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Data collected in the literature refers to natal anatomy
This is NOT a reference to gender - the authors respect and treat individuals
of all gender identities



Objectives

1. Introduce the anatomy and physiolo ¥ of the pelvic floor muscles, genitourinary and gastrointestinal
system, and sexual organs in males and females

2. Discuss normative bladder, bowel, and sexual function - a systems approach

4. Review the role of the musculoskeletal system in the following pelvic floor syndromes: urinary and
fecal incontinence, constipation, pelvic pain, sexual pain, and sexual dysfunction

5. Provide a clear understanding of the role of the pelvic floor physical therapist in the evaluation and
treatment of various pelvic floor conditions

6. Discuss the examination and various pelvic physical therapy treatment options including: bladder
and bowel retraining, manual techniques, biofeedback/neuromuscular re-education, therapeutic
exercise, and postural re-education

7. Review the current evidence for pelvic physical therapy intervention in pelvic floor related pain
syndromes

8. Understand the importance of a multi-modal approach to the treatment of pelvic pain



Physical Therapists !

Physical Therapy (PT)

- Experts in the musculoskeletal
system, doctoring profession

- Most recognized in orthopedics

- Play a large role in the evaluation
and treatment of pelvic floor
conditions including: pelvic pain,
incontinence, and constipation

- Pelvic floor muscles (PFM) are
important in continence,
elimination, sexual function, and
postural control

Image:https://encrypted-
tbn0.gstatic.com/images?g=tbn:ANd9GcQaw1R9685z3h65P84UskLizuspzM8HR3
K8Kgé&s
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The Pelvic Floor 1

« All visceral, neurovascular, and
myofascial structures contained in
the bony pelvis

Copyght © The NoCraw Ml Companas Inc Pormaacn maured for mproducton o Sapiay

- Two layers of muscles, perineum,
genitals, fascial layers, and
connective tissue

« Three Main Functions:
1. Supportive

e Of internal organs
e Of lumbar spine
2. Sphincteric

* Closure of urethra, anus, and /¥ nfedorview (o) Fomale,inferor view
vagina

Image: https://cdn.shopify.com/s/files/1/0265/5685/8403/files/Picture5_1024x1024.jpg?v=1619649597
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Male / Female Pelvic Floor Muscles

Nette




Posterior Abdominal Wall

Respiratory Diaphragm
Quadratus lumborum
Psoas (major & minor)
Transversus abdominis
liacus

Piriformis

Pelvic floor diaphragm

Anterior
inferior
iliac spine

Netter

Pubic symphysis

Perineal




Pelvic Floor Physiology- Slow and Fast Twitch
Type Il Slow-twitch fibers rely on aerobic M USELE FI EEH T?FES

respiration for contractions, while fast-
twitch fibers rely on anaerobic respiration to ’
fuel muscle contractions. Quick sphincter

closure- 70%

Type | fibers are perfect for long-term
endurance exercises. Chronic tone
maintained throughout the day -30%

We lose fast twitch fibers with age SLOW FAST
TWITCH TWITCH




Muscle Spindle Mechanism

Muscle |
Spindle™ |

Peripheral
nerve (motor
and sensory

nerve fibers) spindle

Skeletal
muscle

http://www.bandhayoga.com/images/Science_keys/scikeyo3/hams_spin https://classconnection.s3.amazonaws.com/638/flashcards/461638/png/p
ae_utt,j icture71351743069235 -thumb400.png




PFM Trunk Stabilizer Role !

- Cylinder Concept” of trunk
stability

- Bottom of cylinder = pelvic floor
muscles (PFM)

- Mobility versus Stability Concept Multifidus -

Diaphragm

- Organs and outlets of the pelvic floor irvidie 1o
need to have mobility
- Too much mobility = weakness
« Presents as incontinence or prolapse e

- Too much stability = overactivity pelvic floor
« Presents as pain or constipation

Information is the property of M. Markowski and is not to be reproduced without permission.



PELVIC FLOOR MUSCLE CONTRACTION

breathing
easily

holding
breath

Correct action Incorrect action
The pelvic floor lifts, the deep Pulling the belly button in towards
abdominals draw in and the backbone and holding your breath
there is no change in breathing can cause bearing-down on pelvic floor

© Continence Foundation of Australia



PFM Function Bladder/Bowel/Sexual Roles

Copygh © The UoGrew i Corpganms. 00 Permmacn 2qured for Sproducion o Sapiry
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Review: Pelvic Floor Muscles Function 1

Trunk Support

- Allows fixation of trunk with strong
movement of upper extremities

Pelvic Organ Support

- Allows increased PFM closure during
increases in intra-abdominal pressure
(1AP)

Obturator internus | 2
ligament

muscle
h ° . Tendinous arch Coccygeus
S p I n Cte rl C Obturator canal muscle

. " lliococcygeus Sacrospinous
« Closes urethra, anus, and vagina Tacle igament
Levator Pubococcygeus Atiabapsitie
| o
Sexual B S
. - Urogenital hiatus/
- Provides tone and support to the g image:
genitals Norok P aemantcachaiatorg o

Information is the property of M. Markowski and is not to be reproduced without permission.



The Role of the PFM
Regarding Continence 1

- PFM assist in urinary and fecal continence by increasing pressure through
sphincteric control of the urethra and anorectal angle of the rectum

RELEASE/ Storage
OPEN (Urine or
Feces)

Eliminate
(Urination or
Defecation)

Information is the property of M. Markowski, PT and is not to be reproduced without permission.






Sympathetic

L1-L3

Information is the property of M. Markowski and is not to be reproduced without permission.



Pelvic Organ Support 3

Boat in Dry Dock

Boat = pelvic organs
Water = PFM
Rope (moorings) = ligaments and fascia

(@) pelvic organs (b)

ligaments “boat in dry dock”

~ ¥

If PFM function normally, there is proper
support and the ligaments and fascia are
under normal tension

muscles

If the PFM cannot actively support the
organs, over time the connective tissue will
become stretched and damaged

Image: https://media.springernature.com/lw685/springer-
static/image/art%3A10.1007%2Fs10439-021-02755-
6/MediaObjects/10439_2021 2755 _Figl HTML.png
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PFM in Sexual Function °

Muscle strength to maintain blood flow in erectile structures - clitoris or
penis

Muscle length to release/open the anus or vagina for penetration without
pain

Muscle coordination to return muscles to resting baseline after orgasm

Photo available at: http://www.bartleby.com/107/120.html



Pelvic Floor Muscle Dysfunction &
Pelvic Pain Pathophysiology



wo Main Categories of PFM Dysfunction !

e Decreased Tone/Underactive
PFM

* Incontinence . Dyssynergic defecation/Constipation

« Urinary Incontinence . Pain diagnoses:
«  Stress Ul .
. Urge Ul - Vulvodynia
. Mixed Ul - Vulvar vestibulitis/ Vestibulodynia
«  Functional Ul - Vaginismus

- Anal/Fecal Incontinence .- Dyspareunia
* Passive «  Prostatitis/Chronic Pelvic Pain
« Urge

Syndrome

* Pelvic organ prolapse (POP) Coceygodynia

Information is the property of M. Markowski and is not to be reproduced without permission.



Increased Tone/Overactive Pelvic Floor Muscles !

PAIN Diagnoses
1. Vulvodynia ﬂ
. Vulvar vestibulitis/ Vestibulodynia

Vaginismus

Dyspareunia

Prostatitis/Chronic Pelvic Pain Syndrome
Coccygodynia

Dyssynergic Defecation™

Constipation™

Overactive Bladder*

© o N O U~ W N
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Increased Tone/Over- luscles !

e PFM Ovel
PROTECTI
to pain

e

ALY

—_

-

o Continued
generates F

Information is the property of Markowski and is not to be reproduced without permission.



Chronic Pain 23 °4

- Central nervous system changes with
chronic pain:
- Central changes in the reception,
processing and output
- Dorsal horn changes at the spinal levels
- Peripheral changes

- Abnormal impulse generating sites (AIGS)
in the peripheral nerves

- Immune response changes

- Modulating factors resulting in increased
nocioceptive activity include:

Increased inflammatory response

« Increased tissue temperature
« Decreased blood flow

Epidermis

Dermis

Normal Chronic pain

/{6\ 'i'BIood vessels
As fiber —”

Nociceptive Schwann cell

A fiber

C fiber —»
Schwann cell

Schwann cell degeneration

Mast cell Neutrophil
Mast cell degranulation Keratinocyte
Macrophage a Sympathetic nerve Spinal cord

Active macrophage Sprouting sympathetic nerve

photo: https://europepmec.org/articles/PMC9381002/bin/j_mr-2022-0013 fig_001.jpg
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Chronic Pain °6°7/

- Cortical changes occur in the
primary sensory and motor
cortices as pain persists =
Smudging

- Motor control and sensation of

that body part is distorted

*
- These changes become part of the g ";j",_ '23;“ - \
problem _EXPLAIN PAIN

t S e n S itized N e rvo u S Photo available at: http://www.specialistpainphysio.com/complex-regional-pain-

syndrome-it-feels-weird/
System”
Lorimer. Mosley’s Ted Talk:

Centrall%q _ s:'?/amw.voutube.com/watch?v:qwd-deIHis

Information is the property of M. Markowski and is not to be reproduced without permission.



https://www.youtube.com/watch?v=gwd-wLdIHjs

Homunculus

neck hip knee trunk elbow

shoulder
elbow

forearm wrist

@
N
A
" fingers

\ thumb

brow
eye
eye
nose y
face face
lips
teeth lips
jaw
gums

tongue

tongue

somatosensory cortex somatomotor cortex

© Encyclopaedia Britannica, Inc.



Chronic Pain >°

- All pain is real to those who
feel it

- Pain is a subjective and
personal experience

- Contributing factors of pain:

- Physical dysfunction Ir You CouLp/SEE My
- Beliefs InvisiBLE ILLNESS,

- Distress WouLrp You FINALLY
. lliness behavior Berieve I’m v PArn?
. Social interactions L —

Photo:https://orkneyfibromyalgiasufferer.com/wp-
content/uploads/2017/08/da93389b28dc4d835b2a537e0db95772-chronic-pain-quotes-

o ) ) fibromyalgia-quotes.jpg o
Information is the property of M. Markowski and is not fo be réproduced without permission.
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Consider term “Persistent” Paln
instead of Painloil

e Chronic can imply permanence, no chance for improvement
e As providers, we want to provide HOPE



Persistent/Chronic Pain vs Persistent/Chronic Pelvic Paini?

imilaries Oifferences

Involves CNS . Central location of pelvic pain
Creates a stress response - Where bodies hold stress (Gl system)
Can lead to changes within Hidden part of the body

: . “Private area”
the brain Shame / Don’t discuss
Pelvis can never fully rest
Impacts basic ADL’s - toileting, intimacy
Many providers tend to ignore/dismiss

Heal similarly

Information is the property of M. Markowski and is not to be reproduced without permission.



Review of Common Pelvic Pain
Conditions



Chronic Pelvic Pain Syndrome/Prostatitis

- Non-malighant pain perceived in
structures related to the pelvis,
lasting continuously or recurrent for
at least 6 months 18

- Difficult to manage as it is often
impossible to identify
pathophysiology 2

Photo: https://getmegiddy.com/sites/default/files/2022-12/male-chronic-

pelvic-pain-syndrome-social.jpg
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Chronic Pelvic Pain Syndrome
(CPPS)/Prostatitis =°

Category |
Acute bacterial prostatitis

Category i
Chronic bacterial prostatitis

Category lli

Chronic prostatitis/chronic pelvic pain syndrome
(CPPS; further classified as inflammatory [IlIA]
or noninflammatory [lIB])

Category IV

Asymptomatic inflammatory prostatitis

photo:https://img.medscapestatic.co
m/pi/features/slideshow-
slide/prostatitis/fig1.jpg
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Category 3: Non-Bacterial

Prostatltls 29,60
g "'ﬁ%’-‘:ﬁ* e

* PT related issue

. Impact on
* Symptoms: Quality of Life
* Pelvic pain
* Urinary urgency/frequency
* Pain or burning with urination | Voiding

) ] ) Problems
. Post-ejaculatlon pain

* Pain patterns can vary:
e Suprapubic

Pain & Discomfort \

* Perineal Protlem

* Scrotum

* Urethra ‘ |

* Penis \ | J
 Low back SO b ot httpd/ o ABBrostatitis.com/nihdef. N

Information is the property of M. Markowski and is not to be reproduced without permission.



@ Vulvodynia and Dyspareunia Adapted from S. Prendergast!’
@ Interstitial Cystitis(IC) / Painful

Bladder Syndrome (PBS) 1- VuIvodynia and
@ Pudendal Neuralgia (PN) Dyspareunia
@ Vulvodynia, Dyspareunia,
IC/PBS, PN
combined Pain with
_ _ _ e Vulvar burning, stabbing and bladder
e Burning shooting stabbing shooting pain EILLING

pain in the PN distribution

o . o Urinary urgency, frequency, e Isolated bladder
* anaEIy unllate.ral hesitancy, dysuria pain
. Provko e(rnll_by sitting, « Clitoral pain, burning, swelling,
trunk or hip flexion, hypersensitivity, abdominal and 2- IC/PBS

resisted external rotation
walking uphill,
Intercourse, clitoral
stimulation, toileting,
orgasm

3- Pudendal Neuralgia

pelvic girdle pain, back pain,
orgasm changes, foot and lower
extremity pain

4-Overlap

*Note: PN and IC/PBS
can be seen in anyone



Example: Pathophysiology of LPV 4043

Upregulation of 3 systems

Neuromuscular system

- QOveractivity of PFM antecedent or secondary
to vestibulodynia

Immunologic system

« Introital mast cells, inflammatory molecules,
nerve growth factors

- May be upregulated by: infections,
mechanical trauma, chemical or
physical abuse

Pain system

- Upregulated by proliferation of local nerve
fibers and endings which contribute to the
following

- Hyperalgesia (an increase in the
magnitude of pain)

- Allodynia (pain from a non-painful
stimulus, like light touch)

(a) Normal conditions

(b) Abnormal conditions

Pain Touch
Ador C Normal AP
fibre microglia fibre

<

dorsal hom

Inhibition

Normal excitation
Pain sensation

K\Q L pany»
Inhibitory
’mtemcuron
..

. GABAS S o
GLURSY GABAR/
cr

Mechano-
sensitive
secondary
projection

GlyR
4 neuron

Touch sensation

Pain A Touch
Activated
AdorC microglia Ap
fibre (P2X4R+) fibre
%,}3? a”?)
BDNF Inhibitory
TrKB(ﬂ’)KCC2 . Arét'c\ameuron
} 5 GABAR/
GLuR G’YH
[Cl']A
\Exclut*lon
Aberrant excitation

Mechanical allodynia

Current Opinion in Pharmacology

Photo: https://id.elsevier.com/as/authorization.oauth2?platSite
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https://id.elsevier.com/as/authorization.oauth2?platSite=SD%2Fscience&scope=openid%20email%20profile%20els_auth_info%20els_idp_info%20els_idp_analytics_attrs%20els_sa_discover%20urn%3Acom%3Aelsevier%3Aidp%3Apolicy%3Aproduct%3Ainst_assoc&response_type=code&redirect_uri=https%3A%2F%2Fwww.sciencedirect.com%2Fuser%2Fidentity%2Flanding&authType=SINGLE_SIGN_IN&prompt=login&client_id=SDFE-v4&state=retryCounter%3D0%26csrfToken%3Da41cb555-cb2f-4cf5-9a97-99f91a9a9c08%26idpPolicy%3Durn%253Acom%253Aelsevier%253Aidp%253Apolicy%253Aproduct%253Ainst_assoc%26returnUrl%3D%252Fscience%252Farticle%252Fpii%252FS1471489219300013%26prompt%3Dlogin%26cid%3Darp-97f84d09-38c5-493a-bf67-cd3fd937144a

Increased PFM Tone Causes !

Joint malalignment of SI, lumbar spine, coccyx, pubic symphysis
Habitual postural dysfunctions
Childbirth trauma/episiotomy/tears
Surgical trauma, adhesions

Pelvic inflammation/infection/disease
Hemorrhoids/fissures/fistulas

Bowel and bladder disorders

Sexual abuse

Photo:https://centralcoastphysiolates.com.au/wp-

content/uploads/2023/05/Screen-Shot-2023-05-20-at-2.21.53-pm-
1024x318.png
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Trauma Informed Care Approach >

 Be aware of the possibility of past sexual abuse, even if the patient reports
a negative history

* Pelvic examination may cause extreme anxiety; re-trigger trauma

e Give patients VOICE and CHOICE

e CONSENT at every stage

 Good communication and patient education will often help to allay
anxiety

 Maintain eye contact and engage them in conversation during
examination
* Look for signs of disassociation

* Imperative that the therapist learn to read the patient’s body lanquage and
responses!!!

Information is the property of M. Markowski and is not to be reproduced without permission.



PT Evaluation



Physical Therapy Examination and Evaluation

Review of record and medical screening
Patients subjective story

Review of four systems
o  Musculoskeletal
o Bladder
o Bowel
o  Reproductive/Sexual

Exam

Neuro and sensory exam
Musculoskeletal exam

Posture examination

External pelvic floor examination
Internal pelvic floor examination
Muscle strength

© O O O O O

https://www.alpinephysicaltherapy.com/wp-content/uploads/2020/10/Annual-PT-
Exam_Featured-Image-1-1080x675.jpg



External Pelvic Floor Examination- Male & Female

https://encrypted- https://static.showit.co/400/0AhxXv82SNuG5Qra_h3teQ/shared/breakfre
tbn0.gstatic.com/images?q=tbn:ANd9GcQG5U6L cwjybHMzqpKp2XPVAECRXxg ept-branding-116.jpg
W7fe8v7g&s



Internal Pelvic Floor Examination- Male and

Deep muscles of the pelvic floor
L :

Puborectals
Externa anal sphinter m.

Anoractal angle
https://encrypted-
tbn0.gstatic.com/images?q=tbn:ANd9GcTmFojcigkSVGbxaAZvMbOT _ . .
0GFJ9_nQllVicg&s https://femalephysioco.com/wp-content/uploads/Internal-Pelvic-

Floor-Assessment-Explained.jpg



Pain Mapping/Internal Exam

PELVIC MUSCLE PAIN MAP
|Superior View)

et

. l LEFT)

Jantos, M., 2020. Pain mapping: A mechanisms-oriented protocol for the assessment of chronic
pelvic pain and urogenital pain syndromes. Pelviperineology, 39(1), p.3.



Physical Therapy Treatment of PFM
Dysfunction




Underlying Goals of Physical Therapy

oldentify any behavioral, physical or
biomechanical dysfunction
contributing to the condition

« Correct the underlying habits

e Re-establish coordination

Photo available at: Photo available at:
http://www.4us2be.com/health-fitness/detox-your-body/
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Patient

<
« Understanding PFM function _ | F
o Bladder/Bowel A TN p— |
o Sexual Function ; S
o Supportive function AN

« Understanding the specific presenting pathology

« Understanding what voluntary controls can be modified
o Role of PT

« Proper body mechanics and habits
o Toileting techniques and behaviors

o Pelvic pain
« Pain Education!

Information is the property of M. Markowski and is not to be reproduced without permission.



Patient Education 1

eNormal values for urination/defecation

eProper positioning during voiding =il O

— ¥ % ’ e ; l‘\’
R AN AL ¥
— o o)

? e o
O
| = p

eMechanics of urination/defecation ol

eRisk factors for incontinence

4 19

eBehavioral Retraining 2 b D’ .
oUse of Bladder and Bowel Diary Jj\g‘ ‘ ’
oPostural education L

eRisk factors for pain

oAvoidance of pain provoking activities

Information is the property of Markowski and is not to be reproduced without permission.



Physical Therapy Treatment !
Manual Therapy

®* Myofascial Release, Soft Tissue Mobilization
o Surgical scars & adhesions

* Trigger Point Release, Massage, Positional Release, Contract/Relax, Reflex
Inhibition
OTension myalgias, overactivity, referred pain

® Direct Joint Mobilization & Muscle Energy Techniques
o Pelvic obliquity, sacral torsions, coccygodynia, etc.

® Visceral Mobilization
®* Nerve Flossing

O Nerve flossing involves performing a controlled glide that moves a
nerve back and forth relieving tension

Information is the property of Markowski and is not to be reproduced without permission.



Physical Therapy Treatment *

Stretching
Hip adductors,

namstrings, obturator,
niriformis, abdominals,
iliopsoas

o Connections to PFM
facilitate stretch indirectly to
the PFM for overactivity

Photo:https://thefemaleathletedpt.com/why-you-should-be-training-your-glutes-for-your-pelvic-floor/
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Physical Therapy Treatment !

Modalities

e Thermal & non-thermal ultrasound
« Wound Healing
= Scar prevention/management
= Edema prevention/management
« Warming tissues as needed prior to other treatments

e Electrical Stimulation
« **Urinary Urgency for Reflex inhibition
= FES
« TENS for pain

e Superficial heat/ice

Information is the property of Markowski and is not to be reproduced without permission.



Physical Therapy Treatment b 143, 146

Modalities: Biofeedback
. Biofeedback:

- A conditioning treatment where
typically unknown information
about a physiological process is
converted into simple visual or
auditory cues °1

- Based on operant conditioning
techniques

Information is the property of M. Markowski and is not to be reproduced without permission.



Physical Therapy Treatment 1 143, 146

eBiofeedback/Neuromuscular Re-educatic -
- Diagnostic as well as treatment tool
. Up-training/strength training
- Down-training/coordination or relaxation
- Provide insight and motivation

e Goal: Attempting to get the voluntary control of
responses at a conscious level, so they can be
altered to be more effective

Information i< the nronertv of Markoweki and ic not to be renrodiiced withotit nermiccion



Biofeedback/Neuromuscular Re-education ©7,29 144

146, 151
ePurpose: Retraining the PFM to correct dyssynergia, improve coordination and
strength/support
e Jypes:
oManual cues W
oMirror %

oSurface electromyography (sEMG)
oPressure EMG

oBalloon catheter

oRehabilitative Ultrasonic Imaging

*No single technique appears more effective than others, based on therapist’s
training and experience

Information is the property of M. Markowski and is not to be reproduced without permission.



PT and Pain Science Education 1©

Pain is a protector in the . Moving away from “Fixer” (PT) and
setting of real or perceived “Fixee” (patient)
threat - PT are guides to empower patients
Pain does NOT equal the . Active treatment plans versus passive
health of our tissues treatments of tissues

Collaborative relationship
Giving patient’s voice and choice in their
care

Consider language:
“Persistent pain” vs “chronic”
Tissues are “healed” but tight (versus trigger
points)

Photo:https://encrypted-
tbn0.gstatic.com/images?q=tbn:ANd9GcR1jLWdhKfG6htcixk64uluREZ2iSfQywt0
XQ&s
Information is the property of M. Markowski and is not to be reproduced without permission.



4 Themes for Pain Science Education 19
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PT and Pain Science Education 1©

Education and Action!

e Essential to combine
Pain Science Education
with practical strategy

advice
o Empowering
o Respectful

Image: https://encrypted-tbn0.gstatic.com/images?q=tbn:ANd9GcQgL-my8Deu5xaW08DIA9wW246v_UWaz-Y5Nrwé&s
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Physical Therapy Treatment:
Central Nervous System Regulation 1°

« Breath Work

o Triangle breath: inhale, exhale, hold
o Heart centered breath: equal time inhale and exhale
o Diaphragmatic breathing
m Can be more challenging to correctly perform if PFM tension leading to
diaphragm tightness
« Vagus Nerve quieting strategies
o Humming
o Chanting

« Visualization of the goal- sports psychology

o Mindfulness

« Behavioral health referral to address trauma and other specific
emotional coping strategies

the property of rkowski and is not to be reproduced without permission.




Adapted from: Why Pelvic Pain Hurts: 2014 Louw, Hilton, Vandyken

e The first row in this picture is an MRI of someone who has had chronic pain for 3 years.
e The second row is the same person, and they have just completed a movement that gives them pain.
o The third row is the same person, doing the same activity, after learning about pain science for 30 minutes.



Multidisciplinary & Multimodal Approach is KEY!

Physiatry/ Gynecology - Urology

Pain Management

Pharmacy

Physical Therapy "



Pelvic Pain Case Studies



Case Study 1: History

e 44 y/o G2P2 female who presents with % secondary dyspareunia (tampon
use and intercourse) over the last five years along with copious vaginal
discharge d/t diagnosis of desquamative inflammatory vaginitis (DIV)

o She denies any bladder or bowel symptoms or low back pain, regular
menses, history of two cesarean sections of 7# babies; no other pertinent
medical history

e Previous treatment includes trials of various medications including:

o Bactrim, clotrimazole, and 50 mg hydrocortisone suppositories, under the care of
her specialized vulvar pain gynecologist and dermatologist
o None of these medications improved her symptoms



Case Study 1: Functional Presentation

Pain intensity is 8/10 with initial penetration with lingering 4/10 pain at introitus
for hours after penetration

o  Abstaining from penetration due to the pain
F{geviously ab%e to have pleasurable, pain free penetration with same partner (her husbandi@f

ears

oy Part)ner aware of symptoms and supportive
Wears daily tampons to manage discharge to avoid clothing changes despite pain to insert
She has since been prescribed a togical compound of 100mg hydrocortisone}éram, 0.01%
estradiol, 2% clotrimazole for which she is to use 1g QD

o  Admits that due to her busy schedule she uses the medication about 1-2 times per week

Clinical oncologist and researcher; Mother of two teenagers
o Pilates 5x/week and avid tennis player o
Patient Goals: To resume pain free sexual activity and no longer need to use tampons for

daily discharge u u




Case Study 1: Examination

e Pelvic and Vaginal Exam:

O

O

O

O

Erythema and allodynia from 3-9 o’clock of vestibule
Copious non-malodorous white discharge at introitus S e i
Ability to voluntarily contract and relax PFM; inability to leng en PFM for
defecation/penetration

PFM exam: 3+/5 MMT; 5 second holds, 6 reps; 6 fast twitch contractions
Palpable trigger points present: B pubococcygeus (6/10) and iliococcygeus
(5/10) with reproduction of dyspareunia

Mobile Pfannenstiel scar without restriction or pain

o« Lumbopelvic Exam: all unremarkable including: Full ROM, Negative
pelvic girdle testing; B LE’s: 5/5 MMT; negative hip screen; ambulates
independently with normalized gait pattern



Case Study 1: Treatment

o Detailed education regarding DIV changes and dyspareunia/LPV
diagnosis with resultant sensitivity of nervous system and
musculoskeletal impairments

e Emphasized importance of medication compliance as prescribed if goal
is to stop use of tampons; tampons role in contributing to her ongoing
pain

nlianro




Case Study 1: Treatment

Non-instrumented neuromuscular re-

education/biofeedback (mirror and digital
feedback)

0 Restore coordinated PFM activity for lengthening
needed for pain reduction and pain free penetration

Manual techniques for PFM trigger points and
tight tissues

o Reduce pain, improve muscle length/flexibility
Pelvic/hip stretches

o Reduce tension globally
Home exercise program

ssessment of the Pelvic Floor Muscles in Women with
Sexual Pain

Julie Sarton, DPT, WCS
of Obstetrics and G University of California. Irvine, CA, USA




Case Study 1: Treatment

e Once muscle spasms reduced and PFM coordination for lengthening

improved, progressive dilator training
o For desensitization of vestibule; stretch of PFM; and neuromuscular coordination to
use PFM lengthening during insertion all to attain goal of pain free penetration
o Added to HEP

Visits: 1x/ week 30 minute appointments of
one on one care with primary PT for 8 weeks,
then 3 visits spaced every 2-3 weeks

for a total of 11 visits over 16 weeks

Image: https://www.google.com/imgres?qg=syracuse%20vaginal%20dilators



https://www.google.com/imgres?q=syracuse%20vaginal%20dilators&imgurl=https%3A%2F%2Fwww.monarchmedicalproducts.com%2Fimage%2Fcache%2Fcatalog%2Fproduct%2F1332447895-VagDilatorsRigid%2520Set-550x550w.png&imgrefurl=https%3A%2F%2Fwww.monarchmedicalproducts.com%2Findex.php%3Froute%3Dproduct%2Fproduct%26product_id%3D1039&docid=78axJT5eOrBbDM&tbnid=Uy4rm9sxesLYRM&vet=12ahUKEwiI54-Qx6mIAxVIFlkFHU1OA4oQM3oECBEQAA..i&w=550&h=550&hcb=2&ved=2ahUKEwiI54-Qx6mIAxVIFlkFHU1OA4oQM3oECBEQAA

+ N u

lution of pain witf*afy,penetfBtion
to have pain free sexual activi:c'y*ana penetration of tamp

istently x 6 weeks by |ast PT session

mal need for tampons for DIV discharge with consistent
liance with compounded medication

Discharge P4ito indelnt HEP to maintain progress




Case 2: History Male 28 Perineal Pain

e 28 year old male with primary diagnosis- pelvic floor pain 10 years duration with numbness
tightness in the perineum and hamstrings sudden pain post episode of masturbation.
e Erectile dysfunction for past several years, able or orgasm, libido intact, no prior PT
e No dysuria, urinary frequency, urgency, hesitancy, hematuria or incontinence per urology
e MHXType 1 Diabetes mellitus age 12- Alc 6.4-switching to a pump
e Varicocelectomy in college no complications
e Second year law student and works in a financial institution. To be married in June 2024
e Maeds Insulin aspart U-100 (Novolog) 100 unit/mL (3mL)
Insulin glargine (Lantus) 100 unit/mL injection
tadalafil(Cialis)5 mg
Tretinoin (Retin-A) 0.05% cream



Case 2: Functional Presentation

Subjectively

Pain on 0-10 scale: average 8, worst 10, best 6

Subjectively felt lack of penile sensitivity and tightness

in his perineum

Exacerbating factors: Stress

Alleviating Factors: Rest, relaxation, perineal pressure

points, stretching

Safety- No allergies, no anxieties or depression, no falls

PT Goals

Eliminate pelvic pain
Decrease hamstring tightness
Improve normal sensation

https://images.squarespace-
cdn.com/content/v1/6355e89c820albld7fd4f5c7/a0a7f352-8f18-493¢c-9610-
8e4e686393fd/shutterstock_1108307861-700x468.jpeg



Case 2: Examination

Deep fascia of penis

Objective- internal rectal pelvic floor examination Bulbospongiosus

muscle with deep
perineal
(investing or

* Sensation: intact externally, normal anal wink Galucdeios

fascia removed

Septum of Scrotum

Ischiocavernosus
muscle with deep
perineal
(investing or
Gallauddetos)
fascia removed

* Muscle exam
Gross pelvic floor contraction 2/5 Supercia

transverse

Endurance 5 seconds with fasciculations noted s -
. . o . o . o o eep perinea
with sphincteric contraction, discoordination with @enser
o . . fascia removed
contraction and relaxation- for relaxation phase

he contracts

Perineal
membrane

Perineal
body

Superficial
external

anal sphincter
muscle

* Palpation-
pain with external palpation
increased pain to internal palpation

* Lumbar exam- negative hip, lumbar, pelvic girdle
testing, gait normal

* Pudendal nerve irritation

https://images.ctfassets.net/btlqg0oep24gl/28C42INJhjE8leGvU49Bt6/e
6d666fdd2003bfb1f0c3ad6f0ef7e23/pelvic-floor-of-human-male-
royalty-free-illustration-1588886579.jpeg



Case 2: PT Treatment 7/

Patient was seen for 13 sessions from June 2023-
July 2024

1. Treatments included:

Behavioral training of bowel and bladder
Internal pelvic floor myofascial trigger point
release techniques

Therapeutic core strengthening exercises
Lower extremity stretching series

Nerve flossing

Positional releases

2. Home program:
Graduated exercise program
Pelvic floor exercises

Stress reduction

//
Superior gluteal n. & 2

§

< -Purdormis
N-inferior glutedl o, & 2

E o\ -
// < 5
' {
N\ / |
Sacrotuberour” M )V
'.z .\/ '

Pudendal n, ” X \ /
Internal pudendal 2 : -Scialic n

“ Postenior temoral

N. 10 obturator internus
cutaneous n

https://lwww.pamelamorrisonpt.com/wp-
content/uploads/2015/06/Unknown-300x236.jpeg



Case 2: Outcomes and End Results

Strength 5/5

Endurance 10 second holds 10
repetitions

Palpation: no pain on external or
internal pelvic floor

No pain with pelvic floor
contractions

Sensation/Neuro intact- no pelvic
floor or perineal tightness, normal
penile sensitivity

https://images.ctfassets.net/222znibi5gto/ppm_wysiwyg fid11501 asset
/bb11024ef0fa852cd56156a639e29b5b/IMG_3596 2.jpg



Referring to Pelvic Physical

Therapy

o Referral after formal medical workup to rule out

musculoskeletal causes of
e Prescription/referral for P

e Patient calls to schedule a

symptoms

opointment

o It IS covered by insurance

e To Find A Pelvic Floor Physic
o https://pelvicglobal.com

pecause it is PT!

al Therapist in Your Area:

o https://pelvicrehab.com/

o httops: / / WWW.abtabhelvichea l\taho@ﬁ&lﬁ P @G Euced without permission.



https://pelvicglobal.com/
https://pelvicrehab.com/
https://www.aptapelvichealth.org/ptlocator




“THANK YOU
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