d, ©
0

fizjotera

POLISH JOURNAL OF PHYSIOTHERAPY

OFICJALNE PISMO POLSKIEGO TOWARZYSTWA FIZJOTERAPII

ISK3

NR 4/2023 (23) KWARTALNIK ISSN 1642-0136

THE OFFICIAL JOURNAL OF THE POLISH SOCIETY OF PHYSIOTHERAPY

Integracja Sensoryczna ukladu przedsionkowego, jako jeden z elementow
kompleksowej rehabilitacji dziecka z uszkodzonym sluchem

Sensory Integration of the Vestibular System as one of the elements
of comprehensive rehabilitation of a child with impaired hearing

&
S — ﬂﬂ/&#ﬂ

m/l?jk/ﬂ/ﬂﬂl

7

www.fizjoterapiapolska.pl
www.djstudio.shop.pl
prenumerata@fizjoterapiapolska.pl



o._mneu.m

g 4
“ o . . o
3 — il e
- - iy (T s El.i
] .L. Y — 13 F

€20T erupnis3 -8 ‘odoruerqed

eysjod elfoejriqeysay soisuoyf £



to sprawdzony od 7 lat dystrybutor
urzadzen do drenazu drog oddechowych

amerykanskiej firmy Hillrom

Hill-Rom.

TV€ST —— MetaNeb™

Airway Clearance System "=

model 205

sprzet medyczny do drenazu i nebulizacji dla pacjentow w warunkach szpitalnych
— ze sprzetu w Polsce korzysta wiele oddziatéw rehabilitacji i 0IOM

p
|

MATIO sp. z 0.0., ul. Celna 6, 30-507 Krakdw, tel./fax (+4812) 296 41 47,
tel. kom. 511 832 040, e-mail:matio_med@mukowiscydoza.pl, www.matio-med.pl




NOWOSC W OFERCIE ASTAR.

Tecaris

SKUTECZNA | BEZPIECZNA TERAPIA
PRADEM 0 CZESTOTLIWOSCI RADIOWEJ

Urzadzenie przeznaczone do przeprowadzania profesjonalnych
zabiegéw pradem o czestotliwosci radiowej (terapia TECAR).

[=]n& % [u]

Dowiedz sie wiecej
terapiatecar.astar.pl [}

Aparat umozliwia prace z elektrodami
rezystancyjnymi (o $rednicy 25, 40, 55 lub 70 mm),
pojemnoéciowymi (o érednicy 25, 40, 55 lub 70 mm)
oraz z elektroda typu IASTM do terapii tkanek migkkich

Tecaris generuje sinusoidalny prad zmienny

o czestotliwosciach 300, 500, 750 lub 1000 kHz,
dostarczanego do tkanek pacjenta za pomocg
uniwersalnego aplikatora katowego lub prostego.

%

RES (tryb rezystancyjny) CAP (tryb pojemnosciowy)

Prad o czestotliwosci radiowej wywotuje efekly ~ Terapia wptywa przede wszystkim na tkanki
w glebszych warstwach tkanek, czyli kosciach, ~ powierzchowne, czyli miesnie (rozluZnienie)
Sciegnach lub wiezadtach. i uktad limfatyczny, przyspieszajac regeneracje
Umozliwia to leczenie zwitdknien i zwyrodnien komdrek.

tkanek w przewlektych stanach chorobowych.

ul. Swit 33
43-382 Bielsko-Biata

t +48 3382924 40
astarmed@astar.eu

WYBIERASZ 7: wsparcie merytoryczne
| WSPIERASZ | www.fizjotechnologia.com www.astar.pl [\

i



.

1S1SSYYO1SAUd

MEDICAL
INNOVATION

M

XOo W

e150|oU

“i|aznjs0 35 2naiupedez
wnwiuiul op elezsiuwz iwiu Azpsiwed wikuzakiajsoune
w2 E:rﬁeﬁswwz eiuzuso ofsuwaln Asindu
BD{10JY OZpaes zad 08843k 1> alnisua8 aju xoswig

" 1[9Z13{s0 0
= ~ &isepdjupedez oxkzAi ezsfajuwz ﬁ

‘eBIuNsn op Azsiziusnaifeu uosal a1zp3
52450 BMAZIP MOYIDPO UAUIZISAD.
fou op 3is grusznsazidzol xo3wis jeulis

. . F nznjs o8aokledajez 1
oqoqdis zeussp 1 ebezipgoy G/

9zphjsgqo m Aysoud
‘n1IoAzn m Amie}

09] eu|e)jjiun

JsissyoisAyd =

v

N

NOILVAONNI
1VOId



s fizjoterapia poiska

Physiotherapeutic assessment in gynecology

Fizjoterapeutyczna diagnostyka funkcjonalna w ginekologii
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Abstract

Introduction. Gynecological disorders are often manifested by experiencing pain. Disorders on the part of the
musculoskeletal system can cause symptoms that can mimic diseases of internal organs, also internal organs can
mimic symptoms of dysfunction for the musculoskeletal system. An ongoing disease process within a particular
internal organ can trigger a reflex response from the musculoskeletal system, such as locking of the spinal joints in
the corresponding organ's spinal segment. Objective.

The purpose of this study is to present the physiotherapeutic functional diagnosis of the pelvis in relation to
gynecology.

Material and methods. Two independent reviewers searched medical and public databases, such as PubMed,
Scopus and PEDro, using search terms and MeSH, such as physiotherapy, functional diagnosis, functional
assessment, gynecology. The inclusion criterion was an article published in a peer-reviewed journal, with no
restriction on the extent of the year of publication. There were no restrictions on the language of publication.
Journal databases were reviewed between May and June 2023.

Conclusions. There is a lack of description of functional physiotherapy examination in gynecology including
postural and pelvic types in scientific publications.

Key words:
physiotherapy, functional assessment, gynecology

Streszczenie

Wprowadzenie. Schorzenia ginekologiczne czesto manifestujg sie odczuwaniem dolegliwos$ci bélowych.
Zaburzenia ze strony narzadu ruchu moga by¢ przyczyna wystapienia objawéw, ktdre mogg imitowac choroby
narzaddw wewnetrznych, réwniez narzady wewnetrzne moga imitowac objawy dysfunkcji dla narzadu ruchu.
Toczacy sie proces chorobowy w obrebie danego narzadu wewnetrznego moze wywotac reakcje odruchowa ze
strony uktadu miesniowo-szkieletowego, np. zablokowanie staw6éw kregostupa w odpowiadajacym narzadowi
segmentowi kregostupa.

Cel pracy. Celem pracy jest przedstawienie fizjoterapeutycznej diagnostyki funkcjonalnej miednicy w odniesieniu
do ginekologii.

Materiat i metody. Dwoch niezaleznych recenzentéw przeszukato medyczne i publiczne bazy danych, takie jak
PubMed, Scopus i PEDro, uzywajac wyszukiwanych terminéw i MeSH, takich jak fizjoterapia, diagnostyka
funkcjonalna, ocena funkcjonalna, ginekologia. Kryterium wigczenia byt artykut opublikowany w recenzowanym
czasopismie, bez ograniczen co do zakresu roku publikacji. Nie byto ograniczen co do jezyka publikacji. Bazy
danych czasopism zostaly przejrzane miedzy majem a czerwcem 2023 roku.

Whioski. W publikacjach o charakterze naukowym brakuje opisu funkcjonalnego badania fizjoterapeutycznego
w zakresie ginekologii z uwzglednienim typéw postawy i miednicy.

Stowa Kluczowe:
fizjoterapia, ocena funkcjonalna, ginekologia

54 doi.org/10.56984/8ZG20A1B6 www.fizjoterapiapolska.pl



fizjoterapia poiska  n——

Introduction

Gynaecological diseases are often manifested by experiencing
pain. In physiotherapy clinical practice, spinal-organ
connections, as described by Karel Levit [1], are often noted.
Levit pointed out the connections between anatomical
structures that belong to the same body segment, making it
possible to radiate pain [1]. Complaints in the musculoskeletal
organs can cause symptoms that can mimic diseases of internal
organs, while the internal organs can also mimic symptoms of
dysfunction for the musculoskeletal organs [1]. An ongoing
disease process within a particular internal organ can trigger
a reflex response from the musculoskeletal system, such as
locking the spinal joints in the corresponding organ's spinal
segment [1]. In clinical practice, a misunderstood situation
might also occur, in which, despite the healing of the disease
process of the organ in question, a functional blockage
corresponding to the innervation segment of the organ appears
and the existing symptoms may suggest the persistence of the
disease [1, 2]. It is possible to seek the induction of disease
processes in musculoskeletal system disorders [1, 2].

Gynaecological disorders are often accompanied by pain in the
lumbosacral region of the spine [1, 3, 4]. In 1972, based on
a study of 600 women, Novotny and Dvorak showed a link
between disorders occurring in the pelvis and musculoskeletal
disorders [5, 6].

The implications presented here require a holistic approach and
differential diagnosis, including functional physiotherapy
diagnosis in women.

In this article, the authors would like to draw attention to the
need for functional physiotherapy diagnostics in gynaecology
in order to exclude or confirm the association of a particular
structure in the disease process. Functional diagnostics that are
appropriately selected and carried out could have a significant
impact on the selection of appropriate physiotherapeutic
management in gynaecology, as a complement to the treatment
recommended by gynaecology specialists.

Materials and methods

Two independent reviewers searched medical and public
databases such as PubMed, Scopus and PEDro, using search
terms and MeSH such as physiotherapy, functional
diagnostics, functional assessment, and gynaecology. The
inclusion criterion was an article published in a peer-reviewed
journal, with no restriction on the extent of the year of
publication. There were no restrictions on the language of
publication. Journal databases were reviewed between May-
June 2023.

Physiotherapy functional assessment in gynaecology

Body posture

Considering the body within the framework of tensegrity
(tension — integrity), a relationship whose principle states that
structures remain tightly influenced by each other (an increase
in the tension of one element causes an increase in the tension
of the others) [7, 8]. Tensegrity was created by Buckminster
Fuller and Kenneth Snelson and concerns structural

www.fizjoterapiapolska.pl doi.org/10.56984/8ZG20A1B6 55
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dependence; it explains how the human body functions as
a whole to counteract the force of gravity, assigning a key role
to the fascia that wraps around the internal organs like
a scaffold and transmits tension [9].

Functional assessment should begin with an assessment of
postural type [10] (Table 1,2; Figure 1). Mobility disorders in
the lumbar spine or in the hip joints and pubic conjunctiva have
a significant impact on muscle-fascial tension disorders [11].

It would be justified to collect information on the TMJ
(temporomandibular joint) dysfunction in the interview, as
there is a correlation between dysfunctions in this joint and
posture [12,13].

Determining the posture type according to Hall is important
because the type affects the functioning of the
musculoskeletal, cardiorespiratory and visceral systems [10]
(Table 1, 2; Figure 1). Both the anterior and posterior types
according to Hall do not provide favourable conditions for the
functioning of the pelvic organs.

Tabela 1. Wzorzec postawy przedni wedlug Halla [10]
Table 1. Posture models according to Hall — frontal model [10]

Zmienna/Variable Frontal model according to Hall

Musculoskeletal system — deepened lordosis in the cervical segment of the spine,
— increased tension in the cervicothoracic junction,
— increased tension in the back muscles and spine ligaments,
— stiffening and increased tension at the T,; and T, level,

— increased tension in the lumbosacral junction.
Cardio-pulmonary system — diaphragm tension, often while inhaling,
— weakened and overstretched abdominal muscles.

Visceral system — visceral ptosis of the internal organs,
— loosening of the peritoneal wall,

— tendency to hernias and irritation in the small pelvic area.

56 doi.org/10.56984/8ZG20A1B6 www.fizjoterapiapolska.pl
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Table 2. Posture models according to Hall — rear model [10]

Variable Rear model according to Hall

Musculoskeletal system — occipital bone protrusion and compression — increased tension in the
cervicothoracic junction,
— deepened thoracic kyphosis and decreased tension of the lower thoracic section,
— compression of the seternocostal joints,
— increased lumbar lordosis — stress on the sacroiliac joints.

Cardio-pulmonary system — diaphragm tension, often while exhaling,
— disturbed pressure balance between the abdominal cavity and chest,
— increased tension in the abdominal wall area.

Visceral system — increased pressure exerted on the organs of the abdominal cavity and pelvis,
— susceptibility to circulatory disorders,
— susceptibility to problems on the part of the respiratory system,
— susceptibility to constipation.

PKSO, 3. Aufl.,, S. 287

Figure 1. Type posture [10]

www.fizjoterapiapolska.pl doi.org/10.56984/8ZG20A1B6 57
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Muscles: the psoas and abdominal muscles

The lumbar muscle is located in the abdominal cavity and
can be considered an internal organ [1]. Increased lumbar
tonus can be a secondary symptom of kidney disease or
a consequence of a blockage of the thoracolumbar passage
[1]. In the case of diseases, including gynaecological
diseases, abdominal muscle tone is also increased, and
decreases after treatment of the lumbar muscle [1]. If the
lumbar muscle is shortened, this is often accompanied by
a shortening of the erector spinae muscles (musculus
erector trunci) and the quadratus lumborum muscles
(muscules quadrilumborum). Treatment involves relaxing
the muscles so that by relaxing one muscle by reflex we
relax the others.

The most common clinically indicative sign of lumbar
muscle shortening is the post-cholecystectomy syndrome,
which manifests as pain in the gallbladder area, despite the
fact that the gallbladder has not been removed [1]. It
should be noted here that in the case of actual gallbladder
pathology, contracture of the lumbar muscle is not always
present [1].

The lumbar muscles are very important during pregnancy,
as it is on these muscles that the enlarging uterus with the
growing baby within rests [2].

The abdominal muscles increase their tone when there is
pathology of the abdominal organs, and they are not easy
to examine. Increased tone in the rectus abdominis muscle
can manifest as pain at the site of attachment, at the
gladius spiracle of the sternum and at the pubic symphysis
[1]. Pain occurring in the pubic bone can radiate to the
lumbosacral region and cause the trunk to be positioned
forward [1]. It is very important to relax the lumbar and
abdominal muscles and teach patients self-therapy.

Pelvis and sacroiliac joint

In 1965, Erdman and Gutman distinguished three types of
pelvis and showed that the type of pelvic structure affects
body statics [1]. The first type is a pelvis characterized by
a long sacrum and its sacral promontory set high - this is
called high promontory assimilation (Figure 2a); the second
type (Figure 2b) is an intermediate pelvis between the first
and third types; and the third type is characterized by a low-
set sacral promontory and a significant pelvic slope — the
overload type (Figure 3c) [1]. Evaluation of sacral inclina-
tion, pelvic tilt and the size of the lumbar lordosis are im-
portant in assessing the sagittal alignment of the spine and
pelvis [14]. Examination of the pelvis should be performed
in the standing, sitting and supine positions [15,16]. The
caudal, sacral, hip and pubic bones are evaluated to exclude
their dysfunction [16]. Of particular note are the sacroiliac
joints, which, along with the pubic symphysis, provide so-
me mobility in the pelvis [1]. If dysfunction or dysfunctions
are found in the pelvic bones or sacroiliac joint(s), the con-
dition requires manual therapy [17], using direct or indirect
techniques to restore pelvic statics [16]. Dysfunction invo-
lving the bones or joints of the pelvis often manifests itself
in pain, and the use of manual therapy also has the effect of
reducing pain sensations [17].

doi.org/10.56984/8ZG20A1B6
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Pelvic girdle pain (PGP) occurring in the sacroiliac joints,
lumbosacral region or pubic bone often occurs in women
in the third trimester of pregnancy, especially just before
delivery and during the postpartum period, due to
biomechanical changes in the pelvis [18-20].

V' [/ [

Figure 2 (a,b). Types of the pelvis; a: high promontory assimilation, b: intermediate pelvis [1]

N\

e

&
B 7~

Figure 2c. Types of the pelvis; c: overload type: [1]

Pelvic ligaments

The pelvic ligaments are involved in the etiopathology of
the occurrence of dysfunction in the musculoskeletal
system [21]. A symptom of ligament irritation is local and/

www.fizjoterapiapolska.pl doi.org/10.56984/8ZG20A1B6 59
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or radiating pain [1,22]. By performing a test for the
iliolumbar and sacrotuberous ligaments, one can determine
which ligament requires physiotherapeutic intervention in
the form of PIR (Post-Isometric-Relaxation) or active
mobilization [1]. Irritation in the iliolumbar ligament
manifests as lumbosacral pain radiating to the groin, which
mistakenly indicates the pelvic organs as the cause [23].
Due to the extensiveness of the site of pain, PIR and active
mobilization, which are non-invasive measures for the
body, are recommended [24].

Perineal pain

Chronic pain in most cases is caused by irritation of
visceral nerve endings during the course of the discase
process, which is accompanied by inflammation. In the
differential diagnosis of perineal pain, as in the whole
group of pelvic pains, we should take into account that this
pain may be of visceral nature, felt in the lower abdomen,
as well as radiating pain, mainly to the muscles and skin.
In addition, in some women, several components of
visceral pain may co-occur [24-26].

The pelvic floor muscles are recognized as a potential
cause of acute or chronic pelvic pain. Musculoskeletal
causes of acute and chronic pain should be considered in
the initial evaluation. Diagnostic criteria for muscular and
skeletal sources of lower abdominal pain have not been
clearly defined [27]. The piriformis and obturator muscles
are also located in the pelvis. While these are not elements
of the pelvic floor, they can cause pelvic pain [28].
Increased tension in the pelvic floor muscles may be the
primary cause of lower abdominal pain in some women, or
it may just be a response to a pre-existing disorder [29].

In the management of women with chronic pelvic pain it is
of critical importance to identify the location of the
myofascial pain as the cause or trigger of the pain [30]. A
detailed interview often indicates that the pain has an
underlying cause in the pelvic floor muscles, among other
areas, and patients complain mainly of pressure, a feeling
of heaviness and pain. The pain may worsen with exertion,
defecation, sitting and sexual intercourse. Pain radiating to
the hip or lower back is also common.

A pelvic physiotherapy examination to diagnose acute or
chronic lower abdominal pain should always include a
one-finger examination of the rectus abdominis and
piriformis muscles. Begin with palpation of the vulval
vestibule to rule out vaginismus, and then bilaterally to the
iliopubic and pubococcygeus muscles, paying particular
attention to whether there is a hardening, or sudden strong
contraction of the muscle or pain upon palpation.

A strong contraction of the rectus abductor muscle is felt
as a string-like tension of a narrow band of muscle or
induration. The piriformis muscle should be examined
with a finger placed posterolaterally, over the ischial spine
[31].

In a woman with normally tense pelvic floor muscles,
palpation examination of the levator ani and piriformis
muscles produces a sensation of pressure, while in a
woman with pelvic floor muscle dysfunction it causes

doi.org/10.56984/8ZG20A1B6
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significant pain. The discomfort felt during the examination
is similar to the pain experienced outside the examination.
Another symptom appearing during the examination is a
marked asymmetry between the right and left parts of the
pelvic diaphragm. Such a shortening or contracture will occur
on the same side as where the pain is felt. Examples of pelvic
floor pain syndromes are dyspareunia and vulvodynia.

Based on the temporal pattern, we can divide the pain in
pelvic floor disorders into permanent, persistent, intermittent,
immediate and delayed [32].

Due to the difficult-to-define etiology of pelvic floor pain
disorders, physiotherapeutic management should be holistic
and individually tailored to the clinical case in order to
address each aspect of the dysfunction (emotional,
behavioural and physical) [33].

Discussion
Functional diagnostics include an interview, physical
examination,  neurological evaluation, functional

ultrasonography of the pelvic floor, electromyography of
the pelvic floor muscles, per vaginum examination and/or
per rectum examination.

Given the complexity of the symptoms presenting in
women, as well as where they occur in the body, diagnosis
seems to be multifaceted and include the musculoskeletal
system. This system is extensive in terms of its surface
area and responds with pain symptoms not only to strains
arising from its components, i.e. the muscles, fascia,
bones, joints [1, 5, 6]. It is also a support organ for all
other systems of the human body.

With reference to the theory of tensegrity [9] or the model
of stabilization proposed by Panajbi [34-37] in
physiotherapy diagnosis, we should refer to all structures
of the human body, i.e. soft tissues (connective tissue,
ligaments, muscles and fascia), hard tissues (bones, joints)
and the nervous system, which, being suspended in these
structures, is also subject to strain [38].

Before starting urogynaecological physiotherapy, the patient
should be informed about the possible duration of the therapy
and the therapeutic options, which consist of physiotherapy
(trigger point therapy, manual therapy, physical therapy),
pharmacological treatment (hormonal, antidepressant, anti-
inflammatory treatment, Botox injections), behavioural
therapy and work with a psychologist and sexologist. In order
to eliminate any possible environmental factors that could
adversely affect the effects of therapy, patients should be
educated on personal hygiene, the selection of suitable
underwear and the avoidance of chemical irritants before
therapy begins [39]. Physiotherapy and behavioural therapy
play an important role in the proper treatment of vulvodynia
and dyspareunia [40].

It was shown that increased tension in the pelvic floor mu-
scles is characteristic for women with pelvic pain compla-
ints [41]. This tension manifests itself in their pathological
activation, which hinders the relaxation of muscle structu-
res, affects the reduction in contraction strength and endu-
rance, and is characterized by a lack of control over the
contraction being performed [42, 43].

www.fizjoterapiapolska.pl doi.org/10.56984/8ZG20A1B6 61
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Manual therapy in the process of treating pelvic floor pain syndro-
mes aims to relax muscles, release tension and trigger points, im-
prove blood circulation, and improve mobility and postural
balance. The techniques used include trigger point therapy, deep
tissue massage, relaxation massage, and fascial therapy. Per vagi-
num, per rectum and peripheral torso procedures are used. All ma-
nual activities used by the physiotherapist are related to improving
proprioception of the pelvic area, releasing trigger points, and thus
normalizing the tension and work of the pelvic floor muscles. The
physiotherapist also teaches self-therapy and self-massage [44].
Electrostimulation is one of the physical therapy methods used to
treat pelvic floor pain. Its properties make it effective in increasing
the blood supply to the pelvic floor muscles. It improves their
proprioception, reduces the conduction of nociceptive signals by
closing the control gate and increasing the release of endorphins
[45, 46]. EMG biofeedback is a method used in physiotherapy for
the correct verification and assessment of tension and relaxation
in the pelvic floor muscles. It has been shown that more than 50%
of women are unable to properly tone up their pelvic floor struc-
tures when verbally instructed. In order to teach the patient to
contract and relax her pelvic floor muscles correctly, the physio-
therapist should control their tension with visual information (ul-
trasound feedback, EMG biofeedback), through which he or she
will be able to foster the correct muscle contraction and achieve
effective control of the pelvic floor structures.

In gynaecological diagnostics performed by specialists from va-
rious fields, a serious diagnostic problem can be the symptom of
pain experienced by patients, which may be mixed pain. The defi-
nition of this pain is "a complex overlap of different known types
of pain (nociceptive and neuropathic) in any combination, acting
simultaneously and/or concurrently, causing pain in the same area
of the body. Each of these mechanisms can be more clinically do-
minant at any given time. Mixed pain can be acute or chro-
nic" [47]. Modern pain taxonomy has proposed the concept of
nociplastic pain, which is defined as altered nociception, but the
cause of pain is not tissue or somatosensory damage [48].
Nowadays, perhaps due to the prevalence of incontinence, dia-
gnostics are known that relate to the evaluation of the pelvic floor
muscles [49-52].

There is a lack of an algorithm for physiotherapeutic functional
diagnosis in gynaecological conditions. Certainly, this topic requ-
ires multicentre and interdisciplinary studies.

Physiotherapy management of pelvic pain syndromes should al-
ways begin with a functional diagnosis. This allows the physio-
therapist to assess the pelvic floor muscles, taking into account
their tension, and the possibility of contracting and relaxing them.
An important part of functional diagnosis is the topography of
trigger points within the pelvic floor muscles, as well as within the
peripheral muscles, pelvic girdle muscles, lower extremity musc-
les, and trunk muscles.

Despite the lack of scientific research publications providing
knowledge of what features a functional examination algorithm of
physiotherapy examination should include, it is necessary to draw
on experience from physiotherapy work. An individual
examination of the musculoskeletal system would allow us to
rule out probable dysfunctions and thus choose the
appropriate physiotherapy management of  the
musculoskeletal system, including the pelvic ligaments.

doi.org/10.56984/8ZG20A1B6
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Conclusions

There is a lack of description of functional physiothera-
peutic examination in the field of gynecology including
postural and pelvic types in scientific publications.
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