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Case Report

 ABSTRACT 

Background:     Patients with a diagnosis of interstitial cystitis 
(IC) often have other related symptoms and conditions 
caused by a hypertonic pelvic fl oor. This case report exam-
ines the physical therapy diagnosis, management, and out-
comes of a patient with IC, dyspareunia, and low back pain. 
  Study Design:   A single-subject case report on the initial 
examination, interventions, and outcomes of the pelvic 
fl oor physical therapy for a patient with a common triad of 
pelvic fl oor conditions. The case report includes a detailed 
description of each session and patient response to guide 
interventions in similar cases. 
  Case Description:   This case follows the management of a 
patient with a diagnosis of IC accompanied by urgency and 
frequency of urination, severe dyspareunia, and low back 
pain. Interventions included a combination of orthopedic 
and pelvic fl oor physical therapy, internal and external 
manual therapy, behavioral therapy, therapeutic exercises, 
and education. 
  Outcomes:   After 19 physical therapy visits over 3 months, 
the patient was able to resume full-time employment and 
sexual intercourse with little to no pain. Pain was reduced 
by nearly 80% on the Short-Form McGill Pain Question-
naire. On evaluation, the patient scored below average 
on 7 SF-36 quality-of-life subcategories, which improved 
to above-average scores in 7 of the 8 subcategories at 
discharge. 
  Discussion:   The diagnosis of IC is often accompanied by 
other associated pelvic fl oor conditions. A combination of 
pelvic fl oor physical therapy and orthopedic techniques 
may be necessary to relive urinary frequency and urgency, 
nocturia, bladder pain, dyspareunia, and low back pain in 
complex patients with IC.   
Key Words:   dyspareunia  ,   interstitial cystitis  ,   low back pain  , 
  manual physical therapy  ,   painful intercourse  ,   pelvic fl oor 
physical therapy  
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ing pelvic fl oor muscle (PFM) spasm, low back 
pain (LBP), and dyspareunia, complicating physical 
therapy management and outcomes. Characterized 
by frequency and urgency of urination, dysuria, 
and chronic pain of the bladder, IC remains a dis-
ease diagnosed primarily by exclusion. 1  ,  2  Typically, 
urinary tract infection and bladder cancer are ruled 
out before the patient receives a diagnosis of IC. As 
one review states, “A broad clinical defi nition of 
IC includes any patient who complains of urinary 
urgency, frequency, and/or pelvic/perineal pain, in 
the absence of any identifi able cause, such as bacte-
rial infection or carcinoma.” 2(p328)  

 It has recently been determined that the preva-
lence of IC is much higher than was previously 
thought. A survey of nearly 150 000 households 
in the United States found that between 3.3 mil-
lion and 7.9 million people in the United States are 
affl icted with IC. 1  The diagnosis of IC is frequently 
linked to a diagnosis of sexual pain or dysfunction 2 ; 
90% of women with a diagnosis of IC had experi-
enced 1 or more incidences of sexual dysfunction in 
the previous 4 weeks. 3  

 It is well established that PFM spasm is present 
in patients with irritable voiding diagnoses such 
as IC in addition to other pain diagnoses such as 
dyspareunia, LBP, and sacroiliac joint (SIJ) dysfunc-
tion. 4–15  Frequently, the PFMs are overactive in an 
attempt to stabilize the painful and dysfunctional 
lumbar spine, hip, and/or pelvic girdle. 12  ,  16–21  PFMs 
with trigger point presence can refer pain to other 
pelvic girdle structures and can also mimic low back 
and coccyx pain. 16–18  

 Typical treatments of IC include analgesic instal-
lations into the bladder, oral analgesics, behavioral 
therapy, and pelvic fl oor physical therapy. 2  ,  22  ,  23  Bladder 
installations have been demonstrated to be helpful for 
some patients, but others report a worsening of symp-
toms following the invasive procedure and catheteriza-
tion. Currently, an installation of dimethyl sulfoxide 

   BACKGROUND 

 Many women with interstitial cystitis (IC) have 
coexisting pelvic dysfunction and symptoms, includ-
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is the only Food and Drug Administration–approved 
installation, but heparin, lidocaine, or liquid pentosan-
polysulfate (Elmiron) are also frequently used. 24  A pla-
cebo-controlled study showed that only 40% of patients 
were helped with intravesical Elmiron as compared 
with 20% for placebo. 25  Alkalized lidocaine showed an 
improvement in 30% of patients after 8 days of treat-
ment as compared with 9% in the placebo group. 26  A 
combination of heparin and lidocaine was more promis-
ing, showing symptom relief in 75% of patients, but no 
long-term follow-up was conducted. 27  Prescription oral 
medication typically consists of Elmiron, which not only 
has shown small but statistically signifi cant improve-
ments in urgency, frequency, and pain with urination 
but also has signifi cant side effects and can take up to 
6 months of treatment before the patient sees therapeu-
tic effect. 28  Patients also use over-the-counter analgesics, 
typically nonsteroidal anti-infl ammatory drugs, in an 
attempt to reduce pain associated with the condition. 
Muscle-relaxant suppositories such as baclofen and 
diazepam are routinely used for PFM spasm; when 
combined with pelvic fl oor physical therapy, these sup-
positories have been shown to decrease pain and muscle 
spasm in patients with pelvic fl oor dysfunction and 
urogenital pain disorders. 29  

 Pelvic fl oor physical therapy has been demon-
strated, alone or in conjunction with other methods 
of treatment, to be effective in reducing the symp-
toms associated with IC and PFM spasm. 8  ,  11  ,  20  ,  30–32

In a 2001 study involving 10 patients with a diag-
nosis of IC, Weiss 33  showed that 70% (7 of 10) had 
moderate ( > 50%) or marked ( > 75%) improve-
ment with manual myofascial release techniques. 
Another 2001 study demonstrated that 90% of 
patients with IC saw benefi ts from transvaginal 
Thiele massage. 34  A study showed that 57% of the 
patients who received myofascial pelvic fl oor physi-
cal therapy demonstrated moderate or marked 
improvement as compared with 21% of those in 
the control group. 30  

 While these reports demonstrate the benefi t of 
pelvic fl oor physical therapy for the traditional symp-
toms of IC—pelvic pain and urinary symptoms—they 
do not address whether the improvements extend to 
associated symptoms. This case report focuses on 
the pelvic fl oor physical therapy management of a 
woman with IC, PFM spasm, and LBP—a common 
set of coexisting conditions in patients with pelvic 
fl oor disorders. Clinical trials evaluating pelvic fl oor 
physical therapy also present data from a discrete end 
point of the trial. This case report tracks the prog-
ress of the patient through each visit of her physical 
therapy regimen, demonstrating reductions in pain 
levels, improvements in urinary symptoms, restora-
tion of the activities of daily living, and improvements 
in quality of life.   

 CASE DESCRIPTION (HISTORY, SYSTEMS 
REVIEW, TESTS, AND MEASURES)  

 Patient History 

 The patient, a 43-year-old woman (G2P2), was 
referred to physical therapy from an urogynecologist. 
The patient history was taken in an oral interview 
format, guided by the Pelvic Pain Assessment form 
created by the International Pelvic Pain Society. 35

The patient reported severe urgency and frequency 
of urination with burning urethral pain, as well as 
a “dull ache” in her lower back and suprapubic 
region coinciding with a full bladder that signifi -
cantly affected daily life. In addition, she complained 
of deep pain with sexual intercourse lasting up to 
days after, and urinary urgency during, intercourse. 
Nocturia was reported, with the patient waking 5 to 
6 times each night. The patient reported the onset of 
her symptoms approximately 6 months prior to the 
initial physical therapy evaluation, with progressive 
worsening of pain and symptoms forcing her to seek 
medical care. When further questioned about the spe-
cifi cs of symptom onset, the patient reported similar 
symptoms with decreased intensity and frequency 
(both urologic and back and pelvic pain) since giving 
birth more than 15 years ago. Vaginal delivery has 
shown to cause partial denervation of the pelvic fl oor 
(with consequent reinnervation) in most primiparous 
women, which may pave the way for pelvic fl oor dys-
functions later in life. 36  During the examination, the 
patient also complained of severe back pain that had 
increased since the onset of her voiding symptoms, 
disturbing her sleep and causing severe pain with sit-
ting and any form of supine or side-lying positions. 

 Aggravating factors to her pain included sexual 
intercourse, vaginal and labial contact with clothing, 
full bladder, stress, urination, sitting, and standing. 
Easing factors to her pain included bowel move-
ment, stool softeners, heating pad, and hot bath. The 
patient had a history of constipation, which has been 
shown to exacerbate bladder and back pain. 37  ,  38  

 The patient had participated in yoga or other 
exercise 5 or 6 times per week, although her activi-
ties had been curtailed because of the increase in her 
symptoms, particularly her LBP. With a pending IC 
diagnosis, she reported following an IC diet, 39  elimi-
nating caffeine, alcohol, and other trigger foods. She 
also reported limiting water intake due to urinary 
urgency and frequency. 

 In addition, functional defi cits and negative effects 
on social life and coping mechanisms were addressed 
in the patient interview, as these are a common by-
product of this triad of diagnoses. 4  ,  5  Prior to symptom 
presentation, the patient was a full-time social worker. 
Upon initial evaluation, she was unable to work and 
had taken a medical leave of absence due to the severity 
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of her symptoms. She reported that her relationship 
with her husband was strained not only because of 
her inability to have sexual intercourse but also with 
her recent role change in the household (going from 
full-time employment to not working). She was hav-
ing signifi cant diffi culty caring for her family, sleeping, 
and performing other aspects of daily life due to severe 
pain as well as severe urinary urgency and frequency. 
She self-reported depression over onset of symptoms, 
and she also reported a supportive group of family and 
friends in addition to seeking help from a psychologist 
when needed during these challenging times.   

 Medications 

 The patient had seen 4 physicians, all of whom had 
recommended or prescribed different medications for 
pain and symptom relief. The patient was being treated 
with bladder instillations of heparin and bupiracaine 1 
or 2 times per week by the referring urogynecologist, 
with only slight relief experienced. She was prescribed 
acetominophen/hydrocodone by her primary care phy-
sician for the LBP, but the patient reported using the 
medication sparingly due to the side effects of nausea 
and constipation. Zolpidem had also been prescribed 
by another physician for pain-related insomnia. Her 
gastroenterologist had prescribed polyethylene glycol 
for constipation, which had not eliminated this symp-
tom. The patient had also started baclofen vaginal 
suppositories 1 day prior to evaluation, prescribed by 
her referring urogynecologist. The patient chose to not 
try Elmiron at this time. 28    

 Medical/Surgical History/Systems Review 

 Pertinent medical history included a history of bulimia 
and laxative abuse, for which she had sought treat-
ment. She indicated control over her eating disorder 
for more than 20 years at the time of initial evalua-
tion. She reported a 10-year history of intermittent 
lower back pain and dysmenorrhea. The patient had 
undergone a breast-reduction surgery approximately a 
year ago and a loop electrosurgical excision procedure 
more than 10 years prior to the initial evaluation. She 
had 2 vaginal deliveries, each requiring an episiotomy. 
No red fl ags were present in the patient’s systems 
review, and vital signs were within normal limits.    

 TESTS AND MEASURES  

 Outcome Measures 

 The SF-36 was administered to measure quality of 
life. 40  The SF-36 includes 8 subcategories or subscales, 
where a category score below 50 is considered below 
average. The Short-Form McGill Pain Questionnaire 
was also administered to the patient. 41  Responses on 
the Short-Form McGill Pain Questionnaire outcomes 

are rated on a 4-point scale (none  =  0; mild  =  1; mod-
erate  =  2; severe  =  3) for 15 different descriptors. The 
fi rst 11 describe sensations, whereas the fi nal 4 describe 
patient feelings, with a possible maximum severe pain 
rating being 45. The patient’s pain was also assessed on 
the Verbal Rating Scale Pain Scale (1-10 scale).   

 External Assessment 

 The patient gave informed consent before initiating 
examination, including consent to examine external 
and internal pelvic structures. 42  Her posture was not 
one typically associated with pelvic pain (character-
ized by excessive anterior pelvic tilt, lumbar lordosis, 
and thoracic kyphosis) 10  but did represent consistency 
with LBP classifi cation of being extension-sensitive. 43

Regardless, a fi nding of faulty posture is consistent with 
the literature. Women with chronic pelvic pain have 
faulty posture, movement patterns, and body aware-
ness compared with women without pelvic pain. 43  

 Her posture faults included forward head and 
rounded shoulder posture, with a posterior pelvic 
tilt in the standing and sitting positions. She showed 
overactive bilateral gluteal recruitment in standing. In 
standing, her left iliac crest and gluteal fold were ele-
vated compared with the right. Supine bony landmark 
palpation revealed left ilial posterior rotation with 
outfl are, elevated left pubic symphysis height, and ten-
derness with palpation along left suprapubic ramus. SIJ 
and postural assessment was performed per Richard 
Jackson’s and Diane Lee’s examination techniques to 
assess the potential effects of faulty biomechanics of the 
pelvis affecting the pelvic fl oor. 21  ,  44–46  The patient was 
found to have functional SIJ dysfunction. She demon-
strated left SIJ hypomobility along with the positional 
fault of the ilium on sacrum. Gross assessment of trunk 
range of motion in fl exion/extension, side-bending, 
and lateral rotation was all found to be within normal 
limits. 47  ,  48  The patient experienced pain at end range of 
lumbar extension and was exhibiting pain avoidance 
postures to bias toward lumbar fl exion. 49  

 Bilateral hamstring length, measured by the 
90-90 hamstring test, revealed bilateral limitations 
( − 45 °  R;  − 30 °  L). 47  All other lower extremity range 
of motion was within normal limits 47  ,  50  except 
hip external rotation, which was measured at 40 ° , 
whereas hip internal rotation was measured at 35 °
bilaterally. In the active straight leg raise (ASLR) 
test, the patient showed increased ability to per-
form ASLR on the left with anterior compression of 
pubic symphysis, indicating transversus abdominis 
weakness. 51  

 The patient demonstrated hypomobility of L2 and 
L3 via posterior-to-anterior spring testing, hypermo-
bility of L4, capsular end feel of L2-L3, and painful 
end feel of L4. 48  Marcher’s test showed a positive left 
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SIJ ilial on sacral motion with a positive Trendelenburg 
sign in single-limb stance. 44  In the straight leg raise test 
for sciatic nerve tension testing, the patient presented 
with negative results for crossover sign, indicating no 
lumbar disc pathology. 50  Passive  straight leg raise 
test was positive at 35 °  for sciatic nerve irritation, 
with primary mechanical interface of the nerve at the 
proximal hamstring and piriformis. 50  

 Lower extremity strength, 52  upper extrem-
ity strength, 45  ,  47  ,  50  and upper extremity range of 
motion 47  were within normal limits. Test of diastasis 
recti abdominis 21  was negative. The patient’s deep 
tendon refl exes were also found to be within normal 
limits, lower extremity sensation was intact to light 
touch and sharp/dull, and perineal sensation was 
intact to light touch.   

 Pelvic Floor Internal Examination 

 A thorough pelvic fl oor internal examination consists 
of an assessment of PFM strength, presence of trigger 
points, and symptom reproduction to palpation of 
the pelvic fl oor musculature. The quantifi cation of a 
pelvic fl oor contraction is problematic especially in 
patients with PFM spasm. There is no validated scale 
to quantify contractions of the PFMs in patients with 
a hypertonic pelvic fl oor; therefore, quantifi cation—
more than absent, weak, normal, or strong—is not 
recommended. 53  During assessment of PFM hyperto-
nicity and symptom reproduction, a severe or strong 
rating was given when pain associated with palpa-
tion met or exceeded 7/10 on the self-reported pain 
scale. Stiffness in the musculature and the presence of 
any twitch, spasm, or trigger point were also noted. 
Often resting tone is measured with a transvaginal 
electromyography assessment. 54  But the patient had 
signifi cant pain, thus electromyography was not used 
to prevent exacerbation of symptoms. 

 PFM strength 53  was strong, with a muscle endur-
ance hold of 5 seconds. However, she had diffi cult 
relaxing PFMs after contraction, indicating poor 
PFM coordination. Severe PFM trigger points and 
pain were located in the left of superfi cial transverse 
perineal, PC (puboococcygeus), IC (iliococcygeus), OI 
(obturator internus), piriformis and coccygeus, and 
urogenital diaphragm (UGD) muscles. Urinary urgen-
cy was reproduced with palpation of bilateral IC-OI 
interface at ischial spine and bilateral UGD muscles. 
Pelvic fl oor hypertonicity was found to be moderate 
(pain associated with palpation met 4-6/10 of the pain 
scale) on the right superfi cial transverse perineal, PC, 
IC, OI, piriformis and coccygeus, and UGD muscles. 
Palpation of bilateral deep IC, OI, and coccygeus 
reproduced (left greater than right) pain similar to 
that during intercourse. She reported increased ten-
derness of pelvic clock at introitus from 2 to 6 o’clock 
but demonstrated a negative Q-Tip test. 55  ,  56  

 Myofascial assessment for trigger points of the 
pelvic girdle muscles revealed pain and trigger point 
presence with palpation of the bilateral quadratus 
lumborum, lumbosacral multifi dus, bilateral piri-
formis, bilateral gluteus maximus and medius, and 
bilateral iliopsoas, bilateral short and long adductors, 
and proximal hamstrings. The assessment revealed 
signifi cant restriction of ischiorectal, suprapubic, and 
abdominal fascia, with increased tissue tension of 
sacrospinous and sacrotuberous ligaments. 8     

 EVALUATION AND PHYSICAL THERAPY 
DIAGNOSIS 

 The patient presented with moderate to severe pelvic 
fl oor tension myalgia/muscle spasm that contributed 
to urinary urgency and frequency, pain with inter-
course, and suprapubic pelvic pain. Symptoms and 
PFM spasm were complicated by left SIJ dysfunction, 
a history of LBP, and current LBP fl are, in addition to 
core musculature and hip muscle weakness. During 
examination, most of the patient’s IC/irritable voiding 
symptoms were reproduced with PFM palpation, indi-
cating PFM spasm as the dominant pain mechanism 
in this case.  

 Prognosis 

 Because of the patient’s relatively recent worsening of 
symptoms, prognosis was deemed good to excellent 
for full resolution of all pelvic pain symptoms and 
LBP. Because of the chronic nature of IC, the patient 
will likely always be susceptible to irritable voiding 
symptoms but would likely see a signifi cant decrease 
in urinary urgency and frequency symptoms since 
these symptoms were reproduced with PFM palpa-
tion and presence of PFMS.    

 PHYSICAL THERAPY INTERVENTION 

 Manual therapy was the primary physical therapy 
modality used and consisted of manual trigger 
point release, myofascial release, and Thiele mas-
sage to transvaginal PFMs. 32  Other techniques 
used for surrounding areas at the pelvic girdle 
were myofascial release (including skin rolling), 
connective tissue mobilization, joint mobilization 
(SIJ, hip, lumbar, and thoracic spine as indicat-
ed), neural glides (for both sciatic and pudendal 
nerves), muscle energy techniques, contract/relax 
techniques, and visceral mobilization.  *   These inter-
ventions were chosen to release PFM spasm and 
trigger points, as noted in the initial examination, 
as well as addressing dysfunction from the pelvic 
girdle to attend to LBP. 

*   References    2   ,   6   –   8   ,   14   ,   16   ,   17   ,   20   ,   21   ,   50  .  
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 Therapeutic exercises were selected on the basis 
of the patient’s needs in lengthening and strength-
ening found on the evaluation. Therapeutic exer-
cises began with pelvic fl oor relaxation stretches 
and diaphragmatic breathing instruction. The fi rst 
stretch taught to the patient was the “Happy Baby” 
yoga pose, which both relaxes the pelvic fl oor and 
biases toward lumbar fl exion. The patient was 
progressed to a deep squat stretch when symptoms 
and hip muscle length allowed. As the patient’s 
pelvic fl oor musculature began to respond to man-
ual therapy and was less prone to painful fl ares, 
she was progressed to core stabilization exercises, 
including transverse abdominis and lumbosacral 
multifi dus recruitment, as well as incorporating 
other pelvic girdle structures and hip stabilizers 
into exercises. The patient was monitored through-
out sessions and was progressed accordingly based 
on strength and fl exibility improvements and 
response to exercise throughout the program. The 
patient’s exercise position was modifi ed for a fl ex-
ion bias, as she was found to be positionally sensi-
tive to lumbar extension on initial evaluation. 49

The importance of rehabilitating multifi dus and 
transversus abdominis muscles in patients with 
LBP is well documented. 57  ,  58  

 Diaphragmatic breathing was implemented as an 
exercise unto itself in addition to being incorporated 
into core stabilization. Chaitow 59  ,  60  points out this 
importance in an article by Key et al that cautions 
the therapist to be aware of “core rigidity” when 
core stabilization exercises are taught to the patient 
without functional movement patterns and proper 
breathing. This patient was monitored frequently 
for proper breathing patterns during therapeutic 
exercise in addition to using diaphragmatic breath-
ing as a pelvic fl oor relaxation exercise. There is 
a clear connection between respiratory function, 
pelvic fl oor function and tone, and SIJ stability, par-
ticularly in women. 61  Examination of this patient 
demonstrated objective evidence that all 3 of these 
components needed to be addressed in her exercise 
program. 

 The patient was educated with visual aids in the 
anatomy and physiology of the pelvic girdle and 
PFMs, and how symptom presentation may have 
neuromuscular and musculoskeletal contributions. 
She was also informed about proper water intake, 62

keeping a voiding diary, 63  urge suppression training 
techniques, proper body mechanics, and home exer-
cise program. Home exercises included colon massage 
to relieve constipation, 38  crystal wand instruction for 
self-treatment of transvaginal PFM trigger point 
release, 64  pelvic girdle–associated muscle stretching, 
and core stabilization program modifi ed for patient’s 
yoga classes.   

 OUTCOMES 

 The patient reported and maintained consistent 
decreases in LBP, urinary urgency and frequency, 
and PFMS, while demonstrated an increase in func-
tion and return to normal activities. The patient had 
1 fl are due to admittedly abandoning home pro-
gram and IC diet over family-based weekend. The 
patient was able to identify reasons for fl are and 
demonstrate self-correction techniques to decrease 
symptoms ( Table 1 ).  

 Upon discharge, patient reported substantial 
improvement in all symptoms. Urinary urgency and 
frequency were reduced to normal levels, and ure-
thral pain with urination was also greatly reduced. 
Low back and SIJ pain was completely eliminated, 
and suprapubic pain was substantially reduced 
upon discharge. Vaginal pain with intercourse and 
postintercourse was reported to be eliminated or 
only mildly bothersome according to the patient 
( Table 2 ).  

 With the improvement in her condition, the 
patient was able to sit and stand for more than 
2 hours, which has allowed her to resume many 
activities of daily living, including outings with 
her family and returning to her work as a social 
worker. She resumed sexual intercourse with her 
husband, with no discomfort or occasionally mild, 
intermittent pain. Nocturia was reduced to twice 
per night, improving the patient’s sleep. She was 
able to return to her regular exercise routine of 
yoga 5 times a week. The patient reported only 
mild and intermittent symptoms and was pleased 
with her progress. She was confi dent her improve-
ment would continue with consistency of home 
exercise program and self-treatment techniques 
( Figures 1 and 2 ).   

 This patient demonstrated signifi cant improve-
ment on the SF-36 quality-of-life measurement. As 
per the  User’s Manual for the SF-36(v2) Health 
Survey , norm-based scoring should be used to 
simplify interpretation. The general population 
norms are built into the scoring algorithm, which 
makes comparing this patient with normative 
scores valuable. In this case, the patient scored 
below average on 7 of 8 categories upon initial 
evaluation and above average on 7 of 8 catego-
ries upon discharge from physical therapy (see 
Figure 1). 

 She also demonstrated a decrease on Short-Form 
McGill Pain Questionnaire, indicating a substantial 
improvement in pain symptoms. Her overall pain 
score was reduced from 29 of 45 to 6 of 45 at dis-
charge. Substantial improvements were seen in both 
sensory (4-fold reduction) and affective (8-fold reduc-
tion) categories.   
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 DISCUSSION 

 At the time of her initial physical therapy evaluation, 
it was clear that the patient’s primary symptoms, 
pain, and functional limitations were related to her 
acute LBP. Concurrently, her PFMs were extremely 
hypersensitive, likely due to not being able to lie 
supine without pain. For those reasons, the initial 

focus was on relieving the acute pain to allow for 
proper positioning and reducing the internal hyper-
sensitivity of tissues. Manual therapy for the fi rst 4 
visits consisted of correction of pelvic obliquity, SIJ 
mobilization, neural mobilization of the sciatic nerve, 
and lumbar spine joint mobilizations at grades I and 
II for infl ammation reduction. Manual therapy dur-
ing these visits was externally focused and consisted 

 Table 1.    Summary of Treatments and Visit Outcomes  

Visit Manual Therapy Education Therapy Ex Patient Reported Progress and Visit Notes 

1 X X X (Evaluation) 

2 X X  

Patient used muscle-relaxant suppository prescribed by the physician; reported 50% 

reduction in pain by the end of the session and able to achieve comfortable position 

in supine. 

3 X X X 
Patient reported a continued 50% reduction in back pain; diagnosed with bladder 

infection; therefore, internal manual therapy held. 

4 X X X 
External treatment performed because of clearing bladder infection; patient reported 

continued decrease in back pain with improved sleep and urgency at night. 

5 X X X 

Patient continue  > 50% LBP improvement, and no longer reported LBP as her primary 

symptom; within-session improvement in urgency reproduction with internal PFM 

palpation from 8/10 (intensity) to 2-3/10. 

6 X X X 

Patient reported improved sleep due to decreased pain, LBP 85% gone; urinary 

urgency persists despite within-session improvements of urgency reproduction and 

decreased PFM spasm. Cystoscopy results: 75% bladder lining infl amed consistent 

with bladder irritation and IC. 

7 X X X Patient reported no LBP, and fi rst decrease in urinary urgency. 

8 X X X 
During the session, trigger point reproduction of urinary urgency decreased from 5/10 

to 1/10 with palpation of PFMs. 

9 X X  

Patient reported overall improvement with urgency, now rating at 3-4/10 (vs 8/10 on 

initial evaluation). The patient was able to return to yoga exercise now that LBP was 

eliminated as a symptom. 

10 X X  

Urgency decreased from 4/10 to 1-2/10 within session. The patient is continuing with 

yoga and core strengthening exercises. Worked to modify diet and home program to 

remove some restrictions to fi t her current status. 

11 X X  Urgency decreased to 2/10; able to continue to increase yoga exercises. 

12 X X  

Functional improvements continued, and the patient started to look for a new job and 

increased yoga to 3 ×  per week. Sustained improvements in urgency even while 

“cheating” on diet. 

13 X X  
Urgency improved, even with normal food triggers; job interview completed; urgency 

reduced to 2/10 with normalization of frequency. 

14 X X X Maximum intensity of urinary urgency reported as 1-2/10; patient began part-time work. 

15 X X  
Symptoms consistently mild; the patient was confi dent in her return to work. Urgency 

no longer reproduced with PFM palpation. 

16 X X X 
Flare reported with increased urgency/frequency of urination after being “bad with diet 

over whole weekend,” no yoga or home exercises. 

17 X X X 
Reduced urination to 1 ×  per 1.5-2 h, 3-4 ×  at night after the recent increase due to 

fl are. 

18 X X X 
Mild to WNL PFM spasm; progressed to full-time work now; only mild intermittent 

symptoms. 

19 X X X 
Full-time work; discharged, 0-3/10 symptoms; intermittent mild urgency controlled by 

home exercise and self-treatment. 

  Abbreviations: LBP, low back pain; pelvic fl oor muscle; WNL, within normal limit.  
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of tissue approximation techniques, rather than inter-
nal trigger point release, which was too painful for 
the patient to tolerate at that time. After 5 visits, the 
patient reported substantial reductions in LBP. 

 After the patient’s LBP had been reduced, urinary 
frequency and urgency became the patient’s primary 
symptoms, and the pelvic fl oor hypersensitivity abat-
ed to the point where internal therapy was tolerable 
for the patient. Trigger points within the pelvic fl oor, 
primarily the urogenital diaphragm muscles, directly 
reproduced the patient’s specifi c urinary urgency. 
Sexual pain was reproduced with palpation of levator 
ani muscles. Visits 5 to 15 focused on manual therapy 
to decrease pelvic fl oor trigger points, which resulted 
in a decrease in urinary symptoms and sexual pain. 

This intervention was maintained because the patient 
continued to report improvements, both within and 
between sessions, even as the patient resumed work, 
exercise, and sexual intercourse. As expected, as she 
increased her activities of daily living, there was a 
corresponding increase in PFM trigger point presence, 
which was then addressed in treatment to allow her 
to continue to progress her activity level in a system-
atic fashion. 

 In the next stage of management, from visits 16 
to 19, sessions focused on eradicating any residual 
and even mild SIJ dysfunction or LBP, as well as 
any persisting PFM trigger points, while the patient 
continued to progress toward full prior level of func-
tion, including full-time employment without symp-
toms. Visit frequency was reduced during this time. 
Additional focus was placed on core stabilization and 
educating the patient on independent management of 
fl ares and symptoms. The patient was educated on 
the practical implications of her long-term condition, 
including changes in diet and exercise. She was taught 
how to assess and respond to fl ares and increases in 
sexual pain, including modifying sexual positioning 
to minimize symptoms. Additional education includ-
ed maintenance and self-interpretation of a voiding 
diary, trigger point release using the crystal wand, and 
pelvic fl oor relaxation. 

 Upon discharge following visit 19, the patient 
had returned to full-time employment at time of 
discharge, with no exacerbation of symptoms. She 
returned to her regular exercise program of high-
intensity Bikram yoga 5 times per week. She was able 
to engage in regular, non- or mildly painful sexual 
intercourse with her husband. Her back pain and 
SIJ pain were completely eliminated, with occasional 

 Table 2.    Improvements in Pain and Function  

 Pretreatment At Discharge 

Urgency and frequency

 of urination 

 > 16 times 

per day 

 < 8 times 

per day 

Low back and 

 suprapubic pain 
9/10 2/10 

Burning urethral pain

 with urination 
2/10 1/10 

Burning vaginal pain introitus

 sexual intercourse 
8/10 0-3/10 

Deep vaginal pain with 

 intercourse 
9/10 0-3/10 

Pelvic pain last 3 d after 

 intercourse 
7/10 0-2/10 

Low back/SIJ pain 10/10 0/10 

Pain in groin and suprapubic

 region when lifting 
6/10 2/10 

  Abbreviation: SIJ, sacroiliac joint.  

Figure 1.   Improvement in SF-36 quality-of-life questionnaire. 
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mild pain. Overall, she reported a signifi cant increase 
in confi dence in being able to independently manage 
any residual symptoms. 

 Additional research is needed in this patient 
population. The prevalence of this symptom 
presentation—LBP, sexual pain, and urinary urgency 
and frequency, and bladder pain—has not been well 
established. It is unclear whether there are any casual 
or risk factors in the relationship between orthope-
dic dysfunction in the pelvic girdle and pelvic fl oor 
dysfunction. Interventions for this complex symptom 
presentation are still subjective, and a standard-
ized treatment protocol has not yet been developed. 
Further large-scale studies on pelvic fl oor physical 
therapy intervention are needed.   

 CONCLUSIONS 

 This case illustrates the benefi ts of a combination 
of orthopedic and pelvic fl oor physical therapy 
interventions to substantially improve outcomes for 
complex IC patients. Orthopedic and pelvic fl oor 
dysfunctions often coexist. Both must be addressed to 
alleviate the acute symptoms and allow for sustained 
improvement and return to full prior level of func-
tion. Appropriate and individualized physical therapy 
can result in rapid and sustainable improvement in 
pelvic and LBP, as well as urgency and frequency of 
urination, and lead to the patient’s resumption of the 
activities of daily living and ultimately improve her 
quality of life.       
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