
I P P S

Table of Contents

V I S I O N
 THE INTERNATIONAL PELVIC PAIN SOCIETY
Profess ionals  engaged in pain management for  men and women.

Vol.  15,  No. 1

page 1

The Role of Physical Therapy in the
Treatment of Pudendal Neuralgia
Stephanie A. Prendergast, MPT, Elizabeth H. Rummer, MSPT
The Pelvic Health and Rehabilitation Center, San Francisco, California

(Part 1 of a Two-Part Series)
Physical therapists provide services to patients who have impairments, functional
limitations, disabilities, or changes in physical function and health status resulting from
injury or disease.1

The following chart depicts the impairments, functional limitations, and disabilities that
patients with pudendal neuralgia encounter.

In order for a patient to return to a functional status from a disabled state, all impair-
ments must be minimized or eradicated. To do this, a multidisciplinary approach must
be implemented. This paper will describe the role physical therapists play in treating
pudendal neuralgia.

Impairments Functional 
Limitations 

Disabilities 

Pelvic Floor Dysfunction Decreased sitting tolerance Inability to work 
Connective Tissue 
Restrictions 

Urinary urgency and 
frequency 

Inability to attend school 

Myofascial Trigger Points Pain during or after voiding; 
slow, hesitant or interrupted 
urinary stream 

Inability to maintain 
relationships 

Muscle Hypertonicity Pain before, during, or after 
bowel movements 

Inability to care for self 

Adverse Neural Tension Constipation and difficulty 
evacuating 

Inability to meet financial 
responsibilities 

Structural/Biomechanical 
Abnormalities 

Difficulty with ADLs 
(cooking, cleaning, driving) 

Inability to care for 
dependents 

Depression and Anxiety Decreased tolerance for 
exercise 

Inability to engage in 
intercourse 

Central Sensitization Sexual dysfunction  
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PHYSICAL THERAPY EVALUATION AND TREATMENT
Based on the results of examining and treating hundreds of
patients with pudendal neuralgia, the following impairments
are most commonly found during the physical evaluation.2

Connective Tissue Dysfunction
In patients with pudendal neuralgia, connective tissue restric-
tions (termed subcutaneous panniculosis) are present and
contribute to pelvic pain. Upon examination, the tissue
presents with tenderness and trophic changes. These changes
include abnormal skin texture and structure, reduced blood
flow/tissue ischemia, thickening of the subcutaneous tissue,
and underlying muscle atrophy. Functionally, ischemic tissues
are hypersensitive to touch (i.e., clothing causes irritation),
may cause pain upon compression (i.e., when sitting) or if the
ischemia is severe, the tissues will be painful without com-
pression (i.e., pain when standing).

The tissues undergo trophic changes both by local and re-
ferred mechanisms. Increased sympathetic activity from
painful stimuli (pudendal nerve, pelvic floor, myofascial
trigger points) will cause local vasoconstriction and the release
of inflammatory agents into CT with resultant tenderness and
restriction. The visceral-cutaneous reflex causes tissue changes
in locations distant to the involved organ or nerve (for ex-
ample, an inflamed bladder or the pudendal nerve can cause
panniculosis in the trunk or lower extremities).3, 4

In patients with pudendal neuralgia, subcutaneous
panniculosis is identified in the connective tissues medial to
the ischial tuberosities, superficial to the ST/SS ligaments, in
the gluteal crease, vulvar region, perineum, and superficial to
the tailbone. Patients may also present with connective tissue
changes in other referral zones specific to pelvic pain: the
abdomen, buttocks, and lower extremities.5 During a physical
therapy evaluation, it is essential to examine the connective
tissue on the anterior and posterior trunk, lower extremities,
and all areas in and around the pelvis. This technique is
termed connective tissue manipulation (CTM) and is performed
with minimal pressure as the therapist pushes through the
subcutaneous tissue. When the tissues are restricted the
patient will report severe pain, burning, and stabbing sensa-
tions. This may be surprising to the patient if he or she does
not typically experience pain in these areas. A physical
therapist continues to manipulate the tissues until mobility is
restored. When left untreated, connective tissue restrictions
can initiate a vicious cycle of muscle hypertonicity in response
to the painful stimuli, continued trophic changes, somatic-
viscero symptoms, and narrowing and compression of the
pudendal nerve pathway.

The goal of connective tissue manipulation is to restore
connective tissue integrity, improve circulation, and decrease
general water retention, thereby altering PH and decreasing
chemical sources of pain, and per the cutaneous-visceral
reflex, cause positive reactions in distant organs (i.e., CTM in
the suprapubic region will contribute to decreased urinary
urgency and frequency).6

As the tissue normalizes, patients will experience improved
sitting tolerance, less hypersensitivity, less pelvic pain, de-
creased itching and burning, and improved urinary, bowel,
and sexual functioning.

(Note: Part 2 of this article, which will appear in the Summer
issue of Vision (Volume 15, No. 2), will further discuss the
various impairments commonly involved in the evaluation
and treatment of pudendal neuralgia.)
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The President’s Perspective
Alfredo Nieves, MD

Pudendal neuralgia is a very enigmatic
condition and usually is accompanied
by other painful conditions. The
clinician should have a heightened
level of suspicion in order to consider
this condition in the differential diagno-
sis. Obtaining a detailed history about
the common complaint of dyspareunia
will trigger an investigation most of the
time, and the physical exam should
confirm the diagnosis. Pain distribution

along S-2-S-3 (i.e., the vulva, the perineum, the clitoris, and the
buttocks) with or without allodynia is a classical presentation.
Invariably these patients will have extreme shortening (i.e.,
“violin strings”) of the levator, and, most important, the
coccygeus muscle. Because the coccygeus is closest to the
ischial spine and in close proximity to the pudendal nerve,
special attention should be paid to this structure.

The involvement of the physical therapist is of utmost impor-
tance. I have been very fortunate to collaborate with Melissa
Kubic, one of the brightest and most caring physical therapists
in the U.S. Because of Ms. Kubic’s marvelous work, the pain
scores of patients with pudendal neuralgia have been seen to
decrease by 50% within 6–8 weeks after they enter the pelvic
rehabilitation program. We have used this protocol for about
10 years, and owing to Ms. Kubic’s work, I have seen a de-
creased need for blocks, botox, or TPI for the pelvic floor. One
subset of patients that benefits from not only preoperative but
postoperative physical therapy (PT) are the pudendal nerve

 Alfredo Nieves, MD
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entrapment patients. Neural mobilization and neuromuscular
reeducation are integral parts of the surgical decompression of
the entrapped pudendal nerve.  

I strongly believe that the prompt identification and treatment
of myofascial dysfunction in pelvic pain patients is not only
extremely important, I also think that it decreases the need for
more invasive procedures. We really need more PTs who
understand and are willing to deal with this very special set of
patients.  

Letter to the Editor
Dr. Georgine Lamvu addresses extremely important aspects of
chronic pelvic pain in her report in the December 2006 issue of
Vision. Her perspective is from that of an obstetrician/gyne-
cologist. My specialty as a urologist includes both genders
and, at the Center for Urologic and Pelvic Pain, they are
represented about equally. The vast majority of our patients
have pudendal neuralgia.

Addressing the issues of the male and conventional urologic
process thinking, we have achieved a research definition for
CPP in the NIH definitions/categories of prostatitis. Category
III-B is chronic pelvic pain syndrome with no evidence of
infection/inflammation in the prostate. Much as in the gyne-
cological field, this is a major issue for urology with 12% of
office visits for “prostatitis-like pains.” Little is taught to
residents about this. Indeed, I overheard one urological
educator saying, “I don’t want to see these junk patients.”

Measurement tools are important. We presently use an
unvalidated female version of the National Institutes of Health
Chronic Prostatitis Symptom Index (NIHCPSA) that is an
excellent pelvic pain indicator, and we have thousands of
these used in females. We are presently planning a validation
proposal.

The Female Sexual Function Index (FSFI) is an important tool
but is quite cumbersome, and a shorter version similar to the
Sexual Health Inventory in Males (SHIM), using five ques-
tions, would be much more appreciated by our patients.

I encourage any gynecologist treating pelvic pain to use a
Quantitative Sensory Test called the warm detection thresh-
old. It is simple, quick to perform, reproducible, and is re-
markably effective in identifying neuropathy. A Pudendal
Nerve Terminal Motor Latency Test could also be used;
however, it is abnormal in only about 40% of patients with
pudendal neuropathy.

These two objective tests would be a means of separating
neuropathic pain from other causes of chronic pelvic pain.

I thank Dr. Lamvu for her diligence. It is a privilege to be a
member of the International Pelvic Pain Society and to support
the work of pioneers in this field.

S.J. Antolak, Jr., MD

Abstract Submission!
Abstracts for the IPPS Annual Meeting are
now being accepted online. Submit your
abstracts at www.pelvicpain.org.
The deadline for submission is
August 1, 2007, so don’t delay!
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The International Pelvic Pain Society
1111 N. Plaza Drive, Suite 550
Schaumburg, IL 60173-4950

Address Corrections Requested

Please notify the IPPS of any changes in your contact information, in-
cluding change of address, phone or fax numbers, and e-mail address.
This information is disseminated only to the membership and is used
for networking, one of our primary missions.

Thank you.

The International Pelvic Pain Society
1111 N. Plaza Drive, Suite 550
Schaumburg, IL 60173-4950
Phone: (847) 517-8712
Fax: (847) 517-7229
Website: www.pelvicpain.org

Mark Your Calendar!

Join Us
Please join us in educating ourselves on how best to treat chronic pelvic pain. With your help, we can provide relief
and a more normal lifestyle for our patients. For membership information, please call (847) 517-8712 or visit our
website at www.pelvicpain.org.

Call for IPPS VISION Contributions
If you wish to contribute an article or column to the newsletter, would like to submit information regarding job prospects, or
have comments about the newsletter, please e-mail Jean Getty Klein @ jean@wjweiser.com.

IPPS Annual Meeting
October 25–27, 2007
Hilton San Diego Resort
San Diego, CA


