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Abstract

Chronic pelvic pain (CPP) in women is a multifactorial and complex condition. It often remains undiagnosed
or inadequately treated. Despite its high prevalence, CPP continues to be a taboo subject, leading to delays in
seeking medical care. Chronic primary pelvic pain syndromes (CPPPS) are pain conditions without an
obvious underlying diagnosis, including painful bladder syndrome, vulvodynia, genito-pelvic
pain/penetration disorder, levator ani syndrome, proctalgia fugax, myofascial syndrome, pudendal

neuralgia, and coccyx pain syndrome.

A comprehensive review of the literature was conducted to understand the most common forms of CPPPS in
women, focusing on diagnostic criteria, pathophysiology, and treatment options. Due to the complexity of
CPPPS and varied treatment responses, management requires a multidisciplinary approach. Although
various treatment modalities exist, no single strategy is universally effective, emphasizing the need for
individualized care. Future research should prioritize refining diagnostic criteria and investigating new
therapeutic strategies.

Categories: Physical Medicine & Rehabilitation, Therapeutics
Keywords: anorectal diseases, chronic pelvic pain syndrome, rehab, sexual problems, treatment choices

Introduction And Background

Chronic pelvic pain (CPP) is characterized by a multifactorial nature, with various types of pain potentially
coexisting [1]. Therefore, around 60% of women with this condition never receive a precise diagnosis, and
about 20% do not undergo any investigation to determine the cause of their pain [1]. Despite its prevalence,
CPP remains a taboo subject, resulting in delayed help-seeking behaviors [2].

CPP is defined by the European Association of Urology (EAU) as persistent pain for at least six months
perceived in pelvic structures among both men and women, which often manifests with negative cognitive,
behavioral, sexual, and emotional consequences, alongside symptoms suggestive of the lower urinary tract,
sexual, bowel, pelvic floor, or gynecological dysfunction [3].

The EAU assorts CPP with no obvious diagnosis, known as chronic primary pelvic pain syndromes (CPPPS),
and non-pain syndromes, which have an identifiable underlying pathology such as infection, neuropathy, or
inflammation [3].

In 2017, a working group of the International Continence Society (ICS) outlined nine major groups crucial
for diagnosing CPPPS: lower urinary tract domain, female genital domain, male genital domain,
gastrointestinal domain, musculoskeletal domain, neurological domain, psychological domain, sexual
domain, and comorbidities (Figure 1) [4]. In this review, we will focus on discussing the most prevalent
categories of CPPPS in women. The aim is to critically assess the current understanding of the diagnosis and
treatment of the most common forms of CPPPS in women. This article is intended to assist physicians in
managing complex consultations related to CPPPS.
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FIGURE 1: Diagram of chronic pelvic pain, detailing the nine major
groups of chronic primary pelvic pain syndromes

Review
Interstitial cystitis/painful bladder syndrome (IC/PBS): lower urinary
tract domain

PBS, also known as IC, is defined by persistent pain perceived in the bladder, along with urinary frequency
and/or urgency, with unknown etiology [5]. The prevalence ranges from 0.83% to 2.71%, with higher
occurrence in women (89.8%) and in the Caucasian race (94.1%) and symptom onset typically around age
30 [6]. Some cases present with changes in the urothelium such as glomerulations and Hunner's ulcers.
However, glomerulations are not undoubtedly pathological [7].

The symptoms of IC/PBS result from bladder sensory dysregulation, leading to increased pain perception, as
well as heightened sensations of urgency and/or urinary frequency. It is a diagnosis of exclusion. Therefore,
the investigation of other potential causes that could justify the symptoms, such as acute or recurrent
infections, radiation- or medication-induced injuries, tumors, or nephrolithiasis, is needed. Although
diagnostic criteria have evolved over the years, there is still no consensus on its definition [6]. The most
widely used definitions are those of the European Society for the Study of IC/PBS (CPP, pressure, or
discomfort perceived as related to the bladder, accompanied by one or more urinary symptoms, considered a
diagnosis of exclusion lasting at least six months, and requiring cystoscopy for diagnosis [8]) and the
American Urological Association (an unpleasant sensation, pain, pressure, or discomfort, perceived as
related to the bladder, along with symptoms of the lower urinary tract, requiring the exclusion of other
etiologies, and lasting for six weeks) [9].

The pathophysiology of this condition involves alterations in the protective layer of glycosaminoglycans,
which regulates the passage of cations and protects the urothelium from harmful substances and bacteria [6].
It is also thought that there is an inadequate activation of mast cells, which are found in greater numbers in
the urothelium of these patients. Estrogen receptors also play a role, as increased estrogen levels can lead to
histamine degranulation and the subsequent release of substance P, which acts as a neuropeptide that
promotes inflammation, pain signaling, and increased vascular permeability [6]. The association of urinary
tract infection with this condition is suggested by a high number of positive urine cultures, altered urinary
bacterial flora, or whole transcriptome analysis. An increased frequency of Epstein-Barr virus infection has
also been reported in patients with IC/PBS with Hunner's ulcers [7].

Treatment should begin with behavioral and dietary modifications, such as avoiding foods that exacerbate
symptoms, such as citrus fruits, caffeine, alcoholic beverages, and spicy foods, as well as behavioral factors
that aggravate symptoms like stress, constrictive clothing, and sexual intercourse [10]. As a second-line
treatment, pelvic floor rehabilitation aims to release myofascial trigger points (MTrPs), release connective
tissue, and train muscular coordination, resulting in symptomatic improvement in over 50% of patients [6].

Pharmacological treatment should be initiated when lifestyle changes are insufficient and can be
implemented concomitantly with rehabilitation as an adjuvant therapy. Amitriptyline (tricyclic
antidepressant) has shown significant improvement in symptoms, ranging from 50% to 77% [6]. Standard
dosing starts at 10 mg daily with gradual increases to a maximum of 100 mg as tolerated [11]. Hydroxyzine is
an FDA-approved antihistamine and mast cell stabilizer for the treatment of IC/PBS. It has shown
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effectiveness in providing significant symptom relief for some IC/PBS patients, especially those with
allergies. It prevents mast cell degranulation, reducing the release of inflammatory agents. Adverse effects
are typically minor, including mild sedation and weakness [12]. Sodium pentosan polysulfate reduces
urothelial permeability by reinforcing the glycosaminoglycan layer [7]. It improves frequency and pain,
especially in patients with ulcerative IC/PBS, and is well-tolerated [6]. However, studies on its efficacy are
conflicting [13].

Dimethyl sulfoxide is the only FDA-approved intravesical treatment. It has anti-inflammatory action,
dissolves collagen, and relaxes the detrusor [11]. This therapeutic option should be considered for patients
who have not responded adequately to lifestyle changes, rehabilitation, or oral medications and is the only
intravesical treatment classified as a second-line therapy [6]. Some patients may not tolerate the pain or odor
associated with it [6]. Hydrodistension with or without instillation has been shown to be effective and safe.
Some studies reported an efficacy rate of approximately 50% [14], with effects lasting from a few months to a
long-term efficacy of over one year [7]. Longer duration has been found in patients with ulcerative IC/PBS
and in patients without other comorbidities [6]. Fulguration is recommended for IC/PBS with Hunner's
ulcers, as it improves symptoms in over 90% of patients [6,14], with efficacy lasting for a few months to two
years post-treatment. However, nearly half of the patients will require retreatment within 2-5 years [7].

Botulinum toxin type A (BTA) is a neurotoxic protein that can be injected into the detrusor muscle, resulting
in symptomatic improvement by flaccid paralysis of this muscle. A recent study showed that at eight weeks,
there was a significantly greater reduction of pain in the BTA group compared to the placebo group, and the
overall success rate with BTA bladder injections was reported to be over 63% in this condition [15].

Percutaneous tibial nerve stimulation and transcutaneous electrical nerve stimulation (TENS) offer
potential benefits, being minimally invasive and more patient-friendly, and therefore should be the first step
in neuromodulation [16]. Sacral neuromodulation is effective in some refractory cases for controlling
intractable bladder overactivity and CPP in some IC/PBS patients. Several studies have found significant
improvement in pain, frequency, voiding volume, and quality of life and decreased opioid use [6,11]. Given
the lack of randomized studies, this should be limited to patients with significant and refractory symptoms.

Cyclosporine A (calcineurin inhibitor) is used in rare situations, in intractable cases. It improves quality of
life, reduces pain, and increases bladder capacity. The benefits of low-dose cyclosporine A should be
weighed against its side effects (hypertension and impaired renal function) [17]. More radical surgical
treatment, such as supra-trigonal bladder resection combined with augmentation ileocystoplasty, has been
proposed as an effective surgical treatment for many patients, avoiding the necessity for a urostomy [18].

Vulvodynia: female genital domain

The terminology of the 2015 International Society for the Study of Vulvovaginal Disease (ISSVD), the
International Society for the Study of Women's Sexual Health (ISSWSH), and the International Pelvic Pain
Society (IPPS) consensus defines vulvodynia as vulvar pain lasting for more than three months without an
identifiable cause, often associated with other conditions such as musculoskeletal and neurological factors,
psychosocial factors, as well as painful comorbidities (including fibromyalgia, irritable bowel syndrome, and
migraines, among others) [19].

Vulvodynia is a condition that occurs in 8-10% of women of all ages [20,21]. However, only 60% of affected
women seek treatment, and only about 50% of those receive a formal diagnosis of vulvodynia [22].

It's believed that the pathophysiology of vulvodynia involves various factors: injury or irritation of the
nerves in the vulvar region leading to increased sensitivity and pain perception [23,24]; previous vaginal
infections, most importantly recurrent Candida vulvovaginitis, which may contribute to the ongoing
inflammation and discomfort in the vulvar area [20]; allergies or sensitive skin which can exacerbate
symptoms, as exposure to certain substances may trigger irritation and pain [24]; and hormonal changes,
such as low estrogen levels or increased innervation, which can alter the vaginal environment and affect
nerve function, potentially leading to vulvar pain [21]. Muscle dysfunction is frequently associated with
vulvodynia and is characterized by increased pelvic floor muscle tone, along with changes in muscle
contractility and control, as confirmed by 4D ultrasound and dynamometry [25]. Additionally, vulvodynia
often coexists with fibromyalgia, further suggesting a role for muscular dysfunction in this condition [25].
Also, vaginal atrophy can result in increased susceptibility to irritation and pain in the vulvar region [26]. A
history of physical abuse was associated with a fourfold increased risk of vulvodynia, while a history of
sexual abuse was linked to a sixfold increased risk [22]. These factors, either independently or in
combination, contribute to the complex pathophysiology of vulvodynia [20].

Generalized vulvodynia affects the entire vulva, but the pain can be specifically localized to the clitoris
(clitorodynia) or the vestibule of the vagina (vestibulodynia). Provoked vulvodynia is triggered by contact
such as a cotton swab, tampon, or penetration, whereas unprovoked vulvodynia is characterized by pain
without any apparent trigger. Additionally, primary vulvodynia is identified by pain since the first attempt at
tampon insertion or sexual penetration, while secondary vulvodynia arises after more than three months of
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pain-free intercourse. Various temporal patterns of the pain, such as intermittent, persistent, constant,
immediate, or delayed, are also described [21].

During inspection, mild erythema is characteristic but not pathological [27]. The clitoris should be
approximately the size of the head of a cotton swab. A reduction in the size of the clitoral head can indicate
hormonal insufficiencies due to oral contraceptive use, hormonal suppressive therapies, or menopause [27].
Hypertonic muscles and tenderness can be detected through firm digital pressure applied to both the levator
ani muscle group and the obturator internus [28].

Various techniques have been described for the assessment of vulvar sensitivity. The cotton swab test is a
common method for assessing sensitivity. This involves applying light pressure to various regions of the
vulvar vestibule with a cotton swab, testing in a clockwise direction, along with bilateral pressure on the
hymenal remnants. This test usually elicits tenderness at one or more points in most women with
vulvodynia but rarely causes tenderness in women without vulvar pain [20].

Treatment for vulvodynia typically involves a multidisciplinary approach aimed at managing symptoms and
improving quality of life. Hygiene guidelines and local moisturizers help maintain vulvar health and reduce
irritation. Frequent recommendations include using non-irritating cotton underwear, avoiding vulvar
irritating agents, and using non-irritating soaps. Good drying and cleaning of the vulva after micturition is
necessary, and good lubrication with non-irritating agents is recommended for sexual intercourse [24].

Topical treatments are appealing because they can be applied to the targeted area and have little systemic
absorption. In vulvodynia, there is an increase in unmyelinated C-fibers, which transmit dull, delayed,
diffuse, achy, and burning pain, which promotes nerve irritation. Lidocaine blocks the conduction of C-
fibers and can also block calcitonin gene-related peptides, calming irritable nociceptors when used
continuously [28]. Lidocaine ointment 5% is the most commonly recommended local medication. However,
recently, a multicentric study showed that the manual perineal rehabilitation using lidocaine 2% gel had a
positive impact on well-being, perceived vulvar pain, perceived sexual function, and dyspareunia. Lidocaine
2% gel was preferred due to previous reports of patients experiencing a severe sensation of vulvar burning
after the application of the lidocaine ointment 5% [29]. It is recommended to use topical lidocaine 30
minutes before sexual intercourse or when the patient has complaints. Daily perineal massage can help
desensitize the vulva, particularly before sexual activity [24].

Topical estrogen therapy may be recommended for peri- or post-menopausal women to address hormonal
imbalances and improve vaginal atrophy [30]. Psychological support and sexual therapy can be beneficial in
addressing the emotional impact of vulvodynia and improving sexual function and intimacy [20,21].
Cognitive behavioral therapy is associated with a 30% decrease in reported vulvar pain with intercourse
[22,24]. Also, vaginal dilators can desensitize the vulva to touch and pressure and stretch hypertonic pelvic
floor muscles and the vagina [31]. However, there are few studies on vaginal dilators, with most of them
focusing on post-radiotherapy cases.

Pelvic floor exercises help strengthen pelvic muscles and may aid in pain management by identifying and
addressing contributing factors [28]; TENS inhibits pain through gate control theory and by stimulating the
release of endogenous opioids. A double-blind placebo randomized controlled trial (RCT) compared
intravaginal TENS with a sham TENS, finding that TENS significantly reduced pain and dyspareunia [32].

Pharmacotherapy is often used for symptom relief. Recommended medications include tricyclic
antidepressants, such as amitriptyline as a first-line treatment and pregabalin/gabapentin (gabapentin from
300 to 1500 mg daily or pregabalin from 50 to 150 mg daily) as second-line options, as recommended by the
Vulvodynia Network Group [33].

It is known that BTA inhibits the release of glutamate and substance P from nociceptive neurons, potentially
reducing peripheral and central sensitization in vulvodynia. The efficacy of BTA for vulvodynia has been
evaluated and showed contrasting results [34]. A recent double-blind placebo-controlled RCT performed 50
units of onabotulinumtoxin A twice or placebo in bulbospongiosus. At the 12-month follow-up, no
significant difference was observed in the reduction of dyspareunia or pain during tampon use. However,
women who received BTA attempted intercourse more frequently and experienced improvements in their
sexual function compared to those who received a placebo [35]. Another double-blind placebo-controlled
RCT showed that provoked vestibulodynia symptoms after one subcutaneous injection of BTA (50 or 100
units of onabotulinumtoxin A) did not significantly differ compared to placebo (saline), yet all three study
arms experienced a reduction in pain three months after a single injection [36]. On the other hand, Pelletier
et al. injected 100 units of onabotulinumtoxin A, using electromyography guidance, in the superficial pelvic
floor muscles of 20 women with vulvodynia, resulting in a statistically significant pain reduction at six
months after injection [37]. Thus, BTA is not recommended as a first-line treatment but can be considered a
second-line option, pending further trials.

These treatment modalities are often used in combination to provide comprehensive care tailored to the
individual needs of each patient [20,25]. Vestibulectomy is recommended as a management option, once
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other less invasive treatment options have been attempted [20]. The success of vestibulectomy varies
between 60% and 90% in comparison with the success of non-surgical methods, between 40% and 80% [24].

Genito-pelvic pain/penetration disorder (GPPPD): sexual domain

GPPPD is a diagnosis introduced in the Fifth Edition of the Diagnostic and Statistical Manual of Mental
Disorders (DSM-5). This diagnosis combines the previously separate conditions of dyspareunia and
vaginismus. GPPPD is characterized by at least one of the following persistent or recurrent symptoms:
difficulties with vaginal penetration during intercourse, genito-pelvic pain during intercourse or attempts at
penetration, fear or anxiety related to genito-pelvic pain or vaginal penetration, or marked tension or
contraction of the pelvic floor muscles during attempted penetration [38]. The DSM-5 criteria specify that
symptoms must be present for approximately six months, causing clinically significant distress to the
patient and not being better explained by a non-sexual mental disorder.

Although vaginismus and dyspareunia are included under the umbrella of GPPPD in the DSM-5, it is still
common to refer to each condition separately. Vaginismus typically refers to involuntary muscle spasms that
prevent vaginal penetration, while dyspareunia involves pain during intercourse [39]. Reported prevalence
rates in the general population vary between 3% and 25% for dyspareunia and 0.4% and 6.6% for vaginismus
[40]. However, because of cultural differences, the prevalence is very different in undeveloped and developed
countries. In underdeveloped countries, most women do not report their pain or seek treatment because of
shame or other cultural factors such as gender superiority [41].

Additionally, a recent systematic review found that the prevalence of dyspareunia is 42% at two months
postpartum, 43% at 2-6 months postpartum, and 22% at 6-12 months postpartum. Given these high
prevalence rates and their significant impact on a woman's life, the study highlighted the need for special
attention to dyspareunia during the postpartum period [42].

Regarding vaginismus, Lamont's grading system (Table I) categorizes the severity into four grades [43].

Grades Description

Grade

1 It is the mildest form, where penetration may be uncomfortable or difficult but is possible with patience and reassurance
Grade ) ) ) N . . . .

2 It is a moderate form, where penetration requires significant effort and persistence, causing discomfort or pain

Grade Itis a severe form, characterized by a complete inability to achieve penetration due to involuntary pelvic floor muscle
3 contractions, making any attempt extremely painful or impossible

Grade Itis the most extreme form, where even attempts at gynecological examinations or tampon insertion cause resistance and pain,
4 often leading to the avoidance of any vaginal penetration

TABLE 1: Lamont's grading system for vaginismus

Several approaches can be beneficial for treating sexual pain. The treatment is very similar to that for
vulvodynia. The use of anesthetic creams, sitz baths, and lubricants can provide some relief [24]. Pelvic floor
physical therapy aims to reduce hypertonicity or tension in the pelvic floor muscles, which contribute to
sexual pain and make intercourse painful or difficult. This therapy increases awareness of the pelvic
muscles, improves relaxation techniques, normalizes muscle tone, and provides stretching stimuli at the
introitus to gradually reduce anxiety surrounding penetration. The approach is often multimodal,
incorporating techniques such as electromyographic biofeedback, electrical stimulation, manual tissue
manipulation, stretching/strengthening exercises, and the use of dilators [44]. For those suffering from
vaginismus, self-treatment with dilators combined with lidocaine gel can be beneficial [45]. In cases of
vaginal atrophy, the application of topical estrogen is recommended [30] and also lubricants and dilation
because of dryness and tearing [45].

Psychological intervention is an important therapy arm, especially in vaginismus, and it aims to explore a
woman's thoughts, emotions, behaviors, and relationship dynamics associated with her experience of sexual
pain. Research supports the effectiveness of individual cognitive behavioral therapy, showing improvements
in pain and sexual function maintained at one year when compared to individual supportive therapy [46].

The O-Shot therapy involves using platelet-rich plasma (PRP) as a novel non-surgical outpatient treatment
to improve urinary incontinence and sexual dysfunction. This method uses a woman's own growth factors,
with PRP injected into specific areas of the vagina using local anesthetic cream. PRP activates tissue
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regeneration, leading to significant enhancements in sexual response, such as improved arousal, stronger
orgasms, decreased dyspareunia, and increased natural lubrication [47]. In a study by Runels et al. [48], 11
women with dyspareunia received PRP injections in the clitoris and vagina. The results indicated that
intravaginal and intraclitoral PRP injections could effectively treat various aspects of female sexual
dysfunction, particularly in desire, arousal, lubrication, and orgasm. However, existing studies are not
robust, indicating a need for more comprehensive research on this treatment [48].

As with vestibulodynia, injections of BTA have been tested in the treatment of vaginismus, but the evidence
for their benefit is modest, and they are not recommended as a first-line treatment but can be considered a
second-line option, pending further trials [49].

Levator ani syndrome: gastrointestinal domain

Based on the Rome IV diagnostic criteria, the diagnosis of levator ani syndrome requires that the following
conditions be met over the past three months, with symptom onset at least six months prior to the
diagnosis: recurrent rectal pain or discomfort, episodes lasting for 30 minutes or more, pain upon the
traction of the puborectalis muscle, and the exclusion of other causes of rectal pain [50]. Some patients
describe the sensation as feeling like they are sitting on a ball or having a ball inside their rectum [51].

The pathophysiology of levator ani syndrome is most commonly attributed to transient spasms of the pelvic
floor muscles, an increase in the resting pressure of the anal canal, and defecatory dyssynergia [50].
Clinically, patients with levator ani syndrome often present with complaints of constipation, pain following
defecation, and pain while sitting. On physical examination, an increase in the tone of the levator ani
muscle may be observed [52].

In the absence of a well-defined pathophysiological mechanism for these alterations, various therapeutic
approaches have been explored. An uncontrolled study found that sitz baths with hot water at 40°C
significantly reduce anal pressure [53]. Furthermore, the rehabilitation programs differ from traditional
pelvic floor physical therapy for prolapse or incontinence, which primarily targets muscle strengthening of
the pelvic floor. In contrast, programs for levator ani syndrome emphasize techniques such as myofascial
release, muscle stretching, and posture improvement. Also, biofeedback to improve rectoanal coordination
should be the first-line treatment for dyssynergic defecation [51].

If symptoms continue after conservative treatment, a high dose (totaling 200 units of onabotulinumtoxin A)
of BTA can be injected into the levator muscle [51]. However, it should be considered an adjunct to
conservative therapy [51], given that the supporting evidence is weak, as demonstrated in an RCT of intra-
anal BTA injection, which compared it to placebo with saline in 12 patients, showing no difference in pain
outcomes between the groups [54].

Proctalgia fugax: gastrointestinal domain

Proctalgia fugax is a benign but often distressing condition characterized by sudden, intense, and fleeting
episodes of anal or lower rectal pain [55]. The pain can be severe enough to cause significant discomfort and
anxiety. It is a relatively common condition, although the exact prevalence is difficult to determine due to
underreporting [56]. It affects both men and women, with some studies suggesting a slightly higher
prevalence in women [57]. It can occur at any age, but it is rare before puberty [52].

The diagnosis of proctalgia fugax is primarily clinical, based on the characteristic presentation of sudden,
short-lived rectal pain. It is defined by sudden, severe pain in the rectal area, unrelated to defecation, lasting
from a few seconds to several minutes (rarely up to 30 minutes), which disappears completely, with other
causes of rectal pain excluded [58]. Hereditary proctalgia fugax is associated with constipation and
hypertrophy of the internal anal sphincter [52].

Episodes are sporadic, with pain occurring unpredictably at irregular intervals, ranging from one to 180
times per year [59], and typically occurring fewer than five times per year in 51% of patients [50]. Prolonged
sitting, sexual intercourse, and stress can serve as predisposing factors, though most patients do not report
specific triggering events [59]. While it was previously believed that pain episodes occur predominantly at
night, a recent prospective study of 54 patients with proctalgia fugax did not support this, suggesting
instead that patients may simply recall nocturnal attacks more vividly; this study also found that the average
pain duration was 15 minutes [59].

Due to the transient nature of the symptoms, treatment is usually unnecessary [51]. However, for patients
who suffer from more frequent and prolonged symptoms, several treatment options may be considered to
alleviate discomfort and improve quality of life. Since the primary etiology is suggested to be intermittent
anal spasm, treatments that induce the relaxation of the internal anal sphincter have been utilized in the
therapeutic arsenal. Unfortunately, there are only a few case series and a single RCT that guide the
management of these patients [60]. Warm sitz baths, warm tap water enemas, and digital anal dilatation are
often suggested as simple interventions to achieve rapid sphincter relaxation [60]. Oral diazepam, commonly
prescribed as a muscle relaxant, is used as a short-term treatment. Glycerin suppositories are another option
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for managing proctalgia fugax symptoms by relaxing the muscles in the anal canal, thus helping to alleviate
discomfort, but the effectiveness of these treatments is supported only by case reports or case series, with
the exception of a single RCT of salbutamol [55]. Inhalation of salbutamol, a 32 adrenergic agonist, has
shown promise in relieving symptoms by relaxing the smooth muscles of the intestines and potentially
decreasing the duration and severity of painful episodes, with an RCT demonstrating its greater
effectiveness compared to placebo in shortening the episodes of proctalgia lasting 20 minutes or longer [61].
In cases where first-line treatments fail to provide adequate relief, BTA injections may be considered as a
second-line therapy for proctalgia fugax. A recent case report showed that after two administrations of BTA,
80 units and 100 units each (the type of BTA was not specified), the patient remained asymptomatic at the
eight-month follow-up [62]. However, there is limited research about BTA in patients suffering from this
condition.

Coccyx pain syndrome (CPS): musculoskeletal domain

Coccygodynia is characterized by pain felt in the region of the coccyx, which is exacerbated by pressure or
the manipulation of the coccyx. Symptoms typically include sacrococcygeal or anal pain, which worsens
when sitting, when leaning backward due to compression, or during defecation [63]. Coccygodynia may
occur due to traumatic, nontraumatic, or idiopathic causes known as CPS. The most common cause of
coccygodynia is direct trauma [64].

Managing this condition can be challenging due to the complex nature of coccygeal pain [65]. Most cases
resolve within a few weeks to months, but for some patients, the pain can become chronic and negatively
impact their quality of life [65].

Both obesity and female sex are known predisposing factors for coccygodynia. A body mass index of over 27.4
in women and 29.4 in men is a risk factor. The higher incidence in obese individuals is attributed to
restricted sagittal pelvic rotation while sitting, causing protrusion and excessive pressure on the coccyx [63].
Women are five times more prone to coccygodynia due to ligamentous laxity, susceptible coccygeal
morphology, and childbirth [63]. Increased intrapelvic pressure during sitting can also lead to posterior
subluxation of the coccyx tip [63]. Intercoccygeal articulations are known to contain various intervertebral
disc variants. Degenerative changes in these discs or their variants have been implicated as a cause of pain

in 41% of CPS cases [66]. CPS can also arise from the instability of the coccyx with or without pelvic floor
spasm [51].

Diagnosis of coccygodynia is clinical, which may reveal tenderness upon the palpation of the coccyx and
hyper- or hypomobility of the coccyx (the normal range of motion should be approximately 13 degrees) [65].
Imaging studies such as dynamic X-rays and magnetic resonance imaging may be used to evaluate for coccyx
luxation or other structural abnormalities contributing to the pain. The normal morphology of the coccyx is
highly variable. Postacchini and Massobrio initially classified these morphological variants into four types,
to which Nathan et al. later added two more types [67,68]. Types III to VI were found to have a significantly
higher incidence in patients with coccygodynia [63]. Lateral views are always indicated as coccyx curvature
can be classified into different types [67]. Table 2 lists the different types of coccyx curvature.

Description

The coccyx is slightly curved forward

The coccyx is pointed straight forward

The coccyx has a sharp forward angulation

The coccyx shows subluxation at the sacrococcygeal or intercoccygeal joint
The coccyx is retroverted with a posteriorly angulated apex

The coccyx is scoliotic or laterally subluxated

TABLE 2: Different types of coccyx curvature

Conservative treatment is generally effective in about 90% of the cases [65]. The treatment can involve
several strategies. Analgesia with nonsteroidal anti-inflammatory drugs (NSAIDs) is often recommended to
reduce inflammation and relieve pain associated with coccygodynia. Opioid medications may be prescribed,
particularly in cases of severe pain. In patients with pelvic hypertonia or muscle spasms, muscle relaxants
and benzodiazepines are also prescribed [69].

For patients experiencing constipation, laxatives may be prescribed to soften the stool and ease bowel
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Internal obturator muscle
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bulbocavernosus muscle

Levator ani muscle

movements, thereby reducing pressure on the coccyx during defecation [64]. Donut-shaped cushions are
commonly used to relieve coccyx pressure while sitting, as they help distribute weight more evenly and
alleviate discomfort from prolonged sitting [70].

Pelvic floor rehabilitation can be beneficial for coccygodynia associated with pelvic floor muscle spasms.
Thiele described the soft tissue mobilization technique for the levator ani, coccygeus, and piriformis
muscles, known as Thiele's massage. This technique is performed intrarectally using a single finger. The
stroke starts just lateral to the coccyx, sweeps laterally, and then moves anteriorly and finally medially, with
10-15 repetitions, performed bilaterally. Soft tissue mobilization to the anal rim targeting the external anal
sphincter is also helpful to improve soft tissue mobility in the presence of scarring [63,64]. Intrarectal
manipulation can identify and potentially correct a dislocated sacrococcygeal joint [71]. A study showed that
patients with an immobile coccyx had the poorest outcomes with these manual techniques, while those with
a normally mobile coccyx experienced the best results [71].

TENS can be advantageous, using either an external technique with two cutaneous probes or an internal
technique with one cutaneous probe and one intrapelvic probe [65].

In cases where conservative measures fail to provide sufficient relief, second-line treatments may be
considered [63]. This may include corticosteroid-anesthetic injections, which can temporarily alleviate pain
by reducing inflammation and blocking pain signals [70]. Another option is the blockade of the ganglion
impar, a cluster of nerve cells near the coccyx, which can be targeted with medications or nerve blocks to
help alleviate pain in refractory cases [72].

The efficacy of coccygectomy for coccygodynia varies, with success rates ranging from 60% to 91%, with
better outcomes in patients with sacrococcygeal instability and hypermobility. Also, it seems that patients
with moderate to severe degenerative changes in the sacrococcygeal joint had better postoperative
outcomes [70].

Myofascial syndrome in pelvic pain: musculoskeletal domain

Myofascial pain syndrome (MPS) in the pelvic floor musculature is one of the most common causes of CPP in
women [73], and it is characterized by the presence of MTrPs, which are hard, palpable, localized nodules in
taut bands of muscles that are painful upon compression and may produce characteristic referred pain,
referred tenderness, motor dysfunction, and autonomic phenomena [73,74].

It can be either a primary condition or a secondary manifestation resulting from another underlying disease.
When dealing with secondary myofascial pain, it is essential to treat the primary pathology alongside
addressing the myofascial component to achieve effective relief [75].

Referred pain from MTrPs can mimic other conditions, leading to a cycle of chronic pain and muscle
dysfunction. Referred pain is described in Table 5 [76].

Critical symptoms

Pain referred to the sacroiliac joint, buttock, and hip, which increases with standing and sitting.
Entrapment of the sciatic nerve

Referred vulvar and urethral pain in women. Golf ball sensation in the rectum and/or vagina.
Entrapment of the pudendal nerve

Perineal pain. Dyspareunia. Pain with orgasm. Clitoral pain

Pain referred to the vagina. Golf ball sensation in the rectum or vagina. Post-defecation pain. Pain
referred to the urethra and bladder

TABLE 3: Critical symptoms of myofascial trigger points in different muscles that can cause

chronic pelvic pain

Management of MPS in pelvic pain involves a comprehensive approach. There are some perpetuating factors
that can also play a significant role in the widespread distribution of referred pain through central
sensitization mechanisms [77]. Mechanical issues, such as lower limb length discrepancy, postural issues, or
gait disturbances, can cause continuous or prolonged myofascial stress, and without addressing these
perpetuating factors, treatment will not be effective [76].
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The approach may include several manual therapies such as the release of scar adhesions, myofascial release,
desensitization of trigger points, deep transverse massage, mobilization techniques, and passive nerve
stretching, as well as stretching of muscles with increased tone [41]. Thiele's massage can also be performed
in patients with increased muscle tone. However, no RCT have been performed so far [78]. The 2022 EAU
guidelines recommend offering biofeedback as an adjuvant therapy to muscle exercises for patients with
anal pain due to an overactive pelvic floor, to relax the muscles [3]. Vaginal dilators are used to restore
vaginal length, caliber, and myofascial extensibility [79]. Other options include TENS, ultrasound, and
tecartherapy, though studies on these methods are limited [80-82].

Moldwin and Fariello suggest starting with conservative therapy for three months and recommended that
BTA should be given no sooner than every three months [83]. If substantial improvement is not observed
with conservative therapy, they recommend anesthetic infiltration as the next step, as both predictive and
therapeutic measures [83]. Administration routes may include transvaginal or transperineal, depending on
specific requirements and patient conditions. Moldwin and Fariello suggest using a minimal amount of
anesthetic, typically no more than 0.25-0.5 ml per trigger point, and avoiding steroid injections in MTrPs
due to the potential for muscle mass loss with repeated use [83].

Off-label use of BTA has shown mixed results in the treatment of MPS [34]. A recent retrospective cohort
analysis demonstrated that administering injections followed immediately by rehabilitation significantly
improved pain, likely due to enhanced tolerance for myofascial release directly after the injections [84].

Neuromodulation is still establishing its role in pelvic pain management. While there is growing evidence
supporting its use, more detailed, high-quality research is needed [3]. Sacral neuromodulation has FDA
approval for some urinary and fecal conditions. However, it is not FDA-approved for pain management [85].
A recent systematic review included 26 studies, and within this group, 13 studies reported significant pain
improvement [85]. Thus, research is necessary to fully establish its efficacy and standardize its clinical use.

It was demonstrated by a systematic review that percutaneous tibial nerve stimulation is effective in
reducing pain in patients with CPPPS [86]. Percutaneous tibial nerve stimulation is a less invasive technique,
with good results in a short time with fewer side effects. However, we must consider that it has not been
tested in the long term and results are lower if compared with sacral neuromodulation [87].

Pudendal neuralgia: neurological domain

The pudendal nerve is responsible for the development of CPP in 4% of the patients [88]. Pudendal neuralgia
can be secondary to herpetic neuropathy, stretch neuropathy, and post-radiotherapy neuropathy, but
pudendal nerve entrapment is by far the most common etiology [89]. Regarding entrapment, it can occur in
the infrapiriform canal, between the sacrotuberous and sacrospinous ligaments (the most common cause), in
Alcock's canal, and within the aponeurosis of the internal obturator muscle and may also affect the distal
terminal branches [90].

Clinical characteristics include pelvic pain with sitting which increases throughout the day and decreases
with standing or lying down, sexual dysfunction, and difficulty with urination and/or defecation [91]. This
nerve can also be examined for irritability using the Tinel sign. This test is performed by lightly palpating
the nerve within Alcock's canal. If light palpation causes sharp, shooting, stabbing pain or burning
sensations, the Tinel sign is considered positive at this location [27].

In 2006, a multidisciplinary team held in Nantes, France, identified essential criteria for the diagnosis [92].
Firstly, pain should be limited to the innervation territory of the pudendal nerve. Secondly, pain is
predominantly experienced while sitting, due to nerve compression etiology. In long-standing pudendal
neuralgia, pain may become continuous, but it is still worsened by the sitting position. Thirdly, the pain
rarely awakens the patient at night. Fourthly, on clinical examination, no objective sensory impairment can
be found even in the presence of paresthesia. This can be explained in part by the sensory innervation of the
perineum, in which there is an overlapping of different nerves. If a sensory deficit is found, a lesion at the
level of the sacral roots or sacral plexus should be sought. Lastly, pain should be relieved by the anesthetic
infiltration of the pudendal nerve [92].

There are also complementary diagnostic criteria: the sensation of a rectal foreign body and the worsening of
pain during defecation, both of which should prompt the physician to exclude the differential diagnosis of
chronic proctalgia. Exclusion criteria for pudendal neuralgia are pain in a territory unrelated to the pudendal
nerve, symptomatic pruritus instead of paresthesia, and exclusively paroxysmal pain [92].

Imaging exams are not necessary for the diagnosis of pudendal neuralgia, but a pelvic magnetic resonance
imaging or other tests are recommended to exclude any differential diagnosis.

As a treatment, it is recommended to avoid activities that cause hyperpressure, such as horseback riding or
cycling, and use doughnut-shaped seat cushion [93]. As medications, the first-line treatments include
tricyclic antidepressants, serotonin and norepinephrine reuptake inhibitors, or antiepileptics [93]. The
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medication of choice is antidepressants, specifically amitriptyline, although its use is not supported by high-
quality studies [94]. Dosage can be increased based on the effectiveness and tolerability of the medication.
Depending on the response, different medications can be used simultaneously to avoid very high doses that
may cause side effects in the patient. Most patients have slight to moderate improvement in pain with
noninvasive treatment modalities [38].

When neuropathy is associated with MPS, particularly at the level of the levator ani muscle and the internal
obturator muscle, rehabilitation is recommended as described above.

Pudendal nerve infiltration is another option. It has been shown to have good short-term effects but lacks
efficiency in the long term [95]. Also, recommendations from the European Journal of Pain in 2021 conclude
that pulsed radiofrequency is effective in the context of pudendal neuralgia, although it is not considered a
first-line treatment [93]. About 79% of patients were considered as "fairly or much better" three months after
the technique, and in 89% of patients, this improvement was maintained at follow-up with a median of four
years [88].

Decompression surgery is considered a second-line treatment but yields good results [51]. Neuromodulation,
although supported by limited literature, is used in cases where surgical decompression is not possible.

Conclusions

CPPPS represent a significant challenge in women's health due to their multifactorial nature and the
absence of a definitive pathophysiological mechanism. Many patients still face prolonged suffering due to
delayed diagnosis and suboptimal treatment. The existing studies on various treatments are not robust,
highlighting the necessity for further, more comprehensive research. Thus, continued research is essential
to better understand the underlying mechanisms of these conditions and to develop more effective and
targeted therapies. Multidisciplinary collaboration remains key to improving outcomes for women suffering
from these debilitating conditions.

Additional Information
Author Contributions

All authors have reviewed the final version to be published and agreed to be accountable for all aspects of the
work.

Concept and design: Luisa Pinto, Mariana Soutinho, Sénia Tomé

Acquisition, analysis, or interpretation of data: Luisa Pinto, Manuel Coutinho Fernandes, Maria Inés
Taboas, Joana Leal, Ana Zao, Jorge Moreira

Drafting of the manuscript: Luisa Pinto, Mariana Soutinho, Manuel Coutinho Fernandes, Maria Inés
Taboas

Supervision: Maria Inés Téboas, Joana Leal, Sénia Tomé, Ana Zao, Jorge Moreira

Critical review of the manuscript for important intellectual content: Joana Leal, Sonia Tomé, Ana Zao,
Jorge Moreira

Disclosures

Conflicts of interest: In compliance with the ICMJE uniform disclosure form, all authors declare the
following: Payment/services info: All authors have declared that no financial support was received from
any organization for the submitted work. Financial relationships: All authors have declared that they have
no financial relationships at present or within the previous three years with any organizations that might
have an interest in the submitted work. Other relationships: All authors have declared that there are no
other relationships or activities that could appear to have influenced the submitted work.

References

1. Siqueira-Campos VM, de Deus MS, Poli-Neto OB, Rosa-E-Silva JC, de Deus JM, Conde DM: Current
challenges in the management of chronic pelvic pain in women: from bench to bedside. Int ] Womens
Health. 2022, 14:225-44. 10.2147/1JWH.S224891

2. Hawkey A, Chalmers KJ, Micheal S, Diezel H, Armour M: "A day-to-day struggle': a comparative qualitative
study on experiences of women with endometriosis and chronic pelvic pain. Fem Psychol. 2022, 32:482-500.

3. EAU guidelines on urological infections. Edn. presented at the EAU Annual Congress Amsterdam, the
Netherlands 2022. EAU Guidelines Office, Arnhem, The Netherlands; 2022.

4. Doggweiler R, Whitmore KE, Meijlink JM, et al.: A standard for terminology in chronic pelvic pain
syndromes: a report from the chronic pelvic pain working group of the International Continence Society.
Neurourol Urodyn. 2017, 36:984-1008. 10.1002/nau.23072

2024 Pinto et al. Cureus 16(12): €74918. DOI 10.7759/cureus.74918 10 0of 13


javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
https://dx.doi.org/10.2147/IJWH.S224891
https://dx.doi.org/10.2147/IJWH.S224891
https://doi.org/10.1177/09593535221083846
https://d56bochluxqnz.cloudfront.net/documents/full-guideline/EAU-Guidelines-on-Urological-Infections-2022.pdf
https://dx.doi.org/10.1002/nau.23072
https://dx.doi.org/10.1002/nau.23072

Cureus

Part of SPRINGER NATURE

10.

11.

12.

13.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.
27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

Akiyama Y, Luo Y, Hanno PM, Maeda D, Homma Y: Interstitial cystitis/bladder pain syndrome: the evolving
landscape, animal models and future perspectives. Int ] Urol. 2020, 27:491-503. 10.1111/iju.14229

Marcu [, Campian EC, Tu FF: Interstitial cystitis/bladder pain syndrome. Semin Reprod Med. 2018, 36:123-
35.10.1055/5-0038-1676089

Homma Y, Akiyama Y, Tomoe H, et al.: Clinical guidelines for interstitial cystitis/bladder pain syndrome. Int
] Urol. 2020, 27:578-89. 10.1111/iju.14234

van de Merwe JP, Nordling ], Bouchelouche P, et al.: Diagnostic criteria, classification, and nomenclature for
painful bladder syndrome/interstitial cystitis: an ESSIC proposal. Eur Urol. 2008, 53:60-7.
10.1016/j.eururo.2007.09.019

Hanno PM, Burks DA, Clemens JQ, et al.: AUA guideline for the diagnosis and treatment of interstitial
cystitis/bladder pain syndrome. J Urol. 2011, 185:2162-70. 10.1016/j.juro.2011.03.064

Friedlander JI, Shorter B, Moldwin RM: Diet and its role in interstitial cystitis/bladder pain syndrome
(IC/BPS) and comorbid conditions. BJU Int. 2012, 109:1584-91. 10.1111/j.1464-410X.2011.10860.x

Clemens JQ, Erickson DR, Varela NP, Lai HH: Diagnosis and treatment of interstitial cystitis/bladder pain
syndrome. ] Urol. 2022, 208:34-42. 10.1097/JU.0000000000002756

Sant GR, Propert KJ, Hanno PM, et al.: A pilot clinical trial of oral pentosan polysulfate and oral hydroxyzine
in patients with interstitial cystitis. ] Urol. 2003, 170:810-5. 10.1097/01.ju.0000083020.06212.3d

Nickel JC, Herschorn S, Whitmore KE, Forrest ]B, Hu P, Friedman AJ, Baseman AS: Pentosan polysulfate
sodium for treatment of interstitial cystitis/bladder pain syndrome: insights from a randomized, double-
blind, placebo controlled study. ] Urol. 2015, 193:857-62. 10.1016/j.juro.2014.09.036

Niimi A, Nomiya A, Yamada Y, et al.: Hydrodistension with or without fulguration of Hunner lesions for
interstitial cystitis: long-term outcomes and prognostic predictors. Neurourol Urodyn. 2016, 35:965-9.
10.1002/nau.22837

Kuo HC, Jiang YH, Tsai YC, Kuo YC: Intravesical botulinum toxin-A injections reduce bladder pain of
interstitial cystitis/bladder pain syndrome refractory to conventional treatment - a prospective, multicenter,
randomized, double-blind, placebo-controlled clinical trial. Neurourol Urodyn. 2016, 35:609-14.
10.1002/nau.22760

Kendall HJ, Schrijvers ], Heesakkers JP: Current position of neuromodulation for bladder pain
syndrome/interstitial cystitis. Curr Opin Urol. 2024, 34:64-8. 10.1097/MOU.0000000000001148

Crescenze IM, Tucky B, Li ], Moore C, Shoskes DA: Efficacy, side effects, and monitoring of oral cyclosporine
in interstitial cystitis-bladder pain syndrome. Urology. 2017, 107:49-54. 10.1016/j.urology.2017.05.016
Yang TX, Luo DY, Li H, Wang K], Shen H: Is urethrectomy necessary during cystectomy in patients with
interstitial cystitis or bladder pain syndrome?. Urology. 2016, 97:73-9. 10.1016/j.urology.2016.07.003
Bornstein J, Goldstein AT, Stockdale CK, Bergeron S, Pukall C, Zolnoun D, Coady D: 2015 ISSVD, ISSWSH
and IPPS consensus terminology and classification of persistent vulvar pain and vulvodynia. Obstet
Gynecol. 2016, 127:745-51. 10.1097/A0G.0000000000001359

Bergeron S, Reed BD, Wesselmann U, Bohm-Starke N: Vulvodynia. Nat Rev Dis Primers. 2020, 6:36.
10.1038/s41572-020-0164-2

Torres-Cueco R, Nohales-Alfonso F: Vulvodynia-it is time to accept a new understanding from a
neurobiological perspective. Int ] Environ Res Public Health. 2021, 18: 10.3390/ijerph18126639
Corsini-Munt S, Rancourt KM, Dubé JP, Rossi MA, Rosen NO: Vulvodynia: a consideration of clinical and
methodological research challenges and recommended solutions. ] Pain Res. 2017, 10:2425-36.
10.2147/JPR.S126259

Sadownik LA: Etiology, diagnosis, and clinical management of vulvodynia . Int ] Womens Health. 2014,
6:437-49. 10.2147/IJWH.S37660

Vasileva P, Strashilov SA, Yordanov AD: Aetiology, diagnosis, and clinical management of vulvodynia . Prz
Menopauzalny. 2020, 19:44-8. 10.5114/pm.2020.95337

Merlino L, Titi L, Pugliese F, D'Ovidio G, Senatori R, Rocca CD, Piccioni MG: Vulvodynia: pain management
strategies. Pharmaceuticals (Basel). 2022, 15:10.3390/ph15121514

Mac Bride MB, Rhodes DJ, Shuster LT: Vulvovaginal atrophy. Mayo Clin Proc. 2010, 85:87-94.

Prendergast SA: Pelvic floor physical therapy for vulvodynia: a clinician's guide . Obstet Gynecol Clin North
Am. 2017, 44:509-22. 10.1016/j.0gc.2017.05.006

Schlaeger JM, Glayzer JE, Villegas-Downs M, et al.: Evaluation and treatment of vulvodynia: state of the
science. ] Midwifery Womens Health. 2023, 68:9-34. 10.1111/jmwh.13456

Close A, Culha MG, Albert V, Valancogne G: Exclusive manual perineal rehabilitation with lidocaine 2% gel
in the treatment of provoked vestibulodynia: results from a single-arm interventional study. Int ] Impot Res.
2023, 35:157-63. 10.1038/s41443-022-00537-9

Naumova I, Castelo-Branco C: Current treatment options for postmenopausal vaginal atrophy . Int |
Womens Health. 2018, 10:387-95. 10.2147/IJWH.S158913

Gentilcore-Saulnier E, McLean L, Goldfinger C, Pukall CF, Chamberlain S: Pelvic floor muscle assessment
outcomes in women with and without provoked vestibulodynia and the impact of a physical therapy
program. ] Sex Med. 2010, 7:1003-22. 10.1111/j.1743-6109.2009.01642.x

Murina F, Bianco V, Radici G, Felice R, Di Martino M, Nicolini U: Transcutaneous electrical nerve
stimulation to treat vestibulodynia: a randomised controlled trial. BJOG. 2008, 115:1165-70. 10.1111/j.1471-
0528.2008.01803.x

LePage K, Selk A: What do patients want? A needs assessment of vulvodynia patients attending a vulvar
diseases clinic. Sex Med. 2016, 4:e242-8. 10.1016/j.esxm.2016.06.003

Spruijt MA, Klerkx WM, Kelder JC, Kluivers KB, Kerkhof MH: The efficacy of botulinum toxin a injections in
pelvic floor muscles in chronic pelvic pain patients: a systematic review and meta-analysis. Int Urogynecol J.
2022, 33:2951-61. 10.1007/500192-022-05115-7

Haraldson P, Miihlrad H, Heddini U, Nilsson K, Bohm-Starke N: Botulinum toxin A for provoked
vestibulodynia: 12 months' follow-up of a randomized controlled trial. ] Sex Med. 2022, 19:1670-9.
10.1016/j.jsxm.2022.08.188

Diomande I, Gabriel N, Kashiwagi M, et al.: Subcutaneous botulinum toxin type A injections for provoked

2024 Pinto et al. Cureus 16(12): €74918. DOI 10.7759/cureus.74918

110f 13


https://dx.doi.org/10.1111/iju.14229
https://dx.doi.org/10.1111/iju.14229
https://dx.doi.org/10.1055/s-0038-1676089
https://dx.doi.org/10.1055/s-0038-1676089
https://dx.doi.org/10.1111/iju.14234
https://dx.doi.org/10.1111/iju.14234
https://dx.doi.org/10.1016/j.eururo.2007.09.019
https://dx.doi.org/10.1016/j.eururo.2007.09.019
https://dx.doi.org/10.1016/j.juro.2011.03.064
https://dx.doi.org/10.1016/j.juro.2011.03.064
https://dx.doi.org/10.1111/j.1464-410X.2011.10860.x
https://dx.doi.org/10.1111/j.1464-410X.2011.10860.x
https://dx.doi.org/10.1097/JU.0000000000002756
https://dx.doi.org/10.1097/JU.0000000000002756
https://dx.doi.org/10.1097/01.ju.0000083020.06212.3d
https://dx.doi.org/10.1097/01.ju.0000083020.06212.3d
https://dx.doi.org/10.1016/j.juro.2014.09.036
https://dx.doi.org/10.1016/j.juro.2014.09.036
https://dx.doi.org/10.1002/nau.22837
https://dx.doi.org/10.1002/nau.22837
https://dx.doi.org/10.1002/nau.22760
https://dx.doi.org/10.1002/nau.22760
https://dx.doi.org/10.1097/MOU.0000000000001148
https://dx.doi.org/10.1097/MOU.0000000000001148
https://dx.doi.org/10.1016/j.urology.2017.05.016
https://dx.doi.org/10.1016/j.urology.2017.05.016
https://dx.doi.org/10.1016/j.urology.2016.07.003
https://dx.doi.org/10.1016/j.urology.2016.07.003
https://dx.doi.org/10.1097/AOG.0000000000001359
https://dx.doi.org/10.1097/AOG.0000000000001359
https://dx.doi.org/10.1038/s41572-020-0164-2
https://dx.doi.org/10.1038/s41572-020-0164-2
https://dx.doi.org/10.3390/ijerph18126639
https://dx.doi.org/10.3390/ijerph18126639
https://dx.doi.org/10.2147/JPR.S126259
https://dx.doi.org/10.2147/JPR.S126259
https://dx.doi.org/10.2147/IJWH.S37660
https://dx.doi.org/10.2147/IJWH.S37660
https://dx.doi.org/10.5114/pm.2020.95337
https://dx.doi.org/10.5114/pm.2020.95337
https://dx.doi.org/10.3390/ph15121514
https://dx.doi.org/10.3390/ph15121514
https://pmc.ncbi.nlm.nih.gov/articles/PMC2800285/
https://dx.doi.org/10.1016/j.ogc.2017.05.006
https://dx.doi.org/10.1016/j.ogc.2017.05.006
https://dx.doi.org/10.1111/jmwh.13456
https://dx.doi.org/10.1111/jmwh.13456
https://dx.doi.org/10.1038/s41443-022-00537-9
https://dx.doi.org/10.1038/s41443-022-00537-9
https://dx.doi.org/10.2147/IJWH.S158913
https://dx.doi.org/10.2147/IJWH.S158913
https://dx.doi.org/10.1111/j.1743-6109.2009.01642.x
https://dx.doi.org/10.1111/j.1743-6109.2009.01642.x
https://dx.doi.org/10.1111/j.1471-0528.2008.01803.x
https://dx.doi.org/10.1111/j.1471-0528.2008.01803.x
https://dx.doi.org/10.1016/j.esxm.2016.06.003
https://dx.doi.org/10.1016/j.esxm.2016.06.003
https://dx.doi.org/10.1007/s00192-022-05115-7
https://dx.doi.org/10.1007/s00192-022-05115-7
https://dx.doi.org/10.1016/j.jsxm.2022.08.188
https://dx.doi.org/10.1016/j.jsxm.2022.08.188
https://dx.doi.org/10.1007/s00404-019-05043-w

Cureus

Part of SPRINGER NATURE

37.

38.

39.

40.

41.

42.

43.

45.

46.

47.

48.

49.

50.

51.

52.

53.

54.

55.

56.

57.

58.

59.

60.

61.

62.

63.

64.

65.

66.

67.

68.

vestibulodynia: a randomized placebo-controlled trial and exploratory subanalysis. Arch Gynecol Obstet.
2019, 299:993-1000. 10.1007/s00404-019-05043-w

Pelletier F, Parratte B, Penz S, Moreno JP, Aubin F, Humbert P: Efficacy of high doses of botulinum toxin A
for treating provoked vestibulodynia. Br ] Dermatol. 2011, 164:617-22. 10.1111/j.1365-2133.2011.10235.x
Diagnostic and statistical manual of mental disorders, fifth edition. American Psychiatric Association,
Arlington, VA; 2013.

de Kruiff ME, ter Kuile MM, Weijenborg PT, van Lankveld JJ: Vaginismus and dyspareunia: is there a
difference in clinical presentation?. ] Psychosom Obstet Gynaecol. 2000, 21:149-55.
10.3109/01674820009075622

Zarski AC, Berking M, Ebert DD: Efficacy of internet-based guided treatment for genito-pelvic
pain/penetration disorder: rationale, treatment protocol, and design of a randomized controlled trial. Front
Psychiatry. 2017, 8:260. 10.3389/fpsyt.2017.00260

Ghaderi F, Bastani P, Hajebrahimi S, Jafarabadi MA, Berghmans B: Pelvic floor rehabilitation in the
treatment of women with dyspareunia: a randomized controlled clinical trial. Int Urogynecol J. 2019,
30:1849-55. 10.1007/s00192-019-04019-3

Banaei M, Kariman N, Ozgoli G, et al.: Prevalence of postpartum dyspareunia: a systematic review and meta-
analysis. Int ] Gynaecol Obstet. 2021, 153:14-24. 10.1002/ijgo.13523

Pacik PT: Vaginismus: review of current concepts and treatment using botox injections, bupivacaine
injections, and progressive dilation with the patient under anesthesia. Aesthetic Plast Surg. 2011, 35:1160-
4.10.1007/s00266-011-9737-5

Conforti C: Genito-pelvic pain/penetration disorder (GPPPD): an overview of current terminology, etiology,
and treatment. Univ Ottawa ] Med. 2017, 7:48.

Pacik PT, Babb CR, Polio A, Nelson CE, Goekeler CE, Holmes LN: Case series: redefining severe grade 5
vaginismus. Sex Med. 2019, 7:489-97. 10.1016/j.esxm.2019.07.006

Masheb RM, Kerns RD, Lozano C, Minkin MJ, Richman S: A randomized clinical trial for women with
vulvodynia: cognitive-behavioral therapy vs. supportive psychotherapy. Pain. 2009, 141:31-40.
10.1016/j.pain.2008.09.031

Dawood AS, Salem HA: Current clinical applications of platelet-rich plasma in various gynecological
disorders: an appraisal of theory and practice. Clin Exp Reprod Med. 2018, 45:67-74.
10.5653/cerm.2018.45.2.67

Runels C, Melnick H, Debourbon E, Roy L: A pilot study of the effect of localized injections of autologous
platelet rich plasma (PRP) for the treatment of female sexual dysfunction. ] Womens Health Care. 2014, 3:
Dias-Amaral A, Marques-Pinto A: Female genito-pelvic pain/penetration disorder: review of the related
factors and overall approach. Rev Bras Ginecol Obstet. 2018, 40:787-93. 10.1055/s-0038-1675805

Rao SS, Bharucha AE, Chiarioni G, Felt-Bersma R, Knowles C, Malcolm A, Wald A: Functional anorectal
disorders. Gastroenterology. 2016,

Knowles CH, Cohen RC: Chronic anal pain: a review of causes, diagnosis, and treatment . Cleve Clin ] Med.
2022, 89:336-43. 10.3949/ccjm.89a.21102

Bharucha AE, Lee TH: Anorectal and pelvic pain. Mayo Clin Proc. 2016, 91:1471-86.
10.1016/j.mayocp.2016.08.011

Dodi G, Bogoni F, Infantino A, Pianon P, Mortellaro LM, Lise M: Hot or cold in anal pain? A study of the
changes in internal anal sphincter pressure profiles. Dis Colon Rectum. 1986, 29:248-51.
10.1007/BF02553028

Rao SS, Paulson ], Mata M, Zimmerman B: Clinical trial: effects of botulinum toxin on Levator ani syndrome
- a double-blind, placebo-controlled study. Aliment Pharmacol Ther. 2009, 29:985-91. 10.1111/j.1365-
2036.2009.03964.x

Jeyarajah S, Purkayastha S: Proctalgia fugax. CMAJ. 2013, 185:417. 10.1503/cmaj.101613

Potter MA, Bartolo DC: Proctalgia fugax. Eur | Gastroenterol Hepatol. 2001, 13:1289-90. 10.1097/00042737-
200111000-00004

Bharucha AE, Trabuco E: Functional and chronic anorectal and pelvic pain disorders . Gastroenterol Clin
North Am. 2008, 37:685-96, ix. 10.1016/j.gtc.2008.06.002

Bigat Z, Boztug N, Hadimioglu N, Cete N, Coskunfirat N, Ertok E: Does dexamethasone improve the quality
of intravenous regional anesthesia and analgesia? A randomized, controlled clinical study. Anesth Analg.
2006, 102:605-9. 10.1213/01.ane.0000194944.54073.dd

de Parades V, Etienney I, Bauer P, Taouk M, Atienza P: Proctalgia fugax: demographic and clinical
characteristics. What every doctor should know from a prospective study of 54 patients. Dis Colon Rectum.
2007, 50:893-8. 10.1007/s10350-006-0754-4

Jeyarajah S, Chow A, Ziprin P, Tilney H, Purkayastha S: Proctalgia fugax, an evidence-based management
pathway. Int ] Colorectal Dis. 2010, 25:1037-46. 10.1007/s00384-010-0984-8

Eckardt VF, Dodt O, Kanzler G, Bernhard G: Treatment of proctalgia fugax with salbutamol inhalation. Am |
Gastroenterol. 1996, 91:686-9.

Grigoriou M, Ioannidis A, Kofina K, Efthimiadis C: Use of botulinum A toxin for proctalgia fugax-a case
report of successful treatment. ] Surg Case Rep. 2017, 2017:rjx236. 10.1093/jscr/rjx236

Garg B, Ahuja K: Coccydynia-a comprehensive review on etiology, radiological features and management
options. J Clin Orthop Trauma. 2021, 12:123-9. 10.1016/j.jcot.2020.09.025

White WD, Avery M, Jonely H, Mansfield JT, Sayal PK, Desai MJ: The interdisciplinary management of
coccydynia: a narrative review. PM R. 2022, 14:1143-54. 10.1002/pmrj.12683

Lirette LS, Chaiban G, Tolba R, Eissa H: Coccydynia: an overview of the anatomy, etiology, and treatment of
coccyx pain. Ochsner J. 2014, 14:84-7.

Bayne O, Bateman JE, Cameron HU: The influence of etiology on the results of coccygectomy . Clin Orthop
Relat Res. 1984, 190:266-72.

Postacchini F, Massobrio M: Idiopathic coccygodynia. Analysis of fifty-one operative cases and a
radiographic study of the normal coccyx. ] Bone Joint Surg Am. 1983, 65:1116-24.

Nathan ST, Fisher BE, Roberts CS: Coccydynia: a review of pathoanatomy, aetiology, treatment and

2024 Pinto et al. Cureus 16(12): €74918. DOI 10.7759/cureus.74918

12 0f 13


https://dx.doi.org/10.1007/s00404-019-05043-w
https://dx.doi.org/10.1111/j.1365-2133.2011.10235.x
https://dx.doi.org/10.1111/j.1365-2133.2011.10235.x
https://repository.poltekkes-kaltim.ac.id/657/1/Diagnostic and statistical manual of mental disorders _ DSM-5 ( PDFDrive.com ).pdf
https://dx.doi.org/10.3109/01674820009075622
https://dx.doi.org/10.3109/01674820009075622
https://dx.doi.org/10.3389/fpsyt.2017.00260
https://dx.doi.org/10.3389/fpsyt.2017.00260
https://dx.doi.org/10.1007/s00192-019-04019-3
https://dx.doi.org/10.1007/s00192-019-04019-3
https://dx.doi.org/10.1002/ijgo.13523
https://dx.doi.org/10.1002/ijgo.13523
https://dx.doi.org/10.1007/s00266-011-9737-5
https://dx.doi.org/10.1007/s00266-011-9737-5
https://uottawa.scholarsportal.info/ottawa/index.php/uojm-jmuo/article/view/2198
https://dx.doi.org/10.1016/j.esxm.2019.07.006
https://dx.doi.org/10.1016/j.esxm.2019.07.006
https://dx.doi.org/10.1016/j.pain.2008.09.031
https://dx.doi.org/10.1016/j.pain.2008.09.031
https://dx.doi.org/10.5653/cerm.2018.45.2.67
https://dx.doi.org/10.5653/cerm.2018.45.2.67
https://www.longdom.org/open-access/a-pilot-study-of-the-effect-of-localized-injections-of-autologous-platelet-rich-plasma-prp-for-the-treatment-of-female-s-39204.html
https://dx.doi.org/10.1055/s-0038-1675805
https://dx.doi.org/10.1055/s-0038-1675805
https://pubmed.ncbi.nlm.nih.gov/27144630/
https://dx.doi.org/10.3949/ccjm.89a.21102
https://dx.doi.org/10.3949/ccjm.89a.21102
https://dx.doi.org/10.1016/j.mayocp.2016.08.011
https://dx.doi.org/10.1016/j.mayocp.2016.08.011
https://dx.doi.org/10.1007/BF02553028
https://dx.doi.org/10.1007/BF02553028
https://dx.doi.org/10.1111/j.1365-2036.2009.03964.x
https://dx.doi.org/10.1111/j.1365-2036.2009.03964.x
https://dx.doi.org/10.1503/cmaj.101613
https://dx.doi.org/10.1503/cmaj.101613
https://dx.doi.org/10.1097/00042737-200111000-00004
https://dx.doi.org/10.1097/00042737-200111000-00004
https://dx.doi.org/10.1016/j.gtc.2008.06.002
https://dx.doi.org/10.1016/j.gtc.2008.06.002
https://dx.doi.org/10.1213/01.ane.0000194944.54073.dd
https://dx.doi.org/10.1213/01.ane.0000194944.54073.dd
https://dx.doi.org/10.1007/s10350-006-0754-4
https://dx.doi.org/10.1007/s10350-006-0754-4
https://dx.doi.org/10.1007/s00384-010-0984-8
https://dx.doi.org/10.1007/s00384-010-0984-8
https://pubmed.ncbi.nlm.nih.gov/8677929/
https://dx.doi.org/10.1093/jscr/rjx236
https://dx.doi.org/10.1093/jscr/rjx236
https://dx.doi.org/10.1016/j.jcot.2020.09.025
https://dx.doi.org/10.1016/j.jcot.2020.09.025
https://dx.doi.org/10.1002/pmrj.12683
https://dx.doi.org/10.1002/pmrj.12683
https://pmc.ncbi.nlm.nih.gov/articles/PMC3963058/
http://europepmc.org/abstract/MED/6488643
https://pubmed.ncbi.nlm.nih.gov/6226668/
https://dx.doi.org/10.1302/0301-620X.92B12.25486

Cureus

Part of SPRINGER NATURE

69.

70.

71.

72.

73.

74.

75.

76.

77.

78.

79.

80.

81.

82.

83.

84.

85.

86.

87.

88.

89.

90.

91.

92.

93.

94.

95.

outcome. ] Bone Joint Surg Br. 2010, 92:1622-7. 10.1302/0301-620X.92B12.25486

Rahimibarghani S, Morgan R, Diaz JJ: Neuromodulation techniques in chronic refractory coccydynia: a
narrative review. Pain Ther. 2024, 13:53-67. 10.1007/s40122-023-00572-4

Mitra R, Cheung L, Perry P: Efficacy of fluoroscopically guided steroid injections in the management of
coccydynia. Pain Physician. 2007, 10:775-8.

Maigne JY, Chatellier G: Comparison of three manual coccydynia treatments: a pilot study . Spine (Phila Pa
1976). 2001, 26:E479-83. 10.1097/00007632-200110150-00024

Swain BP, Vidhya S, Kumar S: Ganglion impar block: a magic bullet to fix idiopathic coccygodynia . Cureus.
2023, 15:e33911. 10.7759/cureus.33911

Ross V, Detterman C, Hallisey A: Myofascial pelvic pain: an overlooked and treatable cause of chronic pelvic
pain. | Midwifery Womens Health. 2021, 66:148-60. 10.1111/jmwh.13224

Simons DG, Travell JG, Simons LS: Myofascial pain and dysfunction: the trigger point manual . Williams &
Wilkins, Baltimore, MD; 1999.

Aredo JV, Heyrana K], Karp BI, Shah JP, Stratton P: Relating chronic pelvic pain and endometriosis to signs
of sensitization and myofascial pain and dysfunction. Semin Reprod Med. 2017, 35:88-97. 10.1055/5-0036-
1597123

Itza F: Myofascial pain syndrome in the pelvic floor: etiology, mechanisms, symptoms, diagnosis, and
treatment. Nova Science Publishers, Hauppauge, NY; 2012.

Fernandez-de-las-Penas C, Cuadrado ML, Arendt-Nielsen L, Simons DG, Pareja JA: Myofascial trigger points
and sensitization: an updated pain model for tension-type headache. Cephalalgia. 2007, 27:383-93.
10.1111/j.1468-2982.2007.01295.x

Montenegro ML, Mateus-Vasconcelos EC, Candido dos Reis FJ, Rosa e Silva JC, Nogueira AA, Poli Neto OB:
Thiele massage as a therapeutic option for women with chronic pelvic pain caused by tenderness of pelvic
floor muscles. ] Eval Clin Pract. 2010, 16:981-2. 10.1111/j.1365-2753.2009.01202.x

Miles T, Johnson N: Vaginal dilator therapy for women receiving pelvic radiotherapy . Cochrane Database
Syst Rev. 2010, CD007291. 10.1002/14651858.CD007291.pub2

Gao M, Ding H, Zhong G, Lu |, Wang H, Li Q, Wang Z: The effects of transrectal radiofrequency
hyperthermia on patients with chronic prostatitis and the changes of MDA, NO, SOD, and Zn levels in
pretreatment and posttreatment. Urology. 2012, 79:391-6. 10.1016/j.urology.2011.08.046

Jorgensen WA, Frome BM, Wallach C: Electrochemical therapy of pelvic pain: effects of pulsed
electromagnetic fields (PEMF) on tissue trauma. Eur | Surg Suppl. 1994, 83-6.

Fitzwater JB, Kuehl TJ, Schrier JJ: Electrical stimulation in the treatment of pelvic pain due to levator ani
spasm. ] Reprod Med. 2003, 48:573-7.

Moldwin RM, Fariello JY: Myofascial trigger points of the pelvic floor: associations with urological pain
syndromes and treatment strategies including injection therapy. Curr Urol Rep. 2013, 14:409-17.
10.1007/s11934-013-0360-7

Lewis GK, Chen AH, Craver EC, Crook JE, Carrubba AR: Trigger point injections followed by immediate
myofascial release in the treatment of pelvic floor tension myalgia. Arch Gynecol Obstet. 2023, 307:1027-35.
10.1007/s00404-022-06880-y

Greig ], Mak Q, Furrer MA, Sahai A, Raison N: Sacral neuromodulation in the management of chronic pelvic
pain: a systematic review and meta-analysis. Neurourol Urodyn. 2023, 42:822-36. 10.1002/nau.25167
Cottrell AM, Schneider MP, Goonewardene S, et al.: Benefits and harms of electrical neuromodulation for
chronic pelvic pain: a systematic review. Eur Urol Focus. 2020, 6:559-71. 10.1016/j.euf.2019.09.011

Tutolo M, Ammirati E, Heesakkers J, et al.: Efficacy and safety of sacral and percutaneous tibial
neuromodulation in non-neurogenic lower urinary tract dysfunction and chronic pelvic pain: a systematic
review of the literature. Eur Urol. 2018, 73:406-18. 10.1016/j.eururo.2017.11.002

Krijnen EA, Schweitzer KJ, van Wijck AJ, Withagen MI: Pulsed radiofrequency of pudendal nerve for
treatment in patients with pudendal neuralgia. A case series with long-term follow-up. Pain Pract. 2021,
21:703-7. 10.1111/papr.12999

Chiarioni G, Asteria C, Whitehead WE: Chronic proctalgia and chronic pelvic pain syndromes: new etiologic
insights and treatment options. World | Gastroenterol. 2011, 17:4447-55. 10.3748/wjg.v17.i40.4447

Robert R, Prat-Pradal D, Labat JJ, Bensignor M, Raoul S, Rebai R, Leborgne J: Anatomic basis of chronic
perineal pain: role of the pudendal nerve. Surg Radiol Anat. 1998, 20:93-8. 10.1007/BF01628908
Pérez-Lopez FR, Hita-Contreras F: Management of pudendal neuralgia . Climacteric. 2014, 17:654-6.
10.3109/13697137.2014.912263

Labat JJ, Riant T, Robert R, Amarenco G, Lefaucheur JP, Rigaud J: Diagnostic criteria for pudendal neuralgia
by pudendal nerve entrapment (Nantes criteria). Neurourol Urodyn. 2008, 27:306-10. 10.1002/nau.20505
Levesque A, Bautrant E, Quistrebert V, et al.: Recommendations on the management of pudendal nerve
entrapment syndrome: a formalised expert consensus. Eur ] Pain. 2022, 26:7-17. 10.1002/ejp.1861

Luesma MJ, Galé I, Fernando J: Diagnostic and therapeutic algorithm for pudendal nerve entrapment
syndrome. Med Clin (Barc). 2021, 157:71-8. 10.1016/j.medcli.2021.02.012

Tricard T, Munier P, Story F, Lang H, Saussine C: The drug-resistant pudendal neuralgia management: a
systematic review. Neurourol Urodyn. 2019, 38:13-21. 10.1002/nau.23824

2024 Pinto et al. Cureus 16(12): €74918. DOI 10.7759/cureus.74918

13 0f 13


https://dx.doi.org/10.1302/0301-620X.92B12.25486
https://dx.doi.org/10.1007/s40122-023-00572-4
https://dx.doi.org/10.1007/s40122-023-00572-4
https://pubmed.ncbi.nlm.nih.gov/17987101/
https://dx.doi.org/10.1097/00007632-200110150-00024
https://dx.doi.org/10.1097/00007632-200110150-00024
https://dx.doi.org/10.7759/cureus.33911
https://dx.doi.org/10.7759/cureus.33911
https://dx.doi.org/10.1111/jmwh.13224
https://dx.doi.org/10.1111/jmwh.13224
https://search.worldcat.org/title/503180244
https://dx.doi.org/10.1055/s-0036-1597123
https://dx.doi.org/10.1055/s-0036-1597123
https://www.researchgate.net/publication/268034335_Myofascial_pain_syndrome_in_the_pelvic_floor_etiology_mechanisms_symptoms_diagnosis_and_treatment
https://dx.doi.org/10.1111/j.1468-2982.2007.01295.x
https://dx.doi.org/10.1111/j.1468-2982.2007.01295.x
https://dx.doi.org/10.1111/j.1365-2753.2009.01202.x
https://dx.doi.org/10.1111/j.1365-2753.2009.01202.x
https://dx.doi.org/10.1002/14651858.CD007291.pub2
https://dx.doi.org/10.1002/14651858.CD007291.pub2
https://dx.doi.org/10.1016/j.urology.2011.08.046
https://dx.doi.org/10.1016/j.urology.2011.08.046
https://pubmed.ncbi.nlm.nih.gov/7531030/
https://pubmed.ncbi.nlm.nih.gov/12971135/
https://dx.doi.org/10.1007/s11934-013-0360-7
https://dx.doi.org/10.1007/s11934-013-0360-7
https://dx.doi.org/10.1007/s00404-022-06880-y
https://dx.doi.org/10.1007/s00404-022-06880-y
https://dx.doi.org/10.1002/nau.25167
https://dx.doi.org/10.1002/nau.25167
https://dx.doi.org/10.1016/j.euf.2019.09.011
https://dx.doi.org/10.1016/j.euf.2019.09.011
https://dx.doi.org/10.1016/j.eururo.2017.11.002
https://dx.doi.org/10.1016/j.eururo.2017.11.002
https://dx.doi.org/10.1111/papr.12999
https://dx.doi.org/10.1111/papr.12999
https://dx.doi.org/10.3748/wjg.v17.i40.4447
https://dx.doi.org/10.3748/wjg.v17.i40.4447
https://dx.doi.org/10.1007/BF01628908
https://dx.doi.org/10.1007/BF01628908
https://dx.doi.org/10.3109/13697137.2014.912263
https://dx.doi.org/10.3109/13697137.2014.912263
https://dx.doi.org/10.1002/nau.20505
https://dx.doi.org/10.1002/nau.20505
https://dx.doi.org/10.1002/ejp.1861
https://dx.doi.org/10.1002/ejp.1861
https://dx.doi.org/10.1016/j.medcli.2021.02.012
https://dx.doi.org/10.1016/j.medcli.2021.02.012
https://dx.doi.org/10.1002/nau.23824
https://dx.doi.org/10.1002/nau.23824

	Chronic Primary Pelvic Pain Syndromes in Women: A Comprehensive Review
	Abstract
	Introduction And Background
	FIGURE 1: Diagram of chronic pelvic pain, detailing the nine major groups of chronic primary pelvic pain syndromes

	Review
	Interstitial cystitis/painful bladder syndrome (IC/PBS): lower urinary tract domain
	Vulvodynia: female genital domain
	Genito-pelvic pain/penetration disorder (GPPPD): sexual domain
	TABLE 1: Lamont's grading system for vaginismus

	Levator ani syndrome: gastrointestinal domain
	Proctalgia fugax: gastrointestinal domain
	Coccyx pain syndrome (CPS): musculoskeletal domain
	TABLE 2: Different types of coccyx curvature

	Myofascial syndrome in pelvic pain: musculoskeletal domain
	TABLE 3: Critical symptoms of myofascial trigger points in different muscles that can cause chronic pelvic pain

	Pudendal neuralgia: neurological domain

	Conclusions
	Additional Information
	Author Contributions
	Disclosures

	References


