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Abstract:

Introduction

Pelvic floor physical therapy (PFPT) has been studied thoroughly for the
treatment of various pelvic floor disorders such as myofascial pain,
dyspareunia, vaginismus, and vulvodynia in cisgender females. However,
the effectiveness of PFPT has not been adequately assessed or described in
transgender individuals.

Case Presentation

Four months after gender affirming neovagina surgery, a 19 year old
transgender woman presented with dyspareunia with a scale of 9 out of 10
pain. Biofeedback EMG electrode sensor pelvic floor muscle therapy was
used to generate electrical impulses that facilitate pelvic floor muscle
contraction and relaxation with a pressure sensor placed in rectum/vagina to
evaluate the strength of muscle contractions as biofeedback. Additionally, a
new Kegel exercise program was initiated and vaginal and perineal estrogen
therapy was started as an adjunct treatment. Pain level with intercourse
decreased to 6/10 by the 3rd session and the patient reported no pain with
intercourse after the 6th session. No recurrence of dyspareunia was reported
with continued home Kegel exercises and electrical stimulation.

Discussion

Pelvic floor disorders in transgender individuals require a multidisciplinary
approach to treatment, and the literature is limited in terms of the prevalence
and management of dyspareunia after gender-affirming surgery in
transfeminine individuals. We present case report on the management of
dyspareunia treated successfully with PFPT in a transgender woman.
Conclusion

PFPT could be an effective option for treatment of dyspareunia in
transfeminine individuals after gender affirming surgery. Yet, further
research is needed to evaluate its impact on pelvic floor disorders and
standardize the treatment.

Keywords: pelvic floor physical therapy; transgender women; neovagina
surgery; pelvic floor disorder; dyspareunia

Infroduction

Pelvic floor physical therapy (PFPT) is a program that utilizes various
exercises that aim to improve pelvic floor muscle strength, endurance,
power, relaxation, or a combination, to provide relief for pelvic floor
disorders including dyspareunia [1]. It improves relaxation, awareness and
muscle proprioception as well as elasticity of the pelvic floor muscles and
vagina.

A plethora of evidence exists to support the use of PFPT for the treatment of
pelvic floor disorders including myofascial pain, dyspareunia, vaginismus,
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and vulvodynia [1]. A randomized controlled clinical trial by
Schvartman et al. comparing a group of climacteric women with
dyspareunia who received five sessions of PFPT versus no pelvic
training reported that the group which received PFPT had
improved pain, quality of life, sexual and pelvic floor muscle
function [2]. In a retrospective observational study by Bedaiwy and
colleagues, 146 patients with chronic pelvic pain and dyspareunia
who received at least 12 sessions of PFPT reported improvement
in dyspareunia, and pain scores improved proportionally to the
number of physical therapy visits completed [3]. Manual
techniques including vaginal dilation exercises, home exercises,
thermal therapy, pelvic floor exercise protocol, biofeedback,
electrical stimulation and myofascial techniques to decrease
levator ani muscle overactivity were utilized in these studies on cis-
gendered individuals.

Gender affirming surgery offers significant benefit to patients with
gender dysphoria [4] and has been shown to improve quality of life
[5-7]. Despite a steady rise in the number of gender-affirming
surgeries in the USA, only 10% of transfeminine individuals have
completed vaginoplasty and 45% desire the procedure [8] which
indicates the highly anticipated increased need for gender affirming
surgeries in near future.

The majority of studies on genitopelvic disorders including
dyspareunia focus on heterosexual and cisgender females. The
prevalence of dyspareunia among women in the United States is
high, ranging from 8 — 21% [9]. Despite the life changing physical
and psycohological improvements achieved with gender affirming
surgery, pelvic floor disorders are encountered commonly after
vaginoplasty. A recent study surveying transfeminine individuals
reported that 372 of 605 (61.5%) responders experience pain with
intercourse [10], with dyspareunia being the most common
symptom interfering with regular sexual activity [11-12]. Yet, data
regarding the management of new onset or preexisting pelvic floor
disorders in this population is scarce. Fernando and colleagues
performed the only randomized controlled trial assessing routine
use of PFMT among 37 patients who had undergone vaginoplasty
for gender affirmation. Although routine utilization of PFMT did
not improve patient reported ease of dilatation scores (Visual
Analog Score 0-10) at 12 weeks when compared with sham
treatment sessions, patients with preexisting pelvic floor problems
showed a significant improvement in symptoms with PFMT [13].
Even though this study has provided important information, details
of PFPT sessions were lacking and the question of whether PFPT
is effective for postoperative dyspareunia remains unanswered.

In this case report, dyspareunia in a transgender woman was treated
with biofeedback EMG electrode sensor pelvic floor muscle
therapy (PFMT). Muscles and nerves were stimulated by
biofeedback to generate electrical impulses that facilitate pelvic
floor muscle ontraction and relaxation.  PFMT included
electrostimulation, biofeedback, and vaginal dilators that were
used to help with the isolation of the pelvic floor musculature, and
these modalities were used mostly in combination. Specifically,
electrical stimulation assisted patients with isolation of the proper
muscles, and biofeedback was achieved with a pressure sensor
either in the rectum or neovagina to assess the strength of the
muscle contractions.
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Although extensive literature exists proving the efficacy of PFMT
in cis female populations, there is little evidence evaluating the
potential benefit of PFPT among transgender women with pelvic
floor disorders. In this case report, we seek to demonstrate the
efficacy of PFPT on dyspareunia in a transgender woman.

Case Presentation

Four months after gender affirming surgery, a 19 year old
transgender woman presented with insertion pain during
intercourse with a scale of 9 out of 10. Pain symptoms had been
present for the previous 2 months before presenting to our clinic.
Pelvic floor rehabilitation therapy with biofeedback was started
after lack of improvement with home Kegel therapy. The patient
was instructed on proper isolation of pelvic floor muscles. Kegel
maneuvers were performed under visual video computerized
observation. At all therapy sessions, biofeedback and electrical
stimulation were initiated. EMG electrode sensor/probe was
inserted into the neovagina to stimulate periurethral muscle
activity, and monitoring patches were placed on the abdomen for
15 minutes. Resting pelvic floor muscle activity for the first 3
sessions was 5 mmHg and abdominal resting activity was 10
mmHg. For the next 4 sessions they were 2 and 5 mmHg
respectively. Patient was instructed to contract and relax the
muscles for a duration of 10 seconds with 10 to 14 repetitions.
Maximum and average contraction strength is detailed in Table 1.
Electrical stimulation was initiated for 15 minutes at 12.5 Hz
frequency for the first 4 sessions and was increased to 100 Hz for
the last three sessions. The average fast twitch for the pelvic
muscles is detailed in Table 2. Patient tolerated the procedures
well. Decreased length of muscle contraction was used to
determine muscle fatigue.

The patient was given instructions for a new home Kegel exercise
program. The program composed of contracting and holding pelvic
floor muscles for 10 seconds and relaxing for 10 seconds with 10
to 14 repetitions 3 times a day in sitting, standing and lying
positions. Patient was also started on 1 mg estrogen to be applied
every night intravaginally and on the perineum for 1 week and was
instructed to perform electrical stimulation for 20 minutes 3 times
a day before intercourse. The frequency of electrical stimulations
was 12.5 Hz for the first 4 sessions and it was increased to 100 Hz
for the last 3 sessions. For the first 4 sessions, the patient used
vaginal dilator #2 and for the last 3 sessions, dilator #3 was used
(Table 3). Pain level with intercourse decreased to 6/10 by the 3rd
session and no pain with intercourse was reported after the 6th visit.
Supervised therapy concluded at this time and the patient continued
home Kegel exercises and electrical stimulation with no recurrence
of dyspareunia.

Discussion

There is a paucity of literature on the prevalence and management
of dyspareunia after gender-affirming surgery in transfeminine
individuals, and currently there is no standardized guideline on the
number, intensity, modality and length of PFPT sessions to use in
this population. The etiology of dyspareunia is multifactorial and
may include anatomic, psychologic, and social factors, therefore
management often includes a multidisciplinary approach. A wider

Copy right © Savci Bekir Telek

2|Page


http://aditum.org/
http://aditum.org/

International J of Clinical Gynaecology and Obstetrics 8

knowledge of how to manage pelvic floor disorders in transgender
patients and a higher number of general providers who are trained
in this field, such as physical therapists, is needed to meet the future
expectations.

We present the first known case report on the management of
dyspareunia with a focus on PFPT in a transgender woman after
undergoing  gender-affirming  surgery. Similar to the
aforementioned studies which were performed on cisgender
women, our patient reported an improvement in pain score from
9/10 to 0/10 after 6 therapy sessions, which is encouraging for
future practices The details of the PFPT sessions provided in this
case report could guide clinicians and physical therapists as to how
to advance in their practice.

Conclusion

PFPT could be an effective treatment option for dyspareunia,
which is a very common and notable problem in transfeminine
individuals after gender affirming surgery. Further reports
comparing interventions and long-term outcomes would help
facilitate widely available and robust use of PFPT in transgender
individuals with dyspareunia.

Funding

This research did not receive any specific grant from funding
agencies in the public, commercial, or not-for-profit sectors.

Patient Consent

The patient gave a written informed consent for this case report to
be written and published.

Conflict of Interest

Authors declare that they have no conflict of interest regarding
publication of this case report.

References

1. Wallace SL, Miller LD, Mishra K. Pelvic floor physical
therapy in the treatment of pelvic floor dysfunction in women.
Curr Opin Obstet Gynecol. 2019 Dec;31(6):485-493. PMID:
31609735.

2. Schvartzman R, Schvartzman L, Ferreira CF, Vettorazzi J,
Bertotto A, Wender MCO. Physical Therapy Intervention for
Women With Dyspareunia: A Randomized Clinical Trial. J
Sex Marital Ther. 2019;45(5):378-394. Epub 2019 Mar 20.
PMID: 30640585.

3. Bedaiwy MA, Patterson B, Mahajan S. Prevalence of
myofascial chronic pelvic pain and the effectiveness of pelvic
floor physical therapy. J Reprod Med. 2013 Nov-Dec;58(11-
12):504-10. PMID: 24568045.

4. Akhavan AA, Sandhu S, Ndem I, Ogunleye AA. A review of
gender affirmation surgery: What we know, and what we need
to know. Surgery. 2021 Jul;170(1):336-340. Epub 2021 Mar
16. PMID: 33741180.

5. Gaither TW, Awad MA, Osterberg EC, Murphy GP, Romero

10.

11.

12.

13.

Aditum Publishing —-www.aditum.org

A, Bowers ML, Breyer BN. Postoperative Complications
following Primary Penile Inversion Vaginoplasty among 330
Male-to-Female Transgender Patients. J Urol. 2018
Mar;199(3):760-765. Epub 2017 Oct 12. PMID: 29032297.
Buncamper ME, van der Sluis WB, van der Pas RSD, Ozer M,
Smit JM, Witte BI, Bouman MB, Mullender MG. Surgical
Outcome after Penile Inversion Vaginoplasty: A Retrospective
Study of 475 Transgender Women. Plast Reconstr Surg. 2016
Nov;138(5):999-1007. PMID: 27782992.

Papadopulos NA, Lellé JD, Zavlin D, Herschbach P, Henrich
G, Kovacs L, Ehrenberger B, Kluger AK, Machens HG,
Schaff J. Quality of Life and Patient Satisfaction Following
Male-to-Female Sex Reassignment Surgery. J Sex Med. 2017
May;14(5):721-730. Epub 2017 Mar 31. PMID: 28366591.
Krakowsky Y, Potter E, Hallarn J, Monari B, Wilcox H, Bauer
G, Ravel J, Prodger JL. The Effect of Gender-Affirming
Medical Care on the Vaginal and Neovaginal Microbiomes of
Transgender and Gender-Diverse People. Front Cell Infect
Microbiol. 2022 Jan 21;11:769950. PMID: 35127550;
PMCID: PMC8814107.

Laumann EO, Paik A, Rosen RC. Sexual dysfunction in the
United States: prevalence and predictors. JAMA. 1999 Feb
10;281(6):537-44.  Erratum in:  JAMA 1999 Apr
7;281(13):1174. PMID: 10022110.

Abern L, Maguire K, Cook J, Carugno J. Prevalence of Vulvar
Pain and Dyspareunia in Trans Masculine Individuals. LGBT
Health. 2022 Apr;9(3):194-198. Epub 2022 Feb 3. PMID:
35119296.

Rogers RG, Pauls RN, Thakar R, Morin M, Kuhn A, Petri E,
Fatton B, Whitmore K, Kinsberg S, Lee J. An International
Urogynecological Association (IUGA)/International
Continence Society (ICS) joint report on the terminology for
the assessment of sexual health of women with pelvic floor
dysfunction. Neurourol Urodyn. 2018 Apr;37(4):1220-1240.
Epub 2018 Feb 14. PMID: 29441607.

Potter E, Sivagurunathan M, Armstrong K, Barker LC, Du
Mont J, Lorello GR, Millman A, Urbach DR, Krakowsky Y.
Patient reported symptoms and adverse outcomes seen in
Canada's first vaginoplasty postoperative care clinic.
Neurourol Urodyn. 2023 Feb;42(2):523-529. Epub 2023 Jan
11. PMID: 36630152.

Ferrando CA, Mishra K, Grimstad FW, Weigand NW, Pikula
C. A randomized trial comparing perioperative pelvic FLOor
physical therapy to current standard of care in transgender
Women undergoing vaginoplasty for gendER affirmation: the
FLOWER Trial. Int Urogynecol J. 2023 Dec;34(12):2985-
2993. Epub 2023 Sep 9. PMID: 37688620.

Copy right © Savci Bekir Telek

3|Page


http://aditum.org/
http://aditum.org/
doi:%2010.1097/GCO.0000000000000584
doi:%2010.1097/GCO.0000000000000584
doi:%2010.1097/GCO.0000000000000584
doi:%2010.1097/GCO.0000000000000584
doi:%2010.1080/0092623X.2018.1549631
doi:%2010.1080/0092623X.2018.1549631
doi:%2010.1080/0092623X.2018.1549631
doi:%2010.1080/0092623X.2018.1549631
doi:%2010.1080/0092623X.2018.1549631
doi:%2010.1016/j.surg.2021.02.013
doi:%2010.1016/j.surg.2021.02.013
doi:%2010.1016/j.surg.2021.02.013
doi:%2010.1016/j.surg.2021.02.013
doi:%2010.1016/j.juro.2017.10.013
doi:%2010.1016/j.juro.2017.10.013
doi:%2010.1016/j.juro.2017.10.013
doi:%2010.1016/j.juro.2017.10.013
doi:%2010.1016/j.juro.2017.10.013
doi:%2010.1097/PRS.0000000000002684
doi:%2010.1097/PRS.0000000000002684
doi:%2010.1097/PRS.0000000000002684
doi:%2010.1097/PRS.0000000000002684
doi:%2010.1097/PRS.0000000000002684
doi:%2010.1016/j.jsxm.2017.01.022
doi:%2010.1016/j.jsxm.2017.01.022
doi:%2010.1016/j.jsxm.2017.01.022
doi:%2010.1016/j.jsxm.2017.01.022
doi:%2010.1016/j.jsxm.2017.01.022
doi:%2010.3389/fcimb.2021.769950
doi:%2010.3389/fcimb.2021.769950
doi:%2010.3389/fcimb.2021.769950
doi:%2010.3389/fcimb.2021.769950
doi:%2010.3389/fcimb.2021.769950
doi:%2010.3389/fcimb.2021.769950
doi:%2010.1001/jama.281.6.537
doi:%2010.1001/jama.281.6.537
doi:%2010.1001/jama.281.6.537
doi:%2010.1001/jama.281.6.537
doi:%2010.1089/lgbt.2020.0357
doi:%2010.1089/lgbt.2020.0357
doi:%2010.1089/lgbt.2020.0357
doi:%2010.1089/lgbt.2020.0357
doi:%2010.1002/nau.23508
doi:%2010.1002/nau.23508
doi:%2010.1002/nau.23508
doi:%2010.1002/nau.23508
doi:%2010.1002/nau.23508
doi:%2010.1002/nau.23508
doi:%2010.1002/nau.23508
doi:%2010.1002/nau.25132
doi:%2010.1002/nau.25132
doi:%2010.1002/nau.25132
doi:%2010.1002/nau.25132
doi:%2010.1002/nau.25132
doi:%2010.1002/nau.25132
doi:%2010.1007/s00192-023-05623-0
doi:%2010.1007/s00192-023-05623-0
doi:%2010.1007/s00192-023-05623-0
doi:%2010.1007/s00192-023-05623-0
doi:%2010.1007/s00192-023-05623-0
doi:%2010.1007/s00192-023-05623-0

