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Learning Objectives

At the conclusion of this activity, participants will be able to:

1. Explain the difference between acute and chronic pain and how the
difference impacts treatment.

2. Describe the evaluation and management of endometriosis.

3. Summarize how pelvic floor physical therapy is used to treat chronic pelvic
pain.

4. Outline when to refer patients for pelvic floor physical therapy.
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Background

Chronic pelvic pain affects 15-26% women worldwide
Higher frequency

= Office and emergency room visits

= Diagnostic testing, medication use, surgical procedures
Missed work/loss of productivity
Reduced quality of life

Stigma and impact on emotional and psychologic health

(Lamvu et al., 2021), (Soliman et al., 2019), (Green et al., 2024), (Manko et al., 2025), (Rice et al., 2025), (As-Sanie et al.,
2024), (Missmer et al., 2022)
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Chronic Pelvic Pain (CPP) Definition

* American College of Obstetricians and Gynecologists (ACOQG)
= Pain symptoms perceived to originate from pelvic organs/structures
typically lasting more than six months*
= Associated with negative cognitive, behavioral, sexual and emotional
conseguences.
= Symptoms suggestive of lower urinary tract, sexual, bowel, pelvic floor,
myofascial, or gynecologic dysfunction.

* Some societies use three months duration ,A‘C("‘ 75

n College of
Db TeT ician &G}r necologists

(ACOG, 2020)
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Chronic Pelvic Pain and Servicewomen

* Study of 491 Active-Duty Service Women (O’Shea et al., 2025)
=  71% had pelvic health concerns
= 41% sexual dysfunction
=  34% gynecological surgery
= 20% chronic pelvic pain
= 18% endometriosis
= 17% irregular menstrual cycles
= 10% pelvic injury
* VA Study of Female Veterans (Cichowski et al., 2018)
= 30% report chronic pelvic pain
=  Only 10% civilian counterparts report chronic pelvic pain

* How many more are not reporting?
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* Combat
= Exposure/trauma, environmental exposures
®* Sexual trauma

* Training volume
= Physical, mental, emotional strain
* Lack of recovery time
* Deployment and/or work-related injuries
®* Breaks in care due to operational requirements
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* Acute pain
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Acute vs. Chronic Pain

= |[nflammation, infection, trauma
= Treatment leads to pain resolution

® Chronic pain

= Multifactorial/Overlapping

= Central sensitization
v Nociceptive chronicity

v Dorsal Horn wind-up

(ACOG, 2020) v Altered brain processing

(Till et al., 2022)
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BRAIN
Central sensitization
Persistent pain, heightened pain
response, pain chronification

1

Modulating influences |
+ Psychological factors Increased pain Decreased pain
(stress, anxiety, i ilitati inhibiti
« Sleep disturbance l ..y *Enhanced + Impaired
« History of trauma/abuse faneigils descending
AN - Widespread inhibition
« Genetic/epigenetic factors n S helhond
+ Hormonal influences endogenous
analgesia
Shared afferent -+ l Shared afferent
pathways_________ ? __________________ pathways
N
- -
( ALLODYNIA
HYPERALGESIA SPINAL CORD Sl
4eresteil ot Integration and amplification oo el
to painful stimuli of pain signals YapoRe

stimuli

PERIPHERAL PELVIC SOURCES
Nociceptive input from pelvic organs,
muscles, and surrounding tissues

CLINICAL CONSEQUENCES

-
VISCERAL MUSCULOSKELETAL NEUROLOGIC/ + Chronic palvic pain
SOURCES SOURCES INFLAMMATORY I 2
ot + Widespread pain
A | ..y - Pain-related disability
= + Reduced quality of life
+ Comorbid conditions
« Endometriosis (eg, IBS, fibromyalgia)
- Adenomyosis « Pelvic floor myalgia « Nerve injury
« Interstitial cystitis/ « Myofascial pain * Neuroinflammation
bladder pain syndrome « Abdomnial wall pain « Peripheled sensitization| |
« Irritable bowel syndrome | |, yi,ivodynia + Glial cell activation
« Pelvic inflammatory
disease
T - o )

+ Amplified and persistent pain signaling in the central nervous system

+ Disproportionate pain response to peripheral input

+ Maintained by reduced inhibition and increased facilitation

« Contri to pain icity and i ‘

CENTRAL SENSITIZATION IN CHRONIC PELVIC PAIN ‘

(Al Generated by ChatGPT, OpenAl, 2026)
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Peripheral vs. Central Sensitization

Peripheral Sensitization Central Sensitization
* Local action * Systemic action
* Mechanism * Mechanism

* Clinical Signs * Clinical Signs
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Chronic Overlapping Comorbidities

® Chronic pain conditions with high probability

of co-occurring in same patient - P
= Chronic pain at one site 2x risk of chronic pain %\@W@ /)
at another site A o WG
* Women diagnosed with endometriosis ) V6
= 24% migraine headaches [ / )
= 17% chronic lower back pain \ g/Q
= 17% irritable bowel syndrome _ by:a:G;T i
= 11% fibromyalgia

(Till et al., 2022)
(Schrepf et al., 2020) UNCLASSIFIED
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Clinical Presentation

Affected area/System Pathological Mechanism Clinical Manifestatio

Lower urinary tract

Lower Gl tract

Vulvovaginal

Musculoskeletal System

Altered bladder wall afferent
processing and lowered
threshold

Hyperexcitable gut
nociceptive loops

Allodynia of perineal & vulvar
somatosensory pathways

Myofascial Trigger points,
muscle guarding

UNCLASSIFIED

Urinary pain/urgency
influenced by bladder filling
or post voiding empty

Defecatory distress
influenced by gas and solid
distension

Perineal hyperreactivity
preventing tampon use or
wearing tight clothes

Severe hypertonicity in
piriformis, obturator internus,
levator ani
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Initial Evaluation

* Detailed history

= Pain chronicity, characteristics, triggers,
response to prior treatments

= Standardized questionnaires
* Focused physical exam
Carnett’s test
Q-tip test
Pelvic floor muscle assessment
Bimanual exam: cervical/uterine/adnexal pain

Birth Date: Chart Number
Hame: celt

Please describe your pain peoblem (use a separate sheet of paper if needed)
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Diagnostic Testing

* Labs (as indicated)

= Urinalysis/culture, pregnancy test, chlamydia/gonorrhea Nucleic
Acid Amplification Test (NAAT)

* Imaging
= Pelvic ultrasound is first-line

= Pelvic magnetic resonance imaging (MRI) if ultrasound
abnormalities or concern for deep infiltrating endometriosis

= Computed tomography (CT) abdomen/pelvis if concerns for non-
gynecologic pain
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Multidisciplinary Team

Primary care manager * Pelvic Floor Physical Therapy
Gynecology * Pain psychology
Urology ®* Pain management

Colorectal
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Non-surgical Treatment

Retraining the brain - Cognitive behavioral therapy (CBT)
Neuropathic pain

= Serotonin-Norepinephrine Reuptake Inhibitors (SNRIs)

= Tricyclic Antidepressants (TCAs)

= Gabapentin/pregabalin

Trigger point injections
Complementary and integrative treatments
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Surgical Treatment Considerations

Laparoscopic adhesiolysis is not recommended for management of
chronic pelvic pain (ACOG, 2020)

Hysterectomy for chronic pelvic pain
= Most effective for uterine or menstrual-related causes of pain
= Centralized pain increases odd of persistent pelvic pain

= Patients with myofascial pelvic pain may have worse pain immediately
postoperative

Active component surgical considerations
= |aparoscopy - 60 day profile
= Hysterectomy - 90 day profile

As-Sanie et al., 2021)
UNCLASSIFIED
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Recent Hot Topic: Endometriosis

Endometrial tissue (glands and stroma) outside uterus
Symptoms: chronic pelvic pain, painful menses, heavy menses
Up to 9% of reproductive age women

= 70% women with chronic pelvic pain or infertility

= 64% adolescents undergoing laparoscopy for pelvic pain

Diagnostic delay on average four to eleven years from symptom
onset

(ACOG, 20206)
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Endometriosis and Servicewomen

Operation Enduring Freedom/Operation Iraqi Freedom veterans
with posttraumatic stress disorder (PTSD) and depression (Cohen
et al., 2012)

= 4.88 times more likely to have pelvic pain
= 3.69 times more likely to have endometriosis

Active-duty service component (Murray et al., 2026)
= Endometriosis rate increased 42% from 2017 to 2024
= 23.1% menorrhagia and 21.1% infertility
= 76% on contraception
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Endometriosis Diagnostic Shifts

Clinical Diagnosis
®* Chronic pelvic pain
® Cyclic dysmenorrhea

UUUUUUUU

* Dyschezia
* Dysparuenia
* Dysuria

Rectum ndometrioma
(Al Generated by ChatGPT, OpenAl, 2026)
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Imaging
* Transvaginal ultrasound
* Pelvic MRI

Surgery
= |Laparoscopy

Non-invasive testing (saliva/blood)

= NOT Food and Drug
Administration (FDA) approved
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@ Endometriosis Treatment Goals (ACOG, 2018) (@

* Symptom relief
® Suppression of disease progression

* Preserve fertility (if desired)
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Endometriosis Non-sU:eréi:al treatment
(ACOG, 2018)

* Medical:
= Nonsteroidal anti-inflammatory drugs (NSAIDS) (+/-)

= Hormonal
v' Combined contraceptives (oral, patch, ring)
v’ Progestins (oral, intrauterine device (IUD), injection, implant)
v Gonadotropin-releasing hormone (GnRH) agonists
v GnRH antagonists
v Aromatase inhibitors
v’ Selective estrogen receptor modulators
v Danazol
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Endometriosis Non-sUNumréi:al Treatment
(ACOG, 2018)

* First-line:
= NSAIDs with oral contraceptive pills (OCPs) or Progestins

* Six-month trial GhRH agonists

= Equivalent results but higher side effects/cost
= Add-back therapy is recommended

UNCLASSIFIED
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Systematic Review Endometriosis Surgery
(Singh et al., 2020)

* Postoperative pain and reoperation rates for laparoscopic
ablation, excision, and hysterectomy

* Laparoscopic ablation (superficial endometriosis)

= Visual analogue scale (VAS) score decreased 2.4cm
= 11.4% - no pain improvement

= No data - recurrent pain after surgery
= No data - reoperation rates
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Systematic Review Endometriosis Surgery
(Singh et al., 2020)

* Laparoscopic excision - Superficial endometriosis
= VAS score decreased 3.6cm

11.8% - no pain relief

25% - incomplete improvement in pain
15.8% - recurrent pain at 22 months
22.6% - repeat surgery at 24 months

UNCLASSIFIED
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Systematic Review Endometriosis Surgery
(Singh et al., 2020)

Laparoscopic excision - Deep endometriosis
= VAS score decreased 6.2cm
= 0% - no pain relief
= 2.3% - incomplete improvement in pain
= 7.0% - recurrent pain at 9 months
= 4.1% - repeat surgery at 30 months

Hysterectomy with ovarian preservation
= 19.1% - repeat surgery at 92 months

Hysterectomy with removal of ovaries
= 8.0% - repeat surgery at 92 months

UNCLASSIFIED
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Postoperative Hormonal Suppression

Systematic review and meta-analysis (Zakhari et al., 2021)

= Hormonal (pills/levonorgestrel IUD/GnRH agonist) vs. no suppression
v" Median follow-up 18 months
v' Hormonal suppression

— Significant reduction risk of recurrence
— Significantly lower pain scores

Postoperative hormonal suppression is recommended after
endometriosis surgery
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Role of Pelvic Floor Physical Therapy (PFPT)

* Ensuring the musculoskeletal environment optimally supports the underlying condition
* Study by Tu et al. looked at 20 musculoskeletal items to evaluate for those with
CPP/Endometriosis (Tu et al., 2008)

= Bony landmark changes (iliac crest, pubic symphysis)
= Sacroiliac joint compression pain S=¢ 2
= Increased tenderness through abdominal musculature /
= |ncreased pelvic floor tenderness and tone
= Decreased pelvic floor motor control

*  But why? (Quaghebeur, 2021) T\
= Systemic inflammation N W
= Location of endometrial deposits '\ f\ \ _
= Guarding from pain R,
= Stress/emotional connections Al Generated by ChatGPT, OpenAl(2026)

* Important at all stages of care (Wojcik et al., 2022)
= Including preoperative, postoperative
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PFPT Evaluation

*Educate patients of what’s entailed in a PFPT evaluation at time of referral*
History taking
= Detailed questions concerning each of the body systems involved, pain, lifestyle,
activity, past medical history
Physical examination

= “Orthopedic” component

v' Joint range of motion (hip, spinal), strength, functional performance (squats, balance, core),
breathing, palpation

= Direct pelvic floor muscle (PFM) testing

v" Internal pelvic floor muscle evaluation is not mandatory but is the gold standard to
determine PFM function

Education
= Discussion, hand-outs, models, symptom diaries, collaborative treatment planning
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PFPT Modalities

* Biofeedback
= [ntravaginal, intrarectal, or external sensors
= Digital
= Ultrasound

* Transcutaneous Tibial Nerve Stimulation

* Instrument assisted soft tissue mobilization
= Clinician or patient performed Photo by Author
= [nternal or external

* Cupping
* Dry needling with and without electrical stimulation

Photo by Author
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Therapeutic Exercise

Downregulation
Mobility

Motor control
Strength

Endurance
Functional activities
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Photo by Author

Photo by Author

Photo by Author
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Case Study

* Background:

= bl-year-old female G1PO complains of pelvic and left lower quadrant (LLQ)
abdominal pain, dyspareunia, urinary incontinence. History of endometriosis with

multiple laparoscopic surgeries (endometrial excision, myomectomy, left
oophorectomy)

= Referred to PFPT by Gynecology
* Examination:
= Reactive pain to palpation of left upper quadrant (LUQ) and LLQ with increased tone

= |ncreased tone and painful palpation to PFM all levels w/decreased motor control
= Poor posturing/core control during functional testing

UNCLASSIFIED 35



UNCLASSIFIED

Case Study Continued

Treatment:

Bladder and urge suppression education

Abdominal and hip mobility exercises

Intravaginal biofeedback

Abdominal manual soft tissue mobilization and abdominal cupping
Progressive core retraining and pressure management exercise

Eight months later:

LLQ pain reduced to pin-point and non-radiating, improved core strength and exercise
engagement, ability to mitigate flares of cyclical pain, improved PFM strength and
control, no urinary leakage, and pain-free intercourse
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Key Takeaways

Chronic pelvic pain multifactorial and often overlaps with other chronic
comorbidities making evaluation and treatment is challenging.

History and exam are critical to diagnostic evaluation

Pelvic floor physical therapy can be a useful treatment modality for chronic
pelvic pain
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