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The role of manual therapy in the treatment of pelvic
floor dysfunction

M. Whelan
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Abstract
Pelvic floor massage has been used for many years to treat the symptoms of pelvic
floor dysfunction. The literature dealing with palpation of the pelvic floor has
endeavoured to demonstrate either the reliability of various techniques or a
correlation with pain scores in cases of dysfunction. Manual therapy research has
generally reported good results with regard to symptomatic relief for patients.
However, what clinicians do and how they report it varies, leading to difficulties
when comparing studies. The existing literature on the use of manual therapy
techniques has tended to focus on chronic pelvic pain disorders such as interstitial
cystitis, but clinically, pelvic floor musculoskeletal dysfunction seems to extend
across the spectrum of all urogynaecological disorders. This paper attempts to
label the techniques that can be applied to the pelvic floor myofascial system, and
provide a brief overview of the application of these approaches to a population
with pelvic organ prolapse (POP). The background to a research study evaluating
the effect of manual therapy on the levator plate in women with POP is provided,
although the main findings are not reported in this paper.

Keywords: manual therapy, palpation, pelvic floor dysfunction.

The beginning of manual therapy
It was George Thiele who first gave a detailed
account of manual therapy for the pelvic floor.
In his original description of this technique
(Thiele 1937), he reported a personal series of 31
cases of coccygodynia (i.e. coccydynia) and pel-
vic floor musculature spasm in which 19 (61.3%)
individuals were cured and 11 (35.5%) were
improved (according to undefined criteria) after
transrectal massage. Using the same technique,
Thiele (1937) combined his data with figures
provided by eight other proctologists, and
reported a 93.7% rate of cure or improvement in
a total of 80 patients. In this study, treatment
consisted of an average of 11 treatments over
approximately 11 weeks. Thiele (1963) further
described coccydynia in a review based on 324
case records. The symptoms included pain local-
ized to the lower sacrum and coccyx, which was
often exacerbated by prolonged sitting. How-

ever, few of these patients exhibited tenderness
of the coccyx on direct palpation or manipu-
lation. Common aetiological factors included
anal infection and chronic trauma, as identified
in 178 (55%) and 106 (33%) patients, respect-
ively.

Lubkan & Whitmore (2002) described Thiele
massage performed transvaginally as being more
comfortable for patients. In performing this
technique, pressure was applied longitudinally
from the origin to the insertion of the pelvic floor
muscle (PFM) fibres. Ten to 15 sweeps of maxi-
mally tolerated pressure were applied on each
side, followed by myofascial massage (10–15 s of
sustained pressure) to tender points. Patients
were treated once or twice a week for 6–8 weeks,
which was less frequent than Thiele prescribed.
Lubkan & Whitmore (2002) stated that Thiele
applied his initial course of therapy every day for
5–6 days, and then every other day for 7–10
days.

Paradis & Marganoff (1969) used the term
‘‘coccygeus-levator spasm syndrome’’ to charac-
terize 92 patients with pelvic floor spasm and
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‘‘rectal’’ pain in an article on rectal pain of
extrarectal origin. Patients were found to be
particularly tender at muscular sites adjacent to
the ischial spines and coccyx. Neither infection
nor trauma was identified as an aetiological
factor in these subjects. Grant et al. (1975) used
the term ‘‘levator syndrome’’ to describe a
sample of 316 patients exhibiting PFM spasm
and tenderness. The predominant symptom was
rectal discomfort. The aetiology of levator syn-
drome was reported as unknown. Malbohan et
al. (1989) described the role of coccygeal spasm
in low back pain.

Current guidelines
The importance of musculoskeletal evaluation in
pelvic floor dysfunction has recently become
more generally recognized. In the European
Association of Urology (EAU) guidelines on
chronic pelvic pain (CPP), Fall et al. (2010,
p. 39) defined PFM pain syndrome as: ‘‘Persis-
tent or recurrent episodic pelvic floor pain with
associated trigger points [TrPs] either related to
the micturition cycle or associated with symp-
toms suggestive of urinary tract, bowel, or sexual
dysfunction.’’ Therefore, where there were once
only a few individuals who saw the need to assess
the musculoskeletal system, there is now more
agreement that this kind of evaluation is import-
ant in many urogynaecological and colorectal
conditions, and it is recommended that the
PFMs are palpated as a first-line treatment in all
cases when evaluating CPP (Fall et al. 2010).

The updated EAU CPP guidelines (Engeler et
al. 2012) state that the musculoskeletal system
must be evaluated in the same way as the uro-
logical, gynaecological, gastrointestinal, periph-
eral nervous, sexological and psychological
systems. Furthermore, the PFMs, abdominal
muscles and spine should be examined as end-
organs of pain. The American Urological As-
sociation states that appropriate manual physical
therapy techniques (e.g. manoeuvres that resolve
pelvic, abdominal and/or hip muscular TrPs,
lengthen muscle contractures, and release painful
scars and other connective tissue restrictions)
should be offered as a second-line treatment if
suitably trained clinicians are available, and that
pelvic floor strengthening exercises (e.g. Kegel
exercises) should be avoided (Hanno et al. 2011).

Palpation and manual therapy in the
literature
Kavvadias et al. (2011) reviewed 69 articles on
pain in urogynaecology. The sites of pain were

specified in 31 papers (45%), nine (13%) men-
tioned bladder pain, nine (13%) referred to
musculoskeletal pain (e.g. of the levator ani,
pubo- and iliococcygeus, piriformis, ischiococcy-
geus, and obturator internus muscles), and 14
papers (20%) referred to other sites of pain, such
as vaginal, vulvar, urethral or low back pain, or
pain in the lower abdomen. One study specified
the type of bladder pain described as bladder
neck pain by using vaginal examination. In the
remaining 37 articles (54%), the location of the
pain was not specified. Vaginal examination was
performed in 14 studies (20%). In 13 of the
articles (19%), the diagnosis was of CPP.

Table 1 gives outlines of some of the more
relevant papers reviewed by Kavvadias et al.
(2011), includes more recent studies, and exam-
ines the difficulties associated with and differ-
ences between various palpation techniques. It
can be seen from these studies that painful
levator ani, obturator internus, ischiococcygeus
and piriformis muscles are prevalent in sympto-
matic female and male patients.

There has been little research on the reliability
of palpation methods, and in what literature
there is, the reports of reliability have been very
varied. Table 2 outlines these studies.

Table 3 lists the studies of manual therapy
that have been published to date. The various
techniques used and the range of intervention
dosages are described.

Loving et al. (2012) published a systematic
review entitled ‘‘Does evidence support physio-
therapy management of adult female chronic
pelvic pain? A systematic review’’. They con-
cluded that there was insufficient evidence to
allow conclusions to be drawn about the effects
of psychosomatic group treatment and modified
Thiele massage, even though studies of these
interventions have demonstrated a statistically
significant pre–post reduction in pain using
visual analogue scales.

The nature of trigger points
In a literature review, Lucas et al. (2009)
described TrPs as hyperirritable nodules located
within taut bands of skeletal muscle that are
tender when palpated and produce referred pain.
After a TrP is identified, clinicians determine
whether it is ‘‘active’’ (i.e. symptomatic) or
‘‘latent’’ (i.e. asymptomatic). The criterion that
the patient’s pain can be reproduced by palpa-
tion of the tender point within the taut band is
essential for the diagnosis of an active TrP.
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There are only limited data on the reliability of
pinpointing the exact location of active TrPs,
and according to Lucas et al. (2009), physical
examination cannot currently be recommended
as a reliable test for the diagnosis of TrPs. Since
their paper was a review on the literature on
TrPs in the musculoskeletal system in general,
this would certainly be the case with regard to
the PFMs because of the greater limitation of
access to these muscles. Furthermore, there
tends to be reluctance on the part of any thera-
pist to exert sufficient pressure to elicit a TrP
local twitch response.

Trigger points are thought to develop follow-
ing unaccustomed eccentric and concentric load-
ing in particular, but these also occur after
low-load repetitive tasks and sustained postures,
and in association with visceral pain and dys-
function. The taut band formation may reflect a
normal protective and stabilizing physiological
mechanism; for example, TrPs might be associ-
ated with damage or potential muscle damage,
joint hypermobility, visceral dysfunction, or
abnormal breathing patterns. Prolonged con-
tractures are likely to lead to the formation of
latent TrPs, which can evolve into active ones
(Dommerholt 2011). This mechanism is
described apropos of all muscles and can be
more specifically applied to the PFMs.

The concept of taut bands and load in
pelvic organ prolapse
There is a certain amount of agreement in the
literature with regard to the mechanism of load-
ing to the pelvic floor as a result of fascial and
muscular damage. A study of 160 women by
DeLancey et al. (2003) showed the appearance of
levator muscle injury using magnetic resonance
imaging (MRI). These authors stated that dam-
age to the PFMs results in sagging and tipping of
the levator plate, and that decreased muscular
support presumably increases the load on the
fascia and connective tissue of the pelvis. They
further suggested that, because the load carried
by the pelvic floor is shared between the muscles
and the connective tissues, a decrease in muscle
function would shift an additional load to the
fibrous elements. DeLancey et al. (2003) found
muscle injuries in 32 women, and of that total,
the iliococcygeus muscle was injured in only 10%
of cases (n=3), while the pubovisceralis muscle
was injured in the remaining 90% (n=29).

In a study of the position of the levator plate
using MRI, Hsu et al. (2006) considered anT
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increase in levator plate angle (LPA) to be an
indicator of damage to the levator muscle. They
suggested that the bigger load on the iliococcy-
geus as a result of pubovisceralis damage could
be a mechanism for the downward displacement
of the LPA.

DeLancey et al. (2012) stated that pelvic organ
prolapse (POP) is associated with a tear of
greater than 50% and described the ‘‘compensa-
tory hypertrophy hypothesis’’, i.e. where the
ventral portion of the levator ani is damaged, the
intact dorsal portion hypertrophies in compen-
sation. They proposed that this may explain why
a loss of less than 50% of the muscle is not
associated with prolapse, but a loss of greater
than 50% has a significant association with POP.
In lesser degrees of injury, the remaining muscle
can hypertrophy in order to take over some of
the lost function, while greater degrees of injury
exceed the capability of the remaining muscle to
increase its activity. In accordance with the
above study, Hsu et al. (2008) also found thicker
levator ani musculature dorsally and a more
prominent puborectal muscle on MRI.

Dietz (2009) described palpation associated
with bilateral avulsion of the levator ani, noting
marked hypertrophy of the pubococcygeus/
iliococcygeus, resulting in a levator shelf that is
almost as ‘‘strong’’ as the original, just some-
what higher and wider. He stated that avulsion
often seems to have an impact on adjacent or
contralateral intact muscles. Dietz (2009) also
noted that the intact contralateral puborectalis
may become spastic and very tender after unilat-
eral avulsion. Where this is described as
‘‘strong’’, it might be interpreted as ‘‘loaded’’ in
physiotherapy terms, but perhaps these words
mean the same thing.

Physiotherapists can manually identify varia-
bility in hypertrophied and ‘‘loaded’’ muscle in
PFM rehabilitation, although their skills and
ability will vary, as will the reliability of their
measurements (Slieker-ten Hove et al. 2009).
Clinically, however, a physiotherapist can pal-
pate a tear in the levator muscle and identify
when there is a hypertrophied muscle. A hyper-
trophied puborectalis can often be found beside
a more ‘‘loaded’’ iliococcygeus when there has
been damage to the PFMs and fascia. In physio-
therapy terms, ‘‘load’’ might be palpated as a
fibrous, hard, almost tendinous end-feel of ten-
sion under the palpating finger. This type of
end-feel is distinct from the high-tone pelvic
floor or short pelvic floor, as described by
Fitzgerald & Kotarinos (2003), which may also

be hard on palpation, but has a more springy
resistance. These terms have been explored by
past international standardization committees,
and this work is currently ongoing (Messelink et
al. 2005; Haylen et al. 2010).

Manual therapy techniques
Simons et al. (1999) described the basis of the
three manual therapy techniques that can be
applied to the pelvic floor, i.e. flat, deep and
pincer palpation. In flat palpation, the thera-
pist’s fingertip slides the overlying fascia aside
and palpates across the fibres that are to be
examined. In deep palpation, the intervening
tissue overlies the muscle containing the taut
bands or TrPs, and palpation through this tissue
is necessary; this technique is more suitable for
the deeper levator ani muscles. In pincer palpa-
tion, the muscle is grasped between the fingertip
and thumb to press or roll the fibres forwards
and backwards in order to locate taut bands; this
technique is used for the more accessible tissue.
These approaches are applied and modified
depending on the anatomy of the pelvic floor
that is to be treated.

The superficial PFMs should be treated with
flat palpation techniques, whereas the deep
PFMs would need to be accessed with those of
deep palpation. The attachments of the levator
ani can be treated using either flat or pincer
palpation, as can the perineal body. The deep
PFMs can also be treated using pincer palpation
internally to externally in those patients where
size makes this anatomically possible. The exter-
nal anal sphincter can also be treated vaginally
using pincer palpation. All of the techniques that
are practised vaginally can be performed rec-
tally, depending on levels of comfort and access.
Supine, side-lying and prone positions are all
potential options. Rolling the tissue and medial
to lateral movement, or cephalad-to-caudad or
caudad-to-cephalad movement, can be per-
formed where possible in order to mobilize the
tissue.

External connective tissue manipulation tech-
niques are invaluable methods of releasing
restricted perineal tissue in the distribution of all
branches of the pudendal nerve (i.e. the inferior
rectal, perineal and dorsal clitoral nerves), and
are also beneficial in the distribution of the
posterior femoral cutaneous nerve. These tech-
niques can have a marked effect on the behav-
iour of the internal PFMs. In many cases of
pelvic floor dysfunction, it is good practice to
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assess internally, then treat tissue externally, and
subsequently, reassess internally to determine
the effect of these external restrictions on the
behaviour of the PFMs internally.

The direction of release is important in internal
manual therapy to the levator ani, and therefore,
deep pressure into the muscle may work best
rather than repetitive massage techniques (e.g.
strumming or stripping) where these methods of
palpation might also be quite irritating for the
vaginal tissue. While uncomfortable on the taut
bands or TrPs treated, these techniques as
described should never be uncomfortable on the
vaginal tissue being accessed. The iliococcygeus
muscle is attached to the coccyx and the ischial
spine posteriorly, and therefore, the tendency is for
the muscles to be held back. It is for this reason
that manual therapy is directed posteriorly in the
first instance so as to release/facilitate posterior
attachments, and then towards the anterior attach-
ments to the pubic bone so that release techniques
are based on the direction of the muscle fibre and
the sensitivity of the vaginal tissue.

The abdomen plays a role in pelvic floor
dysfunction and manipulation is effective in the
abdominal connective tissue. Superficial and
deep taut bands and TrPs can also be treated
with palpation techniques in the abdomen.

Dry needling is an adjunct to treatment, and it
may be the therapy of choice when muscles/
fascia are not releasing easily. This approach
may also be used for PFMs, and it could be that
needling techniques are more ‘‘comfortable’’
than other forms of manual therapy and may be
the treatment of choice in such cases.

One of the significant findings and indicators
of success or otherwise in patients with POP is
whether, when their muscles have been treated
and have become more mobile, these remain
flexible or constantly re-inhibit. It can be noted
in individuals who do not improve that their
muscles either do not change as easily, or if these
do adjust, then these can regress or re-inhibit
more easily. One of the measures of this,
although it is not reliable, is to estimate how well
an individual releases after a pelvic floor con-
traction. For example, if the patient contracted
to Modified Oxford Scale (MOS) Stage 4 (Lay-
cock et al. 2008), then the release could be
calculated as a percentage of that contraction,
i.e. a MOS Stage 4 contraction with 70% release
means that, although the muscle is quite strong,
there is still some tension in it that needs to be
released. Once the end-feel changes, the cranio-
ventral lift of the pelvic floor increases, and there

is an improved excursion in the muscle as a
result of greater mobility. Therefore, not only
are the grade of the lift and the quality of the
release evaluated, but also the excursion of the
muscle group.

Single case study
The present author applied these techniques in a
single case study, and found a change of 8( in

(a)

(b)
Figure 1. Magnetic resonance imaging scans showing
the angle of the levator plate (a) before (37() and (b)
after (29() manual therapy. Note the elevated pos-
ition of the uterus following treatment.
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the LPA before and after a single, 30-min session
of manual therapy. The 30-year-old subject had
presented with stage II prolapse of the uterus.

Therapy consisted of deep pressure that was
direction-specific to the taut bands of the levator
plate and the posterior levator ani. Other treat-
ment within the session was intended to facilitate
an improved contract–relax technique, and to
improve the depth of the relaxation component
through use of the ‘‘sniff, flop and drop’’
approach (Whelan 2012). Before and after MRI
scans of the subject’s LPA are shown in Figure 1.

The present author then recruited 12 subjects
in order to do an extended version of this study
using MRI scans of the position of the levator
plate as an outcome measure, as well as the POP
quantification system and a subjective question-
naire. The results of this study have not yet been
published.

Conclusion
Manual therapy for pelvic floor dysfunction has
developed over the past 75 years, and it is only
recently that it has been fully recognized by the
medical profession as a key part of a urogynae-
cological or pelvic evaluation. As a therapy, it
forms only part of the full musculoskeletal pic-
ture, and management must always be multidis-
ciplinary. However, as referrals from colleagues
increase and recognition grows, it has become
increasingly important that a physiotherapist’s
skill in palpation, evaluation and treatment is
well developed. Manual therapy is not just lim-
ited to musculoskeletal pain, urological pain and
CPP, but can extend to all urogynaecological
disorders. As ever, more large-scale research
studies are needed to evaluate the effect that
musculoskeletal physiotherapy can have on all
urogynaecological disorders in the promotion of
conservative care.
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