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ABSTRACT
Background: Chronic pelvic pain of myofascial origin is an underdiagnosed condition and with partial responses to
the different treatment modalities. The objective of this study was to report the results of the multimodal management
of Myofascial Chronic Pelvic Pain.
Methods: Retrospective cohort of 33 patients with myofascial chronic pelvic pain, during the period 01 January 2016
to August 31, 2018, who were treated based on trigger point infiltration and analgesic vaginal electrostimulation. The
analogous visual pain scale (VAS) was used at the beginning, sixth, twelfth and six months after the last
electrostimulation session, in order to measure the effect of the treatment.
Results: During the study period, 32 patients with chronic myofascial pelvic pain were found who received the
multimodal scheme that is offered in our clinic. The average score of the EVA before starting the treatment was 8.5
points, at the sixth session of the treatment the average EVA was 3.6 points, at the twelfth session of 1.3 points and
the average score of the EVA at six months after the last session of the multimodal treatment was 2.9 points. A
significant difference was demonstrated in the average EVA score in the first with respect to the sixth, twelfth and six
months (p = <0.000). There were no complications or adverse effects secondary to the multimodal treatment.
Conclusions: Multimodal treatment was associated with progressive improvement in 80% of patients with miofascial
chronic pelvic pain.
Keywords: Chronic myofascial pelvic pain, Chronic pelvic pain, Myofascial syndrome, Pelvic floor hypertonic,
Pelvic floor spams

INTRODUCTION
Chronic pelvic pain (PCD), affects 16% of women in the
United States, being the myofascial origin the most
frequent cause with a prevalence of 9 to 24%, in our
country there are no statistical data of this condition.1,2 It
is a complex health problem that affects the quality of life
of patients with various urogynecological disorders,

taking them in the vast majority of cases to depression,
anxiety and fatigue.3 The etiology so far is unknown,
some theories relate to muscle fiber damage which causes
contraction of the pelvic floor muscles causing hypoxia,
inflammatory mediators production and as a consequence
the generation of myofascial pain.4,5 It is now known that
40% of diagnostic laparoscopies are attributed to
myofascial syndrome (MS). In the absence of
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demonstrable organic pathology and persistence of pelvic
pain for more than six months, MS is the most frequent
etiologic cause. The clinical presentation is very broad,
from lower urinary tract symptomatology, sexual
dysfunction, rectal, to being a disabling pain.6
The diagnostic approach of this condition is challenging,
from the gynecological evaluation of the patients, to the
lack of clinical suspicion on the part of the medical group
of the MS, as a consequence a poor diagnosis is made,
and the treatment fails, perpetuating the chronicity of the
disease.7
There are several modalities of treatments, which must be
staggered according to the recommendations of the
American pain association, often poor clinical responses
are obtained, so the management must be
multidisciplinary.8 The present study was conducted in
order to report our results of multimodal management in
patients with chronic pelvic pain secondary to myofascial
syndrome, in the Clinic of Gynecological Urology of the
“Centro Médico Nacional 20 de Noviembre, ISSSTE,
Mexico”.
METHODS
A retrospective cohort of patients with chronic
myofascial pelvic pain was performed, in order to report
our results of multimodal treatment which consisted of:
Infiltration of painful trigger points with 1 cm3 of the
dilution of dexamatasone 8 mg, bupivacaine 0.25% and
subsequently 12 sessions of vaginal endocavitary
analgesic electrostimulation initially at high frequencies
and later at medium frequencies, the electrostimulation
sessions were performed 3 times a week.
The response to the treatment was made by means of the
Visual Pain Scale (VAS), applying it before starting the
treatment, sixth, twelfth and six months after the last
session of electro-vaginal stimulation.
The study period was from January 01, 2016 to August
31, 2018. Only patients who were the cause of chronic
pelvic pain were included in the myofascial, who
completed the multimodal treatment scheme and had six
months follow-up concluded the multimodal scheme,
excluding those with other causes of chronic pelvic pain.
Statistical analysis
The data was recorded in a pre-established format and
subsequently analyzed using the SPSS Statistics V25.0
program. We calculated means, standard deviations,
averages of demographic variables, such as: age, body
mass index, births, type 2 diabetes mellitus, neurological
disease, rheumatology, and sexual abuse. To establish
whether there is a significant difference between the
initial, sixth, twelfth and six months EVA after the last
multimodal treatment session, the Wilcoxon rank test was
used.

RESULTS
Authors analyzed 9,206 consultations from January 01,
2016 to August 31, 2018, of which myofascial pelvic
pain was presented only in 33 women (0.35%), which are
included in this study. The average age was 52.7±10.2
years. In the 33 patients they had a history of having
applied at least one unsuccessful treatment strategy,
usually analgesics in combination with anxiolytics. 55%
had at least 3 pregnancies and 45% had more than 4
pregnancies. 30% of women had a history of 2 caesarean
sections. Other demographic characteristics in (Table 1).
Table 1: Clinical and demographic characteristics of
the study population.
Characteristics
Gende
Age
Body mass index
Occupation

Pregnancies
Births
Cesareans
Abortions
Forceps
Diabetes

Rheumatologic
disease
Neurological disease
Sexual abuse

Female
Average±SD*
Average±SD
Hausewife
Office work
Others
≤3
≥4
≤3
≥4
≤2
≥3
≤3
≥4
Antecedent
Without
diabetes
<10 años
>10 años

Patients
n=33
33
52.7±10.2
27.4±10.2
(11) 36%
(17) 51%
(05) 13%
(19) 55%
(14) 45%
(23) 69%
(10) 30%
(10) 30%
(23) 0%
(01) 3%
(00) 0%
(01) 4%
(21) 72%
(07) 15%
(05) 13%

Diagnosed

(07) 15%

Diagnosed
Antecedent

(04) 12%
4%

*DE: Standard deviation

In Table 2, the results of multimodal therapy are shown
in the 33 patients. The initial score was 8.6, after the
treatment at the sixth session an improvement of 50%
was presented, bringing the EVA to 3.5, in the twelfth
session to 1 point and to the six months after the last
electrostimulation session of 2.94 in the 100 % of
patients.
When applying the Wilcoxon rank test, a significant
difference is shown between the average score evaluated
in the first session before applying the multimodal
treatment with respect to the average VAS score in the
sixth, twelfth and six months after the last multimodal
treatment session (p = <0.00).
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Table 2: Average score of the application of the visual analogous pain scale (VAS).
Descriptive statistics
VAS evaluation

N

VAS Average*

Wilcoxon range tests
VAS Sixth session VAS Twelfth session
VAS First session
VAS First session

VAS 6 Months
VAS First session

VAS First session
33
8.64
VAS Sixth session
33
3.52
-5.145 (.000**)
VAS Twelfth session 33
1.39
-5.088 (.000**)
VAS Six months
33
2.94
-5.055 (.000**)
* Average score of the application of the analogous visual pain scale, a progressive decrease VAS is demonstrated.
** Statistically significant values (P <0.005)

DISCUSSION
Myofascial syndrome is a hypertonic disorder of the
pelvic floor that can present with pain symptoms or
pelvic floor dysfunction.9 The pain is often vague and
poorly localized, described as painful, throbbing, feeling
pressure or heaviness, vaginal, rectal or suprapubic, in
one or both lower quadrants.10 It usually gets worse as the
day progresses and usually with the pelvic floor muscle
activities, such as sitting, walking, exercising, having sex,
urination or evacuation. A classic symptom is pain after
sexual activity that can exacerbate symptoms 12 to 48
hours after intercourse.11
Other causes of chronic pelvic pain muss be discard, the
diagnosis is made by palpating trigger points or by
noticing the hypertonicity of the pelvic floor muscles.12
Part of the problem of the diagnosis of this disease is that
it is not first suspected and first-contact physicians
generally do not perform the exploration of the pelvic
floor muscles.13
Chronic pelvic pain is a complex condition where
monomodal treatment options do not provide a
significant improvement in the control of symptoms.14
Multiple
treatments
have
been
tried
from
pharmacological conservatives to invasive all with partial
responses or with important side effects, in our study we
focus on multimodal treatment.15 Multimodal treatment,
which is defined as the intervention of two or more
therapies with a single objective, is imperative in the
management of this disease.16
The pain-generating muscles by central or peripheral
sensitization remain active, here pharmacological therapy
with a focus on muscle relaxation helps maintain this
muscle inactivation that leads to the neurochemical
cascade that keeps the muscles in a constant hypertonic
state, but the single application of this pharmacological
therapy is less beneficial than the combination with other
direct interventions.17
Among the complications reported with the injection of
trigger points with wet technique are puncture site
hematoma, infection and adverse drug reaction, which

can be prevented by applying pressure after each
infiltration for 1 minute, negative vaginal cultures and
adequate technique. asepsis and antisepsis as well as
treatment of any allergic event respectively. The
importance of identifying and treating the hypertonic
component of the pelvic floor allows better control and
prevents the perpetuation of the disease and improving
the quality of life of patients.18,19
The vaginal electro stimulation at high and medium
frequencies has an analgesic effect which is achieved by
producing heat over the application area, decreasing local
inflammation mediators, which, as we know, play an
important role in the pathophysiology of the myofascial
syndrome. He attributes that by direct stimulation on the
nerve terminals it causes desensitization, thereby
reducing the painful stimulus.18
There is little medical evidence about the use of analgesic
electro-stimulation for chronic pelvic pain, and much less
in the application of myofascial pain of the pelvic floor
with endocavitary catheter. Most of the literature focuses
on the use of this treatment in urinary incontinence.19
The first study showing the use of vaginal transcutaneous
electrical nerve stimulation was by Nappi E. and
colleagues, who recruited 29 patients with dyspareunia
and vaginismus, who underwent electro-stimulation with
a vaginal probe, a weekly session to complete 10
sessions.20 The parameters used for electrostimulation
were: biphasic current of frequency 1-4 Hz, pulse width
0.1-0.3 ms and intensity between 0-70 mA. Their results
showed significant improvement of the EVA, achieving
that the vast majority of patients return to sexual activity,
however, their follow-up period was very short of one
month.
De Bernardes and colobaradores, compared the use of
vaginal electro-stimulation against placebo in 26 patients
with chronic pelvic pain, showed that the patients
submitted to vaginal electrostimulation presented at the
end of the study 80% improvement compared to 56.5% of
the patients who received placebo, concluding that
vaginal electrical stimulation was more effective than
placebo for the control of chronic pelvic pain. 21
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This same author carried out another study where he
evaluated the effectiveness of electro-stimulation with a
vaginal probe in 24 women with chronic pelvic pain, who
underwent vaginal analgesic electro-stimulation with
parameters that were adjusted according to the tolerance
of the patient, with sessions of 30 minutes 2 to 3 times
per week managing to document at the end of the
treatment, 2, 4 weeks and 7 months clinical improvement
of the patient documented by decreasing the EVA score.22

Finally, patients with chronic pelvic pain of myofascial
origin are difficult to treat, with multimodal treatment
good clinical results are obtained in these patients.
However, greater efforts are needed for a better
characterization, diagnostic approach and unification of
the different parameters of analgesic electro stimulation
in patients with this condition.

In 2008, Murina F. and colleagues carried out a study in
40 patients with vestibulodynia, where they evaluated the
efficacy of TENS using a vaginal probe compared to
placebo.23 Patients in the intervention group received
vaginal TENS twice a week at frequencies of 10-50 mHz
to complete 20 sessions. The result of the study was a
decrease in the score on the viasual scale of pain 2.1 for
vaginal TENS versus 5.6 for the placebo group. The
follow-up period was short of 3 months after the last
treatment session.
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