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Blow the whistle on the Silent Epidemic
SHARP SKILLS THROUGH EVIDENCE-BASED MEDICINE
Empowering Physicians and Specialists to confidently examine
for pelvic floor dysfunction

NEW THIS ISSUE
Rockstar Manual Pelvic Floor Exams

"Turn that hand upside down"

Key Questions
1. Which two muscles are the most
important to palpate for spasticity?
2. Which four muscles make up the
levator ani complex?

The pelvic floor must allow relaxation
of this support at the urogenital hiatus
during voiding and parturition while
maintaining the anatomic position of
pelvic structures.

Anatomy
The pelvic floor consists of striated
muscles, ligaments, and connective
tissues that support the pelvic organs
against gravity and intraabdominal
pressure. The musculoskeletal structure
has been vastly overlooked in the past
in terms of diagnosis and treatment
and as a primary and secondary source
of pelvic floor dysfunction. In the past, it
was thought that the pelvic diaphragm
is composed of the coccygeus muscle
posteriorly
and
the
levator
ani
anterolaterally. Emerging evidence and
focus on anatomy has identified a
much more complex interrelationship
between several individual muscles;
each with their own distinct function,
action and susceptibility to injury. The
components of the female levator ani
consist of the iliococcygeus, the
pubococcygeus, pubovaginalis and the
puborectalis.
Superficial muslces
include
bulbocavernosus,
ischiocavernosus
and
transverse
perioneal.

The complex mechanics of its bimodal
function and frequent insults to the
integrity of the pelvic diaphragm from
altered
biomechanics,
pregnancy,
athletics, menopause, sexual trauma
and obesity contribute to the pelvic
musculature’s vulnerability to damage
and injury.
Lying within the pelvic cavity are the
piriformis, and obturator muscles,
which are not elements of the pelvic
diaphragm but may contribute to
pelvic pain when injured. These
muscles are easily accessible from an
intravaginal
perspective.
Many
underlying hip, low back and sacroiliac
pain syndromes begin with PF
dysfunction. This is why it is critical to
consider more than just the levator ani
and coccygeus muscle groups.

Rockstar Exam

A quick, easy, reproducible, MSK exam can
be incorporated into an internal exam by
simply rotating your hand 180 degrees
following the bimanual exam. This will
enable medical providers and specialists to
palpate the MSK features of the pelvic
floor.
1. Describe the steps of the manual exam
and get consent.
2.Begin
the
unidigital
transvaginal
examination by inserting a gloved,
lubricated index finger into the vaginal
introitus
3. Utilize clock face orientation with the
pubic symphysis at 12 o clock and the anus
at 6 o clock to localize pelvic floor muscles
4. Start with unidigital palpation of
superficial pelvic floor musculature and
then proceed to deep pelvic floor
musculature.
5. Use the following clock face positions to
palpate the superficial and then deep PFM.
Superficial Layer: Bulbospongiosus (2
and 10 o clock), Ischiocavernosus (1 and
11 o clock)
Superficial transverse perineal muscles
(3 and 9 o clock)
Deep Layer: Pubococcygeus (7 and 11 o
clock for left side; 1 and 5 o clock for
right side)
Iliococcygeus (4 and 8 o clock)
Coccygeus (5 and 7 o clock; requires
deeper digital insertion)
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6. Then palpate obturator internus at 2 and 10 o
clock
7. Examine the piriformis with the finger pressed
posterolaterally and superior to the ischial spine
at 11 and 1 o'clock
8. During palpation, apply pressure to specific
sites predefined on each of the pelvic floor
muscles and obturator internus.
9. Use a graded scale (either NRS or VAS) to
assess patient reported pain after palpation of
each site and notate any trigger points palpated
Spasm of a portion of the levator ani is often
detected as a palpable band resembling a guitar
string within the muscle or focal trigger points. In
the patient with normal pelvic floor musculature,
palpation of the levator ani and piriformis
typically elicits a sensation of pressure, whereas a
patient with pelvic floor myalgia will report
significant pain.
Another typical finding during examination is a
distinct asymmetry between the right and left
elements of the pelvic diaphragm.
10. Assess for general strength of pelvic floor
musculature. Ask the patient to squeeze their
pelvic floor muscles as if they were trying to stop
urinating and hold for 3 seconds. Is the patient
able to do a contraction against the pressure of
your finger and sustain it for 3 seconds in the
different regions of the pelvic floor. Notate
general areas that the contraction feels weaker
to initiate or that weaken before 3 seconds.
During this musculoskeletal assessment, muscles
can easily be identified as flaccid and
unresponsive; instead of a taut guitar-string like
band, the global musculature will be soft, without
fiber distinction with an absence of pain.
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“Pelvic Floor Spasm: The missing link in chronic pelvic
pain” Contemporary OB/GYN October 01, 2021

Patrice M. Weiss MD, Jennifer Rich MS, PT and Eric
Swisher MD

Case Study
Patient presents with postnatal severe
pelvic floor pain with dyspareunia. This
patient
describes
a
"significant,
traumatic" birth of her daughter; the
baby was in a posterior position, and
she
experienced
several
manual
attempts to turn the baby. She was
consented for a C-section but preferred
a natural delivery and was instructed to
push hard and fast. The baby's arm was
stuck up above her head and as she
delivered, she suffered clitoral artery
laceration and a second- degree tear
posteriorly. She had to be infused with
7L of fluid and blood and had a
significant number of stiches both
internally and externally including
on/around her urethral sphincter. For
the first 6 weeks postnatally, she lived
with 9/10 pain and would dehydrate
herself to avoid urination as any voiding
was incredibly painful. She started
PT/rehab externally and was eventually
referred
to
internal
PF
PT
for
biofeedback which did not offer any
relief. After her menses returned, she
was unable to use tampons due to pain.

She is tearful during the history and notes that
she is 30 pounds over her comfortable weight, is
unable to have intercourse with her husband
and feels like her chronic pain is a huge burden
in her life. She works full time as a medical
physician and presents at 18 months postpartum.
Initial OATs – PFIQ7 23.08; VPFQ 15; VAS best 0,
worst 4, average 3, now 2
Objective Exam findings reveal introital pain,
right pelvis generally worse than left, several
regions of scar tissue noted and tenderness in
bulboocavernosus, ischiocavernosus, superficial
perineal, pubococcygeus, coccygeus, obteratur
internus, psoas, piriformis, sacrotuberus
ligaments and compressor urethrae.
Complicating factor of severe, surgically
stabilized 50+ degree thoracolumbar scoliosis
Treatment Plan – 2x/wk for 3 wks with reexam
on 6th visit to determine effectiveness of
treatment.
Chiropractic Manipulative Therapy hip/SI and
lumbar joints, Pelvic Power Release and home
care instructions utilized.
On the second visit patient reports feeling the
same. The third visit shows objective
improvement in global PF tone. The fourth and
fifth visits reveal slow, steady progress with less
pain during treatment. On the sixth visit
reexam, the patient subjectively feels 75%
improved, PFIQ shows 18% improvement and
the VPFQ indicates 67% improvement. The
patient states that she has more energy without
chronic pain and is exercising for the first time in
16 months. She is now able to use tampons
without pain and states that treatment has been
“life changing”.
This patient had 2 follow up apts, and resumed
intercourse without pain by the eighth visit. She
returned to clinic 18 months later, pregnant with
second child! She was able to have a successful
vaginal delivery for second baby was wonderful,
non-traumatic with no residual PF issues.

COMING NEXT ISSUE
When Kegels Harm
Spastic Versus Flaccid Pelvic Floor

Key Questions
1. Which component spastic/flaccid
is essential to address first?
2. Does one ever exist without the
other?
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