
Each muscle within the pelvic floor has
its own role internally, and externally
interacts with the lower extremity,
pelvis and low back and pelvic organs.
These are complex relationships.  Each
muscle must work individually and as a
group with the rest of the pelvic floor
muscles both relaxing and contracting
to appropriately control proper
functioning of urination, defecation,
sexual arousal and function, support of
the pelvic organs and pelvic, low back
and hip joints. 

Each individual muscle, just like any
other muscle in the body, can become
spastic, tight or hypertonic. This
spasticity may be the primary cause of
pelvic pain or it may be a response to
the underlying pelvic disorder.  

Women are being taught to voluntarily
contract their pelvic floor muscles as a
group by means of trying to contract as if
they were stopping the flow of urine. It is
automatically assumed that the entire
pelvic floor is weak and needs to be
strengthened. People understand this
simple concept of weak muscles that need
to be strengthen. 

This simplistic model of viewing the entire
pelvic floor as one entity and assuming
that the whole pelvic floor is weak, needs
to be strengthened, and strengthened in
one way, is neglecting, and potentially
harming the pelvic floor. This approach
fails to recognize the amazing complexity
of interactions between several different
muscles within the two layers (superficial,
deep and possibly even a third middle
layer consisting of puborectalis) of the
pelvic floor, pelvic organs and the
corresponding pelvic, low back, hip and
lower extremity joints. 

Simplistic Model
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When Kegels Harm

Each muscle within the pelvic floor may
become weak because it has trigger
points or spastic portion(s) of the
muscle. If we try to strengthen these
already tight muscles of the pelvic floor,
not only will the condition not improve
but we could create a new problem or
make the current condition worse. 
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Hypertonicity
 A CAUSE OF WEAKNESS 

It is essential in the initial diagnosis of pelvic
floor dysfunction that we identify both the
spastic and weak muscles and portions of
muscles within the pelvic floor and treat the
spastic portion first. Releasing the spastic
portion may allow the muscle to function
correctly without even strengthening it. On
reassessment we may find the need for
additional rehabilitative strengthening to
increase either power or endurance or both.  

Spasticity First

Which component spastic/flaccid
is essential to address first?
 Does one ever exist without the
other?

Key Questions
1.

2.

Nonrelaxing (Spastic)
Pelvic Floor Dysfunction
HISTORY
When evaluating for spasticity, ask
about symptoms of bowel, bladder, and
sexual dysfunction and pain Bowel function:
bloating, constipation, difficulty evacuating
stool, straining with bowel movement,
splinting the posterior vagina, anal digitation,
incomplete evacuation, sense of anal
blockage during defecation Urinary function:
frequency, hesitancy, urgency, dysuria,
bladder pain, urge incontinence Sexual
function: insertional or deep dyspareunia,
pelvic ache after intercourse Pain: low back
pain radiating to thighs or groin, pelvic pain
unrelated to intercourse, lower abdominal
wall pain.  
EXAMINATION
Perform a manual internal palpatory exam
(see our Newsletter issue #1 for examination
strategy) of deep pelvic floor muscles looking
for tension and tenderness. Impaired
relaxation or paradoxical contraction can
result in symptoms such as dysfunctional
voiding or defecation, pelvic pain, and sexual
dysfunction. 
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Manual Versus Mechanical
Biofeedback

 Which biofeedback technique is
more specific? Manual or
Mechanical?

Key Questions
1.

SYMPTOMS
Symptoms of spastic pelvic floor include:

Bowel: Difficulty evacuating stool or straining
with bowel movements, a sense of
incomplete evacuation, bloating, and
constipation. 
Urinary: frequency, hesitancy, urgency,
dysuria, bladder pain, and sometimes urge
incontinence.  

Sexual: Insertional or deep dyspareunia, a
pelvic ache after intercourse.  

Lumbopelvic: A cross-sectional study was
conducted on non-pregnant women
presenting with lumbopelvic pain found that
95.3% had some form of pelvic floor
dysfunction. 71% of the participants had pelvic
floor muscle tenderness as a result of
hypertonicity  

Causes of spasticity 
PREGNANCY 

The increased weight gain combined with
relaxin production and a change in center of
gravity all put increased stress upon the
pelvic floor muscles. Vaginal delivery
frequently causes trauma to one or more
pelvic floor muscles resulting in spasming,
strains, tears and scar tissue adhesion
formation. 

DYSFUNCTIONAL VOIDING OR DEFECATION 
Whether a woman learns or acquires the
need to voluntarily hold urine and/or stool this
results in overactivity of the pelvic floor
muscles which causes them to spasm. and
interstitial cystitis or painful bladder
syndrome. Spastic pelvic floor muscles may
cause or be caused by central and peripheral
sensitization and lowering of 

nociceptive thresholds, resulting in neuropathic
up-regulation, hypersensitivity, and allodynia.
Visceral organs can refer pain to muscles and
vice versa.

Postural or gait abnormalities 
Postural or gait abnormalities, skeletal
asymmetry, abnormal functioning of the
sacroiliac joints, hips  and prolonged sitting
may trigger compensatory pelvic floor spasms
and symptoms. 

Visceral Pain Syndromes 
Visceral pain syndromes associated with
chronic pelvic pain include irritable
bowel syndrome, endometriosis,

SEXUAL TRAUMA 
Trauma to the pelvic floor muscles during sex
whether it is consensual or not can result in a
reflexive spasming of either that injured
muscles or the muscles surrounding it to
compensate for the injury. 
 
ATHLETICS 
Sports that involve repetitive or longer
durations of running or jumping increase the
pressure on the pelvic floor and can result in
muscles compensating by become spastic.
There is usually a component of both spastic
and weak muscles. 

SURGERY 
Pelvic surgical procedures such as mesh
placement or permanent sutures in the
muscles, as well as obstetric injury, have been
reported to result in muscular pain and
hypertonicity of the pelvic floor. 

OBESITY 
Excessive body weight puts more pressure on
the pelvic floor and requires it to work harder to
support the pelvic organs. 

Women deserve a comprehensive
manual examination of all layers of the
pelvic floor hammock. We must
properly diagnose spasticity within
individual muscles and manually
release that spasticity before
proceeding to strengthening. 

Manual diagnosis and subsequent
release of the spasticity in relation to
the corresponding joint function of the
hips, pelvis, low back and lower
extremity are essential to fully
appreciate the relationship between
the pelvic floor and these structures.
Proper functioning and movement of
these joint complexes is essential to
decreasing abnormal stress upon the
pelvic floor and a healthy functioning
pelvic floor is a core stabilizing factor
for these structures. 

Strengthening must be geared towards
the function of the individual muscle
with manual biofeedback training to
increase elements of power and
endurance throughout the pelvic floor
“core”. 

Conclusion
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 The pelvic floor may overcompensate
by spasming. 


