observed that the men’s average subscale scores of sat-
isfaction, avoidance, impotence, and average total scores of 
GRISS decreased in the posttest measures.  There was no 
significant difference in pretest and posttest measures of fre-
quency, communication, sensuality, and premature ejacula-
tion (Table 3).  It was understood that there was an increase 
in all subscales and total score of DAS and depression and 
anxiety scores declined in the posttest. 

GRISS standardized scores of men and women are given in 
Figure 1 and Figure 2.

In pretest measures, significant correlation was seen between 
the number of therapy sessions of women having completed 
treatment (ranges 6 to 19 sessions) and GRISS’s subscale scores 
of frequency (r=0.49, p<0.05), sensuality (r=0.58, p<0.01), 
and BDI (r=0.44, p<0.05) and BAI (r=0.56, p<0.05) scores.  
In posttest measures, the significant correlation was observed 
between the number of therapy sessions and BDI (r=0.57, 
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benefitting from therapy, the act of avoidance that is the most 
common act in women disappeared together with starting to 
have sexual intercourse, and sexual intercourse was more sat-
isfactory.  These findings are compatible with those findings 
of studies made in our country (Kabakçı and Batur 2003, 
Özdel et al. 2012, Özdel et al. 2013). 

In literature, marital adjustment of couples with vaginismus 
has been shown to be good (Ward and Ogden 1994, Tuğrul 
and Kabakçı 1997, Reissing et al. 2003).  In this study, the 
marital adjustment scores before treatment in women with 
vaginismus were high.  Again, as the result of treatment, a 
significant increase was observed in their marital adjustment.  
This situation makes us think that handling marital problems 
during the treatment increases the quality of relationship and 
the marriages of couples, whose sexual intercourses have got-
ten better, become more compatible.  The start of sexual in-
tercourse means, for these couples, that marriage has started/
consummated.  This finding is similar to the one obtained in 
the study of Kabakçı and Batur (2003).

After treatment, a significant decrease was observed in 
anxiety and depression levels of women with vaginismus.  
Encountering inappropriate treatments (such as removing hy-
men, coitus with spinal anesthesia, etc.) both negatively affect 
treatment (van Lankveld et al. 2006) and can increase psychi-
atric symptoms such as depression.  The marriage period of 
an average of 14.65 months in couples from this study makes 
us think that some period passed over the problem.  All these 
can be explained by the high level of anxiety and depression 
of women.  Watts and Nettle (2010) stated that state anxiety 
in the vaginismus is high especially when women do not get 
enough support or they get pressure from their husbands to 
get treatment.  Together with the realization of intercourse, 
the pressure on women disappears and changes happen in 
the feelings of inadequacy and despair.  The usage of graded 
exposure technique has been shown to be an effective ap-
proach in reducing anxiety in particular (ter Kuile et al. 2007, 
2009, 2013, Molaeinezhad et al. 2014).  Women’s knowing 
the physical sensation of penetration (conditioned stimulus) 
in reducing anxiety (adaptation) helps them to abolish vagi-
nal spasm (conditioned response) causing pain (Masters and 
Johnson 1970).  When the women are comfortable to do so, 
sexual intercourse can be performed.  In this study, the use of 
relaxation exercises together with graded exposure and cogni-
tive re-structuring may be effective on the levels of anxiety 
and depression.  These findings are compatible with the find-
ings of studies by Özdel et al (2012) and Kabakçı and Batur 
(2003).   Because anxiety is the predictor of both vaginismus 
(Tuğrul and Kabakçı 1997) and failure to complete the treat-
ment (Özdel et al. 2012), it can be concluded that it is helpful 
to determine the levels of anxiety and depression before treat-
ment in women with vaginismus and to work with especially 
the techniques of eliminating anxiety during the treatment.  

In men, the significant improvements took place after treat-
ment in total scores and scores of subscales as satisfaction, 
avoidance, and impotence.  Men did not show avoidance after 
treatment and got more satisfaction from sexual intercourses.  
However, no change took place in scores of subscales as fre-
quency, communication, sensuality, and premature ejaculation.  

Sexual dysfunctions of the male partners of women with vagi-
nismus have been stated to come up as a reaction or as the 
result of the problem of the women (Doğan and Doğan 2008, 
Eserdağ et al. 2012).  Significant differences observed between 
pretest and posttest measures in the impotence subscale made 
us think that this situation developed secondary to vaginis-
mus.  No change was observed in premature ejaculation sub-
scale scores according to the before and after treatment, which 
is compatible with literature (Kabakçı and Batur 2003, Özdel 
et al. 2013).  Zargooshi (2008), in a study carried out by 
using another treatment approach with couples with vaginis-
mus (Intracavernosal injection[ICI]),  mentioned that some 
sexual dysfunctions such as premature ejaculation and erectile 
dysfunction continued after the treatment in some of the men 
of couples who consummated.  Özdel et al. (2013) stated that 
having sexual intercourse does not mean that sexual problems 
have disappeared.  Klein et al. (2015) stated that the recovery 
of women’s symptoms may increase the men’s sexual prob-
lems and have the risk to deteriorate men’s sexual dysfunc-
tion.  Premature ejaculation in men included in this study can 
be present independent of vaginismus, and these men should 
have other additional treatments.  

During the therapy sessions, couples did not report impo-
tence and premature ejaculation as troublesome conditions 
that may prevent them from having sexual intercourses.  
Another explanation for this situation is that the reason why 
the scores of premature ejaculation were high in GRISS is that 
these subscale items are related to consummation (Kabakçı 
and Batur 2003).

Although CBT was administered to women with vaginismus 
together with their husbands, we can say that men got the 
benefit from the treatment only in subscales of satisfaction, 
avoidance, and impotence besides general qualities of sexual 
functions.  These findings are also supported in the literature.  
In the study of Kabakçı and Batur (2003), significant changes 
took place in avoidance and impotence subscales in men.  In 
another study, it was found that there were significant de-
creases in total score and satisfaction subscale score of men 
(Özdel et al. 2012).  

In the husbands of women with vaginismus, it was observed 
that, before treatment, average scores of marital adjustment 
were high and depression and anxiety score averages were 
low.  That the pleasure of men from their marital adjustment 
increased after treatment and that significant decreases were 
seen in their score averages of depression and anxiety after 
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treatment although they did not have depression and anxiety 
at clinical level make us think that they benefitted from CBT.  

The study has some limitations.  First of all, the study was 
carried out in a hospital where lower socio-economic class pa-
tients apply, and the sampling was small.  This brings restric-
tions to the generalizability of the findings.  Another limita-
tion was that follow-up assessment was not made.  Because 
vaginismus is a traumatic experience, and because of the vari-
ous difficulties caused by sharing the most confidential area 
with another person, these couples’ not wishing to turn back 
to the person or environment they got treatment from makes 
it difficult to obtain long-lasting follow-up.  Yet, it is thought 
that it will be appropriate to obtain 6 month and 1 year fol-
low- up in further studies.  Other limitations are that there 
was not a control group and there were only those having 
completed the treatment.  

In conclusion, it was observed that CBT is an appropriate 
approach of treatment for women with vaginismus and their 
husbands.  In addition, it provides recovery in sexual func-
tions, increases marital adjustment, and decreases depression 
and anxiety levels.     
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