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Pelvic Pain
Please be warned – although I have used reputable sources (listed at the end) in researching this article, this is not an area of my expertise.  If pelvic pain is a problem for you, you should see a women’s health or men’s health specialist who can provide you with more information. 


Although it may be an uncomfortable topic to discuss, pelvic pain is a common problem with fibromyalgia. Chronic pelvic pain (CPP) is a combination of physical symptoms (such as pain, trouble sleeping, loss of appetite), psychological symptoms (depression or distress), and changes in behavior (changes in relationships due to the physical and psychological symptoms).  
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While CPP affects women more often than men, both can suffer from pelvic pain: up to 16% of women and 6% of men experience pelvic pain. CPP in men is called Chronic Prostatitis/Chronic Pelvic Pain Syndrome (CP/CPPS). Symptoms are generally similar for men and women except that women may experience vaginal pain while men have pain at the base of the penis and scrotum. For both men and women, CPP can make sexual intercourse painful and decrease libido. These problems can be very distressing to the individual and can cause a significant amount of relationship stress. 


CPP is similar to other chronic pain disorders in that the pain lasts for longer than the original injury that triggered the problem. Initial triggers can be endometriosis, ovarian cysts, bladder infections, pelvic inflammatory disease, adhesions (scar tissue) from surgery to the abdomen or internal organs. Once CPP has been present for a while, other symptoms may develop. For example, muscle pain may spread to other areas of the body, such as the back and legs. Spasm in the pelvic muscles can affect bladder and bowel function. Trigger points in the abdominal muscles can cause many gastrointestinal problems (see the November, 2010 Fibromyalgia Newsletter for more information about abdominal TrP). 
There is a constellation of ‘functional’ chronic conditions where function is compromised. These functional pain syndromes commonly co-exist with chronic pelvic pain: FM, myofascial pain, chronic fatigue syndrome, multiple chemical sensitivity, post-traumatic stress disorder, irritable bowel syndrome, interstitial cystitis, migraine and tension headaches, temporomandibular disorders, painful intercourse, depression, anxiety, sleep disorders, widespread muscle pain, and a number of other disorders and symptoms.  Endometriosis, pelvic infections, and chronic urinary tract infections are not part of the functional pain spectrum described above, but are common with CPP. 
Studies not only show that these chronic conditions co-exist, but that people who have more than one of these conditions have more severe symptoms, more distress and more compromised quality of life. 


Psychological distress is also common with CPP; the distress may both contribute to the development of CPP and be aggravated by CPP. A history of physical or sexual abuse, stress due to work or personal life, and depression are therefore common with CPP. A common vicious cycle occurs when there has been a physical event or illness that starts the pain, lifestyle and relationships change as a result of the pain, anxiety and distress further aggravate the physical condition. 

Seeing a doctor for CPP. The International Pelvic Pain Society has an excellent patient pamphlet on CPP. This pamphlet explains CPP and the types of tests your physician might do. The exam is likely to include a thorough history to determine what factors might contribute to the CPP, as well as what other conditions might be referring pain to the pelvis. For example, bladder problems (e.g., chronic urinary tract infection or interstitial cystitis) or GI problems (e.g., irritable bowel, inflammatory bowel, or constipation from another cause) can refer pain the pelvis. In these cases, the primary problem needs to be addressed first. 


Management of CPP. As with other forms of chronic pain, there are seldom simple treatment solutions. Treatment needs to address physiological problems that are present, the pain, the lifestyle changes that have occurred as a result of the pain, and the distress. Ideally, treatment should be multidisciplinary, including medications, physical therapy, and psychological approaches. 

For women, hormonal treatment can sometimes be beneficial. Antidepressants (often used to manage chronic pain rather than to address depression), antibiotics, and sometimes opiate medications can be appropriate. 

Myofascial pain is often present with CPP; the trigger points (TrP) may be in the pelvic floor, abdomen. (See discussion of pelvic floor TrP below and discussion of abdominal TrP in the November Newsletter.) While these TrP may have initially developed in response to an injury, surgery, or disease, the TrP become self-perpetuating. Other factors such as poor posture, muscle weakness due to decreased activity can also aggravate TrP. 


Certain physical therapists are specially trained to treat pelvic problems, including both CPP and incontinence. These PTs can determine specifically which muscles or other structures are involved and can provide a variety of treatments such as education, exercise, self-care, and manual soft tissue release. If the problem involves scar tissue in the abdominal viscera, there are also PTs specially trained in visceral therapy, where they gently break up scar tissue in the abdomen. 

Relaxation techniques such as breathing, physiological quieting, and meditation are also very useful for calming down muscle spasm and pain, overall. You may be able to do specific exercises, though which will depend entirely on the source of your pain. It is also important to become more physically active and increase time spent doing satisfying activities to keep the pain from controlling your life.

Psychological techniques, such as cognitive-behavioral therapy (CBT) have been shown effective for CPP, just as it is for other forms of chronic pain. CBT includes learning to relax the muscles, meditation, stress management, problem-solving, recognizing and avoiding negative thoughts or feelings of helplessness, and altering pain behaviors. 


If pelvic pain is a problem for you, discuss it with your health care provider. Although people might be embarrassed to talk about CPP, it is a very common condition causing a lot of distress.  While treatment is not easy, there are things to do.
Resources:
· Jarrell JF, et al. Consensus guidelines for the management of chronic pelvic pain: Part 1. J Obstet Gynaecol Can. 2005;27(8):781-801.

· Jarrell JF, et al. Consensus guidelines for the management of chronic pelvic pain; Part 2. J Obstet Gynaecol Can. 2005;27(9):869-910.

· The International Pelvic Pain Society web site at: http://www.pelvicpain.org/ 

· Sperber AD, Dekel R.  Irritable bowel syndrome and other co-morbid gastrointestinal and extra-gastrointestinal functional syndromes. J Neurogastroenterol Motil. 2010; 16:113-119.
Trigger Pointers: The Pelvic Floor 

Pelvic floor muscles can develop TrP just like any other muscle. Pelvic floor muscles hold the abdominal contents up and control bowel and bladder function. They also have a role in both posture and breathing; posture and breathing also affect pelvic floor muscles. 

Pain from pelvic floor TrP is often vague and diffuse and may include the tailbone, low back, hip and genital structures (the vagina in women and the base of the penis in men).  TrP can cause urinary urgency or pain with bowel movements or sexual intercourse. Pain can be aggravated by sitting, especially in a slumped posture or on a hard surface, lying on one’s back and bowel movements. TrP can be caused by slumped sitting posture, trauma or surgery to the low back or pelvic area, TrP in abdominal or low back muscles, as well as pelvic conditions such as interstitial cystitis, endometritis.

Management of pelvic TrP is beyond the scope of this newsletter; you should see a specialist physician or physical therapist for a customized program. 
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February Potsdam Meeting Monday, 2/28: 


The Potsdam Fibromyalgia Support Group meeting, Monday, February 28th, 5:30 will be: “Open Discussion: What’s on Your Mind?” Meetings will still be in Clarkson Hall, at 59 Main St. Although the CPH Physical Therapy department has moved, the Fibromyalgia Support Group remains in its previous location. For information about meetings, contact CPH Physical Therapy Department at 261-5460.

Massena Meetings Have Started Again!!!! 


The Massena Support Group is meeting again at 1:30 pm on the 2nd Saturday of each month in the Massena Hospital, (ask for room location at the front desk). The March 12th meeting is on “Common Sense and Positive Thinking.” For more information, please contact facilitator Maxine Dodge, at 769-5778.  
[image: image6.png]CANTON-POTSDAM
HOSPITAL

Expert Care ¥ Personal Touch



This newsletter is a joint effort of Clarkson University and Canton-Potsdam Hospital. If you would prefer to receive these newsletters electronically, please send your email address to gilberta@clarkson.edu. You can access current and previous Potsdam Fibromyalgia Support Group Newsletters on our web site: www.people.clarkson.edu/~lnrussek/FMSG. [image: image2.png]
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